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AFFIDAVIT OF KNUTE ROTTO

I, Knute Rotto, hereby state as follows:

I.
Qualifications and Experience

1.
 I am the CEO of Choices, Inc., which administers the Dawn Project in Indiana and two other similar programs in Ohio and Maryland.  The Dawn Project is one of the original MHSPY national demonstration programs and a nationally-recognized project that successfully provides home-based services to children with Serious Emotional Disturbance.  I also am the director of Hamilton Choices in Ohio and Maryland Choices in Baltimore and Rockville, Maryland.  For more than nine years, Choices has developed home-based services and systems for youth with SED and their families.  I previously was the Director of Mental Health Services in Lincoln, Nebraska and before that a director of a home-based services program in Madison, Wisconsin.  I also am a consultant to many states developing home-based services and systems, including New Jersey’s statewide home-based services network developed as part of their EPSDT program.  

2.
I am currently serving as the lead expert in developing home-based services in California in response to the federal court’s decision in Katie A v. Bonta.
3.
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.
The Children Who Are Eligible for Comprehensive Assessments, Care Management, and Home-Based Services.
4.
Under the Defendants’ Plan, only children who meet strict clinical criteria are entitled to a comprehensive assessment, an intensive care manager, and intensive home-based services.  In my experience, these criteria only apply to roughly 10-15% of children with SED.  The other 85-90% will only receive outpatient services or perhaps some of the time-limited community or diversionary services, like FST, that the Court found inadequate.  These interventions will not meet the needs of most children with SED and often cause further disruptions among for the child and family.  The majority of children with SED need more than outpatient services, and instead require a package of in-home support services to meet their needs.

5.
The defendants’ clinical criteria effectively exclude a significant percentage of SED children for whom comprehensive assessment, care management, and in-home support services are medically necessary and clinically appropriate.  The defendants limit their home-based services to the most “high end” children who are at risk of institutionalization.  They essentially require children and families to wait until the situation has deteriorated to the point where the child’s functioning – as measured by her “consistent inability” to do many activities in many domains and several areas – places her at imminent risk of out of home placement.  The consequence of these restrictive criteria is that children will not obtain appropriate care and treatment and will eventually end up with more intensive needs, which then requires more intensive and costly interventions.

6.
Requiring children who need home-based services today to wait until their conditions deteriorate and they are at imminent risk of an out of home placement is inconsistent with the purpose and provisions (early) of EPSDT, as well as more costly and less humane.  EPSDT was intended to screen “early” and “regularly or periodic,” in order to prevent further disease/growth of the impairment.  Since we know, based upon our experience in the Dawn Project and similar programs throughout the country that home-based services can be effective, particularly if offered early, it is unreasonable to delay the provision of this treatment until a child’s condition worsens.  This also is inconsistent with accepted standards of health care practice.

7.
The defendants’ restrictive clinical criteria differ markedly from the federal definition of Serious Emotional Disturbance and drastically curtail the number of SED children who would qualify for these services.  The federal definition of SED is inclusive and covers the vast majority of youth seeking services in all public systems.  

8.
These restrictive clinical criteria are not employed in the Dawn Project or most other home-based programs in other states or those funded and evaluated by the federal mental health agency, SAMHSA.  Most of the fifty federal grant sites that are focused on building home-based services for youth with SED and their families use the federal SED definition for their eligibility criteria.  Few use standards that are as rigid and restrictive as that the defendants’ criteria.

 9.
These restrictive criteria are both fiscally as well as clinically inappropriate.  While the defendants appear to believe that limiting their responsibility for a larger number of youth will reduce their overall expenditures, the reverse is true.  Youth who meet SED criteria and require more than outpatient therapy will eventually end up in a high cost, high risk category which costs 4 to 5 times more than if their needs had been addressed earlier and preventively.  Like other health care arenas, such as dentistry or oncology, where diagnostic evaluations often lead to prompt and effective treatment, home-based services for children that are provided early and appropriately can avoid chronic mental health conditions and the need for long-term treatment or institutionalization.    

10.
The Dawn Project has two components, one for children with more intensive needs and one with children with less intensive needs that roughly parallel the levels of case management in the Plaintiffs’ Plan.  We did a study of both groups to assess the duration and intensity of home-based services that were provided to children, their clinical effectiveness, their cost-effectiveness, and their impact on children, families, and the system.  The results confirm the wisdom of intervening early.  We reviewed 246 youth in Indianapolis who had a lower level of needs than those in the intensive Dawn Project.  These children had any category of a DSM-IV diagnosis, had some functional impairment that had begun to disrupt only one life domain, had an impairment that persisted for six months, and had never spent a day in residential treatment.  These youth were, on an average, two years younger than the “intensive Dawn” youth; had spent less time in the public system that was referring them; and had only a moderate impairment on the CAFAS, versus a high impairment for children in the intensive group.  

11.
The findings from the study were compelling: the less needy children required home-based services for only eight months, as compared to fifteen months for the intensive group.  The cost of their care was 3-4 times less than for intensive group.  Perhaps most importantly, 90% of the children did not return to the public system of care and remained in the community with their families.  We learned that three children can be served for the same amount of money as one of the more intensively needy children.  Not only does it make sense to intervene earlier, but the chances of success also are better.  Moreover, the family and child have not experienced as much failure, the youth is younger, and the family is more hopeful that they will obtain the services they need.  These are the outcomes that early interventions can have when the access criteria include most SED children.  

12.
Providing in-home support services to all children who meet the federal definition of SED and need more than clinic-based outpatient care is critically important because having access to the least restrictive community based resources and services will prevent many youth from penetrating further into the intensive levels of service.  In-home care is necessary for the families to be able to support them, to offer them new skills, and to understand that they do not have to fix the problem all by themselves.  Offering hope and resources to families who have struggled, often for years without anybody listening and helping, makes a huge difference in how the family accepts the support from the child and family team that will be assigned to them.  Often just having access to supports and knowing that a team is available to help is enough for some families to attempt to keep their children at home.  When families have no support, no team, and no coordination, they become discouraged and angry, demand every possible form of intervention, worry that the support will not continue or be taken away at any time, and focus more on survival than care and healing.

13.
The Plaintiffs’ Plan is also more consistent with the goals of EPSDT because it has a tiered approach to support, is fluid based on the needs of the children and family members, and updates services as the child’s needs change.  It reflects an early intervention approach that is at the heart of the EPSDT program.  

14.
As previously stated, the federal SED definition includes children with development delays, who have similar needs as other youth with SED.  Hamilton Choices in Cincinnati, Ohio, serves 240 youth with SED every day, 20% of whom come directly from the Developmental Disabilities agency.  Even though these children have a life long condition, their day to day functioning can be dramatically improved, which positively affects their ability to remain in their home, school and community settings.  Using a team approach with an array of services and supports, Hamilton Choices reports that they have reduced out of home placements and length of stay in residential treatment centers by supporting these children in their homes with their families.  The quality of life of these children improves dramatically with this type of approach, while reducing the expenditures because costly out of home care is avoided.   

15.
Indiana and many States offer home-based services to children with SED, and do not limit them to the most needy children on the verge of institutionalization, as would the defendants’ criteria.  As stated earlier, there are fifty federally-funded programs across the country that are using the SED criteria to serve youth and that are not limiting their eligibility criteria to serve less.  By creating tiers of care, as youth and families improve, the intensity of care coordination can be reduced and reallocated to those families that need it.  Having access to intensive services before a child’s behaviors have escalated has proven to shorten their lengths of stay in the intensive mode and costs 3 to 4 times less, because costly out of home care was avoided.  This also has a positive impact on the children and families served.  

II.
Determination of Need for Home-Based Services

16.
Under the Defendants’ Plan, the Care Planning Team does not make the final decision about the services that the child will receive.  MassHealth or its MCOs  determine the medical necessity of each service and can review the  treatment team’s decision for each service for each child.

17.
This external review process undermines the Care Planning Team’s authority and effectiveness, since the team no longer has the ability to control the care planning process in a “real-time” way.   This is likely to delay the provision of services.  When an outside entity makes or reviews treatment decisions, the momentum and positive impact of a team’s plan is weakened, the family’s confidence in the process is undermined, and the probability of prompt and effective services is compromised.  And the team begins to focus more on gaining approval from the outside entity rather than focusing on the needs of the youth and family.  Using outside entities for care plan approvals tends to defeat the purpose of care planning teams.  

18.
Most importantly, this is likely to result in children not receiving needed services, because the MCO will not be aware of the details of the needs of the child, the interactions of the team, and the dynamics of the process.  Often having outside reviewers creates a more costly plan because the risks that the care planning team is willing to take because they are a TEAM is something that an individual reviewer is unlikely to approve, believing that more costly services are needed to address risky behaviors.  Obtaining approval from a third party also stymies the creativity of the team.  It also slows the access and responsiveness to services. “Real-time” decisionmaking and access to service saves money and gives the team full responsibility for making the best decisions.  

19.
Choices operates four different community programs (in Indianapolis, Cincinnati, Rockville, MD and Baltimore City which account for over 650 child and family teams) that allow and encourage child and family teams to make all of the care plan decisions, purchase the services and review plans in a real time manner.  Teams are fully responsible to make purchasing and clinical decisions, which has been extremely successful, as well as cost-efficient, in all four communities.  Families report that they are highly satisfied with the team process, the services provided, and the voice they have in the planning and implementation process.

20.
The Plaintiffs’ Plan uses the same process for making treatment decisions as we have successfully employed in Choices.  This is a far better approach because the team makes the most efficient and effective decisions since they are closest to the child and family.  As long as families are part of the planning and implementation process, it will be clear what services are needed and workable.  Our experience in Choices has been that when you give the team a budget, a variety of services, and allow them to match their needs with the services, they make good economical and clinical decisions.  We have found that teams are very conscious of what they are purchasing and the cost.  In fact, it allows the team to decide whether the amount paid for a service is really worth the expense, which is a perspective that a MCO individual does not have when authorizing care.  In a study of Dawn Project outcomes that compared service plans decisions between the Team driven outcomes and the System or Referral source outcomes, the findings were fascinating: Teams plans were filled with more creative and individualized services, cost 40% less due to less out of home care and more community-based alternatives, resulted in faster discharges, and had better clinical outcomes based on CAFAS scores.  

21.
This is also the well established standard decisionmaking model used in Wraparound Milwaukee, MHSPY in Massachusetts, Choices, and throughout New Jersey’s system of care.  Choices’ evaluation of this process shows high satisfaction of the youth and family, with high scores on the Wraparound Fidelity Index that measures the integrity of the process. 

22.
The Plaintiffs’ Plan provides adequate safeguards against excessive or overly-expensive treatment by establishing outlier standards based upon experience with MHSPY and CFFC.   Having the flexibility to choose from a wide menu of services and supports allows for more flexible and often less costly plans.

23.
Another critical deficiency in the Defendants’ Plan that is likely to increase the total cost is its failure to integrate care managers and care planning teams into the same entity.  It also is likely to result in miscommunication, less than effective care, and inconsistent management of the teams.  The team concept has to be operational across the organization to work effectively.  Care coordinators are supported by their care supervisors who are supported by their Director who is supported by the CEO or Executive Director.  If those chains are broken and/or there are not strong links between them, then the ability to make good clinical and financial decisions becomes fragmented and inconsistent.  Staff from various organizations can often be influenced by their organizational mandates, which ultimately causes conflict and inconsistency.  Competing agendas or priorities can cause ineffective care and miscommunication between supervisors and care managers.  Families’ needs will get lost in these inconsistencies and miscommunications.   

24.
Under the Plaintiffs’ Plan, care managers and the Child and Family Team are part of, and are coordinated by, the same entity, called the Community Services Agency.  This is an important feature of an effective home-based services program, because coordination is the key to creating effective individualized care plans.  Unless the care managers and teams operate within the same structure, there is a significant risk of miscommunication with the family, duplication of services and ineffective care plans.  Having a cross system perspective is critical in working with youth with SED, and if the care management delivery system is not operating within the same structure, the care plans will not be effectively delivered.  

25.
The youth who present with SED often have problems that cross multiple systems:  home, school and community where cross system coordination is nonexistent.  Currently, public human services do not have formal mechanisms to care for youth with SED, which is why cross system child and family teams are so effective.  Putting everybody who knows and is working with the youth along with the family together in a meeting allows for an opportunity to share what is working, what is not working, who is providing what service, what is missing and then eliminating any duplication of services.  One system, one family, one plan is a mantra that Choices successfully uses to focus the teams and bring the best possible resources to the table to ameliorate the issues. 

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