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Executive summary 

This report of the New South Wales (NSW) Teen 
Dental Survey 2010 describes the oral health of a 
sample of Year 9 students from 84 Public, Catholic, 
and Independent schools across NSW in 2010. The 
findings are drawn from data collected from clinical 
examinations of 1,256 teenagers aged 14 to 15 
years, as well as parental and teenager 
questionnaire data collected at the time of consent. 
The key findings are:

n	 Teenagers surveyed had on average 1.17 permanent 
teeth that were decayed, missing, or filled due to 
decay, with an average of 0.46 untreated 
decayed permanent teeth per teenager;

n	 More than 54% of teenagers had never 
experienced decay in their permanent teeth;

n	 Teenagers with the highest 30% of DMFT scores 
had, on average, 3.45 teeth that were affected by 
decay. This was more than three times the 
average for the age group (1.17);

n	 Teenagers who live in un-fluoridated areas of 
NSW had significantly more decayed, missing 
and filled permanent teeth than teenagers from 
fluoridated areas;

n	 Teenagers from low income households 
experienced significantly more dental decay in 
their permanent teeth, and were more likely to 
have had past decay experience, than teenagers 
from medium to high income families;

n	 According to the Thylstrup and Fejerskov Index, 
which records levels of fluorosis (mottling of the 
tooth enamel), overall there was little difference 
in fluorosis experience by fluoridation status 
among teenagers;

n	 On average, teenagers from regional and remote 
areas of NSW had slightly more decayed, missing 
and filled permanent teeth than teenagers living 
in major cities;

n	 Teenagers who consumed one or more sugary 
drinks per day had 50% more decayed, missing 
and filled permanent teeth than teenagers who 
didn’t drink any sugary drinks;

n	 Teenagers who brushed their teeth at least twice 
per day had significantly fewer decayed, missing 
and filled permanent teeth than teenagers who 
only brushed once per day or less.
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Introduction 

The NSW Teen Dental Survey 2010 (the Survey), 
along with the NSW Child Dental Health Survey 
2007, is part of a systematic and efficient approach 
to oral health data collection in NSW. The 
development of the survey protocol foreshadows 
the ability to use recognised population health 
strategies to investigate, report and monitor 
various groups within the NSW population. 

The Survey was a joint project of the Centre for 
Oral Health Strategy NSW (COHS), the University 
of Sydney, and the Australian Research Centre for 
Population Oral Health (ARCPOH), University of 
Adelaide.

The Survey investigated the distribution of dental 
caries by among teenagers 14 and 15 years of age 
in NSW by geographic location, and a range of 
other demographic factors, in order to identify 
teenagers most in need of dental healthcare. It also 
examined patterns of service use, perceptions of 
oral health and behaviours that affect oral health 
among the target population. This information will 
help NSW Health to better understand the oral 
health of teenagers so that more appropriate 
dental services can be planned and delivered. 

Purpose of this report
The purpose of this report is to describe the oral 
health of a sample of teenagers aged 14 to 15 years 
living in NSW. The findings will better equip Local 
Health Districts to meet the oral health needs of 
their local populations, inform the community 
about risks to and improvements in their oral 
health, and contribute to the state and national 
picture of Australia’s oral health. 

The report will contribute to:

n	 Development of policies that prioritise teenager 
dental services for those most in need;

n	 Development of risk-based patient management 
practices;

n	 Selection of dental prevention strategies with the 
maximum population benefit;

n	 Our understanding of socio-economic variations 
in oral health; and

n	 Discussions on National Health Priority Areas.
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SECTION ONE

Methods

Data collection
The Survey data were collected in 2010 from a 
random sample of Year 9 students aged 14 to 15 
years in NSW secondary schools. The sample 
included State, Catholic and Independent schools, 
metropolitan and non-metropolitan, within each 
former Area Health Service (AHS). For several 
reasons, the sample was limited to 14 and 15 year 
olds: this is the predominant age group in Year 9 at 
NSW secondary schools, thus making the logistics 
of the survey easier for the schools and the survey 
teams involved; this age group has been reported 
as having the highest increase in disease levels 
among South Australian teenagers (AIHW DSRU, 
2010); information about the oral health of 12 to 15 
year olds is already available from the National 
Child Dental Health Survey 2003–04 (AIHW DSRU, 
2010); and information about the oral health of 11 to 
12 year olds is already available from the NSW 
Child Dental Health Survey 2007 (NSW Health, 
COHS, 2009).

Approval to conduct the Survey was granted by 
the NSW Population and Health Services Research 
Ethics Committee and the Department of Education 
and Training through the State Education Research 
Approvals Process (SERAP). Approvals were also 
obtained from each participating Catholic Diocese. 
The Survey also received the in-principle support 
of the Director of Educational Policy and Programs, 
Catholic Education Commission, the Executive 
Director, Association of Independent Schools, and 
the Chief Executives of each former AHS.

The Survey used a stratified two-stage sampling 
design. The first sampling stage involved random 
selection of secondary schools across NSW, within 
each of the former AHS boundaries. As the DMFT 
rates are likely to be higher for the more 
disadvantaged schools, schools were first stratified 
by their level of socioeconomic advantage/
disadvantage using the SEIFA Index of Relative 
Socio-Economic Advantage and Disadvantage 
(IRSAD) and a sample of schools selected using the 
probability proportional to size sampling method, 
where size was defined as the school’s Year 9 

enrolment. The second sampling stage consisted of 
sampling an equal number of teenagers from Year 
9, irrespective of the school’s enrolment size. The 
target number of teenagers to be examined per 
school was 24 with approximately equal numbers 
of 14 and 15 year olds expected. In FWLHD there 
were low consent rates at schools and long distances 
for examiners to visit schools, thus resulting in a 
low response. Data from FWLHD are therefore not 
included in the analyses in this report.

Sixteen teams of trained dental therapists and 
dental assistants collected the Survey data during 
the 2010 calendar year. Standard equipment—
including portable air syringe compressors, lighting 
and dental instruments—was used to maximise 
inter-examiner reliability. 

The principal survey examiner, Associate Professor 
Fiona Blinkhorn, conducted the training of 
examination teams and also completed inter-
examiner reliability testing on a sub-sample of 
examiners.

Data preparation
Consent and questionnaire data were recorded on 
forms developed by COHS and the University of 
Sydney in TeleForm version 11. When returned by 
participants, they were scanned and verified in 
TeleForm. The information was then exported to 
Microsoft Excel and cleaned using SAS for 
Windows version 9.2. A unique numeric identifier 
for each student was generated and an import file 
created for the ARCPOH clinical exam software 
(based on Microsoft Access) and loaded onto 
laptop computers for the clinical examination 
teams. The use of the import file from the scanned 
consent forms allowed for pre-loading of key 
demographic information for teenagers with a valid 
consent for a clinical examination. In some cases, 
consent forms were received too late for 
processing in this manner and were therefore 
scanned and emailed to the examination teams. 
For these teenagers, student identification 
numbers were corrected post-survey to ensure 
that they linked with the right questionnaire data.
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Daily backups of clinical examinations were 
exported from the ARCPOH software and emailed 
to COHS. The final exports from each of the laptops 
used by the examination teams were then imported 
into SAS for Windows version 9.2 and merged with 
the questionnaire data for final analysis. 

Data analyses
The Survey data were managed and summary 
statistics were computed using SAS for Windows 
version 9.2. The postcode and suburb/town of 
residence of participants were geocoded using 
MapInfo 11 to determine the Local Health District of 
residence. Postcodes and suburbs were also 
mapped to Statistical Local Areas (SLAs) and 
grouped according to Australian Standard 
Geographical Classification (ASGC) Remoteness 
categories from the Accessibility/Remoteness 
Index of Australia (ARIA+ version). Areas are 
categorised as ‘major cities’, ‘inner regional’, ‘outer 
regional’, ‘remote’ and ‘very remote’ (ABS, 2001). 
However, as too few teenagers resided in outer 
regional and remote areas, teenagers were 
grouped into two categories; metropolitan and 
regional–remote. SLAs were also used to assign 
survey participants to socio-economic quintiles, 
using the Index of Relative Socio-Economic 
Disadvantage (IRSD), one of the four socio-
economic indices for areas (SEIFA) produced by 
the Australian Bureau of Statistics (ABS). Socio-
economic quintiles were determined for SLAs 
based on the Estimated Resident Population (ERP) 
as at 30th June 2006.

Survey data were weighted to reflect the ERP of 14 
to 15 year olds according to the newly formed 
Local Health Districts in NSW for 31st December 
2010, as estimated by the ABS. Weights were 
applied to all statistics and weighted numbers were 
rounded to the nearest whole number for ease of 
interpretation. The purpose of the weighting protocol 
is to produce estimates that are representative of 
the population covered by the Survey.

For Tables 18 to 28, 95% confidence intervals (CIs) 
were calculated using the school as the primary 
sampling unit and the former AHS as the cluster 
variable. The 95% CI provides a range of values 
that should contain the actual value 95% of the 
time. The width of the CI relates to the differing 
sample size for each indicator. In general, a wider 
CI reflects less certainty in the estimate for that 
indicator. If CIs do not overlap the observed 
estimates are significantly different. If CIs overlap 

slightly the observed estimates may be significantly 
different, but further testing needs to be done to 
establish that significance.

Assessment of inter-examiner reliability
The examiner reliability was assessed by the 
principal survey examiner (gold standard) who 
completed re-examinations with 14 of the 19 
examiners. Given the large distances involved it 
proved impossible to undertake reliability 
examinations with five of the examiners who were 
responsible for assessing 12% of the total sample. In 
all, 72 teenagers were re-examined by the principal 
survey examiner. 

Reliability of each of the clinical examiners relative 
to the principal survey examiner was determined 
by calculating the intra-class correlation coefficient 
(ICC) of count data for each replicate pair (Table 1) 
and the Kappa values for categorical coding of 
individual tooth and surface status (Table 2). The 
ICC was calculated using the method of Shrout and 
Fleiss (1979) and is a measure of correlation, 
consistency or conformity of the data between 
examiners. ICC values range from negative 1.0 to a 
maximum of 1.0 with higher values representing 
greater agreement. 

High levels of agreement were obtained for tooth 
presence; and the number of decayed, missing, or 
filled teeth or surfaces (ICC values ranged 0.83 to 
0.98; Table 1). 

Kappa statistics were calculated using the method 
of Cohen (1960) which is a measure of inter-rater 
agreement that takes into account the agreement 
occurring by chance. Kappa values range from 
negative values to a maximum value of 1.0 when 
examiners are in complete agreement. As a guide, 
Landis and Koch (1977) proposed the following 
values for interpreting Kappa values: 

< 0	 No agreement
0.0–0.2 	 Slight agreement
0.2–0.4 	 Fair agreement
0.4–0.6 	 Moderate agreement
0.6–0.8 	 Substantial agreement
0.8–1.0 	 Almost perfect agreement

Almost perfect agreement was observed for 
decayed, missing or filled category of individual 
teeth and for fluorosis status (Kappa values ranged 
0.89 to 0.92; Table 2).
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Table 1: Intra-class correlations for assessment of inter-rater reliability
Index No. of 

examiners
No. of 
teenagers

ICC

Number of teeth present per teenager 14 72 0.98

Number of teeth missing due to pathology per teenager 4 6 0.83

Number of precavitated lesions per teenager 13 34 0.84

Number of decayed teeth per teenager 12 25 0.89

Number of filled teeth per teenager 13 21 0.89

Number of decayed, missing, filled or precavitated teeth per 
teenager 14 53 0.88

Number of decayed, missing or filled teeth per teenager 13 39 0.93

Number of decayed, missing, filled or precavitated surfaces per 
teenager 14 53 0.90

Number of decayed, missing or filled surfaces per teenager 13 39 0.92

Table 2: Kappa statistics for assessment of inter-rater reliability
Index No. of 

examiners
No. of 
teenagers

% 
agreement

Kappa Weighted 
Kappa

Fluorosis category * 14 55 94.4 0.89 0.90

Decayed, missing, filled or precavitated 
lesion category of individual teeth

14 72 95.8 0.82 NA

Decayed, missing or filled category of 
individual teeth

14 72 98.8 0.92 NA

Decayed, filled or precavitated lesion 
category of individual surfaces

14 72 98.8 0.77 NA

Decayed or filled category of individual 
surfaces

14 72 99.8 0.89 NA

* Teenagers were excluded if a non-fluorotic lesion was observed on the buccal surface or if a restoration or fixed orthodontic 
appliance was present on the labial coronal surface. 
NA – not applicable. Weighted Kappa values were only calculated for fluorosis index where the categories are ordinal.
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SECTION TWO 

Results  

Demographic composition of the survey

Age, gender and geographical distribution
A total of 1,256 teenagers aged 14 to 15 years participated in the Survey. The Survey sample comprised 665 
females (52.9%) and 591 males (47.1%). Listed in Tables 3 to 5 are the unweighted numbers of teenagers 
aged 14 to 15 years of age who were sampled in the Survey, sorted by age, gender, former Area Health 
Service of residence, and current Local Health District of residence. 

Table 3: Number of teenagers surveyed by former Area Health Service of residence
Age 
(years)

Area Health Service All NSW

SSWAHS SESIAHS SWAHS NSCCAHS HNEAHS NCAHS GSAHS GWAHS Sex Total

Male Female

14 120 75 92 70 80 108 59 56 286 374 660

15 102 77 67 49 88 99 60 54 305 291 596

Total 222 152 159 119 168 207 119 110 591 665 1,256

Table 4: Number of teenagers surveyed by metropolitan Local Health District of residence
Age 
(years)

Local Health District All NSW

SLHD SWSLHD SESLHD ISLHD WSLHD NBMLHD NSLHD CCLHD Total Total

14 38 82 49 26 40 52 51 19 357 660

15 40 62 43 34 32 35 43 6 295 596

Total 78 144 92 60 72 87 94 25 652 1,256

Table 5: Number of teenagers surveyed by regional or rural Local Health District of residence

Age 
(years)

Local Health District All NSW

HNELHD NNSW LHD MNC LHD SNSW LHD MLHD WNSW LHD Total Total

14 80 60 48 22 37 56 303 660

15 88 52 47 20 40 54 301 596

Total 168 112 95 42 77 110 604 1,256
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Mother’s country of birth
There were 62 different countries of birth reported 
for mothers whose teenagers participated in the 
Survey. For simplicity of reporting, these were 
classified into regions of neighbouring countries 
with similar social, cultural, economic and political 
characteristics (ABS, 2011).

For the majority of teenagers sampled in the 
survey, the most common mother’s region of birth 
was Australia (66.8%), with 21.5% of mothers born 
overseas, while mother’s country of birth was not 
reported for 11.8% of teenagers (Table 6). The most 

common overseas maternal regions of birth were 
the United Kingdom (4.1%), followed by the Middle 
East (2.2%), Maritime South-East Asia (1.9%), New 
Zealand (1.8%), Southern Asia (1.8%) and Chinese 
Asia (1.8%). 

Seventy-four percent of mothers were born in an 
English-speaking country (Australia, United 
Kingdom, Ireland, New Zealand, Canada, United 
States of America and South Africa), and 14.3% of 
mothers were born in a non-English speaking 
country (Table 24).

Table 6: Number of teenagers by mother’s region of birth
Region of birth Number Percent (%)
Australia 839 66.8

United Kingdom 51 4.1

Middle East 27 2.2

Maritime South-East Asia 24 1.9

New Zealand 23 1.8

Southern Asia 23 1.8

Chinese Asia 22 1.8

Japan and the Koreas 12 1.0

South Eastern Europe 12 1.0

Southern and East Africa 10 0.8

Mainland South-East Asia 9 0.7

South America 9 0.7

Polynesia 8 0.6

Western Europe 8 0.6

Northern America 7 0.6

Eastern Europe 6 0.5

Ireland 4 0.3

Melanesia 4 0.3

Southern Europe 4 0.3

North Africa 2 0.2

Central America 1 0.1

Central Asia 1 0.1

Central and West Africa 1 0.1

Northern Europe 1 0.1

Unknown 148 11.8

Total 1,256 100
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Indigenous status
The Survey collected information about the 
Indigenous status of survey participants. In 2010, 27 
participants (or 2.1% of the survey population) aged 
14 to 15 years identified as Aboriginal and/or Torres 
Strait Islander. In this report, both Aboriginal and 
Torres Strait Islanders are collectively referred to as 
Aboriginal, in recognition of the fact that Aboriginal 
people are the original inhabitants of NSW.

In NSW, Aboriginal people comprise 2.5% of the 
total population, with Aboriginal teenagers aged 14 
to 15 years comprising 4.8% of their respective age 
group (ABS, 2011). The proportion of teenagers 
identified as Aboriginal in the Survey (2.1%), is 

therefore lower than the proportion of Aboriginals 
among 14 to 15 year olds in the NSW population. 
Several reasons could explain the under-representation 
of Aboriginal teenagers in this survey, such as a 
lower consent rate for participation in the survey,  
a lower school attendance rate for Aboriginal 
teenagers compared to non-Aboriginal teenagers, 
or a lower rate of self-reporting of Aboriginal 
status in the questionnaire.

Due to the small number and under-representation 
of Aboriginal teenagers in the sample, oral health 
data for Aboriginal teenagers are not presented in 
this report. 

Table 7: Number of teenagers surveyed by Aboriginality
Age 
(years)

Aboriginal Non-Aboriginal Missing Total Percentage of 
participants 

Aboriginal (%)
14 12 633 15 660 1.8

15 15 562 19 596 2.5

Total 27 1,195 34 1,256 2.1

Oral health status of permanent teeth
Age-specific decay experience in the permanent 
teeth of teenagers aged 14 to 15 years, expressed 
as the average number of decayed, missing (due to 
caries) and filled teeth (DMFT), is shown in Table 8. 
The mean number of clinically detectable decayed 
permanent teeth ranged from an average of 0.48 
for 14 year olds to 0.43 for 15 year olds. The mean 
number of teeth missing due to caries was low for 
both age groups while the mean number of filled 
teeth increased from 0.63 among 14 year olds to 
0.71 among 15 year olds. 

The mean DMFT increased from an average of 1.15 
for 14 year olds to 1.19 for 15 year olds, with a mean 
of 1.17 for both age groups combined. For the 
remainder of this report, DMFT data is pooled for 
14 and 15 year olds to allow for comparisons 
between population sub-groups which could not 
otherwise be made. Therefore, the results will be 
identified as the oral health of teenagers.

The mean number of decayed, missing and filled 
teeth as a percentage of DMFT is shown in Figure 1. 
Filled and decayed teeth constitute almost the 
entire DMFT index. The proportion of DMFT 
attributable to clinically detectable untreated decay 
decreased with age, from 41.7% among 14 year olds 
to 36.1% among 15 year olds. This follows the pattern 
seen among pre-teens in the NSW Child Dental 
Health Survey 2007 (NSW Health, 2009), where 
proportions attributed to untreated decay decrease 
with age with the accumulation of restorations. 

The proportion of teenagers who have no decay 
experience in their permanent teeth varied from 
54.7% among 14 year olds to 54.4% among 15 year 
olds (Figure 2). 

Table 8: Permanent teeth – decayed, missing and filled teeth by age

Age 
(years)

Teeth 
present

Decayed (D) Missing (M) Filled (F) DMFT

Mean SEM Mean SEM Mean SEM Mean RSE (%)
14 27.5 0.48 0.05 0.04 0.01 0.63 0.05 1.15 6.2

15 27.4 0.43 0.04 0.04 0.01 0.71 0.06 1.19 6.5

All ages 27.4 0.46 0.03 0.04 0.01 0.67 0.04 1.17 4.5
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Figure 1: Percentage of DMFT index represented by Decayed, Missing and Filled components 

Figure 2: Proportion of teenagers caries free (DMFT=0) and D/DMFT percent by age 
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Significant Caries Indices

The significant caries indices for permanent teeth 
of teenagers most affected by decay experience 
are shown in Table 9 and Figure 3. For teenagers 
with the highest 30% of DMFT scores (SiC), average 
DMFT scores were 3.38 teeth among 14 year olds 
and 3.52 teeth among 15 year olds (Table 9). These 
values were approximately 3 times greater than the 
average DMFT for their respective age groups and 
around 30% greater than the average DMFT among 
teenagers who have ever experienced dental 
decay in their permanent teeth (DMFT>0).

Among teenagers with the highest 10% of DMFT 
scores (SiC10), average DMFT scores were 5.79 
teeth among 14 year olds and 5.54 among 15 year 
olds (Table 9). These values were around 5 times 
greater than the average DMFT for their respective 
age groups and around twice that of the average 
DMFT among teenagers who have ever experienced 
dental decay in their permanent teeth (DMFT>0). 
This indicates that a minority of teenagers have 
very high decay experience in their permanent 
teeth.

Table 9: Significant caries indices by age

Age (years) SiC SiC10 DMFT DMFT>0

Mean SEM Mean SEM Mean RSE (%) Mean RSE (%)
14 3.38 0.18 5.79 0.32 1.15 6.2 2.57 4.3

15 3.52 0.20 5.54 0.25 1.19 6.5 2.67 4.5

All ages 3.45 0.13 5.63 0.16 1.17 4.5 2.61 3.1

Surface level dental caries experience
The mean number of permanent tooth surfaces with decay experience (DMFS) was 1.81 surfaces among 14 
year olds and 1.77 surfaces among 15 year olds (Table 10). 

The mean DMFS for teenagers aged 14 to 15 years was 1.79 surfaces, which is approximately 27–36% greater 
than mean DMFT scores (Table 8). There were approximately 24–30% more clinically decayed surfaces than 
there were clinically detectable decayed teeth. 

Table 10: Surface level caries experience by age

Age (years) Teeth 
present

Decayed (DS) Missing (MS) Filled (FS) DMFS

Mean SEM Mean SEM Mean SEM Mean RSE (%)
14 27.5 0.68 0.08 0.17 0.05 0.96 0.08 1.81 7.7

15 27.4 0.53 0.06 0.20 0.07 1.04 0.09 1.77 7.3

All ages 27.4 0.61 0.05 0.19 0.04 1.00 0.06 1.79 5.3

Most of the decay experienced by teenagers was on the occlusal surface of permanent teeth (D+F=0.88; 
Table 11), however, more untreated decay was recorded on smooth surfaces (D=0.19; Table 11).

Table 11: Caries experience by surface type

Age (years) All DMFT DMFT > 0

Smooth Approximal Occlusal Smooth Approximal Occlusal

D F D F D F D F D F D F
14 0.25 0.27 0.16 0.12 0.02 0.83 0.55 0.60 0.35 0.27 0.04 1.85

15 0.13 0.29 0.09 0.13 0.02 0.89 0.30 0.66 0.20 0.30 0.04 2.01

All ages 0.19 0.28 0.13 0.13 0.02 0.86 0.43 0.63 0.28 0.29 0.04 1.92
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The original sampling frame was based on the 
former Area Health Services. However, given that 
Local Health Districts (LHDs) are now responsible 
for delivering dental services, data have been 
analysed for the new LHDs. This change is of 
practical value but has resulted in some small 
sample sizes in CCLHD and SNSWLHD. Therefore, 
the results for these LHDs should be viewed with 
some caution. 

Decay experience in the permanent teeth of 
teenagers for 14 NSW LHDs is shown in Table 12 

and Figure 3. Due to low sample size, no data were 
analysed for FWLHD. 

Decay experience among teenagers varied between 
LHDs, with mean DMFT scores ranging from 0.52 
teeth per teenager in HNELHD to 2.97 teeth per 
teenager in MNCLHD (Table 12). The mean DMFT 
among 14 to 15 year old teenagers in NSW was 1.17 
teeth per teenager. The mean number of detectable 
decayed permanent teeth was highest in MNCLHD 
(1.56 teeth) and lowest in SLHD (0.13 teeth). 

Table 12: Decayed, missing and filled teeth and DMFT index by Local Health District

LHD Number of 
teenagers

Decayed (D) Missing (M) Filled (F) DMFT

Mean SEM Mean SEM Mean SEM Mean (95% CI) RSE (%)
SLHD 78 0.13 0.06 0.03 0.02 0.54 0.11 0.71 (0.15–1.26) 17.2

SWSLHD 144 0.58 0.09 0.05 0.03 0.66 0.12 1.29 (0.77–1.80) 12.4

SESLHD 92 0.20 0.06 0.00 0.00 1.15 0.17 1.36 (0.98–1.73) 14.3

ISLHD 60 0.43 0.10 0.07 0.03 0.71 0.15 1.21 (0.79–1.62) 17.9

WSLHD 72 0.83 0.19 0.04 0.05 0.79 0.19 1.67 (1.31–2.03) 15.8

NBMLHD 87 0.32 0.09 0.06 0.05 0.83 0.16 1.21 (0.67–1.75) 15.3

NSLHD 94 0.32 0.08 0.01 0.01 0.48 0.11 0.81 (0.35–1.27) 16.7

CCLHD* 25 0.33 0.15 0.00 0.00 0.14 0.08 0.47 (0.00–1.13) 37.3

HNELHD 168 0.20 0.05 0.02 0.01 0.30 0.06 0.52 (0.25–0.78) 15.0

NNSWLHD 112 0.74 0.11 0.05 0.04 1.08 0.16 1.87 (1.19–2.54) 12.3

MNCLHD 95 1.56 0.23 0.10 0.04 1.31 0.23 2.97 (1.73–4.21) 12.4

SNSWLHD* 42 0.20 0.11 0.04 0.03 0.37 0.14 0.60 (0.00–1.94) 30.6

MLHD 77 0.16 0.06 0.02 0.02 0.60 0.13 0.78 (0.54–1.02) 18.6

WNSWLHD 110 0.68 0.12 0.12 0.05 0.80 0.12 1.60 (0.92–2.27) 11.2

NSW 1,256 0.46 0.03 0.04 0.01 0.67 0.04 1.17 (1.04–1.29) 4.5

* Relative standard error is greater than 25%, indicating that 
the estimate is not reliable and should be used with caution.  

SECTION THREE 

Teenage dental caries experience by  
Local Health District
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Figure 3: Decayed, missing and filled teeth by Local Health District  
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The percentage of teenagers who had never 
experienced decay in their permanent teeth ranged 
from a high of 67.5% in HNELHD to a low of 30.8% 
in MNCLHD, with an average of 54.6% of teenagers 
across NSW (Table 13; Figure 4). 

The percentage of decay experience represented 
as untreated decayed permanent teeth varied 
across the LHDs, ranging from 14.7% in SESLHD to 
52.5% in MNCLHD (Table 13). In the whole of NSW, 
the D/DMFT proportion among teenagers 
averaged 39.3%.

Table 13: Proportion caries free (DMFT=0) and untreated decay proportion (%D/DMFT) by  
Local Health District

Local Health District
Caries free 
(DMFT=0)

Untreated decay 
(D/DMFT)

% (95% CI) %
SLHD 62.8 (44.1–81.6) 18.3

SWSLHD 48.6 (40.5–56.8) 45.0

SESLHD 48.8 (38.0–59.6) 14.7

ISLHD 52.0 (37.8–66.2) 35.5

WSLHD 44.3 (32.4–56.3) 49.7

NBMLHD 56.1 (45.4–66.7) 26.4

NSLHD 63.6 (50.5–76.7) 39.5

CCLHD* 72.8 (61.7–83.9) 70.2

HNELHD 67.5 (55.2–79.8) 38.5

NNSWLHD 37.3 (29.0–45.6) 39.6

MNCLHD 30.8 (21.7–39.9) 52.5

SNSWLHD* 71.2 (49.6–92.8) 33.3

MLHD 65.3 (57.0–73.7) 20.5

WNSWLHD 39.6 (29.6–49.6) 42.5

NSW 54.6 (50.8–58.3) 39.3

* Relative standard error is greater than 25%, indicating that 
the estimate is not reliable and should be used with caution
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Figure 4: Proportion caries free (DMFT=0) and untreated decay proportion (D/DMFT) by 
Local Health District

* Relative standard error is greater than 25%, indicating that the estimate is not reliable and should be used with caution; 
Horizontal bars represent the 95% confi dence interval for the proportion caries free (DMFT=0)
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Across LHDs, the mean number of permanent tooth surfaces with decay experience (DMFS) varied from a 
low of 0.83 surfaces in HNELHD to a high of 4.94 surfaces in MNCLHD (Table 14). The mean number of 
detectable decayed surfaces was highest in MNCLHD (2.16 surfaces) and lowest in SLHD and MLHD (0.16 
surfaces). Untreated decayed surfaces, as a proportion of the mean DMFS (%D/DMFS), was highest in 
WSLHD (50.8%) and lowest in SESLHD (11.0%). 

Table 14: Decayed, missing and filled surfaces and DMFS index by Local Health District

LHD

Decayed (D) Missing (M) Filled (F) DMFS

Mean D/DMFS 
(%)

Mean M/DMFS 
(%)

Mean F/DMFS 
(%)

Mean (95% CI) RSE (%)

SLHD 0.16 16.5 0.15 15.5 0.66 68.0 0.97 (0.15–1.79) 18.4

SWSLHD 0.65 34.2 0.25 13.2 1.00 52.6 1.90 (1.12–2.67) 13.8

SESLHD 0.20 11.0 0.00 0.0 1.62 89.0 1.82 (1.27–2.37) 16.3

ISLHD 0.69 30.5 0.36 15.9 1.20 53.1 2.26 (1.12–3.40) 20.8

WSLHD 1.33 50.8 0.21 8.0 1.08 41.2 2.62 (1.38–3.86) 20.0

NBMLHD 0.45 22.2 0.30 14.8 1.28 63.1 2.03 (1.24–2.82) 18.1

NSLHD 0.33 32.7 0.07 6.9 0.61 60.4 1.01 (0.41–1.60) 17.3

CCLHD* 0.47 67.1 0.00 0.0 0.24 34.3 0.70 (0.00–1.86) 38.4

HNELHD 0.24 28.9 0.07 8.4 0.52 62.7 0.83 (0.43–1.22) 16.1

NNSWLHD 0.87 31.8 0.25 9.1 1.62 59.1 2.74 (1.55–3.92) 14.2

MNCLHD 2.16 43.7 0.51 10.3 2.27 46.0 4.94 (2.20–7.68) 14.8

SNSWLHD* 0.20 18.5 0.20 18.5 0.68 63.0 1.08 (0.00–4.08) 34.1

MLHD 0.16 16.5 0.09 9.3 0.72 74.2 0.97 (0.75–1.18) 21.6

WNSWLHD 0.85 29.8 0.61 21.4 1.39 48.8 2.85 (1.13–4.57) 15.7

NSW 0.61 34.1 0.19 10.6 1.00 55.9 1.79 (1.56–2.02) 5.3

* Relative standard error is greater than 25%, indicating that 
the estimate is not reliable and should be used with caution 
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Table 15 shows that the most common surface to have a restoration (F) is the occlusal surface, ranging 
from 0.36 in SLHD to 2.05 in MNCLHD. Correspondingly, untreated decay was very uncommon or non-
existent on occlusal surfaces, and was most common on smooth surfaces, ranging from 0.01 surfaces in 
NSLHD to 0.53 in WSLHD.

Table 15: Decayed, missing and filled surfaces by surface type and DMFS index by Local Health District

LHD Smooth Approximal Occlusal DMFS

D F D F D F Mean RSE (%)
SLHD 0.09 0.27 0.02 0.07 0.00 0.36 0.97 18.4

SWSLHD 0.19 0.28 0.05 0.12 0.02 0.99 1.90 13.8

SESLHD 0.07 0.44 0.03 0.15 0.02 1.11 1.82 16.3

ISLHD 0.23 0.24 0.19 0.20 0.06 0.98 2.26 20.8

WSLHD 0.53 0.32 0.30 0.09 0.03 1.13 2.62 20.0

NBMLHD 0.17 0.36 0.09 0.21 0.04 0.85 2.03 18.1

NSLHD 0.01 0.12 0.04 0.04 0.01 0.72 1.01 17.3

CCLHD* 0.17 0.02 0.00 0.08 0.00 0.44 0.70 38.4

HNELHD 0.08 0.19 0.04 0.08 0.00 0.37 0.83 16.1

NNSWLHD 0.22 0.44 0.29 0.17 0.01 1.37 2.74 14.2

MNCLHD 0.39 0.66 0.82 0.48 0.03 2.05 4.94 14.8

SNSWLHD* 0.06 0.20 0.05 0.13 0.00 0.42 1.08 34.1

MLHD 0.06 0.09 0.00 0.05 0.03 0.64 0.97 21.6

WNSWLHD 0.29 0.55 0.18 0.27 0.00 0.95 2.85 15.7

NSW 0.19 0.28 0.13 0.13 0.02 0.86 1.79 5.3

* Relative standard error is greater than 25%, indicating that 
the estimate is not reliable and should be used with caution.
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The variation in decay experience in permanent teeth among teenagers across NSW is also evident for 
those with the highest 30% of DMFT values (SiC) with a low of 1.73 teeth per teenager in HNELHD to a high 
of 6.95 teeth per teenager in MNCLHD (Figure 5 and Table 16).

Decay experience among teenagers with the highest 10% of DMFT values (SiC10) showed further disparities, 
ranging from 3.03 teeth per teenager in HNELHD to 10.77 teeth per teenager in MNCLHD. For NSW, SiC 
and SiC10 values in the permanent teeth of teenagers were on average 3.47 and 5.56 teeth, respectively.

Table 16: Significant Caries indices (SiC and SiC10) by Local Health District  

Local Health 
District

SiC SiC10 DMFT DMFT>0

Mean (95% CI) Mean (95% CI) Mean (95% CI) Mean (95% CI)
SLHD 2.11 (1.25–2.97) 3.13 (1.98–4.29) 0.71 (0.15–1.26) 1.90 (1.19–2.61)

SWSLHD 3.37 (2.47–4.27) 5.26 (4.16–6.37) 1.29 (0.77–1.80) 2.58 (1.82–3.34)

SESLHD 3.53 (2.45–4.62) 5.48 (4.73–6.24) 1.36 (0.98–1.73) 2.69 (1.98–3.40)

ISLHD 3.38 (3.17–3.60) 4.96 (4.33–5.59) 1.21 (0.79–1.62) 2.51 (0.75–4.28)

WSLHD 4.27 (3.18–5.36) 6.70 (5.41–7.99) 1.67 (1.31–2.03) 2.99 (2.11–3.87)

NBMLHD 3.29 (2.97–3.61) 4.72 (3.91–5.53) 1.21 (0.67–1.75) 2.75 (2.28–3.22)

NSLHD 2.54 (2.16–2.92) 3.57 (2.49–4.65) 0.81 (0.35–1.27) 2.33 (1.98–2.68)

CCLHD* 1.87 (1.09–2.65) 2.52 (0.00–6.44) 0.47 (0.00–1.13) 1.72 (0.73–2.71)

HNELHD 1.73 (1.36–2.10) 3.03 (2.15–3.91) 0.52 (0.25–0.78) 1.72 (1.34–2.10)

NNSWLHD 4.75 (3.31–6.20) 7.39 (5.36–9.41) 1.87 (1.19–2.54) 2.98 (2.28–3.68)

MNCLHD 6.95 (5.18–8.72) 10.77 (5.30–16.23) 2.97 (1.73–4.21) 4.29 (3.01–5.58)

SNSWLHD* 2.10 (0.90–3.31) 3.34 (0.00–14.03) 0.60 (0.00–1.94) 2.10 (0.90–3.31)

MLHD 2.37 (1.76–2.99) 3.63 (2.92–4.34) 0.78 (0.54–1.02) 2.24 (1.57–2.92)

WNSWLHD 4.14 (3.51–4.77) 5.65 (3.15–8.16) 1.60 (0.92–2.27) 2.69 (1.93–3.44)

NSW 3.47 (3.22–3.72) 5.56 (5.23–5.89) 1.17 (1.04–1.29) 2.61 (2.42–2.81)
 

* Relative standard error is greater than 25%, indicating that 
the estimate is not reliable and should be used with caution  
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Figure 5: Significant Caries indices (SiC and SiC10) by Local Health District

* Relative standard error is greater than 25%, indicating that the estimate is not reliable and should be used with caution; 
Horizontal bars represent the 95% confi dence interval for SiC and SiC10    
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Fissure sealed permanent teeth
The presence of fissure sealants in permanent 
teeth by age group is shown in Table 17. In the 
2007 NSW Child Dental Health Survey, 12 year olds 
had an average of 0.53 fissure sealants per child 
(NSW Health, COHS 2009). This compares with 
0.96 for participants in this Survey, with teenagers 
who had a fissure sealant having on average 3.41 
sealants. Fissure sealants were less common among 
teenagers with no permanent caries experience 
(DMFT=0) than among those who have decay 
experience in their permanent teeth (DMFT>0). 
This observation reflects the increased use of 
fissure sealants in teenagers who have past decay 
experience, as mandated by NSW Policy Directive 
PD2013_025 Pit and Fissure Sealants: Use of in 
Oral Health Services, NSW (NSW Health, 2013).

There was considerable variation across LHDs in 
the proportion of teenagers who have at least one 
fissure sealant in their permanent teeth, varying 
from a low of 12.9% in SWSLHD to a high of 51.7% 
in SESLHD (Table 18). In SLHD, more teenagers 
without permanent decay experience (DMFT=0) had 
a fissure sealant than teenagers with permanent 
decay experience (DMFT>0). In some LHDs, the 
proportion of teenagers with a fissure sealant was 
higher among teenagers with permanent decay 
experience (DMFT>0); for example, 4.4 times 
higher in WSLHD.

Table 17: Fissure sealants in permanent teeth by age
Age (years) Weighted 

number of 
Teenagers

Percent 
with Fs 
(%)

Mean 
Fs

Mean 
Fs 
(Fs>0)

DMFT=0 DMFT>0

Weighted 
number of 
Teenager

Percent 
with Fs 

(%)

Weighted 
number of 
Teenager

Percent 
with Fs 

(%)
14 96,109 27.8 0.97 3.48 52,546 27.6 43,563 28.0

15 87,539 28.6 0.96 3.35 47,650 21.9 39,890 36.5

All ages 183,648 28.1 0.96 3.41 100,196 24.9 83,453 32.0

Table 18: Fissure sealants in permanent teeth by Local Health District
AHS Weighted 

number of 
teenagers

Percent 
with Fs 
(%)

Mean 
Fs

Mean 
Fs 
(Fs>0)

DMFT=0 DMFT>0

Weighted 
number of 
teenagers

Percent 
with Fs 

(%)

Weighted 
number of 
teenagers

Percent 
with Fs 

(%)
SLHD 9,660 36.8 1.46 3.97 6,070 43.0 3,590 26.4

SWSLHD 22,441 12.9 0.50 3.86 10,914 12.4 11,527 13.4

SESLHD 16,443 51.7 1.93 3.74 8,031 52.0 8,412 51.3

ISLHD 10,119 15.6 0.31 2.02 5,262 14.4 4,857 16.9

WSLHD 25,815 23.2 0.71 3.07 11,449 8.1 14,367 35.3

NBMLHD 10,240 36.4 1.06 2.90 5,740 32.5 4,500 41.5

NSLHD 20,025 33.7 1.36 4.04 12,734 30.5 7,291 39.3

CCLHD* 8,968 35.2 1.18 3.35 6,527 27.6 2,441 55.6

HNELHD 23,440 20.1 0.68 3.40 15,813 21.3 7,627 17.7

NNSWLHD 8,128 38.8 1.02 2.64 3,032 33.5 5,096 41.9

MNCLHD 5,867 36.2 1.21 3.34 1,808 33.0 4,059 37.6

SNSWLHD* 5,622 38.8 1.52 3.91 4,005 32.4 1,617 54.7

MLHD 8,252 18.9 0.45 2.37 5,392 13.4 2,860 29.4

WNSWLHD 8,628 20.8 0.63 3.04 3,419 17.1 5,209 23.2

NSW 183,648 28.1 0.96 3.41 100,196 24.9 83,453 32.0

* Relative standard error is greater than 25%, indicating that the estimate is not reliable and should be used with caution.
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SECTION FOUR  

Decay experience 

Decay experience by immediate treatment need 
Teenagers who required immediate dental 
treatment were identified as those with: existing 
pain; abscessed, grossly decayed, avulsed or 
fractured teeth; and/or generalised periodontal 
(gum) problems.

Of the 1,250 teenagers surveyed who had 
immediate treatment need status recorded, 65 
(5.2%) were identified as requiring immediate 
dental treatment (Table 19).

The mean DMFT (2.52 teeth) of teenagers 
requiring immediate treatment was more than 
twice the mean DMFT (1.09 teeth) of teenagers 
who did not require immediate treatment (Table 
20). Similarly, the mean DMFS (4.22 surfaces) of 
teenagers of those requiring immediate treatment 
was more than 2.5 times higher than the mean 
DMFS (1.65 surfaces) of teenagers who did not 
require immediate treatment (Table 20). 

Teenagers requiring immediate treatment had on 
average more than 3 times the number of untreated 
decayed permanent teeth (1.26 teeth) than 
teenagers who did not require immediate 
treatment (0.41 teeth)(Table 20). In addition, 
teenagers requiring immediate treatment were 
more likely to have past decay experience in their 
permanent teeth (57.1%), than teenagers not 
requiring immediate treatment (9.6%)(Table 20).

In NSW, teenagers with immediate treatment 
needs had significantly more severe decay 
experience than teenagers who did not require 
immediate treatment. This is consistent with the 
National Child Dental Health Survey in 2003–04 
(AIHW DSRU, 2010) where across all age groups, 
teenagers requiring immediate treatment had 
considerably higher levels of decay experience than 
those who did not require immediate treatment. 
The burden of treatment need is largely due to the 
high levels of clinically detectable untreated 
decayed teeth in the permanent dentition.

Table 19: Number of teenagers by age and by immediate treatment need status
Number of teenagers (unweighted) Age (years) All ages %

14 15
No immediate treatment needed 619 566 1,185 94.8

Immediate treatment needed 38 27 65 5.2

NSW 657 593 1,250 100

Table 20: Decay experience by immediate treatment need status
Decay experience No immediate treatment 

needed
Immediate treatment 

needed
NSW

Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%)
Decayed, missing and 
filled teeth (DMFT)

1.09 (0.97–1.21) 5.5 2.52 (1.77–3.26) 14.3 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS)

1.65 (1.43–1.87) 6.6 4.22 (2.58–5.87) 18.8 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.41 (0.31–0.51) 12.1 1.26 (0.82–1.71) 16.9 0.46 (0.36–0.56) 10.8

Proportion caries free 
(DMFT=0)

57.1 (53.1–61.2) 3.5 9.6 (3.1–16.1) 33.8 54.6 (50.8–58.3) 3.5
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Decay experience by fluoridation status 
Water fluoridation is the most cost-effective, 
socially equitable and safe means of providing 
protection from tooth decay and is hailed as one of 
the ‘Top 10 Public Health Measures of the 
Twentieth Century’ by the US Centers for Disease 
Control and Prevention (CDC, 1999). Fluoridation of 
community drinking water supplies involves 
adjusting the level of fluoride in the water to 
achieve a concentration of approximately 1 ppm. 
Fluoride has the effect of making teeth more 
resistant to demineralisation by acids produced by 
microorganisms living on and around the teeth and 
therefore reduces dental decay.

The Child Dental Health Survey in 2002 reported 
that children from areas with community water 
fluoridation schemes had on average fewer 
decayed, missing and filled teeth, and less 
untreated dental decay than children from areas 
with a low concentration of fluoride in drinking 
water (AIHW DSRU, 2007).

Mapping the postcode of residence of 1,256 
teenagers surveyed, to a water fluoridation 
database maintained by COHS, showed that 
approximately 80.2% of teenagers had access to 
fluoridated water in 2010 (Table 21).

The mean DMFT (1.09 teeth) of teenagers from 
fluoridated areas was 35% less than the mean 
DMFT (1.68 teeth) of teenagers from un-fluoridated 
areas (Table 22). The mean number of untreated 
decayed permanent teeth (0.41 teeth) of teenagers 
from fluoridated areas was almost half that (0.80 
teeth) of teenagers from un-fluoridated areas 
(Table 22).

Teenagers from fluoridated areas (56.0%) were 
less likely to have had past decay experience in 
their permanent teeth, than teenagers (45.0%) 
from un-fluoridated areas (Table 22).

Consistent with national findings (AIHW DSRU, 2007), 
NSW teenagers who had access to fluoridated 
water experienced less dental decay than teenagers 
from un-fluoridated areas. The observed differences 
will need to be interpreted in terms of the limitations 
in using place of residence to determine the water 
fluoridation status. For example, some locations 
may source their water from different councils and 
hence fluoridation status cannot be determined 
from place of residence alone. Where councils have 
only started fluoridating their water supplies within 
the last five years, these were coded as 
un-fluoridated as many of these teenagers would 
not have had lifetime exposure to fluoride. Despite 
these potential biases, water fluoridation shows a 
considerable protective benefit to the community.

Table 21: Number of teenagers by fluoridation status
Number of teenagers (unweighted) Age (years) All ages %

14 15
Fluoridated 527 480 1,007 80.2

Un-fluoridated 133 116 249 19.8

NSW 660 596 1,256 100

Table 22: Decay experience by fluoridation status
Decay experience Fluoridated Un-fluoridated NSW

Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%)
Decayed, missing and 
filled teeth (DMFT)

1.09 (0.96–1.22) 6.1 1.68 (1.17–2.20) 14.6 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS)

1.65 (1.41–1.90) 7.5 2.69 (1.70–3.69) 17.6 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.41 (0.30–0.51) 12.8 0.80 (0.48–1.12) 19.1 0.46 (0.36–0.56) 10.8

Proportion caries free 
(DMFT=0)

56.0 (51.8–60.2) 3.8 45.0 (33.3–56.7) 13.0 54.6 (50.8–58.3) 3.5
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Fluorosis by fluoridation status
Fluoridation of community water is aimed at 
reaching concentrations of fluoride of approximately 
1 ppm. This concentration is effective in preventing 
dental decay, but also avoids an increase in the 
prevalence of dental fluorosis. Fluorosis is a 
discolouration of the tooth enamel that, in severe 
cases, appears as white or brown marks and pits 
on the tooth surface. 

Fluorosis is commonly measured using the 
Thylstrup and Fejerskov (TF) Index (Fejerskov et 
al. 1998) with the presence of fluorosis defined as a 
TF score of 1 or more on either of the maxillary 
central incisors. The Survey recorded the fluorosis 
level observed on both the maxillary central 
incisors using the TF index. Teeth were excluded if 
they had a tooth coloured filling, orthodontic 
braces were present at the time of the examination 
or in the past, or teeth were partly erupted.

The Survey showed that the majority of teenagers 
did not have any detectable fluorosis in their 
permanent maxillary central incisors, with 83.5% 
and 88.5% of teenagers from fluoridated and 
un-fluoridated areas, respectively (Table 23).  
Of the teenagers surveyed, 16.3% of teenagers 
from fluoridated areas had barely detectable or 
perceptible fluorosis (TF=1 or 2), compared with 
10.0% of teenagers from un-fluoridated areas 
(Table 23). Only 0.3% of teenagers from fluoridated 
areas had mild to moderate fluorosis (TF=3–5), 
compared with 1.4% of teenagers from 
un-fluoridated areas (Table 23). 

For all 14 and 15 year olds, there was a slight increase 
in the prevalence of fluorosis among teenagers 
from fluoridated areas compared to those from 
un-fluoridated areas. This slight increase in 
prevalence does not appear to be significant.

Table 23: Fluorosis experience by fluoridation status

Fluorosis category* Fluoridated Un-fluoridated NSW

% (95% CI) % (95% CI) % (95% CI)
14 year olds

Normal (TF = 0) 85.0 (80.5–89.6) 86.1 (78.9–93.2) 85.2 (81.1–89.2)

Barely detectable/ perceptible (TF = 1, 2) 14.9 (10.4–19.5) 11.9 (7.0–16.7) 14.5 (10.6–18.4)

Mild (TF = 3) 0.1 (0.0–0.2) 2.0 (0.0–5.8) 0.3 (0.0–0.9)

Moderate (TF = 4, 5) 0 (–) 0 (–) 0 (–)

15 year olds

Normal (TF = 0) 81.7 (76.3–87.0) 91.7 (86.4–97.0) 82.9 (78.1–87.7)

Barely detectable/ perceptible (TF = 1, 2) 17.8 (12.5–23.0) 7.6 (2.9–12.3) 16.5 (11.8–21.2)

Mild (TF = 3) 0.3 (0.0–0.7) 0.7 (0.0–1.9) 0.3 (0.0–0.7)

Moderate (TF = 4, 5) 0.2 (0.0–0.7) 0 (–) 0.2 (0.0–0.6)

All ages

Normal (TF = 0) 83.5 (80.0–87.0) 88.5 (83.4–93.6) 84.1 (81.0–87.3)

Barely detectable/ perceptible (TF = 1, 2) 16.3 (12.8–19.7) 10.0 (6.4–13.7) 15.4 (12.3–18.5)

Mild (TF = 3) 0.2 (0.0–0.3) 1.4 (0.0–3.6) 0.3 (0.0–0.7)

Moderate (TF = 4, 5) 0.1 (0.0–0.3) 0 (–) 0.1 (0.0–0.3)

* TF values refer to the Thylstrup and Fejerskov Index 
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Decay experience by socioeconomic status
In NSW and Australia, there is generally an inverse 
association between socioeconomic status and 
various health outcomes (NSW Health, 2006; AIHW, 
2008). The National Child Dental Health Survey in 
2001 showed that for any age, teenagers from 
lower socioeconomic areas had more permanent 
teeth decay experience than those from higher 
socioeconomic areas (AIHW DSRU, 2006).

The Survey used the Index of Relative Socio-
Economic Disadvantage (IRSD), one of four  
Socio-Economic Indexes for Areas (SEIFA) 
developed by the Australian Bureau of Statistics 
based on census data, to assign IRSD scores to the 
Statistical Local Area (SLA) of residence of survey 
participants. IRSD scores were grouped into 
quintiles that contain approximately one-fifth of 
the total population (Table 24).

The Survey showed that mean DMFT scores 
generally increased with decreasing socioeconomic 
status (SES), where teenagers from the lowest 
socioeconomic areas had considerably more decay 
experience (DMFT=1.53) than teenagers from the 
highest and second highest socioeconomic areas 
(DMFT=1.07 and 0.93, respectively)(Table 25). 
Similarly, teenagers from the lowest socioeconomic 
areas had significantly higher mean DMFS scores 
(2.58 surfaces) than teenagers from the highest and 
second highest socioeconomic areas (1.40 surfaces).

Table 24: Number of teenagers by age and socioeconomic status

Number of teenagers (unweighted) Age (years) All ages %
14 15

Most advantaged 109 90 199 15.8

Second most advantaged 114 109 223 17.8

Middle quintile 129 119 248 19.7

Second most disadvantaged 155 152 307 24.4

Most disadvantaged 153 126 279 22.2

NSW 660 596 1,256 100
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Teenagers from the lowest socioeconomic areas 
had more untreated decayed permanent teeth 
(0.74 teeth) than teenagers from the highest and 
second highest socioeconomic areas (0.34 and 
0.36 teeth, respectively)(Table 25).

Teenagers from the highest and second highest 
socioeconomic areas were less likely to have had 
past decay experience in their permanent teeth 
(55.1% and 61.7% caries free, respectively) than 
teenagers from the lowest socioeconomic areas for 
their age group (49.2%)(Table 25).

A socioeconomic gradient exists for all oral health 
indicators, with teenagers in the lowest socioeconomic 
group having more decay experience in their 
permanent teeth than teenagers from the highest 
socioeconomic groups. The mean DMFT for 
teenagers in the lowest socioeconomic group was 
more than 1.4 times higher than for those in the 
highest and second highest socioeconomic groups. 
Similarly, teenagers in the lowest socioeconomic 
group had more than twice the average number of 
untreated decayed teeth than teenagers from the 
highest and second highest socioeconomic groups. 
Furthermore, teenagers from the highest 
socioeconomic areas were less likely to have 
experienced decay in their permanent teeth than 
teenagers from the lowest socioeconomic areas.

Table 25: Decay experience by socioeconomic status 

Decayed, missing and filled teeth (DMFT) Mean (95% CI) RSE (%)
Most advantaged 1.07 (0.84–1.30) 10.4

Second most advantaged 0.93 (0.59–1.27) 18.2

Middle quintile 1.27 (0.96–1.58) 11.9

Second most disadvantaged 1.05 (0.79–1.30) 12.0

Most disadvantaged 1.53 (1.22–1.83) 9.8

NSW 1.17 (1.04–1.29) 4.5

Decayed, missing and filled surface (DMFS) Mean (95% CI) RSE (%)
Most advantaged 1.40 (1.07–1.74) 11.6

Second most advantaged 1.40 (0.89–1.91) 17.9

Middle quintile 1.98 (1.31–2.64) 16.6

Second most disadvantaged 1.60 (1.14–2.06) 14.3

Most disadvantaged 2.58 (2.03–3.14) 10.6

NSW 1.79 (1.56–2.02) 5.3

Decayed teeth (D) Mean (95% CI) RSE (%)
Most advantaged 0.34 (0.21–0.47) 18.1

Second most advantaged 0.36 (0.22–0.49) 17.9

Middle quintile 0.42 (0.21–0.64) 25.0

Second most disadvantaged 0.44 (0.26–0.61) 19.8

Most disadvantaged 0.74 (0.43–1.04) 20.4

NSW 0.46 (0.36–0.56) 10.8

Proportion caries free (DMFT=0) Mean (95% CI) RSE (%)
Most advantaged 55.1 (47.3–62.8) 7.0

Second most advantaged 61.7 (53.4–70.0) 6.7

Middle quintile 54.9 (46.8–63.1) 7.4

Second most disadvantaged 52.0 (43.3–60.7) 8.4

Most disadvantaged 49.2 (41.1–57.3) 8.2

NSW 54.6 (50.8–58.3) 3.5



PAGE 30 NSW HEALTH NSW Teen Dental Survey 

Decay experience by Income Level of Parent(s) 
In NSW, all residents over the age of 18 years who 
are eligible for Medicare and hold one of the 
Centrelink Concession Cards (Health Care Card, 
Pensioner Concession Card or Commonwealth 
Seniors Health Card) can access free oral health 
care in public dental clinics (NSW Health, 2009). 

Concession cardholders comprise a proportion  
of the adult population who are financially 
disadvantaged, for example age pensioners and 
the unemployed. They experience a higher 
prevalence of dental disease than non-cardholders, 
which is related to their socioeconomic status 
(AIHW DSRU, 2008).

The Survey asked parents and guardians of survey 
participants whether they were eligible for Family 
Tax Benefit Part A and their income range. The low 
income threshold was set at $60,000 per annum, 
to include the general financial eligibility of a Low 
Income Health Care Card issued by Centrelink. 
These cards have an income threshold of up to 
$56,420 per annum (Department of Human 
Services, 2013).

Of 1,120 teenagers whose parents/guardians 
reported household income, 41.4% lived in a family 
classified as being a low income household (Table 26).

The mean DMFT (1.50 teeth) of teenagers living in 
a low income household was significantly higher 
than the mean DMFT (0.91 teeth) of teenagers living 
in a high income household (Table 27). Likewise, 
teenagers living in a low income household had a 
higher mean DMFS (2.33 surfaces) than their peers 
living in a high income household (1.34 surfaces)
(Table 27).

Teenagers living in a low income household had 
more than 1.6 times the average number of 
untreated decayed permanent teeth (0.58 teeth) 
than those from high income households (0.36 
teeth)(Table 27). Teenagers from low income 
households were significantly more likely to have 
had past decay experience in their permanent 
teeth (45.0%) than individuals from high income 
households (61.7%)(Table 27).

The Survey showed that teenagers from low 
income households experience more dental decay 
in their permanent teeth than teenagers from 
households in the higher income brackets. These 
differences in decay experience by family income 
status are also reflected in the oral health of adults 
in NSW where low income households have 1.4 times 
the prevalence of decay experience compared with 
high income households (16.6 versus 11.5 DMFT; 
AIHW DSRU, 2008).

Table 26: Number of teenagers by income level of parent(s)
Number of teenagers (unweighted) Age (years) All ages %

14 15
High income household (>$60,000 pa) 353 303 656 58.6

Low income household (≤$60,000 pa) 242 222 464 41.4

NSW 595 525 1,120 100

Table 27: Decay experience by fluoridation status
Decay experience High income household 

(>$60,000 pa)
Low income household 

(≤$60,000 pa)
NSW

Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%)
Decayed, missing and 
filled teeth (DMFT)

0.91 (0.77–1.04) 7.6 1.50 (1.30–1.70) 6.7 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS)

1.34 (1.12–1.56) 8.3 2.33 (1.96–2.70) 8.0 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.36 (0.26–0.47) 14.1 0.58 (0.44–0.73) 12.3 0.46 (0.36–0.56) 10.8

Proportion caries free 
(DMFT=0)

61.7 (57.4–66.1) 3.6 45.0 (39.2–50.8) 6.5 54.6 (50.8–58.3) 3.5
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Decay experience by remoteness 
In NSW and Australia, people living in rural and 
remote areas experience poorer general health 
than people living in metropolitan areas (NSW 
Health, 2006; AIHW, 2008). The Child Dental 
Health Survey in 2001 showed that teenagers in 
rural and remote areas had more permanent teeth 
decay experience than those from metropolitan 
areas (AIHW DSRU, 2006).

The Survey used the Accessibility-Remoteness 
Index of Australia Plus (ARIA+) to assign Australian 
Standard Geographical Classification (ASGC) 
Remoteness categories to the SLA of residence of 
survey participants (ABS, 2001). 

Most of the teenagers surveyed resided in Major 
cities, followed by Inner Regional areas. Fewer 
teenagers resided in Outer Regional and Remote 
areas. For ease of interpretation, teenagers from 
Regional and Remote areas were combined (Table 28). 

Teenagers living in Major cities had a mean DMFT 
of 1.16 teeth, only slightly less than the mean DMFT 
of 1.19 teeth among teenagers from Regional and 
Remote areas (Table 29). Teenagers from Regional 
and Remote areas had a higher mean DMFS (1.92 
surfaces) than teenagers from Major Cities (1.72 

surfaces). Teenagers from Regional and Remote 
areas, had on average, slightly more untreated 
decayed teeth (0.50 teeth) than teenagers from 
major cities (0.43 teeth).

Teenagers from Major Cities were less likely to have 
had past decay experience in their permanent 
teeth (54.8%) than teenagers from Regional and 
Remote areas (54.1%)(Table 29).

Several factors are known to contribute to the 
differences observed, including geographic 
isolation, socioeconomic disadvantage, lack of 
dental services, limited access to dental services, 
and the poorer dental health among Aboriginal 
people who comprise a significant proportion of 
the population in rural and remote areas (AIHW, 
2008). The Survey had too few participating 
Aboriginal teenagers to confirm or refute these 
previous results.

In NSW, teenagers in Regional and Remote areas 
experience slightly higher mean DMFT, mean DMFS 
and untreated decay than levels experienced by 
teenagers in Major Cities. However, these 
differences are not significant.

Table 28: Number of teenagers by remoteness
Number of teenagers (unweighted) Age (years) All ages %

14 15
Major Cities 338 290 628 50

Regional and Remote 322 306 628 50

	 Inner Regional 253 254 507

	 Outer Regional 61 46 107

	 Remote 8 6 14

NSW 660 596 1,256 100

Table 29: Decay experience by remoteness
Decay experience Major Cities Regional and Remote NSW

Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%)
Decayed, missing and 
filled teeth (DMFT)

1.16 (0.99–1.32) 6.9 1.19 (0.98–1.40) 8.9 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS)

1.72 (1.41–2.02) 8.8 1.92 (1.51–2.34) 10.6 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.43 (0.30–0.56) 14.9 0.50 (0.35–0.65) 14.9 0.46 (0.36–0.56) 10.8

Proportion caries free 
(DMFT=0)

54.8 (49.6–60.0) 4.7 54.1 (48.4–59.7) 5.2 54.6 (50.8–58.3) 3.5
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Decay experience by mother’s country of birth
Previous child dental health surveys show that 
there are considerable differences in decay 
experience among children born in different 
regions of the world, where teenagers born in New 
Zealand and other Oceania, Southern and Eastern 
Europe, North Africa and Middle East, South-East 
Asia and North-East Asia regions had the highest 
DMFT scores in the 11 to 12 year old age group 
(AIHW DSRU, 2003). The Child Dental Health 
Survey in 2000 reported that, among 11 to12 year 
olds, the mean DMFT of teenagers born in 
Southern and Eastern Europe (1.42 teeth) was 
approximately 3.2 times higher than among 
teenagers born in Australia (0.44 teeth).

The Survey collected information regarding the 
mother’s country of birth as a measure of cultural 
and linguistic diversity, which was then assigned as 
either main English-speaking or non-English 
speaking country according to the standard 
classification by the ABS (ABS, 2013).

The majority of teenagers surveyed (74.0%) had a 
mother who was born in an English speaking 
country (Table 30) where the majority (66.8%) 
were born in Australia (Table 6).

The mean DMFT (1.07 teeth) of teenagers whose 
mother has a non-English speaking background 
was slightly lower (1.14 teeth) than among those 

whose mother has an English speaking background 
(Table 31). Similarly, the mean DMFS (1.56 surfaces) 
of teenagers who mother has a non-English 
speaking background was lower (1.77 surfaces) 
than that for teenagers whose mother has an 
English speaking background (Table 31).

There was a slight increase in the number of 
untreated decayed permanent teeth (0.50 teeth) 
among teenagers whose mother comes from a 
non-English speaking background compared with 
those (0.44 teeth) whose mother was born in an 
English speaking country (Table 31).

Teenagers whose mother was born in a non-
English speaking country were more likely to have 
had past decay experience in their permanent 
teeth (55.4%) than those whose mother was born 
in an English speaking country (56.6%)(Table 31).

In NSW, teenagers whose mother was born in a 
non-English speaking country have a slightly lower 
mean DMFT, mean DMFS, slightly higher number 
of untreated decayed teeth, and are more likely to 
have experienced decay in their permanent teeth 
than those whose mother was born in an English 
speaking country. Nevertheless, the differences are 
small and may reflect the effect of community 
water fluoridation schemes which cover the 
majority of the NSW population.

Table 30: Number of teenagers by mother’s country of birth

Number of teenagers (unweighted) Age (years) All ages %

14 15
English speaking 478 451 929 74.0

Non-English speaking 102 77 179 14.3

Not stated 80 68 148 11.8

NSW 660 596 1,256 100

Table 31: Decay experience by mother’s country of birth

Decay experience English speaking Non-English speaking NSW

Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%)

Decayed, missing and 
filled teeth (DMFT)

1.14 (0.97–1.32) 7.5 1.07 (0.71–1.43) 16.7 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS)

1.77 (1.48–2.06) 8.2 1.56 (0.98–2.13) 18.3 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.44 (0.31–0.56) 14.8 0.50 (0.23–0.77) 26.4 0.46 (0.36–0.56) 10.8

Proportion caries free 
(DMFT=0)

56.6 (52.4–60.8) 3.7 55.4 (43.7–67.0) 10.6 54.6 (50.8–58.3) 3.5
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Use of the Medicare Teen Dental Plan
The Medicare Teen Dental Plan (1 July 2008 to 31 
December 2013) aimed to promote life-long good 
oral health habits by providing a voucher that 
covered the cost of an annual preventive dental check 
(initially up to $150 in 2008, indexed annually). 
Vouchers were available to teenagers aged between 
12 to 17 years, who receive (or their family/guardian/
carer receives) certain government benefits such as 
the Family Tax Benefit (Part A) for at least part of 
the calendar year and who are eligible for Medicare.

The Medicare Teen Dental Plan voucher (the 
Voucher) was to be used for a preventive dental 
check that included an oral examination and other 
necessary diagnostic or preventive dental items 
that could be provided within the dollar value of 
the voucher, such as x-rays, a scale and clean, 
fluoride treatment, oral hygiene instruction, advice 
about diet and fissure sealing.

The Survey was accompanied by a questionnaire 
recording oral health related behaviours, risk factors 
and also the usage of the Medicare Teen Dental 
Plan. Over 60% of parents reported that they had 
received a Voucher (N=770) and of these 448 
teenagers (58.2%) had used the Voucher (Table 32).

Teenagers who received and used a Voucher had 
higher mean DMFT (1.26 teeth) than teenagers who 
had received a Voucher but had not used it (1.18 

teeth) and teenagers who did not receive a 
Voucher, or did not know (1.08 teeth)(Table 33). 
Teenagers who received and used a Voucher had 
slightly higher DMFS (2.04 surfaces) than teenagers 
who had received a Voucher but had not used it 
(1.95 surfaces) and teenagers who did not receive a 
Voucher, or did not know (1.48 surfaces) (Table 33).

Teenagers who received and used a Voucher had 
fewer untreated decayed permanent teeth (0.43 
teeth) than teenagers who had received a Voucher 
but had not used it (0.58 teeth) but slightly higher 
than teenagers who did not receive a Voucher, or 
did not know (0.40 teeth) (Table 33).

Teenagers who received a Voucher, regardless of 
whether they had used it or not, were more likely 
to have experienced decay in their permanent 
teeth (53.7% and 51.3%, respectively) than 
teenagers who did not receive a Voucher, or did 
not know (57.4%)(Table 33).

Although a high proportion of parents (61.3%) 
reported they had received a Voucher, nearly 40% 
of the recipients had not visited a dental professional 
for advice. NSW teenagers who received a Voucher 
had higher mean DMFT, mean DMFS, higher 
number of untreated decayed teeth and were more 
likely to have experienced decay in their 
permanent teeth than those whose did not receive 
a Voucher or did not know. 

Table 32: Number of teenagers by Medicare Teen Dental Plan Voucher usage

Number of teenagers (unweighted) Age (years) All ages %

14 15

Received and used Voucher 231 217 448 35.7

Received but did not use Voucher 176 146 322 25.6

Did not receive Voucher/ Don’t know/ Not stated 253 233 486 38.7

NSW 660 596 1,256 100

Table 33: Decay experience by Medicare Teen Dental Plan Voucher usage

Decay experience Received and 
used Voucher

Received but did 
not use Voucher

Did not receive 
Voucher/Don’t 

know/Not stated

NSW

Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%)

Decayed, missing and 
filled teeth (DMFT)

1.26 (1.06–1.47) 8.1 1.18 (0.93–1.43) 10.5 1.08 (0.91–1.25) 7.8 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS)

2.04 (1.69–2.40) 8.8 1.95 (1.41–2.49) 13.9 1.48 (1.23–1.74) 8.7 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.43 (0.30–0.56) 15.2 0.58 (0.37–0.79) 18.0 0.40 (0.29–0.52) 14.5 0.46 (0.36–0.56) 10.8

Proportion caries free 
(DMFT=0)

53.7 (48.5–58.8) 4.8 51.3 (44.4–58.2) 6.7 57.4 (52.1–62.6) 4.6 54.6 (50.8–58.3) 3.5
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Decay experience by sugary drink consumption
For this report, “sugary drinks” refers to both 
sugar-sweetened beverages (soft drinks, cordials, 
sweetened fruit juices, sweetened teas, energy drinks 
and sports drinks) and natural fruit juices, because 
of their high sugar content. “Sugary drinks” does not 
include milk based beverages and diet or artificially 
sweetened varieties of soft drinks and cordials. 

Increased consumption of sugar-sweetened 
beverages is associated with an increased odds of 
being overweight and obese (Malik et al., 2006; 
Vartanian et al., 2007) and is associated with other 
health conditions, such as diabetes and metabolic 
syndrome (Schulze et al., 2004; Dhingra et al., 2007). 

Excessive consumption of sugary drinks is also 
detrimental to teeth (Armfield et al., 2013), as the 
sugars support the growth of bacteria in dental 
plaque and promote the production of acids that 
weakens tooth enamel and initiates tooth decay. 
Moreover, because a large number of soft drinks and 
fruit juices are also acidic, drinking these drinks over 
a long period can further weaken tooth enamel, 
increasing the risk of tooth decay and tooth erosion.

The Survey collected information about the 
number of sugary drinks consumed in a usual day 
by participants. Over three quarters (75.6%) of 
teenagers reported drinking one or more sugary 
drinks per day (Table 34).

Teenagers who drank one or more sugary drinks 
per day had higher mean DMFT (1.21 teeth) than 
teenagers who didn’t drink any sugary drinks (0.80 
teeth). Likewise, teenagers who drank sugary 
drinks on a daily basis had a higher mean DMFS 
(1.88 surfaces) than teenagers who didn’t consume 
sugary drinks (1.13 surfaces) (Table 35).

Teenagers who drank sugary drinks on a daily 
basis had, on average, more untreated decayed 
teeth (0.48 teeth) than teenagers who didn’t drink 
sugary drinks (0.30 teeth)(Table 35).

Only 52.9% of teenagers who drank one or more 
sugary drink per day had no experience of decay 
in their permanent teeth, compared with 66.2% of 
teenagers who reported that they didn’t consume 
sugary drinks (Table 35).

A large proportion of teenagers in NSW regularly 
consume sugary drinks. Consistent with other 
studies, teenagers who reported an increased 
consumption of sugary drinks had higher levels of 
dental decay and were more likely to have 
experienced decay. Clearly, there are many factors 
influencing the levels of dental decay in this group 
of teenagers. However, it is interesting to note that 
a simple question on whether sugary drinks are 
consumed on a daily basis does record a marked 
effect on the health of teeth.

Table 34: Number of teenagers by sugary drink consumption

Number of teenagers (unweighted) Age (years) All ages %
14 15

No sugary drinks 139 99 238 18.9

One or more sugary drinks a day 488 461 949 75.6

Not reported 33 36 69 5.5

NSW 660 596 1,256 100

Table 35: Decay experience by sugary drink consumption

Decay experience No sugary drinks One or more sugary 
drinks a day

NSW

Mean (95%CI) RSE (%) Mean (95%CI) RSE (%) Mean (95%CI) RSE (%)

Decayed, missing and 
filled teeth (DMFT) 0.80 (0.47–1.12) 20.4 1.21 (1.06–1.36) 6.3 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS) 1.13 (0.66–1.60) 20.9 1.88 (1.60–2.16) 7.5 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.30 (0.18–0.42) 20.1 0.48 (0.37–0.60) 12.0 0.46 (0.36–0.56) 10.8

Proportion caries free 
(DMFT=0) 66.2 (57.3–75.1) 6.7 52.9 (48.3–57.4) 4.4 54.6 (50.8–58.3) 3.5
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Decay experience by tooth brushing behaviour
Regular tooth brushing (at least twice per day) is 
an important preventive behaviour for removing 
and controlling plaque (a layer of bacteria that 
adheres to the tooth surface), as well as for 
preventing tooth decay and gum disease.

Tooth brushing behaviour affects tooth decay 
levels as the fluoride in toothpaste helps 
re-mineralise early decay and strengthens the 
tooth enamel. Brushing before going to sleep is 
also important as it not only removes plaque and 
deposits which have built up during the day, but 
teeth are coated with fluoride that continues to 
protect the tooth’s surface during sleep. If 
individuals brush twice a day, then their oral health, 
in terms of tooth decay, should be better than 
those who brush less often.

The Survey collected information about the 
frequency of tooth brushing from 1,191 survey 
participants. More than half of the teenagers 
(54.5%) reported that they brushed their teeth 
twice or more per day (Table 36). Noticeably more 
girls (65.4%) than boys (48.5%) brushed their teeth 
at least twice a day (Table 38). 

Teenagers who brushed their teeth at least twice 
per day had significantly lower mean DMFT (0.91 
teeth) than teenagers who only brushed their teeth 

once per day or less (1.46 teeth) (Table 37). 
Differences in mean DMFT are more evident among 
boys, where those who only brushed their teeth 
once or less per day had almost twice the mean 
DMFT (1.56 teeth) compared with boys who 
brushed at least twice a day (0.84 teeth) (Table 39).

Those teenagers who brushed their teeth at least 
twice a day had significantly lower mean DMFS 
scores (1.38 surfaces) than teenagers who only 
brushed their teeth once per day or less (2.24 
surfaces) (Table 37).

Teenagers who only brushed their teeth once a day 
or less had on average almost twice the level of 
untreated decay in their permanent teeth (0.62 
teeth) than teenagers who brushed at least twice a 
day (0.33 teeth). This is most apparent among 
boys, where the number of untreated decayed 
permanent teeth among boys who only brushed 
their teeth once per day or less (0.72 teeth) is, on 
average, 2.7 times the number among boys who 
brushed at least twice a day (0.27 teeth) (Table 37).

Teenagers who brushed their teeth at least twice 
per day were more likely to have no experience of 
decay in their permanent teeth (60.0%) than those 
who only brushed their teeth once per day or less 
(48.3%) (Table 37).

Table 36: Number of teenagers by tooth brushing behaviour

Number of teenagers (unweighted) Age (years) All ages %
14 15

Brushed twice or more a day 372 312 684 54.5

Brushed once or less a day 257 250 507 40.4

Not reported 31 34 65 5.2

NSW 660 596 1,256 100

Table 37: Decay experience by tooth brushing behaviour

Decay experience Brushed twice or  
more a day

Brushed once or  
less a day

NSW

Mean (95%CI) RSE 
(%)

Mean (95%CI) RSE 
(%)

Mean (95%CI) RSE (%)

Decayed, missing and 
filled teeth (DMFT)

0.91 (0.77–1.04) 7.4 1.46 (1.26–1.66) 6.9 1.17 (1.04–1.29) 4.5

Decayed, missing and 
filled surface (DMFS)

1.38 (1.10–1.66) 10.1 2.24 (1.87–2.62) 8.3 1.79 (1.56–2.02) 5.3

Decayed teeth (D) 0.33 (0.22–0.43) 15.6 0.62 (0.44–
0.80)

14.4 0.46 (0.36–
0.56)

10.8

Proportion caries free 
(DMFT=0)

60.0 (54.6–65.4) 4.5 48.3 (43.4–53.2) 5.1 54.6 (50.8–58.3) 3.5
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A majority of teenagers in NSW brushed their teeth at least twice a day and there is clear evidence that this 
behaviour offers a benefit in terms of reduced likelihood of experiencing tooth decay. Teenagers should be 
encouraged to improve their oral hygiene behaviour, especially boys who are more likely to brush their 
teeth less frequently than girls (Table 38).

Table 38: Number of teenagers by gender and tooth brushing behaviour
Number of teenagers (unweighted) Male Female

N % N %
Brushed twice or more a day 273 48.5 411 65.4

Brushed once or less a day 290 51.5 217 34.6

NSW 563 100 628 100

Table 39: Decay experience by gender and tooth brushing behaviour

Decayed, missing and filled teeth 
(DMFT)

Male Female

Mean (95% CI) RSE (%) Mean (95% CI) RSE (%)
Brushed twice or more a day 0.84 (0.65–1.03) 11.4 0.96 (0.77–1.14) 9.6

Brushed once or less a day 1.56 (1.26–1.85) 9.4 1.30(1.03–1.57) 10.4

NSW 1.23 (1.07–1.40) 6.8 1.10 (0.93–1.26) 7.5

Decayed, missing and filled surfaces 
(DMFS)

Male Female

Mean (95% CI) RSE (%) Mean (95% CI) RSE (%)
Brushed twice or more a day 1.33 (1.00–1.66) 12.4 1.42 (0.99–1.85) 15.1

Brushed once or less a day 2.34 (1.79–2.89) 11.7 2.09 (1.58–2.60) 12.2

NSW 1.88 (1.56–2.21) 8.7 1.69 (1.35–2.04) 10.2

Decayed teeth (D) Male Female

Mean (95% CI) RSE (%) Mean (95% CI) RSE (%)
Brushed twice or more a day 0.27 (0.16–0.38) 20.2 0.37 (0.20–0.53) 22.3

Brushed once or less a day 0.72 (0.47–0.98) 17.3 0.46 (0.30–0.62) 17.7

NSW 0.51 (0.37–0.65) 13.9 0.40 (0.30–0.51) 13.5

Proportion caries free (DMFT=0) Male Female

% (95% CI) RSE (%) % (95% CI) RSE (%)
Brushed twice or more a day 59.0 (51.2–66.9) 6.7 60.7 (54.6–66.9) 5.1

Brushed once or less a day 45.5 (39.7–51.3) 6.4 53.0 (44.6–61.3) 7.9

NSW 51.9 (47.0–56.8) 4.7 58.1 (53.7–62.6) 3.8
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