EXPERT PROGRAM REPORT OF MARTY BEYER, Ph.D, 

I.
OVERVIEW


The Center for Public Representation filed a lawsuit, Rosie D. v. Romney, on behalf of thousands of children with serious emotional and behavioral disabilities who need mental health treatment in order to remain with their families and in their home communities. According to the Complaint, in Massachusetts at least 3,000 of these children are inappropriately confined in psychiatric facilities, congregate care settings, or birth or foster homes without medically necessary services.

The Center for Public Representation asked me to assess home-based services presently available to Medicaid children in Massachusetts, with particular focus on several regions in the Commonwealth.

  
My review focused on three issues: 

• 
The availability of, and access limitations on, programs that are called home-based services in Massachusetts – both as described in documents and as implemented in practice-- including MBHP/MCO programs such as FST, CSP, and CFFC, as well as DMH, DSS, and DYS programs;

• 
The impact on other providers such as hospitals, emergency services, and residential programs that results from access limitations on home-based services;


• 
The impact on children, their families, and their communities from the access 



limitations on home-based services.  

II. 
QUALIFICATIONS

            I am a clinical/community psychologist who has consulted with numerous states on systems of care and home-based services for children, including those in juvenile justice and foster care. I have consulted to counties and the state in the child welfare reform in Alabama, documented in Making Child Welfare Work (a 1998 publication of the Bazelon Center for Mental Health Law).  I also consulted to counties and the state in the Oregon child welfare reform. The practice I helped develop in both states is described in my publications "One Child and Family at a Time: Strengths/Needs-Based Service Crafting" (Caring, 1996) and “Strengths/Needs-Based Child Welfare Practice”  (The Prevention Report, Fall, 1997).  I published my training materials in a Strengths/Needs-Based Service Manual (National Resource Center for Family Centered Practice, 1999).  

            I am currently working with ACS, the child welfare agency in New York City, on implementing visit coaching, a method of helping families learn to meet the needs of their children in foster care (a manual for this practice is in press).  I am a member of the expert review panel appointed by the federal court in Katie A., a class action lawsuit regarding the lack of home-based and family-based services to children in Los Angeles County’s child welfare and mental health systems.   I have recently been asked by the Annie E. Casey Foundation to assist the Maine child welfare system in transitioning children from residential placements to their families and communities.  I also have assisted states in designing delinquency services and have written and provided training for judges, lawyers, probation officers and residential staff on how immaturity, trauma, and disabilities affect teenage behavior and must be considered in designing rehabilitative services.  A fuller description of my education, training and experience is set forth in my curriculum vitae (attached).  

III.        INFORMATION CONSIDERED

Since my retention as an expert in this case in January 2003, I reviewed a variety of documents regarding state services and several deposition transcripts from this case.  I spent three days in May, 2004 visiting programs in western Massachusetts and the Metro-West region, and interviewing staff and statewide stakeholders, as described below.


A. 
Regions reviewed



Western region (5/4/04)



Metro-West region (5/5/04)


B. 
Specific programs visited



Brightside Family Services, Providence Hospital, Holyoke (FST; CSP)



Child Guidance Center, Behavioral Health Network, Springfield (CFFC; IFSP)



Psychiatric Crisis Services, Behavioral Health Network, Springfield (Crisis Team)



Providence Behavioral Health Hospital, Holyoke (ART; Psychiatric Hospital)



Psychiatric Emergency Services, Framingham (Crisis Team)




Wayside Youth and Family Network, Framingham
(FST; DSS -FBS;




DMH Wrap; CSP; Family Based Residential; Transitional Residential Services)



Key Program, Framingham (Residential)

C.
Documents and deposition transcripts reviewed 

A complete list of the documents and deposition transcripts I reviewed is attached in Appendix 1.

IV. SUMMARY OF OPINIONS

As described in greater detail below, based on my education, training, and experience, and on my review of information and interviews regarding those programs and services currently offered to Medicaid eligible children in Massachusetts, and which might be described as home-based services, it is my opinion that:


1.  At most, Massachusetts provides only limited, home-based services funded by Medicaid for a small number of children and families who live in a few cities.  MHSPY is the only Massachusetts program that provides such services, though a recently initiated program called CFFC provides a limited version of those services.


2.  The home-based services the Commonwealth provides for Medicaid-eligible children and families are insufficient to meet their needs in a number of significant respects, including: limited geographical coverage, limited duration, limited intensity, limited capacity, lack of comprehensiveness, and omission of necessary service types (such as behavior therapy and specialists). 

3.  Lacking necessary, comprehensive home-based services, Massachusetts relies inappropriately on residential services that are based on the incorrect assumption that SED children cannot be effectively treated in their birth, foster or adoptive homes.  Home-based programs that flexibly match services to SED children and their birth, adoptive and foster homes are required to prevent children from being placed unnecessarily in residential programs and psychiatric settings, or retained there longer than therapeutically appropriate.

V.
REASONS FOR MY OPINIONS 


A.
Background Regarding the Children and Families 


My evaluation of the community mental health programs in Massachusetts was undertaken with a particular appreciation of the needs of the children and families the programs are designed to serve, and with an understanding of the challenge of effectively addressing the complexity of those needs. 


Thousands of children in Massachusetts experience emotional problems and their families require assistance to ensure that they develop normally. The children with the most complex needs often have been traumatized by prenatal problems, abuse, exposure to violence, separation from their families, and/or multiple placements. They are severely emotionally disturbed (SED) children who may not meet the criteria for a diagnosis of Post Traumatic Stress Disorder, but their behavior reflects chronic, complicated reactions to trauma.  These children require specialized intensive services of long duration, designed specifically to help them recover from trauma and/or debilitating emotional disorders and to assist their caretakers in managing their trauma-related aggression and depression. These are known to be some of the highest risk Medicaid-eligible children, both because their symptoms usually increase when they change placement and the skills of their families and foster parents are taxed by their challenging behaviors. 


There is no strong evidence that the complex needs of these traumatized and other SED children are met in residential treatment.  On the contrary, their behaviors tend to worsen when they live in groups and are harmed by: (a) separation from people to whom they are attached; (b) not living in a family and participating in the normalizing experience of a community school; and (c) the uncertainty of having no permanent home.  The anxiety, self-destructiveness, and aggressive behavior associated with these disorders are challenging for birth, foster and adoptive families to manage, and the chronicity of these problems is discouraging for caretakers.  Research has identified the effectiveness of integrated, intensive supports for these children and their families or foster families. Burns, Barbara and Kimberly Hoagwood, Community Treatment for Youth (NY: Oxford University Press 2002).


In describing the unmet needs of these children and their families, one Massachusetts provider commented that families have to be completely falling apart to get services and that there are long-term and costly medical consequences of not treating children with PTSD.  This provider argued that it would cost less if intensive services for children in the community were available to treat chronic PTSD rather than in residential programs. This provider specifically noted that more intensive services are necessary to treat aggressive children and to avoid residential care, especially for those who have never been hospitalized and very young children admitted to psychiatric hospitals because of explosiveness. Like others who were interviewed, the provider articulated the importance of children with these complex needs receiving trauma treatment and other specialized intensive services of long duration, and of their families having clinicians, teachers and other professionals partner with them in effective methods of changing the children's behavior.

B.
The State’s Historic Misunderstanding of SED Children and their Families in Massachusetts


A key to effective services for traumatized and other SED children is recognizing their complex needs and meeting the needs that drive their behavior before they enter residential programs or psychiatric hospitals. The way "stuck kids" have been viewed in Massachusetts -- primarily a cost problem for insurers -- has framed a narrow response by shifting SED children to residential care, but not addressing their needs.


Most of the state's attention has been focused on a small group of stuck children, namely those reported in the official CARD list maintained by DMA.  However, that list includes only children stuck in private psychiatric hospitals and related acute levels of care.  It is now acknowledged that many more than 100 children are “stuck” on any given day, as that term is increasingly and correctly applied to children maintained in many other kinds of treatment facilities – such as residential programs and public hospitals -- which are not appropriate for their needs. That children are stuck in these many other places is just being recognized by the state. 


 There is an even larger group of children living in the community who are at risk of being stuck because they are likely to be placed unnecessarily in residential programs.  The services necessary to treat them at home or at a foster home, which should be provided through Medicaid in Massachusetts, are not available.  Finally, other children who need home-based services remain stuck in out–of-home facilities, such as hospitals or residential programs. Once in residential programs, these children are more difficult to return to the community, particularly given the lack of sufficient, intensive home-based services to treat them in birth, adoptive, or foster homes.


 DMA maintains a list of children called the CARD list (“Children Awaiting Resolution or Disposition) who are on inpatient units and whose stay is no longer medically necessary (each day after the child should have been released is called an "administratively necessary day" or AND). The number of children who remain in hospitals on AND status increased from an average of 32 children in CY 1988 to 52 children in CY 1999 to 84 children in CY 2000 to 106 children in CY 2001 to 138 children in CY 2003. In response, the number of child/adolescent Acute Residential Treatment beds was increased from 105 to 132, the number of child/adolescent Crisis Stabilization beds increased from 25 to 40, and 23 transitional care beds were developed. 


David Matteodo, the Executive Director of the Massachusetts Association of Behavioral Health Systems said stuck kids have been one of the top priorities of his organization. He commented that psychiatric hospital care is modeled on 12-13 days of acute care and that it is harmful for children to stay too long on units that are not designed for longer stays.  He said stuck kids became a financial issue in 1997 when the state lowered reimbursement to $140/day for AND days and the hospitals lost nearly a million dollars. Now hospitals get reimbursed at the full rate of $600/day for half the AND kids and $400 for the remainder.


 By focusing on the high cost of kids getting stuck in psychiatric hospitals, the state ignored the harm to children of not living in family homes and the much larger number of children inappropriately placed in residential programs for long periods of time, or left in birth, foster, or adoptive homes without adequate treatment..  DMA and its MCOs created a screening process for psychiatric hospitals and increased the number of residential beds, rather than developing evidence-based, intensive long-term services for children in their own homes or foster homes statewide. Having not implemented an effective system of care for children with chronic mental health problems as other states have done, an erroneous belief that SED children cannot be effectively served in birth, foster or adoptive homes instead of residential programs prevails in Massachusetts.


For example, a 5/04 Memo from Commissioner Elizabeth Childs to Secretary Ron Preston entitled "Suggestions for Children on Administratively Necessary Days" did not question the poor fit between residential placement and many children's needs.  Nor did it propose effective responses to the needs of SED children stuck, or at risk of being stuck, in residential programs.  Her memo focused on the findings that half of all children’s days in a hospital  (48,867 days) were AND and a quarter of all acute admissions resulted in at least one AND.  Childs' steps for further action in the memo are not focused strategies to treat children so they can remain at home with their families and foster families or to develop additional community supports: her proposals are not clinically-driven, but instead emphasize record keeping and analysis. Although it is obvious that what is required are alternatives to residential placement that effectively meet the needs of  SED children in the community and that result in placement stability and low hospital admissions, the Childs memo does not propose them.


 C. 
Treating SED Children With Home-Based Services 


I have been informed that the defendants in this case requested a precise definition of home-based services of the type I have been referencing above.  I was asked to respond to this request by describing what mental health professionals commonly understand home-based services to be.  I consulted with several other experts for a well-accepted description of home-based services. Based on the federal Child and Adolescent Services System Program (CASSP) principles, the literature on evidence-based services for SED children and families, and consultation with other experts, we distilled the critical elements of home-based services: assessment, service design driven by strengths and needs, and interventions that are coordinated and integrated by a family-centered team.  We provided a specific description of “home-based services” that reflects the federal principles and professional consensus in the mental health community.

Home and community-based services, sometimes referred to as wraparound services, are a well-established behavioral health intervention for children designed to meet the child's needs in his/her home and home community.  They may be provided in the child's birth, foster or adoptive home, or in the community where the child lives. The planning and provision of intensive home and community-based services require a specific, individualized process that focuses on the strengths and needs of the child and the importance of the family in supporting the child. Intensive home and community-based services incorporate several discrete clinical interventions, including, at a minimum, comprehensive strength-based assessments, crisis services, case management, clinical teams, and individualized supports including behavioral specialists. These services must be provided in a flexible manner with sufficient duration, intensity, and frequency to address the child's needs.

Based on my experience and the available research, it is clear that individualized services must be designed to meet the unique needs of each child and build on the child's and family's strengths. It is essential to have the birth, adoptive and/or foster family involved in planning services with professionals from mental health, school and other agencies. The complex needs of these children require integrated services.  Thus, team planning and integration are essential and cannot be separated from the interventions. Effective services for severely emotionally disturbed children require both enhanced care coordination and often daily individual care for the child and guidance for caregivers. Children do better in families when those families are provided with home-based services. Residential care and out-of-home placement can be avoided when a multidisciplinary, family inclusive team implements integrated and intensive services at home and in the community for the child and guidance for the family.


Since the 1980s, the federal government has recognized the complex needs of SED children,. The National Institute of Mental Health initiated the Child and Adolescent Services System Program (CASSP) to serve these children.  Many grants were given to demonstrate alternatives to residential care for SED children. In 1999, the Surgeon General's report on Mental Health encouraged the implementation of evidence-based interventions in the community for SED children, which include home-based services that have proven to be effective in treating children with complex mental health needs.


The development of home-based services across the country has demonstrated how families can be helped to support children with severe emotional and behavioral problems function successfully in the community. Wraparound Milwaukee and Massachusetts' pilot program MHSPY are two of the best-documented home-based programs nationally. Their effectiveness in preventing SED children from being placed in residential programs and producing improved behavior and permanency is well-known, and now establishes the standard of care for integrated, coordinated, home-based services for Massachusetts.  While these programs utilize resources from various state agencies, similar programs have been successfully established in other states that are funded entirely through Medicaid and focus exclusively on Medicaid covered services.


A number of other states have developed home-based services that engage families and foster families in planning individualized services to meet the needs of their SED children and support families in coping with their chronic challenging behaviors.  For example, Alabama, New Jersey, North Carolina, and Vermont have reformed public and private agencies statewide to respond to SED children.


While Massachusetts may have lagged behind other states by not initiating home based services until seven years ago with MHSPY, it appears that state leaders now agree that too many children are sent to residential programs and that Medicaid outpatient services as well as DMH, DSS and DYS programs have to change to put in place a statewide system of caring for SED children and their families. For example, a September, 2003 document entitled "Rethinking Long-term Pediatric Inpatient Care" that reflected the views of a wide range of clinical and administrative leaders in children's mental health in Massachusetts, argued for intensive, comprehensive services to prevent children with chronic trauma-related problems from being placed in residential programs. The report concluded that agencies and payers have to recognize these children and their families will require long-term interventions and that funding mechanisms are necessary to keep them in a non-hospital setting. 


Tim Callahan, Chair of the Stuck Kids Committee of the Governor's Mental Health Commission expressed the view that the largest number of stuck kids are in residential programs, and this is a much larger number of children than are stuck in psychiatric hospitals. He noted that there is no cost disincentive to keeping stuck kids in residential care (like AND days in hospitals).  The staff from the Providence Hospital's Acute Residential Treatment facility described the harmful consequences of residential care and the lack of accessible, effective alternatives for the sizable percentage of stuck children who are waiting for foster homes. These professionals believe that home-based services could meet the needs of many children in residential programs or at risk of out-of-home placement without the harm of separating the child from the family, and that every DSS child should get intensive enough wraparound to prevent residential placement.

D. 
Current Home-Based Services in Massachusetts

 I do not believe that the Massachusetts Medicaid program comes close to providing home-based services to all Medicaid-eligible children who need them.  It provides virtually no such services to any children outside of the few cities served by MHSPY and another program called Comprehensive Family Focused Care (CFFC).  Although a few programs operated and funded by other state agencies besides Medicaid offer some form of home-based services, these programs are not available to Medicaid-eligible children unless they meet additional, strict eligibility requirements of those agencies.  Even then, these other programs are limited in capacity, intensity, comprehensiveness, duration, and services, and most have long waiting lists due to limited funding.  I describe below the programs and agencies involved.

The Executive Office of Health and Human Services (EOHHS) is the umbrella agency over five large human service agencies in Massachusetts relevant to this case. EOHHS obtained statutory authority as the state's single Medicaid agency with the reorganization that dissolved the Division of Medical Assistance in 2003. It has large contracts with MCOs and memoranda of understanding with several state agencies to use Medicaid resources to fund their programs. The largest MCO is the Massachusetts Behavioral Health Partnership (MBHP or "the Partnership"), which is the primary Medicaid carveout organization for behavioral health services. MBHP enrolls nearly half of all Medicaid-eligible clients, and a higher percentage of children with serious emotional disturbance who are also clients of the Department of Social Services (DSS), the Department of Mental Health (DMH), or the Department of Youth Services  (DYS). All of the MCOs, including MBHP, provide the same basic Medicaid-funded behavioral health services, although eligibility criteria and prior authorization requirements differ between organizations. DMH and DSS provide their own separate, community services for children and adolescents, some of which are funded by Medicaid, but most of which depend on state revenue. 

1. MHSPY


Massachusetts received a Robert Wood Johnson demonstration grant in the mid-1990s to develop one of the national MHSPY pilot programs. This program uses an HMO, the Neighborhood Health Plan (NHP), to deliver home-based services as well as medical treatment. MHSPY targets children at risk of out-of-home placement or those in an out-of-home placement ready for return to the community.  Children entering MHSPY must have a functional assessment score (CAFAS) of at least 40. Length of stay can exceed a year depending on need.  It is co-funded by DMA, Department of Mental Health (DMH), Department of Education, Department of Social Services (DSS), Department of Youth Services  (DYS), and local school districts. MHSPY is a home-based program that is family-centered and utilizes paid parent partners to support and advocate for families.  A recent review of its rate and covered services resulted in a determination that the majority of its services and costs are covered by Medicaid.

2. CFFC


Despite its demonstrable success, DMA, DMH, and DSS decided not to replicate MHSPY and instead created in 2003 a new pilot program for home-based services called Coordinated Family Focused Care (CFFC).  CFFC is limited to five sites: Brockton, Lawrence, New Bedford, Springfield, and Worcester. One region (Metro-West) does not have a CFFC program, and one region (Boston) does not use the same model but is served by MHSPY.  Each program is limited to children who reside in one or two cities in the region (Brockton, Cambridge, Everett, Lawrence, Malden, New Bedford, Somerville, Springfield, and Worcester). 

CFFC is described as a child-centered, family-focused, community-based, multi-system, culturally competent, and less restrictive program to support children and adolescents with serious emotional disturbance by building on child and family strengths and available support systems. CFFC is supposed to reduce the use of inpatient and residential services.  Each CFFC is governed by a local committee with representatives from each of the state funding agencies. 

CFFC "includes all services that link the child and family with community resources and help the family to cope with and manage situational events that might otherwise disrupt the stability of the family."   Individual, family and group therapy and medication management are "provided to families separate from the CFFC program and are not part of the CFFC rate." CFFC's medical necessity criteria include a score on a functional assessment instrument (CAFAS) of 100 or higher and being at risk of out-of-home placement due to serious emotional disturbance (SED). Each of the five CFFC sites has a capped capacity of 50 children.  

Although CFFC began in 2003, as a result of inadequate staffing, it was still not at full capacity (250) when I visited the programs in May 2004. In early 2004 there were 151 families enrolled. DSS is the largest source of CFFC referrals.  In 2003 DMA reported an annual cost of about $1 million for each of five CFFCs with ten families per team, five teams per CFFC estimated at about $60/day per case. Flexible funds are available for some respite and behavior management specialing, since behavior management and behavior specialists or aides are not otherwise provided by MBHP. CFFC staff also provide crisis response and some "behavioral management support," as well as arranging outpatient services. 

A CFFC care planning team is set up with each family and includes the child's school, therapist, etc. The care manager is a licensed clinician who is described as providing in-home therapeutic services and convening the team, which for 10 families at a time would require significant reliance on outpatient services that are not provided by the CFFC program nor funded in its rate. Instead, CFFC staff must make referrals for all outpatient, crisis, medication and other mental health services, most of which are subject to separate eligibility and prior authorization procedures. The care managers also help in crisis coverage. The Family Partner is a staff position to advocate for the family, also serving 10 families for each partner. 

The Child Guidance Center/Behavioral Health Network staff in Springfield were interviewed about their CFFC program, which has 44 families and is in the process of increasing to 50. They consider the program a wraparound services model, although at this site the leadership described a conflict between what the family wants versus clinical judgment by staff.  Fundamental principles of  wraparound services  are not evident in  the program. The staff in Springfield seemed unconcerned that CFFC is delivered exclusively by MBHP and families must either be members of this MCO or transfer to it. Parent/Professional Advocacy League (PAL) staff indicated this was a major drawback of CFFC. 



3.
FST


MBHP’s provider manual describes FST as "short-term intensive, therapeutic services to assist the family in stabilizing children and adolescents during a psychiatric crisis designed to prevent repeated hospitalizations...by arranging successful linkage of the family and child with outpatient providers...designed primarily for delivery during an episode of acute emotional disturbance and also after out-of-home treatment such as inpatient hospitalization or acute residential treatment." MBHP reported that FST was provided to over 1,000 children and their families in FY'01, with an average length of treatment of 118 days, a cost of almost $3 million, and average cost of about $2,300 per discharge in FST.  By 2004, according to MBHP’s FST director, the typical length of FST had shrunk to 21-42 days.


Brightside's FST program in Holyoke serves 55 families for an average of 8-10 hours/week. Extending FST for at least an additional three week period beyond the initial one is usually re-authorized, and in unusual situations, may be extended up to 12 weeks.  Brightside can discharge a family to their own CSP program, a far less intensive service, which allows the staff from FST to continue to work with the family while they locate a therapist in the community. Every family served by FST has an MA level and BA level staff person. Their services include: skill building; education; crisis intervention; treatment planning and coordination; parenting support; service coordination/ consultation; service referral and linkages; and helping families understand family systems dynamics. Staff are in the home once or twice a week or on the phone daily to support the parent. They advocate for school placement and services that fit the child. They assist the parent in arranging outside activities for the child. They work with the child's therapist and help the parent get into family and/or individual treatment and a support group. 


Wayside's FST programs, called HomeBase, provide stabilization support, family preservation, and reunification services in Framingham, Malden and Arlington. The FST program is designed to be three weeks, but is on average 30 days. As one Wayside manager noted, the children have to be at a certain level of acuity to get extensions from MBHP.  For children making a transition from a psychiatric hospital, they attempt to identify the child's needs by considering treatment goals in the hospital and the family's goals. 



4.
CSP


 EOHHS reported that 180 families were served annually in 30 CSP programs at a cost of $385,000 in FY01. MBHP’s program manual describes CSP as "a voluntary program designed to provide coordination of services in a community-based setting. It is less intense than Intensive Case Management (ICM) and is used as a 'step-down' service for families and children enrolled in ICM...intended to be a short-term transitional service with the goal of assisting the child/adolescent and their caregivers to locate the resources needed to live successfully within the community."  I visited  Brightside's CSP program in Holyoke and Wayside's CSP program in Framingham. Both are used as a time-limited stepdown from FST and approved a month at a time. It appears that while CSP is useful to coordinate services for a small number of families whose needs can be met by an accessible outpatient provider, it is not intensive enough for children in crisis or those with chronic, severe emotional problems.



5.
Crisis Services


MBHP’s manual describes a statewide network of 28 Emergency Services Providers (ESPs) as the gatekeepers for inpatient hospitalization. I visited two ESPs.  They do not provide in-home crisis intervention. Instead, they are used primarily to control entry into psychiatric hospitals and are located at or near hospitals. They use a standard screening tool administered by individuals who did not appear to be experienced clinicians. They assess whether the child can be safe at home, based on whether they have a plan and the means to commit suicide and the viability of the family system to keep them safe.  They do not go into the home.  Instead, they interview children at school or in their office. Most calls for emergency services come from schools.



6.
Non-Medicaid Programs


State agencies other than DMA fund and contract for community mental health services, including some forms of home-based services.  These programs are only available to children who otherwise meet the eligibility requirements of those agencies, which may involve surrender of custody (DSS) or strict diagnostic requirements (DMH).  It is not clear whether these non-Medicaid funded programs are relevant to this case, but to provide a full picture of home-based services in Massachusetts, I reviewed certain DSS and DMH programs as well. 


a. 
DSS - Family Based Services (FBS)


DSS has a Commonworks Lead Agency for each of the six DSS regions that provides care coordination and subcontracts for services for youth from that region. Services are supposed to be tailored to the individual needs of the child and family.  DSS reported that there were 7,746 families served in 2003 in FBS and that there were DSS 1,291 children in residential programs through Commonworks.  FBS is a low cost, low intensity program, averaging approximately $800/year per family.  The DSS description of FBS did not indicate that it is a comprehensive wraparound program nor that adherence to nationally-recognized wraparound principles is its goal.


Wayside is the lead agency for the DSS program Family-Based Services in the Metro-West area. A full-time Wayside staff person is located in the DSS office and convenes family meetings in which five core providers are represented. With the family, they develop a treatment plan. The plan can include one of several levels of service, which is unique to this agency. The most intensive option is "super-intensive" which means up to 20 hours per week of home-based services, four or five times a week. There is also a twice a week or 7-10 hours/ week level of intensity. When FBS ends, usually within three – five months, the family is typically receiving once a week services less than five hours a week.  Wayside’s FBS program serves children in foster care, with a plan to continue services during reunification. Wayside is the only agency in the area providing this service, and it has very limited funding to serve only a few families. At any point they may be serving 12 families at an intensive level for eight weeks and 10 low intensity families for a longer period. They reported their FBS program always has a wait list. 

b.
DMH - Intensive Family Support Program (IFSP)


 DMH’s family support program (IFSP) is described as "community-based, highly individualized interventions which are intended to prevent out-of-home placement, sustain the child/adolescent in his/her family's natural environment, and assist the child/adolescent in integration into the community. These services, which may be provided by a multiplicity of sources, offer supports that are not available through other DMH programs or community resources." Services include collateral contacts, case consultation family systems interventions, family support (including purchasing), youth support (including tracking, skills training, and therapeutic recreation), respite (including specialing in the home) and short interim placement. Although these services may be authorized by DMH prior to a determination of eligibility, the program is limited to children who meet DMH Eligibility Criteria for Continuing Care Services. DMH reported that the average number of families served in IFSP at any point in time is 1,354 at an average cost of approximately $10,000 per family.  IFSP is described as utilizing a team with varying adherence to wraparound principles that provides a range of flexible services for an average of six months per child. 

Child Guidance Center/Behavioral Health Network-Springfield operates a DMH-funded Intensive Family Support Program. They described their IFSP as serving the same kinds of children and families as CFFC but using more home-based, less family-driven services than CFFC.  The Springfield IFSP has 33 families, all DMH children and all referred by DMH. A staff person is in the home twice a week, usually one time with the child and the other time working with the family. IFSP has the ability to provide assistance not available through CFFC, especially respite and behavioral specialists, for which IFSP uses part-time staff, on a fee for service arrangement usually on evenings and weekends.  Wayside staff described their small DMH-funded Intensive Family Support Program as similar services to their DSS-funded Family-Based Services program, but more rigid. 

VI. 
 OPINIONS 


In my opinion, home-based services for Medicaid-eligible children in Massachusetts are insufficient to meet their needs in several significant ways: limited geographical coverage, limited duration, limited intensity, limited capacity, lack of comprehensiveness, and omission of necessary services.  As a result, Massachusetts relies on residential services for SED children whose needs would be more effectively met in their birth, foster, or adoptive homes.


A. 
Limited Geographical Coverage


Home-based services are severely limited geographically in Massachusetts. The five CFFC programs are only available to children in five targeted cities. MHSPY is only available to children in four cities. If a SED child lives anywhere else in Massachusetts, home-based services of sufficient intensity are not available though Medicaid.


These geographical limitations to home-based services in Massachusetts affect children and families across the state. A large number of SED children who could remain in their birth, adoptive or foster homes and attend community schools if they and their families had intensive home-based services.  They cannot access CFFC or MHSP because they do not live in the cities those programs serve. Even if CFFC were to expand, many of those children live in areas without adequate outpatient services which are necessary for CFFC. 


B. 
Limited Duration


Typically, FST is limited to an average of six weeks, FBS is generally limited to six months, IFSP and CFFC to one year. Even when those time frames are extended by special authorization in individual cases, many children coming out of residential and psychiatric hospitals, as well as children for whom home-based services are essential to prevent residential and psychiatric hospital placement and disrupted foster placements, require intensive support for months or years because they have chronic mental health problems. 


Brightside’s FST reported MBHP expects that FST involvement should be about six weeks, but it is not feasible to serve children and families in this time period. Elsewhere in the state, when a family reaches a crisis, they only receive FST for three weeks, 2-3 times/week. FST is considered completed when the child has stabilized and the family has community supports, even if the child and family still require home-based services. While it is important to ensure that services are not provided for longer than necessary, it is arbitrary to limit services to a short duration, regardless of needs. Programs limited to short periods to stabilize families or avoid crisis fail to recognize that children with complex needs cannot be helped to function effectively at school or home in a few weeks.


This limited duration of FST and CFFC services in Massachusetts affects children and families across the state. A large number of children with chronic mental health problems could remain in their birth, adoptive or foster homes and attend community schools if they and their families had home-based services that lasted for months or years. To meet the needs of SED children and their families, there should be home-based services with the capacity to change the number of hours of services for the child and/or support for the family based on the level of need. While some children and families may be able to transition to outpatient services after intensive home-based services for several months, many SED children who have been traumatized will require developmentally sequenced treatment into young adulthood, and their families will require differing levels of support as their children encounter new developmental challenges.


C. 
Lack of Intensity


Many children discharged from residential programs and psychiatric hospitals, and children for whom home-based services could prevent residential and psychiatric hospital placement and disruption in foster homes, require daily in-home support. Their families require daily guidance. FST is typically limited to 8-10 hours/week for the child and the family. CFFC provides only a few hours in the home and relies mostly on office-based outpatient services. FST is not available to families involved in CFFC.  Although FST and CFFC are the most intensive services offered in the home and funded by Medicaid, they are insufficient to meet the needs of many SED children. 


Brightside’s FST staff described providing about 10 hours/week of services for families, which they said was more than most FST programs. They indicated that for many children more hours are necessary to address both past trauma and present behavior. They view FST as more intensive than CFFC.  If the child needs more than FST can offer, Brightside has to recommend residential placement or inpatient hospitalization. They gave the example of an overwhelmed mother of a sexually abused child whose sexualized behaviors were a threat to three younger siblings. Ultimately, all the children were removed and the oldest placed in a residential program. Had FST had the capacity to assign a daily parent aide to help the mother develop skills, placement might have been avoided. The only parent aides are a DSS service, which is very limited.  As far as the FST staff  know, Medicaid will not pay for the services of a less than BA level person or for daily in-home work of a BA level person.     


The Providence Behavioral Health Hospital's ART staff described the intensity of service problem in the community. The 20-bed ART is an acute residential program for ages 6-19, with an average stay of 40 days. About 70% of the children are transferred there from a psychiatric unit. To do discharge planning, the ART puts together a community team that has only one option – FST – which they described as not intensive enough for most stuck DSS kids. They stated that the one partial program (Baystate) has a waitlist of 2-3 weeks.  The ART staff complained that it is often weeks before children who no longer require acute care can be placed in the community and even then the services are often insufficient to meet the complex needs of the child.


The Emergency Services Provider (ESP) staff also described the lack of programs with sufficient intensity to meet SED children's needs.  They said it is significant problem that combining FST and partial programs is not permitted.  If the partial program is unavailable, children must leave their home to go to a residential program. For children and adolescents on the border between a partial program and hospitalization, ESP staff said FST would have to be daily.


Staff at the Parent/Professional Advocacy League (PAL) reported that if a child and family needs services every day in the home, FST cannot do that.  They noted that a lot of FST is phone contact which is inadequate.  They also described CFFC as too inflexible because their services are traditional mental health categories such as office-based, once weekly family therapy which does not fit most families who need hands on guidance in managing their child every day. They said CFFC’s family partner is underpaid and not allowed to do school advocacy.  PAL staff expressed the view that CFFC care managers do not provide the direct support services for the family they were supposed to.  They thought that a CAFAS score of 100 as an eligibility cutoff is too high.  PAL staff were concerned that families have to leave their family doctor to join the Partnership, in order to be eligible for CFFC, particularly since CFFC is short-term and their pediatrician should be a long-term relationship. PAL staff also reported that IFSP has more intensive services than FST, but these programs often have a six month waitlist and the child has to be determined eligible for DMH, an additional hurdle.  


FST and CFFC are not designed to serve children in foster homes in order to avoid residential placement or foster home disruption, or to provide transitional services for difficult-to-manage children moving from residential programs to relatives or foster homes.  Lacking these intensive supports, one short-term residential provider described repeatedly being pushed either to place children who would do better in the community into long-term residential care, or to discharge high-risk children to their homes or to foster families with insufficient support. To avoid these problems, Wayside operates a small, innovative "Family-Based Residential Program" (the only one of its kind in the state). This program includes up to a 30-day stay in an eight-bed group home followed by 90 days of intensive home-based services that begin during the residential stay.  Staff  believe this program would be effective for most families and foster families who request residential placement and would prevent SED children from getting stuck in residential care. Wayside also has addressed the intensity problem with a small Transitional Residential Service, with eight families funded by DMH, in order to keep a child in the home with structure and home-based supports at a level similar in intensity to a residential program. The program director stated that many children could be kept out of psychiatric hospitals and most residential placements could be avoided if home-based services like TRS were available for many more families. To date, its home-based TRS program has seldom been used for children in foster homes. Wayside staff believe this service that would be more effective than the current therapeutic foster homes offered by DSS for children whose behavior problems are likely to be associated with multiple placements. They indicated that many more families need its home-based Transitional Residential Services than they can serve.


This lack of intensity of services in Massachusetts affects children and families across the state. SED children could remain in their birth, adoptive or foster homes and attend community schools if they and their families could access daily services when necessary and if services were delivered to them at home, in school and during community activities when the child's difficult behaviors occur. 


D. Limited Capacity

CFFC programs are quickly developing waitlists, and FST programs shorten their length of stay to accommodate more families.  There was no reliable statistical information available about how many children and families would be eligible for the services provided by these programs but are not able to receive them due to limited capacity. 


Moreover, there was no indication that DSS and DMH are identifying children in residential programs whose needs could be met by FST, CFFC, FBS or IFSP. Emergency Services Provider (ESP) staff described the problems created by limited capacity.  They said there is simply not enough FST, so they have to send children home with an outpatient referral.  Staff in both ESP programs visited indicated if they had received adequate and timely home-based services, some children would not have to be hospitalized. 


ESP staff indicated that if the child lives in a foster home, they refer the foster parent to FST, because of the lack of DSS services that can be wrapped around foster homes. There are children who ESP staff said do not belong in a hospital, but for whom there were no alternatives other than once weekly outpatient therapy, which is not enough to meet the needs of many children in foster homes.

ESP staff reported that the addition of CFFC is a positive step, but there is only one CFFC program in all of western Massachusetts, with the capacity to serve a total of 50 families.  Recently, one ESP was referred eight children in a day and one child had to board overnight in the emergency room waiting for an inpatient bed. 


Staff at the Parent/Professional Advocacy League (PAL) reported that in its statewide survey, 30% of families said their community-based provider could not give or connect them with sufficient services. They commented that crisis teams send most children home, usually without services. If a family calls DMH for help, they are told they will be put on a waitlist for outpatient or a waitlist for residential placement.


 Even if CFFC, MHSPY, FST, FBS, and IFSP did not have the limitations on geography, duration, and intensity described above, there are more children with severe emotional and behavioral problems, especially in foster homes and unnecessarily in residential programs, than there are home-based services. 


E. 
Lack of Comprehensiveness of Services 

A functioning system of care for children and families -- which has been the goal nationally in children's mental health -- seems lacking in Massachusetts. The stakeholder interviews all described the counterproductive fragmentation of services for children and families. The program interviews stressed the lack of continuity and gaps in services that weaken comprehensive care. The comprehensiveness necessary to meet the complex needs of SED children requires both: (a) integrating services so that they operate with the same plan developed with the family; and (b) the capacity to provide services tailored to meet the child's needs and build on the family's strengths, regardless of whether needed services are regularly available in the community.


MHSPY is the only comprehensive program in the state that meets these two criteria. MHSPY has seamless, integrated services and can provide services directly that are missing in the community. Unlike CFFC, MHSPY provides clinical services, including in-home individual and family therapy and behavioral specialists. MHSPY can arrange for other non-clinical services and supports as well as clinical services. MHSPY has no limit on duration of services, direct access to all medical and behavioral health services, no limitation on flexible funds, and broader eligibility criteria than CFFC.  The vast majority of MHSPY’s services and costs are covered by Medicaid.


The strength of CFFC is the involvement of agencies and providers that serve Medicaid-eligible children, but the care itself is still not integrated. Brightside staff noted that CFFC shows promise for stabilizing the child and family and building a strong team, but children are still likely to fail in CFFC because of the lack of sufficient therapeutic foster care, outpatient therapy, partial programs, and therapeutic afterschool services. 


Furthermore, CFFC is a model that is only effective in resource-rich communities. CFFC depends on other agencies and programs to provide most direct clinical interventions.  In rural areas and small towns which lack outpatient services, home-based services have to be provided by a discrete program capable of offering a broad range of treatments tailored to the individual child and family.  The director of the Springfield program indicated that even if expanded statewide, CFFC will not meet the needs of children unless it becomes more flexible with access to more services. The CFFC model relies on coordinating services that already exist, but in every interview in the programs visited in western Massachusetts and the Metro-West region, needed, flexible services were described as lacking and not intensive enough. FST staff reported that there is a significant lack of outpatient child therapists, especially bilingual, and their biggest problem is the lack of outreach child therapists who go into the home and see children and families in the community. A significant limitation in CFFC is that providers do not tailor services to the unique characteristics of the child and family, which in many cases would require providing mental health services in homes, school or community where the child's behavior problems occur.  CFFC in western Massachusetts is basically a managed care program that uses existing, traditional, mental health services but calls itself wraparound because of family involvement.


Significant gaps in services for SED children were also described as making needed home-based services impossible even in communities where there is a strong FST. Interviewees repeatedly indicated that the lack of therapeutic afterschool services caused many children who could be with families to be placed in residential programs. 


Providers described the difficulty for children and families in changing caregivers. Some programs, like Brightside, have continuity in staff for children moving from FST to CSP, but this is rare.  Moving from one short-term program to another, often from agency to agency, usually means starting all over with unfamiliar staff. Wayside is unique in allowing staff to continue working with children and families regardless of program/funding source--this puts the need of the SED child for continuity first.


This lack of comprehensiveness of services in Massachusetts affects children and families across the state. MHSPY is the only program with integrated services able to provide services that are missing in the community. Birth, adoptive and foster families cannot manage their SED children without assistance after school, on the weekends, and in the summer. Furthermore, it is an unrealistic expectation that these children will develop social skills and effective methods for managing anxiety and anger through services only provided during the school day. Opportunities to be coached in normal behavior during time with peers outside of school is essential. Lacking this range of services delivered in a variety of settings, SED children are likely to exhaust school staff and their families, leading to disruptions and placement in unnecessarily restrictive care. 


F. 
Failure to Provide Necessary Components of Home-Based Services 


 Massachusetts’ fails altogether to cover behavior specialists and behavior aides in its Medicaid program or through its MCOs, despite the fact that many SED children have challenging behaviors that require precisely this type of treatment.  Other states have created Medicaid-paid, intensive home-based services with carefully selected, trained and supervised paraprofessionals providing 1:1 coaching and behavior training for the child, which makes it possible for the child to participate in regular educational, recreational, and other constructive activities


G. 
Reliance on Residential Services


The stuck kids problem has been framed in such a narrow way that many children are in residential programs who could be more effectively served with intensive, home-based services, including support to help families and foster families manage traumatized SED children. All across the state, home-based services must offer a range of interventions that are individualized to fit the child and family/foster family. Lacking comprehensive home-based services, Massachusetts relies on residential services that are based on the incorrect assumption that SED children cannot be effectively served in birth, foster or adoptive homes.

H. Summary


In summary, SED children require a system of care with a range of flexible services delivered in their home, school and community. Their birth, adoptive and foster families require daily support in managing their behaviors. These services must be developmentally sequenced, which may require care of long duration, specifically designed to address the trauma these children have experienced. Families must be involved as participants on the team that assesses the needs causing the child's behaviors, that tailors the services to meet those needs, and that builds on the strengths of the child and family. A multidisciplinary, family-inclusive team is essential to effectively serving SED children. Team-coordinated flexible, intensive services have been demonstrated by MHSPY to be a successful, Medicaid-funded approach to comprehensive care coordination.


Based on my review of relevant information, and on my education, training, and over twenty years as a clinical psychologist and advisor to governments regarding treatment of SED children, particularly including home-based services, I have the following summary opinions: 


Massachusetts is providing, at most, limited, home-based services funded by Medicaid for a small number of children and families who live in a few cities.  Residents of many towns cannot get intensive services delivered in the home for the SED child and child’s caretaker.  MHSPY has received national recognition and is the most notable example of an excellent home-based program, but it is restricted to residents of four cities and is only funded to serve 70 children.  CFFC provides a limited form of home-based services but it is restricted to children in five towns and can only serve 50 children from each town. Its effectiveness has not yet been demonstrated and there is considerable variation among CFFC providers. 


MHSPY and CFFC are the only Medicaid-funded programs in Massachusetts that offer home-based services designed to meet the child's needs in his/her birth, foster or adoptive home and the community where the child lives. They each rely on a multidisciplinary, family-inclusive team to assess the needs of the child and the strengths of the child and family.  Unfortunately, only residents of nine towns are eligible for MHSPY or CFFC. While residents of neighboring towns which lack CFFC or MHSPY can receive emergency services, assessment, outpatient services, and some other services, what they get and how they get it is fundamentally different because the multidisciplinary, family-inclusive team does not exist. Residents of towns without CFFC or MHSPY cannot get integrated services orchestrated by a team through one plan. Residents of towns without CFFC or MHSPY cannot get families/foster families actively participating in designing services. In an entirely arbitrary fashion, a SED child and family in one community may receive home-based services with sufficient intensity and duration to meet the child's complex needs through MHSPY or CFFC, while a few miles away a similar child is harmed by a placement in a residential program because the assistance necessary to help his/her family or foster family manage difficult and chronic trauma-related behaviors is not available. 
CFFC also is limited by the availability of outpatient providers and the skills -- including cultural competency -- of providers. Keeping SED children out of residential programs means recognizing that their needs may require much more intensive services than coordinated outpatient services. In many areas of the state where there are insufficient child trauma-trained, culturally competent clinicians willing to provide services in the home to build skills in children and support caretakers, the CFFC coordination approach will not work. Instead, programs that provide in-home services must be created.

The drastically limited form of home-based services that are available for Medicaid-eligible children in Massachusetts are insufficient to meet their needs in several significant ways: limited geographical coverage, limited duration, limited intensity, limited capacity, lack of comprehensiveness, and the omission of necessary services.  As a result, Massachusetts relies on residential services for SED children whose needs would be more effectively met in their birth, foster, or adoptive families. 


In addition to geographic limitations, FST cannot provide services with sufficient duration and intensity to meet many SED children's needs.  FST has restricted access, with limited duration and prior authorization required for services.  FST was not designed with the traumatized SED child as a target population.   FST does not address the chronic, trauma-linked mental health problems in the children or the difficulties birth, adoptive and foster parents face in managing them that cause the over-reliance on residential care. 

Finally, Massachusetts’ fails to include behavior specialists in its Medicaid program or through its MCOs, despite the fact that many SED children have challenging behaviors that require this type of treatment.  Other states have created Medicaid-paid, intensive home-based services with carefully selected, trained and supervised paraprofessional providing 1:1 coaching and behavior training for the child, which makes it possible for the child to participate in regular educational, recreational, and other constructive activities.   Working under the supervision of a clinician, these individuals also coach relatives and foster parents in how to manage the child’s behavior.


- 


