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Judge to Extend Court Monitor’s Appointment 
Court oversight of the implementation of the Rosie D. remedial services will continue at least through 2013 and may well extend into 2014. 
At the most recent status conference on April 9, 2013, US District Court Judge Michael A. Ponsor said he will extend Court Monitor Karen Snyder’s appointment until the end of 2013, and quite possibly to June 30, 2014.
“We will need the monitor for at least another six months and probably for another year,” he said.  Snyder, who has overseen the Commonwealth’s compliance developing and implementing court-ordered remedial services, currently is working with the parties on disengagement criteria.  “We are trending in a certain direction,” Judge Ponsor observed, adding, “I need the help of the monitor.”  The judge previously announced he will not relinquish oversight of the case until officials demonstrate that children with serious emotional disturbance are receiving all needed remedial services and that these services are being delivered in an effective manner. 
Judge Ponsor is expected to officially extend the monitor’s appointment when the parties return to court for a further hearing on June 25, 2013.  It is anticipated that Snyder will become a part-time monitor, with more focused reporting requirements and fewer responsibilities in the months ahead.  The judge gave the defendants until June 11 to file a motion to modify the original Rosie D. order to reflect a reduced monitoring role.  The plaintiffs’ response to the defendants’ filing is due June 18.
This will mark the third time in a year that the judge has extended Snyder’s appointment. Under the Rosie D. Order, issued nearly six years ago, her role was supposed to terminate in July 2012.  But the Court initially extended her appointment through December 2012, and subsequently through June 2013. 


Parties Near Agreement on Process for Disengagement
After months of negotiations and the assistance of the Court Monitor, the parties are nearing agreement on the data necessary to measure compliance with four key areas of the Judgment – access, utilization, effectiveness, and quality of home-based services.  The plaintiffs submitted their report on the status of disengagement on April 1, 2013.  The joint document memorializing these disengagement discussions was filed on the same day, together with the defendants’ report. 
Proposed disengagement criteria are based on the plaintiffs’ implementation concerns in each of the four areas.  Under access, the Commonwealth will be collecting data and client review information on the availability of needed home-based services to: (1) youth in other child serving agencies; (2) youth who experience inpatient or Community Based Acute Treatment (CBAT) admissions; and (3) youth who have outpatient or In-Home Therapy as their clinical “hub” for care coordination.  Under utilization, the Commonwealth is compiling data on the duration with which key home-based services are delivered across the state, and monitoring the quality of home-based assessments and treatment plans using a new client review instrument called the System of Care Practice Review (SOCPR).  In addition, the Commonwealth has agreed to develop practice guidelines for the remaining remedial services and will continue ongoing data reporting focused on the areas of alleged noncompliance.  
The exact methodology to be employed for measuring effectiveness of home-based services, and system level outcomes for youth, represents the final issue for negotiation.  However, the parties have agreed that Child and Adolescent Needs and Strengths (CANS) assessment data, analyzed across a set of specific services and reporting intervals, will form the basis for examining youth progress and improved functioning over time. 
The first set of compliance data is expected to be available at the end of May 2013, with initial SOCPR reports and outpatient client reviews anticipated during the summer of 2013.


Waitlists Down, but Caseloads Up
Across the state, the Community Service Agency (CSA) monthly reports show a significant decrease in waiting lists for Intensive Care Coordination services, with the exception of a handful of outliers, mostly in Western Massachusetts. But the data also show gradually decreased ICC enrollment, fewer case coordinators, and higher caseloads.
Based on the latest data (February 2013), most of the CSAs can offer youth an appointment with an ICC coordinator within four days. A few outlier CSAs have a far longer wait time, with 37 youth – most from Western Massachusetts waiting considerably beyond the 14-day access standard required by federal regulation. Four youth have been waiting for more than a month; nine between three and four weeks; and ten for over two weeks. A year ago, in March 2012, nearly twice as many youth – 73 – were waitlisted for ICC services.
But despite this progress, ICC enrollment has dropped over 10% since May 2012.  The number of ICC care coordinators has decreased even faster, resulting in an increase in the average caseload from 9.7 to 10.5 per coordinator.  The monthly caseload average has been inching up throughout the 2013 state fiscal year, ranging from 9.7 in the summer to 10.1 in the fall and cresting at 10.5 in January and February.


MCI Community Evaluations Increase
Over the past year, there has been a modest increase in the percentage of Mobile Crisis Intervention (MCI) encounters that occurred in the community, instead of emergency departments.  Based on the latest available MCI data, about 61% of MCI encounters took place in the community in October, and about 60% in November.  Only 16% of the MCI encounters in both October and November resulted in an inpatient admission.
This represents the first time since the July 2009 MCI roll-out that the percentage of crisis evaluations in the community has reached 60%. Except for seasonal summer dips in July and August, the percentage has hovered in 50-55% range in 2011 and 2012.  Over time, the data has highlighted a seasonal pattern whereby more community-based interventions take place when children and youth are in school.
The data also illustrates that the need for MCI services spikes in the fall and spring: Last October, there were 2,199 MCI encounters – 1,344 in the community and 855 in the emergency department. In November, there were 2,056 encounters: 1,235 took place in community settings and 821 took place in the emergency department.  In May 2012, there were 2,325 MCI encounters, 1,340 of which occurred in a community setting.
A further breakdown of the most recent data from November indicates that 886 of the 1,235 community-based encounters occurred in a mobile location while 349 took place in an Emergency Service Provider locale, or community-based urgent care center. This approximate ratio (70% to 30%) has been fairly consistent since the roll-out. 
Since September 2010, the average response time to an MCI call for assistance has been under 40 minutes, and most recently, in the fall of 2012, has been just over a half hour.


Only Half of SED Youth Receive Mandatory Mental Health Assessments 
Nearly half of all youth receiving remedial services through the Commonwealth’s Children’s Behavioral Health Initiative (CBHI) are not getting behavioral health assessments as required by the Rosie D. Order. 
Data recently generated by CBHI indicates that between July 2010 and March 2012, the assessment rate on the Child and Adolescent Needs and Strengths (CANS) tool ranged from a low of 50.4% (September 2010) to a high of 56% (November 2011).  That means that providers are not using or reporting the mandatory CANS evaluations for between 44% and 49.6% of youth in treatment.  The most recent data available (March 2012) indicates only 52.5% of youth are reported as having a CANS assessment. 
Since November 30, 2008, the Commonwealth has mandated that the CANS be administered as part of a youth’s initial behavioral health assessment and at 90-day intervals.  A Provider Alert, issued August 1, 2008, described the CANS as “a document that organizes clinical information collected during a behavioral health assessment in a consistent manner to improve communication among those involved in planning care for a child or adolescent.”  Used in more than 30 states across the country, the CANS is supposed to guide care treatment planning and track youth’s needs over time.  
But here in Massachusetts, the Rosie D. Court Monitor found widespread deficiencies in mental health assessments when she conducted the statewide Community Service Reviews in 2010 and 2011.  As a result of inadequate assessments, care planning teams lacked a comprehensive understanding of a youth’s needs and consistently failed to develop an effective treatment plan.  The Monitor’s 2012 Statewide Report found care plans had “…vague strategies that were not well informed by understanding of the youth and family or past interventions, were clinically limited in scope and intensity, and were not helping youth to make progress.”
The CANS is taking on greater significance as the Commonwealth seeks to end the Court’s oversight of the case.  The Commonwealth plans to use the tool as a primary outcome measure to demonstrate youth are benefiting from the court-ordered remedial services.  A preliminary analysis of recently released data on 3000 youth who had four CANS assessments at 90-day intervals indicated they improved over a nine-month period. 
