












77777 800.325.1881newsletter@youngdental.com

INSTRUMENTS: This retractor
holds the tissue away from the tip of
the endoscope, providing a clear view
of the instrument tip and adjacent
tooth surface.  The instrument
handles have been modified with a
longitudinal slot and clip.  The body
of the endoscope can be laid into the
slot and the body pressed into the
clip.  This streamlines the profile and
prevents the endoscope from
coming loose during use.  All of the
instruments are reusable and
compatible with sterilization.  The
curettes require periodic sharpening
and should be replaced if the blade
cross-section becomes too thin.  The
endoscope can be rapidly switched
from one instrument to another.

SHEATH: A bilumen (window)
sheath was designed to provide a
sterile barrier between the patient
and the fiber bundle and to provide
irrigation of the sulcus.  Because the
end of the endoscope comes in direct
contact with the patient, a sterile
disposable sheath that fits over the
endoscope was developed.  It can be
attached on the endoscope in a few
seconds and removed and discarded
after use.  The sheath has a sapphire
window, which allows illumination to
the work area and a clear view by the
endoscope. A separate channel in the
window allows water from a water
source attached to a plastic connec-
tor located on the proximal end of
the sheath to spray out and clear the
viewing area.  The window sheath
also fits into a stainless steel recep-
tacle built into each instrument.  This
allows for precise positioning of the
endoscope tip relative to the working
end of the instrument.

PERISTALTIC PUMP: The dental
endoscope is equipped with a
peristaltic pump for delivery of

irrigation via the window sheath to the
attached instrument and, subsequently,
the working area.

HIGH-OUTPUT LAMP:  The high-
output lamp is fitted with a fiber optic
cable that carries the light to the
endoscope.  Within the endoscope are 15
light fibers that carry the light to the
endoscope’s distal end, and illuminate
the working area.

VIDEO CAMERA: The endoscope is
connected to a medical grade video
camera via a camera coupler.  The camera
coupler magnifies and focuses the image
transmitted by the endoscope.

FLAT SCREEN MONITOR: The
endoscope uses a 12” diagonal LCD
display monitor.  The small size and light
weight of the display allows it to be
mounted on an arm and positioned close
to the patient.  This enables the clinician
to easily glance up to the display without
turning his/her head and minimizes
refocusing the eyes, which could lead to
eye strain.

Results
Endoscopic technology has been

successfully adapted in periodontal
diagnosis and therapy.  Techniques for
identification and interpretation of the
hard and soft tissue images, as well as the
location of root deposits and caries have
been developed.

MAGNIFICATION: The image that is
projected onto the monitor is always a
round image with the field of view
varying between 2.4 to 6.6 mm in
diameter.  The magnification on the
monitor can be from 46x to 15x depend-
ing on the distance of the object from
the tip of the endoscope.

INTERPRETATION OF IMAGES: A
pictorial and diagrammatic presentation
of the most basic images were presented.

The clinician was instructed to locate
one or more anatomical landmarks:
crown of the tooth, cemento-enamel
junction (CEJ), soft tissue of the gingival
sulcus or the instrument shield/
retractor.  Once these are identified, the
endoscopic instrument should be
moved slightly to establish perspective,
focus, orientation and a sense of
motion of the instrument relative to
the landmarks identified.

RELATIVE MOTION: Since the
endoscope is mounted on the end of
the instrument, the image on the
monitor appears as if the tooth is
moving rather that the instrument.

REVIEWER’S OBSERVATIONS
As clinicians, we have been

humbled by tissue that continues to
bleed despite frequent debridement.
The reality is that inflammation persists
because deposits of flat, burnished
calculus remain on the root surface but
cannot be detected with an instrument.
Until now, the clinician has not been
able to have direct, real-time visualiza-
tion and magnification of the hard and
soft tissues within the gingival sulcus.
Perioscopy aids in the location of
deposits on the root, assessment of the
subgingival soft tissue including the
attachment, sulcus wall and sulcus
contents.  Identifications and location
of subgingival caries, root fractures,
post perforation and open restoration
margins can aid the clinician in
diagnosis and therapy.  The past
limitations of periodontal debridement:
1) detection (tactile exploration and
radiographs) and 2) restricted access
no longer need to be viewed as
limitations. Endoscopic visualization of
the  sulcus and root surfaces is the new
age of instrumentation.




