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PLAINTIFFS’ SEVENTEENTH STATUS REPORT
I.
Introduction


On January 13, 2012, the defendants filed their Report on Implementation, (Doc. 562) (hereafter Report), setting forth their response to the Court's Order of November 29, 2011 (Doc. 557) and describing their view of the status of each requirement of the Judgment.  The Defs' Report describes important activities concerning screening, assessment, and service utilization which, subject to certain focused deficiencies discussed below, generally demonstrate continued progress.  See section III(A)-(B) infra.  

The Plaintiffs’ Seventeenth Status Report responds to the Court's November 29, 2011 Order, highlights several concerns with the defendants' assessment of compliance, summarizes the Monitor's compliance findings as set forth in her Community Practice Reviews (CSRs), then identifies the most pressing issues that must be addressed during the next year and proposes a limited extension of the Monitor's role in this case, with specific tasks for her to accomplish during this extension.  

II.
The Court's Order on ICC Access Standards and Crisis Stabilization


A.
ICC Access Standards 

For almost two years, the parties have engaged in post-judgment litigation concerning waiting lists for ICC services.  Over that time, the defendants have denied that they are violating their own Medicaid access standard for ICC, but have conceded that their CSAs are not providing an actual face-to-face meeting within three days of referral, as set forth in the ICC program specifications.
  At the same time, they have engaged in various management strategies to reduce the long waiting lists for ICC.  These strategies have had some success in eliminating the most dramatic waiting lists – those exceeding 60 days.  In addition, as evident in the provider-specific waiting list data that the defendants now provide pursuant to the Court's July 15, 2011 Order (Doc. 534), 20 CSAs – or almost two-thirds of all ICC providers – now have no families waiting longer than three days and an additional four CSA – or three-quarters of these providers -- have no families waiting longer than ten days.  See Defs' Report, Ex. 3 at 7 (Doc. 562-3).  Thus, the defendants own data demonstrates that the vast majority of CSAs comply with the current 3 day program access standard and even more with a more relaxed 10-day standard.

At the most recent hearing on the plaintiffs' Supplemental Motion to Ensure Timely Access to ICC Services, the defendants promised to reduce the waiting list to no longer than 30 days by December, to no longer than 20 days by January 2012, and to no longer than 10 days by February 2012.  The defendants' counsel assured the Court that the new management strategies set forth in their Opposition would substantially reduce, and eventually eliminate, waiting lists beyond the 3 day standard.
  These same strategies and deadlines are incorporated in the defendants' MCE Network Management Plan to Achieve ICC Program Access Standards, attached as Ex. 1 (Doc. 562-1).   

This 10-day outlier standard was also supported by the defendants' own study of wraparound programs in other states.  As reflected in the affidavit of the MassHealth researcher that was submitted in conjunction with the defendants’ initial response to the plaintiffs' Supplemental Motion, the access standard for Arizona's statewide program is a face-to face appointment within 7 days; for Maryland's statewide program, a face-to-face meeting within 10 days; for Wraparound Milwaukee, contact within 5 days; and for the Choices program in Indiana, contact with 3 days (80% of the time).  See Affidavit of Margaret Tracy at 3 (Doc. 544-8).  The defendants discovered no similar program in any state that uses an access standard in excess of 10 days. 


After the November 22nd hearing, the Court adopted the defendants' own management strategies, as set forth in their Supplemental Memorandum (Doc. 551) and their MCE plan (Doc 562-1), including the goals articulated by the defendants at the hearing.  It then incorporated them into its Order.  See Order at 2, ¶ 5.  It made clear that these management strategies should "ultimately [result in] the elimination of waiting lists for ICC services."   In delaying the establishment of firm ICC time lines in its Order, the Court clearly relied upon the defendants' representations, made in writing and orally at the hearing, that the MCE management approach would reduce the waiting list and result in no families waiting longer than 10 days for a face-to-face meeting by February 2012.  


Despite their own CSA data, despite their own MCE Network Management Plan, despite their own representations to the Court, and despite their own survey of similar programs, the defendants are now proposing that the access standard for ICC be increased by 467% -- from 3 to 14 days.  No evidence supports this dramatic reversal of a timely access commitment to families.  In fact, all available evidence contradicts it.

The only support proffered by the defendants for this newly-minted 14-day standard is a recommendation from the New England Council of Child and Adolescent Psychiatry (NECCAP).  Defs' Report at 2.  But NECCAP did not recommend a 14-day standard at all; in fact, it recommended that MassHealth retain the 3-day standard, which it believed was relevant, appropriate, and doable in most cases ("The current 3-day limit should be adhered to whenever possible…").  See Affidavit of Steven Schwartz, ¶ 4.


Moreover, in formulating its recommendation, NECCAP was not provided either the national survey done by MassHealth of comparable programs, nor the CSA data demonstrating that 20 of the 32 CSAs already met the 3-day standard and 24 of them met a 10-day standard.  Id. ¶ 3.  Finally, NECCAP's recommendation assumed very different and much more stringent time measurements than those employed by MassHealth.  See Defs' Report at 3.  Specifically, NECCAP's recommendation was based on the assumption that the 14 days would begin to run as soon as the CSA "learned of the family" (the date of referral), not from when the CSA contacted the family to determine if they were interested in ICC services (date of family request), as used by MassHealth.  Id., ¶ 5.  Similarly, the recommendation was based on the assumption that the 14 days would end when the CSA actually held the face-to-face meeting with the family, not simply when the meeting was offered, as used by MassHealth.  Id. ¶ 6.  Thus, the NECCAP recommendation, when implemented according to its own assumptions, would likely result in an access standard well below 10 days.


In addition, MassHealth never consulted the CSAs themselves.  The plaintiffs did.  Id., ¶ 7.  The CSAs expressed concern with the 3-day calendar standard, mostly because it did not account for non-business days.  They indicated that if the standard were relaxed to 5 calendar days (or 3 business days), they could meet this requirement in the vast majority of cases.  Id., ¶ 8.  Similarly, if the standard included some flexibility for unusual or challenging cases, a 10-calendar day (or 7 business days) time line for exceptional cases was realistic and achievable.  Id.

In their Supplemental Motion and proposed order, the plaintiffs expressed a willingness to modify the 3-day standard incorporated in the ICC program specifications, provided that it did not exceed 7 days.  But doubling this offer and quadrupling the current requirement is plainly unreasonable and unnecessary.  Such a dramatic relaxation of access requirements risks undoing all the work done by the defendants and promoted by the Court to date, measuring compliance against the lowest common denominator, as opposed to best practices for family and youth engagement.  Most importantly, a 14 day standard sacrifices timely access for families simply to ensure immediate compliance with the new requirement.  Instead, the Court should order the defendants to adopt a 7-day access standard, with the following criteria:   
  
1.  The program specifications for ICC be modified to require that CSAs offer a face to face meeting to 85% of families who are interested in ICC services within 3-5 calendar days, and to 100% of such families within 7 calendar days.

2.  The time line begins when the family is referred for ICC services and ends when the family has its first face-to-face meeting with an ICC care coordinator.  
  
3.  Data concerning compliance with these requirements would be collected for each provider and assessed on both a provider and statewide level.

  
4.  MassHealth would ensure substantial compliance with these requirements and would ensure that compliance is sustained for a reasonable period of time.


B.
Crisis Stabilization

In its November 29, 2011 Order, the Court required the defendants to report on the projected dates for full implementation of both components of crisis stabilization, as well as the tasks that needed to be completed to achieve full implementation.   Order at 1, ¶ 3.  The defendants' report establishes a completion date of May 30, 2012 for the first component – providing crisis stabilization services within the Mobile Crisis Intervention (MCI) program – and identifies the developmental steps the defendants will take to meet this time line.  Defs' Report at 5-6.  But it contains no date and no tasks for the second component – crisis stabilization beds in Community Based Acute Treatment (CBAT) programs.  As a result, the Report is not responsive to the Court's directive, provides no sense when the CBAT component will be implemented, and offers no idea of what must be done to initiate this service or when it will be completed.  
III.
Status of Compliance 

The Defs' Report describes a range of useful outreach, informing, and educational activities that MassHealth continues to undertake.  Defs' Report at 7-15.  Of particular importance is the new contract with PAL to provide outreach to families and the enhanced activities to engage schools.  Id. at 13-15.  While progress has also continued in other areas, such as screening, assessment, and service utilization, there remain some significant deficiencies in several areas and some misleading assertions in the Report on many of them.

A.
Screening 

For more than a year, the plaintiffs have expressed their concern about the lack of follow-up from positive behavioral health screens.  The defendants now acknowledge that such follow-up is required by their own regulations and contracts, and state that initial data finally is available on this issue.  See Defs' Report at 16-17.  But no such data appears in Section VI of the Report, as promised.  Nor is any information provided elsewhere.  Despite requirements of MassHealth's own regulations, the defendants still do not collect information from anyone about the impact of a positive behavioral health screen, including: (1) whether the child is referred for and provided a mental health assessment, as mandated by EPSDT; or (2) whether the child is referred for and receives mental health services.  Therefore, while the number of behavioral health screens has increased dramatically over the past several years, as has the number of positive screens identifying a behavioral health need in a child, there is no indication that this improvement actually has resulted in expanded treatment for children. 


B.
CANS 

The children's mental health system has now fully operationalized a consistent method for assessing the strengths and needs of youth, using the CANS.  The Defs' Report describes both continued progress in training and certifying clinicians to use the CANS, collecting and sharing information from the CANS, and modifying the CANS to reflect cultural considerations.  See Defs' Report at 18-23, 52-53.  

The Judgment, ¶ 16(e), imposes a specific obligation on inpatient and DMH residential programs to use the CANS to transition youth from institutionalized settings to remedial services – a key focus of this case.  Evidence indicates this critical use of the CANS is not occurring, or at least not occurring consistently and reliably.  The Defs' Report does not contain any information on the use of the CANS in these settings nor its application in transitioning youth from hospitals to the community. 


C.
State Agency Protocols 

As the Defs' Report acknowledges, a critical issue in this case, a central provision in the Judgment, and a core challenge for implementation, is to coordinate and integrate the various state and local public agencies which serve youth with remedial services.  The primary strategy for accomplishing this goal are protocols for each relevant agency that describe their role referring, planning, and delivering mental health services.  While almost all of the protocols have been drafted, see Defs' Report at 17, there remain significant concerns with their implementation.  Families and advocates regularly report that several agencies are not active participants in their care planning, abdicate their statutory responsibilities by "dumping" youth into the children's mental health system, or simply do not refer youth to remedial services.  This latter issue, dramatically disclosed by the defendants' CSA Report for July 2011, see Ex. 2 at Report 1 (Doc. 562-2), is particularly troubling for DMH (1% of referrals to ICC) and DYS (same), even though both agencies serve a large number of youth with mental health conditions.  

D.
MCI 

As noted in previous status reports, one of the primary goals of this case – to provide mobile crisis services that evaluate and treat youth in their homes and home communities – remains elusive.  Despite multiple technical assistance meetings and initiatives,
 see Defs' Report at 41-44, 44% of crisis evaluations and interventions still occur in hospitals – which mean that over 40% of families with a youth in crisis still have to go to a hospital to seek crisis intervention services.   See MBHP MCI Report, May 2011 (Run Date, July 13, 2011). 

E.
Utilization Data 
Using a combination of MMIS claims and MCE utilization data, the defendants have begun to generate monthly and quarterly reports on certain services and issues.  See Defs' Report at 24-25, Ex. 562-11.  The data appears to indicate significant increases in utilization for all remedial services.  Id.   According to the defendants, 9,056 MassHealth members received ICC services in FY 2011, up from 6,479 members in FY 2010 (July 1, 2009 – June 30, 2010).  Id. at 25.  As the defendants point out, this represents a 40% increase in unique users who received ICC services at any time in FY 2011. 
However, the monthly enrollment data for ICC gives a far different picture – and far lower percentages.
   From July 2010 through November 2011, monthly enrollment has increased by about 9.6%.  In the first five months of FY 2012 – from July through November 2011 – monthly enrollment has increased by less than 0.6%.  Notably, enrollment actually dropped over four consecutive months from June through September 2011.  See ICC Enrollment Chart, attached as Ex. 1.  Thus, while there was a predictable increase in families using ICC from its inception in FY2010 to the second year of its availability in FY2011, the reality is that ICC utilization has virtually plateaued over the past year, with only a very modest increase in the number of families enrolled each month.  

F.
Outcome Data 

The Judgment requires that the defendants collect and share outcome data.  Judgment, ¶ 46(e).  To date, none has been provided, although some types of system level information is provided through the assessment of ICC team practice in the Wraparound Fidelity Index assessment report attached as Ex. 12 (Doc. 562-12).   See also Defs' Report at 55-58.  Member-level outcome measures – perhaps the most important information that the defendants are required to collect and disseminate under the Judgment – still are not available, and, as acknowledged in the Report, will not be available anytime soon, if at all.  Id. at 56.

The defendants consistently have claimed that youth outcomes will emerge from the CANS, but now recognize that this plan is flawed, or at best years away.  Thus, the most important information in this entire case – whether remedial services are being provided in the amount, duration, and scope necessary to treat or ameliorate a youth's mental health condition – is not known, and will not be known for years.
G.
Other Data Requirements

As described in prior status reports, the plaintiffs do not agree that ¶¶ 45-46 have been completed, since there is no reliable information on: 1) the referral and treatment of children who have had positive behavioral health screens; 2) the needs of youth who have had a preliminary assessment with the CANS; 3) the strengths and needs of youth who have had a comprehensive assessment; 4) the type, duration, frequency, and intensity of home-based services; and 5) the child-focused outcomes of services.
IV.
Monitor's Community Practice Reviews 

The Court Monitor’s Community Service Reviews (CSRs) provide an important lens through which to identify ongoing implementation problems and to measure compliance with the Court’s Judgment.  Nevertheless, the Defs' Report barely mentions them, does not discuss their findings, and does not suggest any actions that the defendants are taking to address their critical recommendations.
The Monitor’s recent statewide CSR report, consolidating the results of five regional assessments conducted between September 2010 and May 2011, highlighted significant problems in service coordination, team process and treatment planning – all  key facets of the Judgment.  Across the Commonwealth, less than 50% of teams were functioning in the “good” or “optimal” range across a variety of these quality indicators.  Only 35% of teams had a good understanding of the youth’s strengths, needs and risks, and only 39% of care plans had well-reasoned and specific goals which met this criterion.  Care coordination was good in only 44% of cases, and only 47% of youth experienced timely, competent and consistent service implementation.  Youth and families had good access to resources in less than half of all cases reviewed.

Statewide, only 66% of cases reviewed had acceptable system performance, 29% of which were only fair, or minimally acceptable.  Reviewers forecast that in the next six months, 45% of youth would continue at a status of fair, marginal, poor or adverse, with another 14% likely to experience further decline in their functioning.  

Preliminary data from the second round of the Western Massachusetts and the Northeastern Massachusetts CSRs identified many of the same problems, indicating the system is struggling to meet the needs of children and families.  Indeed, the Monitor projected that a quarter of the youth reviewed in the latest Western Massachusetts sample will decline over the next six months.  

Many of the problems identified by the latest Western and Northeast area reports echo the same the issues cited in the Monitor’s first annual statewide report.  Care planning teams lack an in-depth understanding about youngsters’ clinical and mental status.  Providers are not conducting comprehensive mental health assessments of youth – a court-mandated service designed to direct and inform a child’s treatment plan.  Outpatient providers are not integrated in the team-based process, leading to fragmented care. Crisis services are inconsistent.  Youth wait as long as 12 weeks to get outpatient services, including psychiatric services.

In the annual statewide CSR, the Court Monitor identified specific practice areas where corrective action is needed in order to achieve compliance with the Judgment.  The following recommendations pertain to foundational issues of service delivery and access which must be addressed in the coming year: 

 
1)  improve teams’ use of, and reliance upon, current assessment information to inform treatment planning, particularly where youth’s complex needs or co-morbid conditions required specialized modes of treatment; 

2)  engage all relevant individuals in the team process, including outpatient providers and state agency staff whose training, participation and service coordination is required by MassHealth protocols; 

3)  ensure care plans are individualized and contain measurable goals closely aligned with youth and family needs; 

4)  deliver the intensity and variety of treatment interventions required to produce change and progress for the youth and family; 

5)  provide additional coaching and support for supervisors in order to ensure consistency and quality of care coordination; 

6)  evaluate and improve mobile crisis capacity where needed; 

7)  assist eligible youth and families in navigating MassHealth eligibility and access barriers which may interrupt or delay access to medically necessary care; 

8)  assure timely access to, and availability of, all necessary services; and 

9)  assure medically necessary services are authorized based on the child’s needs and the team’s decisions, and that existing services continue when needed.

Only by acting upon these recommendations, and dramatically improving system performance overall, is the Commonwealth likely to achieve and sustain compliance with the Court’s Judgment.
V.
Pressing Issues for the Next Year


The plaintiffs recognize that the new children's mental health system will begin its third year in July 2012, and that it is necessary to focus the parties' and the Court's efforts on the most pressing remaining compliance issues under the Judgment.  Although the parties have not had an opportunity either to develop such a list jointly, or to begin the process of identifying standards for compliance, the plaintiffs believe the priorities for the next year should include:


A.
Full Implementation of Crisis Stabilization 

Given the importance of crisis stabilization services to families and class members, given the protracted delays in implementing this service, and given the Court's considerable focus on this service, full implementation of crisis stabilization services is a critical task for the next six months.
  When full implementation is achieved, it then will be important to collect information on the utilization and effectiveness of this service, to ensure that the goals of the Judgment are accomplished.  

B.
Follow-up on Positive Screening 

As noted above, unless youth who receive a positive screen for a behavioral health condition are offered treatment, or a referral for treatment, by their primary care clinician, a core purpose of the EPSDT mandate – to prevent or ameliorate a condition – will be undermined.  Once the defendants have collected and shared their preliminary data on follow-up to behavioral health screens, the parties and the Court can determine whether further steps or corrective actions are needed to comply with EPSDT.

C.
Adherence to Inter-Agency Protocols 

The plaintiffs believe that increasing appropriate referrals from state child-serving agencies, and ensuring active participation by DMH and DYS agency staff, probation and schools in the planning, delivery and coordination of remedial services is one of the biggest remaining challenges to achieving the purpose of the Judgment.


D.
Expansion of Family Partners 

For the past three years, one of the seven remedial services – Family Support and Training – has only been available to families enrolled in ICC.  Recently, the defendants have decided to expand family partners to families whose children are receiving remedial services other than ICC.  See Defs' Report at 27.  Monitoring the implementation of this highly valued remedial service, including its utilization, effectiveness, and coordination with other services, is the next step in its full implementation.  

E.
Integration of Outpatient Treatment with Remedial Services 

In their initial design of the children's mental health system, the defendants created the concept of a "hub" service, and then designated outpatient treatment, In-Home Therapy Services (IHTS) and ICC as "hubs".  The designation is significant since it means that: (1) the hub is responsible for planning, approving, coordinating, and monitoring of all mental health services; and (2) several remedial services, including In-Home Behavioral Services, Therapeutic Mentoring Services, and Family Support and Training Services – can only be provided and authorized through the "hub." 

 
While the designation of  ICC and IHTS as hubs has been relatively smooth, depending on traditional outpatient therapists to be the coordinators, managers, monitors, and authorizers of other remedial and support services has been problematic.  Moreover, almost half the youth with SED receive outpatient therapy, and many depend on these therapists to be their care coordinators.  Two years into implementation, there remain serious concerns as to whether this concept and designation of outpatient therapy as a hub service is workable or effective for youth and families.  Given its centrality to the defendants' remedial strategy, the role of outpatient therapists is a critical outstanding compliance issue in the case, and one that warrants much more attention from the parties, the Monitor and the Court.   

F.
Implementation of CSR Recommendations 

In light of the considerable effort involved in, and enormous amount of information generated by, the CSR, it is somewhat incredible that the Monitor's CSR findings and recommendations have received so little attention by the defendants.  There are no action plans to address the most egregious of the 2010 findings and no specific commitment to even discuss, let alone implement, their recommendations.  Assuming the Monitor does not undertake a third round of CSRs in the next fiscal year (July 1, 2012 – June 30, 2013), the parties should use this time to focus on ensuring that the problematic findings and core recommendations from the preceeding CSR annual reports are addressed in a meaningful manner.

G.
Use of CSR for Child and System Outcomes 

As the Defs' Report acknowledges, the defendants' plan to generate youth and family outcome data from the CANS is not realistic, at least anytime soon.  Fortunately, the CSR can provide a useful picture, if perhaps the only available snapshot, of client outcomes.  Using the 2010-2011 and 2011-2012 data as a baseline, the Monitor should conduct another CSR in 2013, in order to provide definitive information to the parties and the Court on the outcomes of youth who receive the remedial services  and the implementation of the Monitor's recommendations for achieving compliance with the Judgment. 

H.
Compliance Standards


The plaintiffs believe it is now time for the parties and the Monitor to agree upon standards for compliance.  Given the absence of agreement between the parties concerning compliance standards and the need for clear criteria for satisfying the Court's Judgment, it appears prudent for the parties, under the direction of the Monitor, to attempt to negotiate compliance standards.  If this process fails to generate an agreed set of standards, the Court should determine what it considers to be the criteria that must be met to satisfy its Judgment.  


In several areas, these standards are evident from the provisions of the Judgment.  The only issue is what methods will be used to measure compliance.  For instance, the provisions on Education and Outreach (Section I(A)) describe specific actions the defendants must take to inform families, providers, state agency staff, and the general public about the new remedial services.  The EPSDT statute, regulations, and its accompanying State Medicaid Manual make clear that the State's informing obligation must be "effective" in reaching eligible persons and in ensuring that children and families are made aware of the opportunity to receive screening, diagnosis (assessment), and preventive as well as restorative treatment.  But the Judgment leaves open the methods that the Monitor will use to assess compliance with these provisions.  

In other areas, the parties have agreed, or the Court has established, a process to measure compliance.  For instance, the provisions on care management, care planning, and service delivery (Judgment, ¶¶ 19-37) are currently being evaluated by the CSR, which the Monitor is implementing on a regional and statewide basis.  Yet there remains the important task of the parties agreeing upon, or, in the alternative, the Monitor determining, the specific level or scores on the CSR that constitute substantial compliance.    


Finally, in a number of other areas, there appears to be considerable confusion and even debate with respect to the Judgment's requirements.  For instance, the Judgment's provisions on access and quality standards for each of the remedial services (Judgment, ¶ 38) has been the subject of different interpretations by the parties and even contradictory interpretations by the defendants.  The defendants have claimed both that they have issued access and performance standards through their provider specifications for each service, and then contradicted this assertion by arguing, in their Opposition to the Plaintiffs' Supplemental Motion on Timely Access, that these program specifications do not constitute access and performance standards within the meaning of the EPSDT regulations.   In these areas, compliance standards, as well as an assessment process by the Monitor, are needed.

Leaving this critical issue unresolved does not serve the interests of either party, the Monitor, or the Court.  The Judgment specifically requires that there be a compliance "scheme" and process for monitoring implementation.  Judgment, ¶ 34.  Therefore, the Court should establish a timetable for the parties to resolve these issues, for the Monitor to make recommendations to the Court on any unresolved issues, and for the Court to adopt compliance standards for its Judgment.
VI.
The Future Role of the Monitor 


On April 27, 2007, the Court appointed Karen Snyder as the Court Monitor in this case.  Doc. 361.  The Judgment requires that there be a Court Monitor for five years.  That period will expire in July 2012.  All parties and the Court have benefited greatly from the efforts of the current Court Monitor.  Given the pressing issues described above, and the success that the Monitor has achieved to date, it only makes sense that her appointment be extended until the conclusion of the case.


The plaintiffs believe that the Monitor's order of appointment should be renewed for at least another two years.  As noted in Section V, supra, there are multiple compliance issues that require continued oversight and evaluation by the Court Monitor.  During this period, she could spend much of the next year addressing, and doing targeted evaluations of, theseissues, as well as any others identified by the Court.  In the second year, she could continue these focused efforts and reviews, as well as conducting a streamlined CSR to assess compliance with multiple provisions of the Judgment.
  For all these reasons, the Court Monitor remains an essential part of making the promise of the Judgment a reality.
VII.
Conclusion

The plaintiffs look forward to discussing these issues with the Court at the January 27, 2012 status conference.  
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EXHIBIT 1



ICC MONTHLY ENROLLMENT 

 JULY 2010 - NOVEMBER 2011

	DATE
	ICC ENROLLMENT
	INCREASE / DECREASE

	JULY 2010
	   3356
	   ------

	AUGUST 2010
	   3486
	   +130

	SEPT. 2010
	   3585
	   + 99

	OCT. 2010
	   3631
	   + 46

	NOV. 2010
	   3625
	    -   6

	DEC. 2010
	   3658
	   + 33

	JAN. 2011
	   3703
	   + 45

	FEB. 2011
	   3690
	    - 13

	MARCH 2011
	   3729
	   + 39

	APRIL 2011
	   3754
	   + 29

	MAY 2011
	   3773
	   + 19

	JUNE 2011
	   3710
	    - 63

	JULY 2011
	   3658
	    - 52

	AUGUST 2011
	   3596
	    - 62

	SEPT. 2011
	   3552
	    - 44

	OCT. 2011
	   3592
	   + 40

	NOV. 2011
	   3679
	   + 87


ICC MONTHLY ENROLLMENT VS. ICC MONTHLY UTILIZATION

FY 2011

	DATE
	ICC ENROLLMENT
	ICC UTILIZATION

	JULY 2010
	   3356
	    3746

	AUGUST 2010
	   3486
	    3797

	SEPT. 2010
	   3585
	    3861

	OCT. 2010
	   3631
	    3969

	NOV. 2010
	   3625
	    3990

	DEC. 2010
	   3658
	    4010

	JAN. 2011
	   3703
	    4078

	FEB. 2011
	   3690
	    4032

	MARCH 2011
	   3729
	    4137

	APRIL 2011
	   3754
	    4160

	MAY 2011
	   3773
	    4093

	JUNE 2011
	   3710
	    4148

	
	
	


�  The program specifications, as well as MassHealth waiting list data, use a calendar day measurement.


�  Page 0049


So what we have now done is conveyed to the MCEs to 


17   manage the CSAs going forward.  It's essentially a 


18   four-month demonstration project or a four-month 


19   trajectory here whereby we will consistently redefine down 


20   what it means to be an outlier.  


21        In this month it's already underway in November, MCEs 


22   have been directed to eliminate, essentially eliminate, 


23   again effectively eliminate those waiting over 30 days.  


24   They have a month to come into compliance with that.  


25        Then the next target for the following month will be 


Page 0050


 1   ten, eliminate anybody waiting more than ten.  And then 


 2   over the next two months the target is to get it down to 


 3   three, which is again kind of the program's specification 


 4   as it exist today.





�  There is no question that the defendants and their agents have held an impressive number of meetings in the last six months to address problems and obstacles related to the defendants’ obligations under the Court’s order and the implementation of MCI as well as each of the remedy services.  The defendants’ filing and attachments devote dozens of pages to chronicling the meetings that have been held and items that have been discussed.  See Defs' Report at 29-51.  However, noticeably absent from the defendants’ filing is any discussion of whether, and if so how, these meetings and discussions have led to desired outcomes.  Activities, no matter how sincere, can not be confused with desired outcomes or compliance.  The Court should not confuse the defendants’ efforts to present activity as a proxy for compliance.


�  The defendants have not provided any monthly enrollment figures for any of the other remedial services, but presumably the same principles, trends, and discrepancies would apply.





� Since the defendants have not provided an implementation date for the CBAT component of this service, it is not even clear that full implementation will be achieved before June 2012.





�  The Monitor also plays an important role informing the Court and engaging the parties as to the adequacy of the system’s functioning, the views and experiences of its stakeholders, and the remaining barriers to youth and families receiving the care and treatment to which they are entitled.
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