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f e at u r e s

I mprovIng the oral health of  Ca l I f or nI a’s m ost v u l ne r a bl e  popu l atI ons

An introduction to the issue.

Kerry K. Carney, DDS

a ComprehensIve sChool-base d/l I nke d de nta l  pr ogr a m :  

an essentIal pIeCe of the Ca l I f or nI a  aCCe ss to Ca r e  pu zzl e

Described here are the goals, program elements, and challenges of building a seamless dental services system 

that could reduce barriers care, maximize resources, and employ best practices to improve oral health.

Jared I. Fine, DDS, MPH; Robert E. Isman, DDS, MPH; and Catherine B. Grant, RDH

the ImpaCt of addItIonal de nta l  pr ov I de r s I n the  de nta l  l a bor  ma r ke t  

on the InCome of prIvate praCtI Ce  de ntI sts

This study estimates the impact that the entrance of hypothetical allied dental professionals into the  

dental labor market may have on the earnings of currently practicing private practice dentists.

Timothy T. Brown, PhD, and Juliette S. Hong, MS

aCCess to dental Care and the  Ca paCI ty of  the  Ca l I f or nI a  de nta l  

Care system 

This article estimates the levels of technical efficiency for three types of dental practices in California 

where technical efficiency is defined as the maximum output that can be produced from a given set of 

inputs: generalists, specialists, and community dental clinics.

Timothy T. Brown, PhD; Nadereh Pourat, PhD; Paul Glassman, DDS, MA, MBA;  

Jessica Chung, PhD; Gina Nicholson, MPH; and Juliette S. Hong, MS

the CapaCIty of the dental syste ms I n Ca l I f or nI a  stu dy:  a  r e v I e w

This commentary shows how the University of California, Berkeley, study “Access to Dental Care and 

the Capacity of the California Dental Care System” impacted the conclusions in the California Dental 

Association’s access proposal.

Irving S. Lebovics, DDS
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Editor

got my first pair of prescription glass-
es at the age of 13. The drive home was 
a trip through a different world. Trees 
were no longer cartoon-like green lolli-
pops. They had depth and fascinating, 

scintillating leaves. 
Every visual event contained more in-

formation. I had always thought the actors 
in a stage play were supposed to be iconic, 
like the traditional masked actors of ancient 
theater. It was a surprise that in a theatrical 
production, the audience is supposed to be 
able to see the facial expressions of the ac-
tors on stage. Corrective lenses brought me 
a new intimacy with reality. 

Eyeglass lenses were so common by 
the beginning of the 14th century that 
their manufacturing strictures were in-
corporated into guild regulations. Only 
the wealthy could afford them initially 
but imagine the impact of corrective 
lenses in those times. It must have 
seemed miraculous, magic. To be able to 
see clearly: what a revelation. 

The study of optics facilitated Galileo’s 
observations of the moon and Jupiter in 
the first part of the 17th century. His care-
ful documentation of what he observed 
through the telescope became the fulcrum 
of change for cosmological thought. Being 
able to see clearly is a tremendous aid to 
understanding. 

However, seeing something clearly 
does not always mean we agree on what 
we are looking at.

The other night I had dinner with four 
friends. Four of us had been in the same 
class in dental school; three of us are in 
private practice and two work solely in 
public health (clinical and consulting). 
During the course of conversation, the 
subject of the Alaskan DHATs (dental 
health aid therapists) came up. 

At one point, our friends in public 
health were agreeing with each other that if 
they were in private practice they would be 
eager to hire someone like a DHAT so that 
they could focus their efforts on producing 
veneers. I was stunned. That was what they 
thought private practice was about. 

I spent some time thinking about that 
conversation. The three of us in private 
practice have very similar professional 
styles. We have small offices. We operate in 
one or two chairs. Only one of us employs 
a hygienist. We can count the number of 
veneers we produce per year on one or 
two hands. We spend a lot of time trying 
to educate our patients in oral health. We 
help our patients get the most for every 
dollar that they spend on their oral health 
care. Our reward is greatest when we see a 
patient turn around and begin to value his/
her oral health, and partner with us to take 
steps to ensure its continued improvement. 

It made me sad to think that my 
friend and colleague had bought into the 
view of private practice as solely produc-
tion and cosmetic-focused.

Now shift the scene to a lunch meet-
ing of dental school representatives. 
The subject of PGY-1 (required post-
graduate year residencies) comes up. 
There is discussion about the potential 
need for more residency locations and 
the possibility of locating more resi-
dencies in community clinics should 

one-year postgraduate residencies ever 
become mandatory. 

The thought is expressed by one of 
the dental school representatives that 
those residencies in community clinics 
might be viewed as a lower level of 
training due to the limited resources for 
extensive prosthetic experience. Again, 
I was stunned. Some of the highest 
quality dentistry I have seen has been in 
community clinics where skill and cre-
ativity had to be combined to mitigate 
the disconnect between oral health need 
and available resources. I reflect that 
my own conservative, prevention- and 
caries management-oriented practice, 
and my reluctance to embrace high-cost 
technology would probably be viewed 
with the same implied distain.

I suppose we are all looking at the 
same elephant but focusing on different 
parts. There are many aspects to the de-
livery of care. The private practice model 
is flexible and has survived economic 
downturns over a long period of time. 
However, there has always been a signifi-
cant portion of the population that has 
not been able to access that model.

There is no problem communicating 
when we interact with those who see the 
elephant just the way we do. The disso-
nance arises when we interact with people 
who see the elephant through a different 
lens, focusing on a different part. 

I

spectacles
  
kerry k. carney, dds

However, seeing something clearly  

does not always mean we agree on  

what we are looking at.
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The commentaries in public health 
publications tend to depict private prac-
tice dentists as salesmen, our heads down, 
providing care, unable to see the big pic-
ture. Commentaries in proprietary dental 
publications tend to depict public health 
professionals as policy wonks who cannot 
make it in a real world combining business 
success and patient welfare. 

Reading public health research and 
proprietary dental magazines is like 
reading about life in alternate universes: 
existing in close proximity but unable to 
communicate or “see” one another. How 
we see the world plays a large role in how 
we interact with it.

Examining barriers to oral health 
care and thinking about various poten-
tial ways to address those barriers is like 
putting on someone else’s spectacles. It 
can cause headaches but it does give you 
a glimpse of the world you live in with a 
different focus. 

m a r c h  1 2    e d i t o r 

the Journal of the California Dental 
Association welcomes letters.

We reserve the right to edit all communi-
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and agrees that the letter and all rights of the 
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property of the California Dental Association.  






A recent medical diagnosis is forcing my immediate 
retirement.  I need my   practice to sell quickly!  What 
can I do to avoid any delays? 

TIME IS OF THE ESSENCE in this situation! 
 

If it were me, knowing what I do now and not just because I am a broker:  My 
advice to you, as a “Dentist-to-Dentist” is:  #1: Establish a relationship with a 
dental practice broker and #2: Impress your accountant to supply and forward 
all the supporting financial documents to your broker as soon as possible.  
This crucial first step allows the broker to evaluate your practice, generate a 
market analysis and place your practice on the market as soon as possible. 
 

Notwithstanding issues of location, demand and specialty practices that may 
possibly need extra attention, keep this in mind:  “Good sophisticated buyers 
need good and accurate information to make good decisions”.  I cannot tell 
you how many times I’ve seen practices practically “sell” themselves just by 
complete, accurate and timely information! Buyers are often pleasantly 
surprised if their due diligence and research reveal a positive result with 
information that corresponds to computer generated documents! 
 

With incomplete, inaccurate and non-specific responses, the entire process 
from marketing to close of escrow is impeded and becomes frustrating to the 
Seller, Buyer and Broker. Not only will it be difficult to get full market value or 
full financing if the financials are not clearly understood, any doubt that is 
created often leads to a chain of events which may “spook” the buyer and 
result in the buyer’s decision to back out of the practice purchase even in the 
final stages of escrow. Beyond the obvious complications or temporary 
misunderstandings, problems and delays can be averted with forthcoming, 
honest, concise, accurate and complete information, whether on the Practice 
Questionnaire or Financials. 
 

Help us help you!  Like a well-run race in a battle against time, pass the 
“baton” of information to your broker which will enable him to be effective 
and efficient in expediting and streamlining the process. Put our expertise and 
experience to work for you!  Together as a team, we look forward to working 
with you to achieve the successful sale of your practice, with the right Price, 
with the right Buyer and most importantly, in the right Time!  




     





One dental visit, two lives changed. When Shana’s son 
Nathan was 5, he didn’t appear to be growing, but his pediatrician wasn’t too 
concerned. After all, Shana and her husband weren’t very tall. Nathan’s dentist, 
however, thought it might be growth hormone deficiency, which could be 
determined by a simple wrist X-ray. The X-ray illustrated not only the bone of a 
2 ½-year-old, but how dentistry is about caring for more than teeth. And with 
that, Shana the college student became the dental student.

Every dentist has a unique story behind why they chose this profession, but the 
reasons to join CDA are clear—advocacy, protection, education, support and 
being part of an organization dedicated to improving 
the oral health of all Californians. 

Shana Van Cleave, DDS

Join. Renew. Share. 
cda.org/member
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The Five Cs
by david w. chambers, phd

Every individual who seeks dental care 
should expect it to be comprehensive, 
continuous, competent, compassionate, 
and coordinated.

Comprehensive oral care means treat-
ing the whole patient. Emergency care, the 
first tentative restorative work, and recall 
appointments should all be performed 
with a view toward the best overall level 
of health achievable. Treating up to the 
allowable insurance coverage or prioritiz-
ing options based on the best margin for 
the dentist are simply unethical. Placing 
cosmetic concerns first, even when the 
patient requests it, is a moral minefield. 

Continuous care aims for a lifetime of 
oral health. Arguably the greatest cause 
of suboptimal oral health is episodic 
treatment. Patients who go to the dentist 
only when it hurts have missed the ideal 
time for intervention (during the early 

M
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Crooked Teeth? Blame Our Farming Ancestors

When humans turned from hunting and gathering to farming approximately 10,000 years ago, they set our species 

on a road of genetic variation that led from longer, sturdier mandibular structures to shorter jaws better suited to 

chewing softer food. As a result, tooth overcrowding — and orthodontia — are now one of the hallmarks of civilization.

According to a study published in the November 2011 issue of The Proceedings of the National Academy of Sciences, 

and reported on in the Nov. 21 issue of Science, global variations in jaw structure, in contrast to skull shape and facial 

features, are not attributable solely to genetic shift, but to a limited kind of natural selection.

To test the hypothesis, researcher Noreen von Cramon-Taubadel, 

PhD, an anthropologist at the University of Kent in the United 

Kingdom, looked at skull and jaw shape in 11 populations, six of 

which live by farming and five of which are hunter-gatherers. 

The populations included people from Africa, Asia, 

Australia, Europe, and the Americas.

von Cramon-Taubadel concluded that the transition 

to farming — and easier-to-chew food led to smaller, 

less-robust jaw structures and, according to the study 

abstract, “to increased prevalence of dental crowding and 

malocclusions in modern postindustrial populations.”
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Patients Not Daunted by Inked  
Dentists; Quality of Work Remains  
a Factor in Professional Image

Tattoos of all types have become 
increasingly prevalent, and consequently 
their acceptance in the workplace has 
grown. However, the degree to which vis-
ible tattoos in the workplace are appropri-
ate is still a hotly debated issue, especially 
where a professional image is vital. 

In the December 2011 issue of ASDA 

News, David Reed excerpted responses 

to several questions from the American 

Student Dental Association blog post 

“Tattoos and the Dental Profession.” 

While many comments showed concern 

over the number of tattoos and whether 

certain tattoos could be considered 

offensive, respondents seemed to be 

comfortable enough visiting a tattooed 

dentist, assuming they would receive 

good quality care. In fact, “Everyone 

surveyed said that they would go to a 

dentist displaying visible tattoos.” 

Tattoos didn’t seem to have much 

effect on perceived levels of education, 

either. “When participants were asked if 

they thought a dentist with visible tat-

toos was less educated the response was 

unanimous: ‘No.’” 

Differences began to appear when 

the issue of trust arose, however, as 

“tattoos created a lack of confidence for 

some people.” Responses varied widely 

in this regard, and many participants 

cited previous experiences with tattooed 

people as a guide. 

The most obvious negative aspect of 

tattoos was their effect on professional-

ism. “Every person surveyed responded 

that a dentist with visible tattoos would 

be less professional.” This was by no 

means the final word on tattoos, as a 

professional image was only one of many 

aspects participants considered, for all 

respondents also said that “their choice 

to stay with the dentist, even with visible 

tattoos, would be based on their personal 

interactions and the quality of their work, 

not on their appearance.”

ADA Offers Free Survey Research to Members

Reports and publications related to the economics of dentistry are available in the 

print and downloadable electronic formats from the American Dental Association’s 

Health Policy Resources Center. The cost to members is free; the information in both 

formats also are available to nonmembers for purchase.

On the ADA website, descriptions and titles of the reports are listed by topic area. 

Select publications are available for free download for members. Among the reports are:

n  The Quarterly Survey of Economic Confidence, which contains information regarding 

dentists’ perceptions of the economic performance of their practices on a variety of metrics;

n  Net income and gross billings from private practice for owner dentists by age, hours worked, employment 

status, and region is available in the Survey of Dental Practice; and

n  The State and County Demographic Report provides pertinent information at the county level on dentist 

demographics, population characteristics, and other variables of interest for dentists looking to relocate or 

expand a dental practice.

To access the link to the ADA’s Health Policy Resources Center, go to ADA.org/surveyresearch.

m a r c h  1 2   i m p r e s s i o n s 
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stages of disease or before) and often 
accept only that treatment needed to re-
move the symptoms. Except for trauma, 
virtually all oral problems are chronic 
conditions. The fact that dentistry and 
medicine are compensated “per interven-
tion” and that late interventions often 
return the largest profits, creates an ethi-
cal challenge. There is no CDT code for 
creating the habit of continuous care, but 
dentists who practice as if there were are 
the paragons of professionalism.

Competent care meets or exceeds 
professional standards. Patients ex-
pect the level of care the profession as 
a whole promotes to the public. Every 
intervention may not be flawless. There 
are legitimate surprises and unanticipat-
ed circumstances. What counts against 
an ethic of competence is the dentist 
not having a justifiably high expectation 
of a satisfactory outcome going into the 

treatment. This also covers dentists not 
knowing whether they are competent 
or not. A general dentist who botches 
a molar endo is incompetent on three 
grounds: endodontic technique, diagno-
sis, and ethical standards.

Compassionate dental care is con-
siderate of the entire patient, including 
his or her values. Pressuring or tricking 
a patient into accepting a treatment op-
tion that the dentist feels is optimal but 
which the patient would regret if fully 
informed is questionably ethical. There 
are emotional, economic, status, self-
image, and family dimensions of oral 
health. Care that is otherwise excellent 
but fails to address these concerns may 
meet the dentist’s but not the patient’s 
needs. It is presumptuous.

Coordinated care recognizes that oral 
health is provided by a collective resource, 
and patients should have the benefit of 

five cs ,  c o n tin u ed fr o m  209

Risk of Stroke, Heart Attack Reduced by Professional Dental Cleanings

In a study from Taiwan and presented at the American Heart Association’s Scientific Sessions, professional 

tooth scaling was associated with fewer strokes and heart attacks.

Of those 100,000 people who had their teeth scraped and cleaned by a dentist or dental hygienist, 24 percent 

had a lower risk of heart attack and 13 percent lower risk of stroke compared to those who never had a dental 

cleaning. The participants were followed for an average of seven years.

“Protection from heart disease and stroke was more pronounced in participants who got tooth scaling at least 

once a year,” said Emily (Zu-Yin) Chen, MD, cardiology fellow at the Veterans General Hospital in Taipei, Taiwan, who 

coauthored the study with Hsin-Bang Leu, MD.

If tooth scaling occurred at least twice or more in two years, scientists considered it “frequent”; “occasional” if it 

occurred once or less in two years. The study included more than 51,000 adults who had received at least one full or 

partial tooth scaling and a similar number of people matched with gender 

and health conditions who had no tooth scaling, according to a news release 

in Science Daily. None of the participants had a history of heart attack or 

stroke at the beginning of the study. 

Additionally, researchers did not adjust for risk factors for heart attack 

and stroke, such as whether they were smokers, their race, or weight. 

Chen said professional tooth scaling appeared to reduce inflammation-

causing bacterial growth that could lead to heart disease or stroke.

the full team. This includes hygienists, pa-
tient education and financial counseling 
staff members, specialists, and colleagues 
who are available for consultation. Com-
munication among members of the larger 
oral health care team and with the patient 
are the keys to coordinated care.

The Nub:
The best evidence of a dentist’s skill 

is not a before-and-after photo: it is the 
patient’s history in the charts.

Dentists judge the success of their 
careers over a lifetime, using a range of 
criteria: the same standard applies to suc-
cessful patient care.

Patients cannot be forced to partici-
pate across the five Cs of care, but they 
should always be given the opportunity.

David W. Chambers, PhD, is professor of 

dental education, Arthur A. Dugoni School 

of Dentistry, San Francisco, and editor of the 

Journal of the American College of Dentists.
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You, my friend, know your way 
around a Tofflemire. 

SM



Now, let’s see if we can help you 
navigate those required postings. 

cdacompass.com   where smart dentists get smarter.SM

Knowing where to get those pesky dental office postings could have 
anyone driving around in circles. Thankfully, there’s cdacompass.com. 
Be it Wages, Hours and Working Conditions or Standards for Protection 
Against Radiation, simply click, download and post. CDA’s Compass — 
the most complete GPS for the business side of dentistry. 
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microbiome sorted in human mouth 
thanks to novel fluorescent Imaging

During an annual meeting of the 
American Society for Cell Biology, 
information was presented on “new 
fluorescent labeling technology that 
distinguishes in a single image the 
population size and spatial distribution 
of 15 different taxa, which has uncov-
ered new taxon pairings that indicate 
unsuspected cooperation — and stand-
offishness — between members of the 
microbe biofilm that covers teeth.” 

Members of the genera prevotella and 
actinomyces showed the greatest ability to 
interact, suggesting a central role for them 
in producing biofilms, according to a news 
release. Researchers were able to deter-
mine “who’s who” in the human mouth. 
While both genera are factors in periodon-
tal disease, species of prevotella have been 
recovered from anaerobic lung infections. 
Actinomycosis is an infection of antibiotic-
resistant strains in the gastrointestinal 
tract and mouth.

Alex Valm, PhD, Gary Borisy, PhD, and 
other researchers referred to their new 
fluorescent labeling technology system as 
combinatorial labeling and spectral imag-
ing (CLASI). It was designed to overcome 
a significant limit of the existing fluores-
cent labeling system, whose original green 
fluorescent protein (GFP) tag occurred 
in one color (green), according to a news 
release from Medical News Today.

The research team’s first CLASI 
system used binary combinations of 
six fluorophores to perform the first 
quantitative analysis of a large number 
of microbes in a biofilm. Utilizing novel 
linear “unmixing” algorithms, the CLASI 
system now is being scaled up to look 
at more than 100 differently labeled 
microbes in each image and to construct 
the first systems-level structural analy-
sis of the entire human oral microbiome. 

A whole range of colors now is available 
to scientists through a growing selection of 
fluorescent proteins or the addition of glow-
ing molecular add-ons called fluorophores. 

 Researchers Identify Potential Risk Factors for TMD

Researchers have identified a list of characteristics they say will eventually help health professionals identify 

patients who are at risk of developing temporomandibular disorders, according to a report published recently in an 

issue of the NYSDA News.

 In following a large number of control individuals, as well as people reporting 

temporomandibular disorder pain, Richard Ohrbach, DDS, PhD, director of the Oral 

Diagnostic Sciences at the University of Buffalo School of Dental Medicine and a 

clinical psychologist, and other researchers found that a high rate of variables they 

assessed were associated with painful temporomandibular disorders.

Some symptoms of temporomandibular disorders can include:

 n Pain in the chewing muscles or jaw joint;

 n Pain in the jaw, neck, or face;

 n Stiff jaw muscles;

 n A jaw that locks or has limited movement;

 n Painful clicking, popping, or grating in the jaw joint; and 

 n Changes in the fit between upper and lower teeth.

Temporomandibular disorders are estimated to affect more than 10 million 

Americans; women more so than men, according to the National Institutes of Health.

m a r c h  1 2   i m p r e s s i o n s 
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knowing a patient’s lifestyle Is key to 
Improving oral health

In an effort to ensure all health profes-
sionals discuss with their patients their 
lifestyles, a major oral health foundation 
has backed government calls to do so.

With exercise, diet, smoking, and 
alcohol intake huge factors in one’s oral 
health, the British Dental Health Foun-
dation believes the discussion will spur 
more people to take into consideration 
how they live their lives affect their oral 
health as well as their overall health.

“We know people will only change their 
ways if they want to, but by approaching the 
topic of lifestyle on a regular basis, health 
care professionals will at least know they 
have given the patient the information 
needed to improve their health and well-be-
ing,” said Nigel Carter, DDS, chief executive 
of the British Dental Health Foundation.

As initially delineated in the Health and 
Social Care Bill, a panel of government ad-
visers recommended all health professionals 

“make every contact count,” a move met by 
criticism in some section of the health field.

Frequent consumption of sugary bever-
ages and foods can damage oral health, 
according to previous studies. Other 
research has also demonstrated that people 
who stay fit and healthy are 40 percent less 
likely to develop tooth-threatening gum 
infections that might lead to gum disease.

In the United Kingdom, mouth cancer 
also remains a big issue with the incidence 
of cases rising 46 percent in the last 15 
years. An estimated 30,000 people will die 
from mouth cancer in the next 10 years 
unless more is done to change lifestyles, 
especially attitudes toward alcohol 
consumption, smoking, exercise and diet; 
some of the main risk factors for mouth 
cancer, according to a news release.

As such, Carter declared the Founda-
tion’s support for the recommendations 
in order to drive oral health improve-
ments across the United Kingdom. 

“Taking the time out to discuss a 
patient’s smoking habit, alcohol consump-
tion levels or poor diet could save lives, as 
all of those are associated with the risk of 
developing mouth cancer,” he said. 

 

Smoking Cessation Tools Created Just for Teens

A typical teen’s constant companion may be the solution to them kicking the nicotine habit.

SmokefreeTXT, a free mobile phone messaging service developed by cessation experts, provides around-the-

clock advice, tips and encouragement to helping teens quit smoking.

“With 75 percent of youths between the ages of 12 and 17 having a cell phone, there is immense potential for mobile 

technologies to affect health awareness and behavior change among teens,” said Erik Augustson, PhD, a behavioral 

scientist in the National Cancer Institute’s Tobacco Control Research Branch. 

NCI, a part of the National Institutes of Health, led the initiative.

Once signed up, teens receive text messages timed accordingly to  

their selected quit date. They will continue to receive texts up to six weeks 

beyond their quit date. Research has shown that continued support following  

the first few weeks of cessation is important. To sign up online, teens can go to  

teen.smokefree.gov or text QUIT to iQUIT (47848).

An estimated 20 percent of teens currently smoke and most will do so into 

their adulthood unless they quit now. By connecting with teen smokers on their 

mobile phones, NCI hopes to more effectively engage young people in quitting 

with proven cessation tools and strategies, according to a news release.
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upcoming meetings

2 0 1 2

march 29– 

april 1
Cspd/wspd annual meeting, portland, ore., drrstewart@aol.com

april 22–28 united states dental tennis association’s 45th annual spring meeting,  

kiawah Island, s.C., dentaltennis.org or 800-445-2524

april 26–28 world federation for laser dentistry, 13th annual world Congress,  

barcelona, spain, wfldbcn2012.com

may 3–5 CDA Presents the Art and Science of Dentistry, anaheim, 800-Cda-smIle  

(232-7645), cdapresents.com

oct. 18–23 ada 153rd annual session, san francisco, ada.org

To have an event included on this list of nonprofit association continuing education meetings, please send the information  

to Upcoming Meetings, CDA Journal, 1201 K St., 16th Floor, Sacramento, CA 95814 or fax the information to 916-554-5962.

bacteria’s fluoride fighter revealed
Scientists at Yale have exposed “the 

molecular tricks” bacteria uses to battle 
the effects of fluoride.

Sections of RNA messages, known 
as riboswitches that control the expres-
sion of genes, are able to distinguish a 
build-up of fluoride and subsequently 
trigger the bacteria’s defenses including 
those contributing to caries, according to 
a recent online issue of Science Express.

“These riboswitches are detectors made 
specifically to see fluoride,” said Ronald 
Breaker, PhD, the Henry Ford II professor 
and chair of the Department of Molecular, 
Cellular and Developmental Biology and 
senior author of the study.

Over-the-counter and prescription-
strength toothpastes have been cred-
ited with reducing caries ever since the 
products were introduced to the public in 
the 1950s. It has long been known that 
high concentrations of fluoride is noxious 
to bacteria. Riboswitches work to thwart 
fluoride’s effect on bacteria. “If fluoride 
builds up to toxic levels in the cell, a 
fluoride riboswitch grabs the fluoride and 
then turns on genes that can overcome its 
effects,” said Breaker.

Since both fluoride and some RNA sen-
sor molecules are negatively charged, they 

should not be able to bind, he said, add-
ing, “We were stunned when we uncovered 
fluoride-sensing riboswitches. Scientists 
would argue that RNA is the worst mol-
ecule to use as a sensor for fluoride, and yet 
we have found more than 2,000 of these 
strange RNAs in many organisms.”

Tracking fluoride riboswitches in 
numerous species, led the research team 
to conclude that these RNAs are ancient 

— meaning many organisms have had to 
overcome toxic levels of fluoride through-
out their history, according to the authors 
of the paper. Organisms from at least two 
branches of the tree of life are using fluo-
ride riboswitches, and the proteins used 
to combat fluoride toxicity are present in 
many species from all three branches.

“Cells have had to contend with fluoride 
toxicity for billions of years, and so they 
have evolved precise sensors and defense 
mechanisms to do battle with this ion,” 
said Breaker, who also is an investigator 
with the Howard Hughes Medical Insti-
tute. Now that these sensors and defense 
mechanisms are known, said Breaker, 
it may be possible to manipulate these 
mechanisms and make fluoride even more 
toxic to bacteria. Fluoride riboswitches 
and proteins common in bacteria are 
lacking in humans, and so these fluoride 
defense systems could be targeted by 
drugs. The Yale team discovered protein 
channels that flush fluoride out of cells. 
Blocking these channels with another mol-
ecule would cause fluoride to accumulate 
in bacteria, making it more effective as a 
cavity fighter.

Yale’s findings reveal how microbes 
overcome fluoride toxicity. The means by 
which humans contend with high fluoride 
levels remains unknown, said Breaker, 
adding that the use of fluoride has had 
clear benefits for dental health and that 
these new findings do not indicate that 
fluoride is unsafe as currently used.

National Institutes of Health funded the 
research. Breaker is co-founder of a biotech-
nology company that has licensed intellec-
tual property on riboswitches from Yale.

m a r c h  1 2   i m p r e s s i o n s 
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Lee Ann Brady, DMD

Restorative Dentistry/Occlusion 

Anterior Esthetic Techniques and Materials
Thursday morning lecture

Occlusion in Everyday Dentistry
Thursday afternoon lecture

Fabricating Exquisite Anterior Provisionals
Friday workshop

Dennis G. Brave, DDS
Kenneth A. Koch, DMD

Endodontics

Changing Paradigms in Endodontic Therapy
Thursday lecture

Changing Paradigms in Endodontic Therapy Workshop
Friday workshop

Gerard J. Chiche, DDS

Cosmetic

Smile Design, Occlusal and Esthetic Techniques
Saturday lecture

Karen Davis, RDH, BSDH

Dental Hygiene

America’s Sweet Tooth Obsession and Its Impact on Oral and  
Systemic Health
Saturday morning lecture

Creating the Ultimate Doctor-Patient Hygiene Exam
Saturday afternoon lecture

Terence E. Donovan, DDS

Dental Materials

Restoration of the Worn Dentition
Friday lecture

Update in Contemporary Restorative Dental Materials
Saturday lecture

Robert C. Fazio, DMD

Periodontics

Antibiotics and Dentistry
Friday morning lecture

Medicine, Dentistry and Drugs
Friday afternoon lecture

Periodontitis and Peri-Implantitis: The Good, the Bad  
and the Ugly
Saturday lecture

Henry A. Gremillion, DDS

Occlusion 

The Dynamics and Function of the Masticatory System:  
The Multiple (Inter)Faces of Occlusion
Friday lecture

Gerard Kugel, DMD, MS, PhD

Esthetic Dentistry

The Do’s And Don’ts of Porcelain Laminate Veneers
Thursday workshop

Esthetic Dentistry: Materials and Techniques Update
Friday lecture

CDA Presents Headlining Speakers



Reserved Seating and Hotel Info

Get Your Guaranteed Seat  
for Limited Lectures

Due to the popularity of many lectures, CDA Presents is  
testing a new “reserved seating” option. How does it work? 
For just $10, you can guarantee yourself a seat at any of the 
lectures below. Please note: This program is strictly optional, 

and reserved seating is limited. Participants can still attend 

at no cost on a first-come, first-served basis. 

Lectures with reserved seating are listed below. For more 
information and to purchase reserved seats, visit cdapresents.

com. Reservation tickets are only available in advance. No  
on-site sales.

Receive your seat in these popular  
lectures for $10.

Thursday, May 3

Lee Ann Brady, DMD
Anterior Esthetic Techniques and Materials (a.m.) 
Event # 063

Occlusion in Everyday Dentistry (p.m.) 
Event # 064

Kirk Behrendt 
Seven Breakthrough Steps to High Performance Teams  
(full day)  
Event # 065

Friday, May 4

Terence E. Donovan, DDS,   
Restoration of the Worn Dentition (full day) 
Event # 066

Tieraona Low Dog, MD. 
Nutrition for the Dental Team (a.m.) 
Event # 067

Life in the Balance: Strategies for Optimal Health (p.m.)  
Event # 068

Saturday, May 5

Gerard J. Chiche, DDS,
Smile Design, Occlusal and Esthetic Techniques (full day) 
Event # 069

Ticket Details

• Seat will be held up to 15 minutes after the program begins.

• Seat will be released if the room is full 15 minutes after the   
 start of the program.

• Ticket must be presented at the door.

• Please treat the ticket like cash — It is nonreplaceable.

Save time and money and 
reach all the CDA hotels with 
one phone call.

Our ability to offer you the best conference dates and competi-
tive hotel rates is directly tied to the number of rooms that are 
reserved under our block in the Anaheim Resort .™ Reserve ear-
ly to get the hotel of your choice. A limited number of rooms is 
available at these preferred rates, so call CDA’s Housing Bureau 
as soon as possible. Every effort will be made to accommodate 
your first hotel choice. If your requested hotel is not available, 
CDA’s Housing Bureau will confirm comparable accommodations 
for you. Hotel reservations must be made by April 6, 2012.

Phone
714.765.8868
Office hours are 8:30 a.m. – 5 p.m., Pacific Time.

Fax
714.776.2688

Online/New Reservations
Making reservations is easier than ever. Just log onto 
cdapresents.com, and you can make your hotel reservation.  
The online service has been upgraded to be more convenient 
and flexible in making and changing reservations. You may 
phone, fax, complete the online housing form, or write to 
make your reservations. Be sure to have a copy of the housing 
form and your credit card information on hand if you call, or 
complete the housing form and mail or fax to CDA’s Housing 
Bureau. Please do not do both!

Reservation Acknowledgments
Will be sent to you directly from CDA’s Housing Bureau.

Mail
CDA Housing Bureau
800 W. Katella Ave.
P.O. Box 4270 
Anaheim, CA 92803



CDA Presents will feature more than 550  

exhibiting companies showcasing the latest in 

dental technology, products and services. Stay 

ahead of the curve by exploring the innovative 

new products being launched in the exhibit hall.

Thursday–Saturday,  

May 3–5, 2012

Visit cdapresents.com to maximize  
your tradeshow experience.

Grand Opening

Thursday, 9:30 a.m.

New Exhibit Hall Days and Hours

Thursday, May 3, 9:30 a.m.–5:30 p.m.

Friday, May 4, 9:30 a.m.–5:30 p.m.

Saturday, May 5, 9:30 a.m.–4:30 p.m.

Family Hours

Daily, 9:30 a.m.– noon

Exhibit Hall



Thursday

9:30–10:30 a.m. Nutrition (C.E.: none) 
Juli Kagan, RDH, MEd

11 a.m.–noon Establishing an Office Policy  
Handbook (C.E.: 20% – 1.0) 
Robyn Thomason 

Noon–1 p.m. Handling Refund Requests From  
Insurance Plans (C.E.: 20% – 1.0) 
Patti Cheesebrough

1–2 p.m. Nutrition (C.E.: none) 
Juli Kagan, RDH, MEd 

Friday

9:30–10:30 a.m. Yogernomics (C.E.: 20% – 1.0) 
Juli Kagan, RDH, MEd

11 a.m.–noon Patient and Parent Communication  
(C.E.: 20% – 1.0) 
Katie Fornelli

Noon–1 p.m. Managing Patient Conflicts  
(C.E.: 20% – 1.0) 
Brooke Kozak

1–2 p.m. Yogernomics (C.E.: 20% – 1.0) 
Juli Kagan, RDH, MEd

4–5:30 p.m. Wine Seminar (Ticket Required)

Saturday

9:30–10:30 a.m. Staff Building (C.E.: 20% – 1.0) 
Art Wiederman, CPA

11 a.m.–12:30 p.m. Making the Best Decisions for  
Your Practice (C.E.: 20% – 1.5)  
William Van Dyk, DDS

Check the On-Site Show Guide for updated program  
information.

This contemporary lounge in the exhibit hall features a  

Cool Product display, Net Café and charging station, a  

C.E. Pavilion, and an educational theater that is the venue  

for the Smart Dentist Series of free, one-hour lectures.

The Spot

Join us for interactive wine activities and trivia. 

You’ll learn to distinguish the various scents and 

flavors in wine by tasting both white and red 

varietals and about pairings with both cheese and 

chocolate. Plus, you’ll have the opportunity to put 

your knowledge to the test and win prizes!



Prepaid Parking and Lunch

Prepaid Early Bird Parking 
To make your parking experience easier, CDA is offering the 
opportunity to purchase parking vouchers in advance for the 
Anaheim Convention Center. Tickets will also be available 
at on-site registration for next day(s) use only. If you arrive by 
8:30 a.m., this will guarantee a parking space with the added 
convenience of not worrying about having cash on hand. 
Purchase the tickets along with your registration.

The following conditions apply:
• Tickets are $12 per day and are available for Thursday, 

Friday and Saturday.
• Arrive by 8:30 a.m. — prepaid parking spaces will not be 

honored after that time.
• Parking passes are nonrefundable. Refunds cannot be given 

for lost or forgotten passes.
• Original passes must be used.
• Passes must be surrendered upon entry to the lot. 
• Passes are only valid at the Anaheim Convention Center. 

They cannot be used at off-site parking or Disney lots.

Traffic and Parking Recommendations
If you are driving to the Convention Center, traffic is 
anticipated to be heaviest on Thursday and Friday mornings. 
To minimize any inconvenience, early arrival is strongly 
recommended. The peak traffic and parking time is projected 
to be from 8 to 11 a.m. Please watch the traffic control signs as 
you exit the freeway for the most updated parking information. 
For additional details, watch for electronic attendee news 
blasts or visit cdapresents.com.  

Prepaid Food Vouchers
Treat your staff to lunch with vouchers for the Anaheim 
Convention Center concession areas. Available in increments 
of $10, vouchers allow a prepaid, hassle-free option to grab 
something quick or sit down and enjoy a meal with your team 
while attending the exhibit hall or between C.E. courses. 
Menu options include specialty coffee and breakfast items, 
Grab ’n’ Go for lunch, Mexican taqueria, made-to-order 
sandwiches, All American Grill, barbecue, rice bowl and 
pizza. Exact locations and food selections will be included 
in your registration packet and on cdapresents.com. These 
vouchers are nonrefundable and must be used for amount 
shown. Change cannot be given if purchase is less than $10.

Purchasing Vouchers
Purchase prepaid food and parking vouchers when you 
register online at cdapresents.com or by submitting the 
advance registration form.

Prepaid Parking Voucher
Fee: $12

Event #:  059 Thursday

 060 Friday

 061 Saturday

Prepaid Food Voucher
Fee: $10

Event #:  062



Children’s Program/Parent Information

CDA Presents is pleased to offer a  
children’s program by KiddieCorp. 

KiddieCorp professionals are bonded, qualified child-care 
specialists who are carefully selected and trained. Age-
appropriate activities are selected for the children who join 
them during the meeting. 

Please note: For the safety and productivity of all attendees, 
children 10 and younger will only be permitted on the exhibit 
floor from 9:30 a.m. to noon each day.  

Dates:  May 3–5, 2012

Location:  Hilton Anaheim Hotel

Time:   7 a.m.–6 p.m. Thursday

 7 a.m.–6 p.m. Friday

 7 a.m.–4:30 p.m. Saturday

Ages 6 Months        Through 6 Years

Parents with infants must provide diapers, changing supplies, 
milk, formula, baby food, etc. Please label personal belongings 
and lunches. Nutritious snacks and beverages will be provided 
by KiddieCorp. Meals can be supplied by parents or purchased 
at the children’s program registration area.

Cost:  Full day:  $40
 Half day:  $20 (7 a.m.-1 p.m. or 1-6 p.m.) 

Questions regarding the children’s program can be directed to
KiddieCorp at 858.455.1718 or info@kiddiecorp.com. Register
online at kiddiecorp.com/cdaspringkids.htm.

Ages 7 Through 12 Years

Specially designed for children 7 through 12 years old, this 
program by the professionals at KiddieCorp will keep your kids 
entertained while you attend lectures or visit the exhibit floor. 
Activities, games and movies will be provided in a structured 
environment for your child’s entertainment. 

Cost:  Full day:  $30
 Half Day:  $15 (7 a.m.–1 p.m. or 1–6 p.m.) 

Registration and Cancellation Deadline

The advance registration deadline is April 5. Advance 
registration is strongly encouraged. Cancellations received 
within 4 weeks of the start date will not be eligible for a refund.

No-Show Policy

Parents who do not arrive within 15 minutes of their  
reserved times may forfeit their reservations and not be  
eligible for a refund. 

Strollers and Exhibit Hall

For the convenience and safety of all attendees, strollers are 
not permitted on the exhibit floor. A stroller check will be 
available for $2 per item. 

 

  



Disney Tickets

Significantly discounted Disneyland® Resort theme park tickets  

are available to attendees during CDA Presents. These tickets  

will only be available for purchase online. These tickets are created 

just for you, and not all are available at the front gates of theme 

parks. Buy in advance and save! To purchase these tickets, please 

visit cdapresents.com or disneyconventionear.com/ZACE12A. 

Please note that purchase of theme park tickets is separate from 

CDA Presents registration. Ticket store closes at 9 p.m. Pacific  

Time on Thursday, May 3, 2012. All tickets valid May 1–14, 2012.

Tickets are printed on demand from your home computer. Purchase is separate from meeting registration.

NOTE: The special pricing on this page is available only with your advance, pre-arrival purchase. Box office tickets will be available  
at the Disneyland® Resort Main Gate Ticket Booths at regular prices. Prices subject to change.

ONE DAY/ONE PARK Admission to either Disneyland® Park or Disney’s California 
Adventure® Park for one day.

Adult:   $71
Child (3–9 years):  $66

ONE-DAY PARK HOPPER® Admission and ability to visit both Disneyland® Park and 
Disney’s California Adventure® Park on the same day for  
one day. 

Adult:   $91
Child (3–9 years):  $86

TWO-DAY PARK HOPPER® Admission and ability to visit both Disneyland® Park and 
Disney’s California Adventure® Park on the same day for  
two days.

Adult:   $147
Child (3–9 years):  $136

THREE-DAY PARK HOPPER® Admission and ability to visit both Disneyland® Park and 
Disney’s California Adventure® Park on the same day for  
three days. 

Adult:   $175
Child (3–9 years):  $162

FOUR-DAY PARK HOPPER® Admission and ability to visit both Disneyland® Park and 
Disney’s California Adventure® Park on the same day for  
four days. 

Adult:   $184
Child (3–9 years):  $170

FIVE-DAY PARK HOPPER® Admission and ability to visit both Disneyland® Park and 
Disney’s California Adventure ® Park on the same day for 
five days. Enjoy two free days of magic when you visit both 
Disney’s California Adventure ® Park and Disneyland® Park 
for five days for the price of three!

Adult:   $187
Child (3–9 years):  $173

TWILIGHT CONVENTION 
TICKET

An ideal admission option for after meetings or events! 
Admission is valid for one visit to either Disneyland® Park 
or Disney’s California Adventure® Park after 4 p.m., or four 
hours before park closing, whichever is earlier, since park 
hours are subject to change. “Back and forth” privileges 
are not included. 

All ages:  $45



Special Event
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i n t r o d u c t i o n

This issue of the Journal includes a 
proposal for early and effective preven-
tion programs for children, a model for 
analyzing the impact of additional dental 
providers (dentists and nondentists) 
on existing private practice dentists, an 
analysis of the capacity of the dental care 
system in California, and a companion 
piece offering additional context for 
and clarification of the capacity study.

Numerous factors influence the oral 
health of children from minority and low-
income families and lead to significant oral 
health disparities for these children. In “A 
Comprehensive School-Based/Linked Den-
tal Program: an Essential Piece of the Cali-

fornia Access to Care Puzzle,” Jared I. Fine, 
DDS, MPH; Robert E. Isman, DDS, MPH; 
and Catherine B. Grant, RDH, discuss the 
role school-based/linked dental programs 
play in overcoming key barriers to access-
ing oral health services and improving 
the oral health of vulnerable children.

Two separate economic analyses 
undertaken by CDA during its research 
project and completed by the Petris Cen-
ter, University of California, Berkeley, 
School of Public Health are presented. 
The first, “The Impact of Additional Den-
tal Providers in the Dental Labor Market 
on the Income of Private Practice Den-
tists,” by Timothy T. Brown, PhD, and Ju-

author

kerry k. Carney, dds, 

is editor-in-chief of the 

Journal of the California 

Dental Association.

Improving the
Oral Health of
California’s Most
Vulnerable
Populations
kerry k. carney, dds

The March issue of the Journal of the California Dental 

Association completes the presentation of research 

commissioned by CDA in 2009-2010 on the subject  

of reducing barriers to dental care in California.
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liette S. Hong, MS, creates an economic 
model to estimate the potential impact 
of additional dentists, as well as other 
potential providers of dental care on the 
income of existing dentists in private 
practice in California. This study mod-
els “new” providers that have a smaller 
scope of practice than dentists. It ana-
lyzes the impact of dentists and “new” 
providers into the dental labor market 
with no restrictions with regard to 
practice location or population treated.

The second analysis, “Access to Den-
tal Care and the Capacity of the Califor-
nia Dental Care System,” by Timothy 
T. Brown, PhD; Nadereh Pourat, PhD; 

Paul Glassman, DDS, MA, MBA; Jessica 
Chung, PhD; Gina Nicholson, MPH; and 
Juliette S. Hong, MS, uses measure-
ments of the technical efficiency of com-
munity dental clinics and private prac-
tice dentists to estimate the capacity of 
the dental delivery system in California.

In “The Capacity of the Dental 
Systems in California Study: a Re-
view,” Dr. Irving Lebovics, discusses 
Dr. Brown’s study. Dr. Lebovics’ ar-
ticle is not a critical review of Brown’s 
statistics, methodology, or conclu-
sions, but, rather, an attempt to help 
readers understand this complicated 
analysis and how it was used by the 

volunteers to develop the recom-
mendations in CDA Access Proposal, 
“Phased Strategies for Reducing the 
Barriers to Dental Care in California.”

This collection is not the end of the 
research required to make informed 
decisions with regard to identifying 
effective strategies to improve the oral 
health of California’s most vulnerable 
populations. It is a beginning. Addi-
tional research and an ongoing commit-
ment to being an engaged partner with 
other agencies and advocates will be 
necessary if the profession is to real-
ize its commitment to improving the 
oral health of all Californians.  

i n t r o d u c t i o n

Progress. It’s what happens when 
25,000 dentists work together. CDA is 
where you connect with the best and 
brightest dentistry has to offer, have a 
stronger voice in government and access 
everything from education to practice 
support. And together, we move the 
profession forward.

Gyan Parmar, DDS
Member since 2002
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s c h o o l - b a s e d  p r o g r a m

ost recent data show that 
California children still suf-
fer more from dental disease 
than any other chronic 
childhood disease. Children 

from minority and low-income families 
suffer disproportionately with more exten-
sive and more severe disease.1 The “2006 
California Smiles Survey, an Oral Health 
Assessment of California’s Kindergarten 
and Third-Grade Children,” found that by 
third grade, almost two-thirds of Califor-
nia children were affected. Twenty-eight 
percent of all surveyed elementary school 
students in kindergarten and third grade 
were reported to have untreated tooth 
decay and 4 percent were found to need 
urgent dental care because of pain or in-
fection. Moreover, children from minority 

and low-income families had approximate-
ly 50 percent higher levels of untreated de-
cay than their more affluent counterparts.

Children frequently miss school 
because of dental disease and it is often 
named by school administrators as the 
most frequent cause for absenteeism.2 In 
2007, California children were reported to 
have missed an estimated 874,000 school 
days due to dental problems, costing 
school districts an estimated $29.7 million.3 

Any strategic and comprehensive effort 
to reduce the barriers to care must include a 
school-based/school-linked dental program 
as an essential ingredient. School-“based” 
services are defined as those provided 
at school and “linked” are those services 
systematically provided in the community 
rather than at the school site including case 

a Comprehensive school-
based/linked dental 
program: an essential 
piece of the California 
access to Care puzzle
jared i. fine, dds, mph; robert e. isman, dds, mph; and catherine b. grant, rdh

a b s t r ac t  California children suffer more from dental disease than any other 

chronic childhood disease. Disparities in access and oral health are disproportionately 

represented among children from minority and low-income families. A comprehensive 

school-based/linked dental program is one essential ingredient in addressing 

these problems. Described here are the goals, program elements, and challenges of 

building a seamless dental services system that could reduce barriers care, maximize 

resources, and employ best practices to improve oral health.

m
authors

Jared I. fine, dds, mph, 

is the dental health 

administrator, Alameda 

County Health Care 

Services Agency, Public 

Health Department.

robert e. Isman, dds, 

mph, is a dental program 

consultant, California 

Department of Health 

Care Services.

Catherine b. grant, rdh,  

is manager of School-

based and School-linked 

Oral Health Services, 

Alameda County Public 

Health Department.



230  m a r c h  2 0 1 2

c d a  j o u r n a l ,  v o l  4 0 ,  n º 3 

management or care coordination services. 
Overcoming barriers in access to dental care 
is a complex challenge that requires a multi-
faceted set of solutions. Schools provide an 
ideal setting for providing oral health educa-
tion and prevention activities, for example, 
with approximately 88 percent of U.S. 
children attending public schools in 2008.4 
Reducing the burden of preventable dental 
disease and increasing access to care are 
both necessary. A successful school-based/
linked program can increase the number of 
children receiving preventive and restorative 
dental care by providing care to children 
where they are most accessible: at schools.

history of school-based dental 
disease prevention

Modern school-based prevention pro-
grams began to emerge nationally by the 
1980s after studies had demonstrated the 
effectiveness of preventive strategies such 
as fluoride mouthrinse. The efficacy of 
fluoride mouthrinse was demonstrated by 
the National Institute of Dental Research 
that had conducted a 20-city community 
demonstration program. With numerous 
studies also confirming the effective-
ness of dental sealants and the gradual 
expansion of scopes of practice for dental 
auxiliaries, school-based programs also 
began to include dental sealants as well.

During the 1970s, a few counties in 
California initiated school-based screen-
ing, education and fluoride mouthrinse 
programs with local support from health 
departments, dental societies, Delta 
Dental, and other organizations. Between 
1976 and 1981, the American Fund for 
Dental Health, the foundation arm of the 
American Dental Association, partnered 
with the Rand Corporation with funding 
from the Robert Wood Johnson Founda-
tion to conduct a National Preventive 
Dentistry Demonstration Program in 10 
cities across the nation, five nonfluori-

dated, and five fluoridated communities 
of which Hayward, Calif., was one.5

The elements of the National Preven-
tive Dentistry Demonstration Program in-
cluded various combinations of what were 
considered to be the best preventive dental 
strategies at the time, provided in a school-
based setting using portable dental equip-
ment. The measures included dental exami-
nations, classroom education, prophylaxis, 
and applications of fluoride and dental 
sealants. Labeled as the most comprehen-
sive demonstration of school-based dental 

mouthrinse programs had decreased by 15 
percent in 2003, of the 50 states and the 
District of Columbia reporting to the 2010 
Association of State and Territorial Dental 
Directors State Synopsis, 35 states had 
fluoride mouthrinse programs, primarily 
targeting high-risk schools in nonfluori-
dated communities.8 Despite the obvious 
benefit, however, in 2009, funding for the 
CCDDPP was eliminated, leaving Cali-
fornia without any organized program to 
deliver essential dental disease prevention 
services to the state’s neediest children. 

the vision
Dental disease, both caries and peri-

odontal disease, is transmissible and in 
large part preventable. In order to address 
the progressive and multifactorial nature 
of these diseases and their effects, the 
vision of such a program for California is: 
To build a seamless oral health services 
delivery system that would reduce barriers 
to receiving services, maximize existing re-
sources in the community, and employ best 
practices to achieve improved oral health.

In order to achieve this vision, key, 
value-based principles such as those 
adopted by the broadly representative 
California-wide Children’s Dental Health 
Initiative (CDHI) should guide the 
development of its goals and objectives.9 
The CDHI was a 30-member with rep-
resentation from child health advocacy, 
dentistry, dental hygiene, state and local 
governments, nonprofit foundations, 
education, and health centers convened 
by the Dental Health Foundation with 
support from the California Endowment 
over a two-year period to create a plan 
to address the “neglected epidemic” of 
dental disease in California’s children. The 
following are the principles they adopted: 

Children’s Rights to Oral Health 

Care: Every child has a right to a den-
tal home: a place to receive care that 

overcoming 

barriers  in access 

to dental care is a complex 

challenge that requires a 

multifaceted set of 

solutions.

prevention strategies to date, this $10 mil-
lion effort received much national atten-
tion and validated the benefits of fluorida-
tion and dental sealants and underscored 
that the greatest benefit of fluoride applica-
tions is for students in high-risk schools.6,7

California’s school-based program, 
the Children’s Dental Disease Prevention 
Program (CCDDPP), was initiated in 1979. 
CCDDPP annually served approximately 
348,000 children from low-income schools 
(schools where at least 50 percent of the 
children are eligible for the federal free 
and reduced-price lunch program) in 31 
counties. This program was funded by the 
state’s general fund ($3.3 million annu-
ally) and provided oral health education, 
screenings and referral, fluoride, and (in 
limited numbers) dental sealants. Although 
the proportion of states with fluoride 
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is family-centered, easily accessible, 
continuous, comprehensive, and cultur-
ally and developmentally appropriate.

Quality of Care: Oral health services 
should be of high quality, evidence-based 
and reflect best practices. They should in-
clude nutritional counseling and assessment 
as well as treatment and be available where 
people can easily access them such as at WIC, 
Head Start, or schools. Oral health should 
be viewed as integral to overall health.

Prevention and Education: Prevention 
as far upstream as possible should take 
precedence over cure, but need for urgent 
care should also be addressed. Oral assess-
ment, preventive services and treatment 
should begin by the first birthday. Oral 
health education should be a required part 
of public school health education. Out-
reach and case management are integral to 
enabling families to access and enjoy oral 
health care and the health care system.

Stakeholder Participation in Fostering 

Children’s Oral Health: Local communities 
must be responsible for local solutions 
and the solutions should be reflective of 
the communities they are intended to 

f igure 1 .  Advantages of a school-based/school-linked oral health program. 

serve. Publicly supported oral health care 
is needed to fill gaps between oral health 
care needs and existing provider resourc-
es. Oral health surveillance and regular 
dissemination of findings are essential to 
assess and evaluate program effectiveness.

The overarching goals of a school-
based/linked program should be to:

n Decrease dental disease;
n Increase the number of children 

who receive preventive services, in-
cluding fluoride and dental sealants;

n Decrease absenteeism;
n Establish a system of care at the 

local level; and
n Increase the number of children 

with a source of continuous, com-
prehensive dental care (figure 1).

There are many advantages to conduct-
ing dental programs at the school site. 
Bringing services to schools where high-
risk children are easily reached can over-
come many of the barriers that obstruct 
access to dental preventive and treatment 
services. For example, transportation 
to an off-site dental office, which might 
be a barrier for families, is not required. 

Language needs may be more easily ad-
dressed at the school site and the familiar-
ity of the school site and staff may enable 
children and families to feel more at ease.

Preventive dental programs are for the 
most part a positive and nontraumatic 
experience often focusing on fluoride and 
sealant applications, thus mitigating fear 
of pain too often associated with dental 
treatment. Time lost from school (and work 
for parents) for dental care is minimized 
and the educational process is maximized. 
By having the dental program at school, 
there is an opportunity to grow awareness 
of the importance of dental health and 
build partnerships with faculty, adminis-
trators, and parents to establish a school 
environment that promotes oral health.

There is also an opportunity for the den-
tal community (private and public sector) to 
collaborate with the school dental program 
to address the identified needs. In addi-
tion to establishing an environment that 
promotes healthful eating, the school cur-
riculum can be infused with dental health 
information, oral hygiene skill building and 
self-care, and promotion of healthful di-

Comprehensive school oral health program

school-based
Examinations
Education
Dental sealants
Fluoride treatments
Parent notification
Restorative care

school-linked
Case management  
for dental care,  
for insurance, 
health or social 
services
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etary choices. Further, this positive experi-
ence at school can pave the way for families 
and children to take the steps needed to ac-
cess ongoing dental care in the community.

reaching Children prior to traditional 
school entry

It is known that dental caries and the 
underlying causal factors start long before 
school age. Evidence of dental caries can 
begin as early as 6 months of age when the 
first teeth erupt in a young child’s mouth. 
Since caries is a progressive disease, if oral 
health-promoting hygiene and dietary 
practices are not implemented along with 
professional services at an early age, it will 
become more severe and destructive over 
time. Therefore, a California-wide compre-
hensive children’s dental disease prevention 
program should also include education-
focused settings where parents and other 
caregivers and children can be reached, 
such as the Special Supplemental Nutrition 
Program for Women, Infants and Children’s 
Program (WIC), Head Start, Early Head 
Start, and state preschools in order to 
reach children as early as 6 months of age.

Engagement with caregivers in these 
settings is an essential ingredient of 
disease prevention and ongoing oral 
health promotion for the young child. 
Including parental and age-appropriate 
education can enable self-responsibility, 
understanding of the decay process, 
health-promoting dietary practices, 
understanding how to prevent disease, 
and the building of a lifetime of good 
daily oral health habits and oral health.

1. Key Program Elements

Regardless of whether services are 
provided at the preschool or school-age 
level, there is a set of essential elements 
required of any school-based/linked 
dental program. Oral health assessment, 
screening or examination, serves to 

determine oral health status, informs the 
family of the child’s condition, informs 
the process of oral health education and 
establishes the basis of eligibility for addi-
tional services provided on site or by way 
of linkage to resources in the community.

Preventive services would include, at 
minimum, age-appropriate application 
of topical fluoride and dental sealants. 
Policies of the Association of State and 
Territorial Dental Directors (ASTDD) 
recommend both topical fluoride and 
dental sealant applications as a best 

performed by a variety of personnel (e.g., 
public health nurses, dental staff, school 
aides or community outreach workers) 
should, at minimum, assist families to 
identify an appropriate source of dental 
care, and overcome scheduling, transporta-
tion, and financial and language barriers. 
CM services should include a pathway 
that will also include insurance eligibil-
ity and enrollment assistance for those 
who lack dental insurance coverage. These 
services will enhance the ability of local 
programs to assure that by 2014 all those 
who are eligible will be enrolled in dental 
coverage and assured of a dental home. 

Comprehensive ongoing regular 
dental care would be assured through 
referral and case management to a dental 
provider in the community. If dental 
care services are available at the school 
site, case management would also sup-
port the utilization of those services.

Beyond the services provided to 
children and their families, the program 
would benefit from the oversight of a local 
advisory committee, the purpose of which 
is to provide guidance on program logistics, 
outcomes, advocacy, and resource develop-
ment. It also may serve as a forum for com-
munity involvement engaging the public/
private sectors and assist in building a net-
work of ongoing community-based com-
prehensive dental care. The local advisory 
committee should be strengthened by a 
broad array of community partnerships in-
cluding representation from schools, youth 
groups, churches, philanthropies, advocacy 
groups, policy-makers, and public agencies.

The basis of determining the quality 
and extent of program services must be 
established through regular collection of 
program surveillance and service data at 
set intervals. These data would not only 
be essential to program management 
but also to the local advisory commit-
tee in the conduct of its function.

regardless of whether 

services are provided at the 

preschool or school-age level, 

there is a set of essential 

elements required of any school-

based/linked dental program.

practice in school-based dental programs 
especially where exposure to optimal 
systemic and topical fluoride is low.9,10

Oral health education that builds oral 
health literacy is adapted for each devel-
opmental stage of the child and engages 
the caregiver in the process appropriate 
for each setting. This education can be 
both individualized as well as conducted 
on a school- or communitywide basis.

Case management (CM), care coor-
dination or patient navigation as it has 
variously been called, is now considered 
an essential ingredient for any program 
designed to link and enable families and 
children to access necessary services not 
based at the site but rather in the com-
munity. These CM “linked” services that 
are most often conducted from outside of 
the school site in a variety of forms and 
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Ages 0-5

There are two great advantages to 
providing dental disease prevention 
programs at locations such as WIC, Head 
Start, and state preschools. The first is 
that the caregivers are more accessible 
both because of the educational nature of 
the setting and because of their frequent 
need to be present. In as much as dietary 
and oral health care practices are depen-
dent on caregivers, engaging a caregiving 
family member in the process is crucial.

The second advantage is the oppor-
tunity to address the needs of the very 
young child early. At WIC, Early Head 
Start, Head Start, and state preschools pa-
rental involvement can be maximized, and 
children can begin being seen as early as 6 
months of age. Services should include at 
minimum a knee-to-knee oral assessment, 
risk assessment, anticipatory guidance, 
appropriate preventive services such as 
fluoride varnish applications and referral/
case management to a regular source of 
dental care either on site or in the com-
munity. These sites can play a powerful 
role in mitigating dental disease in a high-
risk population, long before the disease 
can effect costly damage in both human 
and economic terms. Outreaching to the 
agencies and programs that service the 
0-5-year-old population is an important 
element in developing an effective pro-
gram to reduce dental disease in children.

Elementary School

The elementary school program for 
students from kindergarten to fifth grade 
can be an anchor for a proposed pro-
gram for California’s children. Clearly it 
is where most children at risk of dental 
disease can be located at a relatively early 
age and where the historical and legisla-
tive precedents have established dental 
programs for California’s children. In 2006 
with the passage of AB 1433, California 

mandated oral health assessment for all 
kindergarten and first-graders enter-
ing public school for the first time, the 
value of dental health for school chil-
dren was established in law.11 AB 1433 
raised awareness across the state about 
early assessment and despite funding 
pressures, is still being implemented in 
many school districts where the value 
of oral health has been established.

Oral health education is critical for 
students in elementary school as they 
can begin to experience a broad range of 

health centers. While this growth is both 
politically and economically dependent, 
even in the absence of such health cen-
ters, specific elements should be con-
sidered as requirements for the conduct 
of such programs at the middle and 
high school level. Age-appropriate oral 
health education that engages students 
in individual responsibility is even more 
critical at this age level because students 
are capable of self-care and of making 
food choices that can affect both their 
oral health as well as their overall health.

Screening students at the sev-
enth- and 10th-grade levels will afford 
the opportunity to identify those who 
could benefit from preventive services 
at school, including fluoride and dental 
sealants, as well as provide a measure 
of surveillance data to establish both 
baseline dental health status levels and 
program progress over time. More-
over, referral and case management for 
students to ongoing care either at the 
school site or linked to a dental pro-
vider in the community is essential.

2. Eligibility for Participation

The intent of the proposed program 
is to bring services to the children with 
the highest needs and at greatest risk of 
developing dental disease. It is com-
monly said that 80 percent of dental 
caries occur in 25 percent of the popula-
tion. The Centers for Disease Control 
and Prevention, Division of Oral Health, 
Oral Health 2000: Facts and Figures 
stated that “the burden of oral diseases is 
spread unevenly throughout the popula-
tion. Many more poor people and some 
racial/ethnic minority groups have 
untreated oral health needs than does 
the population as a whole.” Participation 
in the federal free and reduced school 
lunch program (FSLP) is a well-estab-
lished method to identify elementary 

in as much as 

dietary and oral health  

care practices are dependent  

on caregivers, engaging a 

caregiving family member in the 

process is crucial.

dental health concepts, develop individual 
oral hygiene skills and take on some 
responsibility for self care. Screening in 
kindergarten, second and fifth grades 
provides compliance with AB 1433, the 
oral health assessment for kindergarten 
students, and determines eligibility for 
the second- and fifth-grade students to 
receive dental sealants for the most newly 
erupted permanent molars. In conjunc-
tion with case management services into 
a dental home, these screening, fluoride 
and sealant applications form the basis of 
the school-based/school-linked program.

Middle and High School

School dental programs, while not 
very prevalent throughout California, are 
growing in popularity with the movement 
to establish comprehensive school-based 
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school children in need. A higher rate 
of participation in the FSLP indicates 
higher need, i.e., a school with 95 percent 
participation has more children from 
low-income families than a school with 
a participation rate of 40 percent.

Programs at the elementary school 
level should focus resources on schools 
with a FSLP participation rate of at 
least 50 percent. Schools in the county 
with the highest FSLP rates should be 
targeted first. This method and oth-
ers such as profiles from the California 
Department of Education would be 
used to determine the focus of program 
eligibility for middle and high schools. 
This would be enhanced by taking feeder 
schools into account as well as locally 
determined health and socioeconomic 
indicators of need. In the case of children 
age 0-5 years, the very nature of program 
qualifications for WIC, Early Head Start, 
Head Start, or state preschools would 
define their eligibility for participa-
tion in the proposed dental program.

Educational and/or requirements for 
dental examination and linkage to care 
for these programs enhance the collab-
orative partnerships that should pave the 
path to integrating dental programs for 
the participating children and families in 
these programs. Because of the shared 
goals, the school-based/linked program 
should partner with these agencies as 
a natural and effective means of reach-
ing young children and families with a 
high risk of developing dental disease.

3. Program Requirements

The school-based/linked program pro-
posed here places responsibility for the 
development, organization, and imple-
mentation of the oral health programs 
with the county health department, and 
program requirements, oversight, and 
technical assistance with the state. It 

prioritizes services for children with the 
highest needs and is financially sustain-
able. In addition to the emphasis on 
oral assessment, preventive and treat-
ment services, the program includes 
case management to assure access to 
comprehensive oral health services.

Each county has a unique set of 
pre-existing resources and collaborative 
partners. While these resources vary, 
key program requirements can be stan-
dardized. Deliverables are based on the 
total number of children enrolled in 

4. Requirements at the State Level

Two major sources of state oral health 
funding from the federal government are 
the Centers for Disease Control and Preven-
tion (CDC) and the Health Resources and 
Services Administration (HRSA), which is 
the source of Maternal and Child Health 
Block Grant funds. In addition, some states 
finance at least a portion of their oral health 
programs using matching federal Medicaid 
funds. The national health reform legisla-
tion — the Patient Protection and Afford-
able Care Act (PPACA) — significantly 
expands authorization of federal funding 
for oral health, but to date no funds have 
been appropriated by Congress for this 
purpose. Had there been an appropriation, 
CDC’s funding for oral health infrastruc-
ture and school-based sealant programs 
would have been expanded to all 50 states.

CDC funding for oral health infra-
structure, however, is contingent upon 
the state meeting some basic require-
ments. Most essential is a dental director 
— someone to provide the leadership, 
advocacy, and expertise within the state 
administration, and to coordinate oral 
health programs throughout the state. In 
addition to a dental director, the Associa-
tion of State and Territorial Dental Direc-
tors (ASTDD), the national resource for 
successful state oral health programs, rec-
ommends program administrators, an oral 
epidemiologist, and other additional staff 
to effectively operate a statewide program.

A state program advisory committee 
would also be a valuable asset. Committee 
members would contribute in much the 
same way as the local advisory committee. 
The state committee, however, would also be 
responsible for reviewing “requests for pro-
posals” if/when the state receives the federal 
funding needed to be distributed to local 
programs, reviewing year-end reports and 
considering changes to enhance or change 
the program conduct or its deliverables.

 most essential is a dental

director — someone to provide the 

leadership, advocacy, and expertise 

within the state administration, and 

to coordinate oral health programs 

throughout the state.

the county program each year and are 
outlined as a proportion of that total.

Program deliverables set forth 
by the state would define the pro-
portion of children expected to be 
served including those who:

n Receive a dental screening (based on 
standardized state surveillance protocols);

n Have a regular source of dental 
care, measured by the first validated 
appointment and the number of treat-
ment plans completed each year;

n Receive oral health education;
n Receive fluoride and dental sealant 

applications;
n Participation in a program for 

children 0-5 years of age; and 
n Receive case management to link 

families to insurance assistance or other 
health and social services as needed.
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A centralized database with standardized 
reporting and data collection forms to assure 
comparability of counties (and even with 
other states) to which all programs report is 
essential. These data are essential for evalu-
ating whether programs are having their de-
sired impact and are also useful for program 
advocacy, assistance in determining the need 
for and validating programmatic changes 
and to track changes in the oral health status 
of California’s children. In addition, the de-
velopment of an electronic program for case 
management, claims information tracking, 
and evaluation is critical to ensure that local 
programs have the tools and the technical 
support to accomplish program goals.

requirements at the local level
The California Health and Safety Code, 

Sections 104830-104865, direct the county 
health officer to organize a program to ap-
ply topical preventive agents.12 Specifically, 
Section 104830 mandates that children in 
elementary and secondary schools “shall be 
provided the opportunity to receive within 
the school year, the topical application of 
fluoride, including fluoride varnish, or oth-
er decay inhibiting agents to the teeth in 
the manner approved by the department.”

Sealants are considered a decay-inhibit-
ing agent and therefore fall within the pur-
view of this code. Section 104840 states that 
“The county health officer of each county 
shall organize and operate a program so that 
treatment is made available to all persons 
specified in Section 104830. He shall also 
determine how the cost of such a program is 
to be recovered. To the extent that the cost 
to the county is in excess of that sum recov-
ered from persons treated, the cost shall be 
paid by the county in the same manner as 
other expenses of the county are paid.” Fur-
ther, Section 104860 of the code states, “The 
department shall adopt and enforce all regu-
lations necessary to carry out this article.”

While this law has never been enforced, 

the establishment of appropriate leader-
ship at the state level would certainly be an 
important step to implement and enforce 
it. The state can then provide guidance and 
technical assistance to ensure compliance.

School District Board Support: Health 
and Safety Code Section 104845 also 
requires school district board cooperation 
with the county health officer to carry 
out the program and states that “The 
governing board of any school district 
may use any funds, property, and person-
nel of the district for that purpose.”14

care. FQHCs can be an ideal partner 
when that is possible because they 
receive support from the federal govern-
ment for the very purpose of providing 
care to individuals who have government 
insurance coverage or who are uninsured.

sustainability
A program such as this requires sus-

tainability through a variety of financial 
sources, including existing insurance reim-
bursement systems, federal funding, coun-
ty funding, community support, and, to 
the extent that it might be available, state 
general fund support. Further expected 
increases in dental coverage for children 
as a result of national health care reform 
will increase the number of children with 
a payer source by 2014, further broaden-
ing the base of financial sustainability.

Financial sustainability at the local 
level could more specifically include a 
variety of options that are dependent 
on the type of personnel and func-
tion being served by each. Services 
provided by a program manager could 
be from a combination of sources that 
fund administrative functions that 
are designed to assist individuals on 
Medi-Cal to access services provided by 
that program. These nonclinical func-
tions include, for example, coordina-
tion, development of resources among 
stakeholders and/or service providers, 
quality assurance, program planning, 
and evaluation. This funding is provided 
through a partnership with the federal 
government known as federal financial 
participation (FFP) and requires local 
or state nonfederal matching funds.15 

Case managers who perform this func-
tion can also be funded through this ar-
rangement in partnership with the Mater-
nal, Adolescent and Child Health (MCAH) 
or the Child Health and Disability 
Prevention (CHDP) Program. The cost of 

children need 

access to 

a dental provider 

who can provide 

continuous and 

comprehensive care.

Community Partnerships: Partners in 
the community are vital to the success 
of a school-based/linked program. These 
partners may include but are not limited 
to other county-based programs such as 
the Child Health and Disability Preven-
tion Program (CHDP), Maternal Child and 
Adolescent Health, WIC, Head Start, social 
services, community clinics, federally quali-
fied health centers (FQHCs), and commu-
nity-based dentists either individually or in 
conjunction with the local dental society.

Children need access to a dental 
provider who can provide continuous 
and comprehensive care. Partnerships 
with the local dental society to build a 
network of providers who accept govern-
ment insurance programs is essential to 
ensuring that children from low-income 
families have a regular source of dental 
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services rendered by dentists, registered 
dental hygienists, dental assistants per-
forming clinical services could be offset 
by fee-for-service Medi-Cal or through a 
FQHC reimbursement if the program has 
a clinic partner with the scope of services 
that includes portable dental services in 
community settings such as schools.

Aiding local programs to maximize the 
FFP MCAH/CHDP funding opportunity 
would be a principal technical assistance 
role for state dental health staff. Unlike 
in the past when local programs were 
more dependent on the base funding 
of state general funds, it will be incum-
bent on local programs to diversify the 
financial resources in combination with 
whatever funds might be available from 
the state or federal government to assure 
financial viability and accomplishment 
of program service objectives over time.

other Challenges
n Alignment with best practices: 

In order to maximize dental health 
outcomes and cost effectiveness, it is 
essential to maximize use of the best 
current evidence-based practices. Aside 
from community water fluoridation, 
fluorides and dental sealants have proven 
effectiveness and yet even their ap-
plication requires discrimination as to 
which age groups and means of delivery 
achieve the best health outcome for 
the effort employed. Health education 
is a more challenging area in which the 
evidence of health outcome benefits has 
been elusive except in controlled clinical 
investigations. Consequently, discre-
tion is needed to determine the level 
of staff and partner effort dedicated to 
achieve the health education services. 
Embracing the “oral health literacy” 
model requires the ability to maximize 
the interaction with family members 
typically present in the preschool-age 

environment but less likely in the school-
age population. Engagement with the 
school administration and staff will be 
the challenge to generate opportunities 
to engage parents as well as integrate oral 
health messaging into the curriculum.

n Programmatic strategies: With 
an emphasis on case management and 
other means to facilitate the assur-
ance that children reach a dental home, 
several new challenges emerge. Local 
programs will need to develop partner-
ships, for example, with Maternal and 
Child Health programs, public health 
nursing, the Child Health and Dis-
ability Prevention program, nonprofit 
foundations to institute and provide 
the case management or care coordina-
tion function. Equally important is the 
assurance of a network of providers 
capable of serving the children requiring 
a dental home whether in the private or 
public sector. In addition, implement-
ing new models of service delivery at 
WIC, Early Head Start, Head Start, and 
state preschools based on recent success 
will require stretching the paradigm to 
provide services early, before the ef-
fects of dental disease in economic and 
human terms have already occurred.

n Political will: The energy needed to 
achieve the establishment of a program 
statewide cannot be understated. Best 
practices, based on the most well-es-
tablished science and the most creative 
programmatic strategies alone will only 
leave two legs of a three-legged stool to 
topple over. It is imperative that dental 
health infrastructure at the state level 
be established to provide the leadership 
and coordination essential to advocate 
for and move a comprehensive chil-
dren’s program agenda forward. Such 
leadership is needed to provide guidance 
and technical assistance at the state and 
local level as well as to access federal 

funding as it becomes available. Such 
leadership could, for example, work to 
expand the “four walls” of FQHCs thus 
allowing them to contract with private 
dentists. This would allow more dentists 
to participate in providing care to those 
covered by Medi-Cal without expensive 
and time-consuming capital expansion. 
The broadest partnership will be needed 
to achieve both the infrastructure and 
the leadership to generate the school-
based/school-linked dental program 
for California’s children (figure 2).

Conclusion
Leadership and collaboration are 

needed to establish and successfully 
manage a comprehensive school-based/
linked oral health program for Califor-
nia’s children. Existing California law 
supports public oral health programs. 
However, statute amendments to update 
and expand parameters of a statewide 
program, bring modalities of disease 
prevention current and ensure that care is 
comprehensive are needed to fully imple-
ment this proposal. Successfully achiev-
ing these results will be the underpin-
ning of a program that has the power to 
significantly reduce the burden of dental 
disease and increase access to care. 

fig ur e 2 .  Required elements to establish a children’s 
dental program in California. 

Children’s Dental Program
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CRA FORM
Name: _________________________________        Date: __________

Due to new research on cavities and what causes them, we are moving toward a standard of care that can offer earlier detection and 

treatment.  Please fill out the “Patient Use” section of this form to the best of your ability.  These items will be discussed with your dental 

professional during your appointment today.Questions about the information on this form?  See the back for Q&A.

Would you like a free screening test today to 

determine if you have the bacterial infection that 

causes cavities?

no

yes

If diagnosed at risk for cavities today, would you be 

interested in discussing treatment options?

no

maybe

yes

If needed, are you willing to modify your dietary 

habits?

Not an option I could, but don’t want to
Sure

RISK FACTORSI notice plaque build-up on my teeth.

no

yes

I take medications daily. (#_________)

no

yes

I drink things other than milk, tea, or water more than 

2 times daily (other than with meals).

no

yes

I like to snack 1-3 times daily between meals.

no

yes

Do any of these other health concerns apply to you? 

(check all that apply)

no

yes

Frequent tobacco use
Acid refluxDiabetes Other drug useBulimia

Sjogren’s Syndrome

Do you suffer from dry mouth at any time of the day?

no

yes

Do you have any oral appliances present?

no

yes

BIOFILM CHALLENGECariScreen Bacterial Assessment

low
<1500

high
>1501

DISEASE INDICATORS
Visible Cavitations   

no

yes

Radiographic Lesions  

no

yes

White Spot Lesions

no

yes

Cavity in Last 3 Years

no

yes

ASSESSMENT SUMMARY

Biofilm Challenge

low

high

Disease Indicators

no

yes

Risk Factors

no

yes

DIAGNOSIS Transfer information above to boxes below to determine risk.

L H

Biofilm Challenge
N Y

Disease Indicators
Risk Factors

L H

Biofilm Challenge
N Y

Disease Indicators
Risk Factors

L H

Biofilm Challenge
N Y

Disease Indicators
Risk Factors

L H

Biofilm Challenge
N Y

Disease Indicators
Risk Factors

L H

Biofilm Challenge
N Y

Disease Indicators
Risk Factors

1

2

3

4

5

LOW RISK                    MODERATE RISK             MODERATE RISK 
HIGH RISK               HIGH/EXTREME RISK

C
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SE
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N

LY

P
A

TI
EN

T
U

SE
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widely discussed policy option 
to increase access to dental 
care in the United States is the 
introduction of new dental 
providers. Three proposed 

new providers, the dental therapist (DT), 
the dental health aide therapist (DHAT), 
and the advanced dental hygiene prac-
titioner (ADHP), are examined in this 
study. A description of each of these 
is available elsewhere.1 Since none of 
these providers exists in California, the 
authors refer to these as hypothetical 
allied dental professionals (HADPs).

This study examines three questions: 
1) What is the economic value produced 
by each HADP relative to a dentist?; 2) 
What is the impact on the earnings of 

private practice dentists from the entry 
of additional private practice dentists 
into the dental labor market?; and 3) 
What is the hypothetical impact on the 
earnings per hour of private practice 
dentists from the entry of HADPs into 
the dental labor market? This study 
answers these questions using the 
conceptual framework of microeco-
nomic theory. The study purposefully 
assumes minimal regulation of HADPs 
and that consumers see HADPs as 
perfect substitutes for dentists within 
the scope of practice of a HADP. This 
is done in order to show an upper 
bound with regard to the impact on the 
earnings of dentists from the entry of 
HADPs into the dental labor market.

the Impact of additional 
dental providers in the 
dental labor market on  
the Income of private 
practice dentists
timothy t. brown, phd, and juliette s. hong, ms

abstract  This study estimates the impact that the entrance of hypothetical allied 

dental professionals into the dental labor market may have on the earnings of currently 

practicing private practice dentists. A simulation model that uses the most reliable 

available data was constructed and finds that the introduction of hypothetical allied 

dental professionals into the competitive California dental labor market is likely to have 

relatively small effects on the earnings of the average dentist in California. 
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the Importance of Context:  
practice vs. market

When considering the potential 
effect of HADPs on the earnings of 
private practice dentists, two contexts 
must be considered: The individual 
practice and the market for dental 
labor. In the first context, we theoreti-
cally assume that any staff added to a 
practice will usually improve and never 
reduce the earnings of the dentists in 
that practice. This is a standard as-
sumption in economic theory.2 The 
owner of a practice fully controls the 
staffing of the practice and will alter the 
composition and number of practice 
staff to maintain practice profitability. 

However, the owner does not control 
the market for dental labor. The en-
trance/exit of HADPs outside of the 
average dentist’s practice may affect 
the earnings of the average dentist via 
competition for patients that may lower 
the average earnings of dentists. The key 
point here is that, according to economic 
theory, it is possible for the entrance 
of a given number of HADPs to result 
in lower average earnings for dentists, 
while at the same time resulting in 
temporarily higher average earnings for 
dentists who are in the subset of prac-
tices that are able to initially profitably 
employ HADPs.3 However, economic 
theory also states that temporary dis-
equilibrium states move toward equi-
librium and will not prevail in the long 
run.2 This implies that, for policy pur-
poses, examining the effect of the entry 
of HADPs into the dental labor mar-
ket should be done using equilibrium 
models of what would prevail in the long 
run. This study therefore examines the 
labor market for dentists using simula-
tions based on an equilibrium model of 
earnings determination for dentists. 

materials and methods

Factors That Influence Earnings 

Determination

To determine the hypothetical 
effect on dental earnings of the en-
try of HADPs requires accounting for 
all major factors affecting earnings 
determination. The average valuation 
of a dentist’s time, earnings per hour, 
is defined as annual income divided 
by annual hours worked. The average 

Individual Characteristics of Dentists

Individual characteristics, such as 
specialty and experience, will explain 
a portion of the variation in earnings 
per hour across dentists. Dentists who 
provide specialized procedures provide 
greater value per hour relative to general 
dentists. Similarly, dentists with more ex-
perience will tend to be able to accomplish 
more in a given time period than less-
experienced dentists. There also appear to 
be gender differences in the way dentists 
practice that may affect earnings.5-9

Demand, Supply, and Regulation

Factors related to the demand for 
dental care (the extent to which individu-
als are willing and able to purchase dental 
services) include dental insurance, income, 
age, and race/ethnicity. The percentage of 
individuals with private or public dental 
insurance measures the degree to which 
individuals can purchase dental care with 
minimal out-of-pocket expense. Per capita 
income measures the degree to which the 
average individual can purchase dental 
care apart from dental insurance. The 
age distribution of patients impacts the 
distribution of oral health conditions that 
individuals demand care for (data on oral 
disease rates by county are not available). 
Finally, the racial/ethnic breakdown of 
the population will measure the degree to 
which each group demands dental care.10

Area-level supply factors include 
nonpediatric dentists per capita, pedi-
atric dentists per capita, hygienists per 
capita, and dental assistants per capita. 
The authors break out pediatric dentists 
separately because they wanted to deter-
mine if there are different effects from the 
entry of dentists who focus on children 
relative to other dentists. Finally, regula-
tions that address the degree to which 
allied dental professionals (hygienists) can 

level of earnings per hour that prevails 
in the labor market for dentists will be 
affected by factors affecting the demand 
for dental care and factors affecting 
the supply of dental care including 
the structure of the labor market, 
individual-level characteristics of den-
tists, regulations, and other factors. 

The structure of the labor market 
for dentists in California is gener-
ally competitive and is stable. Most 
practices are small, having fewer than 
five employees, and the distribution 
of dental-practice size has been stable 
over 2000-2007.4 Individual dental 
practices are generally too small to af-
fect the dental labor market such that 
they significantly reduce or increase the 
average earnings per hour of dentists. 

the structure 

of the labor market 

for dentists in 

California is generally 

competitive and 

is stable.
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be reimbursed directly measure a portion 
of the intensity of competition between 
dentists and allied dental professionals. 

Dental Services Relative Value Index

The authors used the Dental Services 
Relative Value Index (DSRVI) to deter-
mine the relative value of each HADP rela-
tive to a dentist. The DSRVI is the ratio 
of the earnings per hour of a given HADP 
relative to a dentist: EPHHADP/EPHDDS, 
where EPHHADP is the earnings per hour 
of a given HADP and EPHDDS is the 
earnings per hour of a dentist. The DSRVI 
ranges from 0 to 1. The DSRVI is an ap-
proximate measure of the productivity of 
HADPs relative to dentists and approxi-
mately measures the relative amount of 
revenue that each HADP is responsible 
for within a practice as compared to a den-
tist. Its validity is based on the following 
principles from microeconomic theory. 

In a competitive labor market, dental 
practices will theoretically hire employees 
up to the point where the earnings per 
hour paid to the last employee hired from 
a given occupation equals the additional 
amount of revenue produced by the 
practice due to the presence of that last 
employee. This relation can be expressed as 

follows: EPH=MRP, where MRP is marginal 
revenue product that is defined as the 
marginal product, MP (the additional units 
of dental services produced per hour by 
the practice due to the additional employee 
being hired), multiplied by the marginal 
revenue, MR (the fees charged per hour 
for each additional unit of service pro-
duced by the practice due to the additional 
employee being hired). In other words, the 
average earnings per hour of an occupa-
tion is a theoretically correct measure 
of the additional value produced by the 
average individual within an occupation. 

Economic theory also states that in a 
competitive labor market all practices will 
hire individuals up the point where the ra-
tio, MP/EPH, is equalized across different 
occupations. This implies that the ratio of 
earnings per hour for two different occupa-
tions will be equal to the ratio of the mar-
ginal productivity of each class of labor:

(1) where MP
HADP

 is the marginal 
productivity of a given HADP category 
and MP

DDS
 is the marginal productivity of 

a dentist. Although this principle applies 
to an individual practice, the last person 

MP
HADP

 
=

 EPH
HADP

MP
DDS

 EPH
DDS

hired in each practice will be paid market 
earnings per hour and will theoreti-
cally be producing the same marginal 
product. (Marginal revenue product is 
likely to be equal to or less-than-average 
marginal product in the relevant range. 
For simplicity it is assumed to be equal.) 

The DSRVI is applied to a statistical 
model incorporating the above factors, 
the details of which can be found in the 
technical appendix. Since an average 
HADP produces some fraction of the 
services that an average dentist produces 
(measured by the DSRVI), the effect of 
a given number of HADPs entering a 
labor market, other things equal, will be 
approximately the same as the effect of 
the same number of dentists entering a 
labor market multiplied by the DSRVI.

results
table 1 presents the results of the 

analysis based on the statistical model 
presented in the technical appendix. The 
statistical model assumes that consum-
ers view HADPs as perfect substitutes 
for dentists within the scope of practice 
of the HADP. We find that the average 
nonpediatric dentist whose practice has 
the average proportion of patients cov-

table 1
 

  

table 1

hypothetical percentage Change in earnings per hour of Current private practice dentists due to entry of dental 
professional (one per 100,000 population)†

 

  

entry of one dental professional per 100,000†

Characteristics of currently practicing dentists pediatric  
dentist

dt nonpediatric 
dentist

dhat adhp

Average percentage of patients with public/private 
insurance and average percentage of patients who 
are children

+1.49%‡ +0.19%‡ –0.32% –0.07% –0.14%

Average percentage of patients with public/private 
insurance and 100% patients who are children

No detectable 
change‡

No detectable 
change ‡

-0.73% –0.17% –0.33%

† In 2009, this is equal to 382 dentists, 2,938 (382/0.13) DTs, 1,661 (382/0.23) DHATs, or 849 (382/0.45) ADHPs statewide. Since DTs only treat children, DT-to- 
population ratios would usually be expressed in terms of the population of children. However, the authors expressed DT-to-population ratios in terms of the over-
all population for purposes of comparability with dentists, ADHPs, and DHATs. (38,246,598 population)/(100,000 population) = 382.46. Department of Finance. 
Demographic Research Data Files. www.dof.ca.gov/research/demographic/data/ Accessed Jan. 9, 2012.
‡ This association only occurs up to 3.82 pediatric dentists per 100,000 population (in a county) depending on model specification. In 2009, there were (918 pediatric 
dentists)/(382.46) = 2.40 pediatric dentist per 100,000 population. (Number of dentists by specialty field. Kaiser Family Foundation State Health Facts. 
statehealthfacts.org/comparetable.jsp?ind=444&cat=8&sort=a&gsa=2 Accessed Jan. 9, 2012. To reach the turning point of 3.82 would require the addition of  
approximately 543 pediatric dentists or approximately 4,177 DTs. See the technical appendix for more information.
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entrance of the relevant type of dentist 
multiplied by the relevant DSRVI. For 
the effects of table 1 to be realized would 
require the entrance of 382 dentists, 
2,938 DTs, 1,661 DHATs, or 849 ADHPs.

discussion
This study examined three ques-

tions: 1) What is the economic value 
produced by each HADP relative to a 
dentist?; 2) What is the impact on the 
earnings of private practice dentists 
from the entry of additional private 
practice dentists into the dental labor 
market?; and 3) What is the hypotheti-
cal impact on the earnings per hour of 
private practice dentists from the entry 
of HADPs into the labor market? 

The answer to the first question is as 
follows. The DSRVI for ADHPs is 0.45, the 
DSRVI for DHATs is 0.23 and the DSRVI 
for DTs is 0.13. These relative economic 
values do not imply that, for example, 7.7 
DTs (1/0.13 = 7.7) are clinically equivalent 
to one pediatric dentists since DTs can 
only perform a fraction of the services 
provided by a pediatric dentist. What 
it does mean in this example is that 7.7 
DTs produce approximately the same 
economic value as one pediatric dentist, 
albeit through a different mix of services. 

The answers to the second and third 
questions are as follows. The answer to the 
third question assumes that consumers 
see HADPs as perfect substitutes for den-
tists within the scope of practice of HADPs 
and that HADPs are only regulated with 
regard to the types of procedures they can 
perform and are otherwise regulated iden-
tically to dentists. In other words, the find-
ings with regard to the third question are 
overstated to the degree that consumers 
do not see HADPs as perfect substitutes 
and would also change if regulations re-
garding scope of practice, reimbursement, 
and setting are stricter than assumed. 

ered by private and public insurance and 
the average proportion of patients who 
are children faces an earnings-per-hour 
reduction of 0.32 percent when nonpe-
diatric dentists per 100,000 population 
increase by one. In California, this would 
be equivalent to an increase of 382 non-
pediatric dentists statewide.11 In contrast, 
the average dentist whose practice has the 
average proportion of patients covered 
by private and public insurance, but sees 
only children (e.g., a pediatric dentist) 
would see an earnings-per-hour reduction 
of 0.73 percent if nonpediatric dentists 
per 100,000 population increased by one. 

The entrance of pediatric dentists has 
strikingly different results. The aver-
age nonpediatric dentist whose practice 
has the average proportion of patients 
covered by private and public insurance 
and the average proportion of patients 
who are children would face an earnings-
per-hour increase of 1.49 percent from 
the entrance of one pediatric dentist per 
100,000 population. In contrast, the aver-
age dentist who has the average propor-
tion of patients covered by private and 
public insurance, but sees only children 
(e.g., a pediatric dentist) sees no statisti-
cally detectable change in earnings per 
hour if pediatric dentists per 100,000 
population increased by one. This is true 
as long as the dentist has fewer than 75 
percent of their patients publicly insured.

However, the beneficial effect to the 
average nonpediatric dentists from the 
increase in pediatric dentists will only 
occur up to an increase of 3.82 pediatric 
dentists per 100,000 population. In 2009, 
there were 2.40 pediatric dentists per 
100,000 population. To reach the turn-
ing point in California would require the 
addition of approximately 543 pediatric 
dentists. A similar analysis of DTs indi-
cates it would take approximately 4,177 
DTs to reach this turning point. (This 

increased to a large enough level such 
that there is measureable competition 
between pediatric dentists. However, 
this does not mean that such competi-
tion could not occur. A reasonable guide 
as to the level at which this may occur 
is the level at which pediatric dentists 
become competitive with nonpedi-
atric dentists as discussed above. 

Hypothetical Allied Dental Professionals

The DSRVI for ADHPs is 0.45, the 
DSRVI for DHATs is 0.23 and the DSRVI 
for DTs is 0.13 (see the technical  

appendix). Applying the above informa-
tion to the estimated statistical model 
presented in the technical appendix 
yields the results listed in table 1. The 
size of the effect of the entrance of the 
HADP is the same size as the effect of the 

assumes that either pediatric dentists 
or DTs are increased but not both.)

There is no statistically detectable 
negative effect on the earnings per hour 
of pediatric dentists when the number of 
pediatric dentists per 100,000 increases 
to any level, assuming these dentists are 
serving the average proportion of patients 
with public and private insurance. This 
finding is likely due to the small number 
of pediatric dentists nationally. It is pos-
sible that there is no place in the United 
States where pediatric dentists have 

 pediatric dentists 

are the gateway 

through which many 

children enter the 

dental care system.
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Conclusion
The potential introduction of HADPs 

into the competitive California dental 
labor market is unlikely to have large 
effects on the earnings per hour of the 
average dentist in California. This conclu-
sion is based on a simulation model that 
uses the most reliable available data.

technical appendix
Authors’ note: This technical appen-

dix is written in technical language and is 

intended for technically oriented individu-

als who wish to understand the specifics of 

the simulation model used in the study.

data
The authors’ primary data are the 

American Dental Association’s Survey of 
Dental Practice, 1997-2007.15 Since the data 
are collected with reference to the previous 
year, the actual years analyzed are 1996-2006. 
The authors linked this information to the 
corresponding years of data on the number 
of dentists in each county (nonpediatric and 
pediatric) from the ADA’s State and Demo-
graphic Reports.16 Data on the number of 
dentists in each county were transformed to 
dentists per 100,000 population using data 
from the U.S. Census.17 County-level infor-
mation also was used for each year on the 
age and racial/ethnic distribution of the pop-
ulation from the U.S. Census.17 Data on coun-
ty-level per capita income for each year came 
from the U.S. Bureau of Economic Analysis.18 
Dollar denominated data were adjusted for 
inflation.19 Finally, information on regula-
tions regarding direct Medicaid payment to 
dental hygienists from the American Dental 
Hygienists’ Association also were included.

Following the procedure used by the 
ADA, the authors reweighted the data 
to reflect the overall number of dentists 
located in each geographical area. Also, 
these weights were adjusted to account 
for incomplete survey responses.

The entrance of nonpediatric den-
tists, DHATs, and ADHPs negatively 
impacts the earnings per hour of all 
currently practicing dentists and has a 
greater negative impact on the earnings 
of currently practicing pediatric dentists 
(those who serve 100 percent children).

The authors suggest that the greater 
negative impact on pediatric dentists is 
likely due to the fact that while approxi-
mately 28 percent of generalist dentists 
do not treat children younger than 4 years 
of age, nine out of 10 generalist dentists 

The entrance of pediatric dentists or 
DTs has a positive impact on the earn-
ings per hour of all nonpediatric dentists. 
There is no impact on the earnings per 
hour of pediatric dentists who serve fewer 
than 75 percent publicly insured patients.

The reasons for this are likely two-
fold. First, pediatric dentists are the 
gateway through which many children 
enter the dental care system. At some 
point these children will transition to 
general dentists, increasing the demand 
for nonpediatric dental services and thus 
the average earnings per hour of nonpedi-
atric dentists, other things equal. Second, 
children entering the dental care system 
by visiting a pediatric dentist have par-
ents who may, as a result of taking their 
children to a pediatric dentist, begin to 
demand the services of a general dentist 
if these parents were not already receiving 
such services. This would also increase the 
demand for nonpediatric dental services 
and thus the average earnings per hour of 
nonpediatric dentists, other things equal.

In most areas, pediatric dentists are 
in shortage and thus are not directly 
competing against one another.12 As 
long as there is a shortage of pediatric 
dentists in an area, the entry of ad-
ditional pediatric dentists will gener-
ally not negatively affect the average 
earnings per hour of pediatric den-
tists already practicing in the area.

However, the above findings are 
only valid up to 3.82 pediatric dentists 
per 100,000 population that is the 
economic equivalent of approximately 
543 additional pediatric dentists or 
4,177 DTs in California, using 2009 
figures. After this point, the entrance 
of additional pediatric dentists or 
DTs decreases the earnings per hour 
of currently practicing nonpediatric 
dentists (and likely pediatric dentists) 
due to competition for patients.

do serve children.13 In addition, only 
about 17 percent of generalist dentists 
often or always refer children ages 3 to 
5 to pediatric dentists.14 Thus, general 
dentists who enter an area and attract 
young parents to their practice may also 
tend to serve the children of these young 
parents, children who may have been 
seeing, or otherwise would have seen, a 
pediatric dentist. Such a switch would be 
convenient for many parents, but would 
decrease the average earnings per hour of 
pediatric dentists. In other words, while 
new pediatric dentists likely increase the 
number of children being served in the 
dental care system, new nonpediatric 
dentists generally do not (as they are 
focused on adults) and any children they 
serve will tend to be brought into the 
system via patients who are parents. 

in most areas, 

pediatric dentists are 

in shortage and thus are not 

directly competing 

against one another.
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econometric mode
The earnings determination 

model is specified as follows:
(2) ln EPH=b

0
+b

1
S+b

2
E+b

3
F+b

4
Kids+b

5
I

ns+b
6
R+b

7
NP_Dent+b

8
Ped_Dent+ b

9
Pop_

race+b
10

PCI+b
11

(NP_Dent Ins)+b
12

(NP_
Dent Kids)+b

13
(Ped_Dent Ins)+b

14
(Ped_

Dent Kids)+b
15

Year+b
16

State+e
where ln EPH is the natural logarithm 
of earnings per hour. EPH is defined 
as annual income divided by annual 
hours worked. Annual income includes 
salary, commissions, bonuses and/or 
dividends, as well as retirement plan pay-
ments and is calculated after subtracting 
practice expenses and business taxes. 

Dental specialty (generalist, pediat-
ric, other specialists) is denoted as “S,” 
experience and the square of experience 
is denoted as “E,” and female gender is 
denoted as “F.” Information about each 
dentist’s practice is also included: the pro-
portion of patients in a dentist’s practice 
that is under 15 years old is denoted as 
“Kids,” and the proportion of patients that 
have each type of insurance (no dental 
insurance, public dental insurance, private 
dental insurance) is denoted by “Ins.”

An indicator of state regulations 
regarding direct payment by Medicaid 
to dental hygienists is denoted by “R.” 
Nonpediatric private practice dentists 
(lagged by one year) per 100,000 county 
population is denoted by “NP_Dent,” and 
pediatric dentists (lagged by one year) per 
100,000 county population and its square 
are denoted by “Ped_Dent.” The county-
level proportion of individuals in various 
race/ethnicity categories (white, Hispanic, 
black, Asian/Pacific Islander, other) is 
denoted by “Pop_race,” and county-level 
per capita income is denoted by “PCI.” 
Note, that by including population in the 
denominator of all county-level variables, 
the model automatically accounts for 
changes in the size of the population.

The authors included three sets of 
interaction terms. The first set of interac-
tion terms interacts nonpediatric private 
practice dentists per 100,000 county 
population with each the following: the 
proportion of patients in each dentist’s 
practice who have public dental insur-
ance, the proportion of patients in each 
dentist’s practice who have private dental 
insurance, and the proportion of patients 
in each dentist’s practice who are under 
15 years old. The second set of interaction 
terms substitutes pediatric dentists for 
nonpediatric private practice dentists and 
otherwise includes the same interactions. 
Finally, the third set of interaction terms 
substitutes the square of the pediatric 
dentists for pediatric dentists and oth-
erwise includes the same set of interac-
tions. All continuous variables used in 
interaction terms are centered at their 
means to reduce multicollinearity. Year-
fixed effects are denoted by “Year” and 
state-fixed effects are denoted by “State.” 

The model omits information on den-
tal hygienists and dental assistants per 
100,000 population. This is due to data 
on dental hygienists and dental assistants 
only being available from the Occupation-
al Employment Survey (OES).20 Matching 
the Survey of Dental Practice with the 
OES resulted in approximately half of 
the authors’ sample of dentists being lost 
due to OES data not being available for 
many areas. The consequences of omit-
ting information on dental hygienists and 
dental assistants are explained below.

Theoretically, since dental hygien-
ists are partial substitutes for dentists, 
dental hygienists per 100,000 popula-
tion should be negatively correlated 
with the earnings per hour of dentists. 
In addition, since dental hygienists in 
most states can only work for dentists, 
dental hygienists per 100,000 popula-
tion should correlate positively with 

dentists per 100,000 population. Thus, 
omitting dental hygienists per 100,000 
population from the equation should 
result in a negative bias to the parameter 
estimates for dentists (both nonpediatric 
and pediatric) per 100,000 population.

Similarly, theory suggests that since 
dental assistants are complements to 
dentists, dental assistants per 100,000 
population would correlate positively with 
the earnings of dentists, and would cor-
relate positively with dentists per 100,000 
population. This suggests that omitting 
dental assistants from the equation will 
result in a positive bias to the parameter 
estimates of dentists (both nonpediatric 
and pediatric) per 100,000 population.

Although the authors have omitted 
variable bias working in opposite direc-
tions with regard to their parameters of 
interest, the net bias is virtually certain 
to be negative due to the much stronger 
correlations that dental hygienists per 
100,000 population are likely to have 
with the earnings of individual den-
tists relative to the same correlations 
with respect to dental assistants per 
100,000 population. This is due to the 
much greater value that dental hygien-
ists provide relative to dental assistants, 
which is reflected in the much higher 
earnings per hour of dental hygienists 
relative to those of dental assistants. 

There are two approaches to cor-
rect this omitted variable bias. One is 
to include the data on dental hygienists 
and data assistants that would result 
in the loss of approximately half of 
the authors’ data. The other approach 
was to use the instrumental variable 
technique. However, due to the pres-
ence of multiple interaction terms in 
this model, a relatively large set of valid 
instruments was required which was 
not available. The authors choose to 
maintain precision by maintaining their 
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sample of data and acknowledging omit-
ted variable bias in a negative direction 
for certain parameters of the model. 

The relationship between log earn-
ings per hour and the following indepen-
dent variables may be subject to reverse 
causation: nonpediatric dentists per 
100,000 population, pediatric dentists 
per 100,000 population, the propor-
tion of children served, the propor-
tion of patients with public insurance, 
and the proportion of patients with 
private insurance. The authors dealt 
with this issue in two different ways.

While the earnings per hour of any 
one dentist would not be expected to 
affect the number of private practice 
dentists (nonpediatric or pediatric) per 
100,000 population, the authors lag each 
of these measures by one year to mini-
mize any such issue, as noted above. Con-
sistent with the authors’ expectation that 
reverse causation would not be a signifi-
cant factor, the parameters of the lagged 
variables were virtually identical to the pa-
rameters of the variables when not lagged. 

Since dentists may choose the type 
of patients they serve to maximize 
their earnings per hour, the authors 
tested for parameter bias due to reverse 
causation with respect to the propor-
tion of patients who have private 
insurance or public insurance and the 
proportion of children under age 15. 
We tested various instrumental vari-
able models using two-stage general-
ized least squares. These models omit 
the interaction terms described above 
as they are not essential to perform 
the tests. Each potentially endog-
enous variable was tested separately.

The instrument used to test the endo-
geneity of the proportion of children in a 
dental practice under age 15 is the propor-
tion of children in the general population 
under the age of 15. The only way that 

the proportion of the population under 
the age of 15 could affect the earnings 
of dentists is through the proportion of 
patients in a dentist’s practice under age 
15. Thus, this instrument is exogenous. 

The instrument used to test the 
endogeneity of the proportion of patients 
who have public insurance (relative to 
the combined proportion of private-pay 
patients and privately insured patients) 
is the proportion of the population in 
poverty. Conditional on the inclusion of 
per capita income, the only way that the 
proportion of individuals in poverty in 
the general population could affect the 
earnings of dentists is through the pro-
portion of patients who have public insur-
ance (the inclusion of per capita income 
would be expected to pick up the effect of 
private pay patients on dental earnings). 
Thus, this instrument is also exogenous. 

The authors used a set of two instru-
ments to test the endogeneity of the 
proportion of patients who have private 
insurance. The authors used the pro-
portion of firms in an area that have 
500 or more employees (such firms are 
highly likely to offer dental insurance) 
and the proportion of the population 
in poverty (since if an individual is not 
in poverty, they are more likely to have 
private dental insurance). Conditional 
on the inclusion of per capita income 
and the proportion of patients who 
have public insurance (which below is 
shown to be exogenous), the only way 
that the proportion of firms in an area 
with 500 or more employees could af-
fect the earnings of dentists is through 
the proportion of patients who have 
private insurance. Models were esti-
mated using generalized least squares 
or two-stage generalized least squares 
using SAS 9.2 and Stata 10. All models 
accounted for heteroscedasticity and 
incorporated probability weights. 

results
Descriptive statistics are presented in 

table 2. Implementing the tests discussed 
above resulted in endogeneity test results 
that show that neither the exogeneity of 
the proportion of patients under the age 
of 15, nor the exogeneity of the propor-
tion of patients with public insurance, 
nor the exogeneity of the proportion of 
patients with private insurance could be 
rejected at the 5 percent level of statistical 
significance.21,22 The respective instru-
ments used in each test were all shown 
to be sufficiently strong according to the 
Stock and Yogo criteria for two-stage 
least square estimators.23 In addition, 
the single overidentification test of the 
instruments used for private insurance 
failed to reject the exogeneity of the 
identifying instrument at even the 10 
percent level of statistical significance.

Thus, the authors’ final models 
included the proportion of patients in a 
dental practice under age 15, the propor-
tion of patients in a dental practice with 
public insurance, and the proportion of 
patients in a dental practice with private 
insurance all as exogenous independent 
variables. Final models were estimated 
using generalized least squares. Note that 
all of the above findings were based on 
national data. A model using the Cali-
fornia subset of data was also estimated, 
but was found to be unreliable due to 
very large variance inflation factors. 

The final results are presented in  
table 3. Note that when analyzing log-
linear models, the coefficients were trans-
formed to percentages by exponentiation, 
subtracting one, and then multiplying 
by 100.24 The authors have provided this 
transformation for individual param-
eters in the last column of table 3. 

It was found that the average non-
pediatric dentist whose practice has the 
average proportion of patients covered 
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1. Primary practice annual net income divided by total hours per week worked times total weeks worked per year. 2006 constant dollars. 
2. Specialist: oral and maxillofacial surgery, endodontics, orthodontics and dentofacial orthopedics, periodontics, prosthodontics, oral and maxillofacial pathology, 
public health, and oral and maxillofacial radiology. 
3. Year of graduation from dental school subtracted from year of survey.
4. Per 100,000 county population.
5. Proportion of patients who visited the entire primary practice during the year.
6. Proportion of county population.
7. Up to 13 years old included in 2003, and up to 17 years old included in 2004-2006. This is a limitation of the survey data which did not consistently define age categories.
8. Pediatric dentists not included.
All values weighted using probability weights and nonresponse weights.

table 1
table 2

summary statistics – national estimates

variables mean std. error [95% Conf. limits] min max

Earnings per hour¹ 1996 99.725 2.244 95.322 104.127 0.013 1205.822

1997 104.211 1.974 100.339 108.083 0.013 1256.075

1998 114.390 2.237 110.003 118.777 0.012 4122.695

1999 121.100 2.752 115.701 126.499 5.942 2510.924

2000 121.845 2.299 117.335 126.354 2.166 750.474

2001 120.506 2.430 115.741 125.272 0.011 1193.675

2002 128.225 3.442 121.468 134.981 0.011 919.258

2003 128.928 2.297 124.423 133.433 12.786 987.325

2004 130.040 2.409 125.314 134.767 13.458 889.356

2005 131.416 2.613 126.291 136.542 7.081 983.102

2006 133.914 2.780 128.458 139.370 11.600 807.450

Specialty General practitioner 0.812 0.003 0.807 0.818 0.000 1.000

Pediatric dentist 0.033 0.001 0.031 0.035 0.000 1.000

Specialist² 0.155 0.002 0.150 0.159 0.000 1.000

Year of practice Experience³ 22.953 0.107 22.743 23.163 1.000 65.000

Gender Male dentist 0.838 0.003 0.832 0.843 0.000 0.000

Female dentist 0.162 0.003 0.157 0.168 1.000 1.000

Total private practitioners4,8 59.109 0.216 58.685 59.533 2.243 152.900

Total pediatric dentists4 1.601 0.010 1.581 1.620 0.000 19.803

Regulation Direct Medicaid  
reimbursement

0.145 0.003 0.139 0.152 0.000 1.000

Age7 15 years old or over 0.778 0.002 0.775 0.781 0.000 1.000

Under 15 years old7 0.222 0.002 0.219 0.225 0.000 1.000

Insurance5 Private insurance 0.636 0.002 0.632 0.639 0.000 1.000

No insurance 0.307 0.002 0.304 0.310 0.000 1.000

Public insurance 0.057 0.001 0.054 0.060 0.000 1.000

Race/Ethnicity6 White 0.704 0.002 0.700 0.707 0.038 0.999

Hispanic 0.120 0.001 0.118 0.123 0.000 0.947

Black 0.116 0.001 0.114 0.119 0.000 0.688

Asian and Pacific 
Islander

0.051 0.001 0.049 0.052 0.000 0.666

Others 0.009 0.000 0.008 0.009 0.000 0.715

Per capita income  
observations = 16,023

37294 108.5 37081 37506 12511 109953
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by private and public insurance and the 
average proportion of patients who are 
children who face an earnings-per-hour re-
duction of 0.32 percent represented by the 
partial derivative of log earnings with re-
spect to nonpediatric dentists per 100,000 
[-0.32=100(exp(-0.00315)-1), p<0.01] 
where nonpediatric dentists per 100,000 
population increase by one. (Note that all 
of the interaction terms in this first partial 
derivative are equal to zero due to the 
centering of each variable in each interac-
tion at its respective mean.) In California, 
this would be equivalent to an increase 
of 382 nonpediatric dentists statewide.11 
In contrast, the average dentist whose 
practice has the average proportion of 
patients covered by private and public 
insurance, but sees only children (e.g., 
a pediatric dentist) would see an earn-
ings-per-hour reduction of 0.73 percent 
[–0.73=(100(exp(–0.00315–0.00540(1–
0.222))–1), p<0.01] if nonpediatric dentists 
per 100,000 population increased by one. 

The entrance of pediatric dentists has 
strikingly different results. The aver-
age nonpediatric dentist whose practice 
has the average proportion of patients 
covered by private and public insurance 
and an average proportion of patients 
who are children would face an earnings-
per-hour increase of 1.49 percent from 
the entrance of one pediatric dentist 
per 100,000 population represented 
by the derivative of log earnings with 
respect to pediatric dentists per 100,000 
[1.49=(100(exp(0.02683–(2)0.00604)–1), 
p=0.055]. In contrast, the average den-
tist who has the average proportion of 
patients covered by private and public 
insurance, but sees only children (e.g., 
a pediatric dentist) sees no statistically 
detectable change in earnings per hour 
[–0.34=(100(exp(0.02683–(2)0.00604–
0.03856(1–0.222)+(2)0.00763)(1–0.222)-1), 
p=0.882] if pediatric dentists per 100,000 

population increased by one.17 This is true 
as long as the dentist has fewer than 75 
percent of their patients publicly insured. 

However, the beneficial effect to the 
average nonpediatric dentists from the 
increase in pediatric dentists will only be 
effective up to an increase of 3.82 pedi-
atric dentists per 100,000 population. 
(This assumes the proportion of patients 
with public insurance and the proportion 
of children are at their means.) In 2009, 
there were 2.40 pediatric dentists per 
100,000 population (2.40=(918 pediatric 
dentists)/(382.46 100,000 population)).25 
To reach the turning point of 3.82 pedi-
atric dentists per 100,000 population 
in California would require the addition 
of approximately 543 [543=(3.82–2.40) x 
382.46] pediatric dentists statewide or ap-
proximately 4,177 DTs (4,177=543 pediatric 
dentists/0.13 DTs). The number 0.13 is the 
DSRVI for DTs and is calculated below.

There is no statistically detectable 
negative effect on the earnings per hour 
of pediatric dentists (those serving only 
children) when the number of pediatric 
dentists per 100,000 increases to any 
level, assuming these dentists are serv-
ing the average proportion of patients 
with public and private insurance. 

Hypothetical Allied Dental Professionals

The EPH for each of the HADPs are 
calculated as follows. The annual sal-
ary for each HADP comes from the 
California Dental Association Workforce 
Model Feasibility Study where the as-
sumption was made that each HADP 
works 1,900 hours per year. This results 
in earnings per hour of $62.08 for an 
ADHP ($117,956/1900=$62.08). The 
authors adjusted this 2008 estimate to 
2006 dollars by applying the appropriate 
consumer price index to obtain $58.13 
($62.08 x 0.9364=$58.13).26 The authors 
then divided this by the average earn-

ings per hour of a nonpediatric dentist 
in 2006 to get a DSRVI for ADHPs of 
0.45 ($58.13/$130.43=0.45). The DSRVI 
for DHATs is similarly calculated and 
is 0.23 ($62,073/1900=$32.67; $32.63 x 
0.9364=$30.59; $30.59/130.43=0.23).

To compute the DSRVI for DTs, 
the authors used earnings per hour of 
pediatric dentists since DTs will most 
closely compete with pediatric dentists. 
Since DTs and DHATs are assumed to 
earn identical salaries, the DSRVI for 
DTs is 0.13 ($30.59/$232.11 = 0.13). 

limitations
Due to the omission of dental hygien-

ists and dental assistants per 100,000 
population, the estimated parameters 
for nonpediatric and pediatric dentists 
per 100,000 population (and associ-
ated interaction terms) are likely to be 
negatively biased. This means that the 
negative relationship between an increase 
of nonpediatric dentists per 100,000 
population and log earnings per hour is 
likely less negative than is shown in the 
model (the model overstates the nega-
tive effects) and the positive relationship 
between an increase of pediatric dentists 
per 100,000 population and log earn-
ings per hour is probably more posi-
tive than the model shows (the model 
understates the positive effect). 
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table 3

natural logarithm of earnings per hourª — national estimates

 

  

variables Coefficient std. err. [95% Conf. Interval] p-value transformed⁹

Year (reference year: 1996) 1997 0.053 0.031 –0.008 0.113 0.089 5.410

1998 0.126 0.030 0.067 0.186 <.0001 13.461

1999 0.229 0.032 0.167 0.291 <.0001 25.680

2000 0.211 0.031 0.150 0.272 <.0001 23.498

2001 0.234 0.032 0.172 0.297 <.0001 26.416

2002 0.280 0.039 0.203 0.356 <.0001 32.294

2003 0.316 0.030 0.257 0.376 <.0001 37.183

2004 0.347 0.032 0.285 0.409 <.0001 41.460

2005 0.359 0.034 0.292 0.426 <.0001 43.175

2006 0.365 0.033 0.300 0.431 <.0001 44.122

Specialty area (reference 
group: specialist1)

General dentist –0.344 0.014 –0.372 –0.316 <.0001 –29.111

Pediatric dentist –0.026 0.036 –0.095 0.044 0.472 –2.521

Experience Experience2 0.004 0.001 0.003 0.005 <.0001 0.414

Experience squared –0.001 0.000 –0.001 –0.001 <.0001 –0.085

Gender (reference group:  
male dentist)

Female dentist –0.257 0.023 –0.303 –0.211 <.0001 –22.643

Total nonpediatric  
practitioners2,4,7,8

–0.003 0.001 –0.004 –0.002 <.0001 –0.315

Total pediatric dentist2,4,7 0.027 0.008 0.010 0.043 0.002 2.719

Total pediatric dentist squared –0.006 0.002 –0.010 –0.002 0.003 –0.602

Regulation Direct Medicaid  
reimbursement7

–0.068 0.028 –0.124 –0.012 0.017 –6.567

Age3,6 (reference group:  
15+ years old)

Under 15 years old2 0.305 0.037 0.233 0.377 <.0001 35.688

Insurance3 (reference group:  
no insurance)

Private insurance2 0.007 0.046 –0.083 0.098 0.873 0.744

Public insurance2 –0.356 0.070 –0.494 –0.218 <.0001 –29.953

Race/ethnicity5 (reference 
group: white)

Hispanic –0.236 0.085 –0.403 –0.069 0.006 –21.023

Black –0.143 0.076 –0.293 0.006 0.060 –13.351

Asian and Pacific 
Islander

–0.067 0.191 –0.441 0.307 0.725 –6.508

Others –0.037 0.452 –0.923 0.849 0.935 –3.637

Per capita income  
(in $10,000s)

0.064 0.011 0.043 0.086 <.0001 6.624

Total nonpediatric practitioners 
x private insurance

–0.007 0.002 –0.011 –0.003 0.000 –0.708

Total nonpediatric practitioners 
x public insurance

–0.013 0.004 –0.020 –0.005 0.001 –1.252

Total nonpediatric practitioners 
x under 15 years old

–0.005 0.002 –0.009 –0.002 0.001 –0.539

continues on next page
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variables Coefficient std. err. [95% Conf. Interval] p-value transformed⁹

Total pediatric dentist x  
private insurance

–0.015 0.047 –0.107 0.078 0.756 –1.463

Total pediatric dentist x public 
insurance

0.195 0.079 0.040 0.351 0.014 21.584

Total pediatric dentist x under 
15 years old

–0.039 0.036 –0.109 0.032 0.282 –3.782

Total pediatric dentist squared 
x private insurance

0.030 0.013 0.003 0.056 0.028 3.003

Total pediatric dentist squared 
x public insurance

–0.032 0.027 –0.085 0.021 0.240 –3.137

Total pediatric dentist squared 
x under 15 years old

0.008 0.009 –0.010 0.025 0.386 0.766

Intercept 4.657 0.057 4.544 4.769 <.0001

R2: 0.16, F(86,15937) = 34.49 
(p<.0001)

Number of observations used: 
16023

ª State fixed effects included in analysis, but not reported.
1. Specialist: oral and maxillofacial surgery, endodontics, orthodontics and dentofacial orthopedics, periodontics, prosthodontics, oral and maxillofacial pathology,  
public health, and oral and maxillofacial radiology.
2. Variable centered at its mean.
3. Proportion of patients who visited the entire primary practice during the year.
4. Per 100,000 county population.
5. Proportion of county population.
6. Up to 13 years old included in 2003, and up to 17 years old included in 2004-2006. This is a limitation of the survey data which did not consistently define age categories.
7. One year prior (lagged one year)
8. Pediatric dentists not included.
9. Assumed one unit increase. Transformations are based on the following formula: [(exp(b)–1)100].
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c a p a c i t y

alifornia’s dental care system is 
almost completely private with 
approximately 94 percent of ac-
tive dentists practicing privately 
as of 2007.1 These private prac-

tice dentists serve the population that 
pays directly for dental care, those with 
private dental benefit plans and those 
whose care is paid for by public funds 
including the Medicaid dental benefit in 
California known as Denti-Cal. Com-
munity dental clinics are another source 
of dental care and are often the provider 
of last resort or the “safety-net” system 
in the state. These clinics primarily offer 
free or reduced-price dental care to the 
most vulnerable populations in California 
including individuals covered by Denti-
Cal. However, most individuals covered by 
Denti-Cal are served by private practice 
dentists. For example, in 2007, Denti-Cal 
expenditures in community clinics only 
comprised approximately 13.9 percent of 
Denti-Cal fee-for-service expenditures.2

What percentage of Californians can 
this dental care system serve? While Cali-
fornia’s dental care system is not static and 
expands and contracts based on market 
conditions, an estimate of the current ca-
pacity of the system is important for policy 
purposes. As derived below, approximately 
74 percent of the California population 
accessed the dental care system in 2009-10. 
This is an expansion of approximately 5.1 
percent as compared to 2003. tables 1  

and 2 indicate that from 2003 to 2010 access 
to dental care for adults increased from 67.2 
percent to 69.7 percent. table 2 indicates 
that from 2003 to 2009 access to dental care 
for children increased from 75.4 percent 
to 84.7 percent and that access to dental 
care for adolescents increased from 86.1 
percent to 89.9 percent. Overall popula-
tion access to dental care in California thus 
increased from 70.4 percent in 2003 to 
approximately 74 percent in 2009-10 (us-
ing 2010 information on adults and 2009 
information on children and adolescents).

access to dental Care  
and the Capacity of  
the California dental  
Care system 
timothy t. brown, phd; nadereh pourat, phd; paul glassman, dds, ma, mba; 
jessica chung, phd; gina nicholson, mph; and juliette s. hong, ms

C

abstract  The authors estimated the following levels of technical efficiency for 

three types of dental practices in California where technical efficiency is defined as the 

maximum output that can be produced from a given set of inputs: generalists (including 

pediatric dentists), 96.5 percent; specialists, 77.1 percent; community dental clinics, 83.6 

percent. Combining this with information on access, it is estimated that the California 

dental care system in 2009-10 could serve approximately 74 percent of the population.
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This increase in access to dental care 
coincides with a simultaneous expansion 
of the California dental care system. Data 
produced by the University of California, 
Los Angeles’ Center for Health Policy 
Research on the number of active licensed 
dentists in California shows that the 
total number of licensed dentists per 
100,000 population increased from 74.97 
in 2002 to 82.41 by 2008, an increase 
of 9.9 percent, with approximately 84 
percent of licensed dentists being active 
in 2008.3,4 In addition, the total number of 
employees of dental practices in Califor-
nia per 100,000 population (excluding 
dentists who are classified as employees 
for various reasons) increased from 282.7 
in 2003 to 284.9 in 2009, an increase of 0.7 
percent.5-7 Assuming that the increase in 
dentists from 2002 to 2008 was similar in 
size to the increase in dentists from 2003 
to 2009 and that 84 percent of licensed 
dentists were in active practice in each 
year, the weighted average of the increase 
in dentists per 100,000 population and 
employees in dental practices per 100,000 
population yields an increase in overall 
dental practice personnel per 100,000 
population from 2003 to 2009 of approxi-
mately 3.1 percent. This is similar in mag-
nitude to the 5.1 percent increase in access 
to dental care from 2003 to 2009-10. 

This growth further coincides with 
growth in dental insurance (for adults) 
and family income (from 2003 to 2007). 
Other research shows that having private 
dental insurance increases the demand 
for dental services (measured as the 
probability of visiting a dental provider 
at least once in the previous 12 months) 
by approximately 15.5 percent as com-
pared to people who do not have dental 
insurance, other things equal.8 Similarly, 
among adults, having Denti-Cal benefits 
increases the demand for dental services 
by approximately 11.4 percent as com-

pared to people who do not have Denti-
Cal.8 The great majority of the California 
population is covered by some form of 
dental insurance as shown in table 3.9 

Higher family income increases the 
demand for dental services in a manner 
similar to dental insurance. In California, 
having family income that is 300 per-
cent or more above the federal poverty 
threshold increases the demand for dental 
services (measured as the probability of 
visiting a dental provider at least once in 
the previous 12 months) by approximately 
12.4 percent relative to those below the 
federal poverty threshold.8 table 4 shows 

inflation-adjusted per capita income in 
California from 2003 to 2010. Despite the 
recession, which started in December 2007 
and ended in July 2009, inflation-adjusted 
family income in 2009 was 4 percent high-
er than inflation-adjusted family income in 
2003, and, as table 4 illustrates, family in-
come in 2010 is even higher.10 This increase 
in family income is similar in magnitude 
to the 3.1 percent increase in the size of 
the dental care system from 2003 to 2009. 

The simultaneous growth of funding, 
the size of the dental care system, and 
access to dental care suggest a dental ser-
vices market that is responsive to changes 

table 1
 

  

 
table 2

year percent 95% Confidence Interval

2003

Children 75.4 [73.9, 76.8]

Adolescents 86.1 [84.4, 87.7]

Adults 67.2 [66.6, 67.9]

2007

Children 81.5 [80.2, 82.8]

Adolescents 88.1 [86.5, 89.7]

Adults N/A N/A

2009

Children 84.7 [83.1, 86.2]

Adolescents 89.9 [88.1, 91.8]

Adults N/A N/A

Source: Authors’ analysis of the California Health Interview Survey. Children are ages 2-11; adolescents are 
ages 12-17; adults are ages 18 and older. N/A: not available.
Data on this topic are not collected every year. Adult data was not collected in 2007 or 2009.

California dental visits

table 1
 

  

table 1

California dental visits – ages 18 and older

year percent 95% Confidence Interval

2004 70.5 [68.8-72.2]

2006 68.5 [66.8-70.2]

2008 70.3 [69.1-71.5]

2010 69.6 [68.6-70.6]

Source: Authors’ analysis of the Behavioral Risk Factor Surveillance Survey. 
Data on this topic are not collected every year.

c a p a c i t y
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in market conditions. This combined with 
the competitive nature of the dental ser-
vices market suggests that at least the gen-
eralist portion of the dental care system is 
likely to be operating at close to full capaci-
ty. This is less likely to be true for specialist 
practices, since specialist practices largely 
depend on referrals from generalists 
and are thus partially insulated from the 
competitive pressures faced by generalists 
since the dentist rather than the patient 
generally chooses a particular specialist. 

policy and the Capacity of the dental 
Care system

The extent to which the California 
dental care system is operating at full 
capacity has significant ramifications for 
policies aimed at increasing access to den-
tal care. The same policy action can result 
in different outcomes depending on the 
economic context in which it takes place. 

Capacity, with respect to access to 
dental care, is defined in this study as the 
total percentage of a given population that 
the dental care system could serve over a 
specific period of time. Capacity may be 
greater than or equal to the level of services 
provided at any given time. Capacity can be 
altered by changing the size of the system 

(adding or subtracting dentists, hygienists, 
assistants, office staff, operatories, office 
space, etc.) and/or altering the configura-
tion of the system (how dental practices 
are organized). The degree to which capac-
ity can change can be described as the 
very short run, short run, and long run. 

In the very short run, all inputs are 
fixed: the full-time equivalent number 
of dentists, hygienists, assistants, office 
staff, the number of operatories, the size 
of the office space, etc., cannot be changed 
and thus no additional dental services 
can be provided beyond a particular 
maximum level. In the short run, at least 
some aspects of dental practices are fixed; 
only portions of dental practices can be 
altered. Finally, in the long run, all aspects 
of dental practices can be changed. Note 
that the very short run, short run, and 
long run are not defined as periods of 
time, but as sets of possible activities. 
The length of time it takes for each of 
these changes to occur is a key issue for 
policy-makers and will vary by context.

For example, of the many possible 
policy actions to improve access to dental 
care, two possible policy actions are 
increasing the percentage of the popula-
tion covered by dental insurance and 

increasing the number of dental care 
providers. These policies are not mutu-
ally exclusive. However, taken individu-
ally, these two policy actions can have 
very different effects on access to dental 
care depending on the current capacity 
of the dental care system and the speed 
at which this capacity can be changed.

A policy of increasing the percentage 
of the population with dental insurance 
may have no significant effect on access to 
dental care, slowly improve access to den-
tal care, or immediately improve access 
to dental care. A key issue is the degree to 
which excess capacity exists in the system 
and how quickly capacity can be increased. 
If there is no excess capacity in the sys-
tem, other things equal, the above policy 
will result in no immediate change in 
access to dental care in the very short run, 
with access to dental care increasing only 
at the speed at which capacity can be in-
creased in the short run and the long run.

On the other hand, the degree that 
excess capacity is present is the extent to 
which access to dental care will immediately 
change in the very short run, other things 
equal, with future increase in access to den-
tal care over the short run and the long run 
occurring only at the speed by which capac-

table 1
 

  

table 3

year percent of Individuals with 
dental Insurance

95% Confidence Interval

2003

Adults 64.8 [64.1 - 65.4]

Adolescents 79.5 [77.7 - 81.3]

Children 83.9 [82.8 - 85.0]

2007

Adults 66.3 [65.5 - 67.1]

Adolescents 75.8 [73.7 - 77.9]

Children 83.1 [82.0 - 84.3]

Source: Authors’ analysis of the California Health Interview Survey. Children are ages 2-11; adolescents are ages 
12-17; adults are ages 18 and older. Data from 2007 for adults reflects having had dental insurance all or part of 
the past year. The 2007 data for teens and children reflects current dental insurance at time of interview. The 
California Health Interview Survey is conducted biennially and did not collect data on this topic in 2009.

dental Insurance in California

table 1
 

  

table 4

year real per Capita Income

2003 $40,775

2004 $41,904

2005 $42,578

2006 $44,227

2007 $44,742

2008 $43,690

2009 $42,395

2010 $43,238

Source: Authors analysis of data from AND 
California Statistics and the U.S. Bureau of 
Economic Analysis. Figures for 2010 are preliminary. 
All amounts expressed in 2009 constant dollars.

California per Capita Income,  
2003–2009
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ity can be increased (assuming there is still 
unsatisfied demand present in the market). 

A policy of increasing the number of 
dental providers also may have no signifi-
cant effect on access to dental care, slowly 
improve access to dental care, but cannot 
immediately improve access to dental care 
(as training new providers or bringing in 
providers from other places takes time). 
If there is excess capacity in the dental 
care system, other things equal, increasing 
the number of dental providers will not 
improve access to dental care in the short 
run (by definition, there is no very short 
run when providers are added), as there 
are already a sufficient number of dental 
providers in existence to provide the den-
tal care currently being demanded. The 
same is true with respect to the long run.

However, if there is no excess capac-
ity in the dental care system, increasing 
the number of dental providers will 
improve access to dental care signifi-
cantly in the short run depending on 
the number of dental providers added 
to the dental care system, other things 
equal. In the long run, increasing the 
number of dental providers will improve 
access even more, assuming the capac-
ity of the system does not yet satisfy 
all demand for dental care, other things 
equal. The speed with which this occurs 
depends on how fast providers can 
be added to the dental care system. 

measuring Capacity
Two types of information can be 

exploited to measure the capacity of the 
dental care system with respect to access 
to dental care. The first is information 
on what percentage of the population is 
receiving dental care over a given period 
of time, information that is available from 
statewide surveys as presented above. 
The second is information on how close 
to 100 percent technical efficiency the 

the closer the system is to full capacity. 
Studies of technical efficiency in 

dentistry have been conducted interna-
tionally. In Norway, it was estimated that 
larger practices were more technically 
efficient and that technical efficiency 
was very high: 0.93.14 In contrast, the 
technical efficiency of the community 
dental service in England was estimated 
to be from 0.635 to 0.673.15 The techni-
cal efficiency of public dental health 
services in Finland which was estimated 
to be between 0.72 and 0.81.16 Subse-
quent analysis in Finland also examined 
the technical efficiency of public den-
tal services using a later data set and 
estimated average technical efficiency to 
be 0.78.17 A cross-country study evalu-
ated the technical efficiency of den-
tal services in Europe and estimated 
technical efficiency to be only 0.48.18 
A study completed in 2010 estimated 
the technical efficiency of generalist 
dentists in a single unidentified U.S. 
state to be between 0.8 and 0.9.19 

Technical efficiency is influenced 
by competition. A highly competitive 
dental services market will require high 
efficiency for dental practices to succeed. 
Consistent with this, it is expected that 
the average technical efficiency of U.S. 
private dental practices will be higher 
than the average technical efficiency 
of dental practices in Europe, and that 
California’s private practice generalist 
dentists will exhibit average technical 
efficiency that is approximately as high 
as the above U.S. estimate. Similarly, it 
is expected that the technical efficiency 
of private practice specialist dentists 
and community dental clinics will be 
lower than the technical efficiency of 
private practice generalist dentists due 
to the reduced competitive pressures 
faced by these two groups relative to 
private practice generalist dentists.

dental care system is. Technical efficiency 
is defined as the maximum amount of 
output (e.g., dental visits per week, pa-
tients seen per day) that can be produced 
from a given set of inputs (e.g., dentists, 
operatories, dental hygienists, dental 
assistants, and office staff). The amount 
of technical inefficiency in the dental care 
system is the extent to which the system 
could absorb additional demand without 
having to increase the amount of dental 
service inputs currently available simply 
by reorganizing the way in which dental 

service inputs are currently being used. 
This concept is somewhat analogous to 
the concept of “busyness” in the dental 
literature, although the results of this 
study show that while dentists’ subjec-
tive perceptions of “busyness” may be 
valuable in other contexts, perceptions 
of “busyness” do not meaningfully cor-
relate with estimated technical ineffi-
ciency.11-13 This second type of informa-
tion must be estimated using statistical 
models, as was done for this study. 

Using dental care utilization data and 
estimated technical efficiency, we can 
estimate capacity as the quotient of the 
percentage of the population being served 
and the technical efficiency of the system. 
The higher the technical efficiency of the 
system (ranging from 0 to 1 or alternative-
ly ranging from 0 percent to 100 percent), 

a highly 

competitive dental 

services market will 

require high efficiency 

for dental 

practices to succeed. 
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materials and methods

Data

Private Practice Dentists

To analyze the technical efficiency of 
private practice generalist dentists, the 
authors used data from the 2003 California 
Dental Survey, the only known source of 
data on private dental practices in Cali-
fornia with a sufficiently large sample.3,20 
While data are also available from the 
American Dental Association’s (ADA) 
Survey of Dental Practice, the Survey of 
Dental Practice is designed to describe den-
tal services nationally and only a relatively 
small proportion of this data directly mea-
sures the California dental services market. 

The 2003 California Dental Survey is 
modeled on the ADA’s Survey of Dental 
Practice, but excludes much of the 
financial information collected in the 
ADA survey and some practice informa-
tion. The strengths of the California 
Dental Survey are its stratified survey 
design and the large number of dental 
practices surveyed. In addition, the 
California Dental Survey was collected 
before the elimination of optional adult 
dental benefits by Denti-Cal in July 2009, 
making it possible to determine if any 
technical inefficiencies resulted from 
dental practices accepting Denti-Cal 
coverage, which would not have been 
possible if the survey had been conducted 
after July 2009. 

The authors define generalist den-
tists to also include pediatric dentists 
for purposes of this analysis since 
pediatric dentists serve as primary care 
dentists for many children. Special-
ists include endodontists, orthodon-
tists, periodontists, prosthodontists, 
and other specialists, but excluded 
are oral and maxillofacial surgeons, 
oral and maxillofacial pathologists, 

Also included by the authors was 
information on factors that may con-
tribute to dental practices operating in 
a technically inefficient manner. For 
example, different types of dental insur-
ance require varying amounts of time 
to process and also reimburse according 
to different fee schedules. In addition, 
patients with public dental insurance 
are likely to be systematically different 
than patients with private insurance. The 
authors thus included the percentage of 
patients seen by a practice who pay with 
cash/credit, are covered by private insur-
ance, or are covered by public insurance.

Measures of language proficiency 
are also included. In California, where 
39.5 percent of the population speaks a 
language other than English at home, 
language proficiency in a language other 
than English can be an important com-
petitive advantage.21 Also included were 
measures of whether dentists and staff 
members spoke only English, English 
and one other language, or English 
and two or more other languages.

Finally, the competitive situation 
of each practice was also included us-
ing a subjective measure of “busyness” 
from the perspective of the respondent 
dentists which consisted of the fol-
lowing rankings: 1) too busy to treat 
all people requesting appointments; 
2) provided care to all who requested 
appointments but was overworked; 3) 
provided care to all who requested ap-
pointments and was not overworked; 
and 4) not busy enough, could have 
treated more patients.11-13 Categories 
2 and 3 were combined due the am-
biguity of the term “overworked.”

Community Dental Clinics

To analyze the technical efficiency 
of community dental clinics, data from 
the 2005 California Community Clinic 

oral and maxillofacial radiologists, 
and public health dentists. This ex-
clusion is due to data limitations.

The specific data elements used from 
the California Dental Survey are as fol-
lows: total dental visits per week, total 
hours worked by the respondent dentist 
in dentistry per week, the number of 
operatories per dentist in the practice, 
the number of full-time equivalent dental 
hygienists in the practice, the number of 
full-time equivalent dental assistants in 
the practice, and the number of full-time 

equivalent office staff in the practice. 
Dental visits are commonly used in 

researching the productivity of dental 
practices. Dental visits will obviously vary 
in their content and length depending on 
the procedures performed during the visit. 
Thus, also included is the procedure mix 
of the respondent dentist measured as the 
percentage of time spent by the dentist 
on the following activities during a typical 
week: diagnostic, preventative (fluoride 
treatment, prophylaxis, pit and fissure 
sealants, etc.), operative (restorations, 
amalgams, inlays, etc.), prosthodontics, 
endodontics, periodontics, orthodontics 
and dentofacial orthopedics, oral and 
maxillofacial surgery, general services (an-
esthesia, patient management, counsel-
ing, and miscellaneous), esthetic (bleach-
ing and veneers), implants, and other. 

to analyze the 

technical efficiency of 

private practice generalist 

dentists, the authors used 

data from the 2003 

California Dental Survey,
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Oral Health Capacity Study was used.22 
Information on the following types 
of clinics were included in these data: 
school-based clinics, free-standing dental 
clinics, mobile clinics, hospital-based 
clinics, public hospitals, rural health clin-
ics, medical/dental clinics, county health 
facilities, and free clinics. The majority of 
clinics that responded to the survey were 
also federally qualified health centers.

The measure of output used here is 
patients per day for the entire community 
dental clinic, not for an individual dentist. 
Because of this, the authors modeled the 
organization of the dental practice some-
what differently from above. Included 
were the number of FTE dentists, the 
number of FTE dental hygienists, the 
number of FTE dental assistants, and the 
number of FTE other staff. A measure 
of procedure mix was not available.

Similarly to above, factors were 
included that may contribute to the 
technical efficiency with which a practice 
operates. The percentage of operational 
revenue that comes from Medicaid, pri-
vate insurance, private payment, and 
uncompensated care were included. 
Measures of language proficiency 
and “busyness” were not available.

The Office for the Protection of 
Human Subjects at the University of 
California, Berkeley, has determined 
that the portion of this research analyz-
ing private practice dentists does not 
meet the threshold definition of “human 
subjects” research set forth in Federal 
Regulations at 45 CFR 46.102(f). The 
community clinic portion of this research 
was not evaluated by the Office for the 
Protection of Human Subjects as it does 
not meet the threshold definition of 
“human subjects” research set forth in 
Federal Regulations at 45 CFR 46.102(f) 
by definition since the analytical unit is 
the clinic rather than the individual. 

Econometric Model

Statistical models were used to 
describe the relationships between the 
various characteristics of dental prac-
tice and the outputs of dental practice. 
A statistical model is used because it 
derives the magnitude and direction of 
these relationships from actual data from 
practicing dentists rather than assum-
ing the magnitude and direction of these 
relationships. Statistical models do not 
assume that the relationships estimated 
are exact, but acknowledges there is a 

represent. The ability of stochastic fron-
tier analysis to use weighted data is essen-
tial in drawing conclusions about dental 
practices in California since much of the 
data used in the analysis was collected 
using complex sampling techniques.

Stochastic frontier analysis assumes 
there are three sources of variation in 
the production of dental services: 1) the 
configuration of dental practices (e.g., 
number of dentists, dental hygienists, 
dental assistants, office staff, and op-
eratories) including the mix of dental 
procedures performed; 2) events that 
may be systematically related to techni-
cal inefficiency (e.g., payment sources, 
busyness, etc.); and 3) events that do not 
systematically affect the overall amount 
of dental services produced (e.g., nonsys-
tematic changes in weather, in the built 
environment, in individuals’ preference 
for dental care, in the individual eco-
nomic situations of individuals, etc.).

The stochastic frontier analysis ap-
proach is able to account for each of 
these three elements. In addition, using 
stochastic frontier analysis, it is also pos-
sible to estimate the amount of dental 
services that could be provided if all 
dental practices used their resources in an 
optimal way. Stochastic frontier analysis 
is a standard approach used to under-
stand technical efficiency levels in many 
industries, including health care, both in 
the United States and internationally.23-25 
All analysis was performed using Stata 10.

results
The authors’ analysis finds private 

practice generalist dentists (generalists 
and pediatric dentists) to be 0.965 or 96.5 
percent technically efficient (95 percent 
confidence interval: [0.962, 0.969]), an 
extremely high level of technical effi-
ciency. This suggests that in 2003 there 
was virtually no unused capacity among 

using stochastic

frontier analysis, it is also possible 

to estimate the amount of dental 

services that could be provided 

if all dental practices used their 

resources in an optimal way.

degree of randomness involved. Results 
are thus reported using confidence inter-
vals that give the degree of confidence 
the true result lies within a given range. 
In particular, the authors used stochastic 
frontier analysis to estimate the techni-
cal efficiency of private practice general-
ist dentists, private practice specialist 
dentists, and community dental clinics 
by estimating separate models for each 
group. See the technical appendix for a 
complete description of these models. 

This approach was chosen by the 
authors because of the ability of stochastic 
frontier analysis to handle data collected 
from complex surveys where each obser-
vation in the sample is weighted such that 
the weight attached to each observation 
corresponds to the number of dentists in 
California the observation is intended to 
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generalists. The authors found specialist 
dentists, which make up the remainder 
of private practice dentists, to be 0.771 
or 77.1 percent technically efficient (95 
percent confidence interval: [0.748, 
0.794]). Finally, community dental clinics 
were found to be 0.836 or 83.6 percent 
technically efficient (95 percent confi-
dence interval: [0.810, 0.862]). Note that 
these measures of technical efficiency 
are all averages. This means that among 
generalist dentists, specialist dentists, 
and community dental clinics there 
are practices that are both higher and 
lower than the averages presented above 
with respect to technical efficiency. 

Reasons for technical inefficiency 
varied across each of the analyses. 
Technical inefficiency is reduced among 
generalist dentists when dentists are 
multilingual. Paradoxically, technical 
inefficiency is increased by the presence 
of staff members who speak more than 
two languages. Reasons for the techni-
cal inefficiency among specialist dentists 
include dentists who speak more than two 
languages. Neither the subjective percep-
tions of busyness nor the percentage of 
patients with particular types of dental 
insurance were significantly related to 
technical inefficiency in either model.

Finally, the technical inefficiency 
among community dental clinics appears 
to be due at least in part to the percent-
age of operational revenue that makes 
up “uncompensated care,” and, surpris-
ingly, the percentage of operational 
revenue that comes from private-pay 
patients. For complete details of each 
analysis, see the technical appendix.

discussion
Access to dental care is about access to 

generalist dental care (individuals usually 
visit specialist dentists only on the refer-
ral of a generalist dentist), thus the tech-

nical efficiency of specialist dentists, while 
relevant to the capacity of the dental care 
system overall, is not relevant in deter-
mining the capacity of the dental care sys-
tem with respect to access to dental care. 
In other words, an increase in the techni-
cal efficiency of specialist providers would 
not increase general access to dental care 
as specialists provide dental care to those 
who have already accessed generalist care. 

Of interest is the lack of correlation 
between perceptions of “busyness” and 
technical inefficiency. This is contrary to 

the language skills of generalist dentists 
are better matched with the languages 
spoken by patients. A less-than-perfect 
match between the languages spoken by 
the specialist dentist and the languages 
spoken by patients may also be responsi-
ble for the finding that multiple languages 
spoken by specialist dentists increase 
technical inefficiency. Additional lan-
guage specific research would be needed 
to better understand these findings. 

The finding that the percentage of 
revenues from uncompensated care and 
private-pay patients increase technical 
inefficiency in community dental clinics 
suggests that the types of low-income 
individuals who have no insurance (not 
even Denti-Cal) may be systematically dif-
ferent from other patients, while private-
pay patients may require more time to 
administratively process since community 
clinics are not generally set up to effi-
ciently process private-pay transactions.

It is important to note that other 
sources of technical inefficiency are likely 
present. However, they were unable to 
be measured in the data available. 

Although the technical efficiency of 
private practice generalists and private 
practice specialists was determined 
using data from 2003, it is unlikely 
that the technical efficiency of at least 
private practice generalists has signifi-
cantly changed. The reason for this is that 
generalists (including pediatric dentists) 
make up approximately 90 percent of 
dentists in California, and are subject to 
the highest level of competitive pressure. 
It is unlikely that such practices employ 
more personnel than are needed to meet 
the demand for dental services or main-
tain unused office space or operatories 
that result in reduced profitability.

California’s dental care system is 
extremely efficient and provided ac-
cess to dental care for approximately 74 

 technical 

 inefficiency 

is reduced among 

generalist dentists 

when dentists are 

multilingual.

what was expected and suggests that al-
though perceptions of “busyness” may be 
valuable for many types of analyses, these 
perceptions do not relate to actual mea-
sures of inefficiency. Similarly, the lack 
of correlation between the percentage of 
patients with various types of insurance 
and inefficiency suggests that, while the 
distribution of private/public insurance 
may affect the profitability of private den-
tal practices, it does not appear to affect 
the efficiency of private dental practices.

The paradoxical findings regard-
ing language where multiple languages 
spoken by generalist dentists reduces 
technical inefficiency while multiple 
languages spoken by staff members 
increase technical inefficiency may simply 
reflect the situation where, compared 
to the language skills of staff members, 
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percent of the population in 2009-10. 
With a population of 38 million, each 
percentage point of the population 
lacking access represents a very large 
group of people. While specific policies 
proposals to change this situation are not 
addressed in this study, whatever set of 
policies may be considered should also 
consider the overall current capacity of 
California’s dental care system. 
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technical appendix
Authors’ note: This technical appendix 

is written in technical language and 

is intended for technically oriented 

individuals who wish to understand 

the specifics of the stochastic frontier 

analyses used in the study.

stochastic frontier analysis
A technical description of stochastic 

frontier analysis (SFA) begins with a 
production function:

 
(1) Qs = Q(L, K)

where Qs is the quantity of dental services 
produced, L is the amount of labor from 
all dental categories, and K is dental 
capital equipment. 

It is assumed that dental practices 
attempt to maximize the dental services 
produced by inputs L and K. This 
production function can be statistically 
estimated as follows

(2) Qs = Q(L, K) – υ 

where υ is a non-negative random vari-
able that captures the effects of technical 
inefficiency for each dental practice. This 
non-negative random variable may be dis-
tributed half-normal, truncated normal, 
exponential, or gamma (other statistical 
distributions are possible). However, this 
error term may also capture the effects of 
factors not related to technical efficiency. 
In order to capture the effects of factors 
not related to technical efficiency, the 
authors add an additional error term, 
ε, which can vary positively or nega-
tively and whose mean is equal to zero
  
(3) Qs = Q(L, K) – υ + ε.

The maximum of frontier output, Qsf, 
is equal to 

(4) Qsf = Q(L, K) + ε.

Actual output, Qsf, is equal to 

(5) Qsa = Q(L, K) – υ + ε.

This model is known as a stochastic 
frontier model. 

The authors used the above general 
model to construct specific models to 
estimate the production frontiers of 
private dental practices and community 
dental clinics in California. For private 
dental practices the focus was on the 
productivity of individual dentists (due to 
data limitations). For community dental 
clinics, the focus was on the productivity 
of the entire practice. The functional form 
of the production function the authors 
used is transcendental logarithmic, also 
known as translog. The main advantage 
of the particular translog specification 
used here is that it allows certain fac-
tors (dental hygienists, dental assistants, 
and office staff) to go to zero without 
forcing dental visits to go to zero. It also 
places few a priori restrictions on the 
marginal products of each factor and their 
rates of change. This functional form 
has been used in previous analyses of 
dental production and cost functions.1-3

For individual private practice dentists, 
the production function is specified as 
follows:

(6) In Qa = α0 + α1 hours + α2 In hours+ α3  

(Oper/D) + α4 In(Oper/D) + α5 (Hyg/D) + 

α6 (Hyg/D) + α7 (Da/D) + α8  (Da/D) + α9  

(OS/DH) + α10 (OS/DH) + α11 PM – υ + ε.

For community dental clinics, the produc-
tion function is specified as follows:

(7) In Qb = β0 + β1D + β1D + β3 In Oper + β4 

Oper + β5 Hyg + β6 (Hyg) + β7 DA + β8  (DA) 

+ β9 OS + β10(OS) – υ + ε.

 Equations 6 and 7 are linked to equa-
tion 5 as follows: Qsa  in equation 5 is 
altered to become either Qa, the number 
of dental visits (of any type) per week, or 
Qb, the number of patients per day. Den-

tal labor, L, in equation 5 becomes specific 
types of dental labor: hours, Hyg, D, DH, 

DA, and OS (defined below). Dental capi-
tal equipment, K, in equation 5 becomes 
Oper (defined below). The vector PM (de-
fined below) is specific to dental produc-
tion and does not appear in equation 5. 

The variable hours is the number 
of hours an individual dentist spends 
per week practicing dentistry, Oper is 
a measure of capital, the number of 
operatories or chairs that a dentist has 
access to, Hyg is the number of full-
tine equivalent (FTE) dental hygienists 
(where an FTE is defined as 35 hours per 
week or more), D is the total number of 
FTE dentists in the practice, DH is the 
sum of D and Hyg, DA is the number of 
FTE dental assistants in the practice, 
and OS is the number of FTE office staff 
in the practice. The vector PM is a vec-
tor of procedure mix variables defined 
as the percentage of time spent by the 
dentist being analyzed in each of the 
following activities: diagnostic, preven-
tative (fluoride treatment, prophylaxis, 
pit and fissure sealants, etc), operative 
(restorations, amalgams, inlays, etc.), 
prosthodontics, endodontics, peri-
odontics, orthodontics and dentofacial 
orthopedics, oral and maxillofacial 
surgery, general services (anesthesia, 
patient management, counseling, and 
miscellaneous), esthetic (bleaching and 
veneers), implants, and other. Control-
ling for the mix of services performed 
in health care is important to accu-
rately measure technical efficiency.4-6 

Note that equation 7 does not contain 
the natural logarithm of the number of 
FTE dentists. This is because some com-
munity dental clinics have no dentists, 
thus the dentist variable must be specified 
such that the number of  patients seen 
per day does not go to zero when the 
number of FTE dentists goes to zero. 
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The technical inefficiency parameter, 
υ, is specified as half-normal. The authors 
used the natural logarithm of total FTE 
staff less the dentist being analyzed (other 
dentists, hygienists, assistants, and office 
staff) to model for heteroscedasticity in ε.

Assuming that productive inef-
ficiency does exist in the model, the 
following models were estimated:

(8)  υ = 00 + 01 Lang  + 02INS + 03CMP + ς

(9)  υ = θ0 + θ1 INS2 + ς
where technical inefficiency may be due 
to issues of language, dental insurance, 
or competition. The vector Lang includes 
a vector of variables measuring whether 
dentists or staff members speak only Eng-
lish, English and one other language, or 
English and two or more other languages. 

The vector INS is vector of variables 
measuring the percentage of patients 
in the practice covered by no insurance, 
private dental insurance, or public den-
tal insurance and INS2 is vector of the 
percentage of operational revenue that is 
comes from Medicaid, private insurance, 
private payment, or uncompensated care. 
Finally, the vector CMP includes indicators 
of the competitive situation of each dental 
practice defined as follows: 1) too busy to 
treat all people requesting appointments; 2) 
provided care to all who requested appoint-
ments but was overworked; 3) provided care 
to all who requested appointments and was 
not overworked; and 4) not busy enough, 
could have treated more patients. This 
measure is called “busyness” in the dental 
literature.7-9 Measures 2 and 3 are combined.

Equations 6 and 8, and 7 and 9 are esti-
mated simultaneously since using sequential 
two-stage procedures can result in significant 
bias.10 In addition to modeling heteroscedas-
ticity in the one-sided inefficiency error com-
ponent (υ) the authors also, as noted above, 
model the symmetric noise error component 

(ε). Unmodeled heteroscedasticity in the 
symmetric noise component can cause 
biased measures of technical efficiency.11 Un-
modeled heteroscedasticity in the one-sided 
inefficiency error component can result in 
biased measures of the production frontier 
and biased measures of technical efficiency.12

All models are estimated with a single 
cross-section of data, due to panel data 
for California not being available. How-
ever, the advantage of panel data depends 
on the degree to which unobserved 
heterogeneity (relevant factors in the pro-
duction function that are omitted due to 
data limitations) is present in the model. 
Models using panel data tend to attribute 
more of the unobserved heterogeneity 
component to the inefficiency component 
unless models are correctly specified. 
Thus, in the presence of model misspecifi-
cation, cross-section models tend to yield 
more accurate measures of inefficiency 
as the proportion of the variance due to 
unobserved heterogeneity increases.13

All analysis was conducted using Stata 
10 using the “frontier” command. Prob-
ability weights adjusted for nonresponse 
were used in the simultaneous estima-
tion of equations 6 and 8. No probability 
weights were available for the simultane-
ous estimation of equations 7 and 9. 

In order to determine if there is any 
technical inefficiency we use the following 
measure:

(10) E[exp(-υ)|-ε]

which is predicted following the simulta-
neous estimations discussed above. The 
weighted mean (as applicable) is then 
calculated from these predictions to 
determine mean technical efficiency.

data — sampling and data  
Collection procedures

Private Practice Dentists

The authors’ data on private dental 
practices come from the 2003 Califor-
nia Dental Survey (CDS) which was 
originally commissioned from the 
University of California, Los Angeles’ 
Center for Health Policy Research 
by the California Dental Associa-
tion for the purpose of determining 
the possible existences of shortages 
among dental hygienists and dental 
assistants.14 The CDS was designed 
to survey active licensed dentists in 
private practice (both those in general 
practice and in selected specialties). 
The following specialists were ex-
cluded: oral and maxillofacial surgeons, 
oral and maxillofacial pathologists, 
oral and maxillofacial radiologists, and 
public health dentists. These exclu-
sions were due to data limitations.

The 2003 CDS sample was selected 
as follows: a list of all licensed dentists 
in the state of California was obtained 
from the California Dental Association. 
This list is frequently updated and was 
supplemented with a list of nonmem-
bers from the Dental Board of Califor-
nia. Only those with active licenses 
were included. In addition, the follow-
ing were excluded from the sample: 
faculty members, those practicing out 
of state, those who had retired, 
students in postgraduate programs, 
those in the military, those in public 
health practice, those older than age 
85, and those not practicing due to 
various reasons. 

table 1
 

  

table a1

determining nonresponse

 

  

model main group 
(=1)

Comparison 
group (=0)

adjustment variables

Contact  
(Prc)

ER, EN, IN UN CDA membership status,  
gender, county, years since graduation

Response (Prr) ER EN CDA membership status,  
gender, county, years since graduation
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methodology for Calculating survey 
weights — private practice dentists

The authors used the method described 
by Yang and Wang to adjust for nonre-
sponse within the CDS dataset.15 According 
to Yang and Wang there are two instances 
in a study where nonresponse occurs. The 
first occurs when an attempt to reach the 
potential subject is made, but no contact is 
ever established (contact model). The sec-
ond occurs when contact has been estab-
lished, but the subject never completes the 
survey instrument (response model). This 
method uses probabilities obtained from 
logistic regression models to assign a new 
value of the survey weight to each indi-
vidual in the dataset. The two probabilities 
that result from these logistic regression 
calculations are a probability for contact 
(Prc) and a probability for response (Prr). 

In the analysis, dentists were first cat-
egorized into whether they were 1) success-
fully contacted and 2) successfully complet-
ed the survey instrument, for the contact 

model and response model, respectively. 
In all, there were four categories: eligible 
respondent (ER), eligible nonrespondent 
(EN), ineligible (IN), and unknown eligi-
bility (UN). The contact model compared 
those with whom contact was established 
(ER, EN, IN) to those with whom contact 
was not established (UN). The response 
model compared those who were eligible 
(ER) and responded to the survey relative 
those who were eligible and did not respond 
to the survey (EN). table a1 describes the 
two different logistic regression models.

After obtaining a probability for each 
individual for both the contact model and 
the response model, a final weight was 
calculated using the following formula:

(11)  

where bw equals base weight, or the 
sampling weight assigned to each 
individual to account for oversampling 
in certain counties. Individuals miss-
ing values for any of the adjustment 

    1   1
Weight  =

 
—
Prc 

x
 
—

 Prr 

x (bw)

variables (n=380) were dealt with by 
automatically assigning their base weight 
as the value for their final weight.

Additional adjustment for nonre-
sponse was done to account for those 
who completed the survey but who did 
not answer all relevant questions used 
in this analysis using the following ap-
proach. All observations were identified 
that contained incomplete information 
on the variables used in the stochas-
tic frontier models estimated below. A 
logistic regression including age, the 
square of age, gender, and race/ethnicity 
was used to determine the probability 
of observations missing information 
on the variables used in the stochastic 
frontier models estimated below. The 
inverse of the probability that an obser-
vation was missing values for any model 
variables was taken from this logistic 
regression and was multiplied by the 
weights developed above to obtain a final 
weight that was used in the analysis.

f igure a1 .  Determination of sample size.

Overall cohort sampled
(er, en, In, un)

N = 14,125

Responded to survey  
(er, In)

N = 4,402

Completed  
survey, but 

ineligible (In)
N = 581

Completed  
survey and  

eligible (er)
N = 3,821

Pilot tested
N = 1,332 

(er, In, un)

Not pilot tested
(un)

N = 8,391

Unknown 
eligibility but  

not pilot tested
(un)

N = 8,391

Ineligible  
among those  
pilot tested

(In)
N = 32

Eligible 
nonresponse 
among those  
pilot tested

(en)
N = 584

Unknown 
eligibility  

among those  
pilot tested

(un)
N = 716

Didn’t respond to survey
N = 9,723  

(en, In, un)
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table 1
 

  

table a2

descriptive statistics: 2003 California dental survey

variable generalists†
mean

generalists†
standard  
deviation

specialists†
mean

specialists†
standard  
deviation

practice Configuration

 Total dental visits per week 36.005 20.721 28.940 22.014

 Total hours worked in dentistry per week 31.007 8.129 29.961 10.024

 Other dentists (FTE) 0.618 1.108 0.580 0.976

 Total dentists (FTE) 1.562 1.099 1.497 0.943

 Hygienists (FTE) 0.678 0.993 0.503 0.958

 Assistants (FTE) 2.245 1.906 2.509 1.967

 Office staff (FTE) 1.643 1.038 1.846 1.124

 Operatories 4.428 2.747 4.868 2.949

 Operatories per FTE dentist* 3.251 2.017 3.870 2.780

 Hygienists per FTE dentist* 0.500 0.692 0.340 0.589

 Assistants per FTE dentist* 1.541 0.923 1.871 1.273

 Office staff per sum of FTE dentists and FTE hygienists* 0.863 0.529 1.186 0.900

procedure mix (%)

 General 3.272 6.049 1.510 3.411

 Esthetic 5.844 6.721 2.209 4.460

 Diagnostic 13.611 9.410 12.782 13.351

 Endodontics 6.030 6.054 15.177 30.805

 Implants 1.140 2.660 3.067 8.950

 Operative 30.456 15.322 10.340 15.662

 Orthodontics 0.716 2.990 24.036 40.271

 Other 0.211 1.506 0.752 7.818

 Periodontics 5.019 6.297 13.048 27.043

 Preventive 14.705 13.469 5.701 11.651

 Prosthodontics 14.203 12.090 8.817 17.534

 Surgery 3.821 4.622 1.935 4.447

Inefficiency factors

 Dentist – English + 1 language 0.395 – 0.332 –

 Dentist – English + 2 or more languages 0.185 – 0.154 –

 Office staff – English + 1 language 0.451 – 0.436 –

 Office staff – English + 2 or more languages 0.227 – 0.228 –

 Private dental insurance (%) 66.182 21.738 64.680 22.940

 Public dental insurance (%) 11.340 20.963 6.094 14.590

 Able to treat all requesting appts. 0.736 – 0.736 –

 Not busy enough 0.221 – 0.223 –

Observations 1,841 336

FTE: Full-time equivalent. All data elements are probability weighted and adjusted for nonresponse. *Note that measures that are “per FTE 
dentist” or “per sum of FTE dentists and FTE hygienists” are calculated across dental practices and will not be equal to similarly defined 
measures using the overall sample means. †Generalists included generalist and pediatric dentists for purposes of this analysis. Specialists 
include endodontists, orthodontists, periodontists, prosthodontists, and other specialists, but excluded oral and maxillofacial surgeons, oral 
and maxillofacial pathologists, oral and maxillofacial radiologists, and public health dentists for purposes of this analysis.
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sampling design and Cohort 
ascertainment — Cds

Approximately 26,000 dentists were 
practicing in the state of California 
in 2003. Of these, approximately 63 
percent of those dentists are members 
of CDA. An enumerated list of den-
tists in California was obtained from 
both the CDA and the Dental Board of 
California. Dentists were excluded if 
they were older than 85, retired, fac-
ulty members, practicing out of state, 
students in postgraduate programs, 
in the military, in public health prac-
tice, oral/maxillofacial specialists, or 
not practicing due to various reasons. 
About 4.7 percent of the sample was 
eliminated because the authors had 
information from the CDA dataset 
that showed they were ineligible.

The remaining dentists were sampled 
based on stratified rural/urban classifi-
cations. Dentists practicing in counties 
where there are 250 or fewer dentists 
(classified as rural counties) available 
were all sampled. Those practicing in 
more urban counties where the number 
of dentists exceeds 250 were sampled 
so that a minimum of 250 dentists 
were selected, and an additional 40 
percent of remaining dentists were 
also sampled. A sampling weight was 
calculated by dividing the total num-
ber of dentists in each county by the 

total number of dentists sampled in 
each county. So for rural counties, the 
sampling weight will be 1.0, or very 
close to 1.0, whereas heavily popula-
tion counties (such as Los Angeles), the 
sampling weight could be above 2.0. 

The number of dentists remain-
ing after the sampling procedure was 
14,125. Overall, only 4,402 responded 
to the survey, and of those, 3,821 were 
eligible to participate (after verification 
of working status, and specialty). A flow 
chart illustrating how this final sample 
was obtained is shown in figure a1. 

The authors were able to obtain ad-
ditional information regarding individuals 
who did not complete the survey. A total 
of 1,332 individuals were contacted again 
to see if they completed the survey, and if 
not, to give a reason why. The responses 
that were possible during this follow-up 
were: no answer, retired, disconnected, 
ineligible, missing or no phone number, 
need follow-up, and refused. Individu-
als were classified into the four response 
categories based on information from 
this follow-up. All remaining individu-
als who were not contacted again and 
those for whom no age or specialty 
information in the CDA database were 
assumed to be unknown response (UN). 
Descriptive statistics of the variables 
used in the analyses of private dental 
practices are presented in table a2.

Community dental Clinics
The 2005 California Community 

Clinic Oral Health Capacity Study identi-
fied 728 agencies of which it was deter-
mined that 232 had dental facilities. Of 
the agencies surveyed, 129 responded. 
Of these responses, 81 agencies provided 
data complete enough to be subject to 
statistical analysis. Since the entire uni-
verse of agencies was used as the sam-
pling frame, the sampling weight of each 
agency is 1.0. No nonresponse weights 
could be computed as there was insuf-
ficient information on nonresponders 
to compute reasonable nonresponse 
weights. It is thus assumed that nonre-
sponse is unbiased. The following types 
of clinics were included in the universe: 
school-based clinics, free-standing 
dental clinics, mobile clinics, hospital-
based clinics, public hospitals, rural 
health clinics, medical/dental clinics, 
county health facilities, and free clinics. 
The majority of clinics who responded 
to the survey were also federally quali-
fied health centers. (See Glassman et 
al. article for more information.16)

Because the survey did not always 
indicate that respondents who wanted 
to indicate zero for any given answer 
should enter a zero or leave the response 
blank, the authors assumed that blank 
answers indicated zero. This appeared 
to be reasonable for the questions 
involved. See table a3 for descriptive 
statistics from the final analytic sample. 

results
All of the authors’ final equations speci-

fy υ as half-normal due to convergence dif-
ficulties encountered when specifying υ as 
exponential in the generalist and commu-
nity dental clinic models. (Note that Stata 
10, the statistical software package used in 
this study, does not permit the use of the 
gamma distribution when estimating sto-

table 1
 

  

table a3

descriptive statistics: 2005 California Community Clinic oral health    
Capacity study
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 variable mean standard deviation

 Practice configuration

 Total patients per day 27.265 17.857

 Dentists (FTE) 2.050 1.635

 Operatories 5.593 3.251

 Hygienists (FTE) 0.265 0.542

 Assistants (FTE) 4.247 3.101

 Other staff (FTE) 2.037 2.159

 Inefficiency factors

 Percent revenue from private insurance 7.106 9.540

 Percent revenue from private pay 15.454 20.968

 Percent revenue uncompensated care 30.672 31.841

 Observations 81
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table 1
 

  

table a4

stochastic frontier: Individual production of visits by private generalist dentists (2003)*

parameter std. err. z-statistic p-value [95% Conf. Interval]

 production function

 Total hours worked per week -0.031 0.010 -3.13 0.002 -0.051 -0.012

 Ln(Total hours worked per week) 1.052 0.241 4.36 0.000 0.579 1.525

 Operatories per dentist -0.026 0.009 -3.01 0.003 -0.044 -0.009

 Ln(Operatories per dentist) 0.086 0.067 1.28 0.199 -0.045 0.218

 Hygienists per dentist 0.055 0.073 0.76 0.445 -0.087 0.198

 (Hygienists per dentist)2 0.012 0.019 0.62 0.533 -0.026 0.049

 Assistants per dentist -0.042 0.052 -0.81 0.420 -0.143 0.060

 (Assistants per dentist)2 -0.005 0.011 -0.50 0.614 -0.026 0.015

 Office staff per dentist 0.051 0.113 0.46 0.647 -0.169 0.272

 (Office staff per dentist)2 -0.026 0.033 -0.79 0.427 -0.092 0.039

procedure mix (% time)

 Esthetic -0.005 0.004 -1.28 0.201 -0.012 0.003

 Diagnostic -0.002 0.003 -0.61 0.543 -0.008 0.004

 Endodontics 0.000 0.004 0.10 0.922 -0.008 0.009

 Implants 0.019 0.006 2.87 0.004 0.006 0.031

 Operative 0.003 0.002 1.23 0.217 -0.002 0.008

 Orthodontics -0.022 0.012 -1.91 0.056 -0.045 0.001

 Other 0.006 0.012 0.52 0.600 -0.017 0.030

 Periodontics -0.002 0.004 -0.56 0.577 -0.010 0.006

 Preventive 0.000 0.003 0.08 0.936 -0.005 0.006

 Prosthodontics 0.002 0.003 0.63 0.531 -0.004 0.007

 Surgery 0.000 0.005 -0.03 0.974 -0.009 0.009

Constant 0.764 0.587 1.30 0.193 -0.386 1.914

lns2υ
 Ln(total FTE staff less main dentist)† 0.696 0.083 8.43 0.000 0.534 0.858

Constant -1.633 0.134 -12.18 0.000 -1.896 -1.370

lns2ε
 Dentist – English + 1 language -38.715 1.979 -19.56 0.000 -42.594 -34.836

 Dentist – English + 2 or more languages -39.984 1.429 -27.97 0.000 -42.785 -37.182

 Office staff – English + 1 language 1.045 1.060 0.99 0.324 -1.033 3.122

 Office staff – English + 2 or more languages 2.175 1.054 2.06 0.039 0.110 4.241

 Private dental insurance (%) -0.084 0.070 -1.21 0.228 -0.221 0.053

 Public dental insurance (%) 0.023 0.024 0.94 0.345 -0.025 0.070

 Able to treat all requesting appts. -0.245 4.381 -0.06 0.955 -8.831 8.341

 Not busy enough -0.072 4.277 -0.02 0.987 -8.455 8.311

Constant 0.394 4.667 0.08 0.933 -8.753 9.542

Wald (χ2) 138.42 (p < 0.001)

Technical efficiency 0.965, 95% confidence interval: [0.962, 0.969]

Observations 1,841

*Note that “generalist dentists” includes pediatric dentists for purposes of this analysis. 
*Total FTE staff includes hygienists, assistants, office staff, and other dentists.
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table 1
 

   

 

table a5

 stochastic frontier: Individual production of visits by private specialist dentists (2003)*

parameter std. err. z-statistic p-value [95% Conf. Interval]

 production function

 Total hours worked per week 0.018 0.019 0.91 0.363 -0.020 0.056

 Ln(Total hours worked per week) -0.149 0.445 -0.33 0.738 -1.022 0.724

 Operatories per dentist 0.063 0.030 2.07 0.039 0.003 0.122

 Ln(Operatories per dentist) -0.410 0.188 -2.18 0.029 -0.779 -0.041

 Hygienists per dentist 0.312 0.303 1.03 0.303 -0.282 0.906

 (Hygienists per dentist)2 -0.071 0.130 -0.55 0.584 -0.325 0.183

 Assistants per dentist -0.371 0.151 -2.45 0.014 -0.668 -0.074

 (Assistants per dentist)2 0.078 0.021 3.64 0.000 0.036 0.120

 Office staff per dentist 0.682 0.267 2.55 0.011 0.158 1.206

 (Office staff per dentist)2 -0.182 0.053 -3.44 0.001 -0.285 -0.078

 procedure mix (% time)

 Esthetic 0.038 0.010 3.58 0.000 0.017 0.058

 Diagnostic 0.015 0.009 1.66 0.097 -0.003 0.033

 Endodontics 0.020 0.009 2.30 0.021 0.003 0.036

 Implants 0.015 0.009 1.61 0.107 -0.003 0.034

 Operative 0.019 0.009 2.14 0.033 0.002 0.036

 Orthodontics 0.004 0.009 0.50 0.619 -0.013 0.021

 Other 0.007 0.009 0.80 0.426 -0.010 0.024

 Periodontics 0.019 0.008 2.26 0.024 0.002 0.035

 Preventive 0.016 0.011 1.46 0.145 -0.005 0.037

 Prosthodontics 0.015 0.009 1.60 0.109 -0.003 0.033

 Surgery 0.013 0.017 0.78 0.435 -0.020 0.046

Constant 1.914 1.230 1.56 0.120 -0.498 4.325

 lns2υ
 Ln(Total FTE staff less main dentist)† 0.334 0.244 1.37 0.171 -0.144 0.812

Constant -0.986 0.356 -2.77 0.006 -1.684 -0.288

lns2ε
 Dentist – English + 1 language 0.495 0.817 0.61 0.545 -1.107 2.097

 Dentist – English + 2 or more languages 2.369 0.927 2.56 0.011 0.552 4.187

 Office staff – English + 1 language 0.407 0.749 0.54 0.587 -1.061 1.875

 Office staff – English + 2 or more languages -0.493 0.932 -0.53 0.597 -2.320 1.334

 Private dental insurance (%) 0.013 0.017 0.72 0.469 -0.021 0.046

 Public dental insurance (%) -9.475 9.930 -0.95 0.340 -28.936 9.987

 Able to treat all requesting appts. 2.613 1.405 1.86 0.063 -0.142 5.368

 Not busy enough 2.818 1.749 1.61 0.107 -0.610 6.246

Constant 0.495 0.817 0.61 0.545 -1.107 2.097

Wald (χ2) 197.18 (p < 0.001)

Technical efficiency 0.771, 95% confidence interval: [0.748, 0.794]

Observations 336

*Note that specialist dentists include endodontists, orthodontists, periodontists, prosthodontists, and other specialists, but exclude oral and  
maxillofacial surgeons, oral and maxillofacial pathologists, oral and maxillofacial radiologists, and public health dentists. †Total FTE staff includes 
hygienists, assistants, office staff, and other dentists.
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chastic frontier models. Stata also does not 
allow the truncated normal distribution to 
be used when heteroscedasticity is param-
eterized as is the case in all of our models.) 
The results of our analyses are shown in 
table a4–a6. Generalist dentists (which 
includes pediatric dentists in this analysis) 
exhibit technical efficiency of 0.965 (table 

a4), specialist dentists (including endo-
dontists, orthodontists, periodontists, 
prosthodontists, and other specialists, but 
excluding oral and maxillofacial surgeons, 
oral and maxillofacial pathologists, oral 
and maxillofacial radiologists, and public 
health dentists) exhibit technical efficiency 
of 0.771 (table a5), and safety net providers 
exhibit technical efficiency of 0.836 (table 

a6). See each table for confidence intervals.
Technical inefficiency is explained dif-

ferently among each group. Technical ineffi-

ciency is reduced among generalist dentists 
when dentists are multilingual. Paradoxi-
cally, technical inefficiency is increased by 
the presence of staff members who speak 
more than two languages. This may simply 
reflect the situation where, compared to 
the language skills of staff members, the 
language skills of generalist dentists are 
better matched with the languages spoken 
by patients. Reasons for the technical inef-
ficiency among specialist dentists include 
dentists who speak more than two languag-
es. This may simply reflect a less-than-per-
fect match between the languages spoken 
by the specialist dentist and the languages 
spoken by patients. Finally, the technical 
inefficiency among community dental 
clinics appears to be due at least in part to 
the percentage of operational revenue that 
makes up “uncompensated care,” and, sur-

prisingly, the percentage of operational rev-
enue that comes from private-pay patients. 
The reason for these latter findings may 
be that the types of individuals who have 
no insurance (not even Denti-Cal) may be 
systematically different from other patients, 
while private-pay patients may require more 
time to administratively process since com-
munity clinics are not generally set up to 
efficiently process private-pay transactions. 

limitations
The above analyses are subject to a 

number of limitations. First, the data 
used were not collected to determine 
technical efficiency and are thus miss-
ing a number of measures that would 
be useful in this type of analysis.

Second, response rates to the 2003 
CDS were relatively low. While this need 

table 1
 

  

table a6

stochastic frontier: safety net dental practices (2005)

parameter std. err z-statistic p-value [95% Conf. Interval]

production function

 FTE dentists 0.273 0.103 2.66 0.008 0.072 0.474

 (FTE dentists)2 -0.036 0.015 -2.40 0.016 -0.065 -0.007

 Operatories 0.048 0.074 0.65 0.514 -0.097 0.193

 Ln(operatories) 0.259 0.328 0.79 0.430 -0.384 0.901

 FTE hygienists 0.613 0.275 2.23 0.026 0.075 1.151

 (FTE hygienists)2 -0.523 0.201 -2.60 0.009 -0.918 -0.128

 FTE assistants 0.035 0.050 0.70 0.481 -0.063 0.133

 (FTE assistants)2 0.000 0.004 0.06 0.953 -0.008 0.008

 FTE other staff 0.098 0.056 1.74 0.081 -0.012 0.208

 (FTE other staff)2 -0.008 0.008 -0.97 0.333 -0.024 0.008

Constant 2.082 0.190 10.98 0.000 1.711 2.454

lns2υ
 Operatories 0.207 0.068 3.04 0.002 0.073 0.340

Constant -3.348 0.520 -6.43 0.000 -4.368 -2.328

lns2ε
 Percent revenue from private insurance 0.090 0.055 1.64 0.100 -0.017 0.198

 Percent revenue from private pay 0.058 0.026 2.24 0.025 0.007 0.109

 Percent revenue uncompensated care 0.047 0.024 1.93 0.053 -0.001 0.095

Constant -6.251 2.481 -2.52 0.012 -11.114 -1.388

Wald (χ2) 96.85 (p < 0.001)

Technical efficiency 0.836, 95% confidence interval: [0.810, 0.862]

Observations 81
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not bias the results if the nonrespondents 
are not significantly different from re-
spondents or if nonrespondents that are 
significantly different from respondents 
are weighted to account for this difference 
(which was done in this analysis) such 
adjustments may not completely account 
for nonresponse bias. Similar issues arise 
with the 2005 California Community 
Clinic Oral Health Capacity Study, al-
though no adjustment for potential non-
response bias was possible in this case.

Finally, the model above was esti-
mated with a single cross-section of 
data, due to panel data for California not 
being available. Panel data incorporating 
fixed effects may allow for more accu-
rate results, but it must be noted that 
this approach also has many limitations 
and may not always yield more accurate 
results.6 In addition, given the stability 
of the dental services sector in Califor-
nia, the lack of panel data is unlikely 
to result in significant bias. 
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c o m m e n t a r y

s part of research in developing 
its “Access Proposal: Phased 
Strategies for Reducing Barriers 
to Dental Care,” the California 
Dental Association commis-

sioned a study by the Nicholas C. Petris 
Center of the University of California, 
Berkeley, titled “Access to Dental Care and 
the Capacity of the California Dental Care 
System.” Since the release of the access 
proposal draft, this particular research 
seems to be the most misunderstood and 
misquoted. The purpose of this review 
is threefold. First, it is to examine what 
the paper says and doesn’t say. Next, it is 
to see what it means and doesn’t mean. 
Lastly, it is to show how this study im-
pacted the conclusions in the CDA Access 
Proposal. This is not a critical review of 
the statistics methodology or conclusions 
of the study. It is only to try and under-
stand what it says and how it was used. 

The Petris Center study is a retro-
spective statistical extrapolation using 
data from two older studies, “The 2003 
California Dental Survey,” and “The 2005 
California Community Clinic Oral Health 
Capacity Study.” Additionally, it uses U.S. 
census data from 2000-2007 to examine 
utilization and organizational size and 

distribution of dental practices. It is worth 
pointing out at the outset that the two 
background studies used were done in bet-
ter economic times, although the authors 
feel, given the stability of practice seen 
during periods of recession and growth, 
that the statistics are still relevant today.1

The goal of the Petris paper is to help 
determine whether the existing dental 
system in California is capable of serving 
the 30 percent of Californians who cur-
rently are deemed not to have “access to 
care,” or do we need to expand or change 
the system. Their conclusion is the latter.1

How did they reach this conclusion? 
They used a statistic called” technical ef-
ficiency,” which is defined as maximum 
amount of output (e.g., dental visits per 
week, patients seen per day) that can be pro-
duced from a given set of inputs (e.g., den-
tists, operatories, hygienists, assistants, and 
office staff).1 This is not a measure of busy-
ness or empty chairtime. It measures how 
efficiently the dentist’s operation is. For ex-
ample, does the dentist have sufficient and 
appropriate staff or is the office overstaffed? 
Does it manage its accounts payable and re-
ceivable well? Is the facility able to fulfill the 
goals of the practice or not? Can the dentist 
communicate well with his or her patients? 

the Capacity of  
the dental systems  
in California study: 
a review
irving s. lebovics, dds

a
author
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A general dental practice may have 
room to accept new cash or third-party 
payer patients and still be extremely ef-
ficient. It may not, however, be equipped 
to bring in new Medicaid or government-
supported patients, deal with different 
payer models and uncompensated pa-
tients, speak multiple languages, or even 
see pedodontic patients. That practice 
would still be efficient, but not able to ac-
commodate the patient population that is 
currently lacking access because it wasn’t 
designed to. In other words, despite 
having very efficient dental practices in 
California, we might still have to increase 
capacity in order to serve the 30 percent 
of the population currently lacking access.

According to the Petris report’s statistical 
analysis of general dental practices in 2003, 
general practices were 96.5 percent efficient. 
According to their analysis of “safety-net” 
dental practices in 2005, they were 83.6 per-
cent efficient. Given these numbers it would 
seem unlikely that the existing dental system 
in California could simply absorb the 30 per-
cent of Californians who lack access without 
either expanding the system or changing the 
way most practitioners practice to a model 
that could better accommodate the under-
served, an option certainly less tenable.

What does this mean? First, we should 
congratulate ourselves. Our profession 
provides excellent and efficient care to 
70 percent of Californians. This includes 
both general dental and specialty care. 
It even includes excellent and relatively 
efficient treatment of needy groups (83.6 
percent) given the lack of proper govern-
ment support and various additional 
factors. It also means that we have not 
created the problem. If anything, our ef-
forts to date have greatly minimized what 
would otherwise be a much larger issue. 
In fact, the medical profession would be 
thrilled to have efficiency and capacity 
statistics similar to ours. The study does 

not show that our system is broken nor 
that we are responsible to fix something. 
It may, however, give us an indication 
of how to effectively enhance access to 
dental care in ways that don’t under-
mine the good things we do. It would 
behoove us to advocate for these types 
of solutions rather than watch others 
impose solutions we know won’t work.

So, how did the Petris Center report 
inform the conclusions in the CDA 
access proposal? The findings of this 
research showed that expansion of the 

it, and increase the use of hospital-based 
training programs to provide services. 
These are but a few of the evidence-
based solutions in the access proposal.

It is important to note that not one 
of the above solutions stem directly from 
the Petris Center study. It only states that 
increasing the number of Californians 
with dental coverage alone or increasing 
the number of dental providers alone 
is probably not the answer.1 The access 
problem is multifactorial and needs a 
broad-based solution. The solutions 
proposed in the access proposal are from 
numerous different sources. The Petris 
Study does not even mention midlevel 
providers or alternative practice mod-
els. While the access proposal speaks to 
study of the use of nontraditional dental 
providers so that evidence-based conclu-
sions of their use as part of the dental 
team might be reached, that recommenda-
tion is not from the Petris Center work.

As stated at the outset, this article is 
not a critical review of the Petris Center 
study. It merely is an attempt to report 
what it says, means, and how it was used 
in the development of the CDA access 
proposal. While there is much that can 
be discussed about the assumptions, use 
of statistics and conclusions reached, 
(the paper itself mentions some of these 
limitations) that will be for another time.1

This research is the subject of 
another article and can be accessed in  
its entirety online.2,3  

r efer ences an d  r eco mmended link
1. Petris Center of the University of California, Berkeley, Access 

to Dental Care and the Capacity of the California Dental Care 

System, 2011.

2. Brown TT, Nadereh Pourat, PhD, et al, Access to dental care 

and the capacity of the California dental care system. J Calif 

Dent Assoc 40(3):251-8, March 2012.

3. http://cda.org/library/AccessToCare/report/re1_brown.pdf

to request a printed copy of this article, please contact 

Irving S. Lebovics, DDS, 8631 West Third St., Suite 1010E, Los 

Angeles, Calif., 90048-5913.

despite having very

efficient dental practices in 

California, we might still have to 

increase capacity in order to serve 

the 30 percent of the population 

currently lacking access.

system to increase capacity is indicated. 
In the short term, this could involve 
taking steps to rebuild the dental public 
health infrastructure in the state, both 
in terms of leadership and advocacy, 
and creating incentives for dentists to 
establish practices in the public health 
sector. We could finish the job of fluo-
ridating California and provide more 
training to general practitioners to treat 
younger children. Later, we could work 
on increasing preventative services to 
children through new programming and 
technology, as well as trying to enhance 
Medicaid rates for those participating 
in proven programs that control the 
caries process thus reducing the need for 
costly future restorative work. Eventu-
ally, we could advocate to restore the 
adult Denti-Cal program, properly fund 

c o m m e n t a r y



Celebrating ten years!

Creating smiles, changing lives.

Thank you to our supporters:

Thanks to generous donations to the 

CDA Foundation, nearly 85,000 

underserved Californians received 

oral health care in 2010, reflecting 

more than $12 million in services.

 The Foundation that started with a 

single employee and a sole purpose 

celebrates its 10th anniversary of 

transforming lives across California.

 The Foundation’s significant 

achievements include its work in 

community water flouridation, 

CAMBRA, the development of 

Perinatal Oral Health Guidelines and 

the Student Loan Repayment Program, 

which awards grants to new dentists 

in exchange for a commitment to 

provide services to underserved 

communities that are most in need.



Specializing in the Selling and Appraising of Dental Practices

“Your local Southern
California Broker”

Phone (714) 639-2775

(800)697-5656

Fax (714) 771-1346
E-Mail: jknipf@aol.com

rpalumbo@calpracticesales.com
WWW.CALPRACTICESALES.COM

Serving California Since 1974

John Knipf & Robert Palumbo

John Knipf

President
(Neff)

Also serving you: Robert Palumbo, Executive V. P. /Partner, Alice C. King, V.P.,

Greg Beamer, V.P., Tina Ochoa, V.P., & Maria Silva, V.P.

Call us about Debt Consolidation & Retirement Planning

VISIT OURWEBSITE WWW.CALPRACTICESALES.COM

CA DRE#00491323

LOS ANGELES COUNTY
BELL - Long established practice located one story bldg in busy shopping center. Absentee owner. NET OF $98K. ID #4085.

BEVERLY HILLS - Fee for service practice located in a multi story professional building with great window views to the city. ID#4081

CENTURY CITY - 40+ yrs of gdwll this fee for service practice is located on one story med/dent bldg. 4 ops. NET $120K

ENCINO - Leasehold & Equip Only! - Corner location w/ good window views. A great starter opportunity / 3 spacious eq. ops. ID#3971.

INGLEWOOD - Long established Turnkey office in single standing bldg. w/ 5 ops. Has great street visibility and signage.ID# 4095

LOMITA - Established in 2007 in a single retail building w/ heavy traffic flow. Seller works 3 dys/wk. Grossed ~$222K in 2011. ID#4087.

MONTEBELLO - Located in a free standing building w/ over 25 yrs of gdwll. Great street visibility, signage and foot traffic. ID #4051.

TORRANCE - Leasehold & Equip Only! Modern designed office established ~10.5 yrs ago w/ 3 eq ops in 1,215 sq.ft. ste. ID #4125

WOODLAND HILLS - Well equipped Pedo office with 3 chairs in open bay. 31 yrs of goodwill. NET OF $301K on 4 days/wk. ID#3661.

ORANGE COUNTY
ANAHEIM - Multi specialty office located in single story strip mall on busy intersection. 30 yrs of goodwill. 6 ops. NET $235K. #4105.

FULLERTON -Well established off in 1 story bldg w/ 10 ops, 3 chairs in open bay in 5,215 sq. ft. Proj. approx $594K for 2011.#41.03.

IRVINE - Located in busy shopping cntr w/ lots of foot traffic. Modern designed w/ 4 eq. ops. Over 10 years of goodwill. ID #4053.

IRVINE - Great opportunity for GP or Specialist!! Leasehold & Equip Only! 5 eq. ops. located in busy large shopping center. ID #3401.

ORANGE - Fee for service practice open 4 days/wk located in a single story med center w/ 4 eq. ops., on a 1,040 sq. ft. suite.ID #3531.

ORANGE - GP located in downtown near Chapman University. Beautiful decor. Great views. Heavy traffic flow. ID # 4101.

SANTA ANA - Absentee owner. Long established practice located a single standing bldg w/ ample parking. 4 eq ops. NET $82K. ID#4071

WESTMINSTER - Little Saigon area. Well established off. in a retail shopping center w/ 4 eq. ops. Seller works 4.5 days/wk. ID#4109.

RIVERSIDE / SAN BERNARDINO COUNTIES
LAKE ELSINORE -Multi specialty office in a free standing strip mall. Absentee owner. Has 7 ops, 1 pmbd ina 2,975 sq.ft ste. ID#4099.

LA QUINTA - Leasehold & Equip Only! Office consist of 3 fully eq. ops., 1,000 sq. ft. suite located in a strip shopping center. ID#4063.

LOMA LINDA - Office is 1,100 sq. ft. w/ 4 eq. ops. Has Easy Dentald Pano & Ceph. 12 yrs gdwll. Grossed ~$900K in 2011. ID#4131.

MURRIETA - Equip, some charts & Condo for sale. Well design off w/ 4 ops, in 1,350 sqft single story condo. Newer equip. ID#3221.

RANCHOMIRAGE - GP consist of 3 eq. ops., 1 chair in open bay. Great traffic flow and visibility. Grossed ~$497K in 2011.ID# 4091

RANCHOMIRAGE (Perio) - Long established off in 1 story med/dent bldg w/ 4 eq. ops. Grossed ~$361K in 2011. ID#4089

SAN DIEGO COUNTY
DEL MAR - Beautiful Décor office located in a one story medical dental building w/ ocean view. 3 fully eq. ops. Lots of traffic. ID #4083.

OCEANSIDE - This desirable GP consists of 4 eq. ops in a 1,200 sq ft suite on a 4 story prof bldg. Grossed ~$555K in 2011. ID #4121.

POWAY - This beautiful office consist of 5 eq. ops. Remodeled a year ago. High income patients. NET $380K. ID# 4119.

SAN DIEGO - Family GP w/ multiple specialties. Off of Freeway 8 and 15. 40 years of goodwill. Grossed ~$760K in 2011. ID#4107.

UPCOMING PRACTICES

Banning, Corona, Lake Forest, Los Angeles, San Gabriel & Santa Clarita

Need CE Credits View Upcoming Continuing Education Opportunities

http://www.calpracticesales.com/blog
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Classifieds

dental equipment for sale

dental equipment for sale 
— 2006 CEREC acquisition unit and 
milling chamber for sale. The machine is 
in great condition and currently in use. A 
Vivadent stain/glaze oven is included 
with the machine. Photos available upon 
request. $28,000. - aefdentalworks@
yahoo.com - 818-361-8669.

offices for rent or lease

office for rent or lease — Orange 
County Office for rent, (17400 Irvine, Blvd 
Suite G Tustin, CA 92780). Our office 
consists of two sections, which we plan to 

how to place a  

Classified ad

The Journal has changed its classified 

advertising policy for CDA members to 

place free classified ads online and 

publish in the Journal. Only CDA members 

can place classified ads. Non-CDA members 

can place display ads.

All classified ads must be submitted 

through cda.org/classifieds. Fill out the 

blank fields provided, including whether 

the ad is to appear online only or online 

and in the Journal. Click “post” to submit 

your ad in its final form. The ad will be 

posted immediately on cda.org and will 

remain for 60 days.

Classified ads for publication in the 

Journal must be submitted by the fifth  

of every month, prior to the month of 

publication. Example: Jan. 5 at 5 p.m. is  

the deadline for the February issue of the 

Journal. If the fifth falls on a weekend or 

holiday, then the deadline will be 5 p.m. the 

following workday. After the deadline 

closes, classified ads for the Journal will 

not be accepted, altered or canceled. 

Deadlines are firm.

Classified advertisements available are: 

Equipment for Sale, Offices for Sale, 

Offices for Rent or Lease, Opportunities 

Available, Opportunities Wanted, and 

Practices for Sale.

For information on display advertising, 

please contact Corey Gerhard at 916-

554-5304 or corey.gerhard@cda.org.

CDA reserves the right to edit copy and 

does not assume liability for contents of 

classified advertising.

split. What we are offering is the rental of 
the 5 unit orthodontic section of our office. 
Monday through Friday at $5,000.00 per 
month. This cost includes utilities except 
for phone/internet. Included is the 
furniture and lab equipment, but no Phone 
system, computer system. All you pretty 
much need is your hand held instruments 
and disposables to get started. Any 
renovations you wish to make will be at 
your own expense. Our practice is set up in 
the back end of the building and has a sepa-
rate entrance for his existing patients. We 
would still need to share the lab when our 
practice requires lab work. Please contact 
Sergio with any questions @714-544-7440 
or karlnish@pacbell.net.

continues on 266
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office for rent or lease — Santa 
Rosa dentist looking to rent office space 1 or 
2 days per week. Three treatment rooms in 
1000 sq. ft. established centrally located 
complex, remodeled 3 years ago with ADEC 
chairs and delivery system. For information 
please email drflosss@aol.com - 707-545-7811.

office for rent or lease — Dental 
office available to share. State of the art 
facility fully equipped. Digital X-rays (Dexis), 
digital panceph, Dentrix software, statim, 
autoclave, computers at each operatory. 
- skziprickdds@gmail.com - 909-793-6700.

office for rent or lease —  
Modern, digital only, perfect demograph-
ics in the best location of Oxnard in front 
of the Marina. Microscope, digital X-ray, 
13 by 13 operatories. I have two to three 
operatories available for rent. Please call 
me on my cell for details. Perfect for a new 

continues on 270 
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graduate to start without spending any 
money. You have to see it. - ymagnis@
gmail.com - 310-968-8575.

offices for sale

dental office for sale — This is a 
rare opportunity to own your own practice 
and real estate in one of the fastest growing 
areas of California. A 1650 sq. ft. dental 
suite with most build outs is available for 
long-term lease. The suite is located in a 
busy dental plaza with MORE THAN 14 
GENERAL DENTISTS practicing within a 
0.5-mile radius in and around the center! It 
is a great opportunity for an endodontist or 
periodontist who wants to build a success-
ful practice quickly and own the real estate 
for less than renting a suite. Please email 
for more information and specific terms. - 
foothillsmiles@yahoo.com – 949-587-2800.

opportunities available

opportunity available — Full time 
General Dentist position, with experience 
over 60% of the patients are pediatric pts. 
from 5 years and up. Most work is 
restorations, pulpotomies, & stainless-
steel crowns. - dr.mg@bachour.org -  
209-723-5005.

opportunity available — $2+mil 
practice seeks full time associate/partner 
in hi tech- general/cosmetic/implant 
practice. When it comes to technology our 
office stands out: New Adec/Kavo 
operatories, Cerec, iTero, 3-D cone beam, 
digital X-rays, 5 different lasers, Zoom, 
Diagnodent, fully automated Control4 
building, photographic studio, Identafi 
oral cancer detection, massage chair, 
multi-server network, sterilization center, 
K-7 neuromuscular computer, tensing 
unit, air abrasion, rotary endodontics, and 
Softdent, Consult-Pro, XCPT, Florida 
Probe, Venga, Cross-Code, & Dental 
Writer software. When it comes to cutting 
edge services our office stands out: 
Computer guided implant surgery, tissue 
engineering w/ PRF-PRGF, IV sedation, 
photographic smile analysis; an Invisalign, 
PerioProtect, Sesame and CAMBRA office. 
When it comes to research, publications 
and lectures we also shine: CAD/CAM 
implantology, porcelain veneers, cold laser 
therapy. We want the BEST-Are You As 
Passionate About Dentistry As We Are? 
- fstalley@rbdg.net - 310-542-6988.

opportunity available — Yucaipa 
Office seeking Part Time Associate/
Superstar DDS to gradually start Fridays 
and take over Thursdays soon. Must be 
hard working, upbeat, and have personal-
ity to burn. Please email resume to 
yucaipadental@yahoo.com - 909-790-4537.

m a r c h  1 2     classifieds
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Nor Cal GOLDEN STATE PRACTICE SALES sm

Specializing In Northern & Central California Practice Sales & Consulting

James M. Rodriguez, MA, DDS 
44 Holiday Drive, P.O. Box 1057, Alamo, CA 94507

DRE Licensed Broker # 957227

v  MARIN COUNTY - Coll. $332K, 3 ops, between Sausalito and San Rafael. 

SOLD

v  PERIODONTAL - S.F. EAST BAY - Established 30 plus years. Well 

known and respected in dental community. Seller will stay on contractually 

for introduction to established referral base. 

v  CENTRAL CONTRA COSTA - DANVILLE - Established family 

practice priv/ins UCR, $1.2M collections, 4 operatories. SOLD

v  SOUTH LAKE TAHOE - For Lease. 5 ops. Not equipped. No upgrades or 

additions needed. Call for details.
v  DUNSMUIR - SHASTA - Dental office bldg for sale. Call for referral.

v CENTRAL VALLEY - 3 ops., collections $725K. PENDING

Practice Sales - Presale Complimentary Consultations and Valuation Estimates 

Practice Appraisals and Forensic Services - Independent Practitioner Programs

Each Transaction Handled Personaly From Start To Finish
Buyer Consultant Service Available

STRICT CONFIDENTIALITY OBSERVED

925-743-9682
Integrity-Experience-Knowledge-Reputation 

e-mail:  gspsjimrod@sbcglobal.net







    

            
                       

CENTRAL VALLEY 
 

I-966  MODESTO - Facility Newly renovated, w/ prof. 
décor and floor plan~ 700sf w/2 ops, $89k 
I-9721  STOCKTON –Prof.  complex 1,450 sf w/3 ops 
& plumbed for 1 add’l op. $75k.   
I-996  MERCED- Collected $500k w/owner dds. 
Ready for new owner to revitalize wall of charts. 
1,450 sf - 3 ops $140k 
I-1005 SAN JOAQUIN VLY- Long-established High-
End Restoratives. 2,500+ sf w/ 6 ops  $650k 
I-1012 MANTECA- Location, Growth, High Profit. 
Well-equipped  780 sf w/2 ops  $479k 
IN-024  MERCED -  This immaculate practice is an 
absolute jewel! ~1250sf, 3 ops + 1 add’l $240k 
IN-032 GREATER MERCED AREA - Prime Location! 
Modern equip ~1,100 sf w/ 4 ops $335k 
J-1000 TULARE—  Real Estate Available too! Great 
highly visible location!  ~ 1650sf w/ 4op. $465k  and  
R.E. $249k 
IG-041 SIERRA FOOTHILLS -With reasonable rent 
(low overhead) & maximized office hours, the op-
portunity is limitless! 850 sf w/2 ops ONLY $75k 
J-1001 LINDSEY—  All American City! Conveniently 
located  ~3,380sf w/5ops. Now Only $264k 
J-1009 VISALIA- Buy 50% or 100%! Prof Bldg. Desir-
able area. 4 ops. $250k /$500k 
 

SPECIALTY PRACTICES 
 

I-7861 CTRL VLY ORTHO- 2,000sf, open bay w/8 
chairs. FFS. 60-70 patients/day. Prof Plaza. $370k 
I-9461 CENTRAL VALLEY/ORTHO -  .~ 1,650 sf w/5 
chairs/bays + (2) add’l plumbed. $140k 
E-980 SACRAMENTO VICINITY ORTHO –    
4 for the price of 1! Sold as cluster of satellite offices 
in multiple locations, grab this w/ no regrets! $1.5M 
J-983  CENTRAL VALLEY  ORTHO - Attractive, single-
story  ~1,773sf w/ 6 chairs/bays.  $325k 
G-975 CHICO ORTHO—Providing quality care 2 
Denti-Cal patient base. ~ 900 sf w/ 2 + ops . $90k 
DN-022 ENDO TRI-VALLEY-~ 30 new pats/mo. 975 sf 
w/ 2 fully equipped ops  $275k 
BC-033 ALAMEDA CO ORTHO – ~  50 pats/day. 
Highly visible. 1,250 sf w/4 Chairs/Bays $450k 
EN-038 PERIO SACRAMENTO-Stunning, sleek, spec-
tacular office in attractive, like-new, 2-story Prof Bldg. 
3 ops w/ plumbing for 2 add’l ops $680k 

BAY AREA 
 

A-8941 SAN FRANCISCO– Move-In Ready! Two Fully 
Equipped ops/plumbed for 1 add’l Only $65k 
B-9791 OAKLAND Historic building 2,050 sf w/ 4 
fully equipped ops $275k 
B-9851 SAN RAMON Facility—This opportunity will 
not wait! Office ~ 1,700sf w/ 3+ ops $219k 
B-9941 Central Contra Costa-Stellar reputation - 
Strong, loyal patient base. 863 sf w/3 ops $675k 
BN-031  BERKELEY - Established 30 + yrs,  “State of 
the art” FFS Practice ~1200sf w/5 ops $1.3M 
BG-029 Facility ANTIOCH-Spacious, attractive, 2-story 
mixed Prof complex. 1,650 sq. ft. w/5 ops  $80k 
BG-043 ANTIOCH-DDS avgs 12-20 Pts w/ 8 Hyg Pts/
day. 2,594 sf & 4 ops. Plumbed 1 add’l op $450k 
C-8901 SANTA ROSA– Residential area. 40+ new 
pats/mo. Highly Visible! 1291sf & 3 + 1 op. $468k 
C-976 PETALUMA—Prestigious area! ~ 800 sf  w/2 
fully equipped ops  $295k 
C-1016 MARIN CO-Well-established w/wonderful 
patient base! 800 sf w/3 ops $280k 
CG-021 SUISUN CITY-Quality, FFS Practice. 1,200 sf 
& 3 ops $300k 
CC-027 MILL VALLEY-Quality practice w/stable pa-
tient base! 2,088sf w/5 ops  $650k 
D-9091 ATHERTON -Turnkey operation 969 sf & 3 ops 
Call for Details! 
D-845 San JOSE  Facility Only -  Great Location! 
Office is ~2080sf, 5 ops + 1 add’l.  Now Only $79k! 
D-960 Facility only SAN JOSE -Opportunity to pur-
chase condo suite also!  1,158sf w/3 ops $65k 
D-965 WATSONVILLE - Office ~ 2,400 sf, w/ 4 
equipped ops + plumbed for 4 add’l ops.  $420k 
D-967  SAN JOSE – FACILITY— Beautiful!  Office 
~1,600+ sf  w/ 4 ops  Only $110k Seller fin. avail. to 
qualified buyer w/10% down!   
D-982 SUNNYVALE Facility - 2 ops & space to add an 
add’l op & business office - Rent only $1,750 in-
cluding triple-net! Now Only $108k 
D-991 SANTA CRUZ-Practice by the beach! 1,050 sf 
w/ 3 ops + plumbed for more! $195k 
DN-040 SAN JOSE- In most desirable, major retail 
shopping center. Intersection of 2 highly traveled 
thoroughfares. BELOW MARKET RENT! 2,000 sf w/5 
ops  $495k 

 

BAY AREA CONTINUED 
 

D-9921 SANTA CRUZ CO - Professional center, good 
design for patient flow. 1,140 sf w/3 ops $225k 
D-1015  SAN JOSE - 1,160 sf w/3 ops w/ plumbing 
and space for 2 additional ops $250k  
D-997 SAN JOSE -Well established, FFS practice.   ~ 
1,008 sf w/ 3 ops + 1 add.  $230k 
D-1020 CASTRO VALLEY - Quality, fee-for-service 
practice. 1,784 sf w/5 ops  $545k 
DG-042 FREMONT-Highly esteemed, well-loved, fee-
for-service.4½ hyg days/wk. Spacious 1,000sf suite 
w/3 ops $498k 
 

NORTHERN CALIFORNIA  
 

E-8641 SACRAMENTO-FACILITY  - 2,100+ sf w/ 3 ops 
& plumbed for 1 add’l $50k 
E-1018 Facility Only FOLSOM—Sparkling!  Medical/
Dental building. ~2305sf w/ 5ops. $150k  
EN-026 ROSEVILLE—Warm Caring Environment,  
~1000sf, w/ 3 ops . $380k  
EN-035  CITRUS HEIGHTS - Established practice in a 
desirable neighborhood.  1,700 sf w/4 ops $125k 
EN-037 CARMICHAEL- Seller Retiring! 30+ yrs goodwill 
w/stable patient base. 1,498 sf  4 ops $450k 
F-1013 FORTUNA-Well respected FFS GP. Loyal sta-
ble patient base. 1,000 sf w/ 3 ops $195k 
G-875 YUBA CITY–Estab. 30+yrs, GP, FFS, 3,575sf /9 
ops,  $1.63m w/Cerec ~  Buy-In Op! 
G-883 CHICO VICINITY – Quality FFS GP. Attractive 
Prof Plaza. 1,990 sf w/ 5 ops $495k 
G-998 CHICO/PARADISE—Surrounded by breathtak-
ing natural beauty! ~898sf,  3 ops. $275k 
H-856 SOUTH LAKE TAHOE Over 50 new patients/mo 
Respected & Growing! 1568 sf & 4 ops $325k 
G-1019 CHICO AREA—Small Community practice!  
~1,600sf w/ 2 ops. $185k 
GN-034  PARADISE—Central Local and great views!  
~1168sf w/ 3ops.  $210k 
GN-039 CHICO - Family-oriented, FFS Practice, tucked 
in vibrant community! 1,040 sf w/3 ops $95k 
 

SOUTHERN CALIFORNIA 
 

K-986  NEWPORT BEACH -Attractive, multi-story 
Medical/Dental bldg.  1,000 sf w/2 ops $195k 
KG-023 IMPERIAL VALLEY- Free-standing, Medical 
Prof Bldg. 1,050 sf w/3 ops $195k 



Making your transition a reality.
“DENTAL PRACTICE BROKERAGE”

PROFESSIONAL PRACTICE TRANSITIONS

More information is available
on our website regarding practices
listed in other states, articles,
upcoming seminars and more. Patient Record Sales
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   For Sale-General dentistry practice. 
Gross Receipts of $834K with adj net of $389K, 53% overhead. 
Office has five equipped operatories in 1485 sq.ft. Pano, 
Intra-oral Camera,  Dentrix, 5 days of hygiene. Owner retiring.

 For Sale-General Dentistry Practice. Gross 
Receipts in excess of 1.5M the past three years. Adjusted Net of 
$550K. 2,700 sq. ft. office with 7 ops, Digital, Dentrix, 
Intra-Oral Camera, Laser, 5+year old equipment, 8 days 
hygiene. Beautiful office, great location. Owner retiring. 
#14336

  For Sale-General Dentistry Practice. 
Gross Receipts $284,000 with only a 47% overhead.  Practice 
has been in its present location for the past 37 years. There are 
two equipped operatories in this 5 op office. E2 2000 software. 
Doctor is retiring.

 For Sale-General Dentistry Facility. One of the best 
opportunities this year. This 3 op dental office comes equipped. 
It is in a great location and has about 200 active patients. Owner 
is in the process of completing his Orthodontic training and 
only works in the office 5 days a month. Complete pictures of 
the office and an inventory list of included furniture and 
fixtures are available. Everything included for only $85,000 
You can’t afford to pass this up. #14383

 For Sale-General Dentistry IV Sedation Practice. 
(MERGER OPPORTUNITY) Owner would like to merge his 
practice into another high quality general dentistry or IV 
sedation practice. The merger would be into Buyers office. 
Seller would like to continue to work as either a partner or 
associate after the merger. 2010 collections were $993K with a 
$422K adjusted net income. There are 7 days of hygiene. 
#14250.

 FACILITY SALE-General Dentistry Office 
Space & Leasehold Improvements Sale- Office located in a 
medical plaza, 1760 sq. ft. 7 operatories, computerized 
equipment approximately 5 years old. Two 5-year options 
available. #14373

  For Sale-General Dentistry Practice. GR of 
$307,590 (3 days/wk) with adjusted net income of $105K. 3 
Ops. refers out most/all Ortho. Perio, Endo, Surgery. Intra-Oral 
Camera, Diagnodent, EZ Dental Software. Good Location. 
Owner retiring. #14337.

  For Sale-General Dentistry Practice. GR 
545K 3 days/wk (4 avail). 3 hygiene days/week. 5 Ops (6 Avail) 
1,950 sq ft. Refers out most/all Ortho, Perio, Endo, Surgery. 
Office has Laser, Intraoral Camera, Pano, & Dentrix Software. 
Owner retiring. #14372.

   For Sale-General Dentistry Practice. 
Gross Receipts $491K with an adjusted net income of 
$130K. Overhead 73%. Office leased 1,555 sq ft. 4 
equipped operatories 5 available. Laser, Intra-Oral Camera, 
Cerac, & Eaglesoft software. Owner would like to retire. 
#37108.

  For Sale-General Dentistry Practice. 
Gross receipts in 2010 were $584K, with an adjusted net 
income of $152K. Approx 1,100 active patients. 4 
operatories, Pano, Intra-Oral Camera. Easy dental software. 
Leased office 1,200 sq. ft. Owner is retiring. #14359.

    For Sale-General
Endodontic Practice. 2009 Collections were $1,187MIL 
with an adjusted net income of $696K. There are 4 ops in 
this nicely decoreated 1,400 sq ft office space. 4 
microscopes. Owner has been in same location for 26 years 
with long-term employees. Owner is retiring but will 
continue to work 1 ½ to 2 years through the transition with 
the buyer.

  For Sale-General dentistry practice. 
Gross Receipts of $636K. Office has four equipped 
operatories in 1198 sq.ft.  Pano, Laser,  I.O. Camera, Fiber 
Optics, 2 ½ days of hygiene. Owner retiring: Don’t miss this 
opportunity to live and work in paradise. #20101

 For Sale-General Dentistry Practice. This 
practice consists of 1,600 sq ft with 4 treatment rooms in an 
excellent location. 2010 Gross was $501,000 with a $228K 
adjusted net income. Dental Vision software, Average age of 
equipment is 8 yrs. Approximately 1,200 active patients.

    For Sale-General Dentistry 
practice combined. Gross receipts combined $781K with 
adjusted net of $396K. Both office spaces are leased  with 
4-5 ops in each. Both are 1,600 sq. ft. Irvine is equipped with 
Intra-Oral Camera, Pano & Dentrix. Costa Mesa is equipped 
with Laser, Intra-Oral Camera, Pano and Dentrix. #14355.

  For Sale-General Dentistry Practice. 
2010 gross receipts were $503k. 4 operatories, Pan, 
computerized with EZ dental software. 1,500 sq. ft. lease. 10 
years in present location. Owner retiring. #14352

  For Sale-General Dentistry Practice. 
Gross Receipts 904K with adjusted net $302K. Practice has 
been in same location for past 23 yrs, and 25 yrs in previous 
location. 2,600 sq ft with 8 equipped treatment rooms. 
Intral-Oral Camera, Pano, and Data Con software. Owner to 
retire. #14338

 For Sale-General Dentistry Practice. This 4 
operatory office is located in 2,360 Sq Ft on the second floor of 
an attractive Medical Dental office building. Gross receipts 
were $676,000 with a $174K adjusted net income. Dentist is 
retiring after 39 years. 4 days of hygiene. Additional operatories 
could be added to existing space. Great location.#14376.

  For Sale-General Dentistry 
Practice & Building. Owner has worked in this location since 
1971. Gross Receipts were $378K with $139K adj. net income. 
There are 3 equipped operatories and 3 days of hygiene. 
Purchase of the building is optional to the Buyer. 100% 
financing is available for both building and practice. Excellent 
opportunity for new grad or satellite practice. #14375.

 For Sale-General Dentistry Practice & building. 
Gross Receipts $330K with adjusted net income of $219K. 
Owner has operated in present location for 27 years. Office 
space 1,489 sq. ft., 4 equipped operatories, Intra-Oral Camera, 
Soft-Dent software, 3-hygiene days a week. Owner retiring. 
#14363

  For Sale-General Dentistry Practice. 2009 
Collections were $688K with an adjusted net income of $287K. 
There are 4 ops in this nicely updated 1,082 sq. ft. office space. 
Dentrix software, 6-days/wk hygiene. Owner has been in same 
location for 36 years with long-term employees. Owner is 
retiring. #14326

  For Sale-Pediatric 
Practice. $677,000 in collections in 2010 with a $357,000 net 
income. This 3-chair office is located in approximately 1,250 sq 
ft & has recently been remodeled. Patient Base software. Office 
equipped for NO2 & IV sedation. Practice has operated in its 
present location for 20 years.

   For Sale-General Dentistry Practice. 
Practice has operated at its present location since 1986. Located 
in a highly affluent Newport Beach community. Three (3) 
hygiene days per week. Leased office space with 4 ops. in 1,450 
sq. ft. Pano & Practice Works software. #14354.

  For Sale-General Dentistry Practice. 
This is a perfect starter or satellite practice. Excellent location in 
North Fresno. Gross Receipts in 2010 were $173K. 
Approximately 450 active patients. 3 operatories. Dentrix 
software. Leased office 1,200 sq. ft. Owner has been accepted to 
an Endodontic Residency after starting practice 1 1/2 years ago.

  For Sale-Endodontic Practice. 
This Endodontic practice is located in an upscale professional 
office complex. The owners condominium occupies 1,770 sq ft, 

SOLD

SOLD

SOLD

SOLD



More information is available
on our website regarding practices
listed in other states, articles,
upcoming seminars and more. Patient Record Sales

California Regional Coporate Office

Office:(800) 519-3458         Office (209) 545-2491
Fax (209) 545-0824   Email: dennis.hoover@henryschein.com

and Transitions Consultants

Mario Molina (323) 974-4592 S. Calif.
Thinh Tran (949) 533-8308 S. Calif.

For more information regarding the listings below:

(Practice Opportunities)
  



 

 





 

 

  

 

   

 



   

 

 



 



 

 

  

  

  

 
 

 
  

       

 


  




  




  




  

PROFESSIONAL PRACTICE TRANSITIONS
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CALIFORNIA / NEVADA REGIONAL OFFICE

There are 4 equipped treatment rooms with an additional 5th 
room available. Gross Receipts were $638K with $239K 
adjusted net income. Owner will stay for transition to introduce 
buyer. Owner is retiring. #14251

   For Sale-Pediatric practice. 
Owner has operated in same location for 32 years. Approx 
1,760 active pts, 1,160 sq ft, panoramic X-Ray, Dexis Digital 
and Dentrix software in this 5–chair office. 2009 Gross 
Receipts $713K with 48%  overhead. Owner retiring. Call for 
Details.

 For Sale-Modern looking office. 4 op, office 
space and equipment only. Belmont chairs. Gendex x-ray 
system, intraoral camera, approx 1200 sq ft. Low 
overhead-Rent is $1,900/month, and it's a 5 year lease. Staff is 
available for rehire-front desk $15/hr, assistant 13/hr. Update 
all the computer systems after purchasing the office in 07. 
Computers and monitors in every room. #14346

  For Sale-3 equipped ops. Space 
available for 4th op. 1,245 sf office in good location. Gross 
Receipts $475K. Practice in present location over 50 years. 
Owner is retiring. #14318

 For Sale-General Dentistry Practice and Dental 
Building: 2009 Gross Receipts $517K with adjusted net 
income of $165K.  4 ½ hygiene days/week. 1, 800 sq. ft. with 6 
equipped ops. (7 Avail). Dentrix software, Pano. Practice has 
been in its present location for 40 years. Owner retiring

 For Sale-General Dentistry Practice. Gross 
Receipts $593K in 2010 with $240K adjusted net income. 
Office is 1,630 sq. ft., with 4 operatories equipped with fiber 
optics. Owner has been in present location for the past 13 years. 
3 1/2 days hygiene. Intra-Oral Camera, Dentrix software. 
Owner to retire.

 For Sale-General Dentistry Practice. Great 
Location. 2009 GR $900K with adjusted net income of $300K. 
1,975 sq. ft. with 4 ops, 8 days hygiene/wk. Digital, Intra-Oral 
Camera, Dentrix, Trojan, fiber optics, P & C chairs - all less 
than 5 years old. Owner is retiring. #14327

 For Sale-General Dentistry Practice. Gross 
Receipts $546K with adjusted net income of $159K. Office is 
2,400 sq ft with 7 operatories. Practice has been operating in 
the same location for the past 50 years. Pano, Softdent software. 
Owner to retire. #14374

  For Sale-One of many 
partners is retiring in this highly successful General Dentistry 

Group Practice. Intra-Oral Camera, Digital Pano-Dexis, 
electronic charts, owner Financing. Call for further 
information. #14334

  For Sale-General Dentistry Practice. 
GR $972K. Practice has been in its present location for the 
past 35 years. Leased 4,500 sq ft of office space- 12 
equipped operatories. Dentrix software, Pano and Cerac. 
Accepts HMO. Multi-specialty practice. Owner to relocate. 
#14377

  For Sale-General Dentistry Practice. 6 ops, 
Intra-Oral camera, Eagle Soft Software. Office square feet 
2,300 with 3 years remaining on lease. 2009 Gross Receipts 
$1,448,520, with an adjusted net income of $545K. Doctor 
would like to phase out then retire. #14331 

  For Sale-A beautiful upscale office in 
the Financial District of San Francisco. This is a facility only 
sale of 2073 sq ft, 4 fully equipped modern treatment rooms, 
panoramic x-ray, intra-oral camera and laser. En-suite 
restroom, very unique to this building. Seller has second 
office in San Francisco and will move patients there. This 
gem will not last long! #14384

    For Sale - Two Doctor General 
Dentistry Practice. Gross receipts $1,537,142 for 2010 with 
an adjusted net income of $691K. The office has 2,331 sq. ft. 
with 8 equipped operatories. Pano, E4D, and Dentrix 
software. Practice started in 1990 and has been in its present 
location since 1998. Approx. 3000 active patients. Great 
location with nice views. #14353.

  For Sale-General Dentistry Practice. 
This excellent practice’s 2009 gross Receipts $891K with 
steady increase every year. Practice has 6 days of hygiene. 
1,690 sq. ft., 5 ops, Laser, Intra-Oral Camera, Schick Digital 
X-Ray, Datacon software. Doctor has been practice in same 
location for the past eleven years of his 31 years in Santa 
Barbara. Doctor is retiring. #14333

  For Sale-General Dentistry Practice. 
Wonderful opportunity to live and work in one of 
California’s  most desirable areas. 2010 Gross receipts were 
$974,000 with a $370,00 adjusted net income. Six days of 
hygiene. Dentrix software, Intra-Oral Camera and 
Panoramic X-Ray. Owner is retiring. #14382

   For Sale - BUILDING ONLY: This 
building is located just west of Westfield Mall and Santana 
Row. The building has two units. One side is designed and 
plumbed for dentistry and the other was a law office. There   

is 3,776 sq. ft. of office space. The dental office is 
approximately 1,800 sq. ft. with 6 operatories. The building has 
been recently re-roofed. Excellent opportunity for a startup 
practice or for the dentist that needs more space. Financing 
available through various dental lenders. #14368

   For Sale-General Dentistry practice. Gross 
Receipts $300K with a 57% overhead. Office is 1,140 sq. ft. 3 
equipped operatories. Intra-Oral Camera, Pano, Digital X-Rays, 
and Dentrix software. Practice has been in its present location 
since 1980. Owner retiring. #14358.

   For Sale-General Dentistry practice. This 
excellent practice is centrally located in a professional complex. 
Office is approx. 1,885 sq. ft., 4 operatories with room for one 
additional. There are approx. 2000 active patients with 6 days of 
hygiene per week. Practice Pano, Intra-Oral Camera and Easy 
Dental software. Owner is retiring. Reasonable lease available. 
#14361

  For Sale-General Dentistry practice. This 
excellent practice is centrally located in a professional complex. 
Office is approx. 1,885 sq. ft., 4 operatories with room for one 
additional. There are approx. 2000 active patients with 6 days of 
hygiene per week. Practice Pano, Intra-Oral Camera and Easy 
Dental software. Owner is retiring. Reasonable lease available. 
#14320

  For Sale - General Dentistry Practice. Gross 
Receipts $413K with an adjusted net income of $203K. 50% 
overhead. Practice has been in its present location for the past 25 
years. The office has been tastefully remodeled.  Office is 800+ 
sq. ft. with 3 equipped operatories. 4 -hygiene days per week. 
Doctor is to retire. #14369

 For Sale-Equipment, furnishings, and leaseholds only.  
In the Central Valley. Fully equipped including 4 Belmont 
Accutrac chairs, 2 Midmark chairs, 6 DCI rear delivery units, 3 
Gendex x-ray units, 1 Soridexdigital x-ray processor, 1 Statim 
5000, 1 Harvey autoclave. 2,800 Sq ft, 6 Ops. New lease 
available from landlord. #14335.

  For Sale- General Dentistry Practice. Gross 
Receipts $616K with an adjusted net income of $ 321K. Office 
is 1,380 sq ft with 3 equipped operatories, Intra-Oral Camera, 
Digital X-Rays, Mogo software, equipment & leaseholds look 
new. 5 years in present location. Owner to relocate. #14347
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opportunity available — Oral and 
Maxillo-Facial Surgeon San Francisco East 
Bay Area Half Time Position Board 
Certified/Board Eligible Oral Surgeon 
sought by UC Davis-affiliated public 
hospital system in Contra Costa County. 
Located 30 miles east of San Francisco, 
with excellent weather, and close to 
outstanding cultural, recreational and 
natural attractions. One hour to the Napa 
Valley wine country or beach. 2½ hours to 
skiing. Martinez sits on San Francisco 
Bay, at the gateway to the Sacramento 
River Delta, for superb boating and 
fishing. New hospital & surgical facilities 
serve needs of ethnically and culturally 
diverse population, who have a fascinat-
ing variety of clinical problems. Excellent 
compensation package includes health 
care, vacation & sick leave, disability 
insurance, paid CME, defined benefit 
pension and more. Malpractice insurance 
provided. Position available immediately. 
California License required. Contact Nick 
Cavallaro, DDS at 510-918-2159 or at 
nickcav@comcast.net.

opportunity available — Looking 
for an experienced General Dentist or 
Prosthodontist who can work 3 to 4 days a 
week in an established practice. If 
interested, please send your resume to 
drahndentist@gmail.com - 408-241-2397.

opportunity available — Assistant 
Office Manager / Case Planner JOB 
DESCRIPTION Looking for an experienced 
Assistant Office Manager/Treatment Plan 
Coordinator looking to take on a new and 
exciting opportunity in our Chino Hills, 
California location. This is a great opportu-
nity for an experienced Assistant Office 
Manager to be part of a great team and 
growing company! Job Description 
including but not limited to: 1. Managing 
office staff and accountable for building a 
productive patient schedule. 2. Processing 
and file insurance claims for patients 
accurately and in a timely manner. 3. 
Explain treatment plans and financing 
options to patients. 4. Review and train on 
Accounts Receivables and collections. 5. 

Assist with daily deposits on time and 
accurately. 6. Demonstrate effective 
communication to ensure cooperation 
between the front office and the back office 
(including reading and responding to 
email, correspondence and appropriate 
data). 7. Assist with the oversight of 
supplies and inventory. – 909-635-7748.

opportunity available — We are 
looking for a Dental Assistant with at least 
2 years experience. Job Description 
includes but not limited to: multi tasking 
being GOAL oriented be knowledgeable in 
billing following instructions Scheduling 
patients Answering the phone courteously 
communicating with patients profession-
ally Taking Impressions Creating an 
efficient work flow for doctors. If you feel 
that you fulfill each of these traits, Please 
contact me. – 909-635-7748.

opportunity available — Well 
Established practice with excellent, 
supportive and friendly staff. We have our 
own in-house endodontist and Periodon-
tist. We are looking for an experienced GP 
who has good communication skills and 
treatment planning. Excellent in crown 
and bridge, bondings and partials a must. 
Please email resume to: gilbertlim@msn.
com - 916-838-1090.

opportunity available — Our 
practice has been around for over 20 
years. Excellent supporting staff and 
patients. We are looking for an Endodon-
tist 1-2 days a week for our multi-specialty 
practice. Please email resume to gil-
bertlim@msn.com - 916-838-1090.

opportunity available — SC 
Endodontics is looking for a part time DA 
or RDA who is bilingual (English and 
Spanish), has some experience in assisting 
endodontic procedures, and could work as 
both front desk personnel and chair side 
dental assistant. Knowledge of PBS Endo 
management program is preferred but not 
necessary at this time. Training will be 
done during employment period. - ktle.
endo@gmail.com - 714-668-1620.

opportunity available — Regis-
tered Dental Assistant- Napa, California 
Practice Job Description: Assist dentist in 
providing dental treatment, care and 
education to patients. Must possess 
knowledge and skill of clinical procedures, 
processes and dental administrative 
functions. Duties and Responsibilities: 
Welcome and escort patient in reception to 
and from the treatment areas. Schedule 
appointments and assist in appointment 
confirmation calls Take and record medical 
and dental histories and vital signs of 
patient. Recognize signs of a dental 
emergency, and insure proper and timely 
response and notification to patient, staff, 
and emergency medical personnel when 
necessary. Expose dental diagnostic x-rays. 
Make preliminary impressions for study 
casts and occlusal registrations for mount-
ing study casts. Pour, trim, and polish study 
casts, fabricate custom impression trays 
from preliminary impressions, clean and 
polish removable appliances and fabricate 
temporary restorations - 813-288-1999.

opportunity available — Regis-
tered Dental Assistant- Moreno Valley, 
California Practice Job Description: Assist 
dentist in providing dental treatment, care 
and education to patients. Must possess 
knowledge and skill of clinical procedures, 
processes and dental administrative 
functions. Duties and Responsibilities: 
Welcome and escort patient in reception to 
and from the treatment areas. Schedule 
appointments and assist in appointment 
confirmation calls Take and record medical 
and dental histories and vital signs of 
patient. Recognize signs of a dental 
emergency, and insure proper and timely 
response and notification to patient, staff, 
and emergency medical personnel when 
necessary. Expose dental diagnostic x-rays. 
Make preliminary impressions for study 
casts and occlusal registrations for mount-
ing study casts. Pour, trim, and polish study 
casts, fabricate custom impression trays 
from preliminary impressions, clean and 
polish removable appliances and fabricate 
temporary res - 813-288-1999.
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3067 MID-PENINSULA GP

Gorgeous  modern, highly visible GP in 3,000 

sq. ft. office w/7 fully equipped ops. Approx. 

1,600 active pts. & avg. 16 new pts./month. 4 

doctor-days/week. 5 years avg. GR $991K+. 

Asking $808K.

3055 SAN JOSE GP

Owner retiring from well-est. practice w/loyal 

staff and pt. base. 2011 GR $888K+ w/ just 3 

doctor-days  per week. 1,200 sq. ft. office w/4 

ops. Located near well-travelled intersection in 

desirable commercial and residential mix 

neighborhood. Asking $515K.

3049 SAN JOSE GP

Well-located, across  from O'Connor Hospital, 

general practice in 2,118 sq. ft.state-of-the-art 

facility w/ 3 fully-equipped ops. 2 pvt. offices 

(1 can be plumbed for 4th op.). Ideal for an 

experienced dentist looking  to merge an 

existing practice. Asking $195K.

3069 NAPA VALLEY ENDO

Endodontic practice now available in Napa 

Valley. Gorgeous  state-of-the-art 1,450 sq. ft. 

facility w/4 fully-equipped ops  & microscope 

in every op. Single story professional building. 

Well-established w/seasoned & loyal staff. Avg. 

GR over $1M past 3  years  w/4.5 doctor days. 

Exce l lent  re fer ra l sources  and ups ide 

opportunity.

3065 FREMONT GP

Don't miss  this  opportunity. Spacious 1,150 sq. 

ft. office w/3 ops. 2010 GR 169K+ w/just 

2-2.5 doctor days. Owner retiring. Asking 

$124K.

3059 SANTA CRUZ COUNTY GP & BDG

Charming practice tucked among soaring 

redwoods  in Santa Cruz County. Located in a 

single level professional building  in the heart 

of town. Well established and part of the small 

community landscape. 2010 GR $595K+ w/3 

doctor days. All fee-for-service. Owner retiring 

and willing  to help for a smooth transition. 

This is  a great turn key practice and 

opportunity to own a hidden gem. Practice 

asking price $373K, building is also available.

3064 SAN JOSE GP 

Now available. Great turnkey opportunity. 

Beautiful 1,500 sq. ft. facility with 4 fully 

equipped ops. State-of-the-art fully networked 

office, Dentrix software, digital x-ray & 

recently purchased dental & office equipment. 

Avg. GR $328K+ with 4 doctor-days. Owner 

willing to help in transition. Asking $220K.

3057 SAN JOSE GP

Priced to sell. Located in 2 story professional 

building w/3 fully-equipped ops. in 990 sq. ft. 

o f f i ce. Par t o f h i s to r i c Rose Garden 

neighborhood;  1 block from the Alameda, & 

near a well travelled intersection. Seller 

transitioning  due to health reasons. FY 2010 

GR $415K. Asking Price $120K.

3061 SAN JOSE DENTAL FACILITY

Dental facility ideal for Pediatric or easily 

converted to GP. Located in desirable 

Evergreen area in a two-story,  handicap 

acce s s ib l e, h i gh pro f i l e ,  med ica l and 

professional building. Gross  lease with utilities 

included expires  July 2013 with 5 year option 

to renew. Modern,  tasteful ly designed, 

approximately 1,321 square feet. Asking 

$95K.

UPCOMING LISTINGS:

3068 MONTEREY COUNTY GP

2,000 sq. ft. state-of-the-art office w/6 

modern, fully-equipped ops. & w/digital x-ray. 

Long  term & loyal staff.  Approx. 1,500 active 

patients  all fee-for-service.  3 year avg. GR 

$1.7M, 2011 GR on schedule for $1.8M. 

3071 MID-PENINSULA GP

Well-established 3 op GP in desirable 

neighborhood. 1,400 sq. ft. facility. Ownership 

in building available.

“MATCHING THE RIGHT DENTIST 

TO THE RIGHT PRACTICE”

Contact Us:
Carroll & Company
2055 Woodside Road, Ste 160
Redwood City, CA 94061

Phone:
650.403.1010

Email:
dental@carrollandco.info

Website:
www.carrollandco.info

CA DRE #00777682

Serving you: Mike Carroll & Pamela Gardiner

Complete Evaluation of Dental Practices & All Aspects of Buying and Selling Transactions
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opportunity available — Come join 
our growing multi-specialty dental office 
in Santa Clara. This is a great long-term 
career opportunity for the right candidate. 
Ideal candidate will have the following 
experience: - Five years of dental office 
manager experience needed. - One year of 
Dentrix Experience - Five years of Dental 
billing - Experience managing staff 
Competitive salary, benefits plus perfor-
mance-based bonus available. - 
bayareadentist2009@gmail.com -  
408-656-4567.

opportunity available — Come join 
our growing multispecialty practice. We 
are looking for a part-time board eligible 
or certified Endodontist. Please email or 
fax your resume. Thanks for looking - 
bayareadentist2009@gmail.com -  
408-656-4567.

opportunity available — Looking 
for a sweet and energetic GP with 
experience working with children. 
Preferred having oral conscious sedation 
license. Full-time position. If interested 
contact Dr. Camila Borrero by email at: 
camilaborrerodds@yahoo.com -  
209-832-5800.

opportunity available — Success-
ful dental practice in Atascadero, CA seeks 
experienced full time office manager. The 
position includes day-to-day office 
management as well as administrative 
duties. Must have excellent communica-
tion and time management skills. 
Familiarity with Dentrix a plus. A back-
ground in medical or dental office 
administration is preferred. Coding 
knowledge helpful. Must be able to 
optimize provider time as well as patient 
satisfaction and treatment room utiliza-
tion by scheduling and coordinating 
appointments and staff. Specific dental 
office experience is a plus, but not 
required, as we will train a promising 
candidate. We welcome applications from 

candidates with office, retail or other 
backgrounds. Good communication skills 
and an ability to deal with the public are 
essential. The candidate must be a proac-
tive ‘self-starter, and be able to  
fulfill the responsibilities of the job with 
minimal oversight. Salary and benefits 
commensurate with ability and experience. 
- smuenterdds@yahoo.com -  
805-461-3147.

opportunity available — Looking 
for an experienced motivated dentist who 
can work part-time in a very nice friendly 
environment dental office. - Generalplus-
dental@yahoo.com - 510-796-3333.

opportunity available — Get out 
of the crowded city make great money and 
get excellent additional training, working 
with me in my rapidly growing offices. We 
do all areas of dentistry and pride 
ourselves on our outstanding gentle care. 
With over 100 new patients a month we 
are growing too fast to keep up. We are 
proving that taking excellent care of 
patients can bring great dividends. Come 
work with a great team, with great 
equipment in our chartless office in the 
beautiful part of California. Experience is 
always helpful, however, as long as you are 
willing to learn, a lot of experience is not 
necessary. - Brent@parrottdds.com -  
530-533-8204.

opportunities wanted

opportunity wanted — I am looking 
to fill a full/part time general dentist 
position starting in July in the Bay Area. 
Experience in all aspects of dentistry 
including implants placement, implant 
supported dentures, IV sedation, etc. 
Please contact me for CV. 510-710-9121.

opportunity wanted — GP looking 
for PT position in LA area. Great with 
kids. Please call 310-488-2044 or email 
miriamrazi@yahoo.com.

in house periodontist & implant 
surgeon for your office in the 
greater san francisco bay area 
— Implant Surgery/Bone Grafting/Perio 
Surgery/3rd Molar Extractions/Surgical 
Extractions; Email: bayareaperio@gmail.
com or call 617-869-1442.

opportunity wanted — Experienced 
G.P. available for temporary vacation 
coverage, health emergencies, practice 
transitions etc. Northern CA., S.F. Bay 
area, 925-757-1383, fax 925-757-2162,  
cell 925-783-2815.

opportunity wanted — State of the 
Art Dental Office Seeking for Part time/
Full time RDA front and back, and 
bilingual, Previous dental assisting 
required ( 2-5 years experience). Preferable 
has eaglesoft experience. A team player, 
with internal marketing skills.Excellent 
customer service and verbal communica-
tion skills. Ability to work in a fast pace, 
patient focused environment. - kingsly-
dentistry@yahoo.com -  
909-799-7777.

opportunity wanted — Looking for 
a part time opportunity. More then 5 yrs 
experience. Willing to do hygiene work. - 
udbdad-online@yahoo.com - 510-299-7956.

opportunity wanted — I am an 
experienced general dentist looking for a 
long term associate position in the greater 
Sacramento area, Roseville, Rocklin, 
Stockton, Davis, Vacaville or Placerville. In 
my private practice, I followed a patient 
centered approach to dental care with an 
emphasis on quality of care and evidence 
based dentistry. I work well with staff 
members, and appreciate the hard work 
that they do. My experience ranges from 
managing a multi-dentist office to 18 
years private practice dentistry (owner). 
Contact: 916-439-7658 or pr52ok@
sbcglobal.net.
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Professional Practice Sales
Specialists in the Sale and Appraisal of Dental Practices

Serving California Dentists since 1966
How much is your practice worth??

Selling or Buying, Call PPS today!

NORTHERN CALIFORNIA
(415) 899-8580 – (800) 422-2818

Raymond and Edna Irving
Ray@PPSsellsDDS.com
www.PPSsellsDDS.com

California DRE License 1422122

 

3.12

SELL YOUR ORANGE COUNTY OR LA PRACTICE

 GROSSING $500K AND ASK PPS FOR A PRACTICE

NETTING $500K OR MORE.

**FOUNDERS OF PRACTICE SALES**

115+ years of combined expertise and experience!

3,000+ Sales - - 10,000+ Appraisals

**CONFIDENTIAL**

PPS Representatives do not give our business name when returning your calls.

**BUYERS AND SELLERS SAY**

“We have dealt with other firms - 

we like YOUR professional expertise.

We will recommend YOU to all our colleagues. Thank you.”

Practices Wanted

Visit PPS at
Booth 1157 at
Anaheim CDA

6008 - MENDOCINO COAST’S FORT BRAGG  2011 collected $725,000. 

4-days of Hygiene.  4-ops (each with own computer), digital 

radiography.  Great family community.  

6012 - NEWARK - “SOLD”  Tracking $900,000 in Production and 

collections.  Strong profits.  Owner works 3.5-day week with lots of 

vacation.  6+ Hygiene days per week. 

6014 - SAN FRANCISCO’S INNER MISSION DISTRICT - "SOLD"   

On 3-day schedule 2011 is tracking collections of $420,000 with 

Profits of approximately $200,000.            

6015 - SONOMA COUNTY’S HEALDSBURG  - “SOLD”   4-day Hygiene 

schedule.  Collections totaled $547,000 with Profits of $235,000 in 

2011. Rare opportunity in unique community.

6017 - CAMPBELL - “SOLD”   $389,000 invested here.  Adec delivery 

systems, digital radiography, computer charting, Biolase Waterlase & 

Panorex. 2011’s collections topped $600,000.  

6018 - SAN JOSE’S CAMPBELL  Successful practice in esteemed Group.  

Seller averages net production of $440,000 (excludes Hygiene), 

collections of $430,000 and Profits of $200,000. Group performs at 

$3.8 Million/year level. 

6020 - PEDO PRACTICE   Attractive family community.  2011 collected 

$455,000 on 26 hour week.  $230,000 invested here.  Beautiful office.  

Full price $240,000.      

6021 - SANTA CRUZ   Great location.  Busy Hygiene Department booked 6+ 

months.  2011 collected $415,000.  Lots of goodwill here.   

6022 - SAN FRANCISCO’S NORTH BAY - SEBASTOPOL DENTAL 

OFFICE   8 miles west of Santa Rosa.  Beautiful office in great family 

community.  Total investment of $230,000.  Asking $65,000. 

6023 - LOS GATOS   2011 collected $240,000 on 3-days.  6-year office has 

$215,000 invested.  Adec delivery systems, Adec cabinets, digital 

radiography, digital Pano and paperless charting

SOUTHERN CALIFORNIA
(714) 832-0230 – (800) 695-2732

Thomas Fitterer and Dean George
PPSincnet@aol.com
www.PPSDental.com

California DRE License 324962

3193 - PALM DESERT  Grossing $400,000+. Great Location.  

3237 - ANAHEIM HILLS  Solo group member wanted-Hi-identity-HiTech 
share beautiful space.

3240 - REDLANDS  GP Est - 5 Ops.   Shopping ctr. Should do $300K to 
$400K first year with little marketing. Great lease. $1.00 sq. ft. FP $285K            

3250 - ANAHEIM   NW Disneyland. Part time Seller. 2 days wk. Hi identity 
corner. Grossing $370K in ’09. 1,800 sq. ft. 5 Ops equipped. Low rent.

3283 - PALMDALE/LANCASTER    Hi growth area. GP Gross $1.5 mil. 40% 
Net.  Small town! 5 min from Bakersfield.  RE available.

SMALL TOWN   Minutes from Bakersfield.  Modern RE.  Practice Grosses 
$20-to-$40K per month.  Bargain.

APPLE VALLEY/HESPERIA Gr $700 to $800 Free Std Bldg Avail Absentee.

3287 -  SOUTHERN CALIFORNIA - “SOLD” $6 Million per year.  
Prestigious Hi identity location.  12,000 sq.ft. $1.00/sq.ft.  $30K Cap/mo.  
Requires substantial net worth.  Nets $1+ Million.

3297 -  SOUTH BAY Location Only. Free standing Dental bldg on main street.

3298 -  LONG BEACH AREA - “SOLD” Corner Location. Bread and Butter 
practice. Long established. Collects $500K per year.

LA HABRA  -“SOLD” Great starter Shopping center with low rent, low 
overhead, 4 ops in over 2000 sq. ft. Rent only $2700. Grossing $15,000 
to $30,000 per month. Full Price $185,000.

TEMECULA/HEMET HMO. Gr. $700,000 part time. 8 ops fantastic location 
Million Dollar corner. Full Price $565K.

3304 -  GLENDORA  Hi identity shopping corner. New Location. GP who likes 
Ortho also as no Ortho in area. Full Price new office $200K to $250,000.

LA HABRA - “SOLD” New life in 20 yr. Prtc corner near Whittier @ Beach. 
290 new patients since May. Gr. 20K plus Grt Staff New Digital office. 
Must Sell below cost $185K super proved BARGAIN.

ORANGE  Grosses $30K+/mth.  5 ops.  Beautiful.  Rent $2,000. FP $250K.

HEMET/TEMECULA  HMO.  Absentee owner. Grosses $700K.  PPS says 
Buyer will do $1.5 Million within 18 months. Special Situation.

TORRANCE   Special Diamond Location. Hi Identity. Will Gr $500K first 
year. $125K FP.

VICTORVILLE-APPLE VALLEY-HESPERIA AREA  Estb 20 yrs.  Gr 
$700K+.  Net approx $300K.  More vol avail.  8 op. Hi identity shop ctr. 
FP $650K.  Serious Seller.  Can do $1 Million.

SANTA ANA  Super Hi identity intersection. 50,000 to 75,000 auto/day.  5 ops.  
Grossing $40-to-$60K/mth.  Net $200,000 to $300,000.  Great 
opportunity to build Million Dollar office here.

LANCASTER  Estb 50 years - Hi identity central location, low overhead. Gross 
$480,000 by part time owner. Seller can work back per new owner. Five 
operatories.

ORANGE COUNTY   Beautiful office.  Right buyer will gross $2 million first 
year. Financing in place.  Need Entrepreneur who has team of specialists 
in place or Dentist with multiple talents. HMO/PPO/Ins/Cash.  Includes 9 
days hygiene. 10,000 charts.  As stated, right team will do $2 million first 
year.

BEVERLY HILLS  Implant Center $1,450,000; 3 ops - 1,450 sq.ft. Beautiful 
facility access to neighbors CT Imaging Center. Full price $995,000 a 
bargain - BH most prestigious Dental building. Pride of ownership - Pros 
would work back for transition. Moving to Desert.

MALIBU  Part time GP Grosses $240,000.  4ops.  Full price $172K.        
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                                                                                 Paul Maimone                                      
                                                                     Broker/Owner       
 

BAKERSFIELD #21 - (10) op G.P. & Bldg. on a main St. (3) ops fully eqt’d. (3) ops part eqt’d 

& (4) add. plumbed. Store front. Collects ~$500K/yr. Cash/Ins/PPO/< l % Denti-Cal.  NEW.  

COVINA #2  - (4) op comput. G.P.  (3) ops eqt’d/ 4th plumbed.  2011 Gross Collect ~ $220K on 

a 2 day wk. Mixed patient base.  REDUCED AGAIN!  BRING ALL OFFERS! 

COVINA #3 - (3) op compt. G.P. Cash/Ins/PPO. Gross Collect $242K+ on an easy (3) day wk. 
Located in a small prof/medical/dental bldg. w off street parking. Seller retiring.  

GLENDALE #6 - (5) op state of the art comput. G.P. 4 ops eqt’d, 5th op plumbed. Digital x-ray 

& networked. Mixed pt base. In a free stand bldg. Annual Gross Collect.~ $500K.  

GLENDORA - (3) op comput. G.P. Cash/Ins/PPO very small % Denti-Cal pt. base. Very low 

overhead office with a very high % net. 2011 Gross Collect $296K+. Seller moving.  NEW 

L.A. (SILVERLAKE - ATWATER) – (3) op G.P. located in the trendy Silverlake-Atwater 

area. (28) years of Goodwill. Cash/Ins/PPO. Gross Collect $140K p.t. Retail Store front. NEW 

NEWPORT BEACH - (5) op comput. G.P. 4 ops eqt’d/5th plmbd. In a prof. bldg. on the 
Marina. Cash/Ins/PPO small % cap. Dentrix & Shick. Collects $400K+ on a (2) day wk.  

No. COUNTY SAN DIEGO - (4) op comput G.P. in a shop ctr. w excell exposure & signage. 

Cash/Ins/PPO/HMO pts. Dentrix s/w, & digital. Gross Collections $900K+/yr.  PENDING 

OXNARD #5 - (4) op comput G.P. Can purchase w or w/o single use free stand. bldg. Mixed pt 

base. 2011 Gross Collect ~ $447K. Locate on a heavily traveled main road. REDUCED 

RESEDA #6 - (3) op comput G.P. located in a well know, easily accessible prof. bldg. Gross 

Collect. ~ $150K/yr  p.t. Cash/Ins/PPO pts. Great starter or 2nd office. BRING ALL OFFERS 

SANTA BARBARA #2/GOLETA - (4) op computerized G.P. located in a garden style prof. 
bldg. w St. frontage. (3) ops eqt’d/4th plumbed. Cash/Ins/PPO pt. base. (4) days of hygiene/wk., 

approx. (20) new pts/mos. Pano eqt’d. Collects. $400K+/yr. on a (4) day wk.  REDUCED 

SANTA BARBARA #3 - (3) op comput. G.P. in a prof/med/dental bldg. Cash/Ins/PPO. 8-10 

new pts/mos. Gross Collect. $250K+ on a (4) day wk. Digital x-ray. Seller retiring.  REDUCED 

So. TULARE COUNTY - PORTERVILLE AREA - (6) op comput. G.P. in a major  shop. ctr. 

Exposure/visibility/signage. Cash/Ins/PPO/Kids Denti-Cal pts. Gross Collect. $500K+/yr. NEW 

UPLAND #3 - (5) op comput G.P. & Speciality Pract. in a free stand bldg. Gross Collect $525K-

$625K/yr. Digital x-ray. Excell opp. for G.P. who likes to do Endo. BACK ON MARKET 

VACAVILLE – (3) op compt. G.P. turnkey w charts. Shunted 5 mos. Great start up opp. SOLD 

UPCOMING PRACTICES: Anaheim, Beverly Hills, Camarillo, Corona, Montebello, 
Northridge,  Panorama City, Pasadena, SFV, San Diego, Thousand Oaks, Torrance, & West L.A. 

D&M SERVICES:  

# Practice Sales & Appraisals                 # Practice Search & Matching Services 

# Practice & Equipment Financing        # Locate & Negotiate Dental Lease Space 

# Expert Witness Court Testimony        # Medical/Dental Bldg. Sales & Leasing 

# Pre - Death and Disability Planning    # Pre - Sale Planning 

                                P.O. Box #6681, WOODLAND HILLS, CA. 91365 

              Toll Free 866.425.1877 Outside So. CA or 818.591.1401 Fax: 818.591.1998    

                          www.dmpractice.com   CA DRE Broker License # 01172430 

 

 

COME VISIT US @ THE CDA CONVENTION, BOOTH #644 

CA Representative for the National Association of Practice Brokers (NAPB) 
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dental practices for sale

practice for sale — State of Art 
Practice for sale Pedo/ Ortho/ General 
combined practice. 3-D conebeam CT, 
digital PAN, 3-D TV, gameroom, kids and 
adult separate spacious waiting room, 
around 2,200 sq feet, 7 ops. located in 
beautiful big mall with Safeway and CVS. 
If you are interested, email me at 
jungdds@gmail.com - 310-709-1644.

practice for sale — This is a rare 
opportunity to own your own practice  
and real estate in one of the fastest 
growing areas of California. A 1650 sq ft. 
dental suite with most build outs is 
available for long term lease. The suite is 
located in a busy dental plaza with MORE 
THAN 14 GENERAL DENTISTS practicing 
within a 0.5 mile radius in and around the 
center! It is a great opportunity for an 
endodontist or periodontist who wants to 
build a successful practice quickly and own 
the real estate for less than renting a suite. 
Please email for more information and 
specific terms. - foothillsmiles@yahoo.com 
- 949-587-2800.

practice for sale — I have over 15 
years experience in general dentistry. I 
studied at USC school of dentistry and 
attended the post graduate prosthetic 
residency program. I am looking to buy a 
dental practice from Retired / relocating 
dentist in San Jose/Santa Clara area. 
Thank you - Hani_jamie@hotmail.com - 
530-640-2324.
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California Practice Sales calpracticesales.net 264

CariFree carifreecom 238

Carroll & Company Practice Sales carrollandco.net 271

CDA Membership cda.org/member 207

CDA Practice Support Center cdacompass.com 212–213

D&M Practice Sales and Leasing dmpractice.com 274

Golden State Practice Sales 925-743-9682 266

Implant Direct implantdirect.com 260

Lee Skarin and Associates, Inc. leeskarinandassociates.com 275

Maddox Practice Group maddoxpracticegroup.com 250

Professional Practice Sales of the Great West 415-899-8580 273

Professional Practice Transitions pptsales.com 268–269

Select Practice Services, Inc. betterobin.com 279

The Dentists Insurance Company tdicsolutions.com 202, 208

TOLD Partners, Inc. told.com 265

Ultradent Products ultradent.com 280

Western Practice Sales/John M. Cahill Associates westernpracticesales.com 206, 237, 267
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in 10 minutes. Worse yet, the material has 
fallen to the floor, leaving you with two 
empty hands poised in midair, your head 
cocked off to one side cutting off arte-
rial flow to your brain. Snorting noises 
ordinarily associated with porcine truffle 
hunters have attracted a curious audience.

This is not funny. On more than one 
occasion I have suddenly snapped to, 
mouth open, chin dampened by a film 
of drool. Slowly emerging into focus is a 
coterie of small children from the neigh-
borhood, gathered about in a semicircle 
to stare in fascination at “the funny 
man.” Even the paramedics who arrived 
promptly in one instance, were skeptical, 
recording the event as “Run #321—hys-
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Middle-aged persons have more rav-
eled sleeves that cry out for knitting up 
than Macbeth could shake a stick at. Hap-
pily, naps (defined as a temporary lapse 
of consciousness that can be scheduled or 
involuntary), are, or should be, a part of 
a normal day for anyone over the age of 
50. If you are a mother and the kids are 
still hanging around the house, it is an 
essential element to your sanity.

A scheduled nap is one wherein you 
retreat to a darkened bedroom, take off 
your shoes and lie down on the bed atop 
the covers if seasonably possible. For-
merly known as “grabbing 40 winks,” the 
definition has expanded to any length of 
time one pleases short of being actually 
deceased. Accessories currently available 
include eye shades, light-weight throws 
and a large-caliber pistol to be placed hand-
ily under your pillow. It is only fair to warn 
other occupants of the home, that should 
they disturb you for any reason other than 
the occurrence of a seismic episode exceed-
ing 8.6, they will be taken out and shot. A 
jury of your peers, in my opinion, would 
get you off with a disturbance-of-the-peace 
rap and probation not to exceed 30 days.

A popular shortened version of the 
nap is the “doze.” A doze may be voluntary 
wherein you try to grab the traditional 40 
winks while pretending to be awake, leav-
ing your eyes narrowed to slits and rolling 
your eyeballs back up in their sockets. 
This generally fools no one. If caught, it 
will be necessary to vigorously deny you 
were dozing, but that you were deeply 
pondering the Afghanistan problem and 
you resent having your train of thought 
interrupted by some smirking busybody. 
Again, nobody buys this.

The involuntary doze can be annoying 
to the dozer, if not downright hazard-
ous. You are reading a book or magazine, 
say, and although the subject matter is 
riveting, after a few moments you become 
dimly aware you have not turned a page 

teroid man claiming to be pondering the 
origin of something — Rx-one (1) No-Doz 
tablet.” They sent me a bill for $800.

Obviously, Americans are not getting 
enough sleep. If further proof of this is 
required, watch any session of Congress 
where those public servants who had the 
misfortune to show up, slip off into quiet 
comas during impassioned speeches by 
colleagues. Now and again a member will 
arouse suddenly to clap vigorously as if 
fending off a mosquito, then lapse back 
into legislative quietude. Constituents 
take note: It is not what you think — this 
is heavy-duty thinking.

I could go on at length, but I am hav-
ing difficulty staying awake.  

All issues back to 1998 
are available at cda.org
No password required.

Missing a Journal?
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Chasing 40 Winks

When I was a child, being put down for 
a nap was considered corporal punishment 
by my peer group. Right in the middle 
of an enjoyable morning in the sandbox 
banging a couple of pans together or dig-
ging small holes in the backyard in which 
to inter my sister’s dolls, my mother would 
call from the back stoop, “Charlie, come 
in now for your nap!” I never answered 
because my name was Bobby.

Why she persisted in this fallacy, I never 
knew, but a therapist I was seeing years lat-
er suggested it was possible I spent the bulk 
of my free time down the street at Charlie’s 
house where the cookies were more to 
my liking. Charlie, himself, was a noxious 
napaholic kid who did whatever his mother 
requested, dozing through high school and 
college eventually going into politics. 

Nevertheless, my parental unit always 
got her way with the nap agenda in spite 
of my launching tempestuous heroics still 

verdant in the memory of the neighbors, 
many of whom sold their homes at a loss.

By the age of 5, I was planning to sever 
my familial ties. I would put myself up for 
adoption by compassionate foster parents 
who would see that I was entered into a free-
form kindergarten where daily lie-downs un-
der small blankies were not a requisite part of 
the curriculum. To a boy who fancied himself 
as a stellar soloist in the sand blocks, triangles 
and bird whistles section of the kindergarten 
band, naps were an unacceptable roadblock.

Fifty years later, having studied 
Shakespeare’s words, most of which made 
no sense at all, that roadblock became not 
only acceptable, but an absolute passion.

“Sleep,” wrote the Bard, “that knits up 

the ravell’d sleeve of care.” Not exactly the 
way I would have put it. Incomplete sen-
tences were outlawed in June of 1634, but 
still, as similes go, it’s not bad.

On more than one occasion 

I have suddenly snapped to, 

mouth open, chin dampened 

by a film of drool. 
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