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Advocating for Soda Taxes:
How Oral Health
Professionals Fit In
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Our recent analysis of how soda tax debates appear in the news

revealed that oral health professionals seldom appear. By elevating their expert voices,

oral health practitioners can contribute new and salient arguments for soda taxes

to the public discourse and help advance public policy that improves oral health

outcomes. We propose media advocacy strategies that oral health professionals can

use to increase their visibility in the news to make the case for soda taxes.
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educing the consumption of sugary
drinks is a key public health goal, as
sugary drinks are the largest source
of added sugar in the American
diet" and are associated with a
range of chronic diseases, including obesity,
type 2 diabetes, cardiovascular disease and
dental caries.?? From the landmark 1954
Vipeholm Study to national surveys and
recent epidemiologic studies, evidence
suggests there is a direct link between
sugar consumption and the risk of dental
caries.*? Sucrose has specifically been
highlighted in the literature as cariogenic,
contributing to increased metabolic
activity and acid production from bacterial
plaque and demineralization of tooth
enamel.>®” Recent studies confirm that
consuming sugary drinks increases the risk
of caries among children.!®!! Wilder and
colleagues found, for example, that among
elementary school children in Georgia,
each additional serving of sugary drinks
consumed per day increased the risk of
experiencing cavities by 22 percent.!®
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Oral health professionals see the effects
of sugar and sugary drink consumption
on their patients every day, particularly
in low-income and ethnic minority
communities.!? Though preventable,
dental caries is the most prevalent
chronic disease worldwide!® and the most
common chronic childhood disease in the
U.S." In California and across the U.S.,
children from low-income households and
communities of color are at highest risk for
acquiring dental caries and being unable
to get treatment for them."”!” Untreated
tooth decay can lead to substantial mouth
pain and is a leading cause of children’s
school absences in the U.S., compromising
their educational potential as well.'$1?

Because consumption of sugar and
sugary drinks is a strong risk factor for
dental erosion and caries across the
lifecourse, > oral health professionals
recognize the need for limiting the
consumption of sugary drinks.”® Together
with other public health professionals, oral
health leaders are increasingly exploring
the potential of soda taxes as a policy
lever.!® Indeed, one of the California
Dental Association’s current policy
priorities is reducing consumption of sugary
drinks by supporting taxes and warning
label policies.?”*® These taxes can reduce
consumption of sugary drinks and fund
health promotion programs.?**2428 [n 2013,
Mexico became the first country to pass
a substantial excise tax on sugary drinks,
and within the first year of implementation
soda sales decreased by 12 percent, with
the sharpest decline among vulnerable low-
income residents.”’ However, the sugary
drink industry has fought aggressively
against these policies, spending tens of
millions of dollars against state and local
soda tax proposals in recent years.”

Dentists and other oral health
professionals can take the lead in making
the case for soda taxes and framing
overconsumption of sugar as a significant
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public health and health equity issue

with oral health consequences. Too often,
however, their voices are absent from the
dialogue about these policy strategies.
News coverage, which sets and reflects the
public debate about public policy, offers a
window through which we can understand
that dialogue. Based on our recent analysis
of how soda tax debates were portrayed

in news coverage — and specifically, how
oral health and oral health professionals
appeared — we identify possible strategies
for the oral health community to support
soda tax efforts, particularly using media

Together with other public
health professionals, oral
health leaders are increasingly
exploring the potential of
soda faxes as a policy lever.

advocacy. By raising their voices, dentists,
hygienists and other oral health experts
can contribute new arguments in favor

of soda taxes to the public dialogue

and help advance public health policy

to improve oral health outcomes.

Berkeley and San Francisco’s Soda
Tax Debates

In 2014, Berkeley and San Francisco
voters both considered sugary drink tax
proposals. Berkeley became the first city
in U.S. history to pass a sugary drink
tax. More than half of voters supported
San Francisco’s proposal, but it lacked
the two-thirds majority of votes needed
for it to pass. In a previous analysis, we
examined news coverage, social media and
campaign materials to gauge what types
of discourse surrounded the initiatives.*
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We found that tax proponents
regularly made the case for soda taxes
using health-related arguments. In the
news, journalists, tax advocates and
others most often connected sugary
drinks to obesity (38 percent of articles)
and diabetes (34 percent). However, tax
proponents rarely discussed the negative
oral health implications of sugary drink
intake or the oral health benefits of
sugary drink taxes. Indeed, oral health
was mentioned in only 2 percent of
articles about sugary drink taxes. Though
dental caries are the most prevalent
chronic disease worldwide,"* diabetes
was discussed 17 times more frequently
and obesity 19 times more frequently
than were the oral health consequences
of sugary drink consumption.

Even when oral health did appear
in the news, it was rarely discussed
substantively. Instead, oral health issues
were typically mentioned in passing or
listed among other chronic diseases. For
example, one San Francisco Chronicle
letter to the editor referred to “...
diabetes, tooth decay, obesity and the
myriad other problems that result from
the consumption of sugary drinks ...”

Dental caries and oral health
may have been left out of the public
debate in part because of the absence
of dentists and other oral health
professionals in media coverage. The
soda tax debates in Berkeley and San
Francisco featured a range of speakers
promoting the taxes, including campaign
representatives, city officials, public
health advocates, clinicians, researchers
and community residents. However,
though the Berkeley Dental Society
was a major supporter of Berkeley’s
proposal and a local dentist is part of
the city’s new panel of experts to advise
how to allocate the funds collected,**
oral health experts were almost entirely
absent from the media we examined.



Why Oral Health Needs to Be Part of
the Conversation

Dental health professionals have a
long history of advancing community
dental health through advocacy.

The Centers for Disease Control and
Prevention listed community water
fluoridation as one of the top 10 greatest
public health achievements of the

20th century — an achievement that
likely would not have been possible
without oral health professionals
promoting institutional change.”

Oral health practitioners have also
led advocacy efforts specifically targeting
sugary drinks. In Illinois, for example,
dentists and the Illinois State Dental
Society urged policymakers to impose a
sugary drink tax. In 2009, 200 dentists
converged on the State Capitol to show
support and generate media attention.”
Using these and other media advocacy
strategies,” these oral health advocates
made the case for a soda tax, arguing
that the funds generated could help open
dental clinics and assist people in need.””

The voices of dentists, hygienists
and other oral health experts, then,
can help shift the public conversation
around sugary drink regulation — a
conversation that is often influenced by
forces concerned with profits over health.
Policies to limit sugary drink consumption
face stiff opposition from the soda and
sugar industry. Led by the American
Beverage Association, the nonalcoholic
beverage industry has spent tens of
millions of dollars since 2009 defeating
the more than two dozen municipal
and state sugary drink taxes proposed
across the country.’**%° During the most
recent soda tax battles in California, the
soda industry spent $9.1 million in San
Francisco® and $2.4 million in Berkeley.*!

Oral health professionals also need
to be vigilant and vocal “in their own
backyards,” because the sugar industry

has gone as far as influencing scientific
research to downplay the implications
of sugar consumption. Historically, the
industry interfered with the agenda

of the National Institute of Dental
Research, forcing it to shift priorities
toward vaccines against tooth decay
and enzymes to remove dental plaque
and away from studying how to restrict
sugar consumption to prevent tooth
decay.# More recently, Coca-Cola was
criticized for providing millions of dollars
to fund misleading research that shifted
the blame for obesity to lack of physical

Oral health advocates made
the case for a soda fax, arguing
that the funds generated could
help open dental clinics and
assist people in need.

activity and away from the consumption
of sugary drinks.”® Dental practitioners
should be alert to industry influence that
can distract from their health goals.

Recommendations

What can oral health professionals
do to build the capacity of the field
to advocate for policies to combat
the adverse effects of sugar? Among
other strategies, the field can:

Make advocacy a part of dental
education. While dentists provide clinical
care to individual patients, their advocacy
for dental public health policies at the
community, state and federal levels can
improve the health of whole populations
and shape the future of dental practice.
However, dental training largely ignores
the role of policy in shaping oral health

CDA JOURNAL, VOL 44, N°10

and does not develop future dentists’
advocacy skills. A study examining the
participation of American Academy of
Pediatric Dentistry members in advocacy
found that while 90 percent of respondents
supported advocacy as a role for dentists,
less than half reported taking action
and only 22 percent were specifically
trained in advocacy during residency.*
But dental students are eager to be
more involved in shaping policy. At Texas
A&M University’s Baylor College of
Dentistry, for example, students created
an Advocacy Academy and planned a
lobby day where they gained experience
interacting and building relationships
with state representatives.* Indiana
University School of Dentistry also
introduces students to the policy process
through an annual Health Policy Forum,
an evaluation of which showed half of
students who participated in the 2009
forum were more likely to get involved in
political advocacy afterward.* A recent
study from the Journal of Dental Education
found that dental hygiene students benefit
from leadership courses that include
training on legislative advocacy, and that
ongoing mentorship after graduation
is necessary so that practitioners can
continue to develop these skills.*” The
American Student Dental Association
recognizes advocacy as an important
aspect of leadership development for
dental students and provides opportunities
for members to develop advocacy skills,
including national lobby days.*® There
are also postgraduate programs that
incorporate policy advocacy. Dental public
health residencies, such as the one at the
University of California, San Francisco,
provide training to dentists in planning,
evaluating and advocating for policies.***
In short, the field needs comprehensive
and organized efforts to teach dental
students core competencies about oral
health policy issues and how to lobby
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their local and state governments.
Integration of these skills into dental
training can help create a new generation
of professionals who are equipped with
the tools to advocate for policies that
guarantee oral health for everyone.

Build coalitions with other stakeholders
and assume a seat at the table. Oral health
is part of overall health, and risk factors
for oral disease coincide with risk factors
for other chronic noncommunicable
diseases associated with sugary drink
consumption, including obesity, diabetes
and cardiovascular disease. Established
dental societies and organizations, such
as the California Dental Association and
the American Dental Association, can use
their existing leverage and broad reach to
bring oral health professionals together to
participate in advocacy efforts. Oral health
professionals can also form alliances and
coalitions with those in public health and
health care. These coalitions will be poised
to make a stronger and more cohesive
case for policies that limit soda intake,
such as sugary drink taxes, restrictions
on sugary drink marketing (company
sponsorships for health organizations,
schools and sports events) and sugary
drink-free health facilities, public buildings,
schools, childcare centers and sports
facilities. As part of these coalitions, dental
professionals can bring an oral health
lens to advocacy efforts, for example by
pushing for the money garnered from
soda taxes to go toward funding oral
health prevention efforts along with
other health promotion programs.

Incorporate media advocacy into broader
advocacy efforts. Media advocacy, “the
strategic use of mass media to support
community organizing to advance a social
or public policy initiative,”® is a tool that
can amplify and accelerate larger strategic
efforts by dentists to advance policies to
promote oral health. A range of resources
exist to support oral health advocates
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in learning about and successfully using
media advocacy’!”* — we highlight
here a few key tactics, including:

Identify policy goals and targets. As
mentioned above, there is a range
of policies with the potential to
limit sugary drink intake. A first
step for creating an effective media
advocacy strategy is to consider
what specific policy change you
are trying to achieve, who has
the power to create that change
and who the allies are that can
work with you to achieve it.

Oral health professionals see
the effects of sugary drink
consumption every day and
can speak to the impact of
sugary drinks on the lives and
health of their patients.

Put oral health on the agenda using
news and opinion space. To increase
the visibility of dentists and other
oral health professionals in public
dialogue about health policy and
related issues, submit blog posts and
opinion pieces that provide an oral
health perspective. Some examples
of effective springboards for opinion
pieces include breaking news, the
release of new research/data about
sugary drinks, controversial behavior
from the soda industry, local events
or holidays connected in the public’s
mind with the policy process or with
sugar consumption, like Election
Day or Halloween, respectively.
Also, reach out to and develop
relationships with journalists

to ensure that the news stories
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they write on public health issues
incorporate oral health perspectives.
Contact journalists over social media,
send them emails and be proactive
in putting stories on their radar.
Become wisible and vocal spokespeople.
Oral health professionals see the
effects of sugary drink consumption
every day and can speak to the
impact of sugary drinks on the lives
and health of their patients. As
experts, they can use the media to
educate the public and build support
for soda taxes. They can also recruit
community members who have
experienced oral health problems
themselves or whose children have
been affected. These authentic
voices*® can speak powerfully and
effectively about the consequences
of tooth decay and the importance
of policies to reduce sugary drink
consumption in guaranteeing that
every child has a healthy smile.

Conclusion

Media coverage of Berkeley and San
Francisco’s soda tax debates offers insight
into the public dialogue around these
high-profile issues. We found that oral
health was largely absent from discussions
of health around these policies, but that
there are many opportunities for oral
health professionals to become part of the
conversation. By identifying specific policy
goals, inserting oral health perspectives
into news and opinion coverage and
becoming visible spokespeople, oral health
professionals can position themselves
to provide new and powerful health
arguments to both policymakers and
the public. In other words, oral health
professionals are well poised to build
their capacity as media advocates and
advocate for policies that reduce sugary
drink consumption and improve the
oral health of whole populations.
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