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Abstract Mercury dental amalgam has a long his-

tory of ostensibly safe use despite its continuous

release of mercury vapor. Two key studies known as

the Children’s Amalgam Trials are widely cited as

evidence of safety. However, four recent reanalyses of

one of these trials now suggest harm, particularly to

boys with common genetic variants. These and other

studies suggest that susceptibility to mercury toxicity

differs among individuals based on multiple genes, not

all of which have been identified. These studies further

suggest that the levels of exposure to mercury vapor

from dental amalgams may be unsafe for certain

subpopulations. Moreover, a simple comparison of

typical exposures versus regulatory safety standards

suggests that many people receive unsafe exposures.

Chronic mercury toxicity is especially insidious

because symptoms are variable and nonspecific,

diagnostic tests are often misunderstood, and treat-

ments are speculative at best. Throughout the world,

efforts are underway to phase down or eliminate the

use of mercury dental amalgam.
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Introduction

Most Americans have dental restorations, and many of

those restorations are dental amalgam, known as

‘‘silver’’ fillings. Richardson et al. (2011) estimate that

over 180 million Americans carry a total of over one
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billion restored teeth (based on 2001–2004 population

statistics), and that the majority of these restorations

are dental amalgam.

Dental amalgam, which contains about 50 %

mercury, was once assumed to be inert, meaning that

it released no mercury once the filling was placed.

Today the US Food and Drug Administration (FDA)

and other agencies acknowledge that dental amalgam

releases low levels of elemental mercury vapor (FDA

2009). Still debated are the questions of whether these

levels are safe, and whether the safety threshold differs

among subpopulations (Berlin et al. 2007).

On one side of the debate, the FDA and the

American Dental Association (ADA) support amal-

gam as a safe and effective material for dental

restorations (FDA 2013; ADA 2013), and amalgam

continues to play a major role in dentistry today

(Makhija et al. 2011). However, the safety of mercury

dental amalgam is questionable based on recent

epidemiological findings.

Reanalysis of Children’s Amalgam Trial finds

harm

Results from the only two randomized, controlled,

clinical trials on dental amalgam, known as the

Children’s Amalgam Trials, one in New England

and one in Portugal, were first reported in 2006

(Bellinger et al. 2006; DeRouen et al. 2006). The New

England Children’s Amalgam Trial followed 534

children for 5 years, and the Portugal Children’s

Amalgam Trial followed 507 children for 7 years.

Both studies found no difference in neurobehavioral

outcomes between the amalgam group and the com-

posite (non-amalgam) group—although in both trials

the amalgam group showed a statistically significant

increase in urinary mercury levels. These two studies,

in addition to being widely cited in the literature, are

cited by the FDA and the ADA as providing evidence

for the safety of amalgam (FDA 2009; ADA 2013).

But four recent reanalyses of the Portugal dataset

using refined exposure metrics now reveal evidence of

harm, as described below. The parent study used a

dichotomous exposure metric—amalgam versus com-

posite—which failed to capture the range of exposures

within the amalgam group. A 2011 reanalysis used an

exposure metric based on amalgam size and years of

exposure—and found a significant association

between amalgam and the porphyrin biomarkers for

mercury-related enzyme blockage (Geier et al. 2011).

This association suggests that amalgams are a signif-

icant chronic contributor to mercury body burden

(Geier et al. 2011).

Using genotype as an independent variable, a 2012

reanalysis by, among others, four authors from the

original team, found a highly significant and consistent

association between neurobehavioral deficits and an

exposure metric derived from annual urinary mercury

levels—in boys with a common genetic variant called

CPOX4 (Woods et al. 2012). Coproporphyrinogen

oxidase (CPOX) is an enzyme on the heme biosyn-

thesis pathway, and the CPOX4 variant has a popu-

lation frequency of 28 % according to the authors. Of

the 23 neurobehavioral tests employed, boys with the

genetic variant showed mercury-related deficits in 11

outcomes with a p value B.05, and 7 of these had a

p value B.01.

A 2013 reanalysis found a significant association

between amalgam and a biomarker for kidney damage

in the same genetically susceptible subpopulation

(Geier et al. 2013). Finally, another 2013 reanalysis

found a significant association between neurobehav-

ioral deficits and the exposure metric used in the 2012

reanalysis (derived from annual urinary mercury

levels)—in boys with common variants for two

metallothionein proteins (Woods et al. 2013). In this

paper, Woods et al. explicitly note that the exposure

metric reflects exposures from all sources; thus the

findings do not support per se the conclusion that

amalgams are associated with adverse neurobehavior-

al effects. However, the parent study (DeRouen et al.

2006) and the corresponding New England study

(Bellinger et al. 2006) both found a significant

association between this exposure metric and amal-

gams. Thus, taken as a whole these studies do not

support assurances that amalgams are safe; rather they

suggest that amalgams may be a significant chronic

contributor to mercury body burden, and that this may

play a causal role in neurobehavioral deficits and other

harm to genetically susceptible subpopulations that

are only beginning to be identified.

In the past decade, at least six common genetic

variants have been identified that appear to convey

increased susceptibility to mercury toxicity from

dental amalgam based on epidemiological evidence

of clinical harm (Woods et al. 2012, 2013). These

genes include: CPOX; brain-derived neurotropic
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factor (BDNF); 5-hydroxy-tryptamine (serotonin)

transporter (5-HTT); catechol O-methyltransferase

(COMT), metallothionein MT1M, and metallothio-

nein MT2A (Woods et al. 2012, 2013). In addition, a

variant of a glutathione-related gene, glutamyl-cys-

teine ligase modifier subunit (GCLM), has been

associated with higher blood and urine levels of

mercury (Custodio et al. 2005). (The glutathione

system comprises the major detoxification mechanism

for mercury.) Moreover, a recent study of methylmer-

cury exposure from dietary fish also found that a

variant of GCLM, as well as a variant of another

glutathione-related gene, glutathione-S-transferase

modifier subunit (GSTM), are associated with altered

mercury concentrations and antioxidant status in

humans (Barcelos et al. 2013).

In theory, many more susceptibility genes are

likely—including the ApoE4 allele implicated in

Alzheimer’s disease (Mutter et al. 2010)—because

mercury blocks sulfur groups within proteins, which

are coded by genes that vary among individuals

(Berlin et al. 2007). Indeed, many glutathione-related

enzymes are highly polymorphic (Barcelos et al.

2013).

Mercury’s insidious toxicity

Mercury’s toxic mechanism is broad. It binds sulfur,

which is ubiquitous in cellular proteins, both structural

and functional (ATSDR 1999; Berlin et al. 2007; Kern

et al. 2013). For example, it blocks the sulfhydryl

active sites within enzymes, receptors, signaling

molecules, and membrane transport channels (Berlin

et al.2007). These mechanisms disrupt key cellular

processes in ways that depend on genetic individuality

and on micronutrient status (Berlin et al. 2007). Effects

include altered membrane permeability, increased

oxidative stress, peroxidation of lipid membranes,

mitochondrial dysfunction, and altered production of

neurotransmitters, cytokines, and hormones (ATSDR

1999; Berlin et al. 2007). The resulting symptoms—

variable and nonspecific—may be difficult to detect

until much damage has been done.

Animal studies reveal that mercury vapor from

amalgam is rapidly absorbed and distributed through-

out the body, concentrating in organs—including

those of the fetus (Lorscheider et al. 1995). Animal

and human studies reveal that mercury is transferred to

breast milk in proportion to maternal dental amalgam

load (Richardson et al. 2011; Lorscheider et al. 1995).

Once in the body, some mercury is eliminated in urine

and feces, but evidence suggests that elimination

slows as detoxification enzymes become impaired,

yielding increasing retention and unpredictable toxic-

ity (Mutter et al. 2007, 2004).

The developing neuron is the most sensitive target

for mercury (Berlin et al. 2007). Studies on neurons in

culture find growth impairment at the same mercury

concentrations that are found in neonatal infants of

amalgam-bearing mothers with no other known

exposures (Berlin et al. 2007; Kern et al. 2012).

Mercury’s broad toxic mechanism and the resulting

nonspecific symptoms, as well as the diagnostic

difficulties described below, make chronic mercury

toxicity difficult to study in humans. Indeed, many

epidemiological studies have failed to find evidence of

a clear association between amalgam and clinical

health effects. Yet many of these studies use insuffi-

cient time-frames as well as flawed measures of

exposure such as blood or urine levels as described

below (Mutter et al. 2007, 2004). In addition, none

appear to consider genetic susceptibilities. Thus few

conclusions can be drawn.

Diagnostic difficulties

Chronic mercury poisoning is described in the toxi-

cology literature but is not yet recognized by most

physicians or institutions. Medical textbooks give the

issue little coverage [for example, Fauci (2008)], so

the typical, slow onset of nonspecific symptoms is

likely to be misdiagnosed.

No reliable diagnostic test exists for chronic

mercury poisoning (Berlin et al. 2007; Mutter et al.

2007). A porphyrins panel can reveal the footprint

unique to many toxic metals including mercury, but

since porphyrins are easily destroyed (Woods 2009),

the risk of false negatives is high.

Current medical diagnostic criteria target acute

rather than chronic poisoning [for example, Fauci

(2008)]. Such criteria often require a finding of

elevated blood or urine mercury levels [for example,

Goldman and Schafer (2011)] even though these

media reveal only recent exposures and do not reflect

body burden or symptoms (Berlin et al. 2007; Mutter

et al. 2007). Counterintuitively, some individuals with
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a high body burden may show low mercury levels in

blood, urine, hair and nails—apparently due to

impaired excretion, which yields increased retention

(Mutter et al. 2007, 2004; Lorscheider et al. 1995).

Not only is diagnosis difficult, but treatments are

controversial and are speculative at best. Even removal

of amalgam is problematic, causing high exposures to

respirable amalgam particulate matter as well as to

mercury vapor (Richardson 2003).

Unsafe exposures

A simple risk assessment—a comparison of estimated

exposures versus regulatory safety standards—yields

cause for concern. The World Health Organization

estimates that the typical absorbed dose of mercury from

amalgams is 1–22 micrograms per day (lg/d), with most

people incurring doses of less than 5 lg/d (IPCS 2003).

Considerable variation exists, with an upper range of

*100 lg/d associated with gum chewing (Berlin et al.

2007). Exposure variables include the total amalgam

surface area, the physical and chemical composition of

the amalgam, the mechanical stresses of chewing and

bruxism, the proximity to other metals, and the oral

conditions of temperature, pH, and negative air pressure.

The FDA assumes an exposure of 1–5 lg/d in its current

amalgam rule [PHS 1993 (as cited in FDA 2009)].

Regarding safety standards, the US Environmental

Protection Agency (EPA) provides a reference con-

centration (RfC) for chronic mercury inhalation of

0.3 lg/m3, which was set in 1995 (EPA 1995). As

shown in Table 1, this standard can be converted to a

tolerable daily exposure of 4.9 lg/d—and this value is

virtually the same as the FDA’s assumption for typical

amalgam exposure of up to 5 lg/d. In other words,

people with typical amalgam exposures are at the

regulatory safety threshold with no margin of safety,

and people with above-average exposures exceed the

safe threshold.

The FDA acknowledges the absence of a margin of

safety but notes that the EPA’s regulatory standard

includes an uncertainty factor that was derived to be

protective (FDA 2009). Yet this uncertainty factor is

tenfold more lenient than that used by the California

Environmental Protection Agency (CalEPA) as

described below. The FDA also claims that the levels

of exposure from amalgams are well below levels

actually known to cause adverse effects (FDA 2009)

even though these data are gleaned from occupational

studies of healthy workers and are not intended to

apply to the general population. The FDA also notes

that amalgam is a commonly used device with a low

frequency of adverse events reported to the agency

(FDA 2009).

As shown in Table 1, almost no amount of amal-

gam is safe under the CalEPA standard—the reference

exposure level (REL) for chronic mercury inhalation

of 0.03 lg/m3—which was set in 2008, and which

includes an uncertainty factor that considers develop-

mental toxicities (CalEPA 2008). Richardson et al.

(2011) estimate that 122.3 million Americans exceed

the mercury dose associated with the CalEPA stan-

dard, and 67.2 million Americans exceed the more

lenient US EPA standard.

Table 1 Amalgam exposures versus regulatory safety standards

Exposure estimates for mercury vapor

from amalgam (lg/d)

Safety standards for chronic mercury vapor inhalation

California EPA REL

(reference exposure level)

(2008) 0.03 lg/m3,

converted to lg/d

US EPA RfC

(reference concentration)

(1995) 0.3 lg/m3,

converted to lg/d

Estimated typical chronic intake from

amalgam (FDA; ATSDR)

1–5 0.5a 4.9a

Estimated range of chronic intake from

amalgam (WHO; ATSDR)

1–22

High-end chronic intake from amalgam (ATSDR) *100

The middle to upper ranges of exposures to mercury vapor from amalgam exceed the US EPA safety standard for chronic mercury

inhalation. The tighter California EPA standard appears to preclude any amalgam fillings
a Assuming a ventilation rate of 16.2 m3/d (US EPA)
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Public policy

In use since the 1800s, dental amalgam has never

undergone the regulatory proof-of-safety testing that

is required for other medical implants under US law.

Under the 1976 Amendments to the Federal Food,

Drug, and Cosmetics Act, Congress directed the

FDA to assess the safety of medical and dental

devices and to require premarket approval of safety

for any device that ‘‘is intended to be implanted in

the human body’’ (USC §§ 360a, et seq.), yet the

FDA has interpreted the statute to exempt dental

amalgam.

Norway and Sweden have banned dental amalgam

(Norway Ministry of Environment 2007; Sweden

Ministry of Environment 2009). Germany and Canada

advise against its use in pregnant women and children

(PHS 1997). According to the largest mercury-free

professional dental association, there is no situation

in which amalgam is either required or preferred

(IAOMT 2013). The predominant alternative—resin-

based composite—requires more skill to install, but

when properly placed it is as durable as amalgam

according to a recent meta-analysis (Heintze and

Rousson 2012).

Concerns exist regarding the ingredient in resin-

based composite called bisphenol A (BPA), which is

under investigation as an endocrine disruptor. But

dental restorations appear to be a minor source relative

to other environmental exposures such as food pack-

aging (NIEHS 2013). A 2010 World Health Organi-

zation report found that BPA from dental materials is

unlikely to contribute substantially to chronic expo-

sure (Bailey and Hoekstra 2010).

In October 2013, over 140 nations signed the

Minamata Convention, a set of legally binding mea-

sures to curb mercury pollution that was forged over

the past 4 years by the United Nations Environment

Programme (UNEP 2013). Participants agreed to

phase down the use of dental amalgam via a menu of

strategies to discourage amalgam use and promote

alternatives.

Meanwhile, the US FDA has stated that it is

actively reviewing the safety of amalgam but has made

no further comment on the issue since 2010. If the

White House initiative to restore scientific integrity to

federal policymaking is successful, the US may soon

join the other nations that have banned or restricted

mercury dental amalgam.

Open Access This article is distributed under the terms of the

Creative Commons Attribution License which permits any use,

distribution, and reproduction in any medium, provided the

original author(s) and the source are credited.

References

ADA (American Dental Association) (2013) Statement on

dental amalgam. http://www.ada.org/1741.aspx. Accessed

26 Dec 2013

ATSDR (US Agency for Toxic Substances and Disease Regis-

try) (1999) Toxicological profile for mercury. Public

Health Service, US Department of Health and Human

Services

Bailey AB, Hoekstra EJ (2010) Background paper on sources

and occurrence of bisphenol A relevant for exposure of

consumers. Paper presented at the expert meeting on Bi-

sphenol A (BPA) of the Food and Agriculture Organization

of the United Nations and the World Health Organization,

Ottawa, 2–5 Nov 2013

Barcelos GR, Grotto D, de Marco KC, Valentini J, Lengert AV,

Oliveira AA, Garcia SC et al (2013) Polymorphisms in

glutathione-related genes modify mercury concentrations

and antioxidant status in subjects environmentally exposed

to methylmercury. Sci Total Environ 463–464:319–325

Bellinger DC, Trachtenberg F, Barregard L, Tavares M, Cer-

nichiari E, Daniel D, McKinlay S (2006) Neuropsycho-

logical and renal effects of dental amalgam in children: a

randomized clinical trial. JAMA 295(15):1775–1783

Berlin M, Zalups RK, Fowler BA (2007) Mercury. In: Nordberg G,

Fowler RA, Nordberg M, Friberg LT (eds) Handbook on the

toxicology of metals, 3rd edn. Academic Press, Burlington

CalEPA (California Environmental Protection Agency) (2008)

Mercury. In: Mercury reference exposure levels: technical

support document for noncancer RELs, Appendix D.1.F.

Office of Environmental Health Hazard Assessment

Custodio HM, Harari R, Gerhardsson L, Skerfving S, Broberg K

(2005) Genetic influences on the retention of inorganic

mercury. Arch Environ Occup Health 60(1):17–23

DeRouen TA, Martin MD, Leroux BG, Townes BD, Woods JS,

Leitão J, Castro-Caldas A et al (2006) Neurobehavioral

effects of dental amalgam in children: a randomized clin-

ical trial. JAMA 295(15):1784–1792

EPA (US Environmental Protection Agency) (1995) Mercury,

elemental: reference concentration for chronic inhalation

exposure (RfC). In: Integrated risk information system. US

Environmental Protection Agency. http://www.epa.gov/

iris/subst/0370.htm#revhis. Accessed 26 Dec 2013

Fauci AS (2008) Harrison’s principles of internal medicine, 17th

edn. McGraw-Hill Medical, New York

FDA (US Food and Drug Administration) (2009) Dental devices:

classification of dental amalgam, reclassification of dental

mercury, designation of special controls for dental amalgam,

mercury, and amalgam alloy. Fed Regist 74(148):

38686–38714

FDA (US Food and Drug Administration) (2013) About dental

amalgam fillings. http://www.fda.gov/MedicalDevices/

ProductsandMedicalProcedures/DentalProducts/Dental

Amalgam/ucm171094.htm. Accessed 26 Dec 2013

Biometals (2014) 27:19–24 23

123

http://www.ada.org/1741.aspx
http://www.epa.gov/iris/subst/0370.htm#revhis
http://www.epa.gov/iris/subst/0370.htm#revhis
http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalAmalgam/ucm171094.htm
http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalAmalgam/ucm171094.htm
http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/DentalProducts/DentalAmalgam/ucm171094.htm


Geier DA, Carmody T, Kern JK, King PG, Geier MR (2011) A

significant relationship between mercury exposure from

dental amalgams and urinary porphyrins: a further assess-

ment of the Casa Pia Children’s Dental Amalgam Trial.

Biometals 24(2):215–224

Geier DA, Carmody T, Kern JK, King PG, Geier MR (2013) A

significant dose-dependent relationship between mercury

exposure from dental amalgams and kidney integrity bio-

markers: a further assessment of the Casa Pia Children’s

Dental Amalgam Trial. Hum Exp Toxicol 32(4):434–440

Goldman L, Schafer AI (2011) Cecil medicine, 24th edn.

Elsevier Saunders, Philadelphia

Heintze SD, Rousson V (2012) Clinical effectiveness of direct

class II restorations—a meta-analysis. J Adhes Dent

14(5):407–431

IAOMT (International Academy of Oral Medicine and Toxi-

cology) (2013) IAOMT position paper against dental

mercury amalgam. https://iaomt.org/iaomt-position-paper-

dental-mercury-amalgam/. Accessed 26 Dec 2013

IPCS (International Programme on Chemical Safety) (2003)

Elemental mercury and inorganic mercury compounds:

human health aspects. World Health Organization, United

Nations Environment Programme

Kern JK, Geier DA, Audhya T, King PG, Sykes L, Geier MR

(2012) Evidence of parallels between mercury intoxication

and the brain pathology in autism. Acta Neurobiol Exp

(Wars) 72:113–153

Kern JK, Haley BE, Geier DA, Sykes LK, King PG, Geier MR

(2013) Thimerosal exposure and the role of sulfation

chemistry and thiol availability in autism. Int J Environ Res

Public Health 10(8):3771–3800

Lorscheider FL, Vimy MJ, Summers AO (1995) Mercury expo-

sure from ‘‘silver’’ tooth fillings: emerging evidence ques-

tions a traditional dental paradigm. FASEB J 9(7):504–508

Makhija SK, Gordan VV, Gilbert GH, Litaker MS, Rindal DB,

Pihlstrom DJ, Qvist V (2011) Practitioner, patient and

carious lesion characteristics associated with type of

restorative material: findings from the Dental Practice-

Based Research Network. JADA 142(6):622–632

Mutter J, Naumann J, Sadaghian C, Walach H, Drasch G (2004)

Amalgam studies: disregarding basic principles of mercury

toxicity. Int J Hyg Environ Health 207(4):391–397

Mutter J, Naumann J, Guethin C (2007) Comments on the

article, ‘the toxicology of mercury and its chemical com-

pounds’ by Clarkson and Magos (2006). Crit Rev Toxicol

37:537–549

Mutter J, Curth A, Naumann J, Deth R, Walach H (2010) Does

inorganic mercury play a role in Alzheimer’s disease? A

systematic review and an integrated molecular mechanism.

J Alzheimers Dis 22(2):357–374

NIEHS (National Institute of Environmental Health Sciences)

(2013) Bisphenol A (BPA). National Institute of Environ-

mental Health Sciences. http://www.niehs.nih.gov/health/

topics/agents/sya-bpa/. Accessed 26 Dec 2013

Norway Ministry of Environment (2007) Erik Solheim bans

mercury in products. Norway Ministry of Environment.

http://www.regjeringen.no/en/dep/md/press-centre/Press-

releases/2007/Bans-mercury-in-products.html?id=495138.

Accessed 26 Dec 2013

PHS (US Public Health Service) (1993) Dental amalgam: a

scientific review and recommended public health service

strategy for research, education and regulation. US

Department of Health and Human Services, Washington,

DC

PHS (US Public Health Service) (1997) Dental amalgam and

alternative restorative materials: an update report to the

Environmental Health Policy Committee. US Department

of Health and Human Services, Washington, DC

Richardson GM (2003) Inhalation of mercury-contaminated

particulate matter by dentists: an overlooked occupational

risk. Hum Ecol Risk Assess 9(6):1519–1531

Richardson GM, Wilson R, Allard D, Purtill C, Douma S,

Gravière J (2011) Mercury exposure and risks from dental

amalgam in the US population, post-2000. Sci Total

Environ 409(20):4257–4268

Sweden Ministry of Environment (2009) Government bans all

use of mercury in Sweden. Sweden Ministry of Environ-

ment. http://www.sweden.gov.se/sb/d/11459/a/118550.

Accessed 26 Dec 2013

UNEP (United Nations Environment Programme) (2013) Mina-

mata Convention agreed by nations. United Nations Envi-

ronment Programme. http://www.unep.org/newscentre/

default.aspx?DocumentID=2702&ArticleID=9373. Acces-

sed 26 Dec 2013

Woods JS (2009) Urinary porphyrin profiles and genetic sus-

ceptibility to mercury toxicity. Presentation at the spring

conference of the International Academy of Oral Medicine

and Toxicology, San Antonio, Mar 2009. Available at

http://www.youtube.com/watch?v=eW0kDV-jMF4.

Accessed 26 Dec 2013

Woods JS, Heyer NJ, Echeverria D, Russo JE, Martin MD,

Bernardo MF, Luis HS et al (2012) Modification of neu-

robehavioral effects of mercury by a genetic polymorphism

of coproporphyrinogen oxidase in children. Neurotoxicol

Teratol 34(5):513–521

Woods JS, Heyer NJ, Russo JE, Martin MD, Pillai PB, Farin FM

(2013) Modification of neurobehavioral effects of mercury

by genetic polymorphisms of metallothionein in children.

Neurotoxicol Teratol 39C:36–44

24 Biometals (2014) 27:19–24

123

https://iaomt.org/iaomt-position-paper-dental-mercury-amalgam/
https://iaomt.org/iaomt-position-paper-dental-mercury-amalgam/
http://www.niehs.nih.gov/health/topics/agents/sya-bpa/
http://www.niehs.nih.gov/health/topics/agents/sya-bpa/
http://www.regjeringen.no/en/dep/md/press-centre/Press-releases/2007/Bans-mercury-in-products.html?id=495138
http://www.regjeringen.no/en/dep/md/press-centre/Press-releases/2007/Bans-mercury-in-products.html?id=495138
http://www.sweden.gov.se/sb/d/11459/a/118550
http://www.unep.org/newscentre/default.aspx?DocumentID=2702&ArticleID=9373
http://www.unep.org/newscentre/default.aspx?DocumentID=2702&ArticleID=9373
http://www.youtube.com/watch?v=eW0kDV-jMF4

	New science challenges old notion that mercury dental amalgam is safe
	Abstract
	Introduction
	Reanalysis of Children’s Amalgam Trial finds harm
	Mercury’s insidious toxicity
	Diagnostic difficulties
	Unsafe exposures
	Public policy
	Open Access
	References


