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One more problem needs to be added to the nation’s
growing list of health care concerns: a decline in minority
enrollment in dental schools. Compared to 42.6 million
uninsured Americans, rising health care costs, and the
barriers to health care access for underserved communi-
ties, this decline may initially appear insignificant. In 
reality, however, the ramifications of this decline reverber-
ate throughout the entire health care system. Good oral
health is necessary for good overall health.

The case for increasing minority dental enrollments 
is easy to make. Minority communities have a disproportion-
ate burden of dental problems and a short supply 
of minority providers. This gap adds to already-existing access
problems created by inadequate insurance coverage, low
Medicaid reimbursement rates, and the location of providers.
If given a choice, people tend to select health providers from
their own racial group, notes Jeanne Sinkford, DDS, Director
of the Division of Equity and Diversity at the American
Dental Education Association. Therefore, increasing the num-
ber of minority dentists will be critical to serving the oral
health needs of underserved communities.

Unfortunately, as minority dentists become increas-
ingly needed to serve minority communities, minority
dental school enrollments are measurably declining.
Whether high-achieving students are being lured by
lucrative technology careers or whether the backlash
against affirmative action has dampened enthusiasm for
applying is not clear. What is clear is that, after a slight
increase through the mid-90s, the size of the minority
applicant pool and the number of minority students and
graduates has declined. Since minority patients seem
more comfortable with providers who are culturally
attuned to their problems, efforts to reach the goal of 
parity—the same proportion of minority dentists as their
representation in the general population—could be the
key to improving the dental health—and the overall
health—of underserved minority populations.

Oral health problems affect minority populations in
disproportionate numbers. In the fall of 1998, the Journal

of the American Dental Association reported that African
American and Mexican American children have twice as
many cavities and more unmet treatment needs as their
white, non-Hispanic American counterparts. This report
was based on findings from the Third National Health
and Nutrition Examination Survey, but other studies
confirm the disparity. One study found that 80 percent
of decayed and missing teeth in children five to 17 years
of age are found in minority and low-income children.
Another study comparing access to dental services found
a four-fold difference between high- and low-income
groups. In low-income groups, 50 percent of decayed
teeth have never been filled, and a staggering 33 percent
of low-income people over the age of 35 are edentu-
lous—in other words, they have no teeth. 

Such statistics translate into significant health and
lifestyle impacts. Poor oral health is linked to slow
growth in toddlers, poor nutrition in children, and 
cardiac and other health problems in adults. Missing
and unfilled teeth cause pain, loss of sleep, absenteeism
from school or work, low self-esteem, and the inability
to keep a full-time job. Declining minority dental school
enrollments mean that the two fastest growing segments
of the nation’s population, the African American and
Hispanic American communities, will have even more
oral health problems in the future. Consequently, they
will suffer more devastating heath and lifestyle impacts. 

A shortage of minority practitioners is not the only
explanation for poor oral health in minority communi-
ties, but it plays an important role. If minority providers
are unavailable, patients may not seek the care they
need. “We believe significant underrepresentation 
translates into the lack of availability of services in
minority communities,” observes Dr. Sinkford.

Minority providers, whether dentists or physicians,
are often more culturally sensitive to the needs of patients
from their own subculture. Consequently, providers and
patients can form comfortable relationships. A study of
physician/patient interaction published in the Journal of
the American Medical Association reinforced this idea, 
finding “physicians and patients belonging to the same
race or ethnic group are more likely to share cultural
beliefs, values, and experiences in the society, allowing
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them to communicate more effectively and to feel more
comfortable with one another.” 

A 1996 survey by the American Dental Association
showed minority dentists are likely to provide a signifi-
cant amount of care to members of their own minority
community. According to the survey, African American
dentists reported that 60 percent of their patients are
African American. Likewise, Hispanic American dentists
reported that 45.4 percent of their patients are Hispanic
American. These statistics point to a tendency for minori-
ty dentists to practice in their own communities. This is
especially true of graduates from Howard and Meharry
dental schools, which together account for approximately
40 percent of African American dental graduates. The
programs at these two schools emphasize the ideals of
community commitment and cultural sensitivity. 

While the shortage of minority dentists is particu-
larly acute with Native Americans, where the ratio of
dentists to population is one in 35,000, minority practi-
tioners from most communities are in short supply

(see Figure 1). Census figures show African Americans
comprise 12 percent of the population, Hispanic
Americans 10.7 percent, Native Americans 0.7 percent,
and Asian Americans 3.4 percent. Despite these num-
bers, survey figures from the American Dental
Association show that African Americans make up a
mere 2.2 percent of the practicing dental population,
Hispanic Americans just 2.8 percent, and Native
Americans a scant 0.2 percent. Only Asian Americans,
who represent nearly 6 percent of practicing dentists,
do not fall in the “underrepresented” minority category.

The aging of practicing dentists is increasing the
minority gap. With an average age of 50, many dentists
are cutting back on their working hours—nearly 30 per-
cent of dentists now practice fewer than 30 hours a week.
Many are on the verge of retirement. Fewer dentists
working fewer hours makes it more difficult for patients
to get the care they need. As Dr. Sinkford explains, “there
are not enough future minority practitioners in the
pipeline to replace those currently in practice.”

This projection does not even take into consideration
increasing minority populations. According to census fig-
ures, the greatest population growth in recent years has
taken place in minority groups. Between 1990 and 1997,
the population of the United States grew by about 19

FIGURE 1. Racial Distribution of General U.S. Population 
and Professionally Active Dentists, 1996

General U.S. Population Professionally Active Dentists

Asian 3.4%
Amer. Indian 0.7%

Hispanic 10.7%

African American 12%

White 73.2%

Asian 5.9%

Amer. Indian 0.2%
Hispanic 2.8%

African American 2.2%

White 87.9%

Source: U.S. Bureau of the Census, 1998; and Distribution of Dentists in the United States by Region and State, 1996, 
American Dental Association, Survey Center.
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million people, two thirds of whom were members of
racial and ethnic minority groups. To keep pace with this
population growth, the number of minority dentists will
need to triple by the year 2050. 

Considering the current trends, minority dentists are
going to be in even shorter supply in the near future.
Though current overall minority enrollment in dental
schools is nearly 35 percent—a significant increase from
13 percent in 1980—this increase disguises the fact that
enrollment among the two minority populations with the
greatest growth—African and Hispanic Americans—have
declined slightly. In 1996-97, 891 African American stu-
dents were enrolled in the nation’s dental schools, a 13.7
percent decrease from the 1,032 enrolled a decade earlier.
Hispanic American enrollment showed a comparable
decline, from 1,094 in 1986-87 to 824 in 1996-97. In
contrast, the number of Asian American dental students
grew over the same decade, from 1,805 to 3,672.

These numbers need to be placed in larger context.
Over that same period seven dental schools closed, some
over concerns that a glut of dentists were being trained
and some because of financial problems. As a result,

total enrollment—including white students—dropped
by nearly 2,000, from 18,673 to 16,560 students. In
1986-87, 14,686 white students were enrolled in dental
school, accounting for 78.6 percent of total enrollment;
10 years later, white enrollment was down to 10,984, or
66.3 percent of total enrollment.

During the period from 1986-87 to 1996-97, fig-
ures for graduates closely mirrored enrollment figures.
The number of graduates decreased by 23.1 percent,
from 4,957 to 3,810. White graduates decreased by
about 35 percent, from 4,162 to 1,674. The numbers 
of Hispanic American (209 to 208) and African
American (195 to 205) graduates were relatively stable.
Native American graduates dropped slightly (10 to 9),
while the number of Asian American graduates nearly
doubled, from 382 to 693.

The reasons for the decline are not clear. Low num-
bers are not confined to dentistry but exist throughout
the health field. As the enrollment figures show, 
(Figure 2), some progress had been made early in the last
decade. Ten years ago the Association of American
Medical Colleges launched Project 3,000 by 2000, a

FUTURE TRENDS

FIGURE 2. Underrepresented Minority Dental 
School Enrollment, in Absolute Numbers and as a Percentage 

of Total Dental School Enrollment, 1994-1999

Academic
Year

1994

1995

1996

1997

1998

1999

% of U.S.
Population

African
American
NO. %

973 (5.95)

951 (5.75)

891 (5.40)

883 (5.22)

841 (4.93)

810 (4.68)

11.7%

Hispanic
American
NO. %

1045 (6.39)

966 (5.84)

824 (5.00)

825 (4.87)

823 (4.87)

913 (5.28)

9%

Native
American
NO. %

56 (0.34)

73 (0.44)

83 (0.50)

96 (0.57)

97 (0.57)

99 (0.57)

0.7%

Total

NO. %

2074 (12.68)

1990 (12.03)

1798 (10.90)

1804 (10.66)

1761 (10.33)

1822 (10.53)

21.4%

THE STORY BEHIND THE NUMBERS

Source: American Dental Association, Survey Center.
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multi-pronged effort to improve minority enrollment in
medical schools. Other health professions piggybacked
on the medical initiative, and by 1995, the percentage
of enrollees from underrepresented minorities in both
dentistry and medicine was 12 percent. Medical enroll-
ment held, but within two years minority dental enroll-
ment had dropped to 10 percent. 

Though impossible to calculate its precise impact,
the affirmative action backlash has undoubtedly played a
role. The 1996 Hopwood versus Texas decision in which
a federal appellate court outlawed racial preferences at
Texas public universities, coupled with California’s repeal
of affirmative action by state and local governments, has
had a chilling effect. “Students are discouraged because
they don’t think the playing field will be level,” worries
Hazel Harper, DDS, former president of the National
Dental Association. “They feel they will be discriminated
against, so they figure why even try.”

The declining pool of minority applicants supports
this argument. Prior to California’s proposition 209 and
the Hopwood decision, both Texas and California had rel-
atively large minority dental enrollments. In the aftermath
of those two actions, the applicant pool declined marked-
ly. “We had about 500 African Americans in the applicant
pool,” Dr. Sinkford reports. “Now we have less than 300.”
Hispanic Americans followed a similar course, reports
Sandy Reed, Executive Director of the Hispanic American
Dental Association. Enrollments were increasing gradually
until four or five years ago; since then, they have declined.
“One of the conclusions people came to is that they are
not applying as much,” she says.

Another possible explanation for the diminishing
supply of minority dentists is lack of academic prepara-
tion for potential candidates. Fewer minority students
are going to college, and those who do often have a
hard time competing. “We need to aim a lot lower to
identify promising elementary and secondary students,”
says Dr. Sinkford. In addition, as Liz Colburn of the
Association of American Medical Colleges explains,
“something has to be done about reforming urban and
poor school districts into rigorous academic settings.”
Students need advanced placement courses, three and
four years of math and science, and required SATs.
These are difficult challenges for school districts con-
fronted by inadequate tax revenues, decaying physical
facilities, underpaid and underappreciated teachers, and
poor parental involvement.

The next step for dentistry—and all health profes-
sions—is to attract the talented students who have made
it into college. Unfortunately, many professions are com-
peting for the same talent pool. Careers that require years
of graduate and postgraduate study are losing out to busi-
ness and high tech careers. “Youngsters are being lured
into more lucrative careers they can get at an earlier age,”
explains Dr. Harper. 

The high cost of a dental education is an especially
formidable roadblock. The average dental student gradu-
ates with approximately $100,000 in debt and still faces
years of advanced training between graduation and prac-
tice. “Then the reality is minority dental graduates carry 
a double burden,” says Dr. Harper. “They must pay off
the loans and they have the responsibility of practicing in
underserved communities where they know their ability
to earn the high income their white counterparts are
going to be earning is much less.” Minority dentists may
want to serve the population with the greatest need, but
many new dentists cannot afford to practice in their own
communities. 

The federal government, private foundations, and
health professional associations have devised a number of
programs intended to reverse declining enrollment. Some
are too new to have passed the test of time; others are too
small to make a sizable impact on the overall problem.
These efforts include scientific training programs for
teachers, student mentoring programs, recruitment
efforts, and partnerships with schools and community
education projects, so that people understand the need
for preventive dental care. 

Scholarships help, but too little is available to help
minority students repay the cost of education. According 
to the National Health Services Corps, in 2000, 94 dentists
were enrolled in loan repayment programs in exchange for
services in underserved communities. Of these, 26 were
black, 4 were Hispanic and 1 was Native American. 

Dental school recruitment efforts are often hampered
by location, perception, and a limited applicant pool.
About one third of dental schools have no significant
undergraduate minority enrollment, and they are fre-
quently located in parts of the country with a sparse
minority population. Students tend to enroll where
there are other minority students and where they feel

CLOSING THE GAP
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wanted. “If students feel unwelcome, word gets back to
the next generation of potential candidates and they
don’t apply,” says Dr. Sinkford. Since statistics show that
the average minority dental student candidate applies to
seven or more schools, most dental schools are recruit-
ing from the same applicant pool. This applicant pool
will need to be widened to increase minority enroll-
ments at all dental schools.

Obviously, what has been tried has not been enough.
“So many people ask what is the answer,” notes Dr.
Sinkford. “There is no simple answer. If there were a quick
fix, we would have fixed it.” That does not mean there are
not other approaches to try, and those concerned about the
minority enrollment decline are meeting regularly to identi-
fy new answers. Some of the solutions they are considering
could benefit minority students in all fields.

One suggestion would begin recruitment as early as
elementary school to identify students with interest and
aptitude in science and math. Then, the plan would enlist
minority dentists to mentor the students, teaching them
about the profession’s potential. The plan would enlist
universities to work with elementary and science teachers
to help promising students. Improving salaries, status,
and working conditions for teachers should also under-
pin this effort.

Another suggestion would identify barriers to dental
education specific to different minority groups. Asian
American minorities have managed to increase enroll-
ments with a cultural emphasis on academic perform-
ance, a good work ethic, and a realization that dentistry is
a profession where people can earn a good living and
help their own communities, notes Dr. Sinkford. Other
minorities could learn from this experience. Many African
American and Hispanic American students are directed to
community colleges where they do not always get the
counseling and academic preparation they need, says Dr.
Harper. AGD Impact reports that Native American 
students educated in reservation schools get little, if any,
math and science. (In Oklahoma, where most Native
American dental students reside, most students grew up
off reservations and attended mainstream schools.)

Creative solutions to the debt burden problem would
also help recruitment efforts. Possibilities include tax
incentive programs to encourage minority practitioners 

to return to underserved communities, collaborations
with lending institutions to help young practitioners pur-
chase homes and finance the costs of starting a practice in
those communities, or community backed scholarships to
support the education of young students committed to
practice within their home communities.

Hazel Harper sees the answer in “consumer driven
and community driven” solutions. “When communities
put their mind to something, they get it done, but right
now,” she worries, “I don’t think many people are aware
of declining minorities in dental school. We have to be
aware of it in order to be able to think past the problem
we have today and think what it is going to mean for the
next generation.” If she is correct, focusing public atten-
tion on the potentially devastating long-term impact of
today’s enrollment decline could be the most effective
way to reverse this troubling trend.
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