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I. Executive Summary
Overview
Our federally-funded ACF Children’s Bureau Kinship Cares Program assisted relative caregivers in
raising their kin children in a permanent, safe and nurturing way. The program staff worked more
intensively with these caregivers to improve caregiver and child wellbeing and prevent child
maltreatment and placement disruption leading to re-placement in the State foster care system.
Older kin caregivers, and those with health, financial or other personal problems – now raising a
second family – often cannot get enough community and emotional support services and may be
more at risk of asking the State to take their kin children into placement, disrupting young lives and
family constellations, and imposing an increased financial burden on the State.
The Kinship Cares Program augmented and expanded our ten-year old state-funded Kinship
Navigator program with six new ombudsmen who provided services that are more intensive. They
also ran parent support and education groups, and a children’s group. The ombudsmen worked to
provide families with solutions to everyday problems as well as resolve crisis situations with a
hands-on connection to needed community resources. Comparison families in a traditional services
group received the standard Kinship Navigator services, essentially, an annual stipend of $500 1 and
brief information and referral services. Based on our field experience over the last eleven years, we
know the current funding and structure of the New Jersey Kinship Navigator program is not
structured to allow for work that is more intensive and follow-up with Kinship families when the
need arises. Kinship Navigator receives requests for more services, but minimal in person follow-up
is possible and comprehensive assessments of need cannot be completed.
The Children’s Home Society of New Jersey (CHS of NJ) rigorously evaluated the Kinship Cares
program processes and the outcomes against a control group receiving traditional navigator service
by using a randomized control group design. CHS of NJ also developed a caregiver and kin profile.
The profile describes who was served and what their priority needs were in order to make
recommendations to the State for improving New Jersey Kinship Navigator services to achieve
optimized support for kin caregivers.
Changes in the following outcomes were measured: wellbeing in terms of caregiver stress level,
caregiver perceived level of social support, caregiver capacity to provide for their children’s needs,
caregiver’s and child’s health status, and caregiver reports of child adjustment in the home. Child
safety was measured in terms of referrals to the State’s child welfare agency; permanency, measured
by caregiver’s intent to maintain a long-term home for child and/or seek legal guardianship.
Grantee organization
Founded in 1894, The Children's Home Society of New Jersey (CHS of NJ) is a not-for-profit
statewide, child welfare organization, with proven experience and leadership in developing family
and children’s services, neighborhood-based networks and inter-disciplinary partnerships to promote
the welfare of infants, children, youth and their families. CHS of NJ has been meeting the needs of
extended kin families since 2001 with its Kinship Service Navigator program in Central New Jersey.
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As of 7/1/2010. In the prior period, the stipend had been $1,000 annually.
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Project location
Two of seven New Jersey counties receiving Kinship Navigator services provided by CHS of NJ
were focused on in our federal evaluation grant. We utilized two contrasting counties – Mercer and
Ocean. These two counties accounted for more than 38 percent of all CHS of NJ Kinship Navigator
program referrals in 2009. Mercer Kinship families are primarily located in Trenton. Trenton is an
ethnically diverse city and evidences all of the urban ills in its neighborhoods and schools. The
second county chosen, Ocean County is comprised of 33 small communities. Ocean communities
brought a suburban/rural caseload to the CHS of NJ project. Ocean County cases are spread
throughout the large geography– a 40-mile stretch. This difference in the clustering of cases
impacted support group and advisory board participation and lengthened the amount of time workers
spent driving to visit families.
Project Goals and Objectives
Goal #1: Create a group of professional ombudsmen who will advocate for kin caregivers, especially
grandparents, and the kinship children that they are caring for to get the help and services that are
needed. This intensive kinship navigator system will: a) assist these families in identifying the
barriers they face; and b) finding the solutions for the jointly identified needs in order to achieve
better child outcomes for safety, permanency and child well-being (prevent dissolution of kin
families and/or return of child to foster care).
Goal #2: Develop and implement kin caregivers/grandparent support groups with a focus on
parenting skills that are designed to: a) increase successful parenting ability; b) increase child
development knowledge; and c) increase awareness of resources and strategies needed to raise
successfully kin/grandchildren.
Goal #3: Develop the methodology and implement a procedure to profile and document the
characteristics and needs of Kinship families in order to enhance existing and future Kinship
programming that will promote enhanced positive outcomes for these families.
Goal #4: Conduct an evaluation of the impact of the additional intensive support provided by the
ombudsmen along with kin participation in kin support/learning groups as these may be two
necessary design features all funders need to consider in future Kinship Navigator program design.
Service Model
In the project, caregivers eligible for Navigator services were randomly assigned to either the
enhanced services or traditional services group in each county.
If assigned to traditional services, the field worker goes out to do a home visit/eligibility verification
and brief needs assessment. The caregiver will receive all regular Kinship Navigator services. The
worker gives information and referral advice as needed. Service is then completed for that year.
Telephone information and referral (I&R) can continue throughout the year.
If assigned to the enhanced services caseload, the project supervisor determines which of six
ombudsmen immediately gets the case. The selected ombudsman makes an initial home visit to
verify eligibility, does an in-depth assessment of needs, administers pre-intervention questionnaires,
jointly develops a Family Service Plan based on what the caregiver says she wants and needs, offers
ongoing follow-up visits and active, hands-on, linkage to resources, and encouragement to
participate in support group activities. At close of the case, the ombudsman administers postThe Children’s Home Society of New Jersey
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intervention questionnaires. Additionally, it was hoped that there would be a gain in perceived
social support and knowledge through the scheduled activity and education groups facilitated by the
ombudspersons. A concurrent children’s group was added as an inducement to increase adult
participation.
Families were offered as much help by ombudsmen as they needed within a four to six-month
service window. In some cases, a family could request additional help through a “booster shot” after
the case was closed. Caregivers were also eligible for renewed Kinship Navigator financial support
of $500 each calendar year.
Staff
There were 2 ½ Kinship Navigator ombudsmen in Ocean County and 3 ½ ombudsmen in Mercer
County; at least one ombudsman in each county was Spanish speaking. There was a project
supervisor to coordinate and supervise the six ombudsmen. There was a half-time administrative
assistant to serve the record keeping and reporting needs of the project. Finally, there was part-time
research assistant assigned to the principal researcher. She assisted staff and the principal researcher
in collecting and coordinating data and providing quality control. She also assisted in the follow-up
phone calls to caregivers regarding consumer satisfaction.
Six ombudspersons were hired and trained as per the work plan. They receive regular in-service
training, including feedback about interpreting and using the survey data that is collected. The
project supervisor monitors the ombudsperson’s work. She meets individually with each worker to
review case progress and goals. Staff turnover included the supervisor and two ombudspersons. In
the last six months of the grant, staff was reduced to four as the project moved towards its
completion, and closed new intake.
The ombudspersons implemented their work with caregivers as specified. They conducted family
assessments, developed family service plans (with kin taking the lead) and worked with the
caregivers to implement each plan. Workers averaged about 11 activities directly with or on behalf
of the client during the case life. Cases were open an average of 6.2 months vs. 1.2 months for
traditional Navigator-only control group families.
Kinship Advisory Council
Project staff established an advisory council in each county to provide stakeholder feedback about
the operation of the project. Participants invited included kin caregivers, collaborating churches,
family success centers or United Ways and other community members. The meetings were chaired
by the project supervisor. The periodic meetings was used to assess how the project was being
implemented, review and add kin needs, suggest outreach strategies, vet public relations materials,
hear ongoing evaluation reports, and give input to the project supervisor for any mid-course
corrections.
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Evaluation Methodology
The evaluation: 1) assessed the implementation of the project and 2) measured whether the
caregivers and kin children receiving enhanced services had better outcomes than families who only
received traditional Kinship Navigator services.
Process Evaluation –determined whether the project was conducted in a manner consistent with its
implementation plan. Briefly, the process evaluation questions were:
1. Did the project staff develop a profile of the characteristics and needs of each of the Kinship
families?
2. Did the project Ombudsman more intensely advocate for caregivers and their kin and ensure
better linkages to community services and subsidies for which they were eligible?
3. Did the project develop and implement caregiver support and education groups? Were these
groups well received?
After 33 months of actual direct services (3 month start-up), the program had served 437 caregivers.
There were slightly more caregivers (227 vs. 210) in the traditional Navigator services (control)
group. An additional 127 caregivers were referred for more intensive services but did not participate
due to caregiver refusal or ineligibility. It was anticipated that by September 29, 2012, the program
would have served at least 650 clients; a shortfall of 162 caregivers (33 percent).
The program consistently met its activity milestones. Staff were hired, trained and in the field by
January 2010. Group work began in March 2010. A children’s group facilitator was hired. The
program newsletter was published monthly and two Parent Advisory Councils – one in each county
– were established and met periodically.
Caregivers
The caregivers were primarily grandmothers (67 percent), average age 52 (10 percent over 65).
There was a second caregiver in 30 percent of the homes. There were few Hispanic families (7
percent). Caregiver race was primarily African American in Mercer County and Caucasian in Ocean
County. The median annual household income was $27,368 with almost 43 percent of the families
having earnings below the federal poverty level. The great majority of caregivers (73 percent) were
single, separated, widowed or divorced.
The highest priority needs as scored on the Family Needs Scale at the initiation of service included:
•
•
•
•
•
•
•
•
•
•

Having money to buy necessities and pay bills
Paying for the special needs of my child
Information about where to get help
Getting furniture, clothing, toys
Exploring future educational options for my child
Expanding my education, skills and interests
Getting a mentor (big brother/sister) for my child
Traveling/vacationing with my child
Getting a job
Getting counseling for my child
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Groups began in March 2010 as specified in the work plan. There were 119 support
group/educational meetings (61 Mercer/58 Ocean). Each group was facilitated by two
ombudspersons. In addition, 41 children’s activity groups were held. Feedback about the groups
was very positive. Attendance increased over the course of the project, averaging nine persons (up
to 21) per session in Mercer County. Attendance averaged five persons in Ocean County (up to 11).
The program staff helped reduce barriers to attendance by providing transportation, child activity
groups and holding day and evening sessions.
Caregivers rated the ombudspersons very highly in follow-up telephone interviews. The workers
were described as extremely helpful and supportive to the caregivers, e.g., “A has been my rock...”
“B was patient with me and kept revisiting the goals that our family made for ourselves...” “D was
there to answer my questions…”
In order of frequency: service planning, information giving, assessment, referral for services and
advocacy were the primary service activities used to address the caregiver’s needs.
Biological Parents
A significant percentage of the birthparents are involved in the lives of their children who are being
raised by kin. Seventy-three percent have face-to-face contact with their children; many on a
frequent basis. Ten percent of the parents visit daily, thirty-three percent of the parents visit at least
weekly and another 33 percent visit at least monthly. Including them in service planning and coparenting activities may be beneficial for all involved. Research suggests a positive relationship
between parental visits and child well being2.
Outcome Evaluation – was designed to demonstrate the linkage between more intensive service
provision and improved outcomes for the caregiver and kin child. The evaluation questions
included:
1. Were the expressed needs (Family Needs Scale) of the enhanced services group more likely to be
met than for the traditional services group at Time 2 (done at the end of service)?
2. Did the caregivers report the satisfactory achievement of goals in their family service plan?
3. Did caregivers have lower levels of stress from parenting concerns at Time 2 when compared to
the traditional services group?
4. Did perceived levels of caregiver social support increase at Time 2 when compared to the control
group?
5. Did child behavior improve as reported by the caregiver at Time 2 when compared to the
traditional services group?
6. Were the enhanced services kin children less likely than the control group children to be referred
to child protective services or less likely to experience an out-of-home placement under state
supervision?
On the Parent Stress Index (PSI), the Total stress score was slightly lower (i.e. more favorable) for
the Enhanced services group as compared to the control group. The finding was not statistically
significant. However, when considering families where Time 1 subscale scores were of clinical
2

Green, Y. R. and Goodman, C. C (2010). Understanding birthparent involvement in kinship families: Influencing factors
and the importance of placement arrangement. Children and Youth Services Review, 32, 1357-1364.
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concern, there were statistically significant findings favoring the Enhanced Services group. On the
Stress Index for Parents of Adolescents (SIPA), total stress scores at Time 2 were identical.
However, the percentage of families with improved total stress scores was higher for the Enhanced
Services families though not statistically significant.
There was no difference between the Time 2 scores of the Enhanced and Control group caregivers
on the measure of social support. In both groups, the supports kin said were most needed were for
emotional/informational support and tangible (concrete) support.
A large number of goals established in the family service plan were resolved (83 percent). The Time
2 Family Needs Scale reflected a significant drop in the intensity of needs for the Enhanced Services
families relative to the Control group families. This finding was statistically significant inferring
more enhanced interventions could make a positive difference in better outcomes.
No differences were found between the two groups on measures of caregiver or child health. There
was no significant difference on the child behavior dimensions of the PSI and SIPA between the
groups. However, when only families with elevated scores at intake were considered, the enhanced
services group had some lower scores than the traditional services group at Time 2.
Child Welfare System Involvement
At the time of acceptance into the project, not surprisingly, 441 (73 percent) of 603 children have
had a Division of Child Protection and Permanency (DCP&P) open case. Of those children having a
case history, 51 percent were control group cases and 49 percent were enhanced services cases. The
difference was not statistically significant. The kin children with a DCP&P history were more likely
to reside in Mercer County than in Ocean County (60 vs. 40 percent).
The majority of those identified as having a DCP&P open case (98 Percent) were known to the child
welfare agency prior to involvement with Kinship Cares (these DCP&P cases were closed prior to
Kinship program involvement). Fifteen children had a DCP&P service opening after Kinship Cares
services were completed. Nine of those 15 were control group cases; six were enhanced services
cases. The DCP&P cases were opened an average of 6 months after Kinship services completion.
Referrals to Child Welfare – Two types of referrals can be made to DCP&P, namely, child protective
services (CPS) and child welfare services (CWS). CPS involves a traditional child protective
investigation and a determination of whether reported maltreatment is substantiated or not. CWS is
an alternative response to lower-risk referrals and generally involves assessing the family's strengths
and needs and offering services to meet the family's needs as well as support positive parenting.
While referrals and even multiple referrals may be indicative of family difficulties or children at risk
of harm, the referral itself may not necessarily lead to the opening of a DCP&P case. For this group
of children the mean number of referrals was 2.8. The number of referrals ranged from one up to 22
in one case. DCP&P SACWIS data reported that 107 CPS referrals (unduplicated by ID and date of
report) were made after the kinship case was closed. Of these, 48 percent were for enhanced
services cases and 52 percent were for the control group families. Six reports were substantiated;
five of these were enhanced services cases. Of 31 CWS referrals, 31 percent were for enhanced
services.
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Placements – Prior to kinship services, 125 of the 603 (21 percent) children experienced out of home
placement. Six children had a placement event at some point after kinship services were completed.
The average time until placement was 1.1 years. The quickest placement occurred 65 days after
services ended. Five of these placements were for control group cases and one was an enhanced
services case. All of the control group placements were adolescents. The enhanced services child
was under eight years old and was cared for by an elderly grandparent, approaching 80 years of age.
Again, enhanced services may be reducing the need for further state placements.
Consumer Feedback
Caregivers were extremely pleased with their ombudsperson and the work he or she did on behalf of
the caregiver and her family. The relationship was characterized as excellent or good 99 percent of
the time. The caregivers also reported a rate of problem resolution of 78 percent. They identified
the following needs as likely to be unresolved and seemingly difficult to solve:
•
•
•
•
•

Financial assistance;
Housing or housing repair;
Support groups;
Transportation; and
Educational advocacy

Conclusions and Recommendations
Project staff all reported that working with the kinship population is a rewarding and positive
experience. The grandparents, aunts and uncles, siblings and others who act as caregivers to kin
children are dedicated to these children and provide long-term stable homes. They are a valuable
placement resource when the biological parents are unable to provide appropriate care for their
children and are often a better permanency resource than a non-relative placement in foster care.
These caregivers are in need of significant family and external supports to aid them in their longterm child caring role. They have been very grateful for all supports and services provided.
Any program serving this population should be prepared to give more than a financial stipend and
needs to respond to concrete, emotional/behavioral, and health needs of both the caregiver and the
child(ren). Kin program service design needs to provide help with the unpredictable crises that are
likely to occur, exacerbated by limited resources, caregiver age and a possibly unresponsive external
system. Some type of transportation aid should be built into the program budget. Linkage with a
state’s Kinship Navigator program can make a critical design difference that will enhance outcomes.
A cost-effective strategy to address on-going caregiver issues might operate from a grand family
drop-in center (in New Jersey we call them Family Success Centers) that has staff skilled in crisis
intervention. The development of an updated local resource manual for use by all staff should be a
priority.
Staff Training
Workers hired for this type of support program should have training in child development, child
behavioral issues, child trauma, conflict resolution, separation and loss counseling, family impact of
substance abuse and group work, including family group conferencing. Training should include an
emphasis on rapport and trust building as well as strengths based approach. It often takes time for
caregivers to reveal the “real issues.” Workers should be prepared to engage and work with not only
The Children’s Home Society of New Jersey
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the caregiver and child(ren), but also the biological parents since many of them have a continuing
role with their children. This is especially important when the relationship between the caregiver
and parent is considered dysfunctional.
Parent Involvement
A form of family group meetings might be one vehicle to plan more inclusive involvement of
parents and emotional support for children in kinship care as biological parents remain involved in
the lives of their children. Sibling contact should also be emphasized and strongly encouraged.
Each family should be viewed within an extended family structure that could provide needed
supports. Workers should be trained in conducting family group conferences and following up with
the family to ensure that goals are met. In addition to family supports, a major component of any
program should be the scheduling of education and support groups during the day and evening. A
concurrent children’s group should be run in the evening to provide both respite for the caregivers
and fun for the children.
Kinship caregivers provide a valuable and stable resource for children that cannot live with their
biological parents, preventing their placement in the “formal” child welfare system. However, the
great majority of these families have had historical involvement with the child protective agency.
We recommend a coordinated kinship services model. A multi-faceted, cost-effective approach is
recommended to support these families in order to ensure child safety, permanency and child wellbeing and prevent non-relative foster placement.
Recommended Model
The optimum elements of caregiver support still need demonstration and testing. One model
approach might include: 1) means tested financial support, perhaps through IVE funds with the state
encouraged to help all caregivers meet the conditions for foster care licensure. Currently, in New
Jersey, there is a bifurcated system where some caregivers get board payments while others receive
nothing or a small annual supplement. Financial support should also include the funding of an
emergency crisis fund to prevent evictions and utility shut offs, etc. 2) the development of a grand
family/kin resource/drop-in center, uniquely for caregivers and their kin children. The center would
offer daily activities, regular support, and educational group meetings. Children could receive afterschool help with homework or meet up with a mentor. Crisis workers would be available on-site to
assist families with immediate needs. 3) Non-emergent family needs could be addressed by staff
advocates who would also offer the opportunity for family group conferences as method to build
extended family support for the caregiver. 4) Kinship navigator services should be co-located at the
same grand family drop-in center.
The literature supports the benefits of maintaining children with extended family members when
their parents are unable to care for them. There is a growing population of kin providers in the US
and these kinship families are often in need of various long-term supports to provide care for their
kin children. The national trend according to Children’s Bureau statistics is that 40% of all closed
state/county child welfare cases are those with a kin placement as the permanency plan. One of the
issues for the field is to determine if attempts at reunification with biological parents – when
appropriate – should be a higher priority in these families. If so, can the intervention of the extended
family help achieve this end while providing supports to both the caregiver and biological parents?
This would require workers with the clinical skills to balance competing needs of biological parents,
extended family, and the children; each party brings their own issue to the table: conflicted loyalties,
The Children’s Home Society of New Jersey
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guilt of the grandparent for ‘failing’ their child, resentments between parents and children (in both
parent-child dyads). There is ample research in family therapy, post-adoption counseling, and foster
care work to apply to Kinship families that would insure more stability and avoid disruption of these
placements.
The field needs to publicize the value of kinship caregivers and their presence in all income strata of
the population. It is important ensure that these providers of care have the supports necessary to
carry out their parenting responsibilities and to recognize that they are neither unique nor alone.
Curricula in MSW programs should have content related to kinship caregivers and the general public
should also be educated about the role these selfless individuals play in society through PSAs or
other means such as the dissemination of findings from projects such as those funded by the
Children’s Bureau.
With the termination of this grant-funded program, the CHS of NJ strategy is to utilize its state
funded Navigator Wraparound program, its foundation funded Grand Family Center and its federally
funded Family Group Decision Making project to serve kinship families at one co-located site in
Mercer County, New Jersey. A cost-effective approach to services is based on offering group
support and wraparound (as eligible) to all families that come to the Center. The Family Group
Decision Making project is providing intensive kinship support services by workers, one-on-one,
along with the opportunity to participate in a voluntary Family Success Conference with the
extended family to solve viable short term and long term plans to help grandparents and kin to more
successfully raise their children. .
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II. Overview of the Community, Population and Needs
A. Describe the grantee organization
Founded in 1894, The Children's Home Society of New Jersey (CHS of NJ) is a not-for-profit
statewide child welfare organization with proven experience and leadership in developing family
and children’s services, neighborhood-based networks and inter-disciplinary partnerships to
promote the welfare of infants, children, youth and their families. CHS services include
adoption, teen pregnancy counseling, parent and early childhood education, protective services,
foster care and foster home support, clinical counseling, and childcare, as well as a variety of
school and neighborhood-based primary prevention programs focused on at-risk children and
families. For New Jersey’s Department of Children and Families (DCF), CHS of NJ provides
foster care support, post-adoption counseling, permanency planning and intensive counseling
services for the treatment of child abuse and neglect for children and families across the Central
region and beyond. We have been meeting the needs of extended families since 2001 for our
Kinship Service navigator program in Central New Jersey.
The mission of The Children’s Home Society of New Jersey is to provide at-risk children and
their families a range of interdisciplinary services and social supports that strengthen and
empower them to achieve their fullest potential. As a comprehensive statewide counseling,
placement and childcare agency, CHS of NJ touches the lives of over 41,000 children and their
caregivers, including parents, grandparents and kinship relatives each year. CHS of NJ staff
comprises approximately 200 professionals who are multicultural and sensitive to the ethnic and
cultural diversity of their clients. CHS of NJ has contractual experience statewide in providing
support, counseling, education, assessment and prevention services by highly trained, culturally
competent practitioners that assist all primary caregivers in parenting their children. CHS of NJ
is nationally accredited by the Council on Accreditation and a founding member of the Child
Welfare League of America. CHS of NJ has successful contract experience with New Jersey’s
Department of Health and Senior Services, the Department of Human Services and Department
of Children and Families and Division of Family Development, the City of Trenton and United
Way of Greater Mercer County. Quality of service, attention to measuring outcomes and good
fiscal management are reasons that CHS of NJ has been fortunate to be awarded many
government contracts (currently over 38) and foundation grants (15+).
The Children’s Home Society of New Jersey has four offices located in two counties with its
corporate headquarters located in Mercer County. Having a presence in Mercer County since its
inception in 1894, CHS of NJ has long been recognized as a strong agency with ties to the
communities in the county serving the needs of at-risk children and families. CHS of NJ
operates three Family Success Parent Child centers in Trenton and one in Toms River, Ocean
County, as a community-based way to help support parents and grandparents with group
activities and concrete services to assist families in need. CHS of NJ also provides services to
three schools in two school districts within Mercer County through its Kids Intervention with
Kids In School (KIKS) program. CHS of NJ in partnership with Capital Health System leads a
CUNA program for Trenton pre and postnatal Latino women and fathers, and Body and Soul for
African-American prenatal mothers and fathers in collaboration with 12 other supporting
agencies. CHS has worked with the courts and with the Department of Children and Families
(DCF) offices in every county of New Jersey. CHS of NJ has been a partner in a collaborative
effort with the City of Trenton, the Trenton Board of Education, the New Jersey Department of
Health and Human Services, Greater Trenton Community Mental Health Center, Catholic
1

Charities, Child Care Connection, Mercer Street Friends and Latinas Unidas to implement a fiveyear contract to provide Family and Children Early Education Services (FACES). CHS of NJ
offers Trenton children birth to age 6 and their parents and kin (grandparents) its FACES
assessment and mental health counseling. Today, CHS of NJ provides 44 program services state
wide and for the past 11 years have provided Kinship services. In Ocean County, CHS of NJ
serves as the Child Care Resource and Referral agency (CCR&R) with a staff of 26 employees
who have well-established relationships in Ocean and in the neighboring county of Monmouth.
As the CCR&R since 1986, CHS of NJ staff is constantly identifying resources to fill the
childcare needs of the community. This encompasses providing vouchers and subsidized
assistance to Needy Families through TANF and Work First New Jersey, as well as New Jersey
Cares for Kids. In addition, the Ocean County staff identifies childcare resources and provides
referrals, offers training and certification to family childcare providers and works with childcare
centers throughout the county to achieve their National Association for the Education of Young
Children (NAEYC) accreditation. CHS of NJ provides services for 18 programs in Ocean
County, from intensive reunification services and therapeutic visitation, to birth parent
counseling, foster care and adoption.
B. Describe the community in which the project takes place
Two of seven New Jersey counties receiving Kinship Navigator services provided by CHS of NJ
were included in this project. These comprise two contrasting counties – Mercer and Ocean.
These two counties accounted for more than 38 percent of all CHS of NJ Kinship program
referrals in 2009. Mercer Kinship families are primarily located in Trenton and Hamilton.
Trenton, an eight square mile city, has a total population of 84,913 (68.8% of Mercer referrals)
and is heavily diverse (African-American, Latino, Polish, Slavic) and urbanized; it evidences all
of the urban ills of gangs, violence and drugs in its neighborhoods and schools. It is estimated to
have lost about 1 percent of its population since 1990. Mercer Kinship caregivers are more
likely to live below the poverty level and more likely to be single. The second county chosen,
Ocean County (population 579,369), is comprised of 33 communities. Five of these Ocean
County communities account for 58 percent of all Kinship referrals in the County. These include
Brick, Jackson, Lakewood, Toms River and Manahawkin. These Ocean communities brought a
suburban/rural caseload to the CHS of NJ project. These town populations range from 76,119 in
Brick to 2,004 in Manahawkin.
The two maps below (Figures 1 and 2) provide a picture of the differences in service geography
between the two counties. Mercer County Kinship cases (dots) are primarily located in Trenton
and are for the most part clustered within a three-mile radius. Ocean County cases are spread
throughout the county – a 40-mile stretch. This difference in the clustering of cases affected
support group and advisory board participation and lengthened the amount of time workers spent
driving to visit families.
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Figure 1. Mercer County kinship homes

Figure 2. Ocean County kinship homes.
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C. Describe the primary issues the demonstration project addresses
Agencies such as the CHS of NJ have served three functions under New Jersey’s Kinship
Navigator program:
1. Helped caregivers navigate other forms of government assistance including medical
coverage, family support groups, child support collection, housing assistance, legal services,
financial services, etc.;
2. Determined eligibility for kinship Navigator program benefits such as a child care subsidy or
a short-term expense for relative care such as furniture or clothing, summer camp, tutoring,
etc.; and
3. Provided technical support, evaluation of the family for the court proceedings and guidance
through the process of Kinship Legal Guardianship.
Even in the best case scenario, assuming responsibility for a relative’s child is no easy task.
There are many challenges in caring for a relative’s child, often late in life and with little or
no notice.
Struggles with finances and emotional difficulties are commonplace.
Grandparents often pay a heavier price for opening their homes. “Grandparents with children
in their homes tend to be poorer and sicker than their peers who are not raising youngsters 3.”
Compounding this is that fact that children raised by grandparents “suffer from asthma,
developmental and behavioral problems at a rate well above the national average 4.” Based
on our field experience over the last eleven years, we know the current funding and structure
of the New Jersey Kinship Navigator program does not allow for work that is more intensive
and follow-up with Kinship families when the need arises.
Program workers have itemized the major concerns and needs of families communicated to
them by caregivers or that they have observed. These findings are aligned with best practices
initiatives identified in the literature5. These include:
Concerns for Caregivers
o Insufficient financial support;
o Policies governing financial awards to kin that are confusing and interpreted inconsistently;
o Need for more flexible financial aid to cover needed items such as furniture, food, bikes,
outdoor swing sets for young children, etc.;
o The “system” does not treat caregivers with respect – community awareness is lacking;
o There is minimal help for kin families to navigate complex and confusing social services
systems and obtaining all the resources for which they may be eligible
o Need for mentoring (using former or current Kinship caregivers)6;
o Need for counseling;
o Need for guidance in navigating the school system on behalf of their children;
3

Anft, M. (2009). Bridging a Generation Gap. The Chronicle of Philanthropy. 21 (17). P. 8.
Ibid., p. 12.
5
Lorkovich, T., Groza, V., Brindo, M. Marks, J. and Rush. A. Guiding Principles and Best Practice Recommendations for
Kinship Adoptions. Bellefaire JCB’s Kinship Adoption Project. ACYF grant #90-CO-0834.
http://msass.case.edu/downloads/vgroza/002-2001.pdf. Accessed 6/23/2009.
6
Children’s Bureau Express. (February 2008). Mentoring Kinship Caregivers.
http://cbexpress.acf.hhs.gov/index.cfm?event=website.viewArticles&issueid=91&sectionid=2&articleid=1476.
Accessed 6/23/2009.
4
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o Need for support groups and networking – caregivers may spend a great deal of time feeling
isolated;
o Need for caregiver skill training;
o Need to address caregiver health issues; and
o Transportation services, especially for the older caregivers.
o Need for respite care during health and family emergencies and on regular periodic basis so
that the well-being of the kin caretaker is not depleted or becomes dysfunctional.
Concerns For the Child(ren)
o
o
o
o
o
o
o

Addressing their disrespect of the caregiver;
Need for counseling;
Need for physical and mental health care7;
Need for anger management;
Feelings of loss and abandonment due to separation from parents;
Need for substance abuse prevention and/or treatment; and
Need for educational assistance including tutoring, access to child study teams and special
education services.
o Need for appropriate childcare (subsidized if eligible) or for special needs childcare.
Staffing and structure of the State supported Navigator program only allowed for minimal
assessment and intervention with Kinship families beyond determining eligibility for the
basic Navigator services and an annual $500 payment. Referrals for services are made, but
minimal in person follow-up is possible and comprehensive assessments of need cannot be
completed. With the growing caseload, and static staffing, little additional intervention with
Kinship families could occur, despite the articulated needs.
Thus, to increase the likelihood of positive outcomes for both caregiver and child in Kinship
homes, enhancing safety, permanency and well-being, our project ombudsperson provided
intensive, hands-on assessments, referrals and follow-up and operated support groups for
caregivers and their kin.
D. Describe the population to be served
The American Community Survey of the US Census Bureau 2007 8 estimate of grandparents
responsible for grandchildren for the State and the New Jersey Counties served by the CHS
of NJ give some prospective on the need. Statewide, 52,405 grandparents are caregivers.
Over 39 percent are 60 and older. Of this group, 32 percent have a disability. More than
one-third are unmarried and 14 percent have incomes below the poverty level. The table
following displays this information from the 2007 American Community Survey for the two
project counties.

7

AcademyHealth. (July 2004). Children in Foster and Kinship Care at Risk for Inadequate Health Care Coverage and
Access. 7 (4). P. 1. http://www.hcfo.net/pdf/findings0704.pdf. Accessed 6/23/2009.
8
2005-2007 American Community Survey 3-Year Estimates. US. Census Bureau American Fact Finder.
Http://factfinder.census.gov/Table S1002 Grandparents. Accessed June 15, 2009.
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NJ County

Ocean
Mercer

Grandparent Percent
Caregivers
60
without
years
Parent in
or older
the Home
2,912
2,135

Percent of
the over 60
Caregivers
with a
Disability

Percent
Unmarried

23.0
35.1

16.2
46.7

22.8
48.4

Percent
with
Incomes
Below the
Poverty
Level
5.4
10.3

Based on data from the CHS of NJ Kinship Navigator database, the average age of caregivers
served is 53.8 with 30 percent over 60 years of age. Seven percent are 71 or older. The
median income for these households is $25,922. This is far below the State’s median
household income of $67,1429. Our most recent growth in the Kinship Navigator intake is
among families, especially grandparents, with the least financial resources and the highest
needs for social services. Two-thirds of these Kinship households care for one child.
However, 11 percent have three or more children. The average age of the children is 11.7
years. Half of the children cared for by grandparents over the age of 60 are teenagers with 4
percent under age 5.
Despite caregiver age, handicaps or limited incomes, many children thrive in kinship care.
Children living with relatives maintain connections to their family members, traditions, and
identity. In many cases, kinship care giving enables sibling groups to remain intact. The
children are able to maintain relationships with their birth parents and other family members
to a greater extent than in foster children. Evidence also suggests that children in kinship
care have more stable living situations than those in non-kin foster care placement. Children
placed with kin by the child welfare system are less likely to experience multiple placements,
and are more likely to stay within the same community and school system. Not only are
children in kinship care usually familiar with their caregivers and therefore less traumatized
by moving into kin care, but often also express feeling loved.
III. Overview of the Program Model
A. Describe the project’s goals and associated objectives
Kinship families will be more thoroughly and successfully assisted in learning about, finding,
and using programs and services to meet better the needs of the children they are raising, and to
meet their own needs. The project will promote effective partnerships among public and private
agencies to ensure kinship caregiver families are served more appropriately and on a more
sustained basis. Our end goal is to demonstrate that our model enhancements increase the
likelihood of positive outcomes in safety, permanency and child well-being.
The project has the following goals and objectives:
Goal #1: Create a group of Ombudsmen who will advocate for kin caregivers, including
grandparents, and the kinship children that they are caring for to get the help and services that
are needed. This intensive kinship navigator system will: a) assist these families in identifying
9

USDA Economic Research Service (2007). County Level Unemployment and median Household Income for New Jersey.
http://www.ers.usda.gov/Data/Unemployment/RDList2.asp?ST=NJ. Accessed 6/25/2009.
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the barriers they face; and b) finding the solutions for the jointly identified needs in order to
achieve child outcomes of safety, permanency and child well-being (prevent dissolution of kin
families and/or return of child to foster care).
Goal #2: Develop and implement kin caregivers/grandparent support groups with a focus on
parenting skills that are designed to: a) increase parenting ability; b) increase child
development knowledge; and c) increase awareness of resources and strategies needed to raise
successfully kin/grandchildren.
Goal #3: Develop the methodology, implement a procedure to profile, and document the
characteristics and needs of Kinship families in order to enhance existing and future Kinship
programming that will promote positive outcomes for these families.
Goal #4: Conduct an evaluation of the impact of the additional intensive support provided by
the ombudsman along with participation in kin support groups as these may be two necessary
features the funders need to consider in their future Kinship Navigator program design.
B. Project logic model
The logic model for this program is presented below.
It is anticipated that participants in the enhanced services program will have a greater ability to
provide for their kin’s needs due to lower stress levels, changes in parenting and child
development knowledge, attitudes and skills and access to necessary resources to maintain their
family. This should result in stability in the child’s living arrangement and gains in their
adjustment and wellbeing.
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Kinship Cares Logic Model
Inputs

Activities
Outputs

Kinship
Navigator
Staff

Assess families
needs and assets
and develop plan
of action; make
referrals

Ombudspersons

Intensive
assessment and
follow-through
with services

Group
Activities

Provide
recreational and
educational groups
to build social
support

Community
Service
Partners:
Counseling,
schools,
housing,
mentoring,
utilities,
financial
assistance,
health, etc.

Provide
specialized
assessments and
services

Participation
Kinship Caregivers
Children in Kinship
Homes

Community Service
Partners, including
state and not-forprofit agencies such
as schools, Division
of Family
Development
(welfare), medical
service, mental
health, and other
social services
providers

Outcomes
Short Term
Kinship caregiver
has enhanced
capacity to
provide for their
kin due to:
reduced stress
level, greater
degree of social
support, greater
understanding of
child/youth’s
needs and
behaviors, social
service, financial,
legal and
educational needs
met.
A higher level of
program
satisfaction.

Medium Term
Children are
safely
maintained
in their
home;
Children
have
permanency
and stability
in their
home yet
maintain
contact with
biological
family;
Child
wellbeing is
enhanced.
Increase in
kinship
caregivers
able to
advocate for
themselves.

C. Describe the project’s service model
The CHS of NJ model was based on providing enhanced ombudsmen services and group support
in two test counties in order to:
1. document and describe who our kin families are and determine specifically what they need to
sustain healthy family functioning.
2. increase and enhance hands-on case management services for more successful linkages to
community resources for Kinship families currently being served by CHS of NJ’s Kinship
Navigator program; and
3. develop a mechanism for increasing Kinship families’ support to one another through peer
support, education, and activity groups. The CWLA’s Kinship Pride curriculum will be one of
the approaches used in our support groups.
The Children’s Home Society of New Jersey
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Model description – Based on 2009 Kinship Navigator intakes in Mercer and Ocean counties,
460 kin families requested Kinship Navigator services during the year – the primary source of
families for the project. In the project, we randomly assigned caregivers eligible for Navigator
services to either the enhanced services or traditional services group in each county.
If assigned to traditional services, the field worker goes out to do a home visit/eligibility
verification and brief needs assessment. The caregiver will receive all regular Kinship Navigator
services. The worker gives information and referral advice as needed. The worker sends the
case to the case specialist for verification and check processing. Service is then completed for
that year. Telephone information and referral (I&R), can continue throughout the year.
If assigned to the enhanced services caseload, the Project Supervisor determines which of six
ombudsmen immediately gets the case. The selected ombudsman makes an initial home visit to
verify eligibility, does an in-depth assessment of needs, administers pre-intervention
questionnaires, jointly develops a Family Service Plan based on what the caregiver says she
wants and needs, offer ongoing follow up visits and active, hands-on, linkage to resources, and
encouragement to participate in support group activities. At close of the case, the ombudsman
administers post-intervention questionnaires.
Families were offered as much service by ombudsmen as they needed within a four to six-month
service window. In some cases, a family could request additional help through a “booster shot”
after the case is closed. Caregivers are also eligible for renewed Kinship Navigator financial
support of $500 each calendar year.
i.

Novel approach to service delivery – The Kinship Cares program is an expansion and
intensification of the existing Kinship Navigator program. No other agency in New
Jersey has or is providing this level of intensity of intervention and follow-up for kin
caregivers, particularly informal caregivers. The addition of an assigned Ombudsman to
each family is unique in New Jersey. What we learned is that there was a core of multichallenged kinship families where our intervention was able to forestall a crisis point that
might have led to the disruption of the placement. Most of these situations were poverty
driven; families who do not generate enough income to pay their monthly expenses,
where one event, e.g., a caregiver losing a job or has an unexpected expense, wipes out
the precarious balance of their budget. Because there is no “cushion,” problems cascade
– the utility bill goes unpaid, a doctor’s visit is ignored, and so on.

ii.

Modifications to the model – The most significant deviation from the original model
involved both the location and sponsorship of the group activities. The intent was to run
jointly, groups with faith-based sponsors with the expectation that these organizations
would sustain the groups after the three-year project ended. Multiple factors shortcircuited this approach. The project assumed responsibility for planning and running the
groups using local churches as community –based sites. Mercer groups were held at the
Living Hope Alliance Church; we developed a very good relationship with Rev. Julio
Guzman, a Latino pastor and involved community partner. When a second evening
group became necessary, it was moved to the CHS of NJ’s main office, for space and
safety considerations. Ocean county groups were originally held at the Whitehouse
Family Success Center (FSC) and St. Paul’s Lutheran Church. Both of these locations
changed over the course of the grant: one because the FSC lost funding and the church
was changed to accommodate the geographic challenges of the county as mentioned
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above. The churches provided safe, accessible locations to hold the groups, although no
church had personnel available to learn to facilitate the support groups as originally
planned.
In response to attendance difficulties for caregivers, groups were held during both the day
and evening. Childcare activity groups and transportation were arranged for attendees.
Groups have continued after project completion. Mercer County groups were
transitioned within the Agency (see Section V, Sustainability). The Ocean County group
participants were transitioned to another community organization, Kimball Hospital, as
well as referred to our new Family Success Center in Ocean County for general family
activities and programs.
Staff – There were 2 ½ Kinship Navigator ombudsmen in Ocean County and 3 ½ ombudsmen in
Mercer County; at least one ombudsman in each county was Spanish speaking. There was a
project supervisor to coordinate and supervise the six ombudsmen. There was a half-time
administrative assistant to serve the record keeping and reporting needs of the project. Finally,
there was part-time research assistant assigned to the principal researcher assisting staff and the
principal researcher in collecting and coordinating data and providing quality control. She also
assisted in the follow-up phone calls to caregivers regarding consumer satisfaction.
Kinship Advisory Council – Project staff established an advisory council in each county to
provide stakeholder feedback about the operation of the project. Participants invited included
kin caregivers, collaborating churches, family success centers or United Ways and other
community members. The meetings were chaired by the project supervisor. The periodic
meetings was used to assess how the project was being implemented, review kin needs, suggest
outreach strategies, vet public relations materials, hear ongoing evaluation reports, and give input
to the project supervisor for any mid-course corrections.
D. Describe the project’s key interventions and activities
As noted above, the project’s key interventions and activities as carried out by the assigned
ombudsperson were focused on identifying the needs of the kinship families through home visits
and questionnaire completion and developing a Family Service Plan to resolve those issues.
Additionally, it was hoped that there would be a gain in perceived social support and knowledge
through the scheduled activity and education groups facilitated by the ombudspersons.
The Family Service Plan lists the mutually agreed on goals that the Ombudsman would help the
family achieve during the course of the intervention. Families averaged three goals at a time
with a range between one and 10 goals. Table 1 lists the 699 goals that were agreed to. The two
most frequently listed goals – making up more than one-fifth of requests – were: 1) helping the
caregiver secure clothing and necessary personal items for herself or her kin child; and 2)
assisting the caregiver in applying for financial assistance or Food Stamps. Participating in a
support group, arranging various types of childcare and counseling were also frequently chosen
goals. The need for respite, intervening with birth parents and securing information about
adoption or custody were the least chosen goals for caregivers.
Workers recorded 7,397 service activities over the course of the project. Service planning,
information giving, and conducting intake assessments, which includes administering the Family

The Children’s Home Society of New Jersey

Page 10

Needs Scale, – among other surveys – and developing the Family Service Plan were the most
frequently reported worker activities. These data are displayed in Table 2.
In addition to the one-on-one intervention, caregivers volunteered to participate in group
activities. The following are a list of titles to the 119 group sessions held over the course of the
grant. Group sessions included fun activities, educational topics and focused discussion topics.
The topics/titles are listed by county in Table 3. The evening groups ended in December 2011 at
which time the participants were transitioned to the Agency’s Grand Family Center. The day
groups ended in March 2012 and Mercer County participants were then invited to the Grand
Family Center. The Ocean County group participants were transitioned to an already running
group at Kimball Hospital and subsequently to the new agency Family Success Center in Toms
River.
One of the other interventions added during the course of the project was a children’s group,
which was designed to increase participation of the adults in their group. The children’s groups
were primarily for the night meetings and might be offered to day groups if the adult group fell
on a day when school was out. They began operating in February 2011 and continued through
December 2011 at which time the group facilitator left for other employment. During the period
of operation, 41 groups were conducted. The children’s activity group topics included the
following topics (see Table 4).
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Table 1. Family Service Plan goals
Goals (Multiple Response)
Clothing Personal Items
Financial Assistance/Food Stamps
Counseling
Child Care, After school care or Summer camp
Support Group
KLG
Housing assistance
Educational Advocacy
Furniture
Medical, Dental Care
Transportation
Utility Advocacy
Food Assistance
Mentor
Employment Assistance
Home Repairs
Health Insurance
Activities for parent and child
Budgeting
Gathering information about a medical condition or other problem
Tutoring
Computer Assistance
Appliances
Respite
Dealing with the biological parents
Custody Information
Adoption Information
Total
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Frequency
99
60
57
50
48
45
42
38
32
30
27
26
20
20
19
16
16
10
9
7
6
6
5
3
3
3
2
699

Percent
of Goals
14.2
8.6
8.2
7.2
6.9
6.4
6.0
5.4
4.6
4.3
3.9
3.7
2.9
2.9
2.7
2.3
2.3
1.4
1.3
1.0
0.9
0.9
0.7
0.4
0.4
0.4
0.3
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Table 2. Worker service activity
Service Activity
Service Planning
Information Giving
Intake Assessment
Advocacy
Refer or Arrange for Services
Time 2 Data Collection
Giving Information to Closed Cases
Informed Consent
Booster Shot
Transportation
Other
Seix Academy Outreach (private school)
Total

Percent
24.8
22.6
12.0
10.1
9.6
9.4
3.2
3.0
3.0
1.5
0.7
0.1
100.0

Table 3. Adult Education and Support Groups
Mercer County
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

ADHD and your child
Advocating for your child
Advocating for your child in school
Alternative Education Programs
Better Understanding of the: Johavi Window
Biological Parents Involvement with Child
Christmas Luncheon at UNO Restaurant
Common obstacles
Coping with Change
Coping with Change Part
Current Events
Dealing with the biological parents
Developmental Behavior
Discussion about the movie "Dilemma"
Finding and Using Resources
Free and Low Cost Activities
Fresh Start
General Discussion
Getting Organized
Grandmother Video
Grandparent Brunch
Guest Speaker- Delores Bryant
Healthy Lifestyle
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Ocean County
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

"The Dilemma" movie discussion
A Grandparents Courage
An Encouraging Word
Back to School
Being Safety Conscious
Biological Parent Frustration
Breakfast at Perkins
Change of Seasons
Child Safety
Child Support Issues and Answers
Children and the Media
Children's Self Esteem
Common obstacles
Communication Skills
Couponing with Kinship
Cyber Bullying Awareness
Dealing with the Biological parents and
Stress
Effective Communication
Family Concerns and Stress
Grandparent Brunch
Identifying Behavior Issues
Introduction
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Mercer County
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Holiday Party
How to deal with closure
Introduction to the New Facilitators
Kinship Cares Program Update
Kinship Child's Feelings of Grief and Loss
Kinship Legal Guardianship
Legal Aid
Maintaining Family Connections
Making your Dollar Stretch
Meet &amp; Greet
Mercer Picnic
Money Matters
Movie "Lean on Me"
Movie-The Dilemma
Moving Forward
Nutrition and NJ Family Care
Promoting Safety
Providing Guidance and Discipline
Self Esteem in Children
Sharing our Kinship Stories
Sharing your hobby: Crocheting
Something new with your kinship child
Speaker-Seix Academy
Summer Camp
Terhune Orchards Apple Picking
Trick or Treating
Trip to the Franklin Institute
Understanding and Using Resources
Upcoming events for Aug &amp; Sept &amp;
Open Discussion
Ways to find a hobby
What stresses you?
Where do we go from here?
Transition
Farewell Group
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Ocean County
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Introductions &amp; New Beginnings
Kinship Legal Guardianship
Legal Questions of Kinship Families
Legal Services Speaker
Let's Talk
Life planning
Movie "Lean on Me"
Movie-The Dilemma
Movies with Caregivers
New Beginnings
New Year's Resolutions
Organization
Program Updates
Pumpkin Picking
Safety Issues and Tips
Self Esteem in Children
Self-Care
SPAN
Straight Talk
Stress and Coping Skills
Stress and Coping Skills Continued
Summer Activities with the Family
Summer is over, fall has begun: What are
your new Beginnings?
Summer Plans with Family
The Cause and Effect of Grand Parenting
The Important Role of the Caregiver
Trip to the Franklin Institute
Understanding Special Education Rights
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Table 4. Child Activity Groups
Mercer County
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Butterflies-A gift for our Caregivers
Centers- Movie, Blocks, Arts and Crafts
Games and Sundaes
Getting to know you
Holiday Party
Homework Help
Homework Help and Spring
Ice cream Sundaes and Getting to Know You
Make your own placemats
Movie night
Movie night and homework help
Movie: The Express
Name Poem for older children & Block Activities
for the younger child
Science Play with Blocks
Self esteem
Trip to the Franklin Institute

Ocean County
•
•
•
•
•
•
•
•
•
•
•
•
•

Back to School
Basketball
Bracelets
Breakfast at Perkins
Butterflies
Cards and Activities
Educational Centers
Exploring the Library
Game Night
Game of Life
Games and Action Figures
Games and Pretend Play
Getting to know you

•
•
•
•
•
•

Make your own placemats
Name Games
Outdoor and indoor games
Spring Flowers
Stress and Coping Skills Continued
The Important Role of the Kinship
Caregiver
Trip to the Franklin Institute

•
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IV Collaboration
The Kinship Cares project was designed to use our current state- funded Kinship Navigator program
families as the source of referrals in the two designated counties. Although we hold a contract that
serves seven (7) counties in the central section of the state, we selected two (2) counties: Mercer,
urban and impoverished, and Ocean, more rural and resource-poor, as our pilot counties. All
referrals as they came in were randomly selected by computer to be either a Control case (receiving
the traditional Navigator service: I&R and up to $500 annually), or an Enhanced case (with an
Ombudsman, support groups, newsletters). The Navigator program has grown mainly by word of
mouth, although we do routine outreach. Additional outreach that was done for this federal project
brought new families into the state Navigator, where they are potentially eligible every year until the
kin children turn 18. Brochures explained that in Mercer and Ocean, kin caregivers had an
opportunity not only to take advantage of the Navigator program, but also had a chance to be
selected for a pilot program with enhanced services that would help increase knowledge about the
need for services for kinship families nationwide.
At the beginning of the grant our partner was the New Jersey Division of Family Development (in
the New Jersey Department of Human Services), who started the New Jersey kinship program in
2001; the program was voluntary for ‘informal’ caregivers—those who made their own family plans,
or never participated in, formal placement of children with relative caregivers by the public child
welfare agency. The state agency has their own Kinship program of relative caregivers who have
had children placed with them by the agency or the court, as an alternative to reunification with
biological parents, or adoption.
Midway through the grant, the Kinship Navigator program transitioned to the Division of Family
and Community Partnerships, within the new Department of Children and Families, which also
houses the public child welfare agency. Both state entities have allowed the funds for our Kinship
Navigator program to serve as match money for the federal grant, and have made SACWIS data on
mutual clients available as part of our evaluation. More importantly, the Division of Family and
Community Partnerships, as stated on their website, is “committed to building partnerships with the
goal of developing a robust network of prevention support and services that are culturally
responsive, strength-based and family-centered.” The Division funds a statewide network of Family
Success Centers. This is a strategically important goal for kinship programs and policies. Our
kinship families have taken on the role of raising their relative children with minimal to no support
(in money or services) from the state. Not having these children in paid non-relative foster care
saves the state thousands of dollars. However, these are fragile families, and a significant percentage
live hand to mouth and paycheck to paycheck. Providing services to support and strengthen these
family units, on a crisis basis, and by providing ongoing community-based group education and
support services is a worthwhile policy goal; for a small investment of state funding, this model
could save the state significant, avoidable placement costs if kin families remain successful and
stable.
Other key partners were the local Social Security office and the county Boards of Social Services
(BOSS), which provide vital financial and emergency services to our population and became a
mutual referral source and mutual staff training resource. Many kin families are receiving income
through Social Security and/or financial assistance through BOSS, such as TANF, SNAP, child-only
grants, Medicaid, and emergency housing assistance. Representatives of both agencies participated
in planning meetings to discuss needs of the kinship community prior to CHS receiving the grant and
a close working relationship developed. Kinship staff developed a training presentation on kinship
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and other agency services for the BOSS staff, which has a high turnover rate, and in turn the BOSS
allowed Kinship staff to set up a monthly information kiosk in their reception area to hand out
literature, answer questions from potential referents, and interact with their caseworkers. The head
of the Social Security office also became involved in providing training sessions and educational
presentations on various entitlements for agency staff and kinship caregiver groups. Since both of
these government agencies are complicated bureaucracies in their own right, with many rules and
regulations of eligibility, it was extremely helpful to develop harmonious, face to face, working
relationships so that as clients became frustrated in trying to access services, or needed to explain the
specific circumstance of their situation, the Ombudsmen and supervisors had names and numbers of
professional colleagues there to advocate and work with around these issues.
The Nicholson Foundation funded a Trenton Grand Family Center in Mercer County in the first year
of the grant, whose services dovetailed with the kinship program. Families who were active, open
clients of the public agency are not eligible for Navigator service or the federal grant, so they could
be referred to the Grand Family Center for primary services. Staff could refer clients to the most
appropriate kinship service available; for example, families who had received the annual money
from Wraparound could be referred to group activities and short-term counseling at the center.
Referrals flowed from one program to another in order to maximize our range of service offerings.
In the third year of the federal grant Children’s Home Society co-located all center- based and other
Mercer kinship services in one office; this will be discussed further in Section V Sustainability.
Other key collaborating partners included Home Front: a Mercer County non-profit agency with
services for the homeless, with transitional housing, a shelter for families, and scattered site housing
for Kin Caregivers (through a government grant). Since affordable safe housing is in such demand
in New Jersey, this was a key partnership for the program. A strong collaboration was developed as
the two agencies have many shared families. These families had many housing, utilities, and
eviction crises; most had no extra money set aside for emergencies. Local agencies have limited
amounts of money for a single client, so in many cases our Kinship staff coordinated a team of
providers with the family to develop a stable housing plan. For example, state Wraparound could
add $500 for the family, Board of Social Services could pay $600 back rent, Home Front would pay
$750 security, and the family would get furniture and moving expenses from Salvation Army.
Over the three years of the grant several families were able to either stay in their homes or move into
transitional housing and beyond toward safer, stable living situations.
Another collaborator early in the grant was the Christina Seix Foundation. Ms. Seix was interested
in developing a privately funded school for kinship children being raised by single parents. The
school would have classes from pre-K to grade eight with extended programming through grade 3
and then be a boarding school from grades 4 to 8. Through meetings arranged with our Parent
Advisory Council and support groups, the Christina Seix Foundation were introduced to kin families
in Mercer County. Education is a very great concern for our caregivers. The public schools in
Trenton have many challenges and deficits. In addition, the caregivers are facing a completely new
educational scene than the one they knew with their biological children. The program worked to
have as many eligible families as possible apply for this opportunity. Several children were
accepted, although not as many as the families wished.
One of the initial recommendations in the grant was to solicit faith-based and other communitybased organizations to host and possibly co-facilitate parent education and support groups for the kin
community. The hope was that if the churches or other groups became invested in the kin groups
they would consider taking them over after the grant ended. After making inquiries with several
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different churches in Mercer and Ocean, it became apparent that although there was some interest in
providing a space for the groups none of the churches contacted had staff or volunteers available
who were able to participate actively. We subsequently developed Memoranda of Understanding
with three churches: Living Hope Church in Trenton, and St. Paul Lutheran Church, and Lutheran
Church of the Holy Spirit in Ocean County. In Ocean, we also used the Family Success Center in
Lakewood and the two Family Success/Parent Child Centers (run by CHS) in Trenton for day and
evening groups. Any sites chosen had to be accessible, have room for not only the adult group but
also some space for children’s groups or activities, and an ability to serve refreshments. The
churches became part of our network of outreach to spread the word about kinship services. In using
the Family Success Centers our group members became acquainted with other activities, resources
etc. available to them in their neighborhoods, and staff at the Centers learned about the Kinship
program as a resource for their consumers.
A key collaboration and partnership of the grant was the ongoing development and assistance of the
Advisory Council in each county. The model was to have an advisory group composed equally of
consumers of kin services, and providers of kin services. Initially the advisory groups learned about
the grant services, met the staff and management, discussed and suggested outreach materials and
locations; those who had the ability took materials and helped disseminate program information in
their own network. The caregivers in the group were a good touchstone that the agency was
focusing on the right things, the needs most expressed by kin, and what would help families best.
The advisory members helped a lot with problem solving and strategies to combat common concerns
that caregivers have.
The following is a list of some of the Advisory members and how they shared their expertise:
•

BS is a guidance counselor in the Trenton schools—she helped out in a case where children were not
placed in the right classrooms and helped the caregiver get them re-classified;

•

FE works for the state Kinship Legal Guardianship program—she gave a talk to the group about
applying for KLG, custody, and the use of the court;

•

RC is executive director of the local Boys &Girls Club—he gave the program paid slots for summer
camp for kinship children;

•

MP is a private therapist who gave a free training on kinship staff on Child Abuse and Neglect;

•

TH a store manager for Kohl’s—he got Kohl’s volunteers for the summer Kinship Picnic and
Barbeque.
As the evaluation of the project proceeded, it was shared with the Advisory Council and they will
receive a report on the final evaluation. Many of them are active in their communities in various
ways, so the more they learn and invest in kinship issues the more they will advocate and educate
others.
Some advisory group members in each location transitioned to new kinship groups. In Ocean, some
are participating in the Parent Advisory Council for the Ocean Family Success Center awarded this
year to CHS; in Mercer some members transitioned to the advisory council for the newer agency
federal grant, Family Connections.
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V. Sustainability
Program services that will continue are the Kinship Navigator brief services, caregiver
support groups, information and referral services, group activities and events, and limited case
management.
The most valuable new service of the Kinship Cares program was the caregiver support groups.
Although they took time to formally develop and coalesce, once the groups started growing they
became a valuable asset to the caregivers. We were able to transition our groups in both counties
to new programs. In Ocean County, the support group after the first year had formed close ties
and met on their own in the summer between meetings. The Project Supervisor had been
looking for a host agency to continue the group once the grant ended; Paul Kimball Hospital in
Toms River had an existing grandparent group and was open to incorporating our caregivers.
The Ocean group has successfully transferred to the Kimball Hospital grandparent group.
Our agency has more recently opened an Ocean Family Success Center where kin are beginning
to walk in and ask for support and some help, especially since the super storm Sandy.
In Mercer County, sustainability of services was the culmination of a number of factors. In
2010-2011, the Nicholson Foundation awarded the agency $150,000 to establish the Trenton
Grand Family Success Center. The design was a drop-in, multi service center open to all types
of formal and informal kin families. The center would operate out of the two current CHS
Family Success Centers in different neighborhoods in Trenton. Parent education groups, family
activities, and some case management service were offered. At the same time, funding was
being sought from the state and other foundations to put together meaningful staffing for a kin
Family Success Center on the same site as our state Kinship navigator, and our federal Kinship
Cares program—a one stop center for kin caregivers.
The next step was in October 2011, the award of another 3 year 2011 Family Connections grant
to Children’s Home Society, using the Family Group Decision Making model. In January of
2012, the agency co-located all four of its kinship services under one roof: state funded Kinship
Navigator, the 2009 federal grant Kinship Cares, the Trenton Grand Family Center funded by
Nicholson, and the 2011 federal grant Kinship Connections.
Co-location served many purposes: the agency was able to offer an array of services to the
kinship community, whether they were formal or informal placements, at one accessible
location, in a safe setting, on a bus line that many kin were familiar with and comfortable with.
Information on resources, events, and activities, could be easily shared among the staff and
disseminated to families. Intake for each program could direct clients to the appropriate
program, and many families easily transitioned between programs as appropriate.
In the Kinship Cares program, the Mercer caregivers support group was transferred to the
combined Family Connections-Grand Family Center group. The new program group leaders
introduced themselves and the new Connections program at the next to the last group meeting,
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and invited members to join their group. The Connections program had workers who could
provide short-term case management to group members. Those families with multiple, and
serious problems were offered ‘Family Meetings’ including the kin’s extended family, and other
support people in their lives to problem solve and assist the kin. The state Navigator program
remains the ‘feeder’ program for many of the referrals to the new federally-funded Kinship
Connections. Many times a family comes to Navigator because of an emergency: a foreclosure
notice, for example. While dealing with the immediate crisis (providing I&R and a money
stipend), the Navigator staff can direct the family to the new program as a means of dealing with
the larger issues that precipitated the crisis. We have helped many families participate in Family
Meetings and become involved in an ongoing process of stabilizing their lives.
The activities and events also continued as joint efforts: there was a joint Kin Services Open
House in May 2012 for the whole community of consumers, partner agencies and funders.
Summer picnics, holiday parties continued. There was also a Second Annual Kinship Brunch on
September 11 inviting families from all programs to be honored for what they do for their
families, where our ‘grands’ told the DCF Commissioner how her state kinship services on site
were helpful to them.
New Jersey has embraced the concept of Family Success Centers on a statewide basis. They are
located within communities, are strength based, with core prevention services, and with parents
and consumers sitting on Advisory Councils. Up to now many FSC’s have concentrated on
younger families, or general family needs, without specializing on the specific issues of the
kinship population. We have talked to our state partners about the concept of a Kinship Family
Success Center, co-located at each of their four regional Kinship Navigator sites that could offer
a constellation of services specifically relevant to the kinship family. This would dovetail with
the increased placement of children with relatives and extended families as a first resort by the
public child welfare system. In New Jersey there are thousands of informal placements with
relatives, outside the child welfare system, and therefore, often outside the ability to access
services for themselves and their children. But, as our research has shown more than half of our
families have had experience with the public child welfare agency; there are problems and
challenges within these extended family networks. These children need supportive services to
stay in safe, stable placements and not disrupt. The worst thing that could happen would be for
these children to end up back in the formal child welfare system in non-related foster care. Not
only would it be a great, avoidable, expense on the state budget, but also it would be detrimental
for the kinship children to move out of a loving family circle still able to raise them with love
and care.
In addition to the groups and case management services, the network of provider agencies
serving kin families has been immeasurably strengthened by the activities of the Kinship Cares
grant. The Ombudsmen, by necessity, became quite expert at finding and utilizing resources to
help their clients. Strong relationships were built with the County Boards of Social Services,
local food pantries, Home Front and other housing agencies, schools, educational advocacy and
mental health advocacy groups, Salvation Army and Rescue Mission.
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VI. Evaluation
A. Evaluation Methodology
The evaluation: 1) assessed the implementation of the project and 2) measured whether the
caregivers and kin children receiving enhanced services had better outcomes than families
receiving traditional Kinship Navigator services.
Process Evaluation
i.

The process evaluation determined whether the project was conducted in a manner
consistent with its implementation plan. The methods to measure completion of the stated
objectives are delineated below. Briefly, the process evaluation questions were:
4. Did the project staff develop a profile of the characteristics and needs of each of the
Kinship families?
5. Did the project Ombudsman more intensely advocate for caregivers and their kin and
ensure better linkages to community services and subsidies for which they were
eligible?
6. Did the project develop and implement caregiver support and education groups? Were
these groups well received?

ii.

The evaluation utilized a randomized control group design. When caregivers applied for
Kinship Navigator services, the project director, using a random assignment list, assigned
them to either the traditional services or the enhanced services group. Participation in the
project was voluntary and prospective participants went through an informed consent
process before deciding on their participation. Those opting not to participate continued to
receive traditional Kinship Navigator services and were not included in the project.

iii.

Evaluation participants for the process evaluation included program staff, caregivers and kin
children. Staff actions were measured in terms of hours of service per client, goal setting,
goal completion and achievement of other milestones specified in the project
implementation plan. Caregiver and kin child participation included providing data for the
client profile, level of participation in the program, including group attendance, and finally
feedback about their involvement with the program.

iv.

Data collection procedures – data was drawn from multiple sources including: 1) a battery
of measures that was administered to the caregiver by the worker at the beginning of service
provision and at case closing to inform the caregiver and kin child profile; 2) the service
activity logs of each worker; and 3) attendance and feedback forms completed at each group
session (see appendix). In order to increase the likelihood that the caregivers assigned to the
traditional services group would be willing to complete the second round of surveys, a gift
card was offered as a thank you for their time.

Outcome Evaluation
ii.

The outcome evaluation was designed to demonstrate the linkage between more intensive
service provision and improved outcomes for the caregiver and kin child. The evaluation
questions included:
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1. Were the expressed needs (Family Needs Scale) of the enhanced services group more
likely to be met than for the traditional services group at Time 2?
2. Did the caregivers report the satisfactory achievement of goals in their family service
plan?
3. Did caregivers have lower levels of stress from parenting concerns at Time 2 when
compared to the traditional services group?
4. Did perceived levels of caregiver social support increase at Time 2 when compared to
the control group?
5. Did child behavior improve as reported by the caregiver at Time 2 when compared to
the traditional services group?
6. Were the enhanced services kin children less likely than the control group children to be
referred to child protective services or experience an out-of-home placement?
iii.

As above, the evaluation utilized a randomized control group design. Participation in the
project was voluntary and all caregivers completed an informed consent process.

iv.

The kinship caregiver was the primary source of information about herself and her kin child.
As noted above, caregivers were randomly assigned at intake to the enhanced services group
or a traditional services group.

v.

Evaluation participants for the outcome evaluation included caregivers and kin children.
Caregiver and kin outcomes were drawn from the client profile battery of questionnaires
(see appendix), a final telephone interview, and a matching SACWIS file with historical and
current data regarding case status with the Division of Child Protection and Permanency
(DCP&P), new referrals and placements. No incentives were provided to the enhanced
services group to encourage completion of follow-up data collection. The project relied on
the caregiver’s relatively long-term relationship with the program to complete voluntarily
the questionnaires.

vi.

No significant changes were made to the evaluation plan, the evaluation questions, and
design or data collection procedures. IRB approval was secured each year for the project.
The project served 564 caregivers and their families. This is 67 percent of the estimated 650
families that were estimated to be served during the three-year project.

vii.

Staff was prepared to administer the instrumentation with an initial all-day training session.
This included role-playing and the practice administration of the questionnaires to fellow
staff. Follow-up discussion about the questionnaires occurred at periodic meetings with
staff. During training, the clinical and planning value of the instrumentation was stressed
with staff. Summary data was produced periodically to review, discuss and interpret. In
addition, the on-site research assistant proved invaluable in answering questions about the
questionnaires and correcting faulty or missing data that was submitted by staff. She also
developed a notebook of response choices keyed to each instrument. The notebook would
be taken out and placed in front of each caregiver to aid in their response selection to each
question.
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B. Process Evaluation Results
i.

Document the number of participants served
Table 5 lists the number of participating caregivers and kin children for the past and current
grant periods by county. A total of 437 unduplicated caregivers were included in the study
from its inception to September 29, 2012. Thirty percent of these households (130) have a
second caregiver. In addition, 607 children were living in these kinship homes. There were
slightly more caregivers and children in the traditional services (control) group.

Table 5. Number of participants served
County/Time Frame
Mercer County
9/30/2009 to 9/29/2010
9/30/2010 to 3/31/2011
4/1/2011 to 9/29/2011
9/30/2011 to 3/31/2012
4/1/2012 to 9/29/2012
Subtotal

Ocean County
9/30/2009 to 9/29/2010
9/30/2010 to 3/31/2011
4/1/2011 to 9/29/2011
9/30/2011 to 3/31/2012
4/1/2012 to 9/29/2012
Subtotal
Total
ii.

Participant Unit #1
Kinship Caregivers
Enhanced
Control
68
66
22
36
25
21
14
23
3
5
132
151
Participant Unit #1
Kinship Caregivers
Enhanced
Control
34
35
19
17
12
12
9
10
4
2
78
76
210
227

Participant Unit #2
Kin Children
Enhanced
Control
98
94
27
48
32
25
19
29
5
7
181
203
Participant Unit #2
Kin Children
Enhanced
Control
50
55
26
23
18
15
14
13
5
4
113
110
294
313

Describe the evaluation participants via key demographics
Demographics and other descriptives – Caregiver Level
a. Age – the median age of the primary caregiver is 52 years. In the 30 percent of
households with a secondary caregiver, his or her median age is 53 years old. Ages
ranged between 20 and 83 years and 20 and 84 years for the primary and secondary
caregivers respectively. There was no difference in the mean age of the primary
caregivers between counties or between the enhanced and traditional service groups.
However, the secondary caregivers residing in Mercer County were an average of three
years older than their counterparts in Ocean County. Tables 6 and 7 below display the
frequency distribution of caregiver ages.
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Table 6. Age range for primary caregiver
Age Range
Less than 30
30 - 49
50 - 65
66 - 74
75 and older

Frequency
15
175
203
35
9

Total

437

Percent
3.4
40.0
46.5
8.0
2.1
100.0

Table 7. Age range for secondary caregiver
Age Range
Less than 30
30 - 49
50 - 65
66 - 74
75 and older
Total

Frequency
5
51
47
19
8
130

Percent
3.8
39.2
36.2
14.6
6.2
100.0

b. Gender – The primary caregiver was usually female (97 percent) and most (85 percent)
of the secondary caregivers were male. In ten households, both the primary and
secondary caregivers were female. Table 8 below displays the gender for both primary
and secondary caregivers.
Table 8. Gender of primary and secondary caregiver

Gender
Female
Male
Total

Primary Caregiver
Frequency
Percent
423
96.8
14
3.2
437
100.0

Secondary Caregiver
Frequency
Percent
19
14.6
111
85.4
130
100.0

c. Race/Ethnicity – A small number of caregivers were of Hispanic origin – 31 (7 percent).
The distribution by race for the primary caregiver is displayed in table 9 below and is
classified by county as there is a statistically significant difference in racial
characteristics by county (2 (3, N = 437) = 141.69, p <.01). Caregivers participating in
the program are primarily African-American in Mercer County and Caucasian in Ocean
County. Overall, 61 percent of the primary caregivers are African-American and 36
percent are Caucasian. There is no statistically significant difference by service group.
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Table 9. Primary caregiver by race and county

Race
African American
Multi-Racial
Other
Caucasian
Total

Mercer
Frequency
Percent
230
81.3
4
1.4
3
1.1
46
16.3
283
100.0

Ocean
Frequency
Percent
37
24.0
3
1.9
2
1.3
112
72.7
154
100.0

Total
Frequency Percent
267
61.1
7
1.6
5
1.1
158
36.2
437
100.0

The racial distribution follows a similar pattern for the secondary caregivers (2 (3, N =
130) = 62.36, p <.01). The distribution by race is displayed in table 10. There is no
significant difference by service group.
Table 10. Secondary Caregiver by Race and County

Race
African American
Caucasian
Asian
Native American
Total

Mercer
Frequency
Percent
44
74.6
14
23.7
0
0.0
1
1.7
59
100.0

Ocean
Frequency
Percent
6
8.5
64
90.1
1
1.4
0
0.0
71
100.0

Total
Frequency Percent
50
38.5
78
60.0
1
0.8
1
0.8
130
100.0

d. Referral Sources – Most referrals to this program were self-referrals. Caregivers contact
a published toll-free 800 telephone number or contact 211 to apply for the wrap around
stipend. A modest number of referrals – 65 (15 percent) – were received via New
Jersey’s Information and Referral, 211 Line. Mercer received 33 calls and Ocean 32
calls via the 211 line.
e. Income – The median household monthly income was $2,281 ($27,368 annually) for
caregivers. Incomes ranged from under $100 to $13,689 monthly. Incomes were
significantly lower in Mercer County (F (1, 379) = 8.75, p < .01). There was no
difference between service groups. These data are displayed in Table 11.
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Table 11. Mean caregiver household income
N=381

Mercer
Ocean
Total

Median
Monthly
Income
$2,143
$2,583
$2,281

Median
Annual
Income
$25,712
$30,998
$27,368

The caregiver mean household size is 3.6 people and ranges between 2 and 15
individuals. Table 12, using the 2012 HHS Poverty Guidelines10, displays the count and
percent of households below the poverty level at various incomes and household sizes.
For example, more than one-third of the (147) caregivers having a household size of two
and an annual household income of $15,130 or less are below the federal poverty level
(FPL). Seventy percent of the families with incomes below the FPL reside in Mercer
County.
Table 12. Caregiver households by family size in relation to the federal poverty level (FPL)
Household
Size
2
3
4
5
6
7
8
9
10

Annual Income
$15,130 or Less
$15,131 to $19,090
$19,091 to $23,050
$23,051 to $27,010
$27,011 to $30,970
$30,971 to $34,930
$34,931 to $38,890
$38,891 to $42,850
$42,851 to $46,810
Income Below FPL
Income Above (FPL)
Total

Frequency
147
25
6
4
3
0
0
0
0
185
251
436

Percent of
Households
33.7
5.7
1.4
0.9
0.7
0.0
0.0
0.0
0.0
42.4
57.6
100.0

f. Marital Status – More than one quarter of the primary caregivers (27 percent) are
married or living with a partner. Conversely, 73 percent of the caregivers do not have a
partner in the home to rely on to provide respite or other duties related to the kin child
(see Table 13).

10

http://aspe.hhs.gov/poverty/12poverty.shtml
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Table 13. Marital status for caregivers

Marital Status
Single
Married
Divorced
Widower
Separated
Living with a Partner
Total

Primary Caregiver
Frequency
Percent
179
41.1
115
26.4
60
13.8
37
8.5
42
9.7
2
0.5
435
100.0

Secondary Caregiver
Frequency
Percent
9
7.0
113
87.6
2
1.6
0
0.0
3
2.3
2
1.6
129
100.0

g. Primary Language – Ninety-eight percent (427) of these kinship households reported
English as the family’s primary language. Two percent (10) primarily speak Spanish.
h. Relationship to the Kinship Child(ren) – two-thirds of the primary caregivers are
grandparents. Another 20 percent are aunts or uncles. Table 14 below displays the
relationship to the child for the primary and secondary caregivers.
Table 14. Relationship to the kinship child

Relationship Status
Grandparent
Aunt/Uncle
Cousin
Great Grandparent
KLG
Great Aunt/Uncle
Brother/Sister
Other Relative
Non-Relative
Total

Primary Caregiver
Frequency
Percent
291
66.6
89
20.4
17
3.9
12
2.7
11
2.5
9
2.1
7
1.6
1
0.2
0
0.0
437
100.0

Secondary Caregiver
Frequency
Percent
70
53.8
34
26.2
2
1.5
7
5.4
2
1.5
2
1.5
0
0.0
2
1.5
11
8.5
130
100.0

i. Primary Reason for Assuming Care – Child protective issues and substance abuse by the
biological parent(s) accounted for 44 percent of the primary reasons for placement with
a kinship caregiver. Table 15 lists the primary reasons for placement by treatment
group. The differences found between treatment groups were not statistically
significant.
When comparing the primary reasons for a child’s placement between Mercer and
Ocean counties, several differences were identified. The largest contrasts are reflected
in table 16 below.
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j. All Reasons for Assuming Care – Most of these families actually took over the care of
their kin due to multiple problems that confronted the biological parents. Table 17
below reflects that reality of these families’ circumstances where multiple problems
(1,118) contributed to the child’s placement away from the biological family.
Abusing drugs or alcohol was identified as a contributing factor for placement in almost
43 percent of these families. Mental or emotional problems affected almost one-third of
these families. More than one-third of these families were also contending with one or
both parents incarcerated.
To explore further the multi-dimensionality and complexity of the reason for placement,
Table 18 displays all of the co-occurring placement factors identified along with the two
most prominent primary reasons for placement – DYFS11 involvement in the placement
or drug or alcohol addiction.
Table 15. Primary reason for child’s placement

DCP&P arranged placement due to abuse or neglect by a parent
One or both parents have a drug or alcohol addiction
The parents were emotionally and/or financially unable to care for
the children.
Parents voluntarily gave up their rights to the children because
they were uninterested in raising them
One or both parents are in jail or prison
One or both parents are deceased
One or both parents have a serious mental or emotional problem
One or both parents are homeless or have a housing problem
One or both parents have committed family violence.
One or both parents have a serious medical condition
The child chose to live with the caregiver.
One or both parents are missing
One or both parents have HIV or AIDS and are ill
One or both parents joined the military
Total

11

N=227
Control
25.6
18.5

Percent
N=210
Enhanced
20.5
22.9

N=437
Total
23.1
20.6

12.3

12.4

12.4

8.4

10.5

9.4

8.8
10.1
4.0
6.6
1.3
1.8
0.4
1.3
0.4
0.4
100.0

7.1
5.2
10.5
6.2
1.9
1.0
1.4
0.5
0.0
0.0
100.0

8.0
7.8
7.1
6.4
1.6
1.4
0.9
0.9
0.2
0.2
100.0

DYFS is now known as the Division of Child Protection and Permanency (DCP&P).
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Table 16. Comparing primary reasons for placement between counties
Primary Reason for Placement
One or both parents have a serious mental illness
One or both parents are in jail or prison
The parents were emotionally and financially unable to care for the child
One or both parents have a drug or alcohol addiction

Percent of Cases
Mercer
Ocean
5.7
9.7
10.2
3.9
14.1
9.1
18.7
24.0

Table 17. All reasons for placement with the kinship caregiver – multiple response
Reason for Placement with Caregiver (N=437)
One or both parents have a drug or alcohol addiction

Percent of
Cases
43.2

One or both parents are in jail or prison

34.6

DCP&P arranged the placement due to abuse or neglect by a parent

32.2

One or both parents have a serious mental or emotional problem

32.0

One or both parents are homeless or have a housing problem

24.0

One or both parents are missing

23.1

The parents were emotionally and/or financially unable to care for
the children.

15.3

One or both parents are deceased

12.8

One or both parents have a serious medical condition

12.6

Parents voluntarily gave up their rights to the children because they
were uninterested in raising them

10.8

One or both parents have committed family violence

9.8

One or both parents have HIV or AIDS and are ill

2.7

One or both parents are deported

1.4

The child chose to live with the caregiver.

0.9

One or both parents joined the military

0.2
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Table 18. Co-occurring placement factors with primary reason for placement.
Percent of
Cases

Co-occurring Reasons

Primary Reason: Drug or Alcohol Addiction
One or Both Parents In Jail or Prison
DCP&P Arranged Placement Due to Abuse or Neglect
Serious Mental or Emotional Problems
One or both Parents Missing
One or Both Parents Homeless
One or Both Parents have a Serious Medical Condition
One or Both Parents are Deceased
One or Both Parents have Committed Family Violence
One or Both Parents have HIV or AIDS
One or Both Parents are Deported
The parents were emotionally and financially unable to care for the children.

Co-occurring Reasons

Primary Reason: DCP&P Involvement
One or Both Parents have a Drug or Alcohol Addiction
One or Both Parents have a Serious Mental or Emotional Problems
One or Both Parents In Jail or Prison
One or both Parents are Missing
One or Both Parents Homeless
One or Both Parents have Committed Family Violence
One or Both Parents have a Serious Medical Condition
One or Both Parents are Deceased
One or Both Parents are Deported
One or Both Parents have HIV or AIDS
The parents were emotionally and financially unable to care for the children.
Parents voluntarily gave up their rights to the children because they were
uninterested in raising them

38.9
35.6
30.0
25.6
17.8
14.4
6.7
6.7
2.2
1.1
1.1

45.5
31.7
27.7
26.7
18.8
14.9
13.9
3.0
2.0
2.0
2.0
1.0

k. Type of Kinship Care Arrangement – The majority of the 437 families arranged a
private/informal kinship care placement of their child(ren) without the involvement of
the State’s child welfare agency, DCP&P. However, in 141 cases (32 percent), DCP&P
aided or encouraged a voluntary kinship care placement without court involvement.
DCP&P did not maintain an active case. When asked if DCP&P ever provided services
to the biological family of the children now in kinship care, the caregivers reported past
DCP&P involvement with 247 (57 percent) of the families.
Fourteen percent (63) of the caregivers stated that children in their care would be at risk
of foster care placement if she or he were unable to care for them. Fortunately, relative
resources exist for many of these caregivers.
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When asked if there were circumstances where the caregiver would be unable to care for
the child(ren), five percent answered affirmatively. The chief concerns identified by the
caregivers were:
•
•
•
•

Personal health issues;
Finances leading to utility shutoffs or eviction;
Child behaviors that were not manageable by them; and
Unspecified emergencies.
Seventy-one percent of the 437 caregivers had relative resources they could count on to
help them care for their kin child(ren). In 46 percent of these families, relatives helped a
“great deal.” In fact, 60 percent of the caregivers reported that they have been provided
respite by relatives. Of these families, 70 percent received both day and overnight relief.
Another 23 percent benefited from just daytime respite while 6 percent received only
overnight respite.

l. Relationship Between The Caregiver And Biological Parents – Table 19 below
summarizes the quality of the overall relationship between the kinship caregiver and the
biological parents. The caregivers reported that the relationship was “Very Positive” or
“Positive” in 51 percent of the cases. In almost 18 percent of the families, the caregivers
had no relationship with either biological parent. Sixty percent of the caregivers discuss
the care of the children with the biological parents and 25 percent of the caregivers
reported discussing school, health and other issues with one or both parents. A positive
relationship is characterized by visits and involvement with the caregiver and the
children by one or both parents. A very positive relationship is characterized by visits
from both parents, if possible, and participation or consultation in the child’s care.
There is no statistically significant difference between groups. However, there is a
difference when a comparison is made by county. Fifty-eight percent of the caregivers
in Mercer County reported Very Positive or Positive relationships with the biological
parents compared to 42 percent in Ocean county (2 (4, N = 437) = 17.75, p <.01).
Table 19. Quality of Relationship with the biological parents
N=437
Very Positive
Positive
Some Difficulty
Extremely Difficult
No Relationship
Total

Percent of Cases
Control
Enhanced Total
13.2
11.9
12.6
37.9
39.5
38.7
25.6
23.3
24.5
6.2
5.7
5.9
17.2
19.5
18.3
100.0
100.0
100.0

A significant number of biological parent have meaningful contact with their children.
Seventy-three percent (319) of the 437 kinship caregivers reported the biological parents
have face-to-face contacts with their children. In 34 percent of these households with
visitation, both parents have contact. The mother is the only contact in 49 percent and
fathers the only contact in 17 percent of the households. Ten percent of the parents visit
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daily and 33 percent visit at least weekly. Another 33 percent visit at least monthly.
Twenty-two percent of the parents visit only a few times per year.
m. Siblings –75 percent (326 of the kinship caregivers reported that their kin children have
siblings living elsewhere. The median number of siblings was two. The number ranged
from 1 to 13 children. Caregivers for these siblings include birth parents, grandparents,
other relatives, foster care and non-relatives.
A small number were living
independently.
n. Number of Children in the Home – The median number of children per kinship home is
two. Forty-three percent of the homes have one child. The number ranged from 1 to 12
children. Table 20 lists the frequency distribution of children in the kinship homes.
There was no statistically significant difference between the counties or treatment
groups.
Table 20. Count of children in the kinship home
Number
of
Children Frequency Percent
1
189
43.2
2
137
31.4
3
70
16.0
4
23
5.3
5
10
2.3
6
2
0.5
7
4
0.9
8
1
0.2
Total
437
100.0
Demographics – Child Level
a. Age – The median age of children in kinship care is 10.6 years. Ages range from a few
months old to 20 years. There is no statistically significant difference by treatment
group or county. The distribution by age is listed in Table 21.
Table 21. Age of kinship children
Age
Less than 3 years
3 – 5 years
6 – 11 years
12 – 15 years
16 years and older
Total

The Children’s Home Society of New Jersey

Frequency
56
83
219
168
81
607

Percent
9.2
13.7
36.1
27.7
13.3
100.0
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Table 22 compares the age of kinship children with the age of the primary caregiver.
The table displays the percentage of children by age within the age categories of the
caregiver. It appears that the oldest caregivers – 66 and older – tend to provide care for
older children, 12 years and older. Sixty-seven percent of the kin children cared for by
the 66 to 74 year old cohort are 12 or older. The percentage for the 75 and older
caregivers is 63 percent.
If caregiver age is dichotomized into those less than 60 years old and those 60 or older,
28 percent of those under 60 are caring for teenagers vs. 49 percent of caregivers 60 or
older. This relationship is statistically significant (2 (1, N = 607) = 22.62, p <.01).
Table 22. Percent of children by caregiver age
N=607
Child Age
Less than 3 years
3-5
6 - 11
12 - 15
16 and older
Total

Caregiver Age
Less
than 30
years
9.5
9.5
52.4
19.0
9.5
100.0

30 - 49
18.3
19.3
37.2
16.1
9.2
100.0

50 - 65
4.6
10.9
36.5
31.3
16.8
100.0

66 - 74
0.0
10.4
22.9
54.2
12.5
100.0

75 and
older
0.0
6.3
31.3
50.0
12.5
100.0

Total
9.2
13.7
36.1
27.7
13.3
100.0

b. Gender – the kin children’s gender is almost evenly split between male and female.
Fifty-one percent of the children are girls and 49 percent are boys.
c. Ethnicity/Race – 11.3 percent (68) of the children are of Hispanic origin. The
distribution by race for the children is displayed in Table 23 below and is classified by
county as there is a statistically significant difference in racial characteristics by county
(2 (3, N = 604) = 193.40, p <.01). As is the case with the caregivers, the children are
primarily African-American in Mercer County and Caucasian in Ocean County. Over
60 percent of the kin children are African American.
Table 23. Race of kin children by county
N=604
Race
African American
Multi-Racial
Other
Caucasian
Total
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Mercer
Percent
80.3
4.2
2.4
13.1
100.0

Ocean
Percent
25.6
11.7
0.4
62.3
100.0

Total
Percent
60.1
7.0
1.7
31.0
100.0
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d. Number of Siblings – in 75 percent of the families, the kin children have at least one
sibling. The median is two and the range is 1 to 13. The table below displays the
sibling count by case.
Table 24. Count of siblings by family.
Number
of
Siblings Frequency Percent
1
80
24.8
2
106
32.8
3
46
14.2
4
31
9.6
5
21
6.5
6
14
4.3
7
9
2.8
8
6
1.9
9
2
0.6
10
3
0.9
11
1
0.3
12
3
0.9
13
1
0.3
Total
323
100.0
e. Length of time in relative’s care – These kin home placements have a great deal of
stability. The median time in care up to the kinship referral is 5.7 years. Forty-eight
percent of the children have been in the caregiver’s home for six or more years. The
range is from under a year to 20 years. Table 25 displays the time in care by interval.
Table 25. Time in caregiver’s home.

Less than 1 year
1 to 2 years
3 to 5 years
6 to 10 years
11 or more years
Total

Frequency
75
66
86
109
101
437

Percent
17.2
15.1
19.7
24.9
23.1
100.0

Kin children in Mercer County have been in placement for 6.9 years on average vs. 5.8
years in Ocean County. The difference is statistically significant
(F (1, 435) = 5.23, p < .05).
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iii.

Type of Service by Participant
Table 26 reflects the worker activity logs kept by the Ombudsmen as they carry out their work with the enhanced services
clients. The number of times a service is offered reflects the number of time that particular activity was listed in the log. At a
given contact, a worker could list up to five activities during a unit of work. Therefore, this column represents a multiple
response count. The number of clients receiving services reflects an unduplicated count of persons by service for each
reporting period. Those caregivers may be counted again for some other service in that period. The mean hours of service
provides an insight into the typical amount of time a work activity takes. For example, an Intake Assessment takes on
average about 1.2 hours to complete. The intended service recipient in most cases is the primary caregiver. The mean
number of hours spent in direct work with or on behalf of each client over the course of the services provided was 8.3 hours.
Service hours ranged between less than 1 to 66 hours. This does not include time spent on group work activities or outreach,
which are addressed separately on the following pages.

Table 26. Participants receiving services
Unduplicated # Receiving Service(s)
Mean
9/30/09 9/30/10 4/1/11 9/30/11 4/1/12
Total
Hours of
to
to
to
to
to
Service
9/29/10 3/31/11 9/29/11 3/31/12 9/29/12
per Unit
Intake Assessment
884
1.2
141
50
42
30
12
275
Service Planning
1,834
0.8
132
45
38
31
9
255
Refer or Arrange for Services
713
0.9
110
34
27
21
5
197
Information Giving
1,669
0.9
146
49
35
30
12
272
Transportation
110
1.9
19
8
6
4
0
37
Advocacy
748
1.0
77
37
28
19
4
165
Informed Consent
223
2.1
110
33
26
11
4
184
Time 2 Data Collection
695
0.9
142
58
50
51
9
310
Booster Shot
222
0.9
23
4
2
0
0
29
Seix Academy Outreach
8
0.5
4
1
1
0
0
6
Giving Information to Closed Cases
237
0.6
47
13
11
9
1
81
Other
54
0.9
21
1
1
3
0
26
Total
7,397
1.0
972
333
267
209
56
1,837
*Multiple Response – several activities could occur during a single visit, phone call or office activity.
Kinship Services

# Times Service
was Offered*
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a. Completed Assessments – All of the 437 caregiver households had completed
assessment profiles.
b. Completed Service Plans – Only enhanced services caregivers participated in the
development of a Family Service Plan. All enhanced service families except two
completed service plans.
These caregivers declined further involvement.
c. Contacts per Caregiver – Ombudsmen averaged 11 service activities per caregiver over
the life of the case in order to carry out their work with the enhanced service households.
Total service activities per caregiver ranged from one to 95
d. Length of Time Services Received – The median length of service for closed cases in
days and months by service group is listed below (Table 27). The enhanced services
cases were typically open for 6 months. Service activity ranged between 21 days to
almost 25 months. The Traditional Wrap around Services were only open long enough
to determine the service needs and verify financial information for service eligibility.
These cases typically remained open for more than 30 days, when the caregiver did not
supply all of the required financial information in a timely fashion.
Table 27. Length of services for closed cases.

Enhanced Services (N=210)
Traditional Wrap Around Services (N=227)

Median Days
of Service
189.0
37.9

Median Months
of Service
6.2
1.2

e. Mode of Contact with Caregiver – Table 28 presents information about where the
Ombudsperson carried out his or her work. More than 60 percent of the time, the
workers carried out their job responsibilities from the office and/or on the telephone. Inperson contacts at the family’s home occurred 27 percent of the time.
Table 28. Location of activity by Ombudsperson for each service activity

Office/Telephone
Family's Home
Other Agency
In the Car
Total

Frequency
3,436
1,538
566
157
5,697

Percent
60.3
27.0
9.9
2.8
100.0

f. Group Work – Support and Education groups began after enhanced services caseloads
were built up. Staff held their first group in March 2010. Through March 2012, there
have been 119 group meetings; 61 of the group sessions were held for Mercer County
participants and 58 sessions were run in Ocean County. Each session was planned and
facilitated by a pair of Ombudsmen. The project staff recorded a total of 646 hours (an
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average of 1.6 hours per log entry) preparing for group sessions and another 1,265 hours
in actual group work. The average support or education group session lasted more than
2.6 hours. This includes picnics, BBQs and other group events such as attending movies
and apple picking.
iv.

Document other key process results
a. Family Needs Scale – The Kinship Cares project used an adapted version of the Family
Needs Scale, to help identify the expressed needs of the family – particularly the needs
scored “Often” or “Almost Always.” The results aided the Ombudsperson and the
caregiver in developing the Family Service Plan. The following table lists the mean
responses of caregivers during the intake and assessment process (Time 1). A second
measure was taken at the time of case closure (Time 2). Table 29 orders the mean
scores of the expressed needs from highest priority for help to lowest priority.
Caregivers can score each item in terms of the need for help or assistance from 1
“Almost Never” to 5 “Almost Always” or select “Not Applicable.” The higher the score
for an item, the higher the priority and need for help. The top ten needs are highlighted
below. These include the need for financial help, information about resources, help with
educational choices for both the caregiver and kin child, mentoring and counseling for
the child. The strongest felt needs appear to be for various types of tangible or concrete
help, information and meeting the needs of the kin children.

Table 29. Family Needs Scale results – Time 1
Need for Help or Assistance
(N=434)
Having money to buy necessities and pay bills
Paying for the special needs of my child
Information about where to get help
Getting furniture, clothing, toys
Exploring future educational options for my child
Expanding my education, skills and interests
Getting a mentor (big brother/sister) for my child
Traveling/vacationing with my child
Getting a job
Getting counseling for my child
Participation in parent groups or clubs
Completing chores, repairs, home improvements
Taking care of my own medical or dental needs
Dealing with the parents of my child
Getting help with the behavior of my child
Having medical and dental insurance for family members
Getting a place to live
Adapting my house to meet my child’s needs
Doing fun things with my family
The Children’s Home Society of New Jersey

Control
3.6
3.0
2.6
2.8
2.8
2.6
2.6
2.3
2.5
2.3
2.4
2.3
2.3
2.2
2.2
2.2
2.2
2.1
2.1

Enhanced
3.4
2.9
3.0
2.8
2.8
2.7
2.7
3.0
2.5
2.6
2.6
2.6
2.6
2.6
2.6
2.6
2.3
2.4
2.3

Total
3.5
3.0
2.8
2.8
2.8
2.7
2.6
2.6
2.5
2.5
2.5
2.5
2.4
2.4
2.4
2.3
2.3
2.2
2.2
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Need for Help or Assistance
(N=434)
Getting equipment or therapy for my child
Finding care for my child in the future
Doing fun things with my family
Help budgeting money
Finding the right school placement for my child
Getting places I need to go myself
Having emergency child care
Caring for my child during work hours
Getting help from the school system
Getting respite care for my child
Finding special dental and medical care for my child
Applying for Food Stamps
Transporting my child to appointments
Finding someone to talk to about my child
Having working plumbing, lighting, heat
Having special travel equipment for my child (care seats, etc.)
Applying for Welfare for my child
Getting in touch with people I need to talk to
Having others to talk to about raising my child
Having emergency health care
Getting help to prevent drug problems with my child
Having time to take my child to appointments
Managing the daily needs of my child at home
Having food for at least two meals for my family
Having time to cook healthy meals for my family

Control
2.2
1.9
2.1
2.0
2.1
2.0
2.1
2.2
2.1
2.0
1.8
1.8
1.8
1.7
1.8
1.8
1.7
1.7
1.7
1.6
1.7
1.6
1.5
1.6
1.5

Enhanced
2.1
2.4
2.3
2.2
2.3
2.2
2.1
2.1
2.1
2.0
2.2
2.2
2.2
2.1
2.0
2.0
2.2
2.0
2.1
2.0
1.6
1.8
1.8
1.7
1.7

Total
2.1
2.1
2.2
2.1
2.2
2.1
2.1
2.1
2.1
2.0
2.0
1.9
2.0
1.9
1.9
1.9
1.9
1.8
1.9
1.7
1.7
1.7
1.6
1.6
1.6

b. Social Support – To measure changes in perceived social support, a multi-dimensional
social support survey developed for the Rand Corporation Medical Outcomes Study was
employed, pre- and post-intervention. The survey measures the availability of four types
of functional social support, i.e., interpersonal relationships that serve particular
functions. The four dimensions are:
1.
2.
3.
4.

Emotional/informational support;
Tangible (concrete) support;
Positive social interaction; and
Affectionate support.

The items that constitute this measure of social support can be rated from 1 (“None of
the Time”) to 5 (“All of the Time”) with 5 being the highest or most positive score.
Table 30 displays the 19 items rated by participants on this scale. The items are ranked
from lowest to highest in the table. The lower the score, the less likely the caregiver
perceives the availability of that type of support.
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The social support items with the lowest scores, i.e., where the kinship caregivers
reported the least likelihood of finding support at Time 1 were:
•
•
•
•

Someone to help with daily chores if you were unable to do it yourself
Someone whose advice you really want
Someone to give you information to help you understand a situation
Someone to share your most private worries and fears with
Three of the lowest scored items were related to Emotional/informational support. The
fourth was an aspect of Tangible support. The scale items can be reduced into four
summary indices representing the four types of functional social support, identified
above, along with an overall support index. (See table 31 below) The scales are sorted
from low to high. The highest deficit (lowest mean scores) was for emotional and
informational support followed by tangible (concrete) support.

Table 30. Measure of social support
How often are the following types of social support available to you if you
need it? (N=429)
12. Someone to help with daily chores if you were unable to do it yourself
5. Someone whose advice you really want
2.Someone to give you information to help you understand a situation
6.Someone to share your most private worries and fears with
11. Someone to prepare your meals if you were unable to do it yourself
17. Someone to get together with for relaxation
3.Someone to give you good advice about a crisis
7.Someone to turn to for suggestions about how to deal with a personal
problem
8.Someone who understands your problems
9.Someone to help you if you were confined to bed
19. Someone to do things with to help you get your mind off things
10. Someone to take you to the doctor if you needed it
4.Someone to confide in or talk to about yourself or your problems
1.Someone you can count on to listen to you when you need to talk
18. Someone to do something enjoyable with
16. Someone to have a good time with
13. Someone who shows you love and affection
14. Someone to love and make you feel wanted
15. Someone who hugs you
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Control Enhanced
3.9
3.6
3.8
3.7
4.0
3.6
3.9
3.8
4.0
3.7
3.9
3.9
4.0
3.8

Total
3.8
3.8
3.8
3.8
3.9
3.9
3.9

3.9

3.8

3.9

4.0
4.0
4.0
4.1
4.1
4.3
4.1
4.3
4.5
4.5
4.5

3.8
3.8
3.9
3.9
4.0
4.0
4.1
4.3
4.5
4.5
4.6

3.9
3.9
4.0
4.0
4.0
4.2
4.1
4.3
4.5
4.5
4.6
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Table 31. Social support summary measures
Summary Index of Support
Emotional and Informational Support
Tangible Support
Positive Social Interaction
Affectionate Support
Overall Support Index

Control
4.0
4.0
4.1
4.5
4.1

Enhanced
3.8
3.8
4.1
4.5
4.0

Total
3.9
3.9
4.1
4.5
4.0

c. Caregiver Health Survey – A measure of general physical and emotional health was
administered during intake (Time 1) and at case closing. The Time 1 findings are
presented below.
Overall, general health was “Very Good” or “Excellent” for 33 percent of the caregivers.
Conversely, close to 28 percent of the caregivers rated their health as “Fair” or “Poor”.
See Table 29 below. There was no difference between the two service groups.
Table 32. Rating of General Health by the caregivers
N=432
Poor
Fair
Good
Very Good
Excellent
Total

Percent
Control Enhanced
2.2
4.3
24.2
24.4
37.2
41.1
22.9
19.1
13.5
11.0
100.0
100.0

Total
3.2
24.3
39.1
21.1
12.3
100.0

To gain additional perspective of how physical or mental health issues affect the
caregiver’s ability to function in daily life, Table 33 displays the percentage responses to
the other questions on the health survey. As can be seen, physical health issues do
create limitations for a number of these caregivers. The ability to climb stairs is a
significant problem for 17 percent of the caregivers. In addition, pain is a problem for
almost 34 percent of the caregivers. Emotional Health issues (depression) were present
(“All” or “Most of the Time”) for 6 percent of the caregivers. When asked about feeling
calm and peaceful, 14 percent reported feeling calm “A Little of the Time” or “None of
the Time.”
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Table 33. Caregiver health survey questions (N=432).
1. The following questions are about activities you might do during a
typical day. Does your health now limit you in these activities? If
so, how much?

No,
Yes,
Yes,
Not
Limited Limited
Limited
a Lot
a Little
at all

a. Moderate activities, such as moving a table, pushing a vacuum
cleaner, bowling, or playing golf
b. Climbing several flights of stairs
2. During the past 4 weeks, how much of the time have
you had any of the following problems with your work
or other regular daily activities as a result of your
physical health?
a. Accomplished less than you would like

4. During the past 4 weeks, how
much did pain interfere with
your normal work (including
both work outside the home and
housework?)

43.2
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62.0

16.9

24.5

58.6

A
little
of the
time

None
of the
time

10.6

21.7

14.3

49.2

5.6

9.3

22.2

11.1

51.9

All of
the
time

Most
of the
time

Some
of the
time

A
little
of the
time

None
of the
time

3.2

4.6

17.6

16.4

58.2

2.1

5.3

15.0

13.2

64.4

Most
of the
time

4.2

b. Were limited in the kind of work or other activities

Not at all

25.0

Some
of the
time

All of
the
time

b. Were limited in the kind of work or other activities
3. During the past 4 weeks, how much of the time have
you had any of the following problems with your work
or other regular daily activities as a result of any
emotional problems (such as feeling depressed or
anxious?
a. Accomplished less than you would like

13.0

A little bit Moderately

22.4

14.8

Quite a
bit

Extremely

13.4

6.2
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5. These questions are about how you feel
and how things have been with you during
the past 4 weeks. For each question,
please give the one answer that comes
closest to the way you have been feeling.
How much of the time during the past four
weeks…
a. Have you felt calm and peaceful?

b. Did you have a lot of energy?
c. Have you felt downhearted and
depressed?

All of the
Time

Some of
the time

A Little of
the time

None of
the time

16.2

39.4

30.1

10.6

3.7

16.9

32.9

33.3

11.3

5.6

3.2

2.8

21.6

24.4

48.0

Some of
the time

A little of
the time

All of
the time
6. During the past 4 weeks, how much of the
time has your physical health or emotional
problems interfered with you normal
social activities with family, friends,
neighbors, or groups?

Most of
the Time

Most of
the time

2.5

5.3

16.9

20.4

None of
the time

54.9

d. Child Health Questionnaire
The caregiver was asked to complete a child health questionnaire for each kin child
residing in the house. The general physical health for 72 percent of the children was
“Excellent” or “Very Good.” Conversely, Six percent of the children were deemed in
“Fair” or “Poor” health. Table 34 displays these data by service group.
Table 34. General health of kin children
N=600
Poor
Fair
Good
Very Good
Excellent
Total

Percent
Control Enhanced
1.0
0.7
5.9
5.1
22.1
21.2
33.6
35.5
37.5
37.5
100.0
100.0

Total
0.8
5.5
21.7
34.5
37.5
100.0

Selected questions from the Child Health Questionnaire are presented in Table 35 and
provide insight into whether child physical or behavioral health issues affect the kinship
family.
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Table 35. Items from the Child Health Questionnaire (N=600).
During the past month, how often has your child’s health:
a. Limited the types of activities you could do as a family?

2.2

Somewhat
4.8

b. Caused tension or conflict in your home?

2.0

4.0

10.5

83.5

c. Been a source of disagreements or arguments in your family?
d. Caused you to cancel or change plans (personal or work) at
the last minute?

2.8

4.2

8.8

84.2

2.3

5.0

10.3

84.2

A Lot

Strongly
Agree
My child seems to be less healthy than other children I
know

Disagree

Strongly
Disagree

39.6

52.3

28.1

35.3

26.0

10.6

9.3

26.8

34.5

29.3

A Lot

Somewhat

Very
Little

Never

6.5

11.8

17.8

63.8

7.7

16.6

17.9

57.9

7.2

13.5

20.7

58.7

4.5

7.7

11.4

76.5

b. Caused tension or conflict in your home?
c. Been a source of disagreements or arguments in your
family?
d. Caused you to cancel or change plans (personal or
work) at the last minute?

Strongly
Agree

During the past month, were you limited in the
amount of time you had for your own needs because
of your child’s

80.0

6.3

I worry about my child’s health

My child seems to have more behavior or emotional
problems than other children I know
I worry about my child’s behavior or emotional state

Never

1.8

My child has never been seriously ill

During the past month, how often has your child’s
behavior:
a. Limited the types of activities you could do as a
family?

Agree

Very
Little
13.0

Agree

Disagree

Strongly
Disagree

5.7

17.4

41.7

35.2

12.6

33.2

32.2

22.1

Limited a
Lot

Limited
Somewhat

Limited
Very Little

Not
Limited

a. Physical health?

2.5

5.9

11.4

80.2

b. Emotional well-being or behaviors?

5.5

9.5

14.0

70.9
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There appears to be a group of kin families where child behavioral issues have an impact
on the functioning of the family. Caregivers characterized about 23 percent of their kin
children as having more behavior or emotional problems than other children they knew.
Forty-six percent of caregivers reported that they worry about their kin child’s behavior
or emotional state. The caregivers also stated that about 15 percent of their children
limited the amount of time available for their own needs due to the child’s emotional or
behavioral issues.
e. Parenting Stress Index (PSI) – The PSI assesses the level of stress in parent-child
systems. It was used in this study for children up to 12 years of age. If there was more
than one child in the family, the caregiver was instructed to select the child who she or
he felt was most in need of services. If the caregiver could not decide, than the oldest
child was chosen. The instrument’s Total Stress score gives an indication of the stress
affecting a caregiver in his or her role as a parent. It reflects, “the stresses reported in
the areas of personal parental distress, stresses derived from the parent’s interaction with
the child, and stresses that result from the child’s behavioral characteristics.12”
The Parental Distress subscale factors in parenting competence, restrictions placed on
other life roles, conflict with the child’s other parent, lack of social support and the
presence of depression.
More than 20 percent of the caregivers selected “Strongly Agree” or “Agree for a
number of items in this subscale:
•
•
•
•
•

Since having a child, I feel that I am almost never able to do things that I like to do
(22%).
I find myself giving up more of my life to meet my children’s needs than I expected
(57%).
Since having a child, I feel that I am almost never able to do new and different things
(29%).
I am unhappy with the last purchase of clothing I made for myself (22%).
There are quite a few things that bother me about my life (30%).
The Parent-Child Dysfunctional Interaction subscale reflects the parent’s perception that
the child does not meet the parent’s expectations and the interactions with the child are
not reinforcing in a positive way.
More than 20 percent of the caregivers selected “Strongly Agree” or “Agree for one item
in this subscale:

•
•

12

Sometimes my child does things that bother me just to be mean (26%).
My child doesn’t learn as quickly as others (21%).

Abidin, R. (1995). Parenting Stress Index – Third Edition. Psychological Assessment Resources, Inc. Lutz, Florida. P. 55.
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The Difficult Child subscale is a measure of the parent’s perception of how easy or
difficult it is to manage the child.
More than 20 percent of the caregivers selected “Strongly Agree” or “Agree for a
number of items in this subscale:
•
•
•
•
•
•

I feel that my child is very moody and easily upset (24%).
My child does a few things which bother me a great deal (30%).
My child reacts very strongly when something happens that my child doesn’t like (55%).
My child gets upset easily over the smallest thing (36%).
There are some things my child does that really bother me a lot (32%).
My child’s sleeping or eating schedule was much harder to establish than I expected
(20%).
Twenty-nine percent of caregivers also found it “Much harder than I expected” or
“Somewhat harder than I expected “to get my child to do something or stop doing
something.
The mean Time 1 subscale and Total Stress score are displayed in Table 36. The table
also lists the percentage of families for whom the scores are above the 90th percentile
norms, the recommended cutoff for clinical intervention. In more than 21 percent of the
families, the caregiver is experiencing stress at clinically relevant levels due to child
rearing responsibilities. The subscale and total scores between groups were not
statistically significant.

Table 36. PSI subscale and total stress scores with percent of cases above the 90th percentile.
N=273

Mean Scores
90th
Percentile
Scores

Parental Distress
Parent-Child Dysfunctional
Interaction
Difficult Child
Total Stress

Control
26.6

Enhanced
26.0

Total
26.3

36

Percent
of Cases
Above
90th
Percentile
13.6

22.4

22.2

22.3

27

27.4

26.9
75.8

27.9
76.1

27.4
76.0

36
91

19.4
21.6

f. Stress Index for Parents of Adolescents (SIPA) – The SIPA identifies stressful areas in
parent-adolescent interactions. It is an extension of the PSI. It examines the relationship
between stress and adolescent and parent characteristics along with the quality of
adolescent-parenting interactions. It was used in this study for children over 12 years of
age. If there was more than one child in the family, the caregiver was instructed to
select the child who she or he felt was most in need of services. If the caregiver could
not decide, than the oldest child was chosen.
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The Index of Total Parenting Stress is a composite of the following domains:
The Adolescent Domain contributes to the level of stress experienced by a parent as a
function of the characteristics of his or her adolescent.

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

More than 20 percent of the caregivers selected “Strongly Agree” or “Agree for one or
more items in this subscale:
My child has sudden changes of feelings or moods (61%).
My child has many friends (22%).
My child has never been in trouble with the police (26%).
My child does his or her best in school (28%).
My child becomes very upset or angry when he or she does not get his or her own
way (54%).
My child has little or no energy (20%).
My child seems motivated to work hard (26%).
My child has a negative attitude (32%).
My child is grouchy and irritable (34%).
My child is always telling lies (25%).
My child must get a great deal of attention in order to work well (31%).
My child has a bad temper (27%).
My child gives up easily (28%).
My child seems very moody (42%).
My child could do better in school by trying harder (77%).
My child gets upset over little things (46%).
My child completes the tasks he or she starts (37%).
My child talks to me about problems (21%).
My child is quiet (30%).
My child completes the tasks they start (37%).
My child yells at me (27%).
My child has a short attention span (49%).
My child thinks I am unfair (48%).
My child is disobedient at school (24%).
I worry that my child does not do his or her school work (37%).
My child argues too much (34%).
I often wonder if my child is lonely (41%).
My child often gets in trouble when he or she is with his or her friends (21%).
My child puts forth a lot of effort to reach his or her goals (26%).

The Parent Domain contributes to the level of stress experienced by a parent as a
function of the impact of parenting on other life roles such as relationships, social
isolation and parenting competence. Due to the small number of families with a second
caregiver in the home and few responses on the Relationship with Spouse/Partner
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component of this subscale, the normative value from the general population for that
component was substituted13.
More than 20 percent of the caregivers selected “Strongly Agree” or “Agree for one item
in this subscale:
• Since having a teenager, I have a lot fewer chances to see my friends and to make new
friends (26%).
• Since my child became a teenager, my spouse/partner and I don’t spend as much time
together as a couple as I had expected (26%).
• I find myself giving up more of my life to meet my child’s needs than I ever expected
(50%).
• I often feel guilty after I get angry at my child (51%).
• Since my child became a teenager, I feel that I am almost never able to do things that I
like to do (21%).
• Since my child became a teenager, my spouse/partner and I don’t do as many things
together (24%).
• I frequently argue with my spouse/partner about how to raise my child (20%).
• My spouse/partner and I disagree on the best way to discipline my child (28%).
The Adolescent-Parent Relationship Domain measures the perceived quality of the
relationship between parent and adolescent.
• My child talks to me about problems (21%).
• I expected to have closer and warmer feelings for my child at this age than I do (26%).
The mean Time 1 subscale and Total Parenting Stress score are displayed in Table 37.
The table also lists the percentage of families in which the scores are above the 90 th
percentile norms, the cutoff for clinical intervention. Fewer than six percent of the
caregivers have clinical levels of parenting stress due to rearing their adolescent
child(ren). However, caregivers view 16 percent of their adolescent children as a major
stressor due to the adolescent’s characteristics and/or behavior. Differences between the
two service groups are not statistically significant.

Sheras, P., Abidin, R. and Konold, T. (1998). SIPA Stress Index for Parents of Adolescents – Professional Manual.
Psychological Assessment Resources, Inc. Lutz, Florida.
13
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Table 37. SIPA subscale and total parenting stress score
N=156

Mean Scores
90th
Percentile
Scores

Parent Domain
Adolescent Parent Relationship
Domain
Adolescent Domain
Total Parenting Stress

Control
56.7

Enhanced
58.3

Total
57.5

101

Percent
of Cases
Above
90th
Percentile
0.0

32.6

33.5

33.1

47

8.9

94.1
184.6

99.2
191.0

96.7
187.8

121
259

15.9
5.8

g. Family Service Plan – Based on discussions with the caregiver along with a review of
the tools delineated above, the Ombudsperson and the enhanced services caregivers
developed a Family Service Plan. The plan lists the mutually agreed on goals that the
Ombudsman would help the family achieve during the course of the intervention.
Families averaged three goals at a time with a range between one and 10 goals (see
Table 1).
h. Booster Shots – Enhanced services caregivers were able to request additional help after
their Kinship Cares case was closed. A brief service or “Booster Shot” by their worker
could be provided to address a pressing issue. This service was discontinued on January
31 after the physical relocation of the program with the CHS of NJ Grand Family
Center. All caregiver that formally received enhanced service, requesting additional
help, were referred to the Grand Family Center for assistance to allow for longer-term
service continuity.
A total of 24 unduplicated caregivers requested additional help. Most caregivers only
requested help one time (17 of 24). Several caregivers asked for help on multiple
occasions when complex financial needs or custody issues developed. One caregiver
received eight booster shots. The mean time from case closing to the request for the
booster shot was 28 weeks. This ranged between 0 and 86 weeks. Caregivers (12)
generally had one issue for which they were requesting help. Seven individuals had two
issues and five caregivers had three or more issues to address. The type of aid requested
is listed in Table 38. Help with finding affordable housing, responding to evictions or
utility shut-offs, or helping the family receive financial assistance and transportation
were the most frequent requests. According to the Ombudsmen, 89 percent of these
requests for help were resolved to the satisfaction of the family. Another 6 percent were
resolved but not totally to the satisfaction of the family. Four percent of requests were
partially resolved with the caregiver still needing more help and two percent of the
requests were unresolved.
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Table 38. Booster shot issues

Housing Issues
Utility Advocacy
Financial Assistance/Food Stamps
Transportation
Custody Assistance
Educational Advocacy
Employment Advocacy
KLG
Child Care/After school/ Summer camp
Computer Assistance
Counseling
Budgeting
Furniture
Help with Receipts
Total

Frequency Percent
12
22.6
7
13.2
6
11.3
6
11.3
4
7.5
3
5.7
3
5.7
3
5.7
2
3.8
2
3.8
2
3.8
1
1.9
1
1.9
1
1.9
53
100.0

i. Ombudsperson feedback – individual interviews were held with five of the
ombudspersons to gain their perspective on this initiative. The ombudspersons were
consistent in their responses about why they chose their job. Essentially, they were
interested in doing fieldwork with families and children. One of the staff had worked
part-time in kinship services and was moved by the amount of need that caregiver’s had.
A great grandmother raised another worker. The workers’ expectations about the job
were realistic. They envisioned conducting home visits while providing case
management and supportive services to families. Some of the staff was surprised by the
extent of need and the frequent emergencies that cropped up. They expressed some
dissatisfaction with the early phases of the project. It was felt that the quality of the
supervision needed improvement and the structure of the program needed to be tighter.
According to these workers, these issues were somewhat remedied over time.
They uniformly felt that the best feature of the job was the human connection – meeting
with the caregivers and learning their stories. Other positive features included
facilitating support groups and thinking outside the box to come up with novel solutions
to presenting problems. When asked what they would change about the job, most felt
they needed closer supervision, more structure in carrying out their assignments,
training on group process, additional training on using the survey instruments, and
closer contact with other CHS of NJ programs.
The Ombudspersons were asked about the effectiveness of the model employed by the
project. All thought the approach was very helpful and supportive of kinship
caregivers. The caregivers were described as often isolated and in need of advocacy to
access needed services. The support groups were felt by the workers to be an essential
part of the program.
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When asked about their proudest accomplishments, staff mentioned relocating a family
after a fire to keep the family unit intact, experiencing a caregiver’s metamorphous
from passivity to advocating for herself, and winning over the trust of a “difficult”
caregiver. The highest priority caregiver needs included:
•
•
•
•
•
•
•
•

Financial help;
Basic, concrete needs such as adequate food, clothing and furniture;
Help with utility shut offs;
Dealing with biological parents;
Securing counseling and mentoring for their kin;
Safe housing;
Educational advocacy and tutoring; and
Health insurance.
When asked about the paperwork and surveys that they completed, the Ombudspersons
found the most value in the Family Needs Scale, which allowed an itemization and
discussion about the caregiver’s needs. The Family Service Plan was also felt to have
practical value for organizing needs and services. Other forms mentioned positively
were the behavioral part of the child health survey, the social support inventory and the
client profile.
Finally, when asked about what additional information, skills or tools that would have
helped the Ombudspersons to be more effective, they mentioned the following:

•
•
•
•
•
•
•
•
•

Information about identifying child trauma;
Drug and alcohol awareness and treatment programs;
Awareness about mental health screening;
Separation and Loss Counseling;
Training in strategies for working with the biological parents;
Cultural awareness issues;
More case conferences;
Group facilitation skills; and
Techniques for working with siblings of the caregiver’s kin.

C. Outcome Evaluation Results
i.

Outcome findings related to well-being, permanency, and safety.
a. Well-being
1) Connection to more services and supports – This was a key goal of the project and
an important contributor to well-being of the family. Most enhanced services
caregivers were successfully connected to more services and supports as
documented in the Family Service Plan. In Table 39 below, the percent of goals

The Children’s Home Society of New Jersey

Page 50

where the service need was partially or fully resolved was 83 percent. In another 5
percent of the goals, work was stopped, as the need was no longer evident or
resolved itself. About 2 percent of goals were still deemed unresolved. No status
was reported for 55 goals.
Table 39. Goal Achievement for Closed Enhanced Services Cases
Goal Status
No Status Reported
No longer a need – Dropped as a Goal
Unresolved/Unattainable
Unchanged/Still a need
Partially Resolved Still a need
Resolved not to family’s complete satisfaction
Resolved to family’s satisfaction
Total

Frequency Percent
55
7.9
36
5.2
15
2.1
12
1.7
36
5.2
16
2.3
529
75.7
699
100.0

2) Increased financial resources – Uncertain or limited resources were a constant threat
to the well being of the caregiver and kin child. Caregivers who reported increased
income or additional financial resources – Of 60 caregivers who identified the need
for some type of Financial Assistance (e.g., Child Only Grants)/Food Stamps, etc.,
as a goal, 40 (67 percent) reported that this need was resolved or partially resolved.
The need was fully resolved to the family’s satisfaction for 55 percent of these
cases.
3) Decreased service needs measured on the Family Needs Scale – The Family Needs
Scale can provide one measure of the change in the intensity or priority of needs by
comparing the change in the number of items scored as needing help “Often” or
“Almost Always” between Time 1 and Time 2. For the control group, 54 percent of
the caregivers had fewer items scored as “Often” or “Almost Always” at Time 2.
By comparison, 67 percent of the enhanced services caregivers reported fewer
needs scored as needing help “Often” or “Almost Always” at Time 2. The
difference was statistically significant ( 2 (2, N = 434) =15.9, p<.01) (see Table
40).
Another way to view this positive change is by calculating the mean number of
needs for which the caregiver felt she or he needed help or assistance “Often” or
“Almost Always.” At Time 2, this intensity of need was chosen, on average, far
fewer times for the enhanced services group (2.4 needs) than for the Control group
(3.9 needs). This finding is indicative of a reduced intensity of need for services at
Time 2. The findings were statistically significant (F (1, 418) = 24.28, p < .01).
Note that at Time 1, there was no difference between the two groups; the enhanced
group average six high priority needs and the control group 5.6 needs.
Eight of the ten original highest scoring needs were still among the highest scoring
needs at Time 2. Two needs – getting a mentor and participating in parenting
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groups had lower mean scores at Time 2 and were no longer among the ten highest
scoring needs, perhaps signifying satisfactory fulfillment of these needs for some of
the participating families. At time 2, taking care of my own medical needs and
completing chores, repairs and home improvements became higher priorities, which
could be seen as a positive development.
Table 40. Family Needs Scores at Time 1 and Time 2
N=434
Need for Help or Assistance
Having Money to buy necessities
and pay bills
Getting furniture, clothing, toys
Exploring future educational
options for my child
Getting a job
Paying for the special needs of
my child
Taking care of my own medical
and dental needs
Traveling/vacationing with my
child
Completing chores, repairs, home
improvement
Expanding education, skills and
interests
Information about where to get
help
Dealing with the parents of child
Doing things I enjoy
Getting counseling for my child
Having medical and dental
insurance for family members
Doing fun things with family
Getting a mentor for my child
Getting a place to live
Getting help with the behavior of
my child
Participation in parent groups or
clubs
Caring for my child during work
hours
Finding care for my child in the
future
Finding the right school

Control

Time 1
Enhanced

Total

Control

Time 2
Enhanced

Total

3.6

3.4

3.5

3.5

3.2

3.4

2.8

2.9

2.8

3.0

2.6

2.8

2.8

2.8

2.8

2.7

2.4

2.6

2.5

2.5

2.5

2.6

2.4

2.5

3.0

2.9

3.0

2.8

2.1

2.5

2.3

2.6

2.4

2.7

2.3

2.5

2.3

3.0

2.6

2.6

2.4

2.5

2.3

2.6

2.5

2.5

2.4

2.4

2.6

2.7

2.7

2.7

2.2

2.4

2.6

3.0

2.8

2.6

2.3

2.4

2.2
2.2
2.3

2.6
2.4
2.6

2.4
2.3
2.5

2.2
2.3
2.2

2.3
2.1
2.1

2.2
2.2
2.2

2.2

2.6

2.3

2.2

2.2

2.2

2.1
2.6
2.2

2.3
2.7
2.3

2.2
2.6
2.3

2.1
2.3
2.2

2.0
1.9
1.9

2.1
2.1
2.1

2.2

2.6

2.4

2.2

2.0

2.1

2.4

2.6

2.5

2.2

2.0

2.1

2.2

2.1

2.1

2.1

1.8

2.0

1.9

2.4

2.1

2.1

1.8

2.0

2.1

2.3

2.2

2.2

1.9

2.0
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N=434
Need for Help or Assistance
placement for my child
Getting help from the school
system
Getting places I need to go
myself
Getting respite care for my child
Having emergency child care
Help budgeting money
Having working plumbing,
lighting and heat
Applying for welfare for my child
Finding someone to talk to about
my child
Finding special dental and
medical care for my child
Getting in touch with people I
need to talk to
Having emergency health care
Transporting my child to
appointments
Adapting my house to meet my
child’s needs
Applying for Food Stamps
Getting equipment or therapy for
child
Having others to talk to about
raising my child
Having time to cook healthy
meals for my family
Getting help to prevent drug
problems with my child
Having food for at least two
meals for my family
Having special travel equipment
for my child (car seats, etc.)
Managing the daily needs of my
child at home
Having time to take my child to
appointments

Control

Time 1
Enhanced

Total

Control

Time 2
Enhanced

Total

2.1

2.1

2.1

2.1

1.8

2.0

2.0

2.2

2.1

2.1

1.9

2.0

2.0
2.1
2.0

2.0
2.1
2.2

2.0
2.1
2.1

2.2
2.2
2.2

1.7
1.8
1.9

2.0
2.0
2.0

1.8

2.0

1.9

2.1

1.6

1.9

1.7

2.2

1.9

1.9

1.6

1.8

1.7

2.1

1.9

1.8

1.9

1.8

1.8

2.2

2.0

1.6

1.9

1.8

1.7

2.0

1.8

1.7

1.8

1.8

1.6

2.0

1.7

1.9

1.6

1.8

1.8

2.2

2.0

1.9

1.8

1.8

2.1

2.4

2.2

1.8

1.5

1.7

1.8

2.2

1.9

1.8

1.5

1.7

2.2

2.1

2.1

1.7

1.6

1.7

1.7

2.1

1.9

1.6

1.8

1.7

1.5

1.7

1.6

1.8

1.3

1.6

1.7

1.6

1.7

1.5

1.4

1.5

1.6

1.7

1.6

1.7

1.4

1.5

1.8

2.0

1.9

1.5

1.6

1.5

1.5

1.8

1.6

1.4

1.5

1.5

1.6

1.8

1.7

1.6

1.3

1.4

4) Social Support – Changes in the levels of perceived Social Support – Changes in
social support are measured by the pre- and post application of the Rand
Corporation Medical Outcomes Study instrument. The questionnaire measures the
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availability of four types of functional social support, i.e., interpersonal
relationships that serve particular functions. The four dimensions are listed in Table
42 with the mean scores for Time 2: There were no statistically significant
differences in the means of the four subscales or the overall score at Time 2
between the control and enhanced services cases. Support group attendance did not
change the level of perceived social support. However, there was statistically
significant improvement in the scores between Time 1 and Time 2 for the enhanced
services clients on the Emotional/Informational, Tangible Support, Positive Social
Interaction, and Overall Support subscales (see Table 42).
Table 41. Comparison of mean scores at Time 2 on the MOS measure of social support
MOS Social Support Scales
Emotional/informational support
Tangible (concrete) support
Positive social interaction
Affectionate support
Overall support

Control
N=176
4.0
3.9
4.2
4.6
4.1

Enhanced
N=137
4.0
3.9
4.2
4.6
4.1

Table 42. Comparison of mean scores for the enhanced services clients time 1 and 2.
MOS Social Support Scales
(N=174)
Emotional/informational support
Tangible (concrete) support
Positive social interaction
Affectionate support
Overall support

Time 1
3.8
3.8
4.1
4.5
4.0

Time 2
4.0
3.9
4.3
4.6
4.1

(t (173) = 3.02, p < .01)
(t (173) = 2.08, p < .05)
t (173) = 2.98, p < .01)
N.S.
t (173) = 3.59, p < .01)

5) Health Status – Programmatic impact on caregiver health is measured by examining
the scores on the Caregiver Health Survey at Time 2 for the control and enhanced
services group. Besides General Health, the Caregiver Health Survey items are
arrayed into seven dimensions as displayed in Table 43 below. The range for each
dimension is shown. The higher the score the more positive that health dimension.
The mean scores for the two groups are compared. There were no statistically
significant differences between the control and enhanced services group on any of
the dimensions. This result is not surprising given the difficulty of ameliorating
chronic conditions or debilitating medical conditions. Of the 12 caregivers rating
themselves in poor health at Time 1, only one-quarter rated themselves as in good
health at Time 2. Of those reporting fair health at Time 1, 37 percent reported that
their health improved by Time 2.
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Table 43. Caregiver health survey scores by group at Time 2

N=201

General Health
Physical Functioning
Role Limitations due to Physical Health
Role Limitations Due to Emotional Health
Pain Interfering with work
Mental Health Status
Vitality
Social Functioning impacted by physical or mental health

Score
Range
(1 to 5)
(1 to 3)
(1 to 5)
(1 to 5)
(1 to 5)
(1 to 5)
(1 to 5)
(1 to 5)

Control
3.1
2.4
3.9
4.3
3.8
3.7
3.3
4.1

Mean Scores
N=176 N=377
Enhanced
3.1
2.3
3.9
4.2
3.8
3.8
3.3
4.2

Total
3.1
2.4
3.9
4.2
3.8
3.8
3.3
4.1

6) Child Behavior – Score changes on the Difficult Child subscale (PSI) and the
Adolescent Domain (SIPA) provide insight into changes in the target kin child’s
behavior. There was no statistical difference between the means of the two groups
on either scale at Time 2. However, it is possible to see differences in the change
scores between Time 1 and Time 2 by counting the individual scores (on both
measures) that improved, remained the same or became worse (see table 44).
Table 44. Percent of children with changes in child behavior
Change
Score
(T1-T2)
Total
Stress
Worse
Same
Better
Total

PSI
Percent
Control
(N=127)
41.7
7.1
51.2
100.0

Percent
Enhanced
(N=108)
50.9
2.8
46.3
100.0

Change
Score
(T1-T2)
Total
Stress
Worse
Same
Better
Total

SIPA
Percent
Percent
Control
Enhanced
(N=67)
(N=67)
41.8
29.9
7.5
6.0
50.7
64.2
100.0
100.0

A higher percentage of the 12 and under children in the enhanced services group
reportedly exhibited worse behavior at Time 2 (PSI) that the control group children.
It is possible that the caregivers became more open about difficulties that they were
having with their kin children as they built up rapport with their Ombudsmen. On
the other hand, findings that are more positive were found for the adolescents in the
enhanced services group. The differences are not statistically significant.
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7) Child Health – the items on the Child Health Questionnaire are combined in a
manner similar to the Caregiver Health Survey to create five scales:
• General health;
• Family impacts due to the child’s physical health;
• Family impacts due to the child’s behavioral health;
• Mental health issues; and
• Limitations placed on the caregiver’s time to meet own needs due to the child’s
physical or behavioral health.
The mean scores for the control and enhanced services groups at Time 2 are
displayed in Table 45 below. Higher scores are more positive. All children in
each kin family are included. There are no statistically significant differences
detected at Time 2 between groups.
Table 45. Child health questionnaire summary
N=485
General health
Family impacts due to the child’s physical health
Family impacts due to the child’s behavioral health
Mental health issues
Limitations placed on the caregiver’s time to meet own needs due
to the child’s physical or behavioral health

Mean Scores
Control Enhanced
3.4
3.5
3.8
3.8
3.5
3.4
2.7
2.6
3.7

3.7

Total
3.4
3.8
3.4
2.6
3.7

Changes scores were calculated for the question of general health, i.e., is the child’s
health overall viewed as better, the same or worse. Table 46 lists health status by
group. As would be expected, more than half of the children had no change in their
general health. A slightly greater percentage of the children in the control group
were rated as having improved general health at time 2. The scores were not
statistically significant. Change scores were also calculated for the items related to
limitations placed on the caregiver’s time due to the child’s physical or emotional
health. The findings were skewed in a favorable direction, for the enhanced
services children when compared to the control group children (2 (2, N = 482) =
19.98, p <.01), (See Table 47).
Table 46. Comparison of general health between the two groups
Change Score
(T1-T2)
Better
Same
Worse
Total

Control
Enhanced
Frequency Percent Frequency Percent
64
24.4
53
24.1
138
52.7
129
55.1
60
22.9
41
20.8
262
100.0
223
100.0
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Table 47. Comparison of Limitations placed on the caregiver’s time due to child’s physical or emotional
health
Change Score
(T1-T2)
Better
Same
Worse
Total

Control
Enhanced
Frequency Percent Frequency Percent
33
12.6
64
20.1
185
70.9
130
65.4
43
16.5
27
14.5
261
100.0
221
100.0

b. Permanency and Continuity
1) Legal Guardianship (KLG) – Caregivers who obtain/take concrete steps to obtain
legal Guardianship for kinship – of the 45 caregivers who identified this as a goal
on the family service plan, 78 percent (35) were successful. Five caregivers (11
percent) have not made progress or have dropped this goal.
2) Parenting Stress – Parenting stress overload can be the signal factor in a request for
out-of-home placement; particularly with older caregivers who have financial and
health issues. The PSI and SIPA were the tools used to assess changes in the
quality of family relationships, parenting attitudes and stress.
Tables 48 displays the mean scores on the PSI at Time 2. There are no statistically
significant differences between the control and enhanced services groups on any of
the dimensions for this instrument when all of the cases are assessed.
Table 48. PSI subscales and total stress scores at Time 2
Mean Scores
90th
Percentile
Scores
PSI Subscales
Parental Distress
Parent-Child Dysfunctional
Interaction
Difficult Child
Total Stress

Control
N=112
26.3

Enhanced
N=85
24.6

Total
N=197
25.6

36

Percent
of Cases
Above
90th
Percentile
10.2

21.5

21.9

21.7

27

16.2

27.4
76.2

28.1
75.9

27.7
76.1

36
91

17.8
19.3
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However, when only the cases with subscale and total scores above clinically
significant levels at Time 1 are considered, there is evidence of the positive impact
of the enhanced services program as well as some counter intuitive data. This
information is displayed in Table 49. When Parent-Child Dysfunctional Interaction
score is high at Time 1, the caregiver likely feels alienated from the child and there
may not be adequate parent-child bonding. This contributes to a higher Parental
Distress score. However, the Parental Distress score was lower at the Time 2 for
the families that received enhanced services as compared to the control group cases.
When the Difficult Child score was high at Time 1, the parents typically had
problems managing the child’s behavior. When these families received enhanced
services, the Total Stress score was lower at Time 2 than it was for the control
group families. Parental Distress relates to the caregiver’s sense of parenting
competence. Counter intuitively, when the Parental Distress score was high at
Time 1, the score measuring child behavior (Difficult Child subscale) was higher
for the enhanced services group at Time 2. It is possible that child behavior was not
any more problematic at Time 2. The caregivers may have been more comfortable
revealing the extent of problems they were having with their kin to the
ombudsperson after 4 to 6-months of a working relationship or they were more
willing to “blame” the child.
Table 49. Impact of enhanced services on PSI scores for cases with scores at clinical levels

High Time 1 Scores
(Clinically Significant)
Parent-Child Dysfunctional
Interaction
Difficult Child
Parental Distress

Scale Impacted at
Time 2

Time 2 Score
Control Enhanced

Parental Distress

35.0

27.6

F (1, 29) = 6.53, p < .05)

Total Stress Score
Difficult Child

109.2
41.2

100.6
50.0

F (1, 42) = 4.75, p < .05)
F (1, 9) = 5.52, p < .05)

Table 50 displays the SIPA subscales and the total stress score at Time 2. There are
no statistically significant differences between the control and enhanced services
groups on any of the dimensions for this instrument when all cases are considered.
To detect any improvement or changes in family relationships, parenting stress
levels or role satisfaction based on this measure; cases were selected for analysis
that had Time 1 scores high enough to be in the clinically significant range. When
the Adolescent Parent Relationship Domain was scored at or above the 90th
percentile, the Time 2 scores for the Adolescent Domain were significantly lower
for the enhanced services group when compared to the control group. In other
words, when the perceived quality of the relationship between the caregiver and the
adolescent was very strained at Time 1, the parent’s concerns about the adolescent’s
behavior were improved at Time 2 for the enhanced services group F (1, 12) = 6.87,
p < .05).
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Table 50. SIPA subscale and total stress scores at Time 2.
Mean Scores
90th
Percentile
Scores

Parent Domain
Adolescent Parent Relationship
Domain
Adolescent Domain
Total Parenting Stress

Percent
of Cases
Above
90th
Percentile
0.7

Control
N=67
61.6

Enhanced
N=67
60.3

Total
N=134
61.0

101

34.2

33.0

33.6

47

9.7

93.4
188.0

93.9
188.0

93.7
188.0

121
259

14.9
5.2

By examining the change scores, that is, what percentage from each group on the
PSI and the SIPA had a higher Total Stress score (worse), remained the same or had
a lower Total Stress Score (better), it is possible to see improvement in over half of
the caregivers in either group on the PSI. On the SIPA, there was a much better
outcome for the enhanced services group though the change was not statistically
significant. (See table 51).
Table 51. Change in total stress scores between Time 1 and Time 2 for PSI and SIPA
Change
Score
(T1-T2)
Total
Stress
Worse
Same
Better
Total

PSI
Percent
Control
(N=128)
40.6
3.1
56.3
100.0

Percent
Enhanced
(N=108)
40.7
2.8
56.4
100.0

Change
Score
(T1-T2)
Total
Stress
Worse
Same
Better
Total

SIPA
Percent
Percent
Control Enhanced
(N=66)
(N=67)
56.1
46.3
0.0
0.0
43.9
53.7
100.0
100.0

c. Safety/Permanency and Stability
1) Child Welfare System Involvement – a matching data file, stripped of identifying
case information after the match was provided by New Jersey’s child welfare
agency, the Division of Child Protection and Permanency (DCP&P), for 603
children that had been served by the Kinship Cares program and are now closed.
History with Child Welfare – Not surprisingly, 441 (73 percent) of these children
have had a DCP&P open case. Of those children having a case history, 51 percent
were control group cases and 49 percent were enhanced services cases. The
difference is not statistically significant. The kin children with a DCP&P history
The Children’s Home Society of New Jersey

Page 59

were more likely to reside in Mercer County than in Ocean County (60 vs. 40
percent). Although the difference was not statistically significant.
The majority of those identified as having a DCP&P open case (98 Percent) were
known to the child welfare agency prior to involvement with Kinship Cares (these
DCP&P cases were closed prior to Kinship program involvement). Fifteen children
had a DCP&P service opening after Kinship Cares services were completed. Nine
of those 15 were control group cases; six were enhanced services cases. The
DCP&P cases were opened in an average of 6 months after Kinship services
completion.
Referrals to Child Welfare – Two types of referrals can be made to DCP&P,
namely, child protective services (CPS) and child welfare services (CWS). CPS
involves a traditional child protective investigation and a determination of whether
reported maltreatment is substantiated or not. CWS is an alternative response to
lower-risk referrals and generally involves assessing the family's strengths and
needs and offering services to meet the family's needs as well as support positive
parenting.
While referrals and even multiple referrals may be indicative of family difficulties
or children at risk of harm, the referral itself may not necessarily lead to the opening
of a DCP&P case. For this group of children the mean number of referrals was 2.8.
The number of referrals ranged from one up to 22 in one case. DCP&P SACWIS
data reported that 107 CPS referrals (unduplicated by ID and date of report) were
made after the kinship case was closed. Of these, 48 percent were for enhanced
services cases and 52 percent were for the control group families. Six reports were
substantiated, five of these were enhanced services cases. Of 31 CWS referrals, 31
percent were for enhanced services.
Placements – Prior to kinship services, 125 of the 603 (21 percent) children
experienced out of home placement. Six children had a placement event at some
point after kinship services were completed. The average time until placement was
1.1 years. The quickest placement occurred 65 days after services ended. Five of
these placements were for control group cases and only one was an enhanced
services case. All of the control group placements were adolescents. The enhanced
services one case was of a child under eight years old who was cared for by an
elderly grandparent, approaching 80 years of age. Further study is needed to
determine, if in fact, enhanced services are keeping children from further referral
back to the state for placement.
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ii.

Other key outcome evaluation findings
a. Feedback from Enhanced Services Clients
Attempts were made to contact all Kinship clients within several months of service
termination. The call was used to elicit feedback about the caregiver’s experience with
their Ombudsperson and the relative success of the program in meeting their needs.
Staff was able to conduct 115 telephone interviews with enhanced services caregivers.
The caregivers all remembered working with their Ombudsperson and rated their
working relationship as excellent or good 86 and 13 percent respectively. In one case,
an advocate was rated as fair. Some quotes of how the workers have been
characterized:
•
•
•
•
•
•
•
•
•
•

“Alice has been my rock. I have been dealing with a lot and she is there for me through
every step of the way.”
“Alice is the sweetest, most caring person and she is always there for me when I call.
She tried her best to help me out in every kind of way.”
“Bob is a great guy. He is very thorough. He has an art of doing his job correctly. He is
timely and cooperative. If I was his boss, I would recognize him for doing an excellent
job.”
“Bob was patient with her and kept revisiting the goals that the family made for
themselves. He was empathetic, sympathetic, professional, and personable. It was clear
that he cared about her family.”
“Debbie was available to answer questions. If she did not know the answers, she would
take the time to find out the answers, and would relay the information quickly. She
helped as much as she could.”
“Debbie was very nice and I enjoyed her. She was down to earth and she is someone
great I can talk to. I understand her and she does not use big words. I can just relax
around her.”
“Gerri took the time to explain things, listen, and answered any questions.”
“Gerri was patient with the caregiver and went the extra mile to help the caregiver
understand the paper work.”
“Socorro is a good person. She is very thorough, and she helped me a lot.”
“She was very informative and patient with all of the questions I needed to ask. She
was sympathetic and friendly.”
Examples are given below of the caregivers’ response to being asked what the worker
did to help her or her family.

•
•

“Alice gave me phone numbers. Right now I am grieving the death of a family member
and she has been there as a support. I have to talk to the police about issues surrounding
my sister's death. I am worried about this but Alice said she would stick by me. “
“Bob helped to get the child into a higher functional setting at the high school. He
contacted ODD and ADHD organizations that would be able to assist with his learning
needs.”
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•
•
•
•
•

•
•
•
•
•
•
•

“Gerri came out when I needed her, took me to MCBOSS [welfare], and helped me to
get child support”
“She got Eric into counseling which was a good thing. Eventually the child was not
opening up so this was discontinued. However, the child does go to see the counselor
whenever he needs to talk”
“She told me about the TANF Child Only Grant and I would have never known about it
without Debbie's help. She also actually went down to Social Services with me which
was really helpful”
“Socorro listened and gave advice which helped. She called to see how things are going
when she did not have to”
“When she came over here, she let me vent and just listened to the things that I do not
let out to any other people. She will sit here as long as she has to and will just listen.”
The caregivers were asked to rate the status of 384 goals/problems that they had
identified with their Ombudsperson as part of their Family Service Plan. The most
frequently identified goals (61 percent of the total) for this group in descending order
included:
Referrals/Advice
Financial Assistance/Food Stamps;
Housing/Home Repairs;
Wraparound Assistance;
Support Groups;
Counseling for the Kin Child; and
Child care/Camp

Table 52 below displays the status of worker and caregiver developed goals from the
perspective of the caregiver. The caregivers reported that over 78 percent of their
goals/problems had been resolved or partially resolved. Five percent of the goals were
viewed as unresolved and unattainable.
Table 52. Caregiver perspective on goal status.
Goal Status
No longer Needed/Dropped
Unresolved/Unattainable
Unchanged
Partially Resolved, Still Working
Resolved But Not To Total Satisfaction
Resolved To Total Satisfaction
Total

Frequency
34
20
29
31
15
255
384

Percent
8.9
5.2
7.6
8.1
3.9
66.4
100.0

The 20 goals unresolved and seemingly unattainable were in the following categories
and are listed in descending order of frequency:
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•
•
•
•
•

Financial assistance;
Housing/housing repair;
Support groups;
Transportation; and
Educational advocacy;
Another 29 goals were rated as unchanged. Six of there were housing related problems.
Twenty-eight (29 percent) of these caregivers have attended support group activities.
Eighteen stated that they continue to go. The mean frequency of attendance was six
group sessions. The range is from one to 20 sessions. Reasons given by all
interviewees for not attending included the following multiple response reasons in
Table 53. Transportation (18 percent of the caregivers) and the time of the group
meetings (47 percent of the caregivers) were the most often cited reasons for not
attending. Other reasons given included being too busy, health issues of the caregiver
or partner, already attending other groups and scheduling conflicts.

Table 53. Reasons for not attending support groups

Reasons for Not Attending Group
Meeting Time Not Convenient
Other Reasons
Need Transportation to Group Location
No Interest In Attending
Need Child Care
Didn’t Know about the Meetings
Total

Percent
of
Responses Cases
35
47.3
25
33.8
13
17.6
5
6.8
4
5.4
3
4.1
85

Twenty-six caregivers (27 percent) reported that the status of their relationship with the
biological parents has changed since involvement with the program ended. Fifteen
reported the relationship was more negative. Changes included less or no visitation due
to deteriorating parental mental health or lack of attendance at a drug treatment
program, a parental death or a revocation of visitation. In 12 of the 26 families (almost
half), the relationship with the biological parents had improved leading to more
involvement of the parents with his or her children.
b. Other – Client Satisfaction Questionnaire CSQ-8
All kinship caregivers were asked to complete the Agency’s standard consumer
feedback form, the Client Satisfaction Questionnaire (CSQ-8)14. A total of 175 forms
were returned to the Kinship program. Overall, the feedback for both the enhanced and
control group participants was very positive. Table 54 compares the scores by group
14

Attkisson, C. (1990). http://www.csqscales.com/index.htm
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for each of the eight ratings. There was no statistically significant difference between
the two service groups on any of the individual client satisfaction measures. However,
a greater percentage of the Enhanced group rated the quality of the services received,
their overall satisfaction with those services, and the amount of help received as
“excellent,” “very satisfied,” and “very satisfied” respectively. All participants in both
groups would definitely or probably seek help from the program again.
Table 54. CSQ-8 Ratings
Client Satisfaction
How would you rate the quality of service you
received?
Did you get the kinds of service you wanted?

To what extent has our program met your needs
If a friend were in need of similar help, would
you recommend our program to him or her?
How satisfied are you with the amount of help
you have received?
Have the services you received helped you to
deal more effectively with your problems?
In an overall, general sense, how satisfied are
you with the service you have received?
If you were to seek help again, would you come
back to our program?

Highlighted Rating

Control
N=97

Enhanced
N=66

Percent “Excellent”

78.4

84.6

Percent “Yes, Definitely”
or
Percent “Generally”
Percent “Almost All”
or
Percent “Most Needs Met”

81.4

67.9

17.5
53.6

28.2
44.9

34.0

43.6

Percent “Definitely”

94.8

92.3

Percent Very Satisfied”

70.4

76.9

Percent “Helped a Great
Deal”

79.6

75.6

Percent “Very Satisfied”

76.5

80.8

Percent Definitely
or
Percent “I Think So”

93.9

87.2

6.1

12.8

D. Evaluation discussion
i.

Describe any challenges encountered in implementing the evaluation plan
A number of challenges were evident during the evaluation of this project. These included:
1) The slow pace of new referrals during the second half of the year two and the first half
of year three despite expanded outreach. This was due to a number of factors. The
original design numbers proposed that each year of the grant new, or returning, families
not already in the federal grant would, upon application be randomized into ‘control’ or
‘enhanced’. When it was decided after many discussions with JB Associates that
returning families could not be part of the pool every year of the grant that decision
significantly affected grant numbers.
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2) Ensuring that staff presented the lengthy research protocol in a positive manner to
caregivers to increase the likelihood that all questionnaires were completed at the
beginning and end of the intervention.
3) Ensuring that staff administered the research protocol in a consistent manner and in
accord with the training instructions, they were given. The length and detail of the
questionnaires was a challenge for staff, given all of the other duties they needed to
finish with each client i.e. explain the program, obtain intake information, document
eligibility, begin to engage the family in a relationship, etc. Much time was spent in
individual supervision, unit meetings with the researcher, and protocol changes to
increase consistency and reliability of the instruments used.
4) Maximizing the number of caregivers who completed the second administration of the
research protocol. . Even with a $25.00 gift card, families did not have, or wish to,
spend the time to fill out the Time 2 material. There is also a certain transient nature to
our families, so cell phones and addresses could change over a few months. It was timeconsuming to track down new numbers and addresses.
ii.

Limitations to the evaluation
1) Instrumentation became an issue due to potential lack of sensitivity of some measures
such as social support along with the difficulty that some caregivers had in completing
the questionnaires due to limitations in reading and/or comprehension.
2) The lack of qualitative data. Limited staffing prevented additional data collection.
However, additional qualitative data may have an added richer understanding to how the
project was affecting our kinship families. This was evident when attending any of the
group celebratory functions where caregivers spoke about their challenges and the help
they were receiving from the project’s staff.

VII. Conclusions
A. Determine whether the project met its proposed goals and objectives
The goals listed below were all addressed by the activities and actions of the project staff.
Goal #1: Create a group of Ombudsmen who will advocate for kin caregivers, including
grandparents, and the kinship children that they are caring for to get the help and services
that are needed. This intensive kinship navigator system will: a) assist these families in
identifying the barriers they face; and b) finding the solutions for the jointly identified needs
in order to achieve child outcomes of safety, permanency and child well-being (prevent
dissolution of kin families and/or return of child to foster care).
Six Ombudsmen were hired to provide support services and advocacy for kinship caregivers in
Mercer and Ocean Counties. By virtue of meeting with the families and completing the
research protocol, these advocates identified kinship family needs and worked with the
caregivers and kin children to find solutions to these issues whenever possible. The workers
believed that they completely or partially resolved 83 percent of the established service goals.
Caregivers reported 78 percent resolution. What became apparent to the Ombudsmen was the
great need for support that these families had. Many were perilously close to eviction or utility
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shut-off due to very limited or uncertain financial resources. These crises could have led to the
child being placed in out-of-home care.
The actions of the Ombudsmen were well appreciated by the caregivers and the services
provided did enhance the well-being of the caregivers and their children. Securing financial
aid, food stamps, counseling, mentoring and other community services contributed to the child
remaining safely in the kinship home.
Goal #2: Develop and implement kin caregivers/grandparent support groups with a focus on
parenting skills that are designed to: a) increase parenting ability; b) increase child
development knowledge; and c) increase awareness of resources and strategies needed to
successfully raise kin/grandchildren.
Support and Education groups began after enhanced services caseloads were built up. Staff
held their first group in March 2010. Through March 2012, there were 119 well-received
group meetings; 61 of the group sessions were held for Mercer County participants and 58
sessions were run in Ocean County. Kin caregivers under so many stresses would not have
attended so regularly if they did not perceive great value in the education and support groups
offered. Each session was planned and facilitated by a pair of Ombudsmen. The project staff
recorded a total of 646 hours (an average of 1.6 hours per log entry) preparing for group
sessions and another 1,265 hours in actual group work. The average support or education
group session lasted more than 2.6 hours. This includes picnics, BBQs and other group events
such as attending movies and apple picking. The topics/titles are listed by county in Table 3
and were geared to socializing, parent education and resource awareness.
Slightly less than one-third of the caregivers participated in group activities during the course
of the project. Reasons given by all interviewees for not attending included: transportation,
being too busy, health issues of the caregiver or partner, already attending other groups and
scheduling conflicts.
One of the other interventions added during the course of the project was a children’s group,
which was designed to increase participation of the adults in their group. The children’s
groups were primarily for the night meetings and might be offered to day groups if the adult
group fell on a day when school was out. These groups began operating in February 2011 and
continued through December 2011. Under separate Nicholson Foundation funding a daytime
support group for middle school being raised by kin has successfully met for two years at Dunn
Middle School in Trenton as part of an afterschool activity program.
Goal #3: Develop the methodology and implement a procedure to profile and document the
characteristics and needs of Kinship families in order to enhance existing and future Kinship
programming that will promote positive outcomes for these families.
The evaluation protocol was designed to collect sufficient data to be able to describe the
characteristics and needs of the kinship caregivers and their kin children participating in the
program. The data is presented in the Process Evaluation section of this report. The
information has been shared with the NJ Department of Children and Families, the funders of
the Kinship Navigator program in New Jersey.
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Goal #4: Conduct an evaluation of the impact of the additional intensive support provided by
the ombudsman along with participation in kin support groups as these may be two necessary
features the funders need to consider in their future Kinship Navigator program design.
A rigorous outcome evaluation of the project interventions was successfully completed and is
presented in this report.
B. Describe any significant implementation facilitators and/or barriers and lessons learned related to
project implementation.
Facilitating Factors
A number of factors helped facilitate staff carrying out the mission of the project. These
included 1) solid, collegial relations among staff that encouraged brainstorming out-of-the-box
solutions to difficult caregiver problems, 2) the sharing of resource information and 3)the
positive public reinforcement that staff received from caregivers whenever holiday or other
special celebratory groups were held.
Barriers
A significant barrier to implementation was the unfortunate need to replace the project’s line
supervisor who was not performing adequately in her leadership role. For many months, until a
new supervisor was hired and trained, the program administrator had to cover direct supervision
of the staff while still performing her other duties for the project and for the Kinship Navigator
program. The need for more and closer supervision was voiced almost unanimously by the
Ombudsmen and was a direct result of this issue and the fact that only one of the six workers was
master’s level educated.
Another barrier that affected implementation was the large unanticipated need for transportation
support for program participants to attend groups or meet other needs such as keeping medical or
social services appointments. Whenever possible, the workers would transport caregivers but
they were necessarily limited in their ability to do so. This was more problematic in the Ocean
County area since the county is so vast and the population served could not be transported from
one part of the county to the other by taxi or other modes of transportation.
Lessons Learned
Lessons learned during implementation included how important it is to build staff solidarity,
have frequent one-on-one supervision as well as group supervision for case conferencing to
parallel the support that the staff was trying to achieve in the group setting for the caregivers.
The workers felt they needed more training in group process. They also noted the following
additional skill and knowledge needs: child trauma, drug and alcohol awareness and treatment
resources’ mental health screening, separation and loss counseling skills, working with the
biological parents, and working with siblings of the caregiver’s kin.
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C. Describe and interpret the impact of the project on caregivers, children, and families
The project has had a measurable impact on the caregivers and children that participated.
Enhanced services were provided to 221 caregivers and 294 kin children.
•

The needs of our kinship caregivers were often financial with over 42 percent having incomes
below the federal poverty level. There was also a significant need for social or educational
advocacy and services on behalf of the child. In addition, almost 28 percent of the caregivers
characterized their health as poor or fair. Thirty-seven percent admitted to some limitation in
their daily activities due to physical issues. The grant spanned a period of great fiscal upheaval
in New Jersey and nationally. While the annual stipend of the traditional Wraparound program
was cut in half (from $1,000 to $500 a year), the financial problems of a certain core of multineed kinship families increased.

•

Many elements of the “safety net” decreased: food banks went out of existence; some of our
families lost jobs for the first time; rental and utility costs stayed high; foreclosures and evictions
increased. Traditional crisis agencies were overwhelmed with applicants.

•

The program staff had established very positive relationships with the caregivers. Workers were
spending 8.3 hours on average per case (non-group work activity). Cases were open for about
six months. Activities documented include: information giving, service planning, assessment,
referral for services and advocacy.

•

Positive findings were related to goal completion and meeting family needs from the perspective
of both worker and caregiver. The caregivers were extremely pleased with their ombudsperson
and the work he or she did on their behalf and on behalf of their family according to consumer
feedback.

•

Seventy-eight percent of caregivers attempting to complete their application for Kinship Legal
Guardianship were successful.

•

A number of statistically significant improvements were found on the standardized measures
between the enhanced services and traditional services groups at the Time 2 measurement.
o As measured by the Family Needs Scale, the intensity of service needs decreased for the
enhanced services group. Fewer needs were classified by the caregiver as needing help
“Often” or “Almost Always” when compared to the control group. The mean number of
these needs decreased to 2.4 for those receiving enhanced services vs. 3.9 needs for those
receiving traditional services.
o A greater percent of families receiving enhanced services reported reduced limitations on the
caregiver’s time due to a kin child’s physical or emotional problems.
o When only children and adolescents with clinically significant subscale scores were
considered on the PSI, statistically significant improvements were found at Time 2 for the
enhanced services group. However, one paradox was uncovered. When parenting
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competence was very low at Time 1, the Difficult Child score was actually worse for the
enhanced services group at Time 2. The caregivers may have been more open to revealing to
their worker the extent of problems they were having with their kin after months of a
working relationship.
o On the SIPA, when the perceived quality of the relationship between the caregiver and the
adolescent was very poor at Time 1, the caregiver’s perception of the teen’s behavior
improved significantly at Time 2 for the enhanced services group.
D. Describe and interpret the impact of the project on the involved partner organizations
The most significant partner and funder of Kinship Navigator services is the NJ Department of
Children and Families, parent organization of the Division of Child Protection and Permanency.
The Department also operates an additional Kinship support program. When DCP&P formally
places a child in a relative home, these caregivers must become licensed resource parents. If
eligible, they will receive a monthly board payment, a clothing allowance and health care
coverage for the child. Currently, 36 percent (2,667) of DCP&P out-of-home placements are in
licensed kinship homes15. The caregivers of kin children who are placed informally are only
eligible for Navigator services if they meet the criteria for that program. Yet, our kinship profile
found that DCP&P had a role in “encouraging” one-third of these informal placements.
Projects such as Kinship Cares help dampen the demand for the formal program and/or prevent
kin children from entering the formal foster care system. Yet, there is an uneven distribution of
resource support. As documented above, many of the families served by the Navigator program
are low-income or have incomes below the Federal Poverty Level and have many concrete needs
with some at-risk of financially based crises such as eviction or utility cut-offs.

15

•

The fact that so large a percentage (73 percent) of these children were known to the state's child
welfare system, particularly in high poverty areas such as Trenton, is an indication of how fragile
these families are. A mixed modality of support services to kinship caregivers is essential.
Many of these family’s service needs were met during the three years of the project.

•

While only a small number of children were opened or referred to DCP&P during or after
Kinship services, the majority of those families were control group cases. Cases were opened an
average of 6 months after Kinship services were completed – an indication of the need for
longer-term supports.

•

Only six placements from the kinship homes occurred after services ended. Five of these were
adolescents living in homes receiving traditional Navigator services (control group). The child
living in the home receiving enhanced services was eight years old and was being cared for by an
elderly grandparent who could no longer provide a home. Enhanced services may well prevent
further placement of a child into a child welfare, non-relative foster home system.

http://www.state.nj.us/dcf/childdata/dcppdemo/DCPPchildrenoutofhome_typeSep30_111312.pdf. Accessed 12/17/12.
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E. Describe and interpret the impact of the project in the child welfare field
•

The project provides insight into the capabilities and needs of kinship providers. Kinship homes
can provide a stable home for children that cannot live with their biological parents. These
caregivers are often raising their second families by themselves and are vulnerable to various
crises due to lack of financial resources or other supports such as help with acting out
adolescents.

•

The project demonstrated the need for longer-term supports and care, further crisis help,
including additional financial resources for these voluntary providers.

VIII. Recommendations to Enhance Our Model for National Replication
A. Provide recommendations to administrators of future, similar projects
Working with the kinship population is a rewarding and positive experience. The grandparents,
aunts and uncles, siblings and others who act as caregivers to kin children are dedicated to these
children and provide long-term stable homes. They are a valuable placement resource when the
biological parents are unable to provide appropriate care for their children. These caregivers are
in need of significant family and external supports to aid them in their long-term child caring
role. They have been very grateful for all supports and services provided.
Any program serving this population should be prepared to respond to concrete,
emotional/behavioral, and health needs of both the caregiver and the child(ren). In addition,
unpredictable crisis are likely to occur, exacerbated by limited resources, caregiver age and a
possibly unresponsive external system. Some type of transportation aid should be built into the
program budget. Linkages and co-location with a state’s Kinship Navigator program are critical.
A cost-effective strategy to address on-going caregiver issues might operate from a grand family
drop-in center that has staff skilled in crisis intervention. The development of a resource manual
for use by staff should be a priority.
Workers hired for this type of support program should have training in child development, child
behavioral issues, child trauma, conflict resolution, separation and loss counseling, family impact
of substance abuse and group work, including family group conferencing. Training should
include an emphasis on rapport and trust building as well as a strengths based approach. It often
takes time for caregivers to reveal the “real issues.” Workers should be prepared to engage and
work with not only the caregiver and child(ren), but also the biological parents since many of
them have a continuing role with their children. This is especially important when the
relationship between the caregiver and parent is considered dysfunctional. A form of family
group meetings might be one vehicle to plan more inclusive involvement of parents and
emotional support for children in kinship care as biological parents remain involved in the lives
of their children. Sibling contact should also be emphasized and encouraged.
Each family should be viewed within an extended family structure that could provide needed
supports. Workers should be trained in conducting voluntary family group conferences and
following up with the family to ensure that goals are met. In addition to family supports, a major
component of any program should be the scheduling of education and support groups during the
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day and evening. A concurrent children’s group should be run in the evening and on weekends
to provide both respite for the caregivers and fun for the children.
B. Provide recommendations to the project funders (Children’s Bureau)
Kinship caregivers provide a valuable and stable resource for children that cannot live with their
biological parents, preventing their placement in the “formal” child welfare system. However,
the great majority of these families have had historical involvement with the child protective
agency. A multi-faceted, cost-effective approach is recommended to support these families in
order to ensure child safety, permanency and child well-being and prevent non-relative foster
placement, hence helping family maintain successful parenting of kin into adulthood...
The optimum elements of caregiver support still need demonstration and testing. One model
approach might include: 1) means tested financial support, perhaps through IVE funds with the
state encouraged to help all caregivers meet the conditions for foster care licensure. Currently, in
New Jersey, there is a bifurcated system where some caregivers get board payments while others
receive nothing or a small annual supplement. Financial support should also include the funding
of an emergency crisis fund to prevent evictions and utility shut offs, etc. 2) the development of a
kin family resource/drop-in center for caregivers and their kin children. The center would offer
daily activities, regular support, and educational group meetings. Children could receive afterschool help with homework or meet up with a mentor. Crisis workers would be available to
assist families with immediate needs. 3) non-emergent family needs could be addressed by staff
advocates who would also offer the opportunity for family group conferences as method to build
extended family support for the caregiver. If the Kinship Navigator staff were also co-located at
this kin center, they could provide additional crisis services when needed.
Any newly funded demonstration grants should be funded for a full five-years. Current funding
cycles of three-years are too short to demonstrate fully the potential benefits of kinship support
programs. The Children’s Bureau should also disseminate materials and studies about kinship
caregivers to funding decision makers. Clearly, the emotional and monetary cost of children
remaining in the family is far less than entering formal foster care placement system.
C. Provide recommendations to the child welfare field
The literature supports the benefits of maintaining children with extended family members when
their parents are unable to care for them. There is a growing population of kin providers in the
US and these kinship families are often in need of various long-term supports or crisis support to
provide care for their kin children. One of the issues for the field is to determine if attempts at
reunification with biological parents – when appropriate – should be a higher priority for some of
these families if essential sustained biological parent improvements can be documented. If so,
can the intervention of the extended family help achieve this end while providing supports to
both the caregiver and biological parents?
This would require workers with the clinical skills to balance competing needs of biological
parents, extended family, and the children; each party brings their own issue to the table:
conflicted loyalties, guilt of the grandparent for ‘failing’ their child, resentments between parents
and children (in both parent-child dyads). There is ample research in family therapy, post-
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adoption counseling, and foster care work to apply to Kinship families that would insure more
stability and avoid disruption of these placements.
The field needs to publicize the value of kinship caregivers and their presence in all income
strata of the population. It is important ensure that these providers of care have the supports
necessary to carry out their parenting responsibilities and to recognize that they are neither
unique nor alone. Curricula in MSW programs should have content related to kinship caregivers
and the general public should also be educated about the role these selfless individuals play in
society through PSAs or other means such as the dissemination of findings from projects such as
those funded by the Children’s Bureau.
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Appendix
Instrumentation/Forms
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Form Log
Informed Consent
Kinship Care Services Demographic Profile
Caregiver Health Survey
Child Health Questionnaire
Family Needs Scale
Social Support Survey
Parent Stress Index (PSI) or Stress Index for Parents of Adolescents (SIPA),
Family Service Plan
Group Attendance Roster
Group Evaluation Form
Final Telephone Interview
Client Satisfaction Questionnaire CSQ8

Relationship of Instrumentation to Outcomes
Concept Measured
Well-being
Connected to More Services
and Support
Increase in Financial
Resources
Decrease in Service Need
Increase in perceived Social
Support
Improved Health
Improved Child Behavior
Permanency and Continuity
Attainment of Legal
Guardianship
Reduction in Parental Stress
Safety/Permanency and
Stability
History with Child Welfare
Referrals to Child Welfare
Out-of-home placements by
Child welfare
Client Satisfaction
Satisfaction with services
Satisfaction and value of group

Instrument(s)
Goal Achievement on Service
Plan and Caregiver feedback in
telephone interview
Goal Achievement on Service
Plan and Caregiver feedback in
telephone interview
Family Needs Scale
Rand Medical Outcome Study
Social Support Survey
Caregiver and Child Health
Surveys
PSI or SIPA
Goal Achievement on Service
Plan
PSI or SIPA

Administration
At case closing and 4-6 months
after closing
At case closing and 4-6 months
after closing
At intake and at case closing
At intake and at case closing
At intake and at case closing
At intake and at case closing
At intake and at case closing
At intake and at case closing

SACWIS data
SACWIS data

Six months post case closing
Six months post case closing

SACWIS data

Six months post case closing

CSQ8
Group Evaluation Form

At case closing
After every group session
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