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PLAINTIFFS’ TWENTY-FOURTH STATUS REPORT 
I.
Introduction


During its status conference on March 21, 2014, the Court received updates on the  parties’ disengagement activities, including several persistent, systemic implementation challenges, including: 1) limited access to remedial services by state agency youth; 2) the inadequacy of care coordination for youth with outpatient and In-Home Therapy (IHT) hubs; 3) prolonged, static enrollment in the system’s core service, Intensive Care Coordination (ICC); 4) the significant number of youth and families receiving Mobile Crisis Intervention (MCI) in hospital emergency rooms; and 4) the need for ongoing outcome data. Given these obstacles to disengagement, and the anticipated time frames for the completion of other outstanding tasks under the Joint Disengagement Summary (Doc. 623-2),
 the Court extended the Monitor’s appointment until at least December 31, 2014.
Following this hearing, and with the assistance of the Court Monitor, the parties held a series of negotiation meetings on May 16 and 19, 2014.  Discussions focused on the nature and scope of the plaintiffs’ concerns with respect to several identified systemic deficiencies, and potential corrective actions.  The defendants provided a written response to these discussions on June 13, 2014, as described in their recent Report on Implementation (Doc  654).  Given its recent submission, the parties have not had an opportunity to discuss this response.  Until this occurs, the plaintiffs cannot address the underlying condition of the defendants’ proposal – the termination of monitoring by the end of this year.
  
The plaintiffs offer their first impression of the defendants’ responses below, along with a brief overview of other important areas of disengagement including service guidelines, waiting lists, CANS assessments, utilization and screening.   

II.
Status of Disengagement Activities 
As noted above, the Monitor facilitated three negotiation meetings between the parties in May 2014.  Plaintiffs proposed these meetings with the following goals in mind: 1) to assess the level of agreement with respect to the identified implementation deficiencies; 2) to prompt solution-focused discussions in those areas; and 3) to consider potential systemic responses that could be implemented by agreement of the parties.  These meetings focused on topics now familiar to the Court, including the quality of care coordination for youth with outpatient “hubs,” static utilization of ICC, the prevalence of hospital-based MCI encounters, and the importance of system-level outcome measures.  In the sections that follow, the plaintiffs set forth their central concerns in these areas, assess the progress made to date, and describe remaining issues and questions regarding implementation and measurement of proposed system reforms.
A.
 Ensuring Adequate Care Coordination and Remedial Service Access for Youth with Outpatient Therapy Hubs
Despite outreach and education, the expansion of parameters for case consultation

and billing, and the establishment of roles and responsibilities for outpatient therapists

acting as a clinical hub, these providers are not able to consistently deliver the amount

and intensity of care coordination required by youth with SED who need or are receiving

services from multiple providers/agencies.  Although a valuable treatment intervention for many youth with SED, inherent limitations on the outpatient therapy model, clinicians’ knowledge of the home-based service system, and their ability/willingness to act as a clinical hub currently undermine class members’ use of remedial services, including necessary care coordination.  Despite repeated efforts to clarify these roles and responsibilities, CANS compliance data, ICC referral data,
 system of care reviews, and the Commonwealth’s report on SED youth in outpatient therapy all suggest that a significant number of outpatient providers fail to adhere to MassHealth requirements and/or fail to assist eligible youth in obtaining necessary care coordination.
  

Based on negotiations to date, and the Commonwealth’s written response, there is agreement that outpatient therapists must either provide adequate care coordination and remedial service referrals consistent with MassHealth expectations or refer youth and families to remedial service providers who can meet their needs.
   Proposed modifications to the CANS tool offer one potential mechanism for ensuring outpatient therapists are regularly evaluating youth and family needs for intensive care coordination and other remedial services, including additional questions to probe these specific areas.
  However, the defendants’ proposed modification to the CANS assessment tool would be of limited effectiveness without a requirement (conditioned upon payment) that outpatient providers refer youth to ICC when determined eligible, absent an informed refusal.  It is unclear whether the defendants are unwilling to establish this requirement or an expectation that outpatient therapists make these referrals.  
Plaintiffs remain deeply skeptical that outpatient therapists can perform the range of hub functions set out by MassHealth, and particularly provide level of care coordination that the Court found was necessary for most SED youth.
   Moreover, it is unclear how any resulting improvements in the quality of that care coordination will be measured.
While these agreements represent some progress, plaintiffs have been told that the development and implementation of proposed changes to the CANS training curriculum, and to the tool itself, will take at least six months, if not longer.  Additionally, it now appears that the revised outpatient study will not be completed until the end of the 2014 calendar year.  Although plaintiffs are willing to work within these time projections, they seem incompatible with a requirement that all monitoring terminate on December 31, 2014.  Both the parties and the Court will need a way to evaluate the nature and impact of proposed changes to the CANS process, and should be prepared to take additional steps in the event updated outpatient reviews identify additional compliance concerns that need to be addressed. 
B.
Ensuring Youth and Families Who Need ICC Are Appropriately Referred to and Engaged with the Service.
The plaintiffs have long been concerned that utilization of ICC in the Massachusetts’ remedial service system is significantly lower than in many other wraparound service systems, with large numbers of youth relying on other remedial services but not receiving the intensive care coordination which is the hallmark of successful wraparound programs.
  In many other jurisdictions around the country, intensive care coordination is recognized as an essential service with a unique role in the system of care.
  Wraparound care coordination models like ICC comprehensively assess youths’ needs and strengths, organize and facilitate team meetings, and plan, integrate and monitor the provision of home-based services in a way no other individual clinical service can.   

Although Massachusetts’ remedial system offers a broad range of services to a large population of youth and families, ICC was specifically designed to provide the foundation of care planning and coordination service for class members whose complex needs included multiple providers and/or state agency involvement.  Yet the number of youth participating in ICC plateaued very early in the implementation of the Court’s Judgment and remedy, and has remained relatively static for the past three years, defying assumptions made by both parties based on the prevalence of SED and the numbers of Medicaid-eligible youth with state agency involvement.   This static utilization of ICC is in direct contrast to the continually increasing utilization of virtually all other remedial services. 

There is ample support for the proposition that this static enrollment represents a failure to provide youth and families with the level of care coordination that their needs require.   Recent SOCPR reports raise serious concerns about the quality of assessments for youth in IHT, as evidenced by findings that a significant percentage of these youth need, and are eligible for, intensive care coordination.
  As a result, the vast majority of these youth are receiving neither information on, nor referrals to, ICC.
  The SOCPR reports also reflect persistent doubts with regard to the sufficiency of treatment planning and care coordination for many youth in In-Home Therapy.
  In the most recent Central Massachusetts report, only 25% of reviewers agreed moderately or very much that the level of care coordination received by youth with IHT was appropriate.  Taken together, these findings confirm that IHT cannot serve as a substitute for the rigors of the wraparound care planning process, and that increasing utilization of IHT as a hub service is leaving a significant number of youth without the level of treatment planning and care coordination that they require.
 
Recent data on state agency-involved youth and their access to remedial services further illustrates how class members with complex conditions and multi-system-involvement need, but are not receiving, intensive care coordination.  In fact, agency data suggest these youth are more likely to rely on outpatient therapists than they are to have referrals to either IHT or ICC.  This remained true even after youth had experienced care in a residential setting.  Referral rates from inpatient hospitals and CBAT programs also have been consistently low, despite the demonstrated complexity of the youths’ needs, with year to date referrals averaging a mere 5% and 3%, respectively.  


Following negotiations on this issue, and a discussion of related concerns including increasing – and even alarming -- case ratios and disparities in CSA size, the defendants proposed that their managed care entities engage in additional data collection and investigation related to the total number of youth served by ICC, the practice of CSAs with caseload ratios over 14, and whether CSAs are operating at a capacity consistent with anticipated regional demands.  The parties have yet to discuss the details of these investigations, the time frame in which they might occur, or how the results will be shared with the plaintiffs and the Monitor.
   
Plaintiffs recognize that proposed changes to the CANS tool may prompt a more thorough assessment of youth and families care coordination needs by both outpatient and In-Home Therapists.  However, SOCPR findings also demonstrate the need for specific referral requirements like those discussed for outpatient therapy, and a way to track the extent to which IHT providers are referring eligible youth and families to ICC before and after these system changes are made.   
C.
Community-Based Mobile Crisis Interventions
Despite four years of network management, technical assistance and expert consultation and training, MCI teams have been unable to achieve the fundamental shift in practice required by the Judgment.
  In any given month, between 40 and 50% of youth experience mobile crisis intervention in a hospital setting, rather than a community-based location.
   Instead of engaging with trained clinicians and family partners as envisioned under the MCI model, thousands of class members in crisis are met by law enforcement and first responders, and may wait hours for care and disposition in an emergency room setting.
  Their experience of the crisis event and its outcome may be more traumatic, and present greater risks for juvenile justice involvement, inpatient admission or other out-of-home placement.
 

Although there is some variation among the MCI teams, the data suggests that any corrective measures designed to increase community encounters must be systemic in nature and applicable to the provider network as a whole.
  For this reason, the plaintiffs recommended, and the Commonwealth agreed, to convene a joint meeting with MCI expert Kappy Maddenwauld, in an effort to identify systemic obstacles which may be preventing network providers from achieving higher levels of community service delivery. 
Similarly, the plaintiffs support the additional data collection efforts proposed by the defendants.   Such data may reveal how youth and families are directed to the emergency room, and could significantly inform this expert discussion.  Still, it is unclear how long it will take to complete the IT changes required to begin collecting this information, or to what extent that data will clarify the number of youth sent to ERs based on capacity limitations or safety decisions made by the MCI team itself.  At this stage, the parties can only speculate as to what this data will show, what systemic actions may be required to reduce inappropriate ER encounters, and how effective those actions will be at increasing the percentage of community-based interventions.  Therefore, it seems premature to conclude that necessary data could be collected, system reforms identified and accomplished, and their impact sufficiently measured before December 31, 2014.  
D.        CANS Outcome Data
As reflected in the Judgment, and repeatedly noted by the Court, the ability to routinely collect and evaluate outcomes for class members is an important measure of the effectiveness of the new remedial services and of the overall sustainability of the service system. The need to track, and act upon, this outcome information is illustrated by the Commonwealth’s most recent client reviews in which service impact scored the lowest of the four SOPCR domains.
  Given that CANS data remains the primary mechanism for measuring and aggregating service outcomes across the class, the plaintiffs continue to believe that periodic collection and review of this data is critical to assessing the ongoing effectiveness of the remedy and the appropriateness of further disengagement by the Court Monitor.  
Following recent negotiations, the defendants indicated that they plan to monitor three CANS domains (functioning, symptoms and risk) by tracking data at two levels – the specific item score (i.e. depression) and the more comprehensive domain level (i.e. overall youth functioning or symptom reduction).  This domain-level analysis will employ the Reliable Change Index methodology established by CANS creator, John Lyons, and as previously agreed upon by the parties.  However, in the defendants’ response, it is unclear when the next production of system-level outcome data will occur, how often this data will be collected, how its results will be evaluated and factored into ongoing quality assurance activities, and whether  it will be shared with the plaintiffs and the Court Monitor as part of the disengagement process. 
III.
Additional Issues for Disengagement 
A.
Development of Practice Guidelines

With the assistance of the Monitor and several experts, the defendants have continued to draft and refine service guidelines for MCI, IHT, IHBT and TM.  Within the last week, a final draft of the MCI guidelines has been presented for the plaintiffs’ review, and a revised version of the IHT guidelines has been offered for further comment.  The revised guidelines for TM and IHBT are not expected for several more months.   No date for implementing any of the guidelines has been set.
Once ready for dissemination, it is critical that these service guidelines are accompanied by specific staff training, enhanced supervision, and coaching of direct care staff regarding the use of identified best practices.  It will be important for the parties and the Monitor to assess the roll-out and impact of these practice guidelines in order to ensure they have the desired effect on the quality and consistency of remedial services received by youth and families.
 

B.
Compliance with CANS assessments
As discussed in plaintiffs’ Twenty-Third Status Report, the most recent data available on CANS administration showed surprisingly low compliance across all the MCEs and in a variety of provider and treatment settings, including inpatient units, Community-Based Acute Treatment (CBAT) programs, and within the Department of Mental Health.
   The defendants’ efforts to increase compliance in these areas are ongoing (see, e.g., Doc. 639, 648), as are MCE reviews and data collection designed to clarify whether youth in DMH residential program, and those leaving acute care settings, are receiving the comprehensive diagnostic assessments required by the Court’s Judgment.
  The latest report on CANS compliance among outpatient therapists continues to show that more than 40% of all diagnostic assessments are performed without a CANS, contrary to the explicit requirement of the Judgment.  It may take several months to determine whether and to what extent new outpatient billing requirements will impact providers’ compliance with these obligations.
C.
Waiting Lists and Timely Access to Services
In past Status Reports, the plaintiffs detailed a series of concerns regarding timely access to remedial services.  (Doc. 622, 633)  The gravity of these concerns, and the total number of youth waiting, has fluctuated in recent months, with some reduction seen in late 2013.  However, the more recent data show a spike in youth waiting for ICC statewide, as well as increased access problems for other remedial services like IHT.  At the end of April 2014, over 120 youth were waiting for a first appointment with ICC providers (compared to 25 in December 2013) and 81% being offered an appointment within the 14-day access standard (compared to 90% in December 2013).  Timely access to IHT also worsened in March and April, with 808 and 759 youth waiting, respectively (compared to 450 in December 2013).
Network capacity limitations only exacerbate these access issues.  Data from March and April 2014 reflect over 98% utilization of IHT statewide.  Put another way, less than 2% of the system’s total IHT service capacity was available to new youth and families during these months.
  
D.
Utilization of Remedial services

Relatively short lengths of stay for youth in IHT, and low levels of remedial service use by youth with IHT and outpatient hubs have raised significant concerns about class members’ ability to access appropriate remedial services, including ongoing care coordination.  (See, e.g., Doc. 633).  The defendants’ last quarterly report on IHT utilization was produced in October 2013 and discussed in Plaintiff’s Twenty-Third Status Report (Doc.649).  Due to formatting revisions, updated quarterly key indicator reports for IHT are not yet available.  Pursuant to the Joint Disengagement Summary, the plaintiffs have continued to request similar length-of-stay data for youth in IBHT and TM, but were recently advised that MBHP is not going to be collecting this information.
  

E.
Follow-up on Positive Behavioral Health Screens 

Periodic reports on the rate of screening continue, with the defendants’ most recent Report on Implementation asserting a 49.74% follow-up on positive behavioral health screens – effectively the same follow-up rate as in previous years.  However, the defendants have not provided the plaintiffs or the Monitor with any report describing the collection and analysis of this data, or the accompanying well-child chart review undertaken earlier this year.
  This additional context is important given the length of time since this information was last reported in detail, and because past reports revealed considerable disparities in screening follow-up between MassHealth’s managed care entities.
  Unless the totality of this evidence suggests a significantly improved response to positive screens, further action may be needed to effectively link youth with suspected behavioral health needs to appropriate follow-up care. 
IV.
Conclusion

The plaintiffs share the defendants’ view regarding the utility and productivity of recent negotiation meetings, and hope that at the next status conference the parties will be able to provide further details on, and substantive updates regarding, these proposed  corrective actions.   These updates could include early results of additional data collection and network investigation with ICC and MCI providers, the outcome of expert consultation on strategies to increase community-based mobile crisis encounters, and implementation of proposed modifications to the CANS tool and training curriculum.     

The plaintiffs are willing to engage in ongoing negotiations over the summer months, and to work within any expedited implementation schedule the Commonwealth can accommodate.  However, given the time frames proposed by the defendants, it seems premature to conclude that these action items and other ongoing disengagement activities can be fully completed, and their impact on compliance measured, before the Monitor’s current appointment ends.   
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�  Among those disengagement deliverables still outstanding are revised practice guidelines for IHBS and TM; the Southeast, Western and statewide SOCPR client review reports; updated utilization data on IHT, TM and IHBT; MCE behavioral health screening reports; and the revised outpatient therapy review, which now has an estimated completion date of December, 2014.





�  It is unclear whether the defendants’ proposal would be withdrawn or modified significantly in the event that the plaintiffs, or the Court, do not agree to the termination deadline.  


� MassHealth expects outpatient providers to continually identify and assess members’ need for remedial services, including intensive care coordination, and to make those referrals/linkages on behalf of youth and families.  Yet over the last five years, the number of youth being referred to ICC by outpatient providers has remained largely static and surprisingly low -- approximately 16% of all referrals.





� Six years after implementation of the CANS requirement, outpatient therapists still complete these assessments in only 58% of diagnostic evaluations.  SOCPR reports suggest outpatient therapists are not always active participants in care planning teams. As evidenced in the defendants’ 2013 review of outpatient hubs for SED youth, it appears outpatient therapists  routinely fail to provide appropriate levels of care coordination or to present youth and families with information on, and referrals for, more intensive care coordination from IHT and ICC.





� Such a referral in no way requires the termination of the outpatient therapy service.  In fact, according to recent utilization data from July –December 2013, over 50% of ICC participants also receive outpatient therapy.


 


� The defendants have expressed a willingness to make these modifications to the CANS tool, though the parties have not discussed exactly what those changes would entail or how their impact would be measured.  Existing CANS reporting through the Virtual Gateway, and data on outpatient referrals to ICC should offer some early indications of providers’ adherence to these changed expectations, as well as the resulting impact on ICC enrollment for youth with SED.  However, it does not appear that the modifications would be implemented for at least another six months, or longer.





� The Commonwealth has proposed communications and MCE quality assurance activities with outpatient providers to increase the use of billing codes associated with care coordination activities, although their response provides no specific time-frame for these activities, nor any details regarding when and if proposed provider-level claims investigations will be shared with the plaintiffs or the Court Monitor.


 


� Since September 2010, ICC enrollment has remained relatively flat, sometimes varying by as little as five to ten youth each month.  Over the last three years of implementation, ICC enrollment has generally followed a pattern of seasonal variation ranging from 3,500 to 3,800 youth per month, reaching a high of 3868 youth in May of 2013.   





� North Carolina, New Jersey, Arizona are among those states whose systems feature a central role for intensive, wraparound care coordination.  This model is also adopted in programs like Wraparound Milwaukee and Choices (originally based in Indianapolis), as well as in federally funded, community-based demonstration programs in Maryland, Connecticut and Georgia.





�  In the Central Massachusetts sample, 66% of youth with IHT were found to be in need of a care planning team, and in only 33% of cases did reviewers agree moderately or very much that a thorough assessment was conducted.   





�  In the Central region, three quarters of reviewers indicated that the IHT sampled youth had not been enrolled in ICC previously and 83% found that the option of ICC had never been discussed with the youth/family.





�  The Central Massachusetts SOCPR report mirrors concerns found in the other regional reviews, while documenting the complexity of needs found among youth with IHT hubs.  In this sample, 66% of youth needed or were receiving multiple services and needed a care planning team to help coordinate those services.  In addition, 33%of youth needed or were receiving services from state agencies or special education, and needed a care planning team to help coordinate those services.  Three quarters of the sample  needed assistance  in coordinating and collaborating with school personnel.  However, only 33% of reviewers agreed moderately or very much that these service systems were involved in planning for the youth, and only 42% felt IHT was connecting with these service systems.   





�  Utilization data for the period July-December 213 indicates a total of 6,254 youth were enrolled in ICC as compared to 13,268 youth in IHT.  Given that a third of these ICC teams included IHT providers, at least 7,000 and possibly as many as 11,000 youth were depending on IHT as their clinical hub during this period.   


�  The defendants also agreed to revise Interagency Protocols to emphasize the responsibility of state agency case managers and others to ensure youth with outpatient or IHT hubs are receiving the appropriate level of assessment, treatment planning and care coordination.  However, they estimate these revisions will not occur until sometime in 2015.





�  Between November 2009 and November 2011, the percentage of community encounters ranged from 45% to 57% per month statewide.  Data from 2013 indicates only very modest improvements in the rate of community-based interventions, with monthly statewide averages ranging from 46 to 60%.


   


� In home-based service systems like Wraparound Milwaukee, the average rate of community-based mobile crisis is 90%.  For the 10% of crisis calls that do originating in the ER, the rate of inpatient admission increases from 8 to 50%.  This system outcome suggests the feasibility of, and the need for, a network standard designed to gradually achieve 80% community-based interventions.  Although a small number of families and youth may continue to choose the ER for their location of care, this explanation does not account for the 40% of interventions occurring in hospital settings in Massachusetts.  Rather, it demonstrates a need for additional outreach and education, as well as improved system coordination, in order to ensure that families and stakeholders feel confident accessing MCI services in the community.





�  On four occasions over the last four years, the monthly statewide average reached 60 %, the last time being October 2013.  Yet even in these months, 40% of MCI recipients (994 youth in October 2013 alone) received their mobile crisis intervention in an emergency room.





�  Between October and December 2013, MCI providers’ average rate of inpatient admissions ranged from 10-28%, indicating a significant variation in service/practice outcomes.  The Commonwealth does not separately track the rate of admission for youth who MCI service is delivered in the ER.





�  For calendar year 2013, the average percentage of community-based encounters for youth ages 0-21 was 56%, and 60% for youth ages 0-18.  Even among this younger subset of class members, 2 providers averaged less than 50% community-based encounters in 2013, 9 of 21 providers had between 50 and 60% of their encounters in the community, and only 3 providers served more than 70% of youth in the community.





�  The impact domain includes two subdomains examining youth and families improvement with services and the appropriateness of the services they receive.  Mean scores for the Northeast (5.5) and the Central Massachusetts (4.91) regions raise significant concerns about the quality of service planning for youth and families in the sample and the extent to which they are receiving the services required to meet their needs.


�  The quality and impact of IHT guidelines will be especially critical, given the number of clinical practice concerns identified by the SOCPR reviews.


 


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





�  On February 28, 2014, the defendants provided updated data on CANS completed by CBAT and In-Patient 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 numbers of youth waiting for other remedial services also increased over the same period, with approximately 300 youth waiting for TM and 150 waiting for IHBT.





�  Preliminary versions of these reports were circulated in June 2013, and until last week the plaintiffs were informed that the defendants were working with their managed care entities to collect missing data including youths’ length of stay in service.





�  In December 2013, the 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. 639).  





�  System upgrades in MassHealth's encounter and claims data caused a delay in the production of screening follow-up data after March of 2012.   Reports from late 2011 and early 2012 indicated 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 the other MCOs were markedly less, with follow-up occurring for only 22-30% of individuals.  In recent court filings, only a single data point for the MBHP/PCC plan has been shared.  This latest rate of 49.74% suggests that, at least for the largest of the MCEs, the rate of follow-up on positive behavioral screens has remained relatively flat over the past two years. 
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