Journal of Advanced Zoology

ISSN: 0253-7214
= Volume 45 Issue S-2 Year 2024 Page 290-296

"Enhancing Precision And Proficiency: The Impact Of Magnification In
Endodontics™

Dr.Ayushi Rawat ,Dr.Anshdeep Singh, Dr.Sheetal Grover, Dr.Anil Dhingra, Dr.Seema Dixit,
Dr.Pulkit Gupta, Dr.Priya Pundir

Abstract

In recent decades, endodontics has undergone remarkable technological
advancements, transitioning from conventional hand files to rotary systems and from
direct vision to magnification. The application of magnification devices in
endodontics serves the primary purpose of visual enhancement and improved
ergonomics, especially crucial during prolonged hours in tight operating spaces,
addressing obscure microanatomy. The use of magnification aids significantly
contributes to the production of higher-quality procedures, fostering better precision
and accuracy.! Whether utilizing microscopes or loupes, practitioners experience
enhanced clarity in treatment planning and execution. Moreover, when equipped with
cameras and video monitors, magnification aids facilitate improved patient education
and documentation. Despite these benefits, the widespread adoption of magnification
in dentistry is yet to be integrated into mainstream practices due to various influences
on behavioral patterns. This review aims to elucidate the significance of
magnification in the field of endodontics, emphasizing its utility in dental procedures
CC License for enhanced accuracy, improved handling, and thoroughness, ultimately minimizing
CC-BY-NC-SA 4.0 | procedural errors.?

Introduction

Dentists have long faced challenges in visualizing the oral cavity, a point underscored by Syngcuk Kim's
assertion that effective treatment relies on what is visible. The clinician's ability to assess and address issues is
undoubtedly improved when there is a clearer and magnified visualization. Endodontists often claim the ability
to perform tasks blindfolded, citing the perceived lack of visibility in their work.5

Traditionally, endodontic therapy relied on tactile sensitivity, with radiographs being the sole means to perceive
the interior of the root canal system. The advent of modern magnification aids has not only increased dentists'
productivity and elevated the standard of dental treatment but has also brought attention to the ergonomic
benefits they provide. Beyond enhancing visualization, these aids contribute to better posture, as evidenced by
students displaying a more ergonomic stance when using magnification lenses compared to regular safety
glasses.

Operating without magnification often results in an unbalanced forward position of the head and neck, leading
to strain on the vertebrae and fatigue in shoulder-stabilizing muscles. Recognizing these ergonomic advantages
underscores the importance of investing in magnification tools for dental practitioners.’

The integration of magnification in dentistry is revolutionizing the endodontic restorative approach, reshaping
the decision-making process for tooth preservation or extraction. This transformation is attributed to various
advantages, including enhanced visual acuity through coaxial lighting, unobstructed vision, improved
illumination, utilization of smaller instruments, minimal trauma, and ergonomic benefits. The incorporation of
magnification not only facilitates a more thorough assessment of caries but also provides additional avenues
for endodontic therapy, propelling the dental profession towards achieving zero-defect dentistry. Utilizing
loupes or microscopes significantly enhances the clarity of treatment planning and execution. The incorporation
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of magnification, especially with the integration of cameras and video monitors, not only improves patient
education but also ensures more effective documentation. Serious consideration should be given to adopting
magnification concepts for a comprehensive and advanced dental practice.!?

HISTORY

Microsurgery has its roots in 1922 when Carl Nylen from the University of Stockholm pioneered its use in ear
surgery by employing a low-power monocular microscope. The evolution continued in 1953 when the Carl
Zeiss Company of West Germany introduced the first commercial binocular operating microscope. In 1962,
Dr. Geza Jako, an otolaryngologist, utilized the SOM in oral surgical procedures. '’

A pivotal moment for dentistry occurred in 1978 with the introduction of the first microscope specifically
designed for dental applications by Apotheker and Jako. The following year, in 1979, the use of a rod—lens
endoscope in endodontics was reported. Dr. Apotheker coined the term 'microdentistry’ in 1980, and the
'DentiScope' was manufactured in 1981 by Chayes-Virginia Inc., USA, and marketed by Johnson and Johnson.
The 1990s witnessed a surge in the routine use of microscopes for both surgical and standard endodontic
therapy, as advocated by Carr, Arens, Buchanan, Kim, Ruddle, and others

In 1990, Dr. Gabriele Pecora presented the use of the Dental Operating Microscope (DOM) in surgical
endodontics. Subsequently, in 1996, the rod—lens endoscope gained recognition as a magnification instrument
for conventional and surgical endodontic procedures. During the mid-1990s, periodontists such as Shanelec,
Belcher, and Nordland began endorsing the surgical microscope for specific periodontal procedures,
developing new suturing techniques with ultrafine sutures.?

The microscope's precision in delicate surgical procedures led to reduced postoperative discomfort, prompting
the 1998 American Dental Association accreditation requirement change. This change mandated that all
accredited United States postgraduate programs teach the use of the microscope in nonsurgical and surgical
endodontics, marking a significant advancement in endodontics.

In 1999, Gary Carr introduced a Dental Operating Microscope (DOM) with Galilean optics, specifically
configured for dentistry, providing several advantages for endodontic and restorative procedures. These
advancements signify a transformative journey in the integration of microsurgery within the dental field.

DENTAL LOUPES
Dental loupes are essential optical devices revolutionizing modern dentistry. Worn like eyeglasses, these

magnification tools provide a close and detailed view of the oral cavity, enhancing precision in dental
procedures.?

On the basis of the optical method by which they produce magnification.
A diopter, flat-plane, single lens loupe,

A surgical telescope with a Galilean system configuration (2-lens
system),

A surgical telescope with a Keplerian system configuration (prism

Of design that folds the path of light.

On the basis of design
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Front lens mount (flip-ups) and
Fixed mounts, also called through- the-lens (TTL).

With customizable magnification levels and working distances, loupes cater to individual preferences and
diverse clinical needs. Their ergonomic design promotes comfortable posture, reducing strain during prolonged
treatments. Integrated coaxial lighting ensures well-illuminated and clear visibility in various dental settings.
The use of dental loupes not only improves diagnostic accuracy by magnifying subtle details but also enhances
patient education through features like cameras and video monitors, fostering a new era of precision and
excellence in dental care.

Compound loupes feature an array of convergent multiple lenses with air spaces in between, providing
additional refracting power, magnification, working distance, and depth of field. Adjustable to clinical needs,
these loupes may have achromatic lenses, ensuring color-perfect images.?

Prism loupes, the most optically advanced, incorporate Pechan or Schmidt prisms for better magnification,
larger fields of view, wider depths of field, and shorter barrel lengths. Seeking achromatic lenses is crucial for
optimal performance.

Galilean loupes, though inexpensive and lightweight, have limited magnification (2.5- or 3.5-fold) and may
display a blurry peripheral border in the visual field.

Flip-Up Loupes: Flip-up loupes feature a telescope positioned farther away from the eyes, with its scope
mounted in front of the lens using a hinge mechanism.* This arrangement results in a more confined field of
vision. Notably, flip-up loupes offer a superior declination angle, allowing users to customize the downward
gaze towards the working area. Achieving a steeper declination angle makes the head position more neutral.
However, it's important to note that flip-up loupes are generally heavier compared to TTL loupes

Through-the-Lens (TTL) Loupes: TTL loupes prioritize comfort and provide a broader field of vision by
being situated closer to the eyes. The scope is directly mounted on the lens and is individually designed for
each user during the manufacturing process.?’ The angle of declination is preset at the factory. While TTL
loupes offer a comfortable fit, any change in eye prescription requires demounting the scope to replace the
glass. Despite being lighter, TTL loupes are often considered more expensive due to their customized design
and precise manufacturing.

ROD LENS ENDOSCOPE

Goss and Bosanquet documented the pioneering use of the endoscope in dentistry by Ohnishi in 1975, who
utilized it for arthroscopic temporomandibular joint procedures. Comprising glass rods*® working in
conjunction with a camera, light source, and monitor, the rod lens endoscope now integrates digital recorders
for documentation, offering streaming video or still capture options.

This endoscope provides clinicians with superior magnification compared to loupes or microscopes, without
compromising focus or depth of field. While it can serve as a visualization instrument for conventional
endodontic treatment, its bulkiness and challenge in maintaining a fixed field of vision make it less favorable
than a microscope.?’

or surgical endodontics, the recommendation is a 6 cm length endoscope with a 4.0-mm diameter lens and a
30° angle. Modern endoscopes, shorter in length, eliminate the fish-eye effect beyond a 30° angle. Surgical
endodontic visualization is optimal with a 2.7mm lens diameter, 70° angulation, and a 3 c¢cm long rod-lens,
while non-surgical visualization through an occlusal access opening® benefits from a 4mm lens diameter, 30°
angulation, and a 4 cm long rod-lens.
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ORASCOPE
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An orascope, crafted for intracanal visualization, is a fiber optic endoscope utilizing small, lightweight, and
flexible plastic fibers. The quality of the image directly depends on the quantity of fibers and the size of the
lens employed. The orascope is constructed with an array of 10,000 parallel visual fibers, each ranging between
3.7 um and 5.0 um in diameter. Featuring a slender 0.8-mm tip diameter, 0° lenses, and a functional length of
15 mm, the orascope facilitates detailed and precise visualization within dental canals.

SURGICAL OPERATING MICROSCOPE

The Surgical Operating Microscope in dentistry adheres to Galilean principles, ushering in a transformative
era for endodontic procedures and surgeries. Offering magnification from 3x to 30x and enhanced illumination,
it proves advantageous for both clinicians and patients, providing ergonomic benefits, clear vision, improved
prognosis, reduced appointments, and cost-effectiveness. Comprising three fundamental components, namely
the supporting structure, body of the microscope, and light source.

SUPPORTING STRUCTURE- Ensuring stability during operation, the supporting structure can be floor,
ceiling, or wall-mounted, allowing for precise maneuverability, especially at higher magnification levels.*’

BODY OF MICROSCOPE-

This crucial element encompasses eyepieces, binocular tubes, magnification changer, and the objective lens.
EYEPIECE- Magnifying the image, eyepieces are available in powers of 10x, 12.5x, 16x, and 20x, with diopter
settings ranging from -5 to +5 for accommodation adjustments.

Binocular Tubes- In dentistry, inclined, swiveling tubes are used to enhance ergonomics, allowing continuous
adjustment without altering the operator's head, neck, or back posture.

Magnification Changer-Positioned within the microscope's head, it offers 3-5- or 6-step manual changes or a
power zoom changer.

Objective Lens-Determining the working distance, the focal length ranges from 100 mm to 400 mm. A focal
length of 200 mm provides an ideal 20 cm/8 inches working distance for endodontic procedures. Antireflective
coating ensures minimal light absorption, maintaining optimal illumination of the operative field.
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LIGHTNING UNIT-

In surgical microscopes, the primary types of illumination include incandescent, halogen, and fiberoptic.?®
Halogen lamps, distinguished by a higher color temperature, emit a whiter light compared to conventional
bulbs. Additionally, xenon lamps, an alternative option, boast a significantly longer lifespan, up to 10 times
that of halogen lamps. These lamps provide light with daylight characteristics, offering exceptionally bright
images and sharper contrast due to their even whiter color.

OPTICAL PRINCIPLES OF MAGNIFICATION DEVICES

Increased magnification reduces focal depth. When wearing loupes, especially at magnifications surpassing
x4, practitioners must maintain a narrow distance range from the object to stay focused. In contrast, a
microscope remains stable even at high magnifications, allowing the practitioner to work in an upright and
ergonomically stress-free position. Microscope usage diminishes strain, eye fatigue, and soreness compared to
loupes. The microscope’s design ensures essentially parallel light reaching both eyes, mimicking far-distance
observation and preventing short accommodation stress experienced with the naked eye.*> Unlike loupes with
convergent binoculars and a converging viewing direction causing eye strain, microscopes provide shadow-
free imaging, ensuring excellent quality for clinical operations and documentation.

MAGNIFICATION FORMULA

TM = (FLT/FLOL) x EP x MV TM,
total magnification FLT,

focal length of the tube FLOL,
focal length of the objective lens
EP, eyepiece power

MYV, magnification value

APPLICATION IN ENDODONTICS

Magnification in endodontics serves a multifaceted role, significantly impacting examination, diagnosis, and
treatment planning.

It enables the identification of demineralization and subtle carious changes, guiding informed decisions on
treatment strategies.

Magnification proves invaluable in diagnosing various tooth issues, including cracks, craze lines, wear facets,
and marginal ridge cracks. Enhancing visualization within the pulp chamber and canal orifices, magnification
aids in discerning anatomical landmarks, dentinal maps, and differentiating pulp horns from the main body.
Moreover, it facilitates efficient cleaning and shaping by providing a clear view of specific canals. The use of
a dental microscope reveals anatomical variations and aids in detecting hidden canals.

Magnification assists in identifying and removing denticles, promoting precise instrumentation.

During obturation, proper illumination and magnification contribute to achieving an ideal apical seal, allowing
better control and placement of root canal sealers.*

Additionally, magnification aids in managing open apex conditions, improving visual acuity, and facilitating
proper sealing using an apical barrier.

Retrieval of fractured posts and instruments is optimized through enhanced vision, minimizing the loss of
healthy tooth structure. In the realm of microsurgical endodontics, the microscopic approach, introduced in the
early 90s, has demonstrated less traumatic procedures and faster healing.

This approach involves retro mirrors and atraumatic resection of apical root segments. The conclusion drawn
is that microsurgical endodontics, particularly when employing retro mirrors and utilizing a more moderate
resection angle, results in reduced trauma and expedited healing.

CONCLUSION

The fundamental principle behind incorporating magnifying aids in clinical practice is that the combination of
light and magnification leads to excellence. The logic follows that when clinicians can observe an object more
clearly and magnified, their ability to evaluate and treat it improves. Surgeons often emphasize the importance
of visibility in protection, stating, "if you see it, you can protect it," and this sentiment resonates in the field of
endodontics.
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For clinicians engaged in endodontic procedures without utilizing magnification aids, there exists an ongoing
assessment of the potential benefits. The primary consideration revolves around practicality, addressing
questions regarding the return on investment for both the capital expenditure and the time invested in training.*!
Evaluating whether the clinical advantages justify the expenditure of time and money becomes crucial.

To effectively tackle this critical issue of cost and efficiency, clinicians are encouraged to undergo intensive
training at the outset. This training aims to enhance their comfort in handling magnification aids, fostering a
commitment to incorporate them into every treatment case, not just selectively. Emphasizing practice as the
swiftest path to proficiency, this approach maximizes the return on investment, ensuring that clinicians fully
leverage the benefits of magnification aids in their clinical practice.
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