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Section 1: Introduction 

The Family First Prevention Services Act (FFPSA) provides an unprecedented opportunity for 
transformation in New Hampshire as we work toward a vision where all children are safe, and 
families thrive. Submitting this Title IV-E Prevention Plan is New Hampshire’s opportunity to 
continue to leverage all available resources to realize and sustain this vision.  In partnership with 
community service providers, sister divisions, and local stakeholders, the New Hampshire 
Division for Children, Youth, & Families (DCYF) will build cohesive community supports and 
resources through Family First and its greater prevention strategy to help each child realize their 
potential and safeguard vulnerable families.  In doing so, New Hampshire will leverage this 
opportunity to: 

 Keep families together by providing high-quality prevention services for in-home DCYF 
cases. 

 Reduce entries/re-entries into foster care by providing services to high-risk families in 
the community who have come in contact with DCYF. 

 Keep families from becoming further involved with DCYF by providing prevention 
services to high-risk groups the first time they come into contact with Child Protective 
Services. 

 

Overview of Jurisdictional Considerations Related to Family First and its Overall 
Prevention Strategy 
The provisions of the Family First Prevention Services Act (Family First) aligns to DCYF’s current 
focus on strengthening partnerships with other public and private stakeholders and building out 
a continuum of care to provide the right service to the right children, youth, and families at the 
right time to prevent further involvement with DCYF as outlined in DCYF’s core strategic 
priorities for 2020-2021 (New Hampshire Department of Health and Human Services NH DCYF 
Strategic Priorities, 2020c). With the support of federal claiming through Family First, DCYF plans 
to elevate and expand home-and community-based services designed to address the needs of 
several at risk populations across the child-and family-serving system. These community-based 
services are intended to safely keep families together to prevent unnecessary entries into out-
of-home care, sustain family reunification, as well as support successful transitions into 
adulthood for involved youth.  
 
The enhanced service array will support parenting knowledge and skill building, child mental 
health and substance use needs, as well as ensure families are linked to more concrete supports 
and resources. In doing so, DCYF intends to build on and expand parts of the Division’s service 
system that are already effective, while partnering with other Department of Health and Human 
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Services (DHHS) divisions to make additional enhancements. The following section outlines 
several recent and important initiatives that highlight how New Hampshire’s prevention efforts 
will impact the implementation of Family First. 
 
Recent Expansion of Community-Based Prevention  
The timing for the introduction of Family First in New Hampshire is particularly notable given 
that it will coincide with the launch of a new prevention program known as the Community-
Based Voluntary Service (CBVS) model in early 2021. With the support of the Governor and the 
New Hampshire legislature, DCYF has substantially expanded its ability to offer prevention 
programs to more families who are at risk for child welfare involvement through CBVS. The 
model will serve families identified as being safe and high risk or very high risk through DCYF’s 
standardized, actuarial safety and risk assessment tools and appropriate for community-based 
case management services and other direct services at the time of investigation.    

Prior to the reintroduction of voluntary services by the legislature in SFY2018 – DCYF did not 
have a funded voluntary service program.  The only means by which DCYF could provide 
ongoing case management and home-based services to families after an investigation was if 
they received a legal finding of child abuse or neglect or the Director authorized funding for 
services.  However, due to the relatively stringent legal requirements necessary to substantiate 
an allegation of child abuse and neglect in New Hampshire and the lack of available funding, 
many families who were at risk of future maltreatment had their investigation closed without 
findings and did not receive ongoing services. As a result, families often needed to experience 
another crisis to re-enter the DCYF system to receive services.  

Due to legislative efforts to re-establish funding, the CBVS program now seeks to fill this gap by 
enabling DCYF to significantly expand the number of families who can be served and supported 
in a collaborative community setting. During initial rollout, DCYF estimates that approximately 
2,000 families will be eligible for CBVS referral.  Further discussion on the CBVS population will 
follow in section 2. 
 
Infrastructure Enhancements across DHHS 
The implementation of Family First in New Hampshire will be benefited by an infrastructure that 
singularly houses a vast array of public services, including the Division for Children, Youth and 
Families, under the Department of Health and Human Services (DHHS).  The Department’s 
purview includes services related to mental health, developmental disability, substance abuse, 
child protection, housing, entitlements, child development, and public health. Following the 
release of an independent review by the Center for Support of Families in December 2016, an 
internal initiative was undertaken to further strengthen the coordination of the DHHS human 
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service systems to create a more holistic, multi-generational and integrated approach for 
individuals, families, and children. As a result of this review, a Child Welfare Systems 
Transformation Inter-Agency team was established to support these reforms. This team involves 
a broad group of stakeholders, including parents, staff, medical professionals, law enforcement, 
educators, legislators, advocates, and providers.  The effort has led to several important reforms 
within and across DHHS’s divisions that impact prevention efforts. For DCYF, key reforms have 
included significant increases in staff capacity as well as increased awareness of efficient ways to 
organize staff.   

As part of this transformation effort, cross-departmental integration teams were also established 
to understand the barriers to providing effective services for individual and family needs across 
sectors. Enhanced coordination with DHHS programs in behavioral health, TANF, food stamps 
and housing were forged to strengthen prevention efforts by effectively coordinating services 
and supports to at-risk families. Outside of the Department, strengthened partnerships with 
other state agencies, employers, transportation vendors, childcare providers, and housing 
services have been important to providing smoother pathways to economic mobility.  Figure 1 
below visually depicts how these reform efforts further integrated the various health and human 
service arms of the Department. 

Figure 1: DHHS Organizational Chart After Realignment 

 



 

New Hampshire DCYF | Family First Prevention Plan                                                                           7 
 

Bureau of Children’s Behavioral Health’s (BCBH) enhanced System of Care  
In 2018, DHHS released the Adequacy and Enhancement Assessment report (Public Consulting 
Group, 2018) which called for several reforms that included further integration of services with 
the children’s behavioral health system; immediate enhancements to the service array for 
children with significant emotional, behavioral and mental health needs; and transformation of 
New Hampshire’s child-serving system to one that is based on early intervention, evidence-
based services, and accountability for outcomes. In response, the state legislature passed SB-14 
in 2019 to enhance its behavioral health system of care by expanding early and effective 
community-based interventions and crisis stabilization services.  This effort will shift the front 
door for public behavioral healthcare from the child protection and juvenile justice systems to a 
System of Care focused upon and available to children based upon their clinical needs 
regardless of whether they present within the formal child protection and juvenile justice 
systems.   
 
Expanded services through SB-14 include statewide children’s mobile crisis services; utilization 
of high-fidelity wraparound to support youth with significant behavioral health challenges, 
including those in need of a residential level of care to better support reintegration into the 
community; significant enhancements to residential clinical services; development of a conflict 
free clinical assessment to inform whether and at what level residential care is clinically 
indicated; and more. These efforts are currently in varying stages of procurement and 
implementation. 

In several respects, this legislation also lays the groundwork for New Hampshire’s 
implementation of Family First prevention services, including the mandate for a uniform clinical 
assessment of a child and families’ needs (i.e., the Child and Adolescent Needs and Strengths 
assessment), the expectation that services be based in evidence by including new definitions of 
evidence-based services, an understanding that meeting the needs of children and families will 
require care to be coordinated across systems, and that families need to understand the options 
and opportunities for the care of their child(ren).  

The forthcoming implementation of Family First looks to further strengthen the collaboration 
between DCYF and BCBH to meet the needs of New Hampshire families with behavioral health 
needs. This will be most evident in the rollout of the CBVS program to ensure families with 
identified mental health and substance abuse needs receive coordinated care.   

Family Resource Centers and Establishment of Kinship Navigator Programs 
Supported by the New Hampshire Children’s Trust (NHCT), Family Resources Centers offer in-
home support, parenting programs, various groups and programs for children and youth such 
as developmental screening and after school programs. They partner with many other 
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community and government agencies and have comprehensive networks with their own local 
areas. In support of the Division’s vision for Family First, FRCs began to offer kinship navigator 
services across its 20 sites in late 2020 to provide assistance to family members who have taken 
on the role of caretakers for children to prevent their entry into the child welfare system.   
 
The Kinship Navigator Program creates a single point of entry to connect relative caregivers with 
a range of supportive services. These services include coordination and case management, 
caregiver education, clinical services, peer support and mentoring, legal advocacy, financial 
assistance (e.g., TANF, SSI, SNAP, child support, housing), and access to other concrete supports.  
The program also promotes partnerships among DHHS, private, and community-based agencies 
to broaden access to kinship-related services.  To ensure consistent practice, Kinship Navigators 
have access to a common service delivery platform known as the Family Support Data System 
which is used to capture data and outcomes across programs. 

In 2019, NHCT was awarded a two-year contract to assume the role of a facilitating organization 
to provide backbone support, coordination, training, and technical assistance for the 
implementation of operational and quality control standards for the state’s network of FRCs. 
NHCT provides guidance, support and training to FRCs and other community programs 
providing wellness and primary prevention services for children and families by promoting 
quality, evidence-based programming, developing mechanisms for cross-network collaboration 
and progress monitoring, data collection and analysis, and guidance to programs implementing 
the National Standards of Quality for Family Strengthening and Support (Standards) and/or 
seeking Family Resource Center of Quality (FRC-Q) designation. 

Establishing a Family Support Warm Line 
In early 2020, DHHS, in partnership with a community-based provider Waypoint, supported the 
establishment of a Family Support Warm Line in response to the threat of COVID-19 in New 
Hampshire. The Warm Line is a free phone-in service where callers can talk confidentially to a 
family support professional to get help with everything from coping strategies, child behaviors, 
family dynamics, household management and emotional distress, to gaining access to tools, 
resources, and services that can help navigate life during challenging times. The ultimate goal of 
the Family Support Warm Line is to serve as a support to families during times of increased 
stress and to reduce the number of calls to protective services.  

Creation and Distribution of New Hampshire’s Child and Family Well-Being Guide 
At the onset of COVID, DCYF engaged community members, providers, and parents to develop 
the Child and Family Well-Being Guide. The brief guide leads community helpers – educators, 
law enforcement, medical personnel, neighbors, anyone – through a supportive process to 
engage with children and families and help connect them to resources. Focusing upon the 
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reality that all families need support, the guide aims to destigmatize and encourage families and 
community members to seek and accept assistance. The guide was featured in press coverage; 
distributed to tens of thousands of people through providers, the NH Department of Education, 
the NH Department of Justice, the NH National Guard, and others; and has been used to 
support a transformation of practice at the state’s child abuse and neglect hotline.  

Shifting Child Abuse Hotline Practice to Connect Reporters with Supportive Family 
Resources 
An early focus of the transformation that DCYF began in 2016 has been to find ways to ensure 
that the right intervention is made available when concerns about a family are made to the child 
abuse and neglect hotline. New Hampshire’s hotline historically provided a binary response to 
concerns of abuse or neglect: calls were either screened-in or screened-out. Recognizing that a 
child protection investigation is not always the best intervention and may in fact result in 
families turning away from supports, work was initiated to identify the types of concerns that 
tend to result in low risk/unfounded assessments. Over the past year, the hotline has screened-
out more of those types of concerns and has more frequently connected reporters with 
community resources – home visiting programs, families resource centers (FRCs), or sometimes 
simply providing the Child and Family Well-Being guide. 

In a similar effort, in late 2020, DCYF initiated work with Casey Family Programs and Evident 
Change, formerly known of the National Council on Crime and Delinquency, to create a web-
based community response guide. The project is being led by a team including representatives 
of DCYF, parents, the Child Advocate, Waypoint, CASA, the Granite State Children’s Alliance, the 
Children’s Hospital at Dartmouth Hitchcock, the Division of Public Health Services, and the 
Division of Economic and Housing Stability. The goal is to create a web-based tool to help 
people concerned about the safety or well-being of a child determine if a report to the child 
abuse hotline is indicated, or, rather, if a community resource is the best way to support the 
family. If the latter is indicated, the user will be provided with information for the appropriate 
local resources to support the family. 

Whole Family Approach to Jobs: Parents Working and Children Thriving 
Whole Family Approach to Jobs is an ACF Region One and philanthropic initiative to help New 
England states find innovative solutions that help parents work and children thrive. In 2020, the 
vast majority of allegations to the hotline are related to neglect. It is believed that a root cause 
of these concerns is often related to poverty.  

Launched in 2017, the six New England states agreed to create a learning community across 
interest areas, programs, agencies, geography, and political landscapes. The New Hampshire 
chapter has prioritized solving the vexing issues of poverty by eliminating the cliff effect. The 
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cliff effect occurs when wages do not make up for what is lost in public assistance when a parent 
accepts a job or a promotion. 

DHHS is working collaboratively across state government, non-profit organizations, 
philanthropy, and business to promote the upward economic mobility of families and to 
strengthen the economy by expanding the labor pool for parents. There are five (5) main 
components to New Hampshire’s participation in the Whole Family Approach to Jobs initiative 
1) NH Chapter of the Whole Family Approach to Jobs: Parents Working, Children Thriving; 2) 
House Bill 4 Benefits Cliff Working Group; 3) DHHS Whole Families Integration Team; 4) 
Economic Analysis of the Cliff Effect; and 5) the development of a benefits cliff calculator. 

Community Collaborations to Strengthen and Preserve Families (CCSPF)  
New Hampshire’s Department of Health and Human Services (DHHS) is the only state agency in 
the nation to receive federal funding focused on testing new models for family strengthening 
and prevention supports by creating locally designed, seamless delivery systems. The 
Community Collaborations to Strengthen and Preserve Families (CCSPF) grant is a five-year 
award that will allow state and local partners to focus on using evidence-based practices to 
build parental capacities and self-sufficiency in young families to safely care for their children.  

New Hampshire’s approach is to lean on the Division of Public Health Services’ (DPHS) 
experience of prevention programming and data driven systems development to support 
innovative, silo-busting work within rural and urban communities to: (1) reduce the number of 
children entering foster care, reduce unnecessary referrals to child welfare and increase parental 
protective factors; (2) strengthen collaboration and coordination across community and state 
agencies; and (3) use population health and safety needs data to show where future child 
maltreatment maybe more likely and better target community resources and strategies. At the 
state and community level, the CCSPF initiative represents a full commitment to multidisciplinary 
shared planning and decision-making. 

The initiative uses the research of Predict Align Prevent, the Protective Factors Framework, and 
Boundary Spanning Leadership to strengthen its approach (Predict, Align, Prevent. 2021; Center 
for Creative Leadership, 2016). CCSPF establishes an integrated continuum of family support 
with community-based services such as mental health, substance misuse treatment, economic 
supports, home visiting, and educational programs in order to prevent child abuse and neglect, 
adverse childhood experiences and ultimately reduce the number of children entering foster 
care. The initiative is focused in three New Hampshire communities of highest need: 
Manchester, Winnipesaukee Public Health Region (WPHR), and the North Country. 
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Thriving Families Safer Children initiative  
In late 2020, a multidisciplinary team of leaders across the social service sector came together, 
with the support of Governor Sununu to join the Thriving Families Safer Children initiative with a 
goal of establishing a cohesive and robust child and family well-being system, capable of 
meeting the needs of children and families in the community and outside of the formal child 
protection system.  To do so, the state will build on its recent efforts to fortify the Division for 
Children, Youth and Families, its behavioral healthcare system, and other health and human 
services and supports. 

With input across stakeholders including parents, grandparents, legislators, professionals, 
businesses, local/regional coalitions, state agency staff and higher education, will harness the 
momentum of the aforementioned initiatives to create an effective, efficient, and evidenced-
informed child and family well-being system.  

In consideration of the efforts highlighted in the Thriving Families, Safer Children Round Two 
proposal, New Hampshire is particularly interested in support and expertise to achieve or 
advance efforts in the following areas: 

 Supporting, sustaining, and expanding robust networks of community based primary 
prevention supports such as New Hampshire’s network of Family Resource Centers; 

 Supporting, sustaining, and expanding the newly developed Warm Line and community 
responses as an alternative to child abuse hotlines for situations in which child 
maltreatment is not suspected; 

 Cross-system, cross-sector data sharing and data linkages; 
 Leveraging other jurisdictional initiatives such as the Community Collaborations Grant 

and Preschool Development Grant; 
 Supporting, sustaining, and expanding statewide home visiting programs; 
 Expanding upon existing efforts to integrate family/youth/community expertise into 

design, operation and improvement of well-being systems;  
 Supporting the Council to identify and develop strategies to address systemic barriers to 

creating a well-being system; and 
 Advocating for more flexibility in the use of federal funding streams to support well-

being across the human services continuum, particularly related to siloed services and 
distinct eligibility requirements. 

Stakeholder Consultation and Coordination in the Planning Process  

To plan for the implementation of Family First, DCYF along with its sister agencies have 
established several supporting work groups, including Case Planning, Technology, Service Array, 
Assessment, Fiscal, and Communications.   A core team from these workgroups meets on a bi-
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weekly basis to provide further oversight to the planning process. Executive leadership from 
DCYF and BCBH have also continually met with representatives of these workgroups throughout 
the planning process, including as part of a monthly meeting where leaders from the individual 
workgroups report out directly to DCYF and BCBH leadership. This monthly meeting is designed 
to problem solve specific planning and implementation concerns. Please see Appendix A for 
more detail about DCYF’s Family First governance structure. 

Coordination of IV-B plan and IV-E prevention services  
New Hampshire will ensure that their Family First Title IV-E and Title IV-B goals align. The New 
Hampshire prevention plan will function alongside other prevention programs and funds, such 
as Promoting Safe and Stable Families (PSSF) funding, which funds family violence prevention 
services and the Roadmap to Reunification program. DCYF also leverages its Title IV-B funding 
to support the lower risk prevention population through Family Resource Centers (FRCs), the 
higher risk SUD populations by supporting the Master Licensed Alcohol and Drug Counselor 
(MLADC) program and expedited reunification for children in foster and relative placements 
through Roadmap to Reunification.  

DCYF’s Bureau of Community, Family, and Program Support is responsible for the program and 
contract management for both the services outlined in the Title IV-E prevention plan and the 
services provided under the state Title IV-B plan.  For example, the MLADC program is 
administered by the same unit who will oversee the well-supported evidence-based services 
illustrated within this prevention plan.  This allows for a streamlined, coordinated approach to 
managing and assessing the effectiveness of these programs, and allows DCYF to ensure that 
families are receiving the most appropriate service, regardless of funding source.    

DCYF is committed to programs and processes that complement each other and serve the 
overall purpose of creating a robust service array that creates and supports a full system of care 
for children, youth, and families. 

Section 2: Candidacy Groups (pre-print section 9) 

In mid-2020, DCYF conducted a series of analyses to inform its selection of the target 
populations for the Family First prevention services. These analyses were focused on 
understanding the size, distribution, and needs of the populations of children and families who 
might benefit from evidence-based interventions. While empirical analyses examined a number 
of different groups, the Family First planning team ultimately selected six target categories of 
families in this initial five-year Prevention Plan (please see Table 1 below). 
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Table 1:  New Hampshire Candidacy Groups based on SFY2019 or SFY2020 data 

Subpopulation Description Count1 
1. Children of families at investigation with no court involvement   

a. SDM safe score; high or very-high risk score 2,024 families 
b. SDM safe score; moderate risk score 3,370 families 

2. Children of families served in-home with an open DCYF case, either 
voluntary or court involved 

1,171 children 

3. Children born to mothers with a positive toxicology screening 403 children2 
4. Children served with an open in-home juvenile justice case, either 

voluntary or court-involved 
2,125 children 

5. Children in recently reunified families 611 children 
6. Children in recently adopted families  208 children 
7. Children remaining in the home with at least one sibling in placement 319 children 
8. Pregnant and Parenting Youth in Foster Care 5 – 10 children 

[1] An analysis of the subpopulations could not provide uniform years and units (children v. families). Please also note 
that some candidacy groups with respect to one another are not unique counts. 

[2] The counts for the Children born to mothers with a positive toxicology screening candidate group are not unique 
to the other identified candidate groups (e.g., Children with Safe and Very High referrals scores as the point of 
assessment). 

Children of families during investigation who are deemed safe but moderate to high risk 
and no current court involvement  
One of DCYF’s primary goals through the implementation of Family First is to prevent families 
who come to the attention of the Division from requiring a future Child Protective Services (CPS) 
intervention. A recent analysis found that 32% of all families investigated by CPS in CY 2017 
were subsequently reinvestigated within 12 months, while 40% returned within 18 months. This 
cycle of recurrence suggests that some families’ underlying needs and challenges linked to 
maltreatment are not being sufficiently addressed through existing supports (New Hampshire 
Department of Health and Human Services, 2020b). 

To understand more about the need to expand community-based service options for families 
who receive investigations but are not opened as an in-home or CPS case, DCYF performed an 
analysis of families in SFY2019 with a safe score on the Structured Decision Making (SDM) Safety 
Assessment, moderate to very-high scores on the SDM Risk Assessment, and an unfounded 
investigation finding. Among those deemed safe, but high to very high risk, 41% presented with 
a caregiver history of substance use, 20% with caregiver mental health concerns or physical 
disability identified, 24% acknowledged incidents of domestic violence, 24% with a child with 
mental health concerns or a disability, and approximately half (49%) were involved in a 
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subsequent investigation in the follow-up period. Although exhibiting lower overall levels of 
risks in comparison to the high to very high-risk subgroup, the moderate risk subgroup also 
demonstrated similar levels of risk in some areas.  For instance, the moderate risk subgroup had 
similar rates of a child with mental health concerns or a disability than the high to very high-risk 
group (19 vs 24 %, respectively).  Overall, the results of this analysis demonstrate the importance 
of addressing certain risks to safeguard against subsequent involvement. Please see Table 2 
further below.   

The families who are referred to Community Based Voluntary Services (CBVS) are transitioned 
over to the service as their investigation with DCYF is closed out and concluded. Therefore, the 
families who are involved with CBVS are no longer provided support or services from DCYF itself 
but rather an outside entity, the CBVS vendor. The clients who are referred to the CBVS vendor 
are those rating within the high/very high-risk level and deemed safe. All families who are within 
this criteria are offered the CBVS program, which a referral is then made if the family is 
interested in the service. The CBVS referrals occur when the family’s investigation is completed 
and determined that legal action is not being taken by DCYF. Families who are involved with 
CBVS will be documented as eligible for prevention services and will fit within the criteria for the 
candidacy prevention types for the Family First Prevention Services Act. 
 

Table 2: SFY2019 Population of Safe, Moderate to Very High, and Unfounded at 
Investigation 

 Safe, High/Very High Risk, Unfounded  Safe, Moderate Risk, Unfounded, 

Demographic 
features 

 Average age of a primary caregiver is 
34 years old 

 Average number of children in a family 
is 2 children 

 48% with children 5 yrs. old and 
younger 

 Average age of a primary caregiver is 
34 years old 

 Average number of children in a family 
is 2 children 

 40% with children 5 yrs. old and 
younger  

Prior 
interactions 

 12% had no prior interaction 
 25% had a call but were screened out 
 63% had a call and had an assessment 

 51% had no prior interaction 
 18% had a call but were screened out 
 31% had a call and had an assessment  

Subsequent 
interactions 

 24% had no subsequent interaction 
 27% had a call but were screened out  
 49% had a call and had an assessment  

 51% had no subsequent interaction 
 19% had a call but were screened out 
 30% had a call and had an assessment  

Substance Use 
Disorders 

 41% have SU identified in their most 
recent assessment  

 Among those, 52% have both SU and a 
young child  

 21% have SU identified in their most 
recent assessment  

 Among those, 47% had both SU and a 
young child  
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Mental Health 
or Physical 
Disabilities 

 20% have a MH or Physical Disability 
among the caregiver identified in their 
most recent assessment  

 24% have a MH or Physical Disability 
among the child identified in their 
most recent assessment  

 9% have a MH or Physical Disability 
among the caregiver identified in their 
most recent assessment  

 19% have a MH or Physical Disability 
among the child identified in their most 
recent assessment  

Domestic 
Violence 

 24% have DV identified in their most 
recent assessment 

 17% have DV identified in their most 
recent assessment 

 
Given these overall findings, New Hampshire has opted to include families who are deemed safe 
with moderate to very high-risk scores at investigation as a candidate subgroup for Family First. 

As discussed in the previous section, those families who score as safe on the Structured Decision 
Making (SDM) Safety assessment and high or very high on the SDM Risk Assessment tool will be 
eligible for referral to the Community-Based Voluntary Services (CBVS) program.  Launched in 
early-2021, DCYF estimates that approximately 2,000 families per year will be eligible for referral.    

Although the majority of these CBVS referrals will have unfounded or inconclusive investigative 
findings, DCYF also plans to refer families with “founded – problem resolved” population if 
deemed appropriate. Additionally, there will be consideration to referring families with a 
moderate score on the SDM Risk Assessment to the CBVS program in the future.   

Given that a considerable proportion of this population are families with children 5 years old 
and younger (48 % for high to very high risk and 40% for moderate risk), DCYF plans to ensure 
better coordination with its sister agency, the Division of Public Health Services (DPHS), and 
community providers to expand access and linkage to home visiting services.  This will be 
achieved through referral to the CBVS program for further assessment and care coordination or 
by direct referral to a home visiting program such as Healthy Families America.  
 
Children of families in open In-Home (Court or Voluntary) Services 
In SFY19 DCYF served 1,307 children or 675 families through in-home voluntary or court 
involved cases. During a DCYF investigation, families that are typically included in this 
subpopulation are those with an SDM Safety Assessment rating of conditionally safe but unable 
to address safety concerns; or a SDM Risk Assessment Tool rating of high or very risk and a 
DCYF allegation finding determination of founded.    

As a proxy for understanding the needs of this population, DCYF analyzed SFY19 data for those 
families with a conditionally safe SDM safety score at investigation but families with any risk 
level or investigation finding status.  Among this population of 1,444 families, 52.9% had past or 
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present substance use, 28.8% were involved with domestic violence, 21.8% had a caregiver with 
a mental health or physical disability, and 56% had at least one child under the age of 5. 

To supplement these safety assessment findings, the Division facilitated focus groups and 
interviews with direct service staff and local providers to obtain qualitative insights on the needs 
of families being served not just as an open in-home case but for those who had been recently 
reunified or were residing with a relative caregiver. These qualitative findings reinforced that 
parental substance use and mental health, domestic violence were primary reasons for CPS 
involvement.  In addition, the discussions emphasized the need to further bolster concrete 
supports, particularly housing and transportation, to further safeguard against out-of-home care 
(New Hampshire Division of Children, Youth & Families, 2020).  

Children born to mothers with a positive toxicology screening 
In SFY2020, DCYF assessed families with 403 substance exposed infants (SEI). Of those families 
with SEI who have recorded SDM tool results during the investigation, 64% scored high or very 
high risk and 46% were assessed as unsafe or conditionally safe.  Among this population, 13% 
were involved with domestic violence, 20% had a caregiver with a mental health or physical 
disability, and 7% had a child with a mental health or physical disability. Relatedly, in CY2020, 
approximately 1 in 5 DCYF critical incidents (primarily fatalities, near-fatalities, and other serious 
issues) involved a substance exposed infant.  History of prenatal substance exposure continues 
to be a leading concern for out of home placement across the state, with 430 children removed 
by DCYF from 2015-2019 (New Hampshire Office of the Child Advocate, 2019).  Family First 
prevention services will be considered for any family with a SEI to expand DCYF’s service array 
options with these families.  

Children served by Juvenile Justice Services (JJS) In-Home 
DCYF’s Juvenile Justice Services (JJS) program is responsible for providing supervision and 
rehabilitative services to youth at risk or involved with the juvenile justice system. The program 
provides supervision, case management, and an array of rehabilitative services through Juvenile 
Probation and Parole Officers (JPPOs) and a network of community-based providers who are 
licensed or certified by DHHS.  

In 2020, NH DCYF served 2,125 youth in-home with JJS cases. This population is made up of 
cases that are deemed Children in Need of Services (CHINS), voluntary CHINS, and non-CHINS 
delinquency cases.  CHINS cases are those with a court petition filed to assist children 
experiencing serious difficulties and who need services in order to protect the child from the 
long-lasting impact of harmful behavior. These petitions may be filed by parents, guardians, 
schools or law enforcement depending upon the behavior which is alleged.  For some families, a 
CHINS case is opened on a voluntary basis without a court ruling.   
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The Structured Assessment of Violence Risk in Youth (SAVRY) has historically been administered 
to youth involved with JJS. The SAVRY measures whether the youth is at relatively low, moderate 
or high risk for engaging in violence or general delinquency.  The instrument’s specific items 
also provide relevant indications on family/caregiver support, child mental health, and child 
substance abuse.  However, SAVRY quantitative results for the JJS population are not available 
currently.  In response, DCYF engaged in a series of focus groups with its JJS staff in late 2020 to 
understand the specific needs of this population.  According to staff, among the challenges that 
the majority of the JJS population face are unresolved traumas, clinical mental health and 
substance abuse concerns, lack of educational engagement, exposure to negative peer groups, 
and lack of parental skills and supports (NH DCYF Focus Group, 2020).  Given the substantial risk 
for JJS youth to become dually involved with Child Protective Services, DCYF is committed to 
providing additional services through Family First to support positive youth and family 
outcomes.  

Children who are recently reunified  
In SFY2020, DCYF served a total of 611 children (376 from CPS and 235 from JJS) exiting care to 
reunification. Prior research from the field indicates that some of these children are at-risk of 
returning to care without needed supports and resources (Wulczyn et al., 2020). In fact, in the 
previous year (SFY 2019), 14.8% of 531 children entering foster care were re-entries; of those 
children 8.1% re-entered within 12 months and 6.8% re-entered more than 13 months after 
reunification.  This finding suggests that some children and their families could benefit from 
additional Family First prevention services to reduce the likelihood of re-entry.  

As discussed further above, the Division facilitated focus groups and interviews with direct 
service staff and local providers to obtain qualitative insights on the needs of families recently 
reunified, families being served through in-home services, or children residing with a relative 
caregiver.  Staff emphasized that parental substance use and mental health, domestic violence 
were primary reasons for CPS involvement (New Hampshire Division for Children, Youth & 
Families, 2020). Such findings suggest a need to support recently unified children and families to 
prevent further re-entry into the system.  Family First prevention services will be considered for 
any child who has recently been reunified for whom services to the family will mitigate identified 
risks, preventing further maltreatment and re-entry into care. 

Children who are recently adopted 
In SFY2019, DCYF served 26 post-adoption children and families. Although adoption failure rates 
are not available at this time, a survey of foster and adoptive parents that was conducted in 
2015 and 2018 (n=622) provided some important insights on adopted children in New 
Hampshire. Although 39% of the respondents in this survey also included foster parents in 
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addition to adoptive parents, it provides a proxy of the needs of adoptive children across the 
state.  According to respondents, families requested a need for more appropriate mental health 
resources for kids with trauma and attachment concerns, parental support services like childcare 
and summer programming, and educational support such as IEP coordination with schools 
(Center for Program Design and Evaluation at Dartmouth, 2018).  

Children remaining in the home whose siblings are in placement 
Given that siblings in the same family may potentially be removed on different dates, an analysis 
was performed using data from every first of the month of SFY2020.  On average, across these 
months, there were 1,060 children in placement.  Among these children in placement, there 
were 319 siblings remaining at home.  Research findings have indicated that if there is a safety 
factor that caused the removal of one child, the remaining children in the home may be at 
greater risk of coming into care (Witte, Fergert & Walper, 2018). These findings suggests that 
some children and their families could benefit from additional Family First prevention services to 
reduce the likelihood of re-entry.  
 
Pregnant and parenting youth in foster care 
FFPSA allows for prevention services for pregnant or parenting foster youth. In SFY 2020, based 
on current tracking methods, DCYF estimates that there are between 5 – 10 youth in this sub-
population each year.  DCYF anticipates that more refined tracking methods will identify an 
additional need in this area.  Prevention services to or on behalf of the youth will help ensure 
that the youth is prepared to be a parent so that their unique needs are met and their efforts to 
transition to adulthood are successful. 
 

Section 3: Title IV-E Prevention Services (pre-print section 1; Attachment III)  

To ensure a rigorous selection process for the proposed Family First prevention services, several 
important factors were considered by stakeholders, including 1) the size and needs of the target 
populations (Section 2); 2) evidence ratings from the Title IV-E Prevention Services 
Clearinghouse and findings from peer-reviewed literature; 3) the existing array and capacity of 
interventions already provided by DHHS sister agencies or through other funding streams; and 
4) the cost and feasibility of implementing various evidence-based programs relative to 
population needs and anticipated cost-benefit expectation associated with program 
implementation.  Based on this selection process, the information detailed in Table 3 represents 
the array of preventive programs that aligns with the needs of children and families involved 
with or at risk for becoming involved with New Hampshire’s child welfare system.  
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Table 3:  New Hampshire Family First Service Array 

Service Type Intervention Target Population 
Length of 

Service (LOS) 

IV-E
Clearinghouse 

Rating 
Funding 

Source(s) 

Parenting Skills 

Healthy Families 
America (HFA) 

Families with children 
aged 0 – 5 

36 - 60 
months 

Well Supported 
Family First, 

MIECHV 

Homebuilders 
Families and 

children/youth 
4-6 weeks Well Supported

Family First, 
Medicaid 

Intercept 
Families and 

children/youth 

Mostly 4-6 
months, can 

be 6-9 months 
for post-

reunification 
cases 

Well Supported 
Family First, 

Medicaid 

Mental Health 
& Substance 

Abuse 

Multisystemic 
Therapy (MST) 

Youth aged 12-17 with 
serious 

emotional/behavioral 
difficulties needs & 

their families 

4 – 6 months Well Supported 
Family First, 

Medicaid 

Parenting Skills, 
Mental Health, 

Substance 
Abuse 

Motivational 
Interviewing (MI) 

Families and youth 
As needed 

throughout a 
case 

Well 
Supported1 

Family First 

[1] Currently, the IV-E Prevention Services Clearinghouse has only rated MI as a favorable practice for substance
abuse. New Hampshire DCYF is currently investing in Motivational Interviewing (MI) as a casework practice and client
engagement strategy for all involved families in the Community-based Voluntary Services (CBVS) program

Rationale for Family First Intervention Selection 

Healthy Families America 
Healthy Families America (HFA) is an intensive, long-term home-visiting program tailored to 
families who experience complex risk factors in their past or present such as a history of trauma, 
intimate partner violence, mental health concerns, and/or substance misuse or substance use 
disorders.  NH plans to implement Healthy Families America. (2018) Best practice standards. 
Prevent Child Abuse America. 

The Division of Public Health Services (DPHS) offers 250 slots of the flagship HFA model through 
local implementing agencies (LIAs) across the state with support from the Maternal, Infant, and 
Early Childhood Home Visiting (MIECHV) program, an initiative funded by the Health Resources 
and Services Administration (HRSA), in partnership with the Administration for Children and 
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Families (ACF). Typically, families are eligible to receive services under the flagship HFA model 
beginning prenatally or within three months of birth, with an allowance for up to 20% of a site’s 
caseload to enroll outside of the prenatal to 3-month window but prior to 24 months of age for 
the target child.   

Families enrolling in HFA are required to be offered services for a minimum of three years, 
however, it should be noted that families have the autonomy to choose to exit the program 
prior to completion of three years of services if they so choose. The frequency of home visits for 
newly enrolled families begins weekly for families enrolled in the third trimester of pregnancy or 
postnatally and remains weekly through at least the first six months of services, gradually 
decreasing over time, depending on the family’s attainment of new skills, achievement of goals, 
and needs of the caregiver and family.   

Starting in 2022, DCYF is planning to use IV-E funding to expand capacity of these services to 
support the proposed candidate subgroups using the HFA child welfare protocols, a variation 
within the traditional HFA model that is designed to serve the families of children who have 
increased risk for maltreatment or other adverse childhood experiences.  DCYF will look to claim 
IV-E funding for up to 200 families served annually through the HFA child welfare protocols.
Services delivered under the HFA child welfare protocols are the same as the services delivered
under the standard HFA model. The only requirement that is different in practice with the child
welfare protocol is that it allows all families referred by the child welfare system to be enrolled
up until the target child is 24 months old (Healthy Families America, 2018).  The child welfare
protocols also require additional training for providers to serve families with children aged 3 to
5 years old.

HFA will be targeted to pregnant and parenting youth in care, aged 13-21, and pregnant women 
and new parents of children who are up to 24 months of age at enrollment.  The planned age 
range specific to enrollment of the HFA Child Welfare Protocol is for parents of children up to 
24-months of age.  The planned age range for the provision of the program is for parents of
children up to 5 years of age to allow for the full-service length of 36 months per HFA protocol.

As noted above, New Hampshire DCYF expects to serve up to 200 families per year through HFA 
with planned incremental increases based on uptake and need. DCYF and DPHS will continue to 
ensure that contracted providers utilize the manual referenced on the IV-E Prevention Services 
Clearinghouse and available on the HFA website (Healthy Families America, 2017) as well as the 
child welfare protocols (Healthy Families America, 2018).  

DCYF anticipates that Healthy Families America will achieve positive outcomes in several short-
term and long-term measures with the target population described above.  Specifically, DCYF 
hopes to reduce maltreatment for families participating in the program; a decreased proportion 
of families with no new accepted DCYF referrals/assessments while enrolled in HFA, and no new 
founded maltreatment findings while enrolled in HFA.  By working with the NH Division of Public 
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Health Services (DPHS), DCYF is looking to expand the current statewide provision of the 
traditional HFA model to also include the child welfare protocols so that DCYF can serve families 
involved with child welfare up to age 5.  Much like the CBVS program, families will often be 
served at the conclusion of their DCYF case, and their participation will be voluntary.  Therefore, 
family engagement and enrollment will be paramount to the success of the program and one of 
the key metrics that will be tracked.  Additional outcomes that will be part of the joint 
monitoring process between DPHS and DCYF are listed in Section 6 of this plan under “DCYF 
CQI Strategy for Well-Supported Interventions.”  

Homebuilders 
Homebuilders is a home- and community-based intensive family preservation services treatment 
program designed to avoid unnecessary placement of children and youth (0-18 years old) into 
foster care, group care, psychiatric hospitals, or juvenile justice facilities. The program model 
engages families by delivering services in their natural environment, at times when they are 
most receptive to learning, and by enlisting them as partners in assessment, goal setting, and 
treatment planning. Homebuilders services are concentrated during a period of 4 to 6 weeks. 
Families typically received 40 or more hours of direct face-to-face service. Homebuilders’ 
therapists typically have small caseloads of 2 families at a time and are available to family 
members 24 hours per day, 7 days per week.  The model’s practitioners conduct behaviorally 
specific, ongoing and holistic assessment and collaborate with the family in developing 
intervention goals and service plans. The intervention focuses specifically on factors related to 
the risk of out-of-home care. Throughout the intervention, the practitioner develops safety plans 
and uses clinical strategies designed to promote safety. Homebuilders is well-supported on the 
IV-E Prevention Services Clearinghouse.  

New Hampshire plans to employ Homebuilders with children ages infant – 18 years who are 
referred to CBVS or who have open in-home DCYF cases (voluntary or involuntary).  DCYF 
expects approximately 150 families per year to be eligible for Homebuilders, with the current 
procurement plan to serve up to 100 per year in this initial implementation.  Title IV-E 
reimbursement will only be claimed when the family’s Medicaid or private insurance does not 
cover this service.  Contracted providers will utilize the Homebuilders manual, Keeping Families 
Together: The Homebuilder Model, and will not use any adaptations to the Homebuilders Model 
(Kinney, Haapala & Booth, 1991). 

DCYF anticipates that Homebuilders will achieve positive outcomes in several short-term and 
long-term measures with the target population described above.  DCYF recognizes the unique 
intensity of the Homebuilders service and is positioning it as such within our continuum of 
evidence-based programming.  This will allow staff to access Homebuilders for families who 
require the most intensive, short-term service.   Specifically, by providing a service that 
intervenes within 24 hours of referral and provides an average of 10 hours of support per week 
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for four weeks, DCYF anticipates that more families will be preserved, strengthened and the 
likelihood of a child’s removal will be greatly reduced as a result of the 4-week Homebuilders 
service intervention.  Key indicators of program fidelity and success will be tracked and 
monitored throughout the contract.  These indicators include number of families seen within 24 
hours of referral, number of families who complete the 40 hours of treatment sessions during 
the 4 weeks of the program along with successful outcome indicators such as a reduction in 
repeat maltreatment and children successfully remaining in their home at key intervals (6 and 12 
months) following the completion of treatment.  Additional outcomes of the Homebuilders 
program that DCYF will track are listed in Section 6 of this plan under “DCYF CQI Strategy for 
Well-Supported Interventions.” 

Multisystemic Therapy 
Multisystemic therapy (MST) is an intervention offering treatment for youth aged 12 – 17 who 
are involved or at risk for involvement with the juvenile justice system and have significant 
substance abuse issues or mental health concerns. The model is a community-based intensive 
service provided at least once per week (up to daily) with clinical services available to youth and 
their family 24 hours a day for an average of three to five months. The program aims to promote 
prosocial behavior and reduce criminal activity by addressing the core causes of delinquent and 
antisocial conduct. The key drivers of the youth’s antisocial behavior are identified through an 
ecological assessment of the home, school and community settings.  

An analysis of calendar year 2019, suggest that approximately 300 JJ-involved adolescents 
comprise the target population each year. DCYF estimates that the MST target population skews 
toward the older end of the JJS population and includes a disproportionately large share of 
youth of color (between 20-40%), and 75% identifying as male. Implemented as a new 
intervention in 2021, DCYF is currently procuring services to provide MST to approximately 250 
youth per year across the state.  Most of these referrals will likely include youth with current or 
prior JJS involvement.  DCYF will seek to claim MST under Title IV-E when the family’s Medicaid 
or private insurance does not cover this service. 

DCYF will not use any adaptations to the standard MST model and will contractually require that 
providers utilize the manual reviewed by the IV-E Prevention Services Clearinghouse (Henggeler, 
Schoenwalk, Borduin, Rowland & Cunningham, 2009). 

DCYF anticipates that MST will achieve positive outcomes in several short-term and long-term 
measures with the target population described above.  By positioning MST as the foundational 
prevention service for youth involved with juvenile justice, DCYF predicts that fewer youth 
involved with the JJ system will require out-of-home placement, specifically placement in a 
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residential setting.  Additionally, this service provides intense support to the youth’s caregiver, 
which allows for long term, sustained success and prevents not only placement, but future 
involvement with juvenile justice.  Through MST’s model and work with the youth, DCYF also 
anticipates that youth who receive MST will commit fewer offenses and experience shorter time 
on probation.  These outcomes will be tracked and monitored through ongoing data sharing 
and discussion between DCYF, and the MST contracted vendor.  Additional MST outcomes that 
DCYF will track are listed in Section 6 of this plan under “DCYF CQI Strategy for Well-Supported 
Interventions.” 

Motivational Interviewing (MI) 
Motivational Interviewing (MI) is a client-centered counseling method that aims to develop the 
client’s internal motivation to achieve behavioral change. The model assists with identifying 
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 these goals. MI uses clinical strategies to help clients identify 
reasons to change their behavior and reinforce that behavior change is possible.  

Research has demonstrated MI’s effectiveness in bringing about a wide range of behavior 
changes when used as a standalone intervention, including multiple studies suggesting its 
effectiveness in a child welfare setting.  Additional findings bolster MI’s effectiveness when 
paired with other interventions (Forrester, McCambridge, Waissbein, Emlyn-Jones, & Rollnick 
2008; Shah, Jeffries, Cheatham, Hasenbein, Creel, Nelson-Gardell, & White-Chapman, 2019; 
Miller & Rollnick; 2012). Please refer to section 6 for a review of MI’s effectiveness. 

The Community Based Voluntary Services (CBVS) model relies heavily on the ability of provider 
staff to encourage and motivate meaningful connections and engagement both in CBVS and 
additional supports and services. As a result, DCYF has worked with its two private CBVS 
providers to integrate Motivational Interviewing (MI) into its service model. Through increased 
engagement, we anticipate better service matching to the needs of each child and family. MI’s 
client-centered approach will support sustainment of the family’s motivation toward progress, 
so each child and family are able to continue to receive an appropriate dose and level of 
support and service. 

The current MI curriculum offered to CBVS family support specialists and their supervisors are 
provided by a certified MI trainer utilizing the MI manual referenced on the IV-E Prevention 
Services Clearinghouse to guide implementation (Miller & Rollnick; 2012). The curriculum 
teaches specialists how to embed MI practice principles into each encounter with families, 
including initial engagement with the family, developing goals, fostering internal motivation to 
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change, and promoting service linkage and continued participation in services and supports. 
Supervisors and contracted trainers will provide critical support to specialists in maintaining 
fidelity to the MI practice using a standardized fidelity tool and monitoring of a continuous 
quality improvement plan.  The CBVS program model incorporates both Solution-Based 
Casework (SBC) and Motivational Interviewing.  To support accurate and effective billing, CBVS 
staff (family engagement coordinators, family support specialists, and supervisors) are working 
on determining the frequency and time spent on average for each activity that each position is 
responsible for doing.  This is to determine the percentage of the CBVS service model that 
incorporates Motivational Interviewing, thereby allowing DCYF’s rate setting unit to determine 
which portion of the daily CBVS rate uses the Motivational Interviewing model.  This 
determination will allow New Hampshire to claim Motivation Interviewing as its own Title IV-E 
Prevention Service.    

DCYF is utilizing MI within its voluntary CBVS service model.  Given this strategy, the short and 
long-term outcomes will focus primarily on the outreach, enrollment and long-term 
engagement of families within the CBVS program.  DCYF anticipates the successful 
implementation of Motivational Interviewing will show that a high percentage of families 
engage, participate and complete the CBVS service.  Adherence to MI model fidelity by CBVS 
vendors will be measured using instruments such as the Motivational Interviewing Treatment 
Integrity (MITI) and LYSSN, families experiencing improved outcomes between the initial and 
follow-up scores on the Protective Factors Survey-version 2 (PFS-2), and seeing a reduction in 
the proportion of families who have subsequent child welfare involvement both during the 
provision of CBVS services and at key intervals (6 and 12 months) post-discharge.  Additional MI 
outcomes that DCYF will track are listed in Section 6 of this plan under “DCYF CQI Strategy for 
Well-Supported Interventions.” 

Intercept 

Intercept (formally known as YV Intercept™) is an integrated approach to in-home parenting skill 
development that offers a variety of evidence-based practices to meet the individualized needs 
of a family and young person. The program is appropriate for children ranging in age from birth 
to 18, with services lasting four to nine months (typically, four to six months for prevention or six 
to nine months for reunification). The model includes crisis supports, skills training and 
therapeutic interventions to address treatment goals and home stability. Family Intervention 
Specialists work intensely with both the child and the caregivers to address issues impacting the 
stability of the family, meeting an average of three times weekly in the home or community, 
depending on family need, and providing 24-hour on-call crisis support. Intercept employs the 
following evidence-based practices, as clinically indicated: Adolescent Community 
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Reinforcement Approach (ACRA), Community Advocacy Project (CAP), Collaborative Problem 
Solving (CPS), Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), and Motivational 
Interviewing (MI). The length of treatment is determined by the needs of the family and their 
progress. However, diversion services generally last four to six months, while reunification 
services generally last six to nine months. 

Intercept is currently being procured with full implementation planned for early to mid-2022.  
Upon full implementation New Hampshire plans to employ Intercept to approximately 375 
families per year who are referred to CBVS, have an open in-home DCYF cases (voluntary or 
involuntary), are recently reunified, or involved with JJS.  This target population was determined 
based on analysis of calendar year 2019, specifically focusing on the number of families served 
through in-home or voluntary child protection cases, either pre-removal or post-reunification 
that fit within the eligibility requirements of the Intercept model.  DCYF will seek to claim 
Intercept under Title IV-E when the family’s Medicaid or private insurance does not cover this 
service. 

The Youth Villages website includes information regarding training and certification, 
implementation support and documentation.  DCYF will contractually require that Youth 
Villages, who is the only agency that can provide Intercept, will adhere to all fidelity 
requirements of the Intercept model that was reviewed by the IV-E Prevention Services 
Clearinghouse (Goldsmith, 2007). 

DCYF anticipates that Intercept will achieve positive outcomes in several short-term and long-
term measures with the target population described above.  DCYF recognizes the intensity, yet 
broad application, of the Intercept service and is positioning it as such within its continuum of 
evidence-based programming.  This will allow staff to access Intercept for families who require 
an intensive, parent-skill based service that can serve families within children ages 0-18 before 
removal and post-reunification, while providing an extended period of support during the 
reunification period in order to prevent re-entry into care and prolonged involvement with 
DCYF.   Specifically, by providing an intensive service that intervenes within 3 days of referral 
and provides an average of 3 therapeutic sessions per week for four to six months, DCYF 
anticipates that more families will be preserved, strengthened and the likelihood of a child’s 
removal will be greatly reduced as a result of the Intercept service intervention.  Key indicators 
of program fidelity and success will be tracked and monitored throughout the contract.  These 
indicators include number of families seen within 3 days of referral, number of families who 
complete a therapeutic dosage of the program (at least 60 days) along with successful outcome 
indicators such as a reduction in repeat maltreatment and children successfully remaining in 
their home at key intervals (6 and 12 months) following the completion of treatment.  
Additional outcomes of the Intercept program that DCYF will track are listed in Section 6 of this 
plan under “DCYF CQI Strategy for Well-Supported Interventions.” 
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Intervention for Future Consideration 

The intervention below is being considered for future amendment to New Hampshire’s IV-E 
prevention plan. DCYF is currently assessing the feasibility of launching an evaluation to support 
its inclusion. Until such time, New Hampshire does not plan to claim Title IV-E reimbursement 
for this intervention. 

Child-Parent Psychotherapy (CPP) 

Child-Parent Psychotherapy (CPP) is an intervention model for children aged 0-5 who have 
experienced traumatic events and/or are experiencing mental health, attachment, and/or 
behavioral problems. The treatment is based in attachment theory but also integrates 
psychodynamic, developmental, trauma, social learning, and cognitive behavioral theories. 
Typically, therapeutic sessions focus on the child and primary caregiver dyad. CPP sessions are 
typically delivered over 20-32 weeks depending on clinical need. Sessions occur in the home or 
an outpatient setting and last approximately 60-90 minutes. A central goal is to support and 
strengthen the caregiver-child relationship as a vehicle for restoring and protecting the child’s 
mental health. Treatment also focuses on contextual factors that may affect the caregiver-child 
relationship (e.g., cultural norms and socioeconomic and immigration related stressors. Targets 
of the intervention include caregivers’ and children’s maladaptive representations of themselves 
and each other and interactions and behaviors that interfere with the child’s mental health. For 
children exposed to trauma, caregiver and child are guided over the course of treatment to 
create a joint narrative of the traumatic event and to identify and address traumatic triggers that 
generate dysregulated behaviors and affect.  

If implemented, New Hampshire would employ CPP with children ages 0 – 5 years who are 
referred to CBVS, have an open in-home DCYF cases (voluntary or involuntary), are recently 
reunified, or involved with JJS.  

Trauma-Informed Service Delivery 

Trauma-informed care refers to creating an organizational culture or climate that realizes the 
widespread impact of trauma, recognizes the signs and symptoms of trauma in clients and staff, 
responds by integrating knowledge about trauma into policies and procedures, and seeks to 
actively resist re-traumatizing. The Division for Children, Youth and Families has embraced these 
concepts of trauma-informed care and is actively working to increase its workforce’s knowledge 
of the impact of trauma on those served as well as bolstering trauma treatment services. 

DCYF has had a long-standing commitment to a trauma-informed practice and providing 
training for its CPSWs, JPPOs, and supervisory staff. DCYF currently contracts with Granite State 
College to provide a core curriculum that infuses trauma-informed training content into the 
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foundation of pre-certification and continuing education trainings. Several modules within this 
core curriculum provide education about the impact of trauma on the child and family and 
teaches skills to ensure that worker engagement, advocacy, assessment, and service planning 
are aligned to these needs. In addition to the core curriculum, the CWEP offers access to various 
other trauma-informed care training resources that can be leveraged to increase competency. 
As Title IV-E prevention services are brought online, DCYF will work closely with the Granite 
State CWEP and other training entities to design and implement additional trauma-focused 
prevention practice model training as necessary. 

In terms of ensuring trauma-informed care by service providers, a key requirement for service 
selection was that the model included specific practices to identify trauma among families and 
address these needs as part of the intervention’s approach to treatment. Providers will be 
contractually required by DCYF to implement all EBPs with fidelity which will include monitoring 
of trauma-informed elements in the practice. Please see Attachment III for assurance that all 
services provided under this Title IV-E Prevention Plan will be administered within a trauma 
informed organizational structure and treatment framework. 

Section 4: Child Specific Prevention Plan 

Eligibility Determination and Assessment for IV-E Prevention Services 

To ensure that the Division correctly identifies children who are at imminent risk for foster care, 
plan protocols will be developed for each subgroup to help guide staff through the eligibility, 
assessment, prevention planning, and referral processes. DCYF plans to leverage the current 
assessment processes for each of the target populations. Several different types of assessments 
that are performed by child protective service workers and juvenile probation and parole officers 
at initial intake or ongoing monitoring will inform the eligibility determination process as well 
assist with appropriate service selection. These include the Structured Decision Making (SDM) 
Safety Assessment, the SDM Risk Assessment, and the Structured Assessment of Violence Risk in 
Youth (SAVRY). 

The SDM safety and risk tools are a household-based assessment focused on the characteristics 
and behaviors of the caregivers and children living in that household. By completing at 
investigation and at subsequent milestones, child protective service workers (CPSWs) obtain an 
objective appraisal of the immediate safety and potential future risk to a child, respectively. The 
Structured Assessment of Violence Risk in Youth (SAVRY) is currently administered by juvenile 
probation and parole officers (JPPOs) to youth involved with JJS. Implementation workgroups 
are currently working to map the specific risk criteria within each instrument or form to further 
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operationalize the assessment process and recommendations for specific interventions in the 
proposed service array.  

It should be noted that the Division is currently planning to implement the Child & Adolescent 
Needs and Strengths (CANS) assessment in 2022/2023 for CPS and JJS cases.  Although plans 
are not fully formulated at this time, the CANS will be administered to families in-home and 
foster care candidacy groups discussed previously.  

Prevention Planning 

Child-specific prevention plans will be developed in collaboration with the child, if age and 
developmentally appropriate, and the child’s caregiver(s). CPSWs, CBVS caseworkers, and JPPOs 
will engage individual family members in understanding the strengths and needs of each person 
in the family and will integrate the information from the aforementioned assessment tools.  Staff 
responsible for completing a child’s plan will be trained in understanding assessment results to 
inform an eligibility determination and service selection.  The same methodology will be used 
for redetermination of eligibility should there be a need for services beyond twelve (12) months 
since the submission of the child’s initial prevention plan. To understand which staff will be 
determining eligibility and have responsibility for prevention plan development, please see 
Table 4 below.  

Table 4: Staff Responsible for Determining Eligibility and Developing the Child-Specific 
Prevention Plan 

Target Subpopulation 
Staff Determining 
Eligibility and/or 

Providing Assessment 

Staff Responsible for 
Developing or Updating 

the Prevention Plan 
Children of families during investigation 
who are deemed safe but moderate to 
high risk and no current court 
involvement 

DCYF Assessment CPSW CBVS Caseworker 

Children and family members with an 
open in-home case through the court 
or voluntary  

DCYF Assessment CPSW DCYF Family Services CPSW 

Children remaining in the home with at 
least one sibling in placement 

DCYF Assessment CPSW DCYF Family Services CPSW 

Pregnant and parenting youth in 
foster care 

DCYF Family Services CPSW 
Or DCYF JPPO  

DCYF Family Services CPSW 
Or DCYF JPPO 

 Families with a juvenile justice 
involved youth being served via an in-
home case 

DCYF JPPO DCYF JPPO 
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Families with children who have been 
recently reunified and may be at risk of 
re-entry 

DCYF Family Services CPSW 
Or DCYF JPPO 

DCYF Family Services CPSW 
Or DCYF JPPO 

Families with children who have been 
recently adopted 

DCYF Post Adoption CPSW DCYF Post Adoption CPSW 

 

The family and/or child in consultation with the applicable worker or officer will identify specific 
goals, service needs, and realistic achievement completion dates to help ensure the child’s 
safety, mitigate risk of future maltreatment and prevent foster care or strengthen parenting 
capacity. Caseworkers will offer information about available services to address identified needs 
that are available, taking into account and resolving any barriers that might exist for the family 
or child to receive an appropriate service. 

The development and monitoring of child-specific prevention plans for the children in the 
proposed candidacy groups will require a tailored approach and multiple process adjustments 
from existing practice. CBVS providers will establish and maintain the child-specific prevention 
plans for the children and families they serve. DCYF is currently working to integrate the 
prevention planning process into their SACWIS (aka Bridges) and other information systems. 
CBVS providers will also establish and maintain the child-specific prevention plans for the 
children and families they serve. 

Service Referral, Linkage and Monitoring 

Currently, DCYF CPSWs and JPPOs identify which services are needed for each family and which 
provider is available to provide the service. Workers and officers initiate the referrals directly and 
coordinate warm hand offs with providers to engage the family in service enrollment. The 
documentation of the service referral is kept both in the Bridges contact logs and in the case file. 
In the future, DCYF envisions a centralized referral unit similar to one at the Connecticut 
Department of Children and Families that matches families to the most appropriate service, 
based on identified risks, needs and service areas. 

To monitor the linkage process, CPSWs, CBVS workers and JPPOs will maintain frequent and 
regular contact with service providers and the family to support service provision, assess 
progress made and help identify any adjustments needed to services.  

For more information about staff practices and workforce development see section 7. 

 

Section 5: Monitoring Child Safety (pre-print section 3)  
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Providing for child safety is an integral role of the Division’s CPS and JJS staff as well as 
contracted CBVS staff. During the time period families are engaged in Family First prevention 
services, staff will assess the safety of the child for present or impending danger at all contacts. If 
imminent danger exists, the worker will take immediate protective action.  

Ongoing monitoring will be accomplished through one or both of the following mechanisms: 1) 
formal risk assessment through completion of the SDM Safety assessment, SDM Risk 
assessment, SAVRY, Child and Adolescent Needs & Strengths (CANS), or other applicable 
assessment by an assigned CPSW, juvenile probation and parole officer  or clinician on an 
ongoing basis; or 2) informal risk assessment on an ongoing basis, for example though face-to-
face conversations and observations of the family dynamics and/or the home while considering 
information from other sources, such as school and medical staff, therapists, etc. Each unique 
program serving these subgroups implements different levels of familial contact based upon the 
risk and family’s level of need.  CPSWs and JPPOs are required to make, at a minimum, monthly 
face-to-face visits with a family, with more frequent visits for certain children depending on 
need.   

For the CBVS population, expectations for the frequency of contact with the family is determined 
by the Solution Based Casework’s (SBC) practice model.  Grounded in a framework of safety and 
family engagement, the SBC model focuses on safety outcomes through ongoing engagement 
with the family, assessment, and its case planning process to ensure specific family and 
individual level action plans address parental capacity, and child vulnerability.  Based on 
planning conversations with the CBVS providers, it is a general expectation that CBVS specialists 
will see families approximately 1-4 times monthly per the SBC model.  CBVS providers are 
utilizing various assessments to identify the safety risks and needs for the families through the 
case involvement. The CBVS caseworkers will consistently monitor the safety and risk within the 
cases they are assigned and provide family stabilization throughout the case as needed and 
appropriate. The CBVS vendors are then reporting out the assessment scores at the start of the 
case and at other identified points in the case to follow up regarding the safety and crisis level. 

In reference to the contracts that are developed for EBPs, DCYF has identified teams that meet 
with the agencies to provide active contract management and performance improvement tasks. 
These meetings are intended to assist in discussing and monitoring the performance of the 
provider(s) and developing any plans to improve services. 

For CBVS, the provider agency’s staff is responsible for developing and implementing the 
treatment plan for the clients and families. To measure safety and risk, the CBVS provider is 
required to complete the Protective Factors II survey and score the skills of the parent(s)/family. 
The Family Support Worker (FSW) working with the family is the one to complete the survey and 
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assessment with the family to determine an accurate measurement on skill levels, as well as the 
role that continues the ongoing work with the family. The CBVS provider is developing the child 
specific prevention plan for the identified child. The provider is utilizing Solution-Based 
Casework to move towards the development of consensus in order to establish the prevention 
plan and objectives for the overall service. CBVS staff connect with the families throughout the 
week to provide the ongoing case management support and identify any immediate needs for 
stabilization for each family. There is continued assessment of safety and risk for each of the 
identified families, which can include, if concerns arise, being brought forth to DCYF’s attention 
for further assessment. The CBVS staff will continually be aware to identify any safety and/or 
risks for the child or family while working through the six months of the service. Throughout the 
length of the CBVS case, the provider will be utilizing Solution-Based Casework and Motivational 
Interviewing. 

To further support comprehensive assessing and addressing of safety and risk for each child and 
family, New Hampshire DCYF has three mechanisms to be used by CBVS staff to bring forth 
concerns of abuse or neglect.  First, NH RSA 169-C:29-31 is the state reporting law for child 
abuse or neglect.  CBVS staff are bound by this law as mandated reporters.  Second, the CBVS 
vendors are contractually required to report to DCYF Central Intake any suspicion of child abuse 
or neglect.  Lastly, the DCYF Service Array team facilitates monthly performance improvement 
meetings with both CBVS vendors.  These planned meetings review performance data, discuss 
service provision and overall compliance with contractual requirements.  These meetings also 
provide the forum for the vendors to bring any case-specific concerns they have regarding 
potential child abuse or neglect in the families they are serving.  

Please refer to Table 5 below for the list of staff roles, timeframes for contact, and the formal 
assessment tools and timeframes by subpopulation. 

Table 5: Responsibility for Risk and Safety Monitoring and Supporting Protocols 

Target Subpopulation Staff 
Responsible  

Timeframes for 
Contact with Families 

Timeframes for Ongoing Formal 
Risk Assessment 

 Children of families 
during investigation 
who are deemed safe 
but moderate to high 
risk and no current 
court involvement  

Assessment 
CPSW; CBVS 
Worker 

CBVS specialist sees a 
family 1-4 times monthly 
per Solutions Based 
Casework model 

Protective Factors Survey 2 (PFS2) is 
completed within three days of 
referral 

Children and family 
members with an open 
in-home case, 
voluntary or court 
involved 

Assessment 
CPSW; Family 
Services 
CPSW; ISO 
Worker 

CPSW sees family a 
minimum of one time 
monthly, typically more. 
Additionally, families 
often have a certified in-

SDM In-Home Risk Review is 
completed 2 weeks prior to each 
review hearing or at least every 6 
months. Additionally, the SDM 
Safety Review is conducted anytime 
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home services provider 
that is seeing them at 
least one time weekly. 

there is a significant change within 
the family and prior to closing the 
case. 

Children remaining in 
the home with at least 
one sibling in 
placement 

Assessment 
CPSW; Family 
Services 
CPSW; ISO 
Worker 

CPSW sees family a 
minimum of one time 
monthly, typically more. 
Additionally, families 
often have a certified in-
home services provider 
that is seeing them at 
least one time weekly. 

SDM In-Home Risk Review is 
completed 2 weeks prior to each 
review hearing or at least every 6 
months. Additionally, the SDM 
Safety Review is conducted anytime 
there is a significant change within 
the family and prior to closing the 
case. 

Pregnant and 
parenting youth in 
foster care 

Assessment 
CPSW; Family 
Services 
CPSW; JPPO 

CPSW or JPPO sees 
family a minimum of one 
time monthly. 

The SDM Safety Assessment is 
completed within 24 hours of initial 
placement and Risk Reviews are 
conducted within 30-60 days of the 
assessment. For the duration of 
placement, the SDM Reunification 
Risk Review is performed within 
three months of removal date and 
two weeks prior to subsequent 
hearings or reunification. 

Families with a juvenile 
justice involved youth 
being served via an 
in-home case 

JPPO 

JPPOs sees family 1-4 
times monthly 
depending on SAVRY 
rating of low to high risk 
 
 

^SAVRY is completed within 30 
days of adjudication and 
conditional release and then re-
administered every 6 months or at 
change of case status 

Families with children 
who have been 
recently reunified and 
may be at risk of re-
entry 

Family 
Services 
CPSW; JPPO 

CPSW or JPPO sees 
family a minimum of one 
time monthly 

The SDM Risk Review is completed 
for court cases 2 weeks prior to 
each review hearing or at least 
every 6 months. Additionally, the 
SDM Safety Review is conducted 
anytime there is a significant 
change within the family and prior 
to closing the case.  

Families with children 
who have been 
recently adopted 

Post adopt 
CPSW 

CPSW sees family a 
minimum of one time 
monthly 

Some post-adopt families have an 
open in-home case. See above for 
informal assessment cadence 

^SAVRY will be replaced with the CANS in January 2022 

Staff will reassess, document, and make updates to the child’s prevention plan throughout the 
life of the prevention case. This plan will be reviewed, every six months but could be more 
frequent given changes in the case. If at any point in time the safety or risk increases to a level 
where the child is no longer safe in the home, the case worker will take appropriate action to 
remove the child.  
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Section 6: Continuous Quality Improvement and Evaluation Strategy (pre-print 
section 2; Attachment II) 
 

Evaluation Waiver Request for Well-Supported Interventions 
The requirement for a formal evaluation may be waived if the intervention has been rated by the 
Title IV-E Prevention Services Clearinghouse as well-supported, there is compelling evidence in 
support of the effectiveness of the intervention, and CQI requirements are met. DCYF is 
requesting an evaluation waiver for five interventions that were rated well-supported by the Title 
IV-E Prevention Services Clearinghouse: Motivational Interviewing (MI), Healthy Families America 
(HFA), Homebuilders, Intercept, and Multisystemic Therapy (MST). CQI plans are aligned to the 
extent possible across interventions and include activities to monitor fidelity to the models and 
use the results of that monitoring to improve practice and measure the outcomes that are 
achieved.  Please refer to Attachment II for each intervention’s formal waiver request of an 
evaluation requirement for a well-supported practice (ACF PI 18-09 Attachment II).  

Evidence to Justify an Evaluation Waiver for MST  

The evidence in favor of the use of Multisystemic Therapy (MST) as a means of promoting 
positive youth behavior change and reducing the risk of foster care placements in New 
Hampshire is compelling.  

First, MST has demonstrated effectiveness with target populations similar to New Hampshire’s 
Family First target population. MST has been shown to be effective at improving conduct among 
youth and adolescents with behavior problems, including antisocial and violent behaviors 
(Henggeler et al., 1997; Jansen et al., 2013), justice system involvement (Schaeffer & Borduin, 
2005; Weiss et al., 2013), and substance abuse (Henggeler et al., 1991). Knowing that child 
behavior problems contribute significantly to foster care entry in New Hampshire, MST is likely 
to improve youth outcomes and reduce foster care entries in the state. Moreover, New 
Hampshire is specifically targeting these populations through Family First. As described above, 
New Hampshire’s target populations include children and youth who are involved with the 
Department of Juvenile Services who are at risk of entering an out of home placement, children 
with substance use disorders, and children with complex psychological or behavioral needs. 
Because of the alignment between the children and families for whom MST has been shown 
effective and the New Hampshire’s Family First target population, MST particularly likely to be 
effective in New Hampshire. 

Second, MST has demonstrated flexibility and favorable outcomes across diverse geographic 
locations and contexts. Studies have demonstrated the effectiveness of MST across a wide range 
of geographic locations globally and domestically. For example, studies have demonstrated 
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positive outcomes for MST in the Netherlands (Asscher et al., 2014), England (Fonagy et al., 
2018), Norway (Ogden & Halliday-Boykins, 2004), and the United States (Johnides, Borduin, 
Wagner, & Dopp, 2017). MST has also been shown effective in a range of settings, including 
community mental health (Henggeler, Melton, Brondino, Scherer, & Hanley, 1997) and juvenile 
justice systems (Weiss et al., 2013). MST’s effectiveness across geographic locations and contexts 
suggests its wide applicability and that it will also be effective in New Hampshire.  

Last, MST possesses a particularly large body of literature pointing to its effectiveness.  MST was 
rated “well-supported” as a Mental Health Program and as a Substance Abuse Program by the 
Title IV-E Prevention Services Clearinghouse.  According to the IV-E Prevention Services 
Clearinghouse, 10 studies in 33 publications were rated high (7 studies in 27 publications) or 
moderate (3 studies in 6 publications) on research design and execution.  These included 
favorable findings in outcomes related to: 

 Child permanency (Henggeler et al., 2006; Vidal et al., 2017) 
 Child mental or emotional health (Asscher et al., 2013; Asscher et al., 2014; Dekovic et al., 

2012; Manders et al., 2013; Asscher et al., 2018; Jansen et al., 2013; Vermeulen et al., 
2017; Weiss et al., 2013; Weiss et al., 2015; Fonagy et al., 2018; Fonagy et al., 2013; Ogden 
et al., 2006; Ogden et al., 2009; Ogden & Halliday-Boykins, 2004) 

 Child substance use (Fonagy et al., 2013; Fonagy et al., 2018; Henggeler et al., 2006) 
 Child delinquency (Henggeler et al., 1997; Scherer et al., 1994; Asscher et al., 2013; 

Asscher et al., 2014; Dekovic et al., 2012; Manders et al., 2013; Asscher et al., 2018; Jansen 
et al., 2013; Vermeulen et al., 2017; Borduin et al., 1995; Henggeler et al., 1991; Sawyer & 
Borduin, 2011; Schaeffer & Borduin, 2005; Wagner et al., 2014; Johnides et al., 2017; 
Klietz et al., 2010; Dopp et al., 2014; Dopp et al., 2017; Borduin et al., 1990; Mann et al., 
1990; Butler et al., 2011; Cary et al., 2013; Vidal et al., 2017; Henggeler et al., 1992; 
Henggeler et al., 1993)  

Taken together, this body of evidence justifies implementing MST as an intervention to reduce 
out-of-home care, improve behavioral and emotional functioning and reduce substance use 
among 12–17-year-olds in the target population.  

Evidence to Justify an Evaluation Waiver for Homebuilders 

Evidence suggests that Homebuilders has a high likelihood of effectiveness in New Hampshire.  

First, research has demonstrated that Homebuilders can generate the specific outcomes New 
Hampshire aims to achieve through Family First. New Hampshire’s Prevention Plan explicitly 
states that the state hopes to achieve increased child permanency and increased adult well-
being. Studies have shown that participation in Homebuilders has yielded enhanced child 
permanency by preventing out-of-home placement directly after the intervention and at six and 
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twelve months out (Walton, 1993). Additional research found that Homebuilders also improved 
reunification and family stability at the conclusion of child welfare involvement (Walton, 1993; 
1998). In addition to helping children, Homebuilders programming has had a positive impact on 
adult and family well-being outcomes, such as overall economic and housing stability and food 
security (Westat, 2002). Strong alignment between the proven outcomes of Homebuilders and 
New Hampshire’s desired Family First outcomes suggests a high likelihood that Homebuilders 
will be successful in New Hampshire.  

Second, Homebuilders has a track record of successfully serving children and families whose 
demographics and presenting challenges resemble those of New Hampshire’s Family First target 
population.  Homebuilders is designed to serve the families and youth that interact with the 
juvenile justice system, which is also a Family First target population for New Hampshire. 
Homebuilders works with their families to address problems that contribute to delinquency 
while allowing the youth to remain in the community. Staff help clients find the right school 
setting, attend classes regularly, adhere to curfews, comply with the court, participate in 
constructive activities with peers, and learn to manage anger and conflict without getting into 
trouble. Therapists also help parents learn to deal with the stress of raising an adolescent. 
Moreover, research from a Homebuilders implementation in Michigan has shown positive 
outcomes for justice-involved youth and their families (Kelly et al. 2021). Moreover, a rigorous 
study meeting the methodological standards of the Title IV-E Clearinghouse demonstrated 
Homebuilders’ effectiveness in Utah, a state with similar demographic and geographic 
characteristics to New Hampshire (Walton et al, 1993). Utah and New Hampshire’s child welfare 
systems both serve majority white populations, and both states are made up primarily of 
suburban and rural geography. Homebuilders’ proven track record of demonstrating strong 
outcomes for children and families similar to those in New Hampshire’s Family First target 
population suggests a high likelihood that Homebuilders will also be effective in New 
Hampshire. 

Finally, the overall weight of evidence of Homebuilders’ effectiveness contributed to the 
program’s high likelihood of effectiveness in New Hampshire.  The Title IV-E Prevention Services 
Clearinghouse has recently given a “well-supported” designation to the Homebuilders program 
as an In-Home Parent Skill-Based Service. Considering this designation for the level of research 
support for Homebuilders, DCYF submits this request for a waiver of the Family First evaluation 
requirement for consideration. The evidence in favor of the use of Homebuilders as a means of 
promoting successful family reunification and reducing the risk of out-of-home care is 
sufficiently compelling to warrant a waiver of the evaluation requirements for this model. 
According to the IV-E Prevention Services Clearinghouse, 2 studies in 7 publications were rated 
moderate on research design and execution.  These included favorable findings in outcomes 
related to: 
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 Child permanency (Walton, 1993; Walton, 1998; Westat, 2002) 
 Caregiver economic and housing stability (Westat, 2002) 

Based on the research and how the model fits with the needs of the state, Homebuilders will 
prove to be effective in New Hampshire with the target population. Taken together, this body of 
evidence justifies implementing Homebuilders as an intensive intervention to reduce out-of-
home care and stabilize families.  

Evidence to Justify an Evaluation Waiver for HFA 

The evidence in favor of the use of HFA as a means of promoting positive child and family 
outcomes in New Hampshire is compelling enough to warrant an evaluation waiver.  

First, research has demonstrated that HFA can generate the specific outcomes New Hampshire 
aims to achieve through Family First. New Hampshire’s Prevention Plan explicitly states that the 
state hopes to reduce maltreatment for families participating in the program: a decreased 
proportion of families with no new accepted DCYF referrals/assessments while enrolled in HFA, 
and no new founded maltreatment findings while enrolled in HFA. Studies have shown that 
participation in HFA contributes to a reduction in self-reports of maltreatment (Mitchell-Herzfeld 
2005; Duggan 2004). 

Second, HFA has demonstrated effectiveness with pregnant and parenting families with young 
children (Mitchell-Herzfeld 2005; Duggan 2004; Caldera 2007), which is also New Hampshire’s 
HFA target population.  As noted above, in New Hampshire HFA will be targeted to pregnant 
and parenting youth in care, aged 13-21, and pregnant women and new parents of children who 
are up to 24 months of age at enrollment.  Family First identifies pregnant and parenting foster 
youth as a uniquely eligible population for preventative services, and several research studies 
demonstrate HFA’s effectiveness with this population. As such, HFA’s target population aligns 
well with the characteristics and needs of the children and families who will be served through 
Family First in New Hampshire.  

Third, HFA’s demonstrated efficaciousness in a wide variety of geographic locations suggests 
wide applicability and a high likelihood of effectiveness in New Hampshire. The Clearinghouse 
identifies a number of well-designed studies demonstrating the efficacy of HFA 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 in 
a variety of geographical locations, including Alaska (Duggan, Berlin, Cassidy, Burrell, & Tandon, 
2009; Cluxton-Keller et al., 2014), Hawai’i (El-Kamary et al., 2004; BairMerritt et al., 2010; 
McFarlane et al., 2013), New York (Rodriguez, Dumont, Mitchell-Herzfeld, Walden, & Greene, 
2010; Kirkland & Mitchell-Herzfeld, 2012; Lee, Kirkland, Miranda-Julian, & Greene, 2018), and 
Oregon (Green, Tarte, Harrison, Nygren, & Sanders, 2014; Green, Sanders, & Tarte, 2017; Green, 
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Sanders, & Tarte, 2018). HFA’s effectiveness in this diverse array of geographic locations 
indicates the model’s wide applicability and suggests that it is likely to also produce positive 
outcomes in New Hampshire.  

Fourth, research on HFA has demonstrated the model’s flexibility and favorable outcomes 
among children from various cultural backgrounds and with a variety of underlying problems, 
suggesting wide applicability. For example, Barlow et al.’s (2006) study assessing the impact of 
HFA on American Indian adolescents demonstrates that mothers in the intervention compared 
with mothers in the control group had significantly better outcomes, including higher parent 
knowledge scores and scoring significantly higher on maternal involvement scales. Blair-Merritt 
et al.’s (2010) work also demonstrates HFA’s treatment effect among mothers who reported 
instances of intimate partner violence, concluding that those who received HFA services 
reported lower rates of physical assault victimization and significantly lower rates of perpetration 
relative to the control group. Lee et al. (2009) found HFA to be effective for families across a 
variety of cultural backgrounds by demonstrating HFA’s effectiveness in reducing adverse birth 
outcomes among socially disadvantaged pregnant women, two-thirds of whom were Black or 
Hispanic. Based on HFA’s well-established track record producing positive outcomes for children 
and families with diverse cultural backgrounds and underlying problems, it is likely that HFA will 
be effective among children in New Hampshire as well.  

Last, the overall weight of evidence in favor of HFA’s effectiveness contributes to the likelihood 
that it will be effective in New Hampshire. HFA was rated well-supported as an In-Home Parent 
Skill-Based Service by the Title IV-E Prevention Services Clearinghouse. The evidence in favor of 
the use of HFA as a means of promoting positive family dynamics and reducing the risk of foster 
care placements is compelling enough to warrant a waiver.  The Clearinghouse identifies several 
well-designed studies demonstrating the efficacy of HFA 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 in a variety of geographical 
locations. According to the IV-E Prevention Services Clearinghouse, six studies in 36 publications 
were rated high or moderate on research design and execution.  These included favorable 
findings in outcomes related to: 

  

 Child safety (Duggan et al., 2004; Mitchell-Herzfeld et al., 2005) 
 Child behavioral and emotional functioning (Caldera et al., 2007; Duggan et al., 2005), 
 Child cognitive functioning (Caldera et al., 2007) 
 Parenting practices (DuMont et al., 2008) 
 Parent/caregiver mental or emotional health (Duggan et al., 2004; Duggan et al., 2007; 

McFarlane et al., 2013) 
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 Family functioning (Bair-Merritt et al., 2010) 

In addition, the Home Visiting Evidence of Effectiveness (HomVEE) review, which was funded by 
the U.S. Department of Health and Human Services, identified HFA as meeting the criteria 
established by HHS for an “evidence-based early childhood home visiting service delivery 
model.” Five moderate to high quality impact studies were found to favorable effects on positive 
parenting practices (Duggan et al., 1999; LeCroy & Krysik, 2011; Caldera et al., 2007; Duggan et 
al., 2007; Green et al., 2014) and six were found to have favorable effects on Reductions In Child 
Maltreatment (Duggan et al., 2004; Duggan et al., 2007; Dumont et al., 2008; Dumont et al., 
2010; Green et al., 2017; Landsverk et al., 2002). Taken together, this body of evidence justifies 
implementing HFA as an intervention to reduce out-of-home care and stabilize families. 

Lastly, in September 2018, Healthy Families America implemented a child welfare protocol.  
Programs that choose to implement the child welfare protocol can enroll families referred by the 
child welfare system up until the child is 24 months old rather than 3 months old (Healthy 
Families America, 2018).  HFA local sites have to receive national office approval to utilize this 
adaptation.   New Hampshire is contractually requiring that all local HFA sites receive national 
office approval, if they haven’t already, so that each site can provide the child welfare protocol 
adaptation of HFA.  Services delivered under the child welfare protocol to child welfare system-
involved families are identical to the services delivered to other families. The only difference is 
that families referred by the child welfare system can be enrolled up until the child is 24 months 
old. 

While there have not been any specific studies or evaluations published to date that specifically 
focus on the child welfare adaption of Healthy Families America, Easterbrooks and colleagues 
conducted a randomized controlled trial of 704 first-time mothers in Massachusetts, a 
neighboring state to New Hampshire.  The mothers were either provided with the HFA service or 
another community service.  The outcome variable were future maltreatment reports up to a 
mean age of 7 years old.  This is particularly relevant given the child welfare protocol can be 
provided up until 5 years of age.  Of the 52% of families who experienced initial CPS reports, 
53% experienced additional CPS reports. Children of mothers in the home visiting group were 
less likely to receive a second report and had a longer period of time between initial and second 
reports (Easterbrooks, Kotake, and Fauth, 2019).  Specifically, this study concluded that use of 
the home visiting program reduced the recurrence of CPS maltreatment reports by 32% and 
increased the length of time between initial and additional CPS reports.   

HFA’s effectiveness in preventing further child maltreatment in the 0-5 age range makes it a very 
unique, compelling and impactful prevention service in support of NH’s overall family 
strengthening and prevention strategy.   
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Evidence to Justify and Evaluation Waiver for MI 

DCYF seeks an evaluation waiver for MI due to the compelling evidence suggesting that MI will 
be effective in New Hampshire. 

First, research has demonstrated that MI improves treatment outcomes of parents who have 
substance use disorders. Caregivers with substance use disorders represent a key MI target 
population in New Hampshire, and reducing substance misuse is a key outcome New Hampshire 
aims to impact through implementation of MI.  Because parent/caregiver substance use has 
consistently been the single a significant family stressor in founded allegations of abuse in New 
Hampshire (54% in FY2019), MI is likely to be effective with the target population in New 
Hampshire (NH Department of Health and Human Services, 2020a).  DCYF believes that MI will 
improve treatment outcomes for parents with substance use disorders and, as a result, will prove 
effective in reducing the risk of foster care placements of children whose parents are affected by 
substance use. According to the IV-E Prevention Services Clearinghouse, 15 studies were rated 
high or moderate on research design and execution and included favorable findings on 
caregiver substance abuse outcomes (Carey, 2006; Diaz Gomez, 2019; Fernandez, 2019; Field, 
2010; Field, 2014; Freyer-Adam, 2008; Fuster, 2016; Gaume, 2011; Gentilello, 1999; Hansen, 2012; 
Marlatt, 1998; Rendall-Mkosi, 2013; Roy-Byrne, 2014 Saitz, 2007; Saitz, 2014; Stein, 2011).  

Since information in the Title IV-E and CEBC curations were last updated, more recent reviews 
have also been published. The most recent appears to be the review published by Hall et al. 
(2020). Nineteen studies met criteria for inclusion in the review. Of those 19 studies, 11 studies 
provided information about the effectiveness of MI as a treatment.  Three (3) of the five studies 
examining MI as a stand-alone treatment (Carroll et al., 2001; Forrester et al., 2008; and Forrester 
et al., 2018) and all six of the studies examining MI adjunctive to other treatments (Chaffin et al., 
2009; Chaffin et al., 2011; Schaefer et al., 2013; Runyon et al., 2009; and Porter and Howe, 2008) 
reported results in favor of MI. 

Three of the five studies examining MI as a stand-alone treatment reported results in favor of MI 
(Carroll et al., 2001; Forrester et al., 2008; and Forrester et al., 2018) examined substance use 
treatment uptake among a sample of parents in child welfare who had been referred for 
substance use evaluations. Participants randomly assigned to receive the MI- informed 
evaluation were significantly more likely to attend a subsequent treatment session than those 
randomized to receive a standard evaluation. 

Furthermore, these studies provide compelling support for MI in child welfare generally and for 
New Hampshire’s specific plan to use MI adjunctive to other EBPs more specifically. For example, 
Schaeffer et al. (2013) provides direct support for New Hampshire’s plan to use MI adjunctive to 



 

New Hampshire DCYF | Family First Prevention Plan                                                                           40 
 

MST. Furthermore, there is evidence that MI is beneficial when combined with PCIT (Chaffin et 
al., 2009; Chaffin, Funderburk, Bard, & Valle, 2011).  

MI also shows significant evidence of effectiveness as an intervention to enhance engagement in 
services (Lundahl et al., 2010)—a key desired outcome of implementing MI in New Hampshire. 
MI also appears to improve outcomes in a variety of domains when added to other treatment 
approaches (Hettema, Steele, & Miller, 2005).  In addition to using MI as an integrated 
component of case management for families served by the CBVS agencies, New Hampshire 
intends to train all Child Protective Services and Family Preservation Service workers in MI to 
increase the number of families who participate in a broad range of services to prevent child 
removal. We anticipate that MI will augment both CBVS and CPS core practice skills of 
engagement and teaming with families to ensure appropriate planning and service matching 
and promote service engagement.  

Additionally, MI has been proven effective through a particularly large body of literature and 
with diverse target populations. MI is currently rated as “well supported” by the Title IV-E 
Prevention Services Clearinghouse as a Substance Abuse intervention following review of 75 
eligible studies that indicated favorable effects in the target outcomes of adult well-being. MI is 
also rated “well supported” by the California Evidence-based Clearinghouse (CEBC) as both a 
Substance Abuse intervention and Motivation and Engagement program. The CEBC provides 
reference to four large, systematic reviews and meta-analyses summarizing existing literature on 
the effectiveness of MI (Burke, Arkowitz, & Menchola, 2003; Hettema, Steele, & Miller, 2005; 
Vasilaki, Hosier, & Cox, 2006; and Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010).  MI has 
been demonstrated effective in a wide range of contexts, including engagement of families in 
comprehensive assessments (Snyder et al., 2012), juvenile corrections (Doran et al., 2013), and 
child protection work (Forrester et al, 2008).  MI has also shown effectiveness in producing a 
wide range of outcomes, including improved oral health behaviors (Kay et al., 2018), diet and 
exercise (Martins & McNeil, 2009), and cognitive and behavioral change among domestic 
violence offenders (Kistenmacher & Weiss, 2008).  The exceptionally large body of literature 
demonstrating MI’s effectiveness, as well as the diverse contexts and outcomes demonstrated in 
the research, suggest that MI is widely applicable and likely to be effective in New Hampshire if 
practiced with fidelity.  

Last, New Hampshire’s provider community has a track record of successfully implementing MI.  
Currently New Hampshire offers MI services in several community organizations across the state 
including the North County Health Consortium and New Hampshire Recovery Coach Academy. 
While research evidence does not exist regarding MI’s effectiveness in these settings, both 
organizations have a track record serving New Hampshire families and youth and continue to 
invest in building capacity to deliver the model. 
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Evidence to Justify an Evaluation Waiver for Intercept 

DCYF seeks an evaluation waiver for Intercept due to the compelling evidence suggesting that 
Intercept will be effective in New Hampshire. 

New Hampshire DCYF asserts that the confirmation of Intercept’s effectiveness is both a) evident 
and b) compelling. Intercept is rated as a well-supported practice on the Title IV-E Prevention 
Services Clearinghouse (the Clearinghouse). As described on the Clearinghouse’s website, 
“Intercept is rated as a well-supported practice because at least two studies with non-
overlapping samples … achieved a rating of moderate or high on design and execution and 
demonstrated favorable effects in a target outcome domain.”1  

Intercept’s evidence is also compelling as reflected by the evaluations reviewed by the 
Clearinghouse. The Clearinghouse shows that Intercept had favorable2 and statistically 
significant impacts on child permanency, as evidenced by a reduction in out-of-home 
placements3 and an increase in planned permanent exits4. In a study conducted by the Center 
for State Child Welfare Data at Chapin Hall, Intercept was shown to reduce the chance of out-of-
home placement by 53% following a maltreatment investigation. In Chapin Hall’s follow-up 
evaluation with a non-overlapping population of youth the risk of placement was 37% lower 
among children referred to Intercept than the children in the comparison group. The effect of 
Intercept is sustained at six and 12 months after Intercept services end. In addition, another 
study by Chapin Hall, compared to a matched comparison group, after controlling for how long 
they were in care, the odds of achieving permanency were approximately 24% higher for the 
Intercept group. A safe reduction in the number of youth in out-of-home placements and an 
increase in the number of young people achieving permanency are key outcomes in New 
Hampshire’s prevention service array.  This is emphasized in New Hampshire’s Prevention Plan 
as it explicitly states that the state hopes to achieve increased child permanency and increased 
adult well-being.  Additionally, Intercept has a track record of successfully serving children and 
families whose demographics and presenting challenges resemble those of New Hampshire’s 
Family First target population.  Intercept is also designed to serve the families and youth that 
interact with the juvenile justice system, which is also a Family First target population for New 
Hampshire. 

                                                 
1 Title IV-E Prevention Services Clearinghouse. Intercept. 
https://preventionservices.abtsites.com/programs/331/show  
2 Defined in the Title IV-E Prevention Services Handbook of Standards and Procedures as statistically 
significant and in a desired direction.  
3 Huhr, S., & Wulczyn, F. (2020a). Do intensive in-home services prevent placement?: A case study of Youth 
Villages’ Intercept® program. The Center for State Child Welfare Data.  
4 Huhr, S., & Wulczyn, F. (2020b). Do intensive in-home services promote permanency?: A case study of 
Youth Villages’ Intercept® program. The Center for State Child Welfare Data.  
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It should also be noted that according to the Clearinghouse’s review, Intercept produced 
multiple “favorable” impacts on outcomes, with zero noted as “no effect” or “unfavorable” 
impacts. A summary of this review’s findings can be found in Table 6 below.  

  



New Hampshire DCYF | Family First Prevention Plan  43 

Table 6: Intercept Summary of Findings5 

Outcome 

Effect 

Size  
and Implied 
Percentile 

Effect  

N of 
Studies 
(Findings) 

N of 
Participants 

Summary of 
Findings 

Child permanency: Out-
of-home placement 

0.40 
15 

2 (2) 91778 
Favorable: 2 
No Effect: 0 
Unfavorable: 0 

Child permanency: 
Planned permanent exits 

0.13 
5 

1 (1) 4029 
Favorable: 1 
No Effect: 0 
Unfavorable: 0 

DCYF Continuous Quality Improvement (CQI) Structure 

DCYF’s work to enhance and elevate our service array to strengthen and preserve families is 
grounded in research and data in child welfare.  New Hampshire has a strong staff base of CQI 
reviewers and trained quality assurance staff.  DCYF strives to build CQI capacity among staff by 
integrating CQI activities into daily practice and collaborating with service providers.    

The backbone of the CQI system at DCYF centers around ongoing case practice reviews (CPR) 
and active contract management (ACM).  Given that prevention services and programs are 
procured through contracts with DCYF, both processes will be adapted to support Family First 
quality improvement activities. The CPR process mirrors the Child and Family Services Reviews 
ensuring random sampling and use of a standardized tool.  The Administration for Children and 
Families’ (ACF) CFSR framework and Online Monitoring System (OMS) tools are fundamental 
instruments used to review New Hampshire child protective and juvenile justice services.  The 
case review process is an integral component of performance measurement and accountability 
throughout DCYF.  

The ACM framework is composed of three guiding principles: identifying key data, generating 
insights, and driving action toward improvement.  Key components of active contract 

5 Title IV-E Prevention Services Clearinghouse. Intercept. Summary of Findings. 
https://preventionservices.abtsites.com/programs/331/show  
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management include frequent, collaborative meetings in which data on key outcome indicators 
will be shared.  Additionally, the ACM team provides a deeper dive into analysis on critical 
performance improvement topics, which support the team in making operational changes based 
on those insights.  Used informally, yet frequently for practice improvement in this context is the 
Plan-Do-Study-Act (PDSA) Cycle approach.  DCYF Field Administrators are creative and often 
pilot small practice changes in district offices with this model.  

CQI Roles & Responsibilities  

To ensure a comprehensive framework, DCYF’s CQI activities will be an intra-divisional effort. 
Working together, the Bureau of Community, Family and Program Support, the Bureau of 
Evaluation, Analytics, and Reporting, and the Bureau of Professional and Strategic Development 
will develop and implement specific CQI strategies for each program model. The roles and 
responsibilities of the various teams and partners who will execute our CQI strategies will differ 
according to the service model. However, we have identified several key roles that will be owned 
by one or more entries during the implementation of our well-supported interventions.  

In general, the groups of DCYF and partner organizations who will work together and share 
these roles and responsibilities include:  

 DCYF Bureau of Community, Family, and Program Support: Primarily responsible for 
coordinating various aspects of the CQI strategy and providing the monitoring and 
management of the prevention interventions. 
 

 DCYF Bureau of Evaluation, Analytics, and Reporting: Primarily responsible for the 
analysis of data that helps feed various roles/functions that comprise the CQI process. 

 
 DCYF Bureau of Professional and Strategic Development: Primarily responsible for training 

and support of the field practices that advance the goal of high quality and consistent 
service referrals and delivery across NH.  
 

 Contracted provider organizations: Primarily responsible for implementing the various 
CQI strategies in coordination with DCYF.  These responsibilities will include 
collaborating with DCYF and the provider community on operationalizing the CQI 
processes, collecting and reporting relevant fidelity and outcome reporting data, and 
performing activities designed to support performance improvement.  
 

 Model developers/certified trainers: Primarily responsible for providing some of the 
ongoing data reporting as well as training and coaching to support fidelity monitoring 
and quality improvement. 
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DCYF CQI Strategy for Well-Supported Interventions 

A consistent, statewide CQI strategy will be utilized to monitor fidelity to the interventions and 
track outcomes across the four well-supported models. As part of DCYF’s active contract 
management (ACM) framework, quarterly CQI meetings will be held with provider and DCYF 
stakeholders to review data reports, plan and monitor improvement goals, and address 
challenges identified by stakeholders. Quantitative data will be collected and aggregated from 
several sources, including DCYF’s state SACWIS system known as Bridges (and eventually its 
CCWIS aka Granite Families), model specific databases, and the provider agencies’ case 
management systems of record. CQI processes will also include periodic case reviews conducted 
with providers to supplement quantitative data.   

DCYF is currently developing increased capacity around service delivery, service matching and 
referrals, and contract management.  FFPSA funds have been utilized to expand the number of 
staff involved in service-related activities, and a “Service Array Unit” has been created.  This five-
person team (four service array specialists and one administrator) will be the conduit between 
EBP service providers and DCYF field staff and will be working with EBP providers to monitor 
performance.  Service Array team members are assigned to monitor performance for specific 
contracts and will be utilizing increased skill regarding contract management. Active Contract 
Management (ACM) is a process that DCYF has been developing through technical assistance 
from the Harvard Government Performance Lab (Harvard GPL).  Part of the technical assistance 
is supporting the Service Array team members in not only contract management, but 
developing their capacity around providing coaching, guidance, and technical support to DCYF 
field staff.  This will evolve over time, but initially will focus on areas related to service 
implementation, matching, referrals and other technical aspects that pertain to accessing these 
services.     

DCYF’s Service Array team is built on a regional model, and CQI data/performance outcomes are 
going to be communicated to regional offices via this model.  DCYF’s data team and field 
services administration play a role in this, but Service Array Unit members will be the primary 
resource for field staff to access information on service effectiveness and utilization. DCYF will 
hold regular meetings to share outcomes between EBP providers and local DCYF leadership.        

To further ensure compliance and promote coordination, DCYF will add participation in CQI 
processes, quarterly meetings, case reviews, and focus groups to provider contracts in state 
fiscal year 2022.  Providers will also be expected to complete intervention specific fidelity 
monitoring, as prescribed by each individual model’s implementation manual or purveyor.  In 
the sections that follow are more specifics on each model’s quality improvement strategy. 

Multisystemic Therapy-Specific CQI Strategy 
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While DCYF will begin to fund MST starting in 2021, DCYF is committed to performance 
measurement and continuous improvement as a central part of our partnership with the MST 
providers in the years to come. In the quarterly meetings, findings will be discussed with an eye 
to ensuring quality implementation and identifying changes to improve implementation and 
outcomes.  

To feed the CQI plan for this intervention, DCYF will coordinate with MST Services, Inc. and 
provider agencies to regularly produce and monitor programmatic data. The sources for this 
information will include the provider agencies’ case management systems, SACWIS data from 
Bridges, as well as MST Services’ QA/QI data system.  

There is considerable information about MST’s quality assurance program in the public domain 
(MST Services, Inc, 2020).  The MST QA/QI system provides mechanisms at each level (therapist, 
supervisor, expert/consultant, and program) for training and support on the elements of the 
MST treatment model, measuring implementation of MST, and improving delivery of the model 
as needed. By providing multiple layers of clinical and programmatic support and ongoing 
feedback from several sources, the system aims to optimize favorable clinical outcomes through 
therapist and program level support and adherence. Measurement of the implementation of 
MST is a function of the MST Institute and is intended to provide all MST programs around the 
world with tools to assess the adherence to MST of therapists, supervisors, experts, and 
organizations. Research results have indicated that when therapists, supervisors and experts 
adhere closely to the treatment model, outcomes are better for families. After reviewing MST’s 
fidelity measures, DCYF has selected a subset of these measures to include in its CQI plan 
alongside other proposed process and outcome indicators. To this end, the Family First CQI 
strategy for MST will be driven by the following questions and performance measures: 

 Are children and families in the target population being referred to MST? 
o Proportion of eligible children who were referred to MST, overall and by district 

office.  
 Are children and families in the target population enrolling in MST once they are referred? 

o Proportion of referred children who are enrolled.  

 Is enrollment occurring in a timely manner?   
o Proportion of referred children who receive a face-to-face within three days of 

referral. 

 What is the duration and intensity of their MST service involvement?  
o Average number of sessions/contacts received per month of enrollment. 

 Is service engagement consistent with the MST model?  
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o Average scores for the subscales for satisfaction and adherence on the Therapist 
Adherence Measure (TAM). 

 How often do children complete the program? 
o Proportions of children who do and do not complete the program (incl. reason 

for non-completion). 
o Proportion of children who “successfully” complete the program per MST 

discharge criteria (typically defined as successfully completing the majority of 
goals within the child’s individual service plan). 

 What is short- and long-term impact on outcomes due to MST participation? 
o Proportion of children who commit new offenses while enrolled in MST. 
o Proportion of children with probation violations filed while enrolled in MST. 
o Proportion of children who are placed into shelter care/another type of short-

term care while enrolled in MST. 
o Proportion of children with a new case opened to JJS within six months after 

program discharge. 
o Proportion of children who enter any form placement within six months after 

program discharge, including foster care. 
o Proportion of children with a case opened to JJS within 12 months of program 

discharge. 
o Proportion of children who enter any form of placement within 12 months of 

program discharge, including foster care. 

 Are we equitably serving referred children to this program? 
o Relative rate of children enrolled by racial/ethnic and geographic characteristics  

Homebuilders-Specific CQI Strategy 
Homebuilders will be continuously monitored to ensure fidelity to the practice model and 
achievement of outcomes.  Like MST, Homebuilders will be launched in 2021 or 2022 as a new 
DCYF-funded service.  Eligible families will include those with children (birth to 18) at imminent 
risk of foster care placement across the candidacy subgroups. Families typically receive four to 
six weeks of intensive intervention, with up to two “booster sessions.” Therapists typically serve 
two families at a time and provide 80 to 100 hours of service, with an average of 45 hours of 
face-to-face contact with the family. 

The DCYF Bureau of Community, Family, and Program Support will actively and regularly 
convene with providers on no less than a quarterly basis as part of a performance-focused active 
contract management (ACM) framework. To prepare for these meetings, the team will review 
quantitative and qualitative data to assess implementation, track fidelity to the model, and 
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assess child and family outcomes. The sources for this information will include the provider 
agencies’ case management systems, SACWIS data from Bridges, as well as the Homebuilder’s 
QUEST data system. QUEST is designed to assure quality through the development and 
continual improvement of the knowledge and skills necessary to obtain model fidelity and 
service outcomes. QUEST activities focus on providing training and creating an internal 
management system of ongoing evaluation and feedback (Institute for Family Development, 
2014). After reviewing Homebuilders’ fidelity measures, DCYF has selected a subset of these 
measures to include in its CQI plan alongside other proposed process and outcome indicators. 
To this end, the Family First CQI strategy for Homebuilders will be driven by the following 
questions and performance measures: 

 Are children and families in the target population being referred to Homebuilders?  
o Proportion of families who are referred to Homebuilders. 

 Are children and families in the target population enrolling in Homebuilders once they are 
referred?  

o Proportion of referred families who are enrolled. 

 Is enrollment occurring in a timely manner?  
o Average time to enrollment from the time and date of referral. 
o Proportion of families who meet with a therapist within 24 hours of the time of 

referral. 

 What is the duration and intensity of their Homebuilders service involvement?  
o Proportion of families receiving at least treatment sessions and a service plan. 
o Average number of sessions/contacts received per month of enrollment. 
o Proportion of families who meet with their therapist at least three times per week. 
o Proportion of families who have more than 38 hours or more of face-to-face 

contact (excluding interventions that close prematurely). 

 How often do children complete the program? 
o Proportion of families who complete at least 10 hours of treatment sessions 

(minimal completion). 
o Proportion of families who complete at least 40 hours of treatment sessions (full 

completion). 

 What is the level of coordination between the Homebuilders provider (and its locations) 
and the relevant DCYF staff?  

o Proportion of positive responses to the question: “Did you have adequate contact 
with the therapist?” on the Homebuilders Referent Feedback Survey. 
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 What is short- and long-term impact on outcomes due to Homebuilders participation? 
o Proportion of families (individuals) with no new accepted DCYF 

referrals/assessments while enrolled in Homebuilders. 
o Proportion of families (individuals) with no new founded maltreatment findings 

while enrolled in Homebuilders. 
o Proportion of families who are placed into shelter care/another type of short-

term care while enrolled in Homebuilders. 
o Proportion of families with children who enter any form placement within six 

months after program discharge, including foster care. 
o Proportion of families who enter any form of placement within 12 months of 

discharge, including foster care. 

 Are we equitably serving referred families to this program? 
o Relative rate of families enrolled by racial/ethnic and geographic characteristics.  

 
HFA-Specific CQI Strategy 
Given its oversight of the MIECHV Program’s CQI plan for local implementing agencies (LIAs) in 
New Hampshire, the Division of Public Health Services (DPHS) will continue to be an important 
collaborator for Family First’s implementation of this model.  The current MIECHV infrastructure 
that will be leveraged to monitor DCYF-referrals will include the use of internal and potentially 
contracted CQI staff to support CQI efforts across the implementing providers. Presently, CQI 
coaching is provided to support each LIA in developing and successfully executing CQI projects 
and achieving their individual CQI goals. The role of the CQI coach assists providers in 
examining data entry practices and data reports to ensure appropriate monitoring, and program 
improvement through Plan, Do, Study, Act (PDSA) cycles.   

On a monthly basis, the providers then come together virtually to share lessons learned and 
best practices from their CQI projects, often with a spotlight on a particular agency that has 
made strides in the area being reviewed. While each agency may have a different focus for their 
CQI project, all providers are responsible for examining their own data for alignment to the HFA 
Best Practice Standards (BPS) as well as 19 federally defined performance measures.    

In addition to receiving monthly reports from the providers on their current capacity, DPHS also 
receives quarterly data to measure contract deliverables. Following submission of these monthly 
and quarterly reports, the DPHS Program Manager reviews the reports and provides feedback in 
a timely manner to each of the providers. If a particular performance measure goal is not met, 
agencies are required to identify what caused the deficit, and develop a plan for addressing the 
shortfall.  
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Fidelity to the HFA model is monitored by DPHS through the completion of annual sub-recipient 
monitoring site visits. During these site visits, a case or several cases is/are reviewed utilizing 
HFA’s Family and Supervision Checklist document to review a particular case for various 
components required by the HFA BPS. This annual review serves the purpose of preventing 
“model drift” between the 4 years from one HFA accreditation to the next reaccreditation. 
During these site visits, a fiscal review is also conducted to ensure adequate “braiding” of 
program funds in addition to ensuring expenditures are reasonable, allowable, and allocable per 
the MIECHV program’s guiding statute 45 CFR 75. Additionally, different aspects of the HFA BPS 
are reviewed approximately every other month during HFA Supervisor Meetings to ensure 
continued attention to and awareness of the various intricacies of the BPS. 

DCYF is currently collaborating with DPHS to adopt its CQI performance measures for the child 
welfare adaption of the model for child welfare referrals.  Although additional planning will be 
required to ensure appropriate cross-system data sharing, the Family First CQI strategy for HFA 
is aiming to address the following questions and performance measures: 

 Are children and families in the target population being referred to and enrolled in HFA?  
o Proportion of families who are referred to HFA from DCYF. 

Proportion of DCYF-referred families that were enrolled between 3 and 24 
months of age. 

 Is enrollment occurring in a timely manner?  
o Average time to enrollment from the time and date of referral. 

 What is the duration and intensity of their HFA service involvement? 
o Proportion of families that are retained in the program over specified periods of 

time (6 months, 12 months, 24 months, 36 months, etc.) after receiving a first 
home visit. 

o Proportion of families who receive at least seventy-five (75%) percent of the 
appropriate number of home visits based upon the individual level of service to 
which they are assigned. 

 How often do children complete the program? 
o Proportion of families that discharged who completed a minimum of 3 years of 

service. 

 What is short- and long-term impact on outcomes due to HFA participation? 
o Proportion of families with no new accepted DCYF referrals/assessments while 

enrolled in HFA. 
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o Proportion of families with no new founded maltreatment findings while enrolled 
in HFA. 

o Proportion of families who enter any form of placement within 12 months of 
discharge, including foster care. 

 Are we equitably serving referred families in this program? 
o Relative rate of families enrolled by racial/ethnic and geographic characteristics. 

The data sources for these performance measures will include the provider agencies’ case 
management systems, Social Solutions Efforts to Outcome (ETO) data system, and data from 
DCYF Bridges.  Current planning efforts between DCYF, DPHS, and the providers will be required 
prior to developing a new HFA request for proposals in early 2022 and a rollout of services in 
the fall of 2022.  This RFP will seek to secure additional capacity for Family First-funded slots and 
require enhanced data collection, a data sharing agreement and quality improvement efforts. 
 
Motivational Interviewing-Specific CQI Strategy 
Given that MI is a new practice for the CBVS program, DCYF sought support from its MI trainer 
to standardize practice and establish fidelity standards and measures. It should be noted there 
are no adaptations to the original model, and it is presently being implemented in alignment 
with the model handbook as noted on the Title IV-E Prevention Services Clearinghouse.  

For fidelity monitoring, the CBVS providers will use the Motivational Interviewing Treatment 
Integrity (MITI) instrument, which yields feedback that can be used to increase clinical skill in the 
practice of MI and measures how well a practitioner is using MI.  The MITI is the most commonly 
used tool to evaluate the fidelity of MI is the Motivational Interviewing Treatment Integrity 
(MITI) coding system (Moyers, Martin, Manuel, Hendrickson, & Miller, 2005). Originally created 
as a research tool, the MITI has proved useful in clinical settings where rigor in supervision and 
evaluation is needed (Manuel & Drapkin, 2015).  

Every six months, CBVS training staff will use the MITI to review at least one family from the 
caseload of each specialist during a visit. Families will be chosen at random. Coded scores on 
MITI assessment will be completed and maintained ongoing to assess changes in skill over time. 
Scores, along with additional notes by the trainer, will be reviewed every six months to ensure 
fidelity to the model and to develop change activities that support the continued successful 
implementation of MI.  

As part of its Active Contract Management (ACM) CQI framework, the DCYF ACM teams and 
CBVS staff will then review MITI scores as well as other quantitative data on a periodic basis to 
assess implementation, track fidelity to the model, and assess child and family outcomes. In 
these meetings, findings will be discussed to identify needed shifts in practice to improve 
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implementation and outcomes. During this initial phase of implementation, the DCYF ACM team 
will use data to answer the following research questions and indicators in its ongoing CQI plan: 

 Are children and families in the target population being referred to and enrolled in CBVS?  
o Proportion of eligible families who were referred to CBVS, overall and by district 

office. 

 Is enrollment in CBVS occurring in a timely manner?  
o Average time to enrollment from the date of DCYF referral. 

 
 Once enrolled in CBVS, are children and families being referred to other direct services and 

supports? 
o Proportion of families who are referred to other direct services by service 

category.  
o Average time from the date of referral to first date of direct service provision by 

service category. 

 What is the duration of their participation with CBVS and other direct services? 
o Average duration of families’ involvement with CBVS program. 
o Average duration of families’ involvement with other direct services. 

 What is the fidelity to the MI model?  
o Average scores by domain on the MITI. 

 What is short- and long-term impact on outcomes due to provision of MI and participation 
in CBVS? 

o Difference between initial and follow-up scores on the Protective Factors Survey-
version 2 (PFS-2).  

o Proportion of families (individuals) with no new accepted DCYF. 
referrals/assessments while enrolled in CBVS. 

 Are we equitably serving referred families? 
o Average duration of program involvement with CBVS by racial/ethnic and 

geographic characteristics. 
o Average duration of involvement with other direct services by racial/ethnic and 

geographic characteristics. 
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Intercept-Specific CQI Strategy 
 
Intercept will be continuously monitored to ensure fidelity to the practice model and 
achievement of outcomes.  Eligible families will include those with children (birth to 18) at 
imminent risk of foster care placement across the candidacy subgroups. Families typically 
receive four to six months of intensive intervention.  Family Intervention Specialists typically 
serve four to six families at a time. 

While DCYF will begin to fund Intercept starting in 2022, DCYF is committed to performance 
measurement and continuous quality improvement as a central part of our partnership with 
Youth Villages and their Intercept staff in the years to come.  In the quarterly, at minimum, 
contract management meetings, findings will be discussed with an eye to ensuring quality 
implementation and identifying changes to improve implementation and outcomes.  

Since Youth Villages’ implementation of its Intercept model, Intercept has maintained fidelity to 
the model. Continuous quality improvement is incorporated throughout the Intercept model, 
with specific fidelity measures tied to high-quality service delivery that lead to sustainable, 
positive long-term outcomes for children and families. The Intercept CQI framework is based on 
three primary processes that are internal to or influence the program model.  

 Program Model Reviews: The program model review (PMR) is Youth Villages’ primary 
process for monitoring the implementation of the Intercept model. Annually in each 
location, the PMR gathers data through documentation review, customer surveys, staff 
surveys, interviews, and aggregate data pulled from the electronic health record. This 
review generates scores that indicate areas of strength and opportunities for 
improvement to help ensure that the program meets the expected outcomes. Following 
the identification of areas that need to be addressed, clinical and operational leadership 
work with the evaluation team to create a plan for additional monitoring and/or 
evaluation activities that will support implementation improvement.  These monitoring 
and/or evaluation activities follow the same process/format as PMR with a more narrow 
focus (e.g., monitoring quality and timeliness of a specific set of documents) as well as a 
shorter timeframe.    

 Performance Management: In addition to the Intercept model’s clinical consultation 
and group supervision processes, Youth Villages regularly reviews key performance 
indicators such as caseloads, staff retention, and rates of serious incidents to monitor the 
program’s performance. The regular review of these measures gives leadership a regular, 
consistent look at whether the program is operating “within the guardrails”.   

Ongoing Outcome Evaluation: Youth Villages developed an internal evaluation process to 
collect data at admission, discharge, and 12-months post-discharge to provide the agency with 
information used for program monitoring and improvement. All youth who receive at least 60 
days of service are followed at all post-discharge points, regardless of status at discharge. Data 
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are collected on placement, custody, school status, negative involvement with the justice 
system, and out-of-home placements.  

As part of its Active Contract Management (ACM) CQI framework, the DCYF ACM teams and 
Intercept staff will review the qualitative and quantitative data mentioned above on a periodic 
basis to assess implementation, track fidelity to the model, and assess child and family 
outcomes. In these meetings, findings will be discussed to identify needed shifts in practice to 
improve implementation and outcomes. During this initial phase of implementation, the DCYF 
ACM team will use data to answer the following research questions and indicators in its ongoing 
CQI plan: 

 Are children and families in the target population being referred to Intercept?  
o Proportion of families who are referred to Intercept. 

 
 Are children and families in the target population enrolling in Intercept once they are 

referred?  
o Proportion of referred families who are enrolled. 

 
 Is enrollment occurring in a timely manner?  

o Average time to enrollment from the time and date of referral. 
o Proportion of families who meet with Intercept staff within 3 days of referral. 

 
 What is the duration and intensity of their Intercept service involvement?  

o Average number of sessions/contacts received per month of enrollment. 
o Proportion of families who meet with their Family Intervention Specialist at least 

three times per week. 
 

 How often do children complete the program? 
o Share of families who do/do not complete the program (incl. reason for non-

completion) 
o Share of children and families who have shown a reduction in referral behaviors 

and/or challenges following their discharge from Intercept®, with respect to the 
minimum 60 days of service. 
 

 What is the level of coordination between the Intercept staff and the relevant DCYF staff?  
o Proportions of families offered the "Family Satisfaction Survey" at the conclusion 

of every case discharge, and again at 12 months post-discharge in order to use 
the findings to improve the Intercept® program and its outcomes. 

o Weekly summary reports and monthly progress reports for DCYF field staff. 
o Participating in team meetings, to include the DCYF field staff and family, at least 

every six (6) weeks. 
 

 What is short- and long-term impact on outcomes due to Intercept participation? 
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o Proportion of families (individuals) with no new accepted DCYF 
referrals/assessments while enrolled in Intercept. 

o Proportion of families (individuals) with no new founded maltreatment findings 
while enrolled in Intercept. 

o Proportion of families with children who are placed into foster care, kinship care 
or congregate while enrolled in Intercept. 

o Proportion of families with children who enter any form placement within six 
months after program discharge, including foster care. 

o Proportion of families who enter any form of placement within 12 months of 
discharge, including foster care. 

 
 Are we equitably serving referred families to this program? 

o Relative rate of families enrolled by racial/ethnic and geographic characteristics.  
 
 

Section 7: Child Welfare Workforce Training and Support (pre-print section 5)  

DCYF Staff Training  

Founded from the belief that ongoing learning is a critical systemic factor in achieving quality 
outcomes for children and families, DCYF created the Bureau of Professional and Strategic 
Development (BPSD). The Bureau ensures that partnerships (including state and contracted 
agencies) provide collaboratively designed, innovative, and engaging learning opportunities 
consistent in supporting best practice, and DCYF’s practice model. In collaboration with BPSD, 
staff professional development is provided through the Child Welfare Education Partnership 
(CWEP) at Granite State College.  All new direct service staff involved with Family First will have 
completed the DCYF Core Academy Training within the first six months and up to one year of 
employment.  Core Academy is a specific experiential competency-based learning series that 
includes a capstone project.  

DCYF has established a structured mentoring program to ensure a comprehensive transfer of 
learning as the staff begin their new role. The mentoring program is in addition to shadowing 
that occurs during training and weekly supervision. The goal of mentoring is to familiarize the 
new staff with procedures, policies, best practice, and the culture and Practice Model of DCYF.  
Mentoring at DCYF is an integrated component of the pre-service training program to ensure a 
more meaningful transfer of learning experience for new staff. All staff have shadowing 
experiences as they relate to the DCYF system, offices, skill development, and an ability to 
demonstrate learning in key areas. This mentoring will play a larger role as staff will need to 
demonstrate to their Field Practice Advisor an ability to complete certain tasks. 

CWEP also provides a Supervisor Core Academy to equip supervisors for their role in supporting 
the direct service staff. In addition to pre-service training, all full-time direct practice staff must 
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complete 30 hours of annual training.  The DCYF SACWIS (aka Bridges) allows each staff person 
to track their own training credits, and their supervisors have access to each member of their 
unit’s training hours. Opportunities for ongoing training are listed at the CWEP. To ensure 
compliance, DCYF monitors the training plan through the Annual Progress and Services Report 
(APSR) that is submitted to the federal government annually.  

As described in Section 3, several modules within this core curriculum provide education about 
the impact of trauma on the child and family and teaches skills to ensure that worker 
engagement, advocacy, assessment, and service planning are aligned to these needs. In addition 
to the core curriculum, the CWEP offers access to various other trauma-informed care training 
resources that can be leveraged to increase competency.  

As part of FFPSA implementation, staff and supervisors who work with the specific candidacy 
subpopulations will receive additional required training to cover the new requirements 
associated with Family First target populations. These trainings will focus on 1) identifying 
appropriate candidates for prevention services through the use of the SDM Safety Assessment, 
SDM Risk Assessment, and CANS; 2) matching candidates to the appropriate evidence-based 
intervention(s); 3) developing and evaluating the child-level prevention plan; 4) monitoring 
ongoing safety through formal and informal assessment; and 5) ensuring data practices to 
support continuous quality improvement.   

Additional DCYF staff training measures are outlined below: 

 DCYF field workers received training on the Comprehensive Assessment for Treatment 
(CAT), which helps to determine level of care for a youth that may need residential 
treatment. This training, required for CPS and JJ, occurred throughout the month of 
September 2021. 

 The Bureau of Children’s Behavioral Health (BCBH) modules that rolled out from June 
through October 2021, provided an overview of the prevention services in place that are 
coordinated through BCBH and contracted providers.  

 JJ received Child/Adolescent Needs & Strengths (CANS) assessment training during the 
month of October, and they also received training in Motivational Interviewing (MI) in 
the month of November. CPS will receive CANS and MI training as well, the date for CPS 
is anticipated to be late 2022, with CANS implementation occurring in early 2023.  

 Prevention and Placement Case Planning training rolled out in September 2021 through 
CWEP and is required for all JJ and CPS field workers – this provides staff an intro to the 
new Prevention and Placement Case plans, as a result of the FFPSA legislation. It focuses 
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on DCYF policy regarding the Placement and Prevention and Case Plans, and the course 
will provide participants with the opportunity to view mock Placement and Prevention 
plans using case examples that are provided. 

 Assessment workers for CPS will take CANS and MI in 2022, Assessment JPPOs will be 
trained in CANS and MI as those positions are filled for those specific roles, unless they 
are existing JPPOs – in which case they will have received both of those trainings in 
Oct/Nov as stated above. CANS and MI training will be required for all field workers, 
including Assessment.  

 Assessment workers for both CPS and JJ are required to complete the CAT training as 
stated above, as well as Prevention and Placement Case Planning as stated above.  

 Currently there are special trainings developed for current staff who complete prevention 
plans for child protection and juvenile justice involved children and families. These are 
provided for on-going staff in an online format with live Question and Answer 
sessions.  The materials have been incorporated into the new staff training or Core 
training.  Principles of Family First and prevention have been incorporated into case 
planning classes and additional classes related to community resources.  

 NH is implementing the evidence-based assessment, the Child Adolescent Needs 
Strengths tool (CANS) in the juvenile justice service delivery system in 2022, and in the 
child protection system in 2023.  To support that rollout, two days of Motivational 
Interviewing training, another evidence-based practice, will be offered for staff to gain 
the skills to most engage with the family and complete the assessment tool.   This will be 
available to all current workforce and then incorporated into the Core training for new 
staff.  Data from the CANS will be used to track need and use of community-based 
prevention services.   

 CWEP has partnered with the Bureau of Children’s Behavioral Health to provide training 
for all staff about prevention services and evidence-based services provided in New 
Hampshire.  These trainings are currently being adapted for foster and adoptive parents 
as well as residential services caregivers to enhance their understanding of evidence-
based services and opportunities for children in their care.  

With the CBVS program already underway, statewide training has been completed. DCYF used 
town hall meetings to train direct practice staff, supervisors, and lawyers on CBVS. Six town halls 
were held remotely with consideration given to the schedules of the workforce. Two of the 
trainings focused on supervisors and lawyers, while the other four catered to front line staff. The 
town hall training focused primarily on the structure of CBVS services and how to identify and 



 

New Hampshire DCYF | Family First Prevention Plan                                                                           58 
 

refer candidates for CBVS. As additional evidence-based interventions in the service array are 
procured, the town hall style training format will be utilized to train the DCYF and CBVS 
workforce on the details of each practice and how to identify and refer candidates.  

Required trainings about the specific EBP will be done by vendor as part of contracting for each 
service in collaboration with service array team staff.  For example, the MST vendor will be 
providing training about the MST program to all levels of DCYF staff, including administration 
and direct care staff.  The service array team, as part of their program and contract 
management, will be the subject matter experts from DCYF who are responsible for supporting, 
training and coaching DCYF staff in addition to the service provider.   

Service Provider Workforce Training  

The evidence-based practices included in this prevention plan were thoughtfully selected based 
on the effectiveness and replicability of its models.  It is the expectation of DCYF that all 
providers of EBPs working with DCYF families will adhere to the staffing and training 
requirements specified by each EBP model. 

The providers contracted to provide CBVS (with DCYF’s financial and project management 
support) will train all CBVS staff including family engagement specialists and case management 
providers in Motivational Interviewing (MI). This training will allow them to fully integrate MI as a 
core component of the CBVS practice model. For example, MI will help CBVS workers better 
support families as they set goals within the child specific prevention plan, identify supports and 
services that could help them achieve those goals, and empower families to follow-through on 
those decisions. CBVS will also leverage MI to support service linkage and efforts to promote 
both the completion of CBVS and any supplemental supports and services they will receive. In 
some instances, those supplemental supports and services will be the EBPs that DCYF itself adds 
to the service array through Family First.   

NH will work with the CBVS vendors to continue monitoring their training development and 
assist in coordinating the assurance that prevention plans are being developed and 
implemented. These prevention plans are to be ideally developed within the initial 30 days of 
the CBVS service and include both family and child level objectives. The workforce for both 
vendors participate in training for Solution Based Casework and Motivational Interviewing, 
which is inclusive of the IV-E claiming methods specifically focusing on the Motivational 
Interviewing structure. 

CBVS Vendors MI staff training plan: 

Vendor #1: 
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 Contracted with Health and Education Training Institute (HETI) to provide initial training 
to all CBVS staff, which was completed earlier in 2021. Any additionally hired staff will be 
trained as hired for the CBVS services.  

 Contracted with Its Your Journey, LLC to provide booster trainings and practice 
reinforcement sessions, which were carried out in November 2021.  

 Additionally, the vendor has adopted multiple strategies to reinforce and deepen MI 
practice among staff.  The vendor purchased "Motivational Interviewing: Helping People 
Change" books, written by the founders of MI, William Miller and Stephen Rollnick and 
have asked their staff to review and read this book.  Additionally, they have implemented 
a book club and a biweekly meeting entitled "MI Spirit Circle," where workers discuss the 
spirit of MI and where they can learn and practice skills together.  

 The vendor has procured LYSSN, an artificial intelligence technology platform, to 
capture, rate and score their staff MI skills and fidelity to the MI model. Each worker will 
upload a minimum of two recordings weekly for scoring. Data from LYSSN will be used 
during supervision to explore staff strengths and areas needing improvement.  

 Additionally, LYSSN is in the process of finalizing a customized internal training 
curriculum for provider staff. They have contracted with Dr. Theresa Moyers, a member 
of the Motivational Interviewing Network of Trainers (MINT) to create the training. Once 
initial training has been delivered, the vendor will partner with Dr. Moyers to provide MI 
ongoing training to staff on a regular basis.    

 The training that LYSSN will do with Dr. Moyers, and the work with eSym are training 
resources that the vendor will have access to in the future, for when new staff is on 
boarded to provide initial training for Motivational Interviewing. HETI provided the initial 
cohort of training for the vendor’s staff. The training provided by It’s Your Journey dove a 
little deeper and provided the initial training for some staff that were brought on since 
the training with HETI. The vendor is not contracting with HETI moving forward for initial 
training. When LYSSN is up and running with their training system with this vendor, the 
vendor will work to determine what the best route is for initial training (i.e. eSym or 
LYSSN). 

 In the meantime, (while LYSSN gets their training component finalized) the vendor is 
exploring options for an ongoing training curriculum through an organization called 
eSym.  They have met with the founders of this organization and are working through a 
contract to work with them to provide ongoing training via an LMS model, integrating 
coaching sessions throughout the training, while also developing the ability to provide a 
much deeper dive into MI training for the vendor’s supervisory team, so they can 
continue to support staff with their MI practice. 

Vendor #2: 
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Level One – Trained in MI (Overview) 

All Staff – All CBVS program staff (including direct care, supervisory and leadership level) 
receive a basic MI overview training with the agency’s training coordinator within first 90 days of 
hire, introducing them to Fundamental Principles of MI and using the OARS (Open questions, 
affirmation, reflective listening, and summary reflections). Following training, staff will participate 
in no less than 4 peer coaching sessions to provide further practice. 

Level Two – MI Student 

 Program Specific – CBVS direct care program staff will receive the MI Basics Training (15 
hours) with HETI and/or staff trainer within first 3 months of hire as part of a cohort (no 
more than 15 staff per cohort): 2 full days (5 hours each) of the basics of MI covering the 8 
tasks of learning MI followed by 2 follow up days (2 weeks and 4 weeks after initial training, 
respectively) to review the fundamentals and allow for continued practice 

 Required Reading: To deepen their understanding of MI practice, staff will be required to 
read through the materials in HETI’s Compassion Reading Room, a library of literature on 
Motivational Interviewing and related topics.  Ten articles can be found here:  
https://www.hetimaine.org/reading-room  Workers will be required to complete a Family 
Resource Center (FRC) summary (form provided by vendor for staff) for each article and 
submit it to their supervisor and training coordinator.  

 Field Observation: A recognized FRC MI Coach or Supervisor (trained to level 4) will 
conduct a field observation of the staff member using the FRC MI observation form and 
provide feedback to staff. 

 Coaching: Staff will participate in weekly peer coaching sessions throughout this process; 
completing at least 10 additional hours of coaching 

Level Three – FRC Recognized MI Certification 

 Prerequisite: Staff must have completed MI basics training and logged at least 12 hours of 
coaching. 

 Observation & Response: Staff will listen to a podcasts from Conversations in Compassion 
and submit their response worksheet to supervisor & training coordinator. 

 Recording: Staff will submit biweekly recordings through HETI form or FRC MITI coding staff 
until they receive 3 “proficient” scores in a row. Staff will meet with MI trainer at least once 
to process coding scores and receive feedback. 

 Field Observation: A recognized FRC MI Coach or Supervisor (trained to level 4) will 
conduct at least 3 additional field observations of the staff member using the FRC MI 
observation form and provide feedback to staff. 
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 Continued Coaching – Certified Staff will continue to participate in peer coaching sessions
at least 1x per month

Level Four – MI Certified / Peer Coach 

 Prerequisite: This level is for identified staff who embrace the spirit of MI and would like to
continue to advance their practice as a peer coach.  Staff must have completed MI basics
and become “FRC certified” in MI to continue to this tier.  Must have recommendation of MI
Trainer/Coach and/or Training Coordinator.  Must submit at least 3 “proficient” MITI
recordings or field audits.  Must be approved by supervisor and program manager.

 Attend MI Advancing the Practice Training – Through HETI and/or FRC staff trainer.

 Recording: Staff will continue to submit monthly recordings to HETI and/or staff MITI coder
to stay fresh and receive continued feedback on their practice.

 Field Observation: Staff will facilitate a group coaching session that will be observed by the
MI Trainer/Coach or FRC MI Supervisor who will then provide feedback.

 Coaching – Staff will continue to participate in peer coaching sessions with Trainer/Master
class monthly; Staff will offer peer coaching either in person or virtually to their “team”
regularly based on program needs.

 Staff at this level will help to provide ongoing peer coaching to staff.

Level Five – FRC In-House Trainer - This level is for 1-3 identified staff who have proven 
proficiency and an understanding of the spirit of MI.  

Healthy Families America (HFA) will be delivered through a partnership with the Department of 
Public Health (DPHS) and its contracted providers. DPHS follows the training requirements 
outlined in the HFA Best Practices Standards (Healthy Families America, 2018). To become an 
HFA provider site, Family Resource Specialists, Family Support Specialists and Supervisors 
receive role specific core training from an HFA certified trainer within the first six months of 
employment. In situations where the HFA specialist begins providing services to families prior to 
receiving core training, they must receive orientation and stop-gap training. All HFA staff have 
training prior to engaging in activities associated with their specific role, including supervision. 
Within six months of hire date the Family Resource Specialists engage in intensive HFA Core 
Assessment Training, HFA Family Support Specialists and their supervisors participate in HFA 
Core Integrated Strategies for Family Support Specialists and Supervisors attend HFA’s Core 
Supervision Training. These trainings are designed to ensure each staff member understands the 
essential components of their role.  HFA sites are encouraged to include shadowing experiences 
and for individual staff to pursue full HFA certification for their role. HFA updates training as 
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needed and require periodic refresher trainings. Training requirements are monitored as part of 
the HFA site accreditation process.  

As stated previously, MST, Intercept, and Homebuilders will also be delivered by contracted 
private providers. As procurement and contracting commences for each of these EBPs, provider 
contracts will require that providers be trained/certified in their specific practices and use 
research-based nationally recognized curricula. Providers will be expected to utilize assessments 
or other appropriate tools with demonstrated effectiveness in reducing the need for out-of-
home care. Documentation of EBP model training and certification is maintained by DCYF to be 
reviewed annually by contract monitors for fiscal and programmatic compliance. 

 

Section 8: Prevention Caseloads (pre-print section 7)  

Caseload size is an important factor when providing effective prevention services for children 
and families. In order to understand caseload ratios in New Hampshire, it is important to 
distinguish between services provided by the DCYF workforce and contracted provider agencies 
who provide in-home case management services and the evidence-based interventions.  

Family First prevention services will be provided by DCYF Assessment, Family Service and Post-
Adoption CPSWs, Juvenile Probation and Parole Officers (JPPO), and private, contracted 
providers. Table 7 below indicates the approximate caseload size for DCYF and providers who 
will manage prevention services cases. The private provider to case ratio will vary by EBP.  
 

Table 7: Staff to Case Ratio by Subpopulation  

Subpopulation Description 
Staff to Case 

Ratio 
Children of families during investigation who are deemed safe, moderate 
to high risk, no current court involvement, and referred to CBVS 

1:13 

Children served in-home with an open DCYF case, either voluntary or court 
involved 

1:13 

Pregnant and Parenting Youth In-Care 1:13 
Children served with an open in-home juvenile justice case 1:15 
Children in recently reunified families 1:13 
Children in adoption families Not specified 
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DCYF Supervisors, CPS Field Administrators and the Field Services Administrator receive monthly 
data reports that include number of protective assessments assigned per month, current 
number of open cases, number of children in those cases and other statistical data related to 
practice outcomes.  These reports are routinely reviewed at DCYF Leadership meetings and used 
to manage business operations and practice at the local level.  Since the reports are designed to 
report how workloads increase/decrease over time, the CPS Field Administrators use the data to 
conduct an individual analysis of each District Office’s workload on a regular basis.  This analysis 
includes a breakdown of the number of staff per office by position type and averages the total 
number of protective assessments and family service cases managed per worker during that 
time period.  The Field Services Administrator reviews this information, and a comparative 
analysis is completed to determine which offices are carrying the highest to lowest average 
number of assessments and cases per worker statewide.  These results are used to inform 
decisions related to staff assignments that may include position reassignment within an office, 
temporary assignment of catchment areas to another office, permanent transfer of a position to 
another office and if deemed necessary request to the DCYF Director to create new positions.   

In addition, DCYF has continued to utilize the Workforce Capacity and Workforce Analysis 
Report for Child Protection and Juvenile Justice.  This report not only provides an overview of 
the number of assessments, cases and families served, but also indicates current workforce 
capacity and considers field staff who may be in a CPSW or JPPO position, but do not maintain a 
current caseload due to being a new hire in training, out on extended leave, etc.  This report 
provides a more real-time picture to DCYF Administration of current caseloads and allows there 
to be more a more responsive approach to addressing needs in the field.  Caseloads of all staff 
listed in Table 6 are monitored through the Workforce Capacity and Workforce Analysis Report 
for Child Protection and Juvenile Justice referenced above.    

Currently, DCYF has an amount of family service CPSW positions that would allow for an average 
of a combined 10-12 prevention and placement cases on a worker's caseload.  With current 
staffing turnover, the average caseload is in the range of 12-14 cases per worker.   
 
DCYF expects all providers of all EBPs to uphold the staffing and caseload requirements 
specified by each EBPs model. DCYF will hold all EBP service providers contractually accountable 
to implementing each intervention to fidelity, including requirements of staff to client ratios to 
ensure fidelity to the model. 
 

Section 9: Assurance on Prevention Program Reporting (pre-print section 8; 
Attachment I)  
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Attachment I contains DCYF’s assurance (CB-PI-18-09 Attachment I) that it will comply with all 
prevention program reporting requirements put forward by the Children’s Bureau. At a 
minimum, DCYF will provide the following information for each child that receives Title IV-E 
prevention services:  

 Basic demographic information (e.g., age, sex, race/Hispanic Latino ethnicity)  
 The specific services provided to the child and/or family  
 The date(s) that the specific service(s) were added to the prevention plan 
 The total expenditures for each of the services provided to the child and/or family  
 The first and last date of each service provided  
 If the child was identified in a prevention plan as a “child who is a potential candidate for 

foster care:”  
o the child’s placement status at the beginning, and at the end, of the 12-month 

period that begins on the date the child was identified as a “child who is a 
potential candidate for foster care” in a prevention plan 

o whether the child entered foster care during the initial 12-month period and 
during the subsequent 12-month period. 
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Appendix A: DCYF Family First Governance Structure 
 

Workgroup Description 

Case Planning 

DCYF staff field staff (both JJ & CPS), administrators and 
supervisors, policy, program specialists, BCBH, fiscal/provider 
relations & IT/Bridges staff meet bi-weekly to develop the revised 
case plan that will serve as the prevention plan to include Family 
First and candidacy requirements. This group is also responsible for 
defining recommendations for inclusion and workflow of the 
prevention plan in the future CCWIS system. 

Technology 

DCYF provider relations, program specialists, MMIS, DoIT, fiscal, 
BCBH and policy team representatives are creating SACWIS/CCWIS 
business requirements such as new screening, assessment, 
prevention planning and referral processes.  Breakout groups meet 
to review fiscal, reporting and feeds to the Medicaid system 
(MMIS). 

Service Array  

Comprised of DCYF field staff, supervisors, a field administrator; 
Government Performance Lab colleagues, Policy Team, Provider 
Relations, Bureau of Organizational Learning and Quality 
Improvement (BOLQI), Bureau of Family support staff other DCYF 
positions (program specialists and Bridges). This group works to 
understand the specific targeted needs of each candidacy group 
and procure evidence-based services to meet the needs. Current 
focus is on creating an implementation strategy for CBVS.  Team 
will also create trainings and service matching policy. 

Assessment – SDM  

Evident Change is rewriting the NH SDM tools for Intake, 
Assessment & Family Service.  Steering committee includes 
administrators, field staff, supervisors, Policy, BOLQI and Bridges 
representatives in addition to CWEP (Child Welfare Educational 
Partnership through Granite State College).  Group is led by the 
Evident Change (Formerly known as National Council on Crime & 
Delinquency). A validation study has been done and they will 
rewrite the SDM manual.   

Assessment - CANS 
Collaboration between BCBH and DCYF to coordinate the 
implementation of the CANS tool with both Juvenile Justice and 
CPS candidacy sub populations. 
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Fiscal 
Breakout meetings comprised of Fiscal, Provider Relations, and 
Bridges Systems Analyst for IV-E claiming and coordination with 
Bridges system modifications. 

Therapeutic foster care 

A team comprised of BCBH, DoIT and DCYF members (FA, policy, 
program specialists, Bridges, etc.) including input from non-profit 
partners.  The team is working to implement TFC to aid overall 
system transformation.  The goal is to provide an alternative for 
kids who are unable to thrive in a traditional foster care setting.  
Steering committee will contract for TFC as a middle option 
between congregate care and traditional foster care. 

Communications 

Beginning in October 2020, this future team will work with 
community collaborators and the DHHS Public Information Office 
to create internal and external messaging regarding DCYF system 
transformation. 

Court 

DCYF General Counsel and Director of Legal Services are working 
on changes to court orders related to Family First (court approval 
of CAT assessment for QRTP placements).  Also drafting legislation 
needed to support the future Family First process to claim IV-E for 
congregate care.  Judges were trained in December 2020. 




