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Dear Board of Health,
Please provide this public comment attached for the Board of Health.

Respectfully,
Bill Osmunson DDS MPH



Public Comment for July, 2026 from Bill Osmunson DDS MPH
Dear Board Members,

| would like to bring to your attention a recent essay by epidemiologist and MD Bruce
Lanphear, titled The Blind Spots in Modern Epidemiology. Dr. Lanphear raises an important
public health question: why do infectious diseases such as tuberculosis, measles, and malaria
appropriately receive urgent attention and resources, while chronic environmental exposures
that may contribute to millions of deaths worldwide often receive far less attention and
action? His essay is not a criticism of infectious disease programs, but rather a call to examine
whether public health priorities sufficiently address environmental pollutants, toxic
chemicals, and cumulative exposures that may contribute substantially to chronic disease,
developmental harm, and premature death. As the Board considers future public health
priorities, | believe this perspective deserves thoughtful consideration.

The Blind Spots in Modern Epidemiology

Why do tuberculosis and malaria inspire global action while millions of deaths from pollution
and toxic chemicals are accepted as the cost of modern life?

Bruce Lanphear
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Infectious and Chronic Disease: !
Separate and Unequal?

“It’s criminal not to solve tuberculosis.” — Bill Gates
Why do some preventable deaths spark a global response while others barely register?

It is a question that has bothered me for years.
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When tuberculosis kills a child in Africa, governments mobilize. Foundations invest billions.
Scientists race to develop better diagnostics, drugs, and vaccines. When malaria surges, public
health agencies track every case. When HIV emerged, the world eventually launched one of the
largest public health campaigns in history.

But when lead poisoning contributes to millions of deaths, when air pollution shortens lives in
every city on Earth, or when toxic chemicals increase the risk of cancer, heart disease, and
developmental disorders, the response is strikingly different.

Why?

The answer may lie in a distinction that epidemiologist Elizabeth Barrett-Connor challenged
nearly fifty years ago.

In 1979, Barrett-Connor published an essay with the provocative title Infectious and Chronic
Disease Epidemiology: Separate and Unequal? She argued that the divide between infectious
and chronic disease was largely artificial. Infectious diseases were assumed to be acute and
caused by germs. Chronic diseases were assumed to develop slowly and arise from lifestyle,
aging, or unknown causes. But Barrett-Connor pointed out that many infectious diseases were
chronic, many chronic diseases might someday prove to be infectious, and all diseases involved
interactions between biology, environment, and behavior. The separation, she argued, was not
only arbitrary—it was holding epidemiology back.

History has been kind to her argument.

Since Barrett-Connor wrote those words, researchers have discovered that many diseases once
considered purely chronic are caused, at least in part, by pathogens. Human papillomavirus
causes most cervical cancers. Hepatitis B and C infections cause many liver cancers. Helicobacter
pylori causes stomach ulcers and stomach cancer. Epstein-Barr virus is linked to several cancers
and is now considered a major contributor to multiple sclerosis.

In one sense, Barrett-Connor won.
The wall between infectious and chronic disease has largely collapsed.

Today, few physicians would argue that cervical cancer is simply a chronic disease. We recognize
it as a preventable consequence of infection. We vaccinate children against HPV. We screen for
hepatitis. We treat infections before they lead to cancer. The discovery of a microbial cause
transformed how we think about prevention.

Yet something curious happened along the way. We accepted Barrett-Connor’s argument when
the culprit was a pathogen. We have been far less willing to accept it when the culprit is a toxic
chemical or pollutant.
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Consider the language we use.

Bill Gates argued that “it’s criminal not to solve TB” and extended the same reasoning to HIV
and malaria. Few people would disagree.

Tuberculosis kills more than a million people each year. It is preventable. It is treatable. To
ignore it would be morally indefensible.

But what about lead poisoning?

Lead exposure kills between 3.5 and 5.5 million deaths annually, primarily through
cardiovascular disease. Air pollution contributes millions more. Add in occupational exposures,
contaminated water, pesticides, asbestos, and other toxic pollutants, and the toll

becomes staggering.

The Lancet Commission on Pollution and Health estimated that pollution contributes to roughly
nine million deaths each year worldwide. If newer estimates of lead-related mortality are
accurate, the total burden from toxic chemicals and pollutants approach one in five deaths
globally.

One in five.
Pause for a moment and imagine a new infectious disease that killed one in five people.

There would be emergency declarations. Daily news coverage. International summits. Massive
investments in research. Politicians would compete to be seen taking action.

Instead, these deaths occur quietly.

A heart attack here. A stroke there. A diagnosis of lung cancer. A child struggling in school
because of lead exposure. A premature birth linked to air pollution.

No epidemic curve appears on television screens. No nightly death count scrolls across the
bottom of the news. The victims are scattered. The causes are invisible. The outrage dissipates.

And so we have created two different categories of preventable death. When a child dies from
malaria, we ask how to prevent the next death. When a child loses IQ points from lead
exposure, we ask how to help them cope. When tuberculosis spreads, we search for the source.
When pollution spreads, we often debate whether the evidence is sufficient to justify action.

This distinction would have puzzled Barrett-Connor.

Her central insight was that epidemiology should focus on causes rather than labels. A disease
caused by a bacterium and a disease caused by a toxic chemical are both environmental
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diseases. Both arise from conditions outside the body. Both can be studied. Both can be
prevented.

The difference is not scientific. It is political.

Tuberculosis has no lobbyists. Malaria does not fund public relations campaigns. Viruses do not
hire lawyers to challenge regulations.

Lead, asbestos, PFAS, pesticides, tobacco, and fossil fuels do.

For decades, industries associated with these hazards have questioned the evidence,
emphasized uncertainty, delayed regulation, and shifted responsibility onto individuals. The
result is not merely confusion. It is a profound distortion of our moral priorities.

We have come to regard infectious diseases as preventable and chronic diseases as inevitable.
Yet many of the leading chronic diseases are no more inevitable than tuberculosis.

The decline in childhood lead poisoning demonstrates this. Removing lead from

gasoline reduced deaths from heart attacks. Air pollution regulations have extended life
expectancy. Smoking restrictions have prevented millions of premature deaths. These are
among the greatest public health successes of the last century.

But we rarely describe them that way.
We celebrate vaccines. We celebrate antibiotics. We celebrate the eradication of smallpox.

We are less likely to celebrate the elimination of lead from gasoline, even though it has
prevented millions of deaths and improved the lives of hundreds of millions of children.

Perhaps that is because one victory fits comfortably within our traditional understanding of
disease while the other challenges it.

The irony is that Barrett-Connor saw this coming.

She argued that epidemiologists should stop dividing themselves into camps and simply call
themselves epidemiologists. Acute diseases and chronic diseases, she wrote, are not separate
species. Neither are the scientists who study them.

Nearly fifty years later, we may need to take her argument one step further.

The challenge is no longer to erase the boundary between infectious and chronic disease. The
challenge is to erase the boundary between the preventable deaths we take seriously and the
preventable deaths we have learned to tolerate.

Bill Gates is right. It is criminal not to solve tuberculosis.
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But if millions of deaths from toxic chemicals and pollutants are also preventable, the more
uncomfortable question is this:

Why don’t we treat those deaths the same way?
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Dear Board of Health,

Attached is a public comment for your consideration.
Sincerely,

Bill Osmunson DDS MPH

Washington Action for Safe Water



When Should Public Health Policy Be Re-evaluated?
Lessons for Community Water Fluoridation

Submitted July 4, 2026, Happy 4" of July, as Public Comment to the Board of Health, by:
Bill Osmunson, DDS, MPH
Washington Action for Safe Water

The question is not whether community water fluoridation was a reasonable
public health policy in 1945. The question is whether it remains justified
based on the scientific evidence available in 2026.

Public health has repeatedly learned that well-intentioned policies deserve re-evaluation as new
evidence emerges. Tobacco, lead, and asbestos all provided recognized benefits. Yet each
remained in widespread use long after evidence of harm began to accumulate. Institutions and
authorities did not necessarily act in bad faith. Rather, they often emphasized scientific
uncertainty, criticized unfavorable studies, highlighted benefits, and relied on established
consensus while additional evidence accumulated.

The lesson from history is not that these products are identical to fluoride. It is that long-standing
scientific consensus should never substitute for continual independent review.

Today, the evidence regarding systemic fluoride exposure is substantially different from the
evidence available when fluoridation began.

Since fluoridation was adopted, numerous epidemiologic studies have examined fluoride
exposure and neurodevelopment. In 2006, the National Research Council and in 2010 the EPA’s
Dose Response Analysis clearly indicated many were ingesting too much fluoride. The National
Toxicology Program concluded there is moderate-confidence that higher fluoride exposure is
associated with lower IQ in children. A federal court concluded that current fluoride exposure
presents an unreasonable risk requiring EPA to reconsider the evidence under the Toxic
Substances Control Act. In October 2025, the FDA took enforcement action against certain
ingestible fluoride drug products for children based on concerns about systemic fluoride
exposure.

These developments do not answer every scientific question. They do, however, justify asking
whether current policy should be independently re-examined rather than relying primarily on
conclusions reached decades ago.

One principle is particularly important: scientific standards should be applied equally. Studies
reporting possible harm should receive careful scrutiny. So should the studies supporting
fluoridation. Much of the research underlying community water fluoridation predates modern



epidemiology, toxicology, or pharmacology and did not evaluate outcomes now considered
important, including neurodevelopment, thyroid function, cumulative fluoride exposure, or
vulnerable populations such as bottle-fed infants.

The FDA's October 2025 action has broader implications than fluoride supplements alone. Both
fluoride supplements and community water fluoridation share the same intended purpose:
systemic ingestion of fluoride to prevent dental caries. Although they differ in delivery and dose,
both expose the body to fluoride. When federal regulators conclude that new evidence warrants
greater caution regarding one form of systemic fluoride exposure, it is reasonable to ask whether
community water fluoridation also deserves renewed independent review.

The American Dental Association has likewise acknowledged that parents who prepare infant
formula may reduce fluoride exposure by using fluoride-free or low-fluoride water to decrease
the risk of dental fluorosis. This recommendation recognizes that fluoridated drinking water
contributes meaningfully to systemic fluoride exposure during infancy. If reducing fluoride
exposure is appropriate to prevent one recognized adverse effect, regulators should carefully
consider whether newer evidence regarding neurodevelopment risks warrants additional
precaution.

The issue is not whether the American Dental Association acts in good faith. | believe it does. The
issue is whether organizations that have supported fluoridation for more than eighty years can
objectively evaluate evidence that challenges a long-standing position. History teaches that
institutional commitment, like financial interest, can unintentionally influence scientific judgment.
That is precisely why independent regulatory review is essential.

Accordingly, | respectfully request that the Board:

e Recommend that caregivers consider using low-fluoride water when preparing infant
formula.

e Conduct an independent review of the current evidence regarding systemic fluoride
exposure.

e Apply the same evidentiary standards to studies reporting benefit and studies reporting
harm.

e Evaluate cumulative fluoride exposure from all significant sources.
e Base future policy on the best available contemporary scientific evidence.

The purpose of public health is not to defend decisions made decades ago. It is to continually
determine whether those decisions remain justified as scientific knowledge advances. That
responsibility is especially important when an intervention affects nearly an entire population,
including those who cannot choose their exposure.
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Attached is my public comment for the Board of Health, August 12, 2026.



Public Comment to the Washington State Board of Health
Submitted by Bill Osmunson, DDS, MPH — Washington Action for Safe Water July 14, 2026

Dr. Bruce Lanphear, MD, MPH — a preventive medicine physician and professor at Simon Fraser
University whose research helped establish that no level of lead exposure is safe — wrote the
following poem, "Who Will Protect the Child," published on his Substack, Plagues, Pollution &
Poverty (https://substack.com/@brucelanphear):

We know how to raise money

for a child with leukemia,

how to stand beside a hospital bed,
how to pray

when there is little else to do.

We have grown skilled

at mourning.

But who walks the fence line
looking for the broken boards?
Who notices

the poisoned well,

the haze that settles

over the schoolyard,

the fumes from fresh paint,
the spray drifting

from neighboring fields,

the road that winds

past the fracking wells?

We praise

the courage of the patient,
the skill of the surgeon,

the promise of another drug.
Too few ask

why so many

keep falling sick.

A nation can spend itself
saving lives

while neglecting life.

It can build fortunes
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from sickness,

and more fortunes
from its treatment,
until prevention
looks naive,

or worse,
unprofitable.

The body keeps

an honest account.

So does the land.

Both remember

what we pour into them.

There comes a time
when wisdom is not
another cure,

but the quiet work

of mending the fence
before the child arrives.

Who will mend the fence?

| have been asking a version of that question before this Board for over twenty years. In that
time, without compensation, | have submitted public comment and filed dozens of petitions for
rule change —because so much harm is preventable if we are willing to look for the broken
boards before a child ever reaches them.

Public health is, at its best, the quiet work Dr. Lanphear describes: noticing the poisoned well,
the haze over the schoolyard, the exposure that seems too small to matter until it accumulates
in a body that keeps an honest account. It is unglamorous work. It rarely comes with a hospital
bed or a fundraiser or a dramatic cure. It survives only when institutions like this Board build it
into procedure — into rule, into transparency, into the routine habit of asking "why" before
harm becomes routine.

| ask the Board to keep walking that fence line. Thank you for your time and consideration.

Respectfully submitted,
Bill Osmunson, DDS, MPH
Washington Action for Safe Water
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Hi Michelle,
Attached is a letter for the Board of Health regarding the fluoride review.

Sincerely,
Bill Osmunson DDS MPH

On Wed, Jul 15, 2026 at 12:48 PM DOH WSBOH <WSBOH@sboh.wa.gov> wrote:
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Washington Action for Safe Water
Bill Osmunson DDS, MPH, Contact

Billosmunson3@gmail.com

425.466.0100 July 16, 2026
Washington State Board of Health

Request for Participation and Transparency in DOH Fluoride Guidance Review

Dear Chair Hayes and Members of the Washington State Board of Health:

Thank you for your July 15, 2026 letter responding to my Petition for Rulemaking concerning
fluoride guidance for formula-fed infants.

The Board's response to Petition 38, states that the Department of Health is currently updating
its oral health guidance, including how it communicates fluoride-related information to
vulnerable populations such as infants, and that Board staff are coordinating with DOH on this
effort. The Board further states that it anticipates receiving an update from DOH at a future
meeting. | appreciate the Board's recognition of the importance of this issue.

Because my petition, supporting scientific materials, and public comments directly concern the
subject of this review, | respectfully request information regarding the review process so that it
is conducted in a transparent, scientifically rigorous, and objective manner.

Specifically, | request:

1. The anticipated timeline for the review, including when the scientific review process will
begin and the expected schedule for completion.

2. The identity, qualifications, affiliations, and roles of all members of the scientific review
panel or advisory group responsible for evaluating the evidence.

3. The criteria used to select panel members, including any policies or procedures used to
identify, disclose, and manage potential conflicts of interest.

4. The scientific framework and methodology that will be used to evaluate the available
evidence, including whether the review will follow an established systematic review
process, evidence grading framework, or other accepted scientific methodology.

5. An opportunity to submit additional scientific evidence and relevant publications for
consideration before recommendations are developed.
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6. An opportunity to review and comment on any proposed recommendations before they
are finalized and presented to the Board.

7. Copies of, or access to, the scientific literature, reports, evidence summaries, and other
materials being relied upon by the Department and the Board during this review.

Because this review concerns the same scientific issues raised in my petition, | also respectfully
request consideration for appointment to, or participation on, the scientific review panel or
advisory group. | believe my qualifications would allow me to contribute constructively to the
review. | am a retired dentist with approximately 46 years of clinical experience, hold both DDS
and MPH degrees, have published on fluoride risk-benefit assessment, and have devoted
considerable effort to reviewing the scientific literature concerning fluoride exposure, infant
health, public health ethics, and regulatory policy. My objective would be to assist the Board in
ensuring that all relevant scientific evidence is evaluated fairly and comprehensively.

If participation on the panel is not possible, | respectfully request the opportunity to serve as an
external scientific resource by submitting evidence, responding to scientific questions, or
providing written comments during the review process.

The Board has indicated that this review is the reason for denying Petition 38. Accordingly, |
respectfully request that the review be conducted in a transparent manner that allows
interested stakeholders to understand the scientific basis for any recommendations ultimately
presented to the Board.

Thank you for your consideration. | look forward to your response.
Respectfully,

Willard (Bill) Osmunson, DDS, MPH
Washington Action for Safe Water
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Dear Board of Health,

1.Please include the attached public comment for the August BOH meeting.



PUBLIC COMMENT

The American Dental Association and the Anatomy of Scientific Doubt:
A Comparison with Tobacco, Lead, Asbestos, and DDT

Submitted by: Bill Osmunson, DDS, MPH
Washington Action for Safe Water
Submitted: July 30, 2026

l. Introduction

This public comment is submitted to draw the attention of the Board of Health to a
pattern of argumentation that history has repeatedly identified as a strategy for delaying
protective public health action — not advancing scientific truth. That pattern is the
deliberate manufacture of doubt.

Four industries — tobacco, lead, asbestos, and DDT — each employed a recognizable
set of tactics to postpone regulation while harm continued to accumulate in the
population. Those tactics have now been documented in court records, internal
memoranda, and peer-reviewed historical scholarship. They were not expressions of
genuine scientific uncertainty. They were strategies.

During the 1970’s, | participated in “5 day stop smoking” presentations. We did not have
“proof” of tobacco harm, the evidence was considered “correlated” and it took a quarter
of a century to seriously warn in public health policy against smoking.

In my opinion, the evidence linking systemic fluoride exposure to adverse
neurodevelopmental outcomes has reached a point similar to that of several historical
public health hazards before regulatory consensus emerged. While the evidence is not
identical to that for these other four, it is sufficiently substantial that continued reliance
on historical assumptions, rather than ongoing critical evaluation, is difficult to justify.

Comparisons include:
[1 Consistency of epidemiologic findings
[ Biological plausibility
[J Replication across multiple studies
U

Growing concern from authoritative reviews (for example, the National
Toxicology Program review and recent meta-analyses)

[0 Persistence of policy despite accumulating evidence

For example (and benefits):



e Tobacco: No randomized trial would have ethically assigned people to smoke for
decades, but long-term prospective safety data would almost certainly have been
demanded before recommending smoking as beneficial. (Benefits such as
reduced obesity and reduced bleeding gingivitis does not outweigh the risks).

o Lead: Modern developmental neurotoxicity testing likely would have identified
concerns long before lead was added extensively to gasoline (increase in
octane) and paint (longer-lasting, less expensive to maintain).

o Asbestos: Long-term inhalation studies and occupational safety testing would
probably have revealed serious health risks before its widespread commercial
use (heat resistance, durability and strength of brakes, fire resistant, insulation).

« DDT: Modern environmental persistence, ecological, and reproductive toxicity
testing would have identified many of the concerns that later led to restrictions
(an insecticide to help reduce malaria).

e Fluoridation: No randomized trials, no liberty for individual choice, no dosage
control, no FDA CDER approval, no label with warnings and dosage, no GMP, no
chemical purity, no age appropriate recommendations, (topical mitigation of
dental caries).

Fluoride ingestion has reached a threshold where continued population-wide
exposure should be re-evaluated using contemporary evidence rather than
relying primarily on historical consensus.

The American Dental Association's (ADA) current public statements on community
water fluoridation deploy the same rhetorical tools as toxins of the past. This comment
does not assert equivalence in severity of outcome between those historical cases and
fluoride, because we still don’t know the full risks and hazards of fluoride ingestion. Give
science time and total fluoride exposure maybe soon considered similar or worse. This
comment asserts equivalence in method — and asks the Board of Health to weigh that
equivalence carefully.

Il. The Four Pillars of Industrial Doubt

Across the tobacco, lead, asbestos, and DDT controversies, researchers including
Naomi Oreskes, Erik Conway, David Michaels, and Gerald Markowitz have identified
four recurring arguments used to resist regulation. Each deserves examination before
being applied to fluoride.

A. Correlation Is Not Causation

Every industry facing adverse epidemiological findings deployed the correlation-
causation distinction as a first line of defense. The tobacco industry argued for decades



that the statistical association between cigarette smoking and lung cancer was merely
correlational — that a "constitutional hypothesis" (genetic predisposition to both
smoking and cancer) could explain the relationship without any causal link. The lead
industry argued that childhood blood lead levels and IQ loss were correlated because
poverty caused both. Asbestos manufacturers argued that workers' lung cancer was
caused by smoking, not fiber exposure.

The argument is not inherently wrong as a matter of scientific logic. Correlation does not
automatically establish causation. But it was deployed systematically not as a scientific
principle but as a rhetorical brake — used to demand a standard of causal proof that
epidemiology cannot provide, and that no industry has ever been required to meet for
beneficial interventions.

The ADA applies this logic to fluoride neurodevelopmental research. In response to the
National Toxicology Program (NTP) Monograph released in August 2024 — which
found moderate-confidence evidence of an inverse association between fluoride
exposure and 1Q in children — the ADA stated:

“[T]he monograph does not provide any new or conclusive evidence that should
necessitate any changes in current community water fluoridation practices."” (ADA,
August 26, 2024)

The NTP itself acknowledged the association. The ADA's response is not a scientific
rebuttal — it is a demand for a level of certainty that was never required to initiate
fluoridation in 1945, and that is not applied symmetrically to evidence of benefit.

B. Benefits Outweigh Harms

Each industry facing regulatory pressure invoked the public benefits of its product to
argue that even if some harm existed, the calculus favored continuation. The asbestos
industry pointed to its role in fireproofing and shipbuilding. The lead industry cited
engine performance and fuel economy. The DDT industry — with somewhat more
legitimacy — cited its role in suppressing malaria in tropical regions.

The argument is particularly powerful when it invokes vulnerable populations. It is also
particularly dangerous, because it asks regulators to perform a cost-benefit analysis
using industry-supplied benefit data and industry-minimized harm estimates — a
structurally biased calculation.

The ADA applies this framing extensively to fluoride. Its statements consistently
foreground the 25 percent reduction in tooth decay, described as benefiting children and
low-income communities:

"Tooth decay is one of the most common chronic diseases among children." (ADA, May
2024)

"[l]t will be particularly harmful to the most vulnerable and those who lack access to
care." (ADA, May 13, 2025)



These statements are not false. Dental caries is a serious public health problem, and
topical fluoride does reduce it. But the same structure of argument was made by the
lead industry — lead in gasoline improved engine performance and reduced fuel costs
for working families. The existence of real benefits does not resolve the question of
whether the harm side of the ledger has been honestly assessed. The ADA has never
published a comprehensive, independent benefit-risk-cost evaluation of community
water fluoridation that accounts for cumulative fluoride exposure from all sources,
vulnerable subpopulations including bottle-fed infants and individuals with thyroid
disease, or the neurodevelopmental findings or even the cost of treating now
documented in the peer-reviewed literature or the cost of treating undisputed dental
fluorosis that | most dentists have treated for years, regardless of whether we
diagnosed the etiology of the damage.

If even cosmetic harm is included in a benefit-risk-cost evaluation of fluoridation, a cost
benefit is lost. A cost benefit exists of harm is not included. Sort of like balancing your
check book without including the checks written.

C. The Research Does Not Rise to the Level of Certainty

Perhaps the most durable of the four arguments is the quality-of-evidence attack. In
each historical case, industries developed detailed methodological critiques of adverse
studies — not to improve the science, but to create the impression that the scientific
literature was too weak to act upon.

The tobacco industry challenged epidemiological studies as merely observational. The
lead industry attacked Herbert Needleman's landmark low-dose 1Q studies with ethics
complaints (he was fully exonerated). Asbestos manufacturers argued that animal
studies did not translate to human disease. In each case, the methodological
criticism was applied asymmetrically: demanding high evidentiary standards for
harm while accepting much weaker evidence for safety.

The ADA's responses to adverse fluoride research follow this template precisely. In
response to the NTP Monograph:

“None of the studies on IQ included in the NTP's review were conducted in the U.S. and
were instead from areas with high levels of naturally-occurring fluoride in water.” (ADA,
August 26, 2024)

In response to the 2024 JAMA Network Open study on prenatal fluoride exposure:

"The study is not nationally representative and has a number of limitations including a
small sample size from one population group in one US city. Also, the study did not
measure the actual consumption of fluoridated water." (ADA, May 22, 2024)

In response to U.S. District Judge Edward Chen's September 2024 ruling finding an
"unreasonable risk" under TSCA:

"The district court ruling against the Environmental Protection Agency provides no
scientific basis for the ADA to change its endorsement of community water fluoridation."
(ADA, September 25, 2024)



These critiques share a structural feature: they are applied only to studies finding harm.
The ADA does not apply the same methodological scrutiny to the foundational studies
supporting fluoridation — many of which were conducted in the 1940s through 1960s,
before modern epidemiological standards, without controlling for total fluoride exposure
from all sources, and without measuring outcomes now understood to be relevant,
including 1Q, thyroid function, and neurodevelopment.

A symmetrical standard of evidence would ask: does the research supporting
fluoridation rise to the level of certainty we now require before exposing an entire
population — including pregnant women, infants, and people with thyroid disease
— to a substance whose neurotoxic potential is now documented by the National
Toxicology Program with moderate confidence? The answer is a resounding “NO.”
If ingestion of fluoride has benefit, the resulting caries can be treated and there are
better ways to reduce dental caries that also reduce periodontal disease and improve
overall health.

If a child were running into a busy street, would mom wait for certainty the child would
be harmed, or is the probability too high and action taken before certainty is established.

D. Trust the Consensus and the Established Institutions

The final pillar of industrial doubt is institutional deference — the argument that the
relevant scientific and regulatory bodies have already reviewed the evidence and
reached a conclusion that should not be second-guessed by courts, petitioners, or the
public. This argument appeared in tobacco litigation ("the Surgeon General's office has
not banned cigarettes"), in lead regulation ("OSHA has set a permissible exposure
limit"), and in asbestos cases ("the product meets all regulatory standards").

The ADA employs this argument consistently, citing the CDC's designation of
fluoridation as one of the "ten great public health achievements of the 20th century" and
characterizing criticism of fluoridation as distrust of established science:

"The growing distrust of credible, time-tested, evidence-based science is disheartening."
(ADA, April 7, 2025)

But institutional consensus is not the same as independent scientific validity. The
institutions that endorsed tobacco, lead in gasoline, and asbestos were not corrupt —
they were captured. The CDC's 1999 designation of fluoridation as a great public health
achievement preceded the NTP Monograph, the TSCA ruling, the NHANES-based
neurodevelopmental research, the 2006 NRC report, and the recognition that total
fluoride exposure from all contemporary sources substantially exceeds what was
present in 1945. Citing a 1999 designation to resist a 2024 NTP finding is not evidence-
based practice — it is institutional inertia.



lll. Institutional Bias vs. Profit Motive: A Critical Distinction

The historical comparisons drawn above require one important qualification that actually
strengthens — rather than weakens — the concern about current fluoride advocacy.
The tobacco companies, lead manufacturers, and asbestos producers were for-profit
corporations. Their suppression of adverse science was driven by a straightforward
financial calculus: continued sales against liability exposure. That motivation made their
deception identifiable, litigable, and ultimately prosecutable under fraud and
racketeering theories.

However, a clear label has actually benefited these industries by reducing liability.

The American Dental Association (ADA) is not a for-profit corporation. Neither are the
public health agencies that have promoted community water fluoridation for eighty
years. They are professional associations and government bodies acting — in the
sincere belief of their members — in the public interest. This distinction matters, and it
would be unfair to suggest that the ADA has suppressed evidence it privately knows to
be damning, in the manner of the tobacco executives whose internal memoranda
revealed conscious deception.

In litigation, the ADA has argued that it does not owe a legal duty to protect the public at
large. That position is consistent with its role as a professional membership organization
whose primary responsibility is to represent the interests of its members rather than to
function as an independent public health regulator. The concern therefore is not that the
ADA fulfills its institutional mission, but that governmental agencies and the public may
place greater reliance on the ADA's policy positions than is appropriate given that
mission.

The absence of predominantly a profit motive does not eliminate bias. It relocates
it. The ADA's institutional investment in fluoridation is reputational and even some
financial. For more than eight decades, the Association has been the primary
professional champion of community water fluoridation. Its members have
recommended fluoridated water to patients. Its publications have defended fluoridation
against critics. Its leadership has testified before legislatures. A credible finding that
fluoride at recommended levels causes measurable neurodevelopmental harm would
not merely require a policy change — it would represent one of the most significant
institutional errors in the history of American public health advocacy. The reputational
cost of that acknowledgment is, for the ADA, what the financial cost of liability was for
the tobacco industry: an existential threat to institutional credibility.

In my clinical experience, when patients become concerned about systemic fluoride
exposure, many also become reluctant to accept professionally applied topical fluoride
treatments. After all, the topical fluoride is also ingested. Patients often do not
distinguish between systemic and topical fluoride or dosage; they simply perceive
"fluoride" as beneficial or harmful. As a result, changes in public perception regarding
community water fluoridation can have economic implications for dental practices that
routinely provide topical fluoride treatments.



Professionally applied topical fluoride is a routine preventive service and can represent
a meaningful source of practice revenue. In my own practice, a patient base of
approximately 4,000 recall patients generated roughly $240,000 annually from topical
fluoride applications, requiring little material cost and only a few minutes of auxiliary
clinical time per patient. This observation is not offered as evidence of improper
motivation, but rather to illustrate that economic incentives can reinforce existing
professional practices, just as reputational incentives can reinforce institutional
positions. When patients have concerns about systemic fluoride, this transfers to
reluctance with topical fluoride. The research that topical fluoride has benefit is not
disputed.

Reputational capture produces the same rhetorical output as financial capture. An
organization defending its legacy against adverse evidence will reach for the same tools
as an industry defending its profits: methodological criticism of inconvenient studies,
asymmetric evidentiary standards, deference to institutional consensus, and invocation
of public benefit. The mechanism is different — motivated reasoning rather than
calculated deception — but the effect on scientific discourse and regulatory decision-
making is structurally identical.

The public health community compounds this with a second distinct dynamic: the bias of
good intentions. Fluoridation was initiated and expanded by public health officials who
genuinely believed, on the basis of available evidence, that they were preventing
childhood disease and reducing suffering. That belief was not unreasonable in 1945. It
has been institutionalized across federal agencies, state health departments, dental
schools, and professional associations over eight decades. Individuals within these
institutions are not cynics concealing known harm — they are professionals whose
training, career identity, and public mission are organized around the proposition that
fluoridation is safe and benéeficial.

This is precisely the psychological and institutional condition under which the tobacco
precedent is least applicable and the lead precedent is most applicable. The public
health scientists who defended lead safety thresholds for decades were not, for the
most part, industry shills. Many were sincere researchers operating within a scientific
framework that had been shaped, at its foundations, by industry-funded work — the
Kehoe Paradigm — without their awareness. When Clair Patterson demonstrated that
the entire modern environment was contaminated with industrial lead at levels far above
natural background, the resistance he encountered came not only from industry but
from public health professionals who had built careers and institutional programs on the
assumption that existing lead levels were safe. Good intentions, once institutionalized,
become indistinguishable from the status quo they were intended to serve.

DDT saved millions of lives by suppressing the anopheles mosquitos carrying malaria.

Regulatory bodies must therefore apply equal scrutiny to institutional advocacy driven
by reputational stakes as they do to corporate advocacy driven by financial stakes. The
question for regulators is not whether the ADA or public health agencies are acting in
good faith — they almost certainly are. The question is whether good faith is sufficient to
justify continued population-wide exposure to a substance whose neurodevelopmental
risk profile has materially changed in the peer-reviewed literature over the past decade.



IV. A Specific Comparison: The ADA and the Tobacco Industry

The comparison between the ADA's fluoride advocacy and the tobacco industry's harm-
denial strategy is not rhetorical. It is structural. Consider the following parallel
statements:

Tobacco Industry (mid-20th century):

"We accept an interest in people's health as a basic responsibility, paramount to every
other consideration in our business... We always have and always will cooperate closely
with those whose task it is to safequard the public health.” (Tobacco Industry Research
Committee, 1954)

American Dental Association (2024-2025):

"The ADA follows evidence and research on the best ways to advance public health and
welcomes new research that advances oral health care policy." (ADA, May 22, 2024)

"As a science-based organization with health care professionals dedicated to improving
the oral and overall health of the public, the ADA welcomes future U.S.-based research."
(ADA, January 2025)

The surface similarity in rhetorical posture does not prove that the ADA is concealing
internally acknowledged harm, as the tobacco companies were. But it does identify the
ADA as an interested party making public claims that structurally parallel those of
industries that were subsequently found to have suppressed adverse evidence.
Regulatory deference to such claims — without independent scientific review — is
precisely the mechanism by which harm was prolonged in every historical analogue.

V. The FDA Action of October 2025 Is Instructive

On October 31, 2025, the FDA announced enforcement action against ingestible
fluoride drug products for children under three years of age and for children at low or
moderate risk of dental caries. FDA Commissioner Marty Makary stated that "there are
better ways to protect children's teeth than taking unapproved ingestible fluoride, which
is now recognized to alter the gut microbiome."

The ADA's response was immediate:

"A doctor's clinical judgment, not a new warning label, should remain the guiding
factor in determining appropriate fluoride use for children." (ADA, October 31,
2025)

This regulatory action has implications beyond fluoride supplements. Both fluoride
supplements and community water fluoridation share the same intended therapeutic
purpose: systemic ingestion of fluoride to prevent dental caries. Although they differ in



how fluoride is delivered and the pattern of exposure, their intended use is identical.
Consequently, when the FDA determines that new evidence warrants greater caution
regarding one form of ingestible fluoride used for caries prevention, regulators should
carefully evaluate whether those same concerns are also relevant to community water
fluoridation where the quantity of water is not controlled and therefore dosage is
uncontrolled—and without patient consent.

The FDA took action based on emerging evidence of potential harm associated with
ingestible fluoride exposure in young children. The ADA's response emphasized clinical
judgment over additional regulatory precaution. This reflects a broader policy question:
when new scientific evidence raises concerns about a long-standing public health
intervention, should regulators continue relying primarily on historical consensus, or
should they reassess the intervention using current evidence? History suggests that
delayed reassessment has often postponed needed public health protections.

The FDA's October 2025 action did not arise in a regulatory vacuum. More than a
decade earlier, the ADA Council on Scientific Affairs acknowledged that infants whose
primary nutrition is powdered or liquid concentrate formula may reduce their fluoride
exposure by preparing formula with fluoride-free or low-fluoride water to reduce the risk
of dental fluorosis. The ADA specifically advised that purified, demineralized, deionized,
distilled, or reverse-osmosis water could be used for this purpose.’

This recommendation is important because it recognizes that fluoridated water
contributes meaningfully to an infant's systemic fluoride exposure. Although the stated
concern in 2011 was dental fluorosis rather than neurodevelopment, the underlying
principle is the same: when systemic fluoride exposure presents a recognized risk,
reducing exposure from fluoridated water is an appropriate public health intervention.
The FDA's subsequent actions regarding ingestible fluoride products therefore
represent a continuation of a precautionary approach already reflected, at least in part,
in prior ADA guidance.

The distinction between fluoride supplements and community water fluoridation is one
of delivery, not intended use. Both are intended to deliver fluoride systemically to
prevent dental caries. Consequently, evidence or regulatory concern regarding one form
of systemic fluoride exposure is directly relevant when evaluating the safety and efficacy
of the other.

VI. What Independent Review Would Require

This public comment does not ask regulatory bodies to conclude that fluoride at 0.7
mg/L causes harm at the level of certainty that tobacco, lead, or asbestos ultimately

' Journal of the American Dental Association, Volume 138, Issue 1 P 132, January 2007. Footnote:
Prepared by the ADA Division of Communications, in cooperation with The Journal of the American
Dental Association and the ADA Council on Scientific Affairs. Unlike other portions of JADA, this page
may be clipped and copied as a handout for patients, without first obtaining reprint permission from the
ADA Publishing Division. Any other use, copying or distribution, whether in printed or electronic form, is
strictly prohibited without prior written consent of the ADA Publishing Division.



demonstrated. It asks for something more modest and more appropriate to the
precautionary stage of the inquiry:

* A simple caution to caregivers not to use fluoridated water to make infant
formula.

* Independent, non-industry-funded systematic review of the full
neurodevelopmental literature, including the NTP Monograph and the studies
underlying the TSCA court ruling, conducted without participation by
organizations with stated advocacy positions on the outcome.

» Symmetrical application of evidentiary standards — the same methodological
scrutiny applied to adverse studies should be applied to the foundational studies
supporting fluoridation safety.

« Cumulative exposure assessment — any safety determination must account for
total fluoride intake from water, dental products, processed foods, medications,
and other sources, not water fluoride alone.

» Disaggregated population analysis — safety determinations that average across
the population obscure elevated risk in bottle-fed infants, individuals with
hypothyroidism, people with iodine deficiency, and other vulnerable subgroups.

» Transparent benefit-risk-cost evaluation — the ADA's claim that benefits
outweigh harms requires a documented, publicly available analysis that accounts
for the full harm literature, not a comparison of dental caries reduction against an
assumed zero-harm baseline.

VIl. Conclusion

History has not been kind to institutions that chose institutional continuity over
precautionary review. The tobacco industry's internal scientists knew the truth about
cigarette harm decades before the public did. The lead industry suppressed Clair
Patterson's findings for years. The asbestos manufacturers' executives privately
calculated the cost of worker deaths against the cost of safer production. In each case,
the public health cost of deference to interested parties was measured in lives.

The American Dental Association is not the tobacco industry. But its rhetorical posture
on fluoride — dismissing adverse findings as methodologically insufficient, attributing
concern to distrust of science, invoking institutional consensus in place of independent
review, and foregrounding population benefits while minimizing emerging harm signals
— mirrors the playbook that history has taught us to recognize.

Regulatory bodies exist precisely to apply independent judgment in the space between
what interested parties claim and what independent science demonstrates. This is that
space. The NTP has spoken with moderate confidence. A federal court has found an
unreasonable risk. The FDA has acted on pediatric supplementation. The appropriate
response is not deference to the ADA. It is independent review.



Respectfully submitted,

Bill Osmunson, DDS, MPH
Washington Action for Safe Water
June 2026
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Thank you for your extra help.

Attached is my written public comment for August 12.
Thank you,

Bill

On Thu, Jul 30, 2026 at 1:44PM DOH WSBOH <WSBOH@sboh.wa.gov> wrote:
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Public Comment to the Washington State Board of Health

By Bill Osmunson DDS MPH Sent July 31, 2026 for August 12, 2026 WBOH Meeting

Chair, Members of the Board, and Department staff,

My name is Bill Osmunson, DDS, MPH. Because several members of the Board are new, | would
like to briefly introduce myself and explain why | have continued appearing before this Board for
nearly twenty years.

| grew up in Africa as the child of missionary parents. There, public health was not an academic
discipline—it was a matter of survival. And it has a different appearance, but is still a matter of
survival in the USA. Preventing disease, providing safe water, and protecting children from
preventable illness were part of everyday life. Those experiences inspired me to pursue a career
devoted to improving public health. | have always approached public health from a
compassionate perspective, tempered by practical realities and scientific evidence. Adults in
the room need to provide judgment such as “no more cookies.”

After completing college, | enrolled in a Master of Public Health program, believing that public
health offered one of the greatest opportunities to improve the lives of entire communities.
During the final week of that two-year program, a guest speaker from a county health
department discussed careers in governmental public health. He explained that public health
professionals are expected to implement established policy and work as members of a team.

| asked a question that has remained with me for more than fifty years:
"What if my employer instructed me to promote tobacco smoking?"

Having worked in smoking cessation programs during college, | believed the scientific evidence
already demonstrated that tobacco harmed human health. After a long pause, the response |
received was that | should promote tobacco smoking—but "not to the best of my ability."

Whether that answer reflected one individual's opinion or simply an unfortunate moment in a
classroom, it forced me to confront an ethical question that has guided my entire professional
life:

What should a health professional do when established policy appears to conflict with
evolving scientific evidence?

Do we wait for certainty of harm such as proof the child is hurt running into a busy street, or
prevent the reasonable probability of harm by stopping the child. | realized that | could never
knowingly advocate for something the science presumed or probably would place the public at



unnecessary risk. Highly lethal and highly contagious diseases may require quarantine. Dental
caries is neither. The realization | could not intentionally contribute to harm, led me away from
a career in governmental public health and into dentistry, where | believed | could directly serve
patients while remaining faithful to scientific evidence and professional ethics. Don’t get me
wrong, | quit toxic mercury fillings over 40 years ago, however, my profession still teaches its
use.

For the next forty-five years after graduation, | practiced dentistry, earning the privilege of
caring for thousands of patients. | practiced in both underserved and affluent communities,
served in tribal clinics, fluoridated and non-fluoridated communities, taught cosmetic and
neuromuscular dentistry, instructed dental hygiene students, and mentored young dentists
beginning their professional careers.

Working with patients from many different backgrounds reinforced a lesson that has remained
with me throughout my career: every patient deserves recommendations based on the best
available scientific evidence—not simply on tradition or long-standing practice.

Like most dentists and public health professionals of my generation, | supported community
water fluoridation. For approximately the first twenty-five years of my practice, | accepted the
prevailing view that ingesting fluoride reduced dental decay and the alleged benefits
outweighed the alleged risks.

Over the past twenty years, however, | concluded that my professional responsibility required
me to reexamine conclusions | had accepted for much of my career. As the scientific evidence
evolved, so did my understanding. New research concerning excess total fluoride exposure,
infant formula, dental fluorosis, developmental neurotoxicity, and other health concerns to
most cells and physiologic systems convinced me that recommendations | had once supported
deserved renewed scientific and ethical scrutiny.

That process was neither easy nor comfortable. Reconsidering long-held professional beliefs
rarely is. Yet | believe that following the evidence—even when it challenges our previous
conclusions—is one of the highest obligations of every scientist and every health professional.

| receive no compensation for this work and have no financial interest in its outcome. | am
retired. During the past two decades | have devoted thousands of hours to reviewing scientific
literature, preparing petitions, meeting with agencies, and participating in public proceedings
because | believe health professionals have an ethical obligation to reconsider long-held
assumptions when credible new evidence emerges.

That is why | continue to appear before this Board. My purpose has never been to criticize those
who disagree with me or to ask the Board simply to accept my conclusions. My purpose has
always been the same: to encourage this Board to examine the best available scientific evidence



and to ensure that Washington's drinking water regulations continue to fulfill the Legislature's
directive to assure safe drinking water and protect the public health.

Twenty Years of Seeking Scientific Review

Since 2006, | have appeared before this Board for one reason: to ask that Washington's drinking
water regulations be evaluated using the best available scientific evidence and the Board's
statutory duty under RCW 43.20.050(2)(a) to assure safe drinking water and protect the public
health.

Over those twenty years | have submitted, alone and with others, more than three dozen
petitions. A public comment receives no Board response. A petition for rule change provides a
response of the Boards current thinking. Although each petition addressed a different aspect of
fluoridation, they all asked essentially the same question:

How does the Board determine that fluoridation continues to assure safe drinking water in
light of evolving scientific evidence?

My petitions have addressed topics including:
¢ infant formula and infant fluoride exposure;
o total fluoride exposure rather than drinking water alone;
¢ dental fluorosis as evidence of systemic overexposure;
o developmental neurotoxicity and children's 1Q;
o thyroid and other potential health effects;
e truthful and transparent public communication;
e FDA jurisdiction over substances intended to prevent disease;
¢ manufacturer responsibility for demonstrating safety;
o the scientific basis for determining safety; and
o the Board's statutory responsibility to assure safe drinking water.

| have never asked the Board simply to accept my conclusions. | have repeatedly asked the
Board to explain the scientific basis for its own conclusions and to demonstrate how its rules
continue to satisfy the Legislature's requirement to assure safe drinking water. “Show your
work.” Science is not a secret confidential “internal management” for administrator’s eyes only.
The Board should be transparent on the science supporting their decisions. Providing the



science, limitations, and minority opinions will help the public better understand the Board’s
decisions and policy.

The fluoride panel was a good start and had serious limitations. It took me hundreds of hours
of scientific review to change my paradigm. The panel had just a few hours and consisted
primarily of like-minded believers and promoters of fluoridation. A paradigm shift was too
difficult for the panel with a limited scope and time frame. A forum as the law requires has
never been chosen.

The Board has generally resolved our petitions for rule change on procedural or jurisdictional
grounds rather than by undertaking the scientific review requested. Many petitions were denied
because they were characterized as involving internal agency management, falling outside the
Board's rulemaking authority, or being matters more appropriately addressed by the
Legislature.

| respectfully believe those procedural conclusions overlook an important distinction.

Asking how the Board determines that a substance intentionally added to public drinking water
continues to satisfy its statutory obligation to assure safe drinking water is not merely an
internal management question. It is central to the Board's regulatory responsibility under RCW
43.20.050(2)(a). Show your work.

While these petitions were being denied, the scientific evidence continued to evolve.
During this same period:

e the National Research Council concluded that EPA's fluoride maximum contaminant level
was not adequately protective;

e the National Toxicology Program completed an eight-year review and concluded, with
moderate confidence, that higher fluoride exposure is consistently associated with lower
IQ in children;

e the United States District Court concluded that fluoridation at 0.7 mg/L presents an
unreasonable risk of reduced IQ sufficient to require EPA to undertake a regulatory
response under the Toxic Substances Control Act;

e the Washington Board of Pharmacy determined fluoride to be a prescription drug,

e FDA's Center for Drug Evaluation and Research concluded that ingestible fluoride
prescription drug products should be restricted rather than routinely used in young
children; and



e additional prospective human studies and systematic reviews have continued to
strengthen the evidence regarding cumulative fluoride exposure and

neurodevelopment;

e 97% of Europe is fluoridation free, two states and over a hundred communities have
stopped fluoridation.

These developments did not occur because of my petitions. They occurred because scientific
inquiry continued. As new evidence emerged, | believed it would have been irresponsible not to
bring that evidence to the Board's attention.

If | have been persistent, it is because the scientific record has been persistent. Each petition
reflects new evidence—not simply the repetition of old arguments.

| have now appeared before this Board for nearly twenty years.
| have not asked you to trust me.
| have not asked you to distrust federal agencies.

| have asked only that the Board apply the same scientific rigor to fluoridation that it expects
when evaluating every other public health interventions and provide transparency.

That request remains unchanged today.
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Dear Board of Health,
Attached are two short public comments regarding additional studies for your consideration.

2 out of 3 children are ingesting too much fluoride as measured with the prevalence of dental
fluorosis. Tea and fluoridated water appear to be contributing factors.

The second study raises concerns that PFAS/PFOS may also contribute to too much fluoride.
Thank you for your consideration.

Bill



Public Comment to the Washington State Board of Health

New Peer-Reviewed Evidence on Fluoride Exposure During Development: Tea and PFAS-Derived Fluoride
Submitted by Bill Osmunson, DDS, MPH, on behalf of Washington Action for Safe Water Submitted 8/3/26

Two peer-reviewed studies published in 2026 bear directly on the Board's consideration of cumulative fluoride
exposure during pregnancy and early childhood, and on the adequacy of current exposure estimates relied upon
in Washington's fluoridation recommendations. Both studies identify fluoride exposure pathways that fall outside
routine water-fluoride accounting, and both converge on the same developmental concern: dental fluorosis and
excess fluoride burden during the specific windows when the fetal brain and forming teeth are most vulnerable.

1. Prenatal Fluoride Exposure from Tea and Child 1Q
Khan D, Hall M, Ayoub K, Hornung R, Flora D, Lanphear B, Till C. “Prenatal fluoride exposure and child 1Q: Is
tea a key source of fluoride?”” Environmental Pollution. 2026 Jul 27:128829. doi:10.1016/j.envpol.2026.128829.

A key observation from the paper is:
"Tea is one of the major dietary sources of fluoride."

This prospective cohort study followed 485 mother-child pairs from the Maternal-Infant Research on Environmental
Chemicals (MIREC) cohort. Maternal tea, coffee, and water consumption during pregnancy was self-reported, and
fluoride intake from tea was estimated by combining the fluoride content of tea itself with the fluoride content of the
tap water used to prepare it. Child full-scale IQ (FSIQ) was measured at ages 3—4.

Sixty-one percent of participants drank tea during pregnancy, and tea drinkers had nearly double the total
fluoride intake of non-tea drinkers (0.76 mg/day versus 0.41 mg/day). The study found a clear dose-response
relationship: each 0.5 mg/day increase in fluoride intake was associated with a 2.24-point decrease in child
FSIQ when the increase came from tea alone, and a 1.67-point decrease when estimated from all beverages
combined. Notably, the strength of the association did not differ between tea drinkers and non-tea drinkers, meaning
tea functions as an additional vehicle for total fluoride dose rather than a separate risk pathway.

Relevance to the Board: tea is a routine part of many pregnant women's diets in Washington, yet it is not accounted
for in any cumulative fluoride exposure estimate currently used to support fluoridation policy. This is exactly the
kind of undisclosed exposure source that Petition 40 asks the Board to require be identified and communicated —
and it lands during prenatal development, the period of maximal fetal neurologic vulnerability.

2. PFAS Exposure, Fluoride Bioaccumulation, and Dental Developmental Anomalies
Okamoto M, Yamashita S, Kuriki N, Brueckner S, Achong-Bowe R, Mendonca M, Sanches Trevizol J, Fujiwara N,
Nakamura S, Shindo S, Memida T, Mizuhira M, Dhillon NG, Han X, Kawai T, Buzalaf MAR, Everett ET, Suzuki M.
“Exposure to Per- and Polyfluoroalkyl Substances (PFAS) Causes Dental Developmental Anomalies:
Underrecognized Risk of Fluoride Bioaccumulation.” Environmental Science & Technology. 2026,60(26):18442—
18455. doi:10.1021/acs.est.5¢18166. (Open access)

The authors state:
"This study is the first to comprehensively demonstrate..." that PFAS-associated developmental
dental anomalies occurred "in the context of fluoride bioaccumulation."

This is the first study to comprehensively demonstrate a mechanistic pathway from PFAS exposure to fluoride-
mediated dental harm. Male and female mice received daily oral doses of 8:2 fluorotelomer alcohol (8:2 FTOH) — a
PFAS precursor widely used in food packaging, textiles, and consumer products — over 90 days. In the body, 8:2
FTOH is metabolized into PFOA and releases inorganic fluoride as a metabolic byproduct. At the high dose, blood
levels of PFOA and its metabolite 7:3 FTCA reached concentrations comparable to those measured in
occupationally exposed humans, indicating the exposure scenario is realistic rather than extreme.

Fluoride levels rose significantly in blood, urine, and bone, approaching concentrations linked to dental
fluorosis in animal models, and the mice developed enamel and dentin hypoplasia — structural developmental
defects in the teeth tied directly to this fluoride burden.



Relevance to the Board: because PFAS are now widespread in water supplies, food packaging, and consumer
products, this study identifies a second, entirely unaccounted-for contributor to a child's total fluoride body burden
— one that adds to, rather than substitutes for, fluoride from water, tea, infant formula, and dental products.
Developing tooth enamel is especially sensitive to fluoride during a narrow window in early childhood, the same
developmental window Petition 40 already asks the Board to address.

Not all PFAS/PFOS break down at the same rate. Some last for many years in humans and others break down in a
relatively short period of time. Reducing PFAS/PFOS will not be an easy task. Reducing fluoride exposure by
stopping fluoridation would be within hours.

Conclusion

Though these two studies examine different exposure vehicles — a common dietary habit and an environmental
contaminant class — they reach the same conclusion from different directions: total fluoride exposure during
pregnancy and early childhood is higher and more variable than official water-fluoride calculations assume, and
exceeding safe margins during these specific developmental windows produces measurable, dose-dependent harm,
whether expressed as reduced 1Q or as dental fluorosis. The Board should consider these findings in evaluating
whether cumulative fluoride exposure disclosures — as requested in Petition 40 — need to account for dietary
sources such as tea and emerging environmental sources such as PFAS-derived fluoride, not water fluoridation
alone.

Respectfully submitted,

Bill Osmunson, DDS, MPH
Washington Action for Safe Water
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