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I. Authority

This petition is filed pursuant to RCW 34.05.330, WAC 82-05-030, and RCW
43.20.050(2)(a). This petition is narrowly focused on the Board’s independent
statutory duty to assure safe drinking water and to correct the Board'’s public claim
that community water fluoridation (CWF) is safe when decades of evidence
demonstrate preventable iatrogenic harm.

Il. Purpose Statement

The purposes of this petition are to correct the Board’s claim that community water
fluoridation is safe; formally recognize dental fluorosis as actual and preventable
harm; require cumulative exposure assessment consistent with toxicology and
epidemiology; protect vulnerable populations; and fulfill the Board’s statutory duty
to assure safe drinking water.

lll. Rationale and Scientific Background

A. Safety Requires Absence of Preventable Harm

Dental fluorosis is caused by excess systemic fluoride ingestion during the period of
enamel formation. This developmental process begins in utero and continues
through approximately eight years of age. Fluorosis is dose-dependent, generally
considered irreversible, and occurs only when fluoride intake exceeds physiological
tolerance. Individual susceptibility varies based on body weight, renal clearance,
nutrition, total fluid intake, and cumulative exposure.

Early proponents of community water fluoridation assured the public that no more
than 10-15% of children would experience mild dental fluorosis and fluoridation
had a 60% caries reduction. Judgment determined the benefits outweighed the



risks. However, the statistics have essentially reversed and benefit is minor if any
and risk to the teeth is major. Other sources of fluoride have increase and
alternatives are much cheaper and provide autonomy. The Board has not provided
safety studies and assuring the public fluoridation is safe undermines confidence in
public health advice and policies. Many in the public are justified to not trust us.

National surveillance data now directly contradict those original estimates. CDC
NHANES data demonstrate that 40.6% of U.S. adolescents aged 12-15 years had
dental fluorosis by 1999-2004 (Beltran-Aguilar et al., 2010), and subsequent
NHANES cycles (2011-2016) support similarly high prevalence when “any
fluorosis” is assessed (NCHS/CDC, 2019).

Fluoride exposure is cumulative and stored mostly in calcified tissues, with long
biological persistence in bone. Individuals are exposed through drinking water,
infant formula prepared with fluoridated water, beverages, foods, swallowed
toothpaste, dental products, pharmaceuticals, and environmental sources (NRC,
2006; WHO, 2002; Whitford, 1996).

Infants and young children represent a high vulnerability group because intake per
kilogram body weight is higher and renal clearance is immature about 90% of
fluoride ingested in infants is retained whereas 50% is retained in adults. U.S. public
health sources acknowledge that fluorosis risk is increased when infant formula is
reconstituted with fluoridated water (CDC, 2024) 90% of infant formula is made
with tap water.

A public-health agency cannot accurately characterize a practice as safe when it
predictably increases the prevalence of a permanent, preventable injury among
children and adults. In regulatory and public-health usage, safety requires the
absence of foreseeable material harm under conditions of intended use.

B. Dental Fluorosis Constitutes Actual Harm

Dental fluorosis is both cosmetic and functional harm. Moderate and severe
fluorosis involve hypomineralization, porosity, staining, pitting, and structural
weakness of enamel, increasing susceptibility to fracture and wear. These changes
are permanent and can require restorative and/or cosmetic intervention at personal
expense (NRC, 2006; WHO, 2002).

Beyond physical effects, visible enamel defects can impose psychosocial harms,
including stigma and reduced self-esteem. Public-health ethics recognizes cosmetic
injury as real harm when it is permanent, involuntary, and preventable.



Dental fluorosis is formally recognized in medical and clinical classification systems:
ICD-10-CM K00.3 (mottled teeth, including dental fluorosis) and SNOMED CT
234889003 (dental fluorosis). It is commonly treated using ADA-approved CDT
procedures (e.g., microabrasion, bleaching, composite restorations, veneers,
crowns), confirming it is managed as injury rather than an aesthetic preference
(ADA CDT).

C. Comparative Evidence: Fluoridated vs. Non-Fluoridated Communities

Dental fluorosis is consistently more prevalent—and more severe—in fluoridated
communities than in non-fluoridated communities, reflecting the dose-dependent
effects of systemic fluoride exposure. Systematic review evidence reports
substantially higher fluorosis risk in fluoridated areas compared with non-
fluoridated areas (Iheozor-Ejiofor et al., 2024).

Indicator Fluoridated Communities Non-Fluoridated
Communities
Systemic fluoride Higher average and Lower exposure from
exposure upper-tail exposure due water; total intake
to drinking water depends on non-water
contribution sources
Prevalence of dental Higher prevalence; Lower prevalence; fewer
fluorosis greater risk of moderate/severe cases

moderate/severe forms

Exposure-response Clear dose-dependent Lower baseline; less

pattern increase with higher frequent fluorosis
intake

Preventability Fluorosis largely Lower baseline risk
preventable by reducing  without water
systemic exposure contribution

Rebuttal to the “mostly cosmetic” claim
The assertion that fluorosis in fluoridated communities is “mostly cosmetic” is
scientifically and ethically insufficient.

First, fluorosis is a biologic injury characterized by hypomineralization of enamel;
even very mild forms reflect altered enamel structure.



Second, moderate and severe fluorosis—characterized by staining, pitting, enamel
loss, and increased fracture risk—occur disproportionately in fluoridated
communities and are recognized as adverse health effects.

Third, dentistry’s routine use of restorative treatments (composites, veneers,
crowns) demonstrates that the condition causes real, permanent harm requiring
clinical intervention. From a safety standpoint, a preventable increase in permanent
injury cannot be dismissed as cosmetic.

Fourth, lacking diagnostic codes for pathology, dentists routinely look for harm to
repair and overlook the etiology of the pathology. Even if they see dental fluorosis
and the patient requests treatment, the dentist simply treats the pathology without
documenting that it is cosmetic or functional, and a fact a cosmetic diagnosis would
negate dental insurance coverage. Although diagnostic codes are lacking in
dentistry, state boards of dentistry usually require a documented reason for the
surgical treatment and a true dental fluorosis diagnosis should include a differential
diagnosis. Based on my review of other dentists’ charting, justification for dental
fluorosis treatment is not usually documented.

D. Skeletal Fluorosis and Bone Fluoride Accumulation

Skeletal fluorosis is a chronic bone disorder caused by long-term accumulation of
fluoride in bone. It exists along a continuum from preclinical changes to clinical
osteosclerosis and joint limitation. Severe (“crippling”) skeletal fluorosis is well
documented in regions with naturally high fluoride in water, establishing fluoride as
a skeletal toxicant at sufficient dose and duration (WHO, 2002; NRC, 2006). We
dentists do not diagnose skeletal fluorosis, a medical pathology. It is my
understanding a clinical evaluation of fluoride consumption and duration along with
chronic joint pain, stiffness, torticollis, muscle weakness, back pain, arthritic-like
symptoms, point to a possible skeletal fluorosis diagnoses, but those subjective
symptoms can have multiple etiologies. Radiographic changes of thickened cortical
plate, osteosclerosis, calcification of ligaments, and interosseous membranes can be
helpful. Radiographic changes may not appear until substantial fluoride harm has
occurred.

The gold standard for skeletal fluorosis is bone fluoride concentration with
measured bone biopsy or ashing, primarily used in research. Even if a person asks
for a bone biopsy for fluoride there is no single “safe” bone-fluoride concentration at
any age, and there is no age-specific bright line separating “normal” from
“pathology.” What exists instead—recognized by the National Research Council
(NRC, 2006) and WHO—are age-dependent background ranges and overlapping
ranges where early skeletal pathology may occur.



And even if a bone biopsy is requested and provided and a bone concentration is
provided, and the concentration is deemed high, the half-life is 20 years.

Approximate bone-fluoride ranges by age
A. Infants and young children (<10 years)

B fluorid k;
Category one fluoride (mg/kg Interpretation

ash)
Background / low 100-500 Typ.lcal of low-fluoride
exposure environments

Seen with fluoridated water +

Elevated (high intak 500-1,500
evated (high intake) formula
Pathologic concern >1,500-2,000 Excessive accumulation for age

Key point:
Children should have very low bone fluoride. Levels seen in fluoridated communities
may already be abnormally high for age, even if far below adult “fluorosis” values.

B. Adolescents (10-18 years)

B fluorid k;
Category one fluoride (mg/kg Interpretation

ash)
Background 300-1,000 Non-fluoridated environments
Elevated 1,000-2,500 Long-term fluoridated exposure
Early skeletal >2,500-3,500 Overlaps with early skeletal
concern fluorosis

Clinical note:
This is when fluoride-related skeletal changes may begin but remain clinically
silent.

C. Young adults (*18-40 years)



Bone fluoride (mg/kg

Category ash) Interpretation
Low-fluoride lifeti

Background 500-1,500 ow-tluoride liletime
exposure

Elevated (fluoridated 1,500-4,000 Common after decades of

water) CWF

Early skeletal fluorosis 3,500-5,500 NRC-recognized overlap

overlap zone

Critical NRC point:
People drinking fluoridated water for decades can reach bone fluoride levels
reported in early skeletal fluorosis, even without diagnosis.

D. Middle-aged adults (*40-65 years)

Bone fluoride (mg/kg

Category ash) Interpretation
E ted with 1
xpected withage (low 4 166 3 000 Age-related accumulation
exposure)
C ith lifel
Elevated (CWF) 3,000-5,000 ommon with fiielong
fluoridation
A iated with skeletal
Pathologic range >5,000-6,000 ssoclated With skeleta
fluorosis
E. Older adults (265 years)
B fluorid k;
Category one fluoride (mg/kg Interpretation
ash)
Typical background 2,000-4,000 Even without fluoridation

Elevated / concerning  4,000-7,000 Increased fracture & joint



Bone fluoride (mg/kg

Category ash) Interpretation
risk
Clinical skeletal >6,000-9,000 Radiographic disease likely

fluorosis

For example, Reported bone fluoride concentrations in osteosarcoma patients
A. Typical ranges reported in studies

Across multiple studies (U.S. and international), reported values generally fall into
these ranges:

Tissue Approximate bone fluoride (mg/kg bone ash)
Control bone (low exposure) 300-1,500

Control bone (fluoridated regions) 1,000-4,000

Osteosarcoma tumor bone 2,000-6,000+

Adjacent non-tumor bone (cases) 1,500-5,000

Osteosarcoma patients often show higher average bone fluoride concentrations,
but ranges overlap substantially with non-cancer bone from fluoridated
populations. Factors of susceptibility to osteosarcoma appear to include more than
just fluoride.

The National Research Council concluded that fluoride is readily incorporated into
bone and will accumulate over time, and that bone fluoride concentrations increase
with chronic exposure. The NRC also recognized that bone fluoride concentrations
in long-term consumers of fluoridated water can overlap with concentrations
associated with early skeletal fluorosis (NRC, 2006).

Although population-wide studies have not demonstrated a high prevalence of
clinically obvious skeletal fluorosis at typical CWF levels, rare cases have been
reported, particularly among individuals with high total fluoride intake or impaired
renal clearance. The NRC cautioned that skeletal fluorosis may be under-recognized
because early symptoms are nonspecific and resemble other musculoskeletal
disorders, and routine diagnostic testing is uncommon (NRC, 2006).



Proposed Board Finding: While dental fluorosis represents the clearest and most
prevalent demonstrated harm associated with community water fluoridation, the
accumulation of fluoride in bone and the potential for skeletal effects—particularly
in vulnerable populations—preclude an unqualified determination that community
water fluoridation is safe.

E. Practical Exposure Reduction and Public Health Alternatives

Community water fluoridation is a population-wide systemic exposure source.
Reducing this source would lower total fluoride intake and reduce fluorosis
prevalence without interfering with topical fluoride use, personal oral hygiene,
fluoride medications, or other regulated fluoride uses. Dental caries risk is driven
primarily by diet (sugar exposure), oral hygiene, and social determinants of health.
Interventions such as oral hygiene education, caregiver-focused behavioral
strategies, access to dental care, and population-level reductions in sugar intake
(including taxes on sugar-sweetened beverages) can reduce caries while improving
general health.

Remember, the alleged benefit from fluoride is topical, not systemic.

Our public health profession desires the public to trust us. When the public reads science
and laws and realize public health is ignoring current science on fluoridation, the knee jerk
reaction is to discredit other policies. Confidence in our public health profession is at stake.

IV. Proposed Rule Text

Proposed new section: WAC 246-290-2XX — Safety Determinations for Disease-
Prevention Additives

1. Cumulative Exposure Assessment. When evaluating, endorsing, or characterizing as
safe any substance added to public drinking water for disease-prevention purposes,
the Board of Health shall assess total population exposure from all sources,
consistent with accepted toxicological and epidemiologic principles.

2. Findings on Fluoride and Fluorosis. The Board finds that:

(a) Dental fluorosis is a permanent, toxicant-induced developmental injury caused
by excess systemic fluoride exposure during tooth formation;

(b) Dental fluorosis is a recognized adverse health effect of fluoride exposure; and

(c) Community water fluoridation materially contributes to total fluoride exposure
and therefore to the risk and prevalence of dental fluorosis.



3. Skeletal Accumulation. The Board recognizes that fluoride is incorporated into bone
and accumulates over time, and that cumulative skeletal fluoride burden may
contribute to skeletal effects, particularly among vulnerable populations.

4. Accuracy of Safety Statements. The Board shall not characterize community water
fluoridation as “safe” without expressly acknowledging its contribution to dental
fluorosis and preventable harm.

5. Protective Recommendation. The Board recommends that pregnant individuals,
infants, and children avoid consumption of fluoridated water, and that water
without fluoride is preferable for these populations, especially for infant formula
preparation.

6. Local Control Preserved. Nothing in this rule mandates fluoridation or cessation of
fluoridation; decisions regarding whether to fluoridate remain local.

V. Ethics Statement

This petition is grounded in core principles of public-health ethics, including non-
maleficence, beneficence, justice, and transparency. A public policy that knowingly
contributes to permanent injury—particularly in children—cannot ethically be
represented as safe. Ethical governance requires accurate risk communication and
protective action when harm is foreseeable and preventable. This petition was
edited and organized with the help of Chatgpt. The author has no vested interest or
financial support for this or any petitions.
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