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Rebuttal Report of W. Peter Metz, M.D.

1. This report sets forth my opinions in response to certain statements contained in the October 25, 2004 Report of Barbara J. Burns, Ph.D.

2. I am a Board Certified Psychiatrist with subspecialty Board certification in Child and Adolescent Psychiatry.  I am an Associate Professor of Psychiatry and Pediatrics and Director of Child and Adolescent Psychiatry at the University of Massachusetts Medical School and UMass Memorial Medical Center.  I am also the Medical Director of Worcester Communities of Care, as well as Principal Investigator on an evaluation and research project currently studying Worcester Communities of Care.  My qualifications are set forth in more detail on my vita, which is attached.

3. My opinions in response to Dr. Burns are based in part on my experience with Worcester Communities of Care (“WCC”).  WCC is a program for children with Serious Emotional Disturbance.  It operates within the University of Massachusetts Medical School.  WCC was created in 1999 with funding from the Federal Substance Abuse and Mental Services Administration.  

4. WCC utilizes a “wraparound” process, meaning that it provides children with Serious Emotional Disturbance with a process of child and family team planning developed by Van Den Berg and based on values and principles of the Child and Adolescent Service System Program (Stroul, 1996:  Children’s Mental Health:  Creating Systems of Care in a Changing Society, Stroul, Beth, ed., Brookes Publishing, Baltimore, 1996).  WCC, through its promotion of a wraparound process, strives to partner with families to develop culturally competent, individualized, community-based and coordinated plans of care whose goal is to help maintain the child with SED in his or her family and community.  Flexible funding is also used to support non-traditional services that might not otherwise be available to enrolled families.   WCC provides services to approximately 50 children at any given time.  Since 2003, WCC has been one of five sites participating in the Coordinated Family Focused Care Program (“CFFC”), which is an intensive community-based program utilizing a wraparound process, administered through a contract between the Massachusetts Medicaid Program and the Massachusetts Behavioral Health Partnership and funded by a number of state agencies including Medicaid.  Prior to the initiation of CFFC, WCC provided a wraparound process, which was similar to CFFC, but not identical, as noted below.

5. I have been WCC’s Medical Director since 1999.  I am currently the Principal Investigator on a federally funded evaluation of WCC, which assesses baseline characteristics and outcome variables as measured by administration of multiple standardized instruments at six month intervals.

6. I agree with Dr. Burns’ statement, on p. 2 of her report, as to the importance of having children’s mental health services “provided for the appropriate duration, intensity, and quality.”  I would add that this area is not “one size fits all,” and that it is important to be clear about who is being served and what works.  

7. I disagree in part with Dr. Burns’ statement, on p. 3 of her report, that there is “strong evidence” for “diagnosis-specific treatment.”  In my experience, knowing a child’s diagnosis is not necessarily helpful in treatment planning.  While I do not disagree that there is an evidence base addressing certain specific diagnoses, notably obsessive-compulsive order and ADHD, in my experience diagnosis can dictate a component of treatment, but not the total treatment effort.

8. I believe that Dr. Burns’ description of the “failure of the service system,” on p. 5 of her report, last paragraph, omits to mention frequently ineffective use of traditional outpatient care.  This occurs when, for instance, the Medicaid program spends money on outpatient clinic-based care but patients fail to benefit due to barriers preventing regular attendance.

9. I disagree with Dr. Burns’ statement, in para. 2 of p. 6 of her report, that the “most effective approach to the above set of problems through Medicaid is the provision of intensive home and community-based services.”  In this regard, I would refer to the recent article by E.M.Z. Farmer et al., “Intensive Home and Community Interventions,” Child Adolesc Psychiatric Clin N Am 13 (2004) 857-884 (copy attached).  As that article demonstrates, it is not “well established” that intensive home and community based services are the most effective approach for children with Serious Emotional Disturbance and other behavioral disorders.  As Farmer states, at p. 869, “Currently, the evidence base for wraparound seems to fall on the weak side of ‘promising.’”  In this area, it is not possible to assert globally that a particular approach is “most effective”; there are many separate interventions, each with its own evidence base.  I believe that Farmer is correct when she states (p. 876 of article cited above), “The danger for all of these interventions seems to be a leap towards dissemination without adequate research on factors that will make such widespread application feasible and successful.”

10. I am surprised that Dr. Burns does not mention WCC in her description of the Massachusetts history with “operating, funding, and evaluating wraparound and home-based programs,” p. 7 of her report.  While it is true that since 2003 WCC has operated as part of the CFFC program, WCC had three years of experience prior to the beginning of CFFC, and that experience and the data derived from it are an important part of the Massachusetts experience with a wraparound process.  One significant difference between the wraparound process supported by WCC prior to CFFC, and the CFFC wraparound process, is that WCC prior to CFFC did not impose an external maximum time limit for enrollment.  Families were enrolled in WCC prior to the beginning of CFFC for an average of 21 months, based on the determination of the child and family team that graduation was indicated.  CFFC imposes an external limit on enrollment of approximately 12-14 months.

11. I think it is important to point out, with reference to Dr. Burns’ statement that MA-MHSPY and CFFC “provide only an option for class members in a handful of geographical areas, but not the whole state,” p. 7, that experience with wraparound process in Massachusetts thus far has been limited to cities, and that there have not so far been wraparound processes piloted in rural or suburban areas of Massachusetts.   The resulting lack of knowledge about specific features of an effective wraparound process and more general intensive community-based care necessary in rural or suburban areas is part of the reason for my opinion that at present it would be premature to require expansion of a MHSPY-like program in rural and suburban areas, as I will explain in more detail below.

12. I disagree with Dr. Burns to the extent that she views it as a defect in CFFC that it does not “integrate all needed mental health care in a single provider, as it is done in MA-MHSPY” (report p. 7).  Centralizing all mental health care in one provider gives families less choice and diminishes cultural diversity, and is particularly problematic outside an urban context, when getting to that provider may present significant logistical challenges for families. 

13.  I believe that Dr. Burns is mistaken in her statement, on p. 9 of her report, that the CFFC program “require[s] re-establishing eligibility for each discrete service or treatment.”  Once CFFC eligibility is established, the patient is eligible for any service identified by the treatment team.

14. While Dr. Burns may be correct in her criticism of CFFC as having “arbitrary limitations on duration of services,” report p. 9, the effect of such limitations is unknown, and is one of the topics of our current research concerning WCC.  Because WCC as it operated prior to 2003 had no durational limits, we expect to be able to compare to see whether outcomes differ, and in particular whether gains are sustained past graduation, under the newer CFFC model.

15. While I have no basis to question Dr. Burns’ statements concerning MHSPY outcomes on p. 14 of her report, I think it is important to note that it may not be possible to extrapolate from those outcomes to other populations.  It is my understanding that the population of children served by MHSPY is less functionally impaired than, for instance, the populations served by CFFC and WCC.  I understand the average CAFAS scores of MHSPY enrollees to be approximately 100, while the average CAFAS scores of WCC and CFFC enrollees are 135-140, reflecting a significantly more functionally impaired population.  It is not possible to extrapolate outcomes from a less functionally impaired population and assume that the same treatment approach will lead to the same outcomes in a more impaired population.  It is no criticism of the MHSPY program to say that approaches and services that they find effective with the children they treat are not necessarily going to be effective with different, more impaired populations.

16. On the subject of outcomes, a finding of the research we are currently conducting on WCC is particularly relevant.  Three charts that set forth the relevant findings are attached.  As shown on the chart labeled “Pilot Youth Total CAFAS at Baseline, Pre-Graduation, and Two Post-Graduation Points (n=19),” the average CAFAS scores of youth enrolled in WCC declined, and significantly, apparently just like the CAFAS scores of youth enrolled in MHSPY, as Dr. Burns cites (p. 9).

17. However – and I regard this as extremely significant – it is not enough just to look at a decline in average CAFAS scores and declare the program a success for every child.  Looking behind that average, as shown on the chart labeled “Pilot Youth CAFAS Baseline to Post Graduation Change (n=33),” we see that while the majority (61%) of children improved, a significant minority (24%) did not improve but declined.  In other words, the average improvement among WCC enrollees masks a small but significant group that not only did not get better (as reflected in their CAFAS scores), but actually got worse.

18. Exactly why those children became more functionally impaired is one of the current pressing concerns of our research.  So far, we have ruled out entry CAFAS score, race, age, gender, and diagnosis as explanatory of the observed decline.  We are testing to determine whether another possible explanation for the decline is the degree of fidelity to the wraparound model within each enrolled family’s child and family team planning process.  

19. A major focus of our current research is to understand what works for whom in the area of children’s Serious Emotional Disturbance.   Among the immediate questions we are studying are (1) the relation between characteristics of the wraparound treatment process and long term benefit, (2) the different effects of length of time in the wraparound process; and (3) an analysis of cost.

20. Research in the area of the wraparound process is emerging.  It is difficult to do randomized trials in this area, for a variety of reasons.  However, in our study of WCC, we are able to make use of a comparison group in the form of a group of children enrolled in a summer wraparound program through the Worcester Public Schools.  Our research in this area is ongoing.

21. To the extent that Dr. Burns concludes that more needs to be done for children with Serious Emotional Disturbance in Massachusetts (report pp. 16-17), I agree, and indeed I have devoted my professional life to that very goal.  However, I do not agree that it would be wise to adopt an approach without knowing whom it helps – and whom it does not.  In particular, I think it is critical to know exactly why one-quarter of the children in WCC got worse before recommending widespread adoption of a wraparound model in Massachusetts.  We should also know more about how such a model would work in rural and suburban areas, where it is still untested in Massachusetts, before recommending its adoption statewide.

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

23. My compensation for my work on this case will be based on my hourly rate of $300/hour.


W. Peter Metz
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