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Rebuttal Report of Dr. Leonard Bickman

1. This report sets forth my opinions in response to the October 25, 2004 Report of Dr. Barbara J. Burns, and Dr. Burns’ November 11, 2004 Deposition.
2. Fundamentally, Dr. Burns and I disagree about the strength of the research evidence supporting the effectiveness of “home and community based services,” “intensive home and community based services,” “comprehensive home and community based services,” the “wraparound” approach to children’s mental and behavioral health services, and continuums or systems of care.  In my opinion, “home and community based services,” “intensive home and community based services,” “comprehensive home and community based services,” the “wraparound” approach, and continuums or systems of care have not been shown to be more effective than typical services; in fact, in studies that contain a comparison group that I have conducted show that they are less cost effective than traditional approaches to children’s mental health, also known as “treatment as usual,” at improving children’s clinical outcomes.  For that reason, I disagree with any suggestion that states should be required to adopt “home and community based services,” “intensive home and community based services,” “comprehensive home and community based services,” the “wraparound” approach, and continuums or systems of care unless there was compelling evidence of effectiveness.  In my opinion it would be bad policy to compel the states to adopt these approaches with such weak evidence.   
3. My specific responses to statements in Dr. Burns’ report (cited hereafter as “Rpt”) and deposition (cited hereafter as “Dep”) follow.

4. Rpt p 3 last para:  I disagree with the assertion that “There is strong evidence for diagnosis-specific treatment, including psychosocial, psychopharmacological, and comprehensive home and community-based interventions for this population”; the evidence with regard to home and community based interventions for children with mental health needs does not support their effectiveness in terms of clinical outcomes in the real world.

5. Rpt p 6 2nd para:  I disagree with the assertion that “The most effective approach to address the above set of problems is the provision of intensive home and community-based services.”  My research on Ft. Bragg, Stark County, and the Department of Defense wraparound, cited in my earlier report, shows the contrary.

6. Rpt p 7 1st full para:  with respect to the statement that “CFFC is less than comprehensive, in that it does not include health care and does not integrate all needed mental health care in a single provider,” I am not aware of any empirical evidence that clinical outcomes for children are better when health care is included with mental health care or when care is provided by a single provider.  In evaluating Dr. Burns’ opinions related to CFFC, I have examined a preliminary evaluation of that program prepared by Dr. Jennifer Taub of the University of Massachusetts-Worcester dated October 2004.

7. Rpt pp. 12-13:  I will provide some comments on the studies mentioned on these pages below, in the context of Dr. Burns’ deposition discussion of them.  I will be able to respond in more detail on this point when I have been provided with a list of citations for the studies Dr. Burns cites.

8. Rpt p 14 concerning MHSPY:  I question the strength of these assertions absent data that would make it possible to determine whether regression to the mean or other threats to validity could account for the observed changes, and whether changes in service utilization are due to improvement in the child’s mental health as opposed to other forces such as availability of services or changes in criteria for admission to services.  In assessing Dr. Burns’ statements with respect to the MHSPY program, I have examined documentation relating to Contract Status Meetings for that program from 1998-2004, but the information contained in those documents was not sufficient to enable me to determine the answers to these questions.

9. Rpt p 15:  I don’t think that the findings of the Wilmshurst study are accurately described.  It used four major outcomes to study the effectiveness of family preservation:  two from the Standardized Client Information System (externalizing and internalizing) and two from the Social Skills Rating System (Social Competence and Behavior Problems), and found the family preservation program superior on only one of those measures (internalizing).

10. Rpt p 16 2nd para:  I don’t believe that the children’s mental health scientific literature supports the assertion that services are less effective because of lack of integration of services and lack of continuity of providers.

11. Rpt pp 16-17:  to assess Dr. Burns’ conclusions about Massachusetts, I have examined the contract between the Massachusetts Medicaid program and the Massachusetts Behavioral Health Partnership, along with the appendices to that contract describing covered services and clinical criteria.  I have also reviewed documentation relating to the MBHP Clinical Outcomes Management Protocol; these materials consisted of a presentation to DMA/DMH by Behavioral Health Laboratories dated 1/15/2004 and an Introductory Packet concerning Treatment Outcome Package (TOP).  I have also spoken with Michael Norton and Lee Anne Jacobs of the Massachusetts Medicaid program, and with Abigail Josephs of the Massachusetts Executive Office of Health and Human Services.  My overall conclusions in response to Dr. Burns are set forth below in paragraphs 48-49.

12. Rpt p 18:  Dr. Burns’ 1996 study, “A randomized trial of case management for youths with serious emotional disturbance,” does not in fact support the effectiveness of intensive case management.  She found no appreciable differences in clinical outcomes from intensive case management.

13. Dep p 96:  the type of presentations concerning MHSPY described by Dr. Burns are not peer reviewed and would not be considered evidence in the world of science.  I will be able to respond in more detail on this point when I have been provided with the written materials referenced by Dr. Burns.

14. Dep p 106:  I would add the following to Dr. Burns’ description of what constitutes the strongest evidence:  that there should be two different investigator teams, not just two investigators; and that, as she states in chapter 1 of her Community Treatment for Youth book, at p. 5, additional criteria include (1) evidence of uniform therapist training and of therapist adherence to planned procedures, (2) clinical samples of youth who clearly would have been candidates for treatment, (3) tests of clinical significance of outcomes, (4) inclusion of functioning outcomes in addition to symptoms and (5) assessment of long-term outcomes well beyond treatment termination.  I would add that strong evidence would include demonstrating that the intervention is effective when delivered in the real world context containing typical resources and clinicians and clients typically found in these settings.  That is, there should be evidence of external validity of the intervention.

15. Dep pp 111-112, lines 12-7:  my opinion in response to these statements is that there is no agreement on how to measure sensitivity to change, and that each category of measures has its own strengths and weaknesses.

16. Dep p 114 lines 3-5:  I disagree with Dr. Burns’ response to this question.  The major difference between research and evaluation is the purpose of the activity.  Research is to generate knowledge; evaluation is to judge the value of something.  A definition of evaluation used by the CDC is “The systematic collection of information about the activities, characteristics, and outcomes of programs to make judgments about the program, improve program effectiveness, and/or inform decisions about future program development.”  The definition as well as others that I am familiar with says nothing about design differences, and the criteria Dr. Burns cited earlier are evaluative since they are used to make a judgment about the effectiveness of an intervention.

17. Dep p 115 lines 6-13:  Dr. Burns is mistaken here.  The Stark County study was a randomized design.  The Fort Bragg study was a quasi-experiment in which the control and treatment groups came from the same population; it was not a comparison for results from two different studies.

18. Dep p 129 lines 9-24:  this answer appears to me to be inconsistent with Dr. Burns’ discussion of wraparound in her Community Treatment for Youth book, where she calls wraparound a psychosocial intervention and lists it with others such as MST or case management.

19. Dep p 143 lines 18-22:  I disagree with this answer.  The studies supporting wraparound and the intensive home and community based model are very weak.  I will be able to support this with specific points when I have received the list of studies on which Dr. Burns relies.

20. Dep p 152 lines 10-16:  this is incorrect.  The two groups of children studied in Fort Bragg were similar on the mental health measures.  Demonstration families had higher socioeconomic status, reported less stress and uncertainty and had greater material and emotional resources available than those at the comparison site.  Over 75% of the Stark County families were on public assistance.  

21. Dep p 152 line 17-p 153 line 1:  I do not understand these comments.  Could there be clarification?

22. Dep p 153 lines 2-9:  this is incorrect.  Dr. Burns and her group did no systematic research after the Fort Bragg study; nothing was ever published in a peer reviewed journal.  Fort Bragg involved a full range of services and a full range of severity.  It's true that there was excess service provision, in that children stayed in the program longer and thus cost more, but this did not produce better effects.

23.  Dep p 153 lines 10-19:  if the criticism here is that the continuum of care that we studied in Fort Bragg was well-funded and involved a full array of services, I fail to understand why that is a criticism.

24.  Dep p 153 line 20-p 154 line 1:  it is not true that the quality study "was never done until after the outcome study."  In fact, the quality study report was released in September 1993 and the outcome report in December 1996.  Fort Bragg is one of the few mental health services evaluations and the only study of a continuum that has ever tried to measure quality.

25.  Dep p 154 lines 2-5:  this is also incorrect.  There was a ten month startup time for the demonstration.  After that ten month period the demonstration started services on June 1, 1990.  The evaluation started to collect data in the fall of 1990.  The recruitment took two and a half years, and we showed that kids entering later had no better outcomes.  If the earlier services were not as effective then we would have expected those children recruited in the first year to have done worse than those recruited later.  This was not the case.  We are proud of the quality of the study; while the results were not popular, it has withstood many challenges successfully.

26. Dep p 154 line 17-p 155 line 8:  Dr. Burns’ analogy of the 10 antibiotics makes sense if all the kids got better within a short period of time so that the additional services had no additional effect.  A large number of children got worse a year after starting services.  Alternatively, her example would apply if they were not very ill to begin with.  The more intensive services were given to the more severely ill kids; the services were not randomly distributed.  Since kids on the average got worse after the first year of follow-up they could not have received maximum benefit from less intensive services.  I don’t understand Dr. Burns’ last sentence.

27. Dep p 155 lines 15-24:  the design of the Fort Bragg study was to test if a continuum of care, rich in services, would do better than treatment as usual (basically outpatient and inpatient care).  Dr. Burns’ last statement would make sense if all the kids were “normal” at the start of services so that services could not have improved them, but that was far from the case; we had many severely ill kids, more than in most studies since we had almost 1000 of them.  The critical finding was that the continuum of care did not improve clinical outcomes beyond what treatment as usual accomplished.

28. Dep p 157 lines 1-5:  this is incorrect.  I have been involved with two published experimental studies on family involvement; we increased families’ involvement and sense of confidence, but it had no effect on outcomes.  We also measured involvement through parental self report  in the Fort Bragg study and found it unrelated to improvement.

29. Dep p 157 line 20-p 158 line 5:  the statement that Stark County was not a model program is incorrect.  I was originally funded by NIMH to study a different site but after that fell through NIMH allowed me to recruit another site.  I chose Stark County because it had had a fully established program (for 20 years) and was held up as a model program.  As I recall, the national evaluation conducted by MACRO rated it 2nd in the country.  Stark County funding and reputation deteriorated after the evaluation because the mental health board pulled back some of the money when they saw the results.

30. Dep p 158 lines 6-15:  these statements are incorrect.  The comparison was ideal and indeed was one that people thought we could not accomplish.  Parents called for services and if they were not a mild case or an emergency they were told about the study and asked if Vanderbilt University could contact them.  If they said yes, we called and told them about the study and the random assignment and that if they did not get into the system they had to find their services somewhere else in the community.  Almost all the parents agreed to participate.  It did not take forever to recruit.  I cannot respond to the comment about methodological problems since Dr. Burns did not identify what she thinks they were.

31. Dep p 159 lines 4-13:  this is not what Dr. Burns and other system of care advocates thought before the results of the Fort Bragg study.  The studies pointed out the weakness of the system of care approach since it assumed that the services delivered were indeed effective, and they probably were not.

32. Dep p 159 lines 14-20:  this is incorrect.  We know a lot about what services the kids got in all three studies.  We worked very hard to document that they got more, longer and “appropriate” services, as the system of care people wanted.  These studies were designed to answer the question about the system and the package of services, not individual service components.  We said that was a major flaw in the system of care designers’ assumptions.  Now, after our results, it is commonly accepted that the services cannot be assumed to be effective and need to be evaluated in their own right.

33. Dep p 160 lines 5-12:  this is incorrect.  Our studies measured contact with police, school attendance and behavior, and the other measures Dr. Burns prefers.

34. Dep p 160 lines 13-19:  whether those measures are more meaningful is debatable, what is not debatable is that we measured both in all the studies.

35. Dep p 161 line 17-p 162 line 1:  the study of mine that Dr. Burns refers to here is Bickman et al., “Evaluation of a Congressionally Mandated Wraparound Project,” J. of Child and Family Studies, 12(2), 135-156 (2003).  The “old Wraparound measure that nobody ever had updated” was Bramley et al., “Service Process Inventory for Families and Youth (SPIFY) (1999).  Measures of family involvement that we used included the Helping Behaviors Checklist – Adolescent Version (HBC-A), Clinician Version (HBC-C), and Non-clinician Version (HBC-NC) (based on Weersint et al., 2002); Mental Health Attitude (MHA) and Mental Health Efficacy (MHE) (Bickman et al. 1991); Parent-Helper Relationship Questionnaire – Primary Caregiver Version and Clinician Version, modified version of the Working Alliance Inventory-Short Form (WAI-S, Horvath & Greenberg, 1989); and Perceived Social Support from Family (PSS-FA) (Procidano et al. 1983).   However, it should be noted that the measure of “wrapness” was a preliminary scale for which there were no psychometric measures and one that the authors of the scale abandoned without any further development.  It was the only instrument available at that time that was developed by the wraparound experts.  I believe that Dr. Burns’ comment that we “didn’t pay attention to the concepts” is refuted by the discussion of wraparound at p. 153 of the study.

36. Dep p 168 lines 8-11:  during the Fort Bragg study, some parents found the continuum services too intrusive and time consuming.

37. Dep p 168 lines 17-20:  what I have said is not that regular office-based psychotherapy is ineffective, but that there is no substantive evidence that shows that these services are effective.

38. Dep p 183 line 20-p 184 line 8:  Dr. Burns’ comments are based on medical, not mental health research.  In three studies we found that while continuity was not related to outcomes, it costs more.

39. Dep p 197 lines 10-24:  this is not a published study as far as I know.  It is very difficult to make a fair comparison between two very different studies that used different samples of kids.  This is very weak evidence if indeed it can be called evidence.

40. Dep p 198 lines 12-20:  the articles by Bruns that I have been able to find do not appear to support the assertion that clinical outcomes are better when there’s a single network for mental health services.  Bruns, Burchard and Yoe (1995) was based on 27 kids; no comparison group.  The comparison with the NACTS study is made, but they conclude, “Again, it is impossible to draw firm conclusions about the efficacies of different treatment methods via this type of comparison” (p. 337).  Santacangelo, Bruns & Yoe (1998) is a chapter in a book by Epstein, Kutash and Duchnowski.  It describes in a paragraph a study conducted by Yoe Bruns and Burchard comparing 30 children in “wraparound” with a “matched” 30 referred to special education; it reported that the children in community based care had lower Total Negative Behavior and improvement in 2 of the 4 subscales of the QAIC.  However, I have been unable to find this research in a published form.  There is a study published by Yoe, Santacangelo, Atkins and Burchard in the Journal of Child and Family Studies in 1996 involving 40 kids; they conclude that “However, because no comparison group was available for either of these studies, we cannot be certain as to the elements responsible for the observed gains in behavioral adjustment.  That is, we cannot say definitively whether the progress was due to the efficacy of the Wraparound Care Intervention or to other factors influencing the child or adolescent’s life.”  (p. 35)

41. Dep p 199 line 21 – p 201 line 17:  I believe that the studies that Dr. Burns refers to here are Rosenblatt (1998) in the Epstein et al. book mentioned above, and Attkinsson et al. (1997), in a chapter of a book entitled Evaluating Mental Health Services:  How Do Programs for Children Work in the Real World, for which I was the editor in chief.  Rosenblatt reviews 20 studies of community based systems of care and concludes that although youth and families in these systems show improvement, “Making the causal link, however, between the implementation of these complex interventions and the outcomes can be difficult . . .”  Discussing Fort Bragg, he says that the results “would have appeared to be completely positive if it were not for the inclusion of the comparison group” (p. 347).  Attkinsson described three evaluations of the California system of care model; none had a comparison group and none measured clinical outcomes.  The focus was on describing the kids, cost, and services used.

42. Dep p 202 lines 6-7, 24-25:  the paper Dr. Burns refers to is by Stephens et al., “System-of-Care Practice Review Scores as Predictors of Behavioral Symptomatology and Functional Impairment,” J. of Child and Family Studies, June 2004; vol 13(2): 179-191.  Her interpretation of the article is a little off.  There were differences between the funded system of care sites and the comparison sites, but they were not consistent and were only for a small subsample of the kids.  The main purpose of the study was to correlate their ratings of “systemness” with mental health scores.  While they found some statistically significant correlations, that does not prove causation and says nothing about the superiority of the system sites.  Only some of the correlations were significant (no reason given why it affected only some outcomes and only some of the time), and there could be many other factors that could explain the effects such as the kids being different, something else going on at the different sites etc.  In other words the design does not allow them to know what other variables could account for the correlation and moreover the statistics they used did not allow them to control for the unknown variables.

43. Dep p 233 lines 18-24:  I believe that the criticism expressed of the Littell study is unfounded.  I consulted Dr. Littell, the author of the study, and she responded as follows:  “I haven’t heard this criticism before.  The criteria for selecting studies for our meta-analysis were determined a priori, in accordance with policies of the Cochrane and C2 collaborations, and are published in the Cochrane Library and appear on the C2 website.  The criteria are:  any randomized controlled trial (RCT) that compared a licensed MST program for youth with social, emotional, and/or behavioral problems with any other condition and reported (not necessarily published) outcomes (before 2003 for this round) in any language/country.  We included the full range of studies that met these criteria, including all of Henggeler’s RCTs.  We did not select cases (negative or otherwise) within studies, nor did we select studies from among those that met the inclusion criteria.  We have used published data to the extent possible.  Until now, the only criticism of the meta-analysis that I’ve hear was (from Sonja Shoenwald) that we included an unpublished study that “might not pass muster” in a peer-reviewed journal.  Of course, C2 and Cochrane policies insist on the inclusion of relevant unpublished studies, in order to counter publication bias.  The study in question (conducted in Ontario) was not published because it showed that MST had few if any significant effects – and our analysis shows that this study was (by far) the best implemented of the MCT RCTs in terms of its ability to support full ITT analysis with no attrition on at least some outcome measures.  I think that what many people find “problematic” in this study is that it points to conclusions that contradict conventional wisdom.  I’m certainly open to other possible explanations – including criticism of our methodology – that might account for this discrepancy, but I’ve yet to hear a convincing argument that there is something wrong with our analysis.”

44. Dep p 234 lines 13-18:  the hospital study that Dr. Burns cites here drew the wrong conclusions from the type of analysis they did on one of their major outcome variables.

45. Dep p 235 lines 14-22:  if the reference here is to the Henggeler studies on MST, such as Henggeler, Pickrel, and Brodino, then there are questions about that research, such as the low adherence rate of the therapists.

46. Dep p 241 lines 3-8:  what Dr. Burns describes here is a medical model for evaluations, not one necessarily applicable to psychosocial interventions.  Safety is not an issue in these interventions.  A randomized design is not more expensive than other good designs, just harder to implement.

47. Dep p. 242 lines 2-3 and 6-8:  the size of the group is irrelevant to regression to the mean; it is dependent on how the group is selected (high or low scores) and how reliable the measure is.

48. I would summarize my overall response to Dr. Burns’ opinions in this case, based on the materials I have cited above and my knowledge of the area, as follows.  My work does not support the efficacy of continuums and systems of care, which are approaches closely related to the “home and community based services,” “intensive home and community based services,” “comprehensive home and community based services,” and “wraparound” approaches favored by Dr. Burns.  The research on home and community based services (as well as the other formulations of that approach just mentioned) does not support the assertion that that approach results in improved clinical outcomes for children over children who received treatment as usual, although it does result in greater costs when compared to treatment as usual.  For that reason, I would not recommend adoption of the “home and community based services” approach favored by Dr. Burns, and I certainly would not recommend that existing Massachusetts programs based on that approach, MHSPY and CFFC, be expanded statewide in Massachusetts.  The information I have reviewed concerning the MHSPY program does not amount to proof either of its ability to improve clinical outcomes or its cost effectiveness.  I understand that there is an ongoing evaluation of the CFFC program but that it is not complete.
49. In my opinion, and in light of the research described above, attempting to improve children’s mental health outcomes by system level reform, such as adoption of the system of care approach or the “home and community based services approaches favored by Dr. Burns, is a less promising avenue than treatment level reform, by which I mean improving the actual services delivered by the clinician.  One approach, for which we just received a multi-million dollar grant from the NIMH, will try to improve outcomes by providing systematic feedback to clinicians on their clients’ progress and the availability of effective supervision and training to assist the clinicians in providing the most appropriate services.  Based on the information I have reviewed concerning the MBHP Clinical Outcomes Management Protocol and Treatment Outcome Package (TOP), Massachusetts appears to be heading in the right direction by encouraging the use of outcome measures.   While there are various respects in which I think that Massachusetts’ efforts with respect to the use of outcome measures can be improved upon, this is an area in which research is very much ongoing.  There have been a few studies in adult mental health that have shown that providing feedback improves patient outcomes; as yet, there are no published studies concerning the effect on children’s outcomes.   A more popular approach is the use of evidence based treatments that have been developed primarily by academics.  However, there are some significant problems with this approach that require further study.  Given the emerging state of the research in this area, it is reasonable for the state to proceed cautiously.

November ___, 2004


Leonard Bickman
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