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Court Further Extends the Defendants’ Reporting and Monitoring Obligations
 

At the December 17, 2012 status conference, U.S, District Court Judge Michael A. Ponsor extended the reporting and monitoring requirements of the Rosie D. Order for another six months to June 30, 2013. The ruling also extends the term of Court Monitor Karen Snyder, whose position already is funded for the extended period under the current fiscal year budget. “I find there is a need for further monitoring to provide me with sufficient assistance to determine if compliance has occurred,” said Judge Ponsor.
 

Under the remedial order, monitoring and reporting requirements, as well as the Court Monitor’s term, were slated to end December 31, 2012. At the last status conference on October 10, 2012, the Court urged the parties to agree to a six-month extension. On November 2, 2012, the defendants filed a detailed memorandum rejecting the Court’s suggestion, but indicating their willingness to assent to a time-limited extension that restricted monitoring and reporting to those provisions in the Judgment which the Court determined were not completed. This position effectively required the Court to make detailed findings about the status of compliance with every provision of the Judgment.
 

In response, the plaintiffs filed a supplemental memorandum on December 13, 2012, urging Judge Michael A. Ponsor to extend the Rosie D. monitoring and reporting period for another year – or at the very least, another six months until to end of June 2013. The plaintiffs proposed that the extension could occur without further hearings, but requested discovery and an evidentiary hearing if the Court was inclined to adopt the defendants’ approach and make detailed compliance determinations. The Children’s Mental Health Campaign, representing the leading health care organizations in the Commonwealth, strongly endorses extending the Court’s monitoring and reporting authority to December 31, 2013. The Campaign recently sent the judge a letter highlighting the need for more data and outcomes.
 

This marks the second time in less than a year that the judge has extended Court oversight of the implementation of the children’s new behavioral health service system. Under the 2007 order, the defendants’ reporting and monitoring obligations were slated to end on July 17, 2012. Last spring, Judge Ponsor cited the likely inability of the Commonwealth to claim substantial compliance with the Judgment within the five-year window, and extended the reporting and monitoring requirements until the end of December.
 

The defendants have maintained since last May that they are in substantial compliance with their obligations under the Rosie D. Judgment, but at Monday’s hearing, the judge held they “have fallen short to some degree.” He called upon the parties to meet over the next few weeks to discuss outcome measures, data gathering and analyses focusing on children and families’ access to services, utilization of services, clinical outcomes demonstrating youth improvement, and quality standards of the remedial services. Both sides must file status reports January 25, and return to court for a status conference on February 6, 2013.
 

Judge Ponsor left open the possibility of further extending Court oversight – including the Monitor’s term – if the Commonwealth has not demonstrated substantial compliance with the remedial order by next summer. “I am not promising this is the last extension.”



Court Requires the Development and Implementation of Outcome Measures

At the October status conference, Judge Ponsor indicated that he would not relinquish his oversight of the case until the defendants produce clinical outcomes that demonstrate children with serious emotional disturbance are accessing the services they need and benefiting from them. Judge Ponsor is requiring that the Commonwealth develop data “to tell us what’s happening.” This includes analyses focusing on access to services, utilization of services, clinical outcomes, and quality standards for the state’s Children’s Behavioral Health Initiative (CBHI).
 

Outcomes will likely become the catchword of the next six months as the parties address outstanding compliance issues. During the past year, the parties have argued about data collection and outcome measurements, with the defendants suggesting that outcome measurements are not feasible and may not be representative of the service system. Nonetheless, at the most recent hearing on December 17, Asst. Atty. Gen. Daniel Hammond said the defendants recognize that more needs to be done, especially in the area of clinical outcomes.
 

Thus far, the defendants have generated little information on the outcomes of services to class members, and no data indicating that all youth with (SED) who need and request remedial services actually receive them (access outcomes); all youth who receive remedial services are provided the level, intensity, frequency, and duration of services that are medically necessary (utilization outcomes); and remedial services are effective in correcting or ameliorating the youth’s condition (clinical effectiveness outcomes).



Defendants File Updated Implementation Report

The defendants filed another implementation report on December 5, 2012 that provides an overview of data on access and utilization of the remedial services. Several documents are appended to the filing, including the most recent Children’s Behavioral Health Initiative Service Utilization Report, which indicates that the number of youth receiving services and the number of hours provided for each remedial service are increasing; the October 2012 Community Service Agency Monthly Report that suggests that the number of youth waiting for ICC and the number of days they are waiting are decreasing; the Mobile Crisis Intervention Response Report, showing an average statewide response time of 33 minutes; the Behavioral Screening Report, suggesting a slight uptick in screening rates; and the Massachusetts Behavioral Health Partnership report on MCI encounters, tracking the number and length of MCI encounters.
 

The defendants’ filing alludes to pending data about child outcomes from the CANS, an upcoming Community Service Review and a Family Feedback Survey, and includes the family survey questionnaire.


MSPCC to Close 2 CSAs
The Massachusetts Society for the Prevention of Cruelty to Children (MSPCC) is closing two Community Service Agencies (CSAs) that serve a total of 90 children in Boston and Lowell. MSPCC, which is planning to terminate ICC services by the end of January, is working with Managed Care Entities (MCEs) to develop transition plans for each child. According to the defendants’ December Implementation Report, the MCEs have solicited applications for new providers to operate the two agencies. Until these programs are in place, other nearby CSAs will take new referrals from the MSPCC catchment areas. There are 32 CSAs across the Commonwealth. They are responsible for conducting comprehensive home-based assessments, providing intensive care coordination, overseeing care planning teams, and identifying services.



State Releases Service Utilization Data for FY 2012
About 25,500 youth received Rosie D. remedial services between July 1, 2011 and April 1, 2012 through the Commonwealth’s Children’s Behavioral Health Initiative (CBHI). According to the latest CBHI Service Utilization Report, covering the first three quarters of the 2012 fiscal year, 12,624 youth received In-Home Therapy (IHT); 8,867 received Mobile Crisis Intervention (MCI); 8,430 received Therapeutic Mentoring (TM); 7,963 received Intensive Care Coordination (ICC); 6,876 received Family Support and Training (FS&T); and 1,202 received In-Home Behavioral Services (IHBS).
 

Many youth enrolled in ICC also accessed other remedial services. About 75% of them also received FS&T; 36% also had a mentor; 31% received IHT and about 16% also received IHBS.
 

The report provides a monthly breakdown of service hours for each service category by age during the nine-month period. In March 2012 – the last month for which data is available – the average monthly hour breakdown was 9.6 hours for ICC; 7.4 hours for FS&T; 15.5 hours for IHT; 12.6 hours for IHBS; 11.5 hours for TM; and 7 hours for MCI.



Waitlists Increase for IHT, IHBS, but Decrease for ICC

Fewer youth are waiting for their first appointment for Intensive Care Coordination services, but the number waiting for In-Home Therapy, In-Home Behavioral Services and Therapeutic Mentoring is creeping up.
 

Based on the latest data, 72 youth were waiting for In-Home Therapy by the end of October. Most of these youth – 50 – were waiting less than two weeks, but 21 were waiting between two and four weeks, and 1 for between eight and twelve weeks. More than half were from Western Massachusetts.
 

Twenty of the 27 youth waiting for In-Home Behavioral Services live in the Boston and Central Massachusetts regions. Among the 27, 9 were waiting less than two weeks; 11 between two and four weeks; 3 between four and eight weeks; 3 between eight and 12 weeks; and one for more than 12 weeks.
 

A total of 37 youth – 32 from the Central and Western regions – were waiting for Therapeutic Mentoring services as of the end of October. Of the 37, 24 were waiting less than two weeks; 6 for between two and four weeks; 5 for between four and eight weeks; and 2 for between eight and 12 weeks.
 

In contrast, youth waited an average of 3.6 days for an initial ICC appointment in October – down from 4.5 days in September, 4.7 days in August and 8.3 days in July. Twenty-three youth were waiting for appointments at the end of October, but only 16 were outside the court-approved access standard of 14 days. Of the 16, five were waiting between 21 and 30 days, and one was waiting more than a month.
