OPINION

The growing problems of dental caries and obesity:
an Australian perspective
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InInbrief
brief
Shows that the prevalence of dental caries and
obesity is growing, and placing an increasing burden
on an already stretched public health system.

Suggests social media and public health campaigns
should be used as an effective strategy in combating
the constant marketing strategy of the sugar industry.

Highlights that dental professionals are well placed
to be strong advocates both for individual behaviour
change in patients and public health policy changes at
the government level.

Preventable diet-related diseases such as dental caries and obesity are a growing global problem, causing a significant burden
on public health systems. Although there has been good evidence for the links between sugar consumption and dental caries
for many decades, we are now seeing stronger links implicating sugar in obesity. There is a growing worldwide movement to
tackle these problems by targeting the consumption of sugar-sweetened beverages through a range of public policy measures.

Introduction

Dental caries

Diet related diseases are consuming an increasing proportion of health expenditure in many
countries, and Australia is no exception.
Dental caries, type II diabetes and obesity
rates are increasing, and the burden of disease
is creating challenges for public health professionals. There is a growing awareness in the
community that more action needs to be
taken to tackle these preventable diseases, but
an apparent lack of demonstrated outcomes
to this effect.
Recent attention in the media has highlighted the role sugar-sweetened beverages
(SSBs) play in our health; however, despite
a range of public health measures targeting
marketing and restrictions on sales in schools,
the intake of SSBs remains unacceptably high.
There is a growing body of evidence of associations between higher and more regular SSB
consumption and poorer health outcomes
across a range of measures, including dental
caries and obesity. It is this area where public
health policy and advocacy must focus if we are
to see any reversal of current trends.

Australia has gone through a period of significant improvement in dental health over the past
40 years. The dental health of children receiving
treatment in Australian state and territory public
dental health services has been monitored since
1977, when the mean DMFT for 12-year-old
children was 4.8, and mean dmft for 6‑year-old
children was 3.1.1 Although water fluoridation
commenced in Australia in 1953, it wasn’t until
1968 that major population centres such as
Sydney and Perth became fluoridated. By 1977
when Melbourne introduced water fluoridation,
more than 60% of the Australian population
had access to fluoridated drinking water. From
1977 to the mid-late 1990s, caries experience
declined dramatically, with mean DMFT for
12-year-old children reaching a low of 0.83 in
1998, and mean dmft for 6‑year-old children
reaching a low of 1.45 in 1996.1 Since then, there
has been a 61% increase in decay experience
in 12-year-old children and 78% in 6‑year-old
children.2 In 1999, 59% of 6‑year-old children
had no clinically detectable caries experience in
deciduous teeth, and 65% of 12-year-old children
had no clinically detectable caries experience in
permanent teeth.3 By 2009, a new pattern was
emerging, with only 45% of 6‑year-old children
and 52% of 12-year-old children being cariesfree.2 In addition, there are significant disparities in the oral health among Australian children,
with the majority of disease concentrated in a
small percentage of the population. In 2009,
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10% of 12-year-old children had a mean DMFT
of 4.83, nearly six times the national average.2
It also appears that these social disparities are
actually worsening over time.
Access to appropriate and timely dental care
is becoming more difficult for many of the most
disadvantaged and needy. Early identification of
those at highest risk of dental disease and appropriate management is more necessary than ever.
In 2013–14, there were 63,910 hospitalisations
due to dental causes in Australia, second only
to urinary tract infections and accounting for
10.6% of all preventable hospitalisations.4 These
hospital admissions for potentially preventable
dental conditions place a significant drain on
the public hospital system, and are an important
indicator both of the magnitude of the dental
caries problem, and a failure of the dental care
system to meet the increasing demand.
It is not clear yet whether there has also been
an increase in caries experience in adults, since
there is not the level of population level data
surveillance for Australian adults that there is
for children. However, consecutive studies of
caries experience in Australian Army recruits
shows an increasing trend in mean DMFT for
subjects aged 17‑20 and 21‑25 years between
2002 and 2008.5

Overweight and obesity
Overweight and obesity are becoming a significant problem in Australia, where they are
currently the second highest contributor to the
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burden of disease.6 At present, 1 in 4 Australian
children, and nearly 2 in 3 adults are obese
or overweight (35% overweight, 28% obese).7
Furthermore, the prevalence of obesity and
overweight has been increasing, with 10% more
adults overweight or obese in 2012 compared
to 1995.7,8 Disturbingly, much of this increase
has been driven by an increase in obesity from
19% to 28% between 1995 and 2012, with the
prevalence of overweight (but not obese) adults
remaining relatively static (36% to 38%).
Like dental caries, there is a socioeconomic
gradient, with 63% of women in the lowest
socioeconomic group being overweight or
obese, compared with only 47% of those in the
highest socioeconomic group, although the proportions of overweight or obesity are similar in
each socioeconomic group for men.9 Australia’s
rate of obesity among adults is fourth highest
among 34 OECD countries, behind only the
United States, Mexico and Hungary.9
Results from the 2011‑12 Australian Health
Survey show that 25% of children aged
2–17 are overweight or obese, with 18% being
overweight and 7% obese.7 The prevalence of
overweight and obesity is similar across age
groups, from 23% for children aged 2–4 to
27% for adolescents aged 12–15. Boys aged
5–7 have the highest obesity rate (9%), and
obesity among girls is most common at ages
5–7 and 16–17 (8%). There was a reasonably
large increase in the prevalence of overweight
and obesity between 1995 (21%) and 2008
(25%), but it has plateaued since then.

Economic impact of dental caries
Diet related diseases are consuming a proportion of health expenditure in many countries, and
Australia is no exception. Oral health expenditure in 2013‑14 was approximately $9 billion,
and dental caries is a major contributor to this.10
The government spent $89.7 million on restorative services and $19.6 million on tooth extractions under the Child Dental Benefit Schedule
for children aged 2–17 years in 2015-16.11 The
total direct cost for overweight and obesity in
2005 was estimated to be $12 billion ($6.5 billion
for overweight and $14.5 billion for obesity), with
indirect costs of $35.6 billion per year.12

Sugar-sweetened beverages
In 2009, Australia was among the top ten
highest consumers of sugar-sweetened
beverages globally, and although there are
limited recent data quantifying Australian
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sugar-sweetened beverage consumption, the
available data suggest that children are heavy
consumers from an early age.13,14 Annual sales
of soft drinks have increased substantially
over the past five decades, with apparent consumption increasing from 45 litres per capita
in 1969 to 120 litres per capita in 1999.15 The
2007 Australian National Children’s Nutrition
and Physical Activity Survey found that 47% of
children aged 2‑16 years consumed SSBs daily.16
In the past decade it appears that consumption
of sugar-sweetened soft drinks has decreased, to
around 89 litres per capita in 2014.17 Although
there has been a decline in consumption of
sugar-sweetened soft drinks, the sale of other
sugar-sweetened beverages has increased.18,19
In 2015 McNeill and Shrapnel reported
that apparent consumption of refined sugars
in Australia fell 13.1% from 48.3 to 42 kg per
head from 1938 to 2011.20 However, the data
reported in that study suggest that consumption over the most recent decade has plateaued
or perhaps even increased slightly.

What is being done?
Over recent years there has been a considerable
push from a public health perspective to tackle
some of these problems. Much of the emphasis
has been on childhood obesity, which may in
part be a reflection of the magnitude of the
problem, but also an indictment on dental
health advocates to adequately bring oral
health to the forefront of public consciousness.
However, it is unclear what impact if any these
public health campaigns are having.
Australian Health Ministers recognised in
2002 that overweight and obesity were significant public health problems, and established the
National Obesity Taskforce to develop an obesity
action plan. This led to the introduction of a
$116 million campaign to tackle the problems
of declining physical activity and poor eating
habits of Australian children.21 However, the
government at that time was opposed to more
‘radical’ policy options such as banning junk food
advertising during children’s television. In 2008, a
new federal government established the National
Preventative Health Taskforce to develop strategies relating to tobacco, alcohol and obesity.
The subsequent Australian National Preventive
Health Agency was shut down in 2014.
Live Lighter (www.livelighter.com.au) is a
campaign that originated in Western Australia
in 2012, and has recently been adopted by
Victoria and the Australia Capital Territory.
The programme is supported by State health

departments, the Cancer Council and
Heart Foundation. It is primarily targeted at
members of the public, and focuses on obesity
and overweight through promotion of healthy
eating and exercise.
In 2013 the Rethink Sugary Drink (www.
rethinksugarydrink.org.au) campaign was
launched, bringing together a number of peak
bodies, including the Cancer Council, Diabetes
Australia, Heart Foundation, Australian Dental
Association, Dental Hygienists Association of
Australia, Kidney Health, Nutrition Australia,
Obesity Policy Coalition and the Stroke
Foundation. They recommend comprehensive
action by governments, schools and non-government organisations to inform the public about the
health impacts of sugar-sweetened beverages and
to influence the public to limit their consumption.
This includes measures such as social marketing
campaigns, a sugar-sweetened beverage tax,
restrictions on marketing to children, restrictions on the sale of sugar-sweetened beverages
in government schools and children’s activity
centres and policies to limit availability of sugarsweetened beverages in workplaces, healthcare
settings and other public places.
Corporations are clearly concerned about the
groundswell of opposition to their products,
and are reacting accordingly. In 2008, Coca
Cola engaged a local actress to feature in an
advertisement claiming to shatter the myths
about the harm that soft drink was alleged
to cause. The Australian Dental Association,
Obesity Policy Coalition and Parents Jury
lodged a complaint with the Australian
Competition and Consumer Council, who
found that the messages delivered in the
advertisement ‘were totally unacceptable and
misleading’ and forced Coca Cola to retract the
claims in full page newspaper advertisements.22

Conclusion
Dental caries and obesity rates have been
increasing in Australian children over the past
20 years, and although there is no evidence of a
direct link to sugar-sweetened beverages, there
is no doubt that the growth in consumption of
these drinks is an important contributing factor.
Numerous public health campaigns have been
instrumental in raising awareness of the obesity
issue, although more needs to be done to ensure
that oral health is given more prominence. It is
now time for more radical policy initiatives such
as a sugar tax and banning junk food advertising if we are to have any impact on the twin
problems of dental caries and obesity.
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OPINION
The relationship between sugar and dental
caries has been well documented and understood for many years but the dental profession has become increasingly complacent
in getting this message out there. We are all
responsible for tackling this insidious public
health epidemic.
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