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I. Introduction

I was requested by the Center for Public Representation  (CPR) to assist in reviewing a sample of children with behavioral health needs in Massachusetts in order to determine their past and current treatment needs. In addition, I was requested to assess whether these treatment needs had been and are now met by the level of services available to them, and whether they needed home-based services, and specifically Home Based Treatment Services as provided under Rhode Island’s Medicaid program.

I served as the child psychiatrist on the team of clinicians who conducted a review of a randomly selected sample of these children to determine whether each in the past needed and/or still needed home-based services. I also provided advice and consultation to the four other client reviewers on medication and other psychiatric issues.

In addition, I provided an independent assessment of several of the children who were reviewed by the other clinicians, in order to validate their conclusions and ensure that they were consistent with medical necessity based upon my experience in prescribing and providing home-based services in Rhode Island, which are funded by Medicaid for eligible children. With these other clinicians I determined the specific home-based services needed by the children who were reviewed.

II. Qualifications

I have been Board Certified in Adult Psychiatry since 1985 and in Child and Adolescent Psychiatry since 1986.  I completed an internship and residency training in these specialties at Tulane University School of Medicine in 1984.  After obtaining my MD degree from the Universidad Autonoma de Guadalajara in 1978, I completed an externship at Brown University Program in Medicine.  I received a BA in Humanities from Providence College in 1973 and completed premedical studies at Rhode Island College in 1974. A complete curriculum vitae is attached. 


I currently serve as the Medical Director of the Child and Family Unit at The Providence Center, a private non-profit agency which is the largest provider of behavioral health services in Rhode Island.  I have worked at the agency since 1985.  I provide evaluations and ongoing management of children and adolescents (as well as a limited number of adults) with psychiatric disorders.  Most of my patients are in active treatment at our agency in a variety of programs ranging from traditional outpatient services, home and community based services of varying degrees of intensity, and residential services of various types.  In addition, I provide evaluation, consultation and medication management services for youth served by other providers, including therapeutic foster care providers, Home Based Treatment Service (HBTS) providers and various community agencies providing both residential and community based services.


 I provide supervision and consultation to all clinicians and programs in the Child & Family Unit as well as working with our administration in developing new service programs.  In my role as an evaluator of children referred to our agency from various settings and in my role as psychiatric consultant to one of our three child & adolescent community and home-based service teams, I make recommendations and referrals for varying levels of care including intensive community/home based services as appropriate for the needs of our clients.  These recommendations are based upon a model of providing services which will allow the client to be maintained in the least restrictive environment possible, preferably in the community and when possible with family. 

III. Materials Reviewed

As part of my consultation to the CPR, I reviewed comprehensive medical records for two children in the sample, Danielle H. and Gregory S., as well as meeting with the child, his/her family, and providers.  I reviewed records for an additional three children in the sample, Mark C, Luis N., and Robert T, who were randomly selected by each of the other reviewers.  In addition, I reviewed clinical summaries and findings and conclusions of the other reviewers for approximately thirty other children from the sample.  Finally, I discussed information and provided consultation with respect to several additional children for whom the other reviewers asked for my advice.

I read a number of other documents that describe the community behavioral health services funded by Medicaid in Massachusetts, as well as the final reports of Bruce Kamradt and Marty Beyer that assessed certain of these programs.  A list of Massachusetts related documents that I reviewed is attached to this report.  

I read a number of other documents that describe the community behavioral health services funded by Medicaid in Massachusetts, as well as the final reports of Bruce Kamradt and Marty Beyer that assessed certain of these programs.  A list of Massachusetts related documents that I reviewed is attached to this report.

IV. Summary of Opinions

1.
Based upon my review of the medical records, meetings with relevant staff and family members, and interviews with Danielle H. and Gregory S., I believe that both children have needed and continue to need home-based services.  I agree with the findings and conclusions of Narell Joyner, who also met with these children, and believe that the specific services listed in her report for these children are medically necessary.

2. If Danielle and Gregory lived in Rhode Island, they would qualify for and receive home-based services funded by Medicaid, which are medically necessary to treat their conditions.

3. Based upon my review of the medical records of  Mark C., Luiz N., and Robert T.,  I believe that each of these children have needed and continue to need home-based services.  I agree with the findings and conclusions of Marci White, Marty Beyer, and Beth Whitaker, who each met with one of these children, and believe that the specific services listed in their reports for these children are medically necessary.

4. If Mark C., Luis N., and Robert T. lived in Rhode Island, they would qualify for and receive home-based services funded by Medicaid, which are medically necessary to treat their conditions.

5. Based upon my review of the individual child summaries for approximately thirty other children in the sample that were written by Marci White, Marty Beyer, Beth Whitaker, and Narell Joyner, I believe that these children represent a reasonable cross-section of children with serious emotional disturbance and mental health conditions.  The conditions and needs of these children are similar to those of children in Rhode Island who are served by The Providence Center.  Many of these children would probably qualify for home-based services if they lived in Rhode Island.

V. Home-Based Services in Rhode Island

The Providence Center offers a variety of levels of intensity of service in the home and community.  Community/home based services are provided by Bachelor’s and Master’s level clinicians in our own agency and may be offered up to 20 hours/ week based on acuteness and intensity of need, consistent with medical necessity.  Children receiving these services typically remain with their families, though these services may also be provided to children in residential care at other agencies as well.  These services are offered for a period of six months and can be renewed repeatedly based on need.  The services are coordinated by a case manager and prescribed, delivered, and monitored by a team that includes the family member, relevant providers and professionals, and the case manager.  The specific interventions provided by this program, either directly or in affiliation with another provider, include comprehensive assessments, mobile crisis intervention, case management, behavior therapy or specialists, medication, counseling and other clinical therapies as needed. All of these services are funded by Medicaid.  


 This program, known as CIS (Community Based Intensive Services) is available to Medicaid-eligible children, who are referred to the Providence Center and assessed by a Master’s level clinician.  If it appears that more intensive services than traditional outpatient services are warranted, the clinician completes two rating scales, the Modified Children’s Global Assessment Scale (MCGAS) and the Ohio Mental Health Consumer Outcomes System Youth Problem, Functioning, and Satisfaction Scales (OHIO). Within the first month of treatment, a Child and Adolescent Functional Assessment Scale (CAFAS) is completed as well. This scale is also used as an outcome measure at various times during treatment. The rating scales and reviews result in  acuity determinations, which guide the intensity of service. All clients must be at risk of hospitalization or placement out of the home in order to be eligible for CIS services. 

Each child’s treatment and plan are reviewed at least monthly by a multidisciplinary team comprised of the case manager, a masters level therapist, the child and family member, and the psychiatrist. The Providence Center currently operates three CIS teams, each of which meets twice weekly. All cases are subject to periodic Medicaid review by the Department of Children, Youth & Families (DCYF).


CIS services include intensive case management, home and community based individual and family counseling including behavior management training of primary caretakers in the home and community. In addition, 24 hour a day emergency service backup including a child trained clinician and a psychiatrist on call is available as needed. Acute situations may also be addressed in the context of a partial or “day” hospital setting. Typically, the therapist models appropriate behavior management interventions for the primary caretaker or coaches them during situations as they occur in the home while the worker is present. Child psychiatric services are office-based.

Children and adolescents who require long term community/home based services or who require ongoing support for greater than 20 hours per week are referred to other community agencies with home-based treatment services (HBTS) designed to meet these needs. HBTS also include comprehensive assessments, mobile crisis intervention, case management, behavior therapy or specialists, medication, counseling and other clinical therapies as needed, and can offer any or all of these interventions with greater intensity and frequency than our program.  All of these services are funded by Medicaid.  

The parent is required to be present on most occasions during service provision. It is not designed as a respite service, though therapeutically indicated respite may at times be indicated and provided as a direct service to a client.  Services are directed towards assisting families in developing skills to manage their children’s needs and strongly engage parents in the treatment process. 


Psychiatric services are provided by community mental health centers or through private practitioners, unless the HBTS agency has its own psychiatric resources. In my own practice, I typically tend to follow clients through the HBTS process and afterwards, unless the agency requests their own practitioners do so in the interest of coordinating care.  

When CIS level intensity interventions are not adequate or comprehensive enough to meet the needs of clients and families, or the need for intensive services is identified as longer term and chronic, the child is referred for asessment to a Comprehensive Evaluation, Diagnosis, Assessment, Referral and Re-evaluation (CEDARRs) Center, of which there are four in the state. The Centers provide information for families about available services, perform comprehensive evaluations of children with special needs, make treatment recommendations, coordinate care, and provide ongoing re-assessment and treatment reviews. There are approximately 14 HBTS providers in Rhode Island. A CEDARR evaluation may result in referral to a Home-Based Therapeutic Services (HBTS) program. The only access to HBTS services is through a CEDARR centers.  This process evolved from Rhode Island’s EPSDT program, in which primary care providers could prescribe Medicaid-funded therapeutic services for their patients. The establishment of CEDARR centers and HBTS programs was designed to provide utilization review and standardization in the provision of these services. 

HBTS services were designed and initiated by Christine Ferguson, the former commissioner of the Department of Children and Families, who is now a public health commissioner in Massachusetts.  The services are now widely used by Medicaid-eligible children in Rhode Island and have made a significant difference in the lives of many children who I treat. In particular, these services in my own experience have allowed many children to continue to live in their family settings rather than being acutely hospitalized or placed in residential treatment settings.  In the family and community context in which their problems occurred, more effective interventions have met with greater success than residential settings, which disrupt families and decrease learning.  Children in substitute (foster) care in Rhode Island have been able to return from out of state placements to local, less restrictive settings where they were able to reintegrate into their own family and community.  Our agency documented a dramatic reduction in inpatient psychiatric treatment days for these children, compared with the period preceding the availability of our intensive community based treatment program.  The potential for institutionalization and development of pathologic coping strategies learned by children in these high intensity settings was also reduced. 

Without these services, some of these children would undoubtedly have to be hospitalized or placed out of the home.  With these home-based services, many of the children whom I am responsible for are able to make progress, improve functioning, and continue to live in the community with their families or foster families.

VI. Findings for Children Reviewed 

A.  Danielle H. 


I reviewed detailed treatment records and Narell Joyner’s summary of Danielle’s clinical history and treatment, assessments of her mental health needs and service recommendations.  I also participated in a one hour interview with her at St. Vincent’s Home for Children in Fall River. Danielle has a history of trauma and a long history of emotional and behavioral problems and has had 8 out of home placements, including psychiatric hospitalization and diagnostic and residential placement. She carries diagnoses of Oppositional Defiant Disorder, Mood Disorder, r/o Bipolar Affective Disorder, r/o Attention Deficit Hyperactivity Disorder and Cannabis Abuse. She is currently prescribed the following psychotropic medications: Topamax, Tenex, Abilify and Trazodone. 

Danielle continues to experience difficulty with behavioral dyscontrol and has required multiple restraints. She broke her arm recently during one such restraint and was in a cast when we met with her. She stated to us that, at times, she will deliberately seek out restraint when overwhelmed with intolerable feelings as a means of release. She also has resorted to self- injurious behavior as a means of coping, and has demonstrated significant aggressive behavior as well.

Danielle would like to return home to live with her family. In the past, there have been a variety of significant stressors in the family, including the prolonged absence of her mother, with the primary care responsibility assumed by grandmother.  The family has received once weekly in home services through DSS, but only for several weeks, followed by a referral to outpatient therapy.

Ms. Joyner noted that Danielle’s treatment team at St. Vincent’s have stated that they believe that she could return home if appropriate services were in place, such as supportive counseling, crisis intervention and a well developed treatment plan with behavioral supports.

 Ms. Joyner recommended completion of a home study and counseling to assist Danielle in dealing with her anger issues, her history of sexual abuse and current difficult family dynamics. In addition, she recommended family counseling to assist family members in developing appropriate coping strategies to deal with Danielle’s anger issues and behavioral difficulties. A well developed crisis plan was seen as essential. Ms. Joyner recommended a mentor and a therapeutic behavioral aide/behavioral coach for Danielle as well as a therapist. She recommended that these services be put in place before discharge to assist with the transition home.

I am in agreement with Ms. Joyner’s assessment and recommendations. The reasons that lead me to this opinion are:

1) Careful study of the family dynamic in this multi-problem family will be necessary as part of her discharge planning, in order to address  family specific concerns that may impact Danielle’s transition home. 

2) A mentor relationship may be particularly productive for this young woman who has often been at odds with treatment providers. A mentor may provide a normalizing influence towards more appropriate goals. In addition, community based normative activities with the mentor can provide respite for this fragile family, which may otherwise be unable to tolerate Danielle’s return. 
3) Danielle continues to struggle with behavioral dyscontrol and to use angry outbursts as a way to cope with painful internal states. A behavioral coach is particularly important to help her develop specific alternative strategies to deal with painful affects and to assist her in engaging with her family with this common goal. 
4) Danielle’s issues of neglect and trauma, along with her adjustment to a mood disorder and her history of reliance on substances to deal with the emotional consequences of these issues, will require ongoing psychotherapy to explore and cope with their consequences. In addition, therapy may assist Danielle in gaining greater insight into her treatment needs, including the need for ongoing medication treatment and monitoring.
B.  Gregory S.  


I reviewed detailed treatment records and Narell Joyner’s summary of Gregory’s clinical history and treatment, assessment of his mental health needs and service recommendations. I also participated in a one hour interview with Greg and his mother at their home in Fall River. 

Greg has a history of developmental delays, exposure to domestic violence, neglect, physical abuse and multiple separations from mother due to her own major mental illness and substance abuse issues. He has a longstanding history of behavioral dyscontrol, including aggressive and destructive behavior and noncompliant behavior. He currently lives with his mother but continues to exhibit threatening and destructive behaviors which have required multiple police interventions. He has been arrested for assaulting mother and has had to appear in court for this charge. He has had many hospitalizations and out of home placements. Currently, he carries diagnoses of Bipolar Affective Disorder, Tourette’s Disorder and Attention Deficit Hyperactivity Disorder. He also had been diagnosed as having learning disabilities and is cognitively limited. He is presently prescribed the following psychotropic medications: Risperdal, Remeron, Topamax, Trazodone and Desipramine. 

Greg sees a therapist through Family Service twice weekly that he has worked with since age 9, and a case worker who comes to the home twice weekly. He is receiving home instruction after being expelled from a special education program earlier this year.  He spends most of his time in the house as he is fearful of being teased or victimized in the community. 


Greg would like to finish high school and get a job as a bus driver. He quickly became irritated with mother during our discussions over perceived criticism and demonstrated little ability to tolerate frustration. He expressed insight into his need for treatment and could identify specific purposes for each of his medications. He acknowledged that he had benefited from services in programs he has participated in, particularly one “where they were strict”.


Ms. Joyner noted that Greg has certainly been helped by the services currently in place. She recommended that these services be increased in frequency and that case management services be used to coordinate care among providers and assist in identifying community resources for mother. A behavioral coach was recommended to assist Greg and his mother with behavior management, as well as vocational planning and assistance for Greg to overcome his fear of venturing into the community. Family therapy and individual therapy were also recommended. Assistance in developing respite for his mother, possibly by accessing other family members, was also suggested.


I am in agreement with Ms. Joyner’s assessment and recommendations for the following reasons:

1) While Greg has clearly benefited from his current level of community and home-based services, the frequency and intensity of service are not sufficient to meet his needs, as evidenced by his continued lack of functioning in all spheres and his ongoing threatening behavior which places him at risk for escalating involvement with the criminal justice system as well as for jeopardizing his own and his family’s wellbeing. A behavioral coach experienced in working with children with these needs could assist him in developing appropriate anger management strategies and interpersonal skills to reduce these risks. In addition,  a behavioral coach could assist him in exploring developmentally appropriate community opportunities and peer socialization resources.  Such activities and relationships would reduce family based stress and allow him to develop healthier and more adaptive leisure activities, which may result in increased life satisfaction and decreased stress and depression. 

2) Greg requires counseling to address both his chronic and severe mood disorder as well as his depression related to his difficult life circumstances.

3) Greg will require assistance in developing realistic and achievable vocational goals and creating a plan to work towards them.

C.  Mark C.  


I reviewed detailed treatment records and Marci White’s summary of Mark’s clinical history and treatment, assessment of his mental health needs and service recommendations. Mark is a 16 year old youth with a history of sexual abuse, exposure to threats of violence and exposure to domestic violence in an alcoholic home early in life. He lives with his mother and brother at present, but he has had at least ten psychiatric hospitalizations (most recently in May, 2004), as well as 32 total months spent in two residential placements. He has been assigned diagnoses of Depression, Post Traumatic Stress Disorder, Attention Deficit Hyperactivity Disorder and has been reported as exhibiting symptoms of Obsessive Compulsive Disorder. He is also learning disabled and asthmatic. In addition, there have been severe family stresses in the past year, including the divorce of his mother and stepfather, and his mother’s subsequent depression, associated with temporary decline in function.  

Mark has in the past received a variety of community-based interventions including school-based counseling, a community life coach/mentor, case management, family therapy and vocational programming. He has had a positive response to these services, but when interrupted during his mother’s period of depression last year, the services were terminated.  As a result, his functioning declined and he was ultimately rehospitalized.  Since his release from the hospital, Mark has been receiving in-home therapy and medication management and is currently doing well at home and at school.


Ms. White recommended intensive home-based services for Mark, including case management services, individual and family therapy, medication management, a crisis intervention plan with mobile crisis service availability, continued educational programming, one on one behavioral support at home and the community, and an active interagency team guided by strong supervision.


I am in agreement with Ms. White’s assessment and recommendations. The reasons that lead me to this opinion are:

1) Mark has demonstrated in the past that an array of community-based services such as those proposed by Ms. White were effective in maintaining him in the community progressing towards his goals outside of crisis periods.

2) A crisis intervention plan and mobile crisis intervention services will allow for acute stabilization in the community when crises occur.

3) Case management will be necessary to coordinate care among a variety of distinct providers who will provide service to Mark in various settings. Mark’s current level of stability provides an opportunity to develop a plan which will weather the predictable challenges and crises Mark and his family will face, which in the past were associated with decline in function and out of home placement when only uncoordinated services were available.

4) To realistically accomplish these goals, Mark will require a supervisory clinician with primary responsibility not only to arrange but also to facilitate and coordinate these interventions. 

D.
Luis N.


I reviewed detailed treatment records and Beth Whitaker’s summary of Luis’ clinical history and treatment, assessment of his mental health needs and service recommendations. Luis is a 12 year, 10 month old boy with a longstanding history of mood instability, impulsive behavior and anger management problems who has required psychiatric hospitalization and placement in a therapeutic school because of his emotional and behavioral difficulties.  He is prescribed psychotropic medication and receives weekly counseling at a local clinic. He now lives at home with his mother and sister.


Beth Whitaker has recommended increased services to be delivered in the home and community setting for Luis, including a culturally competent provider who could provide, at a minimum, behavioral support in the home, school, and community at least 2-3 times per week, as well as individual therapy, medication monitoring and education, therapeutic respite and case management with overall case coordination.


I am in agreement with Dr. Whitaker’s assessment and recommendation for the following reasons: 

1) Luis’ family has in the past been unwelcoming of services, and this obstacle may be overcome by approaching the family in a culturally sensitive fashion which takes family dynamics into account. 

2) Behavioral programming to model appropriate behavior management strategies for mother, as well as to assist Luis in developing more adaptive and appropriate coping strategies will be increasingly important as he approaches adolescence. 

3) Therapeutic respite in the form of working with Luis in the community to assist him in developing prosocial ways of interacting and resolving conflicts with peers and spending leisure time in nonpathological pastimes will foster increased developmentally appropriate independent function. 

4) Case management to coordinate and facilitate these interventions will be required in view of the multiple parties involved in his care.

E.
Robert T.


I reviewed detailed treatment records and Dr. Marty Beyer’s summary of Robert’s clinical history and treatment, assessment of his mental health needs, and service recommendations.  Robert is a 12 year old boy who has a longstanding history of emotional and behavioral problems.  

He is receiving services at present in the community from a counselor arranged through DMH. His counselor spends time with him in the home and participates in activities with him in the community.  His parents report that Robert has done better with this sort of approach than he has in the past with traditional outpatient services. While they are reported as feeling that Robert requires more services, and that he has not yet shown his “true colors” to his counselor, they have expressed the belief that treatment similar to that which he is receiving would have prevented some, if not all, of his previous hospitalizations.


Marty Beyer has recommended a coordinated and comprehensive assessment of Robert’s needs, which include: significant cognitive limitations and learning disabilities, history of neglect and trauma with reactive behavior problems, serious anger management issues, mood instability and attentional/hyperactivity issues. Treatment recommendations are for a clinically based coordinated team approach utilizing prescription medication as indicated, home-based behavior management training for parents, individual and family counseling, 1 on 1 behavioral instruction in the home and special education services as indicated.


I am in agreement with Dr. Beyer’s  assessment and recommended treatment interventions.  The reasons which lead me to this opinion are: 

1) Medication intervention and ongoing monitoring are essential given his diagnoses of ADHD and Dysthymia, as well as possible Mood Disorder.

2) Parents clearly have not developed the skills necessary for management of Robert’s behavior in the home, but have demonstrated motivation to do so. They will require instruction in behavioral approaches and modeling of these interventions by a behavioral therapist.

3) Individual counseling to assist Robert in gaining greater control over his anger and impulsive behavior, as well as to assist him in developing more adaptive and appropriate coping strategies will be needed to foster the development of increased independent functioning.

4) Robert’s significant cognitive limitations will require special education interventions in a setting where school staff are experienced in the management of children with significant emotional and behavioral problems.

5) Given the complexity of Robert’s multiple treatment needs, careful coordination of services will be essential. 

F. Other Children in the Sample

I also reviewed the individual client summaries for approximately 25 other children in the sample that were prepared by Marci White, Marty Beyer, Narell Joyner, and Beth Whitaker, and that were included in the expert reports.  The purpose of this review was simply to gain a sense of the history, clinical needs, and prior treatment provided to each child, in order to assess their  representativeness of children with serious emotional disturbances, and specifically, the children served by the Providence Center and HBTS providers with whom I work.  

Since I did not independently review the medical records of these children, nor meet any of them, I am not in a position to form an opinion on whether each one needs home-based services.  However, each of the mental health experts who prepared the summaries did review relevant medical records and meet the children, their families, and their providers.  Based upon their individual client summaries, as well as my review and validation of their findings and recommendations for the five children described above, I am of the opinion that:  

1. The children in the sample seem like a fair cross section of children with serious emotional disturbance who I have treated or currently treat.

2. The children in the sample seem like a fair cross section of children who need intensive mental health treatment

3. Many of these children are quite similar to the children served by the Providence Center, in its CIS and other programs, or children I treat from other agencies, including those that provide HBTS services.

VII. Conclusion

Unlike Rhode Island, Massachusetts does not provide Medicaid-funded, intensive home-based services for children with serious emotional disturbance and/or serious psychiatric conditions.  The five children in the sample whom I reviewed in depth and who have a medical necessity for such services are not receiving them.  If the two children that I saw in Fall River, Massachusetts lived just ten miles south in Rhode Island, in all probability they would be receiving these services today, funded by Medicaid.  This is probably true for the other three children I personally reviewed, as well as for many of the other children in the sample.  Unfortunately, because they live in Massachusetts, their medical need for home-based services is not being met.

My review of detailed case records, case summaries and my interviews with clients indicate the presence of a population of children and youth in Massachusetts with severe mental health treatment needs similar to those I treat in Rhode Island.  These children would be eligible for Medicaid-funded intensive community and home-based treatment services here. My experience as a child psychiatrist practicing for the past 20 years in a community mental health center setting here has been that the availability of community and home-based intensive mental health services has significantly reduced the need for out of home placements, inpatient psychiatric hospitalizations and high intensity residential treatment programs for this population in a way which has been cost effective and which has significantly improved the quality of life for those children in our state.
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