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PLAINTIFFS’ TWENTY-SIXTH STATUS REPORT 
I.
Introduction


Although the primary focus of the Monitor’s activities and the parties’ discussion have been on the four systemic deficiencies identified by the plaintiffs
 and the defendants’ agreed upon actions to address these deficiencies,
  little progress in implementing these actions has occurred, primarily due to delays in obtaining data or meeting with consultants.  The plaintiffs are hopeful that more will be accomplished in the first quarter of 2015, so that the Monitor can assess whether the disengagement criteria set forth in the parties’ Joint Disengagement Summary (Doc. 623-2) have been satisfied.  

II.
Status of Disengagement Activities  
A.
Increasing Community-Based Mobile Crisis Encounters 

The parties agreed that specific remedial actions to substantially decrease the number of crisis services that are provided in hospitals instead of in the community would be formulated with the assistance of the MCI consultant, Kappy Maddenwald.  Because the parties have yet to meet with Ms. Maddenwald or even begin discussing these actions,
 there is likely to be a further delay in identifying, and therefore implementing, any reforms to the crisis service system.
B.
Ensuring Adequate Care Coordination for SED Youth in Outpatient Therapy 
The parties agreed that specific remedial actions to ensure appropriate service coordination by outpatient therapists would be developed based, in part, on the findings of MassHealth’s outpatient study.  Because the study has been delayed, and the report which was to be produced in December still not available, the parties have yet to begin discussing these actions.  Assuming the report is finally produced in January, it is unlikely that agreed upon actions will be generated before March 2015.
C.
Access to Intensive Care Coordination  

The defendants recently shared a report prepared by MassHealth’s MCEs that addresses selected issues on ICC.  The parties have yet to discuss the report’s findings or to identify remedial actions to address these findings.  The statewide 2014 SOCPR report, which does address the adequacy of service coordination activities of IHT providers and, by implication, the need for more intensive ICC services, has also been delayed.
  Moreover, neither of these reports nor data generated on ICC specifically focus on the primary identified deficiency: the static number of youth served by ICC over the past five years.  

D.
CANS Outcome Data
 Although the defendants have committed to generating CANS outcome data at least annually, no new reports or information have been produced since September 2013.  
III.
Additional Issues for Disengagement 

Although a number of specific tasks and data collection efforts remain pending, the defendants continue to issue regular reports in several key areas under the Court’s Judgment.  These reports provide an important context in which to view the system’s ability to ensure remedial services are delivered with reasonable promptness and for as long as is medically necessary.    

A.
Waiting Lists and Access to Services
The parties and the Monitor continue to discuss issues of capacity within the CSA network, and providers’ ability to respond once more youth are referred for intensive care coordination by their outpatient or IHT providers.  These capacity concerns are highlighted by persistent increases in the number of youth and families waiting for ICC services.  As few as 25 youth were waiting for their first ICC appointment in December 2013.  That number more than quadrupled during 2014, with a high of 155 youth waiting for ICC services in May 2014, and 137 youth waiting in October of 2014 (the most recent month for which data is available).   As the numbers of youth waiting increased, so did delays in their access to services.  For instance, in October, 2014 just under 80% of youth and families were offered an initial appointment within the 14-day access standard – down from 90% in December 2013.

A similar pattern is evident in wait times for In-Home Therapy (IHT) and Therapeutic Mentoring (TM).  The numbers of youth waiting for IHT rose steadily between August and October of 2014, increasing from approximately 381 to 568 youth statewide.  About 325 youth were waiting for TM in August 2014.  By October, this number had grown to 382.  Only In-Home Behavior Therapy (IHBT) waiting lists showed some improvement during this period.  After increasing to 155 youth in September of this year, the most recent data shows approximately 107 youth and families were waiting for In-Home Behavioral Services (IHBS) in the month of October, 2014.  However, in several regions wait times for this service stretched from 8-12 weeks.  Access data suggests that high utilization and limitations on available provider capacity are contributing to delays in this and other remedial services.

Despite the Court’s patience and careful attention to waiting lists for  ICC, problems of access persist and worsen, both with ICC and other remedial services.  It is becoming increasingly clear that the timely access disengagement criteria is far from satisfied.

B.
Service Utilization

Systemic concerns about static and even decreasing statewide enrollment in ICC are illustrated by recently released CBHI Service Utilization data for 2014 fiscal year, spanning July 1, 2013 through June 30, 2014.  For the second year in a row ICC utilization dropped, going from a high of 9,417 unique users in FY 2012 to 9,095 in FY 2013 and a low of 8,674 in FY 2014.  Unlike virtually every other remedial service, and contrary to the experience of wraparound programs in other jurisdictions where utilization of services predictably increases, this more than 8% drop in ICC utilization deserves further scrutiny, explanation and analysis.  

Annual FS&T utilization dropped as well, from 8,443 users in FY 2013 to 8,351 in FY 2014.  These declines in key wraparound services are in contrast with steady growth occurring in the other remedial services.
  

The plaintiffs have long been concerned that youth who rely on IHT for care coordination are not receiving needed remedial services with the intensity and duration they require.  Drops in ICC enrollment and corresponding increases in IHT utilization take on greater significance when one compares their respective referral rates to other remedial services.  For example, according to IHT key indicators for the month of April 2014, 16% of IHT users also accessed FST.  In comparison, 77.8% of ICC users had FST support in April 2014.  Thus, families enrolled in ICC are 500% more likely to have a family partner – one of the most useful and well-regarded remedial services.  In the same month, about 4% of youth enrolled in IHT had IHBS as compared with 10.9% of youth enrolled in ICC.
  Thus, the probability of receiving IHBS was 250% greater for youth in ICC than those in IHT.  Finally, despite some improvement over the past year, youth in IHT still have significantly shorter lengths of stay than youth in ICC.  This data, coupled with problematic findings from the regional SOCPR reports on the quality of IHT clinical assessments and treatment planning, only heighten concerns that youth relying on IHT as their clinical hub are going without certain medically necessary services, and/or receiving services with less than the intensity and duration their condition requires.
  

C.
Community-Based Mobile Crisis Encounters


In anticipation of the system review by Ms. Maddenwald, and in order to better understand the extent to which a youth’s age impacts the delivery of community-based crisis encounters, the defendants have begun categorizing quarterly MCI data by age: 0-18 and 19-21.   When analyzed separately, this older cohort of youth was found to have a surprisingly low level of community-based encounters (31% from April-June of 2014).  However, youth 0-18 saw only a marginal increase in their percentage of community-based encounters (from 57% to 61%) when analyzed separately from their older peers.  Despite the very modest goal of 60% community encounter established by MBHP, 7 of 21 MCI providers failed to achieve this goal for youth 0-18 in the last quarter of FY14.  That number increased to 13 of 21 providers when class members of all ages were included.    


In addition to location, the most recent quarterly MCI data tracks the average duration of MCI service episodes, as reported by the State’s respective health plans.   This data suggests that the availability of extended stabilization services under MCI has made little or no impact on systemic utilization patterns.   Instead, virtually all health plans report average MCI encounters of one to two days in length.  In only one plan did members’ episodes of care exceed an average of 2.5 days for the period April-June 2014.


D.
Practice Guidelines 

Almost two years ago, the parties agreed that a promising strategy to improve practice was the development of program standards or guidelines.   As a result, the four disengagement criteria concerning the quality of remedial services is to be measured by the production and implementation of program standards for each remedial service.  Although the MCI and ICT practice guidelines are complete and will soon be disseminated to providers and professionals, the IHBS and TM have been further delayed.  

Moreover, there is a serious question about the content and scope of the IHBS standards, which like the other guidelines, is intended to describe appropriate clinical interventions and best practices.  For youth with behavioral challenges, there is a national consensus, supported by federal agencies, professional associations, and national accreditation bodies that positive behavior support (PBS) services is the most appropriate and effective approach to addressing challenging behavior.


E.
SOCPR 


Although at recent meetings of the parties, the defendants’ representatives had explained their new insights concerning poor clinical assessments and their intention to delay or possibly cancel one regional SOCPR review scheduled for March 2015, there was no indication whatsoever that the SOCPR process for FY 2015 year had been suspended.  Moreover, it is unclear when this suspension will end, and how it will impact the annual SOCPR process and findings.  The plaintiffs are surprised, to put it mildly, to learn of this decision for the first time in a court report.  Given the critical importance of this process, its historical role in assessing system performance under the Judgment, and the defendants’ interest in reducing the role of the Monitor in 2015, this decision plainly requires further discussion.
IV.
Conclusion

The complexity of the disengagement process has led to various delays over the past year.  Assuming the parties can move more rapidly to develop and implement remedial actions to address the identified systemic deficiencies, the Monitor could then be in a position to assess compliance with the focused disengagement criteria agreed to by the parties.
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�   These deficiencies include: (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.





�   The agreed actions are set forth in the defendants’ Interim Report on Implementation, dated September 26, 2014 (Doc. 664), which was filed prior to the last status conference.   


�  The first meeting with the consultant is now scheduled for January 7, 2015.





�  The utility of the SOCPR reports – which represent the only direct assessment of the system’s performance for a sample of class members and which has been in place, in one form or another for at least five years – may be threatened by the surprise decision to cancel all remaining clients reviews for FY 2015.  See defendants’ Interim Report at 10-12 and Section III(E), infra.


�  For example, in October, 2014 three of the five regions reported that 97% or more of their IHBT capacity was filled.  As a result, there were only 13 new service slots available for youth in Metro Boston, Central and Northeast regions combined.





�  As the chart below indicates, the reduction of more than 420 ICC users just in the past year was countered by a gain of nearly 800 users of IHT.   TM realized the biggest increase, as utilization jumped by more than 1500 over the 12-month period.  Also up was IHBS with more than 500 additional users and MCI, where utilization increased by 669 users.





SERVICE�
 FY 2012�
 FY 2013�
FY 2014�
�
    ICC�
   9,417�
    9,095�
   8,674�
�
    FST�
   8,319�
    8,443�
   8,351�
�
    IHBS�
   1,509	�
    2,067�
   2,568�
�
    TM�
   9,356�
  12,447�
 13,985�
�
    IHT�
 15,171�
  17,589�
 18,383�
�
    MCI�
 11,878�
  12,738�
 13,407�
�



�  Among those enrolled in ICC, 42.7% used TM in April; about 31% of youth enrolled in IHT accessed TM, while 47% of them used TT&S, therapeutic training & support service provided by a community health worker.    





�  According to recent length of stay data, 25% of youth enrolled in IHT were discharged within two months, while the average length of stay across 105 IHT vendors in April 2014 was 8 months.


�  The Massachusetts Department of Developmental Disability Services (DDS) recently revised it policies and regulations to require this approach.  MassHealth included the new DDS guidelines on PBS in its transition plan that was recently submitted to CMS to ensure compliance with new federal rules on Medicaid waiver services.
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