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Chapter 6

Dental School and Community Clinic 
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Abstract: In community-based dental education programs, student-provided services can be an important source of community 
clinic and practice revenues. The University of Michigan School of Dentistry has developed a revenue-sharing arrangement with 
multiple community clinics and practices. During their ten-week externship, senior students produce at least $800 a day in patient 
care revenues, and the school receives an average of $165 per student per day from community sites. These funds are used to 
cover program costs and enrich the curriculum. Revenue-sharing with community clinics and practices helps to ensure program 
longevity and is an increasingly significant source of school revenues.
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C
ommunity-based dental education programs 

can be mutually beneficial to dental schools 

and community clinics. Evidence suggests 

that students gain important knowledge, skills, and 

self-confidence from working in these real delivery 

systems, where they interact with dentists and other 

clinical and administrative staff.1-6 For community 

clinics, students increase their capacity to provide 

care to underserved patients and appear to energize 

clinic dentists and staff with their enthusiasm and 

questions. Also, a percentage of students seek em-

ployment in safety-net clinics because of their posi-

tive experience in these settings.7

There is also a financial component to this 

relationship. Other articles in this report consider 

the impact of community-based dental education on 

school and clinic finances and on community clinic 

finances, and both report positive results.8,9 That is, 

under the right circumstances both dental schools and 

clinics generate more net revenues from community-

based education programs.

One challenge for community-based education 

programs is reliance on increasingly constrained 

school funds to cover their operational costs. To 

address this problem, the University of Michigan 

School of Dentistry negotiated a revenue-sharing 

agreement with its community clinic partners. The 

purpose of this chapter is to describe the strategy used 

by the school to change its financial relationships 

with safety-net dental clinics and private practices. 

The specific objectives are to describe the evolution 

of community service-learning programs at the Uni-

versity of Michigan School of Dentistry; discuss the 

process of negotiating with community partners for 

a fixed daily payment per student; examine data on 

the financial impact of dental students in community 

settings; and review the use of these funds to advance 

the school’s education and service programs.

Results
For nearly eighty years, the University of 

Michigan School of Dentistry has been engaged in 

community outreach programs. Starting in the 1930s, 

senior dental students travelled to county health de-

partments for one-week “field trips” to gain a better 

understanding of local oral health conditions. In the 

1970s, selected students spent six weeks in Traverse 

City providing care to migrant workers and in Flint 

treating patients with special needs. Typically, these 

were summer-only experiences.
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In 2000, community experiences became an 

integral part of the school’s clinical education pro-

gram. Approximately, $2 million was raised from 

external sources to support this initiative, including 

a special grant from the state Medicaid program. In 

the beginning, all dental students were required to 

spend three weeks in community clinics providing 

care to low-income patients. Dental hygiene students 

and general dentistry residents also participated in 

this program. By 2002, the program had expanded to 

four weeks, and in 2011 senior students will spend 

ten weeks in community externships. 

Figure 1 presents the location of partner clinics 

and practices. Distributed throughout the state, they 

include federally qualified health centers (FQHCs), 

Indian Health Service (IHS) clinics, other community 

clinics, private group practices, correctional facilities, 

and donated service clinics. Students also travel to 

seven developing countries. 

An important factor in the program’s success 

was the use of digital technology. Students had Inter-

net access to curricular material (e.g., text, lectures, 

photos, slides) and were able to keep up with courses. 

They could also remotely access and manage their 

Figure 1. University of Michigan School of Dentistry community clinic locations
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school patient population. Tablet computers were 

used to collect productivity and assessment informa-

tion from students and preceptors, respectively. 

The program has broad support among the 

faculty, administrators, and students. In addition, it 

has changed the career plans of some students. Over 

20 percent of the 2009 graduating class reported that, 

once in practice, they expected a large percentage of 

their patients to be underserved.

Financial Contracts
Initially, there was no direct financial exchange 

between the school and community clinics and prac-

tices. That is, the school did not pay clinics to take 

students, and clinics did not share student-generated 

surplus revenues. Some clinics did pay for student 

living expenses if they were beyond commuting 

distance. 

Based on the program director’s experience in 

private practice, student clinic productivity, and com-

munity clinic funding mechanisms (per visit), it was 

apparent that students were generating surplus rev-

enues for community clinics. Also, FQHCs received 

$25,000 per full-time equivalent (FTE) student per 

year from the Michigan Department of Community 

Health to offset the cost of accommodating students. 

For all these reasons, the decision was made to ask 

partnering clinics and practices to share student-

generated patient care revenues.

The question was: how much to ask for? Since 

fourth-year students averaged $165 per clinic session 

at the school, a universal revenue-sharing agreement 

was developed with all partner sites that approaches 

this amount. Presently, all contracts are for five years 

and have a single rate, greatly reducing the time spent 

negotiating contracts. The exceptions to this general 

agreement are in the payment method and for clin-

ics that do not charge patients and have no external 

subsidy. Clinics meeting these criteria do not share 

student revenues with the school.

Clinic Negotiations
When revenue-sharing started, all partici-

pating sites were FQHCs. They not only kept the 

revenues generated by students, but they received 

approximately $25,000 from the state Medicaid pro-

gram for each FTE student. During the first period 

of negotiations, these additional Medicaid funds 

were helpful in convincing clinics to adopt the new 

revenue-sharing agreement. Some clinics negotiated 

different methods of payment (e.g., per year), but all 

were based on the $165 per day. Importantly, no clinic 

ended its relationship with the school because of the 

revenue-sharing agreement. Now, safety-net clinics 

are generally aware of the school’s revenue-sharing 

policy, and all new sites have accepted the required 

payment schedule. 

After several years of experience, we believe 

there are three essential factors in negotiating 

revenue-sharing with clinics and practices. First, the 

negotiator should always be the program director, and 

he or she should have a dental degree, several years of 

clinical practice and faculty teaching experience, and 

knowledge of clinic payer payment methods. Second, 

student-generated clinic data should be organized 

and presented to best engage key clinic staff. For 

example, the chief financial officer, who is usually 

an accountant, should be shown the student financial 

data. The chief executive officer and dental director 

are often clinically focused and want to see data on 

the program’s impact on clinic productivity, staff 

morale, and recruitment of dentists. Third, clinics are 

very interested in the experiences of other participat-

ing clinics, and a few select ones should be used as 

references. When prospective clinics hear the value 

of the program from program clinics, they become 

more comfortable in participating. 

Financial Impact on Community 
Clinics

Table 1 summarizes 2009–10 student-generated 

revenues in three types of clinical settings. This 

includes the average daily per student revenues, av-

erage number of student days per year, and average 

gross student production per clinic/practice per year 

for sites where data were available. Each student 

produced more than $800 per day—a significant 

amount of revenue in all three settings. An FQHC 

clinic with 364 days of student service earned an 

average of $293,253; community clinics with forty-

two student days earned an average of $38,350; and 

the private practice group with 78.5 student days 

earned $68,515. 

No information was available on the marginal 

expenses that clinics had to pay for students. Since all 

students had a full-time dental assistant, and dental 

assistants probably earned $35,000 per year with 

fringe benefits, the average cost of dental assistants 

was around $130 per day. The other marginal student-

related expense was supplies, which were probably 
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less than $25 per day. Based on these admittedly 

rough calculations, students in the average clinic 

were generating a surplus of at least $645 per day.

Financial Impact on Dental School
Table 2 presents actual and projected school 

revenues from community clinics and practices 

where data were available for 2007–10 and 2012, 

respectively. Based on an average of $165 per student 

per day, the amount of revenue is proportional to the 

number of student weeks and participating clinics. 

For example, in 2008 the students spent five weeks in 

FQHC clinics, and the school received $307,152. In 

2010, students spent eight weeks in the community, 

and the school received $546,242. In 2012, revenues 

are projected to approach $800,000. The percentage 

of revenues shared with the school ranged from 17 to 

24 percent of the student-generated revenues. 

However, the financial impact of the outreach 

program goes beyond revenue-sharing. Figure 2 

shows that as the amount of time senior students spent 

in community clinics increased, so did dental school 

clinic revenues. In contrast to expectations, student 

revenues increased about $100,000 from 2007 to 

2009 when students spent an additional four weeks in 

the community. This comparison controls for changes 

in clinic fees and number of students. Presumably, 

and as reported by other investigators, community 

experiences increased student skills, knowledge, 

and self-confidence, and this resulted in significantly 

greater productivity in the school clinics.1-6

Another source of community program-associ-

ated revenues comes from additional student tuition. 

As school clinic space became available with more 

weeks in the community, the school increased student 

enrollment by adding an international program. 

Use of Funds
The school uses the majority of the funds gen-

erated by revenue-sharing to cover program costs 

such as student transportation, gas, and lodging. For 

example, last year the school leased sixteen vehicles 

for student travel to community sites, booked over 

800 weeks of hotel lodging, and assisted with travel 

costs to international sites where students participated 

in multidisciplinary university projects. Funds are 

also used to support educational and research pilot 

projects and to enrich the curriculum. In addition, 

the program tries to give back to preceptor dentists 

and covers the cost of several continuing education 

seminars. Any unused revenues go to the school’s 

general operating fund.

As financial support for dental education 

declines in Michigan (and in most other states), 

the additional direct and indirect funds from the 

community-based program are a significant factor 

Table 1. Average daily student production per clinic, students’ days of outreach, and gross student production by clinic 
type, 2009–10

 Daily Student  Days of Student Gross Student 
Clinic Type Production Per Clinic Outreach Production Per Clinic

FQHC 2009 (4) $806 364 $293,253

Community 2010 (5) $906 42 $38,350

Private practice 2009 (1) $870 78.5 $68,515 

Note: Numbers in parentheses under Clinic Type represent number of clinics in data set.

Table 2. Annual shared student-generated revenues by community weeks and clinical setting

 2007 2008 2009 2010 2012 Projection

Weeks 4 5 8 8 10

FQHC clinics  $209,696 $307,152 $434,146 $437,033 $552,980

Community clinics - - - $28,952 $127,320

Indian Health Service clinics - - $16,252 $67,553 $69,580

Private practice - - $5,330† $12,704 $14,190

Total $209,696 $307,152 $455,728 $546,242 $764,070

†Pilot year
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in maintaining the quality of educational and service 

programs. Equally important, there is broad faculty 

support for the program, in part, because of the posi-

tive contribution it makes to the school’s finances and 

the enthusiasm generated by the students.

Conclusion
The University of Michigan School of Den-

tistry has developed a successful revenue-sharing 

program with community clinics and practices. In 

large part, this is because students make a valuable 

contribution to increasing their capacity to treat more 

underserved patients, to recruit dental staff, and to 

produce surplus revenues. Interestingly, all clinics 

and practices approach the same $165 per student 

per day, even though they have a very different mix 

of payers and payment methods. This suggests that 

students are producing adequate revenues in many 

different types of clinical environments. 

Operationally, successful negotiations require 

having strong relationships with community clinics, a 

program director who understands community clinic 

payment methods, and data on student productivity. 

Now that the revenue-sharing policy is established 

and widely known, it is no longer a major issue in 

partnering with new clinics.

The contribution of the community-based 

program to the school’s finances is significant and 

growing, as the time seniors spend in the commu-

nity increases and other sources of school revenues 

decline. Further, there are important related revenues 

that come from the community program. These in-

clude increased school clinic revenues from more 

productive students and more tuition dollars from 

the enrollment of additional students. These funds 

are used to support the program and enrich the cur-

riculum of all students. 

Finally, while community programs have a 

positive impact on school finances, their most impor-

tant contribution is improving the quality of dental 

education. It is important to keep the primary mission 

of the school central to these programs.
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