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FOREWORD BY BOYD E. HALEY, PHD
This book by Drs. Kulacz and Levy should be required reading for all physicians and dentists. First, all the research that I have read over the years has supported the ideas of Dr. Weston Price that doing root canals on teeth makes them susceptible to multiple types of infection by bacteria that cause different systemic type infections. Dr. Price’s research was brilliant for its time.
However, the discoveries of Dr. Price caused problems for an area of dentistry called endodontics that was developing into a very lucrative business. His research was actively attacked by those who wanted no discussion on the safety of their money-making procedures. However, a Dr. George Meinig, one of the early endodontists who had issues with the root canal procedure’s safety, wrote a book called “Root Canal Cover-Up” which brought more to the forefront of the health dangers of the root canal procedure with regards to the causation link to multiple systemic infections.
Both Dr. Price and Dr. Meinig were attacked by their peers who wanted to maintain the illusion of root canals being safe. Dr. Kulacz is just one of the latest to feel the unjustified wrath of the Endodontic profession for asserting that infected, root canal-treated teeth could be the focal source for remote infections. Such infections, caused by the delivery of microbes from the infected teeth into the bloodstream, end up in specific organs and sites throughout the body, resulting in various systemic illnesses.
I was personally introduced to this issue through my involvement in the likely toxicological problems caused by mercury vapor escaping from dental amalgams. Dr. Hal Huggins informed me that the toxicity from teeth with root canals was much worse than the mercury vapor from an amalgam-filled tooth. I didn’t at all believe him but he insisted that I check out some teeth that he had extracted from patients, some with and some without root canals.
My research assistants were startled at the level of toxicity against brain enzymes that was observed by merely placing the teeth into distilled water and then testing the ability of this “tooth treated water” to inhibit or kill important enzymes found in brain tissue. From this initial simple testing we developed a procedure to test both teeth and gum-related crevicular fluid for toxic effects. The overall finding can be summarized by stating that dead tissue like root canal-treated teeth, if left in the body, will become infected with pathogenic bacteria, and this infection can, and usually does, spread to other parts of the body. When we tested teeth with root canals sent to us by dentists we never found a tooth that wasn’t toxic to some degree. However, some were extremely toxic indicating that they were capable of sending bacteria and exotoxins to other body locations that could cause extreme illnesses.
We were challenged by endodontists that this translocation of infective microbes could not and did not occur since some endodontists had attempted to prove Dr. Price’s “focal infection theory” to be invalid years earlier. In my opinion, the science that “proved” Dr. Price wrong was very questionable and poorly done.
However, a recent technology that won its inventor a Nobel Prize in Science, called Polymerase Chain Reaction or PCR, came into play and has provided incredible scientific support to Dr. Price’s focal infection theory. Simply stated, PCR can identify the infectious bacteria found to cause multiple systemic infections such as placenta infections leading to preterm labor and low birth weight, infections in atherosclerotic plaques leading to heart attacks, as well as multiple infections found in various organs like the kidneys, liver, etc.
This is not an outrageous concept, as bacteria from the oral cavity are basically the primary source of bacteria causing most systemic infections. The presence of dead, root canal-treated teeth, with the high levels of pathogenic bacteria formed within them from the oral cavity, greatly enhances the delivery of pathogenic microbes and exotoxins into the body. PCR studies have many times identified the source of pathogenic bacteria found in infected organs as being the same as found in root canal-treated teeth from the same patient. To deny this is absurd posturing—but it is done by those who wish to continue making a living by inflicting their patients with dangerous root canals.
Teeth with root canals also lead to jawbone osteonecrosis or cavitations that harbor the same pathogenic microbes that start out in the dead tooth. Cavitations can cause immense pain and suffering as well as donate microbial infections to cause systemic illnesses. In the time that I tested teeth and debris from cavitations for toxicity I found many teeth with root canals that had lower toxin levels than seen in cavitations. However, I never found any cavitation-derived material that was not extremely toxic to the test enzymes we used.
Over time, I became known to many patients that were treated for this toxicity by removal of teeth with root canals and extraction of the cavitational debris by oral surgery. Considering that this was the initial phase of many dentists trying to help their patients survive the systemic illnesses caused by questionable dental procedures, the success rate was quite impressive. The very scientific PCR studies show that they were on the right track. Yet even today there is strong denial from the Endodontic societies that root canals can lead to systemic infections and disease, and much of the strong scientific proof of the root canal-induced toxicity is ignored. Those that would reveal it are doing so at great personal risk for their professional lives. This book by Drs. Kulacz and Levy details this current struggle.
Dr. Boyd Haley
Professor Emeritus
Department of Chemistry
University of Kentucky,
Lexington, KY
Boyd E. Haley, PhD
CTI Science
PREFACE
When the New York State Office of Professional Discipline (OPD) began investigating my dental practice in 2005, I realized that there were many dentists who disagreed with me. I had once been where they were, completely immersed in a busy dental practice and totally unaware of the comprehensive and compelling research that exposes the systemic risks of root canal treatments.
At first, I allayed my nagging fears with a naive confidence. Surely these investigators were guided by a sincere concern for the public in general and my patients specifically. Once all the science, the microbiological cultures, the pathology reports, the X-rays, and the nearly miraculous patient outcomes were clearly set before them, their eyes, previously blinded by ignorance, would be opened—even as mine had been many years before. Ultimately the OPD would vindicate me and even embrace my practice of dentistry.
Boy, was I wrong!
I was soon to discover that these investigators, who were supposedly truth-seeking advocates for patient welfare, were no more interested in uncovering the truth than a cop who’s paid to look the other way.
When the decision was made to write this new book, I was not planning to recount the incredibly painful history that started with the OPD’s initial contact. However, friends encouraged me. They felt it would provide a reality check glimpse into the consequence of challenging long-accepted clinical paradigms of the American Dental Association. Plus, and maybe even more importantly, it could help explain the resistance patients will get from their general dentist or endodontist when they question the safety of root canal-treated teeth.
My journey began when a patient told me that his doctor had warned him against root canal therapy.
Before the realities presented in this book invaded my world, I performed dentistry just like the majority of dentists do. Life was good. I enjoyed what I did and I made a decent living from it. I was exactly where I wanted to be in life. I worked 4.5 days per week and made enough money to do just about anything that I wanted to do. I took flying lessons and got my pilot’s license. I bought a house. I bought an aerobatic airplane and flew it three or four times a week. I had a wonderful family and my wife and I were thoroughly enjoying raising our twin girls.
Life was great. I had arrived.
I often ask myself why I rocked the boat when everything was going so well. Frankly, I do not have an answer that provides me much comfort. I suppose I just felt obligated to go in whatever direction the scientific truth led me. At the same time I certainly understand much better the reasons why many other dentists would never even consider such a path.
My journey began when a patient told me that his doctor had warned him against root canal therapy, and that this procedure could initiate a wide range of medical diseases.
I quickly retorted, “That’s ridiculous, whoever said that is completely crazy. You shouldn’t listen to such nonsense!”
It made me angry that someone in the medical field would propagate this absurdity. I felt personally attacked so I began to research the validity of these claims in order to prove to my patient that his physician was wrong.
My quest led me to the works of Weston Price, Edward Rosenow, and Frank Billings, all pioneers in the early research clearly linking dental infections to systemic disease. Although I found their research very interesting, I just “knew” that these writings from the 1920’s were “ancient” and had certainly been disproved with more contemporary research.
Then I went to an International Academy of Oral Medicine and Toxicology meeting where I attended a lecture by Professor Boyd Haley. At that time Dr. Haley was the department chair of chemistry at The University of Kentucky. He spoke about the toxicity that he found in all root canal-treated teeth and the detrimental inhibition of key bodily enzymes that had been demonstrated by testing the toxins released from these teeth. I felt like I had been punched in the stomach. Could this be true?
I searched in vain for any scientific studies that refuted the research of Price, Rosenow, Billings, and the evidence presented by Haley. To be fair, there were a few editorial articles in the Journal of the American Dental Association that were critical of these earlier scientists. However, rather than provide research or data to substantiate the position of the American Dental Association (ADA), these editorials attempted to discredit previous researchers on their experimental techniques. These articles never addressed the huge volume of data that had been independently amassed by these diligent scientists; they completely sidestepped the research demonstrating the risks of the root canal procedure.
What a blow to my professional pride. I didn’t like what I had discovered, but I couldn’t deny the powerful evidence. My patient was right and I was wrong.
Contrary to what I had been taught, I was forced to conclude that root canal treatment was not a benign procedure without systemic health risks. In good conscience, I could no longer practice dentistry as I had learned it. I had to change the focus of my practice.
Many of my patients noticed great improvement in medical conditions that had been plaguing them for years.
I knew that I if I were to best treat patients who were coming to see me, I had to learn a lot more about the intersection of dentistry and medicine. To satisfy this need for knowledge, I read through countless journal articles and consulted a number of medical textbooks.
During that time, many of the patients that I saw had migrated through a series of doctors without resolution of their medical conditions. Although I was in no way qualified to treat their wide variety of ailments, I wanted to know as much as I could about all aspects of medicine. I was convinced that the disconnect between dentistry and medicine was arbitrary, and was potentially harmful to patients. These disciplines needed to be integrated, and I wanted to work hand-in-hand with my patients’ physicians, knowing that my work could help improve their overall health.
It was not long before all of my time was devoted to treating acute and chronic oral infections. Many of my patients noticed great improvement in medical conditions that had been plaguing them for years, and my practice grew simply by word of mouth.
It would soon become clear that scientific validity and positive patient outcomes were irrelevant to them.
I did not treat everyone who came to see me. In fact, I turned away the majority of those who wanted surgery because they simply did not need it or they had unrealistic expectations about the outcome.
Never did I treat patients’ medical conditions or even suggest that their medical conditions were caused by a root canal-treated tooth or cavitation. I simply told them that I would surgically remove the dead and infected bone. If the tissue biopsies and microbiology cultures indicated that they needed additional antibiotic therapy, I would continue to treat them, but usually only after consulting with their physicians.
At times patients needed no further treatment. At other times the tissue biopsy and microbiological cultures revealed infection and inflammation with some highly pathogenic, antibiotic-resistant microorganisms. Some of these were resolved with an oral course of an antibiotic while a few others required longer term, intravenous antibiotic therapy.
While my extraction fees were higher than those of most dentists, my pre-op consultation and extraction procedure was far more extensive. Often treatment included surgical tooth removal, biopsy and culture of all surgical sites, removal of the dead or diseased tissue in the bone around the residual tooth socket (debridement), and placement of antibiotic-impregnated graft material. These procedures were far more involved and time-consuming than traditional extractions. So even though I charged more for the treatment, my net income was about half what I made when I was practicing all phases of dentistry. Contrary to the claims of some of my critics, it was never about the money.
As my oral infection treatment protocol became well known, I began to do a weekly radio show on Healthy Talk Radio with host Deborah Ray. I enjoyed speaking about various dental topics, and I was astounded by the wide range of dental experiences of the listeners who called into the show. It was at that time that I decided to write a book on the systemic effects of oral infections, mainly because I wanted a reference for my patients who wanted to learn more about this subject.
I asked Dr. Tom Levy if he would be interested in writing the book with me. I had met him a few years earlier and was very impressed by his knowledge and understanding of this topic. Thankfully, he said yes and The Roots of Disease was completed and published in 2002.
The popularity of the radio show and the book greatly expanded my public exposure and made me a prime target for attack by the dental boards. Any individual who speaks up and questions the belief system of an organization should expect that organization to retaliate. And although I had known of other dentists who were targeted by the dental board for practicing similarly, I naively felt secure. After all, I had a very detailed informed consent form, and I never talked anyone into a procedure. In fact, I talked more people out of treatment than I actually treated. I had pathology reports and microbiological cultures confirming infection in all the teeth and surrounding bone that I removed, and I had the science to back up all of my treatment decisions.
However, as admitted to me by the OPD attorney, none of this was of interest to the dental board. It would soon become clear that scientific validity and positive patient outcomes were irrelevant to them. They had a completely different agenda.
The New York State Dental Board began an investigation regarding the extraction of two root canal-treated teeth in one of my former patients. They requested a copy of my patient’s chart and all X-rays. I was a little concerned but I knew that my treatment was correct, and I felt confident that after review of the data it would be very clear that there was no basis for any disciplinary action.
A short time later, to my surprise, I received a letter from the OPD charging me with two counts of gross misconduct. The first was for the “negligent extraction” of two root canal-treated teeth, and the other accused me of an ethics violation. The dental board claimed that the statement on my website: “I changed the focus of my practice after learning of some of the dangers in dental procedures,” implied a claim of superiority over other dentists. By their interpretation, this was a direct violation of the code of ethics.
The penalty for these violations: Revocation of my license!
They were determined to revoke my license for extracting two infected root canal-treated teeth. One tooth had previously undergone an apicoectomy, which is a procedure done after an earlier root canal treatment has failed. The other tooth had a vertical fracture. Pathology from both these surgical sites confirmed infection of both teeth as well as chronic osteomyelitis of the surrounding bone. Microbiological cultures showed multiple species of bacteria from the infected jawbone. The facts of the case were so clear-cut that even a non-dentist could have seen that my treatment was 100% appropriate and in the best health interests of the patient.
It is interesting to note that a patient can choose to have either a root canal procedure or an extraction when seeing a dentist for an infected tooth. If the patient chooses to have an extraction instead of a root canal procedure there is absolutely no professional misconduct. However, a patient cannot change his or her mind after the root canal procedure is completed. Any dentist who extracts the treated tooth can be brought up on charges of misconduct.
This is absurd. It would be misconduct if a dentist talked a person into having a root canal-treated tooth extracted that the patient wanted to keep. However, that was absolutely not the case in my situation. The patient specifically sought me out for the sole purpose of having me extract two root canal-treated teeth that showed X-ray evidence of pathology. The patient even sent me letters after the extractions praising me for what I was doing.
Immediately, I consulted my malpractice insurance carrier to obtain coverage for my legal defense, and they stated that these charges were not covered by my policy. I was on my own.
Even so, I was still confident that once I presented all the data to the OPD, the charges would be dropped. Yes, I had spoken out against one of the most lucrative procedures in dentistry, and it was not hard to imagine why the dental board was motivated to discredit me and remove me from practice. But I still had hope that the attorneys at the OPD would be able to objectively see that I had done nothing wrong.
I contacted the OPD prosecuting attorney assigned to my case, and we began discussions about how the OPD would proceed. I sent him numerous scientific references supporting my treatment approaches. Many of my patients wrote letters on my behalf to the dental board.
After review, he said that the board had not reversed its initial decision and that the OPD was intent on full prosecution. I was sickened and disheartened as I began to realize the hopelessness of my predicament.
Some time later he called and asked me to schedule an informal settlement conference. This was to be a simple meeting where the defendant meets with the OPD representatives to discuss the penalty. He asked me what my available days were to schedule this. I told him that the only time that I could not make this meeting was on Tuesday mornings.
A short time later he called me and told me that the informal settlement conference was scheduled for a Tuesday morning. I reminded him that Tuesday was the only time that I told him I could not attend. Several days later I called him back and told him that I rearranged my schedule and that I could now attend that Tuesday morning meeting.
That was no longer an option. He told me that my slot was “taken.” I asked to be rescheduled for the next available time but he told me that this would “not be possible.” He said that since I initially stated that I was not able to attend the assigned conference my slot was given away and that no other appointments would be assigned. It had already been decided: the revocation of my license would be the penalty.
There was never even a pretense of fair play in this process. It was clear that their singular plan was to strip me of my license. And since a license to practice a profession is considered a privilege and not a right—even though obtaining such a license involves a lifetime of hard work and sacrifice—there are no guarantees of due process, a fair trial, or “innocent until proven guilty.” The Dental Board and the OPD are not bound by the same rules as the American legal system.
I wanted to know exactly who was behind this attack on me so I filed a Freedom of Information Act (FOIA) request about my case to see exactly how the case against me was put together and who was making these decisions that would have such a profound impact on my life.
The request was denied. Apparently, the New York State Board of Regents has exempted itself from the Freedom of Information Act and does not have to release anything. They can operate in complete secrecy and for whatever reasons they deem appropriate.
At that point I decided to contact my U.S. Senator, Hillary Clinton. I called her office and explained my whole story to a staff member. I sent the same documentation to her office that I sent to the dental board. Senator Clinton felt that the charges against me warranted further discussion so she wrote a letter to the OPD asking for another review of my case. Unfortunately, her letter did not even slow down the prosecution.
Shortly after, the OPD attorney called and told me that my case was going to be reviewed by three separate dentists across New York State. I requested permission to speak to these dentists. Once again, my request was denied.
Several weeks later the attorney called again. He told me that the three new dentists who reviewed my case all came to the same conclusion—that these two teeth should not have been extracted, a truly absurd conclusion based upon the pathology and microbiology reports from the surgical sites.
So I asked him, ”Where are these three dentists located?” He told me that one was in New York City, one was in Long Island, and one was in the northwest region of the state.
“Alright then, if these dentists are so far apart how were they able to so quickly review the X-rays and all the data that I sent you?” I asked.
“Forget about justice. This has nothing to do with justice... They have an agenda.”
“They didn’t,” he responded.
“What? They didn’t? They didn’t even review the X-rays and they came to the same conclusion as the dental board? Who is the one really guilty of misconduct here? Is this justice?”
He knew that he had just said something that he should not have revealed to me. “Look, you’re a smart guy,” he said. “Forget about the truth. Forget about justice. This has nothing to do with justice. It has nothing to do with this patient. They have an agenda.”
Suddenly, the true motives of the OPD were clear: they just wanted to silence me for good. I never had a chance.
I could not afford to go back into practice, and I could not afford to pursue my legal “rights.”
What the attorney did not know was that I had tape-recorded many of my phone conversations with him. I was not about to let his shocking disclosure go unchallenged. I called the Chancellor for the New York State Board of Regents. I got voice mail when I called and described my situation. I proceeded to state that the State Dental Board and the OPD were both corrupt, and reiterated what the OPD attorney told me about the board’s agenda. I said that I had this on tape and proceeded to play a portion of a previously recorded conversation with the OPD attorney as proof that I did record my conversations with him.
The next day I received a call from the attorney. He said that the board wanted to drop all charges against me if I would simply plead “guilty” to a records violation. A records violation was only a slap on the wrist but it would still allow them to protect themselves from future legal action for filing malicious prosecution.
I didn’t want to accept this plea bargain, but after speaking with an attorney who handles many board actions, he advised me to take it. He said that if I had that actual recording we could pursue it. But since I did not, it would take five years and a quarter of a million dollars in legal fees; I would win, but they would find some other way to get me. So I reluctantly took the plea. In July 2006 I signed the plea agreement.
At the time it seemed like a fairly innocuous settlement. But because of this “minor” records violation, insurers immediately labeled me as “high risk” and I was denied malpractice coverage. To obtain malpractice insurance I had to go to the New York State high-risk pool. My malpractice premium, which was originally about $8,000 per year and typical for a practice performing predominately oral surgery, jumped to nearly $80,000 per year.
The OPD and its attorney had out-maneuvered me. I could not afford to go back into practice, and I could not afford to pursue my legal “rights.”
The stress of this year-long process nearly killed me, and having my career ripped away so easily and so unjustly was enough to drive me crazy as well. I knew that if I went back to practice the dental board would eventually come after me again. Their victory was devastating. The idea of going through this process a second time was unthinkable. I was through with dentistry. All the years of education and building a practice and suddenly it was over. I cannot describe in words the visceral feelings that I experienced confronting this reality. I could not sleep. I could not eat. I felt so alone. What would I do? I would have to change careers. Even if I still wanted to practice dentistry, a massive malpractice premium had put that possibility out of reach.
So, as difficult as it was to accept, I decided to explore other career options. But that possibility was quickly swept off the table as well.
Because of my position on root canal treatment, the QuackWatch website wrote an article about me and posted it on the Internet. QuackWatch is a site that claims to expose fraudulent medical practices and beliefs. Some of the things that they do are good. However, in my opinion, some of its actions are simply designed to silence anyone who speaks out against mainstream medical or dental ideology.
What’s more, a link to this article was on page one of Google when anyone would do a search of my name. That, along with the OPD records violation, was the first thing that people saw when they Googled my name. The impact on my reputation and my future was devastating.
I tried to apply for other jobs but never made it to the interview phase. Once, when a prospective employer Googled my name and saw the QuackWatch article and the OPD action, I was immediately rejected.
How would I ever get a job?
An attorney friend of mine said, ”Why don’t you change your name? Just change your name.”
That idea sounded crazy at first but after thinking about it, it started to make more sense. So in 2008 I changed my name to Cole Sommers in the hope of starting fresh.
I am persuaded that an honest review of the scientific research vindicates my position.
Shortly after I changed my name, QuackWatch found out and posted it on their website. The link to the article again appeared as the first listing on page one of a Google search for “Cole Sommers.” The OPD also tied my new name with my records violation on their website. Now all searchers were immediately exposed to this maligning information when searching my new name on Google. The article about me on QuackWatch has finally been removed, but the OPD listing still appears on page one of a search on my name.
Even though this incredible injustice has made me angry and bitter, I harbor no ill will against my fellow dentists. I wish them no harm. But I am convinced that the health of millions is in the balance, and I am persuaded that an honest review of the scientific research vindicates my position. If the truth inconveniences dentists and changes the way dentistry is practiced around the world, then so be it. But the health and welfare of patients have to be the primary concerns.
I also understand that agencies and associations that protect the dental/endodontic industry will throw unmitigated and unrelenting force against any suggestion that root canal treatment can cause or contribute to systemic disease. Hundreds of billions of dollars are at stake—and not just for dentists, but also for the agencies/associations that represent them. If the truth about root canal treatment reaches the masses, the insurance industry could be hit with a financial tsunami as well.
“Look, you are going after the wrong guy. I feel 100% better than I did before.”
How could the truth about root canal treatment impact the insurance industry? There are many potential battles. One of these will be over the definition of medical care/coverage and dental care/coverage. A recent experience reveals how this might play out...
About one year after the State Dental Board action against me was over, I received a telephone call from the New Jersey attorney general’s office. An insurance company had filed a complaint against me stating that I was committing insurance fraud. They wanted to come and interview me about a former dental patient whom I had treated and for whom I had submitted a medical insurance claim. They told me the patient’s name and we scheduled a time to meet.
I called the patient to ask if he knew anything about this and he told me that two investigators from the New Jersey attorney general’s office had come to see him at work and asked a lot of questions about the treatment that I had performed. After a lengthy discussion with the investigators my former patient told them, “Look, you are going after the wrong guy. I feel 100% better than I did before and all my blood work is much better. Why are you going after him?”
Since I no longer had an office, the two investigators came to my home. They sat down, turned on their tape recorder, and we proceeded to review the patient’s chart. We discussed my treatment, which consisted of the extraction of five upper teeth. Each of these teeth had severe infections that extended to the surrounding jawbone and into the floor of the maxillary sinus. Pathology reports showed disease present in the maxillary sinus that had originated in the jawbone surrounding these five teeth.
My treatment included removal of the five teeth, debridement of the infected jawbone, removal of the infected tissue from the sinus, and closure of the opening between the maxillary sinus and the mouth. It was an extensive surgery.
The investigator kept asking questions about the surgical procedure, especially the extraction of the teeth, stating that the extraction of teeth is strictly a dental procedure.
I told him that the extraction of the teeth was the least of this procedure. The most important part was the removal of the infected bone, the removal of the infected tissue within the sinus, and the closure of the opening between the sinus and the mouth. He kept pressing that this was dental and not medical stating that my medical code of operating on the maxillary jawbone was not valid and insisted that this was strictly a dental and not a medical procedure.
Finally, I pulled out the panoramic X-ray and put it on the view box. I pointed out all of the infection within the jawbone and how it extended up into the maxillary sinus. Then I gave him a pencil and asked him to draw a line on the X-ray where dentistry stopped and medicine began.
Of course he couldn’t do it. A week or two later I received a call from the investigator telling me that the case was closed and there was no fraud or misconduct. I was relieved and felt somewhat vindicated from the ruling (see Appendix G).
As if the dental board action and the New Jersey Attorney General’s investigation were not enough, there were also two lawyers, one in New York and one in California, who placed ads on Craigslist and other Internet sites soliciting patients to sue me. One of them also contacted the hospital where I had surgical privileges in an attempt to have these privileges revoked.
I was even included in a malpractice suit filed against another dentist just because I had previously treated the same patient. But when the person who filed this lawsuit against the other dentist was deposed, she did not even know that I was included in the lawsuit! She went on to say that she was very happy with my treatment and could not understand why I was being sued. This lawyer apparently had included me in his lawsuit without her knowledge.
There could be class action lawsuits akin to those that were launched against the tobacco industry.
Concluding Thoughts
As soon as the link between root canal-treated teeth and medical conditions is appropriately accepted by mainstream medicine, surgical extractions of these teeth, along with expensive restorations, will have to be covered by health insurance, regardless of where dentistry stands on the issue. There could be class action lawsuits akin to those that were launched against the tobacco industry. And malpractice lawsuits against dentists could abound.
Who really cares if the evidence is overwhelming? Does the truth really matter? Maybe I should just shut up and sit down. Part of me wishes I could… but I just can’t.
People often ask me if I would ever go back to practice. My answer is that even if the cost of malpractice insurance was affordable, I could never go back. I also ask them to read the information contained in this book, observe what has already happened to me as a result of the first book, and then ask themselves what they would do if they were me. The board action against me shattered my faith in the belief that truth always prevails. I have never been under so much stress in my life. It not only negatively affected me personally but it had a severe negative impact on my family. I simply cannot go through that again.
History is full of people who have had their lives trampled and even crushed for trying to speak the truth. Yes, I would like to clear my name. My reputation is very important to me. But, considering the money, forums, and other resources that can be employed against me, there is little hope for that during my lifetime. However, I am confident that truth will eventually prevail and provide complete vindication.
In the meantime, Tom Levy and I hope that we can help motivated readers make informed decisions about their teeth and health by presenting the growing science that confirms the risks of root canal-treated teeth. And if in the process, this “sortie” produces another crack in the false foundations upon which some aspects of modern dentistry rest, that would be welcome.
INTRODUCTION: WHY WE ARE QUESTIONING THE SAFETY OF ROOT CANAL TREATMENTS—AGAIN
“All truth passes through three stages. First, it is ridiculed. Second, it is violently opposed. Third, it is accepted as being self-evident.”
Arthur Schopenhauer,
German philosopher (1788–1860)
“The ‘root canals cause disease’ myth was debunked over 60 years ago!” So say those who vehemently defend the safety of the root canal procedure. Advocates of the root canal procedure would claim science and millions of “successful” procedures are on their side. Since the publication of The Roots of Disease in 2002, the dental profession has likened the authors to those in the early 20th century who believed the earth was flat.
We would like to suggest a different historical parallel…
A Frightening Lesson from a “Crazy” Doctor
In the mid-19th century, the risk of death for women having a baby delivered by a doctor in the hospital was up to 20 times higher than having it at home. Dr. Ignac Semmelweis, a Hungarian obstetrician, became distraught by the reality that he and his medical colleagues were losing nearly a third of their obstetric patients to childbed fever, which is a bacterial infection now identified as Group A hemolytic streptococcus.
Within 24 hours of giving birth, Dr. Semmelweis would often find himself in a battle to save new mothers suffering with raging fevers, vomiting, diarrhea, writhing pain, and thick pus oozing from their birth canals. Without a remedy, and virtually without exception, he helplessly watched these horrifying symptoms ravage his postpartum patients until they died. Often, other frightened, tearful patients in his obstetrics ward begged to be allowed to leave the hospital because they believed that the doctors’ involvement in the birth process was somehow responsible for childbed fever and the death that almost always ensued.
Semmelweis desperately sought for answers. Over time he noticed that the doctors and students—in the teaching hospitals where this disease was alarmingly prevalent—began their workday in the hospital morgue performing autopsies on the women who had perished from childbed fever the day before.
Without washing their hands after the autopsy procedure, the doctors would begin to attend to the women in labor.
He postulated the existence of a “morbid poison” that these doctors might be passing from dead patients to those in the delivery room. Because of this observation, he insisted that all his students wash their hands before touching their patients. Immediately, the incidence of childbed fever among the patients under his care dropped precipitously. Believing that he had rightly diagnosed the source of the disease and discovered effective preventative measures, he strongly recommended hand-washing to all of his colleagues.
Without washing their hands after the autopsy procedure, the doctors would begin to attend to the women in labor.
They quickly rejected these hygienic recommendations and were highly critical of him. After all, acceptance of his theory would be an unthinkable admission that they were responsible for the deaths of thousands of women. Semmelweis’ hand-washing protocol was so vehemently opposed that the rejection by his peers literally drove him crazy. He died in an asylum in 1865.
Semmelweis’ concept of a “morbid poison” may seem “unscientific” compared to a more enlightened 21st century understanding of bacterial infection. But his ignorance of current day microbiology did not invalidate his call to change a universally-accepted medical practice. He rightly directed attention to a legitimate health problem. Thousands of untreated new mothers perished needlessly while his protocol was mercilessly ridiculed and virtually unheeded.
Thankfully, a century and a half later, hospital hand-washing procedures are even more stringent than Semmelweis could have ever imagined. Unfortunately, the poor doctor was never able to experience his own vindication.
Several Common Arguments Fail the Logic Test
Some would attempt to validate the safety of root canal procedures by pointing to the hundreds of millions of these procedures that have been performed over the last 50 years. That argument cannot bear logical scrutiny. Tens of trillions of cigarettes have been purchased and smoked in the United States during the same time period. Does that prove that inhaling cigarette smoke is actually safe?
For decades the tobacco industry argued that there was no legitimate, scientifically proven link between tobacco smoking and disease. Actually, the industry was technically right on this point.
[His] hand-washing protocol was so vehemently opposed that the rejection by his peers literally drove him crazy.
Large population studies demonstrate that those who smoke cigarettes have a much higher incidence of lung cancer and heart disease than those who don’t. But how do we know these observations are not coincidental or that there weren’t other factors involved? After all, not everyone who inhales cigarette smoke, regardless of the quantity and length of time they do so, will get cancer or develop heart disease. It’s also true that a total avoidance of tobacco smoke doesn’t guarantee a life free from cancer or heart disease.
Then there’s the clever but totally invalid “if cigarette smoking is so bad and so prevalent, why don’t we see people dropping dead all around us from smoking-related disease?” The unstated “reasoning” behind this question is better stated like this:
However, at the end of these silly word games one would be hard pressed to find a single reasonable scientist on the planet who would claim cigarette smoking is free from serious health risks. That’s why every pack of cigarettes sold in America comes with a bold admonition: “WARNING: cigarette smoking may be hazardous to your health.”
In like manner, it is not valid to argue that root canal treatments are safe based on the unproved assumption that most people who have root canal-treated teeth are not sick. It is also true that people who don’t have root canal-treated teeth still get cancer, heart disease, diabetes, dementia, etc., but that argument does not prove or disprove the safety of the root canal procedure. And to argue otherwise is completely disingenuous and deliberately misleading at best.
By now, it should not be necessary to disprove this logical fallacy: “if root canal-treated teeth are so bad, why don’t we see people dropping dead all around us?”
The only way to actually prove the safety of root canal treatments would be to conduct repeatable scientific studies. These studies would have to
Such studies have not been published or they would have been broadcast from the rooftops.
Small Technicality Hides Overwhelming Evidence
For 12 years we have contended that there is more than sufficient scientific evidence to link root canal-treated teeth and disease. Rather than admitting that the issue is worthy of honest investigation, however, opponents have countered, as recently as 2014, with generic statements like the following:
In 1951 , the Journal of the American Dental Association took the extraordinary step of publishing a special edition reviewing the scientific literature and shifted the standard of practice back to endodontic treatment for teeth with non-vital pulp in instances where the tooth could be saved. The JADA reviewed Dr. Price’s research techniques from the 1920s and noted that they lacked many aspects of modern scientific research, including absence of proper control groups and induction of excessive doses of bacteria. 1 [emphasis added]
Dr. Weston Price, like Dr. Ignac Semmelweis, voiced concern about an accepted procedure that might be responsible for causing disease. Most root canal procedures are performed due to infection already inside the normally sterile pulp and root system within a tooth. Price questioned the accepted notion that current endodontic (root canal) treatment could successfully disinfect an admittedly infected tooth.
To confirm his theory, he conducted meticulous experiments on extracted root canal-treated teeth. In one case, he placed such a tooth under the skin of a rabbit. The rabbit died within four days. He removed the tooth and implanted it in another rabbit. It died quickly as well. Then he repeated this procedure with another 30 rabbits in succession. They all died within four days of subcutaneous placement.
Ultimately, Price would test thousands of teeth for infection and toxicity. His tests clearly demonstrated that:
These results so convinced Dr. Price of the toxic and infected nature of root canal-treated teeth, he postulated that such teeth, while still in the mouth of a patient, were likely seeding infections and disease in other parts of the body.
Admittedly, some took his theory too far. Some dentists and physicians declared open season on teeth—extracting even vital, non-infected teeth—presuming them to be at the root of virtually every disease. They began to indiscriminately extract all suspected teeth from their sick patients expecting an immediate cure. In some cases, cures were reported. In many others, no post-extraction improvements were seen.
Dental professionals have been quick to highlight this indiscriminate tooth extraction as a way to discredit the entire argument against root canal treatment. But we fail to see how pointing out the reckless, “tooth-jerk” response of some establishes the safety of a root canal-treated tooth. The practice of indiscriminate tooth extraction and the safety of root canal-treated teeth are totally unrelated.
Another common argument fails the logic test as well. Weston Price implanted thousands of extracted root canal-treated teeth under the skin of rabbits. Without exception, all these animals quickly died or developed the same disease as the patients from whom the teeth had been removed. None of the rabbits that had non-root canal-treated teeth implanted ever got sick.
No honest scientist on the planet, after reviewing the findings above, could declare the root canal procedure absolutely safe simply because the researcher failed to use a control protocol adopted after his death. Even if Dr. Price’s techniques failed to meet current research standards, he presented enough damning evidence to justify further testing. Why didn’t the American Dental Association sponsor such testing?
Why Such Efforts by the Dental Profession to Discount Even the Current Evidence?
In light of all the evidence showing the association of root canal-treated teeth to systemic disease, we were perplexed as to why the dental profession has continued to discount all this evidence. Setting aside the monetary incentive, there must be other reasons why the profession so aggressively attacks anybody who made this logical connection after reviewing all of the available data. Even if the ADA was not 100% convinced, shouldn’t they at least be curious to launch new studies here in the United States instead of making the blanket statement that under no circumstances can a root canal-treated tooth cause or contribute to systemic disease?
Explain to any intelligent layperson who has no ideological ties to the dental profession the essence of what we are saying in this book, namely:
Cite a few studies supporting these statements and almost everybody will say that this makes total sense. They get it. No great leap of faith required. Make the same statements to most dentists and they will vehemently deny that this is true. Why the difference in acceptance between these two groups?
At first it may seem like the dentists should be better able to accept this statement as true when presented with all of the supporting studies. After all, dentists have the education and professional experience to fully understand the science. However, it is likely this very education and experience make it difficult or impossible to accept any evidence that contradicts the core ideology and the “group think” of the profession. It is much easier for a person with no stake in the game to objectively evaluate data and form a conclusion.
Probably the main reason that dentists continue to deny any systemic risk associated with root canal-treated teeth is because of confirmation bias. Confirmation bias is the acceptance of information that confirms a belief system while ignoring information that challenges that already accepted belief system.
This happens all the time in politics where each political party interprets the same set of objective facts in completely opposite ways. Just turn on the various cable news channels and this becomes quite obvious.
Consider the case of manned space exploration. What NASA accomplished from 1960-1972 with the Mercury, Gemini, and Apollo moon landing programs is simply amazing. It seemed that the attitude of most everyone involved with the space program at the time was one of extreme personal pride in their job. The thinking throughout NASA and all of the sub-contractors was “if a part was going to fail, it was not going to be my part.”
But something changed within NASA over time. Maybe it was the ballooning bureaucracy or the political and economic pressures dictating policy. Regardless, the NASA that landed Neil Armstrong and Buzz Aldrin on the moon on Apollo 11 in 1969 was not the same NASA that ignored the problems with the solid rocket booster joints that caused the space shuttle Challenger accident, or the constant shedding of foam from the main fuel tank that damaged the wing of the space shuttle Columbia and caused its destruction upon reentry. Let’s look how confirmation bias led to these two tragic accidents.
The space shuttle Challenger, with a crew of seven astronauts, was about to lift off from Cape Canaveral on January 28, 1986. On previous missions engineers at Morton Thiokol, maker of the space shuttle solid rocket boosters, observed damage to the O-ring seals between segments of the solid rocket boosters. These O-rings sealed the joint between booster segments and were essential to prevent hot gases from leaking out from these joints. One these engineers, Roger Boisjoly, had sent memos to his superiors warning that cold temperatures would make these O-rings less flexible and impair their ability to seal the rocket segments. On the morning of the Challenger launch, temperatures were at the freezing mark and Boisjoly& ;strongly advised& ;that& ;the launch be postponed until it got warmer. Morton Thiokol and NASA had discussions on the integrity of the O-rings and the consensus was that there had never been a catastrophic O-ring failure in the past and that O-ring damage had also occurred on flights when the weather was warmer.& ;Allan McDonald, senior management representative for Morton Thiokol at the Kennedy Space Center, refused to give a launch recommendation believing that the solid rocket booster was not safe to launch at these cold temperatures.& ;& ;NASA ignored McDonald’s no-go recommendation and went back to the Morton Thiokol plant in Utah who gave the go for launch.& ;The decision was made to launch Challenger.
& ;Seventy-two seconds after launch the main fuel tank exploded due to an intense flame escaping the failed joint seal in the solid rocket booster striking the main fuel tank. All seven astronauts on board were killed. The O-rings did fail. Boisjoly& ;and McDonald were right. Yet in spite of all the evidence that cold weather can prevent the solid rocket booster segments from sealing properly, NASA launched anyway.
During the Rogers Commission investigation of this accident, Physics professor Dr. Richard Feynmann took a piece of O-ring material and demonstrated the flexibility and pliability of the O-ring at room temperature. He then put the piece of O-ring in a glass of ice water for a few minutes. When he removed it the O-ring was stiff and inflexible. Cold made this O-ring material less likely to seal the gap between the solid rocket booster segments. This very simple demonstration showed the obvious and what Boisjoly& ;and McDonald& ;had been stating all along.
Tragedy struck the space shuttle Columbia on February 1, 2003. Launched on January 16, 2003, a suitcase-sized piece of foam insulation broke off from the external fuel tank and struck the left wing of the space shuttle. Foam has broken off of the main fuel tank just about every space shuttle launch without incident so it was considered routine and safe to launch. Not this time. A piece of foam struck the left wing of the orbiter as the shuttle was accelerating to space and put a hole in the left wing. The shuttle was doomed. A breach of the heat shield tiles in this location proved catastrophic, as the hot gases during reentry entered the left wing causing it to fail. The shuttle broke apart over Texas killing all seven astronauts.
In spite of all the evidence that cold weather can prevent the solid rocket booster segments from sealing properly, NASA launched anyway.
The Columbia Accident Investigation Board Report stated:
Management decisions made during Columbia’s final flight reflect missed opportunities, blocked or ineffective communications channels, flawed analysis, and ineffective leadership. Perhaps the most striking is the fact that management….displayed no interest in understanding a problem and its implications….In fact, their management techniques unknowingly imposed barriers that kept at bay both engineering concerns and dissenting views, and ultimately helped create “blind spots” that prevented them from seeing the danger the foam strike posed.
If confirmation bias can happen to the rocket scientists at NASA, it can certainly happen within the ADA. We will discuss the systemic risks of root canal-treated teeth and present the research supporting our assertions, and leave it up to the reader to draw their own logical conclusions. As noted by two Stanford psychologists:
Beliefs can survive potent logical or empirical challenges. They can survive and even be bolstered by evidence that the most uncommitted observers would agree demands some weakening of such beliefs. They can even survive the total destruction of their original evidential basis. 2
Who Should Bear the Burden of Proof?
Instead, proponents continue to make an unchallenged and unequivocal claim that “root canal treatment is safe.” Rather than conduct their own studies, they rely on self-serving reviews and committee conclusions that dismiss Price’s work based on technicalities. Poking holes in his research techniques cannot hide the gaping absence of research demonstrating the safety of root canal-treated teeth.
Since such research is unlikely to be undertaken in the near future, if ever, the goal of this book is to present a large body of steadily growing scientific evidence showing that:
Disease in one part of the body [called a focal infection] can and does produce disease in another part of the body, even when the infection at the original source is not clinically evident [the focus].
The American Association of Endodontists official website states: “There is no valid, scientific evidence linking root canal-treated teeth and disease elsewhere in the body.” Contrary to that claim, we contend that the volume of scientific research listed above and presented throughout this book is more than sufficient to demonstrate a connection, and likely cause-and-effect relationship, between root canal-treated teeth and a wide array of diseases.
Finally, we will present safer alternatives to the uniformly futile approaches that try to disinfect a tooth infected by the root canal procedure.
Examine the evidence presented herein. Study the counterarguments from root canal advocates. At a minimum, we’re confident that even the most confirmed skeptic who maintains an open mind will agree that there is reason to doubt the safety of the root canal procedure.
Ultimately, as in the case of Semmelweis and hand-washing, we still believe that legitimate scientific research, if undertaken, will validate our claim. It is our hope that by expanding upon the information we first published in 2002 we will inspire both the dental and medical professions to actively research this subject and empower you, the reader and the patient, to intelligently and appropriately question your dentist about the risk and benefit of all your treatment options.
Robert Kulacz, DDS and Thomas E. Levy, MD, JD
CHAPTER ONE: THE CASE AGAINST ROOT CANAL TREATMENT
Endangering the Body to “Save Your Smile”
According to the official website of the American Association of Endodontists, the goal of a root canal treatment is to “relieve your tooth pain and save your smile.” The same website goes on to explain the procedure:
“Endodontic [root canal] treatment treats the inside of the tooth. Endodontic treatment is necessary when the pulp becomes inflamed or infected. The inflammation or infection can have a variety of causes: deep decay, repeated dental procedures on the tooth, faulty crowns, or a crack or chip in the tooth. In addition, trauma to a tooth may cause pulp damage even if the tooth has no visible chips or cracks. If pulp inflammation or infection is left untreated, it can cause pain or lead to an abscess.”
“How does endodontic treatment save the tooth? During root canal treatment, the inflamed or infected pulp is removed and the inside of the tooth is carefully cleaned and disinfected, then filled and sealed with a rubber-like material called gutta-percha. Afterwards, the tooth is restored with a crown or filling for protection. After restoration, the tooth continues to function like any other tooth.” 1
The goal seems noble and innocent enough. It’s all good, right?
On the face of it, a tooth has been “saved,” but there’s a devil in the details. A previously infected tooth that now maintains a beautiful smile and is without pain, in their words “saved,” does not mean that the tooth is necessarily safe. Overwhelming scientific evidence shows that virtually all root canal-treated teeth are still infected and slowly and continually leak disease-causing pathogens and toxins into the rest of the body as long as they remain in the mouth.
Removing the pain-sensing nerves from a tooth and blocking all access to the infection-fighting immune system does not “cure” the tooth any more than a local anesthetic “cures” a painful boil. The pain has been resolved, but nothing has been done to cure the underlying infection. Ignorance may be bliss… until a stroke, heart attack, dementia, arthritis, or cancer shatters the blissful calm.
Removing the pain-sensing nerves from a tooth and blocking all access to the infection-fighting immune system does not “cure” the tooth.
Based on the data that is being collected and published now, the health impact of root canal-treated teeth is staggering. According to industry statistics, over 25 million root canal procedures (endodontic treatments) are performed in the United States every year. Recent research would indicate that the secondary health cost as a result of these procedures is many times greater than the cost of the procedures themselves. And, of course, that’s only the financial impact of these procedures. The human price is much steeper.
It should be understood from the beginning that it is the root canal treatment procedure, and this treatment alone, that is being brought into question. Nothing in this book is intended to state or imply malpractice or intended harm by those who perform this treatment. The vast majority of these professionals are sincere, hard-working, conscientious, and very interested in the health of their patients. These men and women are only doing what they have been taught to do. They are simply doing a procedure they believe to be beneficial, and they are asserting what they have been taught to believe.
On the other hand, materials and websites that promote endodontic treatment often claim that there are no scientific grounds for concern about the safety of such therapies. That is simply not true, and it is grossly irresponsible. Recent scientific evidence will be presented to show that the infection and toxins that remain in virtually all root canal-treated teeth are intimately linked with
Alzheimer’s disease (onset/progression)
Additionally, anatomical evidence will show that the goal of root canal treatment, namely to “save” the tooth by removing the infection (sterilization) and to create a bacteria-tight seal to prevent re-infection and leakage, is essentially impossible in both theory and execution. In the coming chapters scientific studies will be used to demonstrate that virtually all root canal-treated teeth are, in fact, infected and leaking.
Endodontic proponents assert that the healthy immune system is capable of handling any infectious bacteria remaining after the root canal treatment in a matter of minutes.
Endodontic proponents assert that the healthy immune system is capable of handling any infectious bacteria remaining after the root canal treatment in a matter of minutes. The fallacy of this notion will be fully exposed with scientific examples and precedent. Unfortunately, it’s not just pathogens that present the danger. The microbes in the oxygen-starved environment of a root canal-treated tooth produce exotoxins that are biologically highly toxic and virtually untouchable by the immune system.
Some have questioned the actual danger of endodontic treatment simply by noting that if the claims were true, people would be falling dead all around us from root canal-treated teeth.
The reality is that millions are dying from heart disease, kidney disease, diabetes, cancer, and dementia. Many others are suffering with arthritis, obesity, metabolic syndrome, and high blood pressure. And in those cases where root canal-treated teeth have been the cause of the death and suffering, the typically pain-free treated teeth just sit in the mouth quietly exporting their pathogens and toxins—day after day, year after year—often with little or no sign of harmful activity unless actively investigated with clinical evaluation and laboratory testing.
The reality is that millions are dying from heart disease, kidney disease, diabetes, cancer, and dementia. Many others are suffering with arthritis, obesity, metabolic syndrome, and high blood pressure.
For sure, not all who are dying or suffering are doing so because of root canal-treated teeth. But current evidence says some people certainly are. Root canal-treated teeth increase the risk of disease, period. Few are acknowledging this risk.
Serious warnings are in order. Patients must be informed of the documented risks of root canal treatment and offered the alternatives to root canal procedures. Simply put, there must be a full informed consent offered patients contemplating this procedure. Dentists cannot selectively omit peer-reviewed published research data describing the systemic health risks of root canal-treated teeth in talking with patients while assuring them that the root canal treatment is a completely harmless procedure. The chapters ahead present the evidence, sound the warning, state the risks, and present the alternatives.
CHAPTER TWO: OBJECTIVE OF ROOT CANAL TREATMENT
Mission Impossible?
The stated goal of endodontic therapy (a root canal procedure) is to “save” an infected tooth. In more technical terms it is an attempt to preserve the external structure and function of the tooth by extracting the infected tissues in the middle of the tooth. Once the diseased pulp tissue, the nerves, and the blood supply have been removed, the internal surfaces of the pulp cavity are widened and shaped with special instruments.
During the root canal treatment, disinfectant chemicals are introduced into the root canal system in an attempt to destroy any infection. Ultimately, the evacuated cavity is filled and sealed as best as possible to minimize re-infection. In the vast majority of cases, the pain is gone with little visible change to the external structure of the tooth and with no loss of chewing function. Admittedly, these are all positive outcomes and worthy goals, but they do not address the indwelling chronic infection that remains in the vast majority of such treated teeth.
Two membership organizations, the American Dental Association (ADA) and the American Association of Endodontists (AAE), fervently defend the safety and effectiveness of root canal therapy. In their promotion of root canal therapy, these associations and their members point to impressive statistics that suggest a high success rate. They also claim that there is “no science” to justify concerns about the procedure’s safety.
These organizations, whose primary role is to protect and defend member interests, also accuse detractors of recycling “urban legends” that were supposedly debunked over 60 years ago. Careful review of the scientific literature shows that these urban legends may not be urban legends at all, and it calls into serious question their definitive claim that root canal-treated teeth pose absolutely no risk to systemic health.
The touted success rate (some claim a figure as high as 97%) is impressive until the method of arriving at their definition of “success” is revealed. If a root canal-treated tooth simply survives eight years in the mouth without external signs of infection, the procedure is deemed a success. 1 It doesn’t matter what new health problems might have developed during that time.
In reality, the mere presence of an intact root canal-treated tooth does not guarantee that it is not harboring infection any more than it guarantees that a perfectly intact can of tomatoes is not tainted with botulism. Remember, the nerves inside the root canal-treated tooth that would have normally signaled infection have been removed.
Root canal therapy totally disconnects the tooth’s injury and infection
detection system.
Root canal treatment does more to the tooth than alleviate pain while preserving external appearance and chewing function. Root canal therapy totally disconnects the tooth’s injury and infection detection system—the tooth is essentially incapable of fighting pathogens. The blood and lymphatic “supply lines” that deliver vital nutrients, oxygen, antibodies, immune cells, antioxidants, and all other elements employed by the body to stay healthy have been totally removed. In other words, without access to the immune system, there can be no immune response to infection.
Therefore, any infection within the root canal-treated tooth will remain in the tooth without any visible signs of infection such as inflammation, pus, or swelling.
Is it possible that root canal therapy inadvertently establishes a safe harbor for microorganisms that could subsequently promote disease in other parts of the body? Early researchers warned that this was so and now current research is validating their concerns.
During the last decade significant and growing research shows that root canal therapy fails to sterilize teeth with alarming frequency. Other research demonstrates that current filling and sealing methods routinely fail to effectively seal a root canal-treated tooth. The most powerful indictment comes from several recent studies that demonstrate a consistent link between a host of diseases and root canal-treated teeth.
Almost 90 years ago, Weston Price, Frank Billings, Edward Rosenow, and others published volumes of research that warned of serious health dangers associated with root canal-treated teeth. Root canal therapy proponents claim that these concerns were debunked in a special edition of the Journal of the American Dental Association (JADA ) that was published over 60 years ago. 2
Recent discoveries suggest that self-interest may have blinded those who claimed to have “debunked” the earlier research. In the last 20 years, many studies have tied root canal therapy to increased risks for cancer, heart disease, diabetes, dementia, and other diseases.
These connections are frighteningly similar to those reported by Price, Billings, and Rosenow. At a bare minimum, these new studies justify a close reevaluation of the initial research. They also cry out for some definitive ways to verify an infection-free, toxin-free, and safely-sealed state of root canal-treated teeth, if indeed such a state is physiologically and anatomically possible with current root canal procedures.
These studies, both new and old, provide “smoking gun” evidence against root canal treatment that will be discussed at length in Chapter Five. The primary purpose of this chapter is to show the nearly insurmountable challenges faced by every root canal therapist. Initial obstacles spring from the realities of tooth anatomy. Other challenges come from the limitations in the instruments, materials, and technical aspects of the procedure itself.
Figure 2-1: A cut-away showing the major structures of a molar anchored in the jawbone.
Figure 2-2: Dark area shows pulp extending from the pulp chamber to the root canals and accessory canals branching off each root canal.
The Daunting Anatomy of a Tooth
To gain any appreciation of the challenges standing in the way of a technically successful root canal procedure, it is important to have a basic understanding of tooth anatomy (Figure 2-1). Each tooth is anchored in the jawbone by one or more roots. A front tooth usually has one root, and a larger back tooth (molar), can have as many as three or four roots. Each of the roots has a nerve supply and a blood vessel supply, and these enter the bottom of the root from the jawbone. These nerves and blood vessels extend up the root into an area called the pulp chamber. Dental pulp (Figure 2-1) is a loose connective tissue that contains a complex assortment of cell types and substances. It is not necessary for the reader know what all these components are or what they do to appreciate the challenges of the procedure, but a summary review of them provides a small appreciation for the valuable contents that are being extracted from the tooth. Those components include:
The pulp is complex enough that many call it an organ, and it is this part of the tooth that the root canal procedure attempts to completely remove.
Figure 2-3: Black lines represent the nerves and blood vessels extending out of the apical foramen at the tip of each root.
Figure 2-4: Lightest area shows dentin surrounding the pulp chamber and root canal with an inset showing the dentinal tubules radiating outward.
With the exception of the opening at the tip of each root (apical foramen), the pulp chamber is completely encased by dentin. One or more accessory canals (Figure 2-2) often branch from each root canal while the blood vessels and nerves pass out of the tooth through the apical foramen (Figure 2-3) near the tip of each root.
Dentin (Figure 2-4) makes up the bulk of the tooth’s hard tissue. Although firm and rigid, the dentin is not solid. It is filled with microscopic tubules (Figure 2-5) that radiate from the pulp, through the entire thickness of the dentin. If the dentinal tubules from a single tooth were placed end-to-end they would extend up to three miles in length. One of the functions of the dentinal tubules is the signaling of temperature and pressure changes occurring on the outside of the tooth to the nerves in the pulp as part of the tooth’s injury and infection warning system.
Figure 2-5: Photograph of dentinal tubules. If the tubules from a single tooth were placed end-to-end, it would extend up to 3 miles. There are from 5,000 to 90,000 tubules per square millimeter (about the size of this little square . ). The sectioned tubules in the front of this photograph show how easily bacteria could hide in them, safe from mechanical, laser, and even chemical eradication.
Photo courtesy of Royal Society Publishing
Reproduced from a study on the parametric effect of phase anisotropy on the micromechanical behavior of dentin adhesive interfaces. 3
The dentin component of the tooth root is completely encased, again with the exception of the apical foramen, by a thin shell called cementum (Figure 2-6).
Figure 2-6: White outline shows the cementum layer that encapsulates the dentin.
Figure 2-7: White area shows the crown of the tooth.
The top portion, or the crown (Figure 2-7) of each tooth is covered with enamel. In most cases, while the tooth remains in the mouth, the crown is the only visible part of a tooth.
The stereotypical drawings shown here are helpful but fail to illustrate one of the major complicating factors of any root canal procedure. Like fingerprints, all teeth are incredibly unique. Visible variances in the size, the color, the number of roots, and the overall shape only begin to hint at the significant variations inside each tooth.
Typically, each tooth root contains from one to four canals, and each canal can have any of a variety of shapes and sizes. To complicate the challenge, many of these internal variations are invisible on an X-ray or through the opening in the top of the tooth that is created by the dentist in order to perform the root canal procedure.
Figure 2-8: The immense variations in root canal morphology— especially the number and shape of root canals — presents a great challenge for the dentist attempting to sterilize, fill, and seal a tooth. Photo collage compiled from Grossman’s Root Canal Therapy textbook
Figure 2-9: As the root canal travels from the pulp chamber to the apex of the root, it can take a number of different twists and turns. This adds to the challenge of pulp removal, sterilization, filling, and sealing an infected tooth. Drawing from Grossman’s Root Canal Therapy textbook
The main canals can even have branches and fork into two sections making cleaning difficult or impossible. Figure 2-8 is a photograph that gives a small indication of the variety of shapes and sizes, inside and out, of teeth. Figure 2-9 is a drawing that depicts the interesting twists and turns that can appear at the tip (apex) of the tooth root.
The endodontist’s mission, then, is to:
If the mission fails to remove all infected tissues and all pathogens, by definition the tooth is still infected.
Hasn’t modern science developed high-tech instruments and techniques that can accomplish this procedure? It is true that efforts have been made to improve instruments and materials over the years. However, despite the “improvements” introduced in the last couple of decades, researchers in recent studies still judge a majority of root canal-treated teeth as “failures” simply on the basis of visible observation. These studies will be discussed in Chapter Three.
The Challenges of Disinfecting a Root Canal-Treated Tooth
Endodontists now actually acknowledge the impossibility of physically removing all infection and pathogens from the tooth, but they confidently rely on the power of disinfectant agents to finish the job. Admittedly, these disinfectants are powerful and are capable of handling all the microbes that they actually touch.
However, the physical and biological laws that these chemicals must overcome are virtually insurmountable. Imagine a handful of small-diameter straws (like coffee stirrers) lying in a large dish filled with beaten raw eggs that are infected with salmonella. After three or four hours, remove the straws from the egg mixture and let them sit for a day or two. One by one, close one end of a straw with your index finger and dip it into a pan filled with lukewarm water and some liquid chlorine bleach. Without agitating the straw, hold it under the water for about three minutes, remove, and let it air dry. Repeat with each straw.
What is the possibility that all these straws are now free from salmonella? Based on published sanitation standards the appropriate exposure time and temperature of the bleach solution will kill salmonella. But there remains a major hurdle. The standards require a thorough cleaning, including removal of food and other debris, prior to sanitizing. Also, the microbes are only killed if they come in direct contact with the disinfectant. Since each straw contains globs and clots of dried egg, and since the disinfectant cannot flow through the entire length of the straw, a significant population of bacteria would always be expected to remain and grow in each straw. And finally, sanitation experts further concede that even in a place where all the surfaces can be thoroughly washed and exposed to a disinfectant for sufficient time, a few bacteria will always remain, allowing for new growth. 4
Considering the visual, physical, and environmental obstacles, the chances of fully sterilizing a tooth are impossible, both in theory and in practice.
Compared to the straw example, the sterilization challenges in a tooth are mind-boggling. The dentinal tubules are very tiny and there are many millions of them.5 Like the straws, they have not been cleared of infected matter and dentinal fluid. Additionally, they are covered by cementum, which severely limits penetration of the disinfectant into each tubule in the tooth. Considering the visual, physical, and environmental obstacles, it is impossible to fully sterilize a tooth, both in theory and in practice.
Thankfully, one does not have to rely on imagination, theory, probabilities, or even blind faith to grasp the impossibility of sterilizing a root canal-treated tooth. Research has shown that sterilizing an extracted tooth is nearly impossible, even when employing chemicals that could never be used while a tooth was in someone’s mouth. Other recent studies that will be discussed in the next chapter also show that all root canal-treated teeth are and will remain infected.
Even a tiny population of bacteria or fungi that survives in a missed canal or somewhere in the miles of dentinal tubules can multiply into a large colony. This would be especially true when these microorganisms are left in a dark, warm, moist place, with organic material like that found inside the dentin and unfilled pockets in a root canal-treated tooth. What’s more, this perfect environment has been disconnected from the body’s immune and infection warning systems, so they can be free to grow without immune system challenge or detection.
But, perhaps this is much ado about nothing. After all, millions upon millions of people have undergone root canal therapy on one or more teeth, most of those teeth are still in place and show no “infection” after eight years, and the average human lifespan is actually going up. So what’s the big deal?
It could be similarly argued that millions upon millions of people have smoked cigarettes, the vast majority of them were still alive after eight years of habitual smoking with no signs of a problem, and the average lifespan has been going up since the turn of the 20th century—even during the time of greatest cigarette use. This kind of flawed logic could be used to justify many harmful activities.
While many may now concede that the root canal-treated tooth cannot be totally sterilized, the dental profession might offer the argument that a tiny colony of germs trapped in a tooth is not really a problem. This could be the case if the tooth had normal blood and fluid flow, with full access by a normally-functioning immune system. How can one know that these pathogens and their toxins are “trapped” or sealed within the root canal-treated tooth?
The Challenges of Sealing a Root Canal-Treated Tooth
When a dentist performs a root canal procedure on an infected tooth, the infected nerves, blood vessels, and connective tissue are cleaned from the pulp chamber and the main canal space as completely as possible. Then the primary canals are shaped and widened.
Once the endodontist determines that the cavity is sufficiently prepared, the process of filling it begins. Most commonly, a plant-based, rubber-like material called gutta-percha, along with a sealer, is used to fill and seal the root canal space. When the root canal space is deemed to be full, a temporary crown or filling is placed. Mission accomplished.
But how does the endodontist know there aren’t any leaks? There are simple tests for checking the seals in a myriad of other situations. One can check the airtight seal on a bicycle inner tube by submerging the inflated tube in water. If no air bubbles appear around the tube, it’s sealed. Plumbers check for leaks around joints by checking for wetness. Those who can their own food check for an indentation in the lid to verify that the jar is vacuum-sealed.
Bacteria... leaked out of 80% of the teeth filled with gutta-percha regardless of which sealer was used.
What does the endodontist do? He can check a post-procedure X-ray to verify that there are no large gaps without filling material, and that apex has not been overfilled. However, the resolution on X-rays are incapable of detecting any of the microscopic pockets big enough to harbor millions of pathogens. Nor can X-rays detect the tiny breaches in the seal that would permit bacteria or their toxins to seep out or that give access for pathogens to re-enter the tooth.
In the vast majority of cases it is just assumed that the tooth is sealed. Only the most blatant of failures would ever be detected by the methods currently employed. Assurance of success is usually based on visual confirmation that the gutta-percha fills up, and is flush with, the opening in the tooth, and on X-rays that show the gutta-percha extends approximately as far as the apical foramina.
Bacteria... were detected in 84% of the gutta-percha filled and sealed teeth after only 72 hours.
Research proves this root-filling method to be insufficient. A recent study tested different sealing agents by performing root canal treatments in extracted teeth. The researchers found that bacteria (Streptococcus mutans ) leaked out of 80% of the teeth filled with gutta-percha regardless of which sealer was used. The same test using Resilon as the filler and Epiphany as the sealer had a bacterial leakage rate of 60%. These failures were seen within the first hour after sealing the teeth. 6
In a similar test, bacteria (Enterococcus faecalis ) were detected in 84% of the gutta-percha-filled and sealed teeth after only 72 hours. 7 Both these tests were conducted in vitro (outside the body). The failure rate on a tooth in a mouth would be expected to be even higher than that seen in the laboratory.
Desperately Seeking Sterility with Laser Technology
Lasers have already done many fantastic things and undoubtedly will continue to have even more impressive applications over time in all areas of science, including medicine and dentistry. Because of the vast utilization of this technology, lasers are often viewed as a treatment modality with unlimited potential. However, a laser works according to scientific principles, and there are straightforward, unchangeable reasons why it can never sterilize a root canal-treated tooth.
The power of a laser is in its ability to sharply focus light to make all the light waves travel in the same direction. Unlike a flashlight that scatters and diffuses light, laser light travels in a very thin straight line with very little dissipation or scatter over distance.
Herein lies the problem of using a laser for disinfecting a tooth. The inherent straightness of laser light is directly incompatible with the innately curved and multifaceted configuration of a tooth pulp. A laser is absolutely incapable of following any curve at all, whether in the primary canal or in any accessory canals or in the dentinal tubules. In like manner, laser light cannot bend in order to enter the lateral accessory canal branches or the tubules in the dentin.
A laser is absolutely incapable of following any curve at all; whether in the primary canal or any of the adjoining root canals.
A laser beam cannot kill a microorganism unless it shines directly on it. Therefore, it is absolutely impossible to insert a laser into the main canal of a pulp-evacuated tooth and expect it to kill the bacteria in all of the accessory canals or the dentinal tubules. Similarly, since the laser light cannot reach the periodontal ligament or the bone at the apex of the tooth, it is unable to kill the bacteria in those tissues as well. Bacteria would then rapidly re-infect the tooth even if, for the sake of argument, the laser did kill everything before that point.
Some dentists believe that the laser is sterilizing the entire tooth because they see the aiming laser light shining “through” the tooth. What they are in fact seeing is the glow emanating from around the tubular laser conduit and its tip, as well as the reflected and refracted light. This scattered, laser-associated light makes the entire tooth “glow” but it cannot carry the energy necessary to accomplish anything beyond that glow. It is the very nature of light to continue to bounce off reflective surfaces and be bent and transmitted through refractive surfaces. But once any reflection or refraction has occurred, the concentrated, microbe-killing effects of the original laser light have been lost.
To test this concept, an extracted tooth was given a complete root canal procedure with the cleaning and shaping of the canal performed exactly as would be done in the mouth. Dental plaque samples, which contain live bacteria, were then placed on the outside root surface for the full length of this treated tooth. The tooth was then treated with a dental laser that was set on 15 watts (this is significantly more energy than would be used on an actual tooth inside the mouth). Furthermore, this laser treatment was extended for roughly ten times the recommended exposure time. This translates to a laser treatment vastly more intense than is typically administered in the mouth. The plaque samples were then retrieved for examination under a microscope.
Laser treatment vastly more intense than is typically administered in the mouth...
Areas “lit up” by reflected laser light showed no sterilization effect.
If the laser had effectively sterilized the tooth, then no live bacteria should be present. Instead, microscopic examination revealed a host of bacteria that were very much alive. It appeared that the laser had no detectable effect on these plaque-associated bacteria. The laser was only able to sterilize that part of the tooth that was directly in front of the laser beam. Areas “lit up” by reflected and refracted laser light showed no sterilization effect, anymore than if they had been illuminated by a desk lamp.
Desperately Seeking Success with New Filling/Sealing Materials
The known deficiencies of gutta-percha as a filling/sealing agent have given rise to a couple of alternatives. The aforementioned Resilon, although outperforming gutta-percha in a leakage test, still failed in 60% of the teeth treated within one hour.
The other alternative that had some popularity in the past is Biocalex. Biocalex is a calcium oxide paste that converts to calcium carbonate in the evacuated root canal space. Proponents of Biocalex claim that it seeks out moisture in the tooth and expands somewhat into the lateral canals and dentinal tubules, thereby preventing leakage. Furthermore, the pH of Biocalex is very high meaning that it is very alkaline. This alkaline pH also helps to inhibit the growth of bacteria.
These properties of Biocalex would appear to be very desirable, and Biocalex would appear to be a better root canal filling material than gutta-percha. However, the ability of Biocalex to completely seal off the main canal and inhibit bacterial growth still does not reconcile with the clinical and laboratory findings of individuals with Biocalex-filled root canal-treated teeth. Like gutta-percha-filled root canal spaces, Biocalex-filled teeth have also proved to be highly toxic on the Haley toxicity test for enzyme inhibition upon extraction, to be discussed in Chapter Three.
Resilon, although outperforming gutta-percha in a leakage test, still failed in 60% of the teeth treated within one hour.
Just as would be expected in a typical root canal-treated tooth filled with gutta-percha, these extracted teeth that had been filled with Biocalex also demonstrate chronic osteomyelitis of the surrounding bone on pathology reports. Chronic osteomyelitis is inflamed bone that is nearly always infected. This would indicate that Biocalex does not make the tooth non-toxic and it does not prevent the infection of supporting bone.
There is also another important concern that is unique to the root canal-treated tooth filled with Biocalex. Root canal-treated teeth filled with gutta-percha classically have a very characteristic, easy-to-identify appearance on X-ray. There are an increasing number of people today who seek to have their root canal-treated teeth extracted in order to lessen their toxin exposure and hopefully improve their medical conditions. Biocalex has the added disadvantage of being very difficult, if not impossible, to be routinely identified on an X-ray unless the tooth has had another substance added to it to make it more visible on X-ray. Root canal spaces filled with gutta-percha, however, show up very prominently on X-ray.
Hopefully, a substance will eventually be developed to negate the toxicity of a root canal-treated tooth. Resilon and Biocalex definitely do not meet that need.
The Poor Prognosis for a Root Canal-Treated Tooth
Since the current materials used to fill evacuated root canal spaces do not make a perfect seal, there are two very serious implications:
The infection in the root canal-treated tooth can always be expected to leak.
This leakage allows bacteria and their toxins access to the bloodstream with subsequent dissemination to the rest of the body. The filling materials used to seal an evacuated root canal space usually shrink away from the walls of the canal after placement, setting, and cooling, assuring an incomplete filling of that space. This consistently sets the stage for re-infection and leakage.
One other important point needs to be made concerning the ongoing quest to find a way to sterilize a root canal-treated tooth. Even if a technology could be found that could truly eradicate all of the bacteria in a root canal-treated tooth’s root system, dentinal tubules, periodontal ligament, and surrounding infected bone and socket structures, the resulting sterile state would only be very short-lived.
As discussed previously, the root canal procedure destroys the internal connective tissue structure, nerve supply, and blood supply of the tooth, effectively blocking immune system function in the core of that tooth by blocking immune system access. When immune access is impeded in this fashion, bacteria are free to be reintroduced into the tooth and to re-colonize the tooth in fairly short order.
The mouth has an incredible abundance of microorganisms in it, and without an intact immune system with good access to all parts of the dead and non-viable root canal-treated tooth, core infection becomes quickly re-established.
On the basis of the challenges mentioned above due to complex tooth anatomy, the impossibility of sterilizing a tooth, and the difficulties of sealing a root canal-treated tooth, the prognosis is that all root canal-treated teeth are infected and leak. Is this a problem? Can’t the immune system handle this, and how might this affect overall health? These are questions that will be addressed in the next three chapters.
CHAPTER THREE: EVALUATION OF ROOT CANAL TREATMENT
Massive Mission Failures
Every time a dentist or endodontist analyzes an X-ray of a visually stable root canal-treated tooth or examines such a tooth in a patient’s mouth, his observations are expected to confirm the notion that all but a small number of root canal procedures are “successful.” Of course, the dental school professors, textbooks, and patient literature all support this conclusion, yet the criteria by which these assumptions are made are fundamentally flawed.
Unfortunately, sole dependence on these two methods may provide a dangerously deceptive view of reality. X-rays are extremely helpful, and visual examination is necessary, but neither can accurately determine the presence or absence of pathogens inside the tooth. That’s why medical doctors rely on blood tests and cultures to diagnose infection.
In the previous chapter the possibilities of performing a truly infection-free, perfectly-sealed root canal procedure were explored. These possibilities were evaluated against the backdrop of enormous anatomical and technical challenges that we believe really cannot be overcome. From that vantage point it was concluded that the infection-free goal of root canal treatment is simply impossible, both in practice and theory. If science can change this root canal procedure failing in the future, that would be great.
This chapter reviews what researchers have reported in the radiological and toxicological analysis of root canal-treated teeth.
The Criteria for Evaluating True Success
In the previous chapter a couple of in vivo root canal filling/sealing material studies were cited. These studies reported that the tested root canal sealing materials were unable to prevent leakage up to 80% of the time. Furthermore this leakage was evident within 1 to 72 hours after the procedure was performed. 1 , 2 So one way—but certainly not the only way—to evaluate the success of a root canal procedure would be to determine the frequency that such teeth are leaking as they sit in the mouths of patients.
A major evidence of microbial infection of the root canal-treated tooth is a condition known as apical periodontitis, also called a periapical lesion on X-ray. When a periapical lesion appears after a root canal procedure has been performed, it guarantees an infection in the tooth as well as a breach in the seal.
When an infection is indicated on an X-ray it is certainly confirmation of it.
Frequently a dentist will detect apical periodontitis upon X-ray examination. X-rays cannot reveal actual infection, but because this condition can cause the partial resorption (dissolving) of bone tissue, a dark area outside the tip of the tooth root will result. When such a dark area beyond the tip of the tooth root is visible on an X-ray, it reliably indicates the presence of an infection.
Detailed analysis shows that X-rays often miss infection that is present and frequently under-represent the extent of the infection that is actually present. At other times, no difference in appearance when compared to adjacent vital teeth was seen and X-rays failed to detect extensive infection that was found after extraction. 3 In other words, an X-ray can confirm infection but a negative X-ray never rules infection out.
There are several reasons why the presence of apical periodontitis may not appear on an X-ray. Even if resorption has taken place, it may not be detected because the missing bone can be obscured by another root of the same tooth or by a heavy mass of bone in front of or behind the darkened area. An infection may also escape detection because chronic infection and inflammation can sometimes initiate a reactive bone formation (condensing osteitis) rather than bone resorption.
Only 14% of the examined root canal-treated teeth were deemed to be adequate according to currently accepted standards.
The point is this: a failure of an X-ray to detect infection does not guarantee that such an infection is not present, but when an infection is indicated on an X-ray it is certainly confirmation of it. With that in mind, the actual number and percentages of infected root canal-treated teeth in the following studies are almost certain to be considerably higher than reported.
Using regular two-dimensional radiographic (X-ray) analysis, researchers in Belgium detected periapical infection in 40.4% of the root canal-treated teeth in 206 patients, while only 6.6% of non-treated teeth showed evidence of infection. Additionally, these researchers reported that 56.7% of the procedures were inadequate. 4 A similar study in Scotland with 319 patients reported periapical infection associated with 50.8% of root canal-treated teeth. 5 Researchers in Turkey reported a root canal treatment failure rate of nearly 68% of the 1,014 teeth examined, based on the detection of periapical infection. 6 And in Germany, an investigation with 323 subjects found periapical infection in 61% of root canal-treated teeth. 7 That same German study reported that, based on the level and density of the root canal fillings, only 14% of the examined root canal-treated teeth were deemed to be adequate according to currently accepted standards.
Examination of teeth with “endodontic problems” and “periapical pathology” has shown that just about all root canal-treated teeth, including all of the procedures considered “technically successful,” show periapical pathology.
In addition, a cross-sectional study reported that several other countries had a similarly high incidence of periapical infections as determined by X-ray examination: Denmark at 52%, Lithuania at 44%, Canada at 44% and 51%, Spain at 64.5%, and the United States at 39%. 8
These studies should alarm patients and professionals alike. Since two-dimensional X-rays often fail to detect periapical infections, root canal-treated teeth are infected and leak at even higher rates than reported above. At a bare minimum, this is firm evidence of a failure rate substantially higher than claimed by the dental profession.
2D X-rays detected infection in 70% of the teeth, the 3D technique discovered infection in 91%.
Additional evidence of infection in root canal-treated teeth is now being revealed by recent developments in 3D cone beam computed tomography X-ray imaging. Using this new technology, examination of teeth with “endodontic problems” and “periapical pathology” has shown that just about all root canal-treated teeth, including all of the procedures considered “technically successful,” show periapical pathology (progression of disease) typical for chronic infection of these teeth.
With conventional two-dimensional dental X-rays, much of this pathology was not visible because the periapical lesions were hidden either in front of or behind the root, or often 2-3 mm away from the radiographic apex of the tooth, thus rendering them undetectable. In one study the 3D technique discovered infection in 21% more root canal-treated teeth than was detected with 2D X-rays. While 2D X-rays detected infection in 70% of the teeth, the 3D technique discovered infection in 91% of the same 46 teeth. 9
Evolving 3D technology serves to show that the vast majority of root canal-treated teeth have radiological evidence indicating chronic infection. This technology is continuing to expand its range of applications and the quality of diagnostic information obtained from it. 10
Testing for Toxic Teeth
How can we objectively measure the degree of toxicity in root canal-treated teeth? We know that the root canal procedure cannot remove all the bacteria within a tooth and that over time additional bacteria will enter the tooth. So what? The AAE states that any bacteria remaining in the tooth will stay inside the tooth and therefore cannot cause any systemic disease.
Studies have shown that bacteria do come out of the root canal-treated tooth into the surrounding periodontal tissues. 11 But more importantly, it is the small molecular weight exotoxins like hydrogen sulfide and methyl thiol that readily migrate out of the root canal-treated tooth. But just how toxic are these exotoxins?
Dr. Boyd Haley developed a test to determine the toxicity of root canal-treated teeth. The process that he developed is called nucleotide photo affinity labeling. He wanted to see if toxins coming out of a root canal-treated tooth would inhibit the activity of five key human enzymes: phosphorylase kinase, phosphorylase A, pyruvate kinase, creatine kinase, and adenylate kinase. The degree of enzyme inhibition would give a representative assessment of the toxicity of this tooth and its potential systemic impact.
The experimental procedure involved the following:
Also, the third wash was used in the toxin assay because the first and second washes always showed extreme levels of toxicity against these five enzymes, and further dilution was required to better comparatively measure their toxicity. The test was designed to both eliminate contaminating toxins from the outside of the tooth, while still showing the clear toxicity from toxins that continue to be eluted from the inside of the tooth in the third wash.
Using the process of nucleotide photo affinity labeling this third wash extract was tested against the five enzymes to determine a level of enzyme inhibition. What Dr. Haley found after studying over 5,000 consecutive extracted root canal-treated teeth was that about 25% of these teeth showed minimal toxicity (less than 5% enzyme inhibition) while others still showed profound toxicity. The primary point to be concluded is that, even with two very prolonged washings before the third washing, measurable toxicity was detected in 100% of this series of teeth. As toxins in the tooth do not naturally occur, this is clear evidence that all of the tested root canal-treated teeth were sufficiently infected to produce toxins.
Dr. Haley also found that albumin was present in this third extract. Albumin is a protein that the body uses in greater amounts in an infected site in an attempt to bind to and neutralize local toxins. So the more albumin that is present in the third wash extract, then generally the higher level of toxicity of that root canal-treated tooth.
Dr. Haley then processed this third wash extract even further to separate the proteins from the small molecular weight toxins. A sample of the third wash extract was processed in a device called a Centricon that uses a filter and a centrifuge to separate out the proteins. This protein-free extract was tested against the same five enzymes used in the first test plus an additional enzyme, acidic fibroblast growth factor. These enzymes were chosen because they all bind ATP, the essential energy molecule in all cells, and they all had different molecular weights so they could be easily separated on gel electrophoresis. Inhibition of these enzymes meant the toxins were directly inhibiting the production of energy and electron donation (antioxidant effect) in the body.
These enzymes were tested against a control of a highly toxic 2 micromolar concentration of hydrogen sulfide. The tooth extract containing the small molecular weight toxins showed the same level of enzyme inhibition, and therefore the same level of toxicity, as hydrogen sulfide. Some of these toxins could be identified, and others so far have not been identified. Some have a very distinct and offensive odor, and others are odorless.
Dr. Haley also tested samples that were obtained from osteonecrotic cavitation surgery and tested these against the same enzymes used in testing extracted root canal-treated teeth. He found similar levels of toxicity as well as the presence of metals such as mercury, silver, and cadmium, along with the presence of increased albumin. These cavitations also contained anaerobic bacteria, which released the same toxins that are found in root canal-treated teeth.
Of note, normal teeth extracted for orthodontic purposes never demonstrated any toxicity on Dr. Haley’s test.
Dr. Haley has proven that root canal-treated teeth are not healthy. They can release extremely potent exotoxins produced by the bacteria that remain inside the tooth. These toxins:
Most, If Not All, Root Canal-Treated Teeth Are Infected — Now What?
The official American Association of Endodontists website purports to debunk three common myths concerning root canal treatment. The comment under “Myth #2—Root canal treatment causes illness” provides this comforting verbiage:
“TRUTH : There is no valid, scientific evidence linking root canal-treated teeth and disease elsewhere in the body. A root canal is a safe and effective procedure. When a severe infection in a tooth requires endodontic treatment, that treatment is designed to eliminate bacteria from the infected root canal, prevent reinfection of the tooth and save the natural tooth.”
“The presence of bacteria in teeth and the mouth has been an accepted fact for many years. But the presence of bacteria does not constitute “infection” and is not necessarily a threat to a person’s health. Bacteria are present in the mouth and teeth at all times, even in teeth that have never had a cavity or other trauma. Research shows that the healthy immune system takes care of bacteria in a matter of minutes. ” 12 [emphasis added]
Although the site admits that there are bacteria in the mouth and teeth, it does not admit the possibility of infection in a root canal-treated tooth. Plus, it offers a subtle disclaimer by specifying “the healthy immune system” without really defining that. But the implication is that the immune system will take care of any residual infection in a root canal-treated tooth “in a matter of minutes.” So if you are relatively healthy, there’s nothing to worry about, right? Unfortunately, no.
That’s the subject of the next chapter…
CHAPTER FOUR: FAULTY FALL-BACK OF ROOT CANAL TREATMENT
Can the Immune System Save the Mission?
By now it should be evident that most, if not all, root canal-treated teeth remain infected. Substantiation in the previous chapters confirms that root canal-treated teeth leak bacteria and toxins through both the apical foramen at the tip of the root and the dentinal tubules. 1 And even while endodontists admit that bacteria “might” leak from the treated tooth, they still claim that the procedure is safe and effective, even in the face of this admission.
Here’s a quote from the official website of the American Association of Endodontists (AAE):
“A root canal is a safe and effective procedure. When a severe infection in a tooth requires endodontic treatment, that treatment is designed to eliminate bacteria from the infected root canal, prevent reinfection of the tooth and save the natural tooth. The presence of bacteria in teeth and the mouth has been an accepted fact for many years. But the presence of bacteria does not constitute ‘infection’ and is not necessarily a threat to a person’s health. Bacteria are present in the mouth and teeth at all times, even in teeth that have never had a cavity or other trauma. Research shows that the healthy immune system takes care of bacteria in a matter of minutes.” 2
This statement essentially concedes that all the bacteria can’t be eliminated from an infected tooth, and then claims that this reality isn’t a health risk because “research shows that the healthy immune system takes care of bacteria in a matter of minutes.”
At this point several questions need to be asked:
In theory the AAE is depending on effective immune function, which has already failed to prevent or eliminate infection in the tooth. What will enable the immune system to “take care of” this same infection as it is scattered to other parts of the body?
Although toxic shock syndrome can produce dramatic harmful effects at numerous distant sites in the body, the actual focus of toxin production is often hidden.
In practice dentists inadvertently admit that the immune system is not able to “take care of” the bacteria released from an infected tooth. These endodontic practitioners frequently and correctly tell a patient that a failure to deal with the infected tooth could eventually have a catastrophic impact on other parts of the body, such as the heart or the brain. (An untreated, infected tooth can and probably will produce disease in other parts of the body, given enough time. Unfortunately, the root canal treatment cannot effectively eliminate the source of infection. )
In the early 20th century, Weston Price, Frank Billings, Ed Rosenow, and others provided copious research that showed a localized infection in a root canal-treated tooth could cause or promote disease in other parts of the body. It is ironic that the very concept that the AAE has tried to discredit has become an argument used to convince a patient of the need for endodontic treatment.
The phenomenon they want to debunk is referred to as “the focal infection theory” which states that a localized infection in the body can initiate and/or promote systemic disease in other parts of the body. Debunking this theory, however, requires the denial of observable facts.
Some bacteria will synthesize and secrete poisons, called exotoxins, in response to oxygen deprivation as well as other environmental changes. Perhaps the most well-known of these exotoxins is produced by the normally innocuous bacteria Clostridium botulinum . Every day people all over the world ingest this microorganism on fruits and vegetables without consequence. However, when a small number of these bacteria find their way into a vacuum-packed can and are sealed away from oxygen, the situation changes quickly. Under these conditions the bacteria secrete the deadly botulism exotoxin and taint all the food in the container.
Since it is the exotoxin from the bacteria in this example, and not the bacteria itself that attacks the body, the immune system is less effective in effectively defending itself. The resulting food poisoning can be, and often is, fatal.
Toxic Shock Syndrome: a Deadly Example of a Focal Infection
Toxic shock syndrome is another example of this type of poisoning. This disease was first described in the late 1970’s and initially observed in women who used “super absorbent” tampons.
The conditions are ripe for developing toxic shock syndrome when Staphylococcus aureus bacteria multiply throughout the absorbent tampon material. In the absence of oxygen these bacteria secrete the TSST-1 exotoxin. The longer the infected tampon is left in place, the higher the likelihood that the toxin will leak out of the tampon and get into the bloodstream. If this happens, the poison can migrate to and damage organs throughout the body.
In Cecil Textbook of Medicine, 19th edition, the clinical presentation of toxic shock syndrome is described as follows:
“The patient, almost always unaware of the focus [origin] of toxin production [the tampon], experiences the abrupt onset of high fever, myalgia [muscle pain], and profuse nausea, vomiting, and watery diarrhea. ...The patient often becomes progressively more ill and is frequently in frank shock when presenting for care. …Hypotension and frank shock are common and are often associated with acute respiratory distress syndrome [ARDS], acute renal [kidney] failure, and abnormalities in literally every organ system evaluated.” 3
Why can’t the immune system kill these toxin-producing bacteria before they cause disease? The answer is fairly basic. Bacteria gain entrance and grow in the tampon because it is made from a porous substance. They multiply and thrive since fluids can seep in and provide nourishment. But since there is no blood supply in the tampon, these bacteria are protected from the infection-fighting agents of the immune system, such as white blood cells.
The actual site of a focal infection can infect and/or poison other parts of the body without exhibiting any symptoms at the originating location.
These bacteria grow and produce life-threatening exotoxins for which the immune system has little defense. Ultimately, the exotoxins spread to the rest of the body and initiate a toxic shock response in various organs and structures throughout the body.
Toxic shock syndrome is an accelerated model of a focal infection. A bacterial focus at one site in the body subsequently causes disease in one or more distant sites. In the case of toxic shock syndrome, it is the dissemination of the bacterial toxins and not the bacteria themselves that is the primary reason for the development of the disease.
Although toxic shock syndrome can produce dramatic harmful effects at numerous distant sites in the body, the actual focus of toxin production is often hidden. Again referring to Cecil Textbook of Medicine , “toxic shock syndrome is almost certainly caused by the production of one or more toxins at the site of a localized and often relatively asymptomatic or unnoticed infection with any strain of S. aureus capable of toxin production.” 3 In other words, the actual site of a focal infection can infect and/or poison other parts of the body without exhibiting any symptoms at the originating location.
The Immune System Cannot Make the Root Canal Procedure Safe
The comparison between a root canal-treated tooth and a tampon is useful in illustrating the mechanism of initial infection with subsequent dissemination of bacteria and bacterial toxins from that focus of infection. It highlights the devastating consequences of providing a microorganism-friendly environment that is sequestered from the immune system. It also demonstrates how a root canal-treated tooth can actually be highly toxic and yet remain “asymptomatic.”
A root canal procedure is almost always performed when the normally sterile pulp canal becomes infected with bacteria and then becomes painful. These bacteria invade the pulp and migrate down the root canal space and into the porous tooth structure composed of countless dentinal tubules. There, just like with a tampon, the bacteria continue to grow in the warm, moist, dark, and now bacteria-friendly environment. Moreover, once the pulp tissue becomes necrotic, the bacteria infecting the tooth are now effectively out of reach of the body’s immune system. Antibiotics are also of little help since there is no blood supply to effectively deliver them to the infection.
Just like with a tampon... the bacteria infecting the tooth are now effectively out of reach of the body’s immune system.
Newer tampon designs, as well as changing them frequently, can significantly reduce the risk of developing toxic shock syndrome associated with tampons. The problem with a root canal-treated tooth is that it is an integral part of your body and cannot be changed. The infected tooth is a permanent focus of infection that has the potential to cause disease throughout the body for as long as it remains.
The predominant Streptococci bacteria in infected teeth are not the same strain seen in toxic shock syndrome. But when deprived of oxygen, as is the case in the root canal-treated tooth, they frequently produce very potent toxins that can cause a low-grade, continuous type of toxic shock. Such a situation can eventually manifest as any of a multitude of different diseases, depending upon the genetic predispositions or “weaknesses” of the affected patients.
It is unlikely that proponents of endodontic treatment will accept the logic in this comparison of a root canal-treated tooth with the toxic shock syndrome. The AAE website claims that there is no scientific evidence that root canal-treated teeth actually cause disease. Contrary to the AAE claim, however, there is plenty of scientific evidence that root canal-treated teeth cause disease. That is the subject of the next chapter.
CHAPTER FIVE: IMPACT OF ROOT CANAL TREATMENT
Disease Connection Confirmed
INTRODUCTION
A statement like the one that still appears on the official American Association of Endodontists (AAE) website, even as this book goes to print, is quite disturbing for a couple of reasons. It reads,
TRUTH : There is no valid, scientific evidence linking root canal-treated teeth and disease elsewhere in the body. A root canal is a safe and effective procedure. 1
At first glance, this categorical statement seems to settle the issue once and for all: the root canal procedure is safe and effective. Period.
However, contrary to the AAE’s claim of “no valid, scientific evidence,” there is a significant and growing body of compelling evidence linking root canal-treated teeth to systemic disease. Much of this research has been published in peer-reviewed dental journals.
Either the AAE is ignorant of relevant and valid research occurring on its own turf—a thought that should trouble its members—or it chooses to reject the evidence because acceptance would invalidate previous claims by the AAE that root canal-treated teeth pose no possible systemic health risks.
“Innocent until proven guilty” does not apply in matters of health and safety.
But even if the research did fail to demonstrate a link between root canal-treated teeth and systemic diseases, “innocent until proven guilty” does not apply in matters of health and safety. To leap from “there’s no evidence of danger” to “therefore it’s safe” is deceptive. At present there’s “no valid, scientific evidence” linking roller-skating down an interstate during rush hour with death or injury, but that certainly doesn’t mean that such an activity is safe or advisable.
This chapter will present and discuss a few of a large number of valid scientific studies that do link root canal-treated teeth to disease—links to heart disease, stroke, dementia, diabetes, lung disease, kidney disease, cancer, and other conditions.
THE HISTORICAL AND SCIENTIFIC CONTEXT
Links between oral infections and disease were first identified in the early 1900’s. At that time, a host of medical researchers, including Charles Mayo (founder of the Mayo Clinic), Frank Billings, Weston Price, Ed Rosenow, and several others were independently seeing an unmistakable link between systemic disease and various strains of bacteria. Notably, a vast majority of these pathogens seemed to originate from oral sources in and around infected teeth.
Charles Mayo (founder of the Mayo Clinic), Frank Billings, Weston Price, Ed Rosenow, and several others were independently seeing an unmistakable link between systemic disease and various strains of bacteria.
Diligent work by all of these researchers pointed to the same conclusion: many degenerative diseases can be initiated by specific pathogens. Each pathogen seemed to have an affinity to a particular organ or structure in the body. Meticulous bacteriological work by over thirty different researchers reported the same correlations. At the same time it was noted that the anaerobic (non-oxygen-containing) environment inside root canal-treated teeth was particularly instrumental in the development and spread of these virulent strains of bacteria that would initiate seemingly unrelated degenerative diseases in particular tissues and organs in the body.
As pulpless (root canal-treated) teeth were extracted from patients with a variety of systemic diseases, cultures were made from the bacteria obtained from the inside of these teeth and then injected into laboratory animals (usually rabbits). With very few exceptions, the rabbits would quickly develop the same disease as the patient from whom the tooth was extracted. Thousands of experiments were performed in a variety of ways by many different researchers, and all were finding very similar results.
These toxins [from root canal-treated teeth], when isolated and injected into laboratory animals, were consistently lethal.
In addition, studies were conducted using extracted root canal-treated teeth that were ground and scrubbed to remove all bacteria, leaving only the toxins these bacteria had produced. These toxins, when isolated and injected into laboratory animals, were consistently lethal.
In the same way, samples from healthy extracted teeth that had been surrounded by healthy periodontal tissues were cultured. These samples produced few bacterial colonies, and when bacteria did grow, they never demonstrated the virulence found in cultures taken from pulpless teeth. The negative implications of these observations provided a serious indictment against root canal treatments. In fact, these pathological findings were so compelling that in 1913 Dr. Mayo issued this challenge to dentists:
It falls upon the dentist and oral surgeon to study the diseased conditions of the mouth. The work is discouraging, but it must be kept up, as eventually it will have its effect. The next great leap in medical progress in the line of preventive medicine should be made by the dentists. The question is will they do it? 2
They did not. They quickly covered their eyes and ears. Refusing to see or hear any evidence that threatened their dental practices, they only looked for ways to silence the critics.
A Fraud Provides Cover for Dental Industry
In the late 1930s, defenders of the root canal procedure were desperately looking for a way to refute the mounting evidence against root canal treatments. Their need just happened to converge with the professional jealousy of a doctor named W. L. Holman. His envy of Ed Rosenow’s acclaim energized an obsession with discrediting Rosenow’s work. Much like certain cancers tend to metastasize to specific organs, Rosenow’s research clearly demonstrated that certain bacteria show an affinity for invading specific bodily tissues.
For example, Rosenow took bacteria from patients with stomach ulcers and injected these bacteria isolates into laboratory animals. Sixty percent of these laboratory animals developed stomach ulcers as compared to only 17% that developed stomach ulcers when injected with bacteria isolated from patients with various other diseases. Repeated experiments by Rosenow and others with over 10,000 laboratory animals showed the same findings of specific bacteria affecting specific tissues, which came to be known as elective localization.
Holman’s statistical sleight of hand never claimed that infections in root canal-treated teeth were not responsible for causing disease in other parts of the body.
Holman, however, performed no bacteriological research himself. He did not question or analyze the research methods used by Rosenow, nor did he put forward any argument against the validity of the collected data. He simply reorganized all the data to suit his purposes. Then he recalculated results to completely obscure the obvious statistical correlation between specific diseases and particular pathogens.
Holman’s statistical sleight of hand never claimed that infections in root canal-treated teeth were not responsible for causing disease in other parts of the body. And although completely invalid, his dishonest dismissal of Rosenow’s meticulous work in particular provided the ammunition that worried dentists needed to discredit any connection between the root canal procedure and systemic disease risk. This disheartening story is well-documented in S. Hale Shakman’s dissertation, Medicine’s Grandest Fraud . 3
For decades modern dentistry has relied on the work of Holman and those who followed him, using conclusions based on flawed calculations, to persuade dentists, dental students, and the public that the root canal procedure is safe. However, new research is now confirming the same disease links that were first reported by Rosenow, Price, and others.
If the rabbits did not quickly die from... implanted [root canal-treated] teeth, they typically developed the same diseases that plagued the humans from whom the teeth had been extracted.
The Meticulous Research of Weston Price
Weston Price was a dentist who performed many experiments that very clearly demonstrated that both bacteria and their associated toxins readily escape from a root canal-treated tooth. In several of his experiments, he surgically implanted extracted root canal-treated teeth under the skin of rabbits. These teeth were always highly toxic. He found that if the rabbits did not quickly die from the overwhelming toxicity of the implanted teeth, they typically developed the same diseases that plagued the humans from whom the teeth had been extracted. He repeated these experiments over and over and continued to obtain the same results.
Price would repeatedly verify not only the enormous toxicity of these extracted root canal-treated teeth, he also demonstrated that there existed an uncanny specificity of these teeth to reproduce the different diseases of their human donors in their rabbit recipients.
For example, if a patient presented with a kidney infection that resolved after extraction of a root canal-treated tooth, and this tooth was implanted under the skin of a rabbit, the rabbit would develop the same kidney infection. Dr. Price found that various bacteria had an affinity for specific body tissues and would tend to migrate there. This is the phenomenon called elective localization, a term coined by its discoverer, Dr. Edward Rosenow, as noted earlier.
As further proof that it was the infection in extracted root canal-treated teeth that was responsible for the development of systemic disease, he also implanted uninfected extracted teeth under the skin or muscle of rabbits. He also implanted sterilized objects such as coins to see if just the presence of a foreign body might cause disease. In all such implants nothing of consequence happened to these laboratory animals. The implanted objects, either uninfected teeth or other foreign bodies, eventually became encapsulated in a cyst-like sack and remained sterile. All of the rabbits remained healthy.
Price also reported numerous dramatic improvements in cases of systemic disease following the removal of root canal-treated teeth. Unfortunately, the failure of other researchers to observe similar improvements is frequently used in the attempt to discredit all his research.
For example, researchers came to the conclusion that no benefit accrued to 47 out of 52 patients with rheumatoid arthritis after the infected teeth were removed. 4 This study is cited to disprove the link between root canal-treated teeth and systemic disease. The secondary infection involved in the rheumatoid arthritis likely had already been seeded and established at the time of tooth extraction. Ongoing antigen-antibody inflammatory reactions, along with the chronic physical changes of the disease, can continue to feed the inflammatory response even after the initiating infection is resolved. This is called molecular mimicry. If the invading bacteria share at least one antigen-presenting protein with a similar protein in the normal body tissue, the immune system can continue to attack that body tissue after the initial infection has resolved. None of these extracted teeth were implanted into rabbits, so the experimental model of Dr. Price was never invalidated.
The fallacy of this argument becomes clear upon closer examination. The observation that the arthritis fails to resolve after the removal of a root canal-treated tooth does not settle the question of whether the infection in the teeth was in any way responsible for that arthritis. Most systemic diseases, once established with other resulting physical and chemical abnormalities, are not resolved by the removal of the initiating factor(s). The study only really proved that rheumatoid arthritis is a multifactorial disease in many individuals, and that it is unlikely that any intervention will ever reverse the chronic physical deformities and much of the symptomatology that accompany such a disease.
Exotoxins produced by the infecting bacteria are the main cause of pathogenicity in root canal-treated teeth.
For example, when high blood pressure results in kidney disease, suddenly bringing the hypertension under control does not automatically undo the damage to the kidney. In like manner, just because a chronic, 30-year cigarette smoker stops smoking upon a diagnosis of lung cancer, doesn’t mean that the cancer will resolve. Nor does the fact that his cancer remains in any way exonerate cigarette smoke from any role in the development of that cancer.
Price also provided confirmation for another reality: Exotoxins produced by the infecting bacteria are the main cause of pathogenicity in root canal-treated teeth. To demonstrate this he made extracts from ground-up root canal-treated teeth. All the bacteria were filtered out, leaving just the soluble extract. When this bacteria-free extract was injected into rabbits, they would often get sick or die sooner than when they were exposed to the skin implantation of the entire tooth that still contained live bacteria.
DNA evidence... shows that these dental pathogens... in root canal-treated teeth... commonly travel to and embed in various bodily tissues.
Root Canal-Treated Teeth: Hotbeds of Pathogens and Toxins
The overall number and diversity of microorganisms found in dental pulp infections and root canal-treated teeth is staggering. Over 460 different bacteria have been identified in these teeth, 5 , 6 with a high preponderance of anaerobic species. 7 Among these bacteria are even included a wide array of spirochetes of the genus Treponema . 8
The AAE states that any bacteria remaining in a root canal-treated tooth will remain inside the tooth and can never travel to other sites in the body. Contrary to this claim, however, research presented elsewhere in this book and in this chapter shows that these bacteria almost never remain sequestered inside the root canal-treated tooth. Irrefutable DNA evidence, presented below, shows that these dental pathogens, present both in root canal-treated teeth as well as in the infections around such teeth, commonly travel to and embed in various bodily tissues.
But more importantly, these bacteria can produce extremely potent exotoxins that easily migrate out of the root canal-treated tooth and disseminate throughout the body.
Bacterial Toxins Produced in the Root Canal-Treated Tooth
By definition, pathogenic bacteria traveling throughout the body present a serious health risk, but that systemic danger is increased further by the toxins that these pathogens produce. Researchers divide these poisonous substances into two types: endotoxins and exotoxins.
Two recent investigations found them [endotoxins] in 100% of such [infected] teeth examined.
Endotoxins are large molecules comprised of repeating carbohydrate chains attached to a lipid. They are found on the outer membranes of gram-negative bacteria and produce a strong immune response in animals. Generally, endotoxins are only released when the bacteria die. They can cause disease but they are rarely fatal.
The majority of research on the pathogenicity of root canal-treated teeth has focused on endotoxins because they are easier to study than exotoxins. Endotoxins have been documented to always be present in the infected pulp tissue of teeth that have not received root canal treatments. Two recent investigations found them in 100% of such teeth examined. One study found endotoxins in 21 of 21 infected pulp tissues, and the other study found them in 30 of 30 infected pulp tissues. 9 , 10
Exotoxins are created inside living bacteria and generally secreted, although they can also be released upon death of the bacteria. These toxins can destroy cells and disrupt cellular metabolism throughout the body. Well-known examples of exotoxins include botulinum toxin that causes botulism, diphtheria toxin capable of causing myocarditis, and tetanospasmin toxin that produces tetanus. Exotoxins are usually much more toxic than endotoxins and can readily cause cell death and even death of the host animal or patient. Exotoxins can act on the enzymes inside a cell while endotoxins cannot.
Endotoxins are present in a root canal-treated tooth, and now work by Dr. Boyd Haley has demonstrated that exotoxins are present as well.
Research cited above shows that endotoxins are present in a root canal-treated tooth, and now work by Dr. Boyd Haley has demonstrated that exotoxins are present as well (see Chapter Three). Since a root canal-treated tooth cannot be sterilized, the exotoxin-producing bacteria present in an infected tooth before root canal treatment will remain in the tooth after the procedure.
Post-extraction examination shows that all root canal-treated teeth can function as a protected reservoir of anaerobic bacteria, endotoxins, and exotoxins. These pathogenic bacteria, and, especially the small molecule exotoxins, readily migrate out of the root canal-treated tooth. The idea that such a pool of pathogens and toxins poses no systemic risk defies reason.
THE PATHOGENIC EQUIVALENCY
BETWEEN PERIODONTITIS AND
ROOT CANAL-TREATED TEETH
Periodontitis: “Smoking Gun” Evidence Linking Root Canal-Treated Teeth to Systemic Disease
An infection in the gum tissue that also involves the jawbone is called periodontitis. When the periodontal infection reaches the apex (tip) of the tooth’s root, it becomes a more serious infection that is called apical periodontitis.
General periodontitis develops as bacteria around a tooth invade and proliferate in the space between the tooth and the gum (the sulcus). These bacteria release enzymes that cause direct tissue damage as they effectively “unzip” the fibers attaching the gum tissue to both the tooth and the jawbone. When these migrating bacteria infect the jawbone and cause it to resorb (dissolve), the damage becomes visible on an X-ray and the condition is diagnosed as periodontitis.
All root canal-treated teeth can function as a protected reservoir of infectious anaerobic bacteria, endotoxins, and exotoxins.
The bacteria continue to release enzymes and toxins while they migrate further down the sulcus. During this migration, more and more of the jawbone surrounding the tooth is resorbed. These colonies of bacteria become more anaerobic as they go deeper in the tissues where the oxygen concentration is low.
Apical periodontitis can develop in two different ways. The first way occurs when a periodontal infection, as just described, is left untreated. Over time the infection can progress to the root tip of the tooth as bacterial enzymes continue to dissolve the bone surrounding the tooth root. Apical periodontitis can also develop when an infection in the pulp of the tooth or in the dentinal tubules of a root canal-treated tooth escapes through the apical foramen.
Apical periodontitis appears as a dark area on an X-ray due to the bone resorption caused by the infection. When the infection originates from inside the tooth, it will usually be confined to the area around the tip of the tooth. In the case of apical periodontitis caused by advanced periodontal disease, the dark area of infection seen on X-ray will extend from the tip of the root completely up the side of the tooth root.
Except for the rare case of aseptic apical periodontitis caused by traumatic injury, apical periodontitis always involves infection of the tooth pulp, even if the tooth was initially healthy. 11 This is because once the bacteria migrate down the root to the area surrounding the root’s tip they now have easy access into the tooth through the apical foramen.
Bacteria can also gain entrance into the tooth directly through the exterior of the root surface. Even before a periodontal infection reaches the apical foramen, bacteria found in the periodontal tissues surrounding a tooth root can migrate directly into the tooth root’s dentinal tubules in areas void of cementum covering. At this point the bacteria are free to invade the dentinal tubules and may proliferate within the tooth and cause the tooth to die.
3D X-rays have found that up to 91% of root canal-treated teeth are still infected.
A root and pulp infection that precipitates apical periodontitis is responsible for much of the pain that sends someone to the endodontist in the first place, and then it becomes the reason for performing a root canal procedure. Foundationally, a diagnosis of “apical periodontitis” really means that the tooth is already infected. Unfortunately, as discussed in Chapters Two and Three, the root canal procedure never clears up the infection, although it will usually relieve the associated pain. In addition, some of the same bacteria that caused the initial infection can always be expected to remain in the surrounding bone even after the root canal procedure is performed, in spite of a normal, or less abnormal, X-ray appearance.
Any study that looks at the negative clinical impact of periodontitis... parallels the toxic and pathogenic realities of a root canal-treated tooth.
Many of the studies regarding the low success rate of root canal-treated teeth discussed in Chapter Three cited the presence of apical periodontitis under a root canal-treated tooth as confirmation that root canal treatment had failed to eliminate the infection. 12 And although X-rays are unable to detect all such failures, 3D X-rays have found that up to 91% of root canal-treated teeth demonstrate pathology indicative of infection. 13
Since a vast majority of root canal-treated teeth have been associated with periodontitis, any study that looks at the negative clinical impact of periodontitis—at the very minimum—parallels the toxic and pathogenic realities of a root canal-treated tooth. Most likely the impact of a root canal-treated tooth is much worse.
Any persistence of periodontitis remaining after a root canal is performed, which would be best detected with 3D X-ray, will continue to have similar toxicity and negative clinical impact as if the infected tooth were left untreated. The only difference is that the amount of infected material will be reduced in volume immediately after a root canal procedure.
What’s the difference between the accepted health risks from the pathogens and toxins found in periodontitis and those of a root canal-treated tooth?
However, this benefit will be offset over time by the increased toxicity of the root canal-treated tooth due to the alteration of the bacteria in the anaerobic environment within the dentinal tubules and the inevitable proliferation of the pathogens. In addition, over time, more and more bacteria will migrate into the tooth, increasing the bacterial concentration even further without the normal fluid flow within the dentinal tubules to keep these bacteria out. 14
And, not surprisingly, bacteria that migrate in also migrate out. This is also true of the small molecule exotoxins produced within the root canal-treated tooth. They can easily migrate through the cementum as well as through the tooth apex.
While the AAE states that there is no valid evidence linking root canal-treated teeth to systemic disease, dentists generally acknowledge the scores of studies that demonstrate periodontitis-systemic disease links. What’s the difference between the accepted health risks from the pathogens and toxins found in periodontitis and those of a root canal-treated tooth? Only this: the bacteria and toxins in a root canal-treated tooth tend to be much more virulent and dangerous, and they are more readily delivered into the body by chewing.
This pathological equivalency means that all the diseases researchers have linked to periodontitis can logically be ascribed to infected tooth canal-treated teeth.
For decades the dental industry has acknowledged the health risks associated with periodontitis. In fact, the bacteria associated with these health risks prompt many dentists to prescribe antibiotics to some of their patients prior to treatment. And the same infectious bacteria that cause periodontitis are nearly always present in a root canal-treated tooth.
Whether a particular pathogen colonizes in the jawbone and gum tissues surrounding a tooth or inside a root canal-treated tooth, this microbe is pathologically equivalent wherever it ends up and therefore presents the same systemic risks.
This pathological equivalency means that all the diseases researchers have linked to periodontitis can logically be ascribed to infected root canal-treated teeth.
Anyone who resists this conclusion needs to answer the following questions:
“A growing body of scientific evidence has shown that severe periodontitis may enhance susceptibility to certain important systemic diseases...”
Dentists readily discuss the coronary heart disease risks associated with periodontal infection and aggressively treat it. At the same time they persist in performing—and defending as “safe”—a procedure that allows the same infection to remain in a root canal-treated tooth that has been effectively disconnected from the body’s infection detection and healing systems. And the root canal-treated tooth is capable of continuously delivering the associated pathogens and toxins to the body.
RECENT SCIENTIFIC EVIDENCE LINKING ROOT CANAL-TREATED TEETH
TO SYSTEMIC DISEASE
Modern Science Recognizes the Link Between Periodontitis and Systemic Diseases
For decades the dental industry has tried to discredit any association between root canal treatment and systemic disease. Many of their efforts have focused on attempting to discredit Dr. Weston Price. He has been a primary target because his work meticulously demonstrated a relationship between infected teeth—both untreated and root canal-treated—and systemic diseases. The AAE website makes this telling statement:
But what about Dr. Price? This is a good example of how the Internet can give new life to long-dispelled theories. Believe it or not, the misinformation about root canals that is found on the Internet is still based on Dr. Price’s century-old, discredited research.15
The AAE would like everyone to believe that the Internet is responsible for resurrecting the “long-dispelled” theory that links infected teeth and infected root canal-treated teeth with systemic disease. Could it be that the theory won’t die because “modern scientific research” is discovering the same connections identified by Price in the first place? A study of the medical and dental literature by independent researchers demonstrates that the relationship is very real, so real that a new specialty called Periodontal Medicine is emerging. Here are a few quotes from the medical literature showing this very reality:
A growing body of scientific evidence has shown that severe periodontitis may enhance susceptibility to certain important systemic diseases and conditions, for example, cardiovascular disease, diabetes mellitus, adverse pregnancy outcomes, and pulmonary infections. The clinical implications of the emerging specialty of periodontal medicine for dental and medical practitioners are postulated. 16 [emphasis added]
Periodontitis has been attributed to produce a low-grade systemic inflammatory condition. The link of periodontitis to various systemic disorders has led to the evolution of a new branch termed as “periodontal medicine .” 17 [emphasis added]
Recent studies have indicated that periodontitis may have an unfathomed effect on the systemic health. A vivid exploration of the cryptic mechanisms linking periodontitis to systemic disorders has ensued into the development of a new branch termed “periodontal medicine .” 19 [emphasis added]
“Recent studies have indicated that periodontitis may have an unfathomed effect on the systemic health.”
It is not a coincidence that modern scientific research is now discovering that cardiovascular disease, pulmonary infections, rheumatoid arthritis, and other systemic diseases are linked to periodontal disease. This old correlation will not die, not because the Internet keeps it alive, but because it is true.
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to Coronary Heart Disease
Solid research in the last few years substantiates the periodontitis—heart disease link. 19 , 20 , 21 , 22 , 23 , 24 , 25 One investigator’s systematic review of the research regarding the relationship between periodontitis and cardiovascular disease echoes a common theme in the dental and medical literature:
Efforts to test causality in the relationship between periodontitis and CVD [cardiovascular disease] are ongoing. Evidence to date is consistent with the notion that severe generalized periodontitis causes systemic inflammation and endothelial dysfunction. Periodontitis has effects that go beyond the oral cavity and its treatment and prevention may contribute to the prevention of atherosclerosis. 26
“Periodontitis has effects that go beyond the oral cavity and its treatment and prevention may contribute to the prevention of atherosclerosis.”
Interestingly, Weston Price warned of the close connection between infected teeth and diseases of the heart in 1923. In one of many cases that he treated, he reported about a 15-year-old boy with endocarditis. Endocarditis is an infection that typically affects heart valves. Initially, this boy complained of a severe toothache in a first molar. The tooth was extracted and pulp cultures were taken. Cultures identified the bacteria as a streptococcus, and then some of the cultured organisms were injected into 30 rabbits. In a matter of a few days, twenty-eight (93%) of the rabbits developed endocarditis and died. Acute endocarditis claimed the boy’s life about seven months later. 27
This infection was found in a pulp-infected tooth that did not have a root canal treatment. Although this tooth had not undergone root canal treatment, the same type of organisms can be assumed to remain in the dentinal tubules and lateral canals after a root canal procedure is performed. Price reported on other similar cases with infected teeth, some root canal-treated and others not, and their observed link to heart diseases.
Another individual, a 49-year-old man who was experiencing pain in his chest, was diagnosed as having myocarditis (inflammation of the heart). This patient was found to have two infected molars. Anaerobic cultures made from these teeth were injected into two rabbits. One rabbit died in twelve hours and the second rabbit’s heart became large and flabby. A large, flabby heart is often the result of a rapidly progressive myocarditis. Upon removal of these infected teeth all of this patient’s symptoms improved. 28
Infective endocarditis is the most definitive and well-documented example of focal infection, and both aerobic and anaerobic bacteria have caused it. Many patients who have experienced infective endocarditis had no prior knowledge of heart valve damage, which is often a predisposing factor in acquiring this infection.
Decades later, [after the ADA summarily dismissed Price’s research] researchers are again reporting the connection between infected teeth and diseases of the heart.
In the 1950s, the American Dental Association summarily dismissed Price’s research. Decades later, researchers are again reporting the connection between infected teeth and diseases of the heart. Many heart surgeons today include an oral examination before operating. Since virtually all root canal-treated teeth are infected (see Chapter Three), this presents a serious health risk for all those who are already at risk for heart disease.
The bacteria commonly found in the mouth can cause an aggregation (clumping) of platelets, which can also contribute to the blocking of an artery that can result in heart attack or stroke. In vitro studies have demonstrated that two bacteria species found around the teeth, Streptococcus sanguis and Porphyromonas gingivalis , can cause the clotting of blood associated with heart attack. At the same time, animal studies showed that the presence of these bacteria resulted in dramatic changes in blood pressure, respiratory rate, and heartbeat within 30 minutes of injection into the bloodstream. 29
Streptococcus sanguis, which are found in infected teeth including root canal-treated teeth, contribute to endocarditis as well as to the formation of blood clots.
An in vivo study sought to evaluate the role of periodontal infection and bacterial burden as it relates to the development of acute coronary syndrome. The periodontal species investigated included Streptococcus intermedius, Streptococcus sanguis, Streptococcus anginosus, Tannerella forsythia, Treponema denticola , and Porphyromonas gingivalis . Since a significantly higher oral bacterial load was observed in patients with acute coronary syndrome versus patients without it, the researchers concluded that the oral bacterial load is a possible risk factor in the development of this disease. 30
Earlier research demonstrated that Streptococcus sanguis , which are found in infected teeth including root canal-treated teeth, contribute to endocarditis as well as to the formation of blood clots. The investigators concluded that the results “explain the additional contributed risk of periodontitis to MI [myocardial infarction, or heart attack].” 31
Research has also found a large majority of human plaque samples taken from the carotid artery contain organisms from dental infections. The investigators concluded “periodontal pathogens are present in atherosclerotic plaques where, like other infectious microorganisms such as C. pneumoniae , may play a role in the development and progression of atherosclerosis leading to coronary vascular disease.” 32
An investigation looking at the interrelationship between medical and dental health found that individuals with dental disease have a high prevalence of coronary heart disease. 33 Other researchers found the same heart disease correlation in a 14-year follow-up of 9,760 individuals with periodontitis. 34 Researchers have now independently correlated apical periodontitis with coronary heart disease. These investigators found that patients with chronic apical periodontitis had a 2.79 times higher risk of developing coronary artery disease. 35
Patients with chronic apical periodontitis had a 2.79 times higher risk of developing coronary artery disease.
In a study specifically called “Dental Atherosclerosis Risk in Communities” investigators found that periodontitis is a risk factor for atherosclerosis and its clinical manifestations, including plaque buildup in the carotid arteries. 36 Another investigation into the relationship between periodontal disease and coronary heart disease found the subjects with known infections around the teeth were over 30% more likely to have coronary heart disease after correcting for all other risk factors such as smoking and obesity. 37
The link between periodontitis and coronary heart disease is well-documented and has been widely accepted for years. Now research is independently confirming the same heart disease link to chronic apical periodontitis. 38 In 2006 investigators found that X-ray evidence of infection in the pulps of root canal-treated teeth was associated with the more rapid appearance of coronary heart disease. 39 A more recent study examined the dental status of individuals who had already experienced a myocardial infarction, finding more “inflammatory processes” of “endodontic origin” in this group versus what was found in a healthy control group. 40 In the Journal of Endodontics, a subspecialty dentistry journal dedicated to root canal treatment research, the researchers found that individuals who presented with “lesions of endodontic origin” or just “pulpal inflammation” had an increased risk of coronary heart disease. 41
X-ray evidence of infection in the pulps of root canal-treated teeth was associated with the more rapid appearance of coronary heart disease.
A substantial body of research now exists that further documents the direct link between dental pathogens and atherosclerotic plaques that lead to heart attack. Researchers have consistently found a wide variety of pathogens and microorganisms in the atherosclerotic lesions in patients with chronic coronary artery disease. Bacterial DNA was found in the atherectomy specimens of 100% of 38 patients with coronary disease. Over 50 different species of bacteria contributed to this DNA presence, and individual plaques typically had between 10 and 15 different bacterial DNAs. 42 In 35 of 38 atherosclerosis patients fungal DNA was found, with each patient typically having from 2 to 9 different fungal species. 43
Researchers have consistently found a wide variety of [dental] pathogens and microorganisms in the atherosclerotic lesions in patients with chronic coronary artery disease.
Without the awareness that all root canal-treated teeth are infected, researchers have asserted that bacterial DNA “typical for endodontic infection” was present in over 75% of the blood clots aspirated from acutely blocked coronary arteries in patients with acute myocardial infarction. Furthermore, the bacterial DNA content in the clots was 16-fold higher than that found in blood samples collected, likely indicating the direct “seeding” of the blood clot from the chronically infected/inflamed endothelial wall and underlying plaque, as documented in the studies above. 44
An investigation with chronic periodontitis patients showed that in those with atherosclerotic plaques, 77% of those plaques contained periodontitis- associated bacteria. The researchers also noted ”the presence of an active inflammatory process expressed by a significantly higher bleeding index in those patients in whom the examined bacterial species were found in atherosclerotic plaque.” 45
77% of [atherosclerotic plaques from patients with chronic periodontitis]... contained periodontitis-associated bacteria.
Considerable evidence suggests that bacteria from periodontal infections, as well as their toxic byproducts, induce systemic inflammation leading to the development of cardiovascular disease. 46 This inflammation causes damage to the endothelial lining of the blood vessel walls. The growth of these bacteria and associated toxin-induced damage likely cause an increase in the release of inflammatory mediators known as cytokines. Cytokines can help promote atherosclerosis, the disease process that gradually narrows and eventually blocks off blood flow in arteries. In addition to possibly initiating the inflammation in arterial walls, research also suggests that periodontal bacteria may also enhance and maintain that inflammation. 47
Ironically, the very publication (Journal of the American Dental Association ) that claims to have “debunked” any and all relationship between root canal treatment and disease has recently published a study with a very different conclusion. In this study the 6,651 participants were asked if they knew whether any of their teeth had received root canal treatments. The entire group was also screened for a history of clearly established coronary heart disease (CHD).
The conclusion of the study was that participants “…with a greater self-reported history of ET (endodontically-treated teeth, also known as root canal-treated teeth) were more likely to have CHD than were those reporting no history of ET.” Furthermore, this conclusion was corrected for the other major risk factors such as smoking, obesity, and high blood pressure. 48 At least two other groups of investigators have reported similar findings. 49 , 50
Simply having had a root canal procedure done significantly increases the chances of coronary heart disease.
The above three studies are especially significant because they make a direct connection between just having root canal-treated teeth present in the mouth with having a clear and significantly increased chance of heart attack. There is no mention in these studies that the root canals need to be “infected,” “failed,” “symptomatic,” “inflamed,” or “associated with incident lesions” on X-ray. Instead, these studies simply make the powerful point that, regardless of how technically “successful” the procedure was, simply having had a root canal procedure done significantly increases the chances of coronary heart disease.
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to Strokes and Other Cardiovascular Health Risks
It is generally accepted that high blood pressure (hypertension) is a risk factor associated with kidney diseases as well as heart disease, stroke, embolisms, and aneurysms. A review of several cross-sectional studies demonstrated a clear link between high blood pressure and periodontitis. 51 Other studies link periodontitis to increased mass in the left ventricle (left ventricular hypertrophy) as well as to hypertension. 52 , 53 Weston Price also reported and demonstrated this periodontitis-hypertension link in 1923 as well as its link to endocarditis, angina pectoris, heart block, myocarditis, and other heart conditions. 54
Stroke patients with advanced periodontitis had greater neurological impairment at the time of admission to the hospital as well as worse outcomes at the time of hospital discharge.
Ischemic stroke is a damaging brain event caused by a restriction of blood supply. Periodontitis is universally considered an independent risk factor for this type of event. 55 Researchers reported that stroke patients with advanced periodontitis had greater neurological impairment at the time of admission to the hospital as well as worse outcomes at the time of hospital discharge. 56
Men under the age of 65 with a history of apical periodontitis have a greater risk of having a stroke. That was the conclusion of researchers who reviewed X-ray records of 1,137 veteran men who had been followed by dentists at the VA for an average of 34 years. 57 A similar study with periodontal disease patients concluded, “the present results indicate that periodontal disease is associated with the development of early atherosclerotic carotid lesions.” 58
Men under the age of 65 with a history of apical periodontitis have a greater risk of having a stroke.
Periodontal bacteremia is the presence of bacteria from periodontal infection that enter the blood. A study of a large medical and dental database in Tokyo reported that periodontal bacteremia “may play an important role in the development of various vascular diseases, such as Buerger’s disease, atherosclerosis and varicose veins.” 59 Research also shows that a “wide variety of bacteria, including oral bacteria, was found to colonize aortic aneurysms and may play a role in their development.” 60
In another study, two groups of patients, one with chronic periodontitis and the other with no history of tooth infection were compared for cardiovascular health risk factors in the blood. The researchers found that those with chronic periodontitis had increased serum cholesterol and LDL levels. 61 The association of periodontitis with increased serum cholesterol, as well as increased triglyceride levels, has been reported by many others. 62 , 63 , 64 , 65
The bacteria associated with chronic periodontitis strongly promote atherosclerosis, stroke, and heart attack.
The bacteria associated with chronic periodontitis strongly promote atherosclerosis, stroke, and heart attack through a series of mechanisms. These bacteria produce toxins that break down tissues and cause the release of acute phase proteins from the liver like fibrinogen and C-reactive protein. When tissues break down and start dying, the body initiates an inflammatory response in an effort to repair the damaged tissue.
When the bacteria and toxin presence is high and contained in a small vascular area, the inflammatory response and release of acute phase proteins lead to attempted repair of the tissue, which can then promote initiation of atherosclerotic changes if not self-limited. However, when the bacteria and toxin presence is ongoing, as with chronic periodontitis, the continued inflammation makes the developed plaque grow and eventually become unstable. In this state, the plaque is prone to breaking off and causing a heart attack or stroke. It is not always the most occluded arteries that cause the heart attack but rather the “hot” inflamed unstable plaques that are the most dangerous. The potentially lethal impact of this condition is further enhanced by the increased platelet clumping and blood clotting that these periodontal bacteria initiate.
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to Diseases of the Lungs
The ADA and AAE totally dismiss research performed by Weston Price over 90 years ago. In one of his studies, he found that patients with periodontal infections were 2.5 times more likely to develop pneumonia than those who did not have such infections. 66
Individuals with periodontitis were 2.8 times as likely to develop pneumonia in the hospital.
Interestingly, a recent study validates Price’s finding. It reports that individuals with periodontitis were 2.8 times as likely to develop pneumonia in the hospital (nosocomial pneumonia) as those without periodontal disease. 67 It would appear that Dr. Price was right on the button in his study.
Other investigators report that after providing periodontal treatment to a patient who had experienced many recurrences of chronic lung infections, the patient became free from these recurrences. 68 It has also been noted by medical researchers that dental infections can be an important source for septic pulmonary embolism (an infected blood clot blocking a main artery of the lung). 69
Individuals with periodontal infections were found to be five times more likely to have bronchial inflammation than those without such infections.
Chronic obstructive pulmonary disease (COPD) causes progressive damage to lung tissues that results in shortness of breath, cough, and sputum production. Typically, the disease will worsen in stages followed by plateau periods when it seems to remain unchanged. A study clearly linking periodontal infections with worsening COPD found that patients receiving periodontal therapy (not root canal treatment) to remove the infection in the tissues surrounding the tooth experienced a reduced frequency of worsening episodes. 70
In research showing the relationship between asthma and periodontitis, individuals with periodontal infections were found to be five times more likely to have bronchial inflammation than those without such infections. 71 Weston Price reported this correlation as well, as he reported a patient with chronic asthma that cleared up after extraction of five infected teeth. 72
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to Diabetes, Obesity, and Metabolic Syndrome
Metabolic syndrome is characterized by a combination of conditions including insulin resistance, hypertension, impaired glucose tolerance or diabetes, raised insulin levels, elevated triglyceride levels, and low levels of high-density cholesterol. It is usually accompanied by abdominal obesity, low energy levels, and fatigue. As a result of these conditions, metabolic syndrome is a well-established risk factor for coronary heart disease. Many studies have linked periodontitis with metabolic syndrome.73 , 74 , 75 , 76 , 77 , 78 , 79
This disease is also diagnosed as prediabetes. Other studies also independently link periodontitis with diabetes and obesity. 80 , 81
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to Neurological Problems
Weston Price had much to say about the relationship between infected teeth and maladies of the central nervous system. In discussing this highly prevalent condition he stated, “Our many studies on animals have revealed a definite tendency on the part of the organism, taken from dental infections of patients with central nervous system disturbances, to produce nervous disturbance in rabbits.” 82 Price reported on several different neurological conditions, including memory disorders and seizures.
One such case serves not only as a demonstration of the close relationship between root canal-treated teeth and diseases of the central nervous system, but also as an example of Dr. Price’s persistence in demonstrating the reproducibility of his work. In this particular case he extracted a root canal-treated tooth from a patient suffering from a severe disease involving the central nervous system. This tooth was placed under the skins of 30 consecutive rabbits. All of the rabbits died within six days. Furthermore, all of the rabbits developed neurological symptoms that were similar to those exhibited by the patient from whom the tooth was extracted. 83 , 84
This [root canal-treated] tooth was placed under the skins of 30 consecutive rabbits. All of the rabbits died within 6 days...all of the rabbits developed neurological symptoms... similar to those exhibited by the patient from whom the tooth was extracted.
In the last few years others have been reporting similar relationships. Periodontitis has been linked to increased severity of epileptic seizures, 85 the possible onset and progression of Alzheimer’s disease, 86 and greater neurological deficits in strokes. 87
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to Rheumatoid Arthritis
Early in his work, Weston Price linked rheumatoid arthritis with root canal-treated teeth. Although some of his patients showed marked improvement upon extraction of the offending teeth, he readily admitted:
We have, accordingly, come to be very guarded in the matter of giving encouragement for marked relief in all cases of deforming arthritis, because of the seriousness of structural changes, the abundance of the scar tissue (in this case of bony scar tissue), and the permanent susceptibility of such individuals. 88 [emphasis added]
One of the major studies used to “debunk” Price’s work, was performed on 52 patients with rheumatoid arthritis who also had root canal-treated teeth. Many wanting to justify the root canal procedure have over- interpreted the results to suggest that since the majority of the patients did not improve upon extraction of the root canal-treated teeth, there is no link between systemic disease and root canal-treated teeth. This fallacious interpretation was addressed earlier in this chapter.
Modern day investigators are now reporting on the periodontitis-arthritis link.
Nevertheless, animals that were injected with cultures from root canal-treated teeth extracted from patients with arthritis frequently developed strikingly similar arthritic deformities. In addition, modern day investigators are now reporting on the periodontitis-arthritis link. 89 , 90
Individuals with periodontitis had a 14% greater risk of developing cancer than those free of periodontitis.
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to Cancer
The origin of many cancers has been traced to sites of infection and inflammation. At the very least, periodontal disease is a chronic inflammatory condition. This inflammation becomes much more serious as the bacteria involved become anaerobic and begin to release toxins. Several investigators have linked dental infections with increased risk of cancer in several tissues, 91 including:
In addition to all of these correlations, another study found simply that individuals with periodontitis had a 14% greater risk of developing cancer than those free of periodontitis. 99
Periodontitis (and Therefore Root Canal-Treated Teeth) Linked to a Host of Other Conditions and Diseases
Justification for the subspecialty called Periodontal Medicine becomes more substantial as researchers continue to uncover more links between periodontal infections and systemic diseases. The following list is not exhaustive but demonstrates the broad correlation between periodontitis and disease. Periodontal infections have been associated with:
CONCLUSION
Dental professionals claim that there is no scientific evidence that links root canal-treated teeth with systemic disease. They are wrong. The evidence presented in this chapter demonstrates a well-established, clear, and undeniable connection. Regardless of whether the infection is associated with periodontal disease or the deeper bone infection called apical periodontitis, the infecting pathogens and their toxins have been linked to the presence of a wide array of diseases throughout the body.
While the dental industry readily admits some of the health risks associated with these focal periodontal infections, it continues to insist that root canal-treated teeth are unassociated with these links. Dental professionals claim that, although root canal-treated teeth may host bacteria, this does not prove that these teeth are infected. They are wrong again. Dr. Haley proved otherwise. Root canal-treated teeth do leak very potent exotoxins that directly cause tissue damage and disrupt cellular function. Bacteria present within the root canal-treated tooth produce these toxins.
Anatomical realities, as well as recent scientific studies presented in previous chapters, have shown that all root canal-treated teeth are chronically infected. If the root canal procedure does not introduce new infection into the tooth and jawbone, then the resident infection must still remain because of a failure to eliminate the original infection that was used to justify the root canal procedure in the first place. In addition, the presence of periodontal disease around a root canal-treated tooth will be a source of bacteria to directly enter the dentinal tubules through the outer cementum layer. Without an intact immune system within the root canal-treated tooth, these bacteria can then easily multiply and release toxins into the body. The root canal-treated tooth also serves as a reservoir to repopulate the periodontal area even after a technically successful treatment for periodontitis has been performed. Over time, then, more and more bacteria can invade the periodontal area and increasing amounts of toxins can be produced.
Many of the systemic disease connections that Dr. Price documented are now being confirmed and published in dental journals.
Price, Rosenow, and others clearly demonstrated the pathogenic nature of infected teeth; many were root canal-treated, others were not. Thousands of rabbits were sacrificed to demonstrate this. The ADA and the AAE have been denying Dr. Price’s “long-dispelled theory” for decades at great expense to very many patients. But the truth just won’t go away. If these organizations would or could only point to a few published studies that confirm their claim that the vast majority of root canal-treated teeth are free from infection, they could slay this dragon once and for all. They do not because the studies do not exist.
Many of the systemic disease connections that Dr. Price documented are now being confirmed and published in dental journals. Even the medical world is acknowledging the broad-reaching health risks associated with periodontal disease. At a minimum, dental professionals should be required to discuss these established risks and determine, with their patients, whether the benefits of a root canal procedure outweigh the health risks. Quite simply, the root canal procedure requires a fully informed consent explaining all of the potential systemic health risks before the patient decides whether to proceed. To date, this virtually never occurs.
For decades the AAE has loudly and boldly presented position statements claiming the unquestionable safety of the root canal procedure. These statements are reproduced and examined in the next chapter.
CHAPTER SIX: DEFENSE OF ROOT CANAL TREATMENT
The American Association of Endodontists: “The Treatment is Safe”
The American Association of Endodontists (AAE) is an independent member association that exists to protect and promote its members’ professional interests. A broad public acceptance of the safety and validity of the root canal procedure is needed in order to justify the AAE’s existence. This very reality forces a vehement defense of the root canal procedure and a powerful response against anyone, especially a dental professional, who would call this procedure into question.
That does not imply that everything the AAE does or says is not important or valid, but it does mean that the health needs of dental patients are easily trumped by the organization’s self-interest. Actual statements of the AAE have been reproduced below within their context to demonstrate the unscientific bias and even blatant misrepresentation of facts to protect and perpetuate a multi-billion dollar per year industry.
Some of the specific claims made by the AAE have been addressed in previous chapters. To avoid unnecessary redundancy, a more general analysis will follow the position statements that are reproduced here.
AAE Position Statements on Safety of Root Canals
On the 2014 website of the AAE, the safety of the root canal treatment is vigorously asserted. The organization clearly states:
There is no valid, scientific evidence linking root canal-treated teeth and disease elsewhere in the body. A root canal is a safe and effective procedure. When a severe infection in a tooth requires endodontic treatment, that treatment is designed to eliminate bacteria from the infected root canal, prevent reinfection of the tooth and save the natural tooth. 1 [emphasis theirs]
The AAE also asserts that it serves “the best interest of patients to understand there is no valid scientific evidence linking root canals to cancer or other health problems.”1
The 1994 Fall/Winter AAE informational newsletter addressed the concept that an infection in a localized area (a focal infection), in this case an infected tooth, is tied to systemic disease. On the front page of that newsletter, in large letters, it reads: “Root canal therapy safe and effective.” The subsequent text asserts that:
…exhaustive and meticulous scientific investigations proved that root canal therapy is a safe and effective means for saving teeth and that endodontically treated teeth do not serve as foci for infection in other parts of the body. 2
Another article in the same newsletter is entitled: “When infection does spread from an infected root canal.” In it the author concludes:
In the case of the acute periradicular [apical periodontitis] abscess, infection from the root canal spreads to immediately adjacent structures in the periapex [around the tooth root] and then to immediately adjacent fascial [connective tissue] spaces of the head and neck, resulting in cellulitis [bacterial skin infection] and systemic signs of infection. This is not an example of focal infection, where bacterial travel through the circulatory system and establish infection at a site distant from the focus of infection. 3
It is well-documented that subacute bacterial endocarditis can come from infected teeth or gums.
The above statement is absurd. How can the AAE state with authority that an infection from a root canal-treated tooth will always stay put locally around the tooth and never disseminate to the rest of the body? It is not a medically sound statement, and it defies simple logic. Of course an infection can spread to other places in the body. It is well-documented that subacute bacterial endocarditis can come from infected teeth or gums, which are foci of oral infection. A similar example is the brain abscess that is caused by a dental infection. It is clear that the AAE is not telling the whole truth.
AAE Position Statement on Toxin Dissemination
In the early 1950’s a Swiss dentist by the name of Angelo Sargenti began to use an alternative to gutta-percha to fill root canal-treated teeth. This filler was a paste that contained paraformaldehyde. In 1991 the AAE issued a strong statement against the use of this chemical in the root canal procedure:
Paraformaldehyde-containing endodontic filling materials or sealers (frequently known as Sargenti pastes, N-2, N-2 Universal, RC-2B or RC-2B White) should not be used for endodontic treatment because those materials are unsafe. Extensive scientific research has proven unequivocally that paraformaldehyde-containing filling materials and sealers can cause irreversible damage to tissues near the root canal system including the following: destruction of connective tissue and bone; intractable pain; paresthesia and dysthesia of the mandibular and maxillary nerves; and chronic infections of the maxillary sinus. Moreover, scientific evidence has demonstrated that the damage from paraformaldehyde-containing filling materials and sealers is not necessarily confined to tissues near the root canal. The active ingredients of these filling materials and sealers have been found to travel throughout the body and have been shown to infiltrate the blood, lymph nodes, adrenal glands, kidney, spleen, liver and brain. 4 (emphasis ours)
This AAE statement about paraformaldehyde-containing root canal filling materials admits that scientific research demonstrates that the paraformaldehyde contained in such materials does not stay confined to the tissues near the root canal. This is true and the warning is justified. However, if paraformaldehyde can infiltrate the blood, lymph nodes, adrenal glands, kidney, spleen, liver, and brain from a root canal-treated tooth, then there is nothing to keep bacteria and their associated toxins that reside in the same tooth from infiltrating into those systems and organs throughout the body as well.
If paraformaldehyde can disseminate systemically, bacterial toxins most certainly disseminate as well.
Systemic dissemination of toxic dental chemicals is not somehow magically limited to paraformaldehyde. The bacterial toxins noted above readily enter the blood and lymphatic circulations, and they easily pass through tissue membranes making systemic dissemination a certainty. If paraformaldehyde can disseminate systemically, bacterial toxins most certainly disseminate as well.
AAE Position Statements Against Tooth Extraction
In a section about root canal treatment “myths” on the AAE website regarding the subject of extraction as an option to a root canal procedure, the organization states:
Saving your natural teeth, if possible, is the very best option.
Nothing can completely replace your natural tooth. An artificial tooth can sometimes cause you to avoid certain foods. Keeping your own teeth is important so that you can continue to enjoy the wide variety of foods necessary to maintain the proper nutrient balance in your diet. If your dentist recommends extraction, ask whether root canal treatment is an option.
Endodontic [root canal] treatment, along with appropriate restoration, is a cost-effective way to treat teeth with damaged pulp and is usually less expensive than extraction and placement of a bridge or an implant.
Endodontic treatment also has a very high success rate. Many root canal-treated teeth last a lifetime.
Placement of a bridge or an implant will require significantly more time in treatment and may result in further procedures to adjacent teeth and supporting tissues.
Millions of healthy endodontically treated teeth serve patients all over the world, years and years after treatment. Those healthy teeth are helping patients chew efficiently, maintain the natural appearance of their smiles and enhance their enjoyment of life. Through endodontic treatment, endodontists and dentists worldwide enable patients to keep their natural teeth for a lifetime.5 (emphasis theirs)
AAE Position Statements Examined
Several claims in the AAE statements can be proven false. Six of these will be addressed one at a time.
1. “There is no valid, scientific evidence linking root canal-treated teeth and disease elsewhere in the body.“ 1
In most cases the reason for performing a root canal procedure on a tooth is because it is infected. This infection is diagnosed by patient symptoms, X-ray evaluation, or both. Chapter Five cites scores of “valid, scientific” studies that “link” periodontitis (infection of the jawbone around the tooth root) to a long list of systemic diseases. As we have shown, apical periodontitis associated with a root canal-treated tooth as well as the tooth itself can have similar adverse systemic health effects.
The appearance of “periodontitis” around root canal-treated teeth has been used to determine the failure rates of this procedure in a number of large “valid, scientific” dental studies (documented in Chapter Three). The two dimensional X-ray diagnosed infection rate in root canal-treated teeth was as high as 64.5%. Conventional X-rays fail to show an additional 20% or more of these infections due to technical limitations. A huge percentage of root canal-treated teeth are nevertheless demonstrably infected, while others are infected but simply undetected by X-ray.
If a tooth with periodontal disease is linked to systemic diseases, then a root canal-treated tooth with apical periodontitis is linked to the same diseases.
These periodontal infections have been linked to systemic diseases by a number of “valid, scientific” studies (see Chapter Five). If a tooth with periodontal disease is linked to systemic diseases, then a root canal-treated tooth with apical periodontitis is liked to the same diseases.
The fact that the root canal treatment fails to eliminate infection establishes its relation to systemic disease. But, the infected root canal-treated tooth is potentially even more dangerous because it allows the infection to proliferate, often without detection, as long as the tooth remains in the mouth, and the act of chewing on such a tooth generates very high pressures, pushing pathogens and toxins directly into the venous and lymphatic drainage pathways in the jawbone.
2. “As recently as 2013, research published in JAMA Otolaryngology—Head & Neck Surgery , found that patients with multiple endodontic treatments had a 45 percent reduced risk of cancer.” 5
The AAE has used one handpicked artifact from this study to mislead readers to a false conclusion. This is a very deceptive for a couple of reasons:
The study was performed to “test the association between dental caries and head and neck squamous cell carcinoma (HNSCC)” not to determine the impact of root canal-treated teeth on the incidence of cancer. Test subjects were divided into thirds based on the incidence of dental caries (cavities). Of the top third of those with cavities who had undergone root canal treatments, 45% had less incidence of HNSCC. Interestingly, those with three or more cavities had 68% less incidence of HNSCC.
Multiple root canal treatments were seen as objective measures of a long-standing history of cavities. The researchers’ only stated conclusion: “There is an inverse association between HNSCC and dental caries.” In other words, the more cavities, the lower the incidence of HNSCC. Using the AAE’s logic, people could reduce their risk of getting HNSCC by engaging in activities that would produce more cavities.
Science should be the complete and objective reporting of the facts after evaluation of ALL the data and should never show bias.
What is even more disturbing is that the AAE put this article on their website while NEVER putting any of the numerous studies listed in this book that show the negative health impact of root canal-treated teeth. Science should be the complete and objective reporting of the facts after evaluation of ALL the data and should never show bias. Selectively picking articles that are favorable to a position, while omitting all negative articles is not science. Any organization that does so can no longer be considered a scientific organization, but rather a biased and ideologically self-serving group.
3. “…exhaustive and meticulous scientific investigations proved that root canal therapy is a safe and effective procedure.”
Considering the fact that dentists performing root canal procedures have been fighting the concept of the dissemination of focal infection for nearly 100 years, it would seem logical that if research “proving” the safety of the treatment did in fact exist, it would be front and center. Of all the studies listed on the AAE website, none of them prove, or even claim to prove, anything, much less the safety of the root canal procedure.
Three recent studies... show that individuals who have undergone root canal treatment are more likely to have coronary heart disease.
It is true that hundreds of millions of these procedures have been performed in the last 100 years and that there is little, if any, evidence that significant numbers of people have succumbed as a direct result of the procedure. However, it is not “proof” that a treatment is without health risk if a proper scientific study is never performed.
In fact, three recent studies, one that was published in the Journal of the American Dental Association , were cited in the last chapter to show that individuals who have undergone root canal treatment are more likely to have coronary heart disease than those who haven’t had any root canal treatments. If a dental procedure increases the incidence of a deadly disease, is it really safe?
4. “When infection does spread from an infected root canal… In the case of the acute periradicular abscess, infection from the root canal spreads to immediately adjacent structures in the periapex and then immediately adjacent fascial spaces of the head and neck, resulting in cellulitis and systemic signs and symptoms of infection. This is not an example of focal infection, where bacteria travel through the circulatory system and establish infection at a site distant from the focus of infection.”
Although this statement is not untrue on its face, its unstated purpose is to make the claim that apical periodontitis is not an example of a focal infection. Yes, the infection does first spread to the tissues immediately adjacent to the root canal-treated tooth. This is true. But what they fail to state is that this infection, like any other infection in the body, can also enter the circulatory system and be spread systemically. Making the statement that this infection can only remain adjacent to the tooth is completely false and misleading. And the lymphatic and venous drainage at the apex of the tooth makes such spread even easier.
Research confirms the migration of periodontitis-associated bacteria through the circulatory system. As cited in Chapter Five, bacterial DNA “typical for endodontic infection” has been found buried in the arterial walls of patients with coronary heart disease and blood clots aspirated from the blocked arteries of heart attack victims. Since both the clots and the plaques reside in the circulatory system, it seems clear that pathogens from anywhere around the tooth can be disseminated via this pathway.
5. “Saving your natural teeth, if possible, is the very best option.”
This statement assumes overall health is not an important issue. If health is not an issue, then the claim is true. For some, the appearance of a mouth full of healthy teeth seems to be more important than actual health, especially in the younger generation.
However, when overall quality of life and economics are considered, a bridge, implant, partial denture, or perhaps even a missing tooth is preferable to a stroke, heart attack, cancer, arthritis, dementia, diabetes, and other systemic diseases. Links from infected teeth to each of these conditions have been demonstrated in the scientific literature. Causality has not been proven, but neither has any study proved that these infections are not involved in the initiation or worsening of these diseases.
Patients are rarely told of the possible health risks prior to [root canal] treatment, and therefore are not really given the opportunity to make an informed choice.
Throughout all of the medical literature causality is rarely proven, as costly large prospective studies are generally required to establish this. And even though an established link does not mean cause-and-effect, the resolution of a disease by removing an established link or risk factor is, in fact, compelling evidence for a cause-and-effect relationship.
Unfortunately, patients are rarely told of the possible health risks prior to treatment, and therefore are not really given the opportunity to make an informed choice.
6. “Endodontic treatment also has a very high success rate. Many root canal-treated teeth last a lifetime.” 1
Several root canal treatment evaluation studies cited in Chapter Three report “success” rates between 39%-59%. These figures are based on the observation of periapical lesions with two-dimensional X-rays. Three-dimensional X-rays reduce those “proofs” of success by about another 30%. Depending upon one’s definition of “very high success rate” this may or may not be acceptable.
A root canal-treated tooth is hollow and porous. Endodontists believe that these teeth contain a filling and sealer that makes them harmless. Substantial research shows that such teeth contain pathogens and toxins which continually leak out of the inside of the tooth, and are far from harmless. If the research showing that root canal-treated teeth are still infected is valid, the fact that such a tooth remains in the mouth is cause for serious concern.
The Danger of Professional Organizations Like the ADA and the AAE
The mere size of the ADA and its specialty organization, the AAE, both in terms of membership and money, gives them policy clout that is not necessarily merited. These groups are advocates for their constituent members, not advocates for patient rights or health per se , and yet they are perceived as credible and even altruistic, all the while aggressively promoting procedures that arguably present systemic health risks to those patients subjected to them.
If the Food and Drug Administration (FDA) was diligently guarding the public health, the available scientific evidence on the safety of the root canal procedure would compel them to require a prominent display of a disclaimer that might read…
WARNING: This procedure may be hazardous to your health. Research has shown that it may increase your risk for heart disease, lung disease, kidney disease, dementia, diabetes, and arthritis.
Any dentist or endodontist reading this can breathe a sigh of relief. The FDA has shown no interest in this major threat to public health, and it is unlikely they will ever require such disclosure, even with intense public pressure. But, if they did, much of the multi-billion dollar dental industry would be decimated overnight. And that’s precisely why we believe that the ADA and AAE work so hard to quell any notion that root canal treatment may actually pose a significant health risk.
Because the ADA and AAE wield such powerful political lobbies, they pose an even more insidious risk. When a position statement appears in one of their professional newsletters or on one of their websites, it tends to become an accepted standard of care.
Dental professionals who deviate from the stated position do so at their own peril. Such deviation, regardless of the potential benefit to the patient, can be considered misconduct by the state dental boards, and the dentist can be brought up on such charges. In these cases, there is no fair trial, no benefit of a substantive defense, and no opportunity to present scientific studies that justify the dentist’s actions. Dental licensing boards set the rules. They have unquestioned and unlimited authority to penalize dentists who deviate from the standard of care, and they can revoke licenses as they see fit. A license to practice dentistry is considered a privilege, not a right. Therefore, “standard of care” is determined by the profession itself, and any dental board prosecution does not permit the rights accorded in the constitutional court system.
This reality suggests some important questions:
Unfortunately, no one’s minding the store! What’s worse, as in so many arenas, there is little or no tolerance for a dissenting voice—regardless of evidence, experience, or logical validity. A thinking dentist who is legitimately concerned about his patients’ health can quickly find himself or herself unemployed and even unemployable (see the Preface). It is not likely that this book will change the status quo regarding dental procedures in the near future, but it is hoped that it will provide the ammunition necessary for individuals to make informed decisions and to insist on the optimal dental care for themselves and their families.
CHAPTER SEVEN: CASE HISTORIES OF ROOT CANAL TREATMENT
Clear and Present Danger
Personal & Professional Experience of Robert Kulacz, DDS
Admittedly, personal observations by one dentist are insufficient proof of anything. However, many years of training and practice as a dentist have provided numerous confirmations of the dangers associated with the root canal procedure that have been substantiated by many researchers through the years. I recount a few of those many experiences here to further demonstrate the health risks associated with root canal-treated teeth.
In addition, these accounts serve as examples of the refusal by many of my colleagues in the medical and dental professions to accept needed changes in long accepted practices in spite of the abundance of past and present evidence that more than justifies such changes.
Fellow Students “Altering” Procedures
When I was taught to do root canal procedures in dental school the importance of sterilizing the root canal space was emphasized. This was deemed so important by the dental professors that we were required to take a specimen for culture from the inside of the root canal and send it to the lab to see if any bacteria would grow. Only when the culture came back negative, meaning that there was no growth of bacteria from the specimen, were we allowed to finish the root canal procedure.
They would often fake this test by placing a sterile collecting swab into the culture media without actually taking a sample from the root canal space in the tooth being treated.
During the time of my training, many students became frustrated because the culture results kept coming back positive. Because of this, they would often fake this test by placing a sterile collecting swab into the culture media without actually taking a sample from the root canal space in the tooth being treated. This way a negative culture would be guaranteed, and they could then finish the root canal procedure.
But even if the students were conscientious and eventually submitted samples that showed no growth, this was no assurance that the tooth was sterile. For one thing, most of the bacteria infecting root canal-treated teeth are anaerobic, meaning that they cannot live or grow in the presence of oxygen.
Even if the culture came back negative, it would be useless in predicting whether the root canal-treated tooth was infected with the more commonly present anaerobic bacteria.
These anaerobic bacteria have to be cultured using specific techniques not ordinarily employed. Some of these bacteria are very slow growing and need to be incubated for up to two weeks to see growth, longer than the normal two to three days as was the procedure at the time. So, even if the culture came back negative, it would be useless in predicting whether the root canal-treated tooth was infected with the more commonly present anaerobic bacteria.
Extracted Root Canal-Treated Teeth Fail to Pass the “Smell” Test
When I was still a practicing dentist, I would often have occasion to extract root canal-treated teeth. The indications for the extractions were because X-ray revealed periapical infections or because the teeth were only being extracted as part of an orthodontic treatment protocol (braces). Removal of these root canal-treated teeth was always an enlightening event for the patient having the extraction.
If a patient was not completely convinced of the need for extraction before the procedure, that quickly changed afterward. I made it a point to show the extracted tooth to the patient. Many times it was discolored, with infected tissue around the tip of the root. I would also show them the mushy or discolored diseased bone that I removed from the extraction socket.
My dental assistant once described an extracted root canal-treated tooth as smelling like a dead mouse that had been decomposing for a while.
But the most convincing moment came when I let the curious patient smell the extracted tooth. With a predicable jolt, the patient’s head would turn to the side. The odor of dead and infected tissue is an unforgettable smell. My dental assistant once described an extracted root canal-treated tooth as smelling like a dead mouse that had been decomposing for a while.
By contrast, healthy teeth extracted for reasons such as braces have normal color and no foul odor. They are not infected, and therefore have no associated dead and rotting tissue.
Cause of Death: A Root Canal-Treated Tooth?
Mr. Smith’s condition was deteriorating rapidly. It had been a month since his shortness of breath forced him to be admitted to the hospital. His family was gathered in a conference room along with two of his physicians.
The pulmonologist (lung specialist) spoke to the group: “We do not have any answers as to the cause of Mr. Smith’s condition. We looked everywhere for a primary source for the infection but we found nothing.”
At that point I felt compelled to speak up. “No you didn’t. You didn’t check his mouth. Mr. Smith has two root canals and moderate to severe gum disease.”
The pulmonologist appeared to completely ignore my comment, although his quick glance at the cardiologist sitting in the corner appeared to be an attempt to see if he had support in regarding my suggestion as ludicrous. At the time, the oral-systemic disease link was not much discussed in the dental and medical professions, and it was very clear to me that this physician was not willing to even entertain the possibility of an oral focus as the cause of Mr. Smith’s condition. Unfortunately, Mr. Smith died the next day.
With the family’s permission I obtained Mr. Smith’s complete hospital record. There were more question marks and frustrated uncertainties in the chart than there were definitive answers. It seemed that nobody had any idea why Mr. Smith was sick. Certainly, nobody put into writing any scientifically plausible hypothesis as to why Mr. Smith was so sick.
And, still, there was no diagnosis. There was never a diagnosis.
Multiple consultations by a variety of medical specialists led to the same diagnostic dead-end. Even though his blood tests indicated that Mr. Smith had a bacterial infection, blood cultures for bacteria were negative. Lacking any clear answers for his condition, the treating physicians tried one antibiotic after another.
This non-focused, machine gun-like administration of multiple drugs continued until Mr. Smith’s kidneys and liver could no longer handle the toxic assault of these drugs along with the toxic effects of his underlying disease. Faced with this relentless toxicity and the ongoing stress of the unchecked infection, these organs finally began to shut down. And, still, there was no diagnosis. There was never a diagnosis. The question marks continued to pile up in the medical record.
Mr. Smith, however, is not such an unusual case. Many people die every day in hospitals without a clear diagnosis. The final cause of death in such a patient commonly ends up being the “diagnosis,” such as heart attack, blood clot, stroke, or respiratory failure. But what led up to so many of these “final causes” of death?
Sixteen years before his death, Mr. Smith had a root canal procedure on one of his teeth. During this treatment process he developed a heart infection known as subacute bacterial endocarditis (SBE). Bacteria from his infected, root canal-treated tooth entered the bloodstream and traveled to Mr. Smith’s heart. SBE is often a life-threatening illness. Although an infected tooth is not the only source of the bacteria or other microorganisms that can cause SBE, Mr. Smith’s SBE was clearly traced to his root canal-treated tooth.
During this [root canal] treatment process he developed a heart infection known as sub-acute bacterial endocarditis.
These pathogens invaded and grew upon one of the heart valves. The damage to the heart valve was so severe that it became necessary to do a heart valve replacement surgery. Mr. Smith still had that same root canal-treated tooth in his mouth in addition to others, and he had moderate to severe periodontal disease.
This raised a very significant and logical question: After already having had such a severe illness caused by a dental infection, why wasn’t the possibility of disease-provoking oral bacteria explored as a cause for Mr. Smith’s current illness?
Just as a chronic infection anywhere else in the body would have clinical significance in a medical work-up, the mouth should be no different. Instead the ADA insists that root canal-treated teeth can never cause or contribute to any systemic disease and is somehow the magical exception to accepted medical principles. As long as the root canal procedure is viewed as a “sacred” treatment that is beyond question, people will suffer and some will needlessly die.
Case: Root Canal Toxins Nearly Fatal
A root canal procedure is judged to be a success when the pain has gone away and the bone around the root that was previously involved with the infection appears healed on X-ray examination.
Most endodontists will perform a root canal procedure on any tooth that is technically treatable by the procedure regardless of the degree of infection or of the virulence and disease-causing capabilities of the microbes that are involved. In fact, a grossly infected tooth is one of the primary reasons that many root canal procedures are performed. The endodontist actually believes that the root canal procedure can sometimes eliminate the infection in such a tooth, and that any remaining bacteria will remain safely entombed within the tooth.
I observed this first-hand when a physician in my town had a problem with a root canal-treated tooth. This physician had a root canal procedure started on a front tooth on a Thursday. By Saturday he was in so much pain that he called his endodontist back.
On his way home, the physician began to feel extremely ill. He told his wife to drive him to the hospital emergency room.
Endodontists seldom recommend extraction of any tooth that they consider “restorable,” no matter how infected it may be. This physician’s endodontist agreed to see him that morning, and proceeded to lightly instrument and irrigate the root canal space.
On his way home, the physician began to feel extremely ill. He told his wife to drive him to the hospital emergency room. Upon arrival he was barely lucid. He was running a high fever, his heart rate was above 160 beats per minute, and his blood pressure was dangerously low.
He kept pleading with the emergency room staff not to let him die. The doctor was then admitted to the intensive care unit in a state of shock. The infectious disease specialists began treating him with antibiotics. The antibiotics they chose were primarily useful in killing aerobic bacteria, which are bacteria that thrive in the presence of oxygen.
However, these drugs were not effective against the bacteria inside the root canal-treated tooth, since those bacteria were living in an oxygen-deprived environment and were anaerobic bacteria. Furthermore, the tooth no longer had a viable blood supply since the pulp was removed in the root canal procedure. This made it impossible for even the correct antibiotic to get inside the tooth where the infection persisted. Therefore, the antibiotics administered were of no use in fighting this infection. More importantly, it was the extremely potent toxins that the bacteria produced that were introduced into the bloodstream just a few hours before—during the instrumentation of the root canal space— that caused the toxic shock.
It was the extremely potent toxins that the bacteria produced that were introduced into the bloodstream just a few hours before—during the instrumentation of the root canal space—that caused the toxic shock.
Antibiotics can only affect the bacteria directly. Antibiotics have no effect at all on the toxins that these bacteria have already produced. Neither the physicians nor the attending dentists were familiar with the oral bacteria and their pathogenicity in an oxygen-starved environment. Fortunately, this particular patient was an otherwise healthy young man with a relatively strong immune system. He was released from the intensive care unit after three days of being extremely ill with no apparent permanent damage.
Had he been older or more immunologically compromised the outcome would likely not have been so favorable. But younger and stronger immune systems will often make clinical mismanagement look like appropriate, or at least acceptable, care.
It would now seem logical that you should have a tooth that nearly killed you extracted as soon as possible.
It would now seem logical that you should have a tooth that nearly killed you extracted as soon as possible. In fact, that is what I recommended. However, I received a call from an oral surgeon on the hospital staff who felt that the tooth could be saved by completing the root canal procedure. He stated that we had to try and save this tooth since this physician was a prominent member of the medical staff and the community.
The physician’s primary dentist also felt that the tooth could, and should, be “saved” and not extracted. In the face of these identical recommendations the physician decided not to extract the tooth but instead to complete the root canal procedure and keep the tooth. As mentioned earlier, there are few endodontists who would recommend extraction of any clinically restorable tooth regardless of the toxicity contained within.
Meanwhile, the same bacteria that nearly killed the physician earlier remained within the porous dentinal tubules of his root canal-treated tooth, continually producing and releasing the same toxins into his body. His next illness only awaits the eventual inability of his immune system to keep on fighting this chronic infection and to keep on neutralizing the potent bacterial toxins being released. That failure of the immune system may take days, weeks, months, and sometimes years.
Furthermore, this chronic toxicity and inflammation coupled with other risk factors will often present as a life-threatening disease such as a heart attack, or even as the ultimate disease of immune failure, cancer.
When such a disease occurs years after the root canal procedure was performed, the appropriate correlation between this procedure and the onset of the disease is rarely made. As a result, the root canal-treated tooth remains in the jawbone, and the chronic infection and toxin production in that tooth continues.
Myocarditis Resolves After Root Canal-Treated Teeth Extracted—Heart Transplant No Longer Necessary
I had treated a patient who was in severe heart failure and scheduled for a heart transplant. He was referred to me prior to heart transplant surgery to clear all oral infections. He had several root canal-treated teeth and severe periodontal disease with infection spreading into the maxillary sinus. I extracted the infected teeth, curetted out the associated granulation tissue and infected bone, and curetted the diseased tissue from the floor of the maxillary sinus. The infection within the maxillary sinus was severe with purulent drainage in both the sinus and the jawbone.
Soon after, his ejection fraction improved to the point that a heart transplant was no longer indicated.
After receiving the microbiological culture results, I put him on the antibiotics shown to be effective against these bacteria. Soon after, his ejection fraction improved to the point that a heart transplant was no longer indicated. This patient undoubtedly had at least some degree of myocarditis acutely compromising contractility, and it was suspected that the toxin/infection removal allowed a sufficient amount of the inflamed myocardium to recover.
“Seeing is Denying” — Restored Health Upon Extraction of Infected Teeth Deemed “Coincidence”
Elizabeth was a 33-year-old female of normal height and weight with no history of any significant medical problems. One day she began having pain in the right kidney area. Her symptoms escalated to bouts of vomiting and diarrhea. Elizabeth’s blood pressure was severely elevated, she was rapidly losing weight, and she was suffering from extreme fatigue.
When Elizabeth arrived in my office her general appearance was poor. She was extremely thin with a pale complexion, and she could barely walk into the treatment room without feeling exhausted.
Elizabeth’s internist was concerned enough about her clinical appearance that she was then admitted to the hospital. Medications were given to control her blood pressure, and antibiotics were given to fight the apparent kidney infection. Although Elizabeth showed slight improvement while in the hospital, she continued to have pain in her right kidney area. She was also having difficulty keeping food down, and she continued to lose weight. Her doctors told her that it would take at least six months for her to get better and that there was nothing more that they could do. She was released from the hospital and was monitored as an outpatient.
Instead of getting better, Elizabeth got worse. Her family did not know what to do. The doctors did not seem to have an answer, and Elizabeth’s health continued its rapid decline.
Elizabeth’s mother heard from a relative about my work with infected teeth and their effect on general health. Although they had their doubts about how a tooth could cause such a serious medical condition they felt that they were at the end of the road and that no other medical options remained. Elizabeth and her family felt at this point that anything was worth a try.
When Elizabeth arrived in my office her general appearance was poor. She was extremely thin with a pale complexion, and she could barely walk into the treatment room without feeling exhausted. After a thorough medical history, I did a dental exam.
The dental exam showed that Elizabeth had one infected root canal-treated tooth and two other infected molars. Although she had no pain associated with these teeth, both the clinical exam and the X-ray exam confirmed the infection. It is always extremely important to evaluate all of the teeth under such circumstances, not just those that are painful.
When the immune system has been chronically weakened by a root canal-treated tooth, other infected teeth will sometimes not be clinically apparent. Remember that inflammation and pus production are indicators that the immune system is doing its job. Lack of these signs can just mean that the immune system needs to be unburdened before it can recover enough to react appropriately against other sub-clinically infected teeth.
Elizabeth then had the relationship between infected teeth and the rest of the body explained to her. She was told that if she were to go to her physicians with an infection on her hand of the same severity as was present in her teeth, it would receive top priority as a possible cause of her medical condition. But because physicians are not trained to look for dental disease as a cause for disease elsewhere in the body they did not even consider this possibility. And, of course, most dentists feel that dental disease is confined to the mouth only. This perspective has somewhat changed since The Roots of Disease was published in 2002, but the change is confined to the links between systemic diseases and periodontitis, not to root canal-treated teeth.
Although the importance of having the infected teeth removed was stressed, Elizabeth could not be guaranteed that they were causing her present condition. Another undiagnosed, non-dental infection could still be at least part of the reason for her illness. Nevertheless, Elizabeth elected to have the infected teeth removed.
Within days Elizabeth began to feel better. Two weeks after the extractions she went back to her physician. The physician found that Elizabeth’s blood pressure had returned to normal, and the high blood pressure medication being administered to Elizabeth was discontinued. When Elizabeth explained to her doctor that she had three infected teeth removed and asked him if that could have been the source of her problem, he said that it was “only a coincidence” and that the extraction of the teeth had nothing to do with her improvement. Even when these dental reasons for diseases are literally staring some physicians and dentists in their faces, awareness of this critical and common link between medicine and dentistry remains rarely appreciated.
Before the extraction of the infected teeth Elizabeth’s health had continued to decline for months. After the extractions her health immediately improved.
Within one month Elizabeth gained back all of her weight plus five pounds more. She said she was feeling fantastic. Before the extraction of the infected teeth Elizabeth’s health had continued to decline for months. After the extractions her health immediately improved.
The connection between the mouth and the rest of the body was indisputable in Elizabeth’s case. Yet medical schools and dental schools do not teach these important associations, so they remain unknown to most physicians and dentists for the entirety of their professional careers, while many other “Elizabeths” continue to “slip through the cracks.” And now, in 2014, the medical and dental schools still do not teach about the important connections between the mouth and the rest of the body.
Personal Observation: Nearly All Root Canal-Treated Teeth Are Still Infected
I have found that nearly all root canal-treated teeth that I have extracted still contain remnants of necrotic pulp tissue and are incompletely sealed by the root canal filling material. This was determined by microscopic examination. How could it be any different? The root canal procedure in which the pulp tissue is cleaned from the root canal space is an imprecise and blind procedure at best. There is no conceivable way that this evacuation of pulp tissue, especially in curved and divergent root canal systems, can ensure complete removal of all infected pulp tissue.
Pathology reports from extracted root canal-treated teeth also typically reflect the presence of infected and dead tissue that had never been completely removed from the main, central canal inside the tooth.
Furthermore, a significant portion of the area targeted for evacuation is physically far beyond the reach of the root canal instruments. And even if the pulp tissue was somehow 100% removed, the instruments cannot clean the miles of the surrounding infected dentinal tubules that always harbor bacteria when the pulp is infected.
And as has been discussed in Chapter Five, even a potentially sterile root canal-treated tooth will soon become infected without the positive fluid flow present in a vital tooth pushing outward through the dentinal tubules and preventing an influx of bacteria. The infection also takes hold since there is no longer a sufficient immune presence remaining in the tooth.
Although pain can be an indicator of infection, the lack of pain is no assurance that a chronic, low-grade infection is not present.
Pathology reports from extracted root canal-treated teeth also typically reflect the presence of infected and dead tissue that had never been completely removed from the main, central canal inside the tooth. Therefore, if we know that even the most accessible internal part of the tooth cannot be completely cleaned in most cases, it is obvious that the main bulk of the tooth surrounding this canal that is not accessible during a root canal procedure must always remain infected. This part of the tooth is comprised of the laterally radiating accessory canals and the innumerable, microscopic dentinal tubules. This further establishes that the purported goal of a root canal procedure, the elimination of bacteria and infection, can never be obtained.
Since the actual elimination of bacteria in the tooth is never really achieved, most endodontists can only hope that the bacteria have been eradicated. An X-ray can never detect the chronic harboring of bacteria in the dentinal tubules along with the metabolic toxins that they continually produce.
However, as has been now shown in 3D X-ray imaging, even if there is evidence of bone healing on 2D X-ray, most root canal-treated teeth continue to have demonstrable periapical pathology at the apical foramen. Toxins produced and released from bacteria within the root canal-treated tooth will never make a shadow on an X-ray. Furthermore, although pain can be an indicator of infection, the lack of pain is no assurance that a chronic, low-grade infection is not present.
As described earlier, pain is not always present, even in the most toxic of root canal-treated teeth. In fact, as already mentioned, the root canal canal-treated teeth that have the least discomfort and associated symptoms can be the most toxic. Just as in the example of women with infected tampons and toxic shock syndrome, severely toxic and even fatal consequences can occur in the absence of pain at the site of toxin production. In toxic shock syndrome this site is the infected tampon, and in the dental patient this site is the root canal-treated tooth.
Endodontists Refuse to Answer Legitimate Questions
Two prominent dentists who were members of a New York endodontic group attended a lecture that I gave. At this event, they attempted to refute most of the scientific data presented with unscientific information. They were also offered a significant collection of clinical data on root canal-treated teeth but refused to accept it for review. Later I re-contacted these same two dentists and faxed them a copy of the following questions.
The doctors never did respond. No replies to the questions or return phone calls were ever received.
After about three weeks without a reply, several phone calls were placed to their office. The response of the receptionist was always the same: “The doctor is unavailable and busy with patients but will call you back.” The doctors never did respond. No replies to the questions or return phone calls were ever received.
These seven questions were also officially presented to the AAE. An employee of the AAE, who identified herself as the public and professional affairs coordinator of the AAE, had one of the AAE dentists deal with this inquiry. Over the phone, this dentist was informed that a book on the root canal procedure was being written, and the official position of the AAE on several issues was being sought. He responded that he would be glad to help, and he stated that he had the authority to speak directly for the AAE. He requested that the questions be faxed to him and that he would reply in about a week.
A return call was finally received from a lady who identified herself as an assistant director of the AAE. She said that the AAE was refusing to comment on the seven questions that were presented!
When no follow-up phone call from this dentist was received, he was re- contacted. He now asked what the intentions of the book were. He was advised that the book was aimed at informing the public about the truth regarding root canal procedures. He said that the board of directors at the AAE had some legal issues to work out before the questions could be answered.
Again a follow-up call was promised for the following week. And again, no call was received. After attempting one more time to contact him, a message was left, and a return call was finally received from a lady who identified herself as an assistant director of the AAE. She said that the AAE was refusing to comment on the seven questions that were presented! She even commented, “The AAE is not here to help you write a book.” After she said that the AAE would freely supply such information to the general public, she was told that this was an inquiry from a member of the public and that answers were being sought regarding the AAE’s declared area of expertise. She continued to decline comment and the conversation ended abruptly. What are these dentists and the American Association of Endodontics so afraid of?
Every patient scheduled for a root canal procedure should be advised to ask their dentist these seven questions. Also, seek the answers directly from the AAE. In addition, the AAE has no scientific article to refute the work of Weston Price and E.C. Rosenow, although they claim that they do. None of the articles offered by the AAE effectively disproves the focal infection concept or the negative health effects of root canal-treated teeth.
You have a right to know the answers. It just might be tough to know which answers are correct. Demand to see the scientific evidence for all of the answers you are given. If such evidence is not forthcoming, be suspicious and more demanding, not less.
CHAPTER EIGHT: EXPERIENCE WITH ROOT CANAL TREATMENT
Before My Own Eyes
Personal & Professional Experience of Thomas E. Levy, MD, JD
Storybook Perfect—Almost
Thirty years ago I was just a “regular” cardiologist and a non-discriminating consumer of whatever the dental profession deemed most appropriate for treating whatever dental problem I might have had.
I had an adult cardiology practice in New Iberia, Louisiana after finishing up my training at the then-thriving Charity Hospital of New Orleans (never to re-open after Hurricane Katrina in 2005), Tulane University “division.” Charity Hospital had always been split 50-50 between the medical students, interns, residents, and fellows of Tulane Medical School on its eastern side, and the LSU Medical School on its western side. It actually made for a very vibrant and lively learning and living experience.
When I finally departed New Orleans for New Iberia, I was ready to start saving patients and continuing the enjoyment of my life to its fullest. I can’t say that I had any regrets over just about anything in my life between entering medical school in 1972 and practicing cardiology in New Iberia until 1991. I truly felt sorry for so many of my colleagues who seem so stressed out during their medical school and post-graduate training, and then during their high-volume private practices. I had nothing but fun. I felt blessed.
A Tiny Piece of Bone and a Root Canal
About 5 years into my practice in New Iberia, I bit into a piece of bone in a hamburger that I was eating. As fate would have it, the tiny piece of bone landed directly in the middle of a lower molar on the left side of my mouth. With one quick chewing motion, the upper opposing molar pushed that bone further into the lower molar and split it open, just like a perfectly split diamond that received just the right tap in just the right spot. The pain was immediate, as was the realization that an immediate dental appointment was mandatory.
When I finally saw the dentist, a friend of mine who whom I occasionally played racquetball, he quickly examined the tooth and declared that I needed a “root canal” on the tooth, and that it was best done by a specialist to whom he referred me about 30 minutes north in Lafayette, Louisiana. The only thought I had at the time was that root canals were always comically associated with excruciating pain and an overall ordeal (“That’s about as much fun as a root canal”). So, I looked for reassurance from my friend that it wouldn’t be the worst experience of my life, and he patiently explained that this dentist was extremely attentive in the anesthesia department, and that I would have no problems. And he was right. It was a snap. All that worrying for nothing...
The pain was immediate, as was the realization that an immediate dental appointment was mandatory.
Then it was back to life as usual. My tooth always felt fine, and I had absolutely no problems chewing on it. Modern dentistry, it appeared to me, had done its job just fine. I had experienced a problem, and now it was definitively resolved. If only that had been true—but maybe it was good that it wasn’t true, since it lead to incredible and profound changes in my life down the road. At least in my own life, some of the most important positive changes and new directions that I have experienced have resulted directly from enormously negative events pushing me in directions that I would never have otherwise chosen. But it would take a while longer, about 5 years longer, for me to be “pushed” into the next major change in my life. For those readers who believe we all have a destiny to fulfill, this probably makes a lot of sense. In retrospect, everything now makes enormous sense, although I did not have a hint of that perspective at the time.
Dream Move Interrupted by a Hard Shove Onto a New Path
For a number of personal reasons, I felt my time as a cardiologist in New Iberia had run its course by 1991, and I decided to move to Colorado Springs, Colorado to continue my professional career. I had always loved Colorado in my many skiing trips there, I was still single and I would not be disrupting anyone’s life but my own with a major move, and I decided it was the next significant step and direction for my life, from both an emotional and a logical point of view.
Colorado Springs did not turn out to be the pot of gold at the end of the rainbow for me. I never really enjoyed my life there anywhere close to the level of enjoyment that I had in New Iberia. As it turned out, another major negative event was ultimately awaiting me to push me into a whole new life direction.
After a few years, I had built up a significant solo practice in cardiology, particularly at one of the two hospitals I worked at in the city. It soon became apparent to me that my success was making a number of other cardiologists less than pleased. I had absolutely no “power” at this hospital. However, the hospital was very interested in making the 5-member cardiology group happy, as the income generated by them, including all the cardiac procedures and the many heart surgeries that resulted, was enormous. Had they ever taken most or all of their business to the other hospital in town, this hospital would have had enormous financial difficulty. Paranoid-sounding or not, they were looking to drive me out. Ultimately, they succeeded, although it ended up being on my terms.
I received a notice to appear before a hospital committee to review the “quality” of my work and to determine whether I should be allowed to keep my privileges.
I received a notice to appear before a hospital committee to review the “quality” of my work and to determine whether I should be allowed to keep my privileges. Several, perhaps all, of the cardiologists in the group of 5 made formal assertions that my complication rate was too high in my angiograms and angioplasties. Fortunately, I was able to determine the specifics of these charges before the committee finally met.
I hired a lawyer, but she never made it from Denver to Colorado Springs in time for the meeting, and she was of little to no help in the presentation I assembled. Perhaps the legal education I was to later receive began emerging before I ever went to law school, I don’t know.
Armed with the knowledge of the charges, along with knowledge that there was no factual basis for those charges, I put together a 25-page explanation of the nature of the coronary artery angioplasty procedure, along with the pathological and anatomic damage it is known to cause in the selective tearing it inflicts on the arterial wall. I supported all of this information with multiple citations in the current medical literature. Additionally, I clearly demonstrated that my “complication” rate was not only not increased, it was substantially lower than the typical complication rate reported in the medical literature of the day. I still had no assurance that these facts would win the day, as one of the group of 5 cardiologists, I had heard, had gone so far as to call me a “butcher” in the cardiac cath lab to members of the committee. Not surprisingly and more than ironically, he was the true butcher, as I had never seen a cardiologist perform procedures in a cath lab with such reckless abandon and lack of attention to multiple important details. But the committee was addressing me, not him, and an energetic exchange of “He said, she said” was going to do me no good at all.
I clearly demonstrated that my “complication” rate was not only not increased, it was substantially lower.
The committee was large, as I seem to remember roughly 20 to 30 doctors and other hospital staff in attendance. I handed copies of my explanation and analysis to all of them, and I then proceeded to read the entire document out loud as they each followed with their individual copy.
Following a very few questions after the reading of the document, I was asked to wait outside. Shortly thereafter, I was informed that there would be no curtailment of my privileges, but that I would need a “monitor”—one of the group of 5—for my cardiac procedures for a while going forward. I must say, I was stunned that my privileges were not taken away; it had seemed like a kangaroo court all the way. However, it appeared my written explanation saved the day. My only friend on the committee later told me, “You really blew them away with your analysis and references to the literature. I guess you just can’t push around a Johns Hopkins/Tulane doc without the science on your side.” I didn’t know if all that was completely true, but it was good to hear.
Following a very few questions after the reading of the document, I was asked to wait outside.
I immediately decided that I would wait a month, resign my privileges at the hospital, and do all my work at the other hospital. I knew that with future hospital privilege and malpractice insurance applications, the sudden quitting after a hospital inquiry would always raise a red flag. However, I had to go, as the literal wave of nausea that hit me every time I passed through the hospital entrance was too much to deal with on a regular basis.
However, there was still one big problem, or at least it seemed so at the time. The moment I terminated my privileges at this hospital, my income, and my workload, would be pretty much cut in half. There were many patients in Colorado Springs who would only go to one hospital and never the other. However, this did not deter me in following through with the decision to leave.
A few months later, while staring at the walls of my office in my now very low-volume practice, I began to wonder where I was going and the significance of what I was doing.
A few months later, while staring at the walls of my office in my now very low-volume practice, I began to wonder where I was going and the significance of what I was doing. I still enjoyed my cardiology practice, and I felt that I was really helping my patients, but it just didn’t seem like it was enough. I had no idea what I should be doing as well or instead, but I just had an overwhelming feeling that practicing regular “mainstream” cardiology was not what I wanted to be doing the rest of my life, or that it was part of my true life’s path. Instead, it felt like a bridge to something else. But where did the bridge lead?
Medicine that Truly Makes Patients Well—Taught by a Dentist!
Then, a few months later still, I met Dr. Hal Huggins at an alternative energy conference in town. We chatted, had lunch, and he was very insistent that I visit him and check out his dental clinic in town. I certainly had the time and it seemed interesting, so I took him up on his offer shortly thereafter.
Dr. Huggins’ clinic was nothing short of amazing. I saw patients clinically improving and abnormal laboratory tests normalizing with a program of dental revision, diet, supplementation, and lifestyle changes to a degree that I had never seen and that I did not believe was possible regardless of the treatment given. My second, and certainly my most significant, medical education was about to begin. And a dentist was going to turn out to be my most significant medical teacher.
I saw patients clinically improving and abnormal laboratory tests normalizing... to a degree that I had never seen and that I did not believe
was possible.
Dr. Huggins asked me to start doing consultative work on the many patients that came through the clinic, especially in their follow-up evaluations in the weeks and months after their typically two-week visit to his clinic. He offered a generous compensation for this work, and I was more than happy to take him up on his offer.
Things started going so well that I began to question the relevancy of my small, ongoing cardiology practice. I was learning an enormous amount of information on toxins, nutrition, and antioxidants like vitamin C. It was all information that had never been addressed at any level of my medical education in the past. Also, Dr. Huggins gave frequent conferences for dentists and physicians from around the world, and I began lecturing regularly with him.
I was learning an enormous amount of information on toxins, nutrition, and antioxidants like vitamin C. It was all information that has never been addressed at any level of my medical education in the past.
I finally terminated my cardiology practice about a year after I met Dr. Huggins, and I have never looked back. I have also not regretted it to even the slightest degree. I just thank God that I was given the opportunity to take that new direction in my professional life. And I had the group of 5 to thank! It certainly never would have happened without them. They gave me the time to think and the ability to take advantage of my first meeting with Dr. Huggins. I am absolutely certain that I would not have abandoned a full-time cardiology practice to explore a new direction with Dr. Huggins, but the group of 5 gave me a possibility that would never have been realized otherwise. From bad came good, once again.
“Only If You Want to Get Well”
Shortly after I signed on “full-time” with my consulting and lecturing with Dr. Huggins, I began to have severe headaches for the first time in my life. I was distressed, to say the least. I finally checked my blood pressure and found that it was very elevated. As a cardiologist, treating high blood pressure in many patients on a regular basis had been my “bread-and-butter,” but I never thought I would be dealing with it myself.
I started treating myself with little good clinical response, and I decided to talk to Dr. Huggins, as I still had a small number of mercury fillings in my mouth. Maybe they were the problem. Couldn’t hurt to ask.
Huggins cut to the chase: “Do you have any root canals?”
“Well, yes, one. Why?” I replied.
Huggins continued, “You won’t get rid of the high blood pressure until you get rid of the root canal.”
I was stunned, “That tooth feels fine. You mean I have to get that tooth taken out?”
Huggins didn’t miss a beat, “Only if you want to get well.” Dr. Huggins’ sarcasm was never very endearing, but it was predictable, as I got to know him better.
I already had the highest respect for Dr. Huggins at that point, and I was already enormously frustrated in my attempts to control my blood pressure. I just wanted to trust him (a natural patient sentiment that unfortunately is all too often misplaced), and proceed. The next day the tooth was extracted, and the socket was properly cleaned out. Shortly thereafter, my blood pressure began to normalize, and the headaches completely disappeared. I was stunned, but enormously appreciative at having substantially lowered my chances for eventually getting the stroke or the heart attack that often results from poorly-controlled high blood pressure. I also realized that I needed to learn a lot more (like everything) about root canal-treated teeth and their effects throughout the body.
My health actually improved so much that, in retrospect, I had no realization how significantly my health had already deteriorated by the ripe old age of 44. My energy, which I had never considered to be depleted, literally skyrocketed. And my mind also felt “born again” to me, as my concentration and memory improved to a degree I not experienced since beginning medical school roughly 20 years earlier. I pored through books and articles like I never had before.
The improvement of my medical and physical health, along with an excellent income without tremendous demands on my time, led me to my next step: law school.
To this day, I am still not sure why I went, except to say that it felt like the next step in my life. Witnessing the all-too-often travails that Dr. Huggins endured legally played a role in my decision as well, I am quite sure.
Dr. Huggins was never shy or timid in promoting the scientific models that he developed in treating dental conditions and improving medical diseases. And while many dentists and physicians worshiped the ground he walked on for the differences he was making in the lives of so many patients, many more dentists and physicians reviled him just as intensely, and they went out of their way to legally disrupt him in any manner that they could. Dr. Huggins actually had a lawyer on retainer to deal with the literal stream of negative events that eventuated from his dental and educational activities.
Although I have never practiced a single day of law in my life since receiving my law degree and then passing the bar in 1999, I feel the effort was worth it. Medicine, along with everything else we experience in our daily lives, has an enormous amount of legally-based issues that regulate and affect how it is practiced, along with what is allowed to be practiced.
There is no area of our lives in the United States where we have less freedom today than in the type of medical therapies we get to choose for ourselves. While our medical freedoms have slowly expanded since the Internet, the smartphone, and the dawn of an exciting new Information Age from which nobody can completely insulate themselves, we are still very far from being free of the overreach in healthcare extended by the government and the medical and dental organizations to which they largely give free reign in their treatment of the public. And this is compounded by a legal system that typically goes with the “majority rules” mindset in ruling on critical medical issues, even though significant progress often comes from those in the avant-garde minority. In science and medicine, when the majority rules in the place of scientific data and clear-cut results, everyone loses, except Big Pharma and their dedicated foot soldiers.
In science and medicine, when the majority rules in the place of scientific data and clear-cut results, everyone loses, except Big Pharma and their dedicated foot soldiers.
Shortly after I received my law degree, I published my first book, Uninformed Consent: The Hidden Dangers in Dental Care as a coauthor with Dr. Huggins. Since then, 8 more books and booklets have followed. What has amazed me a bit in retrospect is how all of the books have meshed together in the messages they deliver. It was certainly not completely intentional at the outset, yet they all very much lay down the scientific foundations for the concept of all diseases being caused and promoted by toxins and increased oxidative stress, along with the only truly effective therapies being those that can result in a build-up of antioxidant stores at the cellular level.
Friend’s Ailing Heart Demonstrates the Danger of Root Canal-Treated Teeth
About 10 years ago now, I witnessed what was, at the time, another life- altering event for me, at least in terms of how it shaped my thinking, especially with regard to the internal medicine subspeciality that I had chosen, studied, and practiced for so many years: cardiology.
I had just become a consultant to LivOn Laboratories, the producers of liposome-encapsulated nutrients, particularly vitamin C, when the owner of the company began to relate his own personal experience to me about the struggles he was experiencing with coronary artery disease. First diagnosed with heart disease only four years earlier, he described to me a clinical story that revealed what I could only describe as an incredibly aggressive, rapidly evolving type of atherosclerosis in his coronary arteries. In this fairly short period of time he had already experienced seven angioplasties and stent placements, always with a good technical result, yet his coronary artery disease continue to rage in the rest of his arteries.
I already knew about the effects of root canal-treated teeth on heart disease and heart attacks, although I had not yet done much of the research I was yet to do on this subject before publishing my book, Stop America’s #1 Killer! Reversible Vitamin Deficiency Found to be Origin of ALL Coronary Heart Disease . Nevertheless, I was already convinced that having root canal-treated teeth was a significant risk factor in the development of coronary atherosclerosis and eventual heart attack.
My friend called me one day, more than a bit depressed, and began relating how much new angina pain he was experiencing. His depression was more than understandable, since his numerous angioplasties did not seem to give him any long-term clinical stability whatsoever. Furthermore, without any exaggeration, the supplement regimen he was following was truly amazing. I had never, before or since, encountered anyone who was taking such a highly-dosed and wide array of quality nutrient supplements. I was amazed that he had any room left in his stomach to eat. He was even taking about nine grams of liposome-encapsulated vitamin C at that time, an amount that I have since found to resolve almost every clinical circumstance in which it was used.
He was in Las Vegas. I was in Denver, having relocated from Colorado Springs after finishing law school. I immediately advised him to fly over to me, and that I would take him the following morning to my personal dentist who I knew would do correctly and thoroughly whatever needed to be done. My friend had no idea whether he had one or more root canal-treated teeth in his mouth, but I felt certain there had to be at least one.
He had already experienced seven angioplasties and stent placements, always with a good technical result, yet his coronary artery disease continued to rage in the rest of his arteries.
He arrived, we had a bite to eat, and he went to his hotel room for the evening. When I arrived to pick him up the next morning, he was sitting in the lobby, appearing very depressed and even a bit teary-eyed as he related to me how much chest pain he had experienced throughout the night. He indicated that he saw no point any longer in going to see the dentist. I told him that was not an option, and I managed to get him into my car.
My dentist found only ONE root canal-treated tooth, and he promptly extracted it and cleaned out the infected bone remaining in the socket.
As amazing as this might sound to many people, my friend never had a single angina pain again. Furthermore, he had the opportunity to have a cardiac CT scan with venous contrast several years later (he was having no symptoms), and much of his arterial narrowing documented on earlier angiograms had resolved. In other words, after the one root canal-treated tooth came out, he stopped having chest pain, he stopped evolving further coronary artery narrowings, and he largely reversed the critical narrowings that had been seen earlier. For me, it was a combined scientific and emotional experience that remains hard to define.
A cardiac CT scan with venous contrast several years later... [showed that] much of his arterial narrowing documented on earlier angiograms had resolved.
This experience with my friend’s heart disease and its positive response to the extraction of his only root canal-treated tooth directly led me to plunge into the substantial research cited in my next book at that time, Stop America’s #1 Killer! The research involved in writing this book taught me an enormous amount about cardiology, a disease that I already felt held no significant secrets from me. I couldn’t have been more wrong. My training had taught me what to do after unstable angina or a heart attack had presented. I humbly realized as I combed through the literature that I had known, like most of my fellow cardiologists, very little as to why heart disease developed in the first place, and why some people can do everything right and still develop a problem with coronary atherosclerosis.
It was the research for this book, along with the writing and researching of the next book, Primal Panacea , that finally caused me to realize that all diseases are secondary to increased oxidative stress in the affected cells and tissues. It also became apparent to me that focal infections, such as seen in root canal-treated teeth, infected gums, and other infected teeth, reliably promoted increased oxidative stress via the dissemination of pathogens and pathogen-generated toxins throughout the body. Wherever the pathogens and toxins ended up and/or concentrated most would determine the degree of increased oxidative stress and ultimately the disease process that an individual would demonstrate. This all coalesced into the realization as to why the presence of root canal-treated teeth was a major risk factor for heart disease. This was because the steady stream of pathogens and toxins released from such teeth first encountered the high-pressure arterial system in the coronary arteries. Upon getting seeded there, the pathogens rapidly consume all the vitamin C present, and the focal scurvy that is initiated causes a chronic inflammatory response, which never resolves until the focal infection source is removed.
I humbly realized as I combed through the literature that I had known, like most of my fellow cardiologists, very little as to why heart disease developed in the first place.
The Negative Health Impact of an Oral Focal Infection Hits Home Again
Focal infection again hit home for me personally about two and a half years ago. I had basically good baseline health, but the laboratory testing that I had been following for years continued to show significant elevations in the CRP (C-reactive protein) levels, which is a strong indicator of chronic inflammation somewhere in the body, and it is also a significant risk factor for coronary heart disease and heart attack. I had been disturbed by its elevation, but I could not figure out how to get it down and resolve whatever the inflammatory/infective focus was in my body that might be causing it. However, I was convinced that I would eventually become another heart attack patient if I could not resolve it. I had even taken 100 grams of vitamin C intravenously daily for a week at one point, rechecked the test, and found that I only knocked it down a little bit, and only for a fairly brief time.
Then, on May 30, 2012, I chased a hostile neighborhood dog away from attacking my toy poodle. I was almost immediately stopped in my tracks with a sudden shortness of breath and tightness in my chest. I slowly and carefully walked back into my house and sat down. Within about 5 minutes, the symptoms had all resolved. I then recalled that I probably had similar symptoms a few months earlier when walking uphill, but I had pretty much gone into denial and decided to pay it no attention. However, I was a cardiologist. I had seen similar scenarios untold number of times in my own patients. There was no denying or dismissing this episode.
To me, the conclusion was inescapable. I now had a critical or sub-critical narrowing in one or more coronary arteries, and the encounter with the hostile dog had almost pushed me to a heart attack. I took very large amounts of IV vitamin C (100 or more grams daily) and many grams of liposome-encapsulated vitamin C orally for the next week. I also arranged to have a tonsillectomy at the end of that week.
I was almost immediately stopped in my tracks with a sudden shortness of breath and tightness in my chest.
A tonsillectomy? Dr. Josef Issels wrote on his experiences with treating advanced cancer patients back in the 1940s and 1950s. He noted that 97% of them had root canal-treated or otherwise infected teeth, and his treatment protocol, which was highly effective in resolving cancer and increasing longevity, began in the dental chair with the extraction of those teeth. He also routinely had these patients undergo tonsillectomy, even when the tonsils appeared grossly normal, and there had been no known occurrences of tonsillar infection by history. And perhaps most interestingly, nearly all the extracted tonsils showed evidence of significant ongoing infections and abscesses, even those that had appeared normal by routine examination.
Because of the experiences reported by Dr. Issels, I had always reasoned that the presence of root canal-treated teeth suffused the tonsils, especially the one on the side of the root canal-treated teeth, with an overwhelmingly large pathogen and toxin exposure. Many tonsils in younger people needed extraction because they were unable to completely return to normal after one or more bouts of tonsillitis. It appeared that the capacity of the tonsil to deal with an orally-based infection was significantly limited, and the “24/7” exposure to a root canal-treated tooth quite rapidly overwhelmed this capacity. In fact, largely based on Dr. Issels’ findings, it appeared to me that the root canal-treated tooth could be relied upon to convert an otherwise normal tonsil from protector to infector in fairly short order. How long did the root canal-treated tooth need to trash the tonsil? Hard to say. A month, a year? Probably no more than that.
I had always reasoned that the presence of root canal-treated teeth suffused the tonsils... with an overwhelmingly large pathogen and toxin exposure.
Since I was at the end of my clinical rope, I called an ENT doctor. I absolutely lied through my teeth and told him that I was sick and tired of having tonsillitis so many times in the last few years, and that since the tonsils were “settled down now” and in between infections, now would be a great time to take them out. He agreed, as I had earlier looked up the “indications” for tonsillectomy in an adult, and I made sure my “history” filled all the clinical requirements needed by the surgeon to proceed with the procedure.
Before the surgery, the ENT doc commented that my tonsils looked completely normal, but were perhaps a little enlarged. After the surgery was completed and I was fully recovered from the anesthesia, he came by to do a quick post-op look. He commented that everything looked fine. I asked him if he had noticed anything else of interest when he did the surgery. He replied:
“Well, now that you mention it, when I grabbed the left tonsil to begin taking it out, I caused a bunch of pus to starting coming out. It was pretty impressive.”
Two things should be noted here. The left side was the side where my root canal-treated tooth had been, even though it had been extracted about 18 years earlier. The second thing to note is that I had never had any form of tonsillitis in my life. It appeared very clear to me that root canals can trash tonsils, and that once-trashed, the affected tonsil(s) stayed trashed. My left tonsil had 18 years to recover and resume normal function, supported by a very good diet and great supplementation, and it could not do it.
However, let me also hasten to add that I would never advise an adult to get a tonsillectomy unless the indications were clear that it was needed to improve health after all other reasonable interventions had failed in reaching that goal. While I could not have been happier to have my tonsils out, especially after learning they were filled with pus, I have never had a worse experience in my life. Being a bit too macho for my own good, I went directly into my post-operative period without any help from anyone. In fact, I was continuing to care for my 90-year-old mother at the same time I was trying to recover my own health.
While I knew that tonsillectomies were a much bigger deal for adults than kids, I had no idea how much different the experience would be. At least for me, the post-operative phase was pure torture, and remained so for at least a full month. It took that long to reasonably start swallowing small portions of a regular diet. For the first week just swallowing water was inconceivably difficult. Because of this, my overall state of dehydration was exaggerated to the point that I would wake up in the middle of the night with the mucous membranes in my mouth and throat literally stuck to each other, in need of significant effort to get them separated again. It was the most peculiar and perhaps the most unpleasant sensation I have ever endured.
On the fifth post-operative night I woke up in the middle of the night and realized that I had been having bizarre dreams and even some hallucinations upon awakening, and that I was losing my general orientation. Somehow, in the middle of this altered mental state, I still was able to appreciate that I had not urinated for almost an entire day. For someone who typically drinks at least 2 to 3 quarts of water daily and urinates at least 8 times daily, I knew things were not going well for my body. I wanted badly to just go back to sleep, but I was quite afraid that in my advanced state of fluid depletion that I might not wake up again. Instead, I forced myself to prepare an IV of vitamin C and sterile water and administer it to myself. A couple hours later I urinated a bit, and I followed that with two more infusions over the next 4 to 5 hours. I was still miserable, but the urine was flowing once again, and at least I now felt I would survive.
I would wake up in the middle of the night with the mucous membranes in my mouth and throat literally stuck to each other.
In spite of this experience, I knew the tonsillectomy was necessary for my survival, or perhaps more accurately, to avoid the progression of my chest pain to the point of a heart attack. My general health improved rapidly after the surgery (and the prolonged, problematic post-operative period), and my laboratory tests improved as well. But they did not normalize. The CRP remained elevated, but substantially less so.
Roughly 6 months later, I had an opportunity to get a rapid cardiac CAT scan with injection of venous contrast. This allowed me for the first time in my life to visualize my coronary arteries. Sure enough, in the middle of the left anterior descending coronary artery, which is the most important heart artery in most people, there was a 40 to 50% narrowed area. I suspected that this area of narrowing had been critical, probably 70% or more, six months earlier. I knew, however, that when the bulk of infectious toxicity is removed from the body and high enough doses of antioxidants are taken on a regular basis, atherosclerosis will typically regress and sometimes revert to even an angiographically normal status. My coronary artery calcium score was zero at the time of the cardiac CAT scan, which further indicated to me that my overall diet, lifestyle, and supplementation regimen was pretty good, as long as I could avoid focal infections such as my root canal-treated tooth and the secondary chronically infected tonsil(s).
In spite of this experience, I knew the tonsillectomy was necessary for my survival, or perhaps more accurately, to avoid the progression of my chest pain to the point of a heart attack.
Around the beginning of 2013, I discovered that I was low in thyroid function and very low in my testosterone levels. Once again, my own medical problems led me to research and eventually write about the importance of sex hormones and thyroid function, which I had never really addressed before. These two issues ended up being discussed extensively in my latest book, Death by Calcium: Proof of the toxic effects of dairy and calcium supplementation .
I began taking dessicated thyroid hormone on a daily basis. Also, twice weekly I began intramuscular testosterone injections. Once again, after a few months of this new therapy, my health “jumped” another level in terms of energy and the need for only 7 to 8 hours of sleep nightly rather than 10. It once again brought home to me how good health can slowly but surely decline over the years, along with how very difficult it is to realize at any given point in time how significant this loss has been.
I was reasonably satisfied that I had done everything of importance in eliminating focal infection(s) from my body. However, my CRP still had not dropped into the normal range yet, and I kept on wondering what I was missing.
Another Dental Event Confirms the Danger of Infected Teeth
In January of 2014, I had another dental “event.” I was giving several lectures on vitamin C in Algeria, and my upper left second molar began to hurt. This had been a tooth that had been heavily decayed in the past and had undergone numerous filling procedures before finally being crowned about six months earlier. I took antibiotics and ibuprofen and hoped for the best. I was dreading having a crescendo of pain in the plane trip back across the Atlantic.
Very fortunately, the tooth settled down, and the pain disappeared completely after about a week. I saw a dentist locally in Biloxi, where I had lived for the last five years caring for my mother, and X-rays showed no obvious sign of infection. I chewed normally on the tooth for another five months.
The tooth then began to just not feel “right.” It was not painful, and I could usually chew anything I wanted on it. However, I knew something was amiss. At times it did hurt just a little when I chewed, and I knew that was never normal and certainly not a good sign for long-term tooth health. My CRP was still not normal, and my body/health intuition told me once again that there was still another focal infection to be addressed.
After ruminating on all of this for another month, and after reliving in my mind all that I had already gone through to reclaim my health and avoid having a heart attack, I decided that the tooth had to be extracted. I can’t say that I would ever be completely comfortable advising a patient to have such a tooth extracted with such little clear evidence of infection or pathology being present. However, this was my body, my tooth, and my health. I wanted it out, and if it turned out to be a completely normal tooth, then it was still completely on me and nobody else. I flew to my dentist in Denver to have the procedure done.
I had the X-ray taken again, and this time there was the suggestion of possible infection. Mind you, I was still going to have the tooth extracted even if the X-ray had been completely normal. I wasn’t sure if this was a better quality X-ray than I had six months earlier or whether the X-ray finding was truly new.
When the tooth came out, there were abscesses on each root tip, and there was further abscess and infection in the socket. All of this was meticulously debrided and cleaned out, along with complete removal of the periodontal ligament in order to optimize healing and the filling-in of new bone. I suspect that the extensive decay in this tooth many years earlier had progressed to a long-standing low grade chronic pulpal infection that recently became more acute.
At times it did hurt just a little when I chewed, and I knew that was never normal and certainly not a good sign for long-term tooth health.
Roughly two months later (late July 2014) I had my CRP retested. To my great satisfaction, the result was 2.02. The normal range for LabCorp on this test is 0.00 to 3.00. This test had been checked seven different times during the past one and one-half years. The average of those seven tests was 4.94, a very high and very abnormal CRP, almost certainly reflecting significant chronic inflammation in my body. But the infected tooth was now gone, and the CRP was well within the range of normal. For me, the concept of focal infection and its effects throughout the body is now a simple fact, as the removal of the infected tooth clearly normalized my CRP level. Chronic inflammation always accompanies coronary heart disease, and for the moment I am now comfortable that my risk for a heart attack has been significantly reduced.
CHAPTER NINE: ALTERNATIVES TO ROOT CANAL TREATMENT
Some Healthy Options
Several options exist to help out the patient who has had one or more root canal-treated teeth extracted, or to the patient who just elects to get an infected tooth extracted first before even proceeding to a root canal treatment. These options include bridges, partials or full dentures depending on the remaining mouth anatomy, implants, and doing nothing. Doing nothing is not a good option in many circumstances, but it can sometimes be the best option when the back molar is missing but chewing is not compromised.
It goes without saying that a healthy mouth that is free of cavities and free of periodontal disease is ideal. However, even with the most diligent home care regimen, tooth decay can sometimes occur which may eventually lead to pulp infection. In addition, damage to teeth caused by trauma can be the indication for a root canal procedure or tooth extraction. The question, then, is: What are the restoration options when the tooth pulp becomes infected, and the tooth is extracted rather than given a root canal procedure?
When the infected tooth needs to be extracted, the restoration options include:
However, because the ADA has unequivocally stated that root canal-treated teeth are 100% safe and can pose no systemic health risks whatsoever, patients will likely be led towards having a root canal procedure instead of an RPD, fixed bridge, or dental implant. Considering the ADA’s position on the root canal procedure, the encouragement to go in this direction is completely understandable.
To further complicate matters, if a patient decides to have a fixed bridge and somewhere down the line one of the abutment (anchoring) teeth becomes non-vital, the patient will have to make the choice to have a root canal procedure on that abutment tooth or to have that tooth extracted which necessitates removal of the entire bridge. After paying a sizable price for the fixed bridge, many people would be reluctant to remove the entire bridge that could have been “saved” with just a root canal procedure. Now the patient faces additional expense for a new bridge or dental implants. So the treatment decision is definitely not an easy one for the patient, especially when considering all of the expenses involved.
The decision to have a root canal procedure should be made by the individual patient who has been completely informed about all of the risks and benefits of the procedure.
As all root canal-treated teeth remain infected, the ability to tolerate a root canal-treated tooth varies widely from individual to individual, as does the degree of tooth toxicity. Extensive work by Dr. Boyd Haley did not find a single extracted root canal-treated tooth that did not have significant toxicity. And Dr. Haley tested over 5,000 consecutive extracted root canal-treated teeth. How these toxins will impact the health of any given individuals could vary greatly based on some known factors—such as genetic predispositions, immune status, antioxidant status, age, and general health—as well as by a future health status that cannot be known. Therefore, the final treatment decision should always rest with the completely informed patient.
Now let’s address in more detail the treatment options to restore the empty space after extraction.
“Do Nothing” Option
The first option is to do nothing. This may be an acceptable permanent option if the tooth that was extracted is a second molar. Most of the chewing is done from the first molar forward so it is very unlikely, functionally speaking, that this tooth would ever be missed. The only downside of leaving the second molar space vacant is the continued eruption of the opposing tooth. If there is no opposing tooth, or if there is partial occlusion of the opposing tooth by the first molar, then continued eruption of the opposing tooth will not occur.
Removable Partial Denture Option
If the extracted tooth is any other tooth besides the second molar or a wisdom tooth, then the empty space should be restored both for aesthetic reasons and, more importantly, to maintain the stability of the dental arch and the ability to chew optimally. The least invasive restoration to replace missing teeth is a removable partial denture (RPD). A RPD rests on the gum tissue and hooks onto the remaining teeth with various types of clasps. A RPD is completely removable so it is easily taken out of the mouth to clean.
Figure 9-1: A partial denture as a replacement for 5 lower molars. This appliance is removable for cleaning.
Fixed Bridge Option
Another option to replace missing teeth is a fixed bridge. A fixed bridge uses the teeth (called abutment teeth) on either side of the empty space as supports for crowns to fill in the space. The abutment teeth are prepared for crowns in the same way as for a regular crown procedure. Then, a one-piece restoration is fabricated where a tooth or teeth that are to fill in the empty space are connected to the two abutment crowns and the entire unit is fitted and cemented permanently in place. The major downside of this procedure is that a lot of natural tooth structure must be removed in the crown abutment preparation, which can sometimes lead to death of the pulp tissue. If both of the abutment teeth already have very large dental restorations in them, then only slightly more natural tooth preparation will be necessary and this option becomes more attractive.
Figure 9-2: A fixed bridge is permanently anchored to a tooth on either side. The anchor teeth must be filed down to accomodate the caps that hold the replacement tooth.
Figure 9-3: A surgical post screwed into the jawbone becomes the anchor for the replacement tooth in a dental implant.
Dental Implant Option
Dental implants have become a very predictable and reliable long-term solution to replacing a missing tooth. This procedure involves the implantation of a sterile titanium post as an abutment in the extraction site. The implant serves the same supporting function as the natural tooth or the root canal-treated tooth prepared as the support for a single crown or fixed bridge without the negative health impact delivered by bacteria and toxins leaking out of the root canal-treated tooth.
When placed in healthy, well-healed bone a dental implant can provide many years of function without the need to place crowns on teeth adjacent to the empty space in order to place a fixed bridge. Depending on the particular situation, an implant can be used to replace a single tooth or as an abutment for a bridge.
When performed as outlined below, a dental implant is always preferable to a root canal-treated tooth because a root canal-treated tooth can always be expected to negatively impact health substantially more than an implant, especially if it was properly-placed. Indeed, a properly-placed implant should have no discernible negative impact on general health.
Although some dental implants are placed immediately after extraction and are sometimes immediately restored, it is recommended that a dental implant procedure should not be started until new healthy bone has filled the extraction site. This important healing process requires a minimum of three months.
Unless bone grafts or sinus augmentation is needed to create more bone volume, the implant procedure is a painless and relatively straightforward procedure for a dentist trained in implant dentistry. Once the bone at the implant site is carefully measured, both by physical exam and X-ray evaluation, the dentist will select the appropriate implant size. An incision is made in the gum tissue to expose the top of the bone. Then a series of increasing diameter drills create a hole in the jawbone, and a sterile post made of titanium alloy is firmly screwed into place. When the top of the implant is flush with the bone crest, the gum tissue is sutured closed. The implant remains untouched under the gum tissue for three to six months as the bone heals and matures and essentially locks the implant into place.
After sufficient healing time the restorative process begins by reopening the gum tissue and an implant abutment is inserted onto the exposed implant. This implant abutment acts the same way as a natural tooth that has been prepared for a crown. At this point the restoration proceeds essentially the same way in which a crown is placed on a prepared natural tooth.
It is very important that the gum tissue around the implant be kept very clean, as the gum tissue does not insert fibers into the implant abutment like a natural tooth does to prevent bacteria from reaching the underlying bone. However, if this gum tissue is kept clean and plaque-free, it will keep a firm seal around the implant abutment, and it is likely that no bacteria will migrate into the bone.
The goal of this book is not to eliminate the root canal procedure per se . The goal is to state scientific research, to interpret it logically, to stimulate further objective and unbiased research into the safety of root canal-treated teeth, and to allow dental patients to make their own best treatment decisions.
CHAPTER TEN: CONSENTING TO ROOT CANAL TREATMENT
Dentistry — The Right Way
Patients need to understand proposed procedures and treatment protocols as completely as possible in order to make informed medical and dental decisions. At the same time, healthcare providers cannot really overdo their attempts to ensure that a patient fully understands a planned procedure along with the expected benefits and potential negative outcomes and long-term side effects. A healthcare provider’s full disclosure and patient agreement prior to treatment is called informed consent. It is the process in which healthcare practitioners and their patients “engage in a dialogue to explain and comprehend the nature, alternatives, and risks of a procedure” or treatment protocol.1
This means that a medical or a dental procedure, or a treatment plan, needs to be preceded by:
Many informed consents do not meet the standards outlined above. However, a great deal of legal wrangling and ultimately malpractice suits could be avoided by adhering closely to these standards. Furthermore, the “protection” is equally available for caregiver and patient. Patients need to be protected from inappropriate surgeries and procedures, and healthcare providers also need protection against patients who are litigation-prone, claiming they were never advised of a particular outcome for a given surgery or procedure.
Patients need to be protected from inappropriate surgeries and procedures, and healthcare providers also need protection against patients who are litigation-prone.
Probably the best mutual protection occurs when everything is recorded. This contains not only precisely what was said and discussed, but also the tones of voice and vocal inflections involved, which are vital in knowing how something was presented or stressed. Such recording might have been problematic or unduly complicated in the past, but the smartphone technology of today makes recording and permanently storing such evidence simple and economically feasible.
Dental Surgeries Are Medical Procedures
While consent forms are routinely filled out for dental surgeries and procedures, these consents typically limit themselves to advising what can happen in the short-term within the mouth only. This is no longer an acceptable form of informed consent. Certainly, many informed consents for medical surgeries and procedures are quite poorly executed as well. The big difference is that a medical patient undergoing any type of surgery is at least presented with a list of the potential adverse outcomes, which nearly always includes the possibility of heart attack in older individuals.
If a patient goes to his dentist with a painful tooth, and a root canal procedure is recommended, the patient must also be made aware of the increased possibility of developing coronary artery disease months or years after the procedure.
The literature has now established this connection, and any dental patient who is not told of this link and who later sustains a heart attack should, in theory, have a strong dental malpractice suit against the dental practitioner. But determination of malpractice is based upon the current standard of care. In legal terms, standard of care is the level at which the average, prudent healthcare provider in a given community would practice. So until the dental profession acknowledges these systemic risks, dentists will effectively not be obligated to inform patients of these risks, and patients will still not be making informed decisions. It will likely take several malpractice test cases before the standard of care is sufficiently changed to permit a truly informed consent.
The patient has the absolute right to a complete informed consent as to the dental and medical complications that could potentially result from that procedure.
All dental and medical procedures carry some risk. So once the patient is properly informed of all the risks of a procedure, the dentist has a right to do the procedure, and the patient has the right to receive the procedure. However, the patient has the absolute right to a complete informed consent as to the dental and medical complications that could potentially result from that procedure.
Just like many other procedures in medicine and dentistry, a percentage of root canal-treated teeth will develop recurrent symptoms and have to be re-treated. Patients should be informed of this possibility before deciding to have a root canal procedure performed, as this may be a factor in deciding whether to proceed with the procedure or just to extract the tooth.
Whether Recognized or Not, General Medicine and Dentistry Are Inseparable
Solid research demonstrates the intimate relationship between dental health and overall health. Studies confirm that what happens in the mouth, and specifically in and around the teeth, can have profound implications for the health in the rest of the body. Even so, the evidence showing this connection remains unknown or actively ignored by many general dentists, endodontists, and oral surgeons today. It is disturbing that much of the research on the systemic health risks associated with root canal-treated teeth is done in other countries.
Patients should have the right to change their mind at a later date if they decide to extract the tooth after root canal treatment.
It’s high time that dentistry is properly encompassed by general medicine. Dentistry is not, and never will be, a profession completely unto itself. Many dental pathologies, infections, and toxins negatively impact the general health of the patient. Denial of these relationships will continue to harm patients and put the long-term viability of a dental practice into increasing legal jeopardy.
The Patient Should Always Have the Right to Choose
Even if the root canal-treated tooth feels perfectly fine, as is often the case, the patient has the right to have it extracted and the dentist has the obligation to extract it when requested. Just as it is the right of the patients to choose either a root canal or an extraction at the time that the tooth pulp first becomes infected, patients should have the right to change their mind at a later date if they decide to extract the tooth after root canal treatment in order to optimally preserve their long-term general health.
The patient who has read this book and no longer wants the toxicity of a root canal-treated tooth circulating in their body needs to protect any dentist willing to extract that tooth.
Unfortunately, at the time of this writing dentists who are aware of the toxicity of root canal-treated teeth and who are willing to extract them when requested are still in danger of punitive actions against them by their dental boards. When a dentist’s action, including the extraction of a root canal-treated tooth, improves the health of a patient, it should be commended. But instead, dentists continue to face disciplinary action for extracting root canal-treated teeth.
Until that changes, the patient who has read this book and no longer wants the toxicity of a root canal-treated tooth circulating in their body needs to protect any dentist willing to extract that tooth. Therefore, it is strongly advised that the patient wanting the extraction of a root canal-treated tooth assert two things:
This way, the patient gets what he/she wants (and has the right to), and the dentist is protected by being able to assert in the patient’s chart in writing that the extraction was warranted due to chronic symptoms along with a specific request not to redo the root canal procedure. Furthermore, the dentist should routinely take a pathological specimen and culture for microorganisms from the base of the extraction site before cleaning out the infection and necrosis and document the presence of those findings with a confirmatory report. Patients and conscientious dentists alike must act in ways to have both their health and their licenses protected.
Patients and conscientious dentists alike must act in ways to have both their health and their licenses protected.
Root Canals and Heart Attacks
While the scientific data being accumulated now clearly show that root canal-treated teeth have at least an equal negative impact on body-wide health as any degree of periodontal disease, that connection can still be regarded medico-legally as “inconclusive” with the absence of direct prospective studies linking the presence of root canal-treated teeth and the incidence/severity of various diseases. However, the connection between the presence of root canal-treated teeth and an increased risk of coronary heart disease is now well-established and scientifically sound.
Therefore, the individual who has root canal-treated teeth and later has a heart attack or unequivocal evidence of coronary artery disease, such as on coronary angiography, now has a sound legal basis upon which to sue the dentist who did those procedures and provided no informed consent that such a risk of increased heart disease was at least a possibility.
Unfortunately, unless and until dentists are legally held accountable for the negative health consequences of these procedures, it is unlikely that the truth about root canal-treated teeth will ever properly reach the public awareness. It is our hope that the toxicity of root canal-treated teeth and their involvement in systemic diseases will soon be acknowledged by the dental profession without the need for malpractice lawsuits.
CHAPTER ELEVEN: TESTIMONIALS ABOUT ROOT CANAL TREATMENT
Patients Tell Their Stories
The following testimonials represent a small sample of cases where extraction of root canal-treated teeth demonstrated the presence of serious infection and resulted in a dramatic improvement in a variety of systemic conditions. Where appropriate, findings from pathology reports follow the testimonial.
Otherwise Untreatable Headaches
Since an early age, I have had a few root canals on various teeth in the upper left side of my mouth. In early 1999, I started to develop headaches that began on the left temple and radiated to the back of my head, behind my ear and my eye. The pain would come and go and I dealt with it for as long as I could.
I had been seeing my dentist regularly for check-ups and cleanings; in the spring of 1999, I required another root canal in the same spot, the upper left side. During the series of root canal visits, the pain intensified; I was taking four Advil every four hours to alleviate the pain. I could have used something stronger but I could not take narcotics and continue to work as a nurse.
The dentist did try to make an accurate diagnosis of my pain but stated that he felt that it was unrelated to my teeth. I proceeded to have a MRI, a visit with an Ear, Nose, and Throat doctor as well as a full exam with a neurologist. All findings were negative and the headaches remained a mystery.
I returned to my dentist and not being able to make a definitive diagnosis he suggested we pull the tooth that was last root canal treated. It took four weeks to heal because I developed a dry socket. I now was on narcotics, Vicodin to be exact, and still had no relief from headaches. This pain was the worst I have ever experienced; it felt like I had a hole in my gum that was open to the nerves in my face. Ultimately, the gum healed but the headaches persisted. Again, my dentist recommended a pain clinic to me since he could find nothing dentally wrong.
Understanding now that I was at a dead end, I was speaking to my mother-in-law who told me about Dr. Kulacz. She explained that he practiced “integrative dentistry”. When I asked her to explain she stated “he takes your whole body into consideration when you have a problem, not just your teeth.”
I had nothing to lose; I called Dr. Kulacz in August of 1999. I explained my symptoms to him over the phone; right then and there, he said “it sounds like you have some type of circulation problem to the bone and possible residual infection or dead bone where the extractions were performed. Come and see me right away.”
I saw Dr. Kulacz the next day. Within minutes, he had made a definitive diagnosis. “Your pain is from the damage that was caused by use of Novocaine with vasoconstrictors during all of the root canals you have had. In addition, all root canals you had were infected. I would like to remove the affected teeth and infected, dead bone at the extraction sites and your pain will likely be resolved”.
I had the surgery a day or two later and my headaches were finally gone. Subsequently, I had a partial bridge placed and have never had the same headache return.
Dr. Kulacz through his knowledge and wisdom truly saved me from a life of pain and potential death from the infection that could have spread to my blood stream. In addition, as a health care provider he has proven that you MUST consider the whole body; not just the teeth.
Most dentists don’t get involved in the medical history of their patients and most physicians don’t get involved with the dental history of their patients. I am so grateful that Dr. Kulacz took the time to listen to me, analyze my symptoms, and make the right decisions to alleviate my pain and let me go on with a normal life. He is truly an incredible dentist and human being.
-T.D., R.N., B.S.N., Mahopac, NY
Microscopic pathologic analysis of samples from the patient above found globules of a gray/translucent foreign material coated by polymorphonuclear neutrophils (PMNs) and coccal bacterial colonies. PMNs are a type of phagocyte produced by the immune system to fight inflammation and infection, and they are the predominant cells in pus. PMNs are also seen with lymphocytes in small fragments of necrotic fibrovascular tissue. The findings were consistent with subacute osteomyelitis (bone infection) with foreign material and bacterial colonies. The full pathology report on tissues obtained from the patient appears in Appendix E.
Chronic Arthritis Relief
Dear Dr. Kulacz:
There is no way I can thank you enough for helping me to get back to an active life again.
As you know I was wearing a brace on my knee, so I could hold off getting a knee replacement. I did get some relief.
Since you extracted two bottom teeth, which were infected, I have not been wearing my knee brace. I’m able to play golf and walk without discomfort. Overall, my arthritis is about 85% better.
Thank you and God bless,
-M.D., New York
Facial Neuralgia
Dear Dr. Kulacz:
Today marks the beginning of a new lease on life for me. I had a wonderful day thinking about how lucky I am to finally get a second chance to enjoy all those things with which I am so truly blessed. You know my story; but just for the record, I will summarize.
This past January, I decided to bridge my lower left molars: That was the sorriest day of my life. Each and every aspect of my life was compromised from that point on. I endured the most excruciating pain I had every experienced in my entire life which includes a 20-hour labor and delivery. My mouth was numbed repeatedly during endodontic procedures, many times without success. I experienced temporary face paralysis and repeated infections as well as many, many extremely unpleasant procedures—all without relieving any of my pain. The only way I was able to make it through each day was with the help of my very supportive friends and family. There were many nights I did not want to face another day and began to understand why people end their lives.
Short of pulling two teeth out of my mouth, I was referred to a neurologist who diagnosed me with facial neuralgia and prescribed Neurontin. The pain was somewhat relieved but I was unable to function as I am accustomed due to extreme fatigue and forgetfulness. The pain did eventually return and intensify.
As a last resort, I chose an alternative route—acupuncture. Fortunately for me, my Family Nurse Practitioner and Acupuncturist had just met you and thought you could possibly help me. After my conversation with you, I was upset to hear that the teeth I had been holding onto in vain would have to be removed and the bone tissue cleaned out properly. At that point, I was way beyond the “end of my rope” so I consented to the surgery. All the information I received from you was truly remarkable and professional and I had no doubt you would indeed help me.
I wasn’t the slightest bit nervous going into the procedure. The procedure itself was painless, without incident. You and your anesthesiologist, Dr. Greenspan, were a pleasure to deal with, and I will be an advocate in your crusade to educate those who suffer needlessly.
-T.S., New Jersey
Largely Pain Free
Dr. Kulacz performed cavitational surgery in the sites of three of my extracted wisdom teeth on July 12, 2000.
I was referred to Dr. Kulacz by my local dentist in Pennsylvania, because an ultrasound test indicated that I had fairly deep cavitations in my lower jaw on both right and left sides. In addition, one of my friends had recently undergone extensive cavitational surgery by Dr. Kulacz and highly recommended him to me.
Before undergoing surgery, I was given a packet of information including forms to be completed concerning my health history, information about techniques that would be used in my surgery, and pre- and post-surgical protocol. I was glad both to be well informed myself and that Dr. Kulacz would be well informed about my condition before my surgery. This information also assured me that much care would be taken to safeguard my health and to prevent further infection.
On the day of my surgery, my husband and I were given more than adequate time to discuss matters with Dr. Kulacz. Having heard various stories and rumors, I was somewhat concerned about possible nerve damage. Dr. Kulacz, by showing me photos of someone else’s surgery, explained that the larger nerves were encased in something like a sheath, and that there was essentially no reason to fear that they would be injured.
We also discussed the area of my previously extracted upper right wisdom tooth. Although the cavitat test had shown no problem in that area, Dr. Kulacz said that my panorex x-ray seemed to suggest that there might be a cavitation in that area as well. As he was concerned, he offered to check out that area also at no extra cost to me, and we agreed that this was the wise thing to do.
The general anesthesia was performed by an anesthesiologist whom Dr. Kulacz highly trusts and respects. The experience of the surgery during anesthesia was somewhat like a pleasant dream. After the IV was inserted, I began to feel sleepy, and before I knew it, I was barely conscious of anything except perhaps a vague sound of drilling. Then the next thing I knew, the surgery, which had really lasted about 3 hours, was over.
Dr. Kulacz seemed quite happy about the surgery even though he had found quite large cavitations; he had been able to successfully remove much of the infection in my jaw. He had found a large cavitation even in the upper right jaw, the area that had shown only a suggestion of a problem on the x-ray. We were so glad that we had decided to check out that area in addition to the more obvious ones.
Healing from the surgery took place quickly and easily. I fully expected to need painkillers after the anesthesia lost its effect, but the pain was so minimal that I didn’t need any. Thirteen days after the surgery I went to my local dentist to have the sutures removed. He and his assistant both seemed surprised that I had healed so well already. I also went to a clinic in Switzerland the following month and the doctor there also exclaimed, “Good job!” when he looked in my mouth.
-C.H., Pennsylvania
Congestive Heart Failure
L.M. of Armonk, New York had a heart attack at age 40, a second heart attack nine years later that was treated with coronary bypass surgery. When he came to my office at age 62 he was in congestive heart failure and awaiting a heart transplant. He presented with severe periodontal disease as well as chronic endodontic infections. After the extraction of his root canal-treated teeth and the effective treatment of his periodontal disease, his cardiac status improved enough that he was no longer considered a transplant candidate.
Headache and Sinus Congestion
C.C. of Ridgefield, Connecticut presented with a constant headache for one year duration as well as chronic sinus congestion in the left sinus. Both his dentist and an ear, nose, and throat specialist found no pathology or cause for his condition. After removing tooth #14 which was treated with a root canal, both his headaches and sinus congestion were immediately alleviated.
Microscopic pathologic analysis of samples from the patient above found that cross sections through the apical portions of the roots displayed abundant necrotic (dead) debris adjacent to endodontic materials in two apical canals, with chronic inflammatory cells in one canal. The diagnosis: Nonsuppurative pulpal necrosis of endodontically treated tooth and a periapical granuloma with chronic nonsuppurative osteomyelitis of surrounding bone. The full pathology report on tissues obtained from the patient appears in Appendix E.
Hearing Loss and Sinus Infection
To: Dr. George Meinig, C/O Bion Publishing
P.O. BOX 10, Ojai, CA 93024
January 28, 2002
Dear Dr. Meinig:
I just wanted to take the time to thank you first of all for writing such an informative book, Root Canal Cover-Up. It really made me even more aware of the possible connection between my poor health and my root canals. Even though the sad journey started for me over 10 years ago when I had my first root canal, I am thankful that the worst is over. I am now root canal free. I had a total of three removed all were infected.
I was suffering from severe stomach problems that started months after my first root canal. I was even hospitalized for Pancreatitis. The 7-day hospital stay cost over $25,000 and none of the specialists could find out what was causing the symptoms. They gave me medicine to relieve the symptoms but never could get to the root of the cause.
As you can see as you read my health history, it took several more years but finally I did find relief. I hope my body can fully recover from the years of infection and leeching metals. Right now I feel better than I have in years.
And that brings me to my final reason for this letter. I really want to thank you for referring me to Dr. Robert Kulacz. He was brave and skilled enough to venture into my sinus cavity and clean out the infection. He told me on the day of the surgery that if the infection returned that it was because there was a secondary infection in my upper sinus area that he could not reach. He said the ENT Doctor would easily be able to help me with any residual infection. But that was not necessary, Dr. Kulacz cleaned the area so thoroughly that he must have gotten all the infection because it has not returned. So thanks again for the referral, for your book, and for having the integrity to tell the truth.
-G.R.B., Rahway, NJ
CC: Dr. Robert Kulacz
The following health history was provided to Dr. Kulacz by G.R.B.
Discussed issue with my dentist (who performed the last 2 root canals):
He admitted that the horrible stench in my mouth (I smelled it when he inserted rubber dam) was due to bacteria from my root canals.
Specialist said root canals looked good on X-ray. But could not say for certain that bacteria was not causing my problem. Requested to be informed if once root canals were removed my symptoms improved.
One Week After Surgery:
A Miracle! The sinus infection is gone. No traces of it, and I feel wonderful. I am finally symptom free, with no root canals in my mouth,
Still partially deaf in left ear, I believe this will always serve as a reminder to me of just how dangerous to one’s health root canals can be.
CHAPTER TWELVE: BEYOND ROOT CANAL TREATMENT
Hidden Gangrene: The Cavitation
What is a Cavitation?
While the title of this chapter may seem a bit alarming and even a bit incredible, it is no exaggeration. A cavitation is a residual hole or defect in the jawbone at the site of an old, or “healed” tooth extraction. The contents of a cavitation typically consist of toxins, osteomyelitic and osteonecrotic (dead) bone, the presence of microbes, and various types of tissue fragments. Histologically, cavitation contents have distinct similarities to wet gangrene.
Cavitations are Common
It is a fact that cavitations are very commonly found in most people who have had tooth extractions; the vast majority of dental patients have one or more of them. The statistical incidence of cavitations was first presented in the winter 1996 issue of the Journal of Advancement in Medicine . In a review of 112 patients who were explored for possible cavitations, it was found that nearly 90% (313 out of 354) of wisdom tooth extraction sites had cavitated.1 Many of these cavitations were not at recent extraction sites. Typically, years and often decades had passed since the teeth had been extracted. All of the other extraction sites also demonstrated the ability to cavitate, although the incidence of cavitation lessened as the size of the teeth extracted became smaller or as the amount of infection present at the time of extraction was less. The bigger the hole and more pronounced the infection, the more likely that healing would be incomplete and remain incomplete. Once present, cavitations tend to remain; they will never heal spontaneously. Complete surgical debridement is required in order to get new, healthy bone to fill in the defect. Cavitations do not heal on their own without surgical intervention, no matter how much time is allowed.
Why Cavitations Develop
An important reason that cavitations develop is due to the nature of the standard extraction technique. The typical technique does not always remove the periodontal ligament and may not allow adequate blood flow through the cortical bone of the tooth socket to initiate new bone formation.
The tooth socket is a dense layer of cortical bone designed to withstand the forces of chewing. The tooth is held in place within the socket by the periodontal ligament. The periodontal ligament is a thin yet dense connective tissue layer that lines the socket, anchors the tooth to the cortical bone, and acts as a shock absorber to cushion the forces of chewing.
When the tooth is extracted but the periodontal ligament remains, the surrounding bone has no physiological awareness that the tooth is gone.
Oftentimes after extraction, the periodontal ligament remains attached to the cortical bone of the tooth socket. When the tooth is extracted but the periodontal ligament remains, the surrounding bone has no physiological awareness that the tooth is gone. The body may not initiate resorption of the periodontal ligament and cortical tooth socket bone, and new bone formation may not occur. Instead, only a small amount of new bone grows at the top of the extraction site, where the ligament ends, and the typical thin cap of bone over the extraction site results. Because new bone and the associated blood vessel plexus have failed to form, the bacteria introduced to the extraction site remain within the cavitation, creating a site of focal infection with the associated toxin release. Bone samples from the perimeter of the cavitation sent for microscopic analysis show both chronic osteomyelitis and osteonecrosis.
Because new bone and the associated blood vessel plexus have failed to form, the bacteria introduced to the extraction site remain within the cavitation, creating a site of focal infection.
Dentists should completely remove the periodontal ligament lining the tooth socket. If the extraction is due to periodontal disease or the tooth is a root canal-treated tooth, complete removal of the cortical bone socket is recommended in order to expose healthy, bleeding medullary bone. At the very least, the periodontal ligament should be removed, and a large number of closely spaced perforations through the cortical bone socket should be made with a burr to induce bleeding. This increased blood flow will increase the likelihood that the osteoclast cells will completely resorb the tooth socket and the osteoblast cells will initiate new bone formation. Failure of the cortical bone of the socket to resorb will produce the appearance on X-ray called laminar rain.
Historical Perspective on Cavitations
Although still not recognized by modern dentistry to be the common and toxic entity that it is, the cavitation was actually described as far back as 1915 by the dental pioneer, G. V. Black. While Dr. Black did not call what he found a “cavitation,” he nevertheless described very accurately the pathology and gross appearance as is described today. Dr. Black considered bone necrosis to be typical of the cavitation lesion and to be the ongoing factor that resulted in the hollowed-out area so often found at the site of an old extraction. The gradual death of bone produces a softening of the area until it eventually results in an actual hole.
Dr. Black labeled this process “chronic osteitis,” even though he did not completely understand how such extensive internal bone destruction could occur without obvious external signs of inflammation and swelling. He also noted that the patient was not typically acutely ill, and did not present with symptoms such as fever. Even though Dr. Black realized that the absence of such classical inflammation/infection-associated signs and symptoms flew in the face of standard medical and dental knowledge, he still recognized the existence of these lesions and advocated that they should be thoroughly debrided.
It is known that some disease-causing microorganisms such as mycoplasma do not present with the classic signs and symptoms of infection normally seen on blood tests or clinical evaluation. These “silent” infections often go initially undetected by our standard laboratory tests and can later cause and/or promote the development of various chronic diseases. Even when such a disease becomes well-established, the possibility of occult, or hidden, infection is rarely entertained as a likely cause of the disease or even as a significant contributory factor in its development. Likewise, cavitations are chronically infected and toxic lesions that can also go undetected by standard tests and yet play a substantial role in the initiation and maintenance of chronic disease, especially when the bone necrosis continues to spread to previously healthy bone.
In his surgical approach to cavitation debridement, Dr. Black noted that it was usually easy to enter the thin cap of bone at the old extraction site and then proceed to remove all of the contents and softened, diseased bone until solid bone margins were reached.
Even though Dr. Black was a dental pioneer who is still held in high esteem by dentists today (he is known as the “father of operative dentistry”), his findings on cavitations never were incorporated into current dental thought or dental teaching. There is no way to know whether this omission was deliberate or inadvertent. Regardless of this oversight, the appreciation of the existence of cavitations by other dental authors once again emerged in the 1970s. Much of this writing associated cavitations with undiagnosed facial pain syndromes, and the literature began to talk about “NICO,” or neuralgia-inducing cavitational osteonecrosis. Neuralgia refers to pain extending along the pathway of one or more nerves. Patients who presented with trigeminal neuralgias and other atypical facial neuralgias were often found to have cavitations at old extraction sites. After the cavitations were properly debrided, many of these patients experienced resolution of their pain.
Much of this writing [from recent dental authors] associated cavitations with undiagnosed facial pain syndromes.
The scientific literature has also labeled cavitations with several other names. In addition to NICO, they have also been referred to as Ratner, Roberts, or trigger point bone cavities, as well as alveolar cavitational osteopathosis. But regardless of the name, the entity remains the same, although the clinical consequences can vary widely among the afflicted patients.
Diagnosing Cavitations
While cavitations can occur in anybody, the work-up should always include an evaluation of the multiple initiating and predisposing risk factors for the development of a cavitation. A comprehensive oral examination should then be performed. Many (but not all) cavitations of the upper jaw can be detected by discomfort elicited by direct palpation (finger pressure on the bone). Upper jaw cavitations are easier to detect than lower jaw cavitations by palpation due to the differing bone densities of the upper and lower jaws. If the cavitation is near the surface of the bone, pain may be elicited when pressure is applied to the tissue directly overlying the area.
Sometimes cavitations or even root canal-treated teeth can cause referred pain to the head and other parts of the body such as the shoulder, hip, or knee. Root canal-treated teeth can share this ability with cavitations since the tissue specimen found in the socket of a freshly extracted root canal-treated tooth can have similar characteristics to the contents of a cavitation with regard to toxins, bacteria, and evidence of osteonecrosis and chronic osteomyelitis. In fact, almost any area of the body can experience referred pain from a cavitation or a root canal-treated tooth.
Cavitations that produce facial neuralgias form the syndrome called NICO... Sometimes NICO sites can also cause referred pain to distant sites in the body.
Cavitations that produce facial neuralgias form the syndrome called NICO, already mentioned above. Sometimes NICO sites can also cause referred pain to distant sites in the body. Just as a heart attack can frequently cause referred pain to the jaw and left arm, cavitations can cause referred pain as well. However, it is very important to realize that most of the time there is no associated referred pain with cavitations and root canal-treated teeth. Furthermore, when referred pain at some remote site of the body is present, the site of the cavitation itself is still frequently pain-free. This referred pain will only resolve after the cavitation has been surgically debrided or the root canal-treated tooth has been extracted and the extraction site properly debrided in a similar fashion.
A diagnostic test to determine any link between the area where pain is felt and the cavitation can be performed by injecting a non-vasoconstrictor anesthetic near the site of the cavitation. If the referred pain goes away or is significantly diminished after injection of the local anesthetic, it is probable that the cavitation is the cause of the referred pain.
Sometimes the referred pain does not go away when local anesthetic is placed near the cavitation. This does not necessarily mean that the cavitation is still not the source of the referred pain. Factors such as decreased blood supply to the bone and lack of adequate access of the anesthesia to the area most responsible for generation of the pain may prevent relief of symptoms. Surgical intervention may still produce positive results, although pain might sometimes persist. Diagnostic confirmation should always be attempted when referred pain is suspected.
Nevertheless, all suspected cavitation sites should be explored and properly debrided if possible, regardless of the presence or absence of associated symptomatology, as it is always desirable to clean out dead and infected tissue wherever it might be present in the body. An asymptomatic cavitation can always progress and evolve to a larger, symptomatic one.
As mentioned earlier, it needs to be emphasized that only a small percentage of cavitations produces either local or referred pain. This does NOT mean that these cavitations are toxin-free and incapable of potentially affecting other parts of the body. The toxicity test devised by Boyd Haley, PhD, has found all cavitation samples tested thus far to be toxic, with most of them proving to be very highly toxic. This same test found similar toxins in the 5,000+ consecutive extracted root canal-treated teeth that he tested (see Chapter Three).
All suspected cavitation sites should be explored and properly debrided if possible... as it is always desirable to clean out dead and infected tissue wherever it might be present in the body.
How these toxins affect an individual will depend upon many factors including genetic susceptibility, immune system function, and the degree of access that the toxins have to the rest of the body. Root canal-treated teeth may disseminate their toxins throughout the body and impact health negatively, while a single small cavitation may have little to no substantive clinical impact. Conversely, multiple and/or large cavitations in a patient can contribute to a wide variety of advanced chronic degenerative diseases. The bottom line is that all cavitations should be completely debrided, unless some unique clinical circumstance or individual risk/benefit concern indicates otherwise.
X-Raying the Invisible?
The diagnostic tool that has been most used to diagnose cavitations is the panoramic dental X-ray. This large X-ray includes the upper jaw, lower jaw, teeth and sinuses. Sometimes a smaller periapical X-ray that focuses on the root of a tooth or a limited area of the jawbone is used to get a closer view of a particular area. Although many lesions can be seen on a panoramic X-ray, it does not reliably depict areas of bone in the beginning stages of osteonecrosis, or cavitation formation. Many times these lesions do not show up on X-ray until there is a 50% deterioration of the bone density relative to adjacent normal bone. This is due to the anatomical nature of bone, which is literally a substance comprised of multiple small holes superimposed upon each other and sandwiched between denser outer bone coverings. Remember that an X-ray is a two-dimensional picture of a three-dimensional object.
These lesions may take on a variety of X-ray appearances. One appearance is a dark space of variable size, indicating a relatively larger hole or space in the bone than is usually present within normal bone.
When a cavitation is surgically explored, it is common to “fall into” a hole in the bone after very little drilling through the thin cap of bone typically covering the cavitation. The bone surrounding these holes tends to be ischemic, contributing to the failure of the bone to fully heal. With marginal blood supply, the hole itself may have little, and sometimes no bone covering it, just the layer of gingiva (gum tissue) covering the hole.
Even though the X-ray remains the tool most commonly used to visualize a cavitation, it is very important to know that an X-ray is generally sub-optimal for this application. Many times a cavitation will not be seen on an X-ray, except by a highly experienced surgeon with an extensive background in working with and diagnosing cavitations.
Because they are difficult to consistently image on X-ray, cavitations have been labeled the “invisible osteomyelitis.” Practically speaking, what this also means is that an X-ray in which no cavitation is clearly visualized can NEVER be used as the sole reason for concluding that a cavitation is not present. In other words, a positive X-ray picture can rule IN the presence of a cavitation, but a negative, normal-appearing X-ray picture can never rule OUT the presence of a cavitation. Even some dentists who are very aware of the presence of cavitations persist in concluding that they cannot be present in a patient who has a normal-appearing panoramic dental X-ray. This approach will always miss more cavitations than it finds. The increased utilization of 3D X-ray imaging is improving cavitation diagnosis.
Physical Appearance and Characteristics of Cavitations
The physical appearance of the contents of cavitations can vary widely. Sometimes cavitations are composed of very mushy bone that can contain scattered globules of fat, with an overall likeness to chicken soup without the fat being skimmed. Cavitation contents may also have a sawdust-like appearance. The contents can even resemble melted chocolate ice cream. Colors described include green, yellow-green, or tarry black. Sometimes the contents are even clear. Consistencies of the contents range from clumps resembling cottage cheese to a loose, runny liquid. Distinctive unpleasant odors are sometimes present. Sometimes a sulfurous, “rotten egg” smell is present. Any odor that is associated with tissue breakdown and death secondary to chronic anaerobic bacterial growth and toxicity can occur. Interestingly, the dentist will sometimes miss the smell, but the patient will not.
The degree of development of a cavitation inside the jawbone can vary significantly from one patient to the next. Depending on a number of local and systemic factors, the progressive cellular death of bone tissue as described long ago by Dr. Black can proceed largely unchecked, or it can “stall out” after only a relatively small cavitation has formed. Because of this, the actual configurations of cavitations inside the jawbone vary widely. They can be very focal and virtually impossible to delineate from the adjacent “normal” holes found in non-diseased, cancellous bone. They can also be quite large, in the range of one centimeter in length or even more. Fingerlike projections can evolve, and the overall cavitation can develop an “amoeba-like,” amorphous appearance. Sometimes they are rounded and sometimes they are very ragged and irregular along their boundaries. On occasion, the boundaries will calcify to a degree, and the ability for such a cavitation to show up on X-ray will be greatly enhanced.
When a patient has had consecutive teeth extracted, or is completely edentulous (without teeth), it is very common for cavitations to extend to a degree such that interconnections among them are formed. These progress to the point that some patients who have had all of their teeth extracted will actually have a tubular defect throughout much of their jawbone containing exceptionally large amounts of the toxic cavitation contents. This is referred to as a “channel cavitation.” This is also why many patients who have few or no teeth can have as much or more dental toxicity as patients with many remaining teeth. Many edentulous patients are dealing with an enormous amount of toxicity on a daily basis from their extensive cavitation disease.
Risk Factors for Cavitation Development
Bisphosphonates. Bisphosphonate drugs are used in the treatment of osteopenia and osteoporosis. These drugs inhibit the bone-resorbing osteoclast cells. Normally, bone is continually resorbed by osteoclasts and new bone formed by osteoblasts. When the balance of bone resorption to bone formation is negatively altered, more bone will be resorbed than is formed, and the bone will become less dense. The end result of this process is osteoporosis. Bisphosphonates alter osteoclast function, significantly slowing down bone resorption. Unfortunately, we need bone resorption to remove the residual tooth socket bone to allow the tooth socket to properly heal and fill in with new medullary bone. Bisphosphonates significantly increase the likelihood of cavitation formation.
Clotting disorders. People with underlying blood clotting disorders are more prone to cavitations simply because blood flow to the extraction site can be compromised (see Appendix C).
Vasoconstrictors in local anesthetics. Dentists often use local anesthetics with vasoconstrictors. Vasoconstrictors such as epinephrine constrict blood vessels. They are used to both keep the local anesthetic in the area for a longer period of time and to reduce bleeding. If blood supply to the bone is already compromised by factors such as a clotting disorder, infection, previous trauma, etc., the use of a local anesthetic containing a vasoconstrictor might induce enough ischemia to the bone to cause some cell death, resulting in osteonecrosis.
Further, direct injection of local anesthetic into the bone under pressure as is used in a periodontal ligament tooth injection or an intra-osseous injection should never be used. The high pressure induced within the bone can constrict the capillary bed causing ischemia, and a local anesthetic that contains a vasoconstrictor only compounds the problem.
Treatment of Cavitations
Currently, the most effective method of treating cavitations is complete surgical removal of the dead, diseased, and toxin-containing bone. Appendix D details the surgical protocol for cavitation debridement. A complete protocol will also include measures to help optimize the patient’s ability to grow new, healthy bone, which will eventually fill in the cavitation as fully as possible.
Too many dental practitioners advocate injecting different substances into the cavitation lesion with the hope of resolving the lesion non- surgically. One substance that has been injected into cavitations and elsewhere in the body is what is known as a Sanum remedy. The Sanum remedies used by dentists are homeopathic in nature, with the hope that so-called “interference fields” and other “blockages” of normal energy flow will be removed or minimized. However, Sanum remedies also contain and employ “apathogenic” microorganisms normally found in the body. As we have discussed earlier, both cavitations and root canal-treated teeth develop their incredible toxicities because of what happens when the normal, largely apathogenic, microbial flora of the mouth becomes trapped in the oxygen-deprived environments found in these diseased areas of the jawbone. The last thing any clinician should want to do would be to inject any amount of any kind of microorganism into a cavitation, in or around a root canal-treated tooth, or into any other area with little or no oxygen and blood supply. This is like throwing gasoline onto the fire. This method of just injecting something into a cavitation and expecting healing will always prove to be ineffective at best and harmful at worst. Once a tissue is dead, it is dead.
Even if a Sanum remedy were able to improve the “energy dynamics” of the mouth and body, the body will not be able to clean out a relatively large area of osteonecrosis and osteomyelitis without a good blood supply. Placing new microorganisms into a cavitation may well result in a “reactivation” and expansion of what had been an area that had been relatively fixed in size.
Also, even when the cavitation is not actually worsened by the Sanum remedy, the patient will lose precious time and money. Ironically, Sanum remedies are quite expensive and using them to treat a sick patient with cavitations will only result in that patient remaining sicker for a longer period. This can result in that patient also losing hope that this condition can be satisfactorily treated.
The surgical protocol for treating the cavitation should utilize proven surgical principles. Every aspect of the surgical procedure should be based on sound scientific research and established principles documented to promote good healing. To this end, a great deal of time and energy was spent researching every aspect of this surgical procedure beginning with the methods for diagnosing these cavitation lesions right down to the type of sutures used for closing the surgery site. This is not to say that the protocol that is presented in this book cannot be improved upon. In fact, as new technology and new research becomes available, these treatment procedures will undoubtedly evolve and change to keep up with new findings. However, this current protocol is quite effective, and it has proven to be successful in the resolution of cavitations. For information on the pathology of cavitations, go to www.maxillofacialcenter.com . See Appendix B for cavitation images and X-rays and see Appendix C for cavitation causes.
APPENDIX A
ADA Commends Weston Price
...before attacking him
During his many years of tireless service to dentistry, Weston A. Price (1870-1948) earned the deep respect and admiration of his peers, colleagues, and patients, and he was even highly commended in a tribute by his fellow ADA members. It was only toward the end of his life that several researchers began to attack his work that established the connection between root canal-treated teeth and systemic diseases. After the death of Dr. Price, the ADA realized the significance of his research. Determined to protect the root canal procedure, they undertook an aggressive campaign to discredit his invaluable contributions.
At the beginning of Dental Infections, Oral and Systemic , the publisher presents a posthumous biography and reproduces the tribute given to Dr. Price by the Ohio chapter of the ADA in May of 1941. A portion of that biography and the ADA tribute is reproduced here:
Weston Price, DDS, MS, FACD received his predoctoral training in his native Canada before entering the University of Michigan. He received his DDS there in 1893. By 1900 he had published on techniques of electrically infusing tissues with anesthetic, the use of X-rays in dentistry, and a broad spectrum of research on the use of wax patterns and investments for use in making gold castings. His pioneering work on the physical characteristics of gold and its alloys during the heating and cooling probably stimulated his interest in founding the first research institute for dentistry in the USA.
Dr. Price devoted more than half of his daily time as Director of the Research Institute of the National Dental Association for over 14 years. The tremendous amount of research he conducted during that time (involving thousands of patients and tens of thousands of rabbits) gained him a position of high popularity as a speaker and publisher internationally. Of the over 220 papers and 3 major books that he authored during his lifetime, most of the basis was founded at the research Institute. He refused any salary for this dedicated service.
During his research at the Institute, Dr. Price published 25 articles on the subject of the effects of root filled teeth on systemic diseases. Later, in what he considered a condensed version, these findings were published in two classic publications, the 700 page Dental Infections, Oral and Systemic , and its companion, the 400 plus page Dental Infections and the Degenerative Diseases .
Dr. Price was received readily and with respect by medical, dental, and lay audiences, As a demonstration of respect, the American Dental Association and his home Ohio contingency honored him for his outstanding contributions to the art and science of Dentistry. A “Tribute” was presented to Price in Ohio. It read:
In recognition of…
his indomitable spirit
his glowing personality
his cheerful disposition
his indefatigable energy
his innumerable written contributions to dental literature-to-medical literature- and to lay literature
his countless oral contributions to dental audiences-to-medical audiences and to lay groups
his many instructive and entertaining health radio presentations
his mechanical contribution to our profession
his electrical contributions to the art of practice
his therapeutic contributions to operative dentistry
his dietetic enlightenment
his research on physical properties of our necessary materials
his research on Foci of infection and his tireless attention to the subject of Dental Caries Research.
In recognition of these distinguished services and of his esteemed membership and friendship, the Cleveland Dental Society hereby dedicates its Spring Clinic meeting of May 1941 to the honor of Weston A. Price.
The Tribute was signed by 27 past presidents, and the current president.
This tribute is of particular significance because it clearly demonstrates the level of professional respect that the dental community had for Dr. Price. Only when the ADA eventually realized how his meticulous research threatened the very acceptance of the root canal procedure did it transform Dr. Price from dental pioneer to pariah.
APPENDIX B
Seeing is Believing: Photos Tell the Story
Figure B-1: Tissue mass removed from the posterior mandible (lower jaw).
Panoramic X-ray of this area showed similar appearance as seen in the X-ray on page 300. Although sometimes an empty hole, cavitations can also contain fibrous and inflammatory tissue. This patient presented with facial pain for 9 years and was told by her dentist that there was “nothing wrong with her jaw.” After surgical debridement this patient was pain free. Photo: Robert Kulacz, DDS
Figure B-2: This photo depicts cavitations in the posterior mandible with black, tarry tissue (A) instead of healthy, healed bone. Photo of a sagittal section cadaver mandible on page 294 illustrates how this pathology can extend throughout the jawbone. Photo: Robert Kulacz, DDS
Figure B-3: This photo depicts cavitations in the posterior mandible with black, tarry tissue (A) instead of healthy, healed bone. Photo of a sagittal section cadaver mandible on page 294 illustrates how this pathology can extend throughout the jawbone. Photo: Robert Kulacz, DDS
Figure B-4: This is a perfectly normal appearing X-ray of the mandible. As discussed, 2D X-rays can appear perfectly normal even though there is significant pathology in the medullary bone. This is because it takes approximately 50 percent decalcification of the medullary bone to become visible on 2D X-ray. Photo: J.E. Bouquot, DDS, MSD
Figure B-5: This is a sagittal section of the same mandible shown in the 2D X-ray (Figure B-4). Notice the prevalence of osteonecrotic bone (A) is completely invisible on the X-ray in figure B-4 on page 292. (B) points to the neurovascular bundle. Photo: J.E. Bouquot, DDS, MSD
Figure B-6: This is a photo of a cadaver mandible (lower jaw) that is split in sagittal section (front to back). This person had severe facial pain due to ischemic osteonecrosis/chronic osteomyelitis that involved a large part of the lower jaw (A) including the neurovascular bundle (B). Any infection or toxin release would have an easy pathway to the rest of the body via the large blood vessels that pass through this diseased bone. Photo: J.E. Bouquot, DDS, MSD
Figure B-7: Photo of a cavitation in the lower wisdom tooth area. There was no solid bone at this site, and the inferior alveolar neurovascular bundle (main nerve and blood vessels) can be seen at the base of the cavitation. Photo: J.E. Bouquot, DDS, MSD
Figure B-8: Tooth on the left is a healthy premolar tooth extracted for orthodontic reasons. Note the healthy color and lack of inflammatory tissue around the root. Photos: Robert Kulacz, DDS
Figure B9: Tooth on the right is a root canal-treated tooth that is blackened at the root apex. The jawbone around the apex of this tooth was also black and mushy with a diagnosis of chronic osteomyelitis and a positive microbiology culture of two anaerobic bacteria species. Photo: Robert Kulacz, DDS
Figure B-10: These are three root canal-treated teeth. Notice the discoloration and inflammatory tissue attached to the root. These roots are in the jawbone where bacteria and exotoxins can readily migrate into the body. Compare these to the non-infected tooth in Figure B-8 on page 296 that was extracted for orthodontic purposes. Photos: Robert Kulacz, DDS
Figure B-11: Tooth on the left was the worst smelling root canal-treated tooth that I ever extracted. Note the severe dark discoloration of the entire root and the ball of infection around the end of the root. Photo: Robert Kulacz, DDS
Figure B-12: Two root canal-treated teeth. Note the large amount of red inflammatory tissue around these roots and the silver point filling material protruding out from the broken root. Silver point root canal fillings cannot conform to the shape of the root canal space and are inferior to gutta-percha root canal filling. Although not routinely used, we wonder how many root canal-treated teeth have this type of root canal filling. These teeth were extremely toxic. Photo: Robert Kulacz, DDS
Figure B-13: Bone marrow edema in NICO lesion. The most diagnostic feature is a diffuse, pink, thick “serous ooze” (also called plasmostasis) with loose, embedded fat cells (large oval white/clear spaces in the photo); this is a protein-rich fluid pushed out of the marrow vessels by increased pressures. Clustered free or extravasated erythrocytes represent hemorrhage from focal microinfarcts. More than 72% of NICO patients have one or more inherited hypercoagulation states with increased risk of throwing small clots. Photo: J.E. Bouquot, DDS, MSD
Figure B-14: White dots outline a completely void or empty region of bone, i.e. ischemic bone cavitation, in a patient with idiopathic pain of the left mandible. The arrow points to the mental foramen, above which is an inverted triangle-shaped residual socket. The crestal bone above the socket was missing, replaced by a thick fibrous scar tissue; the overlying mucosa was normal in appearance. Photo: J.E. Bouquot, DDS, MSD
Figure B-15: X depicts a void in the bone (cavitation) and arrows point to residual tooth socket (laminar rain) that failed to resorb. Normal healing occurs with resorption of the tooth socket and deposition of new bone in the extraction space. Photo: J.E. Bouquot, DDS, MSD
Figure B-16: Several rounded and partially remodeled residual sockets remain years after extraction in a patient with severe local pain of 3 years duration. The crestal bone was missing in the premolar area, replaced by a thin, partially perforated fibrous tissue. Beneath the fibrous tissue was a bony void, i.e. ischemic bone cavitation. A curette has been placed into the void prior to taking the radiograph. Photo: J.E. Bouquot, DDS, MSD
Figure B-17: Multiple residual sockets are visible in the right mandibular molar region; one shows so little remodeling that even the Jacob’s ladder pattern remains between the first molar roots (on right). The second molar site was covered not with bone but with discolored fibrous tissue. The surgeon pushed a needle through the fibrous tissue and it literally fell into a void or ischemic bone cavitation beneath. The teeth had been removed decades earlier and the patient had suffered from local “idiopathic” pain for almost the entire time. Photo: J.E. Bouquot, DDS, MSD
Figure B-18: Intramedullary fibrous scar. A large, bilobed, slightly radiolucent lesion of the right mandibular third molar and ramus region has a sclerotic rim surrounding much of it. At surgery the area was found to be filled with very dense, avascular collagen, i.e. fibrous scar tissue. Such scar tissue is almost unheard of outside of the jaws and when in the jaws may be associated with considerable pain; it usually doesn’t show sclerosis of the borders. Arrows point to the sclerotic borders of the cavitation (X) Photo: J.E. Bouquot, DDS, MSD
APPENDIX C
Causes of Cavitations and Associated Conditions
Overview of Causes
Cavitation disease, or ischemic osteonecrosis, results from both systemic and local problems at a number of sites in the body. Although not so much a disease in it own right, ischemic osteonecrosis is the localized result of anything which significantly reduces the blood flow through the bone marrow.
Ischemic osteonecrosis of the head of the femur was once called “coronary disease of the hip” because of the associated marrow ischemia (reduced blood flow) and infarction (death of tissue from too little to no blood flow).
In cases of ischemic osteonecrosis involving the femoral head, the list of diseases and biological phenomena capable of producing this damage has continued to grow. Some of the etiologic factors are much more significant than others. Some factors are primary causes and other factors act as triggering mechanisms or “second hits” in persons otherwise susceptible to bone marrow blood flow problems.
Jaws are especially susceptible to cavitations and ischemic osteonecrosis for several reasons. The jaws are especially susceptible to reduced blood flow problems. Trauma and infection are the primary triggering events for osteonecrosis, and no other bones come close to the level of trauma and infection experienced by the jaws being subjected to an array of insults including: tooth and gum infections, tooth extractions, trauma (like a fist to the face), and oral or root canal (endodontic) or gum (periodontic) surgery.
Another cause of osteonecrosis can be added to those mentioned above, which is rather unique to dental procedures: the local anesthetics used to numb the jaw for tooth procedures or oral surgery. These drugs often contain powerful chemicals (vasoconstrictors, e.g. epinephrine) designed to drastically reduce the blood flow in the area, thereby keeping the anesthetic in place longer and allowing more time to work.
These anesthetics are wonderful for the procedure itself but can be disastrous for someone with any one of the undiagnosed hypercoagulation disorders to be discussed. Moreover, the poor outflow characteristic of osteonecrosis means that the vasoconstrictor can remain in the area far longer than the few minutes needed for profound local anesthesia. And to add injury to insult, literally, the reperfusion of the bone after the vasoconstriction wears off releases large numbers of tissue-damaging reactive oxygen species. Normal tissues can withstand this onslaught nicely, but a nutrient-starved ischemic marrow does not maintain its marginal health status as well.
SPECIFIC CAUSES OF ISCHEMIC OSTEONECROSIS
Hypercoagulation States
Hypercoagulation (a state where the blood clots more readily) is common. Some of the most common initiating factors are:
Undiagnosed coagulation disorders
The most important underlying, and almost always unappreciated, risk factor for cavitations comes from genetic coagulation disorders. Patients should be asked about a family history of clotting problems. This hypercoagulation problem might be suggested by a family history of stroke and heart attacks at an early age (less than 55 years), hip replacement or “arthritis” (especially at an early age), and deep vein thrombosis.
Hypercoagulation may be a life-threatening problem. Always keep in mind that the presence of a hypercoagulation state makes the patient susceptible to stroke, myocardial infarction, deep vein thrombosis, and other serious or life-threatening conditions. Usually a secondary problem or “triggering event” must occur, such as local infection, trauma, medications, etc.
Other associated diseases
There are other diseases associated with hypercoagulation. These include:
• Behçet’s disease
• Chronic fatigue syndrome
• Fibromyalgia
• Irritable bowel syndrome
• Sickle cell crisis
• Migraine headaches
The significance of these associations is not completely clear—direct studies are needed to prove these links—but these disorders appear to occur frequently in patients with ischemic osteonecrosis.
Hormones
Estrogen
Estrogen replacement therapy can be a cause of osteonecrosis. Estrogen enhances coagulation. In persons with a hypercoagulation state (at least 6% of the population) the risk of thrombosis from estrogen use increases, sometimes dramatically. For example, the risk for a person with a hypercoagulation disorder of forming a clot somewhere in the body (not just the jaws) is increased by more than 80 times when estrogen replacement is given. The orthopedic literature sometimes refers to this as estrogen-related ischemic osteonecrosis.
Pregnancy is associated with increased estrogen levels. Because of this, pregnant women are at an elevated risk of developing ischemic osteonecrosis, especially of the hip. A mild, self-limiting condition that is a precursor to osteonecrosis, transient ischemic osteoporosis, often spontaneously regresses with immobility after the birth of the child. Multiple joints may be involved, sometimes moving from one to another over time (migratory ischemic osteoporosis).
Hypercortisolism
Hypercortisolism (excess corticosteroid presence) is another cause of osteonecrosis. It can result from either excess natural production or from the common practice of prescribing prednisone or prednisolone to prevent swelling after oral surgical procedures. Corticosteroid use is the most common cause of non-traumatic osteonecrosis. Although the risk appears to be magnified by higher doses and longer periods of administration, there are reports of striking hip osteonecrosis from a single week’s use of Medrol. The orthopedic literature contains articles pertaining to corticosteroid-induced osteonecrosis. The mechanism for this is not well-defined.
Hypothyroidism
Low levels of thyroid hormone have been associated with increased risk of developing ischemic osteonecrosis of the hip, probably because the diminished metabolism produced by this condition reduces blood flow rates throughout the body.
Miscellaneous Factors
Autoimmunity and Hypersensitivity
• Systemic lupus erythematosus
• Antiphospholipid syndrome
Maxillary sinus infections
Recurring maxillary sinus infections with the potential seeding of bacteria in the alveolar bone, producing osteomyelitis (bone infection), is a major risk factor. The inflammatory mediators at work in this chronic process are capable of increasing local and systemic coagulation. This is generally not a problem for a normal person but can be, again, disastrous for the 6% of the population who have undiagnosed or “silent” hypercoagulation states.
Gaucher’s disease
This lipid storage disease is associated with hyperviscosity, thrombocytopenia, and decreased factor IX and protein C. It has been suggested that when the very large lesional cells, Gaucher cells, enter the blood vessels they act as emboli and when they fragment their breakdown products they trigger excess intravascular coagulation, leading to thrombosis and hemorrhage (microinfarctions). Just before a crisis, there is radioisotopic evidence of ischemia, but it may be days or several months after the acute pain onset before a biopsy will show obvious osteonecrosis.
Diseases and Conditions Associated with Osteonecrosis (any bone)
Disease or Etiologic Factor | Subcategories |
Alcohol Abuse | Cirrhosis |
Arthritis | Subchondral cyst |
Atmospheric Pressure Variations | Caisson’s disease |
Deep sea diving | |
Blood dyscrasias | Disseminated intravascular coagulation (DIC) |
Cancer | Leukemia |
Chronic Inactivity | Bedridden |
Corticosteroids | Hypercortisolism |
Estrogen | Birth control pills |
Hypercoagulable state, local | Acute infections/inflammation |
Hypercoagulable state, systemic | Antiphospholipid antibody syndrome |
Hyperlipidemia & embolic fat | Diabetes mellitus |
Hypersensitivity reactions | Allograft organ rejection |
Hypertension | |
Hypothyroidism | Incomplete removal of the periodontal ligament at the time of tooth extraction |
Inflammation, intraosseous | Infection, bacterial and viral |
Neurological damage | Brain injury/surgery |
Osteoporosis | Regional or generalized |
Starvation | Anorexia nervosa |
Storage diseases | Gaucher’s disease |
Tobacco use | Tobacco smoking |
Vascular occlusive disease | Atherosclerosis |
Vasculitis Vasoconstriction | Local anesthesia (with vasoconstrictor) |
The above information has been reproduced, with some modifications, with permission of:
J. E. Bouquot, DDS
Director of Research, Maxillofacial Center for Education & Research
212 Tibbs Road
Morgantown, WV 26508
Adjunct Professor (Retired), Department of Diagnostic & Biomedical Sciences University of Texas School of Dentistry at Houston
Adjunct Professor, Department of Rural and Community Dentistry, School of Dentistry, West Virginia University
www.maxillofacialcenter.com
APPENDIX D
Surgical Protocol for Extractions of Root Canal-Treated Teeth and Cavitation Surgery
General Observations
Tooth extractions, especially of infected teeth such as those having received root canal treatments, and cavitation debridement are surgical procedures performed in the oral cavity that involve both the soft tissues of the mouth, such as the gingiva, and the bones of the maxilla and mandible. Strict adherence to surgical protocols, such as those practiced by orthopedic surgeons, should also apply to oral surgery procedures.
It must be remembered that dentists, as surgeons of the oral cavity, are still operating on bone. Although the mouth is a more forgiving place to operate in terms of the healing of soft tissue, infected bone is difficult to completely heal no matter where in the body it is located. With the inability to isolate and create a sterile field when operating in the mouth, the potential to develop a post-surgical infection in the jawbone is always a possibility.
Furthermore, the ability of the mouth to rapidly heal soft tissue infections tends to make many dentists feel that infected bone in the mouth will heal just as readily, which is not necessarily the case. We now know how easily cavitations develop, and the seemingly complete X-ray appearance of healing after many routine dental extractions remains an illusion. Accepted surgical procedures must be followed everywhere in the body in order to optimize the chances of complete healing and complete clinical recovery.
If some of the periodontal ligament remains in the tooth socket after an extraction, or there is a failure to remove all of the infection in the jawbone, the remaining hole in the jawbone may not completely fill in with new bone. This void in the jawbone is called a cavitation and by its very nature, it can be a prolific breeding ground for the same bacteria that infected the tooth in the first place. Because they are often surrounded by intact jawbone, cavitations often escape X-ray detection.
Therefore, to optimize the chances of complete healing and complete clinical recovery accepted surgical procedures must be followed everywhere in the body—and especially in the mouth.
Oral Surgery Protocol
Extractions should be performed as atraumatically as possible. That means that teeth with more than one root such as molars should usually be sectioned and each root removed individually. This technique avoids fractures of the bone and is kinder to the tissues. Dentists were taught in dental school to “expand the socket” by rocking teeth back and force. The term should be “crack the socket” because cortical bone does not stretch and any expansion is obtained by breaking the bone. This should be avoided. Surgical removal of bone when indicated is a much better option and should only be performed with a surgical handpiece (NEVER a dental drill), accompanied by copious sterile saline irrigation (not plain water). Dental drills can introduce air into the surgical site that can form an air embolism. An air embolism is a dangerous situation that can cause death. In addition, dental drills use plain water as an irrigant. This water is not sterile and is not physiologic in terms of salinity. Plain water can cause bone cells to die.
The remainer of the protocol addresses both the proper cleaning of the extracted root canal site as well as the cleaning of a cavitation.
Sometimes bone grafting or sinus closure must be performed. Be sure to discuss this with your surgeon.
Cultures for aerobic and anaerobic bacteria as well as for fungus should be obtained immediately after extraction or entry into a cavitation site to get a “clean catch” sample. A clean catch sample is a sample that consists of only tissue within the surgical site without contamination. By ensuring good isolation and surgical suction, the surgical site will be free from external contamination and the sample will only contain pathogens present within the surgical site, and will not contain pathogens that may be introduced from the rest of the mouth.
These microbiological samples must be placed in the appropriate culture tubes and the laboratory instructed to let them incubate for at least two weeks. Some of the anaerobic bacteria and fungus take a long time to grow and discarding the sample after just a few days may miss the presence of important pathogens.
Bone tissue samples should be taken from all areas of the surgical site and sent for microscopic analysis by an oral pathologist. Acute and chronic osteomyelitis, osteonecrosis, and other disorders can be determined by microscopic evaluation. The results of the microbiological cultures and tissue pathology will assist in determining the need for any further treatment such as appropriate oral or IV antibiotics.
APPENDIX E
Typical Pathology Reports
Overview
A biopsy is a tissue sample removed from the patient that is examined by a pathologist to diagnose disease. The pathologist will process the tissue samples into very thin slices that can be examined under a microscope. Sometimes these slices are stained with various dyes to allow the pathologist to more easily differentiate the different cell types in the sample.
A biopsy is important because it is difficult to impossible to determine healthy or diseased tissue just by looking at it. Microscopic examination of the tissue sample allows the pathologist to see all the different cell types present and to accurately diagnose pathology.
In our case we are mainly looking for incomplete filling of the root canal space and necrotic debris left within the canal, osteonecrosis (dead bone), osteomyelitis (infected or inflamed bone), fibrous tissue, inflammatory cells, and cancer.
Results of the biopsy not only confirm our initial diagnosis but also assist us in deciding the need for any further treatment.
Conclusion
The preceding pathology reports accurately represent those from tissue samples from root canal-treated tooth extraction sites. All of these patients had been regularly seen by their dentist and no pathology was diagnosed. Yet, microscopic examination of the extracted teeth and tissue samples of the surrounding bone found definitive pathology.
Many of the root canal-treated teeth still contained dead and infected tissue. The jawbone around root canal-treated teeth as well as extraction sites where root canal-treated teeth were previously extracted showed pathology such as osteonecrosis, osteomyelitis, cysts, granulomas, bacterial colonies, and disease-fighting immune cells. These focal areas of pathology are not normal.
The patients who had facial pain and were referred to neurologists left with no explanation of cause and a diagnosis of atypical facial pain of unknown origin. However, it is easy to see from the biopsy reports that the presence of localized foci of pathology should be included in the differential diagnosis of these facial pain patients.
Necrotic and infected pulp tissue left in root canal-treated teeth, bacteria within the root canal spaces and dentinal tubules, osteonecrotic/osteomyelitic bone with the presence of bacterial colonies, bone marrow edema, granulomas, and cysts are some of the pathological conditions that can have both a local and systemic effect. Microscopic tissue examination can detect the presence of disease that is routinely missed by typical dental exams.
APPENDIX F
Protocol for Optimal Health
Overview
While the aim of this book is to make clear the negative health consequences of root canal-treated teeth, periodontal disease, and cavitations, this chapter will attempt to give the reader an optimal program for minimizing increased oxidative stress throughout the body. Increased oxidative stress is involved in the genesis, maintenance, and progression of all diseases, and the more effectively that this oxidative stress is chronically minimized, the better health will be.
Even though it is never recommended to have the root canal procedure or to leave existing root canal-treated teeth in the mouth, it is realized that many people will opt to keep their root canal-treated teeth for any of a number of reasons. With this in mind, then, the following recommendations apply even more to those who leave root canal-treated teeth in their mouths, as all infections and toxins are strongly pro-oxidant, resulting in the worsening of all chronic degenerative diseases. Greater detail on the recommended protocol below is covered in an earlier book, Death by Calcium .
All increased oxidative stress results from increased toxin exposure and decreased antioxidant/nutrient stores. Addressing only toxin exposure or only good nutrition and supplementation will always fall short of the goal. Nevertheless, addressing only one of the two issues is vastly better than addressing neither.
So, regardless of whether you remove your dental sources of infections and toxins, the following general recommendations are offered to help you in your quest for optimal health.
Primary Dental Issues
If you have reached this place in the book you are probably thinking that you never want to see another dentist ever again. The truth is that there are many fine dentists treating diseases of the oral cavity every day and providing a great service to their patients. Preventive dentistry such as sealants to help prevent occlusal decay, regular cleanings to prevent gum disease, and early intervention to restore areas of tooth decay all help to maintain a disease-free state in the mouth. Most importantly, diligent daily home care can prevent the occurrence or progression of dental disease so that periodontal issues and infected teeth are unlikely to develop. Consider following each of these suggestions.
Oral Hygiene Measures
Tooth Brushing: Tooth brushing should be done at least twice daily, once in the morning and then again right before bed. An electric soft toothbrush is recommended. There are many good brands on the market. Some of the battery-powered rotary type brushes found in the supermarket or pharmacy work extremely well. With a rotary brush just hold the toothbrush in place and let the rotary action of the bristles do the work. It is important to brush all tooth surfaces as well as the gums. Place the toothbrush at a 45o angle towards the gums so that the toothbrush bristles gently slide under the gum and clean the periodontal sulcus. It should take about two minutes to thoroughly brush the entire mouth. Any less time and you are probably not doing a sufficient job.
Flossing: Flossing is recommended to manually debride the sides of the tooth and the interproximal gingival sulcus where tooth brushing does not reach. Flossing once daily at bedtime with thin unwaxed dental floss is a good routine. Floss between all the teeth, taking care to run the floss against the surface of both adjacent teeth. Do not pull the floss back up and out. Instead pull the floss out the side. This prevents the re-deposit of plaque and foodstuff at the contact point of the adjacent teeth. Use a clean section of floss for each area cleaned. If your flossing causes gum bleeding, you are doing it wrong, or you need to first improve the general health of your gums with the oral water irrigation routine described below.
Oral Water Irrigation: Oral water irrigation, known to many as the Waterpik® , is essential for restoring and maintaining gum health. Nothing else really does the job that good water irrigation achieves. If you have ever brushed and flossed and then immediately used a Waterpik® , you likely saw bits of food debris still coming out in spite of your being thorough in your cleaning efforts. That is because a focal and high-pressure water jet gets to places that brushing and flossing simply cannot. Set the Waterpik® on medium intensity. Direct the flow of water in between the teeth and towards the gums so that the water is squirted into the gingival sulcus (space between the tooth and gum). The water stream will flush out any food. If used daily, it will prevent the maturation of plaque on the root surface. If your gums bleed, go to a lower pressure level and work your way up. Many people will go from bleeding significantly at low pressure levels to not bleeding at all at the highest pressure levels after a few weeks. This is a clear indicator of significantly improved gum health.
The water stream will also disrupt the bacterial colonies present under the gum and prevent them from establishing mature colonies, thereby significantly lessening the chances of developing gum disease. We also recommend adding natural non-alcohol containing mouthwash to the Waterpik® water reservoir. Fill the reservoir ¾ full with warm water and fill the remaining ¼ with mouthwash. After about one week of daily use, you should see significant improvement in gingival (gum) health and appearance. When trying to reverse existing gum disease, adding a tablespoon of 3% hydrogen peroxide to the reservoir is a good idea.
Note: Waterpik® use is especially important around dental implants. The gingival tissue around dental implants does not insert into the implant post in the same way that the gingival fibers insert into the tooth root surface. As a result, any inflammation of the gingival tissue around dental implant posts allows easy access for bacteria to migrate into the jawbone. Keeping the gingival tissue around dental implants healthy and free of inflammation is essential in the long-term success of the implant.
Cosmetic Dentistry
This is a sensitive issue. Everyone wants a beautiful smile and there are amazing things that can be done with cosmetic dentistry. Tooth veneers can dramatically improve your smile with a fraction of the tooth preparation that is needed for crowns. Therefore the risk of inducing pulp damage from a veneer is relatively low. However it is our opinion that “if it ain’t broke, don’t fix it.”
What we mean by this is that any time you touch a tooth with a dental drill, you are causing damage to the tooth. The more extensive the procedure, such as for a crown (cap) where all of the enamel and some of the dentin is removed from the tooth, the more chance the pulp tissue will die. Further, even the best crown margins (the interface between the crown and the natural tooth) can leak over time allowing bacteria to get under the crown causing decay and eventually infection of the pulp.
In short, the least amount of dentistry required in repairing decay the better. Nothing is as good as a vital natural tooth. The minute you cut into the tooth it becomes compromised. See your dentist regularly to diagnose and treat decay early, thereby keeping filling size to a minimum and preserving the maximum amount of natural tooth structure. Cleanings every six months will help to keep the periodontal tissues in tiptop shape.
Good Health Protocol
Goals of a good health protocol include:
Suggested Supplementation
Supplement | Daily Oral Dose | Special Instructions |
Vitamin C as sodium ascorbate or ascorbic acid | 6,000 to 15,000 mg | Depending upon bowel tolerance, in two to four divided doses throughout the day |
Vitamin C in liposome-encapsulated form | 1,000 to 2,000 mg | |
Vitamin C in a fat-soluble form as ascorbyl palmitate | 1,000 to 2,000 mg | Divided into two doses |
Lysine | 5,000 mg | Divided into two doses |
Proline | 1,000 mg | Divided into two doses |
Vitamin D3 | 5,000 units (Starting Dose!) | Adjust by blood testing to stay as close to a 50 ng/cc blood level as possible over time |
Vitamin K2 (menaquinone-4, or menatetrenone) | 3 to 6 mg | |
Magnesium glycinate | 400 mg | Divided into two doses |
Omega-3 fish oil (EPA and DHA content) | 1 to 2 grams | Divided into two doses |
Mixed tocopherols (vitamin E source) | 800 IU | Divided into two doses |
Beta carotene (vitamin A source) | 25,000 to 50,000 IU | |
Complete B vitamin complex (as from Life Extension Foundation) | 1 to 2 Capsules | Divided into two doses if taking 2 capsules |
Specifically AVOID any supplementation with copper, calcium, or iron; iron should only be taken for laboratory-documented iron deficiency anemia |
Beyond the scope of this book, but covered in Death by Calcium , are included the ways to best track diseases and their response to therapy, along with the most important laboratory testing that needs to be followed.
Remember that you need to be completely in charge of your health, and a good physician will work with you to achieve this goal.
APPENDIX G
How Insurance Companies Influence Dental Care
This book has presented a legitimate and compelling scientific case supporting the consistent toxicity found in root canal-treated teeth, as well as the pathology found in a dental entity known as the cavitation. The case has also been made in this book that the common, and decidedly not rare, cavitation should be surgically debrided, just like a pocket of infection and necrosis should be debrided anywhere else in the body. Until powerful industries like the insurance companies are willing to support the scientific truth, the dental profession will continue to attack or ignore this evidence.
The insurance industry provides stark proof of this reality. As an example, a major insurance company (Aetna) decided that the surgical treatment of the cavitation, as found in the mouths of many people, was something for which it did not want to pay the treating dentist.
In addition to denying such reimbursement, Aetna also attempted to question the legitimacy of the pathology involved in the cavitation. It even recommended dental board action against any dentist treating this dental condition, a truly incredible overreach for an entity not performing the dental work. In so doing this company, as well as other insurance companies, have played a major role in causing modern dentistry to simply deny that the cavitation is both a commonly occurring and toxic dental entity.
Because of the influence that major insurance companies wield, it would seem that it is a lot easier for busy dentists to just dismiss the existence of cavitations and defer to those companies to decide the dental standard of care and the legitimacy of different aspects of dental science.
Aetna Insurance Company’s Clinical Policy Bulletin Number 0642 titled “Neuralgia Inducing Cavitational Osteonecrosis (NICO) and Ultrasonograph Densitometer to Detect NICO” is representative of the immense pressure the insurance industry exerts against the extraction of root canal-treated teeth, the acknowledgment of the cavitation as a common and pathologic bone condition, and the need for the surgical debridement of the cavitation.
Excerpts from the policy bulletin will be followed with a point-by-point analysis.
Legitimacy of Cavitation Interventions
Aetna considers the surgical debridement of cavitations to be experimental and investigational, while questioning the clinical significance of NICO itself. NICO is the professional name ascribed to the subset of cavitations that cause pain. Although cavitations are very real, as discussed in Chapter 12 and shown in photos included in this book, the dental industry refuses to acknowledge the clinical significance of cavitations, and therefore it dismisses any need for treating them. Some dentists even deny their very existence. Here’s what the policy bulletin states about the subject:
Aetna considers surgery (including scraping of “infected cavities” and removal of root-canal-treated teeth) and/or any other therapies (e.g., rinsing the “cavity” with colloidal silver and administering chelation therapy and intravenous vitamin C) and bone graft replacement for the treatment of neuralgia inducing cavitational osteonecrosis (NICO)-related diagnoses to be experimental and investigational because the clinical significance of this syndrome is in question.
Counterpoint: Cavitations and NICO have been known for a very long time and this has been scientifically—as well as photographically documented—throughout this book. All of the cases that report resolution of pain after surgical debridement of cavitations further support that a cavitation is a real diagnosis. Further, most of the cavitations do NOT cause pain. So, classifying all cavitations as NICO is misleading, since by definition neuralgia means pain. Still, Aetna, the ADA, and most practicing dentists refuse to recognize that cavitations and NICO actually exist as pathologic conditions. Further, dentists and physicians who do treat NICO and cavitations can potentially be brought up on misconduct charges by state licensing boards with penalties of license revocation, while also facing accusations of insurance fraud.
Aetna is correct, however, in asserting that the administration of anything other than those medicaments routinely accepted in orthopedic surgery is not advocated. However, that is a distinct and separate issue from the surgical debridement of osteonecrotic bone.
Use of Devices to Diagnose Pain-Inducing Cavitations (NICO) or NICO-type Conditions
Since the clinical significance of NICO has been deemed “questionable,” diagnosis of this condition is also “questionable,” and therefore, is not sanctioned by Aetna. Here’s what the policy bulletin states:
Aetna considers the use of devices to image the jawbones to diagnose NICO or NICO-type conditions experimental and investigational because there is no adequate scientific evidence to support their clinical value.
Counterpoint: The authors of this book have never advocated the use of any device other than X-rays to diagnose cavitations. As has been shown, 3D cone beam X-ray imaging can now definitively detect cavitations where 2D X-rays might not.
Diagnosis of NICO and Claims of Cure for Systemic Diseases
Aetna and others try to discredit the significance of NICO by referencing a single study that supports its conclusion and by referencing the fact that some dentists make unsupported curative claims concerning removal of cavitations with this statement:
The clinical significance of “neuralgia inducing cavitational osteonecrosis” (NICO), or cavitational osteopathosis, has been called into question. Dodes and Schissel (2000) reviewed the history of this syndrome. They explained that the American Academy of Biological Dentistry and other proponents of NICO claim that facial pain is caused by infected “cavities” within the jawbones. In addition, some proponents claim they can cure such conditions as arthritis, heart disease, and pain throughout the body by removing these infected cavities from the patient’s jawbones. Unlike abscesses, cysts, or periapical lesions, these cavities are not apparent on X-ray films, but are only purportedly detectable with an ultrasonograph bone densitometer.
Counterpoint: Ethical dentists who treat cavitations DO NOT claim that they can cure diseases such as heart disease, arthritis, and pain throughout the body. Yes, sometimes improvements in these conditions do occur after the debridement of cavitations. The reason this book recommends the removal of infected root canal-treated teeth and the debridement of cavitations is to remove sources of infectious and toxic stress on the body. If these dental foci were factors in sustaining or worsening any systemic diseases in the patients being treated, then improvements may occur.
Contrary to the claim of Dodes and Schissel, these lesions DO appear on 3D cone beam imaging. Why they are less apparent on 2D X-ray (although many still can be seen) has been explained in the chapter on cavitations. Perhaps Dodes and Schissel had not worked with 3D cone beam imaging on cavitated areas of the jawbone when they made their assertions, since their paper was published 14 years ago.
Treatment of Chronic Pain Attributed to NICO
Aetna and others suggest that the chronic pain attributed to NICO is simply a problem with nerves and not associated with the presence of infected and necrotic tissue in tooth extraction sites. They state:
Klassner and Epstein (2011) reviewed the literature for NICO, and stated that “the etiology, pathogenesis and treatment of NICO are speculative and not well defined, and the reported bone changes may represent variations of normal changes. As a result, one can argue that the symptoms of chronic pain attributed to NICO are better explained by established concepts of neuropathic pain; thus, they should be approached medically and not managed surgically.” The authors concluded: “Without a confirmed clinical diagnosis of localized bone pathosis, aggressive and invasive procedures are not warranted. Such interventions may have no effect or may even worsen the pain by increasing sensitization of the central nervous system.”
Counterpoint: The proposed cause of the neuropathic pain in NICO is the toxic elements within the cavitation itself damaging the nerves. Pain is just a symptom of the underlying pathology. The cavitation is the cause of the toxicity resulting in neuropathic pain. Treating only the symptom (pain), without treating the cause (cavitation), makes no sense at all. Unless Klassner and Epstein have figured out how to make dead bone alive again, their claim that NICO should be treated medically instead of surgically is patently absurd. Further, there are an abundance of case reports showing resolution of pain after surgical debridement of NICO lesions. Contrary to their statement, there is diagnosis confirmation and documentation of bone pathology. It is unclear how Klassner and Epstein came to their conclusion. Although there is the risk of pain getting worse after surgery, this risk is minimal. All surgical procedures have risk. Perhaps most amazing is how Klassner and Epstein can make these ridiculous assertions with the existence of multiple pictures clearly documenting the necrotic breakdown that is part of the cavitation process, as demonstrated in this book. (See Chapter 12 and Appendix B.)
Extraction of Root Canal-Treated Teeth and Surgical Intervention in Treatment of NICO
Aetna and the AAE declare that both the extraction of root canal-treated teeth and the surgical intervention in the treatment of NICO are unethical and should be reported. They state:
In a position statement, the American Association of Endodontists (AAE, 2012) has stated that the association “cannot condone surgical interventions intended to treat suspected NICO lesions... In addition, the practice of recommending the extraction of endodontically treated teeth for the prevention of NICO, or any other disease, is unethical and should be reported immediately to the appropriate state board of dentistry.”
Counterpoint: This last statement says it all. The AAE refuses to recognize the diagnosis of NICO, cavitations, or the systemic disease risks of root canal-treated teeth.
It is true that some practitioners claim the ability to cure a whole host of systemic diseases by extracting root canal-treated teeth and surgically debriding cavitations. The authors strongly disagree with this practice and agree that this constitutes misconduct. However, that does not mean that removal of dead, infected root canal-treated teeth and/or surgical debridement of dead and infected bone, as in cavitation surgery, is misconduct or fraud. It just means that just like a host of other medical conditions, direct causation cannot be proven. It is simply a procedure to remove dead and infected tissue from the body, something that is considered malpractice to avoid if those infections and pockets of necrosis are anywhere in the body outside of the jawbone.
By making a blanket statement denying the pathology of NICO lesions and the systemic risks of root canal-treated teeth, it would appear that Aetna disagrees with most, if not all, of the scientific research presented in this book. Furthermore, they deem any dentists who are aware of this research and appropriately extract root canal-treated teeth and debride cavitations as being unethical and deserving of having their licenses to practice revoked by their state licensing boards.
It seems that the AAE would rather protect its own interests, which is focused entirely on promoting the safety and the utilization of the root canal procedure, than the interests of the public. The AAE refuses to do any substantive research on the systemic risks of root canal-treated teeth, as well as cavitations, and instead it stands behind false models of safety while ignoring all of the evidence to the contrary.
APPENDIX H
Recommended Reading and Resources
Books by Dr. Levy
UNINFORMED CONSENT: THE HIDDEN DANGERS IN DENTAL CARE ,
(WITH HAL A. HUGGINS, DDS, MS), HAMPTON ROADS PUBLISHING COMPANY, INC., CHARLOTTESVILLE, VA, 1999
OPTIMAL NUTRITION FOR OPTIMAL HEALTH ,
MCGRAW-HILL (KEATS PUBLISHING), NEW YORK, NY, 2001
THE ROOTS OF DISEASE: CONNECTING DENTISTRY AND MEDICINE ,
(WITH ROBERT KULACZ, DDS) XLIBRIS CORPORATION, PHILADELPHIA, PA, 2002
CURING THE INCURABLE: VITAMIN C, INFECTIOUS DISEASES, AND TOXINS ,
MEDFOX PUBLISHING, HENDERSON, NV, 2002
STOP AMERICA’S #1 KILLER , MEDFOX PUBLISHING, HENDERSON, NV, 2006
GSH: MASTER DEFENDER AGAINST DISEASE, TOXINS, AND AGING ,
MEDFOX PUBLISHING, HENDERSON, NV, 2008
LIVING IN YOUR RIGHT MIND , MEDFOX PUBLISHING, HENDERSON, NV, 2010
PRIMAL PANACEA , MEDFOX PUBLISHING, HENDERSON, NV, 2011
DEATH BY CALCIUM: PROOF OF THE TOXIC EFFECTS OF DAIRY AND CALCIUM SUPPLEMENTS , MEDFOX PUBLISHING, HENDERSON, NV, 2013
Serum Biocompatibility Testing
This is to help minimize the toxicity of dental materials and products to be used in your dental treatments:
Physicians
A doctor who might be open to some or all of the treatment options discussed in this book:
Quality Products and Supplements
Find health products like those discussed in this book:
Further Information and for Medical Care:
Dental infections volume 1 and 2 by Weston Price, DDS
http://ppnf.org/product/books-1/dental-infections-volume-one-and-two/
These websites are for general reference only, and any information or treatments that might result from their use cannot be guaranteed to be in complete agreement with the information provided in this book. In fact, consider bringing this book to the attention of any dentist, physician, or other healthcare provider who you decide to see as a patient.
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