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	 The first plan (Plan 1) is the means by which the child and parent/
	 caregiver and family/wha-nau will be empowered and receive help with 

meeting the identified needs. Subsequent plans may be required after 
Plan 1 has been reviewed.

Key points
•	 Work should begin on delivering services in the plan(s) as soon as the plan 

is complete.
•	 The social worker is responsible for delivering and/or coordinating the delivery of 

services as agreed in the plan.
•	 The social worker works directly with the child, parent/guardian, and  

family/wha-nau in a therapeutic relationship to achieve the goals outlined in 
the plan.

•	 Plans are regularly monitored and reviewed to ensure services are appropriately 
coordinated, focused, and achieving goals

•	 Records are kept in the database of the processes and outcomes of the work. 
You may also keep paper files when appropriate.
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Decide whether
to refer on to
another service

Onward referral to
another service

Monitor progress of plans – you need to continually:
• agree times and dates to meet with the child and

family/wha-nau to review the plan
• write any referrals agreed to in the plan
• adapt the plan/service to meet changing circumstances
If the plan breaks down, identify why, review
the Needs and Strengths Assessment and,
where required, develop another plan

This is a joint process
between the child,
family/wha-nau, social
worker and other
support services

Document your
actions and
close the case

Use the intervention
goals to develop a
plan for the
family/whänau

3

Close the case if:
• the family/wha-nau leaves
• the parent/guardian

withdraws consent
• by mutual agreement it is decided

to close the case
• the goals are not achieved

Plans must be recorded
in a way that is understood by the
child and family/wha-nau –
they need:
• identified tasks
• responsibilities
• agreed time frames
Longer-term goals need to be
broken down into tasks in the plan
that are time-framed and
achievable, which ensure progress
is made; all parties need to agree
to and sign the plan – it’s a
partnership! Give a copy to the
family/wha-nau and record it
in the database

Implement
the plan
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Plans

Note: Consent can only be
given by the parent/guardian.
Once it is given, you may find
yourself working with the
wider family/wha-nau. In this
diagram, ‘family/whanau’
includes ‘parent/guardian’.

Receive the
referral

Discuss the
referral with the
referrer; assess
any immediate
safety risk within
24 hours

Record
the details

Do this in
the SWiS
database

Explain to them:
• what SWiS is
• what your role is
• the reason for referral
• the anticipated process
• you need their consent 

to proceed

Parent/guardian
doesn’t consent
to further action

Decide whether
to take further
action

No further
action
required

Further
action
required

Make sure you
have parent/guardian
consent

This will determine
your response time:
• high – within 10

working days
• medium – within 15 

working days
• low – within 20

working days

Confirm level
of need as soon
as possible
after consent
is given

Prepare for the
Needs and
Strengths
Assessment

You should:
• arrange to meet with the child and

family/wha-nau
• collect information
• review information
• prepare to facilitate

the meeting

Identify
strengths

Identify
needs

Make sure the intervention
goals are child focused, and
family/wha-nau centred

Decide whether
to refer on to
another service

Onward referral to
another service

Monitor progress of plans – you need to continually:
• agree times and dates to meet with the child and

family/wha-nau to review the plan
• write any referrals agreed to in the plan
• adapt the plan/service to meet changing circumstances
If the plan breaks down, identify why, review
the Needs and Strengths Assessment and,
where required, develop another plan
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This is a joint process
between the child,
family/wha-nau, social
worker and other
support services

You can consult with:
• school
• supervisor
• parent/guardian
• other agencies (follow An Interagency

Guide to Breaking the Cycle)

Document your
actions and
close the case

The goals are achieved
Notes: meet with the child
and family/whänau

Assess outcomes
Evaluate service

Use the intervention
goals to develop a
plan for the
family/whänau
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3

4

Receive consent
Collect and record
the information

Onward referral to another
provider/other services

Record in
database and
close the caseSome assistance

provided

Close the case if:
• the family/wha-nau leaves
• the parent/guardian

withdraws consent
• by mutual agreement it is decided

to close the case
• the goals are not achieved

Contact
parent/guardian

Plans must be recorded
in a way that is understood by the
child and family/wha-nau –
they need:
• identified tasks
• responsibilities
• agreed time frames
Longer-term goals need to be
broken down into tasks in the plan
that are time-framed and
achievable, which ensure progress
is made; all parties need to agree
to and sign the plan – it’s a
partnership! Give a copy to the
family/wha-nau and record it
in the database

Implement
the plan

Record in
database and
close the case

Document your
actions and close
the case

Complete
closure and
record in
database
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Determine
intervention
goals

Work with child and family/wha- nau

Plans

Notify referrer and
parent/guardian of
next steps and
record in database

You must ask yourself:
• Do you have enough information?
• Do you have to take action?
• How urgent? With whom? By when? 

What is the safety risk to the child?Before Step 1,
consultation may occur
between yourself and
other professionals (eg.
 school or Special
Educational Needs
Committees) to
establish if a referral
is required

CYF NOTIFICATIONS! THESE CAN OCCUR AT ANY TIME IN THE PROCESS

REFERRALS CAN BE FROM A CHILD OR PARENT/GUARDIAN, FAMILY/WHÄNAU, SCHOOL, OR OTHERS IN THE COMMUNITY
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Step 3. Developing and implementing the plan; reviewing
and assessing plan progress

Social workers

	 This table shows the key players and their responsibilities for this stage 
of the process.

Key players Responsibilites

Social worker •	 Work with the child and family/wha-nau to develop 
plan(s) to achieve intervention goals.

•	 Ensure implementation of plans
•	 Engage therapeutically with the child and family/wha-nau 

and be available to offer advice and guidance. 
•	 Write referrals agreed to in the plan(s).
•	 Monitor and review progress.

Parent/guardian 
and family/wha-nau

•	 Work towards meeting objectives and goals in plan(s).
•	 Engage with other agencies as agreed in the plan(s).

Child •	 Provide services identified in the plan(s).

Service provider •	 Ensure the implementation action of plan(s).

Professional 
supervisor

•	 Provide guidance to the social worker in regards  
to best practice, maintaining boundaries,  
and child/worker safety.

This table shows the key documents you will use to manage this stage of 
the process.

Key players What is it used for at this 
stage of the process?

Who can view 
the document?

Needs and 
Strengths 
Assessment

A reminder of the specific 
needs of and issues of concern 
for the child, their parent/
guardian, and their family/ 
wha-nau, and the strengths 
they possess in relation to 
those  needs

•	 Child
•	 Social worker 
•	 Parent/guardian and 

family/wha-nau
•	 Provider
•	 Professional supervisor
•	 CYF (Approvals)

Plan
(there may be 
several plans, 
depending on 
the situation)

An outline of the steps that 
will be taken in order to meet 
specific intervention goals and 
objectives (used to review and 
monitor progress)

•	 Child
•	 Social worker
•	 Parent/guardian and 

family/wha-nau
•	 Provider
•	 Professional supervisor
•	 CYF (Approvals)

Key players What is it used for at this 
stage of the process?

Who can view 
the document?

Database 
entry screens 
(only for the 
relevant child) 

A record of actions taken in 
the case

•	 Child
•	 Social worker 
•	 Parent/guardian
•	 Provider
•	 Professional supervisor
•	 CYF (Approvals)

Key players and responsibilities

Note: Be careful when giving advice. 
Your individual skills and experience 
should guide the advice and support 
you provide. If you need to, consult 
with or engage the services of others 
(eg. appropriate service providers or 
your professional supervisor).

Documentation
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Develop a plan
Once the Needs and Strengths Assessment is complete, you must begin to 
develop a plan with the child and their parent/guardian and family/wha-nau.

The plan is developed, and implemented, according to the desired outcomes and 
core values and principles of the SWiS service.

See the SWiS service specifications.

Developing the plan(s)
The plan is developed from the Needs and Strengths Assessment by focusing on 
how the strengths can be used to meet the needs. Where this is not possible, you 
will need to work out what other services are available to meet the needs.

The plan should be simple, achievable, task centred, and solution focused. 
While you will be working with the parent/guardian and family/wha-nau you must 
remember to keep the child as the focus of all decision making.

The plan should be clear about what is to be achieved. At the same time, it 
should be viewed as a living document that is reassessed and evaluated as 
circumstances change.

You can create additional plans to achieve the desired outcome. You should 
continually review each plan and create a new one if required.

Use the following checklist to help you develop plan(s):
•	 Areas of need – be specific about the identified needs, always keeping the 

child at the centre of your thinking.
•	 Plan goals – should be identified in relation to the needs. There may be 

separate goals for the child and different members of the parent/guardian and 
family/wha-nau group. You may link several needs to the same goal.

Child-focused and centred on parent/guardian and 
family/wha-nau centred – using a strengths-based and 
empowering approach to service delivery

Holistic – takes into account the child’s 
parents/guardians’ and family/wha-nau’s total 
environment and needs – physical, emotional, 
cultural, spiritual, social, and educational.

Collaboration – with 
health, education 
services, and 
other agencies

Partnership – a voluntary 
(non-statutory) relationship

Flexible, creative, and innovative – the 
service must be able to respond to the 
individual needs of the child and their 
parent/guardian and family/wha-nau

Culturally sensitive and 
responsive to Ma-ori.

Complementary – rather than 
duplicating existing services 
(eg. Child, Youth and Family, 
education support services, and  
public health nurses)

Culturally sensitive and 
responsive to all cultures in 
a way that recognises 
their diversity

These values and 
principles are:
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•	 Objectives – should be formed in relation to goals. Set time frames for 
achieving objectives.

•	 Strengths – the Needs and Strengths Assessment should have shown the 
strengths of the the child and parent/guardian and family/wha-nau. Focus on 
these as ways of addressing the current needs and ensuring that the child and 
parent/guardian and family/wha-nau move towards independence with less need 
for service delivery.

•	 Service delivery – discuss the service or intervention for each of the identified 
needs. Be specific about what services you can offer and what services are 
available from other agencies. The SWiS service should not do the work 
of other agencies such as Child, Youth and Family, but, where appropriate, 
complement them.

•	 Another agency may already be addressing the needs of the child, their  
parent/guardian, and family/wha-nau.

•	 Regardless of whether it is agreed that a service is to be provided, this is to be 
recorded in the SWiS database.

•	 If it is decided that service will be provided directly by, or coordinated by, the 
social worker, then this service will come from the plan negotiated and agreed 
by the child, parent/guardian, and family/wha-nau.

•	 Time frames – set time frames to give a sense of progress and achievement. 
Keep time frames short and review them as a way of keeping the process 
on track.

•	 Rights and responsibilities – the planning phase is a good time to reinforce 
the child, parent/guardian, and family/wha-nau rights and responsibilities in 
respect of the SWiS service. 

•	 Outcome monitoring – the social worker needs to be able to monitor 
progress with the involvement of the child, parent/guardian, and family/wha-nau.

•	 It may be decided that further action is required from specialised service 
providers. Be clear about the processes involved in referring the case to another 
agency or individual. The parent/guardian and family/wha-nau need to know, and 
be comfortable with, what this means in respect of monitoring outcomes and 
sharing child information. If you identify that an onward referral is required, you 
still need to record, implement, and review the plan. You will need to review the 
plan to ensure the other service has accepted or declined your referral.

Recording the plan
The plan must be recorded in a way that is understood by the child, their  
parent/guardian, and family/wha-nau. 

It should be in plain language, with goals, responsibilities, and tasks 
clearly identified. 

All parties involved in the planning process should sign the plan. This should 
be explained as being symbolic of the partnership rather than as being a 
bureaucratic requirement.

A copy of the plan should go on the child’s personal file (held by the social worker) and at 
least one copy should be given to the child and their parent/guardian and family/wha-nau.
Record the plan in the database.

If consent is withdrawn and the child is at risk of abuse or neglect, this is to be 
reported to Child, Youth and Family or the Police as set out in An Interagency 
Guide to Breaking the Cycle 2001.

Continued over page...
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Implement the plan
By now all parties have agreed to the plan. The plan serves as a record of the 
goals. The child and their parent/guardian and family/wha-nau should feel that they 
have strengths and resources that will enable them to achieve the goals specified 
in the plan.

You, the social worker, are ultimately responsible for delivering the plan. This 
may involve:
•	 keeping the the child and their parent/guardian and family/wha-nau focused on 

goals and objectives
•	 working in a way that encourages independence and empowers the child 

and their parent/guardian and family/wha-nau, which will ultimately reduce the 
requirement for service.

Monitor review and assess
You are also responsible for monitoring, reviewing, and assessing the plan. This 
should be done in a collaborative manner, with participation from the child, their  
parent/guardian and family/wha-nau, and others involved in the plan.

Monitoring is an ongoing and informal process, but reviews will be formally written 
into the plan. A review date is assigned to each plan when it is created. At the 
conclusion of the review, the social worker, the child, and their parent/guardian and 
family/wha-nau will decide whether a new plan is to be created or the case should 
be closed.

Both monitoring and reviewing are vital to the SWiS service. The purposes of 
monitoring and review include:
•	 ensuring that focus remains on the well-being and development of the child
•	 ensuring that the child’s and their parent/guardian and family/wha-nau needs 

are being adequately addressed and the right mix of child-focused and adult-
focused activities is being provided

•	 ensuring that the child’s and their parent/guardian’s and family/wha-nau’s 
strengths are being used to address needs

•	 ensuring the child’s and their parent/guardian and family/wha-nau are satisfied 
with the service they are receiving from the social worker and other agencies

•	 reviewing whether plan goals are being achieved and whether time frames 
are realistic

•	 enabling plans to be adapted to changing circumstances.
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Monitoring happens 
every time you have 
contact with the child, 
parent/guardian, and 
family/wha-nau

•	 All contacts should be recorded.
•	 Acknowledge progress.
•	 Address problems as they occur.
•	 Maintain momentum.

Reviews are incorporated 
into the individual plan

•	 Process for review will depend on the 
relationship between the social worker and 
the child, parent/guardian, and  
family/wha-nau.

•	 Check that goals have been met within 
specified time frames.

•	 Should address the needs and goals in 
the plan in order to ascertain whether a 
new plan is  required or the case should 
be closed.

•	 Modify or set new goals for a new plan.
•	 Should address the question of whether the 

level of service delivery is appropriate.
•	 Should contain information from other 

stakeholders, especially the school.
•	 All reviews should be recorded in 

the database.

During the monitoring, review, and assessment period, several situations 
may result:
a	 service continued and/or additional plan required	
b	 plan breakdown
c	 service delivery reductions
d	 planning ahead.

a	 Service continued and/or additional plan required
	 Monitoring and review may show that the plan is working well and progress 

is being made towards the goals. It may also show that an additional plan 
is necessary in order to meet particular goals. Once the goals have been 
identified, you will have to go through the process of developing and 
recording the additional plan.

b	 Plan breakdown

Breakdown does not mean failure – it means that you have to assess the 
situation and try again.

Sometimes the plan doesn’t meet its goals, so you must be prepared for this
possibility. Breakdown can become apparent during the course of service
delivery or during a specific review. 

It is not useful to assign blame, but it is important to clarify the factors that led to
the breakdown. These may include:
•	 changed circumstances of the child and/or their parent/guardian and  

family/wha-nau
•	 inappropriate goal-setting in the plan
•	 incorrect identification of needs and/or strengths during the Needs and 

Strengths Assessment
•	 significant factors or events affecting the plan.
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Once you have clarified what happened, you can begin work on a new planning 
process. This may mean that you have to review the Needs and Strengths 
Assessment or, if the first assessment is no longer relevant, review it and add more 
information (or do another one).

c	 Service delivery reduction
As the child and their parent/guardian and family/wha-nau achieve their goals 
and objectives, the intensity of the service should be reduced. The relationship is 
coming to an end and the social worker should begin a planned withdrawal.

Closure can be difficult for all parties. It is, in effect, the reversal of the relationship- 
building process that enabled the service to be delivered. In some cases the 
parent/guardian and family/wha-nau may be reluctant to end their contact with the 
service, and you will have to develop strategies in response to this.

Discuss a plan for the closure of the case with your professional supervisor. 
It is important to acknowledge and celebrate outcomes as part of the 
closure process. 

d	 Planning ahead
It may be helpful to draw up a plan for what will happen after the case is closed. 
This is useful where parent/guardian and family/wha-nau have ongoing needs that 
are outside the scope of the SWiS service.

The concept is the same as the original plan, except that all tasks in relation to 
goals are carried out by the parent/guardian and family/wha-nau or external service 
providers. In such cases, this plan serves the purpose of:
•	 identifying services that parent/guardian and family/wha-nau may access for 

ongoing needs
•	 identifying services that parent/guardian and family/wha-nau may access in the 

event that a previous problem or need recurs
•	 identifying those people who make up the extended family and support network 

that is available to give assistance
•	 increasing confidence of the parent/guardian and family/wha-nau that they can 

manage if problems occur in the future.

There is no provision for this in the database, but you may wish to record this in the 
case notes and monitor and review progress.

Note: Do not delete the original 
information. If there is significant new 
information, or you feel you viewed 
something wrongly, then record 
the new information in addition to 
the original.
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