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Q: Was your child welfare program always able to serve pregnant women or did you have to 

change the legislation. If so, what was the strategy you used to accomplish that? 

A: Yes, child welfare in New Jersey has always been able to serve pregnant women who 

voluntarily request services for substance use disorders, domestic violence, and/or mental 

health concerns.   

 

Q: Do parents participate in the multi-disciplinary team (MDT)? 

A: Parents do not participate in the initial MDT.  The initial MDT occurs within a week or two of 

the referral to Child Protective Services (CPS) and is structured to ensure that 1) there is a 

thorough assessment of risk and protective factors for the family and 2) the CPS worker is aware 

of resources, services, and supports to strengthen the family.  After the initial MDT, the CPS 

worker shares the recommendations of the conference with the family and encourages the 

family to participate in a Family Team Meeting. If the family agrees, the individuals who will be 

directly supporting the family, both informally and formally, are invited to the Family Team 

Meeting where the Plan of Safe Care is finalized. 

 

Q: Which parts of your strategy required the most enhancement/increased funding?  What were 

the sources of support for enhanced services? 

A: During the development and implementation of the Plans of Safe Care policy, the Department 

of Children and Families intentionally built on an existing infrastructure of support for families of 

infants and young children, and there was no need for enhanced/increased funding to support 

the initiative.  Support was provided by assigning a part-time Program Manager to participate in 

an internal work group to develop the Plans of Safe Care policy and to oversee its 

implementation.  Training for child welfare staff and system partners was largely provided by 

internal staff who had been certified by the National Alliance of Children’s Trust and Prevention 

Funds to provide “Bringing the Protective Factors Framework to Life in Your Work”.  Rutgers 

University provided administrative support for the training under an existing contract.   

 

For Maternal Wrap-Around (MWRAP), New Jersey used women’s set-aside block grant funding 

and state dollars. 

 



Q: Does the child welfare program "screen in" or assign every report of a substance-affected 

infant for further investigation or intervention? 

A: All referrals are screened by the State Central Registry (SCR). If the report meets the criteria 

for a substance affected infant, the case is  assigned for a child protective services investigation 

or child welfare assessment.  In New Jersey, a substance-affected infant is defined as one:  

1) whose mother had a positive toxicology screen for a controlled substance or metabolite 

thereof during pregnancy or at the time of delivery, and/or 

2) who has a positive toxicology screen for a controlled substance after birth which is 

reasonably attributable to maternal controlled substance use during pregnancy, and/or 

3) who displays the effects of prenatal controlled substance exposure or symptoms of 

withdrawal resulting from prenatal controlled substance exposure, and/or 

4) who displays the effects of a fetal alcohol spectrum disorder (FASD) at birth. 

https://nj.gov/health/legal/documents/adoption/DCF and DOH 3A_26.pdf 

Q: Does this all [screening/assessment, meetings, and Plan of Safe Care development] happen 

before the infant leaves the hospital? 

A:  The screening and initial assessment, initial meeting with parents and hospital staff, and 

initial Plan of Safe Care generally occur before the infant leaves the hospital.  If the risk is low, 

there are no safety concerns, and the family is not requesting voluntary services, the 

investigation or assessment is closed within 45 days, and the Plan of Safe Care is documented on 

a Closing Letter to the family.  If there is a safety concern for the infant, the risk is moderate or 

high, there is court-involvement and/or the family agrees to voluntary services, the family is 

opened for ongoing permanency services, in-home or out-of-home, the Plan of Safe Care is 

updated, formalized in a Family Team Meeting, and documented in a Family Agreement/Case 

Plan within 30 days of the referral. 

 



Q: Can you share more about the increase in workload that you noticed? 

A: During early implementation of Plans of Safe Care, child welfare offices anticipated the 

volume of expected referrals for substances affected infants based on historical data.  MDT 

conference schedules were established to manage the highest volume months (typically 1 

hour/conference, 1-3 conferences per week, 1-4 conference sessions/month), understanding 

that not all conference slots would be used every time.  Some offices periodically received an 

unusually high volume of referrals and could not conduct MDT conferences for every referral 

within the scheduled conference times.  In those instances, supervisors were advised to triage 

referrals, reserving the formal MDT conferences for the highest risk families.  For the lower risk 

families, supervisors were instructed to conference with relevant system partners individually, 

and as needed, to ensure a thorough assessment.  In both instances, a Plan of Safe Care was 

developed with the family.  

 

Q: Is child welfare managing every Plan of Safe Care case? 

A: Child Welfare is managing any families opened for ongoing permanency services because 

there is an identified safety concern for the child, there is moderate to high risk for the child, and 

there is court-involvement or the family voluntarily agrees to participate in services.    

 

Q: Is 4Ps screening a billable Medicaid service in your state? 

A: Yes 

 

Q: Please share details on how 4Ps is billable with Medicaid. 

A: 1) Requirement for 4Ps Plus screening, specific for prenatal populations: 

The SUD risk assessment, the 4Ps Plus, is embedded in the Perinatal Risk Assessment that will 

soon be mandatory for all Medicaid providers to fill out to get paid for prenatal care. This field is 

required when the PRA is filled out using the online interface. 

2) Independently billable 4Ps Plus screening 

It is expected/anticipated that the 4Ps is allowable under 96160 PT-FOCUSED HLTH RISK ASSMT, 

but it doesn't reimburse much on fee-for-service. It may not be submitted for reimbursement 

much within the five managed care organizations because behavioral health is mostly carved out 

of managed care within NJ Medicaid. 

In summary, 

Yes, it's separately reimbursable, but not for much, for the general population.  

And then for the pregnant sub-population, very soon, all women will be screened but it won't be 

independently reimbursable since filling out the PRA is not billable; instead, it will be a condition 

of payment.  



Q:  Could you please explain Central Intake in more detail? 

 A: Central Intake is a single point of entry to help link families, pregnancy to age five, and 

providers with resource information and referrals. 

www.state.nj.us/dcf/families/early/visitation/Central Intake Sites - DOH_DCF.pdf 

 

Q: Have you experienced these granted providers unable to meet the demands of the population 

or experiencing gaps in services intended? 

A:  Through ongoing communication with contracted MWRAP and Integrated Opioid Treatment 

& Substance Exposed Infants (IOT-SEI) providers, we can identify gaps in training and assess the 

need for further communication and case collaboration. We partner directly with Project ECHO 

(Extension for Community Outcomes) to fill these knowledge gaps and equip providers to further 

address the needs of the women they serve. A feedback loop is created by which we can 

understand what type of training and programming is needed and we can develop this as a team 

with Project ECHO.  

The contracted MWRAP and IOT-SEI providers are encouraged to attend and present at ECHO 

sessions to build a collaborative learning environment. To address COVID-19 specific needs and 

challenges, we utilized a special ECHO that focused on pressing questions and we created a 

space for information sharing and problem solving among participants. We had participation 

from all the contracted providers in some or all the ECHO sessions focused on Maternal Child 

Health and COVID-19.  

Q: What has your data shown. Any trends, or highlights? 

A:  The Department of Children and Families is currently tracking the data elements required for 

federal reporting; # referrals for substance affected infants, # Plans of Safe Care completed, and 

the # families referred to appropriate services.  There have been no trends or highlights noted to 

date.  However, the Department of Children and Families is interested in learning more about 

the characteristics of families referred for substance-affected infants, the type and quality of 

services they receive, and the outcomes for these families.  Toward that end, the Department of 

Children and Families is reviewing quality assessment and program improvement strategies.  

 

Data indicates that women served by the MWRAP and IOT-SEI programs are engaging in 

treatment at intake and then continuing treatment at birth/post-partum. For the MWRAP 

program, the same or higher percentages of women are maintaining treatment (i.e. outpatient 

or IOP) or utilizing medicated-assisted treatment (MAT) at both intake and birth/post-partum. 

This suggests wrap-around services are successful in supporting women in receiving the level of 

care that is appropriate for them and encouraging continued treatment.  

Positive outcomes associated with the development of Plans of Safe Care and collaboration with 

child welfare partners are seen in the vast majority of infants in the MWRAP program that have 

been reported as released from the hospital to either their mother, father, or both parents.  



As we continue to collect longitudinal data, we anticipate being able to track additional mother 

and infant birth outcomes related to health, housing, employment, and referral to services. We 

are focused currently on understanding the impact of COVID-19 and conducting an evaluation 

on how our providers addressed these specific needs.  

Q: What is the cost of running your ECHO? 

A: January 1, 2020-September 30, 2021 - $350,000.00 for three series / 12 sessions/series.  1 

hour/session.  Staff salaries, gifts cards, and equipment are included.   

 

Q: Can we access these PowerPoint presentations for further information? 

A: The New Jersey slides will be available on https://www.cffutures.org/PPA2020/ 

 

Please see the DCF policy for substance affected infants at: 

https://www.nj.gov/dcf/policy_manuals/CPP-II-C-2-800_issuance.shtml 

 

 

 

 


