Transition Plan/Discharge Summary - Youth/Family 
Non-Residential CINS/FINS
Purpose:
The intent of the following policy is to ensure transition, continuing care, or discharge planning assists the youth/family served to obtain services that are needed but are not available within CDS and/or move from one counselor to another or from one level of care to another within CDS or move to another provider as deemed necessary or beneficial by the youth/ family.  

Policy:
The transition process is an effective means of communicating and facilitating the transfer or closure of services and shall be planned with the active participation of each youth/ family served.  The process shall identify the youth/family needs for support systems and promote/maintain continuity of life-long relationships with family and community.  Transition planning should be initiated at the earliest possible point in the individual planning and service delivery process.  In cases of youth leaving the program as independent adults, a structured planning process should include discharge to a safe stable living situation and identified follow-up period, during which aftercare services and supports are available directly or through referral.

Cases will be terminated upon completion of services to a youth/family. A youth that will be considered a “completer” of services will meet one of the following completion statuses in NetMIS:

· Services Completed, After Care Planned: Youth completed all program elements, but an aftercare plan was made. 

· Services Completed, No Referral Made: Youth completed all program elements, and no referrals needed/provided. 

· Services Completed, Referral Made: Youth completed all program elements but a referral was made to a program within the agency or referred to another agency. 
· Family Voluntarily Withdrew: Services were initiated, but youth/parent did not completed the program. 

· Services Completed, Youth Removed by Protective Local Provider: Youth completed all or most program elements but was removed by DCF or another protective agency. 


The Transition Plan is a supportive document that shall include information about the participant’s progress, completion of goals and the efficacy of services provided.  It is prepared to ensure a seamless transition to other services or service providers as deemed necessary or beneficial.  The Transition Plan shall include the Strengths, Needs, Abilities, and Preferences of the Participant.  When a youth/family receives additional referrals to other community providers and or schools/academic services, CDS shall provide information to the participant about those services.  While the participant is actively receiving counseling services, the transition planning may be documented in the participant’s Individual Plan.  Results documented in the participant’s Progress Notes.

A Discharge Summary shall be completed for all youth/families leaving services, which includes a written summary of service episodes and the results of services provided.  The discharge summary shall also identify the reason for discharge.
Procedures and/or Process:
1. The Transition Plan Section of the Transition Plan/Discharge Summary form is completed when an unmet need is identified and a referral is planned for internal/external program/services in order to support youth/ family transition.  Appropriately executed release forms should support the Transition Plan/Discharge Summary Form.  
A. The Transition Plan is developed with the input and participation of:
1) The youth and family/legal guardian, when applicable or permitted
2) The CDS Counselor/Case Manager
3) A legally authorized representative, when appropriate
4) The referral sources, if appropriate
5) Other community services, when appropriate releases are on file.  For example any individuals or organizations actively involved with the youth/family, which may be able to contribute to a successful transition, should be consulted when allowed.
B. The Transition Plan Section includes:
1) The date of admission
2) A description of the Participant progress in his or her own movement toward well-being/recovery
3) A description of gains achieved during program participation
4) Identification of the youth/family need for support systems or other types of services that will assist in continuing his or her well-being or community integration
5) Descriptions as applicable of:
a) Educational status and goals
b) Employment preparation and career planning
c) A housing plan for youth making the transition to independent living

d) Information on the youth’s medication(s)
e) Referral source information
f) Communication of information on options available if additional services are needed 
2. The Discharge Summary Section of the Transition Plan/Discharge Summary form is completed when a youth/family leave services to ensure that the youth/family service episodes and the results of those services are documented including findings and recommendations for future treatment or services. 
A. When a youth/family leaves a program as a result of a planned or unplanned discharge, staff are identified, who will be responsible for follow-up services including:
1) Providing necessary notification(s)
2) Determining whether additional services are needed
3) Offering or referring to needed services, when possible or potentially beneficial

B. The Discharge Summary Section includes:
1) The date of admission 

2) Identification of the presenting condition. This should include gains achieved by the persons served during program participation, strides made by the child/youth and/or family, any positive move towards well-being.
3) A description of the services provided
4) A description of the extent to which established goals and objectives were achieved
5) A description of the location or living arrangements of youth/family at discharge.  If the youth is not with the family or returned to the family at discharge, the Discharge Summary Section must contain the reasons for the alternative placement, plans for the youth’s living arrangement, and interim objectives set that will accomplish an eventual return to their family, if possible and appropriate

6) The reason for discharge

7)  Identification of  the status of the youth/family at last contact
8) A brief recapitulation of events in the case, including findings and recommendations for future treatment or services
9) Recommendations for aftercare services or supports, if needed to ensure family preservation. Aftercare planning should include an assessment of the needs which remain to be met and designation of an appropriate local provider to provide aftercare services, as well as the measures taken by the Counselor/Case Manager to ensure necessary aftercare services will take place.  This should include referral source information, contact name, telephone number, and hours and days of operation
10) The date of discharge from the program
11) Arrangements for case follow-up by the Counselor/Case Manager or other provider
       C. Completed NIRVANA Assessment per 3.03 requirements. 

3. The Counselor/Case Manager role with the youth/family in the transition/discharge process is as follows:
A.
Planned Referral/Transition
1) The Counselor/Case Manager should assist with maintaining the continuity and coordination of needed services, when a case is transferred from one CDS Counselor/Case Manager to another CDS program or when the case is transferred to another provider by making contact with the youth/family and other programs, services, and community resources, should the youth/family sign appropriate releases. 
2) When an internal or external referral/transition occurs the following will be completed by the Counselor/Case Manager:
a) Counselor/Case Manager shall complete a Transition Plan, which shall be completed on the agency approved Transition Plan/Discharge Summary form. 
b) The original Transition Plan is reviewed and signed by the participant and a copy will be provided to the youth/family.  
c) The Transition Plan should be thoroughly completed, signed, and reviewed by the supervisor. 
d) The referring Counselor/Case Manager documents the referral in a progress note in the participant record along with the reason for referral/transition and all activities related to the referral/transition process.  
e) Copies of the Transition Plan may also be provided to others who participate in the development of the Plan, with proper release.

f) For external referrals the following steps will also be completed:

i. A referral letter, Transition Plan, and proper release(s) are sent to the referral source and copies are then filed in the case record.
ii. Follow-up on referral will be documented in the progress note in the case record.
B. Unplanned Transitions or Discharge

A case should be closed and a Discharge Summary completed if any of the following conditions are met:
1) The youth engages in behavior endangering self, other participants, families, and/or staff (in such a case, an appropriate referral to more intensive services must be strongly considered).  If a youth has been discharged or removed from a program due to aggressive or assaultive behavior, the Counselor/Case Manager will contact the youth/family within 72 hours of the exit from the program and to ensure that linkage has occurred to provide appropriate care.  Follow-up of persons discharged due to assaultive or aggressive behavior will be documented in the individual’s record.

2) The family cannot be located, or have not demonstrated a diligent or good faith effort in accessing or complying with services.  This information must be documented. In this case at least 3 efforts to engage the family should be documented in the case record including but not limited to:
a) Telephone calls attempting to ascertain why the family failed to make or keep their appointment in an effort to remove any barriers to rescheduling and/or to ascertain the need for services and to make appropriate referrals.

b) A letter stating that the case will be closed if the family has not responded within seven days of the date of the letter.  
c) A copy of the letter must be kept on file and a copy must be provided to the referral source.
C. Planned Discharge
       A case should be closed when any of the following conditions are met:

1) The youth/family successfully completed the agreed upon Individual Plan.
2) The youth/ family no longer meet the definition of FINS.
3) The youth/family has been successfully transferred to services more appropriate to their specific needs.
4) Habitual truancy cases may be terminated by the court, with the consent of the school administrator making the complaint and/or with the consent of the case staffing committee as determined in the local inter-local provider agreements. 

5) Adjudicated CINS must be terminated in compliance with Florida Network Policy and Procedure Manual. 

D. Closing the Case Record for Planned and Unplanned Discharges
1) There will not be a final session with youth/family if the termination is unplanned.

2) The Signature blocks should indicate parents and youth were not available and include Counselor/Case Manager signature and date of completion.  
3) A copy of the Discharge Summary may be mailed to the family as a part of case termination.
4) Youth should be released from JJIS within 7 calendar days of release from services.

5) In all case closures, completion of a Discharge Summary and case termination must occur within 30 days of the last contact with the youth/family.
6) Counselors/ Case Managers should perform a final review of the case record, submit, or perform data entry prior to supervisor review and signature.  
7) Final review should include: 
a) Closing incomplete issues on Individual Plan 
b) Completion of NETMIS
c) Completion of any missing or incomplete documentation including signatures, dates, and participant numbers
d) In the case of both Planned and Unplanned Discharges follow-up with the youth/family should occur to determine whether referrals for other services have been contacted or there is a need for additional or alternative referrals that may be beneficial to the participants’ adjustment and well-being.

e) In addition in the case of a youth coming of age protocols for transition from the CINS/FINS Program to adult service system should be implemented in accordance with state policies.
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