BEFORE THE WASHINGTON STATE BOARD OF HEALTH

PETITION FOR RULEMAKING UNDER RCW 34.05.330

Petition #29 — Assurance of Public Drinking Water Safety Based on
Current Scientific Evidence and the Scientific Method

Submitted by:
Washington Action for Safe Water
Bill Osmunson, DDS, MPH

Date: December 17,2025

Proposed Board Statement for Consideration:

“When fluoride is added to public drinking water for the purpose of disease prevention, the
Board is unable to assure safety based on current empirical scientific evidence and is relying
instead on endorsements, historical precedent, opinions and consensus statements rather than a
systematic evaluation of contemporary scientific data.”

|. Parties and Standing

Petitioners are Washington residents and organizations directly affected by rules adopted and
enforced by the Washington State Board of Health governing the safety of public drinking water.

Petitioners include:

¢ Washington Action for Safe Water, a Washington-based public-interest organization
focused on drinking-water safety and regulatory compliance; and

¢ Bill Osmunson, DDS, MPH, a Washington resident with professional training in dentistry
and public health, and direct experience with public-health policy development and
implementation.

Petitioners have standing under RCW 34.05.330 as persons aggrieved or potentially aggrieved
by rules and practices governing public drinking water safety.

[I. Authority for Petition

This petition is submitted pursuant to RCW 34.05.330, which grants any interested person the
right to petition an agency for the adoption, amendment, or repeal of a rule.



The Washington State Board of Health derives its authority and duty from RCW 43.20.050(2)(a),
which requires the Board to:

“Adopt rules as necessary to assure safe and reliable public drinking water.”

This duty is implemented through WAC 246-290, governing Group A public water systems. The
Board'’s obligation to assure safety necessarily requires a defensible, transparent, and
scientifically valid method for evaluating evidence of both reported benefit and harm.
However, judgment is not on certainty of harm, rather must be on certainty of safety for each
age group, total fluoride exposure, co-exposures from other toxins such as lead, and justice for
minorities.

[Il. Background

Petition for rule change #29, builds on and expands the first 28 petitions. The addition of a
highly toxic “poison” “drug” to public water has many streams of evidence to consider,
significantly petition #28, science:

1. Apply a documented scientific-method framework;

2. Independently evaluate current evidence of benefit and harm;

w

Explicitly acknowledge scientific uncertainty; and
4. Avoid reliance on endorsements, tradition, or popularity as substitutes for evidence.
At a minimum, the scientific method includes:
1. Clear Hypothesis Formulation
o Explicit statements of proposed benefit and potential harm.
2. Measurement of Exposure and Dose

e Quantification of actual human exposure from all relevant sources, with attention to
vulnerable subpopulations.

3. Appropriate Study Design
e Preference for randomized controlled trials when ethical and feasible;

¢ Recognition of the inherent limitations of observational studies, particularly for low-
effect-size outcomes.

4. Control of Confounding Variables



e Explicit identification of known confounders and acknowledgment of unknown
confounders.

5. Assessment of Both Benefits and Harms

e Equal scientific rigor applied to adverse outcomes as to claimed benefits.
6. Replication and Consistency

¢ Independent replication across populations and settings.
7. Dose-Response Evaluation

e Evidence that increased exposure produces predictable biological effects.
8. Biological Plausibility

e Mechanistic understanding consistent with established biology and toxicology.
9. Transparency and Reproducibility

e Public availability of data, methods, assumptions, and uncertainty.
10. Continuous Reassessment

¢ Willingness to revise conclusions as new evidence emerges.

These principles are not aspirational; they are baseline standards across modern regulatory
science (NASEM, 2020).

IV.  Statement of the Issue for petition #29.

The Board of Health is currently relying on endorsements, historical precedent, consensus
statements, and opinion when evaluating the safety of substances intentionally added to public
drinking water for human disease treatment and prevention, rather than applying the scientific
method and contemporary standards of evidence used in modern public health, toxicology, and
regulatory science.

The Board is open to hearing various opinions in 2- or 3-minute statements; however, opinions
are not empirical evidence or science, they are just opinions. Scientific evidence cannot be
adequately reviewed in 2 or 3 minutes. RCW requires the Board to hold forums and in 15 years
| am unaware of a forum held by the Board.



When asked to meet with Board members on an individual basis, the Executive Director
responded that she already knows my opinion. The purpose of a meeting is not to answer the
guestion of whether | personally am in favor or opposed to fluoridation, but to provide scientific
evidence for members to consider and just as important to answer questions the Board
members should have. Instead, the only feed back from the Board are responses to petitions
for rule change which is a serious inefficiency of both our time.

A. Public-Health Culture Can Undermine Independent Scientific Judgment

Public-health training and institutional culture often emphasize policy promotion and message
discipline rather than independent scientific evaluation.

By way of example, during formal graduate-level public-health training, Petitioners were
explicitly instructed that professional obligation requires promotion of employer-determined
policy regardless of personal scientific judgment. When questioned whether that obligation
would extend to promoting tobacco smoking if directed by an employer, the response was
effectively that policy promotion would still be expected, albeit with reduced enthusiasm.

This illustrates a systemic risk: policy loyalty can supplant scientific integrity when agencies fail
to codify objective standards for evidence evaluation.

B. Historical Precedent Demonstrates the Danger of Authority-Based Medicine

For centuries, bloodletting was accepted medical practice, endorsed by authorities and taught
as standard of care. Patients who survived were cited as proof of efficacy; those who died were
dismissed as inevitable casualties or acts of fate.

Bloodletting persisted not because it was effective, but because it was endorsed by authority,
tradition, and consensus, in the absence of controlled empirical testing. Modern public health
exists precisely because authority-based medicine was replaced by evidence-based science.

When | replaced a dentist in 1978 who had passed away, patients told me the previous dentist
had recommended patients with bleeding gums start to smoke tobacco. Observational
evidence clearly demonstrates a reduce risk of bleeding gums with smoking. Reduced surface
blood supply with smoking increased periodontal disease, loss of teeth and many other
diseases, but it does reduce bleeding gums in the short term. He had good intentions but
actually caused more harm than good. As my mentor would say, “the road to hell is paved with
good intentions.”



C. Public Opinion Is Not Scientific Evidence

The Department of Health and affiliated entities have repeatedly cited public opinion surveys
and public acceptance as justification for continuing fluoridation practices.

Public opinion:
e Is not empirical evidence of benefit
e Is not evidence of safety
e Cannot substitute for toxicological or epidemiological data

Science is not a popularity contest. Neither tradition, authority, nor majority opinion is a
component of the scientific method.

We do not ask the voters to determine and vote on the structural safety of a levy or dam and
require certainty of failure or a 100 year flood before safety repairs. Certainty of safety is the
law, not certainty of harm.

“Safety first” posters on job sites in construction, manufacturing, utilities, mining, chemical
processing, transportation, and healthcare are extremely common. However, safety first is not
part of fluoridation. Do no harm.

V. The Scientific Method in Public Health

The scientific method is the foundation of modern public health, medicine, and regulatory
science. It requires disciplined skepticism, systematic testing, and continual reassessment as
new data emerge.

At a minimum, the scientific method includes:
1. Clear Hypothesis Formulation
o Explicit statements of proposed benefit and potential harm.
2. Measurement of Exposure and Dose

o Quantification of actual human exposure from all relevant sources, with attention
to vulnerable subpopulations.

3. Appropriate Study Design

o Preference for randomized controlled trials when ethical and feasible;



o Recognition of the limitations of observational studies, particularly for low-effect-
Ssize outcomes.

4. Control of Confounding Variables

o Explicit identification of known confounders and acknowledgment of unknown
confounders.

5. Assessment of Both Benefits and Harms

o Equal scientific rigor applied to adverse outcomes as to claimed benefits.
6. Replication and Consistency

o Independent replication across populations and settings.
7. Dose-Response Evaluation

o Evidence that increased exposure produces predictable biological effects.
8. Biological Plausibility

o Mechanistic understanding consistent with established biology and toxicology.
9. Transparency and Reproducibility

o Public availability of data, methods, and assumptions.
10. Continuous Reassessment

o Willingness to revise conclusions as new evidence emerges.

VI. Current Board Practice Deviates from the Scientific Method

In practice, the Board has relied on:
e Endorsements by external organizations
e Historical practice
e Assertions of consensus and opinion
e Absence of absolute proof of harm
Rather than:
¢ Independent evaluation of current systematic reviews

e Formal uncertainty analysis



e Explicit weighing of benefit versus harm
e Consideration of modern exposure patterns and vulnerable populations

This approach is inconsistent with contemporary standards applied in other areas of public
health, including environmental contaminants, pharmaceuticals, and consumer safety.

VII. Ethical and Legal Implications

Public-health ethics require:
o Beneficence: demonstrated benefit
o Nonmaleficence: avoidance of harm
e Autonomy: informed consent
e Justice: protection of vulnerable populations

Assuring safety without applying the scientific method undermines each of these principles and
exposes the Board to ethical, legal, and public-trust risk.

VIl. Requested Rulemaking

Petitioners respectfully request that the Washington State Board of Health adopt a rule or
formal policy requiring that:

1. All substances intentionally added to public drinking water for disease prevention be
evaluated using a transparent, documented scientific-method framework;

2. Endorsements, historical precedent, and public opinion may not substitute for
empirical evidence;

3. Current systematic reviews and uncertainty analyses be explicitly addressed; and

4. Where safety cannot be assured based on current evidence, the Board shall clearly state
that limitation.



VIII. Material Distinction Between Communicable, Lethal Diseases and Dental
Caries

Public-health ethics and law have long recognized that informed consent may be constrained
only in limited circumstances—specifically where failure to intervene poses a substantial,
imminent risk to others, typically involving highly contagious and potentially lethal diseases.

Examples include:
e Active tuberculosis

e Certain sexually transmitted infections such as HIV/AIDS (with respect to testing,
disclosure, and treatment requirements)

e Emerging pandemic threats

In such circumstances, courts and public-health authorities have justified limited intrusions on
individual autonomy to prevent serious harm to third parties (Gostin, 2008; Childress et al.,
2002). However, these are usually handled with voluntary medication or quarantine rather than
police powers forcing compliance without reasonable options.

Dental caries does not meet these criteria.
o Dental caries is not highly contagious in the public-health sense.
e Dental caries is not highly lethal.
e Dental caries does not pose an imminent threat to others through casual contact.

Accordingly, the ethical justification for population-wide, involuntary exposure to a biologically
active substance added to drinking water is materially different and substantially weaker.

This distinction is not philosophical—it is legally and ethically dispositive.

IX. Availability of Less Intrusive, Autonomous Alternatives

Even where a public-health benefit is plausible, ethical analysis requires selection of the least
restrictive means (Childress et al., 2002; Beauchamp & Childress, 2019).

Unlike airborne or blood-borne pathogens, fluoride delivery does not require mass medication
to achieve exposure. Readily available alternatives include:

e Prescription supplements, not FDA CDER approved, by Rx only.



e Topical fluoride varnishes and gels, FDA CDER approved. (topical has benefit)
e Fluoridated toothpaste. FDA CDER approved with label and caution
e Targeted dental interventions for high-risk individuals
These fluoride alternatives:
e Preserve individual autonomy
e Permitinformed consent
e Allow dose control
e Avoid exposing populations that do not benefit or may be harmed

The availability of less intrusive alternatives eliminates any ethical justification for compulsory,
non-consensual exposure via public water supplies.

X. Narrow Therapeutic Intent of Fluoridation and Failure to Address Total Health

Fluoridation has one stated intent only:
Prevention of dental caries.
It does not:

e Prevent periodontal disease

e Improve metabolic health

e Reduce sugar consumption

e Improve overall nutrition

e Address oral-systemic disease interactions

In contrast, well-established public-health measures—such as reduced sugar intake, improved
diet quality, and oral hygiene—benefit both oral and systemic health, regardless of fluoridation
status.

Modern public health requires evaluation of net population health, not isolated endpoints
(NASEM, 2020). An intervention that produces one modest benefit while introducing systemic
exposure and measurable harm must be evaluated under a total-health framework, not a
single-outcome justification.



XI. Ethical Implications for Informed Consent

Informed consent is not negated simply because an intervention is delivered through
infrastructure rather than a syringe.

Key ethical facts remain:
e Fluoride is added with intent to treat human disease
e Exposure is unavoidable for most residents
e Dose cannot be controlled by the individual

e Vulnerable populations (infants, kidney disease, high water consumers) receive higher
effective doses

Where informed consent is not practicable, the burden on the state to demonstrate safety with
high certainty increases—not decreases.

XIl. Proposed Rule Language (Formal WAC Amendment)

Petitioners request adoption of a new section within WAC 246-290, or amendment to WAC
246-290-220, substantially as follows:

WAC 246-290-2XX — Scientific Evaluation of Substances Added to Public Drinking Water

(1) When a substance is intentionally added to public drinking water for the purpose of
preventing human disease, the Board of Health shall evaluate such substance using a
transparent, documented application of the scientific method.

(2) The Board shall not rely solely on endorsements, historical practice, consensus statements,
or public opinion as substitutes for empirical scientific evidence of safety and efficacy.

(3) Evaluation shall include:

(a) Current systematic reviews of benefit and harm;

(b) Assessment of vulnerable subpopulations;

(c) Consideration of cumulative exposure from all sources;

(d) Identification and acknowledgment of scientific uncertainty.

(4) Where informed consent is not practicable and less intrusive alternatives exist, the Board
shall apply heightened scrutiny to claims of safety.

(5) If the Board cannot assure safety based on current scientific evidence, it shall clearly state
that limitation in its guidance and recommendations.



IX. Conclusion

The duty to “assure safe and reliable public drinking water” requires more than reliance on
tradition or consensus. It requires disciplined application of the scientific method, humility in
the face of uncertainty, and willingness to revise long-standing practices when evidence evolves.

This petition seeks not a predetermined outcome, but a lawful, ethical, and scientifically
defensible decision-making process.

Respectfully submitted,

Bill Osmunson, DDS, MPH
Washington Action for Safe Water
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CASE LAW AND LEGAL DISTINCTION APPENDIX (APPENDIX D)

Legal Distinction Between Compulsory Disease Control and Fluoridation
Key Authorities

Jacobson v. Massachusetts (1905)
Upheld compulsory vaccination only where necessary to prevent epidemic disease threatening
public safety. The Court emphasized limits and proportionality.

Compagnie Francaise v. Louisiana (1902)
Quarantine authority justified solely by communicable disease risk.



Washington v. Harper (1990)
Forced medication requires heightened justification and procedural safeguards.

Doe v. Rumsfeld (D.D.C. 2006)
Involuntary medical treatment without informed consent violates federal law absent emergency
justification.

Protect the Peninsula’s Future v. City of Port Angeles (2013)
Did not analyze informed consent, modern toxicology, cumulative exposure, or scientific
uncertainty; therefore does not resolve scientific-method obligations of the Board.

Key Legal Principle:
State power to override autonomy is exceptional, not routine, and must be narrowly justified.
Dental caries prevention does not qualify.

BOARD DEFENSE Q&A MEMORANDUM
Internal Board Q&A: Petition #28

Q: Does this petition ask the Board to stop fluoridation?
A: No. It asks the Board to adopt a transparent, evidence-based method for evaluating safety.

Q: Does this petition require FDA, EPA, or manufacturer’s action?
A: No. It applies solely to the Board’s independent statutory duty to assure safety.

Q: Why is informed consent relevant to water treatment?
A: Because fluoride is added with intent to treat disease, not to treat water quality.

Q: Why are alternatives relevant?
A: Ethics require least restrictive means when benefits can be achieved without coercion.

Q: What happens if safety cannot be assured?
A: The Board must clearly state that limitation; it need not mandate cessation.

SIDE-BY-SIDE ETHICAL COMPARISON TABLE

Appendix E: Ethical Comparison — TB Control vs. Water Fluoridation
Criterion Tuberculosis Control Water Fluoridation

Contagious Yes No



Criterion Tuberculosis Control Water Fluoridation

Potentially Lethal Yes No

Risk to Third Parties High None
Emergency Context Yes No

Less Restrictive Alternatives No Yes
Individual Dose Control N/A No

Informed Consent Feasible Often no Yes

Ethical Justification for Compulsion Strong Weak/Absent

JUDICIAL REVIEW ALIGNMENT STATEMENT
Administrative Law Compliance
This petition seeks to ensure compliance with:
e RCW 34.05 (reasoned rulemaking)
e Arbitrary and capricious standards
e Due-process expectations
e Public trust doctrine

The petition requests procedural safeguards, not policy outcomes. Adoption would
strengthen—not weaken—the Board’s legal posture.



