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Rebuttal Report of E. Michael Foster, Ph.D.

1. This report sets forth my opinions in response to certain statements contained in the Expert Report of Carl Valentine (hereafter “Rpt”) and Mr. Valentine’s November 23, 2004 Deposition (hereafter “Dep”).

2. My professional training is in economics (with specializations in demography and labor economics).  I am a Professor in the Department of Health Policy and Administration at the Pennsylvania State University.  I am also a faculty member in the Children, Youth and Families Consortium at Penn State, a university-wide, interdisciplinary initiative in research and teaching, and a research associate at the Population Research Institute.  I also have a secondary appointment in Human Development and Family Studies.

3. My work focuses on the social policies shaping the lives of children.  I am interested in identifying children in need and evaluating services, programs, and interventions that might meet those needs, particularly those that are delivered in real-world settings.  My research falls into several areas; of particular relevance to the issues in this case is my research concerning evaluation of interventions and services for children and adolescents with emotional and behavioral disorders.  This research involves the evaluation of treatments for children and adolescents with emotional and behavioral problems.  It includes research on specialty mental health services as well as interventions targeted to children with such problems.  Much of my research in this area involves economic evaluation, including cost of illness studies and cost-effectiveness analysis.  I also have considerable expertise in statistical methodologies used in the social sciences, including the analysis and presentation of economic data (such as expenditures).

4. My professional qualifications, including my publications, are set forth in more detail on the attached curriculum vita.

5. Particular publications of mine that are part of the basis for opinions expressed in this report include the following: 

a. Bickman, L., Guthrie, P.R., Foster, E.M., Lambert, E.W., Summerfelt, W.T., Breda, C., and Heflinger, C.A., Managed Care in Mental Health:  the Fort Bragg Experiment, New York:  Plenum, 1995; 

b. Foster, E.M., and Connor, T., “The Public Costs of Improved Mental Health Services for Children and Adolescents,” forthcoming in Psychiatric Services;

c. Foster, E.M., Dodge, K.A., and Jones, D., “Issues in the Economic Evaluation of Prevention Programs,” Applied Developmental Science (2003), 7(2):74-84.

d. Foster, E.M., and Connor, T., “A Road Map for Costs Analyses of Systems of Care,” forthcoming in Epstein, M., Kutash, K.., and Duchnowski, A. (Eds.), Outcomes for Children and Youth with Emotional and Behavioral Disorders and Their Families:  Programs and Evaluation Best Practice (2d Ed.), Austin, TX:  Pro-Ed.

6. In response to Mr. Valentine’s general conclusion that Massachusetts could save money by adopting a statewide program of wraparound behavioral health services for children, Rpt p 2, my response is that in general research has not borne out the hope that children’s mental health services could be improved while expenditures were reduced by shifting children from inpatient care to treatment in less expensive settings, such as partial hospitalization or various forms of outpatient therapy.  However, this area is one in which significant work remains to be done.  One of my current areas of research involves identifying issues with respect to cost analyses of systems of care that would benefit from economic analysis.

7. With respect to Mr. Valentine’s specific conclusions that Massachusetts could save $2,016 per month per child by adopting a statewide wraparound system of behavioral health services for children, or that doing so would give the state “over $75,000,000 to reinvest in more cost efficient behavioral health services,” Rpt p 2, in my opinion his conclusions are not convincingly established by his analysis.  While the available data are limited, Mr. Valentine’s calculations at this point are at best speculative or at worst wishful thinking.

8. Mr. Valentine’s presentation of his calculations is incomplete or misleading because it does not include standard elements, such as confidence intervals for the cost estimates.  Even if the estimates are generalizable, they still are only estimates and are associated with some degree of uncertainty (due to sampling error).  In other words, even if the program were implemented with children from the same population, one would not expect expenditures to remain the same.

9. Mr. Valentine’s conclusions with respect to potential costs savings from the adoption of a statewide wraparound system of behavioral health services for children in Massachusetts is based on his analysis of cost data for a particular program, MHSPY, in which 75 children are enrolled (Rpt pp 3-8, Dep pp 73-74, 161-162).  A fundamental problem with Mr. Valentine’s analysis is that he does not establish that MHSPY costs are generalizable to other children in Massachusetts.

10. To conclude that MHSPY cost information is generalizable to other communities requires either (1) direct or indirect evidence that the children are comparable in terms of mental health (as measured by standard measures such as the CAFAS); or (2) some form of risk-adjustment that adjusted the data for known differences between the MHSPY children and other children who might be eligible for an expanded, statewide program.  Mr. Valentine, however, was not familiar with the relative severity of the behavioral disorders of the children enrolled in MHSPY or with how the severity of their disorders compares with children outside the program (Dep pp 74-75, 142-155, 175), and he was similarly unaware of how the severity of disorders in two other programs from which he used cost data related to MHSPY (Dep pp 150-151).

11. A more accurate way to estimate costs based on MHSPY data would have been to stratify children based on some measure of the severity of behavioral disorder, such as CAFAS scores, and then reweight the data so that the cost figures accurately reflected the nature of the children being served, but it does not appear that Mr. Valentine attempted such a procedure.

12. Furthermore, the costs of the program if implemented statewide would depend on a variety of other factors, such as the availability of appropriate providers, their rates, and the terms of their contracts more generally.  Mr. Valentine’s report does not consider any of these issues.

13. Relatedly, Mr. Valentine’s conclusions were not adjusted for between-state differences between the Medicaid program as it operates in Massachusetts and the program in the states where available studies were conducted.  State Medicaid programs as they relate to behavioral health services vary greatly; what is true in one state may not be true in another.  Mr. Valentine acknowledged that his conclusions concerning potential costs savings from the adoption of a wraparound program rested on his own understanding of the services for which federal financial participation is available under the Medicaid program, an understanding significantly different from that expressed by the CMS regional office responsible for Massachusetts (Dep pp 87-138).  This undercuts the soundness of his conclusions about the likely extent of FFP in a statewide wraparound program, and consequently his conclusions regarding potential cost savings.  At the very least, Mr. Valentine should have carefully documented differences between those states and Massachusetts.

14. Mr. Valentine indicated that the basis for his familiarity with CMS policies concerning Medicaid was work he had done in other states (Dep pp 46-47).  He was not, however, familiar with which of those states had Medicaid waivers (Dep p 51).  The problem with this is that an understanding based on other states’ Medicaid programs would only apply to Massachusetts if those states’ Medicaid waiver arrangements were identical to the situation in Massachusetts, which does not appear from Mr. Valentine’s report.

15. Mr. Valentine’s conclusions also lack a sufficient basis because he fails to indicate the source of non-Medicaid funds used by the MHSPY program.  Understanding of the sources of these funds is critical for understanding whether and to what degree these same funds would be available outside MHSPY, which is another aspect of whether MHSPY costs are generalizable.

16. Mr. Valentine notes a drop in MHSPY expenditures post-enrollment at the beginning of the MHSPY program, and that drop is part of the basis for his conclusion that adopting a program similar to MHSPY statewide would result in cost savings (Rpt p 5).  However, to be certain that the drop in expenditures represents a true savings, one would have to rule out the possibility that the drop in expenditures was caused by regression to the mean, i.e., the fact that children go into treatment when they are worse off, that some of their extreme score is real and some is error, and that when measured again they are less badly off and so their scores improve or regress to the mean.  Mr. Valentine, however, was unfamiliar with the concept of regression to the mean (Dep p 160).

17. Mr. Valentine appears to have assumed that a statewide wraparound system could be created in Massachusetts with only “insignificant” costs associated with assuring provider availability (Dep p 193).  For his opinions about potential cost savings to be persuasive to me, he would need some basis for this assumption, which in my opinion is unwarranted.

18. Cost analyses are never perfect.  For that reason, it is standard practice to set forth confidence levels in connection with figures calculated in a cost analysis; confidence levels express the degree of confidence one can feel with respect to a particular range of results.  Confidence levels are particularly important for cost analyses based on small groups – like MHSPY – where outliers can have a large impact on the results.  Mr. Valentine, however, did not state confidence levels for his results, and indeed was unfamiliar with the concept of confidence levels, nor did he make any other effort to calculate the level of statistical uncertainty surrounding his savings calculations (Dep pp 70, 189-190).  Furthermore, there were additional elements of uncertainty associated with his estimates, and those assumptions could have been examined more thoroughly using sensitivity analyses or the tools of medical decision making.

19. A thorough cost analysis must determine how much of a program’s costs relate to providing services, as opposed to, for instance, administrative costs.  Mr. Valentine was not familiar with MHSPY’s administrative costs (Dep pp 70-72).  Such a breakdown is useful for assessing whether and how costs estimates might apply to a different community (where administrative costs might be higher or lower).

20. Another key element that is missing involves the scale of the program.  It is not clear that the scale of the agencies delivering the program if implemented state-wide would be smaller or larger (on a community level).  Scale has important implications for the costs of delivering services.

21. Peer review of research is a common means by which researchers assure that their work meets professional standards of evidence.  Mr. Valentine,  however, was unfamiliar with the concept of peer review (Dep pp 14-15).  Based on the various deficiencies in his cost analysis that I have pointed out above, I do not believe that his work for this case – especially the claim that the cost estimates would generalize to other communities – would meet the criteria for publication in a peer-reviewed journal.

22. In summary, in my opinion Mr. Valentine’s conclusions about potential costs savings are not convincingly established because they rest on an insufficient factual basis and faulty methodology.  Furthermore, the confidence with which the findings are presented is not consistent with the quality of the evidence.

23. In response to the question, “In your opinion, if a particular approach to delivering Children’s Mental Health Services cannot demonstrate improved clinical outcomes, should it be adopted?” Mr. Valentine responded, “I think in many cases it should, because there are very few examples of programs that have been adequately researched to have that kind of outcome data, so that, in fact, most of our programs cannot stand up to that kind of standard.”  (Dep p 21).  I agree with Mr. Valentine that evidence is regrettably lacking that many programs have persuasive evidence of improved clinical outcomes, but I reach a different conclusion from that paucity of evidence than he does:  specifically, I would not try to compel a state to spend significant sums of money on adopting, for example, the wraparound approach to children’s behavioral health services based on flimsy evidence.  In the absence of data, a state should go slowly in adopting new approaches to children’s mental health services.

24. In arriving at the opinions set forth in this report, I examined Mr. Valentine’s report and deposition and the documents that he listed in the appendix to the report, and relied on my professional training and familiarity with the research in this area.

25. I have not testified as an expert witness in any case during the past 4 years.  

26. My compensation for my work on this case will be based on my hourly rate of  SEQ CHAPTER \h \r 1$200.

E. Michael Foster
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