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PLAINTIFFS’ TWENTY-THIRD STATUS REPORT 
I.
Introduction


During the last status conference on December 6, 2013, the Court renewed its request that both parties submit updated Status Reports, detailing progress made towards the implementation of disengagement criteria and activities required by the parties’ Joint Disengagement Summary (Doc. 623-2).  Among these activities are the development of remedial service guidelines, the collection and analysis of access, utilization and outcome data, and individual service evaluations conducted through the System of Care Practice Reviews (SOCPR).  This Report discusses the status of disengagement activities and responds to Defendants’ 15th Report on Implementation, (hereafter Defendants’ Report), filed on March 3, 2014.  Doc. 648.
As predicted in plaintiffs' Twenty-Second Status Report (Doc. 639), delays in the production of data, practice guidelines, and SOCPR reports are continuing to have significant repercussions on the timing of the various phases of disengagement, and impacting the Court’s ability to evaluate the overall status of compliance.  Defendants’ Report acknowledges this reality, and the resulting need to extend the Court Monitor’s appointment until at least December 31, 2014.  Plaintiffs agree.
Only in recent weeks have the plaintiffs and the Monitor received reports originally targeted for the summer and fall of 2013, including data on the utilization of remedial services by youth in state child-serving agencies and two draft practice guidelines, as well as the October 2013 regional SOCPR report.  Plaintiffs’ initial impressions of these materials are discussed below, along with the implications of ongoing data collection in other key areas of disengagement such as network capacity, waiting lists, screening, CANS usage and the delivery of mobile crisis intervention.   

Ultimately, an evaluation of compliance across all aspects of the service system will be required before the parties, the Monitor, and the Court can conclude that the remedy designed for vulnerable class members is durable and effective, and that the service system constructed pursuant to the Court’s Judgment is sustainable.  For this reason, defendants’ proposal to further reduce the Monitor’s role and budget after June 30, 2014 is impractical, and their “self-monitoring” plans premature.
II.
Status of Disengagement Activities 
A.
Access to Remedial Services 
As part of their Joint Disengagement Summary, the parties agreed to compile three data reports designed to measure access to remedial services by Medicaid-eligible youth involved in the Departments of Mental Health, Child and Family, and Youth Services.  Two additional reports would examine whether youth experiencing out-of-home placements in Community Based Acute Treatment (CBAT) settings or inpatient units are accessing remedial services in the periods before and after their admissions.   
As noted by defendants, state agency access reports for DYS, DCF, DMH involved youth became available in late February, 2014.  In order to inform their interpretation of this data, the parties met jointly with staff from each state agency.  Perhaps the most striking aspect of these reports is the unexpectedly low utilization of remedial service by these complex and needy populations of youth.
  Also remarkable is the extent to which state agency youth continue to rely on traditional, office-based outpatient clinicians to act as their clinical “hub” service, even after periods of out-of-home placement.  Similarly, the reports reveal limited utilization of In Home Therapy (IHT) and ICC among these youth, including those who have met DMH clinical eligibility criteria and/or experienced traumatic disruptions in their family life and development.
  This is especially problematic given the significant needs of these youth and families, and ongoing concerns about the quality of care coordination and access to remedial services for youth with only outpatient therapy.  
Plaintiffs are consulting with national experts to assist them in a further analysis of these access reports, as well as in the development of any specific corrective actions which should be taken to ensure state agency youth have meaningful access to medically necessary remedial services.  The Monitor’s extensive knowledge of child-serving systems and ongoing interactions of agency-affiliated youth and families provides additional and important expertise in interpreting these results and their implications for class members. 
B.
 Access to Appropriate Levels of Care Coordination

1.
Outpatient Therapy

Defendants’ initial review of outpatient therapy as a clinical hub for SED youth was conducted in early 2013, and its results presented to the plaintiffs in September.  As discussed in plaintiffs’ Twenty-First Status Report (Doc. 633), a number of concerns with this report’s methodology, execution and results led defendants to undertake an extensive revision, which they anticipated would be delivered by the end of 2013.  However, it now appears that errors in the original sampling process will require the study to be completely redone, with a new outpatient report not expected before late July 2014.  
With the help of the Monitor, the parties have discussed the parameters of this new report.  Plaintiffs have made specific suggestions regarding its scope and execution, including the collection of data on the total number of youth in the sample frame (youth with SED in outpatient), the number of these youth who have received a CANS in accordance with the Judgment, and the type of outpatient provider locations in which these youth are served.
  This information is necessary to improve the identification of youth with SED whose functional needs and multi-system involvement warrant intensive care coordination.

Plaintiffs also requested that the defendants make available their revised version of the original outpatient report.  Although based only on a sample of youth who were actually receiving hub-dependent remedial services, this report should provide relevant information regarding the quality of care coordination in that context.  Given troubling findings in the initial report, there is a significant likelihood that these revised results, as well as those garnered by the second outpatient review, will require a systemic response (beyond denying payment to noncompliant providers) in order to ensure that SED youth receive sufficient care coordination and access to medically necessary remedial services.


2.
In-Home Therapy and ICC

The parties agreed to use the SOCPR to measure the appropriateness of care coordination and treatment planning by IHT and ICC, as well as the adequacy of service delivery to class members.  Findings from the first regional SOCPR in Metro Boston,
 and anticipated time frames for upcoming regional reviews,
 were discussed in Plaintiffs’ Twenty-Second Status Report.  Results of the second regional SOCPR review, which occurred in October 2013, were shared with the plaintiffs on February 26, 2014.  This report reviewed the delivery of both ICC and IHT by providers in the Northeast.  
As noted by defendants, the initial SOCPR results have revealed concerns about the consistency and quality of service planning and coordination for class members in IHT.  If statewide SOCPR findings demonstrate the need for significant system change or other corrective measures to ensure access to adequate care coordination, additional time will be required to develop, implement and measure the impact of those changes, with the assistance of the Monitor. 
The Defendants' Report indicates that next year (2014-2015), MassHealth plans to modify the SOCPR and the individual review evaluations in unspecified ways.  Defendants' Report at 3, 11-12.  While some modification and flexibility may be appropriate, it is essential that the Court, the Monitor, and the plaintiffs fully understand any proposed revisions to this essential component of ongoing service quality evaluations. 
For this reason, it is important that the Monitor remain engaged in the evaluation of SOCPR data and its findings concerning service quality, wrap-around implementation, and necessary care coordination.   Similarly, it is important that any proposed changes to the SOCPR protocol, or its statewide implementation, be considered in consultation with plaintiffs and the Monitor, and not be made unilaterally by the defendants.  
C.        Development of Practice Guidelines

Despite original intentions to develop and finalize practice guidelines in the summer of 2013, all four of these documents remain in various stages of internal drafting and revision.  After repeatedly inquiring about the status of the guidelines and opportunities to provide detailed comments, as agreed by the parties, plaintiffs were advised of defendants’ intention to solicit feedback from a variety of community stakeholders before developing a version that would be shared with plaintiffs.  As a result, and at defendants’ request, plaintiffs provided only general organizational and structural comments 
 on the draft guidelines for IHT and Therapeutic Mentoring (TM), reserving more detailed feedback for the next draft of these documents.
   Now, despite prior agreements, defendants appear to suggest that the guidelines for IHT and TM will be released in final form this month, without affording plaintiffs the opportunity for a timely review and detailed comments on these key disengagement guidelines.  Defendants' Report at 2.  Moreover, as a result of delays in redrafting IHBT guidelines, plaintiffs have had no opportunity to provide comments on this document.
   
In order for these practice guidelines to have their desired impact on the quality and consistency of service delivery in Massachusetts, it is critical that expectations for staff training, supervision and the use of best practices be communicated effectively to provider networks.  Guidelines should be accompanied by a comprehensive training and coaching plan to ensure appropriate clinical skills and expertise to the provider workforce.  Finally, it will be important for the parties and the Monitor to assess the impact of this coaching and training, as well as the practice guidelines themselves, on the quality of care received by youth in the remedial service system. 
D.
Utilization of Remedial Services

As noted in recent Status Reports, youth are spending relatively short periods of time enrolled in the IHT service, raising significant concerns about the ability of families to access appropriate, ongoing care coordination.  (See, e.g., Doc. 633).  Similarly, low utilization of remedial service use by youth with IHT hubs has called into question the extent to which these youth are receiving the range of medically necessary remedial services their conditions require. 
 Defendants’ most recent IHT utilization data from October 2013 reflects an increase in the average length of enrollment from 5.4 to 7.3 months.  However, significant numbers of youth (29% on average) continue to be discharged from IHT within two months of their enrollment.   Levels of remedial service use also remain low for youth in IHT hubs, with only 29% of enrollees using TM, 17% using Family Support and Training (FS&T), and 5% using IHBT. 
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.
  Although defendants are working to collect missing length of stay data for IHBT and TM from their MCEs, updated information on these two remedial services remains outstanding.
III.
Additional Issues for Disengagement 
A.
Compliance with CANS assessments
Data included in Defendants’ May and December 2013 Reports on the Status of Implementation outlined surprisingly low rates of compliance in CANS administration among inpatient settings, CBATs and DMH programs.
  In response to these findings, the defendants have been engaged in several quality improvement activities, which are scheduled to be completed by June 30, 2014.  However, according to most recent reports, CANS usage in these settings remains shockingly low, with the Commonwealth’s largest MCE achieving only 20% and 51% CANS compliance in inpatient and CBAT settings, respectively, and the next two largest plans faring even worse.
  For some MCEs, there is effectively no use of the CANS.  If earlier results were inflated by the inclusion of multiple CANS per member, it is even more important to develop a trend line of prospective CANS compliance data.  Consistent and comparable data will be required in order to ensure that youth in clinical hub services, and particularly those leaving acute care settings, have access to the diagnostic assessment and treatment planning required by the Court's Judgment, in order to ensure access to necessary home-based services.
  
B.
Waiting Lists and Timely Access to Services
In past Status Reports, the plaintiffs detailed a series of concerns regarding timely access to remedial services.  See Docs. 622, 633.  Although the total number of youth waiting decreased slightly in late 2013, questions about the adequacy of provider capacity and resulting delays in access to home-based services persist across the Commonwealth.  Reports for December 2013 show over 450 youth waiting state-wide for IHT, close to 250 youth waiting for TM and 86 youth waiting to access IHBT.  Conversely, access to ICC appears to have improved in December, with only 25 youth waiting for a first appointment at the end of the month and 90% being offered an appointment within the 14-day access standard established by the Commonwealth.
C.
Length and Location of Mobile Crisis Evaluations
Plaintiffs’ concerns about the percentage of crisis evaluations that occur in hospital emergency rooms, as opposed to the community, date back to the spring of 2011, and have been outlined in several previous reports.  See, e.g., Doc. 578, 622.  Although the percentage of community-based interventions improved dramatically in the earliest phases of implementation, this performance measure has slowed just as dramatically since that time, ranging from a low of 45% to a high of 60% over the last four years.  The stubbornness of this trend has prompted plaintiffs to request that the Monitor and the parties asses why MCI programs are not providing crisis services in the community, as required by the Judgment.
   

As noted in plaintiffs’ Twenty-Second Status Report, the defendants’ decision to no longer collect data on the number of MCI encounters exceeding three days means there is no objective way to measure the utilization of extended MCI authorizations, and no way to determine if revised MCI program standards and new practice guidelines result in MCI services that function, in part, as crisis stabilization services. 
D.
Follow-up on Positive Behavioral Health Screens 
While periodic reports on the rate of screening continue, defendants have yet to update data on the number of positive screens which result in a subsequent claim for behavioral health services.  Data available in late 2011 and early 2012 revealed that only 50% of PCC members with a positive screen received follow-up visits from their pediatricians or other behavioral health providers within 90 days.  Behavioral health claims for MCO were markedly less, with follow-up occurring for only 22-30% of individuals.
  Unless evidence suggests a significant improvement in these numbers, further action may be needed to effectively link youth with suspected behavioral health needs to appropriate follow-up care. 
E.
CANS Outcome Data
Plaintiffs continue to believe that CANS outcome data is critical to assessing the effectiveness of the remedy since, under defendants' plan, it is the primary mechanism for measuring and aggregating service outcomes across the class.  The defendants have not altered their view regarding the one-time nature of this obligation, nor indicated any intention to collect additional periodic outcome data using the CANS database and the now established formula for measurement of reliable change.  Finally, defendants have not shared any specific actions they intend to take in response to the initial set of CANS findings. 
IV.
Conclusion


 The parties continue to collaborate in the review of disengagement data and deliverables available to date and some progress has been made.  However, delays in the production of other key data, as well as anticipated time frames for the completion of SOCPR and out-patient therapy reports, will certainly impact the ability of the parties and the Monitor to complete their assessment of compliance, and to consider, implement and measure the impact of any required corrective actions within the current appointment period.    
For these reasons, plaintiffs agree that an extension of the Court’s monitoring order will be necessary, at least until December 31, 2014.  However, given the current status of disengagement efforts, and the number of serious compliance concerns highlighted in this report, plaintiffs strongly oppose any suggestion that a further reduction in monitoring, or a reallocation of funding for the Monitor, is appropriate after June 30, 2014.
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� Claims data for the sample of DMH-involved youth showed that, at most, 40% accessed a remedial service other than MCI.  Even more troubling, this percentage was significantly lower  for youth leaving institutional and locked residential care in the DMH system.  Of this cohort, only 17% accessed a remedial service other than MCI in the 12 months following discharge.  In the DCF system, only 30% of youth accessed remedial services in the 12 months following their discharge from residential care.  Youth leaving DYS residential settings on a grant of conditional liberty had the lowest levels of utilization, with only 9% having claims for one or more of these remedial services in the 12 months following their last release.  Finally, despite the preventative goals of EPSDT remedial services, youth in all three agencies had only a slightly higher utilization of remedial services prior to these periods of out-of-home placement.  





� This would include a significant number of youth committed to DYS, many of whom are diagnosed with behavioral health conditions and/or have histories of involvement with DCF.


� Plaintiffs also have requested several changes in the outpatient therapy report and how defendants’ contractor, CQI, conducts its family surveys and presents information gathered from parent/caregiver informants.  Currently, this interview process is conducted with little or no information about the youth and family.  There also has been little if any overlap between family interviews, the record review, and therapist interviews conducted by MBHP.  For these reasons, plaintiffs requested information regarding the interview protocol and questions to be used by CQI, as well as an opportunity to meet with CQI staff, to address these concerns.


  


� Metro Boston SOCPR findings affirmed persistent doubts with regard to the sufficiency of care coordination and treatment planning for many youth with In-Home Therapy as their hub, as evidenced by low mean scores in areas such as: integration of primary service plans across providers and agencies; ensuring formal providers and informal helpers participate in service planning; and ensuring an effective process that links the child and family with additional services.  Also troubling were findings that Intensive Care Coordination was not even discussed with 57% of those in the sample, a result made even more problematic given that in only 23% of cases did reviewers strongly agree that the level of care coordination was appropriate.  





� The remaining regional reviews are scheduled to take place in March and May of 2014, followed several months later by written reports.  As a result, plaintiffs do not expect to have a set of statewide review findings until late in the summer of 2014, at the earliest.  





� The plaintiffs' comments emphasized the importance of staff training and supervision in the delivery of clinical services and supports to families.  As noted in a recent letter to the Court by an experienced IHT provider, “[t]o offer administrative supervision at the expense of clinical supervision is inadequate and…will undermine the effectiveness of CBHI services to a breaking point over time.”





� While plaintiffs also look forward to a prompt dissemination of the completed service guidelines, their unique role and obligation to class members in this case, and the parties agreed- upon framework for disengagement, clearly justify at least the same opportunity for detailed review and comment as that provided to the stakeholder community.





� Plaintiffs also provided two rounds of comments on the revised MCI guidelines, which are largely completed.  


� For instance, enrollment data from June 2013 showed that, on average, half of identified Therapeutic Mentoring providers and more than three quarters of In-Home Behavior Therapy providers had discharged youth in 180 days or less. 





� The details and import of CANS noncompliance in these setting is discussed in prior Status Reports.  See, e.g., Doc. 622.





� This updated CANS data, found in Exhibit A of Defendants’ Report (Doc. 648-1) also reflects serious concerns regarding the level of CANS compliance within clinical hub services like ICC and IHT, especially since youth are only expected to receive one CANS administration/update every 90 days.  Exhibit A also confirms little or no change in CANS use among outpatient therapists, where only 58.6% of assessments include a completed CANS.





� On February 28, 2014, defendants provided updated data on CANS completed by CBAT and inpatient providers during 2013.  Although this data shows an overall increase in CANS usage in both settings, the absence of corresponding encounter data means it is not possible to determine to what extent this increase reflects greater compliance with CANS obligations or greater numbers of youth being discharged from these levels of care. 





� The most recent data from November 2013 indicates this trend is largely unchanged, with only 58% of evaluations taking place in the community.  As a result, in this month alone 866 youth received their mobile crisis intervention in an emergency room.


� Screening follow-up data has not been reported since December 2012 due to system upgrades in MassHealth's encounter and claims data.   However, in December 2013 defendants reported that MassHealth is conducting a large-scale chart review of screening in approximately 4,000 well-child visits with a report expected in June 2014.  See Doc. 648.
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