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Editoriaal

Gelukkige gezichten na een leerzame cursus

tussendoortje op de cursus

Terug even tijd om een nieuwsbrief te maken. Het jaar was nogal druk, eigen problemen en 
daarnaast de voorbereiding van volgend jaar. Twee symposia en een internationaal congres vraagt 
veel tijd. Niet klagen, verder met onze hobby...
We willen jullie zeker warm maken voor ons vijf jaarlijks congres, twee dagen om één onderwerp in 
al zijn aspecten te doorgronden. De rode draad is nu slijtage van het gebit met alle oorzaken, 
bruxisme in het ene uiterste, erosie door drank en voedsel tot de invloed van therapieën. Ook legale 
aspecten en radiologie zullen aan bod komen en jullie zo de kans geven aan de zo noodzakelijke 
regeltjes te voldoen. (elk deelgebied komt aan bod!). 
Volgend jaar is de start van de vierde cyclus van vijf jaar accreditering. Iedereen zal hierover zijn 
mening hebben. Wat heeft dit tot hiertoe bijgebracht aan de kwaliteit van tandheelkunde in 
Vlaanderen? Gemotiveerde collega’s welke ons aanbod hebben gevolgd hebben hierbij zeker veel 
opgestoken en zullen ook veel in hun dagelijkse praktijk hebben toegepast. Maar deze collega’s 
hebben ook de “wortel” niet nodig om de kar te trekken. Het financieel voordeel is hierbij 
meegenomen, maar was dit goed aangewend door de overheid? Stof tot discussie? En natuurlijk 
onze beste wensen voor 2013!
Eric Vandenoostende
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Zoals nu ruim twintig jaar geleden de digitale röntgenopnamen is nu 

het digitale afdrukken aan een prille doorbraak begonnen. Ik zeg wel 

degelijk pril, want zoals prof. Wöstmann zei zal het nog enkele jaren 

duren voor de echte doorbraak. Vele punten kunnen in overweging 

genomen worden om nu reeds tot deze stap over te gaan. De 

aanschafprijs is wel degelijk aan het dalen alhoewel het prijskaartje 

van de nieuwste Siemens Omnicam eventjes deed duizelen, deze 

wordt samen met de freesmachine voor ongeveer 90000 euro te koop 

aangeboden. In de Verenigde Staten zou evenwel de prijs van de 

nieuwste “Lava” van 3M gedaald zijn tot 12000 dollar...

Om naast deze nieuwe methode toch alles in perspectief te plaatsen 

kwam een doorlichten van het conventioneel afdrukken ook uitgebreid 

aan bod. Vele problemen welke we meestal over het hoofd zien (zoals 

ondersnijdingen met hun gevolg op de vervorming en wat er tegen doen, 

het ontsmetten van de afdruk en de tijd hieraan besteed, de gebruikte 

materialen bij uitgieten, allemaal onderdelen die bijdragen tot een betere 

precisie van het eindwerk. 

Het kunnen ontdekken en zelf werken met de drie commerciële systemen 

nu op de markt (Siemens met de Omnicam, 3M met de Lava en Invisalign 

welke nog onder Straumann aanwezig was met de Itero), was wel een 

exclusiviteit welke kon gesmaakt worden. De toekomst werd voorgesteld, 

over hoeveel tijd, dit is moeilijk te voorspellen.

Najaar cursus:  Digitaal afdrukken? DE toekomst?



Zelf beproeven op zaterdag



Najaar symposium

De tandarts reanimeert....
Deze terugkerende activiteit 

heeft nog steeds een grote 

aantrekkingskracht. Vele 

collega’s weten dat 

regelmatige opfrissing hier 

een noodzaak is. Naast de 

gebruikelijke handelingen bij 

reanimatie werd ook 

stilgestaan bij de draagbare 

defribilator. Volgens 

professor Herregods is dit niet 

noodzakelijk in de 

tandartspraktijk. De oude 

handelingen volstaan voor 

een getrainde practicus.

De noodzaak van een eerste 

hulp trouse werd door dokter 

Coppens wel benadrukt 

onder andere het gebruik van 

epinephrine waarvoor een 

handig toestelletje op de 

amrkt is: de epinephrinepen.

Daarna werd het hands-on in 

groepjes. 



Voorjaarssymposium

Kleur : bepaling en realisatie
Dr Alma Dozic (ACTA)

Jonathan Koning en Vincent Stecher ( Tandmeesters NL)

9 maart 2013
Knokke - La Réserve

- Patiënten stellen steeds hogere eisen aan de behandelaars wat betreft de kleur en vorm van de 

restauraties op de front tanden. 

- De moderne tandheelkundige materialen en technieken zijn zeer goed geoptimaliseerd 

waardoor het mogelijk is geworden om de tandkleurige restauraties te maken die “onzichtbaar” 

zijn. 

- De tandarts kan, in overleg met patiënt, vaak kiezen tussen een directe of een indirecte techniek 

bij het restaureren van de front tanden. Beide technieken kunnen leiden tot succes mits er 

voldoende inzicht en creativiteit aanwezig zijn.

- Het maken van een “onzichtbare” restauratie, direct of indirect, begint met het vooraf bepalen 

van kleur en vorm van deze. Het goed bepalen van kleur en vorm van de “onzichtbare” 

restauratie begint met het inzicht!
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Articaine Better in Supplemental Infiltrations for Pulpitis

Laird Harrison
Dec 20, 2012

Supplemental infiltration injections with articaine are more effective than the same type of injection with lidocaine after the initial 

failure of an inferior alveolar nerve block, a new study shows.

Hengameh Ashraf, DDS, from the Department of Endodontics, Faculty of Dentistry, Shahid Beheshti Medical University, Tehran, Iran, 

and colleagues found that supplemental articaine infiltrations adequately controlled pain in 71% of patients undergoing root canal 

therapy for irreversible pulpitis in posterior mandibular molars, whereas supplemental lidocaine infiltrations worked in only 29% of 

patients.

"Articaine seems to raise anesthetic success more effectively compared with lidocaine," the authors write in their article, published 

online November 15 and in the January 2013 issue of the Journal of Endodontics.

Most dentists try to numb posterior mandibular teeth with inferior alveolar nerve blocks before endodontically treating irreversible 

pulpits in these teeth, but this technique fails between 10% and 81% of the time, the researchers report.

Intraosseous injections may be effective as a supplementary injection, but they require drilling into the cortical bone, and 

intraligamentary injections do not last very long and may increase postoperative pain.

Previous studies have also examined infiltration in asymptomatic teeth. Some have found no significant differences between the 2 

drugs, whereas others have found articaine to be superior, the researchers report.

At least 1 previous trial compared supplemental infiltrations of lidocaine and articaine in irreversible pulpits, but all these patients all 

had initial nerve blocks using lidocaine; none had nerve blocks with articaine.

Dr Ashraf and colleagues wanted to see whether there was a difference between the 2 anesthetics if the supplemental infiltrations 

contained the same anesthetic used in the nerve blocks. They randomly assigned 125 emergency patients with irreversible pulpits to 

receive nerve blocks of either 2% lidocaine with 1:100,000 epinephrine or 4% articaine with 1:100,000 epinephrine. Six patients 

who did not report lip numbness were excluded.

Clinicians prepared the affected teeth in the remaining patients and began filing the canals. Patients rated any discomfort on the Heft-

Parker visual analogue scale. If the discomfort was only minor, the nerve block was considered successful. The 102 patients with 

moderate to severe pain received an infiltration of the same anesthetic used for their blocks.

Overall, 58 of the 102 patients reached adequate numbness after the infiltrations: 71% with articaine and 29% with lidocaine. The 

difference was statistically significant ( P < .001).

Sean Boynes, DMD, who has conducted research on articaine at the University of Pittsburgh in Pennsylvania, told Medscape Medical 

News that this finding fits with what is already known about the differences between articaine and lidocaine.

"They found articaine to be superior," said Dr. Boynes, director of dental medicine at Caresoft Carolina in Society Hill, South 

Carolina. "I don't find that surprising. I think articaine is a great agent."

The rate of success in second molars was 28% compared with 72% for first molars ( P < .01), which, the authors speculate, could be 

attributed to a larger number of the first molars being assigned to the articaine group by chance.

There were no significant differences between men and women.

The rates of success for articaine in this study were higher than reported by 2 previous studies, and the authors speculate that using 

articaine for the nerve block as well as the infiltration could account for the difference.

The researchers did not find statistically significant differences between articaine and lidocaine in the nerve blocks.

Some studies have found a higher incidence of paresthesia in the inferior alveolar nerve after the use of articaine and other 

anesthetics in which the active ingredient is used in a 4% concentration. None of the participants in this study experienced such 

symptoms.

"If you look at the package insert, articaine has a risk of paresthesia with mandibular use, but it's so rare," said Dr. Boynes.

This study was supported by research funding from Shahid Beheshti Medical University. The authors have disclosed no relevant 

financial relationships. Dr. Boynes has served as research consultant to Novocol of Canada Inc and Novalar Pharmaceutical Inc 

regarding the development of new anesthetics for dentistry. He has also served as investigator for US Food and Drug Administration–

required phase 2I, phase 3, and phase 4 clinical research contracts awarded by Wyeth Consumer Healthcare, Novocol of Canada 

Inc, Novalar Pharmaceutical Inc, Hospira, and Pfizer Pharmaceuticals.

J Endod. 2013;39:6-10. Abstract
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High Prevalence of Orofacial Complaints in Patients With Fibromyalgia: 

A Case-Control Study

da Silva LA, Kazyiama HH, de Siqueira JT, Teixeira MJ, de Siqueira SR 

Oral Surg Oral Med Oral Pathol Oral Radiol. 2012;113:e29-e34
Study Summary

Fibromyalgia syndrome is often associated with widespread rheumatologic, neurologic, and psychological effects. Patients 

commonly suffer from fatigue, chronic musculoskeletal pain, sleep disturbances, psychological distress, and associated neurologic 

phenomena. [1] Patients with this condition often complain about orofacial pain that can affect a variety of structures in the head 

and neck. A recent study conducted by da Silva and colleagues investigated orofacial complaints and characteristics of patients with 

fibromyalgia syndrome compared with controls.

The study enrolled 25 consecutive patients (24 women, 1 man) with fibromyalgia syndrome who fulfilled the criteria established by 

the American College of Rheumatology for diagnosis of this condition. [2] The control group consisted of 25 healthy sex-matched 

patients who did not meet diagnostic criteria for fibromyalgia syndrome. Orofacial evaluations were performed by a single 

researcher and included documentation of standard demographic data and completion of a standardized protocol for evaluation of 

pain in the orofacial region. This included detailed questioning on pain characteristics, medical history, medications, earache, 

headache, generalized body pain, sleep disturbances, and masticatory complaints. Examination of each patient consisted of 

palpation of the muscular structures of the head, neck, and masticatory system; a periodontal examination; and evaluation of all 

intraoral structures.

Data analysis did not reveal any differences in findings of dental and intraoral examinations between the 2 groups. However, the 

fibromyalgia group exhibited the following characteristics in higher frequency compared with controls:

Temporomandibular disorders;

Generalized pain on awakening;

Fatigue complaints in the orofacial region;

Pain caused by mandibular movements;

Number of painful areas upon palpation of the head and neck; and

Complaints of earache, headache and sleep disturbances.

Viewpoint

Individuals with fibromyalgia syndrome routinely present to dental professionals for oral healthcare needs, and orofacial pain 

complaints may be part of the constellation of symptoms reported by these patients. Temporomandibular disorders are common in 

the general population but appear to be expressed at a higher rate in patients with fibromyalgia syndrome and may have a 

significant impact on oral health as well as general well-being. [1,3] At this time, it is unknown whether orofacial complaints 

represent a comorbid condition associated with fibromyalgia syndrome, and the cause-effect relationship between these 2 

conditions requires further investigation. [1,3] Oral burning sensations seem to be prevalent at a higher frequency in patients with 

fibromyalgia syndrome and may be correlated with neurologic phenomena such as central hyperexcitability. [1] Future studies will 

provide a deeper understanding of the relationship between orofacial pain complaints and fibromyalgia syndrome.

Dental providers must have a clear understanding of the systemic effects of fibromyalgia syndrome because it can affect the 

provision of care. For example, patients with fibromyalgia syndrome who have diffuse musculoskeletal pain may have difficulty 

maintaining a comfortable position in the dental chair while receiving treatment. Medical treatment of fibromyalgia syndrome often 

includes pharmacologic agents to manage various aspects of the condition. These agents can have significant implications for oral 

healthcare, increasing risk for xerostomia or interacting with other medications used in dentistry. [1] Patients may present for routine 

dental care with orofacial complaints without a diagnosis of fibromyalgia syndrome, and the astute clinician should not hesitate to 

refer a patient to the appropriate healthcare provider for further evaluation if an underlying fibromyalgia syndrome diagnosis is 

suspected.



Medscape: Are file formats becoming standardized?

Dr. Kachalia: Yes, they are trying to do that. Most will use an STL [stereolithography] file, but even that has been somewhat 

cumbersome. You may have 40% of the market open, but 60% will have a partial relationship. I think it will remain the 

standard. It seems like a common file type that everyone is comfortable with.

You can also bring other datasets in. You can merge with cone beam CT [computed tomography] information to see the 

patient's skeletal architecture. There is a company called Anatomage that is able to take multiple file sources and merge 

datasets to create surgical planning. The world of implant dentistry is where the biggest impact of the technology will be — to 

be able to scan a patient with cone beam CT, merge that with an intraoral scan, propose what the finished crown should look 

like, and develop a surgical stent to show where the implant should be placed. Before that, it was always a good educated 

guess by the surgeon.

Medscape: Is the intraoral scanning technology improving?

Dr. Kachalia: If we look at it from the scanning component — the technology that is used to image the patient's mouth — there 

have been tremendous leaps. Sirona launched their CEREC 1 system 27 years ago. We had 2 issues at that time. The scanning 

was very difficult; you had to coat the surface with titanium oxide, which is the same coating as the M on an M&M. The ideal 

scenario would be no powder at all but a very efficient scanning process that has a small tolerance in terms of error. We have 

to get between 25 and 50 microns of accuracy.

If we go 5 years back, we're looking at the Cadent iTero (now owned by Align Technologies). They hit the market as the first 

no-powder system. It worked phenomenally well. The downside of the system was that it was bulky. It was hard to position the 

unit in the patient's mouth. It was doable, but there was some weight and fatigue. Then 3M ESPE came out with the Lava 

chairside oral scanner, which is faster, but it reintroduced powder.

At the ADA meeting, 3Shape, from Copenhagen, introduced the TRIOS in the United States. That has a video scan that does 

not use powder and is very quick. It has a short image upload time, and price points have started to come down. 3M 

introduced the newest version of their system at the ADA, which has dropped in half; we were at $30,000, and the newest 

system is $12,000. The chance of the average practitioner being able to acquire this technology has increased substantially.

Medscape: I thought Align just made Invisalign clear plastic aligners. Are they getting into the CAD/CAM business?

Dr. Kachalia: Yes, they are. I think they see it as the future. One of Align's greatest costs is shipping a case. It goes first to Santa 

Clara, California, which is where, I believe, the cases are scanned. The designs happen in Costa Rica, where a set of 

orthodontists plan every case along with the prescribing clinician. I believe manufacturing occurs in 2 sites: Pakistan and 

Mexico. Their ideal would be that every practitioner have a scanner in their office. The practitioner would scan the patient and, 

within an hour, Align would have a proposal for the patient. If you flash forward 5 years, you could have what we call a 

printing unit in your office that would fabricate the aligners. I believe that is their goal.

Dr. Parag Kachalia  (Vice-Chair of Preclinical Education, 
Research and Technology,University of the Pacific, 
Stockton Campus, California) in een interview op 
Medscape over evolutie CADCAM



Statin Gel Shows Promise for Periodontitis

Laird Harrison  Nov 01, 2012 Authors & Disclosures

Atorvastatin gel applied locally may reduce symptoms of periodontitis and stimulate bone growth in defects caused by the 

disease, according to the results of a new randomized trial.

Patients treated with atorvastatin gel combined with scaling and root planing had 35.49% (±5.50%) mean radiographic 

bone fill compared with only 1.82% (±1.32%) in patients who received scaling and root planing and a placebo gel, 

researchers report in an article published online October 2 in the Journal of Periodontology.

"This can provide a new direction in the management of intrabony defects in chronic periodontitis," A. R. Pradeep, MDS, 

from the Department of Periodontics, Government Dental College & Research Institute, Bangalore, India, and colleagues 

write.

Periodontists have long sought an alternative to surgery for the bony defects, but so far nothing has proven as effective as 

placing bone particles or substitutes into the defects to stimulate host bone formation.

Researchers thought of using statins after noticing that patients receiving chronic statin therapy seemed to have less severe 

periodontitis than similar patients who were not receiving the drugs.

In addition to controlling cholesterol, statins have anti-inflammatory, immunomodulatory, antioxidant, antithrombotic, and 

endothelium stabilization effects and can promote angiogenesis and osteoblastic differentiation, Dr. Pradeep and colleagues 

note.

Retrospective studies confirmed that patients receiving simvastatin or atorvastatin had lower indexes of probing than other 

patients, and one study showed that atorvastatin could prevent alveolar bone loss in rats with ligature-induced periodontitis. 

In addition, in 2010, a small randomized controlled trial of systemic atorvastatin published in the Journal of Clinical 

Periodontology showed reductions in tooth mobility and the distance from the crestal alveolar bone to the cemento-enamel 

junction.

Dr. Pradeep and colleagues wanted to see whether applying the drug locally could provide even bigger benefits, so they 

mixed a biocompatible solvent into methylcellulose to create a gel and then added atorvastatin to a final concentration of 

1.2%.

They recruited 67 patients with severe chronic periodontitis and randomly assigned them to scaling and root planing plus the 

atorvastatin gel or to scaling and root planing plus a placebo gel. Sixty of these patients finished the trial.

The researchers injected the gels into the periodontal pockets with syringes with blunt cannulas. They instructed the patients 

to refrain from chewing hard or sticky foods, brushing near the treated areas, or using any interdental aids for a week.

At baseline, 6, and 9 months, they assessed the depth of bone fill by taking X-rays and then using software to measure the 

vertical distance from the crest of the alveolar bone to the base of the defect shown on these images. They also measured 

plaque, probing depth, clinical attachment level, and sulcus bleeding.

At 9 months, they found a mean probing depth of 4.07 (±1.01) mm in the atorvastatin group compared with 6.27 (±0.95) 

mm in the placebo group, which is a statistically significant difference ( P < .001).

Clinical attachment level was 2.57 (±0.86) mm in the atorvastatin group compared with 5.13 (±0.73) mm ( P < .001).

The modified sulcus bleeding index was 1.13 (±0.23) for atorvastatin vs 1.61 (±0.16) for placebo ( P = .000).

The full-mouth plaque index was 0.68 (±0.31) for atorvastatin vs 0.74 (±0.26) for placebo, which was not a statistically 

significant difference ( P = .413).

The intrabony defect was 3.09 (±0.40) for atorvastatin vs 4.67 (±0.51) for placebo ( P < .001).

Although the results are positive, the researchers caution against drawing firm conclusions from these results until a long-

term, multicenter, randomized controlled clinical trial is done.

Nancy Newhouse, DDS, an assistant clinical professor at the University of Missouri in Kansas City and president of the 

American Academy of Periodontology, agreed with the researchers' conclusions. "I think it shows promise," she told 

Medscape Medical News.

"They looked at only 60 patients, and there was only one site in each patient, so it's a small clinical trial and there has to be 

some follow-up," added Dr. Newhouse, who was not associated with the study.

Dr. Newhouse and the authors of the study have disclosed no relevant financial relationships.

http://www.joponline.org/doi/abs/10.1902/jop.2012.120393
http://www.joponline.org/doi/abs/10.1902/jop.2012.120393


Periodontitis Linked to Psoriasis: Study
Oct 08, 2012

By Andrew M. Seaman
NEW YORK (Reuters Health) Oct 04 - People with chronic periodontitis seemed slightly more likely to develop psoriasis in a study 

from Taiwan.

In a group of more than 230,000 people, those with gum disease were 54% more likely to get psoriasis over five years.

The study is among the first to investigate the link between the two conditions.

"We don't know very much about what the risk factors are for chronic inflammatory diseases like psoriasis," said Dr. Joel Gelfand, 

a dermatologist at the University of Pennsylvania in Philadelphia, who was not involved in the new research.

"This study points in a potentially new direction for a potential risk factor that - in theory - could be modified and thus lower the 

risk of psoriasis in the future," he told Reuters Health. "That being said, this finding needs to be confirmed by more rigorous, more-

controlled studies to determine if the findings are real."

It's not the first time psoriasis has been linked to other health problems. Earlier this year, a study found that 84% of patients with 

psoriasis had coronary artery disease, compared to 75% of psoriasis-free controls. (See Reuters Health article of January 10, 

2012.)

Oral health has also been tied to other conditions, including dementia.

But until now only one other study had looked at the link between psoriasis and chronic periodontitis.

For the new research, published online September 27th in the British Journal of Dermatology, Dr. Joseph J. Keller from Taipei 

Medical University and his colleague Dr. H.-C. Lin turned to a database of Taiwan's national health system.

They identified 115,365 people with gum disease and an identical number of controls and tracked them over five years.

Psoriasis developed in 1,082 patients with periodontitis and 706 controls. The rate per 1,000 people works out to about 1.9 vs 

1.2, respectively.

The researchers say their findings may challenge some of what is known about the etiology of psoriasis, but they caution about 

their study's limitations.

Specifically, they were not able to account for certain factors that could have played a role, such as cigarette smoking.

SOURCE: http://bit.ly/PWyRZl

Br J Dermatol 2012.

http://bit.ly/PWyRZl
http://bit.ly/PWyRZl


Een expert panel van de National Maternal-Child Oral Health Resource Center, 
Georgetown University heeft volgende gids uitgebracht voor medicatie gebruik bij 
zwangeren . Een uitgebreide brochure vind je op Oral Health Care During 
Pregnancy: A National Consensus Statement

7

Pharmaceutical Agent Indications, Contraindications, and Special Considerations

Analgesics

Acetaminophen May be used during pregnancy.
Acetaminophen with Codeine, 
Hydrocodone, or Oxycodone
Codeine
Meperidine
Morphine
Aspirin May be used in short duration during pregnancy; 48 to 72 hours. Avoid in  

1st and 3rd trimesters.Ibuprofen
Naproxen

Antibiotics

Amoxicillin May be used during pregnancy.
Cephalosporins
Clindamycin
Metronidazole
Penicillin
Ciprofloxacin Avoid during pregnancy.
Clarithromycin
Levofloxacin
Moxifloxacin
Tetracycline Never use during pregnancy.

Anesthetics Consult with a prenatal care health professional prior to using intravenous 
sedation or general anesthesia.

Local anesthetics with epinephrine  
(e.g., Bupivacaine, Lidocaine, Mepivacaine)

May be used during pregnancy.

Nitrous oxide (30%) May be used during pregnancy when topical or local anesthetics are 
inadequate. Pregnant women require lower levels of nitrous oxide to achieve 
sedation; consult with prenatal care health professional.

Over-the-Counter Antimicrobials Use alcohol-free products during pregnancy.
Cetylpyridinium chloride mouth rinse May be used during pregnancy.
Chlorhexidine mouth rinse
Xylitol

Pharmacological Considerations for Pregnant Women
!e pharmacological agents listed below are to be used only for indicated medical conditions and with appropriate 
supervision.

http://www.mchoralhealth.org/
http://www.mchoralhealth.org/
http://www.mchoralhealth.org/PDFs/OralHealthPregnancyConsensus.pdf
http://www.mchoralhealth.org/PDFs/OralHealthPregnancyConsensus.pdf
http://www.mchoralhealth.org/PDFs/OralHealthPregnancyConsensus.pdf
http://www.mchoralhealth.org/PDFs/OralHealthPregnancyConsensus.pdf


Praktisch

Om onze administratie zoveel mogelijk te beperken vragen we om 

inschrijvingen voor ICT (peer-review), symposia of cursussen via de 

website te doen. Gewoon inloggen met je inlognaam en 

wachtwoord. Dank bij voorbaat.

PEER REVIEW

Vergaderingen 
1e semester 2013
West Vlaanderen:
Sessie 1/2: donderdag 28 februari 
om 10.00u 
Sessie 3/4: donderdag 28 maart 
om 10.00u
Locatie:”Di Coylde” Beernem
Coördinator: Kris Lenoir
E-Mail: ict@vwvt.be
Telefoon: 050712657
Onderwerp: nog te bepalen

Oost-Vlaanderen
Sessie 7/8: donderdag 21 maart 
om 10.00u 
Sessie 9/10: donderdag 25 april 
om 10:00u
Locatie: “Patyntje” Gordunakaai, 
Gent
Coördinator: Vandenoostende Eric
E-mail: ict@vwvt.be
Telefoon: 09 230.10.93
Onderwerp: nog te bepalen

Antwerpen
Sessie 17/18: donderdag 15mei 
om 19.30u
Locatie: ALM Berchem Antwerpen
Coördinator: Deleye Hugo
E-mail: ict@vwvt.be
Telefoon: 03 238.88.45
Onderwerp: nog te bepalen

Vlaams Brabant
Sessie 15/16: maandag 12 
september om 20.30u 
Locatie: Dworp
Coördinator: Quisthoudt Marc
E-mail: ict@vwvt.be
telefoon.: 025205279
Onderwerp: nog te bepalen

Limburg
Sessie 13/14: donderdag 23 mei 
om 16.00u 
Locatie: Bokrijk
Coördinator: Deleye Hugo
E-mail: ict@vwvt.be
telefoon.: 03 2388845

Alle peer-reviews zijn 
dubbele sessies van 
anderhalf uur, dus drie uur in 
totaal. 

Vragen om Info

Bij elke cursus of symposium hechten wij veel belang aan de 

locatie en de catering. Om die reden krijgen de deelnemers ook 

een evaluatieformulier om alzo de locatie objectief te kunnen 

evalueren. Met dank aan allen die dit zonder morren invullen en 

ons terugbezorgen.

Apolonia heeft dit jaar terug kunnen rekenen op de steun van de Vlaamse 

Wetenschappelijke Vereniging voor Tandheelkunde. De cheque werd 

overhandigd door onze penningmeester Kris Lenoir.
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