DEPARTMENT OF HEALTH & HUMAN SERVICES
Health Care Financing Administration

Center for Medicaid and State Operations
7500 Security Boulevard
Baltimore, M D 21244-1850

May 8, 2000

Dear State Medicaid Director:
Dear State Children’s Health Insurance Program Director:

As part of our effort to improve accessto qudity ora hedth services for children digible for Medicaid
and the State Children’ s Health Insurance Program (SCHIP), the Hedlth Care Financing Adminisiration
(HCFA), in collaboration with our partners, the Centers for Disease Control and Prevention (CDC),
the Hedlth Resources and Services Adminigration (HRSA), and the Indian Hedth Service (IHS), is
soliciting applications from State Medicaid and SCHIP agencies for a new grant demonstration
program, “Innovative Management of Dental Decay for Y oung Children Enrolled in Medicad/SCHIP.”
This grant program (Catalogue of Federd Domestic Assistance Program Number 93.779) is designed
to identify methods of innovative management of ord conditions among young children enrolled in
Medicaid and SCHIP that result in ora health improvement and dental care cost savings.

This grant program will furnish adminigtrative funds to assst States to provide and evauate preventive
and thergpeutic regimens that are considered efficacious, but have not been widely implemented in
dentd practice or in publicly-funded dental services ddlivery programs. Specifically, the program is
designed to demonstrate that such disease management interventions can reduce disease burden and
asociated denta repair cogts. Ultimately, we will encourage States to incorporate successful
intervention programs in their ord hedth care components.

Under thisfour-year demonstration program, HCFA will make awards to one or two Statesin the
estimated amount of $220,000-$445,000 for an initiad project period of up to 18 months. The
enclosed grant announcement provides information regarding the gods and structure of the project,
gpplication procedures, digibility requirements, and review criteria. Asidentified in the
announcement, the deadline for submitting an application is August 1, 2000. Proposals sent
by commercial carrier must bereceived in the HCFA grantsofficeon or before August 1. If
delivered by the U.S. Postal Service, the postmark on the submission must be on or before
August 1.

Grant funds may be used for adminigtrative tasks such as program development, provider training, data
collection and analys's, and consultative or other contracts relevant to the project. We anticipate that
most States gpplying for this project will wish to enter into an agreement for the scientific development
and day-to-day management and operation of the project with an entity having strong research
management experience involving ora hedth
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benefitystatus and cost assessment. Grant funds may not be used for payment of direct
denta, medica and other services provided as part of the project. Direct services must be paid with
funds from State Medicaid, SCHIP, or State-only programs.

This collaboration between HCFA, CDC, HRSA, and IHS is an outgrowth of increasing cooperation
among Federd agencies concerned about ora hedlth disparities and dental care access barriers among
low income populations. This grant program is but one of severa planned or in-progress activities
which are designed to assst States in addressing and resolving long-standing ora health access
problemsin the Medicaid program. Since 1998, HCFA and HRSA have been involved in an
interagency Ora Hedlth Initiative designed to address ora hedlth disparities through integration of
Federa programs, partnering with other stakeholders, and integrating new technology and science to
reduce oral disease burden.

An additional example of this growing interagency collaboration isfound in a recently issued Request
For Application (RFA) from the National Ingtitute of Denta and Craniofacid Research (NIDCR) and a
broad group of other Federal agencies. The NIDCR research program will involve multiple projects
amed at, among other things, developing interventions to prevent or reduce ord hedth disparities
among children and their caregivers. We bring this RFA to your attention not only as an example of
other interagency interest in reducing ora health disparities through research, but dso as apossble
opportunity for you to collaborate with a developing NIDCR research center as you consider a
response to this HCFA solicitation.

If you have any questions regarding the HCFA grant announcement, please contact Dr. Don Schneider,
Chief Dentd Officer, at telephone (410) 786-5133, or e-mail dschneider@hcfa.gov.

We look forward to receiving your gpplication.

Sncerdy,

19

Timothy M. Westmordand
Director

Enclosure
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cc:
All HCFA Regiona Administrators

All HCFA Associate Regiona Administrators
for Medicaid and State Operations

William Maas
Director, Divison of Ora Hedth
Centers for Disease Control and Prevention

John Rossetti
Chief Dental Officer
Health Resources and Services Administration

Eric Broderick
Principle Dental Consultant
Indian Health Service

Lee Partridge
Director, Hedlth Policy Unit
American Public Human Services Administration

Joy Wilson
Director, Health Committee
Nationa Conference of State Legidatures

Matt Sdo
Director of Hedlth Legidation
National Governors Association

INNOVATIVE MANAGEMENT OF DENTAL DECAY
FOR YOUNG CHILDREN ENROLLED IN MEDICAID/SCHIP

|. Purpose

The Hedth Care Financing Adminigration (HCFA), dong with the Centers for Disease Control and
Prevention (CDC), the Hedlth Resources and Services Adminigtration (HRSA), and the Indian Hedth
Sarvice (IHS), is soliciting project proposds from State Medicaid agencies and agencies administering
the State Children’ s Health Insurance Program (SCHIP). The purpose of these projectsisto
demondrate ord heath improvement and dental care cost savings resulting from early case identification
and innovative management of ora conditions among young children enrolled in Medicaid and SCHIP.
This grant program will provide adminigrative resources which will asss States in providing and



assessing a congtelation of services which include preventive and thergpeutic regimens thet are
consdered efficacious, but have not been widdy implemented in denta practice or in publicly-funded
dentd services ddivery programs. The objective of the program of Innovative Management of Denta
Decay for Y oung Children Enrolled in Medicaid/SCHIP is to demonsgtrate that such disease
management interventions can reduce dental disease, and reduce the need for conventiond treatment
and associated denta repair costs. Under this four-year demonstration program, the HCFA will make
awards to one or two State Medicaid agencies in the estimated amount of $220,000-$445,000 for the
initid project period of up to 18 months.

Il. Background

Pediatric denta caries as a public hedlth problem Despite substantial reduction in pediatric tooth decay
(dental caries) which has occurred in the U.S. over the past two decades, denta caries remains a major
problem for many children, especialy among children disadvantaged by low income, minority and
immigrant status (Edelstein and Douglass, 1995). Progressive tooth decay causes children to suffer pain
and infection, dysfunction in eating and speech, distraction and irritable behavior, and crestes attendant
learning limitations and issues of negative self-esteem. Healthy People 2000 updates show no reduction
in caries prevaence among 6-8 year old children since the 1986 basdline, and amodest increase in the
percentage of children with unfilled cavities. The Nationd Inditute of Denta and Craniofacid Research
reports that 80 percent of tooth decay isisolated in only 25 percent of children (Kaste et d., 1996), with
the most untreated disease occurring in those of low income. Children below 200 percent of poverty
have substantially more dental disease, and more untrested dental disease than those above the 200
percent poverty level. Mexican-American and African-American children are about twice as likely to
experience caries, and have higher levels of untrested caries than their non-Hispanic white counterparts
(Vargaset d., 1998)

Preschoolers (2-5 years of age) below 200 percent of poverty have four to five times more cavities than
children above 200 percent of poverty (Vargaset d., 1998). While Hedlthy People 2000 noted
improvement in the percentage of young children who had access to dental care, a recent report from
the Medica Expenditure Panel Survey did not show such improvement (Edestein and Manski, 2000).
In certain populations, such as American Indian and Alaskan Native children, early childhood caries has
been found to be an especidly sgnificant public hedth problem as the condition affects more than 50
percent of preschool children (Bruerd and Jones, 1996). High rates of dental caries have also been
reported for Head Start children. Chronicaly poor ord hedlth is associated with failure to thrive in
toddlers (Ayhan et d., 1996) and compromised nutrition in young children (Acs, 1992). Following
thergpeutic intervention, children with low weight and early childhood caries exhibit sgnificant “ catch-
up”’ growth (Acs et al., 1998).

Pediatric dental caries as a concern in Medicad/SCHIP. Children at devated risk of acquiring dental
caries are often covered for denta services by Medicaid, with its comprehensive Early and Periodic,
Screening, Diagnogtic and Treatment services, or by SCHIP programs which generdly provide routine
denta care. HCFA'’s Office of the Actuary estimates that combined Medicaid Federa and State




expenditures for denta care in 1998 account for about $2 billion in annua spending (HCFA, 1999). Of
that amount, roughly 60 percent is expended on mandated dentd care for children under 21 years of age
(calculated from HCFA 2082 Report, FY 1996)

Recent studies of Medicaid expendituresin Louisanaand lowa (Griffin, et a., 2000; and Kandllis, et d.,
2000) report that substantial cogts for treating dental caries in young children accrue to both dental and
non-dental Medicaid program fiscal accounts. Non-denta costs arise from when traditiona surgica
sarvices (such as hospitd |aboratory, ambulatory facility, and anesthesia fees) are required during repair
of teeth of young children with extensve dentd cariesin the hospital operating room under generd
anesthesia. Extrapolating from the costs ($1,500-$2,000 per surgical case) and disease prevaence
noted in these studies, it is estimated that combined Federal and State Medicaid expenditures for
ambulatory hospitd and dentd care attributable to denta caries among young children may be $70-115
million annudly. If early childhood caries prevalence among Medicaid beneficiaries in other Statesis
more extensve than in Louisanaand lowa-asis likely because of ethnic and cultura differences--or,
Medicaid per case reimbursement is higher elsewhere, then the impact on overdl Medicaid expenditures
may be even greater. In addition, low income children covered by Medicaid and SCHIP who lack
routine dental care often seek relief of pain and infection in hospital emergency rooms where coss are
high and care is not definitive. Such paliative trestment usualy only postpones the eventua need for
restorative or surgical services. Anecdota reports suggest that emergency room dental services are
more costly than definitive denta care. Such expenses are reported as medical costs despite their
grictly dentd origin.

Thefiscal impact of dental care for children enrolled in SCHIP is more difficult to estimate because the
program is il in the early stages of being implemented and tracked. Fifty-four of fifty-sx State and
Teritorid Title XXI plans submitted thus far to HCFA have included substantial routine dental services
for mogt of the beneficiary population, despite the fact that dental benefits are optiona under Title X XI.
States may eect different mechanisms for implementing SCHIP, 44 percent have expanded Medicaid,
28 percent have devel oped separate, non-Medicaid programs, and 32 percent are developing
combinations of an expanded Medicaid program and a separate SCHIP activity. One State recently
reported that 22.8 percent of SCHIP claimsfor the first six months of program operation were
expended on denta preventive and restorative care. This percentage is substantidly higher than the
amount expended by Medicaid for children’s denta care--estimated at about 2-3 percent of al child
hedlth expenditures, but isin line with national estimates of the amount expended on denta carein
comparison to medica office expenditures for children (Manski, 1999).

The low percent of child hedlth expenditures attributable to dental care relative to total expenditures for
children in Medicaid is partly indicative of long-standing access problems that have beset the Medicaid
beneficiary population. These problems recently were highlighted by the DHHS Office of the Inspector
Generd which reported that |ess than 20 percent of Medicaid children received any required preventive
denta service (OIG, 1996). Reports of other populations with substantia reliance on Medicaid, such as
Native American children, aso indicate access problems; in 1996, only one Native American child in
four had access to dentd care (Breuard and Jones, 1996). In response to these reports, HCFA, in
collaboration with the HRSA, sponsored a mgjor conference in 1998 for Medicaid and dentdl



community stakeholdersin an effort to identify solutions to access barriers (Spisak and Holt, 1999). The
following year, the American Dental Association sponsored another mgjor nationa leadership
conference (ADA 1999) on Medicaid denta services, sgnding its commitment to finding solutions.
Subsequently, severd States are considering implementation of State level access drategies that can be
expected to increase costs to Medicaid, further enhancing interest in cost-saving, non-traditional
program efficiencies and oral disease interventions.

[nnovative management of dental caries (tooth decay). Traditiond clinical caries management may be
viewed as focusing on surgica repair of damaged teeth through the remova of diseased tooth structure
and its replacement with biocompatible filling materias. New denta technologies and thergpies provide
potential for dramatic change in the way that this common denta disease is managed in the United

States. Denta practice may now aso include medical, aswell as surgical management of dentd caries.
The concept of medical management recognizes that tooth decay is atransmissble, infectious bacterid
disease and that interventions can be applied to prevent and contral this infectious process (Anusavice,
1998, Ismail, 1998). It recognizes that decay is a chronic process with periods of damage and repair
that can be controlled effectively in many people by life-long sdf- and professond care. In this
management approach, dental cariesisidentified &t its earliest stages and interventions are applied to
stop disease progression, reverse early structural damage, and, when restoration is necessary because of
excessve tooth destruction, teeth are repaired with smplified techniques that aim to avoid anesthesa and
conserve tooth structure. Findly, in this modd, affected children are placed into customized follow-up
and prevention programs based on risk that has been assessed at the individua and/or community level
and are monitored at intervals appropriate to assure that progression and recurrence are reduced or
diminated.

Hedlth benefits and cost-savings of this medically managed approach may accrue to children and their
families and to Medicad/SCHIP programs. Care may be tailored to the level of disease activity so that
children receive neither too many nor too few services, and disease is treeted early and progression is
checked. In this approach, interventions are designed to identify early disease when it can be stopped
and reversed, reduce the need for conventiond therapies, provide interventions that are lessinvasive,
minimize physica pain and discomfort, and avoid exposure to loca and generd anesthesia(i.e, the
Atraumatic Restorative Technique, or “ART,” (Frencken et d., 1996; Kandllis, 1998; Mdlow et d.,
1998)). Primary teeth are retained until normal shedding instead of being extracted prematurely, thereby
avoiding functiona problems with speech and chewing and reducing downstream orthodontic problems.

Application of innovative ord hedth management moddls in the Medicaid and SCHIP arenamay aso
enhance access by utilizing providers in addition to dentists to deliver specific components of the modd.
Appropriatdy trained caregiversincluding physicians, nurse practitioners, nurses, denta hygienists,
dentd assgtants, socid workers, peer counsdors, community health workers and home visitors may
esch play appropriate roles in preventive service ddivery, behaviorad modification and dietary
counsdling, and case identification and referrd. The modd may alow for some services to be provided
under the auspices of the dentist, but in locations other than the dental office, such as schools and pre-
schools, Head Start settings, WIC facilities, community centers and homes, thus freeing dentist time for
diagnogtic and restoretive treatment. Prevention of early dental caries also may be cost effective



(Ramos, 1999) and may decrease future needs for an expanded dental provider network over the longer
term. An economic projection mode of potentia cost savings from innovative management of dentd
caries shows a potentia savings of 12.5 percent in denta care expenditures for young children (Zavras
et d., inpress). These savings are generated primarily from reduction in hospita care for treditiona
surgical and restorative approaches.

[1l. TheProject

Project structure and use of funds. The purpose of this four-year demondtration project isto provide
States with adminigtrative resources which will assst in developing, implementing, and ng the
hedlth benefits and cost-savings attributable to preventive and therapeutic regimens which, athough
consdered efficacious, have not been widely implemented in or assessed by the private denta sector or
publicly-funded dental services ddivery programs. Grant funds of gpproximately $220,000-$445,000
will be available for the initid budget period of up to 18 months. The number of grant awards depends
upon the availability of funds and the technicd qudity of the applications. All future year funding is
contingent upon acceptable performance and funding availability. States are encouraged to contribute
additiona funds or seek further funding support for this project from other agencies and organizationsin
order to expand the scope of the proposed study and to add evaluation components.

Grant funds may only be used for adminigtrative tasks such as program development, provider training,
data collection and analysis, research-related tasks, consultative or other contracts relevant to the
project, and development of a budget neutrality model, if such amodel is necessary (see discussion of
“Budget Neutrdity” below). These grant funds may not be used to obtain Federa matching funds under
any Federa-State program. A State may elect to contribute State funds to improve or expand the
adminigtration of the proposed study; if these expenditures meet requirements under Medicaid, SCHIP,
or another Federa-State program, Federd matching funds may be available.

Example. Assume that the entire $445,000 grant amount is awarded to one State, and the total
adminigtrative expenditures incurred under the State' s demonstration project are $485,000. In
this example, $40,000 ($485,000-$445,000) represents additional State expenditures under the
project. The grant award of $445,000 would be applied againgt the first $445,000 of the
incurred adminigtrative expenditures, and the remaining $40,000 may be claimable under
Medicaid or SCHIP by the State at the appropriate Federal financid participation (FFP) for the
type of adminigtrative expenditures incurred.

Grant funds may not be used for payment of direct dental, medica or other services. Such payment
must be made from State Medicaid, SCHIP, or State-only programs. Waiver of Federa requirements
of “comparability,” “Statewideness’ of services, or “freedom of choice of providers’ may be needed if
the project includes a modification of the Medicaid benefit package, such asintroduction of anew
sarvice for the study population, or plans to require beneficiaries to obtain services only from specified
providers (see discussion of “Waivers’ below). Other waivers dso may be needed. In addition, an



amendment to the Medicaid State Plan or SCHIP plan may be necessary. Grantee States will be
responsible for obtaining necessary approvd of waivers.

It is anticipated that most States gpplying for this project will wish to enter into an agreement for
research design and evauation, scientific development, and day-to-day management and operation of
the project with an entity (e.g., a school of dentistry or medicine, school of public hedth, community-
based hedlth center, IHS dental facility, CDC Prevention Research Center, or other State or local hedlth
agency, etc.) having strong research management experience, especidly in conducting sudiesinvolving
oral hedlth benefitystatus and cost assessment.

In this regard, applicants are advised of a recently issued Request for Application (RFA) (DE-99-003)
from the National Indtitute of Dentd and Craniofacid Research (NIDCR) and a consortium of Federa
agencies including the Nationd Ingtitute of Nursing Research, the Nationd Indtitute of Child Hedlth and
Human Development, HRSA, IHS, CDC, HCFA, the Nationa Ingtitutes of Hedlth’'s (NI1H) Office of
Minority Hedlth, the Office of Behaviord and Sociad Science Research (NIH), and the Office of
Research on Women's Hedlth (NIH). Research supported by applicationsin response to this RFA will
involve multi-project, multi-disciplinary studies aimed &, among other things, developing interventions to
prevent or reduce ord health disparitiesin children and their caregivers. One requirement of the RFA is
that, in developing centers for research to reduce ora health disparities, consortia be formed between
academic hedlth centers, community/migrant hedth clinics, IHS clinics, CDC Prevention Research
Centers, State and local hedlth care and hedlth care financing agencies, and other providers of ora
hedlth to children and their caregivers. The endpoint of this research isto provide a database that can be
used to generate and test interventions, including those involving funding of and accessto ord hedth
sarvices, that will diminate and prevent ord health disparities. These data also may be used to develop
or modify policies pertaining to al phases and levels of prevention and trestment of dentd cariesin
children. We bring this RFA to your attention as a possible opportunity to becomeinvolved in a
developing center’ s research activities, and establish collaborations and partnerships with research
ingtitutions that will be responding to the RFA DE-99-003 referred to above.

Project goals and quiddines. Each of the following gods should be addressed, at least in part, in any
application for these funds:

1. [dentify innovative management interventions, which over time, can reduce dental disease among
young children enrolled in Medicaid and/or SCHIP, shift care from surgica dentd servicesto
less expengve preservative care that seeksto avoid or delay operative intervention for aslong as
possible, reduce the number of dental restorations and replacement of restorations, decrease the
need for orthodontic care by retaining primary teeth, reduce emergency room vists for dental
emergencies, and reduce the use of general anesthesiain dentd treatment.

2. Test gpproaches that result in improved access to dental care for the population by enhancing
dentist and other provider participation in Medicaid and/or SCHIP, and increasing the number
of children seeking and receiving diagnostic, preventive and therapeutic services.



3. Deveop and document innovative management policies and procedures so that Smilar programs
may be duplicated across the country. Documentation is needed, for example, for:

C

defining such items as the process for educating and enabling or “certifying” dentists and
other providersto receive reimbursement for use of new procedures, therapies and
technologies (which are “cutting edge’ and may not be used widdly in denta practice);
identifying the need for new denta claims codes not currently available as part of the
American Dentd Association's CDT-3 coding system and in the HCPCS coding
system;

refining the protocols for, and utility of the techniques selected to assessrisk of dental
disease a the individua and/or community leve;

describing how physicians and other hedlth care providers may participate in triage, risk
assessment, primary prevention, disease suppression and health maintenance, and
identifying approaches that take into account cultura/ethnic differencesin bdliefs and
practices about hedlth care, health care seeking, and hedlth care ddlivery.

4. Control or reduce cogts of ora hedth care (both per capitaand for the demonstration
population) by, for example, reducing the number and dtering the type of treatments and repest
treatments; reducing the potentia need for orthodontic services; reducing emergency room and
generd anesthesia use for denta problems; and using non-dentist personnd to provide novel
services.

Additiona guiddinesfor States in preparing applications for funding may be found in Appendix One,
“Application Guiddines’



Project requirements.

Selection of interventions: States are encouraged to propose a project which utilizes severa of many

possible ord health management interventions. These interventions may include, but are not limited to:

C Triage of enrolled, young child populations to identify dental caries risk and helghtened disease
activity a theindividud and/or community leve;

C Primary caries prevention by dentists, other health professionals, and peer counselors through
provison of family-leve interventions, including prevention of infectious tranamisson of caries
from mother to child, which may incdlude emphasis of hedthy dietary and hygienic behaviors,

C Tooth-leve interventions using antimicrobia and fluoride preparations, such as fluoride varnishes
which suppress bacterid floraand reminerdize early caries,

C Caries management using new thergpeutic techniques and materids (e.g., ART) that reduce the
need for local and generd anesthesia and help retain affected teeth until the child may better
tolerate traditiond denta repair.

C Maintenance and preventive care that is adjusted and proportiona to assessed level of risk,
effective in reducing caries progression, while avoiding services not demondtrated to be effective
(Frameet d., 2000).

C Traditiond preventive and thergpeutic oral and medica services which may be organized and
delivered in non-traditiona settings or at variable frequencies.

Sudy population. The study population for the project must be young children enrolled in Medicaid or
SCHIP. States may choose to provide ord hedth services and interventions to any range of young
children, up to Six years of age, e.g., ages 0-3, age 2 through age 5 years, etc. If the proposed
intervention is directed a the child, but the parent isintegrd to ddivery of the educationa or clinica
intervention, e.g., assuring the child’s home care regimens, or attendance for regular professond care to
reduce orad bacteriain the adult caregiver in efforts to delay caries tranamission to the child, then the
caregiver may be included in the project plan. The subject population must be of sufficient Szeto
provide statistically meaningful comparisons among the new treatment group(s) and the current standard
of care control group for this population. Standard statistical anayses with sufficient power to detect
clinicaly meaningful outcomes should be incorporated into the research plan..

Data collection and analysis. The project must describe a method of data collection and andysis
capable of tracking and discerning sdlected differences in the hedlth status and associated costs/savings
of the project’s study and comparison populations. The project should provide a census of the
enrollment characterigtics of the population and evidence that the project can enroll and follow-up for
patientsto be included in the study. The project proposal should describe plans for protecting the
confidentiaity of any project-related information thet identifies individuals. The proposa should indicate
that such information is confidential and may not be disclosed directly or indirectly except for purposes
connected with the conduct of the project, and assure that informed written consent of the individud is
obtained for any disclosure.

Data and Safety Monitoring. Each project will need to describe an independent Data and Safety
Monitoring Board (DSMB) consgting of individuals not connected in any way to the study. The DSMB



should consist &t least of achair who is knowledgeable in the area of study, a biogatigtician, an ethici, a
pediatric dentist, a heath economist and others whose expertise reflects the scientific focus of the
demondtration project. The DSMB members are responsible for monitoring the safety of the patients
and theinternal progress of the project. They should meet annually to review these items and prepare an
annual report which may be provided to HCFA as to whether progress is acceptable, patients are safe
and the project should continue for an additiona year. The DSMB should meet to review and approve
the proposed protocol and manua of operations before any patients are entered into the project. The
manua of operations will contain details about the intervention(s) to be tested, the research plan,
protocol, etc. and will be used by study staff in guiding their day-to-day activities (i.e,, it will help assure
that everyone within the study is consstent in how they do things).

IV. General Provisons
Although applicants have congderable flexihility in developing demongtration projects under this
solicitation, proposas for the Innovative Management of Dental Decay for Y oung Children Enrolled in

Medicad/SCHIP must comply with the following:

Duration of Proposed Program. States gpplying for agrant should plan to expend grant budgetsin a
period of no more than 18 months from the date of award.

Waivers. The grantee States must identify waivers or Medicaid or SCHIP requirements that they will
require to carry out the demonstration project. Under Section 1115 (a)(1) of the Socia Security Act,
the Secretary may waive compliance with Medicaid State plan requirements (Section 1902) to further a
demongtration project consistent with the objectives of the underlying statute.

In addition, Section 1115(a)(2) authorizes the Secretary to permit FFP for (1) expenditures for services
or individuas who would not otherwise be covered, or (2) expenditures which would otherwise be
denied based upon alimitation or condition imposed by Section 1903 of the Act. This authority,
described as “ cogts not otherwise matchable,” may be used to cover additiond individuals or services
not in the State plan or to permit the State to use dternative ddivery systems.

Medicaid demonsiration projects often require approval of such waivers or costs not otherwise
meatchable prior to implementation. Essentidly, these waivers permit HCFA to pay for services that
would otherwise not be reimbursable. For example, States may propose that service benefits may be
available only to Medicaid enrolled beneficiaries who are included in the study population, or may
require program participants to obtain their dental services through designated providers. In these
circumstances, awaiver of Federa statutes requiring “comparability,” “statewideness’ of services, and
“freedom of choice of providers’ may be necessary. States should indicate whether or not they consider
awaiver to be needed under this project.

A State, however, isnot required to submit an application under the applicable waiver program(s) as
part of its grant proposd. Typicaly, demongtration projects go through a developmental phase before



they need Medicaid waivers to become operationd. Thus, most Medicaid demonsirations will need
approva of demondtration waivers by the Federd Government before they enter their operationa phase
and begin operations. Hence, if the government deemsthat awaiver is necessary, the State will need to
submit awaiver request prior to implementation of the project. Moreover, al applicable required
demongtrations of cost-neutrdity, cost-effectiveness, or budget neutrdity remain in effect should any of
the above noted waiver authorities be sought under this grant program. (Note that Medicaid waivers
generdly are not required for demongtrations which sdectively dter reimbursement for covered benefits;
such provisions are usualy aimed at changing provider incentives for ddivery of the service).

Title XXI, however, permits considerable flexibility in designing the benefit package for States with
separate (non-Medicaid) SCHIP plans. In addition, “comparability” and “statewideness’ are not factors
in these programs since States may define geographic areas in which their programs will be implemented.

Budget Neutrdity. In generd, current Federd policy isthat Federa Medicaid expendituresin a Section
1115 demongtration must not be higher than they would have been in the absence of the waiver. A
budget neutrality cap is established at this expenditure level, and States cannot receive Federd matching
fundsin excess of thiscap. If Medicaid 1115 waivers are pursued in the future as part of this
demondtration, the demongtration will have to be budget neutral and will have to include a cap on
applicable Medicaid expenditures. However, HCFA saff will be available to provide technical
assistance for developing amodel for budget neutrality.

Independent Evaluation. All grantees receiving awards under this grant program must agree to
participate in an independent evauation of the program’s effectiveness. Grantees agree to provide
hedlth status, expenditure, utilization, outcome and additiona data as gppropriate to support the
evauation. States may be required to submit case studies of persons participating in the project.
Applicants are encouraged to plan to submit an independent, annua evauation of the project, and to
identify individuas, not directly connected with the project, who may be caled upon to conduct that
assessment. (This evauation differs from that conducted by the DSMB, in that the DSMB isfocused on
interna operations, whereas the independent eva uation addresses findings and other progress towards
achievement of program gods). The applicant’s budget should include funds which will enable key
project personnd to meet at least annualy with HCFA gtaff in Batimore, Maryland, to describe the
progress of the project.

Civil Rights All grantees receiving awards under this grant program must meet the requirements of Title
VI of the Civil Rights Act of 1964; Section 504 of the Rehabilitation Act of 1973; the Age
Discrimination Act of 1975; Hill-Burton Community Service nondiscrimination provisons, and Titlell,
Subtitle A, of the Americans with Disabilities Act of 1990. States are encouraged to contact the Office
of Civil Rights, DHHS, a (202) 619-0403 for technical assistance in developing a grant proposa that
mesets al the requirements of the civil rights and dissbility laws.

Intergovernment Review of Federd Programs. This program is not covered by Executive Order 12372,
"Intergovernment Review of Federal Programs.” Executive Order 12372 provides for a State
Clearinghouse in each State to review Federal Programs. Research grants are exempt from this review.”




V. Applying For A Grant

Eligible Applicants. Applicants must be State Medicaid or SCHIP agencies. State Medicaid and
SCHIP agencies are encouraged to work with each other, consumers and their families, other State
agencies, community organizations, denta and other provider organizations, and other entitiesin
developing gpplications.

Proposed Format. Appendix One contains aformat for submitting a proposd.

Application Forms. In addition to the gpplication, applicants must submit completed gpplication forms
included with this package: “Application for Federa Assstance (Standard Form 424),” “Budget
Information (Standard Form 424A)” “ Assurances (Standard Form 424B),” and “ Disclosure of
Lobbying Activities (Standard Form LLL).” Standard Form LLL aso may be obtained by FAX from
Dr. Don Schneider at the addressin Section VII. Standard Forms 424, 424A, and 424B are also
available at http://www.hcfa.gov/ord/Grantop.htm on the Internet. On Standard Form 424, Section 10,
insert 93-779 for the * Catalog of Federa Assistance Number,” and in Section 11, insert “Innovetive
Management of Dental Decay for Y oung Children Enrolled in Medicad/SCHIP’ as the descriptivetitle.

Deadline for Submisson The closing date for proposals submitted under this solicitation is August 1,
2000. If the proposal is sent by a commercid delivery sarvice, it must be received in HCFA's grants
office on or before August 1, 2000. If the proposd is mailed through the U.S. Pogtal Service, it must be
postmarked on or before August 1, 2000. A proposal ddivered by the U.S. Postal Service and
postmarked after the closing date will be consdered late. Late proposas will not be consdered for an
award.

An origind proposa should be sent with two copies to:

Attn: Mrs. Linda Bianco

Hedth Care Financing Adminigtration
AGG, Grants Management Staff

Mail Stop C2-21-15

7500 Security Boulevard

Batimore, Maryland 21244-1850
Phone: (410) 786-7080

Although States are not required to submit more than an origind and two copies of an application,

submission of additiond five copieswill help aleviate adminidrative burden and assst in expedient
processing of incoming applications by the grant office.

V1. Application Review



An independent review of proposaswill be conducted by a panel of experts. The pandists
recommendations will contain numerica ratings (based on criteria specified in Appendix Two), the
ranking of al gpplicants, and awritten assessment for each proposa. The recommendations of the pand
will be reviewed by HCFA and ASPE. HCFA reserves the right to conduct Site vidts to those States
receiving the highest ratings from the technica review pand. The number of States who may receive site
visits will be determined based on the number of submissions and the number of proposals scored as
technically acceptable by the technica review pand.

Final award decisonswill be made by the HCFA Adminigirator after congderation of the comments and
recommendations of the technica review pandists, comments and recommendations of the site visit
teams (if conducted), and availability of funds.

Awards will be made by September 30, 2000. States will recaive written notification of the fina award
decision. We expect to announce award decisionsin September 2000.

VI1I. Additional Information
For additiona information regarding this solicitation, please contact:

Don Schneider, D.D.S., M.P.H.

Chief Dentd Officer, HCFA

Center for Medicaid and State Operations
Hedth Care Financing Adminigtration
Mail Stop: S2-26-12

7500 Security Boulevard

Batimore, Maryland 21244-1850
Telephone: (410) 786-5133

E-mall: dschnelder@hcfagov



For additiona information about the NIDCR Project, RFA DE-99-003, Centers for Research to
Reduce Oral Hedlth Disparities, please contact:

Norman S. Braveman, Ph.D.

Asociate Director for Clinical, Behavioral and Heath Promotion Research
Nationd Ingtitute of Dentd and Craniofacial Research

45 Center Drive, Building 45, Room 4AN-24B

Bethesda, Maryland 20892-6402

Telephone: (301) 594-2089

E-mall: Norman.Braveman@nih.gov

For information about the Centers for Disease Control and Prevention's “ Prevention Research Centers,
contact Dr. Barbara Gooch at the following address, or visit http:/Awww.cdc.gov/prc on the Internet:

BarbaraF. Gooch, D.M.D., M.P.H.

Divison of Ord Hedth

Nationa Center for Chronic Disease Prevention and Hedth Promotion
Centersfor Disease Control and Prevention

4770 Buford Highway, MS F-10

Atlanta, GA 30341

Telephone: 770-488-6068

FAX: 770-488-6080

E-mail: bfgl@cdc.gov

VIII. Authority

Sections 1110, 1115(a) of the Socid Security Act, As Amended (Catalogue of Federd Domestic
Assistance Program Number 93.779, Hedlth Financing Research Demondtrations and Experiments



Appendix One

Application Guiddines

The following guiddines are intended to assst States in preparing an application for funding under the
program for Innovetive Management of Dental Decay for Y oung Children Enrolled in Medicad/SCHIP.

C The narrative portion of the proposa (Item 3 below) should not exceed 30 double spaced
typewritten pages, using afont sze no smdler than 11.5.

C Addtiona documentation should be gppended; however, materia should be limited to information
relevant to the specific scope and purpose of the grant. Do not include criticd detals in an

Appendix.

Recommended Proposal Format
A complete proposa consists of the narrative gpplication (Item 3) plus the required materia noted below.
Application materias should be organized asfollows:

1. Cover Letter From the Medicaid or SCHIP Director

A cover letter Sgned by an authorized individua on behdf of the lead organization. The letter should
indicate the title of the project, the name of the lead organization and principa contact person, the amount
o fundng repueded, the amount of any State matching funds committed for the planning and implementation
phases, and the names of dl organizations collaborating in the effort.

2. Project Abstract
A prgect dodract limited to one page. The abstract should serve as a succinct description of the proposed
project and should include:
C The overdl gods and organization of the project
C A description of the proposed target population, covered benefits/interventions, and data
collection and andysis plans.

3. Narrative Application

Thenarative application should provide a concise and complete description of the proposed project. The
naraiveor body of the gpplication must not exceed 30 double-spaced pages using afont size not less than
11.5. Please do not rely on gppendices to describe key details. This narrative should contain the
information necessary for reviewers to fully understand the project being proposed and should be further
organized asfollows

A. Provideabrief description of the operation of the ord hedlth care delivery system in the State, with
emphass on Medicaid and/or SCHIP (to the extent that each of these programs will be the focus
of the proposed project). Specify:



C the epidemiology of dentd cariesin the State and in populations served by State
programs arphasizing the ord hedth status of the population lessthan 21, and less
that 6 years of age, to the extent that such information is available.

C the way in which ora hedth services are organized and delivered, including
important relationships with other hedth care ddivery organizations and entities;

C how the State's program is administered, identifying key organizationa units with
respongbility for day-to-day management of State programs.

C any prodems of access, accessibility, quality, availability or other problems rdating
toord hedth and ora hedlth services, and any initiatives underway to resolve those
problems.

B. Deribe the proposed project. While planning for some areas may be incomplete, please include
as much detail about the proposed project components as possible:

C

Innovative management model/hypotheses: Identify and describe the problem(s) that the
proposed innovative management model will address. Describe the hypotheses to ke
tested. Describe the types of services to be provided, and the scientific basis for
asumptions that the selected innovative services will improve hedlth outcomes and contain
or reduce cost. Describe the way in which the management modd will be offered to the
bendidary demongtration population, specifying the providers who will participate and their
availaility and accessihility to the population, and the mechanisms for ddivery of the
services. Describe the services offered and the care delivery system in the control
community(s).

Target population: Identify and describe populations in one or more cities, counties, or
other defined aress of the State in which the demongtration will occur, and define a
population which may serve as the control cohort. Both demongtration and control
popuaionsimust include enough children within the age range 0-6 years to assure that there
will be sufficient power to obtain satistica sgnificance for analyses made over the course
o thedemonstration; assure that demonstration and control populations are comparable in
socio-economic and oral disease status, and that other critical variables and confounders
ae controlled from the outset of the demonsgtration. A description of relevant loca dental
delivery system issues in the target population communities should be included,

Data collection and analysis plan: For both the demonstration and control populations,
specify the data to be collected, the method of data collection, and proposed plan for
andyzing the data such that there is assurance of adequate program eva uation capability
anddaidicad analyses necessary to measure the effect of interventions. At aminimum, data
must be obtained annudly for the demongtration and control populations on the utilization
of dental and dentdly-related services (e.g., in hospitas and ambulatory surgica facilities),
the specific types of services provided to the populations, the dental and dentally-related
oodts of the services both per capitaand for the tota population, and the oral hedlth Satus
of the populations. If data will be obtained from sources other than currently available



admindraive data sets, (or through integration of separate data sets), provide details of the
data collection (e.g., chart audits, clinica epidemiologic assessments, etc) and sampling
methods to be used.

Documentation: Describe the documentation, protocols, and procedural manuas that will
be devd oped during the course of the project, and how that documentation might be of use
to other States desiring to duplicate the demonstration.

Partnerships: Describe the participation and collaboration of State Medicaid program
offidds, and/or SCHIP program officids, if appropriate, and the denta provider
community, and other relevant stakeholders (e.g., denta schools, medica societies,
managed care organizations, State and loca hedth agencies, community hedth centers,
parent/community organizations, school authorities, Indian Hedth Service or Triba
authorities, WIC, Head Start) anticipated to play arole in the project.

IRB: Indicateif there will be aneed for IRB approva and, if so, describe the plan to assure
that al IRB procedures and requirements are met.

Waiver s/Sate Plan Amendments Provide an initial assessment of the need for wavers,
ifany, or amendments to the State plan that the State feels are necessary to implement the
program. States may need to request Medicaid waivers to provide services not avallable
to al Medicad beneficiaries in the State or for other reasons, or may need to submit an
amendment to the State Plan.

Desxibethe milestones and work products/tasks to be accomplished during the grant period. The
purpose of this section isto outline clearly what the State hopes to achieve in the dlotted four-year

grant period.

C Example of work products/tasks might include: an andysis of collected data, a completed
walver gpplication, atraining module for providers, or a hedth status survey instrument.

C Timetables for accomplishing the mgor work products/tasks to be undertaken should be
induded and should include key dates relevant to the proposed project (e.g., State budget
cycdesand legidative sessions, if the project will require legidative/budget action).

C Hans for conducting a periodic, independent evauation of project progress, the operation

of the Data and Safety Monitoring Board and plans for obtaining IRB approval.

Describe the project organization and staffing including:

C

C

Proposed management structure and how Project Adminisirator/Director will relate to the
Principa Investigator, other key staff, and other partner and participating agencies.

As an gppendix (not included in the 30 page limit), provide biographica sketches of the
Prgect Adminigrator/Director (generaly a State officid), Technica Director or “Principle
Investigator” (who may not be a State official) and other key project personnd, indicating
their qudlifications and prior experiences relevant to the project. Resumes for the key
project personnd should be provided as an atachment.



Describe the support and commitments that have been pledged for the proposed project (e.g.,
cooperation from other State agencies, the State’' s executive and legidative branches, professiond
associations, collaborating academic and other indtitutions, key clinica service ddivery stes and
entities, fiscal agents or managed care entities with responsbilities for managing the State's
Medicad/SCHIP programs, etc.). Individud letters of support should be included as an appendix
and are not included in the 30 page narrative limit.

Program Budoet

Theproposad budget for the project should distinguish the grant funded portion of the project from
the direct services portion of the project.



Appendix Two

Review Criteria

1. Technical Approach (50 points)

The State must define how it will design and implement the project, addressing the following areas:

C

description of current State and relevant, loca level ord hedth care ddivery system issues ad
concerns.

innovative management modd described with justification for selection of the constdlation d
proposed thergpeutic and preventive servicesin terms of health benefits and cost savings.

target and comparison populations identified. Additiona points will be awarded for projects which
incorporate American Indian and Alaskan Native populations into the study populations.

hypotheses to be tested, and data collection and analysis plans are described, along with plansfor
gaining access to population data where administrative data sets are not available. Additional points
will ke awarded for projects which demonstrate an ability to collect or incorporate additional data not
commonly available to State Medicaid or SCHIP agencies, and which expand the depth of the
proposed analyses in assessing health improvement and cost savings.

description of the potential for the model selected to be duplicated elsewhere and importance of the
materials and documentation devel oped during the project to facilitate duplication.

2. Staff (20 points)

| dentification of key program staff and evidence that the staff (including the Project Administrator/Director)
aequelified and possess the experience and skills to implement and conduct the program within available time

frames.

3. Project Feasibility (15 points)

The States should demonstrate that critical elements of the project will be accomplished in the proposed time
frame. Key issuesinclude potential for obtaining State-contributed resources for service ddivery, difficulty
in conducting necessary training and training materials, likelihood that providers of the services will e
avalade induson in the proposal of wrap-around services such as transportation and case management which
might facilitate children’s receipt of services, evidence that elements of the proposal are aready underway
in the State, etc.



4. Level of Commitment to the Project (15 points)

States must demondtrate their commitment to undertake this initiative, providing any evidence of support for
theprgedt, including evidence of coordination among and collaboration with other agencies and organizations.
Additiond points will be awarded to applications from States which demonstrate use of their own resources
in combination with grant fund, or which can demonstrate funding support from other agencies and
organizations.
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