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Court Monitor’s Appointment Extended Another Six Months

U.S. District Court Judge Michael A. Ponsor extended court oversight of the implementation of the Rosie D. remedial order through the end of 2013, and said he will likely further extend it through June 2014.

The order extending Karen Snyder’s appointment as court monitor grants her the same authorities and responsibilities set forth in the 2007 Rosie D. Judgment. At the recent June 25 status conference, the judge rejected an attempt by the Commonwealth to limit the scope of the monitor’s authority or access during her extended term.  See Docs. 621 and 622.

Over the next several months, the monitor will focus on the data the Commonwealth is currently collecting under the agreed-upon Disengagement Criteria. Multiple state agencies – including the Departments of Mental Health, Children & Family Services, Youth Services and MassHealth – are on track to produce data by September on youths’ access and utilization of the court-ordered remedial services, as well as the effectiveness of the services.

“I’m very pleased with the way things are evolving,” Judge Ponsor said at the status conference. He congratulated the parties for collaborating on the disengagement criteria and lauded the Commonwealth’s efforts thus far in screening more than 400,000 children for behavioral health needs and enrolling more than 80,000 in at least one remedial service over the past four years.

“There’s tremendous progress, but, of course, there’s always more to do,” he remarked. He cited the plaintiffs’ analysis of systemic weaknesses, such as waitlists for core services and a “disturbing faltering” in the implementation of a mandated mental health assessment, the Child and Adolescent Needs and Strengths (CANS) tool.


In addition to producing voluminous data this summer, the Commonwealth also is initiating systemic case reviews to measure compliance and review system performance. The findings from the System of Care Practice Review will not be available until winter 2014.

The judge called the current data-collecting phase critical, and suggested it would provide “a reasonable picture of the functionality of the system.” He pointed out that the parties’ conclusions about what the data demonstrates and its correlation to the obligations in the remedial order could be very different.

“We’re heading toward a day of reckoning,” Judge Ponsor said. He told the parties that he could not “conceive of making any decision without the assistance of the monitor,” and said that in all likelihood, her term would be extended a fourth time through next June. According to the defendants, the 2014 fiscal year budget includes funding for Snyder’s position.


Parties Finalize Disengagement Criteria

Following months of negotiations, the parties reached agreement on the data needed to measure compliance with four key areas of the Rosie D. Judgment: access, utilization, effectiveness and quality of home-based services.

The agreed-upon Disengagement Criteria are based on the plaintiffs’ implementation concerns in each of the four areas. For example, in response to the plaintiffs’ access concerns that certain class members are not receiving medically necessary remedial services, the Commonwealth will collect data and client review information on the availability of needed home-based services to: (1) youth in other child-serving agencies, such as DMH, DYS and DCF; (2) youth who experience inpatient or Community-Based Acute Treatment (CBAT) admissions; and (3) youth who have outpatient or In-Home Therapy (IHT) as their clinical “hub” for care coordination.

The defendants anticipate that they can provide data for the youth in other agencies, CBATs or inpatient placements by the end of July. The state has just begun implementing a new client review process, the System of Care Practice Review (SOCPR), and expects to have preliminary data in September for youth who have outpatient or IHT as their hub.

In response to the plaintiffs’ utilization concerns that class members may not be receiving remedial services with the frequency, intensity and duration required to ameliorate their conditions, the Commonwealth is compiling data on the duration of key home-based services. Some initial data already has been shared with the plaintiffs and the monitor; more is expected on a quarterly basis.

To address the plaintiffs’ long-standing concerns about whether the remedial services have been effective in ameliorating youths’ mental health conditions, the state has produced an initial report of CANS data on more than 1600 youth. These youth have been enrolled in Intensive Care Coordination (ICC) long enough to have been assessed four times on the CANS instrument. This CANS longitudinal report tracks youth scores – whether they have improved or not – in the specific domains of life functioning, risk behaviors and behavioral/emotional needs. More data is expected by mid-September.

Finally, in response to the plaintiffs’ contention that the Judgment requires consistent, quality services, the Commonwealth has agreed to develop practice guidelines for Mobile Crisis Intervention (MCI); In-Home Therapy; In-Home Behavioral Treatment; and Therapeutic Mentoring (TM). The plaintiffs concur that the existing specifications and guidelines for ICC are adequate. Draft guidelines for MCI and TM have been shared; drafts for the remaining remedial services are supposed to be disseminated by mid-July.
Significantly, the parties have agreed that the Monitor can retain consulting experts to resolve disagreements about the proposed guidelines.
In addition to the new reports, data, information, and guidelines required by the Disengagement Criteria, the defendants will also continue to provide reports on screening, screening follow-up, CANS utilization, general utilization of all remedial services, waiting lists, and the quality of ICC services using the WrapAround Fidelity Index. In their May report, the defendants have provided information about (1) the percentage of youth with positive behavioral screens who receive follow-up services within 90 days of the screening; (2) CANS compliance; (3) service utilization before and after MCI encounters, and length of MCI encounters; and (4) average length of stay in CBATs.



Parties File Status Reports on Implementation

The defendants touted significant statistics about behavioral health screening and remedial service enrollment in their Semi-Annual Implementation Report (Doc. 620), filed May 31, 2013. The semi-annual report, required under the Rosie D. Judgment, covers the period from December 2012 to May 2013.

In response, the plaintiffs’ 20th Status Report (Doc. 622), filed June 18, 2013, flagged longstanding concerns regarding the follow-up on positive behavioral health screens, timely access to services, compliance with CANS assessments, and MCI encounters in emergency departments.

According to the defendants’ Implementation Report, clinicians have screened 414,839 youth since behavioral screening became mandatory on January 1, 2008. Citing data provided by the Commonwealth, the plaintiffs pointed out that only about half of youth in the Primary Care Clinician Plan who had a positive screen in late 2011 and early 2012 had a subsequent follow-up appointment in the next 90 days. Follow-up appointments occurred for only 22% to 30% of youth in Managed Care Organizations who had a positive behavioral health screen.

The defendants reported that since the initiation of remedial services in 2009, a total of 81,438 youth have received at least one remedial service, and 73,938 of them received a service other than mobile crisis intervention. They reported that 16,340 youth have been enrolled in Intensive Care Coordination and 22,622 have used In-Home Therapy. The defendants contended that most families are able to access services without delay, but they acknowledged that a number of regions across the state have waitlists for In-Home Therapy (IHT), In-Home Behavioral Services (IHBS) and Therapeutic Mentoring (TM).
As the plaintiffs underscored in their Status Report, more than 280 youth were waiting for IHT, IHBS and TM at the end of March 2013, because there was no capacity in their area. An additional 676 were waiting for their provider of choice to serve them. Forty-seven percent of those waiting for IHBS waited over two months.
The defendants’ Implementation Report stated that 55,658 youth have received assessments, including a CANS assessment. But their report also noted dismal rates of compliance with this mandatory assessment by outpatient providers, inpatient units, and CBATs. Compliance rates among the smaller plans were very low for IHT and ICC. The plaintiffs, in their report, called these findings “deeply disturbing.” The plaintiffs noted that the CANS was only provided to 21% or fewer youth in inpatient settings and to zero to 60% of youth in CBATs. “This exceedingly high level of noncompliance with CANS requirements is particularly troublesome given the critical role that these assessments have in facilitating discharges from inpatient and residential settings and referrals to ICC and other home-based services.”

According to the defendants’ report, MCI appears to be effective in helping families engage in behavioral health services. Eighty percent of youth who used MCI later utilized a remedial service within 15 days of the encounter, and 90% utilized a remedial service within 90 days of the MCI encounter. Significantly, only 70% of these youth utilized a remedial service in the three months prior to the MCI encounter. The defendants’ report stated that 56% of all MCI encounters in February 2013 took place in the community, but offered no explanation or discussion why 44% of the encounters took place in hospital emergency departments. The plaintiffs pointed out that 787 youth received mobile crisis intervention services in emergency departments rather than in the community.

The defendants’ Implementation Report also noted ongoing or upcoming activities, including the ICC coaching program now being developed; the System of Care Practice Review that over the next 12 months will conduct 124 case reviews of youth receiving ICC and IHT; and the annual Wraparound Fidelity Index and Team Observation Measure telephone survey, which is currently underway.

The defendants highlighted a significant decline in spending on inpatient and outpatient behavioral health services, and a significant increase in spending on home and community-based services since the remedial services were initiated in 2009. This data, compiled by the Massachusetts Behavioral Health Partnership, indicates the largest allocation of spending in fiscal years 2011 and 2012 was for intensive home-based services for youth.


Family Satisfaction Survey for ICC Families

The Commonwealth, working with the Shriver Center at University of Massachusetts Medical School, conducted the online family satisfaction survey over a three-week period between November 26 and December 15, 2012. The survey included 10 questions, seven of which addressed demographics: gender, age, ethnicity, race, length of time in ICC, age when ICC started, and the name of agency providing ICC. Nearly all of the respondents in a random sample of 154 families whose children were enrolled in Intensive Care Coordination (ICC) for more than four months reported they were satisfied with the services their child received. But less than three-quarters reported the youth were “better at handling daily life.” Like all consumer satisfaction surveys, and particularly those inquiring whether service recipients appreciate substantially expanded services, most responses were favorable.

About 98.6% of the respondents reported they strongly agreed or agreed they were satisfied with the services their child received. A corresponding 97.4% strongly agreed or agreed the service were “right” for the child and family, but the percentage dropped to 88.8% when respondents were asked if the family received “as much help as we needed for my child.”

In response to two outcome-oriented questions with the lead-in inquiry, “As a result of the behavioral health services received…”, the percentage of those who strongly agreed or agreed dropped. For example, 73% reported they agreed or strongly agreed their child is better handling daily life; 77% reported they agreed or strongly agreed their child gets along better with family members; 61.6% said they agreed or strongly agreed their child is better able to cope when things go wrong; and 62.9% agreed or strongly agreed they were satisfied with their family life.

One respondent who reported her child is doing better lauded family partners and care coordinators, but called the emergency crisis team “a huge failure.” “The emergency crisis team needs so much improvement to be of any help to families. I could go on forever about the nightmare that is emergency services, but families should not have to sit in an emergency room for ten to twelve hours before anyone sees their child or any help is given.”
