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Executive Summary 
 

Access to oral health care is a growing challenge in the US. One hundred eight million Americans 
lack dental insurance, more than twice as many as lack medical insurance.  Now more than ever, health 
centers are a critical source of oral health services to those with the highest burden of disease and unmet 
need.  This report documents health centers’ role in meeting the oral health needs of low-income and at-
risk populations and discusses the importance of further augmenting access to oral health services and the 
challenges related to funding these activities.  The disparities in oral health care are stark: 100 million 
Americans lack adequate fluoridated drinking water and only 10% of the highest risk children have dental 
sealants; yet fluoridation and sealants have been shown to prevent dental disease and reduce health-care 
costs over time.  Dental caries remain the single most common disease among children in America, with 
five times as many sufferers as asthma.  Half of all children have untreated tooth decay by age 9 and 70% 
have at least one cavity by 18.  Thirty percent of Americans over the age of 65 have no teeth.  In the face 
of these realities, health centers are working to reduce the burden of oral health disease.   

 
Major findings of this report include: 

• Vulnerable populations are more at risk for unmet oral health needs.  The same people that make 
up the largest proportion of Community Health Center patients, namely low-income families, 
members of racial and ethnic minority groups, the uninsured and rural residents, experience more 
unmet oral health care needs than other groups and suffer greater losses to their overall health and 
quality of life as a result.   

• Health centers are important providers of oral health care to vulnerable populations who 
otherwise would go without.  In 2005, 73% of existing federally-funded health centers provided oral 
health services onsite and all new federally-funded health centers are now required to assure the 
availability and accessibility of oral health care services.  This is just shy of the Healthy People 2010 
goal of 75% of public and community-based health care providers offering these services.  Dental 
visits constitute 10% of all visits to health centers, with 5.6 million dental visits to federally-funded 
health centers in 2005 – a growth of 87% since 2000.  Moreover, the number of health center patients 
using dental services has grown 77% over the same time and now stands at 2.3 million.   

• Despite the role health centers play, the need for oral health services remains great among at-
risk and low-income populations, and adequate workforce is critical.  The oral health safety net 
must be broadened and strengthened, including improving access to services for Medicaid/SCHIP and 
other at risk populations.  Unfortunately, acceptance of Medicaid/SCHIP by private dentists remains 
low.   Innovative programs in several states have improved dentist participation in Medicaid and 
increased take-up by eligible persons.  Over 2,000 counties or partial counties have been designated 
dental Health Professions Shortage Areas, where individuals suffer from an absolute lack of dental 
providers.  Less than half of these are served by safety net providers.   

• Multiple approaches are needed to improve access to dental care, including improving access to 
health centers.  Evolution in dental education to involve a more diverse student body, greater 
attention to public health, and collaboration with other oral health providers as well as primary care 
providers will help improve access to oral health care in the long term.   
 

The “silent epidemic” of oral disease stands out as a compelling issue confronting the national 
health care system and health centers, the largest national network of providers for the underserved, in 
particular.  Adequately addressing oral health needs is cost effective, with a relatively short period before 
return-on-investment is realized.  Health centers have already made strides toward the integration of 
culturally competent oral health care and primary care services to address the needs of the diverse and 
growing population seen at health centers.  Significant challenges remain as health centers continue to 
expand their capacity to better meet the oral health needs of their patients. 



Introduction 
 

Oral and dental diseases are widespread in the United States, yet receive so little attention 
that they have been called “silent epidemics” by a landmark 2000 Surgeon General report.1  The 
statistics are startling.  One hundred million Americans lack adequate fluoride in the drinking 
water and only 10% of the highest risk children have dental sealants; these two measures have 
been shown to prevent dental disease and reduce health-care costs over time.2  Dental caries 
remain the single most common disease among children in America, with five times as many 
sufferers as asthma.  Half of all children have untreated tooth decay by age 9 and 70% have at 
least one cavity by 18.3  Thirty percent of Americans over the age of 65 have no teeth.4      
 

One hundred eight million American adults and children lack dental insurance,5 a strong 
predictor of access to dental care.  This is more than twice as many as lack medical insurance. 
Employer-sponsored dental benefits is currently the largest source of insurance for these 
services, yet rising unemployment and more employers dropping these benefits have resulted in 
reductions in this type of coverage.  Children from families without dental insurance are three 
times more likely to have dental needs than children with either public or private insurance and 
they are 2.5 times less likely than insured children to receive dental care.6  Public insurance is 
also an important payer of dental care, but many states do not offer adult dental coverage under 
Medicaid, and Medicare does not offer oral health coverage for the elderly.   

 
Many Americans do not have access to dental services given a lack of dental providers in 

their areas, or a lack of dentists willing to accept their insurance.  Over 2,000 counties or partial 
counties have been designated dental Health Professions Shortage Areas, where individuals 
suffer from an absolute lack of dental providers.  Less than half of these are served by safety net 
providers.  Many dentists do not accept patients insured by public insurance, such as Medicaid or 
the State Children’s Health Insurance Program (SCHIP).  This was the case for a 12 year old 
Maryland boy whose untreated toothache recently caused his death.  His death could have been 
avoided by simply removing his tooth, a procedure costing nearly $100.  Though covered by 
Medicaid, the boy’s family was unable to find a dentist willing to take new Medicaid patients.  
The implications of not having access to oral health care can be severe. 
 

The Community Health Center program is a significant provider of oral health care for 
the nation’s medically underserved.  As part of the initiative to expand health centers begun by 
the Bush Administration in 2002, all new health centers must assure access to oral health care 
services.7  HRSA allotted $3.52 million for new access to oral health and $10.08 million for oral 
health expansions in FY 2005.8  Seventy three percent of existing federally-funded health centers 
provide oral health services onsite in 2003.  This is just shy of the Healthy People 2010 goal of 
75% of public and community-based health care providers offering these services.9  Oral health 
visits constitute 10% of all visits to health centers, with 5.6 million visits to federally-funded 
health centers in 2005.  Currently, health centers across the country provide primary care and 
other services to over 16 million patients.a 
 

                                                 
a  Includes patients of federally-funded health centers, non-federally funded health centers, and expected patient growth for 2006 and 2007. 
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The National Association of Community Health Centers follows developments in the 
area of oral health for vulnerable populations and is working to assist health centers to expand 
their provision of these services for the communities they serve.  NACHC is interested in 
promoting the health center model as one effective approach to making oral health care 
accessible to low-income uninsured and underinsured individuals across the lifecycle.  However, 
NACHC recognizes the cumulative work of both health centers and the entire dental community 
is critical in this regard.  This report is intended to provide an updated description of health 
centers’ role in meeting the oral health needs of at-risk populations from a policy perspective 
rather than a clinical one.  Accordingly, this brief will not provide a detailed discussion of health 
center clinical practices.  This report also serves as a starting point for discussion of health 
centers’ current and future roles in providing dental services.   

 
This report will provide a broad discussion of the provision of oral health services at 

health centers and will focus on several key topics, including  
 

• populations at risk for unmet oral health needs and how health centers help meet 
these needs;  

• trends and profiles in the delivery of dental care at federally-funded health 
centers;  

• reimbursement and funding of oral health services at health centers and other 
providers serving largely underserved communities; and 

• innovative approaches to addressing limited access to oral health care being 
pursued by health centers and others in particular communities. 

 
 

Unmet Oral Health Need and the Role of Health Centers in Meeting 
Them 

 
The importance of improving access to oral health services is difficult to overstate, 

particularly where the most vulnerable populations are concerned.  Those living in poverty and 
without insurance are less likely to have a dental visit. In 2000, while 48% of the privately 
insured had at least one visit, only 29% of the publicly insured and 19% of the uninsured did.  
Nationally, 42% of the population had at least one visit.  While 54% of those with high incomes 
had at least one visit, only 26% of the poor did.  Moreover, among the publicly insured, 
uninsured, and poor that do see a dental provider, they tend to have fewer annual visits than the 
privately insured and non-poor.10  Children with public health insurance are significantly more 
likely than privately insured children without dental benefits to receive preventive dental care 
and have no unmet dental needs.11   

 
Dental caries are the most common chronic disease of childhood, five times as common 

as asthma and seven times as common as hay fever.  Poor children are twice as likely as their 
more affluent peers to have caries and their dental disease is less likely to be treated and more 
likely to be severe.  Children living below the poverty line have been found to have four times as 
much severe disease and 2.4 times the untreated disease of non poor children.12  In fact, 80% of 
dental caries are borne by 25% of the nation’s children.13  Most recently, the Centers for Disease 
Control and Prevention found a sharp increase in dental caries among children ages 2 to 5, 
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estimating that fully 28% of U.S. preschool children have tooth decay,14 and another study found 
that 56% of uninsured children in low income families did not receive a dental check up in 2002, 
including 13% with unmet dental needs.  The Children’s Dental Health Project found that poor 
and low-income preschoolers are 5 times more likely to have cavities, have 3 times more 
cavities, and 2 times more likely to seek care for pain, yet only half a likely to obtain a dental 
visit.15   Furthermore, disabled individuals requiring conscious sedation or general anesthesia or 
other accommodations have lower levels of oral health, in part because oversubscribed dentists 
decline to take on patients with needs exceeding those of most patients and for whose care they 
will be inadequately reimbursed.   

Besides those living in poverty, other populations are at particularly high risk where 
dental disease is concerned.  In 2000, African American and Hispanic Americans were much less 
likely than whites and others to have a dental visit (27% and 26%, respectively, vs. 47%).16  
Native American and Alaska Native children aged 2-4 years have over five times the rate of 
dental decay of all American children.17  Thirty eight percent of Latinos aged 6 to 17 years have 
untreated dental caries, while 28% of African American children the same age have untreated 
caries.  Only 19% of Caucasian children have untreated decay at this age.18  African American 
children have some of the highest rates of oral health disparities and they are also the fastest 
growing subpopulation of children in America, meaning that unless there is a major intervention, 
there will be an increase in disease prevalence in the coming years.19  The numbers are 
comparable for all age ranges.  More than 50 percent of African American men have untreated 
dental decay and are less likely than men of other races to have decayed teeth restored.  
Moreover, the proportion of teeth missing due to dental decay is 1.5 times greater in African 
American men than in white men.20   

Over 2000 counties or partial counties have been designated dental Health Professions 
Shortage Areas where individuals suffer from an absolute lack of providers in addition to all of 
the other barriers facing the uninsured and publicly insured.  Less than half (875) of these dental 
HPSAs are served by federally qualified health centers (837), FQHC look-alikes (6), or rural 
health clinics (32).21  Many counties eligible for dental HPSA status have not applied for the 
designation, whether because of the administrative burden or for other reasons. 

Unmet dental needs often lead to dental disease.  The costs of dental disease are 
staggering, be they medical, financial or related to quality of life.  Pregnant women with 
untreated dental disease are at risk for preterm contractions.  Those with diabetes are 
immunocompromised and at risk for systemic infection stemming from oral infections.  Adults 
lose over 164 million work hours each year due to dental pain and other oral health problems.22  
The impact of oral diseases on quality of life in children is significant.  More than 51 million 
school hours are lost each year to dental-related illness.  Pain and suffering due to these untreated 
diseases can lead to problems with speech development, eating and learning.   Poor children 
suffer nearly 12 times more restricted-activity days due to dental disease than children from 
higher-income families.23 
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Cost Effectiveness of Preventive Dental Care 
 
 
Preventive dental care treatment not only reduces the incidence of oral disease but it is 

also cost-effective for Medicaid and other insurers.24  Patients who put off routine dental care 
will often seek care at the emergency department when their conditions worsen, at a significantly 
higher cost.  In one study that aggregated costs over a three-year period, preventive treatment 
provided in an office-based setting was nearly ten times less expensive than care provided in the 
emergency department ($660 vs. $6,498).25  Preventive services have also been shown to save 
money for Medicaid within a relatively short timeframe.  A study examining 15,438 children 
enrolled in the North Carolina Medicaid program found sealant treatment saved Medicaid money 
even over just a two-year timeframe.  The difference in Medicaid spending between sealed and 
unsealed teeth was $15.21 per molar among high-risk 9-year-olds and $9.54 per molar among 
children at medium-risk over two-years.26  Even among children (10 years of age) who were at 
low-risk, expenditures for sealed teeth were still $2.31 less per molar than for unsealed teeth 
(although these savings did not completely offset the cost of sealant treatment).  Thus, while the 
greatest savings are realized among high-cost children, sealant treatment is cost-effective across 
all risk groups.  In addition, other research has found that over five years, low-income children 
who had a routine dental visit by age one incurred dental expenses that were nearly 40% lower 
($263 compared to $447) than children who did not have their first visit until they were older.27  
Clearly, access to preventive dental services not only saves Medicaid and other insurers money, 
but the return-on-investment accrues relatively quickly and strongly suggests that, even in an era 
of tight state budgets, access to dental services in Medicaid should be maintained.  
 
How Health Centers Reduce Barriers to Oral Health Care  

 
 
Health centers serve disproportionate numbers of low income, minority and rural 

Americans.  By removing barriers to care, health centers can ensure that patients and potential 
patients with oral health needs receive the care they need. They reduce or even eliminate 
disparities among their patients through common and often unique features rooted in their 
program requirements designed to remove multiple barriers to health care, making them different 
from other community-based health care provider, as well as most private, office-based 
physicians.   Health centers and their services are customized to confront ad deal with the 
complexities of underserved communities who rely on them for care – places where residents 
typically face more than one barrier to health care and whose residents have disproportionate 
unmet health needs, including oral health.     

 
First, health centers are governed by patient-majority boards that oversee operations as 

well as direct the creation and operation of programs tailored to serve their communities’ specific 
needs, such as fluoride supplementation of water and other specific oral health needs.  At least 
51% of these governing boards must be made up of individuals who receive their health care at 
that center and who represent the community being served.  The direct patient involvement in 
service delivery is key to health centers’ accomplishments in serving their communities.  Active 
patient oversight of health centers assures responsiveness to local needs and helps guarantee that 
health centers improve their patients’ quality of life. 
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Second, health centers must be located in high-need, medically underserved areas 

identified by the government as having elevated poverty, higher-than-average infant mortality 
and too few physicians for the area’s population.  Health centers improve access for people who 
traditionally confront geographic barriers to health care such as rural and homeless patients,  
often operating during evening of weekend hours, at multiple sites and through mobile clinics to 
reach those most in need.  This is especially crucial in rural areas.  Nearly half (44%) of patients 
seen at health centers reside in rural areas, compared to 21% of the U.S. population as a whole.28 

 
Third, health centers must be open to all residents, regardless of insurance status or 

income, and on a sliding fee scale based on ability to pay.  71% of health center patients have 
family incomes at or below the federal poverty level ($20,650 annual income for a family of four 
in 2007).29  Also, 40% of health center patients are uninsured and another 36% depend on 
Medicaid, much higher than the national rates of 16% and 18%, respectively.30  Fully two thirds 
of all health center patients are members of racial and ethnic minorities.  Health centers charge 
sliding scale fees for out-of-pocket payments based on an individual’s or family’s income and 
ability to pay, yet patients unable to meet sliding scale fees are never turned away and many 
qualify for free care.  For many patients, the health center may be the only source of health 
services available.  The number of uninsured patients at health centers is growing – from around 
3.9 million in 1998 to over 6 million today. 

 
Fourth, health centers must provide comprehensive primary care and offer services that 

help their patients access health care, so-called “enabling services.”  Enabling services increase 
access to and usage of oral health care either directly or indirectly through screenings during 
primary care visits.  Health centers tailor their services to fit the special needs and priorities of 
their communities.  They provide services in a linguistically and culturally appropriate setting, 
meaning that the staff are often bi- or multi-lingual, patient materials are written in multiple 
languages, and the staff is sensitive to the specific needs and cultural beliefs of their patients.  
Such tailored services help avoid under- use of preventive services and substantial treatment 
disparities.31  Beyond providing services in culturally appropriate settings, health centers offer 
programs beyond medical care suited to specific community needs, such as emergency dental 
care.  

 
Fifth, health centers must follow rigorous performance and accountability requirements 

regarding their administrative, clinical and financial operations.  Federally-funded centers are 
required to report to the federal government each year regarding utilization, diagnoses and 
financing.  While this reporting does not directly remove barriers to care for patients, it 
establishes a means for health center accountability for doing so and helps ensure a high quality 
of care.  Health centers report the number of visits for and patients utilizing selected services that 
are indicators of access to care, such as preventive and restorative dental care.   

 
Because of their effectiveness in removing barriers to care, the Institute of Medicine 

(IOM) and the General Accountability Office (GAO) have each recognized the success of health 
centers in reducing or even eliminating health gaps for racial and ethnic minorities and low-
income populations.  The IOM specifically recognized the importance of Community Health 
Centers, stating that “the Community Health Center model has proven effective not only in 
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increasing access to care, but also in improving health outcomes for the often higher-risk 
populations they serve.”32 

 
 

Profile of Dental Services at Federally-Funded Health Centersb 
 
 
Health Center Patients and Patient Visits for Dental Health Services  
 

In 2005, 17% of federally-funded health center patients sought dental care from a health 
center.  As Figure 1 demonstrates, health centers provided dental services to over 2.3 million 
patients, up from 1.3 million in 2000 – a growth of 77%. The number of dental service visits also 
rose from3 million in 2000 to nearly 5.6 million in 2005 – a growth of 87%.  When looking at 
visits directly to dentists and dental hygienists, visits to dentists increased by 90%, while those to 
dental hygienists increased 129% despite the fact that hygienists account for about 15% of all 
dental visits.  This suggests that health centers are increasingly reliant on hygienists to address 
dental workforce shortages.  This option will be examined in more detail later in this report. 

Figure 1

Health Center Dental Care Patients 
And Patient Visits, 2000-2005
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Both Figures 1 and 2 illustrate that major growth started in 2002, the first full year of 

health center expansion efforts.  Dental care visits are now 10% of all federally-funded health 
center visits, a proportion that has been steadily increasing.  In 2000, these services made up 
7.9% of visits (Figure 2).  Over this time, average dental visits per dental patient changed little – 
from 2.3 dental visits in 2000 to 2.4 in 2005 (not shown in figure).   

 

                                                 
b Data from this section come from the federal Uniform Data System (UDS), to which all federally-funded health 
centers my report annually.  Health centers meeting program requirements but not receiving federal health center 
funding do not report to the UDS, and are therefore excluded from this analysis.  There are approximately 100 of 
these health center organizations (known as “look alikes”) serving 1.3 million patients across the country.  Oral 
health data from look alike health centers are not available.  Because this report does not include data from “look 
alike” health centers, data reflected here consequently underreport the volume of oral health care delivered by health 
centers.  
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Figure 2

Patient Visits for Dental Services* as a 
Percent of Total Patient Visits at Health 

Centers, 2000-2005
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Source: Bureau of Primary Health Care, HRSA, DHHS, 2000-2005 Uniform Data System  

 
It is important to note that since new dental care patients are likely to be those who 

lacked access to care prior to seeking it at a health center, they are more likely to suffer from 
caries and periodontal disease and require more intensive services than simple preventive care.  
The extent to which health center primary care providers are conducting basic oral health 
screenings is unknown in lieu of dentists.  Thus, the volume of oral health care delivered by 
health centers in underrepresented.  Collaboration between medical and dental providers is being 
touted as a means to improve oral health, and it appears that additional provider education about 
how to optimize such collaboration may be required in order to reap the benefits. 
 
 
Dental Care Staff 
 

Health centers provide these documented dental health services through licensed dentists 
and dental hygienists, with the aid of dental support staff.  In 2005, dental care staff made up 
6.3% of all federally-funded health center staff nationally.  These centers employed 1,738.7 full-
time employed (FTE) dentists, 642.6 FTE dental hygienists, and 3,268.2 FTE dental support 
staff, which includes dental assistants, aides, and technicians, as shown in Figure 3.  The number 
of FTE dentist has increased by 78% since 2000, and the numbers of FTE hygienists and support 
staff have increased by even larger proportions (127.4% and 68.8%, respectively).  Beyond these 
employed oral health staff, in 2004, federally-funded health centers employed 6,900.1 FTE 
primary care physicians – a growth of 47% since 2000 – who may deliver oral health screening 
and care.  
 

National Association of Community Health Centers  7



Figure 3

Number of FTE* Dentists, Hygienists, 
and Support Staff at Health Centers, 
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 The number of FTE dental care personnel will surely continue to rise given health center 
expansion earmarks for creating and improving oral health service capacity in new and extant 
federally-funded health centers ($13.6 million in FY 2005). Considering that the average dentist 
provided 2,719.5 visits while the average hygienist provided 1,297.8 visits in 2005, any 
expansion in health center dental personnel will clearly augment health centers' capacity to 
provide oral health care and thus better fulfill their mission of providing comprehensive health 
care to the medically underserved in the U.S.   
 
 
Provision of Dental Health Services at Health Centers 
 

Nearly every health center provides some form of preventive oral health services onsite 
or through formal referral arrangements, as seen in Figure 3 below.  To begin, there are four 
major categories of dental services reported by federally-funded health centers.  Preventive 
services include prophylactic oral exams, cleanings, fluoride, sealants, and x-rays.  Restorative 
services involve the different techniques used to repair, protect or replace a broken or damaged 
tooth or teeth.  Emergency services involve oral infections and injuries which threaten or have 
the potential threaten a patient’s life. Rehabilitative services involve the specialized areas of 
endodontics (treatment of the root and nerve of the tooth), periodontics (treatment of gums, 
tissue and bone that support the teeth), prosthodontics (replacement of missing teeth with 
artificial materials), and orthodontics (treatment of irregularities of the bite, teeth and jaws).  
Figure 3 depicts the percent of federally-funded health centers providing these dental services 
onsite and through formal referral arrangement.  In 2005, 73% of all federally-funded health 
centers provided onsite preventive dental care, 69% provided restorative dental care onsite and 
69% provided emergency dental care onsite. The service least likely to be delivered onsite at a 
health center is rehabilitative dental care; over two in five health centers provided it in 2005.  
This may reflect constraints in both capacity and workforce faced by the centers in the context of 
high demand for these and other oral health services.  

 
When one considers onsite as well as services provided through formal referral 

arrangements,c 99% of CHCs provide preventive dental care, restorative and emergency dental 

                                                 
c Formal referral arrangements mean either a written agreement or the ability to document the service in the patient 
record. 
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care services, and 95% make rehabilitative services available to patients.  Referrals may reflect 
the severity of a patient's condition and/or limits in human and other resources at the referring 
health center.  Health centers often face barriers in referring patients to other providers for oral 
health services, the most important of which is a lack of providers.  Shortages can be absolute, as 
in many rural areas, or relative, as when providers are unwilling or unable to accept Medicaid or 
uninsured patients and maintain a financially sound practice.  Different efforts to increase the 
numbers of providers willing to see publicly insured and uninsured patients are discussed 
elsewhere in this report. 
 

Figure 4

Percent of Health Centers Providing 
Dental Care Services by Type, 2005
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Health centers are increasingly providing restorative, emergency and rehabilitative 

services onsite. In 2000, 70% provided preventive, 61% restorative, 63% emergency, and 32% 
rehabilitative dental services, compared to 73%, 69%, 69%, and 46%, respectively, in 2005.  
Thus, the rapid growth in the number of encounters and patients for dental services overall could 
be explained by a greater provision of dental services beyond preventive care – namely, 
restorative, emergency and rehabilitative dental services – and the rapid growth in the number of 
dental services employees.   This may imply that health centers are serving more and more 
patients with severe oral health needs.   

 
 

Urban and Rural Health Centers in the Provision of Oral Health Services  
 

Health centers are fairly evenly distributed between urban and rural areas.  In 2005, just 
over half (52%) of all federally-funded grantees were located in rural areas.  These health centers 
treated 44% of all health center patients.  Urban health centers are more likely than rural health 
centers to deliver oral health services on site, be they preventive, restorative, emergency or 
rehabilitative in nature (Figures 5 & 6).  Rural areas have a lower density of health care providers 
than do urban areas possibly due to staffing difficulties.  Importantly, the majority of rural health 
centers do provide preventive (69%), restorative (63%) and emergency (63%) dental care onsite.  
Over two in five (42%) of rural health center grantees also provide rehabilitative dental services.  
And when onsite delivery and formal referrals are considered together, the difference between 
urban and rural health centers in the provision of dental care nearly disappears.   
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Figure 5

Percent of Health Centers Providing Dental Care 
Services by Type at Urban Health Centers, 2005
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Source: Bureau of Primary Health Care, HRSA, DHHS, 2005 Uniform Data System.

 

Figure 6

Percent of Health Centers Providing Dental Care 
Services by Type at Rural Health Centers, 2005
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Referrals are provided under formal arrangements.  Health center grantees may or may not pay for services 
received through referrals.
Source: Bureau of Primary Health Care, HRSA, DHHS, 2005 Uniform Data System.

As Figures 7 and 8 demonstrate below, urban health centers make up the majority of all 
dental services patients and related visits, and account for most of the dental services staff.  Rural 
health centers account for just over 40% of total dental services patients and encounters, and just 
over 40% of dentists and dental services support staff (such as aids and technicians).  However, 
as these two figures illustrate, the difference between the proportion of dental hygienist FTE and 
the proportion of dental hygienist visits is much less, indicating a higher reliance on hygienists in 
rural areas.d   
 

                                                 
d Productivity data are only available to NACHC at the health center level through 2004.    

National Association of Community Health Centers  10



Figure 7

Percent of Dental Service Patients, 
Visits and FTE Staff at Urban and Rural 

Health Centers, 2004
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Figure 8

Percent of Total Dental Services Staff at 
Urban and Rural Health Centers, 2004
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Source:  Bureau of Primary Health Care, HRSA, DHHS, 2004 Uniform Data System  

 Although urban health centers have more dental services staff of any type, dental visits, 
and dental patients than rural health centers, when considering productivity – that is, average 
related visits for one FTE – the average rural health center dentist provides slightly more visits 
annually than the average urban health center dentist.  This is depicted in Figure 9 below, which 
also speaks to the fact that rural health centers are slightly more reliant on hygienists than urban 
health centers in the delivery of dental services.  The average hygienist at an urban health center 
provided 1429.4 visits compared to an average of 1340.3 visits for a rural health center 
hygienist.e  As an aside, it is important to remember that visits do not necessarily reflect the level 
of need for oral health services. 

 
Figure 9

Encounters Per Dental Services Staff 
FTE at Urban and Rural Health 

Centers, 2004
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Dental Workforce Challenges at Health Centers 
 

Urban and rural staffing differences in health centers may reflect workforce challenges. 
The vast majority of dental health professions shortage areas are non-metropolitan (2118 
compared to 1187 metropolitan areas).33  A recent survey of health centers found that the number 
of dentist FTEs in urban areas is almost twice as many than in rural areas.  Displayed below in 
Figure 10, dentists remain in short supply and almost half of the rural grantees have had vacant 
dentist positions for 7 or more months.  

                                                 
e Productivity data are only available to NACHC at the health center level through 2004.   
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Among other non-physicians, (nurses, nurse practitioners, physician assistants, and pharmacists) 
the highest rates of vacancies are seen for dentists.34 Primary care providers are not trained to fill 
the gap created by a shortage of dentists.  Different initiatives to address dental workforce issues 
are explored later in this brief. 
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26.7%

18.5%

0%

10%

20%

30%

Total Rural Urban

Figure 10

Dentists Vacancy Rates at Health 
Centers, 2004

Source: Rosenblatt R, Andrilla H, Curtin T, and Hart G. Shortages of Medical Personnel at Community Health Centers. JAMA, 2006 – Vol. 295, No. 9: 1042-1049.  
 

According to a 2004 survey of health centers, 48% of health centers report a vacancy for 
a dentist and 12% report more than one. This amounts to an 18.5% vacancy rate for dentists at 
federally-funded health centers.  Of these, 18% of vacancies have persisted for more than one 
year. Salary expenditures for contract dentists hired to fill the staffing gaps exceeded those for 
staff dentists by 16 to 20%, suggesting that this approach is not the most cost-effective.  More 
executive directors cited inadequate salary/benefits as the reason firm job offers were rejected 
than any other (71%).  Absence of loan repayment was cited by 23% of directors.  Salaries at 
health centers are higher than those in academic posts but lower than those enjoyed by those in 
private practice with or without ownership.35    
 
 
State by State Analysis  
 

Appendices A, B, and C provide state-by-state data on the proportion of health centers 
providing oral health services, health center dental staff, and related patients and visits in 2005.  
As Appendix A demonstrates, 100% of health centers in Vermont and Nevada provide all four 
major dental service categories – preventive, restorative, emergency, and rehabilitative, and 
100% of health centers in three other states (Delaware, Missouri, and New Mexico) provide 
three out of the four (preventive, restorative, and emergency).   

 
Appendix B provides for each state information on patients who rely on health center 

dental services.  Not surprisingly, health centers in eight large states (California, Florida, 
Massachusetts, Michigan, New York, Pennsylvania, Texas, and Washington) account for 
half of all health center dental patients.   While nationally 17% of all health center patients use 
health center dental services, more than 25% of health center patients in six states (Connecticut, 
Michigan, Missouri, Nebraska, Vermont, and Washington) receive health center dental 
services.   
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Lastly, Appendix C provides a close look at health center dental services staffing and 
visits per dentist and dental hygienist by state.   Although nationally the average dentist provided 
2,719.5 visits last year, health centers in three states (California, Florida, and Wyoming) 
provided over 3,000.  In addition, the average dental hygienist in four states (Connecticut, 
Maryland, Michigan, and Oregon,) and Puerto Rico provided over 1,600 visits, compared to 
the national average of 1,279.8. 
 
 

Key Federal Programs Supporting Access to Oral Health Services   
 

Several key public and private programs also help ensure access to oral health care for 
vulnerable populations, either through in the form of insurance, oral health education and 
training programs, or as directly funded care.  Health centers and the patients they serve depend 
on these programs to ensure adequate availability and access to oral health care services, and to 
support community-wide health improvement efforts. 
 
 
Federal Health Centers Program 
 

In 2002, as part of the Bush Administrations first Presidential Initiative to expand the 
federal Health Centers program, HRSA provided a new category of funding, Service Expansion 
grants, to assist health centers in meeting these From Fiscal Year 2002 to 2005, HRSA awarded 
several rounds of dental expansion grants, designed to help CHCs add dental services – the 
average award was $150,000.  Since FY 2002, 200 of these grants were awarded totaling $31 
million dollars. This funding has been a vitally important resource for health centers in 
expanding and enhancing the delivery of oral health services to their patients.  Since FY 2005, 
Service Expansion grants have not been available to health centers.  As health centers grow over 
the next decade to serve 30 million patients by 2015, oral health service expansions will be 
critical to expanding the capability of all health centers to provide these services in America’s 
underserved communities. 
 
 
Medicaid and State Children’s Health Insurance Coverage 
 

Health centers consider the Medicaid program vitally important to the delivery of health 
care services, including oral health services to their patients.  Over 55 million of the most 
vulnerable Americans are enrolled in Medicaid, where dental screening, diagnostic, preventive 
and treatment services is compulsory for children under the Early and Periodic Screening, 
Diagnosis and Treatment Program (EPSDT) defined in section 1905 (r) (3) of the Social Security 
Act36 and optional for adults.  Over six million more children as well as nearly one million adults 
through Medicaid waivers are beneficiaries of the State Children’s Health Insurance Program 
(SCHIP), wherein 48 states and the District of Columbia fund oral health coverage in some 
form.37  Millions more are eligible for Medicaid or SCHIP but not enrolled. 
 

Forty five states covered dental services under Medicaid for adults in 2004, but of those 
forty five, eighteen restricted the benefit to trauma care and emergency treatment for the relief of 
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pain and infection.38  Fourteen states are facing SCHIP financing shortfalls in FY 2007 and 37 
states are currently spending more federal dollars than their current-year SCHIP allotments.  The 
President’s budget in FY2008 proposes a $27.5 billion reduction in Medicaid spending over 5 
years.39  The Deficit Reduction Act of 2005 requires Medicaid applicants and recipients to 
document both their citizenship or legal U.S. residence and proof of their personal identity, 
which is adversely affecting American citizens who have no proof of identity.  Between 105,000 
and 320,000 health center patients are expected to lose coverage, translating into millions of lost 
revenue for health centers.40  Restricted access to care even under Medicaid seems likely to 
increase demand for dental services at Community Health Centers because of their mission to 
provide service regardless of ability to pay. 

 
Even in states that provide dental services to Medicaid and SCHIP beneficiaries, 

enrollment does not ensure that individuals obtain the care they need.  Both programs are 
plagued by insufficient numbers of dental providers, in part, due to reimbursement rates which 
are markedly lower than customary rates paid dentists by private insurers.  A study which 
collected data from 42 states found that between 1998 and 2000, 14 states saw an increase in the 
number of dentists receiving payment from Medicaid for services rendered while 27 saw a 
decrease in this number.  Interestingly, though, for the 38 states with comparable data, the same 
study found that 24 saw an increase in the number of dentists who collected more than $10,000 
in Medicaid fees, where only 14 saw a decrease.  That is, while more states experienced a 
decrease in the number of dentists seeing Medicaid beneficiaries, in many states Medicaid dental 
patients were becoming more concentrated in fewer practices.  This may reflect recent changes 
to Medicaid aimed at making it easier and more lucrative for dentists to see Medicaid patients.41  
 

States have made several changes to their Medicaid program in order to encourage 
broader participation among private practice dentists. These include increased reimbursement 
rates, simplifying the administrative process of participation and/or working to reduce no show 
rates. 42  States also have created innovative public-private partnerships, such as, the Connecticut 
Health Foundation (CHF). The CHF contracts between federally-funded health centers and look-
alike health centers and dentists in private practice to improve access to care for the underserved.  
Each set of partners negotiates which services and in what quantities will be provided.  Dentists 
need not be Medicaid providers to treat Medicaid patients; moreover, the health centers are 
chiefly responsible for billing Medicaid for services.  As an aside, this program addresses the 
theoretical possibility that dentists contemplating retirement instead choose to see patients at a 
health center if the administrative burdens were borne by the center.43   
 
 
Dental Workforce Programs 
 

Several key federal programs focus on stemming shortages of dental health providers, 
and providing education and training to future oral health care providers.  Additionally, there are 
a number of public-private efforts to grow the dental workforce at health centers and at other 
safety net providers. 
 

The National Health Service Corps Program. The National Health Service Corps 
dispatches clinicians to urban and rural communities with severe shortages of health care 
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providers.  Currently more than 4,000 NHSC clinicians, including dentists, physicians, nurse 
practitioners, physician assistants, nurse midwives, and behavioral health professionals, provide 
health care services to nearly 5 million Americans.  About half of all NHSC providers are at 
health center sites.  In order to meet the medical staffing needs of underserved communities, 
including hundreds of vacancies at health centers today, the NHSC must be reauthorized and 
expanded.  Scholarship and loan repayment programs ease provider shortages with 
approximately 20% of loan repayment awards currently going to dentists.   
 

Title VII Health Professions Programs. The Health Professions Education Partnerships 
Act of 1998 (P.L. 105-392) reauthorized Title VII programs.  Health centers are eligible for 
several Title VII programs, including the Primary Care Medicine and Dentistry Training 
Program.  In FY 2005, Yakima Valley Farmworkers Clinic received a Dentistry Training grant to 
implement the AEGD Dental Residency program, which focuses on developing a culturally-
competent dental workforce.  The University of Massachusetts is also partnering with Worcester-
area health centers as a part of their FY 2005 grant. These are just a few examples.  Health 
centers also participate in other key Title VII program, such as the Area Health Education 
Centers (AHEC) program which also provides dental education and training.  
  
 

Programs in Dental Schools 
 
Currently a number of dental schools are taking it upon themselves to address dental 

workforce issues around lack of diversity and lack of providers for underserved communities.  
The Arizona School of Dentistry and Oral Health at A.T. Still University is a new school with a 
radical bent toward social responsibility; students will spend their fourth year in a residency at a 
health center, Indian Health Service site, or Veterans Affairs facility.44   The school was founded, 
with partnership from the National Association of Community Health Centers, to help meet the 
staggering need for dental care in Arizona and to work to avert a significant shortage of dentists 
given that 2,000 more dentists are retiring each year than entering practice in the state.45  Some 
200 applicants vie for 62 spots each year. This school graduated its first class this year.  
Graduates are specifically trained to be culturally-competent, community-responsive general 
dentists who are able and willing to serve as a resource in their community for dental public 
health issues.  This first of its kind effort will produce over 250 eligible dentists who could 
potentially work at a health center over the next 5 years and will produce hundreds more 
physicians eligible for health center employment after completing their residency in 2014.  This 
will help bolster the recruitment and retention of qualified staff at health centers. This public 
health focus is a departure from the private practice model that characterizes dentistry in the 
United States today. 

 
Additionally, other schools in California, Kentucky, Missouri, New Mexico, and 

Oklahoma are exposing students to Medicaid and SCHIP beneficiaries during their training.  The 
University of Michigan and Columbia University go further and link students to underserved 
communities in an effort to encourage subsequent work with low-income and other vulnerable 
populations.46   
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Pipeline, Profession and Practice is a three year old program funded by the Robert Wood 
Johnson Foundation that now involves 27% of U.S. dental schools.  Each school is slated to 
establish a community-based clinical education program and develop recruitment and retention 
programs directed at underrepresented minorities and those from low-income backgrounds.  
Even before graduation, the students are in a position to improve access to oral health care: about 
60 days of service in community sites per student in the program will result in 1 million more 
patients being seen.   

 
 

Conclusions and Next Steps 
 

Oral health is a compelling challenge facing the American health care system in general 
and health centers in particular.  Health centers are an important provider of oral health care to 
America’s most vulnerable populations.  Currently, health centers are providing dental services 
to over 2.3 million patients, a growth of 77% since 2000.  Most new dental care patients are 
likely to be those who lacked access to care prior to seeking it at a health center, therefore more 
likely to suffer from caries and periodontal disease and require more intensive services than 
simple preventive care. The people that make up the largest proportion of Community Health 
Center patients, namely low-income families, members of racial and ethnic minority groups, the 
uninsured and rural residents, experience more unmet oral health care needs than other groups, 
and suffer greater losses to their overall health and quality of life as a result.  Research shows 
that the provision of preventive dental care is cost effective. 

 
Seventy three percent of existing health centers provide oral health services and all new 

health centers are now required to provide comprehensive oral health care.  But challenges 
persist as health centers continue to expand their capacity to better meet the oral health needs of 
their patients.  Community Health Centers cannot bridge the gap between the supply and demand 
for oral health care alone.  They will continue to depend on the important contributions of the 
large, private dentistry workforce as they work to provide dental care for the medically 
underserved. 

 
Evolution in dental education to involve a more diverse, representative student body, 

greater attention to public health, and collaboration with dental hygienists as well as primary care 
providers will help improve access to oral health care in the long term.  Some means by which 
these goals may be met include making dental education accessible to members of minority, low-
income and rural communities, through loans, loan repayment and other programs, and work by 
students during their education in communities with disproportionately high need.  

 
Financial, administrative and clinical support incentives will increase the likelihood that 

dentists at both ends of their careers will choose to care for the underserved.  Reimbursement and 
remuneration may also need to more closely reflect those in the private sector if more dentists are 
to choose to care for the underserved.   

 
Innovative programs involving public-private partnerships in several states have 

improved dentist participation in Medicaid and increased take-up by eligible persons.  These 
programs provide templates for other states to devise solutions to challenges around use of oral 

National Association of Community Health Centers  16



health services.  Finally, research to evaluate innovations such as those outlined above is critical 
to the realization of reductions in oral health disparities; better understanding of barriers to 
effective prevention and treatment will allow them to be overcome.   NACHC has yet to analyze 
how health centers are affected when states cut benefits to Medicaid beneficiaries.  This will be 
critical to understanding the oral health safety net in the coming years.   
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Online Resources 
  
 Children’s Dental Health Project (CDHP).  www.cdhp.org.  

 
o CDHP, Increasing Access to Dental Care Through Public/Private 

Partnerships: Contracting Between Private Dentists and Federally 
Qualified Health Centers (A Handbook).  
www.cdhp.org/downloads/FQHC%20Handbook.pdf.    

 
 Centers for Disease Control and Prevention oral health resources.  

http://www.cdc.gov/oralhealth/ 
 
 The National Institute of Dental and Craniofacial Research, Healthy People 2010 

oral health toolkit, reflecting oral health as Focus Area 21 in HP 2010.  
http://www.nidcr.nih.gov/NewsAndReports/ReportsPresentation/HealthyPeople/d
efault.htm 

 
 Georgetown University, National Center for Education in Maternal and Child 

Health (NCEMCH), “Knowledge Path on Oral Health for Children and 
Adolescents.” http://www.mchlibrary.info/KnowledgePaths/kp_oralhealth.html 

 
 Children Trends Databank, Reports on national trends and research on child and 

adolescent well-being, including unmet oral health needs. 
http://www.childtrendsdatabank.org/indicators/82UnmetDentalNeeds.cfm 

 
 Dental, Oral and Carniofacial Data Resource Center (DRC), maintains a catalog 

of oral health surveys and a data query system that is used to produce an annual 
chartbook of statistics about dental, oral, and craniofacial health. 
http://drc.hhs.gov/ 

 
 Agency for Healthcare Research and Quality. Medical Expenditure Panel Survey 

(MEPS): 2004 Dental Visits. 
http://207.188.212.220/mepsweb/data_stats/download_data_files_detail.jsp?cboP
ufNumber=HC-085B 
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Appendix A 
   

Percent of Health Center Grantees Providing 
Dental Services Onsite* by State, 2005 

 

State 

# Health 
Center 
Grantees 

% Dental 
Preventive 
Onsite 

% Dental 
Restorative 
Onsite 

% Dental 
Emergency 
Onsite 

% Dental 
Rehabilitative 
Onsite 

Alabama 15 73.3% 73.3% 66.7% 40.0%
Alaska 24 66.7% 58.3% 58.3% 25.0%
Arizona 14 92.9% 85.7% 100.0% 64.3%
Arkansas 12 75.0% 75.0% 75.0% 50.0%
California 97 74.2% 72.2% 72.2% 44.3%
Colorado 15 80.0% 80.0% 80.0% 73.3%
Connecticut 10 90.0% 90.0% 90.0% 70.0%
Delaware 3 100.0% 100.0% 100.0% 33.3%
District of Columbia 3 66.7% 33.3% 33.3% 33.3%
Florida 36 69.4% 66.7% 69.4% 47.2%
Georgia 23 65.2% 52.2% 52.2% 34.8%
Hawaii 11 54.5% 54.5% 54.5% 27.3%
Idaho 10 70.0% 70.0% 70.0% 60.0%
Illinois 33 75.8% 66.7% 69.7% 45.5%
Indiana 13 61.5% 61.5% 53.8% 53.8%
Iowa 9 77.8% 77.8% 77.8% 66.7%
Kansas 9 55.6% 33.3% 44.4% 33.3%
Kentucky 14 64.3% 64.3% 57.1% 28.6%
Louisiana 18 66.7% 66.7% 55.6% 44.4%
Maine 16 75.0% 62.5% 62.5% 50.0%
Maryland 13 76.9% 69.2% 69.2% 46.2%
Massachusetts 33 72.7% 69.7% 66.7% 51.5%
Michigan 26 76.9% 73.1% 73.1% 61.5%
Minnesota 12 66.7% 66.7% 66.7% 33.3%
Mississippi 19 84.2% 78.9% 84.2% 36.8%
Missouri 17 100.0% 100.0% 100.0% 82.4%
Montana 12 75.0% 66.7% 58.3% 41.7%
Nebraska 5 80.0% 80.0% 80.0% 20.0%
Nevada 2 100.0% 100.0% 100.0% 100.0%
New Hampshire 8 62.5% 62.5% 50.0% 50.0%
New Jersey 17 76.5% 70.6% 70.6% 64.7%
New Mexico 14 100.0% 100.0% 100.0% 78.6%
New York 47 91.5% 89.4% 85.1% 63.8%
North Carolina 24 75.0% 75.0% 75.0% 37.5%
North Dakota 4 25.0% 25.0% 25.0% 0.0%
Ohio 23 73.9% 69.6% 73.9% 56.5%
Oklahoma 9 44.4% 44.4% 44.4% 22.2%

National Association of Community Health Centers  19



Oregon 21 61.9% 52.4% 57.1% 28.6%
Pennsylvania 29 86.2% 79.3% 82.8% 62.1%
Rhode Island 7 100.0% 100.0% 85.7% 42.9%
South Carolina 21 33.3% 28.6% 33.3% 28.6%
South Dakota 7 57.1% 42.9% 42.9% 28.6%
Tennessee 22 50.0% 45.5% 50.0% 27.3%
Texas 43 88.4% 86.0% 88.4% 48.8%
Utah 11 90.9% 72.7% 72.7% 63.6%
Vermont 3 100.0% 100.0% 100.0% 100.0%
Virginia 21 57.1% 47.6% 57.1% 28.6%
Washington 23 95.7% 95.7% 87.0% 52.2%
West Virginia 27 44.4% 37.0% 37.0% 22.2%
Wisconsin 15 80.0% 73.3% 73.3% 73.3%
Wyoming 5 80.0% 20.0% 20.0% 0.0%
United States** 952 73.4% 68.7% 68.8% 46.4%

 
 * “Onsite” includes services rendered by salaried employees, contracted providers, National Health 
Service Corp Staff, volunteers, and others such as out-stationed eligibility workers who render services in 
the health center’s name.  Grantees may also provide these services through formal referral 
arrangements. 
 
** US totals include American Samoa, Fed. States of Micronesia, Guam, Marshall Islands, Virgin Islands, 
and Palau. 
 
Note:  Includes only federally-federally funded health centers, and therefore may underreport the volume 
of health care delivered by health centers.  
 
Source:  Bureau of Primary Health Care, HRSA, DHHS, 2005 Uniform Data System. 
 

National Association of Community Health Centers  20



Appendix B 
 

Health Center Dental Services Patients, Visits 
per Patient, and Percent of Total Patients by 

State, 2005 
 

 

State 
 Total Dental 

Services 
Patients  

Average Dental 
Visits per Dental 

Patient 

Percent of Total 
Patients Using 

Dental Services 
Alabama            42,057  1.6 15% 
Alaska            16,243  1.9 21% 
Arizona            40,353  2.2 14% 
Arkansas            18,565  1.7 15% 
California          285,460  2.8 14% 
Colorado            65,018  1.9 16% 
Connecticut            58,046  1.7 29% 
Delaware             3,874  2.1 18% 
District of Columbia            13,851  1.9 18% 
Florida          102,464  1.9 16% 
Georgia            24,137  1.4 10% 
Hawaii            13,480  2.1 16% 
Idaho            13,599  2.0 15% 
Illinois            66,582  1.9 9% 
Indiana            22,089  1.8 14% 
Iowa            16,715  2.0 18% 
Kansas             4,689  1.5 8% 
Kentucky            21,424  1.7 11% 
Louisiana            27,780  1.7 22% 
Maine            20,604  1.5 16% 
Maryland            27,574  1.6 16% 
Massachusetts            86,305  2.4 20% 
Michigan          113,385  1.5 27% 
Minnesota            29,804  1.9 24% 
Mississippi            41,031  1.7 15% 
Missouri            71,510  2.1 24% 
Montana            18,287  1.5 24% 
Nebraska             5,989  2.2 17% 
Nevada 

 
 

Data Unavailable Data Unavailable Data Unavailable 

New Hampshire             4,550  1.1 8% 
New Jersey            57,914  2.0 22% 
New Mexico            53,839  2.1 24% 
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New York          196,811  2.1 18% 
North Carolina            52,196  1.9 17% 
North Dakota             3,726  1.8 17% 
Ohio            53,171  1.9 17% 
Oklahoma            10,184  1.9 12% 
Oregon            41,620  1.8 21% 
Pennsylvania            72,543  2.1 16% 
Puerto Rico            27,699  1.7 7% 
Rhode Island            19,724  1.7 21% 
South Carolina            11,319  1.6 4% 
South Dakota             7,353  2.0 15% 
Tennessee            29,648  1.7 12% 
Texas          117,025  1.9 18% 
Utah            13,169  1.8 16% 
Vermont            10,526  1.6 30% 
Virginia            21,803  1.8 11% 
Washington          174,972  2.2 30% 
West Virginia            23,653  1.5 8% 
Wisconsin            37,513  1.9 24% 
Wyoming             4,779  1.6 25% 
United States*       2,340,710  2.4 17% 

 
* U.S. totals include American Samoa, States of Micronesia, Guam, Marshall 
Islands, Virgin Islands, and Palau. 
 
Note:  Includes only federally-federally funded health centers, and therefore may underreport 
the volume of health care delivered by health centers.  

 
 
Source:  Bureau of Primary Health Care, HRSA, DHHS, 2005 Uniform Data 
System. 
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 Appendix C  
 

Health Center Dental Services Staffing and Visits 
by State, 2005 

 
 

State Dentist Visits 

Visits per 
FTE 

Dentist 
Dental Hyg 

Visits 

Visits Per 
FTE 

Hygienist 

Dental 
Support 

Staff* FTE 

Total 
Dental 

Services 
FTE 

Total 
Dental 

Services 
Visits 

Alabama 67,204 2,941.1 19,945 1,360.5 36.8 74.3 87,149.0
Alaska 31,210 2,100.3 3,429 546.0 29.2 50.3 34,639.0
Arizona 88,994 2,604.4 21,737 1,232.3 96.5 148.3 110,731.0
Arkansas 31,030 2,800.5 5,486 1,284.8 24.3 39.7 36,516.0
California 808,672 3,239.2 28,780 1,100.6 497.6 773.4 837,452.0
Colorado 122,860 2,642.7 22,624 1,147.3 102.9 169.1 145,484.0
Connecticut 100,335 2,837.5 45,555 1,867.0 58.6 118.4 145,890.0
Delaware 8,278 1,851.9 1,646 1,266.2 5.7 11.5 9,924.0
District of 
Columbia 25,756 2,846.0 0 0.0 11.8 20.8 25,756.0
Florida 195,566 3,177.9 34,402 1,284.1 126.2 214.5 229,968.0
Georgia 34,186 2,387.3 8,682 1,205.8 22.2 43.7 42,868.0
Hawaii 28,702 1,807.4 2,122 742.0 28.0 46.8 30,824.0
Idaho 26,655 469.2 5,342 1,077.0 19.2 35.4 31,997.0
Illinois 128,316 3,050.1 12,073 1,223.2 73.0 124.9 140,389.0
Indiana 39,730 2,579.9 11,668 1,511.4 29.0 52.1 51,398.0
Iowa 34,056 2,742.0 5,985 1,031.9 31.5 46.7 40,041.0
Kansas 7,177 2,648.3 1,866 790.7 6.0 11.1 9,043.0
Kentucky 37,280 2,782.1 9,184 1,111.9 24.6 46.2 46,464.0
Louisiana 48,409 2,384.7 2,746 888.7 30.4 53.8 51,155.0
Maine 31,140 2,077.4 25,309 1,202.3 30.4 66.4 56,449.0
Maryland 45,259 2,935.1 5,994 1,927.3 24.3 42.9 51,253.0
Massachusetts 205,754 2,870.1 37,419 1,514.3 94.8 191.2 243,173.0
Michigan 174,784 2,703.5 79,163 1,663.1 114.1 226.4 253,947.0
Minnesota 56,932 2,564.5 14,316 944.3 28.6 66.0 71,248.0
Mississippi 68,943 2,496.1 7,991 1,225.6 40.9 75.1 76,934.0
Missouri 148,374 2,582.2 20,709 1,320.7 108.0 181.1 169,083.0
Montana 27,351 2,811.0 7,146 1,791.0 16.5 30.2 34,497.0
Nebraska 13,359 2,515.8 1,332 672.7 11.7 19.0 14,691.0

Nevada Data Unavailable 
Data 

Unavailable Data Unavailable 
Data 

Unavailable 
Data 

Unavailable 
Data 

Unavailable 
Data 

Unavailable 
New 
Hampshire 5,145 2,198.7 3,969 1,160.5 2.5 8.3 9,114.0
New Jersey 116,724 2,824.2 6,497 1,486.7 65.6 111.3 123,221.0
New Mexico 110,404 2,455.1 28,684 1,221.6 92.2 160.7 139,088.0
New York 408,533 2,468.0 78,776 1,558.1 251.2 467.3 487,309.0
North Carolina 96,581 2,530.3 18,872 1,217.5 71.2 124.8 115,453.0
North Dakota 6,777 2,823.8 1,337 568.9 5.6 10.3 8,114.0
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Ohio 103,027 2,762.9 15,728 1,012.7 72.4 125.3 118,755.0
Oklahoma 19,325 2,049.3 3,233 829.0 15.9 29.2 22,558.0
Oregon 73,311 2,260.6 24,353 1,742.0 63.4 109.8 97,664.0
Pennsylvania 154,850 2,517.5 33,388 1,239.8 97.1 185.5 188,238.0
Rhode Island 32,567 2,649.9 19,375 1,490.4 31.4 56.7 51,942.0
South Carolina 18,227 2,112.1 4,494 1,129.1 13.6 26.2 22,721.0
South Dakota 14,358 2,033.7 3,845 1,248.4 14.7 24.8 18,203.0
Tennessee 49,224 2,507.6 4,359 736.3 26.4 51.9 53,583.0
Texas 224,858 2,543.6 46,622 1,185.4 186.1 313.8 271,480.0
Utah 23,232 2,242.5 3,176 1,549.3 17.8 30.2 26,408.0
Vermont 16,881 2,718.4 10,030 1,297.5 12.1 26.1 26,911.0
Virginia 40,317 2,599.4 2,660 537.4 33.4 53.9 42,977.0
Washington 391,782 2,893.3 30,543 1,000.4 333.3 499.2 422,325.0
West Virginia 36,623 2,886.0 10,689 1,138.3 26.9 49.0 47,312.0
Wisconsin 72,454 2,575.7 17,672 979.1 57.3 103.5 90,126.0
Wyoming 7,779 3,758.0 4,065 2,032.5 4.1 8.2 11,844.0
Puerto Rico 45,797 2,346.2 5,382 2,152.8 28.3 50.3 51,179.0
United States* 4,728,590 2,719.5 834,042 1,297.8 3,268.2 5,649.6 5,562,632.0

 
FTE = Full-time employed 
 
* Includes Dental Assistants, Aids, and Technicians. 
 
** U.S. totals include American Samoa, States of Micronesia, Guam, Marshall Islands, Virgin 
Islands, and Palau. 
 
Note:  Includes only federally-federally funded health centers, and therefore may underreport the volume 
of health care delivered by health centers.  
 
Source:  Bureau of Primary Health Care, HRSA, DHHS, 2005 Uniform Data System.
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