Short Overview of the two latest New Zealand studies
Both studies show that children in the fluoridated areas have about twice as much dental fluorosis as children living in non-fluoridated areas. They also show there is no difference in dental decay.

Diffuse opacities – medical name for dental fluorosis.  The only way a child can develop dental fluorosis is through having too much fluoride. This is accepted by pro-fluoridation people.

dmfs – stands for “decayed, missing or filled surfaces”. There are approximately 120 tooth surfaces in a child’s mouth

Auckland Study 2008
Prevalence of enamel defects and dental caries among 9-year-old Auckland children. 

Schluter, Philip J., Kangaratnam, S., Durward, C.S. and Mahood, R. (2008-12) 

New Zealand Dental Journal, 104 4: 145-152.

www.espace.library.uq.edu.au/view/UQ:172582
Pg. 147:  “Children living in fluoridated areas had a higher prevalence of diffuse opacities than their counterparts living in non-fluoridated areas”.  

29.1% of children in fluoridated areas had dental fluorosis, compared to 14.7% in non-fluoridated areas.

Pg 149: “While means dmfs scores were lower in fluoridated areas than in non-fluoridated areas, no statistically significant difference was observed (due to the higher variability associated with this measure”.

Pg 150: “In addition, no significant association was found between residential fluoridation history and dental caries in the permanent dentition”.

Southland Study 2005
Enamel defect and dental caries among Southland children

Mackay TD, Thomson WM

NZ Dent J. 2005 Jun; 101(2):35-43

http://www.ncbi.nlm.nih.gov/pubmed/16011308

Pg 38 shows that 32% of children living all their life in a fluoridated area had diffuse opacities and 19% of children who had lived either none of their life, or some of their life in a fluoridated area had diffuse opacities.

Summary pg 35 – “The benefits of water fluoridation as a public health measure remain, with children continuously exposed to fluoridated water during their life having half the caries experience of those who have not”.

The Summary is in contrast to the detail on pg 39: “There were no significant differences in deciduous caries prevalence or severity (or in permanent caries prevalence) by sociodemographic characteristics or length of residence in fluoridated areas”.

WHO

"The dentists and the World Health Organization (WHO) experts have predicted a very large carries increase (a tide of caries) after a stop of water fluoridation. The analyses of data however, show a significant decrease of dental caries (caries decline) after the stop of water fluoridation in Japan, in the Netherlands, in Prague, in the German Democratic Republic, and in others.  There never was an increase of dental caries found after a stop of water fluoridation. Furthermore, many fluoride tablet measures (use of the fluoride tablets) were stopped also. In Graz, Austria for instance, the dental caries of children had increased during the fluoride tablet actions in schools since 1956 and decreased after the stop in 1973." (Arbeitsgemeinschaft fur Alternative Gesundheitspolitik, by Rudolph Ziegelbecker, Graz, Austria, June 1, 1998.)
CDC

Centers for Disease Control endorses fluoridation, they reported over a decade ago that fluoride's predominant effect is topical (direct contact with teeth) and not systemic (from ingestion) [CDC, 1999, MMWR 48: 933-940].
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FLUORIDATION AND CHILD DENTAL HEALTH
IN NEW ZEALAND-AN UPDATE
L H R Brett, Whangarei, New Zealand
Dental Surgery, 2 Grant Street, Kamo, Whangarei, New Zealand

SUMMARY: The most recent available statistics indicate that child dental health in New Zealand is still not significantly better in fluoridated areas.
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New Zealand is unique in that dental health statistics are available for almost the entire child population. These statistics are collected annually for all 12- or 13-year-olds as they leave the care of school dental clinics. The two key pieces of information from each health authority’s area are: the average percentage of the children who are free of dental caries; and the average number of decayed, filled and missing teeth, or "DMFT". 

More than a decade has passed since studies using these annual surveys compared the state of children’s teeth in fluoridated and non-fluoridated areas.1,2 These studies revealed that, when similar kinds of communities were compared, child dental health (in terms of dental caries prevalence) was slightly better in the nonfluoridated areas. If one considered also the prevalences of dental fluorosis,3,4 child dental health was substantially better in the non-fluoridated areas.

Being curious to know the present situation, I obtained the Ministry of Health’s most recent available (1995) child dental health statistics for my own region (Northland) where I practise dentistry. The results suggest that the situation has not changed:



	TABLE 1. Dental caries prevalences in Northland, New Zealand, in 1995

	


	 
	No. of children
	% caries-free
	DMFT

	

	Fluoridated
	113
	46.02
	1.04

	Non-fluoridated
	2106
	46.58
	1.60

	



Only one town (Kaitaia) in Northland is fluoridated. The non-fluoridated area comprises other towns and large rural areas which, according to our Official Census, are of low average income. Northland is, in fact, the most poverty-stricken area in New Zealand. Lower-income areas have always had higher tooth decay prevalences. So the small (half-tooth) difference in DMFT between the fluoridated and nonfluoridated parts of the province, and higher decay-free rate in the nonfluoridated part, do not support the claimed benefits of fluoridation

The same information supplied from the central region of New Zealand, which includes the capital city, Wellington (a much more affluent region than Northland) is equally revealing:

	TABLE 2. Dental caries prevalences in
central region, New Zealand, in 1995

	


	 
	No. of children
	% caries-free
	DMFT

	Fluoridated
	6469
	49.73
	1.24

	Non-fluoridated
	5601
	49.83
	1.39

	



The nonfluoridated area in this region contains small-town and rural areas of lower income level than the fluoridated larger towns and cities. Yet there is a slightly higher decay-free percentage in the nonfluoridated area (as in Northland) and only 0.15 of a tooth difference in DMFT. 

DISCUSSION AND COMMENT
It is clear from this information that water fluoridation not only does not provide the traditionally claimed "40-60%" reduction in tooth decay, but is of doubtful if any benefit at all. Despite the availability of the above statistics, they receive no publicity in our media. Instead, the public is continually presented with assertions from our health "authorities" that fluoridation is effective and safe. The New Zealand Public Health Commission report in 1994 claimed that immense savings in expenditure on dental treatment resulted from fluoridation.5 Close examination of its references for that assertion reveal that the claim was based, not on New Zealand statistics, but on a review in 1989 of various pro-fluoridation studies around the world, by a prominent US fluoridation proponent.6 That review was written before many of the comprehensive studies discrediting fluoridation,7-11 which were available to the Public Health Commission by 1994, had been published. Also, the author of the 1989 review had omitted the comprehensive studies from New Zealand1,2 which had by then been published. 

The reason why our public health officials and academics cling to their orthodoxy is difficult to find. Could it be because they cannot face the reality that they have for decades been promoting a procedure which is ineffective as well as, from recent evidence,12 probably unsafe?
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