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Executive Summary 
This study used trained testers to measure the level of 
HIV discrimination by dentists in Los Angeles County.  In 
total, 612 dentists’ offices were contacted in 2007 and 
2008.  We find that levels of HIV discrimination are 
lower in dental care than other health care services in 
Los Angeles County.  However, levels of discrimination 
are twice as high for people living with HIV/AIDS 
(PLWHA) who had Denti-Cal, and three times higher for 
those living in the San Gabriel Valley and South SPAs. 
Discrimination was also higher among older dentists and 
dentists who did not go to dental school in the United 
States.  The findings suggest the need for more targeted 
education efforts to ensure equal access to dental 
services for all PLWHA.  
 
Key findings include:  
 

 Five percent of dental offices contacted (29) had an unlawful blanket policy of refusing dental services to 
any PLWHA.   
 

 An additional 5% of dental providers (32) indicated they would treat PLWHA differently than other patients 
in ways that could potentially violate state and federal anti-discrimination laws. 
 

 Factors influencing the rates of discrimination were the caller’s type of dental insurance, the geographic 
location of the dental practices, and when and where the dentist graduated from dental school.  
 

 Ninety percent of all dental offices contacted in Los Angeles County (551) responded that they would treat 
PLWHA.  

 
Specific findings include:  
 

 Rates of discrimination were twice as high when testers indicated that they had Denti-Cal (a public benefit 
for poorer patients that was largely discontinued by California in 2009) as opposed to private dental 
insurance.   
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Figure 1. HIV Discrimination by Health Care Providers 
in Los Angeles County, Blanket Refusal to 
Treat Any Person Living with HIV/AIDS 
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Figure 2. HIV Discrimination by Dentists in Los Angeles County, by Language Spoken by Patient and Type 
of Dental Insurance 

 
 

 
 
 
 
 
 
 
 
 
 
 
 

 

 Rates of discrimination varied significantly in different parts of Los Angeles County, and rates were higher 
in areas of the county with higher rates of HIV-infection, and with more low-income people, people of 
color and women among the infected.  The Los Angeles County Department of Public Health has divided 
Los Angeles into eight geographical regions, called Service Planning Areas (SPAs).  When the blanket 
policies of refusal of service to all PLWHA are combined with differences in treatment that could be 
unlawful discrimination, the frequency of such responses was significantly higher for providers in the South 
(20%) and San Gabriel Valley (17%) SPAs. 

 

 Eleven percent of providers in the San Gabriel Valley SPA indicated that they would not accept any PLWHA.  
This SPA accounted for one-third of all the blanket policies of refusal of service identified in the study. 

 
Figure 3.  HIV Discrimination by Dentists in Los Angeles County by Service Provider Area (SPA) 
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 While only 68% of the dentists in the study overall graduated prior to 1988, almost 90% of dentists whose 
responses were classified as discriminatory or potentially discriminatory graduated before 1988.  In fact, 
only two dentists who graduated from dental school after 1988 gave a response classified as “no” or 
“different treatment.”    
 

 While only one-fourth of the dentists in the study graduated from a dental school outside of the United 
States, almost 40% of the “no” and “different treatment” responses were given by dentists who went to 
dental schools in other countries.  

 

 The most common reasons for refusing service to all PLWHA were as follows: 
o The office was not equipped to treat PLWHA (38%). 
o Extra infection control precautions would be required (7%). 
o The office had never treated an HIV-positive patient before (7%). 

 

 Over half of the dentists who refused services to all PLWHA (52%) told the caller they should seek services 
from another provider, a clinic, or a hospital.   
 

 The rate of dentists having unlawful blanket policies of refusing service to all PLWHA is lower than that of 
other health care providers that have been studied.  Similar studies of health care providers in Los Angeles 
County conducted between 2003 and 2006, found that 55% of obstetricians, 46% of skilled nursing 
facilities, and 26% of plastic surgeons had such policies. 
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Ethical and Legal Obligation 
to Provide Dental Care to 
HIV-Positive Patients 
Routine dental care is important for PLWHA.  Such 
care can be provided with insignificant risks to 
dentists and their staff and they have a well-
established legal and ethical obligation to provide 
such care.   
 

Medical Background 
Routine and proper dental care is very important for 
PLWHA.  Routine dental care is important for PLWHA 
for the same reasons it is important for anyone’s 
health.  It allows for early identification of 
inflammatory conditions and infections, that, if 
untreated, can have significant impact on oral and 
general health and quality of life for PLWHA.   
 
In addition, problems in the mouth may be the first 
symptom of HIV infection, and they can also signify 
progression of the disease.  Between 30% and 80% 
of PLWHA will present with at least one oral 
manifestation at some time during the course of 
their infection.

1
  Earlier in the AIDS epidemic, oral 

lesions were frequently used as defining criteria for 
AIDS diagnosis and disease progression.

2
  

 
The development and more widespread use of 
increasingly effective anti-retroviral regimens, 
commonly referred to as highly active antiretroviral 
therapy (HAART), has substantially increased life 
expectancy and reduced the prevalence and severity 
of many HIV-associated oral lesions.

3
   Although the 

frequencies of oral lesions, in the era of HAART, may 
vary, dental care for PLWHA in the United States has 
shifted from the management and treatment of 
these types of lesions “to providing overall 
comprehensive dental care as seen in the general 
population.”

4
 Anti-retroviral agents and other 

medications have also meant a new set of issues for 
PLWHA.

5
  For example, one of the most frequent 

problems linked with HIV-disease management is dry 
mouth.   If left unaddressed, dry mouth can lead to 
dental decay, periodontal disease, and other 
problems.  
 
In data collected in Los Angeles County during 2007 
and 2008 from the Centers for Disease Control and 
Prevention’s Medical Monitoring Project, PLWHA 
reported assistance finding dental services as their 
top supportive services resource need for the 
previous twelve months.  Supportive services are 

those services other than primary medical care.   The 
need for dental services rated above all other 
supportive services, including HIV case management, 
mental health counseling, and transportation 
support.

6
  In terms of unmet needs for the previous 

12 months, assistance finding dental services ranked 
second only to shelter services.

7
  

 
Dentists can provide routine dental care to PLWHA 
without specialized training and with insignificant 
risk when using standard infection control 
procedures.

8
  As the author of an article published in 

the Journal of the California Dental Association 
concluded in 2001, 

One golden rule can be applied in every 
situation: Treat a person with HIV/AIDS as 
one would treat anyone else. In other 
words, HIV itself is not a valid reason to 
deny, delay, or alter 
treatment.…[T]reatment modifications 
should be based on manifestations of HIV, 
not on HIV itself….An asymptomatic patient 
with HIV should be treated the same as any 
other dental patient.  The vast majority of 
dental patients with HIV require no 
treatment modifications.

9
  

In 2003, the CDC developed a set of guidelines 
specifically for infection control in dentistry, based 
on the Standard Precautions for all healthcare 
workers.

10
  The CDC emphasized in these guidelines 

that the risk of occupational transmission for 
dentists is “extremely low,” with no reports of 
occupational HIV transmission to a dental care 
provider since 1992.

11
  The American Dental 

Association concludes in its policy statement that by 
following the CDC guidelines, the HIV-positive 
individual “can be treated safely in the dental 
office… rendering denial of treatment based on HIV-
status unacceptable.”

12
   

 
For these reasons, it is unlawful for dentists to deny 
patients dental care solely because they are HIV-
positive, and professional associations for dentists 
have determined that it unethical for dentists to 
have a blanket policy of refusing to treat PLWHA. 
 

Legal Duty to Treat Persons Living with 
HIV/AIDS 
In the highly publicized 1998 case of Bragdon v. 
Abbott

13
, the United States Supreme Court 

determined that PLWHA, even if asymptomatic, 
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were covered by the Americans with Disabilities Act.  
The case involved a dentist who refused to provide 
services to a woman living with HIV.   Since then, a 
number of federal and state courts have applied the 
Americans with Disabilities Act and state disability 
discrimination laws to dentists who have refused to 
provide services to PLWHA.  The types of 
discrimination found unlawful in these cases include: 

 having a blanket policy of referring out all 
PLWHA;

14
 

 denying treatment to a patient who told the 
dentist that he had been exposed to the AIDS 
virus, but was unsure if he contracted it;

15
  

 referring patients to “special clinics” or other 
providers because of their HIV status;

16
  

 asking a patient to submit to an HIV test 
prior to treating him;

17
and 

 terminating office space lease of a dentist for 
providing care to PLWHA.

18
 

 
In addition, government enforcement agencies, such 
as the Office of Civil Rights of the U.S. Department of 
Health and Human Services, have also found 
discrimination by dentists against PLWHA to be 
unlawful.  The types of discrimination found 
unlawful in these cases include: 

 turning away two potential patients 
because they were HIV-positive;

19
 

 denying continued treatment to a patient 
after the patient revealed that he was HIV-
positive;

20
  

 telling a patient to find treatment 
elsewhere after she told dentist she had 
AIDS;

21
 and  

 refusing to perform a root canal for an HIV-
positive patient.

22
  

 
In general, California state

23
 and federal

24
 disability 

discrimination laws prohibit health care providers 
from refusing services to PLWHA.   These laws 
protect PLWHA from discrimination from the 
moment of infection, including those who are 
asymptomatic.

25
  They prohibit the denial of dental 

services to PLWHA unless 1) dentists would not 
perform the requested service for a person who was 
HIV-negative and a legitimate referral is warranted, 
or 2) the requested services would pose a “direct 
threat” to the safety of the health care providers or 
the patient.  In order to make a lawful referral or 
determine that a patient poses a direct threat, the 
health care provider must make an individualized 
inquiry about the health condition of the specific 

patient in light of the specific services being 
requested.  A blanket policy of refusing services to all 
PLWHA is clearly unlawful under state and federal 
laws.    
 
Under the Americans With Disabilities Act of 1990 
(ADA),

26
 a health care provider may refer a PLWHA 

to another provider if that individual is seeking 
treatment outside of the provider’s specialization or 
if the provider would make a similar referral for an 
HIV-negative person seeking similar services.

27
  In 

order to make a lawful referral under the ADA, these 
providers must make “an individualized inquiry into 
the patient’s condition” and the specific services 
requested.

28
  

 
A health care provider may refuse services to PLWHA 
if providing those services would pose a “direct 
threat” to the patient or to others.

29
 The provider 

has the burden of proving that the patient’s 
disability presents a significant threat that cannot be 
eliminated by reasonable accommodation – changes 
in the provider’s practices or procedures that would 
substantially reduce or eliminate the threat.

30
  The 

health care provider must base his or her 
determination that an HIV-positive patient poses a 
direct threat on an individualized assessment of the 
threat.

31
  A health care provider’s failure to make an 

individualized assessment before denying services 
invariably results in a finding of discrimination.

32
  

Moreover, the health care provider’s assessment of 
the direct threat must be “based on reasonable 
medical judgments given the state of medical 
knowledge.”

33
 The assessment cannot be based on 

stereotypic notions about PLWHA, even if such 
notions are maintained in good faith,

34
 or on 

ignorance because of the provider’s own failure to 
keep up with the current medical literature.

35
   

 
For example, in case that settled in 2003, a New 
Jersey dentist was alleged to have told an HIV-
positive patient that he could not work on the 
patient’s broken tooth because of “health concerns,” 
because his staff would not feel safe working with 
the patient, and because the office lacked 
sterilization equipment necessary to provide care for 
PLWHA.  The dentist did offer to provide services 
after-hours without his staff, although cautioned 
that doing so would take longer and would be less 
comfortable, and offered to provide a referral to a 
clinic that was willing to treat PLWHA.

36
  While the 

dentist settled the case, if the allegations were true, 
the refusal to provide service and the suggestion 
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that treatment occur without staff after hours would 
have been unlawful discrimination, and none of the 
justifications offered for the difference in treatment 
would have been a legally sufficient defense. 
Notably, the discriminatory preferences of a 
dentist’s staff do not justify discriminatory treatment 
by the dentist.

37
     

 
Thus, when a health care provider would provide 
similar services to an HIV-negative patient, he or she 
cannot lawfully deny services to an HIV-positive 
patient or refer the patient to another provider 
based on a blanket policy of denying services to all 
PLWHA.  The provider must first make an 
individualized inquiry of the patient’s condition and 
the services requested. 
 

Ethical Responsibility to Treat Persons 
Living with HIV/AIDS 
The American Dental Association, the California 
Dental Association,

38
 and the World Dental 

Federation
39

 have incorporated dentists’ 
responsibility to provide care to PLWHA into their 
ethical codes of conduct.  Failure to abide by these 
standards can result in censure, suspension, or 
expulsion from the relevant association.  For 
example, the American Dental Association’s ethical 
standards of conduct, as set forth in the Principles of 
Ethics and Code of Professional Conduct and the 
attendant advisory opinions, specifically address the 
need to provide care to PLWHA stating: 

 
A dentist has a general obligation to provide 
care to those in need.  A decision not to 
provide treatment to an individual because 
the individual has AIDS or is HIV 
seropositive based solely on that fact is 
unethical.  Decisions with regard to the type 
of dental treatment provided or referrals 
made or suggested in such instances, 
should be made on the same basis as they 
are made with other patients, that is, 
whether the individual dentist believes he 
or she has need of another's skills, 
knowledge, equipment or experience and 
whether the dentist believes, after 
consultation with the patient's physician if 
appropriate, the patient's health status 
would be significantly compromised by the 
provision of dental treatment.

40
 

 

In Los Angeles County, the Pacific AIDS Education 
and Training Center (PAETC) Dental Steering 
Committee developed dental practice guidelines 
that have been officially adopted by the Los Angeles 
County Commission on HIV. Entitled “Guidelines for 
the Dental Treatment of HIV Patients in General 
Dentistry,” this document provides an overview of 
the legal and ethical issues in treating PLWHA and 
has been disseminated widely through PAETC 
trainings to dentists and dental hygienists in Los 
Angeles County. It specifically states: “It is a violation 
of the Americans with Disabilities Act, California law, 
and the law of some local jurisdictions, and of the 
ethical standards of the California Dental Association 
and the American Dental Association to refuse to 
care for patients with HIV because of fear of the risk 
of infection.”

41
 

  

Research Documenting HIV 
Discrimination by Dentists 
and Other Health Care 
Providers 
Since the early days of the AIDS epidemic, 
researchers have documented discrimination against 
PLWHA in the provision of dental care.  Although the 
research indicates that the level of discrimination 
has declined since the first published studies in the 
late 1980s, these studies consistently find that some 
dentists are unwilling to provide care to PLWHA.  
This section summarizes the three main types of 
studies that have measured HIV discrimination in 
dental care: surveys of dentists, surveys of dental 
school faculty and students, and surveys of PLWHA. 
 

Surveys of Dentists 
A number of studies published between 1986 and 
1995 sought to measure the level of HIV 
discrimination in dental care by surveying dentists.  
These studies found that between one-third and 
80% of dentists did not want to provide care to 
patients who were HIV-positive or at risk for being 
HIV-positive.

42
  Even when dentists acknowledged 

that they had a responsibility or legal duty to treat 
PLWHA, they often expressed that they did not want 
to.

43
  Reasons identified for not providing care 

included fear of infection,
44

 concerns about losing 
other patients,

45
 fears of their staff,

46
 homophobia,

47
 

and a lack of prior experience treating PLWHA.
48

    
 
For example, a survey of 671 members of the 
American Dental Association published in 1995

49
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found that one-third of respondents were not willing 
to treat PLWHA, 84% believed it was their right to 
choose whether to provide care to PLWHA, and 75% 
were unwilling to “display” a willingness to provide 
care to PLWHA for fear of losing other patients.

50
  

When asked about their fear of occupational 
transmission of HIV, 80% agreed that HIV makes 
dentistry a “high-risk job,” and 33% believed they 
would eventually acquire HIV if they often treated 
PLWHA.

51
  Thirty-two percent said they wouldn’t 

choose to go into dentistry again if they had the 
choice, due to fear of HIV.

52
   

 
One of these studies identified older dentists as 
more likely to discriminate

53
 and another study 

identified female dentists as more likely to 
discriminate.

54
  In contrast, one study found that the 

most important determinant of a dentist’s 
willingness to treat PLWHA was his or her personal 
feelings of safety,

55
 and that another factor 

associated with dentists’ willingness to treat PLWHA 
was recognition that they had already treated 
PLWHA.

56
  

 
A more recent study measured changes in dental 
care providers’ knowledge, attitudes and beliefs, and 
behaviors with regards to providing care for PLWHA 
before and after taking a one to four day continuing 
education course.

57
  The study was conducted with 

86 dentists, dental hygienists and dental assistants 
from Southern California who completed the clinical 
training between 1992 and 2003.

58
  In terms of 

attitudes and beliefs, the study found that the 
participants in trainings began with a “moderately 
high baseline level of positive HIV-related 
attitudes/beliefs.”

59
  After the training 86% of the 

participants had positively changed their attitudes 
and beliefs.

60
  In addition, 86% of dentists in the 

sample had already treated HIV-positive patients 
before the training program and 93% reported 
treating HIV-positive patients 6 weeks after the 
training program.

61
 However, the study does note 

that the dental workers who voluntarily enrolled in 
the continuing education program may be more 
interested in treating PLWHA.

62
 

 

Surveys of Dental School Faculty and 
Students 
Over the past two decades a number of surveys have 
also measured discriminatory attitudes against 
PLWHA by dental school faculty and students.   
These studies have found that between one-fourth 

to over half of dental students did not want to 
provide care to PLWHA.

63
   Reasons associated with 

not wanting to provide this care include fear of 
infection,

64
 homophobia,

65
 and the belief that 

PLWHA are responsible for their illness.
66

 In contrast, 
one study found that students were more willing to 
provide treatment if they believed they had a 
professional responsibility to do so.

67
   One study 

found that male students were more likely to 
express discriminatory attitudes than female 
students.

68
  

 
For example, a study published in 2005 summarized 
research based on a survey of 670 graduates from 
one dental school during a twelve year period from 
1992-2004.

69
  While the more recent graduates who 

were surveyed were more comfortable treating 
PLWHA, overall only 52.3% of respondents indicated 
they were comfortable treating PLWHA.

70
  When 

compared to other underserved groups, such as the 
poor, drug users, and homeless people, the students 
were least comfortable treating PLWHA of all groups 
included in the survey.

71
 

 

Surveys of Persons Living with HIV/AIDS 
In addition to the studies reviewed above, several 
studies have measured HIV discrimination in dental 
care by surveying PLWHA.   One study published in 
1996 found that of 272 PLWHA living in the 
Philadelphia area who had sought dental care in the 
previous five years, 52 had been refused treatment 
by a dentist.

72
  In order to determine whether the 

treatment was discriminatory in a way that would 
violate the law, the researchers examined the 
responses in the context of the respondents’ 
answers to other survey questions and applicable 
law.

73
  Almost 80% of these refusals were classified 

as “probably discriminatory”, and 95% as either 
“probably discriminatory” or “possibly 
discriminatory.”

74
  Thus, 15% of patients surveyed 

had experienced a refusal of care that was “probably 
discriminatory” when evaluated by lawyers.

75
  In 

60% of the “probably discriminatory” cases, the 
patient had been explicitly refused care when 
attempting to make his or her first appointment.

76
  

In almost half of these cases, the dentist admitted 
that he or she had a blanket rule against treating 
PLWHA.

77
  In the other 40%, the patients had been 

seeing their dentists for some time before being 
denied treatment when the dentist became aware of 
their HIV status.

78
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In an article published in 2005, the RAND 
Corporation used data from the 1996 HIV Cost and 
Utilization Study to study discrimination perceived 
by PLWHA in clinical settings.

79
  Of the 2,466 

respondents with HIV that were receiving health 
care in the United States, 26% reported having 
experienced at least 1 of 4 types of discrimination by 
a heath care provider on the basis of their HIV 
status.

80
  Twenty percent reported that a health care 

worker had been uncomfortable with them when 
they sought medical care, 17% were treated as 
inferior by a health care worker, 18% reported that a 
health care worker preferred to avoid them, and 8% 
were refused service.

81
  When asked which provider 

had discriminated against them, 32% reported that 
they had been discriminated against by a dentist.

82
  

This percentage was smaller than the share who 
attributed discrimination to physicians and nurses 
and other clinical staff, but more than those who 
attributed discrimination to hospital staff and case 
managers or social workers.  White respondents 
were most likely to report discriminatory 
treatment,

83
  but the authors noted that people of 

color respondents may have underreported HIV 
discrimination for several reasons, including because 
they attributed the discrimination to another 
characteristic such as race.

84
 

 

Methodology 
This report presents the results of a study conducted 
in 2007 and 2008 measuring HIV discrimination in 
dental care in Los Angeles County.  It is based on 
three studies conducted between 2003 and 2006, 
and used a similar methodology as those studies to 
measure HIV discrimination in the provision of 
health care services in Los Angeles County.

85
 Unlike 

the studies described above, these studies used 
trained testers posing as PLWHA seeking care, or 
other medical care providers, to contact health care 
providers and ask them if they would accept PLWHA.  
This methodology more closely replicates the 
incidence of actual discrimination that PLWHA face 
when seeking  health care services.  Of the several 
hundred health care providers surveyed by these 
three testing studies, 26% of plastic and cosmetic 
surgeons, 46% of skilled nursing facilities, and 55% of 
obstetricians indicated that they had blanket policies 
of refusing to provide services to all PLWHA.  In 
these prior studies, the most common reasons given 
by providers for denying services to PLWHA included 
lack of expertise or equipment, having no prior 
experience in treating an HIV-positive patient, 

inadequately trained or uncooperative staff, and the 
referral of all HIV-positive to “specialists.”   
 
This study used two trained testers posing as 
potential dental patients who were HIV-positive.  
Testers called dental offices and asked if they would 
accept HIV-positive patients.  Testers called a total of 
612 dental offices using three different scripts.  In 
each case, the testers posed as individuals with HIV 
seeking a regular dental checkup.

86
 For most of the 

calls (480) the testers used a script stating that they 
had a common form of dental insurance in Los 
Angeles County, Delta Dental, and requested 
services in English.  The pool for these calls was 
constructed to create a sample for each of Los 
Angeles Counties Service Provider Areas or SPAs.  
For another 66 calls, testers used the same script 
stating they had dental insurance (Delta Dental) but 
requested services in Spanish.  For the final 66 calls, 
testers requested services in English but stated they 
had Denti-Cal (part of Medi-Cal), a federal-state 
public benefits people that helps provide dental 
services for low income people in California.  One 
male tester conducted all of the tests in English.  
One female tester conducted all of the tests in 
Spanish.  The testers were trained to be consistent in 
following a script for each type of call, recording 
responses as the calls were made, and coding the 
responses. We used 90% confidence intervals for  
statistical comparisons.

87
 

   
To create the sampling frame for the study, we 
obtained a list of dentists practicing in Los Angeles 
County from the website of the California 
Department of Consumer Affairs (DCA). The DCA 
issues licenses in more than 100 businesses and 200 
professional categories, including doctors and 
dentists.

88
 The DCA website features a search 

function that allows members of the public to search 
for dentists using several criteria, including by 
county.

89
  Using this search feature, we retrieved the 

names and contact information for the 10,523 
licensed dentists in Los Angeles County. We 
narrowed this list to the 7,932 dentists who hold 
licenses that are current and renewed.

90
  

 
From that group, we removed 1,324 dentists whose 
sole listed address is a home address.

91
  We did this 

because we wanted to contact all dentists at their 
dental practices, to replicate what a person looking 
for a new dentist would do.   In addition, we wanted 
to determine whether different parts of Los Angeles 
had different rates of discrimination, and dentists 
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may or may not practice near their homes.  We also 
removed three dentists in military practice and 12 in 
institutional practice, this left 6,592 dentists. 
 
We then further organized the list based on each 
dentist’s geographical area. Like other diseases, 
HIV/AIDS has not affected all areas of the county 
equally.

92
  The Los Angeles County Department of 

Public Health has divided Los Angeles into eight 
geographical regions, called Service Planning Areas 
(SPAs)

93
 whose boundaries are determined by ZIP 

codes.
94

  The Metro SPA has the highest 
concentration of PLWHA followed by the South Bay.   
The Antelope Valley has the lowest concentration.

95
 

 

 
Using the ZIP codes from the addresses we obtained 
from the DCA website, we coded those 6,592 
dentists by SPA. For each SPA, we determined a 
sample size that would approximately result in a 10% 
margin of error, with a 90% confidence level.

96
 In 

two cases, the indicated sample size was fewer than 
50 dentists, so for each SPA we included the names 
of at least 50 dentists to increase accuracy.

97
 Among 

all SPAs, we called a total of 480 dentists in English 
with the testers stating they had Delta Dental. 

Next, the testers called an additional 66 dentists and 
requested services in Spanish.  These dentists were 
randomly selected from Delta Dental providers who 
indicated that their offices provided services in 
Spanish (5,413).

98
  Testing was done in Spanish 

because almost 40% of PLWHA in Los Angeles 
County are Latino.

99
  In terms of people diagnosed 

with AIDS, Latinos have been the predominant racial 
and ethnic group impacted in Los Angeles County 
since 1997.

100
  Overall, 45% of the Latino population 

in Los Angeles County is foreign born.
101

   According 
to 2009 CHIS Data, over 12% 
of residents only speak 
Spanish in the home and over 
28% speak Spanish and 
English in the home.

102
   

 
Finally, because a large 
percentage of PLWHA have 
their medical and dental care 
covered through public 
benefits programs, an 
additional 66 dentists who 
indicated they accepted 
Denti-Cal were tested.  These 
providers were randomly 
selected from Medi-Cal’s list 
of dentists who participate in 
the Denti-Cal program in Los 
Angeles County.

103
  Testers 

called these dentists and 
stated they had Denti-Cal 
before requesting services 
and stating that they were 
HIV-positive.  
 
At the time this study was 
conducted, Denti-Cal was the 
dental segment of the Medi-
Cal program, California’s 
Medicaid program primarily 

for poor and low income people.
104

  However, due to 
budget cuts, routine care was eliminated from the 
Denti-Cal program for most adult Medi-Cal 
beneficiaries in 2009.

105
   It is difficult to estimate, 

but as many as half of PLWHA in Los Angeles County 
could have been covered by Denti-Cal when the 
adult program was still funded.  While, in general, 
14% of all Los Angeles County residents 18 years and 

Figure 4. Distribution of Persons Reported Living with HIV/AIDS in Los 
Angeles County by SPA, 2008 (source: HIV Epidemiology Program, 
LAC-DPH) 
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over are enrolled in the Medi-Cal program, and 
therefore qualified for Denti-Cal,

106
 according to data 

from the Center for Disease Control Medical 
Monitoring Project, 47% PLWHA surveyed in 2006-
2007 were covered by their state’s Medicaid 
program at some point during the prior year.

107
   

Similarly, the Los Angeles Coordinated HIV Needs 
Assessment (LACHNA) conducted in 2007-2008, 
found that 52% of respondents had their medical 
care covered through public programs such as Medi-
Cal.

108
 

 
For low income PLWHA, another source of funding is 
the Ryan White system. Currently, Ryan White-
funded programs provide services in medical and 
supportive services clusters to over 23,000 clients in 
Los Angeles County.  Funding for dental services is 
available under Ryan White Care Act and supports 
services to roughly 2,500 PLWHA every year.

109
  

However, since the Ryan White funded programs are 
specifically for PLWHA, it was assumed that none of 
these programs would discriminate against PLWHA 
and they were not included in this study.   
 
The testers kept records of their conversations on a 
spreadsheet.  Responses to the question about 
whether the dentist would accept PLWHA were 
recorded verbatim.  Affirmative and ambiguous 
answers to the requests for treatment were noted, 
and negative answers received follow-up questions 
as to why the offices did not treat PLWHA.   All of the 
original responses and the coding by testers were 
reviewed by the authors of this study to check for 
consistency and accuracy in the coding procedure.  

 
 

The responses from the dentists as to whether they 
would admit a patient who was HIV-positive were 
broken down into three categories: yes, no, and 
different treatment.

110
  An affirmative response was 

categorized as “yes.”  If the person answering the 
phone at the dental office said the dentist would not 
accept PLWHA, the response was categorized as 
“no,” indicating a blanket policy of refusing services.  
In addition, the testers identified responses of 
providers that indicated that they would treat 
PLWHA differently than persons not infected, in 
many cases in ways that would also violate anti-
discrimination laws.  These responses were coded as 
“different treatment.”   Finally, the testers also 
gathered qualitative information about the reasons 
why dentists either offer or refuse services to 
PLWHA.  The focus of the study was to measure the 
percentage of providers who had a blanket policy of 
refusing services to PLWHA without any 
individualized inquiry.  As explained in Section I 
above, these policies would clearly violate local, 
state, and federal anti-discrimination laws. 
 

Results 
 

Summary of Findings 
Of the dentists contacted, 90% (N=551) responded 
with an unqualified “yes” to accepting PLWHA.  Only 
5% (N=29) stated that they would not accept 
PLWHA.  Another 5% (N=32) provide responses that 
indicated that a PLWHA would be treated differently 
than a person who was not HIV-positive. 
 
 

 

Provider accepts 
dental patients 
living with 
HIV/AIDS?  

Dental 
Insurance 
English   

Dental 
Insurance 
Spanish   

Denti-Cal 
Total   Total  

  

Yes 437 91% 61 92% 53 80% 551 90% 

No 20 4% 3 5% 6 9% 29 5% 

Different 
Treatment 

23 5% 2 3% 7 11%* 32 5% 

No & Different 
Treatment 
Combined 

43 9% 5 8% 13 20%* 61 10% 

Total 480 100% 66 100% 66 100% 612 100% 

Table 1. Summary of Findings 

* Statistically significant at P<0.10 as compared to Delta  Dental English calls. 
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Type of Dental Coverage.  Rates of discrimination 
were higher when the testers stated that they had 
Denti-Cal, the public benefit program for low-income 
people, compared to Delta Dental, a private 
insurance program taken by most dentists in Los 
Angeles County.  When the no and different 
treatment responses are combined, testers 
indicating they had Denti-Cal were twice as likely to 
experience discriminatory or potentially 
discriminatory responses than those indicating they 
had Delta Dental.  
 
Language.  There was not a statistically significant 
difference in responses depending on whether the 
tester requested services in English or Spanish.   
When the caller requested services in English and 
stated they had Delta Dental, they encountered 
discriminatory or potentially discriminatory 
responses 9% of the time, compared to 8% of the 
time when the caller requested services in Spanish.  
 
Characteristics of Dentists.  Further analysis of the 
480 calls where the testers requested services in 
English and stated they had Delta Dental revealed 
that rates of discrimination varied in different parts 
of Los Angeles County and were higher if the dentist 
graduated dental school before 1988 or graduated 
from a dental school outside of the United States. 

Location.  Eleven percent of providers in the San 
Gabriel Valley SPA indicated that they would not 
accept any PLWHA.  By comparison, only 2% of 
providers in the Antelope Valley, San Fernando 
Valley, and West SPAs indicated they had such 
policies. For the Delta Dental calls made in English, 
the San Gabriel Valley accounted for one-third of all 
blanket refusals of care.  
 
When the blanket policies of refusal of service are 
combined with differences in treatment, 20% of 
providers in the South SPA had such responses, five 
times the rates of such policies as providers in the 
Antelope Valley (4%), San Fernando Valley (3%), and 
West (3%) SPAs.  Combined rates of unlawful and 
potentially unlawful policies were also high in the 
San Gabriel Valley SPA (17%).  While the combined 
rates were higher in the  Metro SPA (11%), this 
difference was not statistically significant as 
compared to any other SPA. 
 
For the dentists who were called by testers who 
indicated that they had private dental insurance, the 
on-line record forms of the dental insurance 
company included information about the gender, 
year of graduation, and the dental school of each 
provider.   For the 480 dentists who were called in 
English, this information was collected from the  

 

Yes No 
Different 
Treatment 

No & Different 
Treatment 
Combined   Sample Size 

1-Antelope 
Valley 

48 96%  1 2% 1 2% 2 4% 50 

2-San 
Fernando 
Valley 

63 97%  1 2% 1 2% 2 3% 65 

3-San Gabriel  
Valley 

54 83%  7 11%
a
 4 6% 11 17%

b
 65 

4-Metro 55 89%  3 5% 4 6% 7 11% 62 

5-West 62 97%  1 2% 1 2% 2 3% 64 

6-South 39 80%  2 4% 8 16%
c
 10 20%

d
 49 

7-East 56 92%  3 5% 2 3% 5 8% 61 

8-South Bay 
Harbor 

60 94%  2 3% 2 3% 4 6% 64 

TOTAL 437 91%  20 4% 23 5% 43 9% 480 

Table 2. Responses to Delta Dental Insurance Calls in English (480), by Los Angeles County Service 
Provider Area (SPA) 

a. Statistically significant at P<0.10  as compared to SPAs 1, 2, 5, and 8 
b. Statistically significant at P<0.10  as compared to SPAs 1, 2, and 5; 
c. Statistically significant at P<0.10  as compared to all other SPAs 
d.  Statistically significant at P<0.10  as compared to SPAs 1, 2, 5, 7, and 8. 
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on-line records where it was provided. Where this 
information was not provided in the on-line records, 
the dentists’ offices were asked for this information 
either during the initial call or during a follow up call. 
 
Gender.  The gender of the dentist did not appear to 
influence the likelihood of discriminatory or 
potentially discriminatory responses.  When “no” 
and “different treatment” responses are combined, 
the same percentage of dentists providing those 
responses were male as the percentage of dentists 
responding that they would treat PLWHA who were 
male—77%. 
 
Year of Graduation. Dentists who graduated before 
1988 were more likely to provide a discriminatory or 
potentially discriminatory response. Overall, 68% of 
these 480 dentists graduated prior to 1988.  
However, almost 90% of dentists whose responses 
were classified as “no” or “different treatment” 
graduated before 1988.  In fact, only two dentists 
who graduated from dental school after 1988 gave a 
response classified as a “no” or “different 
treatment.” 
 
Dental School Outside of the United States.  
Dentists who graduated outside of the United States 
also were more likely to provide a “no” or “different 
treatment” response.  While only one-fourth of the 
dentists in the study graduated from a dental school 
outside of the United States, almost 40% of the “no” 
and “different treatment” responses were given by 
dentists who went to dental schools in other 
countries. Most of these dentists graduated from 
dental school in the Philippines or in India. 

 

Reasons Provided for Responses 
 
Statements Accompanying “Yes” Responses 
The testers making the calls were also trained to 
gather information about the reasons why dentists 
refused to provide services to PLWHA or would treat 
PLWHA in a potentially discriminatory manner.  
However, one unexpected finding in the analysis of 
the qualitative responses was that a very high 
percentage of providers who would accept PLWHA 
(the “yes” responses) accompanied that willingness 
with very positive reassurances to the tester, 
including statements indicating familiarity with the 
law and standard precautions for preventing the 
transmission of HIV.  These types of statements were 
almost entirely absent in the three prior studies of 
HIV discrimination among obstetricians, plastic 
surgeons, and skilled nursing facilities in Los Angeles 
County.  These responses could indicate that many 
providers and their staff had received effective 
training about treating PLWHA and/or had prior 
experience working with such patients.  
 
Overall, 90% of the dental offices indicated that they 
would accept PLWHA. In over one-fourth of these 
responses, the person responding to the tester went 
beyond merely saying “yes” and offered a more 
positive and reassuring response, often indicating 
that whether a provider takes PLWHA is a question 
that should not even be necessary to ask. For 
example, 12% of these responses were accompanied 
with assurances such as “absolutely,” “definitely,” 
“why not,” “of course,” and “he sure does.”   
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 

 

Characteristics of Dentists All Yes 

No & 
Different 
Treatment 
Combined No 

Different 
Treatment 

% Male 77% 77% 77% 67% 90% 

% Graduating Dental School Before 1988 68% 66% 89%* 86%* 90%* 

% Graduating From Dental School 
Outside the United States 

25% 23% 39%* 30% 48%* 

Table 3. Responses to Delta Dental Insurance Calls in English (480), by Response, and by 
Dentists’ Sex, Year of Graduation, and Country of Dental School 

*Statistically significant at P<0.10  as compared to Yes responses. 
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Some respondents  even went further, assuring the 
testers that they did not discriminate (5%), used 
standard infection control precautions with 
everyone (4%), had treated provided care to other 
PLWHA (3%), or would protect the confidentially of 
the patient’s HIV-status (1%). 

 
Some of the other dental offices indicating that they 
would accept PLWHA displayed less certainty and 
knowledge.  For 8% of respondents who would 
accept HIV-positive patients, the person answering 
the phone at the dental office did not know the 
answer and had to check with dentist before 
responding to the caller.   This percentage was 
slightly higher (11%) for those calls where the tester 
said they had Denti-Cal.  
   
Two percent of providers who responded they 
would accept PLWHA indicated they had never 
treated an HIV-positive patient before, and 1% 
indicated they would use extra infection control 
precautions beyond what they would use for 

patients who had not informed them they were HIV-
positive.  The calls made in Spanish encountered 
these types of responses more frequently with 6% 
stating they had never treated an HIV-positive 
patient before, and 3% stating they would use extra 
precautions.   

 
However, given the totality of the responses from 
these providers, they were conservatively classified 
as “yes” responses as opposed to “different 
treatment” responses.  
 
Three percent of providers who responded they 
would accept PLWHA stated that they would need a  
medical clearance from the patient’s doctor or more 
medical information from the patient before 
providing services.  The calls made in Spanish 
encountered this request more frequently, with 8% 
of those providers stating they needed a medical 
clearance.   Such a request is consistent with good 
treatment of PLWHA by dentists. 

 

Percentage 
Yes 

"No 
problem" 
"Absolutely;" 
Definitely; 
"Why not?"; 
"Of course;" 
"He sure 
does" 

We Don't 
Discriminate 

We Use 
Standard  
Precautions 

We 
Have 
Other 
HIV-
Positive  
Patients 

We Will Protect 
Your 
Confidentiality 

Any 
Positive 
Statement 

Denti-Cal 
(53  of 66) 

80% 9% 8% 4% 4% 2% 26% 

Delta 
Dental-
English 
(427 of 
480) 

91% 12% 5% 4% 3% 1% 25% 

Delta 
Dental-
Spanish 
(61  of 66) 

92% 15% 0% 0% 5% 0% 20% 

TOTAL 90% 12% 5% 4% 3% 1% 25% 

Table 4. Positive Statements Provided with “Yes” Answers 
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Reasons Given for No Responses 
Five percent (29) of the dental offices contacted 
indicated that they would not provide dental 
services to any PLWHA.   For one-third of these 
responses, the person at the dental office who was 
reached by the tester did not initially know whether 
the dentist would accept PLWHA and provided the 
negative response after checking with the dentist or 
someone else in the office.  
 
When they encountered such a policy, the testers 
were trained to ask why the dentist would not take 
HIV-positive patients and for a referral.  Over half of 
the time (52%), the respondent indicated that 
PLWHA were referred to specialists for all dental 
services.  If asked what type of service they needed, 
the testers were trained to respond they only 
needed a routine checkup and cleaning.  Most often, 
no specific provider or clinic was named for the 
referral.  More specific referrals included UCLA (5), 
USC (3), “LA County” (2), Loma Linda (1), and San 
Gabriel Dental Society (1).    
 
Nearly 40% of the dentists who would not accept 
PLWHA said their offices were not equipped to treat 
PLWHA, either because the office lacked special 
equipment, adequate infection control procedures, 
or adequately trained staff.  Often these responses 
were accompanied by a statement that the tester 
should see a specialist or seek dental services at a 
hospital or special dental clinic for PLWHA. 
 
For 10% of the “no” responses, the reason given was 
that the dentist was not accepting patients at this 
time.  Since the first questions that the testers asked  
the dental office was whether they were accepting 
new patients and the testers only proceeded with 
the call and revealed that they were HIV-positive if 
the dentist was, in fact, accepting new patients, it  

 
 
 
seems like this response was merely a pretext for 
discrimination.   Finally, 7% of the “no” responses 
were accompanied by each of the following 
explanations: that the dentist only saw children, did 
not or could not take the extra precautions that 
were necessary to treat PLWHA, and that they had 
never treated an HIV-positive patient before. 

 

 
Reasons Given for Different Treatment 
Responses 
Five percent (32) of the dental offices contacted 
responded with an answer that fell in between 
accepting PLWHA and denying care to all such 
patients.  These responses were classified as 
“different treatment.”  For 21% of these responses, 
the person answering the phone had to check with 
someone else before providing an answer to the 
tester.   
 

 

Total 
Yes 

Receptionist 
Checked with 
Dentist 

Requested  
Medical 
Clearance or 
Specific  Medical 
Information 

Practice 
Had 
Never 
Treated 
PLWHA  

Extra 
Precautions 
Would Be 
Used 

Denti-Cal (53  of 66) 80% 11% 2% 0% 0% 

Delta Dental-English (427 of 480) 91% 8% 3% 2% 1% 

Delta Dental-Spanish  (61  of 66) 92% 7% 8% 6% 3% 

TOTAL 90% 8% 3% 2% 1% 

No Responses (29 of 612) (Dental offices 
could provide more than one response) Percent 

Respondent Checked With Someone Else 
Before Answering No 

34% 

PLWHA Referred to Other Providers  52% 

Office Not Equipped to Treat PLWHA   38% 

Evidence That “No Appointments 
Available” Was a Pretext 

10% 

Extra  Precautions Would Be Required 7% 

Office Had Never Treated a PLWHA Before 7% 

Dentists Works Only With Children 7% 

Table 5. Qualifications Provided with “Yes” Answers 
 
 
 

Table 6. Statements Provided with “No” Answers 
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The different treatment indicated in 62% of these 
responses was a limitation on the services provided.  
Frequently, the dental office would provide a routine 
checkup or cleaning for PLWHA but would refer 
them to someone else for all other services.   If the 
response clearly indicated that the dentist would 
only refer when the services needed were beyond 
his or her scope of care, and thus similarly situated 
HIV-negative patients would be referred as well, the 
response was coded as a “yes” and not a “different 
treatment.”  While no specific referral was indicated 
in most cases, specific providers mentioned included 
UCLA (4), USC (3), “the West Hollywood Clinic” (1), 
and St. Mary’s (1). 
 
Nearly one-fifth of these responses (18%) indicated 
that PLWHA could only have appointments at certain 
times, either on certain days of the week or at the 
end of the day.  Six percent of these responses 
indicated that only one dentist in the office (not the 
dentist requested) would provide services, and 3% of 
these responses indicated that PLWHA were treated 
in “isolation rooms.”  
 
Over one-fourth of these responses (26%) were 
accompanied with a discouraging statement for the 
tester such as “the law requires us to” or “it’s up to 
you.”   Usually these statements were accompanied 
by other statements that indicated different 
treatment, but in a couple of cases such a statement 
by itself resulted in the response being coded as 
different treatment (e.g., “If I could avoid it, I would, 
but yes” and “Depends. We have to be more 
cautious. It's up to you.”).   

Almost one-fourth of these responses were 
accompanied with a statement that the provider 
thought that treating PLWHA required providing 
extra infection control precautions beyond those 
provided routinely to patients who had not disclosed 
their HIV-status.  Nine percent of the providers who 
indicated they would treat PLWHA differently also 
stated that they would need a clearance from the 
patient’s doctor or more medical information before 
providing treatment. 
 

Discussion 
Overall, this study suggests that PLWHA would 
encounter a discriminatory or potentially 
discriminatory response by almost one out of every 
ten dental practices in Los Angeles County.   If the 
caller revealed their HIV-status when making their 
initial appointment, they would be told by one out of 
every twenty practices that services were not 
available to PLWHA, contrary to state and federal 
law.  
 
Not every PLWHA in Los Angeles County has an 
equal chance of encountering discriminatory 
treatment when seeking dental care. Those seeking 
services in the San Gabriel Valley and South SPAs, 
and probably the Metro SPA, would be more likely to 
encounter discrimination than those seeking services 
in other parts of Los Angeles County.   These 
geographic differences are important because 
PLWHA are not evenly dispersed throughout Los 
Angeles County.  Notably, almost 40% of PLWHA in 
Los Angeles County live in the Metro SPA.

111
  The 

South SPA has the highest proportion of female AIDS 
cases, almost twice that of Los Angeles County 
overall.

112
  It also has the highest proportion of Black 

PLWHA.  Among PLWHA in the 
South SPA, 54% are black and 
41% are Latino.

113
   Overall, the 

San Gabriel Valley (24%), South 
(3%), and Metro (22%) SPAs all 
have general populations that 
are less than one-quarter 
white.

114
  This means that, to 

some extent, HIV 
discrimination by dentists is 
concentrated in areas with a 
higher proportion of PLWHA 
and in areas where PLWHA are 
“special and emerging 
populations” with specific 
vulnerabilities and care and 

Different Treatment Responses 6% (34 of 612)  Percent 

Respondent Checked With Someone Else Before Providing Answer 21% 

Limit Services Only,  Then Referral For All Else  62% 

Extra  Precautions Necessary; Isolation Room 24% 

Office Not Equipped To Treat PLWHA 21% 

Only Appointments At Certain Times 18% 

Only  One Dentist Would Treat PLWHA 6% 

"Law Requires Us To"; "Up to You" 26% 

Medical Clearance Required 9% 

Table 7. Different Treatment Responses 
 
 
 



16 

 

service needs.  These include the overlapping 
populations of women, Blacks, Latino/as, and 
Women of Color.

115
   

 
In addition, when the callers stated they had Denti-
Cal they were twice as likely to encounter a 
discriminatory response.  Although the adult Denti-
Cal program is no longer available in California, this 
may indicate that dentists serving poorer individuals 
are more likely to discriminate on the basis of HIV-
status.  This conclusion is supported by the 
concentration of discriminatory responses in the 
South and Metro SPAs.  The South SPA has the 
highest percentage of people living at less than 100% 
of the federal poverty level (45%) followed by the 
Metro SPA (34%).

116
 

 
However, overall, the rates of discriminatory policies 
and treatment encountered in this study compare 
favorably with the results of three similar studies of 
HIV discrimination in health care in Los Angeles 
County conducted between 2003 and 2006.  The 
rate of dentists who refuse treatment to all PLWHA 
was less than one-fifth of the lowest level of 
discrimination found in these prior studies.  
Moreover, as noted above, the statements 
accompanying the responses from offices affirming 
that they would treat PLWHA  indicated a level of 
knowledge about the legal obligation to treat HIV-
positive patients and receptivity to providing such 
treatment that was not found in the prior three 
studies.   
 
While this lower rate of discrimination among 
dentists as compared to other health care providers 
is consistent with national data from the 1996 HIV 
Cost and Utilization Study described above, the 
significantly lower rate of discrimination among 
dentists found in this study could also be 
attributable to intensive and consistent legal 
enforcement and targeted education efforts focused 
on dentists in Los Angeles County for almost two 
decades.   
 
In Los Angeles County, highly publicized 
enforcement efforts preceded Bragdon v. Abbott, 
the 1998 Supreme Court case that established that 
PLWHA were covered by the Americans with 
Disability Act.  In 1992, four HIV-positive patients 
and a number of community and legal organizations 
brought suit against Western Dental, one of the 
oldest and largest dental corporations on the West 
Coast, for discriminating against PLWHA who were 

seeking care at Los Angeles branches.
117

  The case 
was settled in 1993

118
 and the resulting consent 

decree required Western Dental to conduct training 
sessions on caring for PLWHA for all of its providers 
and to establish written policies of non-
discrimination and confidentiality with respect to 
PLWHA in all of its offices.

119
   The impact of this case 

and the resulting consent decree were considerable.  
Today, Western Dental has over 200 dental offices 
and dental clinics throughout California and Arizona, 
along with a network of over 1,700 dentists in 1,400 
other dental offices throughout California.

120
   

 
The organizations that were involved with the 1992 
case against Western Dental also indicate the range 
of organizations in Los Angeles County that were 
engaged in legal enforcement activities against 
dentists for HIV-discrimination. These organizations 
included AIDS Project Los Angeles, the Los Angeles 
Gay and Lesbian Center, the American Civil Liberties 
Union, the Disability Rights Legal Center, and 
Lambda Legal Defense and Education Fund.   Several 
of these organizations later founded the HIV & AIDS 
Legal Services Alliance (HALSA), which has filed a 
number of complaints against dentists since it was 
founded in 1997.

121
  Those complaints resulted in 

settlements ranging from $2,500 to $50,000.
122

  In 
2008, HALSA brought a second suit against Western 
Dental for discrimination against PLWHA.

123
  The two 

patients, on behalf of whom the suit was brought, 
were refused treatment at a Santa Monica office 
because they were HIV-positive.

124
   That case was 

successfully settled in February 2009.
125

 
 
The enforcement efforts by non-profit organizations 
in Los Angeles County were aided by professional 
organizations and government enforcement 
agencies.   Representatives of the California Dental 
Association participated in a press conference to 
announce the 1992 Western Dental lawsuit and 
condemned the discrimination.

126
  In addition, the 

Los Angeles County Bar Association’s AIDS Legal 
Services Project, founded in 1986, has referred 
thousands of legal cases involving PLWHA, including 
dental discrimination cases, to pro bon attorneys in 
Los Angeles County.

127
   

 
Los Angeles County was also unique in having 
government enforcement agencies that were 
actively combating HIV discrimination early in the 
epidemic.   In 1985, the City of Los Angeles enacted 
the first law in the county specifically prohibiting HIV 
discrimination.

128
  That law became the basis for an 
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AIDS Discrimination Unit of the Los Angeles City 
Attorney’s Office which engaged in a variety of 
enforcement and education efforts from 1986

129
 to 

2009.
130

  One of that unit’s earliest efforts was a 
1987 hearing focused on discrimination by dentists 
that was held in response to a number of complaints 
that dentists were not accepting PLWHA.  The 
hearing brought together local dental professional 
associations, professors from dentals schools at 
UCLA and USC, and HIV/AIDS medical experts.  The 
hearing resulted in a the creation of a coalition 
“committed to teaching dentists proper infection 
control techniques, combating AIDS fears among 
dentists, and raising money for a local AIDS Dental 
clinic.”

131
 

 
In the late 1990s, another government enforcement 
agency in Los Angeles County began to play an 
unusually active role in enforcing federal laws that 
prohibited discrimination on the basis of HIV/AIDS, 
the Region IX Office for Civil Rights of the 
Department of Health and Human Services.

132
   From 

2001-2007, 13 complaints against dentists for 
discriminating against PLWHA were filed, 
investigated, and resolved by the OCR, in OCR’s 
Region IX.

133
  Ten of these were filed against dentists 

in Los Angeles County.
134

  All 13 complaints involved 
denial of treatment.

135
  

 
Though case tracking is only available for cases filed 
between 2001 and 2007, Brock Evans, Senior Equal 
Opportunity Specialist at the Los Angeles OCR office, 
recalls a number of cases filed against dentists in the 
late 80s and early 90s.

136
  Evans believes that there 

has been a decline in case filings against dentists 
since 2001 as the result of increased awareness of 
non-discrimination laws and policies, better 
information regarding risks of transmission, and new 
medications.

137
  For example, he noted that one 

particular discriminatory practice—scheduling 
PLWHA for the last appointment of the day—was 
rarely seen after it became standard industry 
practice to use heat sterilization for instruments 
used on each patient.

138
 

 
These legal enforcement efforts not only resulted in 
monetary settlements for individual plaintiffs, but 
also newspaper stories that publicized the issue 
more broadly,

139
 coverage by publications directed 

at dentists,
140

 and, as explained above, frequently in 
settlements that required education of dentists and 
their staff and permanent changes in policies.   
 

However, if these legal enforcement efforts played a 
role in reducing discrimination by dentists in Los 
Angeles County, two things are worth further 
exploration.   First, why haven’t similar enforcement 
efforts reduced HIV discrimination in other health 
care sectors in Los Angeles County?  Second, is HIV 
discrimination in dental care currently as low in the 
vast majority of the United States that has not had a 
similar convergence of legal enforcement efforts by 
non-profit legal organizations, professional 
associations, and government agencies? 
 
In addition to legal enforcement efforts, there were 
extensive education efforts in Los Angeles County to 
train dentists about infection control and treating 
PLWHA.   Dental schools in Southern California, such 
as those at USC and UCLA, have extensive didactic 
and clinical trainings on all aspects of treating 
PLWHA incorporated into their curricula.  In 
addition, all dental students at USC and UCLA have 
an opportunity to provide dental care for PLWHA 
and learn, firsthand, how to manage these patients 
from dental, medical, and psychosocial standpoints.   
Moreover, until 2003, California required a course 
on HIV as part of the state’s continuing dental 
education curriculum.  California dentists must 
periodically meet the continuing dental education 
requirements to maintain a license.

141
  While an HIV-

specific course  is no longer required, courses on 
infection control in general are still required.

142
    

 
Many dentists and their staff in Los Angeles County 
have received trainings about treating PLWHA from 
the three local performance sites of the Pacific AIDS 
Education Training Center (PAETC) based at the 
medical schools at Charles R. Drew University, UCLA, 
and USC.  The PAETC trains physicians, nurses, 
dentists, pharmacists and their affiliates through a 
broad range of provider experiences, including 
didactic lectures, skills-building workshops and direct 
clinical experiences with HIV-infected patients. It 
provides free continuing education courses to 
dentists and their staff several times a year.  For 
example, from 2008 through 2011, the PAETC 
provided 86 training events for 1,132 dentists and 
719 dental hygienists in Los Angeles County, totaling 
over 3,179 contact hours.

143
 Some of these trainings 

were the direct result of lawsuits and complaints 
filed against specific providers or clinics while the 
majority of these events were part of the PAETC’s 
ongoing efforts to improve HIV-infected patients’ 
health outcomes by enhancing provider comfort and 
competencies over time.  Additionally the PAETC 
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sites based at the dental schools of USC and UCLA 
offered enhanced HIV experiences for dental 
students during this time, including coursework in 
HIV dental care, sexual history taking, and diversity 
training. 
 
A 2006 study of dental care providers surveyed 
before and after they had received training provided 
by PAETC between 1992 and 2003 concluded that 
the trainings were effective in changing HIV-related 
knowledge, attitudes and beliefs, and infection 
control behaviors.

144
  The providers’ attitudes and 

beliefs toward PLWHA changed most significantly of 
the three components studied, with 86% of dental 
care providers indicating more positive attitudes and 
beliefs after the training.

145
  Further, 65% of the 

providers demonstrated increased HIV-related 
knowledge after the trainings, and 55% reported 
that they used infection control procedures more 
frequently or started to apply the principals of HIV 
risk screening to their patients after the training.

146
  

The study also found that during the period of the 
study, best estimates of the number of HIV/AIDS 
patients treated by the dentists approximately 
doubled for the dentists and nearly quadrupled for 
dental hygienists.

147
  Most likely, this is a result of 

providers being more aware when they are treating 
PLWHA, although the study found that 9% more 
dentists reported treating any PLWHA than before 
the study.

148
  

 
In addition, other studies have also found that 
“courses in HIV and AIDS have been found to be 
valuable improving the dental care providers’ 
knowledge of HIV and its oral manifestations, 
promoting more positive attitudes of providing care 
towards HIV-infected patients, and improving the 
dental care providers’ infection control practices.”

149
   

These courses also improve providers’ ability to 
communicate with PLWHA and to counsel staff who 
are reluctant to treat PLWHA.

150
    

 
Although the results of this study suggest that legal 
enforcement and other education efforts may have 
reduced discrimination by dentists against PLWHA, 
this study also suggests some topics that should be 
covered in future education efforts and where those 
efforts should be targeted.   
 
In terms of content of trainings, the core materials in 
current trainings about standard infection control 
and occupational risks of transmission of HIV 
continue to be important.  Almost 40% of the 

responses indicating a blanket refusal to accept any 
PLWHA were accompanied by statements that the 
office was not equipped to treat PLWHA or that 
some type of extra infection control precautions 
would be required.  Of the responses that indicated 
some sort of different treatment for PLWHA, 45% 
indicated that either the office was not equipped to 
PLWHA or that some type of extra infection control 
precautions would be necessary.  In addition, the 
responses that indicated that the office had not 
treated an HIV-positive patient before, or that 
PLWHA could only be treated at certain times or by 
certain providers, also indicate misperceptions that 
could be addressed through general training about 
standard infection control and the risks of 
occupational transmission of HIV.  
 
The responses from dentists also suggest some more 
specific topics for training.  Further training about 
when referrals should be made appears to be 
needed. Over half (52%) of the dentists who refused 
services to all PLWHA told the tester they should 
seek services from another provider, a clinic, or a 
hospital. Of those providing potentially 
discriminatory responses, over 60% stated that 
would provide limited services, but then the PLWHA 
would be referred for all other services.    
 
In addition, training may be need on collecting 
medical information from PLWHA before providing 
dental care.   Best practices for providing dental care 
to PLWHA include obtaining a set of baseline 
hematologic lab data before engaging in the actual 
treatment.  Typically, this means a medical 
consultation, as opposed to a “clearance,” as part of 
the patient’s initial assessment.  Ideally, the patient 
should be scheduled for their first visit, and between 
that visit and starting treatment, additional 
information would be collected.  For example, such 
information would include the HIV medications the 
patient is taking and their potential side effects.   For 
this reason, no response in the study was classified 
as a “different treatment” solely because medical 
information or even a medical “clearance” was 
required.  However, 9% of responses otherwise 
classified as “different treatment” indicated that a 
medical clearance or more medical information 
would be required, as opposed to only 3% of the 
responses classified as “yes.”  This may indicate that 
requirements for more medical information are used 
as a hurdle to deter PLWHA.  If so, training about 
what information should be collected from PLWHA, 
and how to collect that information, is useful.   
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In the study that evaluated the courses offered by 
PAETC, some of the largest improvements after 
training were in response to questions asking dental 
providers whether they knew how to screen for HIV, 
how to determine if patients were at risk for HIV, 
and whether they already had the skills to safely and 
effectively treat PLWHA.

151
  On all of these 

questions, 30% of more respondents provided the 
most desired answer after they had taken the 
training course.

152
   In addition, after the course, an 

additional 10% or more of respondents provided the 
most desired answer to questions asking whether 
they would prefer to refer PLWHA, whether they 
would accept patients in high risk groups for HIV 
infection, and whether they would be fearful 
treating PLWHA.

153
   This study indicates that 

trainings in general, and the PAETC trainings in 
particular, are helpful in addressing the concerns 
raised by dental care providers in this study.  
 
Finally, going through specific examples with 
dentists and their staff of what types of conduct are 
unlawful may be helpful.   In addition to unnecessary 
referrals, offices that responded that PLWHA could 
only be seen by certain dentists, in certain rooms, or 
at certain times, may not realize such segregation of 
PLWHA is unlawful.  In addition, some offices told 
the testers they had no available appointments after 
the tester disclosed they were HIV-positive, after 
previously stating appointments were available.  
Staff in these offices may benefit from learning that 
such pretexts would not hold up in court.  
 
In addition to the content of training courses, this 
study also suggests where future trainings should be 
targeted.   In terms of who should be trained, 
perhaps the clearest lesson from this study is the 
importance of training the person who is answering 
the phone.  The need for training front line staff is 
indicated not only by what responders said, but by 
the frequent inability of the person answering the 
phone to answer the tester’s inquiry without first 
checking with someone else.  Over a third of the 
blanket refusal responses were from offices where 
the respondent first had to check with someone else 
before answering, as were over one-fifth of the 
potentially discriminatory responses.   In 8% of the 
offices that indicated that they did accept PLWHA, 
the person answering the phone also had to check 
with someone else prior to responding.    
 
Further, even when practices did indicate that they 
would accept PLWHA, often that acceptance was 

accompanied with off-putting remarks.  One-fourth 
of the respondents in the different treatment 
category had their responses accompanied with 
statements such as, “If I could avoid it, I would, but 
yes” and “Depends. We have to be more cautious. 
It's up to you.”   This contrasts with the one-fourth of 
offices classified as accepting PLWHA where that 
acceptance was accompanied by statements such as 
“absolutely,” “we have other HIV-positive patients,” 
or “we will protect your confidentiality.”  Both sets 
of responses indicate that dentists would see 
PLWHA, but the former provide support for a claim 
of discrimination if problems occur after the PLWHA 
makes an appointment, and the latter responses 
would make PLWHA feel more welcome, creating a 
better starting point for a relationship to promote 
the patient’s health.  
 
The survey responses also suggest other ways in 
which more targeted trainings might be effective.   
First, training efforts may need to be focused on 
those dentists that might not have received effective 
instruction about HIV-disease in dental school.  The 
survey results indicate that dentists who graduated 
from dental school before 1988 and/or who 
graduated from a dental school outside of the 
United States were more likely to have a 
discriminatory response.   Dentists who graduated 
from dental school prior 1988 would have mainly 
graduated before the HIV-virus was identified in 
1985, the low risk of occupational exposure had 
been documented, and the legal duty to treat 
PLWHA had been clearly established by Bragdon v. 
Abbott.  
 
Those dentists serving poorer communities also 
might benefit from targeted education efforts.   
Rates of discrimination were twice as high when 
testers indicated that they had Denti-Cal, a public 
benefit for poorer patients, as opposed to dental 
insurance.  If the adult Denti-Cal program is ever re-
funded in California, since prospective providers in 
the program must be approved by the state, perhaps 
this training requirement can be built into the 
approval process.

154
  For example, the current 

approval process already requires the dentist to sign 
a form that he or she will not discriminate in 
violation of California or federal law.

155
  This form 

could be modified to explicitly include HIV-
discrimination and information about HIV and 
standard infection control.  In addition, it could be 
covered in seminars and trainings Denti-Cal offers to 
providers to meet continuing education 
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requirements that are required of all dentists 
licensed to practice in California.

156
   

 
The finding that discriminatory responses were 
higher in certain parts of Los Angeles County, such as 
the San Gabriel Valley and South SPAs, also suggests 
that education programs should be geographically 
targeted as well.   Targeting training in the Metro 
area would also target the area where PLWHA are 
most concentrated in Los Angeles County, and 
targeting the South SPA would reach those providers 
in the area serving some of the most concentrated 
populations of women, Blacks, and Latino/as living 
with HIV/AIDS. 
 

Conclusion 
Overall, this study indicates that one out of twenty 
dental practices in Los Angeles County has a policy of 
not accepting PLWHA in violation of state and 

federal law.  One out of ten has policies or practices 
that are potentially discriminatory.  However, this 
level of discrimination is lower than that found for 
other health care providers that have been studied 
in Los Angeles County.  It is worth further study to 
determine whether these lower rates of 
discrimination are the result of the intensive and 
consistent legal enforcement and education efforts 
focused on dentists in Los Angeles County for over 
twenty-five years or because of the inclusion of HIV-
related topics throughout the dental curricula of the 
major dental schools in the state, or both.   These 
data also suggest that future enforcement and 
education efforts should target front-line employees, 
dentists serving poorer and marginalized 
communities, and those dentists who may not have 
received instruction about HIV in dental school, 
including dentists who graduated dental school 
outside the United States and/or prior to 1988. 
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Appendix A 

Delta-Dental English Calls Script 

 
 

 
 

        

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         

 



23 

 

Appendix B 

Delta Dental Spanish Calls Script 
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                      Appendix C 

Flow Chart For Dental-Cal Calls Script 
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