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Changes in Diagnosis and Treatment
Perry A. Ratcliff, DDS

Editorial Note: Every deep pocket was once a shallow non-pathologic sulcus. Every
clinician can determine loss of gingival attachment level by use of the periodontal probe. The
pnnciple chalienge, however, is to detect the process of pocket formanon before there 15 loss
of attachment. What to do about this problem is the subject of this paper:

It seems everything one reads says this is a2 ime of change. Periodontics is no
exception. New equipment and understandings are changing how we sec our pagents’
peniodontal health,

Historically we were taught in dental school that 2-3 millimeter probe scores were an
indication of health and high probe readings were an indication of disecase. WRONG!
Researchers such as Dr. Sigmund Socransky have been saying for years that the 3 mm probe
score is at greater nisk than deep pockets. However, it is hard to give up percepuons that have
been our puide for a long tme.

Dr. Sigurd Ramfjord of the University of Michigan has been saying for years that when
there is loss of attachment with increased probe scores the space between the tooth and the
gingiva may be either a pathologic pocket or only an anatomical defect. Dr. Balint Orban in
1950 defined a penodontal pocket as a pathologic gingival crevice whereas a sulcus was a
space without pathology. Then he added that a probe score depth was not a halimark criterion
but one of the diagnostic signs used to identify a problem.

HOW CAN WE TELL THE DIFFERENCE?
The Periotemp (Abiodent, Cherry Hill, MA):

The Perigtemp has been proven by several clinical research investigators (Killoy, Fedi,
etc.) as able to define the difference between a sulcus and a pathologic pocket. It is the best
tool that has been in the market thus far. Enzyme analysis is too costly for routine clinical
use.

Gingivitds and periodontitis are inflammatory discases, Elevated temperature is one of
the cardinal signs of the pathologic process we call inflammation. The Perjotemp is simply a
periodontal probe with a thermocouple at the tip of the probe. This electric thermometer can
measure the temperature at the bottom of the gingival crevice - be it a sulcus or a pathologic
pockst. At the same time the clinician can record both probe scores and the relative
temperature of the gingiva.
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nents. The clinician uses the probe tip in the floor of the mouth ) | b
Paréading, This eliminates the possible error that could result from inter-patient differences.

Speech and mouth breathing must be taken into consideration. Fresh cooler air has
more access 1o anterior teeth than posterior teeth. Thus, there are differences in temperature
on different teeth. The built in computer adjusts for these variances. Use of the probe is no
different than the traditional metal calibrated probe, except that it records heat at the same ume
artachment loss is being recorded.

The thermometric evaluation can provide the clinician many surprises. Your author
found 1t difficult, at first, to accept that a six millimeter crevicular measurement showed no
evidence of inflammation while an adjacent tooth recorded a2 3 mm score but showed active
pathology. Treatment planning changes were required. How does one treat 2 3 mm deep area
that has changed from an anatomic sulcus to a 3 mm pathologic entity?

In the past, dental education has addressed treatment of periodontal defects with loss of
attachment. Both surgically invasive and non-invasive techniques are well known. Prevenuon
was perceived as "good plague control® and regular, frequent visits to the dental hygienist,
most often every 3 or 4 months. Dental professionals familiar with the dental rescarch
literature knew that a visit to the hygienist markedly reduced the bactenial populauon, but the
probable rebound would be in about 6 weeks. None of this information addressed the question
of what to do when discase has started but atachment loss has yet to occur.

Your author's first rude awakening was with a Perjotemp post-operative evaluauon
where the patient had all suicular measurements of 3 mm or less. Before telling the pauent.- he
was absolutely fantastic, I decided to do a full mouth Periotemp evaluation. Much to my
chagrin the thermocouple recorded five teeth with an eievated temperature reading. What do
you do with 2 3 mm amtachment level that shows signs of active disease? After all, there is no
deep penodontal pocket that did not have at an earhier tme 2 3 mm probe score. This recently
treated case was seen only 4-6 weeks post-operauvely.

__There were maintenance pauents with elevaled iemperatures that had been seen by the
hygienust only 3 weeks earlier. Proye, Poulison and Caton showed that total repair should be
at 1ts best in 2-3 weeks. These patients presented with low plague scores,

To your author's knowledge there has been no research on treatment of 3 mm pockets.
Analysis of how a pocket forms in its initial steps should dictate the treatment plan for
management of the early disease process which has no attachment loss. The eariy events in

pathogenesis are:

1. Increase in 1m1:r11= sulfur compounds (VSC) which make an otherwise resistant
epithelial barmier into one that can be penetrated (Rizzo, Gaffar, Tonzetch))

Z. Bactenal invasion of the sulcular space (Loe, Loesche, Lisigarten, etc.)

3. Antgenic stimulus of the immune response by the VSC (Tonzetich); bacterial
exotoxin, endotoxin and lipopolysacchande, and sumulation of the compiement cascade
by lymphokines

4. Invasion of bacteria into the underlying connective tissi:e (Frank, etc.)
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arc all reversible. Obviously, no invasive surgical or non-invasive procedure is required.
Trunnmtmunb:d:rmndmm:wlimmumpuiodmmmmognm.







