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Executive Summary
Issue 1: The Three Projects Comprising the Oral

Health Program Are Limited Either in the
Scope of Their Activities or the Areas of the
State That Receive Services.

In 2002, the Legislature passed the Oral Health Improvement Act (West
Virginia Code Chapter 16, Article 41), which created the Oral Health
Program.  It is important to note that while the Oral Health Program has
statutorily existed since 2002, and has existed organizationally since July 1,
2003, the three projects that constitute it (the Children’s Dentistry Project, the
Pre-Employment Dentistry Project and the Donated Dental Project) existed
prior to its creation.  The Oral Health Improvement Act combined all existing
Bureau for Public Health (BPH) oral health-related programs into the
 newly-created Oral Health Program, under the Office of Maternal, Child and
Family Health.

The OHP currently provides services on a limited scale, both in terms
of services provided and the regions of the state that receive services.  The
Pre-Employment Dentistry Project, which has accounted for most of the OHP
budget, provides dentures and other necessary related dental treatment to
approximately 2,000 individuals annually in nearly all of the state.  The federal
Temporary Assistance to Needy Families program funds the project (nearly
$2.5 million in FY 2004).  Funding for the enrollment of new participants
temporarily ceased at the end of FY 2004 but the previous funding level will
resume beginning December 1, 2004.

The Children’s Dentistry Project’s main goal is to improve the oral
health of children through oral health education, rather than the direct provision
of dental services.  Over 25,000 children in 28 counties received educational
services during FY 2004.  It existed for over 20 years prior to the statutory
creation of the Oral Health Program.  The Children’s Dentistry Project has five
basic components:

‘ Oral Health Education (available in 28 counties)
‘ School Fluoride Rinse
‘ School Brush-Ins
‘ Fluoride Supplements
‘ Dental Service Resource Directory

Another  OHP project, the Donated Dental Project, utilizes dentists
willing to donate their services to help a medically needy indigent
patient.  The OHP will only pay for laboratory costs up to $500, that are

The Pre-Employment
Dentistry Project, which
has accounted for most
of the Oral Health
Program budget, provides
dentures and other
necessary related dental
treatment to approxi-
mately 2,000 individuals
annually in nearly all of
the state.

Over 25,000 children in
28 counties received oral
health education services
through the Children’s
Dentistry Project during
FY 2004.
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associated with services provided.  The goal of this project is to provide
patients with full or partial dentures.  The OHP does not reimburse dentists for
any necessary fillings or extractions that take place prior to the construction of
dentures.  There are participating oral health providers available in eighteen
(18) counties, however, only five individuals received donated dental services
during FY 2004.  The BPH was unable to provide data on the number of
individuals assisted prior to FY 2004.  This was due to difficulties related to the
organization contracted to administer the program during previous years, the
Foundation for Dentistry for the Handicapped.  The foundation refused to
provide records documenting services rendered to patients, as required by
contract.

The Legislative Auditor is concerned that the OHP does not provide
adequate contract supervision to oral health providers who provide
educational services for the Children’s Dentistry Project in order to evaluate
the quality and extent of services provided.  The OHP has also failed to  select
counties receiving services through the Children’s Dentistry Project primarily
on the basis of need.

The Legislative Auditor recognizes that state statistics on oral health
suggest a need for an oral health program.  The program has, however, not
been as effective and efficient as possible, and has not provided statewide
services.  This conclusion is based on the following observations:

1. The criteria for selecting counties for services as part of the Children’s
Dentistry Project were not based on need and funds could have been
allocated in a manner in which counties with greater needs could have
received services.

2. There is insufficient oversight of Children’s Dentistry Project grants, in
that there is insufficient knowledge of the extent and quality of services
provided.

3. There is a lack of participating providers, particularly those who would
have to donate their services as part of the Donated Dental Project.

Recommendations:

1. The Oral Health Program should begin collecting data on the
numbers of students receiving oral health education for evaluation
purposes.

2. The Oral Health Program should begin to supervise the
performance of entities with oral health education contracts, establishing
performance goals and measures for evaluation purposes, such as

The Foundation for
Dentistry for the Handi-
capped refused to provide
records documenting
services rendered to
patients, as required by
contract.

The Legislative Auditor
is concerned that the
Oral Health Program does
not provide adequate
contract supervision to
oral health providers
who provide educational
services for the Children’s
Dentistry Project in order
to evaluate the quality
and extent of services
provided.
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specifying the schools to be visited and the number of visits annually, in
order to allocate funds efficiently and coordinate educational efforts.

3. The Oral Health Program should examine the possibility of
expanding or reallocating resources for the Children’s Dentistry Project,
identifying counties with the greatest need for oral health education.

4. The Oral Health Program should seek to expand the number of
oral health care providers participating in the Donated Dental Program.

5. The Oral Health Program should make further attempts to obtain
records from the Foundation for Dentistry for the Handicapped that
document whether or not the foundation actually provided the services
for which it was contracted.

6. The Department of Health and Human Resources should
determine if the Foundation for Dentistry for the Handicapped is
currently receiving funds from the department itself or from any other
state agency, for the purpose of discontinuing these funds as soon as
possible.

7. The Legislative Auditor recommends continuing the Oral Health
Program.
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Objective, Scope and Methodology
The Objective of the Preliminary Performance Review of the Oral Health

Program is to determine the Oral Health Program’s compliance with the
objectives set forth in the Oral Health Improvement Act (West Virginia Code
Chapter 16, Article 41), which specifies the functions of the Oral Health
Program:

1. Develop comprehensive dental health plans within the framework of
the State Plan of Operation.

2. Provide consultation to coordinate federal, state, county and city agency
dental health programs.

3. Encourage, support and augment efforts of local health departments in
the implementation of the dental health component of their program
plans.

4. Provide consultation and program information to, at a minimum, health
professions, health professional educational institutions, school
educators, extension specialists and volunteer agencies.

5. Provide programs aimed at preventing oral cancer with a focus on
high-risk and under-served populations.

6. Oral heal education including:
A. Public health education to promote the prevention of oral

disease through self-help methods, including the initiation and
expansion of preschool, school age and adult education
programs;

B. Organized continuing health education training programs for, at
a minimum, health care providers, school educators and
extension specialists;

C. Preventive health education information for the public.
7. Facilitation of access to oral health services, including:

A. The improvement of the existing oral health services delivery
system for the provision of services to all West Virginia
residents;

B. Outreach activities to inform the public of the type and
availability of oral health services to increase the accessibility
of oral health care for all West Virginia residents;

C. Assistance and cooperation in promoting better distribution of
dentists and other oral health professionals throughout the state.

8. Providing programs specifically targeting  prevention of tooth loss and
the restoration of existing teeth to the extent that funds are available.

9. Providing oral  or dental health services  to individuals  in need, to the
extent funds are available for the services.

10. Provide evaluation of these programs in terms of preventive services.
11. In consultation with dental care providers, the commissioner shall

develop  and implement ongoing  oral cancer educational programs in
the state.
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12. On or before the first day of December of each year, the commissioner
shall submit a report on the commissioner’s findings and
recommendations to the governor and theJoint Committee on
Government and Finance on the oral health programs established
under this article. The report shall include the  identification of existing
barriers to proper  oral health care in the state  and  recommendations
addressing the removal of the barriers.

The scope of this performance audit extended from FY 2000-2004.
The West Virginia Department of Health and Human Resources, Bureau for
Public Health supplied all data for the report.  The method of analysis included
measures of program activity and efficiency for each year of the period
examined, such as:

1. The numbers of individuals provided services by each of the three Oral
Health Program projects;

2. Expenditures on administrative costs;
3. Expenditures on patient services;
4. The availability of services in different geographic areas of the state.
5. The types of services provided.
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Issue 1
The Three Projects Comprising the Oral Health Program
Are Limited Both in the Scope of Their Activities and the
Areas of the State That Receive Services.

Issue Summary

The Legislature passed House Bill 3017 in 2002.  It is also known as
the Oral Health Improvement Act (West Virginia Code Chapter 16, Article
41) and it created the Oral Health Program (OHP).  It is important to note that
while the Oral Health Program has statutorily existed since 2002, and has
existed organizationally since July 1, 2003, the three projects that constitute it
(the Children’s Dentistry Project, the Pre-Employment Dentistry Project and
the Donated Dental Project) existed prior to its creation.  The Oral Health
Improvement Act combined all existing Bureau for Public Health (BPH) oral
health-related programs into the newly-created Oral Health Program, under
the Office of Maternal, Child and Family Health.

The Oral Health Improve-
ment Act combined all
existing Bureau for Public
Health (BPH) oral health-
related programs into
the newly-created Oral
Health Program, under the
Office of Maternal, Child
and Family Health.
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The OHP currently provides services on a limited scale, both in terms
of services provided and the regions of the state that receive services.  The
Pre-Employment Dentistry Project has accounted for most of the OHP
budget, provided dentures and any related dental treatment to approximately
2,000 individuals annually in nearly all of the state.  The federal Temporary
Assistance to Needy Families (TANF) Program funds the project (nearly $2.5
million in FY 2004).  Funding for new enrollees into the project
temporarily ceased at the end of FY 2004.  Additional funding later became
available beginning December 1, 2004.  The Children’s Dentistry Project’s
main focus is educational in nature, rather than the direct provision of dental
services.  Over 25,000 children in 28 counties received educational services
during FY 2004.  The other remaining OHP project, the Donated Dental Project,
assisted only five individuals with dental services donated by dentists, during
FY 2004.  There are, however, participating oral health providers in 18
counties.

The Legislative Auditor is concerned that the OHP does not
provide adequate contract supervision or evaluation to oral health
providers who provide educational services for the Children’s Dentistry
Project in order to evaluate the quality and extent of services provided.
A similar problem with a lack of contract oversight with the Donated Dental
Project, that occurred prior to the creation of the OHP, resulted in a lack of
documentation to prove that the contractor who formerly operated the project
provided any services.

The Legislative Auditor recognizes that an oral health program is
necessary.  The program has, however, not been as effective and efficient as
possible, and has not provided  statewide services.  This conclusion is based
on the following observations:

1. The criteria for selecting counties for services as part of the Children’s
Dentistry Project were not based on need and funds could have been
allocated in a manner in which counties with greater needs could have
received services.

2. There is insufficient oversight of Children’s Dentistry Project grants, in
that there is insufficient knowledge of the extent and quality of services
provided.

3. There is a lack of participating providers, particularly those who would
have to donate their services as part of the Donated Dental Project.

The Children’s Dentistry
Project’s main focus is
educational in nature,
rather than the direct pro-
vision of dental services.

The Legislative Auditor
is concerned that the OHP
does not  provide adequate
contract supervision or
evaluation to oral health
providers who provide
educational services for
the Children’s Dentistry
Project in order to evalu-
ate the quality and extent
of services provided.
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Overview of the Oral Health Program Budget

The Oral Health Program’s budget totaled $3,266,899 during FY 2004.
Expenditures on the Pre-Employment Dentistry Project accounted for the
largest portion of the budget (77.8%).  While the BPH initially informed the
Legislative Auditor that federal funding for this project would no longer be
available after FY 2004, additional funding has since been obtained.  Funding
for the project was interrupted from July 1, 2004 to December 1, 2004.

The Bureau for Public Health has temporarily
discontinued enrolling new participants in the
Pre-Employment Dentistry Project, which has historically
formed the largest portion of the Oral Health Program’s
budget.

The Pre-Employment Dentistry Project has the goal of providing
dentures to and other necessary dental care (such as exams, teeth cleaning,
fillings and root canals) to indigent patients in order to improve their
appearance and thereby their chances of obtaining employment.  The TANF
program funds the project through the DHHR’s Bureau for Children and
Families.  The BPH  informed the Legislative Auditor that federal funding for
the project ended and the OHP ceased enrolling new people at the end of FY
2004.  The BPH later obtained additional funding to continue the program,
beginning December 1, 2004.  The BPH anticipates the resumption of
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funding at previous levels, approximately $3,000,000 annually.  During the five
(5) month interruption in funding, individuals who were in the process of
completing necessary dental services were still being served, for example, those
who  had teeth extracted but were still waiting to receive dentures.  The
Pre-Employment Dentistry Project has historically formed the largest portion
of the Oral Health Program’s budget ($2,540,244 in FY 2004).  It also served
as the only Oral Health Program project to provide significant numbers of needy
individuals with dental care services, which is a goal of the Oral Health
Improvement Act.  The Pre-Employment Dentistry Project assisted over 2,000
patients in FY 2004 (see Table 2).

The Children’s Dentistry Project provides oral health
education to schools in 28 counties through contracts with
local health departments but does not oversee contracts to
ensure the quality and extent of services provided.

The primary goal of the Children’s Dentistry Project (CDP) is to
improve the oral health of children in West Virginia.  It existed for over 20 years
prior to the creation of the Oral Health Program.  The CDP has five basic
components:

The Pre-Employment
Dentistry Project has his-
torically formed the
largest portion of the Oral
Health Program’s budget.
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‘ Oral Health Education (available in 28 counties)
‘ School Fluoride Rinse
‘ School Brush-Ins
‘ Fluoride Supplements
‘ Dental Service Resource Directory

The OHP literature on the project summarizes its functions:

All children who attend public schools in the 28 counties
are eligible to receive education to promote good oral health
habits.  Topics include effective oral hygiene, the
importance of fluoride in reducing cavities, the benefit of
sealants, injury protection (e.g., use of mouth guards
during contact sports), the role of proper nutrition, and
abstinence from all forms of tobacco.  In addition, CDP
assists schools in conducting activities such as weekly
 fluoride rinse programs and brush-ins which teach and
encourage proper brushing methods.

The Children’s Health Insurance Program (CHIP) and
Medicaid cover a full range of dental services.  For
children with a Medicaid or CHIP card, we maintain a
directory of dental health professionals who accept new
patients.  We can also help you find a dental health
professional to care for your child.  Children who are
uninsured or under-insured for dental health services may
qualify for free or reduced-cost care at select clinics
throughout the state.  These clinics are locally funded,
demonstrating their additional commitment to the oral
health of their communities.

Table 3 provides data on the numbers of children who have received
educational services and oral sealants through the OHP.  Over 25,000 children
received oral health education services during FY 2004.

Over 25,000 children
received oral health
education services during
FY 2004.
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Table 4 lists oral health care providers who are contracted to provided
educational services for the CDP during FY 2005.  The OHP has received
federal funding to provide additional services to other counties.  In 2004, the
CDP began providing services in McDowell County.  Recently obtained
funding will enable the CDP to expand into Mercer County and possibly into
parts of Wyoming County that do not currently receive services.  The OHP has
recently signed a contact with a hygienist who is willing to provide educational
services in Pleasants, Ritchie, Tyler, and Wirt Counties.  An additional $5,000
is available for this purpose during FY 2005.

The Oral Health Program
has received federal
funding to provide addi-
tional services to other
counties.
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Staff of the Legislative Auditor’s Office contacted the BPH to obtain
information on the bureau’s contract oversight procedures.  The bureau’s
commissioner stated the following:

The local grantees, who are responsible for oral health
education in community settings, work and report to their
home agency.  The grantee/Oral Health relationship exists
between the local agency administrator and the Children’s
Dentistry Coordinator.  In turn, all the effort is supervised
by the Dental Director, Greg Black, D.D.S.

The commissioner continued:

BPH is respectful of local organizations’ ability to
determine the greatest needs in their service area.  In
addition, funding amounts are insufficient to allow
delivery of education to all schools.  Therefore, BPH has
not mandated this.  If more money were available for oral
health there would be more oral health local grantees to
assure statewide coverage.

In addition, a funding formula would have to be devised to
rectify funding inequalities that were in place before the
current administration assumed responsibility of Children’s
Dentistry.  The Oral Health Program (OHP) is considering
an effort to devise such a formula in collaboration with
the current contractors; even if it is successful, the
formula will not go into effect before July 1, 2006.

The fact that educational services are delivered through county health
departments does not mean that the OHP  has no role in contract supervision.
Reporting and performance requirements are not unusual when receiving
government grant funding.  Monthly reporting documents submitted by county
health departments to the OHP contain only a count of the number of
individuals of various age groups in the county who have received oral health
education or assessments.  The OHP does not collect data on such
considerations as which schools receive visits or the frequency of visits to each
school.  The collection of additional data from grantees would facilitate the
planning and supervision of services provided.  The limited amount of oral
health funding in the state makes the careful monitoring of oral health
education contracts essential.  As mentioned earlier, one requirement of the
Oral Health Improvement Act is to:

The Oral Health Program
does not collect data
on such considerations
as which schools receive
visits or the frequency of
visits to each school.

The limited amount of
oral health funding in the
state makes the careful
monitoring of oral health
education contracts
essential.
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Provide consultation to coordinate federal, state, county
and city agency dental health programs.

By failing to collect more detailed data or evaluate county-level oral health
education programs, the OHP fails to coordinate programs on different
governmental levels to the fullest extent possible.

When the Legislative Auditor’s staff requested data on the number of
children who have received oral health education each year since 1999, the
commissioner stated:

We have found data on oral health education and
screening activities for previous years.  However, it is in an
electronic format which must be converted and compiled.
Also, we must review a sample of the date to be sure that
this process worked correctly.  If we are successful, we will
submit this to you as soon as possible.

By failing to maintain easily-accessible data, the commissioner has
essentially stated that the bureau does not use the data to evaluate the quality
and extent of services provided by local health departments.  The BPH does
not know which schools receive educational services nor the frequency of
educational visits to schools.  The fact that the available data were allowed to
lapse into an unusable format demonstrates that the BPH has not made use of
them.  The “evaluation of these programs in terms of preventive services”
is a requirement of the Oral Health Improvement Act.  The lack of
comprehensive data collected by BPH on services offered by the CDP through
county health departments makes the evaluation of programs difficult.  While
the BPH did eventually provide most of the requested data, the data were
clearly not maintained with the intention of using them for evaluation purposes.
Some county health departments receive tens of thousands of dollars annually
for oral health education, yet the BPH does not have a clear understanding of
the quality and extent of services provided.

Some Counties With Serious Oral Health Needs Do Not
Receive Oral Health Education Through the Children’s
Dentistry Project

There is evidence that some counties that need oral health services do
not receive school-based oral health education through the CDP (Appendices
B and C indicate CDP counties).  Data obtained by the Legislative Auditor’s
staff indicate that three of the bottom ten counties, in terms of the percentage of
the population under nineteen (19) years of age who have had at least one visit

By failing to maintain
easily-accessible data, the
commissioner has
essentially stated that the
bureau does not use the
data to evaluate the
quality and extent of
services provided by local
health departments.
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to the dentist, do not receive oral health education in schools (see Appendix C.
These counties are Morgan (52.5%), Summers (54.3%) and Wirt (48.9%).  A
total of nine counties out of the bottom twenty counties do not receive
school-based oral health education.  None of these nine counties have more
than 57.5% of children under nineteen years of age who have been to a dentist.
Clearly, the Oral Health Program does not target its educational services to
children based primarily on the need for oral health services in a particular
county.

When asked by the Legislative Auditor’s staff how the BPH selected
counties participating in the CDP, the Commissioner of the BPH stated:

The Bureau for Public Health has had an oral health
component for many years.  Originally, local health
departments received dollars for dental services to include
examinations, cleanings and restorative procedures.  None
of the existing staff [of the BPH] were involved when the
counties were selected, and we do not have records which
explain the selection of counties or the amounts allotted to
each county.  These relationships may have been
established based on the provider willingness to serve.
When the transition from direct services to oral health
education was made, OMCFH [Office of Maternal, Child
and Family Health, within the BPH] continued the
existing relationships and the funding allotments...

During the transition from direct services to oral health
education, the Bureau was repeatedly contacted by
Legislators from counties which had been providers of oral
health services supported by OMCFH.  These contacts were
for the purpose of assuring their home county would
continue to receive funding without reduction.  In
addition, there was at least one instance of an amount
being included in the Budget Digest for a specific county.

The OHP does not have a clear understanding of how participating counties
were selected for the CDP.  The OHP should begin to supervise the
performance of entities with oral health education contracts, establishing
performance measures and goals, such as specifying the schools to be visited
and the number of visits annually, in order to allocate funds efficiently and
coordinate educational efforts.  The OHP should also examine the possibility of
expanding or reallocating resources for the Children’s Dentistry Project,
identifying counties with the greatest need for oral health education.

Clearly, the Oral Health
Program does not target
its educational services to
children based primarily
on the need for oral health
services in a particular
county.

The Oral Health Program
should examine the
possibility of expanding or
reallocating resources for
the Children’s Dentistry
Project, identifying
counties with the greatest
need for oral health
education.
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The BPH has expressed the concern that the current CDP funding level
for each county limits the extent of services available in each county.  According
to the BPH, the current county-level allocation of CDP funds was designed
taking into consideration the input of members of the Legislature and the BPH
feels limited in its ability to provide services in each county based solely on
objective measures of oral health need.

The effectiveness of the Donated Dental Project, prior to
the creation of the Oral Health Program, cannot be
determined and the BPH possibly paid for services that
were not provided.

The Donated Dental Project (DDP) utilizes dentists willing to donate
their services to help a medically needy indigent patient.  The OHP will only pay
for laboratory costs up to $500, that are associated with services provided.
The goal of this project is to provide patients with full or partial dentures.  The
OHP does not reimburse dentists for any necessary fillings or extractions that
take place prior to the construction of dentures.  There are forty (40)
participating oral health providers available  in eighteen (18) counties (Fayette
County was added to the project during the course of this review), however,
only five individuals received donated dental services during FY 2004.  The
importance of the DDP could increase as it is the only OHP project that could
fill the gap in services created by the end of the Pre-Employment Dentistry
Project.  The BPH has stated, “...we are in the process of rebuilding the
network of dental practitioners willing to donate their time.”   The small number
of counties in which DDP services are available  makes it clear that the BPH
needs to expand the number of oral health care providers participating in the
Donated Dental Program.

Only five individuals
received donated dental
services during FY 2004.
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While the DDP provided services to five individuals during FY 2004,
the BPH was unable to provide data on the number of individuals assisted prior
to FY 2004.  This was due to difficulties related to the organization contracted
to administer the program during previous years, the Foundation for Dentistry
for the Handicapped, according to the BPH:

Reports received from the foundation were narrative and
basically the same from period to period.  The reports did
not list patient names or dental providers.  The
Foundation refused to provide that information.

The FY 2003 contract with the foundation clearly stated that quarterly
reports submitted to the Department of Health and Human Resources (DHHR)
should have been more detailed and that it should have provided any
information requested by the DHHR:

The Bureau for Public
Health was unable to
provide data on the
number of individuals
assisted through the
Donated Dental program
prior to FY 2004.
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Report to the Department on a quarterly basis and such
report shall contain, at a minimum, the number of patients
requesting services, the number of patients referred, the
number of patients served, and the dollar amount of
services provided on a volunteer basis.  The Grantee
further agrees to provide such other information as the
Department may deem necessary.

If these records exist, they should still be available to the DHHR.  The contract
also required the foundation to:

Maintain financial records, supporting documents,
statistical reports and all other records pertinent to the
Grant for a period of five (5) years after the completion of
this Grant.  If audit findings, litigation or other legal
action has not been resolved at the end of the five (5) year
period, the records shall be retained until resolution.

The Commissioner of the BPH described the history of the contract:

The state contracted slightly over three years, beginning
on March 1, 2000.  The decision to enter into this contract
with the Foundation was made by the Secretary of DHHR.
OMCFH was assigned responsibility for administering the
contract.  That responsibility, along with the records, was
transferred to the Office of Community and Rural Health
Services (OCRHS) in 2002.

The final contract ended June 30, 2003.  To comply with
HB 3017, OMCFH consolidated this project into the Oral
Health Program it created on July 1, 2003.  Reviewing the
files, OMCFH found that only one-sixth of funding was to
be used to pay for dental care with the remainder used for
administrative expenses.  Therefore, BPH and OMCFH
leadership felt obligated to exercise improved stewardship
of the funds and operate the program internally.  The
Foundation was asked to provide records listing patients
served and providers who had donated their time.
Realizing there would be some expense in gathering and
copying records, OMCFH offered the Foundation a
phase-out contract of $3,500.  The Foundation refused the
offer and refused to supply the requested information.

Reviewing the files,
OMCFH found that only
one-sixth of funding was to
be used to pay for dental
care with the remainder
used for administrative
expenses.

The Foundation was asked
to provide records listing
patients served and
providers who had donated
their time. The Foundation
refused the offer and
refused to supply the
requested information.
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The BPH has no documentation to prove that anyone was actually
assisted by this project prior to FY 2004 due to a lack of data from the vendor.
Table 5 provides data on expenditures for the DDP from FY 2000-2004.
Expenditures for FY 2000-2003 represent amounts paid to the Foundation for
Dentistry for the Handicapped during the period it administered the project.
Prior to the creation of the OHP, contract oversight was clearly a serious
problem.  This fact highlights the need for closer contract oversight of the
Children’s Dentistry Project, since similar situations could occur.

The BPH has not taken any legal steps to recover funds paid to the
Foundation for Dentistry for the Handicapped or to obtain records of the
foundation’s activities during the period it managed the DDP:

We have not taken legal steps to recover the funds paid to
the Foundation.  Due to the nature of the organization and
with the uncertainty and such a small amount of money in
question, the effort may not be worthwhile.

While the Legislative Auditor understands that the potential costs
of legal action in this case may outweigh the possible financial returns, the
foundation has clearly failed to meet its contractual reporting obligations and
permitting a contractor to refuse to comply with the provisions of a contract
sets a bad precedent for others to follow.  The Legislative Auditor recommends
that the BPH make further efforts to obtain the information to which it is entitled
by contract.  The Legislative Auditor further recommends that the DHHR
determine if the foundation is currently receiving any funds from either the
department itself or any other state agency, given its poor record of contract
compliance.

The Bureau for Public
Health  has no documen-
tation to prove that
anyone was actually
assisted by this project
prior to FY 2004 due to a
lack of data from the
vendor.

The Legislative Auditor
recommends that the
Bureau for Public Health
make further efforts to
obtain the information to
which it is entitled by
contract.
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Conclusion

The passage of the Oral Health Improvement Act essentially resulted in
the transfer of existing BPH oral health-related programs under the control of
the Oral Health Program, without enhancing the quality or extent of services
provided.  In the case of the Pre-Employment Dentistry Project, TANF
funding was unavailable for the purpose of enrolling new participants for a
period of five (5) months.  When examining the other OHP projects from FY
2000-2004, it is clear that the Children’s Dentistry Project continued to
operate as it previously had, without focusing its efforts on some counties with
serious oral health needs or evaluating the educational services provided by its
contractors.  The Donated Dental Project did not assist significant numbers of
needy individuals and lacks participating oral health care providers in much of
the state.  Its expansion should be made a priority as the OHP identifies
additional participating oral health providers .

The Legislative Auditor recognizes that an oral health program is
necessary.  The program has, however, not been as effective and efficient as
possible, and has not provided  statewide services.  This conclusion is based
on the following observations:

1. The criteria for selecting counties for services as part of the Children’s
Dentistry Project were not based on need and funds could have been
allocated in a manner in which counties with greater needs could have
received services.

2. There is insufficient oversight of Children’s Dentistry Project grants, in
that there is insufficient knowledge of the extent and quality of services
provided.

3. There is a lack of participating providers, particularly those who would
have to donate their services as part of the Donated Dental Project.

The Legislative Auditor recommends continuing the Oral Health Program, but
makes the following recommendations:

1. The Oral Health Program should begin collecting data on the
numbers of students receiving oral health education for evaluation
purposes.

2. The Oral Health Program should begin to supervise the
performance of entities with oral health education contracts, establishing
performance goals and measures for evaluation purposes, such
asspecifying the schools to be visited and the number of visits annually, in
order to allocate funds efficiently and coordinate educational efforts.
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3. The Oral Health Program should examine the possibility of
expanding or reallocating resources for the Children’s Dentistry Project,
identifying counties with the greatest need for oral health education.

4. The Oral Health Program should seek to expand the number of
oral health care providers participating in the Donated Dental Program.

5. The Oral Health Program should make further attempts to obtain
records from the Foundation for Dentistry for the Handicapped that
document whether or not the foundation actually provided the services
for which it was contracted.

6. The Department of Health and Human Resources should
determine if the Foundation for Dentistry for the Handicapped is
currently receiving funds from the department itself or from any other
state agency, for the purpose of discontinuing these funds as soon as
possible.

7. The Legislative Auditor recommends continuing the Oral Health
Program.
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Appendix A: Transmittal Letter
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Appendix B
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Appendix C
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Appendix D: Agency Response
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