
Much has been written about the current state of the dental and dental public health workforce in the United States, and what actions are needed to enhance its capacity and capability to address the significant oral health problems facing the entire nation.  With growing attention to and concern for the future of the dental public health workforce in particular, this paper attempts to synthesize much of the recent work that addresses major challenges and opportunities.


1. A woeful and persistent lack of access to basic oral health care by many sectors of the population signifies the nation has no effective dental ‘safety net.’

1.a. While the oral health status of Americans overall has improved dramatically in the last 25 years, 

profound and troubling disparities in oral health still exist.

In 2003 (for the second year in a row), Oral Health America gave the nation an overall oral health grade of ‘C’, reflecting the need for considerable improvement.  The ‘silent epidemic’ of poor oral health is strikingly evident among certain communities and socio-demographic elements of society:

· Over one-third of the U.S. population on public water supplies has no access to fluoridated community water.  

· Minority, low-income, certain special needs and medically underserved populations, and many rural communities suffer disproportionately from oral pain and disease.  

· Poor children experience twice as much dental disease and in more advanced stages as their more affluent peers, and their dental disease is more likely to be untreated.  They suffer nearly 12 times more restricted-activity or lost days from school than children from higher-income families.

· Nearly one-third of seniors over age 65 have untreated tooth decay.

1.b. Similar differences in access to oral health care services exist among these population groups.  

Despite the common perception that professional care is necessary for maintaining oral health, a significant proportion of the population does not seek dental care services on a regular basis.  This is particularly true of many underserved populations.

· Twenty-five percent of low-income children have not seen a dentist before entering kindergarten.  Only 3% of poor children under age 8 have received dental sealants. 

· Children who suffer the most dental disease have the least access to oral health services.  Uninsured children are more than two times less likely than insured children to receive dental care; they are three times more likely to have dental needs than insured children.  

· An increasing number of low-income adults also have difficulty accessing dental care as state governments reduce or eliminate Medicaid dental benefits.  Adults at or above the federal poverty level are twice as likely to report a dental visit in the past year as those adults below the poverty line.  

· Adults in rural counties report having fewer visits per year to a dentist compared to adults in metropolitan areas, at least in part because of their lack of proximity to a dentist.  Nearly 40% of all rural counties have no practicing dentist.  

1.c.  Underserved groups often cannot see an oral health provider because the providers

are unwilling or unable to care for them. 

· Many dentists will not see certain populations due to lack of dental insurance coverage, low reimbursement rates from public insurers (Medicaid, SCHIP), insufficient capacity to accept additional patients, and numerous other reasons.  

· About three-quarters of all practicing dentists do not treat Medicaid patients, and dental care is not covered by Medicare. 

· Oral health needs and demand for services far exceeds the current capacity of community health centers.  In 2001, 530 health center programs (77%) had onsite dental programs, and only 14% of all health center users were for dental services. In FY 2002, however, HRSA, BPHC invested about $14.4 million to establish new oral health care services in new sites, and $17.5 million to expand and improve quality in existing sites.  It is projected that 132,000 new dental patients will be seen at these new sites by the end of the first year of operations. 

· State laws/regulations and customary affiliations with dentists often restrict access to care by limiting the type of practice settings, imposing restrictive supervision requirements and not allowing direct reimbursement to allied dental professionals, especially dental hygienists.  Such limits/requirements often are incommensurate with the education/experience of many of these  professionals.

· Much of the oral health workforce has little preparation in providing culturally competent care to racially and ethnically diverse populations and people with special health care needs

2. A marked decline in the supply of dentists in recent years, and a projected decline in dental school graduates, raise major concerns about the adequacy of the dentist workforce to address unmet oral health care needs. The situation is different, however, in the dental hygiene workforce.

2.a.  Shifting Supply of the Dental Workforce

· A decline in the overall U.S. dentist-to-population ratio in the 1990s is expected to continue through 2020 (according to ADA projections).  

· Concurrently, the supply of dental hygienists has grown steadily and is expected to rise by over 35% between 2000 and 2010.

· A decline in the amount of time dentists spend with patients every week is due partly to the increasing supply and use of dental hygienists.  In 2000, 73.5% of general practitioners in private practice employed dental hygienists. On average, dental hygienists who work for independent dentists have been employed seven years in their current practice and have more than seven years of prior experience.
· Although several states have liberalized the scope of practice of hygienists within the past five years, it is too early to determine if this results in a significant change in how hygienists practice and their supply in these states. 

· The dentist workforce is aging, with a significant portion expected to reach retirement age in the next decade.  About 35%  of all practicing dentists are older than age 55.  In just ten years (2014), the number of dentists retiring is estimated to exceed the number of students graduating from dental school.
· According to the ADHA National Membership census survey, 57.5% of dental hygienists are between the ages of 35 and 55; only 9% are above 55 years of age. 
· The gender and racial/ethnic distribution of dentists and dental hygienists is among the least diverse of the health professions and far from equals the overall composition in the nation’s population. Although minority health professionals are more likely to practice in minority (underserved) communities, they represent only a small portion of the total dental workforce.  For example, of all active dentists, just 14% are women, 3% Black/African American, 3% Hispanic/Latino, and under 1% Native American.  Ninety-five percent of dental hygienists are non-Hispanic white, 3% Black/African American, and 1% Hispanic/Latino; 99.1% are female. 

· The count of federally designated dental health professional shortage areas (HPSAs)—over 2,000 in 2002—has increased significantly in recent years.  However, this change may not be indicative of the true growing need for dental providers in certain (mostly rural) communities across the country, because 1) many communities without a dentist have not applied for HPSA designation; 2) some areas that have started processes have been blocked by neighboring dentists; and 3) the way communities are designated might not reflect actual need. 

· About 90 percent of all dental professionals primarily provide care in private practice settings (small businesses) to those patients able to fully pay for their care out of pocket and/or through private insurance.

· Less than 5% of all dentists specialize in pediatric dentistry.  General dentists are not universally willing to, interested in, or trained to provide comprehensive care for young children.

· An unknown number of private practice dentists and dental hygienists volunteer a small proportion of their time to serving Medicaid and low-income patients.

2.b.  The Small and Declining Public Health Dental Workforce

· As a recognized specialty by the ADA, dental public health remains a very small group.  As of December 2003,  there were 152 active diplomates  credentialed in dental public health; 31 are female (20.3%). Numbers Board certified by each decade include: 1950s =1; 1961-70=11;  1971-80=16; 1981-90=44; 1991-00=61; after 2000=19. Currently there are 18 dental public health dentistry programs with 42 residents.  Competency Statements for Dental Public Health were last reviewed in 1997.

· Most advanced degree programs in public health do not offer a specialty in dental public health, and those dental professionals receiving masters or doctoral public health degrees may have had no specific coursework related to dental public health. Many of the dental professionals currently enrolled in masters or doctoral level programs are international students who return to their own countries. Dental Public Health traineeships/scholarships have always been extremely limited. 

· According to the ADA, dentists who self-identified as being in public health numbered less 700 in 2001. Additionally, 650 dentists are estimated to work for the Indian Health Service (IHS) and National Health Service Corps (NHSC) in underserved areas.  However, NHSC has more than 600 unfilled dentist vacancy requests and more than 150 unfilled requests for hygienists; IHS reports about one-fourth of its dentist positions at 269 service sites were vacant in 2000.  In both cases, the inability to offer competitive salaries is an important factor, but not the only factor, associated with high vacancy rates.

· HRSA estimates that in 1998 there were just over 2,000 public health dental personnel employed in federal or state government agencies.  In the past 20 years, the number of dental public health professionals employed by HRSA has declined from over 100 to less than 20.  HRSA estimates that the majority of those remaining will be eligible for full retirement by 2005.  According to ASTDD, at least 11 states have dental director vacancies.  Approximately 25 dental directors have left or retired in the past five years (16 for other positions and 9 retired).  

· The lack of trained public health dental professionals in critical government policy positions is cause for concern in that oral health issues receive little representation or advocacy. Some of these professionals lack either a dental/dental hygiene/dental assisting background or a public health background.

· The count of dental public health professionals engaged in research is in decline, perhaps numbering fewer than 50.

2.c.  Dental Education Is Under Siege

· U.S. dental schools, as other professional training programs that are part of public universities, are facing greater scrutiny from those who perceive their concern for the common good is outweighed by economic and other self-interests.  A large majority of the nation’s 56 dental schools are housed in public (state) or state-related institutions. 

· The rising high cost of education and high student debt is guiding the composition and career choice of students attending dental school.  

· Upon entering dental school in 2002, nearly 62% of dental students reported no educational debt.

Rapidly rising tuition, reduced government support, and other factors have contributed to an average educational debt upon graduation in 2002 of over $122,000 for dental students (compared to $103,000 for medical students).  

· These changes contribute both to the small number of underrepresented minority students applying to and attending dental school (see below) and to the immediate practice plans of dental school graduates. The primary focus of dental education has been to prepare students to enter private dental practice. In 2000, the average net annual income of a full-time, solo private practice dentist was $178,000.  Less than 10% of graduates plan to work in a government or teaching setting; typically these are lower income positions.

· The number of dental school applicants rose 92% between 1990 and 1997, then fell off by almost 25% between 1997 and 2001. Applications began to rise again in 2002, totaling 7,557. Since 1990, first year dental school enrollments have increased 11%, totaling 4,372 in 2002. Between 1986 and 2003, seven dental schools closed and three new ones opened. The number of graduates per year in U.S. dental schools in 2002 was 4,349, an increase of 474 compared to 3,875 in 1994.

· Currently there are 273 dental hygiene programs in the United States. Applications are increasing with the dramatic increase in the number of new dental hygiene education programs.

· Much like the disparity with the practicing dental and dental hygiene professions, the population of minorities in dental and dental hygiene schools is underrepresented in relation to their proportion of the overall population.  Less than 10 percent of African Americans and Hispanics comprise the student makeup of dental schools compared to about 25 percent of the nation’s population.  The disparity is even greater among Native Americans.  Postdoctoral training programs (the source for future faculty) show a similar lack of diversity.

· In academic year 2001-2002, there were 727 dental residency programs in the U.S. Of those, 356 were dental school-based and 371 were hospital-based. There were 95 AEGD programs with 629 residents and 61 pediatric dentistry programs with 480 residency positions. 

· Dental schools are having major difficulty recruiting and retaining faculty.  In the 1990s, at the same time enrollment actually increased about 9%, the number of budgeted faculty vacancies rose over 50%, due mostly to major and widening discrepancies in salaries with the private sector.  In 2002, there were approximately 11,332 full-and part-time dental school faculty in US dental schools; about 350 budgeted positions (largely in clinical dentistry) remained unfilled, and over 1,000 faculty separations occurred—nearly three times the number reported the previous year.  The greatest factors influencing faculty separations were faculty leaving to enter private practice (53%), finishing a fixed term (17%) and retirement (15%).  About half of all faculty are age 50 and over; 20% are age 60 or older.  The number of faculty expected to retire in the next decade alone will create 900 vacancies.


OVERALL

Establish/fund an ongoing collaborative leadership council to validate and recommend support for a strengthened dental public health workforce.  
The council—composed of practitioners, educators, regulators, insurers/payers, researchers, public health leaders/policymakers, and others—would develop a set of visionary strategies, standards and financial incentives—substantive, workable, and politically-feasible—that address the following:

a) Much greater attention to public health in dental and dental hygiene education, intended to:

· Promote and teach public health competencies in education, applied research and practice; 

· Recruit/support more students from underserved and diverse backgrounds who have been shown more likely to work in underserved, diverse communities;

· Increase clinical training in community-based settings serving low-income and diverse populations; 

· Train a much larger cadre of committed dental public health professionals; and 

· Foster/increase oral health research in the clinical, health promotion/disease prevention, health services and policy arenas of dental public health. 

b) Designing/implementing alternatives to current dental/oral health practice, which better address:

· Community/population health and disease management;

· Access to care for low-income and underserved populations;  

· Expanded practice of hygienists and other oral health personnel; 

· Culturally competent care and service; and

· Determining/evaluating evidence of the effectiveness of practice alternatives

· Incorporating oral health into general health care provided by other health professionals.

Designing an “Immigrant Oral Health Initiative” to reduce disease rates in vulnerable immigrant populations. 
c)  Developing standards that address the following:
· Efficiency and effectiveness

· Financial and political sustainability

· Public accountability and resource prioritization

EDUCATION AND TRAINING   

Expanding Capacity

· Create new dental schools with community and public health focused missions,similar to Arizona’s new dental school.

· Encourage existing schools to develop/expand a regional focus and mission, particularly in the midwest and west, whereby non-school states in the region with underserved/underrepresented populations could increasingly buy slots in these schools based on state dental workforce needs.  Regional schools could also partner with universities in these non-school states to create satellite campus training programs. 

· Encourage existing schools to develop/expand satellite campus training programs in community-based, underserved areas.

· Engage Area Health Education Centers (AHECs) to involve/support more dental health professionals in community-based education and projects.

· Increase faculty supply, in part by:

· Offering special financial or other incentives (supported by government and private endowments) to existing public health dentists/hygienists to join as faculty—as full-time, adjunct, or clinical instructors/preceptors.  Encourage dentists/hygienists caring for underserved and diverse populations to serve as part-time instructors/preceptors in nearby training programs. Engage retired DPH professionals in faculty, administrative or consultative roles. 

· Funding faculty development programs (supported by government and private endowments) for public health and underrepresented minority faculty. Development strategies include formal mentorship, bolstering recruitment via creation of a public health/underrepresented minority faculty registry and database, debt forgiveness, teaching/research scholarships and fellowships, development of special degrees/certification, applied research skills development.

· Encourage public health schools to offer more coursework on dental public health concepts. The parallel identification for public health departments in medical schools should be considered and may have more immediate impact from an interdisciplinary professional perspective.

Altering Student Composition 

· Create and target dental, dental hygiene, and public health career promotion activities to junior high and high school students from underrepresented populations in underserved and diverse communities. 

· Revise dental/dental hygiene school admission requirements to favor admitting an increased complement of students interested in public service and students from underserved and underrepresented populations.  Encourage or require public health dentists/hygienists to serve on school admissions committees.

· Create/expand the availability of financial incentives for public health service or public health degree completion for dental/dental hygiene students, particularly those from underserved and underrepresented populations.  Incentives include tuition reimbursement, educational scholarships, debt/loan forgiveness programs, federal traineeships, and public health research grants.  

Enhancing the Public/Community Health Curriculum

· Identify and diffuse model public health core curricula for dental and dental hygiene schools, including but not limited to:

· Use of core competencies/outcome measures in dental public health;

· Creation of a dual Masters-in-Public-Health (MPH) degree with tuition reimbursement incentives, etc. for dental/dental hygiene students interested in public health service. In doing so, carefully examine the success of other such efforts to date;

· Stronger compliment of coursework in community/population health and disease management, cultural competence, needs of special groups, public health and health services research, program planning and evaluation, public policy.

· Create more service-based education opportunities in low income and racially/ethnically diverse community-based settings.

· Include/enhance public health aspects of national board exams.
· Promote/fund creation of a ‘year of service learning’ postgraduate residency in a variety of public health or underserved community-based settings, initially as an elective and later as a requirement. Use what has been learned from Mexico, other countries and other programs that have a fifth year of service.

· Identify practical means for integrating oral health into other health professions education such as medicine and nursing.

· Evaluate innovative approaches for providing services in underserved areas and for minority populations such as the New Zealand dental nurse program and the Alaska health technician or community health worker program.

WORKFORCE AND PRACTICE

Regulation of Oral Health Care

· Continue to expand scope and authorization for hygienists, particularly in public health/low-income settings.  Provide financial incentives (e.g., tax credits) for dentists to use hygienists in this capacity.

· Create authorization for primary care physicians/nurse practitioners to provide certain preventive oral health services, particularly in public health/low-income settings.  Provide financial incentives (e.g., tax credits) for dentists to collaborate with them in this capacity.

· Provide incentives (e.g., license/malpractice insurance subsidies, special licensing, and malpractice immunity) for retired dent al professionals to provide voluntary care at least on a part-time basis, particularly in public health/low-income settings, using what has been learned from programs funded by Volunteers in Health Care.

· Achieve licensure-by-credentials for dentists/dental hygienists in all states.

· Allow/promote guest licenses for out-of-state dentists and hygienists, particularly for practice in public health/low-income settings.

· Advocate for direct reimbursement to dental hygienists and for access-related services such as case management.

Supply of the ‘Safety-Net’ Dental Workforce and Facilities

· Through legislation or regulation, design, demonstrate and evaluate the impact of various new dental practice alternatives that better address community/population health and disease management, particularly for low-income and underrepresented populations.

· Increase the number of dental underserved communities applying for and receiving status as dental HPSAs.  Streamline the dental HPSA designation process.

· Expand the number of model stationary and mobile public dental clinics operating in underserved communities.  Provide greater financial and other incentives for recruiting and retaining dentists/hygienists to work in such settings (e.g., tax credits, grants via tobacco settlement/tax funds, loan repayment, travel/lodging discounts, practice management/cultural competence training and technical assistance, continuing education, donation of clinical/business equipment).

· Provide financial and other incentives for dentists and dental hygienists in rural underserved communities to practice teledentistry.

· Expand the number/size of federal (NHSC) and state loan repayment programs for dental health professionals that stipulate clinical or administrative service to underserved and underrepresented populations.

· Provide greater financial and other incentives for recruiting/retaining an increased number of dental health professionals employed in federa,l state and county/local governments. Advocate with senior management level administrators in these agencies. 

· Create more incentives for dentist participation in Medicaid/SCHIP by states paying at market levels and offering volume-based fee incentives.

· Amend FQHC/RHC certification requirements of community health providers to include, as a provision of eligibility, the employment/contracting of dentists and hygienists and delivery of oral health services as an allowable cost under cost-based Medicare and Medicaid reimbursement.

· Concurrently, encourage more local health departments (particularly ones that employ/contract for dentists and hygienists, and bill for Medicaid services) to apply for eligibility as FQHC “look-alikes.” FQHC look-alikes are those clinics that have similar but not completely equal operational structures. 

· Obtain Medicaid payment for clinical dental training in low-income, community-based service settings. 

RESEARCH
· Increase government funding (e.g., NIDCR, HRSA, etc.) for population-based oral health research.

· Promote further attention and incentives to increasing the numbers of dental/dental hygiene students interested in public health and health services research.

· Develop/promote a comprehensive new public oral health research agenda to address timely issues in dental public health education, practice and workforce as well as in government and public policy. Participation in such research by the community is important to improving community understanding of the dental public health profession and acceptance of oral health” services by other professions (such as fluoride varnish application in physician offices).

· Inform policymakers and agency administrators of the results of applied population-based oral health/health services research for their constituents.

· Incorporate new research findings on dental public health/health services research into school curriculum and practice guidelines.
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