Kishor Gulabivala

· viruses may play a role in the development of AP by their influence on the immune system of the host, by modifying the periapical response
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· At the moment there are more undetected bacteria than the ones that we can culture or identify with molecular methods. Than how can we assume any causal relationship between some specific bacteria and symptoms/apical pathosis when we don’t know yet which precisely is the spectrum of bacteria involved in root canal system infection ?
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· Ecology and metabolism in endodontic infections. Even if we cannot completely eliminate bacteria or biofilm, maybe we can attack some of those lines of communication and food chains and therefore diminish significantly the pathogenity of bacterial infection.
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· This sort of bacterial load exists in our clinical environment and in the waterlines. 
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· Restated as in their reviews from 2007 that success rates didn’t improved in the last 100 years, even the technology evolved so much. Still, it is weird that contrary to what we’ve seen in Orstavik studies regarding the kinetics of healing (most heal or fail within 2 years), they affirm that AP lesions take so long to heal. Also, he didn’t mentioned anything about the fact that at this moment we base our healing studies on radiographs and not CBCT. The last slide shows a reduced lesion on a 46, which appears to have an endodontic treatment ledged and blocked apically in mesial root, and both M and D lesions are still visible on radiographs and probably on CBCT they are still really large. If this is success, than probably we should definitely change the definition of success. 
[image: image5.jpg]14118 contained
bactera apically




· Conclusions slide emphasizing the fact that we should play more focus also on the individual capacity of healing (HOST reaction to treatment) , which probably is different between human beings. 
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JOHN WITHWORTH

· if we talk in endodontics about 1 or multiple visit treatment for a bacterial infection, why don’t we talk so much and don’t place interest on another treatment of a bacterial infection = carious lesion. Why shouldn’t we treat that infection in multiple visits also ? Maybe medication is needed to help and support the pulp ? Although I think the goal is noble to try new treatments and technology for saving the pulp and not end up in an endodontic treatment all the time we treat a deep carious lesion, I think it is not quite correct to make a parallel between how you can “desinfect” in multiple visit a carious lesion, versus to desinfect a root canal system. The geometry of anatomy is completely different, so maybe for a simple geometry you need to do less work than for a complex geometry. 
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· Nice distinction between superficial infection and deep infection.
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- he addressed the topic of what means really singe visit, because we as clinicians are different and also the anatomy of the teeth are different. He talked about a dentist which usually takes 3 minutes to shape a canal, and another which might stay over 1 hour. Both end up a treatment in single visit , but probably it is not fare to compare those treatments and to decide they are the same thing. He showed this table of variables and suggested that probably each endodontist would circle a different general combination if it will be to do a single visit approach, and then probably the outcome will be different not because of the SINGLE VISIT approach, but because of the different combinations of factors. Unfortunately the literature doesn’t give us yet any strong evidence about the influence of each of those factors for the outcome 
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· Difficult to define success…In the night before the lecture I had a talk about one hour with 3 friends from Romania about what optic system they would place on their microscopes so that they can be able to get very nice , sharp and light pictures during the treatment. At the end, I laughed and I said that I hope everyone agrees that actually the set up for taking pictures in the pulp chamber and canals will not have any influence on the outcome of the endodontic treatment they perform. Seeing John’s slide the next morning, I realized that probably the nice pictures should be placed in the category Personal Comfort/Satisfaction and maybe something like Communication with Patients/referring dentists. Later , I even realized that probably a lot of instruments and gadgets we use are just for our satisfaction and to make us more comfortable, but are not actually necessary to improve the rate of success, fact confirmed for us by Gulabivala review over success in last 100 years. 
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· Than he tried to ask some questions, what reasons would a clinician have to adopt a multi visit approach over endodontic treatment.
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- Before answering the questions, a philosophical dilemma was identified. If there would be no difference BIOLOGICAL, shouldn’t we try to consider more the patient point of view, as probably one visit is better and easier for them ? Who would ask intentionally to come 2 or 3 or more times to the dentist ? (Sorry for the slide which is blurry )
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Here we can look and search answers to the questions . I liked the fact that he addressed the issue that maybe we as clinicians tend more to stay with  our personal beliefs and the influence of our peer group instead to strive more to look objective and to search the best and strongest evidence that exists. This made me immediately go back one year ago, when Gary Carr gave me a personal advice when I started my first day of endodontic residency : Roberto! Congratulations! Now, one word of advice. Wipe your mind clear. Question everything. Don't assume you know anything. Examine all these issues, without bias. 
 Free yourself from any dogma in your mind. Understand that we know almost nothing, and understand even less. Develop an adversarial posture to every idea. That's the best way to understand any concept. Be as cantankerous as you can without being irritating. 

On the clinical side, put everything to the test. Take apart as many teeth as you can. Master one skill before moving on to the next. Too many grads are "good" at a variety of techniques but not exceptional at any one. Better to be really good at one thing than mediocre at many.........
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- If we use medications, after he showed different well known facts about Ca(OH) or CHX, he concluded this. (yet, it seems that still a lot of clinicians do believe that CaOH can work in places where not even NaOCl can seem to be able to arrive during the treatment. Compared to Bill Costerton lecture where he said that “bleach is fantastic”, if we do believe that NaOCl is so effective to kill biofilm and to reach a lot of ramifications of the root canal system, than why we do still believe that we also need to medicate with CaOH, which obviously cannot be placed in those areas, and even if placed will be probably virtually impossible to be removed)
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- Conclusions: He referred a lot of times in his lecture about the fact that we assess our outcome on a radiographic level and not on CBCT, and this should probably be changed in the future. I saw the first time John lecturing, and was by far one of top 3 lectures I have seen in my whole life…really logical, step by step evidence based, and getting to really sensitive issues for a lot of endodontists. 
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THOMAS KVIST 

- A lecture around one clinical case. Should you treat ? If yes, how ? (similar construction of lecture as Paul’s lecture in Amsterdam 2006 and Vancouver 2007)
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· Hume law:
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· where is the threshold for getting failure or disease (I think this is one of the best slides of the whole ESE 2009 meeting)
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· he made a comparison with a study in NY 1934 about tonsillectomies for 11 yrs old children. If different groups of doctors have been asked which child should get a tonsillectomy, they started with 350, than from those 350 , after a new consult by other doctors only 192 were still believed to need tonsillectomy and so on…In the end, it turned out that after asking all doctors in NY , actually only 65 children remained with an indication for tonsillectomy. 
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· what brings new technology ? I don’t agree that those 2 last facts are problems which come with new technology, because the technology doesn’t transform a patient from healthy to diseased. He always was the same, only we as doctors can better diagnose his disease. And it is our problem maybe to establish better criteria for disease and healthy. I don’t think a CBCT scan will transform a tooth with no lesion in one with lesion. It will transform just our knowledge that the lesion actually exists in the jaw of the patient. And questioning previously published studies should not be a problem, should be an evolution for the science of endodontology. 
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· concept of utilitarianism
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· nice study design and question:
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· notion of informed consent and the reality:
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· Some requirements we as dentists are facing daily
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