82 Judson Street
Canton NY 13617
315-379-9200
www.FluorideAction.net
March 30, 2009
Via Email Sanco-Sc8-Secretariat@ec.europa.eu
To: Scientific Committee on Health and Environmental Risks (SCHER)
The European Commission

Re: Public Consultation on Fluoridation 'Working Mandate'

Dear Committee Members,
You have asked for comments on your "Working Mandate on fluoridation"
My name is Dr. Paul Connett, I am professor emeritus of environmental chemistry at St.
Lawrence University, Canton, NY 13617 where I taught for 23 years. My specialty was
environmental chemistry and toxicology. For the past 13 years I have researched the issue of
fluoride’s toxicity and carefully studied and followed the fluoridation debate. I currently serve as
the Executive Director of the Fluoride Action Network.
I am pleased that your body has seen fit to get up-to-date information on fluoride’s toxicity,
(including the largely untested silicon fluorides, most frequently used to fluoridate drinking water)
and will be sending you a great deal of material prior to the April 26 deadline.
I hope your effort is genuine – I am afraid so many “blue ribbon” reviews are fixed. The dental
lobby wields mighty power in certain governmental circles, especially in English speaking
countries, as well as the WHO. Thus I was very disturbed when I saw the phrase "no one doubts
the beneficial effects of fluoride" in your “working mandate” document. This looks like the dental
lobby has already poisoned the waters.
You say, "no one doubts the beneficial effects of fluoride”. That is incorrect. I do not believe that,
nor do the vast majority of the scientists who have taken the time to read the literature on this.
Please see the evidence below that demonstrates that the evidence that SWALLOWING fluoride
reduces tooth decay is very, very weak. After having read this summary I trust you will remove
this inaccurate phrase.
If you are to gain any public trust in your deliberations then also please remove those individuals
who have been involved in writing past EU decisions involving fluoride, and are known to be profluoridationists, from any further involvement in this process. We specifically ask that dentists be
removed, a) because they are extremely biased in favor of fluoridation and b) they do not have
the qualifications to make judgments on fluoride's ability to impact other parts of the body.
Instead, on behalf of the public, we request that a balanced panel of toxicologists, neurologists,
physiologists, and biologists review the new information and the Working Mandate.
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I have circulated your mandate to the membership of FAN around the world and you are likely to
get many other requests along similar lines. I would also like to make you aware that over 2200
professionals worldwide are calling for an end to the practice of water fluoridation – the deliberate
addition of a known toxic substance to the drinking water at levels 250 times higher than the level
in mothers’ milk. See http://www.Fluoridealert.org/professionals.statement.html
Yours sincerely
Paul Connett, PhD
paul@fluoridealert.org
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Why the Fluoride Action Network doubts the benefits of swallowing fluoride.
Introduction
One of the surprises waiting for someone who decides to review the literature on the issue of
water fluoridation is the discovery that, despite the impression conveyed by the promoters, the
evidence that swallowing fluoride actually reduces tooth decay is very weak. In this bulletin we
will begin to review the evidence that the benefits of swallowing have been wildly exaggerated
and no grade A study has ever been published to support the claims of "massive" benefit.
1. Fluoride is not an essential nutrient
Fluoride is not an essential nutrient (NRC 1993 and IOM 1997). No disease has ever been linked
to a fluoride deficiency. Humans can have perfectly good teeth without fluoride. This is not
surprising when one notes the level of fluoride in mothers' milk. This is only 0.004 ppm (NRC,
2006, p. 36 and Table 2-6, p. 40). If the infant needed fluoride to develop strong health teeth then
clearly evolution messed up on this requirement.
2. No "Randomized Controlled Trials" demonstrating effectiveness
In the 60 years (plus) of this practice there has never been a study of the quality required by the
FDA and other national regulatory bodies when approving new drugs for efficacy. Such trials
require random selection of the individuals tested (exposed and unexposed) and examinations
should be "double blind." Double blind means that neither the person examining the subject nor
the person being tested should know whether the substance given is the drug or a placebo. The
modern terminology for this testing is "Randomized Controlled Trial."
The York Review (McDonagh et al. 2000) after an exhaustive review of the literature could
identify NO "Randomized Controlled Trials" of either fluoridation's effectiveness, or safety.
3. No controls for delayed eruption of teeth
Not one single study purporting to demonstrate fluoridation's effectiveness has ever controlled
for a possible delayed eruption of teeth caused by fluoride, for which there is some evidence
(Feltman and Kosel 1961; Komarek et al. 2005).
4. Primary versus secondary dentition
Those promoting fluoridation usually do so using the data on primary dentition (deciduous teeth)
rather than secondary dentition (permanent teeth). However, it is the latter which are more
important since these are the teeth we hope to have for the rest of our lives.
5. Cross-sectional versus Longitudinal studies
The York Review (McDonagh et al. 2000) only looked at longitudinal studies (these compare the
same community over a period of time). Cross-sectional studies (these compare 2 or more
communities at the same point in time) are much larger and more convincing in indicating no or
little benefit from ingesting fluoride. Some of these studies are discussed below.
6. Baby bottle tooth decay
Even promoters of fluoridation have conceded that fluoridation cannot prevent baby bottle tooth
decay (BBTD) and this is the cause of the most distressing examples of tooth decay in infants
3
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often leading to extractions under anesthesia. BBTD is caused by babies sucking on sugared
water, fruit juice (and even coca cola) for hours on end (Kelly et al. 1987; Barnes et al. 1992;
Weinstein et al. 1992; Von Burg et al. 1995; Febres et al. 1997; Tang et al. 1997; Blen et al. 1999
and Kong 1999).
Promoters are being intellectually dishonest when they use pictures of BBTD to promote
fluoridation. But this has become a standard ploy of many promoting fluoridation.
7. Pit and fissure decay
Since 1950, it has been found that fluorides do little to prevent pit and fissure tooth decay, a fact
that even the dental community has acknowledged (Seholle 1984; Gray 1987; PHS 1993; and
Pinkham 1999).
This is significant because pit and fissure tooth decay represents up to 85% of the tooth decay
experienced by children today (Seholle 1984 and Gray 1987). Pit and fissure decay is best
prevented with sealants.
8. Decay rates have been coming down before fluoridation began and after the" benefits"
would have been maximized
Modern research (e.g. Diesendorf 1986; Colquhoun 1997, and de Liefde 1998) shows that decay
rates were coming down before fluoridation was introduced and have continued to decline even
after its benefits would have been maximized (see discussion on Diesendorf's 1986 paper below).
Many other factors influence tooth decay. Some recent studies have found that tooth decay
actually increases as the fluoride concentration in the water increases (Olsson 1979; Retief 1979;
Mann 1987, 1990; Steelink 1992; Teotia 1994; Grobleri 2001; Awadia 2002; and Ekanayake
2002).
9. Little difference between fluoridated and non-fluoridated communities
There is very little evidence that demonstrates a significant difference in the permanent teeth
when comparing children living in fluoridated and non-fluoridated communities (Leverett 1982;
Diesendorf 1986; Gray 1987; Yiamouyiannis 1990; Brunelle and Carlos 1990; Spencer et al.
1996; de Liefde 1997; Locker 1999; Armfield & Spencer 2004; and Pizzo et al. 2007).
10. Benefits topical not systemic.
Even ardent supporters and promoters of fluoridation like the Centers for Disease Control and
Prevention (CDC), now admit that the benefits of fluoride are largely topical not systemic (CDC
1999, 2001). In other words fluoride works on the outside of the tooth not from inside the body.
The fact that fluoridated toothpaste is universally available today, coupled with an increasing
standard of living, are more likely explanations for declines in tooth decay in industrialized
societies than the availability of fluoridated drinking water.
11. World Health organization (WHO) data
According to WHO data there is no significant difference in the rates of decline in decay in the
teeth of 12-year olds between fluoridated and non-fluoridated countries, over the period from the
1960s to the present. The same set of data shows no significant difference today. See the figure
below, which presents this data graphically.
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See also a similar graph presented in the article by Cheng et al. 2007, in the British Medical
Journal.
12. Comparing WHO data with CDC claims.
It is interesting to compare the figure based on the WHO data and the figure used by the CDC in
1999:
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The CDC used this figure in 1999 to "demonstrate" the effectiveness of fluoridation. They inferred
that tooth decay was coming down over the period 1960 to the 1990's in the US because the
percentage of the American population drinking fluoridated water had gone up over this same
period (CDC, 1999).
It is disturbing that the CDC authors appear to have been unaware of the WHO data, which
clearly refutes the claim for such a simplistic causal relationship.
This CDC graph was used in the report, which was supposed to substantiate their claim that
fluoridation is "One of the top ten public health achievements of the 20th Century" (CDC, 1999).
This famous statement is quoted nearly every day somewhere in the world by some unsuspecting
editor, journalist or public health official as the final word on fluoridation's safety and
effectiveness. As far as an attempt to demonstrate effectiveness is concerned this graph remains
a total embarrassment to any genuine scientist at the CDC - or it should be.
13. US Department of Human Health Services (DHHS) survey
Dr. Bill Osmunson has showed that according to the results of a questionnaire administered to
parents in all 50 states in the US by the DHHS, there is absolutely no relationship in the
percentage of parents who responded “my child has very good or excellent teeth” and the
percentage of the population in the state drinking fluoridated water (Osmunson, 2007). However,
there is a very strong relation in all 50 states between the percentage of parents giving that
answer and their income levels.
Across the board 80% of high income parents gave that answer, but only about 60% of low
income parents did so (Osmunson, 2007).
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Linear regression lines plotted for these answers versus the percentage of the population in each
state fluoridated were quite flat for both high income and low-income families. This indicates no
correlation between the answers and the fluoridation status of each state.
14. New York State survey.
In 2002- 2004 a survey of tooth decay in third graders in NY State was conducted by the profluoridation NY Department of Health (NYDOH). When the tooth decay in third graders (average
by county), was plotted (by Michael Connett) against the percentage of each county drinking
fluoridated water, linear regression shows there is no relationship. There was however a clear
relationship with average county income levels.
15. Tooth decay and income levels.
What the findings in the DHHS and NY surveys show is that there is a much stronger relationship
between tooth decay and parent’s income level than community fluoridation status.
16. The weakness of comparing two towns (or regions).
Frequently promoters will produce surveys comparing the tooth decay between two towns: one
fluoridated the other not. However, you can get any result you want comparing two towns (or
regions) unless confounding variables are controlled very carefully (i.e. income levels, delayed
eruption, diet, genetic, ethnic, cultural and educational differences, parental oversight, as well as
the dental services available).
Often, these comparisons look more like a self-serving and self-fulfilling prophesy on behalf of
fluoridation promoters, than a genuine comparison of the effects of ingesting fluoride between two
towns. That is why the surveys should be part of a bona fide externally peer-reviewed published
study. This way it can be ascertained if controls were attempted for these confounding variables.
Most importantly it is necessary to compare how much money was spent on dental services in
each community as well as the number of interventions administered. There is some evidence in
the US and the UK that commensurate with the introduction of fluoridation in some cities (e.g.
San Antonio, Texas; Wolverhampton, UK) the measure has been accompanied with other
measures to fight tooth decay. This can create or inflate whatever benefit of fluoridation is being
claimed.
17. When fluoridation is discontinued
Contrary to claims from proponents that when fluoridation is discontinued tooth decay goes up,
several modern studies indicate the very opposite. Where fluoridation has been discontinued in
communities from Canada, the former East Germany, Cuba and Finland, dental decay has not
increased but in some cases actually decreased (Maupome 2001; Kunzel and Fischer, 1997,
2000; Kunzel 2000 and Seppa 2000).
It is possible that other preventive measures were stepped up when fluoridation was ceased in
these communities, but that gives weight to the notion that there are ways of fighting tooth decay
other than forcing fluoride on people in their water supply.
18. A dental crisis has been reported in many fluoridated cities in the US
There have been numerous press reports over the last few years of dental crises in US cities and
states (e.g. Boston, Cincinnati, Concord, NH, New York City, Pittsburg, Connecticut, South Bronx,
Detroit) which have been fluoridated for over 20 years. The fact that these crises are occurring in
the low-income areas of the cities again reflects the fact that there is a far greater (inverse)
relationship between tooth decay and family income levels than with water fluoride levels. It also
7
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demonstrates that the disparities in tooth decay caused by income levels are not being corrected
by fluoridation programs. Here is a sampling of these newspaper reports:
Cincinnati - Fluoridated since 1979
"City and regional medical officials say tooth decay is the city's No. 1 unmet
health-care need. 'We cannot meet the demand,' says Dr. Larry Hill, Cincinnati
Health Department dental director. 'It's absolutely heartbreaking and a travesty.
We have kids in this community with severe untreated dental infections. We have
kids with self-esteem problems, and we have kids in severe pain and we have no
place to send them in Cincinnati. People would be shocked to learn how bad the
problem has become.'” (Solvig, 2002)
Concord, NH - Fluoridated since 1978
"It's overwhelming," said Deb Bergschneider, dental clinic coordinator at the
Concord center. "Because we serve the uninsured, we see the lower level of the
community and the need is just astronomical. ... By the time they get to us, their
mouths are bombed out. They are all emergency situations. It's a severe, severe,
problem. It's sad." (Gerth, 2005).
Boston - Fluoridated since 1978
"With a study estimating that the number of untreated cavities among Boston
students greatly exceeds the national average, public health officials are about to
launch an offensive against what they say is a growing dental crisis in the city...
According to statistics cited in the city's latest annual health report, ''The Health
of Boston 1999'': Eighteen percent of children 4 years old and younger who were
seen in the pediatric program at Tufts University School of Dental Medicine in
1995 had baby-bottle tooth decay, a painful condition that arises when a baby is
given a bottle of juice or milk at bedtime. Treatment can cost up to $4,000 per
child. About 90 percent of 107 Boston high school students were found to need
dental treatment, according to a 1996 unpublished study. That report also
estimated that the city's students had four times more untreated cavities than the
national average..." (Kong, 1999)
Connecticut - Statewide mandatory fluoridation since 1960s
"Dental decay remains the most common chronic disease among Connecticut’s
children. Poor oral health causes Connecticut children to lose hundreds of
thousands of school days each year. One in four Connecticut children is on
Medicaid, but two of three Connecticut children receive no dental care. And DSS
continues to exploit the seriously stretched public health providers and the few
remaining private providers. There is an oral health crisis in Connecticut." (Slate,
2005)
South Bronx - Fluoridated since 1965
“Bleeding gums, impacted teeth and rotting teeth are routine matters for the
children I have interviewed in the South Bronx. Children get used to feeling
constant pain. They go to sleep with it. They go to school with it. Sometimes their
teachers are alarmed and try to get them to a clinic. But it's all so slow and
heavily encumbered with red tape and waiting lists and missing, lost or canceled
welfare cards, that dental care is often long delayed. Children live for months with
pain that grown-ups would find unendurable. The gradual attrition of accepted
pain erodes their energy and aspiration. I have seen children in New York with
8
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teeth that look like brownish, broken sticks. I have also seen teen-agers who
were missing half their teeth. But, to me, most shocking is to see a child with an
abscess that has been inflamed for weeks and that he has simply lived with and
accepts as part of the routine of life. Many teachers in the urban schools have
seen this. It is almost commonplace." (Kozol, 1991)
Northern Manhattan – Fluoridated since 1965
“The study was conducted to determine the prevalence of early childhood caries
(ECC), untreated caries, and the ratio of posterior to anterior caries in a
disadvantaged predominantly Hispanic or African-American urban
population…The children in this population have higher caries prevalence and a
higher level of untreated caries than the national means as reported in NHANES
III…” (Albert et al, 2002).
Pittsburgh, PA - Fluoridated since 1953
"Nearly half of children in Pittsburgh between 6 and 8 have had cavities,
according to a 2002 state Department of Health report. More than 70 percent of
15-year-olds in the city have had cavities, the highest percentage in the state.
Close to 30 percent of the city's children have untreated cavities. That's more
than double the state average of 14 percent." (Law, 2005)
Washington DC - Fluoridated since 1952
“Washington DC has "one of the highest decay rates in children in the country."
The "typical new patient, age 6, has five or six teeth with cavities -- a 'staggering"
number'" at the Children's National Medical Center.” (Morse, 2002)
19. Early trials and Dean’s 21-city study.
A great deal of the conviction that fluoridation works has been derived from two sources: Dean’s
famous 21-city study (Dean, 1942) and the early fluoridation trials in the US, Canada and New
Zealand. However, both the legitimacy and the quality of the methodologies used in these have
been questioned.
20. Dean’s study has been questioned.
In describing Dean’s early work the CDC states that:
“Dean compared the prevalence of fluorosis with data collected by others on
dental caries prevalence among children in 26 states (as measured by DMFT)
and noted a strong inverse relation (10). This cross-sectional relation was
confirmed in a study of 21 cities in Colorado, Illinois, Indiana, and Ohio (11).”
(CDC, 1999).
This raises the question: if Dean had access to data from 26 states, why did he end up using data
from ONLY 21 cities?
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Rudolf Ziegelbecker, an Austrian statistician, who sadly passed away a few weeks ago, pursued
this issue. When he added in all the data he could find from the US and Europe, which related
tooth decay with fluoride levels in the water, the inverse relationship reported by Dean
disappeared. However, when he examined the same data for dental fluorosis he found a very
robust relationship. (Ziegelbecker, 1981). Thus one relationship (between fluoride levels and
dental fluorosis) holds up over the “background noise”, the other (fluoride levels and dental
decay) does not.
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21. The early trials.
The trials conducted in 1945 -1955 in the US, and Canada, which helped to launch fluoridation,
have been heavily criticized for their poor methodology and poor choice of control communities
(De Stefano 1954; Sutton 1959, 1960 and 1996; Ziegelbecker 1970). According to Dr. Hubert
Arnold, a statistician from the University of California at Davis, the early fluoridation trials:
"are especially rich in fallacies, improper design, invalid use of statistical
methods, omissions of contrary data, and just plain muddleheadedness and
hebetude (hebetude is mental lethargy or dullness, PC).” (Arnold, 1980)
Some examples of poor methodology in the early trials.
In two trials the control communities were fluoridated before the trial had been completed.
Furthermore, when the Grand Rapids trial began in 1945, children from all 79 schools in Grand
Rapids were examined. By 1949, however, examiners observed children from only 25 of these 79
schools. Meanwhile in Muskegon, children from ALL the schools were still being examined.
Such problematic changes and inconsistencies in sampling size is further illustrated by the fact
that when the Grand Rapids study commenced, the number of 12 to 16 year olds being examined
was 7,661, but by the final year of the study, the number of 12 to 16 year olds being studied had
dropped to just 1,031 (Sutton 1996).
12
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Along with these arbitrary changes in the study's sampling methods, the study employed multiple
examiners to assess the children's teeth. But as was known at the time, studies from the
American Journal of Public Health (Boyd et al., 1951) as well as the Journal of the American
Dental Association (Radusch, 1934), there is a considerable variability between each dentists'
assessment of a person's teeth.
Despite these enormous weaknesses, these early studies are cited again and again to support
the success of fluoridation. As Benjamin Nesin, Director of the New York State Water
Laboratories, stated at the time,
"It must be emphasized that the fluoridation hypothesis in its entirety rests on a
very narrow base of selected experimental information. It is this very base which
is vulnerable to scientific criticism. And it is upon this very narrow base that the
impressive array of endorsement rests like an inverted pyramid (Nesin, 1956)."
Sutton’s monographs on this matter (Sutton, 1959, 1960) have never been successfully refuted
by proponents, even though they have tried. Sutton’s work was re-published in book form shortly
before he died in 1996. The book also contains some of the letters and articles that attempted to
rebut Sutton’s work and his responses.
22. The Hastings-Napier trial a fraud.
The Hastings-Napier trial was conducted in the 1950s and was used to successfully promote
fluoridation throughout New Zealand. However, it has now been shown to be fraudulent
(Colquhoun and Mann, 1986; Colquhoun PhD thesis, 1987). The control community (Napier) was
dropped two years after the trial began and the huge drop in tooth decay found in Hastings was
found to be due to an artifact involving a change in methodology used to characterize tooth decay
before and after the trial (i.e. diagnosing tooth decay was less stringent at the end of the trial than
at the beginning). The fact that the methodology had been changed was NOT acknowledged by
the authors when they published their report – which in our book constitutes fraud (Ludwig, 1958,
1959. 1962, 1963, 1965, 1971; Colquhoun, 1987).
23. Modern Studies.
If we shift to more modern times, a major development occurred in 1980. This was when Dr. John
Colquhoun was sent by his superiors in New Zealand on a four-month world tour to investigate
tooth decay in several different continents, including Australia, Asia, North America and Europe.
He was expected to bring back with him evidence that would prove once and for all that
fluoridation worked. He failed to do so.
24. Colquhoun’s work (1980- 1997)
In 1980 Colquhoun was the principal dental officer for Auckland, NZ’s largest city. Both as a
dental officer and as a city councilor he had avidly and successfully promoted fluoridation
throughout the country.
When Colquhoun went on his world tour, to his dismay, researchers reported to him – behind the
scenes - that they were not finding the difference in tooth decay between fluoridated and nonfluoridated communities that they had expected – in fact they were finding very little difference at
all.
When Colquhoun returned to NZ he was given a summary of tooth decay for the whole of the
country. NZ is a little unusual in this respect since under their national health service they monitor
tooth decay for ALL children at the ages of 5 and 12. So this was not a sample survey but a
13
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complete record.
When Colquhoun looked at the complete record of tooth decay in NZ, he found no difference in
tooth decay between the fluoridated and non-fluoridated cities. If anything, the teeth were slightly
better in the non-fluoridated communities.
When Colquhoun’s assistants reported to him the extensive amount of dental fluorosis occurring
in fluoridated Auckland, he risked his pension by deciding to make the lack of fluoridation’s
effectiveness public. To his enormous credit he spent the rest of his life trying to undo the
damage he had done by reversing his position on fluoridation, and opposing it in any scientific
way he could.
Paul Connett interviewed Colquhoun on videotape in Auckland in 1997 shortly before he died
(see Colquhoun videotape, Connett, 1997).
Colquhoun wrote up his findings in several published papers (Colquhoun 1984, 1985, 1987,
1990, 1992 and 1995) and after he retired he obtained a PhD (1987). His research thesis
examined the history of fluoridation in New Zealand. He offered Thomas Kuhn’s famous analysis:
“The Structure of Scientific Revolutions” to explain the reluctance of the dental community to
change its paradigm on fluoridation’s safety and effectiveness in NZ. In his thesis Colquhoun also
exposed the rigged nature of the Hastings-Napier fluoridation trial (discussed above).
Colquhoun summarized his evolution from being an ardent supporter of fluoridation to one of its
most articulate critics in, “Why I changed My Mind on Fluoridation,” a paper published in 1997.
25. Leverett, 1982
In the 1980’s articles began to appear pointing out that tooth decay was falling in non-fluoridated
communities. Dennis Leverett reviewed many of these studies in the prestigious journal Science
in 1982. Leverett noted:
“Within the past 2 or 3 years there has been increasing evidence from several
developed nations of a drop in the prevalence of dental caries which cannot be
attributed directly to intentional fluoride use. The data are becoming available as
epidemiologists and clinical researchers review the patterns of dental caries
prevalence in communities that do not have fluoridated water. The data cover
children from the ages of 5 to 17 for various periods of up to 30years; caries
reductions as high as 60 per cent have been observed” (Leverett, 1982, p.27)
“The decline in caries prevalence in communities without fluoridated water in
various countries is well documented (Hunter, 1979; McEniery and Davies, 1979;
Zacheri and Long, 1979; Mitropoulos and Worhington, 1981; Mainwaring and
Naylor, 1981; Leverett, unpublished data; DePaola et al, 1981; Glass, 1981,
1982; NIDR, 1981). The cause or causes are, at this time, a matter of
speculation” (Leverett, 1982, p. 29).
Leverett speculated that the reductions in non-fluoridated areas were due to
“an increase in fluoride in the food chain, especially from the use of fluoridated
water in food processing, increased use of infant formulas with measurable
fluoride content, and even unintentional ingestion of fluoride dentifrices.”
26. Diesendorf, 1986
The next significant paper came from Mark Diesendorf who published, “The Mystery of Declining
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Tooth Decay” in Nature in 1986. In this article Diesendorf showed that tooth decay was coming
down before fluoridation was introduced in Tamworth, Australia, and continued to decline for each
age long after any benefits would have been maximized.
It is important to comment on this latter finding because it remains relevant – but often overlooked
- today. We will use tooth decay in 12 year olds to explain. 12 years after fluoridation has begun
in a city, all 12 year olds will have been exposed to fluoridated water for 12 years (i.e. their whole
lives). For all subsequent years – ALL 12 year olds will also have been exposed to fluoridated
water their whole lives. Thus after 12 years any further drop in tooth decay cannot be ascribed to
fluoridation. That has been maximized for all 12 year olds after 12 years of the program. Today,
careless observers are using current data in fluoridating communities without referring back to the
numbers ascertained at the year when maximized benefit would have been achieved for the age
in question.
Diesendorf rejected Leverett’s hypothesis (as cited above) that the drop in tooth decay in nonfluoridated areas was due to ingestion of fluoride from other sources, because as he stated:
“this hypothesis cannot explain the reductions in prefluoridation Sydney, or those
in unfluoridated parts of Gloucestershire which started in the late 1960s.” (p.129)
Diesendorf added,
“The food processing pathway is unlikely to be significant in Western Europe
where there is hardly any fluoridation” (p. 129)
Diesendorf offered his own suggestions for these declines in tooth decay in non-fluoridated
communities:
“(T)he main causes of the observed reductions in caries are changes in dietary
patterns, possible changes in the immune status of populations and, under some
circumstances the use of topical fluorides.” (p. 129)
After discussing the issue of diet, Diesendorf included his article with this comment:
“Perhaps the real mystery of declining tooth decay is why so much effort has
gone into poor quality research on fluoridation, instead of on more fundamental
questions of diet and immunity.” (p.129)
It is worth noting that Diesendorf’s background was not dentistry but in theoretical physics.
Indeed, he had already published in Nature on this subject. Today he is better known in Australia
for his work on alternative energy sources (Saddler & Diesendorf, 2004).
For Diesendorf it is quite likely that the reason he was able to break through the dental
community’s almost sacrosanct paradigm of fluoridation’s effectiveness, was precisely because
he was not trained at dental school. It has taken rare integrity and courage for dentally trained
professionals, like John Colquhoun (NZ), Philip Sutton (Australia), David Kennedy (US), and
Hardy Limeback, to challenge the fundamentals of this practice.
27. Gray, 1987
Another dental professional who attempted to question the paradigm was A.S. Gray, but doing so
did not enhance his career. Gray reviewed the tooth decay figures largely in British Columbia. He
stated that these indicate that:
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“DMF rates in children are falling drastically in non-fluoridated areas as well as
fluoridated areas. The current statements of our profession in support of
fluoridation do not appear to take these changes into account. It is timely for the
profession to take the lead in deciding what is scientifically appropriate to tell
communities that may consider installing fluoridation equipment and holding
fluoridation referendums in the late 1980’s.”
Gray cited these figures to support this conclusion:
"[S]urvey results in British Columbia with only 11 per cent of the population using
fluoridated water, show lower average DMFT rates than provinces with 40-70
percent of the population drinking fluoridated water. How does one explain
this?... [S]chool districts recently reporting the highest caries free rates were
totally unfluoridated."
28. NIDR, 1986-87
In 1986 the National Institute of Dental Research (NIDR) stepped in and organized – at great
expense to the US taxpayer - the largest survey of tooth decay ever undertaken in the US. They
examined the teeth of nearly 40,000 children in 84 communities.
29. Yiammouyiannis, 1990.
When Dr. John Yiammouyiannis (a well-known opponent of fluoridation and author of the book
“The Aging Factor”) obtained the raw data from the NIDR he found that there was no statistical
difference between the DMFTs (decayed missing and filled permanent teeth) of children between
those who lived all their lives in a fluoridated community (F) and those who lived their whole lives
in a non-fluoridated community (NF), and those who had lived their lives part of the time in a
fluoridated community and part of the time in a non-fluoridated community (PF). In a figure in his
paper he showed that the three curves for DMFT across the age range from 5 to17 years are
plotted for the F, NF and PF children and the lines essentially overlap.
30. Brunelle and Carlos, 1990.
Subsequently, two authors from the NIDR (Brunelle and Carlos) published their own analysis of
the data. However, they decided to increase the sensitivity of the study by analyzing tooth decay
using DMFS (decayed missing filled permanent surfaces) as a measure of decay. All except the
cutting teeth have 5 surfaces per tooth so this increased the sensitivity by nearly a factor of five.
Even so they found very little difference between children who lived all their lives in a fluoridated
community or a non-fluoridated community.
In the abstract of their paper the authors reported the average difference for 5-17 year olds as
18%. However, if one goes to Table 6 in their paper one finds that this average saving amounts to
just 0.6 of one tooth surface, and that is out of approximately 100 tooth surfaces in a child’s
mouth. Nor did the authors subject this to any analysis to see if the result was statistically
significant. What we are looking at here are the arithmetical vagaries of comparing two small
numbers. Reporting that small difference as a percentage can be very misleading. For a
fluoridation promoter an 18% reduction in tooth decay sounds a lot better than the saving of 0.6 of
one tooth surface. Even so, 18% is still a lot smaller than the figure of 60% that was being used
by promoters of fluoridation at that time.
Despite this very unimpressive difference in tooth decay, this is what the authors stated in their
abstract:
“The results suggest that water fluoridation has played a dominant role in the
16

Connett submission on “Working Mandate” for fluoridation of drinking water. March 2009.

decline in caries and must continue to be a major prevention methodology.”
For most people a saving of just 0.6 of one tooth surface would hardly seem to justify the time,
money and angst involved in imposing this practice on reluctant individuals and communities.
However, it is not unusual for dental research papers which report either meager or no savings to
claim in the abstract that the paper supports water fluoridation. Cynics might suggest that this is
the price that has to be paid to ensure future funding. Whatever the motivation for the hyperbole it
has often proved effective for those decision makers who never read the abstract or read the fine
details in the results section.
31. Spencer et al., 1996
Subsequently a large survey conducted in two states in Australia found an even smaller
difference (than the NIDR in the US) in average tooth decay in the permanent teeth - again
measured as DMFS - between children who had lived all their lives in fluoridated versus nonfluoridated communities (Spencer et al., 1996). They found an average difference of between
0.12 and 0.3 tooth surfaces per child compared with the 0.6 DMFS found by Brunelle and Carlos
(1990). Even if these differences are real they represent a very small fraction of the tooth
surfaces in a child’s mouth. 0.3 of one tooth surface out of 128 tooth surfaces represents an
absolute saving of just 0.23%.
However, this is what the authors said about the context of their finding in the abstract of their
paper:
“In the press and scientific literature there has been questioning of fluoridation,
although the most recent Australian review reasserted its safety and
effectiveness…lifetime exposure to fluoridation is associated with average
reductions of 2.0 dmfs and between 0.12 and 0.3 DMFS per child, (Spencer et
al., 1996, abstract).
Please note the significance of the lower and upper case letters here: dmfs, denotes decayed
missing and filled PRIMARY teeth and DMFS denotes decayed missing and filled SECONDARY
teeth.
32. de Liefde, 1998.
In 1998, de Liefde in a survey of tooth decay in New Zealand described the difference in
permanent tooth decay between fluoridated and non-fluoridated communities as “clinically
meaningless” (de Liefde, 1998)
33. Locker, 1999.
In a report prepared for the Ontario Ministry of Health & Long Term Care, Dr. David Locker, of the
University of Toronto, reported:
“The magnitude of [fluoridation’s] effect is not large in absolute terms, is often not
statistically significant, and may not be of clinical significance.” (Locker, 1999)
34. Armfield and Spencer, 2004
In 2004, Armfield and Spencer published a study, which investigated tooth decay in 10,000
children in South Australia. While they found a small difference in the primary teeth they found no
statistically significant difference between tooth decay in the permanent teeth between those
children who had drunk tank water (rain water) or bottled water and those who drank fluoridated
17
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water. Spencer claims that fluoridation opponents are misusing their study (Spencer, 2006),
however in their abstract the authors clearly state:
“The effect of consumption of nonpublic water on permanent caries experience
was not significant.” (Armfield and Spencer, 2004).
See Diesendorf’s response to Spencer’s claim (Spencer, 2006) that he and others have misused
his paper (Diesendorf, 2006).
35. Pizzo, 2007
In 2007, a team of Italian researchers from the University of Palermo, concluded from their review
of the literature:
“…it is now accepted that systemic fluoride plays a limited role in caries
prevention. Several epidemiological studies conducted in fluoridated and nonfluoridated communities clearly indicate that CWF [community water fluoridation,
PC] may be unnecessary for caries prevention, particularly in the industrialized
countries where the caries level has become low.” (Pizzo et al, 2007)
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