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PLAINTIFFS’ TWENTY-FIFTH STATUS REPORT 
I.
Introduction


During the status conference on June 27, 2014, the Court received updates on the parties’ disengagement activities, with a focus on four particular areas of concern: 1) the long-standing failure to increase the rate of mobile crisis services in the community; 2) inadequate care coordination for youth with outpatient therapy as their service “hub”; 3) static enrollment in, and inadequate capacity to deliver, quality intensive care coordination; and, 4) the lack of system-wide outcomes data for youth and families.   At the Court’s urging, the parties further discussed these issues, building on conceptual agreement regarding the challenges for disengagement, and identifying concrete steps designed to address these systemic problems.  

Over the past four months, the parties have developed the proposed goal statements and corresponding actions detailed in defendants’ Interim Report on Implementation (Doc. 664).  Each set of actions includes data review, analysis and the formulation of proposed strategies for change.  This process, and the completion of remaining tasks and data collection under the Joint Disengagement Summary 
(Doc. 623-2) are expected to continue through the end of this calendar year and into the first quarter of 2015.  At that point, the Monitor will evaluate the efficacy of these actions and the resulting status of compliance with the Court’s Judgment.  Given the agreed-upon schedule for completing this process, there is no realistic possibility for terminating continued Monitoring before June 30, 2015.   
II.
Status of Disengagement Activities  
A.
Increasing Community-Based Mobile Crisis Encounters 

Despite a common interest in increasing the rate of MCI community encounters, the parties historically have struggled to reach consensus not only on the nature of the problem, but also on appropriate options to address systemic barriers and to promote the delivery of community-based crisis services.  The parties now have adopted a goal of decreasing the unnecessary use of emergency rooms and increasing the provision of emergency services in the community.   The activities identified to achieve this goal will involve additional data collection, analysis of that data by mobile crisis expert Kappy Maddenwald,
 and the development of remedial strategies by the parties, the expert, and the Monitor, including administrative and policy changes to promote increased referral to, and delivery of, MCI in the community.
B.
Ensuring Adequate Care Coordination for SED Youth in Outpatient Therapy 
The defendants and plaintiffs continue to discuss the need for, and importance of, directing outpatient providers to make referrals for medically necessary care coordination, instead of taking a softer approach which requires only information and offers of assistance.  Given the historical and documented failure of outpatient therapists to provide adequate care coordination and to regularly refer youth to remedial services, including ICC, the plaintiffs have proposed a policy change that does not rely solely on the outpatient provider’s knowledge of remedial services, nor his or her ability to explain the potential benefits for the youth and family.  Instead, when a CANS assessment indicates that a youth and family meet the medical necessity criteria for ICC, the outpatient therapist would be expected to refer the youth to ICC, absent an objection by the youth or family.  As a result, families will have the opportunity to interact directly with the ICC provider and to make a more informed decision about the potential benefits of participating in this service.
The parties have agreed upon a set of steps intended to promote the regular assessment of a youth and family’s care coordination needs, as well as referral to other medically necessary remedial services.  The primary structures for supporting and tracking this practice change are proposed revisions to the CANS tool and its training and certification curriculum, new outpatient guidelines, and other directives from MassHealth’s managed care entities, all of which are expected to take place during 2015.  The success of these proposed strategies hinges directly on outpatient providers’ increasing compliance with the CANS process and the new standards.
In addition to these structural changes, the defendants anticipate taking several other actions, including completion of the revised Outpatient Study,
 and an analysis of outpatient therapists’ collateral contact claims data, both expected in December 2014.  The parties and the Monitor will meet to discuss systemic responses to these report findings to ensure that SED youth receive access to medically necessary remedial services, including appropriate care coordination.
C.
Access to Intensive Care Coordination  

The parties have agreed to certain principles surrounding access to the Judgment’s core service, Intensive Care Coordination, as well as the need to ensure that the components of that care coordination are delivered with a high degree of quality.  However, disagreements remain regarding potential barriers to class member access and providers’ capacity to deliver services to all youth who need them, for as long as is medically necessary. 

Data available later this month will provide the parties and the Monitor with information on those CSAs with low class member enrollment, as well as those with case ratios of 16 or higher.  Anticipated changes to the CANS tool, and corresponding Service Guidelines, will prompt IHT providers to regularly assess youth and family’s care coordination needs, and to make referrals to ICC when medically necessary.  If these enhancements are effective, outpatient and IHT providers are expected to shift youth and families who need more intensive, team-based wrap-around care to ICC as their clinical hub service.  This change in referral patterns will require ongoing, statewide efforts to ensure CSA providers are capable and ready to serve increasing numbers of youth and families.
To measuring the appropriateness of assessment, care coordination and treatment planning by IHT and ICC, the parties agreed to use the Commonwealth’s preferred system of care review instrument – the SOCPR. The two remaining regional reviews (Southwest and Western) were circulated on October 2, 2014.  The final statewide SOCPR report is expected later this month.  The parties have agreed to review the proposed CSA data collection, and to discuss the SOCPR findings and recommendations in a joint meeting with the Court Monitor.  Among the goals of this meeting will be the identification of strategies to increase CSA utilization and enrollment, while maintaining appropriate caseloads.
  

D.
CANS Outcome Data
The parties have agreed that CANS data will serve as the primary mechanism for measuring and aggregating service outcomes for class members.   Defendants have proposed the development of a semi-annual report that focuses on the first three CANS domains: youth functioning, symptoms and risk.  The report will incorporate data collected at the items level as well as a domain analysis using John Lyons’ Reliable Change methodology.   Defendants will use these public reports to measure the clinical impact of home-based services. 
The parties anticipate review of the proposed report design in early 2015, with the first updated report available by the end of March 2015.
 
III.
Additional Issues for Disengagement 
In keeping with the Court’s request, the parties have focused their status reports on recent progress in targeted negotiations covering MCI, outpatient services, intensive care coordination and outcome data.  Although not discussed in detail, plaintiffs also continue to monitor several other areas of disengagement activities, as set forth in the Joint Disengagement Summary.
  
A.
Waiting Lists

The defendants continue to produce monthly data on waiting lists for ICC and other remedial services, as well as information on available service capacity within each region.   The ability to ensure timely access to medically necessary home-based services is an integral part of complying with the requirements of EPSDT.  Similarly, the effectiveness of existing strategies for addressing access problems remains an essential part of implementing the Court’s Judgment in a durable and sustainable way.
B.        Development of Practice Guidelines

With the assistance of several experts, and feedback from the Monitor and the plaintiffs, the defendants have developed practice guidelines for each remedial service.  Corresponding plans for provider training are also underway.  The guidelines for MCI and IHT have been completed, a draft of the IHBT Guidelines was circulated on October 2, 2014, and the TM guidelines will be available in late October, 2014.   
C.
Utilization of Remedial Services

As noted in recent Status Reports, relatively short lengths of stay for youth in IHT have raised significant concerns about the ability of families to access appropriate, ongoing care coordination.  (See, e.g., Doc. 633).  Similarly, low levels of remedial service use by youth with IHT hubs have called into question the extent to which youth are receiving the medically necessary remedial services.  Preliminary reports on utilization of IHBT and TM presented a similar set of concerns, including the number of providers reporting relatively short durations of service.  Additional data on length of stay in IHT, and corresponding information on utilization of TM and IBHT, are expected to be available by December 31, 2014, at which point the parties and the Monitor can reassess the status of compliance in these areas.
D.
Follow-up on Positive Behavioral Health Screens 

While the rate of screening has steadily increased over time, plaintiffs have long been concerned with the relatively low rate of follow-up by pediatricians or other behavioral health providers when youth have positive screens.  Defendants’ 16th Report on Implementation (Doc. 654) referenced follow-up claims for youth on MassHealth’s PCC plan, noting that 49.74% had a follow-up claim within 90 days of a positive screen - a rate substantially unchanged from previous years’ data.
  To better understand the implications of this data, the defendants have undertaken a Clinical Topic Review, examining records of youth with positive screens and the follow-up care they received.  The results of this review, expected early next month, should help the parties and the Monitor evaluate whether further action is required to ensure youth with positive screens receive appropriate follow-up care and are effectively connected to medically necessary behavioral health services. 
IV.
Conclusion


The parties’ evolving disengagement plans present an increasingly clear path towards the reduction of formal monitoring activities and compliance with the terms of the Judgment.  But as discussed above, important tasks remain.  Information to better understand the scope of specific systemic problems must be collected and analyzed.  Resulting findings will need to be evaluated in light of currently proposed system change strategies, requiring further discussion of the parties in consultation with the Monitor.  Once fully framed solutions can be proposed with confidence, the Monitor will assist the parties and the Court in evaluating the initial impact of those changes on the status of compliance – an evaluation that must be completed before self-monitoring and quality improvement activities become the primary mechanisms for sustaining the remedial system.  
The complexity of the disengagement process has led to various delays over the past year, but completing these final phases with thoroughness and accuracy is critical to satisfying the Court’s recent charge to the parties – that the home-based service system it created “…be on course and on track so that the remedial order really means something.”  Ongoing Monitoring, at least through June 30, 2015, is required to achieve this goal.
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�  Ms. Maddenwald is not scheduled to begin her review of the MCI provider network until the first quarter of 2015 when additional MCI data becomes available.


�  Although mistakenly based on a sample of youth who were already receiving hub-dependent remedial services, the first Outpatient Report (released in September 2013) raised significant concerns regarding the quality of care coordination in that context.  In that Report, MCE reviewers concluded that 58% of the cases sampled did not demonstrate appropriate levels of overall care coordination. 


�  As noted in Plaintiffs’ previous Status Reports (e.g. Doc. 657), initial SOCPR results revealed concerns about the consistency and quality of assessment, service planning and coordination, particularly for class members in IHT.  These reports also raised important questions about the impact of ICC and IHT services for all youth.  Many of these same concerns are reflected in the Southeast and Western SOCPR findings.  If statewide SOCPR findings demonstrate the need for significant system change or other corrective measures to ensure access to medically necessary care coordination, additional time will be required to develop, implement and measure the impact of those changes with the assistance of the Monitor.  





�  This updated report will represent the first available outcomes data since December 21, 2012.


                        


�  All of the issues articulated in the Joint Disengagement Summary, as well as the topics discussed at length above, represent the “universe of issues” alluded to in the defendants’ Interim Report on Implementation.  (Doc. 664).


�  This claims data covers the period of April 1, 2013 through September 30, 2013, for only one of Mass Health’s managed care plans.  Earlier reports from 2011 and 2012 found that 50% of PCC members with a positive screen received follow-up care from their pediatricians or other behavioral health professionals within 90 days.  Behavioral health claims for other MCOs were markedly less, with follow-up occurring for only 22-30% of members.  See Plaintiffs’ Twenty-Second Status Report (Doc 638).
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