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Oral Health — The Terrain in the Mouth

Applied protocol within the Wheel of Health. Structural sibling to Prostate Health — one tissue read as the expression of systemic condition. See also: Nutrition, Root Cause of Disease, Monitor, The Sovereign Consultation, Sovereign Health.



Teeth are the only part of the skeleton a person can see, and the only organ system routinely handed to a separate profession that never asks what its owner eats.

That arrangement is the whole problem in one sentence. A body is treated as an integrated system by every branch of medicine that takes terrain seriously — until the jaw, where it becomes a mechanical trade. Decay is drilled and filled. Gums that bleed are scaled. Teeth that fail are extracted and replaced with engineering. At no point in the standard sequence does anyone ask why the mineral is leaving the enamel, why the tissue is inflamed, or what the mouth is reporting about the system behind it. The dentist is not at fault for this; the profession was constituted separately from medicine in the nineteenth century and has been structurally severed from it ever since. But the severance is a fiction about anatomy, and a body does not observe it.

Harmonism holds the mouth as the entry point of the digestive and immune terrain — the first place the body’s condition becomes visible, and one of the places where a disordered terrain does its damage furthest from home.




What the Mouth Reports

Before it is a site of treatment, the mouth is an instrument, and it belongs to Monitor.

It reports early and cheaply. Bleeding on brushing is not a brushing problem; it is inflamed tissue, and inflamed tissue in the gum belongs to the same category as inflammation anywhere else — a terrain signal, read at Inflammation & Chronic Disease. Recession, mobility, and the pockets a hygienist measures track a chronic inflammatory process with a bacterial component. Enamel erosion on the inner surfaces of the upper teeth reports acid arriving from below rather than from the diet. Rapid new decay in an adult who has been stable for years is a systemic event until proven otherwise — a change in salivary flow, a new medication drying the mouth, a metabolic shift, sometimes a disordered eating pattern the person has not disclosed.

Saliva is the operative variable in most of this and is almost never discussed. It buffers acid, carries the calcium and phosphate from which enamel is rebuilt, and constitutes the mouth’s primary immune interface. Anything that reduces it — dehydration, mouth-breathing, anticholinergic medication, chronic sympathetic dominance — removes the mechanism by which the mouth defends and repairs itself. A person with a dry mouth is not a person with a symptom; they are a person whose enamel has lost its maintenance system.

Which is the first practical consequence, and it costs nothing: hydration and nasal breathing are dental interventions.



The Systemic Reach

The oral cavity is a continuous inoculum. Every swallow carries its microbial population into the gut; inflamed and ulcerated gum tissue gives that population direct vascular access; and the surface area of a moderately diseased periodontium is not small. What lives in the mouth does not stay there.

The consequences of that fact are among the more actively researched questions in medicine, and precision about the evidence tier matters here more than enthusiasm. What is well documented is association. Periodontal disease travels with cardiovascular disease, with poorer glycaemic control in diabetes, with adverse pregnancy outcomes, and with cognitive decline, consistently and across populations. The mechanisms proposed are coherent — chronic low-grade systemic inflammatory load, bacterial endotoxin entering circulation, and direct translocation of oral organisms to distant tissue.

What is not established is that treating the gums reverses the distant disease. Intervention trials of periodontal therapy have not delivered the cardiovascular endpoint reductions the association implies they should, and the honest reading is that shared upstream causation explains a large part of the overlap: the metabolic dysfunction, the refined-carbohydrate load, the inflammatory diet, and the smoking that produce periodontal disease are the same inputs that produce cardiovascular disease. The gum is not necessarily poisoning the heart. The gum and the heart may be reporting the same terrain.

Harmonism finds that reading more useful than the causal one, not less — it puts the intervention upstream of both, which is where the Wheel of Health already operates.

One mechanistic claim sits above the rest and deserves naming because it is striking. Porphyromonas gingivalis, the principal periodontal pathogen, was reported in 2019 to be present in the brains of Alzheimer’s patients, along with its tissue-destructive enzymes, with the authors arguing for causation rather than opportunistic colonisation. The finding is real and the paper is serious. Whether it establishes causation remains contested, and the therapeutic follow-through was not verified in the preparation of this article. Treat it as a live and important hypothesis rather than as settled — and note that if it holds, the practical instruction does not change, because the instruction is already do not maintain a chronic oral infection.



The Cause Is Dietary, and This Part Is Not Contested

Strip away everything uncertain and one thing stands without qualification: dental caries is a diet-driven disease.

The mechanism is not obscure. Fermentable carbohydrate — sucrose above all, and refined starch behind it — feeds acidogenic organisms that lower plaque pH below the threshold at which hydroxyapatite dissolves. Below that threshold mineral leaves the enamel. Above it, with the raw materials present, mineral returns. Teeth are not inert; the surface is in continuous exchange, and decay is what happens when the dissolution side of that exchange wins for long enough.

Two consequences follow, and the second is the one nobody is told.

Frequency matters more than quantity. Each exposure drops the pH and it takes the mouth roughly half an hour to recover. A person who eats a dessert in one sitting has had one acid episode. A person who sips a sweetened drink across an afternoon has had a continuous one, and the second person will lose enamel that the first will not, on far less sugar. Grazing is the specific behaviour that destroys teeth, and the modern eating pattern is grazing. The fasting windows the Way of Health already prescribes for metabolic reasons are, without anyone designing them for it, the most effective dental protocol available.

The mouth’s repair capacity is nutritional. Remineralisation requires calcium, phosphate, magnesium and the fat-soluble vitamins that govern their handling — vitamin D for absorption, vitamin K2 for directing calcium into the mineralised tissue rather than the arterial wall, vitamin A for epithelial integrity. A diet delivering acid exposure without the mineral and cofactor substrate loses on both sides of the exchange at once.

The strongest evidence here should be stated with its tier attached, because the terrain literature routinely overstates it. A meta-analysis of 24 controlled clinical trials covering 2,827 participants found supplemental vitamin D associated with a substantial reduction in caries incidence — a pooled relative risk of 0.53, with a confidence interval from 0.43 to 0.65. That is a real and sizeable signal. It also carries real caveats the enthusiasts omit: high heterogeneity between trials, evidence of publication bias, risk of attrition bias, and the fact that most of the underlying data come from populations studied between the World Wars. The honest verdict is the reviewers’ own — vitamin D is a promising caries-preventive agent at low certainty. Promising and low-certainty is a great deal better than nothing, and it is not the same as proven.

Nothing in the corpus supports the stronger claim circulating in the natural-health world that established cavitated lesions can be reversed by diet alone. Early demineralisation — the white-spot lesion, before the surface breaks — can remineralise. Once the surface is cavitated, the architecture is gone and mechanical restoration is what restores it. Saying otherwise costs people teeth.



The Daily Practice

Protocol, in order of leverage.

Remove the driver. Eliminate sweetened drinks entirely, including fruit juice, which is dentally identical to soda. Compress eating into windows rather than grazing across the day. Where sweet food is eaten, eat it with a meal and at one sitting rather than distributed.

Restore the substrate. Adequate vitamin D with vitamin K2 in the MK-7 form, taken with fat; magnesium; and dietary calcium and phosphate from real food rather than isolated calcium supplementation. This overlaps entirely with what Supplementation already prescribes for bone and cardiovascular reasons — the mouth is not a separate protocol, which is the article’s whole point. Safety and interaction file: vitamin D is fat-soluble and accumulates, so it is dosed to a measured level rather than to a number on a bottle; the marker is serum 25-hydroxyvitamin D, with serum calcium checked alongside it at higher intakes. Vitamin K2 interacts directly with warfarin and related anticoagulants and must not be added without the prescriber’s involvement; there is no interaction with the direct oral anticoagulants.

Protect the saliva. Hydrate to a genuine intake rather than a nominal one. Breathe through the nose, awake and asleep — mouth-breathing dries the anterior teeth and is visible in the pattern of decay. Review any medication with anticholinergic load for dry mouth as a listed effect, and raise it, because dry mouth is treated as a nuisance and is a mechanism.

Disturb the biofilm mechanically, twice daily. The mechanical part is not optional and no nutritional protocol substitutes for it. Interdental cleaning matters more than most people believe, because the interproximal surfaces and the gum margin are where both decay and periodontal disease actually begin. Brush before breakfast rather than immediately after acidic food, when the enamel is transiently softened.

Monitor the gum, not just the tooth. Bleeding is the signal, and its disappearance is the endpoint. A mouth that has stopped bleeding on cleaning has had its inflammatory load reduced, and that is a systemic gain whatever else it is.



The Contested Ground

Four subjects dominate the alternative discussion of dentistry, and none of them carries this article. They are engaged because refusing to engage them leaves the reader to find worse sources, and each is tiered explicitly.

Mercury amalgam. Amalgam is roughly half elemental mercury and does release vapour, measurably increased by chewing, grinding and hot drinks. What the systematic reviews have not established is that amalgam in situ produces systemic disease at the population level, and Harmonism does not assert what the evidence does not fund. Two things are nonetheless sound. Placing new mercury into a body when durable alternatives exist has no argument for it. And removal performed without protection produces a documented acute exposure spike, because drilling aerosolises the metal — which means unsafe removal is worse than leaving it alone. If amalgam is to come out, it comes out under a protocol with high-volume suction, a rubber dam, supplemental air, and a practitioner trained in it, supported by binders and mineral repletion. That is the entirety of the actionable content, and avoid new placement; remove only under protocol, or not at all is the whole instruction.

Root canals and the focal infection theory. The historical claim — that root-filled teeth seed chronic systemic disease — was advanced in the early twentieth century, produced a wave of extractions, and was largely abandoned. The contemporary revival of it is not supported at the standard this article holds its terrain claims to, and a reader should be told that plainly. What is documented is narrower and worth acting on: untreated apical infection — a live infection at the root tip — carries systemic inflammatory consequences like any other chronic focus. So the sound position is neither root canals cause disease nor root canals are irrelevant, but that an infected tooth is an infection and warrants resolution, by the least destructive route that actually resolves it.

Jawbone cavitations. The claim that surgical extraction sites harbour chronic osteonecrotic lesions driving systemic illness is not established, diagnosis is unreliable, and the surgical intervention offered for it is irreversible. Harmonism holds this as unproven and counsels against acting on it in the absence of far better evidence than currently exists. An irreversible procedure on a contested diagnosis is the exact structure the corpus indicts elsewhere, and it does not become acceptable when performed by an alternative practitioner.

Systemic fluoride. The distinction that resolves most of the argument is between topical and systemic. Fluoride’s caries effect is overwhelmingly topical — at the enamel surface. Water fluoridation delivers it systemically to obtain a local effect, which is a strange route to a small target, and the dose is uncontrolled because it depends on how much a person drinks. Harmonism’s position follows the terrain logic rather than the controversy: the caries problem is dietary and the remedy is dietary, which makes the fluoride question far less important than either side treats it as. Dental fluorosis is the one undisputed effect of systemic excess. Filtration is addressed at Hydration.



Before Anything Irreversible

Dentistry proposes irreversible procedures more casually than any other field of medicine — extraction, root canal, crown preparation that removes most of a tooth’s structure, the routine removal of asymptomatic third molars. Each is permanent, and each is offered in a setting where the patient is reclined, often anaesthetised, and rarely told there is a decision to make.

The four questions of The Sovereign Consultation apply here without modification. Is this necessary now, or is it a projection about the future? What happens if I do nothing and we watch it? What is the least destructive option that addresses the actual problem? And what is the evidence that the asymptomatic finding on this image will ever cause trouble?

The last one matters disproportionately, because dentistry has the same overdiagnosis problem as the rest of screening medicine: an image reveals something, the something is treated, and nobody ever learns whether it would have caused harm. Watchful monitoring of an early lesion, with the dietary and mineral protocol running underneath it, is a legitimate option and is seldom offered.

The exceptions are genuine and should be named as clearly as the cautions. Acute infection with swelling is an emergency and is treated as one. A fractured tooth is restored. A tooth that cannot be saved comes out. And the restoration that stops a cavity from becoming an abscess is a good thing done well — dentistry’s mechanical craft is real, and the argument here is not against it but against its isolation from everything upstream of it.





The Integration

The mouth is where the Wheel of Health becomes visible to the naked eye. What a person eats, how often, how they breathe, how hydrated they are, how inflamed, how mineralised, how stressed — all of it is legible in the tissue at the front of the face, months or years before it is legible anywhere else.

Which makes the twice-yearly appointment a strange thing: the most accessible diagnostic surface on the human body, examined regularly by a trained professional, and read only for holes. The holes are real and filling them is worth doing. But the reading is the missed opportunity, and the person best placed to do it is the one who owns the mouth.

Look in it. It is telling you about the rest of you.



See also: Wheel of Health, Nutrition, Supplementation, Hydration, Monitor, Root Cause of Disease, Inflammation & Chronic Disease, Prostate Health, The Sovereign Consultation, Sovereign Health, Consent and the Sovereign Body
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