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AFFIDAVIT OF DR. DAVID KELLER
I, Dr. David Keller, hereby state as follows:

I.
Qualifications and Experience

1.
I am a Board certified pediatrician currently licensed to practice in Massachusetts.  For the past 15 years I have served as Medical Director of South County Pediatrics, a community-based teaching practice operated by UMass Memorial Health Care in Webster MA. 

2.
I received my AB in Chemistry cum laude from Princeton University in 1979 and my MD from Harvard Medical School in 1983.  My post-graduate training including two years of Pediatric Residency at Johns Hopkins Hospital and one year as a Senior Resident at Children’s Hospital of Los Angeles, as well as two years of Fellowship training in Ambulatory Pediatrics and Community Medicine at Children’s Hospital of Pittsburgh.  My Fellowship included work in behavior and developmental screening, as well as school health.  

3.
I am currently an Associate Professor of Clinical Pediatrics at UMass Medical School and have served in regional and national leadership positions within the American Academy of Pediatrics (AAP) and the Ambulatory Pediatric Association.  I am currently working with the AAP Mental Health Task Force to develop criteria for the evaluation of cultural competence in the provision of mental health services to children.

4.
When I joined the community-based teaching practice in 1991, I was impressed by the lack of resources for children with serious emotional disturbances in South Worcester County.  There has never been more than 1 part-time child psychiatrist within 15 miles of Webster during my 15 years of practice.   My partners and I have frequently been confronted with child mental health issues, ranging from children setting fires and threatening harm to family members to children discharged from psychiatric hospitals with multiple medications and no psychiatric follow-up.  This experience has led me to believe strongly that early detection and screening for mental health issues is essential to the prevention of the serious emotional disturbances exemplified by those children.  

5.
I have discussed and piloted numerous screening instruments in my practice, including the Psychosocial Checklist (PSC), the Parents Evaluation of Developmental Status (PEDS), the Ages and Stages Questionnaire  (ASQ), the Vanderbilt Parent and Teacher Rating Scales and the Modified Checklist for Autism Toddlers (M-CHAT).   I conducted the first assessments of the efficacy of the RAFFT questions in the assessment of adolescent alcohol use in 1992, leading John Knight, the creator of the CRAFFT instrument, and others to develop the CRAFFT questions now standard in such screening.  This experience has lead to my involvement in numerous discussions, presentations and publications regarding screening in childhood.  

6.
In addition to developing the capacity within our practice to recognize the early signs of developmental and behavioral problems in children, I have worked with numerous agencies to bring mental health services to South Worcester County, including mental health service agencies, the Department of Public Health, the public schools and the Department of Social Services.  We were one of the pilot sites for the Massachusetts Child Psychiatry Access Project, and continue to be involved with that program.  For the past three years, I have worked with Health Law Advocates to form the Worcester Mental Health Coalition, to work for change at a broader level within Worcester County.

7.
As a Medicaid PCC and Network Health provider, I am familiar with the requirements of EPSDT within the Medicaid program.  In 1998, I wrote an article for the Fallon Medical Quarterly entitled “Caring for Medicaid Patients in a Managed Care Environment:  Guidelines for Practitioners”.  

8.
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). In the remainder of this document, I will address my concerns regarding the proposed plans for screening, the essential component for the early detection of serious emotional disturbances in children.

II.
The Screening Process 

9.
In order to be effective, a screening program should use validated instruments according to an agreed upon protocol, with adequate outreach and case management to assure that the populations at highest risk are reached, and those screened positive are referred for appropriate follow-up.  This is relatively simple for biochemical screening, such as is conducted in the newborn period, or for lead poisoning in the older years.  

10.
Screening for SED, and for the precursors to SED, is more difficult -- the population at highest risk is more elusive, and the targeted condition, SED, changes as the child develops.  Screening for SED and its precursors, therefore, will require a flexible approach that takes into account the malleability of the target (SED) and the elusiveness of the population.

11.
The Defendants’ Plan requires screening by primary care providers (PCPs) in primary care and only considers a mental health screen to trigger the ESPDT requirements of diagnosis and treatment if it is done by a primary care clinician in a physician’s office.  This effectively makes the primary care provider the gatekeeper over the child’s access to mental health services under EPSDT.  In the ideal world, all MassHealth recipients would see their PCP annually, which would result in annual screening.  

12.
Unfortunately, children with SED often lead chaotic lives.  Multiple caregivers, unstable housing situations, poor public transportation and disorganized families frequently do not see their primary care provider for years at a time, or only when required to do so by the schools, which require physical examinations only for Kindergarten, 4th grade, 7th grade and 10th grade entry.  Restricting mental health screening to PCPs ignores the ways in which chaotic families, the ones most likely to have children with SED, access the health care system and will therefore result in fewer children being properly screened.  

13.
The Plaintiffs’ Plan, on the other hand, requires periodic and interperiodic screening by any health care professional in any location, as required by CMS’ EPSDT Manual.   This approach is consistent with the goals and requirements of the EPSDT program, as well as with good professional practice; it recognizes that children with SED are often being raised in the context of familial chaos that doesn’t neatly fit into structure of the traditional medical care system.  It is designed to maximize the number of opportunities for children who potentially have SED to be screened and to be referred for more in-depth evaluation.

14.
Under the Defendants’ Plan, a mental health screen or initial evaluation done by any health care professional, or at any other location, other than a primary care provider at a primary care site, is not considered to be an EPSDT screen.  Thus, school nurses who evaluate the behavioral health of children as part of an IEP medical assessment, or DYS clinicians who screen children prior to detention do not conduct an EPSDT screen, are not expected to report the results of the evaluation as part of EPSDT screening, and, most importantly, are not required by the Defendants’ Plan to do anything with respect the diagnosis and treatment of the children’s mental health condition.  In fact, if they do, their determinations are afforded no significance.  This makes no sense clinically or practically.  

15.
Again, the defendants’ use of the PCP as gatekeeper will narrow the breadth of the net we cast to identify our patients at risk.  As a primary care provider myself, I see no reason to repeat a screening test conducted by one of my professional colleagues; requiring me to do so only adds one more hurdle to the already daunting task of navigating the mental health system.  We should have a system that casts a wide net, bringing in children for evaluation early and encouraging all providers to see themselves as access points for mental health care.  The Plaintiffs’ Plan, which requires screening by all health care professionals at any location that a child presents will result in many more children with SED being screened by allowing the entire health care community to serve as a point of entry into the system, casting a wide net to try to benefit as many children as possible through early intervention and treatment.

16.
The Plaintiffs’ Plan bypasses the screening requirement for children already known to have a mental health condition or already receiving care from DMH or DMR, and requires state and local agencies that serve such children to refer them for a preliminary assessment.  This approach makes more sense and is more likely to result in prompt assessment and treatment because the purpose of screening is to separate children into groups of high risk (requiring further assessment) and low risk (requiring no further assessment).  Children who already have a mental health condition are already at high risk; they don’t need a screen to identify them.  Requiring one only slows their progress toward treatment and appropriate management.  And failing to ensure a full assessment for those children who are at high risk or are known to have a mental health condition allows many of the most needy children to fall between the cracks. 

17.
In addition to using the PCP to narrow the field of children at risk for SED, the Defendants’ Plan does not require a standard screening instrument(s) or even a validate instrument.   Without requiring the use of a validated instrument, screening is likely to produce inconsistent and unreliable results.  Use of standardized instruments is a common practice in other areas with MassHealth, and properly so.  For instance, lead screens used to be conducted with the FEP; as the population changed, that test became less reliable and State appropriately required screening with a different lead test.  

18.
The Plaintiffs’ Plan requires the use of one of three standardized and validated screening instruments, depending on the child’s condition.  Each of these instruments are normed, are freely available without cost to the practitioner, and are simple to use.  There is a much greater probability that requiring the use of these instruments will result in more reliable screening and more accurate and consistent results.

19.
The Defendants’ Plan does not provide for any increase in the rate paid to clinicians to do mental health screening, nor even a fair and reasonable rate to primary care clinicians for the defendants’ enhancement to the EPSDT screening process by physicians.  This places the financial burden of increased screening on the PCP, and will result in fewer doctors doing screening, since this activity takes time and costs money. The Plaintiffs’ Plan explicitly and appropriately requires reasonable payment rates for the enhanced screening that both plans envision.

20.
In summary, the Defendants’ Plan cast a narrow net, and establishes additional roadblocks to obtaining help for children with SED.  It may result in some gains for some children, but will leave many, including those from the most chaotic households, undetected and untreated.  It fails to describe how, when, or where primary care professionals will be trained and informed about assessments and home-based services.  It contains no specifics or even generalities about how the State will ensure that appropriate referrals from primary care providers to specialists occur and that the results of the screening and assessments are incorporated into the child’s treatment plan.  Finally, it does not indicate how the data collected on screening will be used to improve the system, or even that it will used at all.  The Plaintiffs’ Plan, on the other hand, casts a wide net that should detect more children and encourage families to watch for the early signs of mental illness, in order to enable the EPSDT process to do what it was designed to do:  allow children to grow and develop to their maximal potential in all areas of health, including mental health.

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