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AFFIDAVIT OF BRUCE KAMRADT

I, Bruce Kamradt, hereby state as follows:

I.
Qualifications and Experience

1.
 I am the director of Wrap Around Milwaukee and a consultant to many States that are developing home-based services and systems.

2.
I am currently serving as an expert to assist in developing home-based services in California, in response to the federal court’s decision in Katie A. v. Bovita.

3.
I wrote an expert report and testified at the trial in this case.  My curriculum vitae was admitted as PX 1151A.

4.
I have reviewed the Defendants’ Remedial Plan Proposal (8/29/06), their Memorandum in Support of their Proposal (10/25/06), and the Plaintiffs’ Final Remedial Plan (8/18/06).

II.
Scope of Plan and Clinical Criteria

5.
A glaring problem with the Defendants' Plan is their strict eligibility criteria for home-based services, which defines which children will benefit from the Court's order.  The defendants use diagnostic, functional impairment, and duration of illness restrictions, as well as level of care guidelines, to determine who can receive home-based services and even a comprehensive assessment.  The intent appears to be to significantly limit the size of the target population.  In any event, it is clear to me based upon my work in Wisconsin and throughout the country, that it will undoubtedly have an impact. 

6.
While the defendants' criteria appears to be modeled upon our program, Wraparound Milwaukee, the Milwaukee program is limited to SED youth at immediate risk of institutional care.  Wisconsin's statewide EPSDT benefit that covers home-based services in all counties is not limited to children who meet the defendants' clinical criteria.   Here, the Court never limited the class to only those youth in, or at the “door-step,” of institutional placement.  Nor did it appear to restrict its conclusions to children with SED who had certain diagnostic labels, like Axis I.  Instead, its decision consistently speaks of all children with SED.  If the Defendants' Plan is adopted, there will be children with SED who clearly need home-based services who will be excluded from receiving the services because they are not be able to meet the more rigid guidelines proposed by the defendants.

III.
Assessments

7.
An important aspect in the determination of whether a child needs intensive home-based services is both the preliminary and comprehensive assessment.  The defendants’ Plan lacks a preliminary assessment and appears to confuse the need for an assessment to determine whether a child needs home-based services with a clinical diagnostic evaluation. The defendants’ entire assessment proposal is little more than what already is done in mental health clinics – conducting a clinical evaluation and establishing a clinical diagnosis.  The clinical diagnostic evaluation is usually done to establish a clinical diagnosis such as depression, anxiety disorder, attention deficit disorder, etc. Establishing a clinical category for a child has very little correlation with the determination of whether a child needs home-based services. This requires a more extensive assessment that evaluates a child’s strength, needs and resources.  The Defendants’ Plan, as described in their Memorandum, pp. 11-18, mostly continues existing evaluation protocols but relabels them an “assessment.”

8.
The Defendants' Plan is problematic because it may very well miss which children actually need and will benefit from home-based services because the assessment focuses so heavily on diagnostic labels, does not involve a visit with the family in their home, and is clearly not a comprehensive assessment as that term is used by our program, by MHSPY, or by CFFC. The diagnostic assessment in the Defendants' Plan cannot provide critical information nor guide the family, mental health providers or child servicing agency in making the decision of the need for home-based services.

9.
Building upon this confusion, the Defendants' Plan only allows evaluations by trained MassHealth enrolled clinicians. While this term is never defined in the defendant’s proposal, I assume it refers to licensed psychiatrists, psychologists and social workers. That may be appropriate if all you are attempting to achieve is a diagnostic impression for some traditional treatment modalities, such as outpatient psychotherapy.  But most assessments for home-based services are unique and not closely tied to diagnostic labels.  For instance, the leading national tool for evaluating the strengths and need for home-based services, the CANS assessment instrument (which is even proposed by the defendants) is traditionally administered by non-clinicians such as a child welfare or juvenile court workers, or a mental health case manager.  Much of this work can be better done by other child serving systems staff rather than relying on scarce clinical professionals.  Limiting assessments to licensed clinicians, as the Defendants' Plan proposes, will limit and delay the number of children who can receive home-based services. 

10.
Further, under the Defendants' Plan, there is no standardized methodology for determining which children satisfy the defendant’s strict eligibility criteria for home-based services.  It appears this will be left to the unguided judgment of individual clinicians. Based upon my experience, this will result in significant inconsistency in deciding who will get home-based services and in failing to identify many children who need home-based services, because they are not properly assessed for these mental health services. The absence of any mention of how the clinical criteria is determined is puzzling, and will lead to arbitrary decisions about which children are to receive home-based services.

11.
The Plaintiffs' Plan is far more likely to produce accurate identification of the children needing home-based services because it uses a standardized instrument and process for the initial assessment of which SED children need in-home support services and should receive a comprehensive, home-based assessment. The plaintiffs also use a modified form of a nationally validated instrument -- the Child and Adolescent Needs and Strengths Tool (CANS-MH) -- which, when used together with other relevant information, provides a reliable method for determining which children need more than traditional outpatient services and should receive a comprehensive assessment for home-based services.  Using the CANS as the decisionmaking tool will ensure that children will be more consistently assessed for their treatment needs and less likely that they will be inappropriately excluded from home-based services. 

12.
The Plaintiffs' Plan recognizes that certain children, because of the severity of their psychiatric disability and their history of mental health care, presumptively should receive a comprehensive, home-based assessment without the necessity of any initial assessment.  Similarly, for children who reside in public or private hospitals, and whose clinical history is well established, an initial assessment or evaluation is not necessary. The same is true for children in the DYS, DMH, DSS and MBHP systems residing in, on, at risk of, residential treatment care.  It is expensive and delays access to home-based services for these children to obtain an initial assessment or diagnostic evaluations.  The Plaintiffs' Plan includes a clear process for bypassing this stage, while the Defendants' Plan does not.  As a result, the most needy children will not have to go through unnecessary and useless clinical procedures in order to determine what is already obvious - they need home-based services. 


IV.
Case Management 

13.
A critical component of an effective home-based service delivery system is the care manager. The care manager helps identify the child’s specific home-based service needs, ensures there is a planning process in place to develop a care/treatment plan, facilitates team planning meetings, arranges for the necessary services, coordinates between child serving systems and monitors the delivery of services to the SED child, making modifications to the service array as needed. It is essential that care managers have caseloads that allow them to perform all these tasks and support the child and family.


14.
The Defendants' Plan does not include any limit on the caseloads of case managers nor differentiate between levels of care management. Limiting the caseload of care managers is necessary to ensure that they can perform the functions previously described. Overloading care managers with too many clients is a recipe for an ineffective program and will result in children with SED not getting the services they need, and families not being adequately involved in the planning process for their children. With uncontrollable and unmanageable caseloads, care managers will have limited time to ensure the children are getting the home-based service array they need and little time to monitor clinical outcomes. Additionally, high caseloads for care managers often leads to high turnover rates for care managers, which undermines the effectiveness of home-based services and the engagement of children and families served by the system.

15.
Based upon my twelve years of experience in operating home-based service systems, the maximum caseload for care managers working with the most needy SED children is in the range of 8-10 and for other less needy children is 16-20. In the program I direct, Wraparound Milwaukee, which was recognized in 2004 by the President’s New Freedom Commission on Mental Health as a national model in children’s mental health care for the most needy SED children, care manager caseloads do not exceed nine cases. This is the standard in other Wisconsin programs and is the standard in other well-recognized programs such as the DAWN project in Indianapolis and Cincinnati, Project Oneida in New York and New Jersey’s statewide system of care for SED youth.

16.
Caseloads of 8-10 cases is contained in the defendant’s own CFFC, WCC and MHSPY programs. Nevertheless, the Defendants' Plan does not contain any care managers' caseload limits for SED youth. .

17.
The Plaintiffs' Plan includes two levels of care management that reflects different levels of need and establishes criteria and caseload limits for each level. Care managers have a caseload of up to twenty children and intensive care managers have a caseload of up to 10 children. This bifurcation reflects the wider scope of the SED eligibility group in Massachusetts and provides a more individualized approach to youth with different levels of need for home-based services. It also allows youth to move between levels of care management as their needs change.  The plaintiff’s caseload levels are also consistent with national data, the experience of both other national programs, as well as the local programs such as MHSPY and CFFC.  Their Plan will ensure SED youth will get appropriate home-based services, as opposed to the Defendants' Plan that does not set any caseload size limits.

V.
Determination of Need for Home-Based Services

18.
While both the plaintiffs and defendants utilize a care planning team process for home-based services, under the Defendants' Plan, that team does not make the final decision about the services which the child will receive, since the team’s decision is subject to prior authorization and subsequent review by MassHealth and its MCOs.  As described in the Defendants’ Memorandum, pp. 17-18,  MassHealth and its MCOs can set the eligibility criteria for each service, and then can review the treatment team’s decision as to each necessary service.  As a result, the treatment team’s decision can be easily overturned and negated by MassHealth.  This is a critical problem because medical necessity eligibility criteria has often been used as a barrier to children with SED and their families receiving the comprehensive array of services provided in a home-based service program. 

19.
Medical necessity eligibility criteria imposed by MCOs or State agencies has already resulted in restrictive access to many services in Massachusetts. Specific limits on how many sessions of a certain service a child can receive, the intensity level of the intervention and limits on the duration of time the child can receive the service were present in the FST and CSP programs I previously reviewed and were noted as serious problems by the Court.  If the Defendants' Plan is adopted, clinical decisions by the treating physician and the treatment team can be overridden by the defendants or their agents.  As a result, children are not likely to receive the level, duration and intensity of home-based services needed.

20.
Under the Plaintiffs' Plan, like in the better and more effective home-based programs in the country, the treatment team determines what services are medically necessary and must be provided to the child. The treatment team, which includes clinicians, care managers, child welfare workers, providers, and the child and his/her family, is most familiar with the child/s needs, and most qualified to determine the services that are necessary to meet those needs.  The determination of the type, level and intensity of home-based services cannot be determined alone through a medical guideline or some type of algorithm. There is precedent for team decisionmaking within other State Medicaid programs including Wraparound Milwaukee. In Wraparound Milwaukee, the State Medicaid program, allows the Child and Family Team to determine what home-based services are needed. That determination is considered sufficient to meet federal medical necessity requirements. In Massachusetts, the MHSPY program has a similar process whereby the care planning team makes all decisions about needed mental health services.

21.
The Plaintiffs' Plan provides sufficient safeguards to excessive expenditures or unnecessary services that could result from Child and Family Team care plans by designing outlier standards. These would be established by EOHHS and would be based upon that agency’s experience with the MHSPY and CFFC programs. These parameters will establish an upper limit for the intensity and duration of certain in-home support services. These standards have been effectively utilized in the Wraparound Milwaukee Program in the provision of home-based services without either the program suffering serious financial difficulties or SED children not receiving the level of home-based services determined necessary by the planning team.

VI.
Treatment Teams and Treatment Plans

22.
The Plaintiffs' Plan requires that the Child and Family Team include representatives of all local and state agencies that are involved in the care of the child. It also creates a method for reaching decisions by, and resolving conflicts, among, the team.  It ensures that there is a single treatment plan created and implemented by the team.  This approach has proven to be successful in other home-based programs like Wraparound Milwaukee, where treatment team procedures ensure inclusion of all relevant persons, methods for effectively addressing disagreements, and most importantly, the prompt provision of recommended services.  

23.
These are very important features of an effective home-based services program.  Yet the Defendants' Plan lacks these elements, or refers to them only in vague terms.  Many of the youth needing the home-based services are clients in the child welfare, mental health, juvenile justice, substance abuse, and special education systems. In order to effectively and efficiently serve these youth, all child-serving systems must collaborate and coordinate services. These agencies must create a single care plan coordinated by a single care manager.  This reduces duplication, makes the best use of funding, and ensures that the child will receive all the appropriate home-based mental health services based on their needs. This is the cornerstone of Wraparound Milwaukee and other national models that have been recognized for their effective delivery of home-based services across child serving systems.  The Defendants’ Plan, as described in their Memorandum, pp.  16-17, includes multiple plans by multiple agencies that somehow will be connected.  


24.
Decisions related to needed services and supports in this model are more likely to be implemented because they are shared by all agencies. The conflict resolution procedures described in the Plaintiffs' Plan ensures that disputes or differences of opinions about needed home-based services are quickly resolved and the SED child and family are not caught in the middle of conflicted agencies. 

25.
Absent these features, it is far less likely that the delivery of home-based services will be coordinated and appropriate to the needs of the child. While the child’s needs may be met in one area such as mental health, it is less likely that the home-based service plan is coordinated with the school and incorporated into the child’s IEP, or incorporated in the child’s permanency plan in the child welfare system if the teacher, school representatives and child welfare case managers do not participate on the same treatment team and generate an integrated treatment plan.

26.
The Plaintiffs' Plan also describes the functions of the treatment team, called the Child and Family Team. These functions include engaging the persons most crucial in the child’s life, assessing the strengths and needs and resources of the child and his/her family, developing the care plan, meeting regularly to monitor the effectiveness of the plan, and ensuring that the right home-based services are put in place.  It is critical that these functions are set forth in the remedial plan, because it is the effectiveness and cohesiveness of the Child and Family Team that will determine whether the specific service needs for the SED child are put in place and carried out effectively by service providers. For example, a crisis worker/team may be needed to help the school deal with the child’s behavior that gets out of control in the classroom or an in-home therapist to help the family deal with emotional conflicts, parenting skills issues, etc. These SED children have complex needs that usually require multiple home-based interventions. Service plans also must be individualized to the needs of the child through the planning team. Without the team, there is often no consensus as to the child’s needs or as to the responsibilities and roles that each member of the team will take in implementing the home-based service plan.  The specific descriptions of the team's functions that are incorporated in the Plaintiffs' Plan but omitted from the Defendants' Plan clearly identify these responsibilities.

27.
The Defendants' Plan does not require that the care managers and the Child and Family Teams be part of the same entity.  The defendants have not integrated care managers and the care planning process.  Instead, they may create community services organizations around the state that may provide clinical assessment and care management.  The Defendants' Plan does not require that the same agencies that provide care management also facilitate and coordinate the care and treatment planning teams and arrange for the needed home-based services.  Instead, their Plan takes a more generic and confusing approach, describing how enrolled members (children and families needing services) are assisted by the CSA’s to access services. What that means is confusing.  In most home-based delivery services model, the care management entity coordinates all aspects of the child's care and the treatment teams and arranges needed home-based services.


28.
Absent this level of integration, there will be little uniformity or consistency in how the home-based services are delivered.  Families will be confused about where to go for the services. It will also dilute the quality and accountability of the care managers.

29.
Under the Plaintiffs' Plan, care managers and the Child and Family Team are part of, and coordinated by, the same entity (the Community Services Agency). Families know exactly where to go for home-based services. In our program, which is a CSA for SED youth, all the care coordinators work for, or are under contract to, Wraparound Milwaukee.  All the care planning teams are facilitated and coordinated by a Wraparound Milwaukee care manager.  Providers of home-based services are members of the Wraparound Provider Network.  Their involvement in providing home-based services, such as in-home therapy, behavior management, or crisis intervention, is coordinated by the care manager. These providers, as well as state agency staff, are members of the treatment team.  The same basic approach is used by MHSPY and CFFC in Massachusetts, and other nationally recognized home-based programs.  Unfortunately, the Defendants' Plan does not adopt their well-proven structure for planning, providing, monitoring, and coordinating home-based services.


30.
The plaintiffs recognize in their Plan that unless the care managers and the Child and Family Team are part of the same entity, children and families will not receive coordinated, appropriate home-based services. Nor will the provision of services be monitored and regularly evaluated for effectiveness in meeting the child’s need or the need for modification. The success or failure of a good home-based service delivery system will very much rest with the effectiveness of the Child and Family Planning Teams.  Again, the Defendants' Plan does not guarantee that these teams will function as part of the integrated delivery network.


31.
Finally, the Defendants’ Plan does not include any method for evaluating the service planning process, the functioning of teams and care manager, or the adequacy and implementation of treatment plans.  In effect, the central component of home-based services – the care manager, the team, the plan, and the determination and coordination of services – is not the subject of any formal review, evaluation, reporting, or court monitoring.  Similarly, and perhaps most significantly, the Defendants’ Plan does not even attempt to measure the outcome of home-based services, or collect any data on children and family functioning.  The Plaintiffs’ Plan, on the hand, has a detailed method, using multiple instruments and procedures, to evaluate the entire treatment planning process and the outcome of service provision.

Signed under the pains and penalties of perjury, this __ day of November 2006.
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Bruce Kamradt
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