UNITED STATES DISTRICT COURT
DISTRICT OF MASSACHUSETTS

Western Division








______









)

ROSIE D., et al.,





)








)





Plaintiffs,


)









)

v.







)


)     C.A. No. 01-30199-MAP

DEVAL L. PATRICK, et al., 




)










)





Defendants.


)









)

________________________________________________)

PLAINTIFFS’ TWENTY-EIGHTH STATUS REPORT

I.
Introduction   
On May 14, 2015, the parties provided this Court with an update on the status of disengagement efforts, including progress on the set of activities outlined in the Joint Disengagement Summary.
  Plaintiffs emphasized the important connection between the activities undertaken as part of the joint disengagement process and the types of outcomes these activities are intended to produce, including; (1)  timely access to medically necessary services, including adequate care coordination; (2) services delivered with the intensity and duration youth and families require; (3) quality service provision; and (4) service effectiveness in improving outcomes and functioning for remedial service recipients.  
Over the past two months, and with the continued assistance of the Court Monitor, the parties moved towards the completion of several disengagement activities, including drafting a final version of the IHBS practice guidelines and a much improved version of the outpatient practice guidelines.  Kappy Maddenwald concluded her review and training of MCI programs during this quarter, and defendants have begun to develop long-term plans in response to her recommendations.  In other areas, such as CANS outcome data and the DMH chart review, the parties have agreed upon a process for collecting and reporting relevant class member information.  Additional time will be required to implement the 2016 statewide Massachusetts Practice Review (MPR), and to evaluate the impact of defendants’ quality improvement initiatives on identified system deficiencies.  Finally, and perhaps most importantly for the Court’s ongoing oversight, a central condition for disengagement – timely access to services – has continued to worsen, and worsen considerably, indicating the need for further attention and efforts, and perhaps new initiatives. 
In all of these areas, and particularly in the context of the statewide client review, the Court Monitor’s expertise, knowledge and facilitation skills are critical to the continued success of the joint disengagement process.  Charged under the Judgment with evaluating compliance and making further recommendations to the Court, the Monitor remains indispensable as the parties and the Court collectively seek to measure the impact of these disengagement efforts, and the durability and sustainability of the resulting remedial service system.

II.
 Status of Disengagement Activities
As described in Defendants’ Report (Doc. 701), the parties have completed discussions in a number of areas, including the TM and IHBS Guidelines, the design of the CANS outcome report, the final 2014 SOCPR results, MCI consultations with Ms. Maddenwald, and review of the 2014 Screening Clinical Topic Review.  In several other key areas of disengagement, activities either remain ongoing or are not projected to take place until well into the 2016 calendar year.  As defendants acknowledge, some of these delays relate to loss of critical EOHHS staff, including the individual responsible for production of CANS outcome data.  Other delays reflect the difficulties in validating state agency data needed to conduct chart reviews for DMH youth.  Still other delays are attributable to the complexities of certain statewide system reforms such as the ICC alternative rate pilot and initiation of the new CANS certification and training program and, now set to begin in February of 2016.  Finally, as noted by the Court, there is an additional set of activities surrounding the first statewide MPR review, scheduled to begin next month and continue throughout the first half of next year, culminating with a final statewide report in the fall of 2016.   

 Two other long-standing disengagement topics are the effectiveness of remedial services, including IHT and ICC, and class members’ timely access to medically necessary treatment.  These topics have been addressed in each of the plaintiffs’ status reports and are central to the achievement of compliance with the Court’s Judgment and the Commonwealth’s obligations under federal law.
A.
Rates of Community-Based Mobile Crisis Intervention

During the past quarter, the parties met to discuss four day-long regional trainings provided by Ms. Maddenwald following the release of her March 31, 2015, Report on MCI Services (Doc. 694-2).  Defendants also summarized an August 19, 2015, meeting with Ms. Maddenwald, state officials and MBHP representatives concerning the utilization of MCI data to improve practice.  
The parties have now reached the end of an agreed-upon process for evaluating the inappropriate and unnecessary use of Emergency Departments (“EDs”) as locations for mobile crisis intervention, and have accepted Ms. Maddenwald’s recommendations.   Plaintiffs expect the Commonwealth to make their best efforts to fully implement these recommendations, and to do so in a timely way, so that maturation among the provider network can be effectively translated into better outcomes for youth and families, including increasing rates of community-based encounters.  
Specifically, and in light of data which shows families, schools and law enforcement are among the primary sources of ED referrals, plaintiffs expect that the Commonwealth will move quickly to develop and disseminate recommended education and outreach materials designed to increase class and community members’ knowledge of the service and its benefits.  Additionally, Ms. Maddenwald found that data is “significantly underutilized” within the provider system, creating the “... most significant opportunity for furthering the performance of MCI teams, broader crisis systems, and MCE-level network management.” 
  Plaintiffs believe that these recommended changes should not be indefinitely deferred, or designated as long-term quality assurance goals, particularly to the extent more real time and prospective data can assist MCI providers in better anticipating and managing peak service demand, allocating their limited response capacity, detecting local trends and “hot spots,” and evaluating delivery of crisis stabilization services to youth who require longer episodes of care.
  These types of data analytics have the potential to directly and substantively impact youths’ and families’ experience with the service, and to improve providers’ ability to respond effectively to crises in the community.
B.
Remedial Service Practice Guidelines
As noted above, the parties have now completed the IHBS practice guidelines – the fourth in a series of documents designed to establish best practice standards and expectations for the delivery of quality remedial services. Taken together, newly established practice guidelines for MCI, IHT, TM and IHBS represent an important achievement in the disengagement process, with the potential to make a significant difference for youth and families.  However, the ultimate success of the guidelines is dependent upon the Commonwealth’s efforts to effectively disseminate these standards to the broader provider network, and to support their implementation through ongoing coaching and training initiatives.  Without this investment of time and training, there is a significant risk that the guidelines will not produce the consistent, high quality service delivery intended under the Judgment.

C.
Outpatient as a Hub

 Plaintiffs’ concerns with the quality of care coordination and access to medically

necessary remedial services for youth with outpatient hubs are described in past filings and have been a regular topic in proceedings before this Court. (See, e.g., Plfs’ 25th Status Report, Oct. 6, 2014, Doc. 665, and Plfs’ 21st Status Report, Sept. 18, 2013, Doc. 633).   MBHP’s special outpatient study in September of 2013 and the subsequently re-designed outpatient report (delivered in early 2015) are discussed in detail in Plaintiffs’ 27th Status Report (Doc. 695).   Both the initial study and the re-designed report were intended to examine whether SED youth with outpatient hubs receive sufficient care coordination and access to medically necessary remedial services.  Although the parties view these report results and their implications quite differently,
 work has continued on two agreed-upon disengagement activities: (1) drafting outpatient practice guidelines; and (2) developing a process for holding outpatient providers accountable for evaluating youths’ and families’ need for, and interest in, ICC.  
Plaintiffs have long maintained that practice guidelines for outpatient services should accomplish at least two systemic objectives: (1) address the full range of deficiencies identified in the outpatient report; and (2) describe in reasonable detail the relevant, professional standards expected from outpatient providers, given the significant role they play in providing access to, and coordinating the delivery of, remedial services.  
In keeping with these goals, plaintiffs proposed guidelines with a much greater emphasis on improving practices for outpatient therapists working in the remedial service system, including the ways in which therapists should:  (1) assess youths’ and families’ coordination needs; (2) provide meaningful information about the benefits of remedial services; (3) facilitate access to home-based services; and (4) effectively coordinate with other service providers, as either the hub or a member of the Care Planning Team.  Defendants’ most recent draft of the outpatient guidelines, shared on September 7, 2015, reflects an increasing consensus on these points, as well as a willingness to direct outpatient therapists to refer families to ICC when it appears they may meet medical necessity criteria and are interested in learning more about the service.  The parties have agreed to refine the outpatient guidelines with the goal of finalizing an agreed-upon document as soon as practicable. 
To ensure that outpatient providers are regularly evaluating youth and families for more intensive care coordination, MassHealth requires outpatient providers to consider whether the youth meets medical necessity criteria for ICC;  if yes, providers must secure signed documentation that they discussed the service with the youth/family.  Starting December 31, 2015, this documentation will be submitted to the members’ MCE, in paper form, within 30 days of the first outpatient visit and biannually thereafter.   MassHealth is still considering whether and how it will request data on provider compliance with this requirement.
Of course forms like these cannot, in and of themselves, improve the amount, nature and quality of communication between outpatient providers and the youth and families they serve.  For this reason, changes to the CANS certification and training program, now set to begin in February of 2016, are an essential complement to this documentation requirement, reinforcing standards for assessment and clinical practice every time clinicians are certified (or recertified) to administer the CANS.  Until all three system components are in place (outpatient guidelines, ICC Evaluation of Need Form, and revised CANS certification and training), it will be difficult to measure whether and to what extent these system changes have positively impacted access to medically necessary remedial services for youth in outpatient.
D.
Ensuring youth in ICC and IHT receive all medically necessary remedial services, including adequate care coordination 

For the first time in over a year, the Commonwealth will begin collecting and analyzing statewide client review data using the revised Massachusetts Practice Review (MPR).  Expected to begin next month, this process will involve two additional review phases in March and June of 2016, culminating in a final statewide report issued next fall.  Plaintiffs expect this review will play a critical role in evaluating ongoing disengagement efforts, assessing various new initiatives to improve IHT service performance, and measuring individual client outcomes.
  Given the importance of the MPR and the defendants’ proposed schedule, it will not be possible to fully assess compliance with the Judgment, or the durability of the service system, before the end of 2016. 

E.
Timely Access to Remedial Services 
Many of the disengagement actions described above have, at their core, the goal of ensuring that youth and families have reasonable access to medically necessary remedial services, including ICC and wraparound treatment planning.  If the home-based service system is to function as intended in the Court’s Opinion and Remedial Order, there must be capacity to deliver ICC, and other home-based services, to all youth who need them, and to do so with reasonable promptness.  
For the past year, plaintiffs have highlighted persistent, system-wide access problems including low levels of enrollment among CSA providers and steadily increasing waiting lists for ICC and IHT.  (See, e.g., Docs. 622, 633, 657, 674 and 695)  These are not “emerging” issues, as defendants state in a heading from their current report to the Court.  Rather, as the Commonwealth later acknowledges, there is “a more pervasive and lasting problem with access” to IHT and ICC.
  
The numbers of youth waiting for IHT and ICC have increased significantly over the past year.  In July 2014, 130 youth were waiting for their first available IHT appointment and 258 were waiting for a specific IHT provider.  In contrast, in July of 2015, the last month for which data is available, 228 youth were waiting for an appointment with the first available IHT provider, while 355 youth were reported as 
waiting for a specific provider.
  At the time of data collection, approximately 
40% of these youth had been waiting more than 4 weeks for the start of service. 
ICC data is similarly troubling.  In July 2014, 91 youth were waiting for an ICC appointment.  By March of 2015, the number was up to 211; in April, 256 youth were waiting for an ICC appointment, and even more – 314 – were waiting in May 2015. The numbers of youth waiting for ICC went down in June (210) and July (127) of this year, yet the average wait times for appointments spiked far beyond the 14-day Medicaid access standard.
  Youth waited more than 22 days on average in June, and more than 24 days in July, with over 44% of youth waiting in excess of the standard.  Notably, CSA enrollment is at its lowest in 13 months (July 2014 through July 2015), yet these youth and families are waiting longer for their first ICC appointments.    
External forces like economic change, workforce turn-over, and competitive hiring markets always will be present in a large, statewide service system.  These factors do not absolve state entities from complying with federal EPSDT requirements or from ensuring that Medicaid-eligible youth receive medically necessary services with reasonable promptness.  A primary focus of the parties’ joint disengagement efforts is connecting youth and families with the level of care coordination they need to access, and receive the benefits of, remedial services.  When youths and families are brought to the doorstep of services, but those service networks do not have the capacity or ability to respond to their needs, a primary goal of the disengagement effort – and a central tenet of the Court’s Judgment – is undermined. 
III.
Conclusion

In the past two months, progress has continued in several areas of the Joint Disengagement Summary.  However, many important tasks remain.  The Monitor will need to assist the parties and the Court in measuring the impact of outpatient reforms, analyzing results from the upcoming DMH chart review, interpreting CANS outcome data, and evaluating findings from the 2016 MPR.   For these reasons, and given the need for further assessment of, and recommendations regarding, the Commonwealth’s compliance in these areas, plaintiffs ask that the Court extend the appointment of the Court Monitor through at least June 30, 2016.
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� This table was created at the Court’s urging as a way to track progress towards the accomplishment of agreed-upon disengagement activities, as well as ongoing discussions in several problem areas identified as barriers to compliance. An updated version of this table (Doc. 701-1) accompanied Defendant’s Interim Report on Implementation (Doc. 701), dated September 10, 2015. Among the topics tracked in the table are (1) rates of community-based mobile crisis intervention; (2) outpatient as a hub service; (3) access to high quality ICC and IHT services; (4) CANS outcome data; (5) practice guidelines; and (6) behavioral health screening.  This summary document is drawn from, and relates to the larger Joint Disengagement framework, and criteria developed with the Defendants in 2013, and submitted to the Court on May 21, 2013 (Doc. 620-2).


� As the Court pointed out, “There’s an awful lot of important stuff that’s going to be happening in 2016… it’s really difficult for me to imagine being able to assess the overall strength of the system, which I won’t be able to get a good look at until those things are done in 2016, without Ms. Snyder’s help.”  Rosie D. Transcript, 21:11-25 (May 14, 2015).


� Report on Mobile Crisis Intervention, Kappy Maddenwald, March 31, 2015, p. 3 (Doc 694-2).


� Other specific recommendations include: use a package of change data to promote performance improvement; disseminate crisis data more broadly; promote providers’ development and use of concurrent and prospective analytics; and collect and disseminate 2-7 day data detail as a first step in identifying provider and system patterns in the delivery of family-centered crisis stabilization services.





�  For instance, plaintiffs saw low levels of collateral contact and case consultation among the cohort as evidence of potentially inadequate levels of care coordination, especially to the extent defendants assert that the sample group reflected a very high percentage of youth with SED and was skewed towards higher levels of acuity.   See Rosie D. Transcript, 27:5-21 (May 14, 2015).  Findings that caregivers were “under-informed” about CBHI services, including ICC, and were  not referred to remedial services they (or their therapists) thought may be helpful, indicate that outpatient providers may not understand their obligations as a hub provider, including the obligations to: (1) inform youth and families about remedial service options; (2) evaluate their need for more intensive care coordination; and (3) coordinate the delivery of medically necessary care with other CBHI service providers.


� The results and recommendations of the 2014 SOCPR are discussed in detail in Plaintiffs’ 27th Status Report.  Plaintiffs noted deficiencies in a number of areas including clinical assessments, service planning, use of hub-dependent services and transition planning.  Of particular concern were findings that ICC had not been discussed with 54% of families relying on IHT as their hub service, even though 43% of families met the criteria for ICC referral (needing or receiving multiple service providers and needing a care planning team).  Significantly, many of the deficiencies noted in the 2014 SOCPR report were twice as likely to occur in cases where IHT served as the hub service.


� Access issues continue for IHBS and TM as well, but to a lesser degree.  In July 2015, 76 youth were waiting for the first available TM provider, with another 204 waiting for a specific provider.  The numbers of youth waiting for IHBS in July were 29 and 56, respectively.  For both services, between 40 and 50% of youth had been waiting more than 30 days.


� In June 2015, these numbers were even higher, with over 300 youth waiting for the first available IHT provider, and another 473 youth waiting for a specific provider. 


� Since the summer months are traditionally ones of lower demand, the fact that waiting list figures for June and July were lower is not necessarily indicative of any positive trend.  








1
PAGE  
2

