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dentists who have learned and are teach-
ing it to their patients or to people who
know and follow it, I usually refer to it
as “our method of personal oral hygiene”.

Anyone who knows of his own know-
ledge and understands the local micro-
scopic etiological and pathological condi-
tions in the two principal diseases already
knows in advance that approximately this
exact method is necessary and that any
neglect or deviation from it would be less
effective to the extent of such neglect or
deviation. .

Improper methods of brushing the teeth
not only are not effective but teaching and
promoting them misleads people and de-
tracts from their learning and following
the method of personal oral hygiene which
is absolutely necessary.

2. PLACING UNDUE EMPHASIS UPON BRUSHING
THE TEETH IMMEDIATELY AFTER EACH MEAL

In 1988 Stephan 26 designed a micro-
colorimetric technic for determining the
pH of plaque material removed from the
surfaces of teeth, and of debris from
cavities. In 1940,%" employing a delicate
antimony electrode, he measured the pH
of plaques and cavities in situ. He found
that the lowering of the pH of the plaque
reaches its greatest intensity during the
first thirty minutes after a glucose rinse
and that little or none of the effect remains
after two or three hours. Fosdick and as-
sociates,?. 29 testing plaque material from
teeth for pH with a microglass electrode,
found similar rapid reduction after in-
gestion of carbohydrates.

Stephan 2 also found that there is a
quantitative difference in the intensity and
duration of the acidity produced by carbo-
hydrates on the teeth of caries-free and

caries-active individuals, the pH drop be-

ing greatest in cases with extensive caries
activity.

With the idea of making practical ap-
plication of the above information, den-
tists and dental authorities have advocated
brushing the teeth immediately after each
ingestion of sugar-containing food.?! The
American Dental Association got out a
pamphlet 32 advocating the procedure.

Commercial interests, taking advantage

BaAss—Developments Presently Influencing Dental Health in America

of this information and especially the
later clinical report of Fosdick,?® have
extensively and continuously advertised
the idea that the teeth must be brushed
immediately after each meal. This is done
in connection with appealing, extravagant
and misleading advertising for the pur-
pose of promoting the sale of their “su-
perior dentifrices”. For several years any-
one who reads current periodical litera-
ture, listens to the radio or watches T.V.
programs has been repeatedly advised to
brush his teeth promptly after each meal.

In 1950, Fosdick published 3% the results
of an extensive study carried out over a
two year period by a group of 10 dentists
on a total of 946 (423 controls, 523 test
subjects) college students in 7 institu-
tions. The test subjects were required
to brush their teeth after each meal. The
controls were allowed to follow their usual
procedure. Both clinical and x-ray exam-
inations were employed. Statistical meth-
ods were employed in analyzing the data.
The results varied considerably when dif-
ferent methods of estimating them were
used but a reduction in the neighborhood
of 50 to 60 per cent in the average num-
ber of new carious surfaces over the two
year period was indicated.

The test subjects were instructed to
rinse the dentifrice from the mouth after
each brushing and when brushing was im-
possible to rinse the mouth thoroughly
with water. The author 3% recognized that
the rinsing and not the brushing may play
a large part in the results. “It is obvious
that the toothbrush or the abrasive can-
not physically reach the inner portions of
the proximal areas. Hence it is to be ex-
pected that the forcible dilution of the ma-
terial in these areas might account for
the results. There is considerable evidence
to substantiate this possibility”. Thorough
rinsing of the mouth soon after each meal
not only dilutes but it washes away much
of the soluble material, in addition to
particles of food material on the teeth.

Brushing the teeth immediately after

meals, if properly done with the right
kind of toothbrush, probably does no di-
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rect harm, but emphasizing and promoting
it tends to encourage placing undue reliance
upon it and to detract from the essential
and entirely effective cleaning of the teeth
at night before retiring, It only promises
some preventive effect against caries.
Rinsing vigorously without the brushing
or dentifrice does about as much good.

Brushing alone, in the usual way, could
have little or no preventive effect upon
the other more important disease, perio-
dontoclasia, for the reason that it does
not clean the proximal surfaces within
the gingival crevice where the etiological
material (bacterial film and calculus) ac-
cumulates.

Since the teeth must be cleaned effec-
tively (by the proper use of the right kind
of both toothbrush and dental floss) ev-
ery night before retiring, and they should
also be brushed upon arising in the morn-
ing, brushing also after each meal, making
a total of 5 times a day, would increase
any harm that may result from over-
vigorous use of current harsh inappropri-
ate brushes. “Nothing has been so de-
structive of tooth structure or has caused
so much recession of the investing tissue
as the use of stiff, ill-shaped brushes.”
Most people who have habitually brushed
their teeth for several years with the
usually employed brushes have worn back
the edges of their gums over the high
places to some extent.

Brushing the teeth immediately after
each meal is not convenient or practical
and will not be carried out by many
people. Since, it is not necessary, and of
itself, is not of any considerable benefit,
placing undue emphasis upon it tends to
mislead and confuse the public and there-
by to unfavorably influence dental health.

3. ARTIFICIAL FLUORIDATION OF COMMUNAL
WATER SUPPLIES

Previous observations relative to ‘“mot-
tled enamel” 3¢-38 led to the discovery by
Churchill,®*® in 1931, that this condition
was caused by the fluoride ion in the
water supply. Dean and Evolve 4 con-
cluded that 1 ppm fluoride in drinking
water was not harmful and therefore ‘“has
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no public heaith significance”. Dean !
in 1942, announced that caries incidence
in children was about 60 per cent less in
areas where the fluoride was at or above
1 ppm, as compared with nonfluoride
areas.

This and much other confirmatory evi-
dence of substantial reduction in caries
damage from naturally fluoridated water
provided a logical and supposedly sound
basis for artificially adding fluorides to
communal water supplies, up to what was
considered to be the optimum level of 1
ppm. The catch was, and still is, the un-
warranted assumption that this powerful
chemical, in such small doses, has no
harmful effect upon other organs and
tissues of the body; while at the same
time it is capable of profoundly affecting
the teeth, and in some unknown but sup-
posedly harmless way, of significantly re-
ducing the incidence and retarding the
pathological process of caries. Just why
fluoride selects only the teeth to thus
favorably affect or how this beneficial
action by it is brought about have re-
mained confused or unrecognized. The
general belief is that such teeth, which
contain somewhat more fluorine are there-
fore more resistant to caries activity.

Several separate study projects were
set up for testing artificial fluoridation as
compared with little or no fluoride in the
water. Progress reports 4252 from time to
time, and now some final reports after
ten years %-5¢ all confirm the earlier ob-
servations that caries damage is signifi-
cantly reduced in areas of naturally fluori-
dated water and about as much where
water is artificially fluoridated to 1 ppm.
or more. A liberal over-all estimate from
such of these reports as I have seen would
be an average of about 50 per cent reduc-
tion in the caries rate in children. Some
of the more favorable age groups show
somewhat greater effect.

These results would be well worthwhile
if they were secured without harmful
effect, either to children who receive the
most caries retarding benefit or to older
people who benefit less or not at all. They
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are not. The reduction in the incidence
of cavities in teeth (the advanced stage
of caries) from fluoridated water results
entirely from the contemporary increase
in periodontoclasia (gingivitis) activity.
This has not been recognized by the origi-
nators, promoters, and advocators of arti-
ficial fluoridation. However, it is a fact,
nevertheless. The incidence and progress
of caries lesions are reduced in the same
way by increased gingivitis activity from
any other cause, such. for instance as
Vincent’s disease, numerous systemic dis-
eases and conditions, certain vitamin de-
ficiencies and certain other chemical poi-
sons.

In order to understand the relationship
between caries and periodontoclasia and
the influence of ingestion of fluorides, it
is necessary to be clear on certain funda-
mental facts relative to the nature of the
pathological process, the prevalence of the
early stage lesions of these diseases and
how they advance.

Enamel caries lesions originate at cer-
tain locations where fermentable carbohy-
drates are retained and minute quantities
of acids are produced by bacterial action.
Caries does not occur without carbohy-
drates or without bacteria. Traces of
acids produced at frequent intervals, or
continuously, partially decalcify the enam-
el giving rise to a chalky white condition
in which the enamel at the particular lo-
cation is softer (“chalky enamel”) and
can be dug into with a sharp instrument.
If the etiological conditions continue, the
partial decalcification advances into the
enamel and sooner or later may reach the
dentin. Disintegration of chalky enamel
may result in a break in the surface pro-
ducing a depression or cavity, small and
shallow at first, which continues to en-
large or advance. After cavity formation,
and sometimes before, the caries lesion at
accessible locations usually may be recog-
nized and diagnosed. This should be con-
sidered the advanced stage caries lesion.
There was a considerable period of time
however, from the normal unaffected con-
dition at the particular location, to this
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clinically diagnosable caries lesion. Dur-
ing this entire period the early unrecog-
nized caries lesion at first is microscopic,
but it usually progressively increases in
size and in depth. The rate at which the
process in each lesion progresses is deter-
mined by several variable factors, some of
which may accelerate, others may retard
it.

The most important factor in retarding
proximal lesions is interproximal gingi-
vitis (early stage periodontoclasia). This
is always present to variable extent and in
variable degrees of activity, from micro-
scopic lesions only to dctive visibly in-
flamed lesions which bleed easily on pres-
sure. Inflammatory exudate, which con-
tains more or less blood serum and there-
fore has approximately the same pH as
blood,’” tends to neutralize or counteract
acids produced in the environment and
thereby retard the caries process. If gin-
givitis is sufficiently active the caries
process is slowed down or may be pre-
vented from reaching the stage for clini-
cal diagnosis. Many such retarded early
stage lesions remain inactive indefinitely,
others may progress slowly and break
down in later life, leading to the impres-
sion that new caries lesions have devel-
oped. Actually practically all enamel ca-
ries lesions originate within the first year
or two after the eruption of any given
tooth.

The prevalence of early stage proximal
caries lesions, either active, retarded, or
inactive, in any given population can be
learned only by examination by proper
technic of a considerable number of ex-
tracted tooth specimens. Good technic for
this purpose is to dip the specimen in 5
to 10 per cent HCI for less than thirty
seconds to release the enamel cuticle, dip
in water followed by 0.25 per cent acid
fuchsin to improve contrasts and differ-
entiate other tissues from enamel, and
then examine under the dissecting micro-
scope. The depth to which such early
stage lesions extend can be satisfactorily
observed if the specimen is split through
the lesion with a double side flat separat-
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ing disc or other suitable instrument.

I have examined many hundreds of
specimens in this way. Lower incisors
seldom decay. If these are omitted I
have found proximal caries lesions in
from 75 to more than 90 per cent of the
specimens in the different collections ex-
amined. Many of them, even in those
from older people, are still in the chalky
enamel stage and have not reached the
cavity stage. Their advancement has been
retarded or prevented for many years. It
is not unusual to find some such lesions
with more or less calculus over them, indi-
cating that there was no acid action at
the particular location, at the time it was
deposited, or since that time.

Reports have shown that the caries pre-
ventive effect of fluoride ingestion is re-
markably selective 58-83 relative to location
of lesions. The greatest benefit applies to
proximal lesions, much less to occlusal or
other lesions. Now the Newburgh-King-
ston reports % ¢ confirm this pronounced
selective effect, even where there is only
about 1 ppm fluoride in the water. The
antacid effect of inflammatory exudate
applies especially to the interproximal re-
gion and thereby retards proximal caries.
Any increase in gingivitis activity, how-
ever slight, increases the amount of exu-
date and correspondingly retards caries
activity. The increase from as little as
1 ppm. of fluoride in the water is suffi-
cient to substantially retard proximal ca-
ries but it has much less effect upon caries
- at other locations.

During the past fifteen years I have
examined more than a thousand persons,
mostly wuniversity personnel, more than
half of them medical students. These
people have been from different parts of
the country, mostly from the gulf and
other southern states, a good many of
them from areas having naturally fluori-
dated water. On an average, those from
known fluoridated areas have sustained
less damage from caries than the others.
On the other hand, they have sustained
more damage from periodontoclasia and
often still have more gingivitis. Several
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of them stated that although their rela-
tives and acquaintances in their communi-
ties did not have much trouble from ca-
ries, some of them had more trouble
from “gum disease” and sometimes al-
ready were wearing dentures at relatively
early ages.

People who have naturally fluoridated
or artificially fluoridated water will con-
tinue to experience less caries and more
periodontoclasia damage. Their total den-
tal health, therefore, will be unfavorably
influenced as long as these harmful con-
ditions continue.

4. TOPICAL APPLICATIGN OF FLUORIDES

The idea that resistance to dental decay
from ingestion of fluorides may result
from incorporation of fluorine in the
tooth substance led to topical application
of fluorides for prevention of caries. Nu-
merous experiences have been reported,®-77
the results varying from none 8. 77-8 yp to
as much as 50 per cent reduction 3 in
the caries increment. Most of the obser-
vations have been on children. Some re-
ports indicate some slight caries preven-
tive effects in adults 2 @ others none.?% 7

At least several separate treatments are
considered to be necessary .8 to secure
any marked reduction, 7 to 15 applica-
tions ¢ yielding the best results. The pre-
ventive effect has been found to subside
or to disappear$8% following interrup-
tion or discontinuance of the treatment.

More recently topical stannous fluoride
has been reported 8 to more effectively
prevent caries than sodium fluoride; also
to be effective in a toothpaste 7 although
sodium fluoride is not. It has been found
experimentally to be markedly superior to
sodium fluoride 88 in protecting powdered
enamel from the action of acids. The anti-
enzyme effect of stannous fluoride has
been shown to be a function of the tin
content #-91 and not of the fluorine.

In carrying out the topical fluoride
treatment a “thorough prophylaxis”, which
increases the uptake of fluoride,®2 at one
or more of the several treatments in the
series is considered to be necessary. Elim-
ination of this reduces the caries preven-
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tive effect by one half.8% 9% This means
that in the most over-optimistic claim of
40 per cent prevention 20 per cent results
from the prophylaxis and not more than
20 per cent can be attributed to the flu-
oride.

In the Shaw publication in 1954, Bibby
and Brudevold % tabulated the caries con-
trol reported by 16 different authors in
31 separate studies of topical application
of sodium fluoride and by 7 authors using
other fluorides. In the light of the infor-
mation in their two tables and of much
other information in the literature, and
considering that at least 20 per cent re-
duction results from the prophylaxis and
perhaps other influences associated with
the treatment, it is evident that topical
application of fluorides has little or no
specific caries preventive effect.

In 1948, Congress, influenced largely
by the urgent request, advice and recom-
mendation of representatives of the U. S.
Public Health Service and of organized
dentistry, appropriated $1,000,000 for a
nation-wide demonstration and promotion
of topical application of 2 per cent sodium
fluoride.® %6 The stated pupose was to set
up (roughly) one *“field demonstration
mobile unit for each state; to demonstrate
to dentists, dental hygienists, state and
local health department personnel, et cet-
era, the correct technic of making sodium
fluoride application to the teeth; and gen-
erally to publicize and promote interest
in the procedure”.

The program was hastily inaugurated
in 1948 and vigorously pursued. By Octo-
ber 1950, demonstrations had been con-
ducted by the demonstration teams in 658
communities;*” and in many more since
that time, all over the country.

This procedure, which has little or no
specific caries preventive effect, has been
promoted, more or less, also in ‘many
other countries. Dean® quotes H. J.
Schmidt, secretary general, European Or-
ganization for Research on Fluorine and
Dental Caries Prophylaxis, as stating that
it has been utilized extensively in recent
years in Denmark, England, Finland, Ger-
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many, Holland, Hungary, Italy, Sweden,
Switzerland and Yugoslavia.

Even now this procedure is being exten-
sively publicized and promoted by the
American Dental Association, especially
through a leaflet ®® printed and supplied
for wide distribution, mainly through den-
tists in their offices. In this leaflet the
Council on Dental Health of the American
Dental Association recommends fluorida-
tion of communal water supplies. They
also recommend topical application of flu-
orides for children who do not have flu-
oridated water; and for those who do,
unless they were born in a fluoridated
area. They recommend a series of four
separate applications at intervals of two
to seven days, a course of such treatment
to be given preferably at the ages of 3,
7, 10, and 13. They claim that this “will
reduce the occurrence of dental decay by
an average of 40 per cent”.

The first application of fluoride in the
series is supposed to be preceded by a
thorough cleaning of the teeth, the others
not. Any reduction in the occurrence of
dental decay from this treatment results
largely, if not entirely from the prophy-
laxis and is small compared with practic-
ally 100 per cent prevention which results
from the right method of personal oral
hygiene. Even if it is believed that there
is a specific effect, which there is not,
amounting to as much as 20 per cent
caries reduction from the fluoride, there
is still no need for it.

Continued promotion of topical applica-
tion of fluorides tends to perpetuate the
existing confused information relative to
caries and to further postpone the time
when those who wish information can
learn the fact that prevention of caries
depends essentially upon effective personal
oral hygiene plus occasional cleaning of
the teeth by the dentist, and not upon
any kind of medical treatment.

Topical fluoride could not have any
preventive effect upon the much more im-
portant disease—periodontoclasia—which
is always present, more or less, as gingi-
vitis in childhood, and continues to ad-
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vance from that time onward. On the
other hand, the right method of personal
oral hygiene, regularly followed, prevents
or controls this disease and at the same
time prevents caries and maintains a high
state of oral cleanliness.
COMMENT

Many wvariable factors and conditions
contribute more or less to the origin and
advancement of the lesions of both caries
and periodontoclasia. It is not necessary
to know, understand, or control each one
of them in order to prevent these diseases.
It is only necessary to know and to pre-
vent or minimize the essential local etio-
logical conditions — conditions without
which the lesions do not occur. These
consist of accumulation and retention of
foreign material, composed primarily of
bacteria, at the particular locations where
the lesions originate, The necessary phy-
sical removal of this material at appropri-
ate intervals (at night before retiring)
can be accomplished only by the right
method of personal oral hygiene. In the
light of all presently known facts and ex-
perience any neglect of, or deviation from
this method reduces the benefits in pro-
portion to such neglect or deviation.

Personal oral hygiene is an individual
and a personal matter. Each person must
know and accurately follow an effective
method. Such a method will be taught
only by dentists (or others) who know
and follow it themselves. Those who have
the information and experience know that
the highest degree of oral cleanliness and
dental health results.

Any institution, agency, organization, or
group concerned with promotion of dental
health, not interested in looking into or
confirming the fundamental facts upon
which effective personal oral hygiene must
be based, but wishing only to know the
clinical observations of dentists who have
had the necessary experience, now have
the opportunity. Names can be furnished
of dentists of the highest professional
standing in their respective communities
in 17 different states who have learned
this effective method and have been en-
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thusiastically teaching it to their suitable
patients, some for several years. Their
experiences and results surely would be
interesting and enlightening to others who
have not had such experiences. These
dentists could be contacted in any practi-
cal way, or better still, they could be
brought together in groups (a dozen or
several times that many if wanted) for
conferences and discussions.

Any one of these dentists could call in
numerous patients for illustration of re-
sults, who have been following this effec-
tive method for several years. Individuals
can be presented, of all ages up to past
80, who follow this method and are main-
taining practically complete dental health
thereby.

Improper and unnecessary brushing dis-
cussed under 1 and 2 above tend to cor-
rect themselves. The harmful influence
of their promotion should gradually de-
cline as more dentists learn and teach, as
they surely will do sooner or later, effec-
tive personal oral hygiene.

Artificial fluoridation of communal wa-
ter supplies is rapidly expanding. It has
been advocated and promoted originally
and continuously by the U. S. Public
Health Service and by the American Den-
tal Association. It has been officially en-
dorsed and approved by several of the
foremost national (and many regional)
scientific organizations, including the
American Medical Association °° and the
American Association for the Advance-
ment of Science,! said to be the largest
body of scientists in the world. Recently
a group of more than a hundred promi-
nent citizens and leading authorities in
their respective fields, many of them phy-
sicians, organized a strong endorsement
and recommendation 192 of fluoridation, es-
pecially for the city of New York.

Under these circumstances of over-
whelming authoritative and influential
support, artificial fluoridation has been
adopted in several hundred communi-
ties 193 in this country. The trend is gain-
ing momentum and promoters of it are
meeting with greater success all the time.
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A large number of reports of observa-
tions in naturally fluoridated districts and
now in artificially fluoridated communi-
ties all show that the incidence of the ad-
vanced stage of caries—ecavities and ex-
tracted teeth—in young people is reduced
by fluoridation. This is accompanied by
and results from the contemporary in-
crease in periodontoclasia activity. It only
increases the activity of this disease,
which all people have from early child-
hood onward. It does not make sense to
fluoridate the water, thereby increasing
the activity of this more important dis-
ease, in order to lessen the caries activity.

Whenever the relationship between the
early stages of the caries process and the
early stages of periodontoclasia is better
understood and the harmful effect of flu-
orides in this regard, is recognized and
can become known, as surely will occur
sooner or later, artificial fluoridation of
public water supplies will have to be dis-
continued. Until that time its unfavorable
influence upon dental health will continue
wherever it has been adopted.

Sufficient increase in periodontoclasia
(gingivitis) activity to retard caries re-
sults from 1 ppm fluoride in the water,
which is therefore more harmful than
beneficial, even to young children. The
caries preventive effect is much less in
older people but increased periodontoclasia
activity results from chronic fluoride in-
toxication at any age before the teeth are
finally lost in later life.

There is considerable difference of opin-
ion as to the influence of association be-
tween caries and periodontoclasia.104-108
Many experienced dental practitioners are
of the opinion that there is less caries
activity in mouths with the most active
periodontoclasia and that the two diseases
tend to be mutually exclusive.

There are many reports in the literature
relative to the influence of fluoridated
water upon periodontoclasia (gingivitis)
most of them indicating little or no effect,
one way or another. These reports are
mostly based upon the PMA index em-
ployed by Massler, Schour and associ-
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ates105-111 This method attempts to show
the incidence of frank overt lesions (the
advanced stage of the disease) but does
not recognize or throw any light upon the
early stage. The method is subject to un-
intentional and unavoidable bias 12,113 and

‘much variation between different exam-

iners.

- Most reports of surveys of the caries
rate and evaluation of caries control mea-
sures are based upon the DMF method of
Klein and Palmer.14-116 Tjike the PMA
this DMF method attempts to show the
incidence of advanced stage lesions and
does not recognize or throw any light upon
early stage caries. It too is subject to as
much as 100 per cent 17 examiner bias and
variation. It is evident that such methods
could be of only limited significance as
to the prevalence and the relationship of
caries and periodontoclasia, and the effect
of control measures.

An impressive report by Russell 18 indi-
cates that not only less periodontoclasia
but less final loss of teeth was experienced
by lifelong residents of Colorado Springs
(2.5 ppm fluoride) than was found in a
supposedly comparable group at Boulder,
Colorado, with fluoride-free water. An
example of contrasting report is that of
Dale and McCauley 126 of chronic fluoride
intoxication from fumes of hydrofluoric
acid. The unexposed control group had an
average of 27.4 teeth remaining; whereas
those in the exposed group had only 23.3
teeth left, those exposed more than ten.
years only 21.6.

Greenwood published 1*® an extensive re-
view of fluoride intoxication up to 1940.
There was then abundant evidence (proof)
of the serious, irreversible, harmful, sys-
temic effect of fluorine in excessive
amounts, and in some not-so-excessive. A
large volume of additional information
relative to the subject has appeared since
that time, mostly supporting the claim
that 1 ppm is not harmful and assuming
that any harmful effect could be recog-
nized by the methods used. ‘

Mottled enamel occurs in part of the
population when there are only 2 or 3 ppm
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of fluoride in the water and in almost all
when the content is still higher. Long
continued intake of increased amounts of
fluorine from fluoridated water 120-138 oy
from contaminated air 120,139,140 cgyses,
not only mottled enamel and dental hypo-
plasia, but also profound changes in the
other calcified tissues of the body. These
changes include osteosclerosis, thinning of
the lamina, increased density, opacity to
x-rays, narrowing of the marrow spaces,
lack of normal sharpness of the bone out-
lines, osteophytic formations on various
bones, synostosis of various joints, especi-
ally of the wvertebral column, excessive
calcification of tendons, fasciae, ligdments
and ligamentous attachments, “bridging”
between the vertebral bodies giving rise
to stiffness of the back (the so-called
poker back), etc. These striking condi-
tions are usually recognizable only after
thirty or thirty-five years of exposure but
they continue to exist as long as the suf-
ferer lives, and to increase if the exposure
continues. Reduction of the bone-marrow
spaces, thus impairing and reducing the
blood-making tissues of the body not only
produces anemia but it also reduces the
ability to make back blood in anemia from
other causes.

The fact that these severe harmful ef-
fects have resulted from 3 times as much,
or perhaps 5 to 10 times as much, fluoride
in the water as is added in artificial flu-
oridation leaves room for doubt as to the
complete safety and harmlessness of that
procedure.

There is much individual variation in
susceptibility to the known effects of flu-
orides, whether it be the beneficial caries
retardation in children or the known
harmful effects, such as increased perio-
dontoclasia activity, mottled enamel and
the cumulative damage to the bones, ten-
dons and ligaments of the body. Citizens,
officials, and health authorities of the
community have to decide whether to ex-
pose the entire population of all ages, and
in all conditions of health and vitality, to
such possibly harmful effects in order to
secure the limited caries preventive effect
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of fluoridation of the communal water

supply.

The public looks to the U. S. Public
Health Service and the dental profession,
more than to any other health agency or
authority for guidance relative to dental
health. As long as they continue to active-
ly advocate and to recommend topical
fluoride treatment it will be wanted by
many people. Although dentists, after
practical experience, may be doubtful of
the results they have seen they still will
be confronted with the public demand for
fluoride applications, as long as the pro-
motional publicity continues.

SUMMARY

Attentlon has been directed to four
separate but somewhat related devel-
opments unfavorably influencing dental
health, which have taken place during the
first half of the present century. Some
of the reasons for such influence have
been presented.
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