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Introduction 
Access to oral health care for many rural and low-income Kansans remains an unmet 
need and unfulfilled promise. State and federal health officials indicate two primary 
reasons: 
 
 There are not enough practicing dentists in the state to meet the current and growing 

demand for oral health services. 
 
 Kansas dentists are not adequately distributed throughout the state and tend to be 

concentrated geographically in the northeastern corner of the state.1 
 
Almost 90% (91 of 105) of Kansas counties are designated as “Health Professions 
Shortage Areas” for dentistry by the federal government‟s Health Resources and 
Services Administration (HRSA). According to HRSA‟s Health Work Force Profile, the 
number of dentists in Kansas declined by 8% from 1991 to 1998, while the state‟s 
population increased by 6%. At the end of the decade, the state‟s dentist-to-population 
ratio, an important measure of access, had declined by 13%. Kansas trails both the 
regional and national workforce averages with just over 1000 professionally active 
dentists for the entire state. 
 
This trend is accelerating as the dental workforce is aging and fewer dentists are 
entering the profession in Kansas. At this point (2003), 37% of Kansas dentists are over 
55 years old with 17% of all dentists aged 65 years of more. However, only 11% of 
Kansas dentists are under 35 years old. Simply put, Kansas faces the situation where 
hundreds of dentists are approaching retirement and there is no mechanism to replace 
them. 
 
The Kansas Health Institute, under contract to the United Methodist Health Ministry 
Fund, is developing a series of work force projections that examine dentist-to-population 
ratios for the next 40 years. Work force planners typically target a ratio of one dentist 
per every 2,000 persons. The preliminary result of the Kansas work force study (table1 
below) shows already unfavorable dentist-to-population ratios in Kansas that grow 
progressively worse in the years ahead. The last column on the right, which shows the 
ratio of FTE2 dentists to population, indicates a serious problem whose magnitude is 
disturbing. Kansas is currently at one FTE dentist for every 2,660 persons (about 33% 
                                                           
1
 This is not to suggest that the concentration of dentists in urban areas is moving faster than the need in this area. 

However, this manuscript focuses on the types of changes needed by currently underserved areas to insure adequate 

access to oral health care. 

 
2
 This study defined an FTE as working 40 hours per week. Many national studies define FTE as 32 hours per week; 

using this conservative but more realistic standard magnifies the existing workforce problems. 
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short of national targets). And there is no improvement in sight so that within 40 years 
we will be 75% below desired levels. 
 

TABLE1 Number of  Number of  Practicing  FTE Population Population 
 practicing  FTE Dentists  Dentists to dentist to FTE  

Year dentists  dentists  per 100,000 per 100,000 ratio ratio 
2002 1,191 1,018 44 37.6 2,273 2,660 
2005 1,188 1,017 43 36.8 2,326 2,717 
2010 1,226 1,044 43 36.7 2,326 2,725 
2015 1,253 1,061 42.6 36.1 2,347 2,770 
2020 1,233 1,039 40.8 34.4 2,451 2,907 
2025 1,198 1,013 38.6 32.6 2,591 3,067 
2035 1,169 996 35.8 30.5 2,793 3,279 
2045 1,178 1,005 34.4 29.4 2,907 3,401 

 
Unless something systematic and immediate is done to intervene in this process, the 
state faces a health crisis situation defined by a dwindling supply of dentists resulting in 
diminished access to care for all Kansans with a disproportionate burden on inner-city 
and rural populations. This will result in increased morbidity and suffering for citizens of 
Kansas.  Kansas must act now to avoid critical dental shortages and their attendant 
consequences. It must: 
 

 increase the number of dentists entering into practice in the state, and 
 eliminate geographic, racial and ethnic disparities 
 

Increasing the number of practicing dentists in Kansas 
The State of Kansas does not have a dental school. It has an agreement with the 
University of Missouri to reserve slots for eighty (80) Kansans in the dental programs of 
the University of Missouri-Kansas City (UMKC) School of Dentistry. In a typical year, 
thirteen to eighteen Kansans graduate from the DDS program at UMKC. About one-
third of these (6) enter into residency programs for advanced education or into military 
service. Nine to twelve enter directly into practice, but many of these do so in states 
other than Kansas. From 1990-2002, on average each year fifteen UMKC dentists were 
first licensed to practice in Kansas. Of those entering into practice in Kansas, most do 
so in the Greater Kansas City metropolitan area. 
 
In order to meet its dental work force needs, the State of Kansas must succeed in 
accomplishing two goals: 
 

1) increase the number of dental graduates3 choosing to practice dentistry in 
Kansas 

 
2) increase the number of dental graduates choosing to practice in under-served 

areas of Kansas 
 

                                                           
3
 Of course it is possible to attract more experienced dentists but this is a much more difficult task. 
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What should be done? 
Without some immediate and dramatic efforts, we will soon reach the very high, 
undesirable ratio of dentists to population and the greater access problems these ratios 
entail.  To avoid this will require more dentists overall and more intentional distribution 
strategies to maintain and improve access.   
 
The state should negotiate to increase the number of DDS slots reserved for Kansans 
at dental schools in university systems such as Missouri, Colorado, Iowa, Nebraska, 
Oklahoma, and at Creighton University. However, as indicated above, increasing dental 
graduates alone will not provide a sufficient solution to the state‟s work force needs. For 
example, as noted above, a sizable proportion of the Kansans graduating from the 
UMKC School of Dentistry are choosing to practice outside of the state and those who 
choose to practice in-state tend to cluster in affluent communities with an already 
abundant supply of dentists. It is clear that immediate, strategic actions must also be 
implemented to distribute the incoming oral health providers into the areas most in 
need. Such strategic actions can take the following forms. 
 
Financial Incentives for Service in Underserved Communities 
Kansas should immediately provide financial incentives to dental graduates who agree 
to practice in underserved Kansas communities. This could be done through several 
initiatives using several funding streams. 
 

a) Loan Forgiveness Program 
b) Tuition Reduction Service Payback 
c) Low Interest Loans for Practice Development 
d) Community Support of Dental Practice 

 
A. Loan Forgiveness 
The average dental graduate from the UMKC Class of 2004 accumulated over 
$100,000 in loan debt during their four year stay at the school. Many also incurred loan 
debt in financing their undergraduate college educations. Further, beginning a dental 
practice is costly. In making career their decisions, especially those concerning the 
location of practices, dental students and new graduates are strongly influenced by the 
financial pressures resulting from such indebtedness. And evidence strongly suggests 
they can be motivated to choose practice locations in underserved communities if 
adequate financial incentives are offered. 
 
As a case in point, two years ago the State of Missouri began offering loan forgiveness 
incentives ($25,000 per year for a maximum of five years) to dental students who, upon 
graduation, agree to a service commitment in underserved Missouri communities. In the 
first two years of operation, thirteen students and five new graduates were admitted to 
the program. 
 
Currently, the state of Kansas administers a National Health Service Corps (NHSC) 
state loan repayment program for which health care professionals, including dentists, 
are eligible. NHSC scholarships and loan repayment assistance is a financial incentive 
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that is generously funded on a federal level and is severely underutilized in Kansas. The 
state does not appropriate the required matching funds but has chosen instead to invite 
local communities to provide the matching dollars. In addition, the NHSC state loan 
repayment funds are restricted to dentists being employed in not-for-profit settings. 
These safety-net dental sites are not only few in number, but rarely in the position to 
supply the required local match. Since KDHE began operating the program in 2002, 
only one community with financial support from a local foundation has been able to take 
advantage of this loan repayment assistance to recruit a dentist. Kansas has just 
established the position of dental director within the KDHE. Once that position is filled, 
the state will have the administrative machinery for an aggressive recruitment effort 
along the lines described above. 
 
B. Service Payback 
Kansas can immediately require a payback option for Kansans that receive decreased 
tuition at out-of-state dental schools as part of a state reciprocal agreement. That is, 
graduates would practice in a Kansas dental Health Professions Shortage Areas 
(HPSA) for a specified amount of time in return for receiving in-state tuition for Kansans 
in out-of-state dental schools. This state negotiated benefit would contractually obligate 
the dental graduate to a service commitment that would benefit Kansans in exchange 
for the tuition reduction. This financial incentive is cost neutral to the state and involves 
voluntarily entering into a repayment contract that is immediately and mutually beneficial 
to both the state and the individual. 
 
C. Low Interest Loans for Practice Development 
Helping communities which are underserved attract dentists requires more than loan 
repayment.  The cost of establishing a new dental practice is significant.  Purchase of 
an existing practice or developing a new practice is an additional cost for the graduate 
already burdened with student debt.  A State program of low interest loans would be 
one form of assistance, which should be tied to practice in an underserved area (rural or 
urban) and/or agreement to accept a percentage of Medicaid/HealthWave clients.  A 
revolving fund of $750,000 with maximum individual loans of $75,000 would be a good 
start. 
 
D. Community Support of Dental Practice 
Grants by communities should be encouraged by the new state dental officer to provide 
additional office development support to dentists.  These community grants, often 
funded by local and state philanthropies, could be structured with the state loan 
program to provide excellent packages to recruit dentists where they are needed. 
 
What would it cost? 
It is suggested that a Kansas public/private coalition be developed to leverage the grant 
from NHSC and also have the flexibility to place dentists in private practice locations, an 
option not allowed by the NHSC State Loan Repayment grant. Our model (see table 2 
below) uses coalition funds to fund three $25,000 awards annually and two awards of 
$17,500 to leverage $17,500 each from NHSC grant to the state. This would place 5 
new dentists per year in underserved communities. Once fully operational, three 
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dentists will be placed in private practice locations in dental HPSAs and two dentists in 
not-for profit clinics so that within 5 years 25 new dentists could be added to serve our 
neediest Kansans for a maximum cost of $550,000 annually. These new dentists would 
also be eligible for NHSC loan repayment program (LRP) assistance. Congress has 
been generous with NHSC funding recently; nationally, everyone who applied last year 
received LRP awards. 
 

 TABLE 2 
Cost for DDS by Funding 

Source   

Count of DDS in 
Service by Practice 

Setting     

Program 
Operation 

SGF for 
NHSC 
SLRP 
Match 

Local 
Matching 

  
SGF for 

State LRP 

LRP 
Participation 

Year 

Not-for 
Profit/Public/ 
Safety-Net 

Private 
Practice  

    

Year One Total 35,000 35,000   75,000 year 1 2 3     

Year Two 35,000 35,000   75,000 year 1 2 3     
  35,000 35,000   75,000 year 2 2 3     

Total 70,000 70,000   150,000           

Year Three 35,000 35,000   75,000 year 1 2 3     
  35,000 35,000   75,000 year 2 2 3     
  35,000 35,000   75,000 year 3 2 3     

Total 105,000 105,000   225,000           

Year Four 35,000 35,000   75,000 year 1 2 3     
  35,000 35,000   75,000 year 2 2 3     
  35,000 35,000   75,000 year 3 2 3     
  35,000 35,000   75,000 year 4 2 3     

Total 140,000 140,000   300,000           

Year Five 35,000 35,000   75,000 year 1 2 3     
  35,000 35,000   75,000 year 2 2 3     
  35,000 35,000   75,000 year 3 2 3     
  35,000 35,000   75,000 year 4 2 3     
  35,000 35,000   75,000 year 5 2 3     
  175,000 175,000   375,000           

5-yr total SGF 525,000   + 1,125,000           

    Year 5 (the maximum) =       

$1,650,000           10 15     

for 25 dentists or  $66,000 per dentist       

Nor for profit 
settings 

Private 
Practice 
setting   
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Longer Term Strategic Options 
The financial incentives described above are immediate, strategic and directly address 
the workforce issues. They may in fact materially address the impending crisis. 
However, it would be wise to consider two additional, longer-term options that address 
dental work force needs. 
 
An Advanced Education in General Dentistry (AEGD) residency provides advanced 
clinical instruction to graduate dentists seeking to broaden their skills. Many recent 
dental graduates are attracted to these programs as a way of rapidly accelerating their 
professional development. They complete the program in one or two years, equipped to 
provide general dentistry‟s most highly sophisticated and financially rewarding services, 
and enter into private practice with the confidence and experience to treat a wide variety 
of cases. In New York State, the AEGD replaces the dental licensing exam so that upon 
completion of the residency a state license is issued. 
 
AEGD residencies operate successfully throughout the United States in dental schools, 
community health centers, hospitals and in dental hygiene programs as long as 
adequate service populations are available. 
 
An AEGD residency can be configured to focus on community service and to expose 
graduates to underserved communities. For example, Wichita has a large indigent 
population who experience ongoing difficulty gaining access to the range of services 
they need. An AEGD residency program based in Wichita could help fill this void. 
Moreover, evidence from the KU medical residencies in Wichita suggests that such a 
program would have favorable results on the supply of dentists in western Kansas, 
where recruitment has become increasingly problematic. Locating an AEGD in a 
Wichita institution such as WSU, KUMC or one of the medical centers has several 
potential advantages. There might be economies of scale in the operation of clinical 
facilities, synergies that arise in administrative and clinical supervision, opportunities for 
interdisciplinary training and service collaboration and the experience and depth of skills 
needed to create and operate a complex clinical instruction program.  
 
What would it cost? 
An 8-resident program would require approx. 6,000 sq. ft in the form of 14-300 ft2 dental 
operatories and 1,800 ft2 of support functions such as reception area, meeting room, 
sterilization, lab, radiology, storage, records management and billing. The cost of 
constructing such a new clinic would be between $1.2 and $1.5 million ($200 - $250 per 
ft2 x 6,000 ft2). Site costs would be additional. Equipment costs are estimated at an 
additional $250,000. 
 
An 8-resident AEGD program would require annual staffing costs of approximately 
$600,000 for two full-time faculty dentists (minimum $100,000 each), eight chairside 
assistants ($30,000-$35,000 each), a dental hygienist ($60,000) and two 
billing/reception assistants ($30,000-$35,000 each). Laboratory and supplies expenses 
would be an additional $150,000 per year. Thus an annual operating cost of 
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approximately $750,000. There are grant funding potential available through HRSA to 
support AEGD residencies. 
 
While the AEGD program is expensive to establish and run, residents are considerably 
more productive than undergraduate dental students and can significantly contribute to 
annual expenses. Eight residents treating 6 patients per day, five days per week, 45 
weeks per year could generate 10,800 patient visits per year (for 4,000 to 5,000 
patients). Such an AEGD residency clinic should generate $600,000 to $800,000 per 
annum based on experiences at UMKC ($75,000-$100,000 annually per resident). An 
additional consideration is that residents are employees and as such require 
compensation packages. However, by partnering with a local hospital or community 
health center, the residency would be eligible for federal financial supports through the 
Graduate Medical Education Program (an allowable cost under Medicare). 
 
A Pre-Doctoral Clinical Education Program 
It has been suggested that a pre-doctoral clinical education program, modeled after the 
KU Medical Program in Wichita, would have beneficial effects on problems of access to 
care in Kansas. 
 
The program would require dental students to do two years of didactic instruction at a 
regional dental school and then spend all or part of their final two years in Wichita for 
clinical training. Like the KU program, an aggressive effort would be needed to recruit 
students from underserved communities and place them into clinical and experiential-
learning opportunities, which prepare them both technically and psychologically to 
return to those communities. 
 
The program would involve, probably, a minimum of 20 students and require 
approximately 6,000 sq. ft. of clinical space for 20 dental operatories. Additional space 
(1,500 to 2,000 sq. ft.) would be needed for reception, sterilization, patient records, lab, 
and so on. Construction costs for 8,000 sq. ft. would run $1.6 to $2.0 million, exclusive 
of site costs, and equipment would be an additional $300,000 to $400,000. 
 
The program would require annual personnel costs of approximately $600,000 to 
700,000 for four full-time faculty members (minium $80,000 each), a clinic manager 
($72,000), three to four dental assistants, a sterilization- and/or dispensary-person, a 
records management person and a receptionist/billing person ($30,000 each). Dental 
supplies and lab costs would add $125,000. 
 

The clinic would treat approximately 60 patients per day, 220 days per year, for 13,200 
patient visits annually. Student clinic revenue at the UMKC averages approximately $44 
per visit so we may estimate clinic revenues in Wichita would be $581,000 annually. 
This option clearly has serious limitations in that operating losses would require 
subsidies to the program of approximately $140,000 to $245,000 per year. Further, 
health care faculty are universally difficult to recruit and, based on experiences of 
KUMC will be even more difficult in Wichita.  
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Need For A Comprehensive Approach 
For the above models to be successful, it will be necessary to include a comprehensive 
recruitment and retention plan that begins with initial contact with undergraduate 
institutions in underserved areas. Student „dental clubs‟ can be established to provide 
support and guidance to promising student with personal and social ties to these areas. 
By coordinating social, academic and financial advising as well as the above referenced 
financial and educational incentives, this model can maximize the likelihood that 
students from HPSAs will successfully complete dental training and return to serve their 
communities. 
 
Summary and Conclusion 
The State of Kansas faces a dwindling supply of dentists and a looming crisis in oral 
health access unless immediate and strategic steps are taken to counter these 
disturbing trends. 
 
The proposed action plan could initially be implemented quickly with minimal or no 
addition cost to the citizens of Kansas. Initially, financial incentives could be offered to 
retain and attract dental graduates and their scarce and valuable state-subsidized skills. 
Longer term and more costly solutions would include a graduate residency that would 
offer an attractive opportunity to recent graduates interested in gaining specialized 
skills. Located in Wichita, it would immediately contribute to solving the community‟s 
access issues for indigent families. Over the longer term, it would also help bring 
general dentists to western Kansas. In addition, a clinical program in Wichita for the 
preparation of 3rd and 4th year dental students would help with access issues in Wichita 
and beyond as well. 
 
The long-term aspects of the plan would not be inexpensive; nor would they be 
implemented immediately with quick results. However, taken as a comprehensive model 
of recruitment and retention with specialized support, and introduced in a strategic, time 
phased manner, this plan provides a workable set of solutions to a current and growing 
crisis in Kansas public health.
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