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More than 15 million U.S. children, primarily
from low-income families, go without seeing a
dentist each year, and the consequences are
costly, not only for them but for society as
well.1 Studies show this lack of care
contributes to a significant number of missed
school days, frequent trips to emergency
rooms, and worsened job prospects as adults.2
Many underserved children, especially those
in inner-city and rural areas, cannot get the
care they need because there are not enough
dental providers in their communities overall,
nor enough who accept publicly insured
patients. Forty-seven million Americans live
in areas that are federally designated as
having dentist shortages.3 A 2009 survey
found that in 25 states, fewer than half of
dentists treated Medicaid-enrolled patients.4
Dentists frequently cite low reimbursement
rates and cumbersome administrative
requirements as reasons for not participating
in Medicaid.5
For state and federal policy makers, ensuring
that all communities have enough access to
dental care is a major challenge—and one that
is about to grow even larger. Under the
Affordable Care Act, millions more children
will gain dental coverage by 2014, mostly
through Medicaid and the Children’s Health
Insurance Program. Whether their coverage
translates into care depends greatly on what
state and federal leaders do today to
strengthen our nation’s dental care delivery
system. Even without this dramatic expansion
of coverage, increasing access to care for atrisk populations is already a major challenge
facing states.
A new Pew-sponsored analysis by a
University of Connecticut research team has
taken a first look at how one type of provider,6
dental therapists, could be deployed in
Federally Qualified Health Centers (FQHCs)—
community clinics that receive special
subsidies to serve Medicaid patients—to
improve the availability of care and save
taxpayers money. While the vast majority of
dental services in America are delivered
through private practices, many publicly
insured families rely on FQHCs. In 2010,

FQHCs provided dental care to more than 3.7
million patients nationwide.7
Assessing the potential impact of dental
therapists on FQHCs is increasingly
important, as legislators in a number of states
are considering deploying new providers in
safety-net settings. In 2009, a Minnesota law
created dental therapists and advanced dental
therapists specifically to provide care in
underserved areas and safety-net settings.8
The University of Connecticut researchers
evaluated the ability of dental therapists to
increase cost-effectiveness and patient
capacity in two types of FQHC settings:
existing “fixed-site” clinics and mobile schoolbased programs. If space were available in
FQHCs, the findings for fixed-site settings
showed that adding dental therapists could
yield modest cost savings—between 3
percent and 6 percent—and increase the
capacity of FQHCs to serve approximately
112,000 (6 percent) more children.9
The study found greater potential gains by
deploying dental therapists in FQHC-operated
school-based programs. Specifically, the study
estimates that dental therapists working in
school-based programs could provide access
to care for 6.7 million Medicaid-eligible
children.10 The analysis also suggests that this
significant increase in access could be realized
for a cost of approximately $1.8 billion — just
one half of 1 percent of combined state and
federal 2009 Medicaid spending.11 Given
current estimates of dental care utilization,
this increase would be sufficient to raise
Medicaid-enrolled children’s utilization rate
by nearly 20 percent, bringing it in line with
that of privately ensured children.12
Policy makers should consider that this
analysis was conservative in its assumptions
and narrow in scope. This is the first study of
its kind, and further research is needed to
reaffirm and expand on the findings, to
consider a broader scope of practice for new
providers, and to evaluate whether these
findings apply to other types of allied dental
practitioners, such as dental assistants and
dental hygienists. (See page 13 for more
information.) For example, the University of
Connecticut study assumed that dental
therapists would only care for children and

would perform a scope of services that is less
than the services they are trained to offer. In
addition, the study focused primarily on the




potential cost savings associated with
deploying these new providers, omitting other
possible benefits.

The nation’s dental safety net is comprised of
clinics located in Federally Qualified Health
Centers, other community health centers,
hospitals, schools, health departments, and
other social service agencies.13 FQHCs are
clinics that receive special federal grant
funding from the Department of Health and
Human Services to provide primary care,
which includes dental services at many
locations. Many FQHCs also operate mobile
facilities that use portable equipment to
deliver care to patients in schools, eldercare
facilities, and other off-site locations with
large populations of safety-net patients.
FQHCs must be located in underserved areas,
charge patients based on their ability to pay
and be governed by a community board that
includes patients. These clinics form the
backbone of the dental safety net for
individuals with nowhere else to go. Because
they serve mostly low-income and uninsured
patients, FQHCs receive enhanced
reimbursements from state Medicaid
programs.14
In considering the potential impact of dental
therapists on FQHCs, the researchers first
assessed the present circumstances of these
clinics and their off-site programs:


About 1,100 FQHC clinics operate in the
United States with 820 providing dental
services.15



FQHCs employ approximately 9,400 fulltime dental providers: roughly 2,800
dentists, 1,140 hygienists, and 5,400
other providers including dental
assistants and aides.16



part-time hygienist.17 The study
notes that “currently, most clinics
employ about .5 hygienists per
dentist” versus an average of 1.5 in
most private practices.
o



FQHC school-based, mobile, and other offsite programs already exist in several
states, including Connecticut and New
Hampshire, but most states and
communities still do not invest in these
proven delivery models.19



As of 2010, FQHC dental clinics provided
care for over 3.7 million patients
nationwide.20

FQHCs are a key venue for states seeking to
extend health services to underserved
Americans. With the recent Supreme Court
ruling on the Affordable Care Act, that
population will expand further to include the
millions of additional children who will
acquire dental insurance under the law.21 The
Act appropriated new funding to support
these clinics, improve their operating
efficiency, expand facilities, purchase
equipment and develop alternative ways to
deliver care to children, including:


$11 billion to expand FQHC facilities over
the next five years;



$1.5 billion to expand the National Health
Service Corps, which provides loan
repayment for professionals, including
dentists and hygienists, in exchange for
service at FQHCs; and



$230 million to enable medical and dental
students to work in FQHCs during their
initial training programs.22

Compared to private practices, FQHCs
have fewer treatment rooms, hygienists,
and assistants per dentist, and lower
rates of productivity:
o

The typical FQHC dental clinic has an
average of five or fewer patient
chairs, two or fewer dentists, and one

Another study in Connecticut found
that on average FQHCs were 45
percent less productive than private
practices, due to these space and
staffing limitations.18

For this analysis, researchers issued a
nationwide call for FQHCs interested in being
part of a national study of clinical and
financial operations. Participating clinics
were required to have 12 months of electronic
dental records. (See Methodology on page 15
for more information). These findings are
based on responses from a non-random
sample 19 participating FQHC clinics in 12
states.23 This is the first study of its kind, and
while the economic model, methodology and
interpretation of research findings were
guided by an expert advisory panel and peer
reviewed, due to the small number of FQHCs
sampled, further research is needed to gauge
if results are generalizable to FQHCs
nationwide. (For a further breakdown of
participating clinic characteristics and the
extent to which they reflect clinics nationally,
see Table 1.)
The researchers report that the sample clinics
were disproportionately larger than typical
FQHCs, in terms of the number of treatment
rooms, dentists, and staff. However, federal
data are not available to provide a detailed
comparison between the sample clinics and
FQHCs generally. Across these clinics, children
accounted for about half of all patients, and
public insurance sources of Medicaid and
SCHIP (State Children’s Health Insurance
Program) were the major payment source,
constituting 71 percent of revenues. Though
the sample informed the development of the
parameters used in the economic model, the
specific cost reduction and utilization-rate
increases are based on data from Connecticut
and Wisconsin FQHCs, due to the size and
quality of their available data, which was
more robust than clinics from other
responding states.

Characteristic

Average

Range

The analysis first considered the impact of
deploying dental therapists in existing, fixedsite FQHC dental clinics and found modest
effects:


Adding dental therapists to fixed-site
FQHCs nationwide could increase the
clinics’ capacity enough to serve
approximately 6 percent—about
112,000—more children than they did in
2010.24



The average FQHC could employ a dental
therapist at an annual cost that is $10,500
lower than the expense of paying a
dentist. Savings were calculated using the
formulas described in the Methodology
on page 15. The savings derive
exclusively from the difference in wages
between dentists and dental therapists.



Based on an analysis of five clinics,
selected by the researchers to include a
range of sizes (see Exhibit 2.), assigning
routine restorative procedures to dental
therapists saves an estimated 3 percent to
6 percent of the cost of all services
provided to children.25

The size of these access gains and cost savings
reflect a combination of factors:




As noted on page 6 above, FQHC fixed-site
dental clinics have well-documented
issues inhibiting their productivity,
including limited space in which to
provide dental services and fewer
auxiliary staff, such as hygienists and
dental assistants, than private dentists.
The research team’s economic model
makes two noteworthy assumptions—
namely, that dental therapists would:
o

Treat only children. The researchers
made this assumption for two
reasons. First, children are more
likely than adults to need the types of
services, such as basic fillings, that
dental therapists provide. Second,
Medicaid is required to cover dental
care for children but not adults,

meaning that FQHCs are more likely
to collect reimbursements for dental
therapists’ work with children.
o

Perform only restorative procedures.
The researchers’ model only factored
in the value of dental therapists doing
fillings and simple extractions
because they can provide these
services at a lower cost than higherpaid dentists. However, these two
procedures account for just 17
percent of all the dental services
children received in the FQHCs
studied. By contrast, the study notes
all the procedures—including
diagnostic and preventive—that
dental therapists could potentially
perform would amount to roughly 92
percent of dental services that
children seen in FQHCs require, and
about 86 percent of the revenue
generated by the services provided to
kids. (See Exhibit A in the Appendix
for a comparison of services assigned
to therapists in the analysis with a set
of services therapists could perform.)

Currently in other settings, the role of dental
therapists does incorporate this broader
scope of work. In Alaska, they perform both
preventive and routine restorative
procedures on children and adults. Minnesota
also permits dental therapists and advanced
dental therapists to perform a wider range of
procedures and to serve all age groups.
The study also notes that dental therapists
could help rural FQHCs deal with persistent
staff vacancies. A 2006 study found that 26
percent of rural clinics had open dentist
positions, and as of 2010, research showed
that figure had risen to 39 percent.26 Dental
therapists could help fill the gap left by this
provider shortage.
Additional research is needed to evaluate the
cost-effectiveness and potential impact on
clinic productivity if all allied providers
deliver their full scope of services for all
patients. For example, this would mean dental
therapists perform both preventive and
restorative procedures and hygienists provide
more preventive services.

FQHCs in several states have made use of
mobile programs — typically staffed by a
hygienist and a dentist — that travel to
schools and other off-site locations to deliver
basic care to children. However, this strategy
has not been widely implemented. These
programs have certain advantages in
delivering care to underserved populations,
including lower overhead and fewer
constraints on physical space. This latter point
is particularly important as the high cost of
building new treatment rooms is frequently
cited as a major barrier to expanding FQHC
fixed-site clinics.27
Research shows that school-based programs
are not only highly cost-effective but also very
efficient with respect to patient care. Based
upon reduced costs and higher efficiency, one
study estimated that the cost of delivering
care in a school was 40 percent lower than
providing the same services in a traditional
delivery system.28
Evidence also indicates that school-based
programs can more reliably reach low-income
children than fixed-site clinics because these
programs bring dental services directly to the
patients, especially those in need of routine
preventive and restorative services. However,
FQHCs frequently have great difficulty
recruiting and retaining dentists to work even
part-time in schools, which has contributed to
the limited use of this delivery model.
Among the most promising findings from the
University of Connecticut study is that dental
therapists have the potential to dramatically
improve access to care via FQHC-run schoolbased programs. The researchers estimated
that deploying dental therapists in these
programs could make dental care available to
6.7 million additional Medicaid-eligible
children29 at significantly reduced costs:


This increase in the number of Medicaidenrolled children receiving dental visits
would be sufficient to raise Medicaidenrolled children’s utilization of dental
care from 40 percent, according to 2009
data, to roughly 59 percent, a rate
comparable to that of privately ensured
children.30



The dental needs of approximately 90
percent of children could be met through
school-based programs. Only about 10
percent of children are estimated to have
behavioral, medical, or advanced dental
health problems requiring a referral to a
dentist.31



Needed restorative care could be
delivered at a savings of more than
$100,000 per 10,000 patients served,
compared to the cost of the same services
from private dentists. (See Appendix A
for details.)



Using dental therapists rather than
dentists to provide most restorative
services offered through school-based
programs could save nearly $94 million in
program costs.32



This expansion could be realized at
relatively little cost to taxpayers — about
$1.8 billion, nationally — equivalent to .5
percent of total state and federal 2009
33
Medicaid spending.

To realize the potential of school-based
programs, however, several challenges will
need to be addressed, not least of which is
significantly expanding this model around the
country. To support that expansion, states will
need to authorize the training and licensing of
a sufficient core of dental therapists. Although
the overall costs of school-based programs
are lower than fixed-site or private settings,
these programs have significant start-up
costs. They also need to secure permission
from schools and parents and must have
billing systems in place for children who have
multiple sources of insurance.34 FQHCs
already have the administration and billing
structures to support the activities of these
programs, but they must ensure the mobile
teams have the necessary resources and
training to operate effectively away from the
health centers.
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The University of Connecticut analysis breaks
new and important ground, but leaves many
critical questions unanswered. It should serve
as a catalyst for further examination of the
roles allied providers can play in expanding
access to care in safety-net settings.

In light of these findings, Pew makes the
following policy recommendations:
1.

This study is a simulation, and the researchers
note, “it is not based on empirical information
from the actual operation of [dental
therapist]s working in FQHC clinics and
school programs.” Using data from a small
sample of FQHC dental clinics, the study
provides estimates of the likely impact of
dental therapists on both costs and
availability of care. Although basic
information is available on the number and
types of services to children, many questions
remain about how FQHCs will use dental
therapists.
The research team also notes other
opportunities to measure the impact of dental
therapists, including:
1.

providing care in nursing homes,
homeless shelters, prisons, and other
institutions;

2.

operating satellite clinics in rural areas;
and

3.

cross-training dental therapists as dental
hygienists and/or as expanded function
dental assistants.

The impact of dental therapists could also be
assessed by having dental hygienists screen
underserved patients in off-site facilities and
refer to dental therapists those patients with
additional needs for care that therapists can
fulfill.

State policy makers should:
a.

Expand the dental workforce to
enable FQHCs to care for more
underserved patients, considering a
variety of new models, including
dental therapists;

b.

Create demonstration programs to
deploy allied providers in safety-net
settings and evaluate their impact on
access using actual, rather than
estimated, data;

c.

Train FQHC dentists to work with
new providers in ways that maximize
efficiency and build similar training
into dental school curricula;

d.

Ensure that Medicaid reimbursement
is available for the services
performed by allied providers; and

e.

Support programs that bring dental
services to schools or other settings
that are closer to low-income
patients.

2.

Federal policy makers should direct
public dental health funds to expand
space and install needed equipment to
enable FQHCs to hire allied providers.

3.

Foundations, universities, and other
funders should sponsor research to fully
explore the potential of allied providers in
safety-net settings, including:
a.

The potential for dental therapists to
improve access to care for adults in
FQHCs;

b.

The potential cost savings for FQHCs
or other providers when dental
therapists provide both preventive
and restorative procedures; and

c.

The ways allied providers might
increase access and reduce costs in
settings outside the four walls of
FQHCs.

Too few dentists are serving poor, rural, and
inner-city communities. In addition, publicly
insured children already lag far behind
higher-income and privately insured kids in
getting actual care. The Affordable Care Act
will provide millions more children with
public dental coverage by 2014, and many of
them will be seeking care from safety-net
providers like FQHCs. States must work with
FQHCs to identify ways to fill this unmet need
for dental care.
While more research is needed, these findings
suggest that dental therapists—and possibly
other allied providers—can help FQHCs
improve the availability of care for
underserved children across the country. The
practitioners can help improve capacity and
efficiency at fixed-site clinics, as well as
expand the use of school-based dental care
programs, whose promise has been
demonstrated in Connecticut.

The potential to serve millions more children
at a comparatively low cost presents a critical
opportunity for states to address their access
problems, while preparing for the increasing
demand for dental care that is anticipated
from the Affordable Care Act.
As they seek effective policy strategies to
ensure that Medicaid-eligible and other
underserved children can get the dental care
they need, policy makers should explore the
ways deployment of dental therapists can
help FQHC settings both expand access to care
and save taxpayer dollars.

In cooperation with the National Network for
Oral Health Access (NNOHA), FQHC dental
clinics were asked to participate in a national
study of FQHC clinical and financial
operations. The convenience sample of
FQHCs was based largely on
recommendations from NNOHA leaders and
volunteers from NNOHA membership. Special
effort was made to gather data from
California, Connecticut, Maine, and Wisconsin,
given the size and quality of FQHC data in
those states. A clinic was eligible to
participate if it had 12 months of electronic
records and the ability to provide researchers
with the following information:






patient visits (date, clinic, provider, and
patient numbers, patient age, dental
services (ADA codes), payer, and
charge(s) per visit or per service;
description of clinic operations (provider
and staff types, number and annual hours,
number of treatment rooms
(operatories), and clinic square feet; and
clinic finances (revenues from grants,
patient care by payer, other sources and
expenses by expense category).

The study data comes from a convenience
sample of the participating FQHCs. Data were
available on 19 FQHCs and 53 delivery sites,
representing FQHCs in 12 states. The clinics
sampled represent a very small proportion of
the approximately 820 FQHCs that provide
dental care, nationwide. The sample clinics
were larger (e.g., treatment rooms, dentists,
staff) than average FQHCs. FQHCs in
California, Connecticut, Maine and Wisconsin
showed substantial differences in staffing,
facilities and adult Medicaid coverage, but all
received Medicaid per visit reimbursement
rates, ranging from $100 to $300. Though the
national sample informed the development of
the parameters of the economic model, the
specific cost reduction and utilization rate
increases are based on data from Connecticut
and Wisconsin FQHCs, due to the size and
quality of their available data. Further
research is needed to determine if the results
of this study are generalizable to FQHCs
nationwide.

This section presents the specification of the
model for estimating the overall reduction in
the cost of services provided to children by
dental therapists within the four-walls of
FQHC dental clinics or FQHC operated school
programs. The same model applies to both
settings. The economic model, methodology
and interpretation of research findings were
guided by an advisory panel of experts and
reviewed in depth by a peer reviewer.
The proposed economic model assumes that
efficiently run clinics will have the lowest paid
qualified person provide specific services.
Accordingly, it is assumed that dental
therapists with two years of training and six
to 12 months of supervised clinical activity
will have higher wages than two-year trained
dental hygienists. As such, hygienists will
provide most screening and preventive
services. The economic variables used in the
model include the market price of dental
services, frequency of dental therapist
services, dentists and dental therapist wage
rates, dentist(s) cost share in the production
of dental services, dental therapist hours
worked per year, and children treated per
year. Dentist and dental therapist wage rates
were set initially as $80 and $40 per hour,
respectively.
First, the value of all dental services provided
to children (individuals under 19 years of age)
in a delivery site is determined. This value (V)
is the sum of the product of the frequency of
all dental procedures times their
corresponding prices. That is:
(1) V = Σ Pi * Qi
Where Pi is the market price of dental service i
and Qi the number of dental services i.
Second, the number and types of services to
be provided by dental therapists (DTs) and
their market value are determined (see
Exhibit A). The latter is the sum of the
product of the frequency of DT services times
their corresponding prices. DTs are assumed
to provide three categories of dental services
(Exhibit A): Diagnostic (K), Preventive (L) and
Other (M). As a result, their market value
(VD) is:
(2) VD = Σ PK * QK + Σ PL * QL + Σ PM * QM.

Third, VD is the value of dental services
provided by dental assistants, hygienists, and
dentists. In addition, their services are
produced by a combination with other inputs
(e.g., space, supplies, equipment, utilities).
The contribution of dental assistants (KDA),
dental hygienists (KH), and dentists (KD) in the
value of these services is the relevant
dimension of this analysis. Initial values, KDA,
KH, and KD are set equal to 50, 50, and 30
percent, respectively. The value contributed
to VD by dental assistants, dental hygienists,
and dentists (CD) is given by:

costs (savings) emerge from the substitution
of dentists by DTs. Putting it differently, the
potential savings generated by DTs (SDT) are:

(3) CD = KDA * Σ PK * QK + KH Σ PL * QL + KD Σ PM
* QM.

FQHC Fixed-site Clinic - This section gives a
step-by-step process to estimate the absolute
and relative reduction in the cost of dental
care for children generated from the
substitution of a general dentist by a DT in
FQHC dental clinics. The model does not
consider the impact of DTs who treat both
children and adults. More specifically, this
section describes the information needed to
complete formulae (6) and (7):

Since FQHCs are nonprofit organizations, it is
assumed that their annual revenues are equal
to costs. This equality also holds for children
services. Consequently, CD represents the
gross billings (revenue), as well as the costs
associated with those dental services.
Fourth, the cost of QK, QL, and QM dental
services produced by DTs is estimated. The
assumption is that DTs can produce these
services as effectively as their current
providers. The cost of these services (CDT)
reflects the wage rate of DTs (WDT) rather
than that of dental assistants (WDA), dental
hygienists (WH), or dentists (WD),
respectively. This is given by:
(4) CDT = KDA*ΣPK*QK*WDT/WDA +
KH*ΣPL*QL*WDT/WH+
KD*ΣPM*QM*WDT/WD.
The potential reduction in costs (savings)
from using DTs is the difference between the
present cost of these services (CD) and the
cost associated with the use of DTs (CDT). The
value of the potential savings (SDT) is defined
as:
(5) SDT = [CD – CDT] = KDA * ΣPK*QK (WDA -WDT)
/ WDA
+ KH * ΣPL* QL * (WH - WDT) / WH
+ KD * ΣPM* QM * (WD - WDT) / WD.
Given that WD > WDT > WH > WDA, the first and
second part of equation (8) are negative. In
other words, having DTs replace dental
assistants or dental hygienists does not lower
the cost of children’s dental services. On the
contrary, the cost of children’s services
increases. The only positive reduction in

(6) SDT = KD * ΣPM* QM * (WD - WDT) / WD.
The percentage of potential savings of the
total value of child dental services is defined
as:
(7) %S = SDT / V

(6) SDT = KD * ΣPM* QM * (WD - WDT) / WD.
(7) %S = SDT / Σ Pi * Qi
KD is the cost share of dentists in the
production of children’s services listed in
Table A. FQHCs can approximate this value
(KD) by calculating the following ratio: Annual
dentists’ salaries and fringe benefits divided
by annual total FQHC dental expenses. The
data can come from one site or all sites.
PM, Pi are the market prices corresponding to
the procedures listed in Table A and all
procedures for children, respectively. The
prices for services provided to FQHC patients
with private insurance was used to calculate
the market value of all procedures for
children (Σ Pi * QI), as well as the market value
of the procedures in Table A (ΣPM* QM).
Alternatively, researchers can use the ADA
published national fees.
QM, QI are the frequency of dental procedures
corresponding to the procedures listed in
Table 2 and all procedures for children,
respectively. FQHCs may generate the
frequency of each of these procedures for
individuals under 19 years of age from their
data.
WD, the wage rate of dentists is calculated by
taking the annual salaries and fringe benefits
of all dentists (part-time and full-time) and

dividing by the annual total number of hours
worked. Finally, WDT is the wage rate (salary
plus fringe benefits per hour) of DTs. To
calculate the potential reduction in costs (SDT),
different wage rates may be tried. Following
the above, both SDT and %S are easily
estimated.

restorations. From experience, dentists can
provide 90 percent of the restorations (7,200)
in schools using portable equipment. Assume
that DTs can provide 80 percent of these
restorations (6,480) in schools. If the market
value of a restoration is $120, then Pm X QM
comes to $777,600 (6,480X$120).

FQHC School Program - The economic model
for estimating the financial impact of DTs on
FQHC run school programs is:

With dentists making $80 per hour and DTs
$40 per hour, WD-WDT/WD is .5. Putting all
these values into the economic model results
in:

(6) SDT = KD * ΣPM* QM * (WD - WDT) / WD.
As before, assume KD is equal to 30 percent.
To estimate PM times QM, assume that the
FQHC operates the program in 100 public
schools and that 100 children receive care in
each school. Thus, 10,000 children participate
in the program. From epidemiological studies
and practical experience, 35 percent of these
children (3,500) will need restorations or
other dentist-level services. From
epidemiological studies the average child with
untreated caries needs two teeth restored.
This comes to a total of 7,000 restorations
(3,500 children X 2 restorations). Also,
assume that all other required services (e.g.,
extractions, pulpotomies) are the equivalent
of 1,000 restorations for a total of 8,000

SDT = KD * ΣPM* QM * (WD - WDT) / WD
SDT = .3X$777,600X.5 = $116,640
The upper boundary estimate of DT savings is
$116,640 per 10,000 children. The time
dentists spend supervising DTs is subtracted
from this amount and is assumed to be 20
minutes per day.35 Assuming DTs can
complete a restoration in 30 minutes, the
6,480 restorations will take about 462 days to
complete. At $80/hour the cost of
supervision is $12,320 (154 hours X $80 per
hour), reducing the savings to $104,320 per
10,000 children.

