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Demographic information:
DG is an 11 year old male.  He is adopted by a couple in their mid-50s.  He has no court status.  He was removed from his birth parents’ care at age 9 months due to neglect.  He had gestational exposure to drugs.  He now lives with his adoptive parents and his older brother.  He receives behavioral health care services and attends school with an IEP.  He is diagnosed with Mood Disorder NOS and has a mild cognitive impairment. 
Previous Hospital Discharge planning:
Two months ago he was discharged from Hawthorn to his adoptive parents care with the following in place:
· Behavioral treatment plan
· Daily care and activity plan
· Community Living Supports (CLS)/Unity staff in the home to implement these plans
· Frequent in home visits by professional staff
· Medication management
· Supportive Education plan 
The CLS support did not occur as planned and therefore the behavior plan was not fully implemented. DG quickly reverted to responding to frustration with aggression in all settings (hitting, kicking, biting, spitting, threatening, running away).   DG threatened his adoptive mother with a knife necessitating transport to the Emergency Department where he remained for several days until his fourth admission to Hawthorn.  
Current Hospitalization:
DG has been at Hawthorn Center for 5 weeks. His CAFAS score is 180.  In hospital, DG is immediately assigned a unity 1:1 staff.  The 1:1 staff helps program DG’s day, processing complex social and emotional data with him using the behavioral treatment plan, and daily care and activity plan.  In addition, DG gets support from occupational therapy, special education services, case management by his therapist, family therapy and a rich milieu treatment.  With this complex and intensive mix of treatment services, DG still has occasional episodes of hitting, kicking, biting, spitting, threatening, and running.  These can be managed with time and support of the whole team.  DG has not been secluded or restrained.  Medication management has included a combination of lithium carbonate, risperidone and clonidine.  DG has limited executive skills.  Peer relations are not gratifying and fraught with conflict. Discharge plans have been similar for each of his previous 3 hospitalizations and really entail the development of a hospital without walls in order to foster a more normative development.  
Needs-Based Discharge Planning (With Care Management Proposal):
Individualized Community Based planning process:
1. C-Bat develops a support team including family, child, natural supports identified by the family, community based child service representatives who know the child and family best  and hospital staff including the therapist who is assisting in the transition. 
2. The team identifies existing strengths of the child, family and community.  Strengths would include interests of each individual family member and family culture.
3. The team identifies needs of the child, family and community which takes into consideration that behavior is the result of unmet needs.  The identification of needs should be a holistic process.  
4. The team develops a comprehensive individualized plan that is unique to the child and family’s identified needs.  Identified strengths and culture of the child and family will be central to the interventions identified in the plan.
5. Service-based plans alone will not adequately meet the complex needs of this target population. 
Therefore, the team develops a plan that focuses on increasing skills and competencies and builds a supportive safety net that helps to sustain the child and family to prevent future hospitalizations.   
6. Responsibility of this plan is shared by the entire team, not just the family. Community-based safety and support planning incorporates the strengths and culture of the family and identifies proactive and reactive skill building interventions.  

Possible discharge plan for DG may include the following considerations, services and interventions: 
· Identify and plan for the needs of the adoptive parents to increase their sense of competence.
· Look at what has worked in the hospital setting to see what could be incorporated in the community. (routines and structure, behavior plans, treatment/interventions, OT, etc.)
· [bookmark: _GoBack]Develop a plan that can be maintained. Have staff providing services like CLS and respite trained and able to start the first day home.
· Allow adequate time to transition in order to set up for success.
· Safety and support planning should be largely proactive to prevent behaviors from occurring and include strategies that support the child and family when crises occur.
· Plans based on individual strengths and interests are found to be more effective than compliance-based plans. 
· Post Hawthorn, child and family should receive the highest level of community based services needed such as (home based therapy, respite, CLS, Wraparound, Parent Support Partners, crisis stabilization services, Serious Emotional Disturbance Waiver, etc.)
· Plan should include opportunities for fun, activities and “normalcy” for child and family.  
· Develop outcomes that are meaningful to the family and evaluate over time to determine appropriate level of ongoing support.
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