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PLAINTIFFS’ TWENTY-SECOND STATUS REPORT 
I.
Introduction


During the status conference on September 20, 2013, the Court requested both parties submit updated Status Reports, detailing progress made towards the development of remedial service guidelines and the collection and analysis of specific access, utilization and outcome data gathered in the context of the parties’ Joint Disengagement Summary. (Doc. 623-2) 
As noted in the plaintiffs’ Twenty-First Status Report (Doc. 633) and discussed on September 20, 2013, there have been a number of significant delays in the collection, production and circulation of these guidelines and reports, prompting the Court to extend the term of the Monitor until at least June 30, 2014 (Doc. 635).  Unfortunately, these delays continue across a majority of items required by the Joint Disengagement Summary.   Other than standing monthly data on waiting lists and access, and preliminary utilization reports, and the results of the first System of Care Practice Review from last June, the plaintiffs have received no additional information since appearing before the Court on September 20, 2013.  Reports central to measuring access to remedial services and appropriate levels of care coordination, as well as documents designed to guide the consistent delivery of quality remedial services, are not expected until the end of 2013 or early in 2014.  
While these revised timeframes are disappointing, they are not wholly unanticipated as the defendants are collecting this access, utilization and outcome data for the first time as part of evaluating their remedial service system.
  However, these delays will have important repercussions for the timing of the various phases of disengagement envisioned by the parties.  Most importantly, continued delays will impact the Court’s ability to review the anticipated volume of reports and documents, consider the analysis and briefings of the parties, weigh the recommendations of the Court Monitor, evaluate the current status of compliance, and determine the need for continued monitoring within the timeframe of its current order.  
II.
The Impact of Continued Delays on Disengagement and Monitoring 
With guidance from the Court and Court Monitor, the parties agreed upon a number of data reports and other information necessary to inform their evaluation of the remedial service system and of disengagement.  They also agreed upon deadlines for the production of reports and the completion of service guidelines that would allow the Court to suspend ongoing reporting and monitoring by June 30, 2014.  These deadlines have been extended, without opposition by the plaintiffs, on several occasions.  It now is clear that further extensions are needed, with some uncertainty as to when all reports, information and guidelines will actually be completed.

As contemplated by the parties and the Court, the Monitor has a key role to play in the review and analysis of this information, as well as offering recommendations regarding the need for any additional data or corrective actions, in order to ensure compliance with the Court’s Judgment.   Further delays in obtaining the data and documents described below also are likely to impede the Monitor’s ability to perform these critical functions within the remaining appointment period.
A. Access to Remedial Services 

Among the data delayed until 2014 are five reports designed to measure access to remedial services by several important populations within the class.
  Three reports examine the extent to which Medicaid-eligible youth involved in the Departments of Mental Health, Child Welfare and Youth Services receive effective access to remedial services.  Additional reports consider whether youth experiencing out-of-home placements in Community Based Acute Treatment (CBAT) settings or in-patient units are accessing remedial services in the periods before and after their admissions.   
The parties have agreed that these initial reports, now expected in late January, 2014, should be discussed in joint meetings with the respective state agency staff, in order to inform subsequent interpretations of their results.  These initial meetings are likely to occur during the month of February, 2014.  In the event information gleaned from these reports suggests the need for further system evaluation, or specific corrective actions to ensure youth have effective access to remedial services, there must be time to develop and implement those steps with the Monitor’s assistance, as well as an opportunity to assess the effectiveness of those actions over a period of time.  
B. Access to Appropriate Levels of Care Coordination

Two reports will measure the availability of medically necessary care coordination across the three clinical hubs, and the extent to which that care coordination results in the provision of needed remedial services.   There will be a similar process of review, discussion and analysis will be required in order to evaluate these reports and their implications for the disengagement process.  
Defendants’ initial review of outpatient therapy as a hub for youth with SED, discussed in plaintiffs’ Twenty-First Status Report (Doc. 633), serves as an example of how the early stages of this process can unfold.  The outpatient review generated many more questions than it answered.  As a result of preliminary discussions between the parties, and the identification of a number of concerns with its methodology, execution and results, that report is now being revised by the research and managed care entities responsible for its production.  A revised copy of this report is expected at the end of the calendar year.  Given the quite troubling findings of the initial report, there is a significant likelihood that some system modifications will be needed to ensure that youth who do not receive either Intensive Care Coordination or In-Home Therapy are provided sufficient care coordination and other necessary remedial services.

With regards to measuring the appropriateness of care coordination by In-Home Therapy, the parties agreed to use the Commonwealth’s proposed system of care review instrument – the SOCPR.  However, implementation of this new review methodology also has taken longer than expected.  The first regional SOCPR was piloted in Metro Boston in June of 2013.  The results from this initial review were provided on November 25, 2013, and will require a detailed analysis by the plaintiffs and the Monitor in the coming days and weeks.  However, the findings appear to confirm persistent doubts regarding the sufficiency of care coordination and treatment planning for many youth with In-Home Therapy as their hub.
  Also troubling are findings that the option of Intensive Care Coordination was not discussed with 57% of those in the sample, a result made even more problematic given that in only 23% of cases did reviewers strongly agree that the level of care coordination was appropriate.  
The second regional SOCPR review, which occurred in October 2013, included both ICC and IHT providers in the Northeast.  It will allow the parties to examine the appropriateness of care coordination, treatment planning and access to medically necessary remedial services for youth in both hub services.   That regional report is expected in February, 2014.  Remaining regional reviews are scheduled to take place in January, March and May of 2014.  As a result, plaintiffs do not expect to have a set of statewide review findings until late in the summer of 2014.  
If these report findings require significant system change or other corrective measures to ensure access to medically necessary care coordination, additional time will be required to develop, implement and measure the impact of those changes with the assistance of the Monitor.
C. Utilization of Remedial Services

Plaintiffs’ Twenty-First Status Report provides an overview of initial concerns

regarding the utilization in In-Home Therapy, including very modest lengths of stay (service duration), and relatively low numbers of youth receiving additional remedial services coordinated by their IHT providers.  (Doc. 633).  Preliminary reports on utilization of In-Home Behavior Therapy and Therapeutic Mentoring
 present a similar set of concerns, including the number of providers reporting relatively short durations of service.
 
D. Development of Practice Guidelines

With the assistance of the Monitor and several experts, the defendants continue to draft proposed service guidelines for In-Home Therapy, In-Home Behavior Therapy and Therapeutic Mentoring.  Plaintiffs expect to review and offer comments on these draft guidelines, which will be shared on a rolling basis starting in early December.   Provided there is no need for further negotiation or discussion of the guidelines’ substantive provisions, an additional round of revisions then will be undertaken by the defendants to ensure internal consistency, with final proposed guidelines becoming available in January 2014.
III.
Additional Issues for Disengagement 
A.
Waiting Lists and Timely Access to Services
In their last two Status Reports, the plaintiffs detailed a series of concerns regarding timely access to remedial services.   (Doc. 622, 633)  Although the total number of youth waiting has decreased from annual highs earlier this year, questions about the adequacy of provider capacity and resulting delays in access to home-based services persist across the Commonwealth and specifically in certain regions like Central Massachusetts.

B. CANS Outcome Data

Initial reviews of the defendants’ CANS outcome data raises concerns regarding the degree of reliable change experienced by youth in IHT and ICC, especially those with shorter lengths of stay.  (Doc. 633)  Several domains, including those measuring children’s emotional and behavioral needs and risk levels, appeared to demonstrate only very modest gains, with not even 10% of all youth improving, as opposed to regressing.   Domain scores on transition to adulthood and caregiver resources actually decreased.  
While the plaintiffs continue to analyze the implications of this data set, the defendants have made clear their intention is not to collect any additional outcome data of this nature or take any specific actions in response to its findings.
  Thus, despite troubling or at best questionable findings of the impact and effectiveness of remedial services, the outcome measures and process that finally have been implemented will be a one-time-only endeavor, leaving the Court, the parties, and the Commonwealth with no outcome data in the future.

C. Compliance with CANs assessments

Data reported by the defendants in their May 2013 Memorandum on the Status of Implementation outlined surprisingly low rates of compliance in CANS administration among inpatient settings, Community-Based Acute Treatment (CBAT) programs, and within the Department of Mental Health.
  In response to these findings, and continued noncompliance by outpatient therapists, the defendants proposed several quality improvement activities that would be completed by June 30, 2014.   
In order to measure the impact of these activities, the defendants intend to compare the numbers of CANS produced by inpatient and CBAT programs in the fall of 2012 and the fall of 2013.  However, due to time lags in Medicaid encounter data, it appears the proposed data set will not include the number of children seen in these settings during the relevant time period, making it difficult to assess whether changes in administration rates are the result of improved compliance or increased numbers of admissions.   No other updated data on DMH or out-patient therapists’ compliance with the CANS requirement has been received to date. 
D.
Length and Location of Mobile Crisis Encounters
Defendants continue to produce periodic reports on the location in which mobile crisis services are delivered.  Plaintiffs’ concerns about the plateauing of MCI community encounters date back to the spring of 2011, and have been outlined in several previous reports (see, e.g., Doc. 578, 622).  More recent data indicates this trend is largely unchanged, with only 56 to 59% of MCI encounters taking place in the community.  As a result, in May 2013 alone, 1019 youth received their mobile crisis intervention in an emergency room.
  
There also is little evidence that extended crisis stabilization services are being utilized by mobile crisis providers in order to further stabilize youth and families, refine and practice safety planning, or directly assist with connections to medically necessary community services. (See Doc. 622).  The parties’ ability to continue measuring the utilization of extended MCI authorizations, and the effectiveness of new MCI practice guidelines in this area, is compromised by a decision to no longer collect data on the number of MCI encounters exceeding three days.  
E.
Follow-up on Positive Behavioral Health Screens 

Also among the list of outstanding disengagement data are updated screening reports from the Primary Care Clinician (PCC) plan and Managed Care Organizations.  These reports measure the frequency with which youth had a claim for a behavioral health service in the 90 days following a positive behavioral health screen.  Data available in late 2011 and early 2012 revealed that only 50% of PCC members with a positive screen received follow-up visits from their pediatricians or another behavioral health providers in this timeframe.  Behavioral health claims for MCO were markedly less, with follow-up occurring for only 22-30% of individuals.  Unless evidence suggests a significant improvement in these numbers, further action may be needed to effectively link youth with suspected behavioral health needs to appropriate follow-up care. 
IV.
Conclusion


 For the reasons set forth above, delays in the production of disengagement data are likely to impact the ability of the parties and the Monitor to thoroughly review and analyze of this information, to consider and implement any recommendations for additional data collection or corrective actions, and to measure the results of those efforts within the timeframe of the Monitor’s appointment period.  
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� Given the time invested in the design and production of the various disengagement reports, any repeated or ongoing collection of this information is likely to result in greater efficiency and offer a more nuanced understanding of the data and its meaning.  


�  These reports are intended to test several alleged noncompliance issues, including appropriate access to medically necessary remedial services by youth with serious emotional disturbance (SED) and those experiencing out-of-home placements.  For instance, referral data available to date, and the results of the two statewide CSRs, suggest that a relatively small number of Medicaid-eligible DMH youth are accessing remedial services – despite this population being the focus of much of the evidence presented to the Court at trial, acknowledged limitations in the intensity of its case management and community service system, and its continued use of residential programs as out-of-home placements for youth with SED.   


�   For instance, mean scores showed lack of support for implementation in the following areas: the presence of a primary service plan that is integrated across providers and agencies; formal providers and informal helpers participate in service planning; and a smooth and seamless process to link the child and family with additional services if necessary.  Of those youth needing or receiving multiple services, 46% were found to need a care planning team, and 83% of youth were found to need assistance in coordinating and collaborating with school personnel.


�  This data is expected to be available on a quarterly basis in the future, but will require further discussion and modification in order to be a useful monitoring tool.


 


� For instance, an initial review of enrollment data from June 2013 suggests that, on average, half of identified Therapeutic Mentoring providers and more than three quarters of In-Home Behavior Therapy providers discharged youth in 180 days or less. 


� For example, data from September 2013 shows that in Central Massachusetts there is less than 1% availability for In-Home Therapy, with 22 out of 25 providers reporting zero capacity to accept new clients and 97 youth waiting for their first appointment to be scheduled.





�  Despite representing that their CANS data set fulfills the Judgment’s obligation to measure system level outcomes for class members, defendants now characterize this data as having limited utility as an outcome tool outside the context of individual treatment.


�  A more detailed discussion of these deficiencies, and their import for access to medically necessary remedial services, can be found in Plaintiff’s Twentieth Status Report (Doc. 622).





�  In fact, just in the last three months one of the named plaintiffs was twice denied access to a community-based crisis intervention when the responsible mobile crisis team refused to dispatch to his home.
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