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PLAINTIFFS’ THIRTY-FIRST STATUS REPORT

I.
Introduction   
As a complement to  Plaintiffs’ Report on Appropriate Service Coordination in Outpatient Therapy and In-Home Therapy Services (Doc. 740), and in response to Defendants’ Interim Status Report (Doc. 741)(hereafter Defendant’s Report), the plaintiffs highlight several other pending disengagement activities and implementation concerns below.
II.
 Status of Disengagement
Over the next three months, the defendants expect to circulate the following disengagement reports and products: (1) part two of the CANS outcome data report, to be produced by June 30, 2016; (2) Outpatient Guidelines, to coincide with implementation of proposed reforms to outpatient therapy on July 1, 2016; and (3) findings from the second of three FY16 Massachusetts Practice Reviews (MPRs) that were conducted in March and April of 2016.  The Court Monitor’s study of DMH youth and their utilization of remedial services is ongoing, with chart reviews continuing into June 2016.   Although discussed briefly below, the plaintiffs anticipate a more detailed report in each of these areas at the next quarterly status conference.  For this reason, the remainder of this Status Report focuses on clarifying ongoing monitoring and reporting expectations for MCI and the numbers of youth waiting to access remedial services.
A.
Mobile Crisis Interventions 
Plaintiffs’ Thirtieth Status Report (Doc. 728) summarized the assessment of MCI services conducted by Kappy Maddenwald and her specific recommendations for continuing to improve and sustain the delivery of Mobile Crisis Intervention services. 
   Provided the plaintiffs, the Court and the Monitor continue to receive periodic reports on the implementation of Ms. Maddenwald’s recommendations, and ongoing data collection and analysis of class members’ experience with MCI, the plaintiffs agreed that no further remedial actions were required for purposes of disengagement.  Id. at 8-9.  
As noted by the Court at the March 4, 2016 status conference, this shift away from disengagement activity should not place the issue of MCI in “sleep mode,” but rather allow for a new focus on monitoring the sustainability of the service, including the defendants’ capacity to analyze, identify and resolve any future deficiencies in the delivery of this remedial service.

In order for the Court, the Monitor and the plaintiffs to effectively assess the sustainability of the MCI service system, the Commonwealth must continue both quantitative and qualitative reporting on the delivery of crisis services.  In addition to routine data sharing, the plaintiffs propose that the defendants continue to address MCI in quarterly reports to the Court.  At a minimum, this periodic reporting should include: (1) updates on the implementation of Ms. Maddenwald’s system recommendations; (2) the Commonwealth’s ongoing analysis of MCI performance, including outcomes for youth receiving mobile crisis encounters; (3) the identification of any deficiencies in the provision of MCI services and resulting corrective actions; and (4) the impact of ongoing quality assurance efforts.    

B.
Timely Access to Remedial Services 
In order to provide adequate service coordination as contemplated by the Judgment, every effort must be made to ensure that eligible youth and families are educated about, and directed to, either Intensive Care Coordination (ICC) or In-Home Therapy (IHT), as appropriate.  This objective informs virtually all of the parties’ disengagement activities, particularly ongoing work to enhance outpatient therapy and reform IHT.  However, the defendants’ ability to achieve and sustain compliance with the Judgment is jeopardized when the remedial service system is unable to develop and maintain the capacity required to deliver ICC and IHT to youth who need them, and to do so with reasonable promptness.  

Plaintiffs’ Status Reports have regularly highlighted waiting lists for both ICC and IHT.  See, e.g., Docs. 674, 695, 703, 728.  Despite very modest improvements in wait times and enrollment levels since July of 2015, youth and families seeking ICC continue to face access barriers.
   In March 2016, the most recent month for which data is available, youth and families waited an average of 15.8 days for a first appointment to be offered.  Of those starting services at the close of the month, 39% of youth waited longer than the 14-day Medicaid access standard.  The 214 youth still waiting for ICC services at the end of March were largely concentrated in 10 CSA programs. 
Waiting lists for IHT services have remained high throughout this current fiscal year, while statewide service availability is at an all-time low.  Since July of 2015, the number of youth and families waiting for a first appointment with IHT, and the length of time for which they waited, have steadily increased. 
  In March 2016, over 1,100 youth and families were waiting for IHT – 486 for the first available agency and 668 for the agency of their choice.  Of those youth waiting for the first available agency, 40% were waiting longer than four weeks for an initial appointment.  Across the state, available IHT capacity remains at a historic low of 1.4%.    

Although the defendants continue to explore community partnerships and education and training initiatives designed to increase and retain the available workforce for remedial services, these measures are unlikely to have a significant impact on the systemic access barriers facing youth and families today.  Additional strategies will be needed to grow service capacity in the face of unmet demand, and to reduce waiting lists without compromising the intensity and duration of medically necessary care.

C.
CANS Outcome Data
In October 2015, the defendants produced part one of their new CANS outcome report, examining item level data collected between January 1, 2013 and December 31, 2014.  See Doc. 706-2 “Changes in Child Status During Behavioral Health Services in 2013”.  This data set examined the impact of service delivery on particular symptoms, behaviors and measures of functioning within the population. 
  CANS domain data, intended to measure patterns of change by examining youth outcomes in broader categories such as Life Domain Functioning, Child Emotional and Behavioral Needs, and Child Risk Behaviors was also collected at this time, but has not been reported due to staffing constraints within EOHHS.  See Defendants’ Report at 7.  The defendants now expect part two of this report to be available on or before June 30, 2016.  Id. at 9.  An additional CANS report on a topic of special interest is scheduled for October, 2016.  
D.
Massachusetts Practice Reviews 

In March 2016, the defendants released the first of three interim reports on the 2016 MPR.  Conducted in October 2015, this initial review focused exclusively on IHT agencies.  Despite ongoing efforts to strengthen and reform key aspects of IHT service delivery, the vast majority of youth reviewed had overall mean case scores of fair or poor, with only 5% of cases scoring in the good practice range.
  Underlying these very disappointing scores were deficiencies in specific MPR domains and practice areas.  For instance, within Domain One, titled “Family Driven & Youth Guided,” the reviewers’ mean scores for assessment, service planning, team formation and participation, service coordination, and transition all fell below the threshold for fair practice.  Within this Domain as a whole, practice was rated as fair or not consistently meeting established standards for 50% of the sample, while 34% of youth experienced practice that was poor or not meeting minimal standards.
  The impact of these practice findings is evident in ratings for youth and family progress, with 26% of youth and families experiencing little or no progress, and 8% seeing a worsening or decline in their condition.
Although findings from the March and April MPR reviews are not yet published, preliminary indications are that clinical assessments, the matching of service needs and treatment interventions, and adequate care coordination remain areas of significant concern and deficient performance for IHT.  As the final interim and statewide MPR reports become available later this fall, it will be possible to more fully evaluate the provision of both ICC and IHT, to measure the impact of various disengagement efforts on class member outcomes, and to assess the extent to which overall system performance is consistent with professionally acceptable standards for care.  
E.
DMH Outpatient Study

From the outset of the parties’ disengagement negotiations, the plaintiffs sought to understand whether and to what extent youth served by the Department of Mental Health were gaining access to, and benefitting from, home-based services.  See Doc. 620-2, Joint Disengagement Framework, submitted May 21, 2013. After learning that previous data - collection efforts were flawed, and the resulting conclusions unreliable, the Court Monitor set out to re-examine this question, and developed a study of MassHealth youth who have experienced out-of-home placements in the DMH service system.  Data collected on the sample group and the results of 40 individual chart reviews are expected later this summer, at which point the Monitor will present her conclusions and systemic recommendations for ensuring DMH youth and their families have appropriate access to medically necessary remedial services.

III.
Conclusion
As joint disengagement efforts proceed, there continue to be areas of progress, including apparent agreement on a proposal for Enhanced Outpatient Therapy.  Although further clarification is needed regarding the scope of future reporting on MCI, the shift to monitoring sustainability of this remedial service is a positive development.  In other areas, there is evidence of inadequate care and treatment for youth in IHT and lack of timely access to home-based services, including those on which class members rely for service coordination.  These issues represent serious challenges to achieving compliance with the Judgment and the Commonwealth’s ongoing obligations under EPSDT.  Each will require the continued attention of the Court, the Monitor and the parties in the months ahead.  
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�  Other report recommendations included the broader dissemination of un-blinded provider data on delivery of crisis services, increasing providers’ ability to develop and use concurrent and prospective data analytics to allocate limited resources, detect local trends or hot spots, and evaluating providers’ delivery of family-centered crisis stabilization services.  (See Doc. 694-2). 


 


� See, Rosie D. Transcript, 13:13-14:11; 38:22-40:18 (Mar. 4, 2016).  With regard to continued monitoring of MCI the Court stated:





“…[I] would like to be reassured with regards to the issue of sustainability of this particular component. … We are going to be producing these reports and then there is the next step which is we’re going to look at these reports and we’re going to develop a way to periodically, whether it’s monthly or every 60 days, to look at the reports and say, okay, we aren’t sliding off here…the program is not fraying, becoming ineffective.”





Id. at 13:14-16, 22-14:2.





� As noted in Plaintiffs’ Thirtieth Status Report, youth entering ICC in December 2015 waited an average of 24 days for an initial ICC appointment to be offered, with over 44% of those waiting in excess of the Medicaid access standard.  At the close of December 2015, 257 youth were waiting for ICC.  MCE follow-up reports issued in January of 2016 showed that 96 of these youth and families were waiting because there was no available provider capacity.  Another 51 waited for access to a provider with the linguistic capacity to serve them.  On average, these youth had been waiting 24 days at the close of December.   Negatively impacting this statistic were six CSA providers who in December 2015 carried average waiting lists more than two times the Medicaid access standard.





�  In October of 2015, 377 youth were waiting for the first available IHT provider, and 404 waited for a provider of their choice.  By November 2015, youth waiting in those categories increased to 425 and 466, respectively. In December of 2015, 481 youth and families were waiting for an appointment with the first available in-home therapist, and 50% of them had been waiting more than 4 weeks.  Another 577 youth and families were waiting for a provider of their choice, with 40% waiting more than 4 weeks.  Statewide, available IHT service capacity shrunk from 2.3% in October to 1.4% in December 2015.





� As noted in Defendants’ December 2015 Interim Report on Implementation, CBHI staff agreed to examine development plans and attend Technical Assistance (TA) meetings for 13 CSA providers whose average waiting lists exceeded the Medicaid access standard over a 13 month period beginning in September 2014.  MassHealth relies almost exclusively on its Managed Care Entities to identify and manage issues of provider performance.  Further discussion of these TA meetings, including the specific access barriers being addressed with providers and the measurable impact of ongoing development plans, will assist the plaintiffs and the Monitor in examining the overall effectiveness of this delegation of remedial system management.





� As discussed in Plaintiffs’ Twenty-Ninth Status Report (Doc. 707), CANS item level data raised concerns including: (1) the comprehensiveness of ongoing clinical assessments and resulting needs identification; (2) lower levels of resolution for commonly endorsed items like items like poor judgment, hyperactivity/impulsivity; and (3) the need for more trauma-informed approaches in the delivery of home-based services.  





�  MPR reviewers use information gleaned from individual records and interviews to rate 12 specific practice areas and two additional areas examining youth and family progress.  Ratings are scored on a scale of 1-5, with one being adverse practice and 5 representing exemplary or best practice.  MPR mean scores for the October 2015 review ranged from 2.71-3.65, for an average mean score of 3.0.





� As noted in Plaintiffs’ Report on Appropriate Service Coordination at 3, another significant finding of the October 2015 MPR was the conclusion that more than two-thirds of the sampled youth and families were not receiving care coordination in amount their situations warranted.  
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