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Executive Summary
Purpose
In May 2006, the Administration for Children and Families (ACF) hosted two regional meetings that brought together directors from State Medicaid, State Children’s Health Insurance Program (SCHIP), Child Welfare/Federal Foster Care and Adoption Assistance (IV-E), and Child Support Enforcement (IV-D).  The meetings’ objectives were to continue the work begun the previous year on collaborating to develop strategies to increase medical support and health coverage for children, achieve Medicaid cost savings through child support enforcement, and improve health care services for children in foster care.  Joining State program directors at these meetings were representatives from Tribes with fully operational IV-D programs, and Federal central office and regional office staff from the Office of Child Support Enforcement, Children’s Bureau and Centers for Medicare and Medicaid Services (CMS).
This report summarizes the proceedings from the two regional meetings.  It also includes the specific action plans that the program directors or their representatives from the individual States developed during the course of the meetings.  These plans include information about progress made since the original meetings, plans for future joint efforts, and some requests for assistance from central office and/or regional staff.  By including presentation materials and summaries of the panel discussions from these meetings, this report should also provide a mechanism for sharing useful information with interested parties who did not attend. 

Results
There were a total of 262 attendees at the two regional meetings (though many presenters attended more than one meeting and are “double counted” in this total).  At least 1 program director or representative from 53 of the States and territories and 4 of the eligible Tribes attended the meetings.    
Each session allotted time for participants to meet with others from their States to continue their collaborations and further develop their State action plans.  Those plans are included as Appendix E in this report.  A review of these plans demonstrates that many State agencies have made significant progress working together to address issues surrounding health care coverage for children.  As hoped, these meetings became a catalyst for States to encourage collaboration and they made important progress between the first and second round of meetings.  

For those States that were still in the development phase, the meetings provided an opportunity to hear innovative ideas about strategies to improve collaboration.  Many of the participants intend to work together to address issues of mutual interest in the future.

Some common themes emerged in these plans.  Many States planned to work on improving the electronic interface between and among programs.  They mentioned the importance of cross-training staff to understand each others’ programs.  They discussed the importance of reviewing protocols for referring cases to the child support program, so that only “appropriate” cases are referred in the future.
States were also asked to list any types of assistance they might need from the regional or central program office.  These requests were then compiled to become the basis of a new Federal plan for followup to the medical support meetings.
Followup

Regional offices will continue to work with their States as they move toward implementing the followup plans developed at the conferences.  In addition, Federal program staff in the regional and central offices will work to provide States with the technical assistance, training, and policy guidance that they are requesting.  Representatives from each program will continue to encourage the inclusion of cross-program collaboration topics into the agendas of national and regional program meetings.

While it is unlikely that larger collaboration meetings on the scale of those held in May 2006 will be planned in the future, alternative approaches will be explored to see whether or not smaller regional meetings might be appropriate instead.  The work that has begun by numerous States has created a momentum that should continue and expand.
I.
Introduction

Background of the Meetings

In the summer of 2005, the Administration for Children and Families (ACF) hosted five regional meetings that brought together State directors from Medicaid, State Children’s Health Insurance Program (SCHIP), Child Welfare (IV-E), and Child Support Enforcement (IV-D) to collaborate on ways to increase medical support and health care coverage for children.  An invitation letter signed by both Dennis G. Smith, Director, Center for Medicaid and State Operations, and Dr. Wade F. Horn, Assistant Secretary for Children and Families, urged State directors to participate in these meetings to determine the best way to maximize the benefits to children and to States using successful medical support enforcement activities.  
Another goal of the meetings was to achieve Medicaid cost savings through medical child support enforcement.  In response to the findings of the Child and Family Services Reviews (CFSR), a further goal was to examine ways to improve health care services for children in foster care by increasing the collaboration of child welfare agencies with Medicaid and child support enforcement.  In addition to State program directors or their representatives, Federal central office and regional office staff from the Office of Child Support Enforcement (OCSE), Children’s Bureau, and Centers for Medicare & Medicaid Services (CMS) also attended these meetings.

The OCSE Dear Colleague Letter (DCL-06-09), issued in March 2006, summarized the proceedings of this first round of meetings.  Among the commitments made during the first round of meetings was that another set of meetings would be scheduled for the following year.  Another joint letter from Smith and Horn invited participants to the second round of meetings.  While planning these followup meetings, OCSE and regional office staff decided that there should be two meetings: one for Western regions (VI, VIII, IX and X) that would be held in Salt Lake City, UT, and one for Eastern regions (I, II, III, IV, V and VII) that would be held in Kansas City, MO.  More details about the planning for the meetings are presented in the next section.
Presentation of Information

This report documents both the substance and the outcomes of the second round of regional medical support collaboration meetings.  Section II reviews the efforts involved in planning these second meetings.  Section III details the general format of the meetings and the subject areas discussed.  Sections IV through VIII summarize the panel discussions presented at the meetings.  The format of and highlights from the State breakout sessions are outlined in Section IX, while the plans for followup and “next steps” comprise Section X.  In the Appendices, the individual meeting rosters and agendas, PowerPoint presentations, and State plans for followup are included for reference.
II.
Background on Planning for Meetings
Planning Committee 

  
A committee of regional and central office program staff volunteered to coordinate the second round of meetings.  Led by Nancy Thoma Groetken, Child Support Program Specialist, Kansas City Region, and Dennis Barton, Child Support Program Manager, Denver Region, the committee also included the following members: Joanne Benson, Program Specialist, OCSE; Beverly Binkier, Health Insurance Specialist, San Francisco Region; Shari Brown, Child Welfare Program Specialist, New York Region; Patsy Buida, Foster Care Specialist, Children’s Bureau, Administration on Children, Youth and Families (ACYF); Sheila Drake, Meeting/Event Planner, State Information Technology Consortium (SITC); Richard Fenton, Deputy Director, Family and Children’s Health Programs Group, CMS; Wendy Gray, Medical Support Enforcement Task Lead, Center for the Support of Families; Charles Kenher, Child Support Program Specialist, Boston Region; Lily Matheson, Division Director, Division of Policy, OCSE; Thomas Miller, Policy Specialist, OCSE; Carol Overbeck, Child Welfare Program Specialist, Seattle Region; Carola Pike, Child Welfare Program Specialist, Atlanta Region; and Elizabeth Trias, Health Insurance Specialist, Seattle Region. 

  

Committee Tasks

The committee conducted weekly teleconferences beginning in mid-February to plan the second round of meetings.  Numerous details regarding the dates, location, and sites of the meetings; identifying target audiences; preparing the agenda; researching best practices and selecting and retaining speakers; drafting invitations and preparing invitee lists; developing registration and travel processes; monitoring responses and encouraging attendance; and all other aspects of meeting planning were handled by committee members with the assistance of the meeting planning contractor, SITC.  
Subcommittees were also formed to address certain tasks such as agenda development and speaker selection, development of meeting materials for registrants, and the format used for roundtable and breakout working sessions.  The committee members also assumed responsibility for coordinating the various panels and preparing the speakers, facilitating the reportout sessions, moderating panels, taking notes during the sessions, and assisting registrants.  Post meeting activities included meeting evaluation, wrap-up activities related to the State and Federal action plans and the meeting summary, and recommendations for next steps.  
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III.
Format of the Meetings/Agenda
The planning committee decided that each meeting should be organized around the same agenda, so that at both meetings participants would benefit from receiving the same general information.  (Copies of each agenda are included in Appendix B.) 

This decision to have identical agendas was a change from the previous year’s meetings.  In 2005, each regional meeting had a committee that developed its own separate agenda, speakers, and presentations.  That year, however, there was good communication among the regions, so that many similar issues were covered at each meeting.
Based on feedback from the regional office staff, who discussed the meetings with their States, the second year’s agenda was developed to showcase best practices or “innovative ideas” because previous participants had indicated that exposure to the experiences of other States was one of the most valuable aspects of the prior year’s meetings.  This feedback also suggested that the agenda should include adequate time for State participants to meet among themselves to develop their action plans further.  
Each meeting began with a welcome and opening remarks delivered by representatives from the host region and the Federal agencies involved in the meetings, as well as a Tribal representative.  Margot Bean, Commissioner of the Office of Child Support Enforcement; Susan Orr, Associate Commissioner of the Children’s Bureau; and Richard Fenton, Deputy Director of the Family and Children’s Health Programs for the Center for Medicare and Medicaid Services, welcomed participants at both meetings, urging them to continue with the progress that began at the first round of meetings. 
Commissioner Bean reminded participants that increasing medical support for children is an important goal of child support enforcement’s strategic plan and urged them to leave the sessions with plans to achieve concrete outcomes.  Dr. Orr discussed the progress being made in obtaining health care for children as a result of the Child and Family Service Reviews.  Rick Fenton mentioned the major changes facing Medicaid as a result of the passage of the Deficit Reduction Act of 2005 (DRA) in February 2006, giving the program much more flexibility in the future.  Tribal representatives expressed their appreciation at being included in this year’s meetings and said they are eager to learn more about medical support in order to continue to improve State/Tribal partnerships. 
The first formal session was entitled, “From the Federal Level: What Has Happened Since the First Round of Regional Medical Support meetings?”  Federal representatives from child support, child welfare, and Medicaid/SCHIP discussed the progress made on several issues that were raised during the first round of meetings.  This session will be discussed in detail in the next section of this summary.
After each session, time was allotted for participants to question panelists and for “roundtable discussions.”  Participants at the conferences were seated with others from their States (and sometimes with another State and its representatives) and the intent of this discussion time was to allow for immediate interaction with colleagues.  Attendees were asked to use the time to assess how the information presented during each panel might be used by their State or Tribe or might change their ideas about what they are doing currently.  

The second session presented innovative ideas to improve health care for children based on some new practices in Missouri, Texas, and Arizona.  Session three also focused on innovative ideas and collaborative efforts to expand medical support with presentations from Massachusetts, New Jersey, Arkansas, and Georgia.

Session four focused on the issue of “appropriate referrals” to child support enforcement from child welfare and Medicaid.  There had been some confusion during the first round of meetings regarding this issue and this session gave Federal representatives an opportunity to clarify for participants the situations in which a referral to child support enforcement is appropriate and desirable.  Representatives from two Washington State agencies also presented information on their collaboration to define “appropriate referrals” more clearly for their partners.
The fifth session highlighted the collaborative work of agencies from two States – Michigan and Alabama – that evolved from the 2005 medical support meetings.  Panelists discussed their experiences in building effective working relationships with each other.

Finally, the States were sent to different locations for the breakout sessions.  Provided with a discussion tool and specific questions to address, participants were given about two hours to meet with their fellow State representatives (and sometimes with a Federal representative as well) to discuss their progress on collaboration efforts over the past year and to develop plans for the future.  Highlights from these breakout sessions were presented to the entire group in a final reportout session before the closing comments by Commissioner Bean.  The individual State plans are included in Appendix E of this summary.
IV.
From the Federal Level – What Has Happened Since the First Round of Regional Medical Support Meetings?

The first formal session of the meeting was entitled, “From the Federal Level: What Has Happened Since the First Round of Regional Medical Support meetings?”  Participants on this panel were Donna Bonar, Associate Commissioner, Office of Automation and Program Operations, and Lily Matheson, Division Director, Division of Policy, both from OCSE.  Joining them was Richard Fenton, Deputy Director, Family and Children’s Health Programs, CMS, and Patsy Buida, Foster Care Specialist, Children’s Bureau, ACYF.  The session in Salt Lake City was moderated by Nancy Thoma Groetken, Child Support Specialist, Kansas City Region, ACF, and the session in Kansas City (which followed the same script) was moderated by Dennis Barton, Regional Program Manager, Denver Region.

The session began with the moderator introducing the panel and referring participants to the handouts in the binder that would be relevant to this session: the update to the Federal Plan that grew out of the 2005 regional meetings; the executive summary of the Office of the Assistant Secretary for Planning and Evaluation (ASPE) report done at the request of the Children’s Bureau, “What About the Dads?”
; information on the impact of the DRA from CMS; and a PowerPoint presentation on the DRA and child support that was included on the CD in the binder.   
The moderator also mentioned the main issues that were raised at the 2005 meetings, including use of the Federal Parent Locator Service (FPLS) for locating noncustodial parents (NCPs) in child welfare cases; ensuring that children in foster care receive health services; the inability of some Medicaid agencies to accept assigned cash medical support collections from IV-D agencies; exchange of and access to available program information via automated interfaces; the need for guidance on appropriate referrals to child support enforcement from child welfare and Medicaid; and the IV-D definition of “reasonable cost.”

The moderator first asked Patsy Buida to comment on the Children’s Bureau activities to increase the use of the FPLS for locating noncustodial parents for permanency planning.  Ms. Buida discussed the ASPE report, “What About the Dads?”, and the importance of locating and involving the noncustodial parents early in the case planning efforts of the child welfare workers.  The study examined child welfare cases in Arizona, Massachusetts, Minnesota, and Tennessee.  Ms. Buida also discussed her work with OCSE to develop an Information Memorandum (IM) with guidance on when it is and is not appropriate to refer child welfare cases to child support enforcement.  This topic is addressed in more detail when we discuss that panel presentation.
Donna Bonar reported on the statistics showing that child welfare workers appear not to be making many locate requests to the FPLS, though she noted that there may be a problem in how States are coding these requests.  (Locate requests come via the child support enforcement agency and it may be difficult to determine whether or not they originated with the child welfare agency, so these requests are probably being under-counted.)  She also pointed out that her office would be developing a brochure aimed at educating child welfare workers on using the FPLS.

Ms. Buida was also asked to discuss the progress being made to get adequate health care to foster care children.  She mentioned the Program Improvement Plans that are addressing this issue and the collaborations with Georgetown University and the Substance Abuse and Mental Health Services Administration (SAMHSA) that have developed best practices regarding meeting foster care children’s health care needs and implementing systems of care.

The panel next turned to the issue of cash medical support.  Lily Matheson explained why cash medical support is going to be critical to meet child support enforcement obligations as fewer and fewer employers offer “affordable” health insurance coverage for their employees.  The definition of cash medical support has expanded to include cash used for co-payments to Medicaid and SCHIP. Rick Fenton discussed the difficulty some State Medicaid agencies have in accepting cash payments.  There is a hope that this problem will diminish over time as more States move to a managed-care approach, which eliminates the problem incurred in fee-for-service programs involving Medicaid agencies that cannot accept the cash if the child has not incurred any health care costs at the time of the collection.
Donna Bonar gave an update on the issues of the interfaces of automated systems among the programs and the IV-D agencies’ access to private health insurance.  She noted that the quarterly match between OCSE and the Department of Defense has been implemented and States are receiving valuable information about children who are covered by Defense Enrollment and Eligibility Reporting System (DEERS) or are eligible for this coverage.  States no longer have to send the National Medical Support Notice (NMSN) to the Department of Defense as a result of the match, which saves considerable time and effort.  She also discussed a new task under the SITC contract that will be looking at the kinds of data State child support enforcement agencies are currently exchanging with other State agencies and at the data elements used by these programs to see how they can be coordinated with Medicaid and child welfare automated systems.

The moderators then turned to the issue of Medicaid privacy requirements and the kinds of data that can be released by the program.  Child support enforcement agencies seek information regarding private health insurance that might be available to cover children in their caseloads.  However, Rick Fenton explained that under Medicaid privacy requirements, data on individuals can only be released by the Medicaid program for purposes directly related to the administration of that program.  Therefore, Medicaid can only release information regarding people who are receiving Medicaid.  Donna Bonar discussed some of the options regarding the range of matching taking place by IV-D and Medicaid agencies with insurance agencies for Third Party Liability (TPL) and urged coordination so that data can be shared among the programs whenever possible and appropriate.
The subject of “appropriate referrals” to child support was mentioned at this point.  Because a detailed discussion of this topic was a subject of a panel later in the meetings, the panelists did not go into much depth about it here.  Lily Matheson mentioned the work being done to draft Information Memoranda on the subject and pointed out that there are people who do not want child support services and those cases should not be referred because there are a specific set of rules governing how child support enforcement agencies can close a case once it has been opened.  Rick Fenton added that there is no Federal requirement that Medicaid cases be referred to child support enforcement, so State agencies should work with their partners to develop protocols within CMS guidance that are best suited for their individual States.
The moderators then focused on the topic of the DRA and asked panelists to discuss the implications of this new legislation for their individual programs.  Rick Fenton outlined three major shifts affecting the Medicaid program.  First, States will be able to develop alternative benefit packages for different Medicaid-eligible populations.  Some of these alternatives will make the program more like private insurance or SCHIP and they will not require program waivers but can be implemented simply by changing State plans.  Second, States will have additional flexibility to charge premiums and/or allow cost-sharing for some Medicaid populations.  Finally, effective July 1, 2006, States are required to obtain satisfactory documentary evidence of an applicant’s or recipient’s citizenship and identity to receive Federal matching payments for Medicaid services provided.
Lily Matheson discussed the status of the medical support “reasonable cost” regulation which has yet to be published.  She also noted the provision in the DRA that says States should consider health insurance available to either parent in setting medical support orders, though States have the option to decide whether or not they will take enforcement actions against custodial parents if they are not meeting their medical support obligations.
Finally, Patsy Buida told participants that most of the DRA provisions that will have an impact on child welfare do not directly involve collaboration with child support enforcement and Medicaid.  She mentioned a court improvement program that makes grants available to State courts for training judges and attorneys and for case tracking.  The courts have to plan with child welfare agencies to access these grants.
V.
Innovative Ideas: Collaboration to Improve Children’s Outcomes
The next session was planned to highlight some strategies available to States to improve health care for children in foster care and to locate relatives with the potential to reduce children’s length of stay in care.  Panelists discussed initiatives to increase the availability of health and dental care, as well as procedures for effectively sharing FPLS information between child support enforcement and child welfare.
Paula Neese, Interim Director of the Children’s Division in Missouri, and Sandra Levels, Director of Program Management for Missouri’s Division of Medical Services, discussed their State’s collaborative efforts to improve dental and mental health services for foster care children.  The first effort was to increase access to dental services for children in foster care (as well as adopted children) through the use of a dental van provided by Reach Out America.  Focused in Jackson County, the van’s personnel provide routine dental screening and, if necessary, make referrals for further treatment.  Child welfare workers assist by scheduling appointments and making reminder and followup calls when necessary.  Missouri is also exploring ways to increase the number of pediatric dentists participating in Medicaid by streamlining the application process.
Missouri’s second effort involves a court diversion unit aimed at keeping children in their homes and avoiding the situations in which parents place their children in foster care in order to allow the children to receive needed medical services.  Now children in need of these services are brought to the attention of the court and “voluntary placement agreements” can be created.  Valid for 180 days, the agreements allow parents to retain custody of their children while the children are placed at the top of the long waiting lists and given access to the needed services.
Mark Schwartz, Operations Manager, Program Services, Arizona’s Division of Children, Youth and Families, presented material about his State’s diligent search efforts, as well as its work to provide medical care for children over 18 who are aging out of foster care.  Child welfare and child support enforcement agencies in Arizona collaborated to improve their ability to locate NCPs through the use of Arizona’s State Parent Locate Service and then, as necessary, through access to the FPLS, to maximize the use of all available databases.  A new Family Locate Unit was established to assist in these efforts. Information about the program was provided in a handout that is included in Appendix D.  Mr. Schwartz also discussed the 1999 Chaffee legislation that provided new funding for youth between the ages of 18 and 21 who can no longer be in placement and who do not have transitional independent living services.  Arizona adopted an additional optional Medicaid group so that these older youth could have health insurance.  In addition, Medicaid provided an expedited application process so that those requirements would not be burdensome for a young adult.

Kathy Keenan (Salt Lake City), Child Protective Services (CPS) Medical Services Lead, Texas Department of Family and Protective Services, and Deborah Green (Kansas City), Texas State Disproportionality Manager, Child Protective Services, presented information about their States’ Diligent Search Processes. This process, used for locating missing parents and/or relatives who may be potential placements for children in foster care, involves collaboration between the CPS agency and the child support enforcement program.  Because Texas Family Code requires that a child in foster care must be in a permanent placement within 12 months, locating parents quickly either for placement or termination of rights is essential.  More details about the program are included in the handout in Appendix D.

VI.
Innovative Ideas: Collaborative Efforts to Expand Medical Support
The next panel was intended to present initiatives undertaken by States collaborating to expand medical support for children.  Alisha Griffin, Director of New Jersey’s Child Support Enforcement Agency, detailed efforts in her State to foster collaborations among child support enforcement, Medicaid, SCHIP, and child welfare.  Among other things, they are looking at the feasibility of having NCPs involved in paying some of the medical costs of Medicaid and/or SCHIP. New Jersey developed a Decision Matrix and Medical Support Guideline to assist caseworkers reviewing available health care and trying to determine the most beneficial coverage for the child.  The matrix and guideline consider the private insurance available to both parents and give the flexibility to order parents to seek public coverage where no private plan is deemed appropriate.  
In New Jersey, “appropriate” coverage must be accessible, stable, comprehensive, and affordable.  There is also an in-court facilitator program to improve the establishment and enforcement of medical support orders.  The facilitator reviews both parents’ available coverage and public coverage, if appropriate, and makes recommendation to the hearing officer or judge.  Guidelines are applied and cash medical support is ordered when employer coverage is not available or appropriate.  When ordered, the cash medical support is collected by the child support agency and sent to the custodial parent or to the Medicaid agency.
Next, Mary Smith, Policy Manager in the Arkansas Child Support Enforcement Agency, discussed the Medical Support Services consortium that Arkansas is developing.  This initiative is open to all States and allows States to join the current effort in Arkansas to conduct electronic matches of child support cases to health insurance provider databases to determine the availability of private insurance.  Other medical support services are also available to States from the Arkansas vendor through the consortium.
Nora Akins, Program Director, Georgia OCSE, described the current project in that State examining the feasibility of providing volume purchasing of health insurance for children.  In Georgia, 64 percent of NCPs do not have health insurance available through their employers.  The State estimates that there are between 40,000 and 50,000 children who can potentially be mandated into a volume purchasing pool.  However, if such a purchasing pool is not feasible, the State is examining an option of arranging for another pool approach which would have parents obtain insurance directly from providers and/or ordering cash medical support.  Georgia is also exploring whether a purchasing pool could be opened up beyond the State to participants throughout the region.
Marilyn Ray Smith (Salt Lake City), Director of the Massachusetts Child Support Enforcement Division; Melissa Cummings (Kansas City), Director of External Relations, Massachusetts Child Support Enforcement Division; and Colleen Murphy, Revenue Operations Manager for the University of Massachusetts, told participants about the collaboration between child support and Medicaid in Massachusetts that has been ongoing over the past several years, resulting in huge cost savings to the Commonwealth.  Child support sends to Medicaid cases in which the NCPs are ordered to provide medical support.  Medicaid then conducts a match to identify dependents who receive Medicaid.  A Medicaid vendor then matches these cases with providers of health insurance to see if the health insurance coverage is available to the employer.  If there is coverage available, the National Medical Support Notice is sent so that the child can be enrolled in private insurance.  While much of the information about the program was presented at two of the five sessions last year, the focus this year was on the method that Massachusetts uses to calculate cost savings to the State.  The simple formula, which is cumulative, shows a savings to Massachusetts of $263 million since FY 2001 and $50 million for the first 4 months of FY 2006 simply by obtaining private health insurance coverage for eligible parties who would otherwise be getting Medicaid.  The handout (included in Appendix D) details this calculation.
Panelists also discussed the collaborative efforts by child support enforcement and Medicaid to contact employers jointly to get information about health care coverage, as well as their work to seek legislation in Massachusetts for cash medical support.  They also spent time discussing the new universal health care legislation that has passed that will require everyone in the Commonwealth to show proof that they have health care coverage.
VII.
Appropriate Referrals for Child Support Services
One topic that emerged as an important issue in the first round of medical support collaboration meetings in 2005 was that of the referral of child welfare and Medicaid cases to child support enforcement.  Apparently, many State agencies were referring all new applicants and cases to the child support enforcement program, including cases in which cooperation with child support enforcement efforts was neither required nor requested.  Because the child support enforcement program has strict provisions limiting when a State IV-D program can close a case, inappropriate referrals of cases affect State performance on child support performance measures and can lead to a loss of financial incentives and/or the imposition of financial penalties.  This panel sought to explain referral requirements to the participants and to highlight the collaboration in Washington to define clearly the situations in which referring cases to child support enforcement is beneficial.

Katie Donley, Policy Specialist from OCSE, and Patsy Buida, Foster Care Specialist in the Children’s Bureau, discussed the Federal level collaboration between their two agencies which has resulted in the development of a draft Information Memorandum (IM) that is intended to provide guidance to States regarding when it is appropriate (or inappropriate) to refer child welfare cases to child support enforcement.  This draft IM was distributed to conference participants.  The draft IM also addresses how and under what circumstances child welfare agencies can request locate information from child support enforcement, as well as discussing the electronic interface between the two programs.  Their PowerPoint presentation is included in Appendix D.
Among the items that State agencies should take into consideration before referring a case to child support are the following:  

How long will the child be in foster care?
If children are expected to be in foster care for only a short time before returning home, the effort to establish a child support enforcement case may not be justified.

Is the NCP a potential placement resource?

If so, it would not make sense to establish a child support case against that parent.

Is the agency likely to seek a termination of parental rights?  
If it is likely that the parental rights of a parent will soon be terminated, then that legal action will also terminate that parent’s responsibility to pay child support.

Is the child in foster care eligible for IV-E services?

Child welfare agencies may seek child support enforcement assistance for case establishment and support collection activities for non-Title IV-E eligible children, but the State agency must file an application and pay the fee of up to $25 on behalf of the family in order to receive services.
Is the case plan to reunify children with the custodial parents or other relatives?
Will the establishment of a child support case create such a financial hardship that it will be detrimental to family reunification?  Or will the child support provide an important resource for the single parents or relatives who will be raising the children?

The panel also discussed the potential value to child welfare agencies of making requests to child support enforcement for location information about the parents.  Child support has a wealth of information on NCPs in its FPLS.  These data are available to child welfare agencies via requests to the IV-D agency.  The data can be obtained without requiring the IV-D agency to obtain a case.  According to the draft IM, the locate requests can be beneficial when the following goals exist: 
· to identify and locate NCPs who may be interested in providing a permanent home for a child;
· to identify other relatives who may be interested in providing a permanent home for a child;
· to identify additional temporary placement resources for children;
· to build a support network for children;
· to involve additional family members in family group conferences, case plans, and permanency planning for children;
· to expedite termination of parental rights in order to make children available for adoption/permanent placement.
The panel also addressed interagency communications issues.  Child support enforcement does not always receive timely and/or accurate information.  Once child support enforcement opens a case, all information is needed as soon as it is available so that payments can be distributed correctly.  It is also important that child welfare communicate to child support enforcement when the family is no longer eligible for IV-E services so the establishment and enforcement actions will cease and the case can be closed.

There are very few States that currently have both automated child support and child welfare systems fully operational for electronic exchanging of data.  Therefore, there is a need for communication about what is needed to adequately exchange data electronically.  Some data elements may not be available for an initial referral.  State agencies should coordinate their efforts so that the critical elements can be exchanged.  They need to ensure that there is a convenient and expeditious way to provide verbal communication between workers.  

Regarding Medicaid referrals to child support, the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA) required State child support enforcement agencies to provide child support services to children who receive Medicaid.  These services are available to all families receiving Medicaid (whether or not the parent is obligated to cooperate with child support as a condition of Medicaid eligibility) if the Medicaid agency refers the case to the child support enforcement agency or if the family applies for IV-D services directly.  The Federal statute and regulations require an applicant to assign medical support and payment rights to the State and cooperate in establishing paternity, obtaining medical support and payments, and providing information regarding liable third parties (unless exempt).  Federal law and regulations do not require the Medicaid agency to refer a case to the IV-D agency.

David Stillman (Salt Lake City), Division Director of Washington’s Division of Child Support, and David Johnson (Kansas City), Executive Assistant to the Division Director, presented with Heidi Robbins Brown, Deputy Assistant Secretary of Washington’s Health and Recovery Services Administration, about the collaborative efforts their State has made in defining when referrals to child support enforcement make sense.  They have established some cross-divisional workgroups to examine ways to make State processes for referral more meaningful and to develop administrative policy guidance.  For example, they found that for many children, the time spent in foster care is quite short.  Fifty percent of the children are returned home within seven days.  Clearly, these would not be ideal cases for referral to child support enforcement.  They also looked at domestic violence cases, Tribal cases, good cause, and child-only cases and discussed cost-effectiveness issues.  Also, the State developed closure protocols for “inappropriate” case referrals.  In addition, they discussed research conducted in Washington to examine centralizing the child support medical enforcement process.  Their PowerPoint presentations are included in Appendix D.
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VIII.
State Collaborations Since the First Meeting
The final plenary panel sought to highlight two States whose collaborative work since the first round of meetings was particularly impressive.  Panelists from Alabama and Michigan presented their experience in building effective working relationships to achieve systemic change and improve outcomes for families and children while maximizing State budgets.
Margaret Bonham, Director of the Division of Family and Children’s Services; Joyce Brown (Salt Lake City), Program Manager, Office of Financial and Resource Management; Minnie Thomas (Salt Lake City), Assistant Director; and Diana McCampbell (Kansas City), Director, Division of Child Support Enforcement; and Turenza Smith, Enrollment Director, ALL Kids/CHIP program, discussed Alabama’s collaborative efforts.  They talked about their common goal of ensuring that all children have access to health coverage.  The three programs pooled resources to achieve common goals.  They developed a workgroup to share information.  To improve communications, they ensured that all necessary stakeholders attended meetings.  The three programs also developed strategies to overcome existing barriers to cooperation.  They provide cross-program training and ongoing education and promote intra- and inter-agency information exchanges. 
Alabama is also working on sharing information electronically.  Medicaid has a contract with a vendor for health insurance coverage matching and the information gathered is shared with child support enforcement.  The matches have also resulted in an increase in coverage for children in foster care.  In addition, child welfare and child support enforcement staff provide their clients with information about SCHIP (the ALL Kids program) and help them apply if they are not eligible for Medicaid.  Alabama is also working with the Administrative Office of the Courts to train judges and guardians ad litem, as well as to provide child welfare workers with a legal checklist to help them prepare for working with the courts.  Copies of Alabama’s presentations are included in Appendix D.
Michigan’s efforts were shared by Marilyn Stephen, Director, Office of Child Support; Janet Strope (Salt Lake City), Special Assistant to the Deputy Director, Department of Human Services; James Hennessey (Kansas City), Deputy Director, Children’s Services Administration; and Jane Alexander, Manager, Court Originated Liability Section, Department of Community Health.  Panelists stressed the benefit to the collaborative efforts in Michigan of having leadership from all of the relevant program directors, as well as from a Supreme Court justice, who has taken a hands-on approach to child support and child welfare issues.  The Supreme Court Justice asks why things are not working and what needs to be done.  She pursues the solutions.
From the child support enforcement perspective, Marilyn Stephen noted that it is important to have an understanding of all the family’s issues in order to set appropriate order amounts and manage arrears effectively.  Sharing information is necessary to avoid duplicating efforts and to improve services.  Medicaid has a good relationship with the child support enforcement agency.  While Medicaid’s goal is to provide the best health care coverage possible for children, with coordination it is possible to save money by finding private insurance available to parents.  Through collaboration, there has been a greater awareness of this potential for cost savings.  Child welfare is also collaborating with local agencies to provide increased mental health services for foster care children and to pursue community-based treatment and placements.
IX.
State Breakout Sessions
On the second day of each meeting, the States were asked to go to breakout sessions where they would meet with their colleagues to discuss their progress and to make plans for activities to follow the conferences.  The following questions were provided as a “tool” to help guide their discussions.  At the conclusion of the sessions, the participants completed this form, which became the basis of their updated State plans.  Complete plans for followup are included in Appendix E.

1. What are the major accomplishments that your State has made to further program collaborations in the past year?

2. What Medicaid/Child Welfare/Child Support Enforcement/SCHIP collaboration goals will you work on in the next year?

3. What will be your next steps?  Who will take the lead?

4. What technical assistance or support do you need from others (regional offices, central office, TA contractors, etc.) in order to achieve your goals?

In many cases, Federal staff joined with their State partners for these discussions.  Unlike the prior year, the regional and central office staff did not meet separately to create a new Federal plan for followup.  Rather, the answers to Question 4 above, regarding technical assistance needs, would become the basis of new actions to be undertaken at those levels.  That Federal plan is discussed below in Next Steps.
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X.
Next Steps
After the meetings, the planning committee had a last teleconference to determine what the next steps should be with respect to the medical support collaboration meetings.  Several decisions were made during that discussion. First, the regional offices were asked to share the draft individual State plans for follow-up with their States to ensure that they were recorded accurately and to provide more detail, if possible, on what technical assistance, training, or other Federal assistance States needed.

Based on the State responses, a document was created that consisted of their requests for Federal assistance.  This document was then shared with the regional offices, the OCSE Executive Staff, CMS, and the Children’s Bureau, and became the basis for a Federal action plan for follow-up to the medical support collaboration meetings.  

Committee members agreed that they should continue to encourage the inclusion of cross-program collaboration topics into the agendas of national and regional program meetings.  Additionally, work would continue on the joint Children’s Bureau/OCSE IM concerning appropriate referrals to child support enforcement.  OCSE’s Policy Division would also work on clarifying birthing costs and appropriate activities under the IV-D program.
While members of the planning committee for the medical support collaboration meetings wanted to be included in future developments on this issue, it was agreed that there would be no further meetings of the committee at this time.  On the issue of further large meetings, it was agreed that alternative approaches should be considered.  While the evaluations for these meetings have been very positive, it is likely that smaller regional meetings might be more appropriate in the future.  
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XI.
Appendices
Appendices A though E appear on the following pages:

A: Conference Locations, Dates, and Participants – p. A-1
B: Conference Agendas – p. B-1
C: Information in the Conference Notebook – p. C-1
D: PowerPoint Presentations – p. D-1
E: State Plans for Follow-Up – p. E-1
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� The full report is included in the CD that was given to participants.


� See  � HYPERLINK "http://www.acf.hhs.gov/programs/cse/pol/DCL/2000/dcl-00-122.htm" ��http://www.acf.hhs.gov/programs/cse/pol/DCL/2000/dcl-00-122.htm�
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