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f e at u r e s

A C on t i n u i n g Foru m

An introduction to the issue.

Kerry K. Carney, DDS

C DHC ,  A PoS S i B L E CHAn gE AgEn t Prom ot i n g AC C ES S  to CArE

This paper explores the potential benefits of the community dental health coordinator program while  

examining some of the lessons learned in its initial implementation in Oklahoma. 

Dunn H. Cumby, DDS, MPH; Marsha W. Beatty, BS, MPH; and Sydney T. Sevier, BA, MA

g Et t i n g HEL P For C Hi LDrEn :  t HE n EE D to EX PAn D t HE DEn tA L  WorK ForC E 

This article describes the epidemiology of dental disease and the major barriers to access for children, and  

sets the stage for a discussion of how dental workforce innovations can address these barriers. 

Shelly Gehshan, MPP, and Marko Mijic, BS

B rE AKi n g DoWn  B Arri ErS  to orAL  HEALt H For AL L  Am EriCAn S :  

t HE roL E oF WorK ForC E

This paper articulates the ADA’s perspective on the national access debate.

A statement from the American Dental Association

S oC i EtAL  EX PE CtAt i on S  An D t HE Pro FES S i on ’S  rES Pon S iB i L i t Y to rEForm  

tHE DEn tAL  WorK For CE to En S u rE AC CES S  to CArE F or CHi LDrEn

This essay is based on a presentation to the House of Delegates of the California Dental Association  

on Nov. 13, 2009.

David A. Nash, DMD, MS, EdD

A Vi E W From  B ot H S iDES

A letter to the editor on the importance of caries management by risk assessment in the context of  

addressing barriers to care.

John D.B. Featherstone, MSc, PhD
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Editor

imple answers are so nice. With 

a simple answer, you know right 

where you stand. You are for it or 

against it. No hand wringing. No 

re-evaluating to make sure noth-

ing has been missed. You have the question. 

You have the answer and you move on. 

The problem is: life’s questions are 

seldom solved with simple answers. Take 

for example, solutions for overcoming 

barriers to receiving oral health care. 

The question itself is not simple. Part of 

what makes grappling with barriers to care 

complicated is the nature and number of the 

underlying questions. Who is not getting 

care? Why are they not getting care? Are we 

considering variables beyond the operatory? 

Do we mean to address the social depriva-

tions that seem to trump fluoride? What 

measures can be effectively and realistically 

taken to ameliorate the disparity? And final-

ly, what is the desired outcome? Is the goal 

a population free of oral pain and dysfunc-

tion? Is it a population free of oral disease? 

How do we assess and measure success?

In the Journal’s January and February 

issues, our goal was to provide some con-

text and history as well as a spectrum of 

ideas on the subject. In the July issue, we 

bring you more information and ideas.

As professionals, we make knowledge-

based decisions every day and those 

decisions take into consideration many 

factors. It is important to be able to 

engage in a knowledge-based discussion 

around these issues as well. 

So much of the information we need 

has not been readily available, such as:
n The capacity of the dental delivery 

system in California; 
n An analysis of the sustainability of 

various existing and proposed alternative 

dental provider models (cost of educa-

tion, productivity, sustainability through 

reimbursement system). (Are they viable? 

Are they safe?); and 
n The efficacy of training providers 

from the target population. 

Independent research is being com-

pleted that will address some of these 

questions. CDA has asked about: 
n The relationship between the in-

come of general dentists and an increase 

in the number of children included in 

California’s oral health care system; and 
n  The efficacy of a state dental director 

in building recognition for the importance 

of oral health and in promoting funding? 

There are many gaps in our knowl-

edge, but CDA has been committed to 

doing the necessary research. The process-

ing of that information will be thorough 

and deliberative. It is essential that CDA 

remain the recognized expert on improv-

ing access to dental care.

We do know that there is already plenty 

of activity by external groups. Half of all of 

the states have some activity on barriers to 

care. The proposed and enacted legislation 

is patchwork. The workforce models being 

promoted vary significantly and have little 

if any research to back them up. 

The W.K. Kellogg Foundation is work-

ing in five states and their multiple-year 

strategy is just beginning. Their goal is to 

create a new dental provider who can ren-

der basic restorative care. The Pew Center 

on the States is working with the Chil-

dren’s Partnership to promote the expan-

sion of the dental team to meet the access 

needs of California’s underserved children. 

These are reputable national policy 

organizations with significant funding. 

The political/social backdrop to all of this 

is national health care reform. The reform 

requires the inclusion of pediatric dental 

benefits by 2014. There is money and 

momentum to this movement. 

This is a problem that will not be solved 

by one group alone. It will require the 

concerted and coordinated effort of many 

organizations and stakeholders to elimi-

nate all barriers to care. The least desirable 

solutions are those proposed by external 

groups based on expediency and emotion. 

Some of our core values at CDA include:
n  Concern for the quality of care;
n  Respect for the unique value of the 

dentist; and 
n  Support for our members and their 

practices.

CDA has a long history of commit-

ment to improving access to care for 

underserved populations. CDA Founda-

tion programs and tremendous amounts 

of donated care by member dentists 

have not reversed the increasing trend in 

growth of underserved populations. 

There is not one simple answer to 

solve the problem. Increased reimburse-
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ment in government programs, reduced 

bureaucracy, loan forgiveness, oral health 

literacy, universal fluoridation, workforce 

innovations, social support: none of these 

alone will answer the problem as a whole. 

There are barriers to care that affect ap-

proximately 30 percent of the national popu-

lation and more than 10 million Californians. 

If organized dentistry fails to acknowledge 

and address oral health care disparities and 

barriers to care, there are many external 

groups eager to enact their solutions. As 

dentists, we have an important role to play 

in determining how disparities in oral health 

care are addressed. The future of dentistry 

should be shaped by those who practice it.

We must protect the system that 

works well for the great majority of the 

population. Proposals for solutions must 

rest on data and not emotion. 

Make no mistake about it. Removing 

all barriers to oral health care is a Hercu-

lean task. But even Hercules had to have 

help in dispatching his Hydra.  

the Journal of the California 
Dental Association welcomes letters. 
We reserve the right to edit all 
communications and require that all 
letters be signed. Letters should discuss 
an item published in the Journal within the 
past two months or matters of general 

ed itor,  continu ed  f rom  4 4 9

interest to our readership. Letters must be 
no more than 500 words and cite no more 
than five references. No illustrations will 
be accepted. Letters may be submitted via 
e-mail to the Journal editor-in-chief at 
kerry.carney@cda.org. By sending the 
letter to the Journal, the author certifies 
that neither the letter nor one with 
substantially similar content under the 
writer’s authorship has been published or 
is being considered for publication 
elsewhere, and the author acknowledges 
and agrees that the letter and all rights of 
the author with regard to the letter 
become the property of the California 
Dental Association.
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Light Shed on nanoscale interfaces in 
teeth, may Aid in Design materials

The chemical structure of teeth and 

bone in humans and animals at the 

atomic scale has long been a mystery. 

Until now. Two Northwestern University 

researchers, using a high-tech imaging 

tool and along with the tooth of a marine 

mollusk, are cracking the code and creat-

ing a 3-D map in the process.

Atom-probe tomography produces 

an atom-by-atom, 3-D reconstruction of 

a sample with subnanometer resolution. 

This technology can scrutinize organic 

and inorganic parts, opening up the op-

portunity to track fluoride in teeth, and 

cancer and osteoporosis drugs in bone, 

according to a news release. Information 

of organic/inorganic interfaces may help 

scientists create new materials: flexible 

electronics, polymers, and nanocomposite 

materials, such as organic photovolta-

Dental Implants: Less Root Than Crown Can Be Successful

A new study has found that dental implants can be successful with less root than crown. In a study published 

in the Journal of Oral Implantology, researchers evaluated the status of implants that had been in place for 

more than five years. Radiographs were used to examine 309 single-tooth short-length implant-supported 

restorations in 194 patients. All of the implants had been surgically placed between February 1997 and 

December 2005, according to a news release.

The crown-to-root ratio for a tooth to serve as an abutment for a partial denture has been considered 1 to 2, twice 

as much root as crown. Earlier studies have given diverse results about ratios for implanted teeth. Excessive crown-

to-implant ratios have been named as detrimental to long-term survival of an implant, while disproportionate ratios 

have been noted in high rates of implant survival.

The current study found an average crown-to-implant 

ratio of 2 to 1. The authors said that stable implants could be 

produced with less of the tooth serving as root. Additionally, 

no statistically significant relationship was found between 

increasing crown-to-implant ratios and decreasing bone-to-

implant contact levels around the implant.

To see the full article, Crown-to-Implant Ratios of Short-

Length Implants, go to www2.allenpress.com/pdf/orim-36-

06-425-433.pdf.
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ics that combine the best properties of 

organic and inorganic materials.

“The interface between the organic 

and inorganic materials plays a large role 

in controlling properties and structure,” 

said Derk Joester, PhD, senior author of 

the paper published in Nature. “How do 

organisms make and control these mate-

rials? We need to understand this archi-

tecture on the nanoscale level to design 

new materials intelligently. Otherwise we 

really have no idea what is going on.”

Joester, the Morris E. Fine Junior 

Professor in Materials and Manufacturing 

at the McCormick School of Engineering 

and Applied Science, and Lyle Gordon, 

a doctoral student in Joester’s lab and 

coauthor of the paper, were surprised by 

the chemical heterogeneity of the fibers, 

which hints at how organisms modulate 

chemistry at the nanoscale. They are eager 

to determine how organic fibers interface 

with inorganic minerals, important to 

understanding hybrid materials.

“The tooth’s toughness comes from this 

mix of organic and inorganic materials and 

the interfaces between them,” said Joester 

in a news release via ScienceDaily. “While 

this is in principle well-known, it is intrigu-

ing to think we may have overlooked how 

subtle changes in the chemical makeup of 

nanoscale interfaces may play a role in, for 

instance, bone formation or the diffusion of 

fluoride into tooth enamel. In this regard, 

atom-probe tomography has the potential 

to revolutionize our understanding.”

Joester and Gordon imaged the teeth 

of the chiton, a marine mollusk that con-

tinually makes new rows of teeth — one a 

day — to replace mature but worn teeth. 

Similar to a conveyor belt, the older teeth 

move down the creature’s tongue-like 

radula toward the mouth where it feeds. 

Whereas humans have enamel, chitons’ 

teeth have magnetite, a hard iron oxide.

The two researchers now are studying 

the tooth enamel of a vertebrate and plan 

to apply APT to bone, which also is made 

of organic and inorganic parts, to learn 

more about its nanoscale structure.

nanos cal e,  continued from 4 5 5

Youths With Asthma Also Have Higher 
risk for Developing Caries

Children and teens who are asthmat-

ics tend to be more carious and experi-

ence gingivitis than their counterparts of 

the same age but do not have asthma.

In a thesis presented at the Sahlgrens-

ka Academy in Gothenburg, Sweden, those 

in the age groups of 2, 6, 12-16, and 18-24, 

with and without asthma, were studied.

In the first study, 3-year-olds with 

asthma had more caries than their 

same-age counterparts who did not. 

“The children with asthma had a greater 

tendency to breathe through the mouth; 

they became dry in the mouth, and, were 

therefore given sugary drinks more 

often. This may have contributed to them 

developing higher caries prevalence,” said 

Malin Stensson, a dental hygienist and 

researcher at the Department of Cariology, 

Institute of Odontology at the Sahlgren-

ska Academy. These same children then 

were monitored in a study from age 3 to 6.

Comparisons were also made between 

youths between the ages of 12 and 16 who 

suffered from long-term moderate or 

severe asthma to those in the same age 

range who did not have asthma.

“Only 1 out of 20 in the asthma group 

was caries-free, while 13 out of 20 were 

caries-free in the control group. One factor 

that may have influenced the development 

of caries is somewhat lower level of saliva 

secretion, which was probably caused by 

the medication taken by those with asth-

ma,” said Stensson, adding, “Adolescents 

with asthma also suffered more often from 

gingivitis than those without asthma.”

Researchers also examined the oral 

health of those between the ages of 18-24. 

The results from the groups with and 

without asthma were similar to those in 

the 12-16-year-olds, although the differ-

ences between those with asthma and 

those without were not as large.

j u l y  1 1   i m p r e s s i o n s 



c d a  j o u r n a l ,  v o l  3 9 ,  n º 7  

 j u ly  2 0 1 1   4 57

respiratory Diseases Linked to Status 
of gum Health

A recent study suggests that those who 

have periodontal disease run a risk for 

respiratory infections including pneumonia 

and chronic obstructive pulmonary disease.

Infections such as these — one of 

the leading causes of death in the United 

States — are produced when bacteria 

from the upper throat is drawn into the 

lower respiratory tract.

Two hundred individuals, who had at 

least 20 natural teeth and were between the 

ages of 20 and 60, participated in the study, 

which was published in an issue of the 

Journal of Periodontology. All participants 

underwent a comprehensive oral evaluation 

to measure periodontal health status. 

Half of those who took part in the 

research were hospitalized patients 

suffering from a respiratory disease 

such as acute bronchitis, COPD, and 

pneumonia. The other half had no his-

tory of respiratory disease.

Results showed that those with 

respiratory infections had poorer peri-

odontal health than their counterparts 

who were disease-free. Researchers 

believe the presence of oral pathogens 

associated with periodontal disease may 

increase a patient’s risk of developing 

or exacerbating respiratory disease and 

note that additional studies are needed 

to more conclusively understand this 

link, according to a news release via 

ScienceDaily. Previous research has as-

sociated gum disease with other chronic 

inflammatory diseases 

such as cardiovascular dis-

ease, rheumatoid arthritis, 

and diabetes.

“Pulmonary diseases can 

be severely disabling and 

debilitating,” said Donald 

S. Clem, DDS, president 

of the American Academy 

of Periodontology. “By 

working with your dentist or 

periodontist, you may actually 

be able to prevent or diminish the 

progression of harmful diseases such as 

pneumonia or COPD. This study provides 

yet another example of how periodontal 

health plays a role in keeping other sys-

tems of the body healthy.”

Clem emphasized the significance of 

regular oral care to help prevent peri-

odontal disease. Taking good care of your 

periodontal health involves daily tooth-

brushing and flossing. You should also 

expect to get a comprehensive periodontal 

evaluation every year.”

Tobacco Manufacturers Must Reveal Their Ingredients

The Federal Drug Administration has ruled that tobacco manufacturers who have changed their recipes must 

demonstrate the revised or new products are considerably “equivalent” to those made prior to February 2007.

“This law requires the FDA to carefully consider what impact these changes or new products have on the public 

health,” said Lawrence R. Deyton, MD, MPH, director of the FDA’s Center for Tobacco Products. “No longer will 

changes to products consumed by millions of Americans be made without anyone knowing.”

The grandfather date of Feb. 15, 2007, and authority for the rule stems from the Tobacco Control Act of June 

2009. The rule applies to cigarettes, smokeless tobacco products, and roll-your-own tobacco products but not to 

electronic cigarettes. Tobacco companies had until last March to submit evidence to the FDA that new or changed 

products are “substantially equivalent” to those made before February 2007.

Tobacco companies, Deyton said, have never before had to tell the FDA what was in their products. They still don’t 

– unless they want to sell a new product, or one that was altered since February 2007. If that is the case, according to a 

news release, the company must present detailed evidence that the new product is no worse for the public health than 

the old product. This affords the FDA to know exactly what is in the old and new products, and how they are made.

Per the ruling, products are considered modified if they have “a change in design, any component, any part, or 

any constituent, including a smoke constituent, or in the content, delivery, or form of nicotine, or any other additive 

or ingredient.” In order to be classified as unchanged, the company must show that the new or altered product is no 

more toxic, addictive, or attractive to minors than similar products made before February 2007. A senior company 

official such as the CEO must sign a letter certifying that changes to the product will not have these effects.
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Somerman Named New  

NIDCR Director
Martha J. Somerman, DDS, PhD, has been 

named new director of the National Institute of 

Dental and Craniofacial Research, effective Aug. 29.

Somerman has been dean of the University of 

Washington School of Dentistry for the past nine 

years, as well as holding appointments as profes-

sor in the School of Dentistry’s Department of Peri-

odontics and as adjunct professor in the Depart-

ment of Oral Biology. Additionally, she has served 

on the medical staff of the Seattle Cancer Care 

Alliance and as a member of the associate medical 

staff of the University of Washington Medical 

upcoming meetings

Center and the Harborview Medical Center.

Somerman previously was on the faculty of 

the University of Michigan School of Dentistry 

and the Baltimore College of Dental Surgery. 

While at Michigan, she was a professor and chair 

of the Department of Periodontics/Prevention/

Geriatrics, and held the William K. and Mary Anne 

Najjar Endowed Professorship, in addition to 

being a professor of pharmacology at the univer-

sity’s School of Medicine. In Baltimore, she was 

assistant professor then associate professor in 

the periodontics and pharmacology departments.

Kerr SonicFill

Kerr Corporation has 

announced the launch of 

its time-saving composite 

system that enables 

clinicians to perform 

posterior restorations 

with an easy-to-use, 

single-step, bulk fill 

technology that requires 

no additional composite 

capping layer. Dentists 

can go from placement 

to polished in less than 

three minutes on cavities 

up to 5 mm. SonicFill’s 

delivery system lowers 

the viscosity of the 

composite during 

placement, the composite 

then immediately returns 

to a nonslumping, highly 

sculptable state that is 

easy to carve without 

being sticky. For more 

information call  

310-458-3382.

ZA pessimist sees  

the difficulty in  

every opportunity;  

an optimist sees  

the opportunity  

in every difficulty.

winston churchill
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July 28–31 AgD Annual meeting and Exhibits, San Diego (888) AgD-DEnt or  

agd.org/sandiego

Sept. 12–17 American Association of oral and maxillofacial Surgeons, Philadelphia, aaoms.org

Sept. 14–17 FDi Annual World Dental Congress, mexico City, www.fdicongress.org. Please also 

view this related video: http://www.youtube.com/watch?v=3n4okaVmYhs

Sept. 22–24 CDA Presents the Art and Science of Dentistry, San Francisco, 800-CDA-SmiLE 

(232-7645), cdapresents.com

oct. 10–13 ADA 152nd Annual Session, Las Vegas, ada.org

oct. 23–26 national Primary oral Health Conference, national Harbor, md.,  

nnoha.org/conference/npohc.html

nov. 6–12 united States Dental tennis Association, Palm Desert, Calif., dentaltennis.org

2 0 1 2

march 29– 

April 1
CSPD/WSPD Annual meeting, Portland, ore., drrstewart@aol.com

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.
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Periscope

Periscope offers synopses of  
current findings in dental research,  
technology, and related fields.  

orthodontics

glenn sameshima, dds, and elaine n. chow, dds

Self-Ligating Versus Conventional Brackets  

miles P, Weyant r, Porcelain brackets during initial alignment: are 
self-ligating cosmetic brackets more efficient? Aust Orthod J 
26(1):21-6, november 2010.

aim: To evaluate the differences of effectiveness, discomfort, and 
used chairtime between self-ligating (SL) porcelain brackets and 
conventional porcelain (CP) brackets tied with ligature wires.

method: Sixty-eight consecutive patients, planned for no extractions 
in the upper arch, were randomly divided into two groups. One group 
had indirect bonding of SL porcelain 0.018-inch In-Ovation C brackets 
from upper canine-to-canine, and metal In-Ovation brackets from upper 
first premolar-to-first molar. The second group had indirect bonding of 
CP 0.018-inch Clarity brackets from upper canine-to-canine, and metal 
Victory brackets from upper first premolar-to-first molar. The brackets 
in group 2 were tied with coated ligature wires. The Irregularity Index 
was measured before the start of treatment (T1) and 10.7 weeks (T2) 
after initial wires were placed. The discomfort level of each group was 
measured on a seven-point Likert scale at four hours, 24 hours, three days, 
and one week after initial wire placement. Finally, the time (assisted and 
unassisted) used to untie and ligate the six anterior teeth was recorded. 
Due to incomplete records, the final number of subjects was 60.

results: There was no significant difference of the Irregularity Index 
between groups at T1 (p< 0.91) or T2 (p< 0.12). No difference of discomfort 
was rated by patients between the two bracket types (p< 0.90). A sig-
nificant difference was found between groups for the time to untie and 
ligate both bracket systems (SL porcelain brackets were faster, p< 0.001)

conclusion: Between SL and conventional porcelain brackets, 
there was no significant difference in alignment discomfort. SL brack-
ets are significantly faster to tie and untie than CP.

bottom line: Using SL porcelain brackets saves 22 seconds per 
bracket compared to CP during initial alignment. After initial alignment 
when elastomeric modules can be used on CP, this time differential will 
decrease. Also, the use of a chain over the SL brackets could increase 
the ligation time.

endodontics

w. craig noblett, dds, ms, facd

revascularization and Pulp Space tissue

Wang X, thibodeau B, et al, Histologic characterization of 
regenerated tissues in canal space after the revitalization/
revascularization procedure of immature dog teeth with apical 
periodontitis. J Endod 36(1):56-63, January 2010.

aim: This in vivo study was designed to examine the type of tissue 
present in the pulp space following the revitalization/revascularization 
procedure in immature dogs teeth with induced apical periodontitis.

methods: Sixty double-rooted premolars were included. Prior to 
completion of root formation, the pulps were exposed and infected 
with supragingival plaque to induce apical periodontitis. Following 
the development of apical periodontitis, the pulp spaces were debri-
ded and treated with the triple antibiotic paste described by Banchs 
and Trope (J Endod, 2004) as part of the revascularization procedure. 
Three months after completion, histologic exam was performed to 
characterize the tissue present in the canal. 

results: The canal walls exhibited increased thickness due to the 
apposition of newly generated cementum-like tissue. Intracanal bone, 
or bone-like tissue was also observed in many cases. The connective 
tissue present was similar to periodontal ligament.

conclusions: The thickening of immature roots following the revas-
cularization procedure was due to the deposition of a cementum-like 
tissue and, in some cases, bone-like tissue, associated with a periodon-
tal ligament-like connective tissue adjacent. A regenerated pulp tissue 
was not observed in these cases. 

clinical relevance: The short evaluation period in this study 
may represent a limitation in characterizing the tissue formed fol-
lowing the revascularization procedure. In humans, it is likely that a 
cementum-like tissue is formed to increase root width as is found 
with a conventional apexification procedure. The expectation that a 
functional pulp tissue is regenerated by this procedure is not likely 
to be realized based on the findings of this study.
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periodontics

gerald i. drury, dds

Laser in nonsurgical Periodontal therapy:  
A Systematic review 

Slot D, Kranendonk A, et al, the effect of a pulsed nd:YAg laser in 
nonsurgical periodontal therapy. A systematic review. J Periodontol 

80(7):1041-56, 2009.

background: The aim of this study was to evaluate the additional 
therapeutic effects of using a pulsed Nd:YAG laser in the initial 
treatment of patients with periodontitis. 

methods:  The Central Register of Controlled Trials were used. The 
databases were searched up to and including January 2009. The criteria 
were randomized-controlled clinical trials or controlled clinical trials 
conducted in humans with good general health. The interventions used 
in the studies included the use of the Nd:YAG laser as monotherapy or as 
an adjunct to SRP. The control groups examined were either conventional 
therapy or placebo. Evaluation parameters (plaque, bleeding, gingivitis, 
PD) were scored and statistical analysis was used. Heterogeneity was 
assessed by factors, such as study design, evaluation period, type of 
Nd:YAG laser, comparison treatment, industry funding, and smoking.

results: Eight studies were identified and included for further 
analysis. Data was collected from each of the articles and only 
descriptive analysis was possible.

discussion: The effectiveness of SRP in the treatment of periodontal 
disease is universally accepted. It was suggested that SRP, after Nd:YAG 
laser therapy, may be more efficient in removing root deposition. Some 
studies provided some evidence that the clinical effects of Nd:YAG 
laser treatment on gingival inflammation and PD are similar to those 
obtained with SRP and UltraSonic (US) or US alone. No evidence was 
found that using the laser provided additional benefits over those of the 
conventional approach. Only five studies reported CAL as a parameter, 
and the majority found no differences among laser treatment, 
conventional periodontal therapy, or sham treatment. Differences in 
laser settings may explain the varying degrees of success across the 
studies in eliminating pathogens. Three reviews showed no beneficial 
effect of laser compared with conventional therapy. 

conclusions: The majority of studies analyzed showed no 
beneficial effect of Nd:YAG laser compared with conventional therapy. 
No evidence exists that the Nd:YAG laser is superior to traditional 
modalities of periodontal therapy, neither as a monotherapy or as an 
adjunct to nonsurgical periodontal treatment. 

bottom line: No benefit of laser over conventional nonsurgical therapy.

technology

jin-ho phark, dds, dr.med.dent.

Candy Additives and Enamel Lesions

Walker gD, Cai F, et al, Casein phosphopeptide-amorphous calcium 
phosphate incorporated into sugar confections inhibits the 
progression of enamel subsurface lesions in situ. Caries Res 44(1): 
33-40, 2010. 

aim: The purpose of this study was to investigate the potential of 
casein phosphopeptide-amorphous calcium phosphate (CPP-ACP) 
added to hard candy confections to slow the progression of enamel 
subsurface lesions in an in situ model.

methods: Two randomized, double-blind, crossover studies were 
conducted to investigate the potential of CPP-ACP added to hard can-
dy confections to slow the progression of enamel subsurface lesions 
in an in situ model. The confections studied were: (1) control sugar (65 
percent sucrose + 33 percent glucose syrup); (2) control sugar-free; 
(3) sugar + 0.5 percent (w/w) CPP-ACP; (4) sugar + 1.0 percent (w/w) 
CPP-ACP; (5) sugar-free + 0.5 percent (w/w) CPP-ACP. Participants (10 
and 14 in study 1 and 2) wore a removable palatal appliance containing 
enamel half-slabs with subsurface lesions, except for meals and oral 
hygiene procedures, and consumed one confection six times a day for 
10 days. The enamel half-slabs were inset to allow the development of 
plaque on the enamel surface. Participants rested for one week before 
crossing over to another confection. The appliances were stored in a 
humid container at 37 degrees Celsius when not in the mouth. After 
each treatment period, the enamel half-slabs were removed, paired 
with their demineralized control half-slabs, embedded, sectioned, and 
then analyzed using transverse microradiography.

results: In both studies consumption of the control sugar confec-
tion resulted in significant demineralization (progression) of the 
enamel subsurface lesions. However, consumption of the sugar con-
fections containing CPP-ACP did not result in lesion progression, but, 
in fact, in significant remineralization (regression) of the lesions. 

conclusions: Remineralization by consumption of the sugar + 
1.0 percent CPP-ACP confection was significantly greater than that 
obtained with the sugar-free confection.

clinical relevance: Casein phosphopeptide-amorphous calcium 
phosphate has been demonstrated to exhibit anticariogenic activity 
in randomized, controlled clinical trials of sugar-free gum and a tooth 
cream. This study shows the anticariogenic effect of CPP-ACP even if 
embedded in a cariogenic carrier.
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Headlining Speakers

Stephen Buchanan, DDS, FICD, FACD

Endodontics

The New Art of Endodontics: Everything’s Changed  
Except the Anatomy ..............................Friday morning lecture

The New Art of Endodontics: Gaining Procedural  
Mastery With New Tools .....................Friday afternoon lecture

The New Art of Endodontics:  
The Workshop .............................................Saturday workshop

John O. Burgess, DDS, MS

Restorative Dentistry

The Directly Placed Adhesive  
Restoration ............................................................Friday lecture

Bleaching Discolored Teeth and Restoring Endodontically 
Treated Teeth .....................................Saturday morning lecture

Dental Materials

Preventive Materials — Using Them to Build an Effective 
Practice ............................................Saturday afternoon lecture

Joe H. Camp, DDS, MSD

Endodontics

Pulpal Management of Young Permanent Teeth, Traumatic 
Injuries and MTA Uses .....................Thursday morning lecture

Mechanical Instrumentation and Obturation of  
Root Canals ....................................Thursday afternoon lecture

Pulpal Management of Young Permanent Teeth, Traumatic 
Injuries and MTA Uses ..................... Friday morning workshop

Mechanical Instrumentation and Obturation of  
Root Canals .................................... Friday afternoon workshop

John A. Kanca, DMD

Esthetic Dentistry

Adhesive Dentistry 2K11 .....................................Friday lecture

Gerard Kugel, DMD, MS, PhD

Cosmetic Dentistry

Esthetic Dentistry: Keys to Success ................. Saturday lecture

Karen Davis, RDH, BSDH

Dental Hygiene

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

It’s Not What You Say, or Is It? Effective  
Communication and Enrollment Skills  
for the Dental Team ........................Thursday afternoon lecture 

 

Howard S. Glazer, DDS, FAGD

Product Review

What’s Hot and What’s Getting Hotter! ..............Friday lecture 

First Impressions Do Count! Impressions and Provisional — 
No Fuss, No Muss ......................... Saturday morning workshop 

Composites Can Be Beautiful: Hands-on Composite Layering and 
Class II Restorations ..................... Saturday afternoon workshop 

Mark E. Hyman, DDS

Practice Management

A 360 Slam Dunk Guide for Successful  
Teams ....................................................................Friday lecture 

Ask and Ye Shall Receive! The Art of Getting  
to “Yes” ............................................................. Saturday lecture 

Ronald Jackson, DDS, FAACD, DABAD

Operative Dentistry

Anterior Composite Artistry: Conservative, Versatile, 
Underused .............................................................Friday lecture 

Composite Artistry Workshop .....................Saturday workshop 

Corky Willhite, DDS

Esthetic Dentistry

Freehand Composite Bonding: The “Ultimate Esthetics” 
Course ...............................................Thursday morning lecture 

Transitional Bonding: Nontraditional  
Composite Restorations for Major Occlusal and Esthetic 
Changes ...........................................Thursday afternoon lecture 

Transitional Bonding: Adding Incisal Length for Function  
and Esthetics ..................................... Friday morning workshop 

Making a Dark Tooth Bright .......... Friday afternoon workshop 



Exhibit Hall Information

CDA Presents will feature more than 400 
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 
Sept. 22–24, 2011

Visit cdapresents.com to maximize  
your tradeshow experience.

Grand Opening

Thursday, 9:30 a.m.

Exhibit Hall Days and Hours

Thursday, 9:30 a.m.–5:30 p.m.

Friday, 9:30 a.m.–6 p.m.

Saturday, 9:30 a.m.–4:30 p.m.

Family Hours 

Daily, 9:30 a.m.– noon

Registration Hours

Thursday, 6:30 a.m.–5:30 p.m.

Friday, 6:30 a.m.–6 p.m.

Saturday, 6:30 a.m.–4:30 p.m.



Special Events

Party where art and science collide.

CDA Party
at the

Hits of the 80’s

It was created by a physicist and houses a 

geometry playground, microscope imaging  

station and a calculator powered by the  

force of gravity. It’s the Exploratorium, the  

destination of this year’s CDA Party. Join us  

for a bountiful buffet, fascinating exhibits and 

live music from ’80s cover band Tainted Love. 

 Friday, Sept. 23
 7–10 p.m. (please arrive by 8 p.m.)

   Exploratorium 
 3601 Lyon St.  
 (Transportation available from the Moscone Center)

 $65 per person/Event # 044
 Two complimentary beverages will be 
 provided, and a cash bar will be available  
 throughout the evening.



Special Events

The meeting place to learn, 
engage and recharge!

Experience it.
San Francisco Moscone South

Featuring:
•      An educational theater providing 

C.E. credits

• Cool and new products

• Internet Café and Wi-Fi lounge

• C.E. Pavilion

The Spot



City Information

San Francisco is famous for its scenic beauty, cultural 
attractions, diverse communities and world-class cuisine. 
This very walkable city is dotted with landmarks recognized 
throughout the world: the Golden Gate Bridge, cable cars, 
Alcatraz and the largest Chinatown in the United States. To 
learn more about “the most European of American cities,” 
visit onlyinsanfrancisco.com.

Weather
September is usually a beautiful time of year and an ideal time 
to visit. The average high is 73 degrees, with an average low 
of 55 degrees.

Advance Restaurant Reservations
Not sure where to dine in San Francisco? Contact 
reservationstonight.com or call or fax toll-free at 800.392.
DINE (3463). When contacting Reservations Tonight!, 
mention the California Dental Association meeting. There will 
also be a restaurant desk available at the Convention Center.

Ground Transportation to and From the Airport
San Francisco International Airport lies just 14 miles south 
of downtown San Francisco. The approximate time from 
SFO to downtown ranges from 20 to 30 minutes, depending 
on the time of day and mode of transportation. For complete 
information on airport transit, visit flysfo.com. 

• SuperShuttle offers frequent shared-ride service between 
airports and hotels. 

• Taxi service is available from SFO to downtown. Voluntary 
ride-sharing for two or more people with a maximum of 
three destinations is permitted. 

• The San Francisco Bay Area Rapid Transit system con-
nects with SFO. The SFO BART Station is located in the 
International Terminal with direct links (one level above) 
to all terminals via the SFO AirTrain. Travelers can take 
the BART line from downtown San Francisco to the SFO 
International Terminal in just 29 minutes for approximately 
$8. Visit bart.gov for schedules and station information.

Cable Cars
San Francisco’s iconic cable cars operate along three routes: 
the Powell-Hyde line, which begins at Powell and Market 
streets and terminates at Victorian Park; the Powell-Mason 
line, which also begins at Powell and Market but terminates 
at Bay Street; and the California Street line, which runs from 
the foot of Market Street to Van Ness Avenue.

Ferries
Water taxis depart from several points in San Francisco and 
go to the following destinations: Alameda, Larkspur, Oakland 
(Jack London Square), Sausalito, Tiburon and Vallejo. 
Excursion service also operates between San Francisco and 
Alcatraz and Angel islands.



Registration Categories and Fees

Dentist Registration Categories

Abbreviation Registration Category Advance Reg. Fee On-Site Fee

A CDA member dentist Free Free

B ADA life member Free Free

C ADA member residing outside of California $200 $225

D Member dentist of recognized dental society outside of U.S. $200 $225

E Active-duty military dentist (VA, federal, state dentist) $75 $100

F CA nonmember dentist (one-time rate) $75 $75

G Nonmember dentist $800 $890

H Inactive dental license $250 $275

I Dental student/CDA member Free Free

J Dental student/graduate/non-member $25 $50

Please Note: Dentists may register staff and guests, but not other dentists. Dentists may not register under any category except dentist, 
and nonmembers must be identified. 

Saturday Exhibits-Only Pass
Nonmember dentists who want to explore the exhibit hall can register on-site for a one-day pass on Saturday, Sept. 24. The cost is 
$175 and is for Saturday exhibit hall hours only. It is not valid for continuing education courses. To register, please visit the membership 
counter during on-site registration hours on Saturday, Sept. 24. Then experience all that the CDA Presents exhibit hall has to offer.

Other Registration Categories

Abbreviation Registration Category Advance Reg. Fee On-Site Fee

O Non-exhibiting dental dealer, manufacturer, consultant $150 $175

P Non-dental professional (MD, DVM, RN etc.) $150 $175

Q Guest of dentist (includes ADHP nonmember) $5 $25

Allied Dental Health Professional Categories (ADHP)

ADHP includes RDA, RDH, RDA(EF), RDH(EF), RDHAP, DA, business administrative staff (AS), and dental laboratory technician (LT). Include 
license number and type on form when registering.

Abbreviation Registration Category Advance Reg. Fee On-Site Fee

K ADHP CDA member* Free Free

L Guest of ADHP $20 $25

M ADHP Non-CDA member registering without a dentist $20 $25

N ADHP Non-CDA member registering with a dentist $5 $25

*An ADHP member is a dental professional who is not a dentist but has an independent, paid membership with CDA.
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guest editor

Kerry K. Carney, dds, 

is editor-in-chief of the 

Journal of the California 

Dental Association.

Dr. Dunn H. Cumby, Marsha W. Beatty and Sydney Sevier 

write about the ADA’s community dental health coordinator 

(CDHC) pilot training program. They recently initiated the training 

process with the third and final cohort of trainees, and just com-

pleted a series of site visits to the second cohort, which is starting 

the internship portion of their training. In the summer of 2010, 

Dr. Cumby addressed the CDA Workforce Taskforce and became 

a valuable resource for information on the ADA’s CDHC model.

Shelly Gehshan and Marko Mijic discuss the impact of bar-

riers to oral health care for children. Ms. Gehshan is a policy 

analyst, senior program manager, and 

health policy expert who has nearly 20 

years of experience working for state 

policymakers on issues affecting low-

income women, children, and families. 

She is the director for the Pew Children’s 

Dental Campaign, a five-year dental 

health initiative. Mr. Mijic is assistant to 

the assistant secretary for Planning and 

Evaluation, U.S. Department of Health 

kerry k. carney, dds

A  CONTIN UI NG  FORUM

This is the Journal’s third issue devoted to the barriers to care contro-

versy. In this issue, the Journal provides information on a new dental team 

member, the community dental health coordinator (CDHC). The forum in-

cludes ideas about the importance of children’s oral health needs and the 

ADA’s response to some proposed solutions to the reduction of barriers to 

accessing oral health care. Ideas are presented about the dentist’s role as 

a professional in the context of a societal contract and, finally, a reminder 

that we need to be working toward risk assessment, management and pre-

vention of caries rather than focusing on surgical intervention models as 

we consider solutions.
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and Human Services. Ms. Gehshan ad-

dressed the CDA Board of Trustees in 2009. 

Also included is a statement from the 

American Dental Association on Breaking 

Down Barriers to Oral Health for All Ameri-

cans: The Role of Workforce. This is the first in 

the ADA’s series on access to oral health.

David Nash is a board-certified pedi-

atric dentist and has served as a member 

of the Board of Directors of the American 

Academy of Pediatric Dentistry, and as 

president of the College of Diplomates 

in Pediatric Dentistry. Dr. Nash is the 

William R. Willard Professor of Den-

tal Education, a professor of pediatric 

dentistry, College of Dentistry, University 

of Kentucky. He also holds joint appoint-

ments as professor of behavioral science 

in the College of Medicine, and professor 

of public health ethics in the College of 

Public Health. He led in the establishment 

of the University of Kentucky Hospital’s 

Ethics Committee in 1994, and served 

as its chair until 2005. From 1987-1997, 

Dr. Nash was dean of the University 

of Kentucky College of Dentistry. 

Dr. Nash is an advocate for the introduc-

tion of a new member of the dental team – a 

pediatric oral health therapist – to address 

the problem of access to care for children. 

His work has been widely published. Dr. 

Nash addressed the CDA Board of Trust-

ees, the Workforce Taskforce and the CDA 

House of Delegates in 2009. His paper is 

a version of his address to the House.

Our final contributor is Dr. Feather-

stone, dean of the University of Califor-

nia, San Francisco, School of Dentistry. 

Dr. Featherstone grew up in New 

Zealand and experienced care under the 

dental therapist provider model. He has 

written a letter with his views on the 

importance of caries management by 

risk assessment in the context of 

addressing barriers to care.    

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

Nearly 28% of California’s children
have untreated tooth decay.
We’re changing that.

Ten years ago, the CDA Foundation started with a dream. Today, it has created programs that make an 

enormous impact on the lives of underserved Californians. Children like young Fernando are getting the care 

they need to live happy, healthy lives. That’s something to smile about. If you’ve ever considered becoming a 

Friend of the CDA Foundation, do it today when your contribution can go even further. Demandforce, a CDA 

Endorsed Program and a philanthropic supporter, will generously match 10% of every new Friend donation. 

cdafoundation.org/donate
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ccess to care has become 

a buzzword in the current 

health care debate. There are 

many arguments supporting 

and denying that an access 

to oral health care problem exists in 

the United States. However, no one can 

deny the higher rates of dental disease in 

low-income and diverse populations and 

the need to make dental treatment more 

affordable for these high-risk groups. In 

addition, the issue of preferred prac-

tice locations (which determine where 

health professionals choose to practice) 

has created a distribution problem 

within the dental health workforce.1-3

Among those arguing whether an 

access to oral health care problem exists, 

there is little consensus regarding how 

to address it and there are many conflict-

ing and competing proposals to solve the 

problem. Some states such as Minnesota, 

Alaska, and Maine have implemented new 

dental workforce models in order to make 

inroads in addressing access to oral health 

care, while several other states (Kansas, 

CDHC, a Possible  
Change Agent Promoting  
Access to Care
dunn h. cumby, dds, mph; marsha w. beatty, bs, mph; and sydney t. sevier, ba, ma

abstract Access to oral health care has been a topic of concern among dental and 

community health professionals in the United States for some time. The American Dental 

Association is piloting a new program aimed at expanding the current dental health 

workforce and alleviating some of the problems associated with access to care. This paper 

explores the potential benefits of the community dental health coordinator program while 

examining some of the lessons learned in its initial implementation in Oklahoma. 
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Ohio, New Mexico, Vermont, Washington, 

etc.) may soon to follow.4-6 Among those 

models are the American Dental Hygiene 

Association’s (ADHA) advanced dental 

hygiene practitioner, the Alaska Native 

Tribal Health Consortium’s dental health 

aid therapist (DHAT) as outlined online 

at www.ykhc.org/1045.cfm, the American 

Association of Public Health Dentistry 

(AAPHD) pediatric oral health therapist, 

and the American Dental Association’s 

(ADA) community dental health coordina-

tor (CDHC).7-9 Of particular note is the 

ADA’s intent to have the CDHC focus on 

prevention and to work under the supervi-

sion of a licensed dentist rather than to 

have them function as somewhat indepen-

dent midlevel health care providers. The 

ADA’s CDHC initiative sets a new standard 

for introducing a potential new member of 

the dental team by utilizing an evidence-

based approach rather than a lobbying ap-

proach. The CDHC program was designed 

using preliminary research for the develop-

ment of a new curriculum and workforce 

model to be evaluated and improved 
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clinics. The task force recognized that to 

increase the number of dentists is a costly, 

long-term solution and there are no guar-

antees those dentists will serve the under-

served. Increasing the number of clinics is 

also a long-term solution requiring funding 

streams and staff to support them. Expand-

ing the reach of health care personnel into 

the rural and/or disadvantaged populations 

not only makes sense but is also supported 

by existing medical models (emergency 

ing the dental needs of their patients. They 

initiated a dental disease control program 

designed to reach all the children in their 

Navajo community. Coordinated commu-

nity outreach, the involvement of key com-

munity partners (e.g., the Pine Hill School 

system and Head Start programs) and the 

systematic administration of inexpensive 

fluoride rinses by dental clinic staff, as well 

as by trained members of the school and 

Head Start staffs, were all a part of their 

disease control strategy. The net result was 

an overall decrease in active decay among 

elementary-age schoolchildren from 63 per-

cent to 37 percent in the course of a single 

year. In addition, much of the active decay 

previously identified had been remineral-

ized and did not require further treatment.

Under the leadership of Brandjord, 

the ADA began the process of developing 

a well-designed curriculum and imple-

mentation process. The ADA established 

a five-year pilot program that targeted 

underserved populations served by 

IHS, tribally run facilities, and federally 

qualified health care centers (FQHC). 

the Vision
The original vision for the CDHC 

encompassed an integrated dental health 

system that includes a patient record, 

a secure online database, and mobile 

technology to enable remote supervi-

sion by a licensed dentist. This allows 

the CDHC to provide preventive and 

palliative treatment at remote sites. 

Then, patients with needs beyond the 

scope of the CDHC are referred back to 

the dental facility to be treated by the 

supervising dentist or hygienist, or both. 

Ideally, as new patients are triaged into 

the facility, the dentist will have all the 

records needed to treat patients upon 

their arrival, making their initial clinic 

visits more productive and efficient. The 

CDHC navigates the patient through the 

throughout the pilot process. Following its 

initial implementation, the CDHC model 

will be evaluated on a number of levels, 

including measures related to access to oral 

health care as well as changes in oral health 

indices within the communities involved.

The CDHC initiative began in 2005 with 

the appointment of a task force to analyze 

all available data and information regard-

ing the adequacy of the current dental 

workforce to meet the access needs. They 

were also charged with the responsibility 

to make recommendations for more viable 

workforce models. Dr. Robert Brandjord, 

past president of the ADA and former chair 

of the ADA Workforce Models National 

Coordinating and Development Com-

mittee, was the driving force behind this 

initiative. One aspect of their review was 

to examine the total U.S. population in 

2000 and the ability of that population to 

gain access to dental care. They discovered 

that of the total population, 281,000,000 

(89 percent) were generally healthy, or 

lacking severe medical co-morbidities. Of 

that generally healthy group, 53,500,000 

(19 percent) were either remote or non-

remote and economically disadvantaged. 

The task force realized that access to oral 

health care might not be a problem for 

populations living in nonremote large 

communities, which were generally healthy 

and had sufficient resources (transporta-

tion, insurance, private pay funds, etc.) 

to acquire dental care. The data suggested 

that two of the major barriers to access to 

oral care are sparsely populated rural areas 

and disadvantaged populations. The task 

force recommended targeting the under-

served to expand access for oral health 

care in support of this ADA initiative. 

Three alternatives were considered for 

expanding access to the underserved popu-

lations: 1) increasing the number of dentists, 

2) increasing the number of clinics and, 3) 

expanding the reach of existing safety-net 

medical technicians, surgical technicians, 

respiratory therapists, medics, or corps-

men). Much like the CDHC model, these 

medical models allow for better resource 

allocation, more efficient staff utilization, in-

crease in patient load, and thus an ability to 

provide more services on a fixed budget.10-13

The development of a new dental 

workforce model (CDHC) began to take 

shape, as the use of existing medical health 

care extenders and their effectiveness were 

guides for developing the CDHC model. In 

addition, the task force looked at the Pine 

Hill study, which demonstrated just how ef-

fective a comprehensive community-based 

prevention effort could be.14 Faced with 

a seemingly unending stream of patients 

with pediatric dental emergencies, the chief 

dental officer and clinic administrator of the 

Pine Hill Health Center in Pine Hill, N.M., 

took a proactive approach toward address-

patients with needs 

beyond the scope of  

the CDHC are referred  

back to the dental  

facility to be treated by 

the supervising dentist or 

hygienist, or both. 

c d h c
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The CDHC curriculum is a module-

based system. During the pilot program, 

every trainee is required to successfully 

complete every module, including trainees 

who are dental assistants, expanded-func-

tion dental assistants (EFDA), hygienists 

or CHWs, to ensure consistency and a 

more accurate evaluation of the program. 

In the future, some trainees could test 

out of certain modules, reducing both 

educational costs and the time required 

to deploy them. A short summary of the 

CDHC curriculum is available online at 

ada.org/sections/educationAndCareers/

pdfs/cdhc_curriculum_outline.pdf. Upon 

successful completion of the didactic 

course work, CDHC trainees begin a 

six-month internship in a community 

setting, during which they apply dental 

and health promotion theory to practice 

and become competent, safe, and profes-

sional dental workers. The internship 

is conducted as a partnership between 

a community agency/clinic site, the 

university pilot site, and Rio Salado Col-

lege. Under the supervision of a licensed 

dentist, CDHC interns “learn by doing” as 

they hone their clinical and health promo-

tion skills. figure 1 provides a summary 

of the CDHC instructional timeline.

Indeed, the goals of the internship 

are to provide the CDHC intern with 

sufficient experiences to become compe-

tent and safe health professionals. The 

supervising dentist reviews and evaluates 

the trainees’ clinical skills while admin-

istrative staff works with the trainees 

to develop and implement commu-

nity outreach activities. As stated in the 

system, addressing any transportation 

needs and explaining any financial obliga-

tions the patients may incur. The CDHC 

tracks patient appointments and places 

them on preventive maintenance recall. 

The CDHC also helps patients connect to 

appropriate community-based resources.

The CDHC was designed to be the 

community health worker (CHW) of the 

dental team; in other words, a commu-

nity health worker with dental skills. Like 

community health workers, the CDHC is 

trained to promote health while providing 

leadership, peer education, and resources to 

support community empowerment. They 

are also trained to integrate information 

about health and the health care system 

into the community’s culture, language and 

value system, thus reducing many of the 

barriers to health services. While 17 states 

offer some sort of training or certification 

program for CHWs, Minnesota and Alaska 

are the only two states that have partnered 

with Medicaid to make those services 

reimbursable.14,15 However, a specific set of 

dental skills (coronal polishing, application 

of sealants, fluorides and varnishes, pallia-

tive temporary restorations, and scaling) 

may give the CDHC the immediate ability to 

become financially sustainable as a new den-

tal health worker. This financial sustainabil-

ity is critically important to the widespread 

acceptance of any new workforce model.

CDHC Curriculum to Support the Vision
The primary focus of the CDHC is 

to reduce the incidence of oral health 

disparities in underserved populations 

by improving access to dental care and by 

 

tabLE 1

A Summary of the CDHC 
instructional modules

the CDHC curriculum is organized into 
three domains or learning clusters:

1. Community health promotion skills

2. Dental skills

3. Community-based field experience

targeting the causes of oral disease. As a 

result, the main functions of the CDHC 

are oral health assessment, oral health 

promotion, prevention of dental disease, 

palliative care, and patient navigation. The 

CDHC curriculum is founded on those 

five main functions and is designed to 

prepare CDHC trainees to screen for oral 

health problems, develop and implement 

community-based oral health promotion 

programs, provide preventive dental ser-

vices, temporize dental cavities in prepa-

ration for permanent care by a dentist, 

and provide individual and community-

wide assistance in gaining access to health 

services and health-related resources. 

These concepts and skills provided the 

foundation for development of the CDHC 

online didactic courses, their correspond-

ing in-person instructional sessions, and 

performance evaluation guidelines.

In its current form, the CDHC 

training program is an 18-month en-

deavor. During the first 12 months, 

CDHC trainees complete 36 credit 

hours of didactic course work through 

Rio Salado College in Tempe, Ariz. 

The courses are presented in an online 

format supplemented by strategically 

scheduled in-person clinical instruction 

and performance evaluations conducted 

at university-based national pilot sites 

and/or clinics affiliated with these. The 

didactic courses provide the dental theory 

that supports an appropriate level of 

clinical practice, as well as health promo-

tion theory that supports community 

engagement. table 1 provides a summary 

of the CDHC instructional modules.

online didactic instruction and  

in-person clinical instruction/ 

assessments of community health 

promotion and dental skills  

(36 credit hours)

Community-based  

field experience/full-

time internship 

 (14 credit hours)

fi gure 1 .  CDHC instructional timeline (total = 18 months).

12 months 6 months
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primarily during weekend sessions. The 

supervising dentist at the trainee’s clinic 

site provides professional oversight of the 

trainee, monitors the trainee’s progress, 

completes ADA-provided assessment 

documentation, communicates with 

the university site regarding trainee 

progress, works cooperatively to resolve 

issues, and participates in the external 

program evaluation. CDHC project staff 

at the university pilot sites provides 

training at the start of the internship 

period to prepare supervising dentists 

for their various roles and responsi-

bilities. Staff support for the supervising 

dentists is also made available through-

out the internship period as needed.

the oklahoma Story
In 2007, the ADA solicited letters of 

interest from parties that were interested 

in becoming one of three proposed pilot 

sites targeting rural, urban, or Native 

American/IHS populations. Oklahoma is 

largely rural, sparsely populated, and has 

many residents who experience high rates 

of poverty and uninsurance; it was select-

ed for the CDHC rural pilot program site. 

The state of Oklahoma is comprised 

of a population of approximately 3.7 

million people according to the 2009 

U.S. Census estimates.16 Population 

density determined by persons per 

square mile varies significantly. Fifty-

three percent, or 41 of the 77 Oklahoma 

counties, are in the lowest category 

range of 2-26 persons per square mile.17 

Only two counties within the state have 

population densities in the highest range 

category: Oklahoma and Tulsa counties. 

As the ADA found in nationwide 

trends, the population density of 

Oklahoma rural areas contributes to a 

disparity in access to oral health care. 

The per capita dollar spent on dental care 

per Medicaid and Medicare enrollee in 

ADA-issued CDHC Internship Manual, 

ideally, up to half of the 1,040 internship 

hours are spent in direct patient encoun-

ters. This includes providing preventive 

services such as applying dental sealants, 

providing fluoride treatments, taking 

dental radiographs, and placing interim 

restorations. This also includes time that 

interns spend one-on-one with patients 

providing oral health instruction, admis-

sion/intake interviewing, and assistance 

in navigating the oral health care system. 

The remaining 520 internship hours 

are spent planning and implementing 

community-based oral health program-

ming or providing screenings and preven-

tive dental services in remote locations. 

The CDHC pilot program staff recognizes 

that there may be slight variations in the 

way internship hours are divided, depend-

ing on the specific situations at different 

clinic sites. However, by the end of the 

internship period, the CDHC is expected 

to have achieved all the competencies 

outlined for the program and should be 

prepared to work in community settings 

and in community clinics. CDHC train-

ees earn an additional 14 college credit 

hours through Rio Salado for coursework 

completed during the internship period. 

The community health worker compo-

nent of the CDHC pilot program prepares 

trainees for their role in the community 

as advocates, leaders, educators, and 

providers of preventive dental services 

in a community setting. Not only do the 

trainees become familiar with health 

care systems and legal issues related to 

health care, but also develop the skills 

needed to help others navigate the system 

and become good stewards of their own 

health. For example, CDHCs receive 

training in motivational interviewing 

(MI) during which they work one-on-one 

with patients to evaluate their oral health 

status and assist the patient in determin-

ing their personal oral health goals. In 

addition, CDHCs are trained to identify 

various community resources such as 

transportation, insurance, and other 

forms of assistance and to assist patients 

with accessing those resources. This is in 

keeping with the program philosophy that 

the CDHC should work in communities 

where residents have limited or no access 

to dental care. Since CDHC trainees come 

from the communities in which they will 

serve, they have a unique understand-

ing of the socioeconomic, cultural, and 

language barriers that deter people in 

their communities from seeking dental 

care. A large part of the CDHC program’s 

success will be having the right people, 

with the right skills, in the right place.

The online coursework in the CDHC 

curriculum is estimated to involve a 

maximum of 700 clock hours per stu-

dent. Because of the online instructional 

format, much of this time is asynchro-

nous, although trainees are required to 

complete all online course assignments 

as scheduled and to complete all courses 

by the predetermined course end date. 

Up to 18 full days of in-person clinical 

training and skills assessments at the 

university pilot site are scheduled dur-

ing the didactic instructional period, 

cdhcs are trained

to identify various 

community resources 

such as transportation, 

insurance, and other forms 

of assistance and to assist 

patients with accessing 

those resources. 

c d h c
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Thus, recruitment for the CDHC pilot 

program in Oklahoma began by identifying 

FQHC, IHS, and tribal health care facilities 

that serve rural and underserved segments 

of the Oklahoma population. The recruited 

facilities were asked to identify potential 

trainees for the CDHC pilot program. It 

was important to involve the facilities 

in this process, as each trainee needed a 

place to complete their internship under 

a supervising dentist. If a trainee was not 

already an employee at a facility, the facil-

ity agreed to hire them at the end of the 

didactic training and the beginning of the 

CDHC internship period. The facility also 

agreed to maintain the trainee’s employ-

ment for the duration of the pilot program.

The facilities’ involvement in the 

trainee recruitment process allowed for 

selection of an active and local community 

member for the training program. Primary 

to the success of the project is the recruit-

ment of trainees indigenous to the areas 

in which they serve. They must be able to 

utilize appropriate language and cultural 

cues to promote adoption of effective oral 

hygiene and other preventative practices 

among community members. A high 

school education is required for applica-

tion to the program, but trainees must also 

exhibit a keen interest in a commitment 

to the communities in which they serve.

Currently, Oklahoma has two active 

cohorts of trainees in the CDHC program, 

and a third has just been recruited. The 

first cohort has completed their train-

ing and internship and is now working 

in their communities as community 

dental health coordinators. The second 

cohort will soon transition from the 

didactic portion to the internship phase. 

The first two cohorts currently include 

seven students from six rural coun-

ties who are distributed across three 

FQHCs, two tribally run health care 

facilities, and one IHS center (table 2).

the state of Oklahoma ($239) is much 

less when compared to that spent in 

the United States ($277).18 In addition, 

dental services received by citizens of the 

state are also lower than in the United 

States. Only 58 percent of the popula-

tion 18-years-old and older had a dental 

visit within the past year, compared to 

70.3 percent of the United States.19 The 

edentulous rate in Oklahoma is 31.1 

percent, but only 20.5 percent for the 

United States, making Oklahoma No. 6 

in the nation for loss of natural teeth.20 

The percent of adults receiving a pro-

phylaxis in Oklahoma was 56.6 percent 

as compared to 69 percent for the rest 

of the country.21 One very important 

positive indicator is that 75.36 percent 

of the state population has fluoridated 

public water as compared to only 72.4 

percent in the United States.22 Unfor-

tunately, most of these fluoridated 

water supplies exist in the metropolitan 

areas of the state and not in the already 

dentally underserved rural areas.23

As of 2008, Oklahoma was ranked 

45th in median household income and 

seventh in the number of persons living 

below poverty level.24 These rankings 

have a direct impact on access to oral 

health care in terms of insurance cover-

age, transportation, and basic financial 

resources. Economic conditions like these 

discourage dentists from practicing in 

many inner city and rural areas, creat-

ing location-specific dentist shortages. 

These factors contribute to Oklahoma’s 

ranking of 50th in the nation in terms 

of dental visits; they also help make 

Oklahoma a prime location for the 

implementation of the CDHC program. 

Sparse population density, poverty, 

and location-specific dental shortages are 

not the only factors that make Oklahoma 

an attractive site for the CDHC pilot 

program. For underserved residents in 

Oklahoma, there are 37 FQHC service de-

livery sites as of 2009.25 Oklahoma is also 

home to 33 federally recognized Native 

American tribes. According to estimates 

based on 2008 census data, Oklahoma has 

the third-largest Native American popula-

tion in the nation (291,390). According 

to the Oklahoma Health Care Authority, 

there are currently 11 IHS health care 

facilities and 46 tribally run health care 

facilities across the state. While many 

of these facilities also host a dental 

clinic, many oral health problems remain 

untreated. Because many oral health 

needs of this population group have gone 

unmet, placement of CDHCs in Indian 

health facilities could address some of the 

existing gaps in oral health care and oral 

health education (e.g., diet and nutrition 

counseling, tobacco cessation counsel-

ing, oral hygiene instruction, gingivitis, 

and caries prevention). As the FQHC, 

IHS, and tribally run facilities are already 

designed to provide free or sliding-scale 

services to the communities, they make a 

perfect choice for hosting CDHC workers. 

 

tabLE 2

oklahoma Counties With Active CDHCs by Population Density,  
median Household income, Poverty Level, and Clinic type

 

County Population  
density (persons 
per square mile)

median  
household 
income

Percent 
below  
poverty level

FQHC/ 
tribal/iHS

McCurtain  18.6 $30,470 25.6% FQHC

Okmulgee  56.9 $37,460 20.3% Tribal

Osage  19.7 $42,330 13.1% FQHC

Pontotoc  48.8  $34,465 19.4% Tribal

Pushmataha  8.4 $27,771 25.8% FQHC

Seminole  39.3 $31,547 22.0% IHS
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  Discussion: Challenges Faced and 
Lessons Learned

As the start of training approaches for 

the third and final cohort of the CDHC pilot 

program, a number of meaningful challeng-

es have already been faced and significant 

lessons have already been learned. Some of 

these challenges and lessons have already 

impacted the manner in which the training 

program has been implemented, others will 

impact the manner in which the evalua-

tion component will be conducted, and 

still others have significant implications for 

how (and whether) the CDHC workforce 

model might be rolled out to other parts 

of the country for widespread imple-

mentation. They include the following:

1. Several of the clinical procedures 

originally envisioned for the CDHC 

workforce model (specifically, scaling for 

type I gingivitis and the placement of 

interim restorations), fell outside exist-

ing rules and regulations for the practice 

of dentistry in the state of Oklahoma. 

This also applied to the remote supervi-

sion of CDHCs by a licensed dentist.

These legal issues required the 

university to work very closely with the 

Oklahoma Board of Dentistry to outline 

those clinical procedures and supervi-

sory approaches that could be legally 

performed by CDHC trainees within the 

state. Indeed, some of these issues were 

resolved only after the legality of training 

program was challenged and an official 

opinion was both requested and received 

from the Oklahoma Office of the Attor-

ney General. Compromises were made 

by the ADA and the university pilot site 

to keep the pilot project in compliance 

with applicable state laws. In particular, 

the Oklahoma pilot sites began to focus 

primarily on having the CDHC provide 

preventive services that were consistent 

with state law, rules, and regulations 

for expanded-function dental assistants 

(i.e., X-rays, coronal polishing, topical 

fluorides, and sealants) as opposed to 

scaling and temporizations. A strong, 

positive working relationship with the 

appropriate state regulatory boards and 

the state dental association are essential 

to successful implementation of any new 

workforce model, especially one that 

is perceived as “pushing the envelope.” 

CDHC program design must remain 

flexible to allow for appropriate imple-

mentation on a state-by-state basis.

various online assignments, quizzes, and 

examinations but also a variety of online 

student support services. Trainees with 

unstable Internet connections tended to 

struggle with their online coursework and 

had limited access to the resources avail-

able to them. The availability of wireless 

Internet access devices and accompanying 

data plans for CDHC trainees in remote 

rural communities was sometimes an 

essential element for success. Alternative, 

less-desirable solutions to this challenge 

included the process of downloading 

hard copies of course content and as-

signments for some trainees and ship-

ping that to them at program expense. 

4. Dental clinics in remote rural 

areas come to the table at significantly 

different stages in the process of incor-

porating electronic patient records into 

routine clinic operations. At the onset of 

the pilot program in 2009, participating 

clinics in Oklahoma were all across the 

board in this regard, with some still using 

paper records while others were moving 

toward digitized information systems. 

A small number of these facilities had 

already incorporated electronic patient 

records and digital X-ray capabilities 

into their systems. The availability of 

digital patient information significantly 

impacts the facility’s ability to capture 

relevant data for patient management 

and program evaluation activities. Of 

equal importance to program evaluation 

efforts is the compatibility of the digital 

systems being used by various facilities. 

While all of these patient record is-

sues can be adequately addressed along 

the way, having a good understanding 

of the variability in each facility’s status 

proved to be an important aspect of the 

planning and implementation process.

5. As mentioned previously, successful 

implementation of the CDHC program 

in Oklahoma communities has been 

2. The authors were surprised by the 

level of push back against the CDHC 

pilot program by Oklahoma hygien-

ists. Much of this opposition seemed 

to come from a history of poor rela-

tions between the dental establishment 

and political posturing. Perhaps, if all 

members of the current dental work-

force had been involved in the program 

planning process very early on, some of 

the infighting could have been avoided.

3. The online instructional format 

that formed the core of the pilot training 

program required CDHC trainees to have 

consistent, stable access to the Internet 

if they were to take full advantage of this 

21st century approach to the educational 

process. These included not only exten-

sive online reading assignments, high-

quality multimedia presentations and 

the availability of 

wireless Internet access 

devices and accompanying 

data plans for CDHC trainees 

in remote rural communities 

was sometimes an essential 

element for success.

c d h c
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closely tied to financial sustainability, and 

financial sustainability is closely tied to 

whether or not CDHC services are reim-

bursable. In particular, FQHCs have had 

to pursue changes in scope from HRSA 

that can lead to billing options for CDHC 

procedures performed out in the commu-

nity. The willingness of Oklahoma FQHCs 

to pursue these changes is indicative of 

their commitment to the CDHC work-

force model, as is the overwhelming sup-

port, enthusiasm, and creativity of partici-

pating clinic administrators, supervising 

dentists, and CDHC trainees. In addition, 

the current lack of certification for com-

munity health workers in Oklahoma and 

most other states prevents participating 

facilities from billing for most CDHC out-

reach and patient navigation functions. 

New legislation, regulations, training and 

exploration of the CHW model can result 

in new revenue streams to support the 

viability of the CDHC workforce model.

Conclusion
The CDHC Pilot Training Program 

still is a work in progress. The project 

staff at OUCOD looks forward with great 

anticipation to the training period for 

the final cohort and to implementation 

of the evaluation phase of the project. 

Our new vision for Oklahoma includes a 

statewide CDHC network comprised of 

facilities, administrators, dentists, 

hygienists, state-certified CDHCs, dental 

assistants, and others who are commit-

ted to reducing the incidence of oral 

health disparities in underserved 

populations by improving access to 

dental care and by targeting the causes of 

oral disease. What a concept. 
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ccess to dental care is a persis-

tent problem for American chil-

dren, particularly for children in 

low-income families and racial 

and ethnic minorities. Structural 

facets of the dental care delivery system 

contribute to this problem, including an 

insufficient dentist workforce and an inad-

equate resource base to finance care. There 

are also legal and cultural barriers unique 

to dentistry that impede children’s access 

to care. This article describes the epidemi-

ology of dental disease and the major barri-

ers to access for children, and sets the stage 

for a discussion of how dental workforce 

innovations can address these barriers. 

Children’s need for Dental Care
While oral health has improved for 

the majority of the population in the last 

50 years, not all children have benefitted 

equally. Eleven years ago, the landmark 

report, Oral Health in America: A Report of 

the Surgeon General, brought long over-

due attention to the great disparities in 

oral health among Americans. The report 

and the “Call to Action” that followed 

made more people aware of the issue and 

provided a valuable framework for future 

action. Although much has been accom-

plished since 2000, a great deal of work 

remains to be done. The need to provide 

access to dental health services to a signif-

icant portion of our nation’s children who 

now lack it remains an urgent priority.1 

Dental caries affects 58.6 percent of chil-

dren between the ages of 5 and 17. It is “five 

times more common than childhood asth-

ma and seven times more common than hay 

fever.”2 Dental care is the single greatest un-

met health need among children yet, health 

care reform efforts at the national and state 

levels often focus on medical care alone.3 

Untreated caries in children exacts a daily 
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shelly gehshan, mpp, and marko mijic, bs, mpp

a b s tr act  Millions of children in America suffer from poor oral health due to lack of 

access to dental care. The landmark U.S. Surgeon General’s Report in 2000 highlighted 

significant disparities, yet poor oral health remains an epidemic. America’s system 

of delivering dental care is poorly equipped to address access disparities. However, 

opportunities abound to improve access and expand the dental workforce. Creative 

thinking and innovative solutions are needed to expand care to children in need.
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toll from children’s lives in pain, difficulty 

sleeping, eating and playing, and problems 

performing in school. Elementary school 

educators report that the primary health 

concerns they address in their classrooms 

are toothaches.2 The scale of the problem 

is particularly serious for young children: 

28 percent of children aged 2 to 5 have had 

caries and, of these, 72 percent are in need 

of treatment.4 Every year, an estimated 

4.5 million young children develop early 

childhood caries, placing them at greater 

risk for future dental health complications.5

Treatment for extensive decay often in-

volves costly hospital-based care that strains 

public resources. The North Carolina Med-

icaid program paid for such care for 5,500 

children over two years, while Louisiana 

paid to treat 2,100 children in one year at an 

estimated average cost of $1,508 per admis-

sion.5 In California, there were more than 

83,000 visits to emergency departments 

for both children and adults for prevent-

able dental conditions in 2007, a 12 percent 

increase over 2005, at a cost of $55 million.6

Children in low-income families and 

children from racial and ethnic minorities 

disproportionately bear the burden of 

dental disease and too often go without 

needed care. Twenty million children are 

without dental insurance coverage, while 

nine million children lack health insur-

ance coverage.7 Lack of dental insurance 

and a dentist’s inability to provide the 

care needed are the reasons most often 

cited by parents for why their children 

do not get the dental care they need.8 

Among children and young adults, 19 

percent had no dental coverage at all and 

30 percent had public coverage9 (figure 1). 

While dental coverage has expanded in 

the past decade, due primarily to the Chil-

dren’s Health Insurance Program, public 

insurance is not by any means a guarantee 

of care. For many years, only about one-

quarter of children enrolled in Medicaid 

received a dental service in a given year. 

While this has improved in past years, 

to 34.3 percent in 2007, it still means 

that two-thirds of the most vulnerable 

children in the nation went without care.10

Poor oral health increases as income 

falls, with 54 percent of poor children and 49 

percent of near-poor children suffering from 

caries, compared to 32 percent of children 

from middle- and higher-income families.11 

Overall, 31 percent of children aged 2 to 5 

have untreated dental caries, but only 6 per-

cent of high-income children have untreated 

caries.12 According to the recent National 

Health and Nutrition Examination Survey, 36 

percent of low-income Hispanic children, 34 

percent of low-income black children, and 

29 percent of low-income white children 

aged 6-19 had untreated dental caries.13 

This tracks closely with the percentage of 

families reporting difficulties in paying 

for dental care, with that factor cited as a 

barrier by 36 percent of Latino, 32 percent 

of white, and 26 percent of black children.8

Beyond income, children from racial 

and ethnic minorities face additional dif-

ficulties in accessing dental care. Recent 

research cited a “triple threat” for minority 

children, including greater risks for poor 

oral health, restricted access to dental care, 

and less dental care received.8 Even worse, 

the National Survey of Children’s Health 

found that 18 percent of Latino and 16 per-

cent of multiracial children had never seen 

a dentist.8 Preventive dental care for chil-

dren is both critical and cost effective, as 

average dental costs of those who receive 

it are 40 percent lower than those who do 

not.7 Provision of preventive care to young 

children also serves as an opportunity to 

educate parents and caregivers about their 

role in how dental caries is acquired, and 

may help parents to raise their expecta-

tions about their children’s dental health. 

the Current Dental Workforce
America’s system of delivering dental 

care appears poorly equipped to address 

disparities in dental health that face low-

income and minority children. According to 

the American Dental Association, almost 

one-third of the population has difficulty 

accessing the private dental care system 

because they are institutionalized, live in 

remote or rural areas, have special medical 

needs, can’t pay for care, or face social and 

practical barriers to access.14 The nation’s 

dental workforce of 168,000 private prac-

tice dentists provides care to the roughly 

two-thirds of the population who do not 

experience these barriers.15,16 The dental 

safety net (comprised of health centers, 

private charity care clinics, and dental and 

hygiene school clinics) is the first line of 

defense for the other third but it can serve 

only about 7 to 8 million of the estimated 

82 million people who lack access to care.17

General dentists provide an average of 

$11,500 free care, and $21,566 in reduced-

fee care to patients every year.18 However, 

it is uncommon for dentists to participate 

in Medicaid. A recent federal report with 

data from 39 states found that only 14 

states say that more than half of dentists 

treat any Medicaid patients at all. And only 

one of 41 states reported that more than 

Source: Manski R, and Brown E, Dental Coverage 
of Children and Young Adults under Age 21, United 
States, 1996 and 2006, Agency for Health Care 
Research and Quality, statistical brief 221 (September 
2008), hhtp:www.meps.ahrq.gov/mepswebdata_files/
publications/st221/stat221.pdf.
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half of dentists treated more than 100 

patients in a year.19 In terms of patients’ 

insurance sources, less than 6 percent of 

patients who visited solo practice den-

tists had public insurance in 2007.20 The 

paucity of dentists who accept Medicaid 

patients is a persistent barrier to access for 

children in low-income families.21 From 

a dentist’s point of view, participation in 

public insurance programs is often not a 

good business proposition. Reimburse-

ment for Medicaid claims is generally 

much lower than dentists’ charges and can 

be slow. Patient behaviors such as missed 

appointments further reduce the appeal.22 

As figure 2 shows, Medicaid fees lag 

seriously below the retail fees for a dental 

exam. Most states have not made a con-

certed attempt to recruit dentists into the 

suburban and urban areas with a substan-

tial base of paying or insured clients. The 

federal government has approved applica-

tions from more than 4,500 communities 

to be designated as “Dental Professional 

Shortage Areas” in the 50 states and the 

District of Columbia. To qualify, applicants 

for an area must submit a variety of data 

to prove there is a shortage of practitioners 

and that at least 30 percent of residents are 

below 200 percent of the federal poverty 

level.26 (The U.S. Department of Health 

and Human Services calculates the sever-

ity of dental shortage by comparing the 

population of a dental health professional 

shortage area and the number of practicing 

dentists. Each dentist is assumed to be able 

to meet the needs of 3,000 people. The “un-

served population” is calculated by multi-

program or assist families in using dental 

care. A few states that have invested in 

these efforts report some improvements. 

In Alabama, for example, the Medicaid 

medical director visited dentists personally 

and met regularly with leadership, which 

— when coupled with modest rate hikes — 

resulted in improved participation. Rhode 

Island requires its dental administrative 

contractor to work with patients to help 

them access services and reduce missed 

appointments.23 In its first year of opera-

tion, the Rite Smiles program saw dentist 

participation increase from 27 to 217, and 

increased access rates for children.24,25 

Barriers to care for low-income children 

are exacerbated by the distribution of 

dentists. Most dentists in private practice 

choose to live and locate their practices in 

Souce: American Dental Association, State Innovations to Improve Access to Oral Health: A Compendium Update (2008), http:www.ada.org/2123.aspx (accessed May 28, 2009); 
American Dental Association, 2007 Survey of Dental Fees.

Note: This chart depicts the fee-for-service Medicaid payment rate for procedure code D0120 (periodic oral evaluation) for the largest group of children receiving fee-for-
service benefits in the state, compared to the median fees charged by dentists in the state’s region. The 10 regions are those that are defined in the ADA’s 2007 Survey of 

Dental Fees. Medicaid payment rates for procedure code D0120 were not reported for Kentucky and Mississippi in the ADA Compendium. Delaware is not reported because it 
reimburses 80 percent of dentists’ billed charges.
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plying the number of dentists by 3,000 and 

subtracting that figure from the total popu-

lation of the designated area.) More than 

50 million people live in those areas and an 

estimated 30 million of them are without 

access to a dentist. As figure 3 illustrates, 

it would take an additional 6,730 dentists 

practicing in those areas to improve access 

to care for the 30 million who now lack it.27 

In regard to meeting the needs of 

minority patients, the lack of diversity 

among dentists has been a persistent issue 

since cultural sensitivity and the ability to 

communicate in patients’ languages are 

important considerations for an increas-

ingly diverse population. For example, 

nearly 27 percent of Asian/Pacific Islander 

children and 11 percent of Native American 

children do not receive the care they need 

because the dentist did not know how to 

provide care (due to cultural, language, 

and other barriers).8 Despite dental school 

recruiting strategies, such as the Pipeline 

Project, dentists are a relatively homoge-

neous group. Most are white, most are 

men, although the latter has been chang-

ing. The portion of dental graduates who 

are women has grown from 1976, when less 

than 5 percent were women, to 2003, when 

nearly 40 percent were women.28 Over the 

last 30 years, the portion of dental gradu-

ates who are white has dropped slightly, 

but the percentage of blacks, Latinos, and 

Native Americans has remained at about 

10 percent. The only minority group that 

is growing among dental graduates is 

Asians, which increased from 3 percent in 

1976 to 25 percent of graduates in 2002.29 

Current and Future Shortages of Dentists
The dental system’s already poor capac-

ity to meet the needs of unserved children 

will be greatly worsened by shortages 

in the dentist workforce that have been 

anticipated for years but will begin to make 

an impact in the coming decade. Although 

three new dental schools have opened in 

Florida, Nevada, and Arizona in the last 15 

years, and eight more are in the planning 

stages, the number of dentists retiring 

every year will soon exceed the number 

d e n t a l  w o r k f o r c e

•  Numbers represent the practitioners needed in each state  
to remove the shortage area designation. 

• 49 million Americans live in shortage areas.

fi gure 3 .  Designated health professional shortage areas for dental care.
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of new dentists graduating and enter-

ing practice. While the recent recession 

may delay retirement for some, in 2007, 

fully one-quarter of all practicing dentists 

were aged 60 or older and edging toward 

retirement.30,31 While the recent economic 

downturn has delayed retirement for 39 

percent of practicing dentists, the average 

age dentists expect to retire is still 65.32 

The ADA projects that the total number 

of private practice dentists available to 

serve our burgeoning population will rise 

only slightly between 2010 and 2020, from 

167,540 to 174,073.20 Therefore, the current 

ratio of dentists to population is at its low-

est level in nearly 100 years.33 As the supply 

of dentists shrinks, access shortages that 

are now experienced mostly by low-in-

come, special needs, and rural populations 

may become a problem for all populations. 

The practice of dentistry has changed 

significantly in the last 40 years in 

response to improvements in the oral 

health of the population, fluoridation, 

and rising incomes. While private dental 

practices historically had to respond to 

high rates of dental decay and irregular 

patterns of care, most can now focus 

on prevention, maintenance, function, 

Source: Centers for Medicare and Medicaid Services, Office of the Actuary, 
National Health Statistics Group.  http:/www.cms.gov/NationalHealthExpendData/
downloads/tables.pdf (accessed April 8, 2010).
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and esthetics. In 1959, 42 percent of 

the services provided were exams and 

cleanings, and 58 percent were extrac-

tions and restorative care. In contrast, in 

1999, a majority (76 percent) of services 

provided were exams and cleanings, and 

only 24 percent were extractions and 

restorative care.33 The growth of cosmetic 

and esthetic procedures has been con-

troversial among public health advocates 

and the ADA Council on Ethics, Bylaws 

and Judicial Affairs who fear it displaces a 

badly needed capacity that could be used 

for dental care for underserved patients.34 

However, it has been lucrative for den-

tists who include such elective services in 

their practices. The American Academy 

of Cosmetic Dentistry (AACD) estimates 

that 2.7 million people received cosmetic 

dental services in 2006, earning dentists 

$2.75 billion. In 2007, the AACD predicted 

a 10.9 percent increase in the number 

of patients who elect to have a cosmetic 

dental procedure, potentially leaving 

dentists less time to do the routine den-

tistry.35 The economic downturn may have 

reduced demand for cosmetic procedures 

temporarily, but also led to consumers 

spending less on dental care overall.36 

Financial and Systemic Barriers
One of the major factors behind 

workforce and access difficulties is the 

inadequate financing base for dental 

care. Simply put: Available funding is 

inadequate to meet the treatment needs 

of those at highest risk of dental disease 

and preventive services. While 4 percent 

of our nation’s health care spending is 

devoted to dental care, only 1 percent of 

Medicaid spending is spent for dental 

care for a much needier group (figures 

4 and 5). In 2004, 101 million people 

lacked dental coverage of any sort.16

In a country reliant primarily on 

private practices, increased funding for 

dental care and insurance would spur 

demand for services and add pressure to 

increase supply. Unfortunately, increased 

funding to pay for services would not re-

move all of the access barriers facing low-

income, special needs, and underserved 

patients, such as lack of transportation 

and childcare. Very few providers offer 

nontraditional hours for working patients 

who may be juggling inflexible minimum-

wage jobs. Some offices are only acces-

sible for ambulatory patients with private 

transportation, not those with physical 
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disabilities, special health care needs, or 

limited transportation options.37 Most pri-

vate practices have no formal connection 

to an integrated social service and medical 

care delivery system. Almost none offer 

the sorts of enabling services that many 

free clinics and most community health 

centers do such as walk-in and wait-in-

line clinic hours, interpreters as federally 

required, case managers, child care, and 

help arranging transportation. While 

community health centers may be ideal 

places for low-income and underserved 

families to receive care, they are simply 

not available in enough communities. 

The other sizable, but yet often 

unnoticed, gap in this country is for 

prevention efforts designed for the 

public and those at highest risk of dental 

disease. Dental insurance and treatment 

for children are critical, but they work 

individual by individual. What is poorly 

understood by policymakers, many 

advocates, and the public is the need for 

a robust dental public health prevention 

effort. Dental public health advocates 

are armed with two effective, proven 

interventions — community water 

fluoridation and school-based sealant 

programs — but the benefits of these 

interventions have not been available to 

every child who needs them. This again 

is due to shortages of manpower and 

funding. Public health dentists are in very 

short supply, and made up less than 1 

percent of all dentists in 2006. Moreover, 

state and federal funding is grossly inad-

equate to ensure every state can mount 

comprehensive prevention programs. 

Currently, one funding source, the 

Centers for Disease Control and Preven-

tion (CDC) oral health program, has 

funding to provide 19 states with grants 

to build their prevention programs 

(table 1). Many more states applied but 

no funding was available. President 

Obama’s fiscal year 2010 budget pro-

posed $13,074,000 for the entire CDC 

oral health program, although an esti-

mated $28 million is needed for grants 

to ensure all 50 states can build their 

capacity. The Affordable Care Act passed 

in 2010 requires the CDC to expand the 

number of oral health infrastructure 

grants to all states, but funds have not 

yet been appropriated for this provision.

Garnering more support for dental 

public health efforts could help reduce 

the prevalence of decay with its high hu-

man and financial costs. Lower disease 

rates would certainly reduce pressure 

on our current dental workforce. 

In addition, the U.S. lacks systems of 

care that are designed to serve specific 

groups of patients. New Zealand, for 

example, created a school-based system 

of care for children in 1921. This sys-

tem focuses on using dental therapists 

— primary dental care providers who 

complete two years of academic training 

and a one-year supervised preceptor-

ship — to provide care for children in 

primary schools. Australia replicated 

New Zealand’s system in 1965, placing 

dental therapists in schools where ap-

proximately 90 percent of children and 

adolescents receive comprehensive care 

every two years. While their system has 

its challenges too (funding and work-

force shortages, and copayments that 

reduce participation), they have created 

a culture that ascribes a high importance 

to oral health and reduced caries rates.38 

The U.S. system has no direct corollary, 

although the dental health aid therapist 

program in Alaska is similar, in that it 

seeks to deploy therapists to provide 

basic prevention and treatment services 

in remote village clinics to Alaska natives. 

Legal and regulatory Barriers 
A number of practical, legal, and 

regulatory barriers impede the expansion 

of prevention and treatment services. 

One of the more difficult barriers is the 

regulatory environment for the practice of 

dental hygienists and assistants who are 

the primary service providers for sealant 

programs. Dental hygienists and assis-

tants operate under dental practice acts 

that first defined the practice of dentistry 

broadly a century ago, but have over time 

carved out specific, limited authority for 

allied dental providers that changes slowly 

over time, and varies state by state. 

Scope of practice and supervision 

decisions are made by state legislatures 

through the political process, but most 

states use little or no research or scien-

tific evidence to make them. Restrictions 

that do not reflect the state of the science 

make our current workforce less efficient 

and impede the implementation of com-

mon sense public health programs. For 

example, there are extreme variations 

across the country in supervision and 

exam requirements for hygienists apply-

ing sealants. In Washington state, dental 
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tabLE 1

States Funded by the Centers for Disease Control in 2010 to Strengthen 
their oral Health Programs and improve the oral Health of their residents

Alaska Maine Rhode Island

Arkansas Maryland South Carolina

Colorado Michigan Texas

Connecticut Minnesota Vermont

Georgia Nevada Wisconsin

Kansas New York

Louisiana North Dakota

Source: cdc.gov/OralHealth/state_programs/cooperative_agreements/index.htm.
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assistants can apply sealants under the 

supervision of a hygienist but in many 

southern states, hygienists can’t apply 

sealants without a dentist on site.39

Recent systemic reviews by the CDC 

and ADA indicated that sealants can 

be effective in preventing caries even 

when applied to a tooth that already has 

incipient decay.40,41 These advances in 

our understanding provide an opportu-

nity for states to re-examine the basis 

of their law and practice. For instance, 

allowing dental hygienists to place seal-

ants in school-based programs without 

requiring a dentist’s exam, as 30 states 

currently allow, would make practical 

and scientific sense in all 50 states.

The same legal and regulatory barri-

ers affect the educational requirements 

of the dental team. In more than 50 

other countries around the world, dental 

therapists are trained in two years to 

provide primary dental care, includ-

ing basic preventive and restorative 

procedures. In the United States, there 

were attempts in the 1950s and 1970s 

to create new providers that were at 

first supported, and then opposed by 

organized dentistry.42 There is research 

that has established that providers other 

than dentists can be trained to provide 

restorative care with the same level of 

quality as dentists.16,25,43-47 There is also 

research about new providers’ productiv-

ity and efficiency, and positive attitudes 

about them from collaborating dentists.49 

Currently, Minnesota is the only state 

that has created new provider categories 

called dental therapists and advanced 

dental therapists, although another dozen 

are considering similar moves. In May 

2011, the first class of seven advanced 

dental therapists graduated in Min-

nesota. A similar model, called dental 

health aide therapists, has been deployed 

very successfully in clinics serving Alaska 

native villages.47-49 Dentists in the United 

States might find that they, like their 

peers around the world, benefit from 

adding new providers to the team both 

in private practices, clinics, and schools. 

Basing decisions on the research, both 

from this country and internationally, 

would help legislators reduce the politi-

cal nature of workforce decisions as they 

seek to expand the dental workforce and 

ensure quality of care.47 Further research 

participation somewhat, but simply does 

not bridge the access gap due to continued 

problems patients face with transportation, 

language, child care, and other barriers.25 

One study found that in the six states 

that raised rates (by differing amounts), 

provider participation improved by at least 

one-third. Dentistry is facing renewed pres-

sure to support workforce solutions such 

as allowing hygienists to deliver preven-

tive services in the community, training 

hygienists and assistants to perform 

more procedures in safety net settings, 

and developing new primary care dental 

providers to care for underserved people.25 

Thus far, when legislation has been 

introduced to recognize new providers to 

reach underserved people, as in Minnesota 

in 2009, organized dentistry has opposed 

them based on questions of patient safety. 

In the 1970s, there were attempts in Mas-

sachusetts and Kentucky to develop new 

dental providers that were initially sup-

ported, but later stopped by state dental as-

sociations. There still is opposition by some 

individual dentists to registered dental 

hygienists in alternative practice (RDHAPs) 

in California, even though they are limited 

by law to practicing in underserved areas, 

institutions, schools, and for home-bound 

patients.50,51 Since RDHAPs are hygienists 

who can practice independently, most work 

in nursing homes. More discussion with 

dentists is needed to reduce misconcep-

tions and fears about alternative providers 

and delivery models, foster collaboration, 

and promote a practice environment 

focused on care to underserved people.

Support for new approaches among 

organized dentistry is growing and is 

rooted in an understanding that their 

leadership is key to finding solutions that 

work for access problems. The Minnesota 

Dental Association spent considerable 

resources trying to defeat legislation to es-

tablish a new midlevel provider called an 

into the economics of incorporating new 

provider types would assist policymakers 

as well. One study estimated that hiring 

new auxiliary providers could expand 

the productivity and profits of private 

dental practices, even if 20 percent of the 

patient load was insured by Medicaid.49 

Cultural Barriers
Dentists are a conservative and cohe-

sive group. Their practices are very sensitive 

to downturns in the economy and changes 

in their payment structure. Organized 

dentistry has traditionally taken the stance 

— reasonable from a business perspec-

tive — that increasing the amount that 

government programs pay should be the 

primary response to address poor access 

to care. However, the research shows that 

increasing payment rates increases dentists’ 

 dentists in the 

United States might find  

that they, like their  

peers around the world, 

benefit from adding new 

providers to the team  

both in private practices, 

clinics, and schools. 
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oral health practitioner but ended up pro-

posing similar legislation they preferred. 

The Connecticut State Dental Associa-

tion enacted a resolution in November 

2009 endorsing a pilot project that would 

test the impact of dental health aide 

therapists in public health settings under 

dentists’ general supervision. A number 

of state dental associations and several 

ADA presidents have put access to care for 

low-income people high on their agenda. 

Georgia and Texas dental associations 

championed Take 5 campaigns to get each 

member dentist to accept at least five Med-

icaid families. Organized dental groups and 

many individual dentists often donate dental 

care and participate in annual voluntary days 

of service such as Give Kids a Smile. Nation-

ally, the ADA has hosted two major access 

summits in November 2007 and March 2009 

that drew together hundreds of people to 

craft solutions and form new partnerships.

opportunities to improve Access and 
Expand the Dental Workforce

The Affordable Care Act signed into 

law in March 2010 will change the land-

scape regarding workforce solutions and 

access to dental care for low-income and 

underserved children. The law expands 

health coverage to children and guarantees 

pediatric dental coverage to all children 

enrolled in state insurance exchanges. 

These provisions, when implemented, will 

expand the number of children with dental 

benefits by an estimated 5.3 million.52 This 

will spur demand for dental services and 

require an expanded, possibly revamped 

workforce. Numerous provisions address 

dental workforce and service delivery. In an 

attempt to address concerns about work-

force shortages, the legislation authorizes 

up to $60 million in funding for 15, five-year 

demonstration projects to train and evalu-

ate alternative dental health care providers, 

with the goal of increasing access to dental 

health care services in rural and under-

served communities. At the conclusion of 

the demonstration program, the secretary 

of Health and Human Services will conduct 

an evaluation in partnership with the 

Institute of Medicine. To boost delivery of 

medical and dental services, the law also 

authorizes an additional $11 billion in fund-

ing to community health centers.53 The leg-

islation also authorizes a National Health 

Care Workforce Commission to monitor 

workforce, analyze innovative approaches, 

and help coordinate federal efforts to 

ensure an adequate supply of profession-

als. The commission specifically includes 

the oral health workforce. In response to 

the tremendous need for care among Na-

tive Americans, the law allows the Indian 

Health Service to expand the dental health 

aide therapist model in states where state 

law has authorized them. These provisions 

provide states and tribes with a range of 

support to develop effective workforce 

models that are critical as the United States 

attempts to expand oral health services to 

low-income and underserved communities. 

States also are starting to look for ways 

to expand access and fill gaps in the dental 

system’s ability to provide care, for example, 

for young children at high risk. Most gen-

eral dentists receive relatively little train-

ing in dental school in caring for children 

and many are not comfortable caring for 

children, particularly young ones. Only a 

tiny portion, 3 percent, of all dentists are 

d e n t a l  w o r k f o r c e
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pediatric dentists who are skilled at caring 

for young children and trained to handle 

the highest need cases.16 Washington and 

North Carolina started involving pediatri-

cians in the oral health care of poor young 

children partly because of the continued 

difficulty in recruiting sufficient numbers of 

dentists to serve the Medicaid population.

California has a similar program, 

Pediatric Oral Health Access Program (PO-

HAP), that provides training for general 

dentists in underserved areas to improve 

their ability to treat young children. It 

is a grant-funded program that requires 

participating dentists provide a certain 

amount of pro-bono care to low-income 

patients and to accept Denti-Cal patients 

in their practices.54 Washington’s success-

ful ABCD program provided training to 

general dentists to see young children, 

and increased their reimbursement, but 

more providers were still needed.55 Involv-

ing pediatricians proved to be a fruitful 

strategy, since they see young children 

frequently in the first years of life, and 

early prevention and education can reduce 

future decay and lower treatment costs. 

The American Academy of Pediatrics 

has led the effort to get state Medicaid 

programs to reimburse for the oral health 

services provider in the medical setting, 

with 40 states doing so as of 2010.56 

Conclusion 
Given that the access barriers brought 

to national attention 10 years ago by the 

U.S. Surgeon General remain a huge chal-

lenge today, it is clear that new thinking 

and approaches are necessary in order to 

expand care to children who need it. Some 

innovative dental workforce solutions are 

being developed across the country that 

promise to expand access. More states are 

expected to propose new providers such 

as dental therapists. Several dental as-

sociations and workforce experts are look-

ing at developing a three-year modular 

program that would provide training for 

both dental hygiene and dental therapy. 

These ideas would build on the current 

educational and delivery system, and keep 

dentists in their role as the most highly 

trained and compensated members of 

the dental team, and as team leader. As 

the field moves forward, dentists will 

need to learn how to incorporate these 

providers into practice and adapt to 

new delivery systems. More such ef-

forts are needed that target unmet need 

among children and build on research 

and evidence about what works. 
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a d a  w o r k f o r c e  p a p e r

ost Americans have access 

to the best oral health care 

in the world and, as a result, 

enjoy excellent oral health. 

But tens of millions still 

do not, owing to such factors as poverty, 

geography, lack of oral health education, 

language or cultural barriers, fear of den-

tal care, and the belief that people who are 

not in pain do not need dental care. The 

ADA believes that all Americans deserve 

good oral health. We are committed to 

helping dentists, with their teams of allied 

personnel, provide the best level of care 

to all Americans who seek it; to increas-

ing the prevalence of oral health literacy, 

which both prevents disease and educates 

the public as to how to get healthy and, 

more important, how to stay healthy; 

to ensuring that when care is needed it 

is provided; and to helping government 

and the private sector work together 

to end what former Surgeon General 

David Satcher famously called a “silent 

epidemic” of untreated oral disease.

With each passing year, science uncov-

ers more evidence of the importance of 

oral health to overall health. Early diagno-

sis, preventive treatments and early inter-

vention can prevent or halt the progress 

of most oral diseases—conditions that 

when left untreated, can have painful, 

disfiguring and lasting negative health 

consequences. Yet millions of American 

children and adults lack regular access to 

routine dental care, and many of them 

suffer needlessly from conditions which 

are for the most part preventable. Oral 

health disparities cut across economic, 

geographic and ethnographic lines. Racial 

and ethnic minorities, people with dis-

abilities, and the poor are especially hard 

hit. Until a sense of value and a desire for 

oral health become the norm, the existing 

Breaking Down Barriers  
to oral Health for  
All Americans:   
the role of Workforce

m
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barriers will continue to block any signifi-

cant progress toward improving the oral 

health of those who currently lack care.

The nation’s dentists have long sought 

to stem and turn the tide of untreated 

disease—as individuals, through their 

local, state and national dental societies, 

and through other community organiza-

tions. To be sure, dentists alone can-

not bring about the profound change 

needed to correct the gross disparities 

in oral health. But dentistry must and 

can provide the leadership that initi-

ates change, or change will not occur. 

Ultimately, education and preven-

tion will be the linchpins in eliminating, 

or at least minimizing untreated dental 

disease. These signs will mark the birth 

of the first generation that could grow 

up essentially free of dental disease: 

when the day comes that we as a nation 

decide that oral health is a national 

priority and provide education to all 

families of newborns, expand public 

health measures such as community 

water fluoridation, and provide a dental 

home to every child. Until that occurs, 

the nation will be challenged to meet 

the needs for preventive and restorative 

care among large numbers of Ameri-

cans who do not have dental cover-

age, cannot afford care, or face other 

barriers that block them from seeking 

regular oral care and dental visits. 

It is critical to understand that ad-

dressing only one or even a few of the 

numerous barriers to care is the policy 

equivalent of bailing a very leaky boat. 

Scattershot efforts can provide some 

measure of relief among some popula-

tions for some time. But ultimately, we 

as a nation must muster the political will 

to address all barriers to care (figure 1). 

Not doing so is a recipe for repeating 

past failures and missing opportuni-

ties to effect lasting, positive change.

It is with that in mind that the ADA 

offers this paper addressing one of the 

major barriers to care: the need for an 

adequate dental workforce, located where 

it is needed and sufficiently funded to 

carry out its mission. This includes having 

adequate numbers and types of allied 

personnel available to support the den-

tists who ultimately are responsible for 

diagnosing, planning treatment, and de-

livering those services that only dentists 

are adequately educated and trained to 

perform. It means pursuing innovations 

with dental team members to broaden 

dentistry’s reach and capacity to treat the 

great number of people who currently 

reside outside the oral health care system. 

Workforce has in recent years come to 

dominate discussions and debates about 

improving access to care. We welcome the 

increased focus on these issues from both 

new and existing stakeholders, but are dis-

appointed in two unintended consequenc-

es of the vigorous discussions about how 

best to improve the availability of dental 

care to those who lack it: 1) the degree to 

which the fixation on workforce, a decep-

tively “simple” issue to grasp, has distract-

ed policymakers and those who influence 

them from the much greater number 

and complexity of other barriers to care; 

2) the shrill nature of the debate among 

various camps, which sinks well below the 

level of reasoned discourse and saps what 

should be a collaborative concentration 

on the factors on which all or most agree. 

We urge all stakeholders to dispense 

with accusations of base motivation. We 

will inevitably disagree on some points. 

But let us do so in the belief that we all 

share the same goal: improving the oral 

health of people who suffer from its lack.

Every group involved in any aspect of 

solving the nation’s oral health disparities 

latches onto the same statistics, events 

and trends in order to argue its case: 

That dental disease is the most prevalent 

malady affecting the nation’s children; 

that disadvantaged children experience a 

significantly greater burden of oral disease 

than other children, accounting for 80 

percent of childhood dental disease; that 

a deplorably small percentage of disad-

vantaged children and adults see dentists 

regularly; that a great number of private 

practice dentists cannot afford to treat 

patients covered under Medicaid, SCHIP 

or similar programs; that evidence of 

links between chronic oral disease and 

nonoral disease continues to mount. The 

statistics and phenomena are well known. 

They do not support or oppose any one 

point of view. Rather, they are evidence 

of the numerous barriers that exist and 

of the inadequacy of some aspects of the 

current system. They should motivate 

every stakeholder. They should underlie 

effective advocacy for the changes that 

must occur. They are not indicators for 

any one solution, and attempting to use 

them as such is disingenuous, empiri-

cally unproven and oversimplified.

a statement of beliefs
the ADA bases its policies and 

goals aimed at breaking down barriers 

to oral health on these core beliefs: 

the exemplary quality of dental care 

in America and the importance of oral 

health to overall health; that too many 

Americans do not benefit from this care 

and consequently do not achieve the 

good health that they deserve; and that 

the current system can be modified in 

ways that extend the benefits of good 

oral health to virtually everyone who 

needs and seeks it.

a d a  w o r k f o r c e  p a p e r
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on breaking down barriers to access:

n  All Americans deserve access to oral 

health care provided by fully educated 

and trained dentists and the teams that 

support them. 

n The degree of oral health disparities 

and the severity of untreated dental 

disease are unacceptable, especially 

among children.

n Achieving good oral health is a respon-

sibility shared among dentists, their 

teams, and their patients.

n Community-based efforts through 

both state and federal governments 

and other groups can help deal with 

cultural, economic, and other barriers 

that can interfere with the develop-

ment of the dental home environment.

n Only through substantial investment 

can the nation’s dental safety net fulfill 

its purpose of meeting the needs of un-

derserved individuals and communities.

n Realistic proposals to adequately fund 

the public health infrastructure must 

be cost-effective and prioritize those 

patients with the greatest needs and 

who will reap the greatest benefits.

n We are committed through advocacy 

and direct actions to identify and 

implement common sense, market-

based solutions that capitalize on 

the strengths of the existing sys-

tem while seeking innovations that 

extend that system to the greatest 

possible number of people.

n We believe that individual states are 

the best arbiters of how to improve 

oral health care delivery within their 

borders. We support their diverse ef-

forts and seek to transfer knowledge 

to other states. At the same time, we 

believe that the federal government 

must guide and support the states in 

their efforts.

n Dentists can lead the way, but no mat-

ter how committed the profession is, 

dentists alone cannot foster the drastic 

changes needed to extend good oral 

health to all who seek it. We need the 

support of law and policymakers, oth-

er doctors and allied health profession-
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als, educators, private industry, and 

ultimately, society at large.  That said, 

dentists must be the go-to resource 

for all of these groups to ensure clini-

cal quality. We believe that organized 

dentistry at all levels—local, state, and 

national—must consult, cooperate, 

and collaborate with other stakehold-

ers, especially patients themselves, to 

create programs with people, rather 

than for them.

n Schoolchildren should receive regular 

oral health assessments to detect dis-

ease and allow for referral to dentists 

for comprehensive examinations and 

treatment. Oral health assessments 

should receive the same priority as 

vaccinations and other medical as-

sessments required for public school 

attendance.

n Charitable projects sponsored by 

the ADA and state dental societies 

provide a tremendous amount of 

care to low-income adults. But they 

also point up the terrific need that 

charity alone can never meet. Med-

icaid and similar programs should 

extend the same dental benefits that 

now are almost exclusively provided 

to children to all people eligible for 

those programs. 

n The economically disadvantaged are 

not the only significant populations 

suffering from poor oral health due 

to lack of access to care. Millions of 

vulnerable elderly Americans face the 

same conditions, as do millions more 

living in institutions or with chronic, 

profound disabilities. The increase 

of the elderly demographic over the 

next decades could overwhelm the 

system and further exacerbate the 

current crisis in access to dental care.

on the roles and responsibilities of  
the dental workforce

n The ADA is committed to both seeking 

funding for and, to the extent pos-

sible, sponsoring on its own, studies 

or evaluations of dental workforce or 

other oral health care delivery models.

n While innovative use of existing and 

some new dental team members shows 

great promise, only dentists should 

diagnose disease, develop treatment 

plans and perform surgical/irreversible 

procedures. 

n Pilot programs that test new workforce 

models should recognize the dentist as 

the leader of the team and be based on 

valid assessments of outcomes, cost sav-

ings and efficiencies to increase capacity 

without jeopardizing patients’ health.

n The local and national dental com-

munities should take part in all 

discussions of new workforce models, 

whether they are offered by public, 

private, or charitable entities, at least 

to the extent that their views are heard 

and considered. 

n Dental team members involved in pilot 

programs should be supervised by 

fully trained dentists, doctors who are 

responsible, ethically and legally, for 

patient care.

n The training of any new dental team 

member should occur through dental 

or dental-related education programs 

accredited by the ADA Commission on 

Dental Accreditation (CODA). CODA 

is nationally recognized by the United 

States Department of Education to ac-

credit such programs conducted at the 

postsecondary level. 

n Dentists, in cooperation with appropri-

ate governing bodies, should determine 

the scope of practice of allied dental 

personnel with an eye to (1) which 

functions and procedures can be del-

egated, (2) what degree of supervision 

is appropriate for those procedures and 

personnel, and (3) which require the 

knowledge and skill of a dentist.

n Appropriate safeguards for patients must 

be in place when treatment is performed 

by any member of the dental team.  

n Everyone who provides oral health care 

must have completed appropriate educa-

tion and training and meet any addition-

al criteria needed to assure competence 

within the scope of practice approved by 

authorized licensing bodies.

n State officials charged with governing 

the delivery of dental care are the ulti-

mate legal arbiters of what constitutes 

the appropriate scope of practice of the 

various dental team members.

the many Barriers to  
optimum oral Health  
in America
Funding

The simple, inescapable fact is that 

improving the oral health of people who 

currently are not receiving adequate care 

will require significant, ongoing invest-

ment, not only from government, but 

from the private sector as well. Obtain-

ing substantial new funds for dental 

programs has always been difficult, now 

more than ever in the current economic 

decline. In order to successfully advocate 

for improved funding, stakeholders must 

demonstrate not only the human suffer-

ing that it can alleviate but also the long-

term economic benefits. These include:

a d a  w o r k f o r c e  p a p e r
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n Reduced health care costs—not just 

oral care, but also medical care. This is 

especially significant in light of how little 

of their Medicaid budgets states tend to 

allocate toward dental care. Further, it is 

reason for federal and state governments 

to fund adult dental Medicaid—now 

essentially nonexistent—because the 

adult populations are those most likely 

to suffer from conditions associated with 

periodontal disease, such as diabetes. 

n Better school performance. Children 

with untreated dental disease have dif-

ficulty learning. They miss more school 

days than their healthier counterparts. 

Their social development is impaired. 

They suffer from low self-esteem. The 

long-term consequences of ignor-

ing this are apparent. The benefits to 

be reaped by bringing more children 

into a continuum of care, while as yet 

unproven, are extremely promising. 

n Increased productivity. Adults suffering 

from untreated disease are more likely 

to miss work. Those whose disease 

has progressed to the point of obvious 

disfigurement face dramatically dimin-

ished employment prospects. 

Even ignoring our societal obligations to 

the most vulnerable among us, the practical 

returns on greater investment in the dental 

safety net eventually could benefit everyone. 

Better funding for public assistance pro-

grams is critical. Lack of funding is perhaps 

the most important barrier to better oral 

health in America. An ADA analysis of state 

children’s Medicaid programs developed in 

2003 and updated in 2009 demonstrated 

that when Medicaid reimbursement rates 

reach levels at which a majority of dentists 

consider the fees to be acceptable, participa-

tion and utilization increase dramatically. 

This is a tipping point, rather than a steady-

scale phenomenon. But even when opti-

mally funded, these programs cannot reach 

their potential without other significant 

reforms. These include reducing unneces-

sary red tape for dentists and patients, and 

helping patients overcome such related 

barriers as the needs for transportation, 

child care, or permission to take time off 

from school or work to receive treatment. 

geography
A consistent refrain among support-

ers of so-called “midlevel practitioners” 

is the claim that there are not enough 

dentists to care for a major influx of 

indigent patients and that baby boom 

dentists will retire in such numbers as 

to reduce what supposedly is an already 

inadequate dentist population. These 

claims seemingly lack a solid basis. In 

fact, studies conducted by the ADA and 

the American Dental Education Associa-

tion have challenged these assumptions, 

citing many factors potentially affect-
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ing retirement patterns, as well as the 

potential impact of new dental schools 

and the continued growth in numbers 

of allied personnel. The studies indicate 

that the number of dental schools and 

graduates will increase steadily through 

2030 and that the number of profession-

ally active dentists will increase from its 

current level of approximately 180,000 

to as much as 200,000 over the same 

period (figure 2). (Although many factors 

can affect so large an undertaking as 

opening a dental school, some observers 

estimate that there will be as many as 20 

new schools by 2020). Further, the report 

indicates that the age levels of the dental 

workforce will even out, in part because 

the dental population of baby boomers is 

retiring at later ages than its predecessors. 

This means that the available supply of 

active dentists will not suffer the major 

reduction that is commonly predicted. 

Dentist workforce size is not a 

problem now, nor is it likely to be in 

the predictable future. The real problem 

is where the dentists are in relation to 

underserved populations.  Put simply, the 

ADA believes that access disparities can 

be greatly reduced by a combination of 

getting dentists to the people and getting 

people to the dentists. Like any other 

economic sector, health care is market 

driven. This is especially true with den-

tistry, whose private practice model has 

held up so well because of its proven abil-

ity to prevent disease and, when disease 

occurs, intervene early with cost-effective 

treatment. In the economic sense, the 

populations in the most common un-

derserved settings—remote rural areas, 

Native American communities and inner 

cities—cannot support a dental practice 

because no one is paying adequately 

for their care. Even many children who 

ostensibly are covered by federally or 

state-mandated programs live too far 

away from dentists who could provide 

care. For adults the barriers are twofold—

no coverage and no available dentists. 

Several proven models exist to al-

leviate geographic barriers, and others 

are being tested. The National Health 

Service Corps, the Indian Health Ser-

vice and the loose network of Federally 

Qualified Health Centers use various 

combinations of incentives to place 

dentists in underserved areas, including 

whether their community water system 

is fluoridated and how to compensate for 

nonfluoridated water with supplements or 

topical applications. They brush regularly 

with fluoridated toothpaste and use floss.

But too many others simply don’t know 

about basic and largely affordable measures 

for preventing disease. In some cases this 

relates to lack of education. Many others 

have limited English proficiency or may 

come from countries and cultures with 

much lower standards of oral health than 

exist here. Some may not be comfort-

able interacting with people perceived as 

authorities. Key to breaking down these 

barriers is gaining trust, which can be 

accomplished through intermediaries from 

the same cultures as the target populations 

or by providing oral health education to 

schoolchildren who then can share what 

they learn with older family members.

models for change
Even under chronic funding constric-

tion, imaginative people maximized 

available resources and leveraged natural 

allies to dramatically improve the abili-

ties of existing programs and systems 

to deliver care where it is most needed. 

n Michigan’s Healthy Kids Dental Medicaid 

demonstration program is a partnership 

between a state Medicaid program and 

a commercial dental plan, with the plan 

managing the dental benefit according to 

the same standard procedures and pay-

ment mechanisms it uses in its private 

plans. The proportion of Medicaid eli-

gible children who saw a dentist at least 

once increased from 32 percent to 44 

percent in the pilot program’s first year. 

It also cut the number of counties with 

either no dentist or no dentist able to 

accept new Medicaid patients in half—

from 19 to 10. This model demonstrates 

how contracting with a single commercial 

student loan repayment. Some states 

also offer tax incentives for practitioners 

working in underserved areas. Some 

dental programs join forces with vari-

ous school or social service entities to 

help address the need to provide trans-

portation and other support services 

to help patients keep appointments. 

Education, language and culture
The vast majority of dental disease is 

either entirely preventable or can be easily 

cured through early intervention. The more 

educated a population group, the greater 

the likelihood of its members having a high 

degree of oral health literacy, a term that 

may sound deceptively sophisticated, given 

the simplicity of its concept: They know 

how to take care of their families’ teeth 

and gums, and they seek (and can afford) 

regular preventive dental care. They know 

a d a  w o r k f o r c e  p a p e r
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Source: Center for Medicare and Medicaid Services, US DHHS.

entity that 1) has a strong existing dental 

network; 2) offers competitive market-

based reimbursement; and 3) streamlines 

administration to mirror the private 

sector, can substantially improve access 

to care for Medicaid beneficiaries. In each 

succeeding year from program inception 

in 2000 through 2007, the proportion of 

the children enrolled for 12 months in 

a calendar year with at least one dental 

visit has continued to increase, with the 

access levels approaching 70 percent in 

children 7 through 10 years old, by 2007.

n Tennessee’s TennCare program was the 

first attempt by a state to move its entire 

Medicaid population into a statewide 

managed-care system. The impact on 

dental services was disastrous. The num-

ber of participating providers dwindled 

from its 1984 level of more than 1,700 

down to 386 general and specialist 

dentists available to treat the more than 

600,000 TennCare eligible children. In 

2002, the legislature enacted a statutory 

carve out of dental services, which man-

dated a contract arrangement between 

the state and a private dental carrier to 

administer benefits for children (under 

age 21). The state retained control of re-

imbursement rates and increased them 

to market-based levels.  

 

The new rate structure, in combination 

with administrative reforms, patient 

case management strategies and a 

requirement that the carrier maintain 

an adequate provider network, has 

substantially improved TennCare’s 

provision of dental services. In just 

two years, the utilization rate among 

eligible beneficiaries increased from 24 

percent to 47 percent. (Private sector 

utilization ranges from 50 percent to 

60 percent.) As of June 2004, about 

700 dentists were participating in the 

program, with 86 percent of partici-

pants accepting new patients.

n Alabama reformed its state-admin-

istered dental Medicaid program in 

2000 to reimburse dentists at rates 

equivalent to those paid by commercial 

insurers. (The program still reim-

burses dentists at year 2000 rates.) The 

changes included creation of the Smile 

Alabama! initiative, which encom-

passed administrative reforms, a case 

management program, and increased 

outreach to both patients and den-

tists. As a result of the Smile Alabama! 

initiative, there has been a 216 percent 

increase (from 151 to 477) in the 

number of dentists who see more than 

100 Medicaid patients a year, while 

the number of counties with one or no 

Medicaid dental provider had declined 

from 19 to three by September 2009. 

The effort resulted in an 84.3 percent 

increase in dental utilization, from 25 

percent (103,630) of eligible children 

in FY2001 to 45 percent (190,968) of 

eligible children in FY 2007 (figure 3). 
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n This example, the smallest in scale, 

is in many ways the most intriguing, 

embodying a diverse group of local 

entities crafting a solution uniquely 

suited to local needs. In 2001, in 

Brattleboro, Vt., Head Start, the state 

health department, school officials 

and hospital administrators collab-

oratively established a fee-for-service, 

for-profit dental center to address the 

needs of the underserved in a rural 

community. The organizers raised 

$450,000 in three months and built 

a three-chair, state-of-the-art facil-

ity with sufficient infrastructure to 

expand to five chairs. Now in its 10th 

year, the Estey Dental Center serves 

both private paying and public as-

sistance patients and pays a percent-

age of non-Medicaid revenues to the 

nonprofit contracting entity (the 

community partners). In its first two 

years of operation, the clinic cleared 

a huge backlog of children with acute 

and chronic dental needs and began to 

increase adult utilization as well.

These diverse initiatives share com-

mon elements. All of them utilized 

existing workforce models. They wrought 

significant, positive change through rela-

tively minor funding increases combined 

with dramatic changes in administration. 

Each made it possible for more patients 

to receive care from the same popula-

tion of dentists that existed before the 

programs were launched. Unfortunately, 

unlike Brattleboro’s small-scale program, 

none of the statewide systems provide 

care to adults in any meaningful way. 

Alternative workforce solutions
Multiple groups have offered models 

intended to provide clinical services—

including surgery—to underserved 

populations. They are largely targeted 

toward serving people in remote rural 

areas, with the justification being that 

there are not and never will be sufficient 

dentists able to practice near enough 

to those areas to serve their residents. 

To a lesser extent, backers of these 

models also claim that they will care for 

other underserved populations, includ-

ing people in inner cities and Native 

American tribal lands. The designers of 

has been “proven” in other countries are 

simply deceptive. The midlevel programs 

in these countries differ so dramatically 

in scope of practice, populations served 

and degree of dentist supervision, that 

referring to them en masse is mislead-

ing at best. In fact, if you’ve seen one 

foreign midlevel program, you’ve seen 

one foreign midlevel program. Further, 

these claims largely lack longitudinal 

clinical assessments of health outcomes. 

We know of no study comparing any 

improvements in oral health among 

targeted populations to the potential 

outcomes had the same resources been 

directed to providing these patients with 

care from dentists. They are touted as 

brilliant successes with very little empiri-

cal evidence to support those claims. 

Dental midlevel models often are 

compared to physician assistants or nurse 

practitioners, generally omitting the sig-

nificant differences among those models. 

Physician assistants and nurse practitio-

ners require up to six years of post high 

school education, not the two years or 

less suggested for many dental therapist 

models. Significant differences also are 

present among various dental midlevel 

models, most notably in their proposed 

scopes of practice and degree of supervi-

sion. They share, however, a critical attri-

bute that the ADA opposes unequivocally: 

Allowing nondentists to perform surgical 

procedures, often with little or no direct 

supervision by fully trained dentists. 

Three midlevel models dominate the 

current discussion of these personnel:

1. The Alaska dental health aide therapist 

(DHAT) model receives the most atten-

tion, as it is the only dental midlevel 

program in operation in the United 

States. It was designed to mirror its New 

Zealand counterpart. At its inception, 

program participants were even trained 

these models often cite various dental 

therapist programs in other countries in 

which nondentists perform such surgi-

cal procedures as “simple” extractions, 

restorations, and even pulpotomies. 

Both of these suppositions fail to 

withstand scrutiny. The assertion that 

no dentists will serve these populations 

risks becoming a self-fulfilling proph-

ecy. Advocacy and finances directed 

toward experimental programs in which 

non-dentists perform surgical proce-

dures undoubtedly will sap resources 

away from proven programs—such as 

the U.S. Health Resources and Service 

Administration’s National Health Service 

Corps, Indian Health Service, the Public 

Health Service, loan forgiveness and tax 

incentives, and public/private partner-

ships, all of which are proven to place 

dentists where they are most needed. 

Claims that the efficacy of therapists 

a d a  w o r k f o r c e  p a p e r
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in New Zealand, in part because the 

program’s authors did not identify a U.S. 

dental school that would participate in 

training nondentists to perform surgi-

cal procedures. The program has since 

worked out a training curriculum with 

the University of Washington (although 

it is worth noting that the relationship 

is with the university’s medical school 

and not its dental school). Now in its 

fifth year, the Alaska DHAT program is 

fielding a modest number of therapists 

who are providing care. 

 

In a case study released in October 

2010, the W.K. Kellogg Foundation 

declared the program a resounding suc-

cess, even as the study’s principal author 

admitted that the evaluation did not 

assess the overall impact of therapists’ 

work. The study also failed to address 

the economic basis for or sustainability 

of the DHAT model.  

 

Kellogg’s release of this study was a 

prelude to its larger purpose—the rollout 

of plans to create DHAT programs in five 

additional states: Kansas, New Mexico, 

Ohio, Vermont, and Washington. How-

ever, the Alaska program benefitted from 

the federal government’s power of pre-

emption, enabling the DHAT program to 

circumvent the jurisdiction of the state’s 

Legislature, courts and board of den-

tistry. Kellogg presumably must convince 

policymakers in the five targeted states, 

each of them with unique rules and poli-

cies governing education and health care, 

to allow DHAT programs to begin. The 

foundation has committed $16 million 

to setting up the program. It is unclear 

how much (if not all) of that sum will go 

toward the political activities needed to 

legalize DHAT practice and how much 

will be devoted to actually launching 

educational and training programs.

2. The American Dental Hygiene As-

sociation (ADHA) has for some years 

advocated the creation of an advanced 

dental hygiene practitioner (ADHP), 

a dental midlevel who, after earning a 

two-year master’s degree, would be al-

lowed to practice independent of dentist 

supervision. In addition to the existing 

scope of hygiene practice, ADHPs would 

diagnose oral disease, create treatment 

plans and perform “limited restorative 

procedures,” including preparing and 

placing restorations, extractions and 

pulpotomies. Like the DHAT, the ADHP 

is expected to distinguish between com-

plicated and uncomplicated treatments 

and refer the former to a fully trained 

dentist. Here again, the ADHA cites the 

use of various midlevels in 40 countries 

as evidence that a midlevel model will 

work in the United States, without 

acknowledging the great variations in 

training and scope of practice among 

those providers. 

3. In 2009, the Minnesota Legislature, 

facing formidable pressure to enact an 

ADHP model, opted instead for a com-

promise worked out with the state’s 

dental school, in which the school will 

train two levels of dental therapists. 

Dental therapists would graduate from 

an education program with either a 

baccalaureate or a master’s degree. 

Dental therapists graduating with a 

four-year degree would practice under 

the direct or indirect supervision 

of a dentist for surgical procedures 

and could perform some nonsurgical 

procedures under general supervision. 

Those qualifying for advanced thera-

pist status must have completed 2,000 

hours of practice as a (four-year) dental 

therapist, and have graduated from a 

master’s-level advanced dental therapy 

education program. Advanced dental 

therapists will then be allowed to per-

form certain surgical procedures under 

a dentist’s general supervision with 

a written collaborative management 

agreement, that is, without a dentist 

actually on site with the therapist.

The models above share some basic 

flaws. They overload midlevel providers 

with more responsibility than they should 

be expected to bear. Their proponents 

consistently refer to certain procedures, 

including extractions, as “simple,” saying 

that of course more complex cases will 

be referred to dentists. However, fully 

trained and experienced dentists argue 

that midlevels’ training cannot adequately 

prepare them to distinguish between 

“simple” and “complex” cases. In fact, even 

fully trained dentists do not conclu-

sively pronounce a procedure as simple 

until it has been successfully completed. 

A second weakness rarely mentioned 

is the midlevel’s questionable ability to 

distinguish between teeth that cannot 

be saved and should be extracted and 

those that could be saved by restor-

ative methods beyond the midlevel’s 

training. If your only tool is a ham-

mer, every problem looks like a nail. 

A greater and broader weakness 

among proponents of midlevel practi-

tioners is their near-obsessive focus on 

midlevels as the ultimate solution to 

access problems. Differences in opinion 

about the appropriate scope and super-

vision of various dental team members 

aside, arguing so vehemently for any 

single workforce model, while failing to 

place equal or even greater emphasis on 

the numerous other barriers to care is 

either naïve or disingenuous. In some 

ways, these models are a solution in 

search of only one part of a problem.

Shifting from the clinical to the 

policy point of view, we know of no 
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empirical studies of the economic 

feasibility of dental midlevels. Propo-

nents of these models either imply or 

assert that care from these providers 

will somehow be less expensive than 

that delivered by dentists, because they 

will earn less than dentists. We know of 

no evidence to support this. Compen-

sation is a relatively small percentage 

of the costs of establishing and main-

taining a dental facility. The difference 

between the salary of a dentist and that 

of a therapist or advanced hygienist 

would likely be offset by their lower 

productivity compared to a fully trained 

dentist and have a minimal effect on 

the overall cost of delivering care.

A different approach to augmenting  
the dental team

The ADA also is piloting a new 

dental position, the community dental 

health coordinator (CDHC), but one 

that represents a completely different 

philosophy. Modeled on the commu-

nity health worker, which has proven 

extraordinarily successful on the medi-

cal side, CDHCs will function primarily 

as oral health educators and providers 

of limited, mainly preventive clinical 

services. Another significant function 

answers the need to treat patients with 

acute clinical needs without relegating 

those patients to surgery by nonden-

tists. They instead help these patients 

navigate the system, including ensur-

ing that the patient clears the red tape 

that can complicate their receiving the 

care to which they are entitled, find-

ing dentists, booking appointments 

and helping to provide critical logisti-

cal support such as securing child care, 

transportation and permission to miss 

work in order to receive treatment. 

The CDHC is based on some of the 

ADA’s key principles for breaking down 

barriers to care: education, disease 

prevention, and maximizing the exist-

ing system. Rather than focusing strictly 

on treating disease, the CDHC provides 

education and preventive services. At 

its essence, oral health education is 

prevention at the most effective level. 

Models that focus exclusively or almost 

exclusively on performing procedures 

ignore these critical success factors. 

Public Health interventions and Safety 
net Delivery Systems

Efforts that emphasize disease 

prevention, such as community water 

fluoridation, sealant initiatives and 

school-linked health education and 

care programs are critical for improving 

the public’s health, especially over the 

long term. But they are no substitute 

for comprehensive care provided by 

dentists to diagnose and treat disease. 

Federal law requires all community 

health center applicants, as a condition 

of receiving federal funding, to dem-

onstrate that they will provide dental 

services to the population served by 

the facility either on site or through 

a contractual arrangement. Unfortu-

nately, these requirements have not 

significantly improved access to dental 

services for the underserved—the Fed-

erally Qualified Health Center system 

remains troubled. The dental safety net 

services provided through community 

health centers remain limited, and 

retaining dental providers through tra-

ditional means i.e., hiring dentists and 

dental auxiliaries on staff is challenging. 

That said, dental clinics, whether 

government funded, private or nonprof-

it can have a critical role in communities 

that for whatever reason cannot attract 

sufficient private dental practices. In 

some communities these clinics may be 

the only resource available for dental 

care, and they often are overwhelmed. 

Many dentists who dedicate their 

careers to working in them do so out of 

powerful sense of social responsibility.

But the system cannot sustain itself 

relying solely on doctors who, upon 

completing grueling years of education 

and training, to say nothing of attempt-

ing to borrow and repay the cost of 

completing dental education, choose 

such selfless career paths. To attract 

In many cases, underserved popula-

tions also face cultural barriers. This 

is nowhere more evident than among 

Native American communities that, in 

addition to their often remote loca-

tions and grinding poverty, often have 

difficulty interacting with people from 

the American mainstream. Similarly, 

increasing numbers of people living 

throughout the country have lim-

ited English proficiency or come from 

cultures that lack awareness of basic 

oral hygiene. CDHCs are recruited 

from these same communities, ide-

ally not just similar communities 

but the actual communities to which 

they return and work. This critical 

factor can minimize and even elimi-

nate these barriers that, though not 

often associated with access to oral 

health care, can affect it profoundly. 

a d a  w o r k f o r c e  p a p e r

the community dental   

health coordinator is based  

on some of the ADA’s  

key principles for  

breaking down barriers to 

care education, disease 

prevention, and maximizing 

the existing system.
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and retain more dentists to work in 

these facilities, these positions must 

pay competitively. Equally important, 

clinics need to implement new ways 

to partner with private practitioners, 

who not only can adjust to varying 

public sector caseloads, but who can 

confer a degree of efficiency on the 

system of care beyond the capabilities 

of clinics under their current adminis-

trative and compensation structures. 

Dental schools also can be instru-

mental in improving the availability of 

dental services for communities. Their 

clinics and off-site training programs 

provide needed care to patients who 

otherwise could not afford it. The pos-

sibility exists that some dental school 

clinical practices could expand these 

services, using their medical school 

counterparts’ faculty practice model, 

increasing the numbers of patients 

served, creating greater revenues for the 

schools, and providing greater clinical 

training opportunities for students and 

residents. Ninety-one percent of schools 

now require students to complete a 

rotation in a clinic or other underserved 

community setting. In 2008 through 

2009, 57 dental schools reported over 

260 average hours of community based 

clinical care provided by their students 

as part of their dental education. 

 There are a number of creative ap-

proaches being used by dental schools 

to provide community outreach and 

care for the underserved. One such 

example is the collaboration of the NYU 

College of Dentistry with the Henry 

Schein Cares Foundation which places 

dental students, faculty, residents and 

hygienists in clinical settings operated 

by Caring Hands of Maine (one of a 

number of domestic and international 

sites covered by the program), in an 

effort to establish sustainable oral 

health systems. Programs like this also 

offer the ancillary benefit of bringing 

students into direct contact with com-

munities of people who have a demon-

strable need for oral health care and the 

real impact they can have in providing 

that care as practicing dentists. Here 

again, any such training must be con-

ducted under the appropriate supervi-

sion of fully trained dentists, for the 

benefit of both patients and students.

Conclusion
The preceding discussion takes 

place in a terrible context: an ongo-

ing epidemic in the most powerful 

country in the world, one that cor-

rodes lives, robs children of otherwise 

bright futures, aggravates chronic 

and expensive-to-treat medical con-

ditions and even, as in the case of 

12-year-old Deamonte Driver, kills. 

Untreated dental disease in Amer-

ica is a national disgrace. The silent 

epidemic owes in part to a failure to 

speak up. Dentists have carried the 

burden of advocating and caring for the 

underserved, mostly alone, for decades, 

with only limited success. Perhaps 

most frustrating is that real change 

is within reach. The system of clini-

cal care is essentially in place, one that 

has proven to be a model for the larger 

sphere of health care—patient educa-

tion, focused prevention and, when 

needed, early intervention to restore 

optimal health. When brought into 

this system, patients are empowered 

to be stewards of their own health. 

Changes to the dental workforce 

can be a key factor—though far from 

the only factor—in extending good oral 

health to millions of people whose well-

being is diminished because they lack 

it. The use of expanded function dental 

assistants, oral preventive assistants 

and patient navigators like the com-

munity dental health coordinator can 

As the nation’s leading advocate for oral health,  
the ADA:

n Urges both new and existing stakeholders to work more collaboratively, 
recognizing that our shared values and goals greatly outweigh any differ-
ences in how we believe those goals should be pursued.

n Invites the broader community to join our movement. Educators, faith-
based and charitable groups, additional doctors’ and other health asso-
ciations, and private industry all have roles to play. The more diverse the 
group, the greater its chances for success.

n Asks all stakeholders to collaboratively set ambitious yet realistic goals 
for the short- and long-term as a first step toward pooling resources and 
working in aligned purpose to effectively end untreated dental disease 
in America.
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greatly improve efficiency and capacity. 

That other sectors of society are 

becoming increasingly vocal and 

passionate about the issue can only 

help. Disagreement among the new 

and old players in the field is natural 

and ultimately healthy. But one thing 

is sure—efforts to end the epidemic 

of untreated dental disease that do 

not position dentists as leaders and 

guides are doomed to fail. Expending 

precious resources on workforce 

experiments that ignore the experi-

ence and inarguable success of the 

existing delivery system would be a 

costly trip down the wrong road. The 

people we all want to help deserve 

better, and the dental profession 

stands ready to continue our work, 

aided by our new allies, toward our 

common goal of a healthier, more 

productive nation.             

a d a  w o r k f o r c e  p a p e r

Ask THE BROKER
Question:  

I have been to seminars that promote a long 
transition in the sales process. What is your 
company’s position? 

This is a great question! Our company has been involved in at least 2,000 
successful transitions over the past 30 years. We do not believe in long 
transitions for the following reasons: 
1. A practice is either a one doctor practice or a two doctor practice. It is not both

for however long this transition is to take place.  Staff, size of patient base, & 
number of treatment rooms are just a few of the considerations. Does it simply 
revert back to a one doctor practice when the retiring doctor finally calls it 
quits? 

2. Patient loyalty issues: Most patients will want to see the original doctor, even 
if he is only working a day or two per month. They will wait for his next open 
appointment, even 3-6 months if they are not in pain, or ask to smooth out that 
broken cusp until they can see him.  

3. The risk of exposing your greatest asset to another doctor: Goodwill, i.e. your 
patient base, usually accounts for 70 to 80% of your practice value. What if 
the doctor backs out of the purchase & the patients, or staff, wish to leave with 
him? Unless there is a significant down payment that can be retained, 
covenants not to compete are generally unenforceable for associates. Usually 
young doctors do not have any sizable money to put down. 

4. If the transaction is already consummated, the young dentist may be $350K in 
debt from school loans. He will soon realize that he cannot afford to keep the 
retiring dentist employed when he starts paying on the new debt of his practice 
loan & his own personal expenses.  

Most patients will continue to go back to where they have been treated in the 
past. Patients know the staff & many have developed relationships with them. 
They do not want to have X-rays taken if they go to another dentist.  They 
will normally give the new dentist a try & it is up to the new dentist to win 
them over.  
In our experience, a good letter of introduction, gaining support of the staff & 
trying not to rock the boat too much in the beginning will yield a successful 
transfer of patients. A nationwide consulting firm places the attrition rate at 
only 5% if these suggestions are followed. That has also been our experience. 

Timothy G. Giroux 
 DDS/Broker 

Timothy G. Giroux, DDS is currently the Owner & Broker at Western Practice Sales 
(westernpracticesales.com) and a member of the nationally recognized dental organization, 
ADS Transitions. You may contact  Dr Giroux at:   wps@succeed.net or 800.641.4179 
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Progress. It’s what happens when 25,000 
dentists work together.
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his essay considers the inter-re-

lationship of three concepts: the 

meaning of profession, societal 

expectations, and reform of the 

dental workforce; concepts with 

points of concurrence, but also elements 

of tension. However, the tensions existing 

must be responded to thoughtfully and 

creatively if the problem of access to oral 

health care for children is to be addressed.

There is increasing evidence that the 

expectations of society for access to oral 

health care are not being met with the 

current dental workforce and delivery 

system, and that influential policy leaders 

want reform. Dentists ask, “Upon what 

basis can society hold expectations for 

dentistry and anticipate that the profes-

sion should respond? What evidence 

exists that suggests society is dissatisfied 

with the profession of dentistry? What 

sort of oral health care reform could sat-

isfy societal expectations?” This essay will 

attempt to respond to these questions.

the nature of a Profession
Societal expectations for dentistry 

are grounded in what it means to be 

a profession, and the nature of a pro-

fession’s relationship with society; 

the society that authorizes the exis-

tence of dentistry as a profession. 

Societal Expectations  
and the Profession’s 
responsibility to reform 
the Dental Workforce  
to Ensure Access to  
Care for Children
david a. nash, dmd, ms, edd

a b s tr act  Societal expectations raise the issue of the nature of a profession and a 

profession’s relationship with society. Influential policy leaders want reform of the oral 

health workforce and delivery system in such a manner as to ensure that improvements 

are made for accessing care, particularly for vulnerable and disadvantaged populations, 

especially children. This essay is based on a presentation to the House of Delegates of 

the California Dental Association on Nov. 13, 2009.
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edd, is the William R. 

Willard Professor of Dental 
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Abraham Flexner, a public intel-

lectual and a major reformer of medical 

education in the early part of the 20th 

century, identified the characteristics of 

learned professionals.1 His characteristics 

established the criteria for understand-

ing the nature of a learned profession in 

20th century America and have endured 

until today: 1) the work of professionals 

is primarily intellectual; 2) their work is 

based in science and learning; 3) their 

work is practical; 4) their work can be 

taught and learned through education 

beyond the usual level; 5) they organize 

into democratic collegial units; and 6) 

they exist to achieve societally defined 

goals rather than the self-interest of 

their members. Flexner went on to say, 

“professions are organs contrived for the 

achievement of social ends rather than as 

bodies formed to stand together for the 

assertion of rights for the protection of 

interests and privileges of their members.” 

It is salient to reconfirm that the designa-

tion “profession” is not self-appropriated, 

but rather is a sociological concept; an 

appropriation of society earned as a 

result of achieving these specific criteria. 

The terms profession and professional 

can have somewhat ambiguous meanings. 

In one sense a professional is “someone 

who is not an amateur.” Kobe Bryant is a 

“professional” basketball player — clearly, 

not an amateur. However, in the much 

more profound sociological sense, a pro-

fessional is someone who is a member of 

one of the traditional learned professions 

of law; medicine, with dentistry as a spe-

cialty thereof; and the clergy. These clas-

sical learned professionals emerged in the 

late Middle Ages, when the overwhelming 

majority of people were illiterate. In that 

society, there arose groups of individuals 

who, as a result of education, could read 

and write and thus were able to provide 

practical and needed services for those 

who were illiterate. Attorneys were able to 

draft contracts for the legal exchange of 

goods and property; physicians were able 

to read and study, thus learning of me-

dicaments and procedures to palliate or 

cure disease; clergymen were able to study 

and interpret scripture for the unlearned.

These groups of individuals had access 

to knowledge to which the average hu-

man being had no access, and as a result 

possessed special power; knowledge is 

an exchange of gifts; and 3) a change of 

being. Marriage is a well-understood cov-

enant today. When a couple marry they 

promise to love, honor, and cherish one 

another in their marriage; they exchange 

gifts, wedding bands, as a symbol of the 

promises made; and, finally, they undergo 

a transformation of being. They are no 

longer single individuals but are now 

understood by society to be in the rela-

tionship and role of “husband” and “wife.” 

Professor May argued that dentistry as a 

profession exists in a covenant relation-

ship with society. Society has promised 

our profession a monopoly to care for 

the oral health of the American public. 

Our profession has promised society that 

we will care for its oral health faithfully 

and well. Society grants us the gift of 

self-regulation, and, in most instances, a 

dental education and student loans that 

are tax subsidized. We give society our 

knowledge and skills. As a result of the 

promises made and the gifts exchanged, 

a transformative change of being has 

occurred — we have become a profes-

sion; society has become our patient.

The status of dentistry as a profession 

is the legacy of previous generations of 

practitioners who, in advocating for water 

fluoridation and personal preventive 

therapies, were viewed and understood 

by society as placing the public good 

above personal monetary gain. Histori-

cally, dentistry has focused on serving 

the oral health needs of patients and 

society, with the financial gain derived 

being a natural and appropriate conse-

quence of the service provided. Today, 

increasing numbers of dentists under-

stand themselves to be practicing in the 

marketplace of health care, function-

ing within the context and culture of 

a business enterprise rather than that 

classically expected of a profession.3

The eminent free-market theorist, 

power. Attorneys had power over prop-

erty; physicians — power over personal 

physical well-being; and the clergy power 

over divine providence. Lay people seek-

ing assistance had to trust that these 

groups would use their knowledge in 

the public’s best interest. Attorneys, 

physicians, and clergymen professed 

— that is vowed or promised — that 

they would always use their knowledge 

to further not their own personal best 

interests, but rather the best interests of 

their clients, patients, and parishioners; 

that they could be trusted. Financial 

gain, though essential, was derivative. 

The noted biomedical ethicist, Wil-

liam May, used the metaphor of covenant 

to help explain the nature of the relation-

ship of a profession with society.2 There 

are three elements in the classical concept 

of a covenant: 1) a pledge or promise; 2) 

historically, dentistry  

has focused on serving the 

oral health needs of patients 

and society, with the financial 

gain derived being a natural 

and appropriate consequence 

of the service provided. 
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Adam Smith, in The Wealth of Nations, 

drew a distinction between social goods 

and consumer goods.4 He argued that 

for a market economy to function, 

it must be based on a foundation of 

what he called social goods. Among the 

identified foundational social goods are 

safety, security, education, and health 

care. Such social goods were for Smith 

outside the marketplace and not subject 

to the forces of supply and demand. 

Rather, they were seen as basic hu-

man needs and imperatives to be met 

by society in order for a marketplace 

to even exist. It is difficult to imagine 

a market-based economy surviving 

without citizens having a strong sense of 

personal safety and security, the physical 

health — including oral health — with 

which to work, and a basic education 

in the cognitive skills necessary to 

function in the marketplace. Smith 

was correct in affirming that health, 

including a “decent, basic minimum” 

of oral health, is a social good, not a 

consumer good. Basic oral health care is 

not analogous to purchasing furniture 

or buying a television. Oral health care, 

basic care that is not elective, care that 

is focused on preventing and/or elimi-

nating oral disease, is not a commodity 

to be purchased in the marketplace. To 

accept basic dental care as a consumer 

good is to accept the access problem 

to oral health care that exists today. 

Talcott Parsons, frequently referred 

to as the dean of American sociol-

ogy, put it this way, “The core criterion 

of a full-fledged profession is that it 

must have means of ensuring that its 

competencies are put to socially re-

sponsible uses … professionals are not 

capitalists … and they certainly are not 

members of proprietary groups.”5 

Rashi Fein, the noted Harvard 

health economist, expressed distress 

regarding the transformations occur-

ring, “A new language has infected the 

culture of health care. It is a language 

of the marketplace, of the tradesman, 

and of the cost accountant. It is a lan-

guage that depersonalizes both patients 

and health professionals, and treats 

health care as just another commodity. 

It is a language that is dangerous.”6

Emeritus professor Kenneth Arrow 

of Stanford University won the Nobel 

Prize in economics in 1972 partly because 

of his ability to demonstrate that health 

Dentistry as a profession serves the 

end of human well-being, that is, oral 

health for individual patients and for so-

ciety at large. While professionals derive 

financial gain from their life’s work, it is 

truly derivative; a byproduct of fulfilling 

the promise or vow they made in becom-

ing a professional. A profession is a way 

of life, a vocation, not only or simply a 

way of making a living. Dentistry under-

stood as a business sees the oral health of 

patients, not as ends in themselves, but 

merely means to the dentist’s personal 

ends. Dentistry as a business serves the 

end of personal profit, with oral health 

being understood as a means to that end. 

Understanding dentistry primarily as a 

business places dentistry in the market-

place, where oral health care becomes 

a commodity produced and sold for a 

profit. The business model of selling cures 

undermines the professional model — a 

model rooted in a tradition of caring.10 

Dentistry is, or should be, a profession. 

This is not to deny the business dimen-

sion of a profession. Professionals must 

pay overhead costs, provide for their 

families, and certainly deserve an honor-

able financial return for their services 

to individuals and society. However, 

dentistry is a business only in the sense 

that good business practices must exist 

in support of professional practice.

Societal Expectations
Today, society is examining its rela-

tionship with dentistry and is beginning 

to conclude that it is not being treated 

fairly in the social covenant, that the 

profession is failing in its responsibility 

of caring for the public’s oral health. One 

of the most important and influential 

books of philosophy written in the 20th 

century was A Theory of Justice by the late 

professor John Rawls of Harvard Univer-

sity.11 Rawls defined justice as fairness: 

care cannot be considered a commodity 

of the marketplace due to the complex-

ity of medical knowledge that creates a 

significant power differential between 

health professional and patient; thus 

precluding the patient from being able 

to correctly determine the relationship 

between the cost of care and its value — 

a requisite for a marketplace transaction.7

Arnold Relman, long-time distin-

guished editor of the New England Journal 

of Medicine put it bluntly, “Health care is 

not a business.”8

The American medical educator and 

ethicist, Edmund Pellegrino, in an article 

in The Journal of Medicine and Philosophy, 

concluded, “Health care is not a commod-

ity, and treating it as such is deleterious to 

the ethics of patient care. Health is a hu-

man good that a good society has an obli-

gation to protect from the market ethos.”9

to accept basic 

dental care as a 

consumer good is to 

accept the access problem 

to oral health care that 

exists today. 

s o c i e t a l  e x p e c t a t i o n s
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fairness in our individual interactions 

with one another, and fairness in the 

social contract — how we live and relate 

to one another in society and negoti-

ate relationships that are fair. Justice 

is the foundational concept of ethics. 

Ultimately, all notions of ethics are about 

people cooperating with one another and 

in so doing, treating one another fairly. 

In all good relationships there is a sense 

of reciprocity, of mutuality, of believing 

one is receiving as much as one is giving. 

Society is concluding that its relationship 

with dentistry is out of balance — that 

it is giving more than it is receiving, pri-

marily due to the inability of significant 

numbers of members of society being 

able to gain access to oral health care.

Evidence for society’s unrest with 

the profession can be found in a 2002 

report of the National Conference of State 

Legislatures (NCSL).12 The Robert Wood 

Johnson Foundation had commissioned 

the NCSL to conduct a study of policy bar-

riers to accessing oral health care, and to 

suggest opportunities for intervention by 

the foundation. The report expressed the 

view that “those who work on oral health 

issues seem very much rooted in the 

present and are not thinking about bold, 

new solutions.” The report stated that a 

constant theme was “the lack of advocacy 

for oral health issues in general and access 

to dental care for low income people in 

particular.” A consistent finding was that 

there is a steady undercurrent of negative 

feelings about dentists among the public 

policy leaders interviewed. Leaders in ev-

ery state made offensive comments about 

dentists. The report went on to emphasize 

that the main and most powerful advo-

cacy group for oral health issues in most 

every state is the state dental association. 

The report expressed the view that 

dental associations are “poor advo-

cates for access to dental services, 

particularly for Medicaid and S-CHIP 

beneficiaries, as they are perceived as 

self-serving in seeking increased reim-

bursement rates.” It also suggested we 

are perceived as providing “false leader-

ship or lip service to access issues for 

low-income people.” The report stated 

that even though reimbursement rates 

may be below usual and customary 

fees, many state legislators believe that 

dentists “have a community service 

obligation … [to participate in these 

programs] that they are not meeting.” 

of 2009 (CHIPRA) mandating that the 

Government Accountability Office report 

to Congress on alternative dental care 

delivery models suggests dissatisfaction 

with dentistry’s performance in caring for 

children.20 Finally, the Patient Protection 

and Affordable Care Act, the bill passed by 

Congress and signed by President Obama 

on March 24, 2010, includes funding for 

demonstration projects for alternative 

dental health care providers, suggesting 

the inadequacy of the current workforce 

model in addressing societal needs.21

While society is upset with oral health 

care access generally, society is frustrated 

with the profession’s inability to care for 

poor and minority children, our most 

vulnerable populations; a population that 

cannot be personally held responsible for 

their lack of oral health. To the extent 

that the Patient Protection and Afford-

able Care Act deals with oral health, it 

focuses on children, with dental insur-

ance for children being a mandate in all 

policies sold through the exchanges.21

Norman Daniels, professor of bio-

ethics at the Harvard School of Public 

Health, contends that a just society 

should provide basic health care to all, but 

redistribute health care more favorably 

to children.22 He justifies this conclu-

sion based on the effect health care has 

on equality of opportunity for children, 

with equality of opportunity being a 

fundamental requirement of justice. 

Poor and minority children, the most 

vulnerable individuals in our nation, have 

the highest prevalence of disease, the 

poorest access to care, and the poorest 

overall oral health. Justice demands they 

ultimately have “equal opportunity” to 

do well. If justice is to be served, and if 

the profession of dentistry is to fulfill its 

moral imperative, the dramatic inequi-

ties that exist in the oral health and oral 

health care for children must be ad-

The Alaska Native Tribal Health 

Consortium’s successful initiative of 

introducing dental therapists in Alaska 

gives testimony to dentistry’s failings.13,14 

The Minnesota Legislature passed 

legislation authorizing the training and 

practice of dental therapists documents 

our failing.15,16 The current interest of the 

Kellogg Foundation in funding multiple 

initiatives to expand the dental work-

force through the addition of dental 

therapists annotates our failure.17,18 The 

Health Research and Services Admin-

istration (HRSA) recently announced 

funding of $2.4 million to the Institute 

of Medicine to study ways to guide 

“federal investments in service delivery 

models that expand access to oral health 

care and improve its quality” is indica-

tive of failure.19 The Children’s Health 

Insurance Program Reauthorization 

the character of 

a society can be 

evaluated in terms 

of its concern for and 

care of the health of 

its children.
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  dressed. The character of a society can 

be evaluated in terms of its concern for 

and care of the health of its children. 

President John F. Kennedy said it well, 

“Children may be the victims of fate; they 

must never be the victims of neglect.” 

In the a 2009 issue of the American 

Academy of Pediatric Dentistry’s journal, 

Pediatric Dentistry, a past president of the 

academy said in an editorial, “There is no 

access problem where dentists are reason-

ably reimbursed.”23 There is scant evidence 

to support this view. Dr. Burt Edelstein, 

founder and executive director of the 

Children’s Dental Health Project, in testi-

mony before Congress in October 2009, 

on health care reform, cited evidence that 

an increase in professional fees appears 

to only marginally improve dentists’ par-

ticipation in Medicaid.24 The academy past 

president went on to state, “The United 

States has the best model of delivering 

care that exists.” However, the criteria for 

such as assertion were not described.

An editorial, The ADA and Health 

Care Reform, written by the chair of the 

ADA Council on Governmental Affairs, 

was published in the October 2009 issue 

of the Journal of the American Dental 

Association.25 Highlighted in the sidebar 

of the editorial is the comment, “Fun-

damentally, our advocacy is guided by 

ADA policy based on a belief that the 

dental delivery system works extremely 

well for most Americans and should be 

left untouched by any reform effort.” He 

continued by saying, “Reform bills don’t 

address the fundamental problem with ac-

cess to dental care in America: improving 

funding for dental services in Medicaid.” 

The financial shortages that exist in state 

and federal budgets make such increased 

funding problematic. Society is becoming 

increasingly upset with the profession’s 

lack of responsiveness and is beginning to 

demand creative, alternative, and afford-

able approaches to ensuring that every 

child in America has equal opportunity to 

flourish in life by having good oral health.

It is no longer reasonable, nor practical, 

nor effective for dentistry to advocate in 

defense of the current delivery system and 

workforce that cares for children. Society is 

simply exhausted with dentistry continuing 

to say essentially, “Give us more money and 

leave us alone.” A professional association 

that evidences an attitude of protecting 

professional prerogatives will result in a 

realization that self-interest is ultimately 

grounded in the good of others — the 

common good. Thus emerged the notion 

of an enlightened self-interest. All are 

self-interested, and appropriately so. 

However, the self-interest of a profession 

is ultimately best served when it focuses 

on what is in the best interests of the 

society that has authorized its existence. 

Charles E. Wilson, a noted entrepre-

neur of the marketplace and the chief 

executive officer of General Motors at the 

apogee of its success in the 1950s, while 

testifying before a congressional commit-

tee, made a statement that became widely 

misquoted, possibly because it seemed a 

counterintuitive comment for the leader 

of America’s then-largest corporation. He 

is frequently misquoted as saying, “What 

is good for General Motors is good for the 

country.” He spent the reminder of his life 

correcting people who misquoted him. As 

the congressional record indicated, what 

he actually said was, “What is good for the 

country is good for General Motors.”26 

What is good for the oral health of the 

citizens of United States is good for the pro-

fession of dentistry, including its business 

dimensions. However, the profession must 

be vigilant to ensure that dentistry never 

comes to believe nor promulgates the re-

verse: That what is good for the profession 

of dentistry is good for the country’s oral 

health. ADA President Tankersly affirmed 

a position comparable to Charles Wilson’s 

when he said at the 2009 ADA Annual Ses-

sion, “What is best for the patient is what is 

best for the profession.”27 Society is the pro-

fession’s patient, and access to care for all 

of America’s children is best for dentistry.

In 2004, the American Dental Associa-

tion legally challenged the existence of 

dental therapists practicing in Alaska.28,29 

The challenge failed in the courts and in 

the court of public opinion.30 Such action 

was and is perceived by the public as being 

diminution of society’s respect. Dentistry 

has earned much societal respect over 

many years for advocating for water fluori-

dation and preventive dentistry, whatever 

is best for the oral health of Americans — 

not necessarily what is best for dentists. 

However, the language and work of our 

professional associations today some-

times belies a commitment to protecting 

dentists, rather than promoting the public 

good. To the extent this is true, we fail as a 

learned professional organization and de-

serve the appellation of a trade association.

the Profession’s Enlightened  
Self-interest

The European enlightenment of the 

18th century brought new social and 

political understandings. Among them 

was the appreciation and valuing of 

self-interest. However, there was also the 

what is good 

for the oral health of the 

citizens of United States 

is good for the profession 

of dentistry, including its 

business dimensions.
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blatantly self-interested — protecting 

our turf. Native American children have 

the highest rate of dental caries of any 

population group in the nation.31 There 

are inadequate numbers of dentists to 

care for them. Dental therapists have been 

shown to be able to safely and effectively 

care for children for almost a century in 

other countries of the world, and now for 

almost five years in Alaska.32-35 It would 

have been much more thoughtful and 

effective for dentistry’s leadership to say, 

“Dental therapists could possibly be valu-

able members of our dental team in caring 

for America’s children. The Indian Health 

Service clinics would be an excellent place 

to conduct a demonstration project to 

test their effectiveness. Let’s advocate for 

health care reform that calls for demon-

stration projects for alternative dental 

providers, and encourage projects with the 

IHS.” Such a statement would have been 

an example of enlightened self-interest.

Calling on the Western intellectual 

and cultural tradition of an enlightened 

self-interest is a needed corrective to the 

individualistic and business culture that is 

infecting the profession of dentistry today. 

The professional status granted dentistry by 

society, with the monopoly it affords, can 

be lost absent taking seriously the obliga-

tion that exists to ensure all of America’s 

children have access to oral health care. 

Conclusion
Dentistry must ensure that access to 

oral health care exists for all of Americans, 

but with priority consideration of chil-

dren; access in such a manner that major 

barriers are destroyed; and parents, no 

matter their economic status, ethnicity, or 

cultural circumstance, can be assured their 

children will be treated justly by society in 

that they will have an equal opportunity, 

with other children, for good oral health. 

The profession must search for the “bold, 

new solutions” the RWJ Report of 2002 

said dentistry was not thinking about. 

Inherited assumptions about how the 

delivery system has been structured in the 

past must be challenged, and a workforce 

and delivery system must be created that 

meets society’s expectations; expectations 

that include all of our children reach-

ing adulthood with good oral health. 

The Greek philosopher Heraclitus rec-

ognized it more than 2,500 years ago when 

he said, “Nothing endures but change.” 

early 20th century.36 Yet, dental hygienists 

are now respected, important, and valued 

members of the oral health workforce.

Dentistry needs thoughtful, commit-

ted, courageous leadership from members 

of the profession. Dentistry must distin-

guish itself by being a true profession, a 

profession that can be trusted to place the 

welfare of society first and foremost in all 

of its deliberations; by being faithful to 

the covenant that exists with society; by 

creating a more effective and less expensive 

way to ensure oral health care for all of 

our children; and by not only meeting but 

exceeding societal expectations. 
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write this as a contribution to 

the debate about the desirability 

of having so-called midlevel care 

providers as part of the dental team.

First, we need to ask the ques-

tion why do we need to consider an 

additional level of care for the oral health 

of the public? In simple terms, there is 

more dental disease in this country than 

we appear to be able to handle with the 

existing work force. The corollary is that 

there are large segments of the popula-

tion, especially the underserved who have 

insufficient, or no, access to care. But is 

this true? Perhaps it is the way that we 

deliver care that is the issue rather than 

the number and skills of the providers. I 

submit that we need to consider the pro-

vision of health care in the broader sense, 

rather than focusing just on oral health.

I am in an interesting position to 

comment on these issues because of two 

things. Firstly, I have spent almost 40 

years of my life conducting research into 

the mechanism of dental caries and ways 

to control and reverse the caries process. 

Of course, oral health is not just about 

dental caries, but I will focus on that as 

one of the biggest problems to deal with. 

Secondly, I grew up in New Zealand 

where the so-called “dental nurses” 

provided dental treatment for children 

up to age 12. I experienced firsthand the 

successes and inadequacies of the system. 

Further, in the early years of my career 

in dentistry, I was involved closely with 

these providers as I started on the road 

to contributing to the unraveling of the 

mysteries of the disease we call dental car-

ies. The provision of restorative treatment 

is the predominant mode rather than 

prevention and intervention. As a result, 

my passion for decades has been to find 

ways to understand the disease and, most 

importantly, to find ways to better predict 

the future risk of decay and how best to 

manage and prevent its progression. 

We have reached the point now where 

we have evidence-based caries risk assess-

ment and good intervention methods 

of therapy that can be used, based upon 

the assessed risk level. We call this “car-

ies management by risk assessment” or 

CAMBRA for short. Restorative treat-

ment goes hand in hand for the overall 

improvement of oral health with the aim 

being to prevent new decay and reduce or 

eliminate the need for future restorative 

work. This is no longer a dream: it can be 

a reality. Many of us around the world 

are now concentrating on improving the 

therapeutic approach and developing even 

A View From Both Sides
john d.b. featherstone, msc, phd 

a b s tr act  This letter to the editor is from one of the key figures in caries 

management by risk assessment. Dr. Featherstone brings a unique perspective to 

the access issue. He grew up in New Zealand and experienced care under the dental 

therapist provider model. His letter is included here because it complements the other 

articles by providing his views on CAMBRA in the context of addressing barriers to care. 
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  better detection methods and therapies.

So where does all this fit into the world 

of “barriers to care”? Let me lay out a 

scenario. If we have health care providers 

who can rapidly assess caries risk and pro-

vide preventive and interventive therapy, 

the need for restorative treatment will be 

dramatically reduced. If we spend suffi-

cient resources on this approach, perhaps, 

the number of dental providers trained to 

do detailed technical tasks, such as resto-

ration, can be more effectively used and 

a team approach can provide oral health 

care to far greater numbers of people.

How can we achieve this? We can teach 

health care providers such as dentists, 

dental assistants, dental hygienists, nurse 

practitioners, physician’s assistants, fami-

ly medicine providers, pediatricians, phar-

macists, other auxiliaries all to do caries 

risk assessment and provide appropriate 

therapy. That is, to embrace the principles 

and practice of CAMBRA. The therapy 

includes fluoride treatments to enhance 

remineralization, antibacterials to reduce 

the cariogenic bacterial challenge, calcium 

phosphate therapy for remineralization, 

nanotechnology for remineralization, pro-

biotic therapy, therapy to enhance salivary 

action, and products yet to be developed.

The role of CAMBRA should be 

extended through health care in the 

broadest sense utilizing work forces that 

are already seeing the patients most 

in need. I appeal to us all to think very 

openly for the good of our underserved 

populations and to use our resources 

in the ways I have outlined above to 

provide improved oral health to millions 

of children and adults in the United 

States and across the world. 
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All issues back to 
1998 are available 
at cda.org
No password required.

Missing a Journal?

Journal_archive_1_6th_vert.indd   1 6/23/11   9:09 AM



Celebrating ten years!

Creating smiles, changing lives 
in 2010.

Thank you to our Platinum 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.

C

M

Y

CM

MY

CY

CMY

K

Foundation_10yr_thanks_REV2.pdf   1   6/23/11   9:45 AM



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
ARCADIA - Spacious 2,600 sqft luxury office w/ a home town feel. Leasehold & Equip Only. 6 fully eq. op's w/ Adec chairs. ID #4015.

BEVERLY HILLS - Long established state of the art practice focused on restorations w/ 7 eq. ops. Grossed $818K in 2010. ID #4009.

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

ENCINO - Leasehold & Equip Only! Located on 2nd fl of multi story prof bldg w/ 2 eq. ops & 1 plmbd not eq. Low sales price.ID #4005.

LOS ANGELES - GP located in a 2 story busy shopping center w/ great exposure & valet parking. Equip w/ Charts Only. ID# 3861

LOS ANGELES - In Wilshire West Bldg, wired for digital network - no equipment - but an excellent lease well under market rate. #4011.

LOS ANGELES - Long established practice located in a shopping center w/ heavy traffic flow. NET $58K. ID #2771.

LOS ANGELES - Leasehold & Equip Only! Excellent for a 1st time Buyer. Neat office w/ 3 eq ops in a multi story bldg. ID#4025.

MALIBU - General practice located in a very desirable upscale area with excellent exposure, visibility and signage. 4 eq ops. ID #3651.

RESEDA - Family dental Turnkey office in a single story Med/ Dent bldg w/ excellent street visibility and high traffic flow. ID #3998.

SAN GABRIEL - Leasehold & Equip Only! Great opportunity for GP or Specialist, located in single story building w/ 2 eq ops. ID#3161.

UPLAND / CLAREMONT Ortho - Established practice in a med/dent bldg in upscale neighborhood with an ideal location. ID #3681.

WEST HILLS - Long established state-of-the-art practice w/ 6 computerized eq. ops., in a 3 story Med Prof. bldg. Fee for service. #4013.

WHITTIER - Fee for serv pract w/ 59 yrs of gdwll. Located in a 1,450 sf single standing bldg w/ private parking. Bldg for Sale. ID#3931.

WOODLAND HILLS - Well equipped Pedo office with 3 chairs in open bay area. 31 years of goodwill. NET OF $237K. ID #3661.

ORANGE COUNTY
ALISO VIEJO - Beautiful spacious practice with 4 fully eq. ops. Great opportunity for GP or Spec. Leasehold & Equip Only! #3751.

ALISO VIEJO - PRICE REDUCED!!Modern design Turn Key practice with great views and beautiful decor. ID #3301.

GARDEN GROVE - Turnkey practice w/ over 20 years of gdwll located in one story free standing building w/ ample parking. ID #3988.

IRVINE - Price Reduction!! Leasehold & equip. only. 5 eq. ops., 1,450 sq. ft suite located in busy Ralph’s shopping center. ID #3401.

IRVINE - Leasehold & Equip Only! Great opportunity for a Spec.! Beautiful décor office w/ 4 ops, located in a Med / Dent bldg.ID#3986.

IRVINE - Leasehold & Equip Only! Well laid out office in a multi story professional medical building. Great views. 7 eq ops. ID #4019.

LAKE FOREST - PRICE REDUCED! Modern design office with State-of-the-Art equipment. Leasehold & Equip Only. ID #3631.

MISSION VIEJO GP - Well established fee for service practice is located in a single story busy shopping center. NET $180K ID #2061.

ORANGE GP - Well established practice located in a single story medical center with 4 fully eq. ops., 1 plumbed not eq. ID #3531.

YORBA LINDA - Turn Key practice located in a free standing building w/ heavy traffic intersection & excellent street visibility. ID #3711.

RIVERSIDE / SAN BERNARDINO COUNTIES
HEMET - Established 30 yrs ago this beautiful practice consist of 3 eq. ops & 1 plmbd not eq. located in a busy shopping center # 3851.

MURRIETA - State of the art office consist of 6 spacious eq. ops. and is located in a prestigious stand alone building. Turnkey. ID #4002.

MURRIETA - Price Reduced! Leasehold & Equip w/ some charts. Well design office with 4 fully eq. ops., 1,350 sq. ft office. ID #3221.

RANCHO CUCAMONGA - Leasehold & equip. only! 6 eq. ops., 1,800 sq. ft. ste located in 2 story med/ dent building. ID #3191.

UPLAND - Leasehold & Equip Only! 3 eq ops office located busy single story shopping center with great mountain views. ID#3982.

VICTORVILLE- Fee for service practice, located in a single standing building with over 55 years of goodwill. Bldg for Sale. ID #3861.

SANTA BARBARA & KERN COUNTY
BAKERSFIELD - State of the art office. Fee for service. Grossed approx. $1.9M for 2010. NET OF $405K. Gorgeous office. ID #4017.

FRESNO - Central Valley" GP - Well designed office located in a single story building with over 20 years of goodwill. ID #4023.

SANTA MARIA GP - Established over 13 years this practice is located in a Medical plaza. 4 eq. ops, with Eagle Soft software. ID #4007.
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Classifieds

plumbed operatories. Newly remodeled. 

Quiet room. 1,000 sq. ft. office. Tremen-

dous amount of underserviced young 

families in the area. $1250 a month.  

Please call 661-871-0780.

dental building for lease in 
escondido — Stunning and exclusive 

2,000 sq. ft. single story, free-standing 

building dental building in prime 

location. Good visibility and ample 

parking. Plumbed for six operatories and 

two labs. Private office, two restrooms 

and beautiful reception area with bay 

window. Contact Vern at 760-739-1312 or  

blaney@cox.net.

equipment for sale — Our office 

purchased new intraoral wall ($1500), 

mobile X-rays ($1500), chairs and units 

packages ($3695), implant motors ($1995) 

and more. Need to downsize. Everything 

brand new, still in box with warranty. 

Contact 561-703-1961 or nycfreed@aol.com.

bakersfield pediatric dental 
office for rent/lease — Long 

established pediatric dental office. Four 

How to Place a  

Classified Ad

For information on placing a classified, 

contact Jenae Gruchow at 916-554-5332 

or Jenae.Gruchow@cda.org.

The deadline for classified advertising 

is the first day of the month, prior to the 

month of publication. After the deadline 

closes, ads will not be accepted, altered 

or canceled. Deadlines are firm.

Licensed agents and brokers may not 

place classified ads. 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.

continu es  on 5 1 6

equipment for sale

offices for rent or lease

dental suites for lease in 
silicon valley — Renovated ortho, 

pedo and general space with views in Los 

Gatos, an affluent community. Close to 

schools, downtown and freeway. Contact 

Trask Leonard at 650-282-4620, email at 

tleonard@baysiderp.com or email owner 

at 234oakmeadow@sbcglobal.net. 

exclusive dental suites for 
lease — Short/long term lease, 

state-of-the-art equipment and accom-

modations. Conveniently located off the 

101 freeway. Laura Miller 818-758-3557.
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office space for lease in rohnert 
park — Blank slate. Build your dream 

office. 3,100 sq. ft. in a dental/medical area. 

Email brushflosssmileinfo@gmail.com.

sacramento foothills office  
for lease or sale — Beautiful, 

turn-key office in high-end retail center 

available for lease or purchase. Located  

in Sacramento Foothills. Owner finance 

okay. Contact 916-390-5993.

santa clara office for rent or 
lease — Fully equipped, six operatories, 

ample parking, free standing one story 

building, approximately 1,800 sq. ft. Close 

to Santana Row. Option to buy. Call 

619-644-2906.

space available for rent — SF Bay 

Area North. 750-5,000 sq. ft. of existing 

dental office. Very reasonable. Inquiries 

707-994-1218.

woodland hills office for sub-
lease — Very desirable Ventura Blvd. 

location with lush landscaping and 

waterfalls. Floor to ceiling windows in all 

operatories. Very reasonable terms and 

free patient parking. Perfect for relocation, 

second office, recent grad or specialist. 

Contact 818-884-9420.

offices for sale

modern four operatory dental 
building in dunsmuir for sale or 
lease — A beautiful mountain setting 

in Northern California with hunting, 

fishing and skiing. Building well 

maintained. Seller motivated, all terms 

negotiable. Seller would consider 

forgiving lease/sale payments for first 

year to help practitioner establish a 

practice. Present dentist moving out in 

order to reduce commute driving time. 

Contact seller at mollyruss@sbcglobal.

net or Doris Moss Realty, Brett Waite, 

Broker, 530-926-3807 or brett@mt-

shastarealty.com.
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CENTRAL VALLEY CONTINUED 
 
I-966  MODESTO - Facility The practice newly 
renovated, w/ professional décor and floor plan. 
Sparkling, immaculate Office ~ 700sf w/2 ops, $89k 
I-9721  STOCKTON -Working on relaxed sched-
ule, Doctor averages 5 pats/day. Dental Professional 
building complex on major thoroughfare. 1,450 sf 
w/3 ops. $75k.  Partial Bldg Buy-out available also 
I-974 MODESTO FACILITY – Dental Prof. Bldg. 
Reasonable rent/Great lease. Newly Remodeled! 
Mid-town location in desirable area. ~ 950sf w/3 
fully equipped ops $119k 
J-928  ATWATER - Well-established & respected 
for gentle treatment. Prof Bldg in desirable area.  
1,313 sf w/3 spacious ops $230k 
J-943  CLOVIS FACILITY ONLY—This would 
cost more to duplicate! Located in a highly visible 
shopping center. Office is ~2,098sf w/ 6 ops $80k 

 
SOUTHERN CALIFORNIA 

 
K-887 ESCONDIDO-Beautifully landscaped dental 
prof bldg 1,705 sf w/5 ops $175k 
 

SPECIALTY PRACTICES 
 
I-7861 CTRL VLY ORTHO- 2,000sf, open bay w/8 
chairs. Garden View. 45 years Goodwill. FFS. 60-70 
patients/day. Prof Plaza. $370k 
D-892 MORGAN HILL ORTHO- Remarkable 
Oppty! Floor to Ceiling windows—wooded court-
yard. 1900sf & 6 chairs in open bay. $275k 
H-913 SIERRA FOOTHILLS ORTHO– Strong, 
loyal base referral base. Practice averages 30 – 60+ 
pats/day.  Pristine, remodeled building w/ ample 
parking. 2,600 sf w/ 5 chairs/bays $500k 
I-9461 CENTRAL VALLEY/ORTHO - Seller has 
strong referral base and happy patients! Well-
respected for excellent, quality service in this family-
oriented community. 1,650 sf w/5 chairs/bays plus 
(2) additional plumbed. $140k 

BAY AREA 
 

A-8941 SAN FRANCISCO– Ready to Move In. 
Fully Equipped. 2 ops. Plumbed for 1 add’l $75k 
A-970 SF – FACILITY 450 Sutter never looked so 
good!!!  Corner suite w/ 7 large windows! Stunning 
city views! 1,000 sf w/4 fully equipped ops $125k 
B-9541  BRENTWOOD - Facility Only Centrally 
located in a highly visible shopping complex well-
established neighborhood. 2,203sf & 6 ops  $230k 
C-7811 SOLANO CO - 2,997 sf w/6 ops + 2 Hyg 
ops + 1 add’l op! Buy the whole practice for $1.3m 
or only 50% for $650k. Call for Info! 
C-8901 SANTA ROSA– Residential area. 40+ new 
pats/mo. Highly Visible! 1291sf & 3 + 1 op. $475k 

C-9501 MARIN COUNTY–Remarkable oppty 
awaits you! Near HWY 101.~ 800 sf  w/3 ops. $300k 
C-976 PETALUMA—Prestigious area! ~ 10 patients 
per Office is ~ 800 sf  w/2 ops  $350k 
C-971  NAPA VALLEY - Large, loyal patient base. 
15-20 pats/day. Located in the heart of town. 1,200 sf 
w/ 4 ops $470k  Building available for Sale Also! 
D-877 LOS ALTOS -Pristine Professional plaza. 
Office is ~ 2,400sf - 6 ops 2009 Collections - 
$819k!! Reduced to $350k to offset rent amount 
D-842 PLEASANTON –1,488sf w/ 2 ops $295k 
D-9091 ATHERTON -Turnkey operation 969 sf & 3 
ops Call for Details! 
D-925  SANTA CLARA -   Retail Center in the heart 
of the Silicon Valley. 1,500 sf & 3 ops $499k 
D-9331 SARATOGA– FACILITY– GD & Special-
ists! State of the Art Equip. 1,187sf w/3 ops  $98k 
D-960 Facility only SAN JOSE - Reasonable rent 
and great lease. Opportunity to purchase condo 
suite also!  1,158sf w/3 fully equipped ops         
REDUCED TO ONLY $85k 
D-965 WATSONVILLE - Location and a large stable 
patient base!  Office ~ 2,393sf, w/ 4 equipped ops + 
plumbed for 4 add’l ops.  $420k 
D-967  SAN JOSE – FACILITY—Like new, beau-
tiful scratch-start office. ~1,600+ sf  w/ 4 ops $150k 
D-968   MILPITAS— FFS practice is situated on 
the corner of two major thoroughfares. Office is ~ 
1,950sf w/2ops.   $175k 

 
 
 

NORTHERN CALIFORNIA  
 
E-729 AUBURN - Busy retail shp ctr w/excellent 
signage & good traffic flow. 1750sf, 4ops. Plumbed 
for 2 add’l ops $250k 
E-915  ELK GROVE—Averages 8 patients  w/ 
approx 5-6 new pats/month. Located in an attractive 
professional building. 1,200sf / 4 ops. $650k 
E-8641 SACRAMENTO-FACILITY Single Story 
office near county buildings. 2,100+ sf w/ 3 ops & 
plumbed for 1 add’l $50k 
E-961 SACRAMENTO -Great opportunity!  12-15 
pats/day. Near 2 major thoroughfares. 5ops.  $325K 
E-969 FAIR OAKS Everyday will be a joy to come 
to work.  Averages 10-15 patients per Office is ~ 
600sf w/2 ops.  $250k 
G-751 WILLOWS- Complete remodel ~5 yrs ago. 
FFS GP. 2350sf /4 ops. Plumbed for 2 add’l. Prac-
tice $50k / Real Estate $185k 
G-875 YUBA CITY–Estab. 30 + years, GP, FFS, 
3575sf /9 ops, great location. $1.63m w/Cerec 
G-883 CHICO VICINITY – Quality FFS GP. Attrac-
tive Prof Plaza. 1,990 sf w/ 5 ops $535k 
G-952 PARADISE- Well-established fee-for-service 
practice.   1,138 sf w/3 ops $185k 
G-975 CHICO ORTHO -Dedicated to providing 
quality treatment to an appreciative, qualifying Denti-
Cal patient base.  25-30 patients per day w/~ 60 new 
pats/month.  900 sf w/ 2 fully equipped ops w/ 
plumbing for an additional op. $90k 
H-856 SOUTH LAKE TAHOE Over 50 new patients/
mo Respected & Growing! 1568 sf & 4 ops $325k 
 

CENTRAL VALLEY 
 
I-889 MERCED- Heart of town, bustling with activ-
ity & foot traffic. 3 ops REDUCED!  $220k 
I-923 MODESTO—1495sf/ 4op+1, Newer, All 
digital.  $250k  
I-945  TRACY - Young, growing, highly motivated 
patient base. 1,300 sf & 4 ops  $350k 
I-951 MODESTO- Street-level suite. Dental Profes-
sional building. 886sf w/ 3 ops $265k 
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3041 SOUTH BAY GP 
Well est. & successful practice in gorgeous state-
of-the-art facility located in a most desirable 
area. Modern equipment updated in 2007 and 
near paperless ofce. Equipment includes 
Gendex digital x-rays, Panorex, Cerec & Dexis. 
1,653 sq. ft. facility w/6 fully-equipped ops. Avg. 
GR for past 5 years 1.6M w/59% overhead. 
2010  GR as of Aug. on track for 1.5M+. 
Quality staff. Long term lease available. This is 
an outstanding opportunity for the experienced 
dentist looking for a high quality practice. 
Asking $1.3M. 

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. ofces (1 
can be plumbed for 4th op.). This ofce is 
beautifully designed and is stunning. In addition 
to his general practice, owner treats sleep apnea 
patients. He is selling just the general operative 
portion of the practice and is willing to help for 
a smooth transition. Ideal for an experienced 
dentists looking to merge an existing practice.

3048 SAN JOSE GP
Owner retiring from a small well-est. practice 
with great upside potential. 900 sq. ft. ofce with 
3 ops. near medical center. 3 Dr. days/week. 
Owner willing to  help for a smooth transition. 
Asking $95K.

3050 EAST SAN JOSE FACILITY
Exceptional opportunity for a beautiful state-of-
the-art, rst class facility with 8 large ops. & 2 
pvt. rooms, in a well traveled area. 1 level 
shopping center almost fully-equipped ofce 
with high visibility signs near E. Capital 
Expressway and 101. If you want exposure, this 
is the place to be.  Asking $190K.

3045 VACAVILLE GP
Turn-key, traditional dental practice with loyal 
staff and sense of community. Well maintained 
900 sq. ft. tastefully decorated ofce with 2 fully-
equipped ops. 2009 GR 224K+, 2010 projected 
GR as of Aug. $270K+ with 50% avg. 
overhead. Owner retiring and willing to  help for 
a smooth transition. Asking $172K.

3006 MONTEREY COUNTY ORTHO
Est. Ortho practice in 2,668 sq. ft. ofce with 5 open 
bay chairs in a professional dental complex. Panorex 
and Cephlometric X-ray machines. Stable and loyal 
referral base.  Annualized GR as of Oct 2009 are 
$335K+. Owner retiring and willing to help for a 
smooth transition. Asking 227K.

3028 NAPA-SOLANO COUNTY GP 
Owner retiring from well-est. practice in 1,400 
sq. ft. facility with 5  ops. All fee-for-service pts. 
with great word-of-mouth reputation. 2009 GR 
$731K+, June 2010 FY on schedule for $771K+ 
with just 4/doctor-days. Asking $518K.

3047 WEST SAN JOSE GP
Owner retiring from well-established practice in 
professional dental building with 3  ops in 950 sq. 
ft. ofce. Ideal location near O'Connor Hospital, 
Town & Country Village and Valley Fair 
Shopping Center. Avg. GR $169K+ w/60% 
overhead. Asking $95K.

3037 PLACER COUNTY GP 
Well est. Placer County General & Cosmetic 
Practice. 6 fully-equipped state-of-the-art ops., in 
single story 2,700 sq. ft. stand alone professional 
building. Avg. GR for past 4 years $1.4M+ with 
61% overhead and just  4 doctor-days/week. 
Asking $1,134,000.

Upcoming: 
Santa Cruz County GP & Sonoma County GP

“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

SOLD

SOLD

SOLD



Making your transition a reality.
“DENTAL PRACTICE BROKERAGE”

"!234/7// � ForFF Sale-General Dentistry Practice. Gross Receipts
$395K with an adjusted net income of $193K. Offff iceff consists of 1,100
sq. ft. 4 operatories. Intra-Oral Camera, Dentisoft. There are 3-hygienehh
daysaa per week. Practice has been in its present location for the past 25
1/2 years.

s ")'฀ "%!2฀ #)49� ForFF Sale-General Dentistry Practice. 26 years at
current location. Gross Receipts $428K. 3-equipped operatories.
Doctor owns the building. New lease avaa ailable or option to purchase.
#14345

s #/2/.22 !$/�.. ForFF Sale-General Dentistry Practice. Gross Receipts in
2010 $405K. Offff iceff space 1,400 sq. ft., 4 operatories, Laser, Intra-Oral
Camera. 1,000 active patients. 2 hygienehh daysaa a week. Practice has
operated in its present location for 40+ years. Owner retiring.

s &/,3/-� ForFF Sale-General Dentistry Practice. Gross Receipts in
excess of 1.5M the past three years. Adjusted Net of $550K. 2,700 sq.
ft. offff iceff with 7 ops, Digital, Dentrix, Intra-Oral Camera, Laser, 5+year
old equipment, 8 daysaa hygiene.hh Beautiful offff ice,ff great location. Owner
retiring. #14336

s &2%3./� ForFF Sale-General Dentistry IV Sedation Practice.
(MERGER OPPORTUNITY)RR Owner would like to merge his practice
into another high quality general dentistry or IV sedation practice. The
merger would be into Buyers offff ice.ff 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 daysaa of
hygiene.hh

s '2!33฀6!,,%966 � ForFF Sale-General Dentistry Practice. 2009 GR of
$307,590 (3 days/wk)aa with adjusted net income of $105K. 3 Ops. refers
out most/all Ortho. Perio, Endo, Surgery.yy Intra-Oral Camera,
Diagnodent, EZ Dental Software. Good Location. Owner retiring.
#14337.

s '2!33฀ 6!,,%966 � ForFF Sale-General Dentistry Practice. Owner
retiring. Gross Receipts $89K. Practice has been in the same location
for the past 33 years. 2 equipped operatories, 3-4 avaa ailable. Panoramic
X-rayaa .yy Doctor owns building, whichww is avaa ailable for purchase. This
practice can also be combined with another Grass ValleVV y practice also
listed for sale.

s '2%!4%2!! #()#/� ForFF 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 offff ice 1,200 sq. ft. Owner is retiring.ff

s '2%!4%2฀!! &!)2฀&& /!+3
35.2)3%฀// !2%!� ForFF Sale-Gross Receipts
in excess of $1.1 Million dollars for the past three years. Adjusted net
$450K. 2,400 sq ft offff ice-5ff ops. Hygiene days-6,aa Owner works 32 hours
per week. Eagle Soft, Laser, Pano Intra-Oral Camera, fiberff optics.
Owner retiring. #14343

s )26).%22 � #/34!44 -%3!� ForFF Sale-General Dentistry practice
combined. Gross receipts combined $781K with adjusted net of $396K.
Both offff iceff 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

s ,!'5.!! !.. .)'5%,� ForFF 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

s ,!+% #/5.49� ForFF 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

s฀ ,).$3!9!! � ForFF Sale-General Dentistry Practice & building. Gross
Receipts in 2010 $330K with adjusted net income of $219K. Owner
has operated in present location for 27 years. Offff iceff space 1,489 sq.
ft., 3 operatories avaa ailable (2 equipped), Intra-Oral Camera,
Soft-Dent software. 3-hygiene dahh ys a waa eek. Owner retiring.

s฀ ,)6%2-/2%� ForFF Sale-General Dentistry Practice. 2009
Collections were $688K with an adjusted net income of $287K.
There are 4 ops in this nicel dated 1,082 sq. ft. offff iceff space.
Dentrix software, 6-days/wkaa hygiene.hh Owner has been in same
location for 36 years with long-term employoo ees. Owner is retiring.
#14326

s฀ ,/3 !.'%,%3� ForFF Sale-General Dentistry Practice.1,200 sq ft
4ops, 29 yrs in present location. Gross Receipts $274K with
adjusted net income of $89K. Owner to retire. #14348

s -/$%34/� ForFF Sale-General Dentistry Practice. 5 operatories,
32-years in practice. Gross Receipts $884K w/adjusted net income
of $346. Dentrix, Cerec, and Intra-Oral Camera. Owner to retire.
#14308

s฀ .!0.. !�00 ForFF Sale-General Dentistry Practice. Gross Receipts $800K,
with adjusted net income of $250 Fee for Service. 1300 sq ft 4 ops
6 hygienehh days.aa 38 yrs in present location, 30 yrs in previous
location. Owner to retire.

s .%70/2422 "%!#(�!! ForFF Sale-General Dentistry Practice.
Practice has operated at its present location since 1986. Located in a
highly affluentff Newport Beach community.yy Three (3) hygienehh daysaa
per week. Leased offff iceff space with 4 ops. in 1,450 sq. ft. Pano &
Practice WorksWW software.

s฀ ./24(%2.฀22 &2%3./� ForFF 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 offff iceff 1,200
sq. ft. Owner has been accepted to an Endodontic Residency after
starting practice 1 1/2 years ago.

s /#%!.3)$%� ForFF Sale-Modern looking offff ice.ff 4 op, offff iceff space
and equipment only.yy Belmont chairs. Gendex x-rayaa system, intraoral
camera, approx 1200 sq ft. Low ovoo erhead-Rent is $1,900/month, and
it's a 5 year lease. Staffff is ailable for rehire-front desk $15/hr,
assistant 13/hr. Update all the computer systems after purchasing the
offff ice in 07. Computers and monitors in eff very room. #14346

s฀ 0,%!3!.4/.� ForFF Sale-General Dentistry Practice. Owner has
other practice in Bayaa Area only in Pleasanton 1 day/wk.aa 300 active
patients. Excellent location-beautiful 1600 sq.ft. 5-op offff ice.ff
Equipment like new,ww intra-oral camera, pano, Easy Dental software.
Must See.

s 0,5-!3 #/5.49� ForFF Sale-3 equipped ops. Space avaa ailable for
4th op. 1,245 sf offff iceff in good location. Gross Receipts $475K.
Practice in present location ovoo er 50 years. Owner is retiring. #14318

s 2%$$).'� ForFF SaleSS -Owner looking for Assoc. trans. into
Partnership w/Buy-Out. GR $1 Million dollars income $436K. 5.5
days haa ygiene, 2,200 sq. ft. #14293hh

s 2%./� ForFF Sale-General Dentistry Practice and Dental Building:
2009 Gross Receipts $517K with adjusted net income of $165K. 4
½ hygienehh days/waa eek. 1, 80 q ft. with 6 equipped ops. (7 AvAA ail).
Dentrix software, Pano. Practice has been in its present location for
40 years. Owner retiring.

s 2/#+,).�22 ForFF Sale-General Dentistry Practice. Gross Receipts
$593K in 2010 with $240K adjusted net income. Offff ice is 1,630 sq.ff

ft., with 4 operatories equipped with fiberff optics. Owner has been in
present location for the past 13 years. 3 1/2 daysaa hygiene.hh Intra-Oral
Camera, Dentrix software. Owner to retire.

s 2/3%6),,%�22 ForFF Sale-General Dentistry Practice. Great Location.
2009 GR $900K with adjusted net income of $300K. 1,975 sq. ft. with 4
ops, 8 daysaa hygiene/wk.hh Digital, Intra-Oral Camera, Dentrix, Trojan,TT
fiber optics, P & C chairs - all less than 5 yff ears old. Owner is retiring. #14327

s 3!#2!-%.4!! /�2/3%6),,%�22 ForFF Sale-One of manynn 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

s 3!. $)%'/� For Sale-General Dentistry practice. Gross Receipts
$414K. Practice has been operated by the same owner for the past 6
years. Leased 950 sq. ft. offff iceff with 3 equipped operatories. Dentix
software, Intra-Oral camera, Panoramic X-Rayaa . Owner to relocate.yy

s฀ 3!.฀ $)%'/� ForFF Sale-General Dentistry Practice. 6 ops, Intra-Oral
camera, Eagle Soft Software. Offff iceff 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

s฀ 3!.4!44 "!2"!2!� ForFF Sale-General Dentistry Practice. This
excellent practice’s 2009 gross Receipts $891K with steady increase
every year. Practice has 6 daysaa of giene. 1,690 sq. ft., 5 ops, Laser,
Intra-Oral Camera, Schick Digital X-Rayaa ,yy 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

s฀ 3!.฀,5)3฀/")30/� For Sale -TwTT o Doctor General Dentistry Practice.
Gross receipts $1,537,142 for 2010 with an adjusted net income of
$691K. The offff iceff 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.

s 3!.4!44 #25:�22 For Sale-General Dentistry practice. Gross Receipts
$300K with a 57% ovoo erhead. ice is 1,140 sq. ft. 3 equipped
operatories. Intra-Oral Camera, Pano, Digital X-Rays,aa and Dentrix
software. Practice has been in its present location since 1980. Owner
retiring.

s฀ 3!.4!44 #25:�22 For Sale-General Dentistry practice. This excellent
practice is centrally located in a professional complex. Offff iceff is approx.
1,885 sq. ft., 4 operatories with room for one additional. There are
approx. 2000 active patients with 6 daysaa of hygienehh per week. Practice
Pano, Intra-Oral Camera and Easy Dental software. Owner is retiring.
Reasonable lease avaa ailable.

s 4/22!.#%� For Sale-General Dentistry Practice: Owner has
operated in same location for 20 years. Approx. 1,000 active patients,
1,080 sq. ft., Brican System, and Camsight software in this 2 equipped,dd
3 avaa ailable-chair offff ice.ff Gross Receipts $434K with 38% ovoo erhead.
Owner relocating. #14320

s฀ 452,/#+� For Sale- General Dentistry Practice. 2009 Gross Receipts
$2,728,319 with an adjusted net income of $925,251. 13 daysaa of hygienehh
in this tastefully decorated 4,700 sq. ft. offff iceff space. Owner is retiring
form clinical dentistry.yy

s 6)3!,)!� For Sale- General Dentistry Practice. Gross Receipts $616K
with an adjusted net income of $ 321K. Offff iceff is 1,380 sq ft with 3
equipped operatories, Intra-Oral Camera, Digital X-Rays,aa Mogo
software, equipment & leaseholds look new. 5 yww ears in present location. 
Owner to relocate. #14347
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dental jobs available — Aspen 

offers tremendous earning potential and 

a practice support model that empowers 

dentists. We eliminate obstacles for 

dentists to own their own practice. Call 

866-745-5155 or visit aspendentaljobs.

com. EOE

opportunity available — A great 

place for a family to live? A practice 

with a great income and a future? 

Family, friends and a community? This 

is the place. Join our team and be 

“working together to be better.” Try 

Missouri, you’ll like it. Contact Sheila 

at 573-201-9298.

opportunity available in alberta, 
canada — Excellent opportunity in 

Canada. Full-time, quality minded, detail 

and patient-oriented associate required 

for busy practice. State-of-the art, 3-D 

digital, offering implants and ortho. Well 

established, growing practice. Paid on 

production. New grads welcome. Must 

have written Canadian NDEB. Email 

azhrdental@gmail.com.

opportunity available in north-
western washington — Seeking 

experienced dentist for busy, established, 

rapidly growing, fee-for-service group 

dental practice. Excellent immediate 

income opportunity ($180K to $375K + per 

year) depending on productive ability and 

hours worked. Secure long-term position. 

You can concentrate on optimum patient 

treatment without practice management 

duties. Newly equipped, modern office 

with excellent staff and lab services 

provided. If you are bright, energetic with 

a desire to be productive, very personable, 

people oriented and have great general and 

specialty clinical skills, please fax resume 

to Otto J. Hanssen at 425-484-2110.

relocation and sign on bonus 
offered for arizona — Immediate 

need for a FT Dentist willing to relocate to 

Glendale, Arizona. The office has a steady 

patient flow, FT Hygienist and excellent 

earning potential. Doctor must have 3-5 

years experience and be proficient in 

molar endo. Benefits package offered 

including Malpractice coverage. Please 

contact Kristin Armenta at 714-428-1305 

or fax to 714-460-8564. 

seeking managing dentists — If 
you’re looking for a long-term commit-

ment and desire to be productive the 

opportunity is yours! Seeking full-time, 

managing dentists to join large group 

practice in the following areas: Los 

Angeles, Orange County, Inland Empire, 

San Diego and doctors willing to relocate 

to Arizona. Steady patient flow in high 

volume HMO environment. Required: 3-5 

yrs experience and proficient in molar 

endo. Benefits include: medical, dental, 

vision, 401K, malpractice coverage and 

competitive pay! For available positions 

please call: 714-428-1305, submit your 

resume to kristin.armenta@smilebrands.

com or fax to 714-460-8564.

in house periodontist/implant 
surgeon available for your 
practice — In the Greater San Fran-

cisco Bay Area. Implant Surgeon/Bone 

Grafting/ Perio Surgery/3rd Molar 

Extractions. Contact bayareaperio@gmail.

com or 617-869-1442.

opportunities available

cl as s if ied s ,  continu ed  f rom  5 1 6
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opportunities wanted

P R E S E N T S

Anaheim. 
San Francisco. 

And our new location: 
cdapresents.com

We’ve got a new website that has more style as well as more 
functionality. With searchable exhibitor specials, available 
class schedules, photo galleries, and travel accommodations, 
planning for Anaheim, or San Francisco, is a snap.
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Professional Practice Sales of The Great West

Professional Practice Sales of The Great West

For complete details on any of these opportunities, go to www.PPSsellsDDS.com

Ray and Edna Irving

(415) 899-8580 ~ (800) 422-2818
www.PPSsellsDDS.com

“I listed with a competitor for 12 months. Had two people visit my 

step of my life.”

“It was a pleasure to work with PPS.  I had to sell because of health 

complications.  Mr. Irving listed my practice on Jan 1st, we closed escrow on 

Feb 27th.  It took him less than 60 days to complete the sale as promised.”

“When I decided to sell my ortho practice, I sought the services of a 

large company.  Over the 12-month contract, I had one buyer visit.  Word 

My regret was the time and money lost with the other guys.”

provide the best service imaginable for this very important engagement.

CA DRE License #1422122

“When I signed the Listing on June 1st, Ray stated he would have the 

practice sold by Labor Day.   The sale was concluded on Sept 1st, two days before 

Labor Day.   Wow!”

“I will always remember your statement when I questioned your contract 

being only four months.  You stated: ‘If I can’t sell your practice in that time, you 

should get someone else.’   Well, you did with time to spare!”

“Before I called Ray, I had a listing with another prominent Broker.  After 

eleven months without a sale, I called Ray.   He sold it in about a month!   Would I 

recommend Ray?   Yes!”

“In April, I asked Ray Irving to sell my practice.   At the same time my friend 

My friend’s practice still hasn’t sold and he was putting his dreams on hold.”

Thinking on selling your practice?    Call “PPS of The Great West” today.

This shall be the best decision you make regarding this important change in your life!

5999 “SOLD” PLEASANTON   Adjacent to Hacienda Business Park.  

2011 tracking $900,000.  Strong profits.  Digital radiography 

with computers in Ops.  Great visibility.    

6002 SAN JOSE’S EVERGREEN VALLEY - FILIPINO PRACTICE   Near 

Highway 101 and East Capitol Expressway.  Housed in new 

building and suite.  Busy Hygiene schedule.  2011 tracking 

$850,000.   Strong profits.

6003 “SOLD”  PINOLE - HERCULES AREA   4-days of Hygiene.  90%+ 

effective Recall. Produced $740,000 and collected $709,500. 

Low AR balance.  Endo referred. 

6004 “SOLD”  SAN JOSE’S SANTA TERESA AREA  Asking slightly 

more than what it would cost to replicate this office today. 

Digital & paperless 3-Op suite.  2010 produced $385,000 

with collections of $277,000 and Profits of $190,000+.  

Gorgeous facility.  Lease allows occupancy  thru 9/30/2024. 

6005 FAIRFIELD - WEST OF I-80  Seeks full-time Successor. Operating 

on 2.5 week schedule by Owner with other commitments.  Has 

averaged $470,000 per year last 3-years. 2-days of Hygiene, 20 new 

patients/month. Attractive 3-Op suite.  High visibility location.   

6006 STOCKTON  Beautiful office near intersection of  West Hammer & 

Lower Sacramento.  Busy retail location.  Ideal for nearby Dentist 

seeking office upgrade or someone with a Business Plan. 4 Ops,  

digital radiography,  computer charting.   No goodwill. 

6007 TURLOCK   Opened in late 2008. 2009 collected $280,000 with 

2010 collecting $400,000.    Four computerized Ops and digital 

radiography.   Great location.

6008 MENDOCINO COAST -  FORT BRAGG   Nestled in desirable 

cultural haven creates attractive lifestyle.  4-days of Hygiene.   2010 

collected $695,000.  Owner works 3-day week and states he could 

work more if desired.  Computerized Ops and digital radiography.

6010 BERKELEY – ALTA BATES MEDICAL VILLAGE  Attractive revenues. 

Last 2-years Profits have averaged $225,000.   2011 doing better! 

6011 SAN JOSE – WEST OF I-280  Long established practice off 

Saratoga Avenue. Has averaged $400,000 per year in collections.  

3-Ops with 4th available in 1,000 sq. ft.  suite.    

6012 FREMONT   Well established practice as evidenced by 6+ days of 

Hygiene.  Fantastic Recall System.  Great location.  Collects just shy 

of $900,000 per year.  Total Available Profits in 2010 were $360,000.   

5-Ops.
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coastal eureka practice for sale 
or lease — Family practice in beautiful 

semi-rural area with fantastic outdoor 

recreation. Production/collection average 

80,000/month with high net, a FFS 

practice with no capitation and doctor 

only working 14 days/month. Large loyal 

patient base would support two dentists. 

Great growth potential by adding endo, 

perio, and oral surgery and increasing 

work schedule. Priced at $625K. Building 

available for favorable lease or purchase. 

Owner considering adding associate 

dentist while transitioning to retirement. 

Call after 6pm Pacific Time 707-499-9799.

dental practice for sale — 
white mountains of arizona — 

Long established practice. Has weath-

ered the economic storm of the last year 

near three years intact. I wish to retire. I 

am 68 years old. The office is 2,000 sq. 

ft., and has six operatories, fully 

plumbed and set up. I employ two dental 

assistants, one hygienist and two front 

office staff. We have a large inventory of 

patient records. The office has a reason-

able amount of electronic data material 

and rather modern operatories. It is fully 

plumbed for nitrous oxide sedation; we 

use global microscope in endodontics.  

If interested, please contact me at 

mountaindental1@hotmail.com. I will 

respond immediately.

clas s if ied s ,  continu ed  f rom 5 20
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practices for sale

Paul Maimone 
Broker/Owner

ANAHEIM #2 – (4) op comput G.P. &  bldg for sale. Located on a major Blvd. Excellent exposure/
visibility. Cash/Ins/PPO/Denti-Cal pt. base. New eqt., 2010 Gross Collect ~ $240K.
BAKERSFIELD #22 - (5) op G.P. (4) eqt’d. Strip center location with exposure & signage. 
Collect. ~ $200K/yr  p.t. Next to medical clinic & WIC. Can collect. much more w more hours. 
BAKERSFIELD #24 - (4) op computerized G.P. 2 ops eqt’d w 2 additional plumbed not eqt’d. 
Cash/Ins/PPO pt. base. Collect $200K+/yr.  3- 4 days/wk. In a strip ctr. Seller retiring.   
CENTRAL VALLEY/So. FRESNO CTY. - (3) op compt. G.P. Newer eqt., digital x-rays & 
Dentrix s/w. In a smaller town w ltd. competition. Cash/Ins/PPO. New bldg out in 2009.  
No. L.A. CTY. - (5) op compt. G.P. in a shop ctr. w excell. exposure/visibility/signage. Annual 
Gross Collect $800K-$900K. Cash/Ins/PPO/HMO/small % Denti-Cal. Cap Ck $5K+/mos. SOLD
NORTHRIDGE - (4) op compt. G.P. Mixed pt. base. 2010 Gross Collect. ~ $400K.  SOLD
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, paperless & digital. Gross Collections $900K+/yr.  NEW
RESEDA #5 - (3) op comput G.P. located in a well know, easily accessible prof. bldg. Cash/Ins/
PPO pts. Annual Gross Collections ~ $200K on a p.t. schedule.   NEW
SAN GABRIEL VALLEY- (3) op comput G.P. Located in a two story medical/dental bldg. on a 
heavily traveled main Blvd. Cash/Ins/PPO pts. Gross Collect $550K+. Seller retiring.  NEW
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.  NEW
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.  NEW
SANTA CLARITA - (5) op comput. G.P. w newer eqt. Gross Collect $20-$25K/mos & growing. 
Located in a free stand bldg. Shares reception  w M.D. who refers many new pts.   
UPLAND #3 - (5) op comput G.P. & Speciality Pract. in a free stand bldg. Gross Collect 
$525K-$625K/yr. Some newer eqt. Digital x-ray. Excell opp. for G.P. who likes to do Endo.  NEW
WEST HILLS - (3) op compt G.P. in a prof. bldg. Newer leaseholds. Cash/Ins/PPO. Digital x-rays 
& Dentrix s/w. 2010 Gross Collect. ~ $325K part time. Seller retiring. BACK on MARKET
WESTLAKE VILLAGE #2 - (4) op compt. G.P. (3) eqt’d. Gross Collections ~ $629K. SOLD
WESTLAKE VILLAGE #3 - (4) op compt. G.P. (3) eqt’d. Gross Collect $200K+ p.t.    SOLD
WOODLAND HILLS - BUILD TO SUIT MEDICAL & DENTAL SUITES. 1,245 - 4,000 sq ft w 
generous tenant improvements &/or lease concessions. Located on a major Blvd.  NEW 
UPCOMING PRACTICES: Camarillo, Corona, Covina, L.A., Long Beach, Oxnard, Pasadena, 
Reseda, SFV, San Diego, Thousand Oaks, Torrance, Tustin, Van Nuys & 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

CA Representative for the National Associaton of Practice Brokers (NAPB)

 Inventory is low. Sellers, it’s a Great Time to sell!!

D&Madtemplate.indd   1 6/16/11   1:22 PM
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A. Lee Maddox, A Professional Law Corporation maddoxpracticegroup.com 488

California Practice Sales calpracticesales.net 514

Carroll & Company Practice Sales carrollandco.net 518

CDA Practice Support Center compass.com 450–451

D&M Practice Sales and Leasing dmpractice.com 522

Dawson Academy thedawsonacademy.com 453

Golden State Practice Sales 925-743-9682 516

Implant Direct implantdirect.com 480
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Maddox Practice Group maddoxpracticegroup.com 512

Midwest Dental midwest-dental.com 452
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Professional Practice Transitions pptsales.com 519

Select Practice Services, Inc. betterobin.com 527

The Dentists Insurance Company tdicsolutions.com 446, 454

TOLD Partners, Inc. told.com 515

UCSF, Department of Oral and Maxillofacial Surgery peter.loomer@ucsf.edu 490

Ultradent Products ultradent.com 528
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for advertising information, please contact corey gerhard at 916-554-5304.
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Greater Western Hemisphere split, leav-

ing the Brits at odds with the United 

Euro Tooth Fairy Federation of Western 

Europe. The USSR wasn’t consulted and 

to this day nobody knows where Russian 

baby teeth end up, nor care. 

The UETFF continued to honor the tra-

ditional placement of an exfoliated decidu-

ous tooth under a pillow in exchange for 

whatever passed for money in those days. 

However, the English declared this was the 

grossest thing they ever heard, with soiling 

the linens an unacceptable risk. Initially 

they substituted the nasal passages as a 

likely depository during the child’s sleep, 

but British weather being what it is, run-

ning noses were the rule, rather than the 

exception. Convolutions of the juvenile ear 

seemed the best solution. British parents, 

j u l y   1 1     d r .  b o b
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being apprised of the new rules, generally 

were able to extract the tooth before any 

mischief ensued, but an occasional slip up, 

as in Hirst’s case, occurred.

In America, the cost of tooth redemp-

tion has escalated to such a budget-busting 

sum, kids are now subtly being encouraged 

to regard the Tooth Fairy as just another 

adult hoax along with Santa Claus and 

the Easter Bunny who has vainly tried to 

regain some cachet as a battery salesman.

In the U.K., Hirst appeared briefly in a 

telephone company commercial after his 

15 minutes in British tabloids subsided. An 

actor holding a cellphone asked a distant fig-

ure played by Hirst, “Can you hear me now?” 

“Yeth,” Hirst replied. Thus far people 

have admirably refrained from asking 

about his other 19 deciduous teeth. 

It’s not that Hirst, a former miner, 

wasn’t looked after by the National Health 

Service, but after three decades of turning 

a deaf ear to inquiries of what happened to 

him, he was no closer to the solution. “I just 

can’t hear anything out of it,” he lamented, 

adding that it was almost impossible to buy 

a monaural CD or a single headphone. 

“Well,” the medics would persist, “can 

you hear anything into it?

“What?” And another decade went by.

The Royal Hallamshire Hospital in 

northern England recently found Hirst on 

its doorstep and it was here that a medic 

finally got to the root of the problem. “The 

nurse put a suction tube in my ear and 

cleaned it (the ear),” he explained subse-

quently to reporters from the Sheffield Star. 

Then, he goes on, she had a go at it with a 

microscope probe or maybe it was a prob-

ing microscope. No matter, the editors at 

the Sheffield Star would sort this out later. 

Finally, selecting a pair of tweezers 

from her armamentarium, she fetched out 

an amorphous object later identified as a 

tooth and asked the startled Hirst, “Have 

you lost any teeth lately?” He confessed 

to not having had any teeth in his whole 

head for years, thanks to the enthusiastic 

assistance of the NHS.

Now, if we can believe the reporter got 

his story straight, Hirst’s hearing recov-

ered immediately. In retrospect, friends 

verged on the rhapsodic recalling this was 

the first time in ages he failed to preface 

any of his answers with the usual “Huh?”

Naturally, he was pleased as punch, 

but confessed he had no idea of how the 

tooth got imbedded in his ear, speculating 

it might be a ”first” tooth, a bottom one 

of the “front incisors” he lost during some 

youthful shenanigans. 

Researchers from the British tabloids, 

not content to just let the story die there, 

have stoked their neuroses to formulate 

this working hypothesis to explain the 

tooth-in-the-ear phenomenon: Years ago 

(1963), a sharp demarcation occurred 

when the Tooth Fairy Coalition of the 

Join the conversation.

facebook.com/cdafan twitter.com/cda_dentists
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Dr. Bob

I worry that a newspaper’s function 

is to enable us to worry about things in 

all parts of the world. A common miscon-

ception is that the planet is nearing the 

point of self-destruction, citing television 

programming as prima facie evidence. 

Actually, the world isn’t growing worse — 

it’s only that the news coverage is getting 

better, at least in terms of quantity, not 

necessarily unbiased or accurate.

When the media occasionally focuses 

on our profession, it is seldom to our 

advantage. Usually they’ve rushed off 

precipitately to announce the end of drill-

ing, the sempiternal discovery of caries-

ending vaccines, or the soothing addition 

of aromatherapy and spa amenities to 

the gloomy prospect of a dental appoint-

ment. The One-Visit Perfect Smile and the 

Full-Denture Implant While You Wait are 

current de rigueur techniques familiar to 

everybody but dentists themselves. 

That’s why, when we are thirsting for 

off-beat entertainment, we rely on news 

emanating from the United Kingdom. 

Having dispatched with affectionate rail-

lery the refusal of Elton John and the late 

Terry Thomas to do anything about their 

gape-toothed smiles, the British press 

recently served without comment the 

liberation of one Stephen Hirst. 

tooth Discovered in man’s Ear,  
Ending 33 Years of Pain (newsCore)

Hirst, 47, a stoic subject, displaying 

the stiff upper lip of the Commonwealth’s 

finest, suffered 33 years with infections and 

pain in his right ear. His eardrum had dis-

integrated when he was a teenager, not an 

uncommon problem with teenaged music 

lovers and similar to the results of 500 years 

of inbreeding manifested by the Indonesian 

graklich marsupial on the Island of Tsalfoi.

Robert E.  

Horseman,  

DDS

illustration  
by dan hubig

,
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Can You Hear Me Now?

The One-Visit Perfect  

Smile and the Full-Denture 

Implant While You Wait  

are current de rigueur  

techniques familiar to  

everybody but dentists 

themselves. 
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