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By Elizabeth A. Mertz, Cynthia D. Wides, Aubri M. Kottek, Jean Marie Calvo, and Paul E. Gates

Underrepresented Minority
Dentists: Quantifying Their
Numbers And Characterizing
The Communities They Serve

ABSTRACT The underrepresentation of Blacks, Hispanics or Latinos, and
American Indians or Alaska Natives among dentists raises concerns about
the diversity of the dental workforce, disparities in access to dental care
and in oral health status, and social justice. We quantified the shortage of
underrepresented minority dentists and examined these dentists’ practice
patterns in relation to the characteristics of the communities they serve.
The underrepresented minority dentist workforce is disproportionately
smaller than, and unevenly distributed in relation to, minority
populations in the United States. Members of minority groups represent
larger shares of these dentists’ patient panels than of the populations in
the communities where the dentists are located. Compared to counties
with no underrepresented minority dentists, counties with one or more
such dentists are more racially diverse and affluent but also have greater
economic and social inequality. Current policy approaches to improve the
diversity of the dental workforce are a critical first step, but more must
be done to improve equity in dental health.

P
opulations of Blacks, Hispanics or
Latinos, and American Indians or
Alaska Natives in the United States
experience large disparities in both
access to dental care and oral health

status.1 In addition, Black, Hispanic or Latino,
and American Indian or Alaska Native dentists
are underrepresented within the overall dental
workforce.2–4 Evidence suggests that improving
workforce diversity promotes social justice and
also increases access, health equity, and health
care quality, particularly for minority popu-
lations.5

Achieving workforce diversity in the health
professions is a persistent policy problem. Mul-
tiple andmultilevel programmatic approaches to
improvingworkforce diversity and access to care
for underserved populations have been imple-
mented over the years, with limited success.
For instance, mentoring and workforce develop-
ment efforts aim to increase the pool of qualified

minority applicants to health professions
schools by supporting K–12 and college educa-
tion for disadvantaged children.6 Bridge, pipe-
line, and postbaccalaureate programs seek to
increase the diversity of dental school applicants
and to give students practice experience in un-
derserved areas.7 In addition, reforms have been
implemented that seek to reduce unconscious
bias in dental schools’ admissions processes.8

Federal and state programs also work to in-
crease diversity in the workforce and improve
minority patients’ access to dental care. For in-
stance, eligibility for scholarships and loan re-
payment programs for dentists often requires a
commitment to practice in a Dental Health Pro-
fessional Shortage Area for a defined period.9

Title VII of the Public Health Service Act of
1944 provides grants to health professions edu-
cation programs that are intended to increase
the diversity of the health care workforce. The
Health Resources and Services Administration
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(HRSA)provides scholarships fordisadvantaged
students and funding for accredited health edu-
cation programs to improve recruitment, train-
ing, and retention of underrepresentedminority
students and nontraditional students from dis-
advantaged backgrounds.10–12 And when work-
force shortages remain in high-need areas, the
United States has historically relied on foreign-
trained health care professionals to fill the
gaps.13

Research on the impact of these efforts is gen-
erally focused at the programmatic level, asking
whether specific goals were achieved (for in-
stance, if a certain number of slots were filled
by minority students or a certain number of out-
reach sessions were held).14 Estimates of the
broader impacts of these programs and policies
on either increasing workforce diversity or im-
proving health outcomes forminority communi-
ties are difficult to make and hard to find.15 Par-
ticularly in dentistry, data on the cumulative
impact of these policy efforts onworkforce diver-
sity remain scarce.
Underlying many efforts to improve diversity

are assumptions about the impact of diversity on
public health, and minority health in particu-
lar.15 We use the term underrepresented minority
dentists to refer to Blacks, Hispanics or Latinos,
and American Indians or Alaska Natives, whose
proportion of thedentistworkforce is dispropor-
tionately smaller than their proportion of theUS
population. In comparison, Asians are overrep-
resented in the dentist workforce, compared to
their proportion of the US population. Under-
represented minority providers are more likely
than nonminority providers to work in or near
minority communities and to treat minority pa-
tients.16,17 Greater access to and use of care is
thought to stem, in part, from better relation-
ships and communication between providers
and patients who share the same racial/ethnic
background (that is, who have what is known as
racial concordance), which in turn leads to bet-
ter acceptance of health care.15 Yet evidence that
racial concordance improves health outcomes
remains inconclusive, which is unsurprising giv-
en the myriad factors involved in producing
health.18

Elsewhere we have quantified the shortage of
underrepresented minority dentists in the Unit-
ed States and found that to bring the share of
these dentists into parity with their share of the
US population would require an additional
19,714 Black dentists, 31,214 Hispanic or Latino
dentists, and 2,825 American Indian or Alaska
Native dentists.19–21 In this studyweexamined the
practice patterns of underrepresented minority
dentists in relation to the demographic and so-
cioeconomic characteristics of the communities

inwhich they practice.Weused a 2012 survey of a
national sample of underrepresented minority
dentists in conjunction with several available
sources of national data. Our goal was to assess
the status of workforce diversity in the den-
tal field.

Study Data And Methods
SurveyWith approval from the Institutional Re-
view Board of the University of California, San
Francisco, a national sample survey of underrep-
resented minority dentists was conducted in
2012 to assess their personal characteristics,
practice patterns, educational history, and opin-
ions about key professional issues. The survey
had an adjusted response rate of 34 percent
(N ¼ 1,489) and was weighted for selection like-
lihood and nonresponse bias to be nationally
representative of the population of underrepre-
sentedminority dentists. Comprehensive details
on the survey methodology, response rate, and
response quality have been reported pre-
viously.22

Analysis Descriptive and multivariate statis-
tics from the underrepresented minority dentist
survey were computed, and several variables
from nationally representative, publicly avail-
able data sets (described below) were linked to
the primary data. These linked variables allowed
us to explore the relationship betweenunderrep-
resentedminority dentists’practice patterns and
the population characteristics of the counties
where the dentists were located. We examined
the distribution of underrepresented minority
dentists by census division and compared this
to national counts of all dentists.23 We examined
practice types and the factors that influenced
dentists’ initial practice choice and current job
satisfaction, and we compared our results to na-
tionally published data on all dentists.24–26 Final-
ly, we investigated whether practice patterns
among underrepresented minority dentists are
changing over time by comparing the responses
of those ages forty-nine (the average age of
respondents in the 2012 dentist survey) and
older with the responses of those younger than
forty-nine.
We linked the 2012 dentist survey data to all

external sources at the county level using Federal
Information Processing Standards codes, which
identify individual counties and county equiva-
lents. We used five county-level variables from
the American Community Survey three-year es-
timates (for the period 2010–12): estimated pop-
ulations of American Indians or Alaska Natives,
Blacks, and Hispanics or Latinos (alone or in
combination with one or both of the other pop-
ulations), total population, andmedian income.
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For all counties with one or more practicing un-
derrepresented minority dentists, observations
were available for each variable except the total
population—which was missing in thirty-two
(1 percent) of the counties. Descriptive statistics
on population means were calculated for coun-
ties where at least one underrepresented minor-
ity dentist was known to be located and for coun-
ties where no such a dentist was known to be
located. Two-tailed tests of significancewereper-
formed (alpha: 0.05).
To compare the distribution of underrepre-

sented minority dentists to that of all dentists,
we linked to the dentist survey data three county-
level variables from the 2012 Area Health
Resources Files, a collection of data sources pro-
duced annually by HRSA. Those variables were
the number of active dentists from the 2010
American Dental Association master file, the
population from the 2010 census, and the 2012
Dental Health Professional Shortage Area codes.
From these data, we computed the number of
dentists per 10,000 population for all counties.
Descriptive statistics were calculated for coun-
ties where at least one underrepresented minor-
ity dentist was known to be located and for coun-
ties where no such a dentist was known to be
located. Two-tailed tests of significancewereper-
formed (alpha: 0.05).
To examine underrepresented minority den-

tists’ location in relation to high-need communi-
ties, we used measures of counties’ socioeco-
nomic status from the 2016 County Health
Rankings and Roadmaps, which provides coun-
ty-level measures that are comparable across the
United States.We linked the dentist survey data
to a measure of the percentage of the county
population not proficient in English and coun-
ty-level measures of income inequality (the ratio
of households in the eightieth income percentile
to those in the twentieth income percentile) and
of residential segregation (the mean percentage
of white or nonwhite households that would
need to move to a different geographic area to
produce an even distribution of white and non-
white households across a county)—since areas
with greater dissimilarity in income and greater
residential segregation have been shown to pro-
vide poorer access to care.27 Descriptive statistics
were calculated to compare counties with and
those without at least one known underrepre-
sented minority dentist present. As above, we
performed two-tailed tests of significance (al-
pha: 0.05).
Limitations Estimating patient mix from the

demographic characteristics of the surrounding
community17 or from provider survey data16 are
common workforce analysis methods, but both
are prone to misestimation.28 This study com-

bines these methods for a more robust analysis
of provider location, but some limitations re-
main. First, we used the survey respondents’
mailing addresses as a proxy for the locations
of underrepresented minority dentists. The
34 percent response rate may have resulted in
some counties with an underrepresentedminor-
itydentist not being identified. Second, the study
was limited to observational correlation between
factors at the macro level. Finally, limitations in
the nationally available data used in this study,
such as information from the American Commu-
nity Survey or the County Health Rankings and
Roadmaps, apply to our analysis. (For an addi-
tional discussion of the nationally available data
linked to our survey and of our analytic ap-
proach, see the online Appendix.)29

Study Results
Workforce Supply Across census divisions, the
average percentage of the population that was
American Indian or Alaska Native, Black, or His-
panic or Latino was 8.1 times (range: 2.9–26.7)
greater than the corresponding percentage of
dentists who were located there and were mem-
bers of the same underrepresented minority
groups (calculated from results in Exhibit 1).
Within counties where one or more underrepre-
sented minority dentists were located, the per-
centage of the population that was in the same
underrepresentedminority group as the dentists
(that is, the racially concordant share of the pop-
ulation) was on average 1.7 times (range: 0.8–
8.0) greater than was the case within the sur-
rounding census division as a whole.
Care Of Minority Patients On average, the

share of underrepresentedminority dentists’ pa-
tientswhowere racially concordantwith theden-
tist was 2.6 times (range: 1.0–7.8) greater than
the same underrepresented minority group’s

The presence of
underrepresented
minority dentists
provides role models
for local people that
may help diversify the
workforce pipeline.

Oral Health Workforce
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share of the population in the county where the
dentists were located. For example, American
Indian or AlaskaNative dentists represented just
0.2 percent of all dentists across census divi-
sions, though American Indians and Alaska Na-
tives make up 1.4 percent of the population (Ex-
hibit 1). These dentists are located in counties
where American Indians and Alaska Natives av-
erage 8 percent of the population, and American
Indians andAlaskaNativesmakeup20.4percent
of their patient panels, on average. This share of
patient panels is 2.6 times greater than the share
of American Indians and Alaska Natives in the
counties where these dentists are located, and
14.6 times greater than the share across all cen-
sus divisions. (Additional details on Exhibit 1

including range data for county population
and patient panel estimates are available in the
online Appendix.)29

On average, the percentage of Black patients
on Black dentists’ patient panels was 1.7 times
greater than the Black population’s share in
counties where Black dentists were located,
and 2.4 times greater than the percentage of
the Black population across all census divisions
(calculated from results in Exhibit 1). The per-
centage of Hispanic or Latino patients on His-
panic or Latino dentists’ panels was 1.4 times
greater than theHispanic or Latino population’s
share in the counties where Hispanic or Latino
dentists were located, and 1.9 times greater than
theHispanic or Latino population across all cen-

Exhibit 1

Geographic distribution of US underrepresented minority (URM) dentists and minority populations in the surrounding
communities and the dentists’ practices

Minority group/census division

Percent of
dentists
who are:

Percent of
population
that is:

Average percent of
URM populations in
counties with racially
concordant dentists

Average percent of
racially concordant
URM dentists’ patient
population

American Indian or Alaska Native
East North Central 0.1 0.9 1.2 3.6
East South Central 0.1 0.8 —

a 6.5
Middle Atlantic —

b 0.8 —
b

—
b

Mountain 0.3 4.6 8.3 28.1
New England 0.03 0.8 0.6 5.0
Pacific 0.3 1.9 3.6 17.0
South Atlantic 0.3 0.9 7.2 11.0
West North Central 0.2 1.5 2.1 4.4
West South Central 0.7 2.0 14.4 32.7
All 0.2 1.4 8.0 20.4

Black
East North Central 2.7 20.2 21.4 50.3
East South Central 7.6 33.5 31.3 47.0
Middle Atlantic 2.2 18.2 19.4 48.5
Mountain 1.2 5.3 6.8 24.9
New England 1.3 10.1 11.2 29.3
Pacific 1.0 7.2 9.3 27.1
South Atlantic 7.0 29.0 34.2 48.6
West North Central 1.2 14.7 20.2 44.6
West South Central 3.2 15.9 21.1 38.4
All 3.0 19.0 25.7 44.9

Hispanic or Latino
East North Central 1.5 11.6 13.6 35.2
East South Central 0.9 5.2 4.8 16.2
Middle Atlantic 2.1 18.3 18.7 47.1
Mountain 2.8 30.1 32.5 38.3
New England 1.5 11.5 10.1 25.6
Pacific 3.4 35.0 33.7 43.0
South Atlantic 4.6 20.4 30.2 39.0
West North Central 1.2 6.4 5.9 17.3
West South Central 3.9 38.0 53.5 56.0
All 2.8 22.2 30.3 41.8

SOURCE Authors’ analysis of data from the following sources: (1) the 2012 underrepresented minority dentist survey; (2) Health
Resources and Services Administration. National and state-level projections of dentists and dental hygienists in the U.S., 2012–
2025 (Note 23 in text); and (3) the 2010–12 American Community Survey. aNot reportable due to small sample size. bNo data.
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sus divisions.
Racially concordant patients did not always

account for the largest share of underrepresent-
ed minority dentists’ patient panels. However,
these dentists did treat more patients of their
own race or ethnic group, compared to dentists
belonging to different underrepresented minor-
ity groups (Exhibit 2). Additionally, racially con-
cordant patients accounted for 54.1 percent of
underrepresented minority dentists’ patient
population, on average. These data show that
the lack of alignment between the number of

underrepresented minority dentists and the size
of the minority communities that seek care from
them is consistently large, although it varies
greatly across geographic regions and popula-
tion groups.
Practice Location Choice And Motivations

To further understand underrepresented minor-
ity dentists’ choice of practice location, we com-
pared the socioeconomic and demographic char-
acteristics of counties with and counties without
such dentists (Exhibit 3). In counties with one or
more underrepresented minority dentists, the
average underrepresented minority population
(31.1 percent) was 41 percent greater than in the
counties without such a dentist (18.5 percent), a
significantdifference. Similarly,we foundsignif-
icantly higher percentages of racially concordant
populations and populations of the threeminor-
ity groups in counties where underrepresented
minority dentists were located, compared to
counties without such a dentist. (Data are shown
in the Appendix.)29

We also observed significantly higher rates of
income inequality and residential segregation
and higher percentages of the population not
proficient in English in counties where under-
represented minority dentists were located.
However, these counties also had significantly
larger average population sizes, higher median
incomes, higher numbers of dentists, and more

Exhibit 2

Average percentage of patient populations treated by underrepresented minority dentists,
by race/ethnicity

Clinically active dentists (N = 11,408)

Patient population Black

American
Indian or
Alaska Native

Hispanic
or Latino All

Black 44.9% 12.8% 13.0% 29.2%
American Indian or Alaska Native 3.7 20.4 3.9 4.7
Hispanic or Latino 19.8 13.7 41.8 30.1
All underrepresented minority 58.8 37.7 50.5 54.1
White 30.9 54.6 39.5 35.8
Asian 5.9 8.2 6.4 6.2

SOURCE Authors’ analysis of data from the 2012 underrepresented minority dentist survey.

Exhibit 3

Characteristics of counties with and without underrepresented minority (URM) dentists

Counties County average

Populationa N Mean
No URM
dentist

One or more
URM dentists

American Indian or Alaska Native 1,846 2.0% 1.8% 2.7%****
Black 1,846 10.9% 9.5% 14.8%****
Hispanic or Latino 1,846 8.8% 7.1% 13.6%****
URM 1,846 21.8% 18.5% 31.1%****
Total 1,846 162,035 71,613 411,572****
Median household income 3,143 $45,644 $44,226 $52,750****
Dentist populationb N Mean County average
Dentists, 2010 3,148 58.2 18 261****
Dentists per 10,000 population, 2010 2,884 3.9 3.5 5.5****
Other county indicatorsc N Mean County population average
Income inequality indexd 3,140 4.5 4.5 4.7****
Residential segregatione 2,780 31.3 30.3 35.6****
Not proficient in English 3,140 1.8% 1.5% 3.3%****
DHPSA statusf N Percent Percent of counties
No DHPSA 808 25.7 27.5 17.2
Partial county DHPSA 1,724 54.9 52.6 66.5
Full county DHPSA 606 19.3 19.9 16.3

SOURCE Authors’ analysis of data from the 2012 underrepresented minority dentist survey and the sources listed below. aInformation
from the 2010–12 American Community Survey. bInformation from the 2012 Area Health Resources Files. cInformation from the 2016
County Health Rankings and Roadmaps. dRatio of households in the eightieth income percentile to those in the twentieth income
percentile. eMean percentage of white or nonwhite households that would need to move to a different geographic area to
produce an even distribution of white and nonwhite households across a county. fInformation from the 2012 Dental Health
Professional Shortage Area database. ****p < 0:001

Oral Health Workforce
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favorable dentist-to-population ratios, com-
pared to counties without any underrepresented
minority dentists. Underrepresented minority
dentists were more frequently located in coun-
ties with a partial Dental Health Professional
Shortage Area, compared to counties that had
no designation or a full county designation,
but we could not determine whether these den-
tists were serving the populations in the short-
age areas.
Finally, we compared practice type from the

survey data to nationally published data on prac-
tice type, another indicator of service to under-
served populations.We found that compared to
all dentists, underrepresented minority dentists
were less likely to be in traditional practice
(84 percent versus 93 percent) and were nearly
three times more likely to work in safety-net or
public-sector settings (13.6 percent versus
5.0 percent) (Exhibit 4).
The most significant drivers of underrepre-

sented minority dentists’ initial choice of prac-
tice on a five-point scale (with 1 being very im-
portant and 5 being unimportant) were income
potential (1.4), geographic location (2.0), and
family considerations (2.1). Across the under-
represented minority groups there was minor
variation in these drivers. For example, Ameri-
can Indian or Alaska Native and Hispanic or
Latino dentists rated family considerations the
most important, while Black dentists rated in-
come potential themost important. One-third of
underrepresented minority dentists rated
“working with underserved populations” and
the “desire to work in my own cultural commu-
nity” as important influences on their initial
practice choice. Additionally, 53.7 percent re-
ported “service to my own racial/ethnic group”
and 58.2 percent reported “opportunity to serve
vulnerable and low-income populations” as a
factor that influenced their current job satisfac-
tion (Exhibit 5).

Exhibit 4

Percentages of active underrepresented minority dentists and all dentists in the United States, by practice settings

SOURCE Authors’ analysis of data from the 2012 underrepresented minority dentist survey and American Dental Association. Distri-
bution of dentists in the United States by region and state, 2009. Table 12 (Note 26 in text). NOTES All data shown were weighted for
selection and response bias to be nationally representative of the underrepresented minority dentist population. “Traditional practice”
is solo, associate, group, or corporate practice (reported in the survey) or private practice (reported by the American Dental Associa-
tion [ADA] in Note 26 in text). “Safety net and public sector” is practice in a government agency, public health corps, the Indian Health
Service, a hospital, health center, or prison, in the armed forces, or as a civilian on Indian land (survey) or in the armed forces, another
federal service, or a state or local government agency or on the staff of a hospital or another health or dental organization (ADA).
“Educational setting” is practice in an educational institution (survey) or on the faculty or staff of a dental school (ADA).
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Compared to underrepresented minority den-
tists who were younger than age forty-nine,
those who were age forty-nine or older more
frequently said that a desire to work in their
own cultural community was an important influ-
ence on their choice of first practice location
(41.9 percent versus 32.0 percent) and an impor-
tant component of their job satisfaction
(55.8 percent versus 52.7 percent) (data not
shown). We observed no difference between
the age groups in the desire to serve underserved
populations at the time of initial choice of prac-
tice or in any characteristics of the county where
they were located in 2012.

Discussion
Workforce Supply As demonstrated by our
findings, the underrepresentation of American
Indian or Alaska Native, Black, and Hispanic or
Latino dentists is large and growing. Applica-
tions to dental school by underrepresented mi-
nority students have risen from 12.1 percent in
2000 to 15.3percent in2015,while enrollmentof
these students in dental school has risen from
10.5 percent to 14.5 percent—which indicates
that proportionally more underrepresented mi-
nority applicants are being accepted over time.25

Yet the enrollment numbers still fall far short of
population parity, and Black dental student en-
rollment is declining. The 863 underrepresented
minority students enrolled in dental school in
2015 represent 1.6 percent of the estimated

53,753 underrepresented minority dentists
needed for parity in the current system.19–21,25

Efforts to reduce this gap in dental school en-
rollment must reach deeper and cast a wider net
than is currently the case if there is to be any
improvement. US dental schools’ admission
practices present a critical gateway to increased
diversity, but the current pipeline of qualified
minority applicants is insufficient. Systematic
discrimination against members of minority
groups limits the pool of potential minority
health professionals.5 Consequently, those
members of minority groups who qualify for
graduate study in health care are in high demand
across these professional fields.30

Although it is no substitute for having a do-
mestic workforce of qualified minority pro-
viders, the use of foreign-trained dentists can
increase workforce diversity, particularly in
the case of Hispanics or Latinos.20 Approximate-
ly 17 percent of dentists who earned their license
to practice in the United States in the period
2002–05 graduated from a dental school outside
of the United States, which contributed to work-
force diversity.31While qualified graduates of for-
eignmedical schoolsmaycomplete anaccredited
US medical residency program and become eli-
gible for US licensure, in dentistry residency
training is not mandatory, and demand exceeds
the available slots. State dental boards are in-
creasingly requiring graduation from a Commis-
sion on Dental Accreditation (CODA)–accred-
ited dental program to qualify for licensure,
which is driving foreign-trained dentists to com-
plete an international dentist program or other
advanced-standing program. Thismeans that in-
stead of sitting for a state board exam, foreign
graduates are essentially repeating dental
school. Tuition for these programs is significant-
ly higher than tuition for traditional training,
which may affect graduates’ ultimate choice of
practice type or location.32

Expanding the dental care team through the
use of new types of providers such as dental
therapists and expanding the roles for current
providers such as community health workers are
other potential strategies for diversifying the
workforce.33 These occupationsmaybe attractive
to individuals from historically disadvantaged
populations who might otherwise not have con-
sidered dentistry, creating a new pipeline into
clinical dental practice; expanding career tracks
within the dental field; and increasing the dental
team’s economic, cultural, racial, and ethnic di-
versity.34 Policy changes to expand theworkforce
through these new pathways to practice would
augment the important traditional efforts to di-
versify the dental workforce through pipeline
programs, admission policies, scholarships,

Exhibit 5

Factors influencing practice choice and job satisfaction
among underrepresented minority dentists

SOURCE Authors’ analysis of data from the 2012 underrepresent-
ed minority dentist survey. NOTES Percent of respondents citing
each factor as influencing practice choice and job satisfaction.
“Practice choice” refers to initial practice choice. “Job satisfac-
tion” refers to current job satisfaction.
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and loan repayment programs.
Care For Minority Patients Not only are

underrepresented minority dentists typically lo-
cated in counties where underrepresented mi-
nority populations make up a large share of
the overall population, but dentists within those
counties, on average, have a disproportionately
large share of underrepresented minority pa-
tients, compared to the racial and ethnicmakeup
of the counties. Our findings confirm previously
reported patterns of minority dentists’ serving
minority patient populations and show for the
first time the geographic variability in these pat-
terns across regions andminority groups, there-
by providing information to help inform local
efforts to address these disparities.16

In addition to creating important access points
for patients, the presence of underrepresented
minority dentists in minority and underserved
communities provides role models for local peo-
ple that may help diversify the workforce pipe-
line.However, the dentists’presence alone is not
sufficient. Supportive mechanisms to expand
the pipeline of minority dentists, such as invest-
ments in health professional education practice
partnerships30 that can be instituted in federally
qualified health centers and teaching health cen-
ters,35 can enhance and formalizementoring and
role modeling for disadvantaged youth who are
considering entering a health profession.

Practice Location Choice And Motivations
Underrepresented minority dentists reported
being motivated to serve minority communities,
but translating these motivations into actual
practice requires opportunities and support that
may not always be present. In their senior year,
minority dental students were more likely than
white dental students and all dental students to
report that serving their own racial or ethnic
group was a very important or important reason
for pursuing dentistry.24 We found that under-
represented minority dentists do not practice in
counties with high rates of poverty, which indi-

cates that other barriers exist toworking in these
chronically underserved areas.
For example, research has shown that minori-

ty dentists graduate with more debt than their
nonminority peers.19–21,24 Most underrepresent-
edminority dentists work in traditional, private,
fee-for-service practices where required out-of-
pocket spending and lack of meaningful insur-
ance coverage present significant barriers to the
receipt of care even where there is an adequate
workforce.36 Therefore, it is not surprising that
economic and geographic factors had the most
influence on underrepresented minority den-
tists’ initial choices of practice despite the den-
tists’ expressed intent to work in high-need
areas. These findings extend the evidence about
the relationship between intentions and actual
choices of underrepresented minority dentists
and raise the question of whether racial concor-
dance is a sufficient incentive for dentists to
practice in the highest-need areas, unless sus-
tainable reimbursement opportunities, ade-
quate public health infrastructure, and practice
support are available in those communities.2

Increasing diversity among dentists is seen as
the default approach to improving access to care
forminoritypopulations, but this viewrelies ona
faulty set of assumptions and expectations—in-
cluding the belief that minority dentists, them-
selves already disadvantaged by systemic dis-
crimination that results in a lack of workforce
parity, will through their existence alone solve
large structural inequalities in access to dental
care andoral health outcomes. It is likely that the
model of dental care delivery must evolve, with
diversity becoming a core value, if these struc-
tural disparities are to be successfully addressed.
Policy makers and stakeholders have an op-

portunity to create a dental practice environ-
ment that relies on workforce diversity by de-
sign, infusing the value of diversity into
improvements in dental education, financing,
and delivery systems and leveraging diversity
as a way to increase innovation and improve
performance.37 Workforce diversity by design is
rooted in social justice and provides adequate
support and incentives to increase the delivery
system’s capacity to care for all patients, espe-
cially those in the greatest need.

Policy Implications
Decision makers in the dental field are acutely
aware of the current pipeline, enrollment,
and workforce problems, but existing policy ap-
proaches are only slowing the growth rate of
disparities. Clear, evidence-based solutions
have been detailed in high-level reports that
identified deficiencies and recommended strate-

Workforce diversity is
an essential
component of any
strategy to address
oral health care
disparities.
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gies.2,4,5,14,15,30 This indicates that the underlying
issue is not a lack of vision or options, but a lack
of political will and resources to implement
change.
Improving health status and access to oral

health care for minority populations is a com-
plex, multifactorial issue whose solution re-
quires systemic change across a number of
domains—not just in the workforce. The dental
field is ripe for such change, as external market
forces are rapidly pushing the traditional dental
practice to evolve away from isolation and to-
ward participating in larger andmore integrated
organizational models that are better able to
adapt as states shift their Medicaid dollars to
managed care.38

An additional catalyst of change has been the
mandated pediatric dental benefit in the Afford-
able Care Act, which is driving the integration of
medical and dental plans with new financing
structures, such as capitated and value-based
paymentmodels. As payers increasingly demand
accountability and implement performance-
based incentives, an opportunity is emerging
to create a reimbursement structure and dental
care delivery model that would enable underrep-

resented minority and nonminority dentists to
sustain practices in high-need communities. Ul-
timately, without oral health parity, there will be
limited ability to address systemic disparities in
overall health.39

Conclusion
Workforce diversity is an essential component of
any strategy to improve the dental care delivery
system and to address oral health care dispar-
ities.We found a daunting shortage of underrep-
resented minority dentists, which indicates that
the cumulative impact of current policy efforts
to increase workforce diversity is woefully
inadequate—despite initiatives at the local,
state, and federal levels. Dentists who want to
serve high-need communities may be unable to
do so, given the current economics of the dental
practice environment and the lack of oral health
parity. A purposeful approach to improving the
diversity of the dental workforce would involve
investing in a longer, deeper, and sustained
pipeline; robust systems of care; and a genuine
culture of inclusion. ▪

Preliminary results that quantified the
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