Fluoridation Forum

Issues Raised by Dr. Paul Connett


1. “Fluoridation is not necessary. Many Western European countries are not fluoridated and have experienced the same declines in dental decay rates as the US.”

All European countries have some form of fluoridation. Salt fluoridation is common in Switzerland, France, Germany, the Czech Republic and several other countries. Fluoridated toothpastes are ubiquitous. Holland, for instance, has almost twice the per capita useage of fluoridated toothpaste as Ireland. All European dental services have the use of prescribed fluoride supplements available. Fluoride tablets, for instance, are widely used in Sweden
.

2. “Promotion of fluoridation in the US has been one sided and poorly supported with good scientific studies. The benefits have been highly exaggerated and the dangers minimised”.

This is entirely a matter of opinion. It is an opinion that is not shared by the US Public Health Department, which has described water fluoridation as one of the “10 greatest public health achievements of the 20th Century”
. Major reviews of the effectiveness of water fluoridation in the United States have upheld the belief that water fluoridation is effective in reducing dental decay levels
, 
. In addition, at least 16 major Expert Reports and Committees of Enquiry outside of Ireland have upheld the safety and effectiveness of water fluoridation. These are listed in the following table:

Year
Organisation
Country

1957
Commission of Enquiry
New Zealand

1958
World Health Organisation
International

1968
Royal Commission of Tasmania
Australia

1976
Royal College of Physicians
UK

1976
Pennsylvania Department of Public Health
USA

1977
National Academy of Sciences
USA

1977
Department of National Health and Welfare
Canada

1980
Committee of Enquiry
Australia

1982
International Agency for Research on Cancer
International

1985
San Fransisco Department of Public Health
USA

1985
The Knox Commission
UK

1990
New York State Department of Health 
USA

1991
National Health and Medical Research Council
Australia

1993
US Public Health Service
USA

1994
World Health Organisation
International

2000
NHS Centre for Dissemination and Reviews
UK

3. “The largest survey (over 39,000 children from 84 communities) conducted in the US by the National Institute for Dental Research (Yiammouyiannis 1990) shows little significant difference in tooth decay of permanent teeth among children in fluoridated and non-fluoridated communities. At best there is an 18% difference in decayed missing and filled surfaced (DMFS) (Brunelle and Carlos 1990). The difference is about HALF A TOOTH surface!”

Dr. Connett’s references are misleading. John Yiammouyiannis did NOT conduct the survey by the US National Institute of Dental Research (NIDR) quoted above. Yiammouyiannis, who was neither medically or dentally qualified or experienced, nor an epidemiologist, has never been considered as anything other than an antifluoride propagandist. His career details make interesting reading
.

His research tended to be highly biased and sloppy. For example, he carried out a study which claimed to show a link between fluoridation and cancer
. In this he failed, deliberately or otherwise, to standardise his cancer study populations for any of the routine variables such as age, sex, ethnic group and so on. Needless to say, when the crude data was standardised to remove these population structural differences, no effect of fluoridation on cancer rates was found
.

In the NIDR study, Yiammouyiannis obtained the raw survey data under the US Freedom of Information Act and proceeded to give his own interpretation of the results. As with the aforementioned cancer studies, he ignored a fundamental variable. In this case, he ignores an important factor known as the Halo Effect. The greater the proportion of a population that is fluoridated, the greater the dissemination of fluoride to an adjacent non-fluoride population. This comes about through the consumption of products like bread, milk and others that are manufactured in the fluoridated area and consumed in the other district. Another factor is visits to the fluoridated area by inhabitants of the adjacent region. It is more accurate to describe such “non” fluoridated citizens as “partly” fluoridated people. Thus, the higher the overall penetration of water fluoridation, the lower the population caries difference ought to be because the closer the real fluoride consumption becomes between inhabitants of each area. In order to measure the impact of fluoridation more accurately a control population is needed. An approximation to this can be made in adjacent areas where fluoridation penetration is low. The same degree of crossover effect does not then happen. 

Accordingly, one would then expect to see in Yiammouyiannis’ figures a smaller difference in East Coast USA (high fluoridation penetration) comparisons than in those of the Mid and West Coast USA (lower penetration). This is exactly the effect demonstrated in the NIDR figures examined by Yiammouyiannis. His own crude and inaccurate interpretation has been rejected out of hand by the US Department of Public Health
.

Thus the difference reported by Brunelle and Carlos is the difference between a fully and a partly fluoridated population. Were fluoridation to be removed, decay rates would be expected to rise in both fluoridated and “Non” fluoridated areas as shown by studies in Anglesey
 and Kilmarnock
.

9. “The US fluoridation program has massively failed to achieve one of its key objectives, i.e. to lower dental decay rates while MINIMIZING DENTAL FLUOROSIS. The goal of the early promoters of fluoridation was to limit dental fluorosis (in its mildest form) to 10% of children. The percentage of children with dental fluorosis in optimally fluoridated areas are up to EIGHT TIMES this goal (Williams 1990; Lalumandier 1995; Heller 1997 and Morgan 1998)”.

These claims are not supported in the general literature. A recent study in the US attributed 90% of dental fluorosis in their fluoridated areas to overuse of fluoridated toothpastes (68%), inappropriate use of fluoride supplementation (13%) and the use of infant formula as a powdered concentrate (9%)
. The fluorosis figure for the USA following the 1990 NIDR survey was 22.3 %, which broke down into very mild (17.0%), mild (4.0%), moderate (1.0%) and severe (0.3%)
. A review of five studies in recent years suggest a total fluorosis level attributable to water fluoridation alone as 13%, close to Dean’s original estimate in 1936
. Other studies suggest that the cause of most dental fluorosis is from the ingestion of fluoridated toothpastes
 
 
.

10. “Dental fluorosis means that a child has overdosed on fluoride and has had an enzyme poisoned in his or her growing teeth”.

Dental fluorosis does NOT mean that a child has “overdosed” on fluoride any more than the appearance of freckles means that a child is overdosing on sunlight. It indicates only that a child has at some time taken fluoride of a level which begins to cause fluorosis! Dean found that the optimal level of fluoride for the purpose of decay reduction was actually higher than 1ppm. However, the debits caused by fluorosis increased substantially over 1ppm . Thus he described 1ppm as “optimal”. A certain percentage of children would have fluorosis at this level.

Incidentally, enamel opacities can be caused by local or systemic events. Local causes include dental trauma and local infections. The typical presentation of local causation is of a marking on a permanent tooth caused by traumatic or infective damage to its deciduous predecessor. Systemic causes include infections (measles and generalised fevers), metabolic errors (such as phenylketonuria), neonatal disturbances (premature birth, hypocalcaemia and haemolytic anaemia), genetic conditions (amelogenesis imperfecta), endocrinopathies (hypoparathyroidism and diabetes mellitus), antibiotic consumption (classically, though now rarely, with tetracyclines), nutritional deficiencies (including all nutrients and general calorific intake), intoxications (with a variety of minerals and vitamin D), and Asthma
. These can be mistaken for “fluorosis” by unwary recorders as the aetiology of many of these are indistinguishable by visual examination alone.

42. Fluoride inhibits enzymes in test tubes (Waldbott 1978), in bacteria in the oral cavity (Featherstone 2000), in the growing tooth (Krook and Minor 1998) and in other tissues (Luke 1998)”.

If this microscopic observation is true, how is it relevant when no macroscopic changes of note are to be seen? Theoretical or test tube studies are not reliable as indicators of real life in-vivo effects.
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