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Abstract

While racial/ethnic oral health inequities have been documented for many years in
the United States, the potential role of racism has not been examined until
recently. In fact, the common practice has been to attribute racial/ethnic dispar-
ities in oral health to low socioeconomic position and/or the lack of access to care.
In contrast, racism is considered a fundamental cause of a broad range of adverse
health outcomes for racial/ethnic minorities. Emerging evidence on oral health
suggests that racism can affect access to oral health and clinical decision-making
by acting as a social determinant of health (SDoH). Specifically, SDoHs may
affect access to quality dental care due to the lack of dental insurance, low den-
tist-population ratio in racial/ethnic minority communities and the lack of diver-
sity in the dental profession. We describe potential mechanisms through which
racism can affect important SDoHs that are essential to oral health equity, outline
recommendations to mitigate its existing negative effects and propose interven-
tions to minimize pathogenic effects of racism on oral health outcomes in the

population.
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Oral health is essential for an individual’s general health
and wellbeing. Although oral health in the United States
(U.S.) has improved over time, inequities associated with
race/ethnicity and socioeconomic position remain perva-
sive [1]. For instance, recent national data show that
Black or African American (these terms are used inter-
changeably) and Mexican American children between
6 and 9 years old are more likely to have untreated tooth
decay in their primary and/or permanent dentition than
their White counterparts. A similar pattern is evident for
tooth decay among adults 65-74 years of age, and for
moderate to severe periodontitis, among adults 45—
74 years old. Mexican American and African American
adults are also more likely to have untreated tooth decay
and moderate-severe periodontitis than White adults.
With regards to socioeconomic position, children of fami-
lies with income below the poverty level are more likely
to have untreated tooth decay than their peers of families

oral health, race/ethnicity, racism

with higher income. Moreover, adults 65-74 years old
with less than a high school education are almost three
times as likely to have untreated tooth decay and experi-
ence complete tooth loss, compared with adults with
more than a high school education. Interestingly, these
socioeconomic inequities are observed across racial/
ethnic groups with Blacks and Mexican Americans carry-
ing a higher burden suggesting that race and ethnicity
adversely affects oral health, independent of socioeco-
nomic indicators.

While oral health inequities have been attributed to
behaviors such as tobacco use and poor dietary choices,
the major driver of these inequities appears to be reduced
access to quality dental health services due to limited
access to a dental provider and/or a lack of dental insur-
ance. Historic and ongoing policies of racism have
created large racial/ethnic variations in income, educa-
tion, employment and wealth that are strong predictors
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FIGURE 1

of access to health and dental insurance. To that end, rac-
ism can affect access to oral healthcare and/or appropri-
ate clinical decision-making by acting as a social
determinant of health (SDoH) through reduced access to
quality dental care via low dentist-population ratio in
minority communities, and poorer quality of care linked
to the lack of diversity in the profession. A low dentist-
population ratio in minority communities contributes to
reduced access to quality dental care. African Americans
and Hispanics or Latinos (these terms are used inter-
changeably) represent 13.4% and 18.5% of the
U.S. population, respectively. However, as of 2020,
Blacks were 3.8% and Latinos were 5.9% of U.S. practic-
ing dentists [2]. Interestingly, these proportions have
remained virtually unchanged since 2010 (Figure 1) [3].
The lack of racial/ethnic diversity of the dental profession
has serious implications for oral health inequities by cre-
ating “dental deserts” (racial/ethnic minority communi-
ties with very few or no dentists) [4]. It is estimated that
64 million Americans reside in areas with a shortage of
dental professionals. These “dental deserts” are especially
prevalent in rural and low-income communities. The
dentist-population ratio in the United States was 61 den-
tists per 100,000 population in 2020; a ratio that has
remained nearly unchanged since 2012 (60 dentists per
100,000 population) [4]. In fact, the U.S. Human
Resources and Services Administration (HRSA) estimated
in 2022 that the United States will need 11,181 additional
dental professionals to meet the needs of shortage areas.
While data on the racial/ethnic dentist-population ratio
are not available, the striking lack of diversity in the dental
profession suggests that very few dentists from underrepre-
sented minority backgrounds are present in many racial/
ethnic minority communities.

Racial/ethnic diversity of U.S. dental profession: 2010-2018 [Color figure can be viewed at wileyonlinelibrary.com]

Prior research indicates that racial/ethnic minority
dentists are more likely to practice in minority and under-
served communities than White dentists [5,6]. For exam-
ple, Black (81%) and Hispanic (67%) dentists are more
likely to work in underserved areas than White dentists
(48%). Black (63%) and Hispanic (50%) dentists are also
more likely to participate in Medicaid or public insurance
than their White counterparts (39%) [7]. Moreover, this
lack of professional diversity has implications for minor-
ity patients’ engagement with their dental providers. For
instance, research has found higher levels of compliance
and satisfaction with healthcare among racial/ethnic
minority patients when treated by practitioners of their
own cultural and racial/ethnic background compared to
providers with a different background [8,9]. In addition,
limited diversity of dental professionals likely plays a role
in bias related to clinical decision making when treating
racial/ethnic minority patients. Research indicates that
patients’ race/ethnicity affects providers’ clinical decisions
especially when a patient is Black. For example, using the
same clinical scenario with photographs and radiographs,
Patel and colleagues showed that Black patients were
more likely to receive a tooth extraction recommendation
when presenting with a decayed tooth and symptoms of
irreversible pulpitis relative to their White peers who were
more likely to receive a root canal treatment recommenda-
tion for the same tooth [10]. Thus, diversification of the
dental profession is likely to minimize implicit biases and
improve the quality of care that racial/ethnic minority
patients receive from their dental providers.

To reduce and/or avoid the ways in which racism can
adversely affect oral health inequities, we need concerted
efforts to acknowledge and remove the barriers affecting
access to quality dental care in racial/ethnic minority
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communities. Specifically, we need a multi-pronged
approach to reduce and ultimately eliminate oral health
inequities. First, we need to identify factors that may bias
admissions to dental schools for racial/ethnic minority
applicants such as standardized tests, for example, Dental
Admission Test, on which many racial/ethnic minority
students do not do well [11]. In tandem, we need to
develop, fund and implement comprehensive plans to cre-
ate sizeable cohorts of applicants from diverse racial/
ethnic backgrounds that are prepared to successfully
complete dental education. This would facilitate the crea-
tion of new cohorts of dental graduates that reflect the
U.S. population and the communities that the profession
of dentistry serves.

Moreover, increases in the racial/ethnic diversity of
the student body should be one criterion considered in
the accreditation of dental schools to highlight the vital
importance of resolving the long-standing racial/ethnic
inequities in admission. A recent study suggests that
although dental schools’ enrollment for Black students
increased between 2000 and 2019, Black students con-
tinue to be markedly under-represented relative to all
enrollees and their share of the U.S. population [12]. The
small increase in African American students was due to
the opening of new schools and increases in class size, as
the rate of acceptance of Black students showed very little
change. HRSA has projected a 9% increase of full-time
dentists in 2030 (207,930 vs. 190,510 in 2017) which may
be adequate to meet projected growth in demand for oral
health services. However, these projections did not
explicitly incorporate either the racial/ethnic diversity of
the U.S. population or the dental workforce [13]. Thus,
the proposed increase in dentists is unlikely to address the
lack of racial/ethnic diversity of the dental profession. In
fact, if the increase were to be mostly in non-Hispanic
White dentists, this increase has the potential to markedly
widen the existing inequities in the diversity of the work-
force (and increase oral health inequities) given that the
populations where the need is greatest are also the
populations that are experiencing high rates of popula-
tion growth.

Second, dental schools must expand their curriculum to
integrate factors affecting oral health beyond individual-
level factors, using a multidisciplinary approach. Specifi-
cally, the curriculum should be expanded to include
SDoHs, racism/discrimination, health equity, and public
health, and how these factors can affect oral health. A
recent National Academy of Sciences report outlines a sim-
ilarly comprehensive and integrated agenda for the training
of nurses in the United States [14]. Currently, although
SDoHs appear in the pre-doctoral dental curriculum, the
training on this subject is limited and fragmented in sepa-
rate courses in dental public health, community engage-
ment and cultural competency. Thus, there is the need for
comprehensive SDoHs content that is integrated through-
out the curriculum with emphasis on a holistic approach
rather than the current biomedical-centric training [15,16].

Such curriculum change can promote interdisciplinary col-
laboration within and outside the biomedical sciences
(medicine, nursing, social workers, public health, social sci-
entists, etc.) to expand the focus of dentists from the
mouth/head to also giving greater attention to the whole
person and their individual’s needs as well as their social
milieu. Furthermore, these curriculum changes should con-
sider the role of risk and resilience factors that can affect
oral health over the lifecourse. For example, dentistry
needs to better address the needs of an aging population
with a high retention of their teeth that is also challenged
with the presence of chronic diseases and use of
polypharmacy.

Third, there should be incentives in place to recruit and
retain racial/ethnic minority dentists to work in underserved
communities. For instance, current loan repayment pro-
grams should explicitly seek to recruit applicants during
their senior year of dental schools from racial/ethnic diverse
backgrounds, as well as others who would be interested in
working in underserved areas. Moreover, future employers
such as hospitals and local clinics, as well as federal agen-
cies should create financial incentives for dentists, especially
racial/ethnic minority dentists, to work in underserved and
vulnerable communities (i.e., National Institutes of Health
Loan Repayment Program for dentists without research
training or careers) and/or retain these dentists to serve
these communities. Finally, scholarship opportunities for
dentists should be developed to obtain public health train-
ing. The latter will enhance the oral health research infra-
structure by developing a cadre of scientists who can
document, understand and effectively address racial/ethnic
inequities in oral health in the U.S. population.

While the use of racial/ethnic categories has helped to
document and track oral health inequities, racial and eth-
nic categories are the products of racism, and as such,
merely documenting racial/ethnic inequities will not
address racism. In fact, racism has been identified as a
public health crisis [17] and as a serious threat to the
nation’s health [18]. Recent calls have also been made to
acknowledge and address systemic racism as a commit-
ment to health equity in medicine [19-21]. For example,
the U.S. Preventive Services Task Force has outlined strat-
egies to mitigate health inequities and other effects of sys-
temic racism [21]. Similarly, mental health professionals
are documenting how the social injustice of structural rac-
ism is adversely affecting the mental health of stigmatized
racial/ethnic populations [20]. Finally, the President of the
American Dental Association recently called for the eleva-
tion of dentistry through increased diversity at all levels of
the profession [2]. The time has come for the profession of
dentistry to support policy changes designed to reduce oral
health inequities. This will require sustained attention by
the dental profession not only to document the ways in
which racism adversely affects oral health but also to have
unquestioned leadership in designing, implementing and
supporting interventions to eliminate the legacy of racism
in oral health and oral care in the United States.
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