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Abstract 
AIM: To study a service model that enables a clinic to 
be open to all members of the community, irrespective 
of their ability to pay.

METHODS: Sampling methodology was used to gather 
information in two phases, with the city of Indore as 
the target region. In the first phase, dental profession-
als were surveyed to gather the cost of the facility, land 
and equipment and the cost of sustaining the practice. 
In the second phase, the residents of Indore were sur-
veyed to collect information regarding their oral health 
problems and their expenditure for the same. Assessing 
the current situation, the questions to answer are relat-
ed to the issues of dental health care access problems 
and the resources required, human and financial.

RESULTS: (1) People younger than 20 years of age 
form a large proportion (43%) of the population of the 
city and also a large proportion (54%) of people who 
visit dental clinics; (2) Dental caries are commonly 

found in the population younger than 20 years of age 
and mobile teeth in those older than 50 years of age; 
(3) Dental caries and mobile teeth are almost equally 
found in people of the age group 20-50 years old; (4) 
A significantly large proportion of those older than 50 
years old have had all their teeth extracted; and (5) A 
significantly large proportion of the 20-30 years of age 
group has had no teeth extracted.

CONCLUSION: The model which we propose works 
well for low income patients; however, it places a lot 
of extra burden on the higher income group. A lot of 
effort can be put into generating revenue from other 
sources, including events and donations. 

© 2014 Baishideng Publishing Group Inc. All rights reserved.
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Core tip: One of the primary reasons for the challenges 
faced by dental health care in a developing country 
like India is that when primary health care systems 
were being implemented, dental health care was not 
included. Also, although expenditure on health care 
systems form a significant percentage of the gross do-
mestic product (nearly 5%), it is very small compared 
to the total population of the country. On top of that, 
the amount of money spent on dental health care is 
less compared to some other nations. This has left 
dental health care in India far behind other health ser-
vices. The following are some of the challenges faced 
by dental health care in India: (1) expensive treatment; 
(2) imbalanced distribution of clinics; (3) unawareness; 
(4) skewed population to dentist ratio; and (5) chang-
ing disease pattern and treatment needs. People in 
developing regions suffer from different types of dental 
diseases, which are curable with treatment but not af-
fordable by most people. In this study, a service model 
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was developed that enables a clinic to be open to all 
members of the community, irrespective of their ability 
to pay.
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INTRODUCTION
In developing nations such as India, 70% of  people live 
in rural areas and nearly 35% of  population is below pov-
erty line. In 2004-2005, around 39 million (30.6 and 8.4 
million in rural and urban areas, respectively) of  Indians 
fell into poverty as a result of  out of  pocket expenditures 
each year[1,2]. People do not have funds for eating, let 
alone dental and other medical health care. The impact 
of  health expenditures are greater in rural areas and in 
poorer states where a greater proportion of  the popula-
tion live near the poverty line[2]. The total expenditure on 
health was estimated to be 4.13% of  the gross domestic 
product (GDP) in 2008-2009, with public expenditure 
on health at 1.10% of  the share of  GDP[3]. Private ex-
penditures on health have remained high over the last 
decade[4]. A greater proportion of  resources are directed 
towards urban-based services and higher level services, 
with 29.2% of  public expenditures (both central and 
state) allocated to urban allopathic services compared to 
11.8% of  public expenditures allocated to rural allopathic 
services in 2004-2005. This imbalanced allocation is com-
pounded by the private sector’s bias toward higher level 
curative services which, determined by market forces, 
tends to be centered in wealthier urban areas[5]. Most 
public health facilities lack efficiency, are understaffed and 
have poorly maintained or outdated medical equipment. 
In addition to the lack of  funds and poor infrastructure, 
India faces a shortage of  medical staff  for these facilities, 
especially in rural regions where access to medical care is 
limited. Thus, it is important to build a model clinic that 
does not attempt to segregate the poor but is open to all 
with a sliding-fee schedule to make dental care affordable 
for the poor and uninsured.  

What do we mean by developing regions?
Development of  a country is measured with the help of  
statistical indexes, such as per capita income (GDP), life 
expectancy, the rate of  literacy, educational attainment, 
etc. The UN developed the Human Development Index 
(HDI)[6], a standard mean of  measuring human develop-
ment. Thus, it helps to determine whether a country is a 
developed, developing or underdeveloped country. 

A developing country has a low standard of  demo-
cratic government, industrialization, social programs and 

human rights guarantees. In other words, it can be said 
that a developing country has an undeveloped or devel-
oping industrial base and an inconsistent varying HDI. 
However, countries that have more advanced economies 
than other developing nations but have not fully demon-
strated the signs of  a developed country are called newly 
industrialized countries. Countries that have sustained 
good economic growth over a long period of  time and 
have a good economic potential are termed emerging 
markets. India falls under this category of  big emerging 
markets, the target of  this study. 

Why India
Over the years, the Indian economy has grown a lot but 
differences between the rich and poor have widened. In 
India, the government and private sector provide health 
care jointly. The poor who were not able to afford expen-
sive medical treatment earlier are still not able to afford 
it. Since oral health care is still in the developing stage in 
India, it is expensive compared to other medical treat-
ments, putting it out of  the reach of  the common man. 
Private sector hospitals are primarily motivated by profit, 
thus leaving a majority of  population unattended to 
with public health institutions as the only hope for such 
underprivileged people. Since these people form a large 
chunk of  the Indian population (over 35%), the cost of  
treatment becomes all the more important. 

Challenges to dental health care in India
One of  the primary reasons for the challenges faced by 
dental health care in India is that when primary health 
care systems were being implemented, dental health care 
was not included. Also, although expenditure on health 
care systems forms a significant percentage of  the GDP 
(nearly 5%), it is very small compared to the total popu-
lation of  the country. On top of  that, the amount of  
money spent on dental health care is much less compared 
to some other nations. This has left dental health care in 
India far behind other health services. The following are 
some of  the challenges faced by dental health care in In-
dia.

Expensive treatment: The increasing cost of  oral 
healthcare that is paid as “out of  pocket” payments 
makes oral healthcare unaffordable for a growing number 
of  people. The number of  people who could not seek 
oral care because of  a lack of  money increased signifi-
cantly between 1986 and 1995 and the proportion of  
people unable to afford basic oral healthcare has doubled 
in the last decade. Over 20 million Indians are pushed be-
low the poverty line every year because of  the effect of  
out of  pocket spending on health care[7].

Imbalanced distribution of  clinics: In India, up to 
80% of  the population lives in rural areas without any 
access to dental health care[8]. Community oriented health 
programs are seldom found in rural areas. For any type 
of  dental health care, they need to go to urban areas, thus 
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compounding the cost of  treatment, which makes them 
unwilling to go for treatment.

Unawareness: It has been found that 30% of  popula-
tion were unaware of  the ideal ways of  avoiding tooth 
decay, gum diseases and oral cancer[9]. Only a small num-
ber of  people go to a dentist on a regular basis or even in 
a medical emergency.

Skewed population to dentist ratio: The current dentist 
to population ratio in India is 1:10000[10] in urban and 1: 
2.5 lakh in rural areas[11]. This is a significant improvement 
from the 1980s when it was 1:80000. However, with the 
geographical imbalance of  the situation of  dental colleges, 
the ratio varies significantly in rural and urban areas. 

Changing disease pattern and treatment needs: 
The effectiveness of  preventive dentistry is leading to a 
change in the disease pattern as well as people becom-
ing more aware and concerned about dental health care. 
Although this number is small it is increasing, thus it has 
led to a decrease in demand for tooth extraction to an 
increase in demand for conservative modalities, such as 
root canal treatment. This puts a lot of  pressure on an 
already stressed out system to introduce different special-
izations in postgraduate courses. 

Fundamental causes of high cost of treatment
The cost of  treatment is one of  the major concerns of  
the Indian population, forcing them to avoid treatment 
if  at all possible.  The following are some of  the major 
reasons for the high cost of  dental treatment in India: 
(1) a skewed dentist to population ratio, leading to a high 
demand for care; (2) rapidly changing technology and the 
cost to keep up with it; (3) more remuneration for quali-
fied professionals; (4) high demand for better care; and (5) 
a large aging population needing special attention.

Objectives of the study
Primary objective: The primary objective is to explore 

and develop a model to maintain and build upon a dental 
clinic open for all in the developing regions, with a pri-
mary focus on India.

Secondary objective: The secondary objectives are: 
to study the challenges in dental health care in India; to 
study the cost of  setting up and maintaining a dental 
health care clinic; to study the common dental ailments 
prevailing in Indian patients; and to study the needs of  
different types of  patients.

MATERIALS AND METHODS
Methodology
The underlying challenge to our study was to understand 
how to achieve a balance between providing dental care 
to low income patients and financial stability of  the clinic. 
Thus, factors that affect patient care revenue, including 
the start-up and maintenance cost, needed to be assessed. 
This sequence of  steps was followed to achieve this goal:  
(1) in assessing the current situation, the questions related 
to dental health care access problems and human and 
financial resources required need to be answered; and (2) 
the need to envision the desired solution and define what 
is to be achieved.

All our studies and surveys were carried out in the city 
of  Indore, the most populous city in Madhya Pradesh, 
with a population of  about 3600000[12]. Its population 
is a mix of  low and high income. Although there are no 
specific data regarding the income of  people in Indore, 
a survey of  the population of  Madhya Pradesh indicated 
that 38% of  the urban population[13] lives below the pov-
erty line. Thus, assuming that this data can be extended 
to the population in Indore, this number is a significantly 
large proportion of  the population. There are four den-
tal colleges and several public and private dental clinics 
around the city. 

How do we assess the needs for such a clinic?
As a first step, the needs of  a dental clinic were deter-
mined. The assessment considered the following factors: 
(1) population demographics: collecting information re-
garding poverty, age and insurance is helpful to provide a 
perspective about the underlying population as dental dis-
parities occur in many population subgroups. This infor-
mation is available in the 2001 census of  India[14] (Table 1); 
(2) dental needs of  the target population; (3) accessibility 
of  current dental care resources for the target population, 
including availability and utilization of  public and private 
dental care units; and (4) community perceptions of  the 
need for dental care resources.

In order to determine the dental needs of  the people 
of  Indore and status of  the current dental health care 
in the city, a survey at four medical hospitals and several 
dental clinics was conducted to collect responses from 40 
dentists across the city. The survey included a question-
naire (Table 2) to be filled in by the dentist. 

The survey was carried out to identify the dental 
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Table 1  Demographics of Indore

Variable n (%)

Population
  Total 2465827 (-)
     Males 1289352 (53)
     Females 1176475 (47)
  Rural   735464 (29.7)
     Males   379624 (15.3)
     Females   355840 (14.4)
  Urban 1730363 (70.3)
     Males   909728 (36.9)
     Females   820635 (33.4)
Age Distribution
  < 10 yr   538943 (21.8)
  10-20 yr   524116 (21.2)
  20-30 yr   460948 (18.6)
  30-50 yr   625071 (25.3)
  > 50 yr   309070 (12.5)
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health care needs and problems of  different age groups 
and to identify the minimum level of  care needed to be 
provided at the clinic. 

The following section summarizes the results of  the 
survey.

RESULTS
Tables 3-6 and Figures 1-2 contain an average of  the re-
sponses received from various sources for questions 1–7 
in the survey (Table 2). The results from the data are: (1) 
people < 20 years of  age form a large proportion (43%) 

of  the population of  the city and a large proportion (54%) 
of  the people who visit dental clinics; (2) dental caries is 
the most widespread dental disease (or ailment) faced by 
the population < 20 years of  age; (3) mobile teeth is the 
most wide spread disease (or ailment) faced by the popu-
lation > 50 years of  age; (4) dental caries and mobile teeth 
are almost equally found in people in the 20-50 years of  
age group and together they form the most widespread 
disease (or ailment) in the age group; (5) A significantly 
large proportion of  the > 50 years age group has had all 
their teeth extracted; and (6) a significantly large propor-
tion of  the 20-30 years age group had no teeth extracted.

Based on these results, the following level of  service 
to be provided at the clinic was identified.

Basic oral health care service
Services are provided early in the disease process which 
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Table 2  Questionnaire to determine health care status and 
needs

Age group %

1 Percentage distribution of different age groups that have visited the 
dentist in the previous year 
  < 10 yr
  10-20 yr
  20-30 yr
  30-50 yr
  > 50 yr
2 Percentage distribution of different age groups needing dental 
treatment according to urgency of need
  < 10 yr
  10-20 yr
  20-30 yr
  30-50 yr
  > 50 yr
3 Percentage distribution of children < 20 yr of age with the following 
diseases or dental ailments
  Caries
  Mobile teeth
  Gums pyorrhea
  Pulpal infection
  Others
4 Percentage distribution of people between 20-50 yr of age with the 
following diseases or dental ailments
  Caries
  Mobile teeth
  Gums pyorrhea
  Pulpal infection
  Others
5 Percentage distribution of people above 50 yr of age with the 
following diseases or dental ailments
  Caries
  Mobile teeth
  Gums pyorrhea
  Pulpal infection 
  Others 
6 Percentage of different age groups who had all their teeth
 extracted
  < 10 yr
  10-20 yr
  20-30 yr
  30-50 yr
  > 50 yr
7 Percentage of different age groups who had no teeth extracted
  < 10 yr
  10-20 yr
  20-30 yr
  30-50 yr
  > 50 yr

Table 3  Percentage distribution by age of people visiting the dentist

Age group %

< 10 yr 23
10-20 yr 31
20-30 yr 19
30-50 yr 16
> 50 yr 11

Table 4  Percentage distribution by age of people needing 
dental treatment according to urgency of need

Age group %

< 10 yr 15
10-20 yr 24
20-30 yr 13
30-50 yr 19
> 50 yr 29

Table 5  Percentage distribution

Disease %

Children < 20 yrs of age with the following diseases or dental ailments
  Caries 61
  Mobile teeth 20
  Gums pyorrhea   4
  Pulpal infection 12
  Others   3
People between 20-50 yrs of age with the following diseases or dental 
ailments
  Caries 34
  Mobile teeth 25
  Gums pyorrhea 18
  Pulpal infection 23
  Others 10
People above 50 yrs of age with the following diseases or dental ailments
  Caries 24
  Mobile teeth 59
  Gums pyorrhea   3
  Pulpal infection  12
  Others   2
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limits the disease from progressing further. These include 
diagnostic procedures, simple restoration of  diseased 
teeth, early treatment of  periodontal disease and many 
surgical procedures needed to treat oral pathologies.

Preventive oral health services
These include the services which prevent the onset of  
the dental disease process.

Methodology for expenses of a dental clinic
The next step was to estimate the expenses of  a dental 
clinic. We conducted another survey (Table 7) to estimate 
start up and operational cost of  a dental clinic. This sur-
vey was conducted with the suppliers for each of  these 

commodities to determine the costs and dentists were 
asked about average operational costs. Table 8 summa-
rizes the result of  the expense survey.

The equipment reserve fund is the money set apart 
for buying expensive equipment in the future. The list 
of  essential dental equipment (Table 9) was determined 
from a list of  the supplies and instruments from a dental 
clinic in Indore. As well as these dental instruments and 
supplies, a dental chair is also present at the clinic. 

Methodology for revenue from all source
In order to design a sliding fee model, the expected rev-
enue from the clinic should be known in order to be able 
to sustain the clinic. Thus, a survey was conducted (Table 
10) to determine the revenue from the clinic from sourc-
es at all the hospitals and clinics where the first survey 
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Table 6  Percentage of different age groups

Age group %

Different age groups who had all their teeth extracted
  < 10 yr   3
  10-20 yr   4 
  20-30 yr   3
  30-50 yr   7
  > 50 yr 42
Different age groups who had no teeth extracted
  < 10 yr 21
  10-20 yr 33
  20-30 yr 67
  30-50 yr   8
  > 50 yr   2

Caries
Mobile teeth
Gums pyoreha
Pulpal infection
Others

Figure 2 Percentage distribution. A: Percentage distribution of children < 
20 year of age with the following diseases or dental ailments; B: Percentage 
distribution of people between 20-50 years of age with the following diseases or 
dental ailments; C: Percentage distribution of people over 50 years of age with 
the following diseases or dental ailments.

A

B

< 10 years
10-20 years
20-30 years
30-50 years
> 50 years

< 10 years
10-20 years
20-30 years
30-50 years
> 50 years

Figure 1  Percentage distribution by age. A: Percentage distribution by age 
of people visiting the dentist; B: Percentage distribution by age of people need-
ing dental treatment according to urgency of need.

A

B

Caries
Mobile teeth
Gums pyoreha
Pulpal infection
Others

Caries
Mobile teeth
Gums pyoreha
Pulpal infection
Others

C
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was conducted. Table 11 contains the results of  dental 
clinic revenue survey. 

Do we need a mobile or fixed dental clinic?
While calculating the expense of  a clinic, we observed 
that the initial cost of  starting the clinic was a major 
component (nearly 66%). Thus, the question was asked 
if  it was necessary to have a fixed dental clinic or if  a 
mobile clinic was sufficient, thus reducing the initial start-
up cost. Mobile clinics are used to serve small pockets of  
patients scattered over a geographic area. The greatest 
advantage of  such a clinic is that initial cost of  setup is 
low but the future cost of  maintenance is high and the 
life of  a mobile facility is shorter than a fixed facility. One 
of  the aims of  the open-to-all clinic is to provide care to 
as many people as possible so as to maximize the reve-
nue, which would be otherwise difficult in a mobile clinic. 
Thus, it makes more sense to have a fixed facility that can 
serve a large number of  people. 

How to determine the patient charges?
Once we had determined the expenses and revenue of  
a dental clinic had been determined, the next step was 
to develop a sliding fee model for patient charges, which 
was our initial goal. However, to build such a model we 
still needed information such as the average number 
patients from different income groups who visit dental 
clinics (Table 12). Another survey was conducted to de-
termine this and the results are presented in Table 13. 

After gathering all the relevant data, a sliding fee 
model that can be used for a dental clinic in India was de-
veloped. Figure 3 shows a graph from the G20 report[15] 
on poverty and inequality, showing the distribution of  
population and their income. It can be seen that less than 
one-fifth of  the population lies below the two dollar (Rs. 
100) line and around 1% lies below the one dollar (Rs. 
50) line. The maximum percentage of  the population 
earns close to Rs. 300-350 (per day). 

The per visit charge for patients was determined, 
which was taken as the basis for providing a discount to 
the low income group. This had to be greater than the 
average per visit charge we estimated from our survey in 
order to sustain the clinic financially. The extra amount 
of  money being charged to the high income group will 
help to subsidize the fees for the low income group. The 
population was then divided into five different groups on 
the basis of  their income: (1) low income group, earning 
< Rs. 100/d; (2) lower-middle income group, earning > 
Rs. 100 but < Rs. 300/d; (3) middle income group, earn-
ing > Rs. 300 but < Rs. 400/d; (4) higher-middle income 
group, earning > Rs. 400 but < Rs. 1000/d; and (5) high-
er income group, earning > Rs. 1000/d.

Well off  patients (including the higher middle and 
higher income group) constitute a significant proportion 
of  the population that visits dental clinics (Table 13) and 
is nearly thrice as large as the low income patients that 
visit dental clinics. So, in order to provide X% discount to 
the lower income group, X /3% more is charged to the 
higher income group. The baseline charge of  Rs. 400 per 
visit is fixed. It was estimated that the low income group 
would form approximately 10% of  the total patients, 
lower middle income group nearly 16%, middle income 
nearly 35%, higher middle income nearly 22% and higher 
income nearly 17% of  the total population. Discounts 
are now provided to various income groups (Table 14).

The bottom line in establishing various discounts is 
that the weighted sum of  the discount and proportion of  
the population that group forms should not be negative 
if  the clinic is to be sustained financially. The sliding fee 
schedule is used by totaling the full fees, multiplying the 
discount factor and subtracting to determine the charge 
to the patient. Note that the negative discount for the 
higher income group means that they have an extra fee 
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Table 7  Questionnaire to determine expense of a dental 
clinic

Expense Cost

Start-up costs
Construction (or remodeling cost)
Dental equipment cost (including supplies and instruments)
Furniture
Record filling system
Phone / intercom system
Computer / data / billing
Operating Expenses
Dental assistant
Billing Clerk (or Secretary or Receptionist)
Clinical supplies
Office supplies
Equipment maintenance 
Housekeeping
Laundry
Communications
Equipment reserve fund

Table 8  Result of dental clinic expenses survey

Expense Cost

Start-up costs
Construction (or remodeling cost) Rs. 1205000
Dental equipment cost (including supplies and 
instruments)

Rs. 924500

Furniture Rs. 45900
Record filling system Rs. 12500
Phone /intercom system Rs. 9300
Computer/data/billing Rs. 35200
Total start-up costs Rs. 2232400
Operating expenses
Dentist Rs. 750000
Dental assistant Rs. 24000
Billing clerk (or secretary or receptionist) Rs. 5000
Clinical supplies Rs. 107900
Office supplies Rs. 12500
Equipment maintenance Rs. 21400
Housekeeping Rs. 13600
Laundry Rs. 26700
Communications Rs. 24000
Equipment reserve fund Rs. 10000
Total operating expenses Rs. 995100
Total expenses Rs. 3227500
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compared to the other income groups. There are fees for 
cases that would not be discounted in the case of  a very 
high cost of  treatment to the higher income group or 
giving a very large discount to a lower income group. 

DISCUSSION
These dental clinics address dental access problems and 
barriers in several ways and should be distributed through-
out the state in urban and rural locations. They will serve 
communities for many years and maintain adequate hours 
of  practice. Such dental clinics provide the most common 
dental services and, when additional services are needed, 
referrals to dental colleges are made. The clinic treated 
low income patients living below the poverty line at a very 

low cost and also treated low middle and middle income 
group patients with a sufficient discount. Because most 
of  the clinics are located within facilities that provide oral 
health care service at very low cost, especially for the low 
income group, patients might perceive them as being more 
accessible and familiar. This assistance and familiarity will 
reduce important nonfinancial access barriers. These den-
tal clinics will offer a variety of  oral health outreach and 
educational programs designed to reach broader groups 
and expand the oral health message, possibly preventing 
further dental problems.
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Figure 3  Income distribution in India

Table 11  Result of dental clinic revenue survey

Source Income

Patient care revenue
Patient care revenue – self pay Rs. 866050
Patient care revenue – insurance Rs. 166450
Patient care revenue – total Rs. 1032500
Donations and other sources 
Individual donations Rs. 9000
Corporate donations Rs. 13000
Events Rs. 6000
Donations – total Rs. 28000
Total revenue (all sources) Rs. 1060500

Table 12  Questionnaire to determine patient visits at a 
dental clinic

Variable Value

Patient Visits
Total number of patient visits: 
Well off patients1

Low income patients2

Patients with insurance
Per patient visit charge

1Well off patients are way above the poverty line and have no money con-
straints on the cost of treatment; 2low income patients are either below the 
poverty line or belong to a middle class that cannot afford expensive treat-
ment.

Table 13  Summary of patient visit survey

Variable Value %

Patient visits1

Total number of patient visits: 3550
Well off patients2 2610 74%
Low income patients3 940 26%
Patients with insurance 284 8%
Per visit patient charge 350 -

1All visits are expressed per year; 2Well off patients are way above the 
poverty line and do not have any money constraints on the cost of treat-
ment; 3Low income patients are either below the poverty line or belong to 
a middle class that cannot afford expensive treatment.

Sugandhi A et al . Dental clinic in developing regions

Table 10  Questionnaire to determine revenue of a dental 
clinic

Source Income

Patient care revenue - self pay
Patient care revenue - insurance
Patient care revenue - total
Donations and other sources 
Individual donations
Corporate donations
Events



In this study, it was found that the middle and higher 
income group constituted a significant portion of  the 
population who visit the dental clinic, about thrice as 
large as the low income group, according to the result of  
survey given in Table 13. So, by giving 1/3% of  discount 
to low income group, a better oral health service is pro-
vided for them (Table 14). The almost 75% discount to 
the low income group and 50% discount to lower middle 
income group allows problem free thinking in approach-
ing oral health care. A slightly higher fee is charged to pa-
tients with insurance to increase revenue and reduce the 
burden on the higher income group patients. The study 
limitations are that the higher income group is charged 
an extra fee compared to other income groups. 

One of  the important aims of  developing such a clin-
ic was to provide dental care to low income populations 
who have poor access to health care. However, it should 
not be forgotten that a clinic is of  no use if  it cannot 
keep its door open. The more inclusive a clinic seeks to 
be in providing access, the greater the risk of  operating 
in the red because of  uncompensated care. By the same 
token, the more a clinic limits uncompensated care, the 
greater its risk of  limiting access to dental care for people 
with low income. Thus, it is always important to achieve 
a balance between the two. The model which we have 
proposed in Table 14 works well for low income patients 
in terms of  providing them dental care at low and afford-
able cost; however, it places a lot of  extra burden on the 
higher income group, which may not be acceptable to 
them. In this case, effort can be put into generating rev-
enue from other sources, including events and donations. 

COMMENTS
Background
This model has been used to open a dental clinic in a developing region in In-
dia, providing access irrespective of the patient’s ability to pay. So far, however, 
no such survey has taken place before opening a dental clinic in which both 
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The model given is good for giving dental care at low and affordable cost to 
the low income group but it places an extra burden on the higher income group 
which may not be acceptable to them.
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the facility, land and equipment and the cost of sustaining the practice. In the 
second phase, a survey of the residents of Indore was carried out to collect 
information regarding their oral health problems and their expenditure for the 
same.
Applications
In developing regions like India, this model may have success for people with 
low income and the extra burden on the higher income group can be distributed 
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Table 14  Discounts to different income groups

Income group Discount

Lower income 75%
Lower-middle income 50%
Middle income 12.50%
Higher-middle income 0%
Higher income -75%
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