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INTRODUCTION  

 

The pathogenesis of periodontal disease and the 

methods of treating it have undergone radical 

changes in the past 30 years [1]. The current model 

for periodontal disease includes microbial 

components, host inflammatory responses, and host 

risk factors that contribute to the advancement of this 

disease
 
[2,3]. The pathogenic bacterial plaque in the 

susceptible host triggers an immune response that 

results in inflammation and changes in the 

metabolism of the connective tissue and bone
 
[4-6]. 

This disease can have periods of intense activity and 

periods of dormancy. Initial periodontal therapy now 

includes nonsurgical debridement of the tooth 

structure, local delivery of antimicrobials, host 

modulators, and laser reduction of sulcular bacteria 

with laser coagulation of the treatment site
 
[7]. 

 

For many years now research in laser therapies in the 

field of periodontics is progressing steadily. In the 

beginning lasers were recommended only for soft 

tissue surgeries, however in the past few decades its 

use has been explored in various other periodontal 

procedures and integrates them into spectrum of laser 

supported therapies. Although there is still ambiguity 

in scientific literature about application of lasers we 

cannot ignore the growing popularity of lasers in our 

field claiming its unique advantage over conventional 

approaches
 
[8]. 

 

LASER PHYSICS 

  

Laser energy is made up of small particles known as 

photons, which move in waves. All lasers are 

monochromatic, collimated and coherent. They are 

one colour, and the light is invisible to naked eye 

because the laser operates outside of the visible 

range of the eye. Lasers are highly focused, 

unidirectional, and efficient; all of which makes them 

such a dependable tool in dentistry. Wavelength is the  

 

 

distance between any two corresponding points on 

the wave. Each wavelength has velocity, which is the 

speed of light (1,86,000 m/sec), and amplitude, which 

is the vertical movement of the total height of the 

wave from peak to peak. The characteristics of a laser 

depend on its wavelength and it effects the clinical 

applications and design of the laser
 

[9]. The 

wavelength of the laser used in medicine and 

dentistry ranges from 193nm to 10,600nm, 

representing a broad spectrum from ultraviolet to far 

infrared range. 

 

The lasers most commonly used in dentistry the CO2 

and ND:YAG have wavelength of 10,600nm (far 

infrared) and 1064 (near infrared) respectively. 

Frequency is another important factor in working with 

lasers. It is relative to the number of complete 

oscillations per unit time of a wave and is measured in 

hertz, which are units of frequency in cycles per 

second. 

 

LASER COMPONENTS 

 

An optical cavity is at the center of the device. The 

core of the cavity comprised of chemical elements, 

molecules, or compounds and is called the active 

medium. Lasers are generically named for the 

material of the active medium, which can be a 

container of gas, a crystal, or a solid-state 

semiconductor. There are two gaseous active 

medium lasers used in dentistry: argon and CO2. 

There are two mirrors, one at each end of the optical 

cavity, placed parallel to each other. Surrounding this 

core is an excitation source, either a flash lamp strobe 

device or an electrical coil, which provides the energy 

into the active medium. There is a pumping 

mechanism which develops a population inversion in 

the active medium (electrical current discharge). An 

optical resonator, which amplifies and collimates the 

developing laser beam. A cooling system, focusing 

lenses, and a controller subsystem (microprocessor) 

complete the mechanical components. 
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Table 1: Type and wavelength of lasers 

Laser Type 
Wavelength (in 
nm ) 

Excimer laser 
 

  

Argon flouride (ArF) 193 

  

Xenon Chloride (XeCl) 308 

Gas lasers 
 

  

Argon 488 

 
514 

Helium Neon (HeNe) 637 

  

Carbon dioxide (CO2) 10,600 

Diode lasers 
 

  
Indium gallium arsenide phosphorous 
(InGaAsP) 

655 

  

Gallium aluminium arsenide (GaAlAs) 670-830 

  

Gallium arsenide (GaAs) 840 

  

Indium gallium arsenide (InGaAs) 980 

  
Solid state lasers 

 

  

Frequency doubled  alexandrite 337 

  

Potassium titanyl phosphate (KTP) 532 

  

Neodymiun: YAG (Nd: YAG) 1,064 

  

Holmium: YAG (Ho:YAG) 2,100 

  
Erbium chromium: YSGG 
(Er,Cr:YSGG) 

2,780 

  

Erbium: YSGG (Er:YSGG) 2,790 

  

Erbium: YAG (Er:YAG) 2,940 

 

 

LASER TISSUE INTERACTION 

 

Laser light can have four different interactions with the 

target tissue, depending on the optical properties of 

that tissue. The first and most desired interaction is 

the absorption of the laser energy by the intended 

tissue. Tissue compounds called chromophores 

preferentially absorb certain wavelengths
 
[10].  

 

The second effect is transmission of the laser energy 

directly through the tissue with no effect on the target 

tissue. This effect is highly dependent on the 

wavelength of laser light. The third effect is reflection, 

which is the beam redirecting itself of the surface, 

having no effect on the target tissue. The fourth effect 

is a scattering of the laser light, weakening the 

intended energy and possibly producing no useful 

biologic effect [11]. 

 

LASER DELIVERY SYSTEMS
 
[12] 

 Flexible hollow wave guide or tube 

 Glass fiber optic cable 

 Articulated arms 

 

ADVANTAGES 

 Seals blood, lymphatic vessels and nerve fibers
 

[13] 

 Bactericidal  

 Negotiates folds in the tissues. 

 Minimal mechanical trauma. 

 Greater comfort during and after surgery.  

 Hemostasis and reduced  risk of blood borne 

pathogens  

 High patient acceptance of treatment.  

 Reduced stress and fatigue for the practitioner 

and staff.  

 Leading edge technology for a perceived higher 

level of patient care.  

 

LIMITATIONS 

 All lasers require specialized training and 

attention to safety precautions.   

 Slower than traditional methods.  

 No single laser can perform all desired dental 

applications.  

 

CLINICAL APPLICATIONS OF LASERS IN 

PERIODONTICS 

There are several advantages to using lasers in 

periodontal therapy. These advantages include 

hemostasis, less postoperative swelling, a 

reduction in bacterial population at the surgical 

site, less need for suturing, faster healing, and 

less postoperative pain [15,16]. The argon, CO2, 

diode, and Nd:YAG lasers all provide what is 

essentially a bloodless, dry operative field
 
[17,18]. 
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Table 2: Uses of Lasers in Dentistry
 
[14] 

Uses of Laser 

 

Periodontics 

Initial (nonsurgical) pocket therapy 

Nonosseous gingival surgery 

 Frenectomy 

 Gingivectomy 

 Graft 

Periodontal regeneration surgery 

 De-epithelialization 

 Removal of granulomatous tissue 

 Osseous recontouring 

 

Fixed prosthetics/cosmetics 

Crown lengthening/soft tissue management around 

abutments 

Osseous crown lengthening 

Troughing 

Formation of ovate pontic sites 

Altered passive eruption management 

Modification of soft tissue around laminates 

Bleaching 

 

Implantology 

Second-stage recovery 

Peri-implantitis 

 

Removable prosthetics 

Epulis fissurata 

Denture stomatitis 

Residual ridge modification 

Tuberosity and Torus reduction 

Soft tissue modification 

 

Pediatrics/orthodontics 

Exposure of teeth 

Soft tissue management of orthodontic patients 

 

Oral surgery/oral medicine/oral pathology 

Biopsy 

Operculectomy 

Apicoectomy 

Oral soft tissue pathologies 

 

Operative dentistry 

Deciduous teeth 

Permanent teeth 

 

Lasers are generally used for gingivectomy, 

gingivoplasty and frenectomy and for the removal of 

epulis or benign tumors, with some benefits when 

compared with the use of a scalpel or electrosurgery
 

[19].Gingivalhyperplasia is a typical indication for CO2 

laser treatment. The CO2 laser is also effective in 

performing gingivoplasty for small tissue irregularities 

seen after periodontal and peri-implant surgery. The 

deeply penetrating lasers, such as the Nd:YAG and 

diode lasers, can be used to cut and reshape soft 

tissues
 
[20,21]; however, these lasers have greater 

thermal effects, leaving a relatively thicker coagulation 

area on the treated surface. 

 

The Er:YAG laser is also effective for soft tissue 

surgery. As this laser is the most highly absorbed in 

water among dental lasers
 
[22], the width of the 

thermally affected layer after Er:YAG laser irradiation 

is minimal. Therefore, the hemostatic effect is weaker 

than for other lasers, but the healing of the laser 

wound is relatively fast and comparable to that of a 

scalpel wound. 

 

Esthetic gingival procedures 

Lasers can be applied in esthetic procedures such 

arch contouring or reshaping of gingiva and in crown 

lengthening. The Er:YAG laser is very safe and useful 

for esthetic periodontal soft tissue management 

because this laser is capable of precisely ablating soft 

tissues using various fine contact tips, and the wound 

healing is fast and favorable owing to the minimal 

thermal alteration of the treated surface
 
[23,24]. 

 

Depigmentation is another indication for laser use in 

esthetic treatments. The CO2, diode and Nd:YAG 

lasers can treat melanin pigmentation effectively
 
[25]. 

However, in areas of thin gingiva, these lasers have a 

risk of producing gingival ulceration and recession as 

a result of their relatively strong thermal and ⁄ or 

deeply penetrating effects
 
[25]. In these situations, the 

Er:YAG laser is more useful and safe for melanin 

depigmentation
  
[24,26]. 

 

In addition, the Er:YAG laser can be utilized to 

remove metal tattoos
 
[24,26]. The use of Er:YAG laser 

microsurgery enables effective and complete removal 

of the discolored gingival connective tissue, together 

with metal fragments, with minimum postoperative 

pain and little gingival recession, which cannot be 

achieved by conventional treatments
 
[24,26]. 

 

Nonsurgical pocket therapy 

The benefits of lasers, such as ablation, bactericidal 

and detoxification effects, as well as photo-bio 

modification, have been reported to be useful for 

periodontal pocket treatment, and the application of 

lasers has been suggested as an adjunctive or 

alternative tool to conventional periodontal 

mechanical therapy
 
[23]. 

 

Removal of subgingival calculus 

The CO2 laser cannot be used for calculus removal 

because this laser readily causes melting and 
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carbonization on the dental calculus
 
[27]. The Nd:YAG 

laser is also basically ineffective for calculus removal 

when a clinically suitable energy is employed
 
[28]. 

Unlike these lasers, the Er:YAG laser is capable of 

easily removing subgingival calculus without a major 

thermal change of the root surface in vitro
 

[23]. 

Furthermore, Er:YAG laser treatment in vivo might 

provide selective subgingival calculus removal to a 

level equivalent to that provided by scaling and root 

planning
 
[29]. 

 

Interestingly, the frequency-doubled Alexandrite laser 

(wavelength 337 nm) is able to remove supragingival 

and subgingival calculus as well as dental plaque in a 

completely selective manner without ablating the 

underlying enamel or cementum
 
[30]. 

 

Bactericidal and detoxification effects 

The defocus mode of the CO2 laser has root 

conditioning effects, such as smear layer removal, 

decontamination
 
[31] and the preparation of a surface 

favorable to fibroblast attachment
 
[32]. Regarding the 

Nd:YAG laser, several researchers reported a 

decontamination effect
 
[33] and the inactivation of the 

endotoxins in the periodontally diseased root surface
 

[34]. The Er:YAG laser exhibits a high bactericidal 

effect against periodontopathic bacteria at a low 

energy level
 
[35] and this laser also has the potential 

to remove toxins diffused into the root cementum, 

such as bacterial lipopolysaccharides
 

[36]. The 

bacterial killing effect of argon laser radiation may be 

effective in the treatment of clinical infections caused 

by biofilm-associated species, such as prevotella and 

porphyromonas
 
[37,38]. 

 

Periodontal pocket treatment 

One of the possible advantages of laser treatment of 

periodontal pockets is the debridement of the soft 

tissue wall.  Gold &Vilardi reported the safe 

application of the Nd:YAG laser (1.25 and 1.75 W, 20 

Hz) for removal of the pocket-lining epithelium in 

periodontal pockets without causing necrosis or 

carbonization of the underlying connective tissue in 

vivo
 
[39]. Yukna etal

 
[40] reported that the laser 

assisted new attachment procedure could be 

associated with cementum-mediated new connective 

tissue attachment and apparent periodontal 

regeneration on previously diseased root surfaces in 

humans. 

 

Furthermore, in an animal study the Er:YAG laser 

also seems to induce new cementum formation after 

pocket irradiation
 
[41]. Thus, adjunctive or alternative 

use of laser treatment in periodontal pockets may 

promote more periodontal tissue regeneration than 

conventional mechanical treatment. 

 

Studies evaluating the potential of the adjunctive 

application of a diode laser in the nonsurgical 

treatment of periodontitis have also recently been 

reported. The pulsed diode laser (805 nm) seems to 

produce a higher level of bacterial elimination from 

periodontal pockets than conventional scaling alone, 

especially      with      

aggregatibacteractinomycetemcomitans
 
[42]. 

 

Surgical pocket therapy 

Laser application is effective in debriding areas of 

limited accessibility, such as deep intra bony defects 

and furcation areas where mechanical instruments 

cannot eliminate microbiological etiologic factors. 

Laser irradiation can facilitate complete debridement 

of the defect as a result of its ablation effect as well as 

improved accessibility when there is contact of the tip 

of the laser. The focused CO2 laser can easily 

achieve degranulation of bone defects. CO2 laser, 

when used with relatively low energy output in a 

pulsed and ⁄ or defocused mode, may provide root 

conditioning, detoxification and bactericidal effects on 

the contaminated root surfaces. Crespi et al
 
[43] used 

the CO2 laser in a defocused mode (13 W, 40 Hz) for 

the treatment of experimentally induced Class III 

furcation defects in dogs following flap surgery and 

reported that laser treatment promoted the formation 

of new periodontal ligament, cementum and bone. 

The Er:YAG laser has also been shown to be 

effective and easy to use for granulation tissue 

removal and root surface debridement during surgical 

procedures
 

[44]. Sculean et al
 

[45] reported that 

application of the Er:YAG laser during the treatment 

of periodontal intra-bony defects with access flap 

surgery is effective and safe with significant clinical 

improvements at six months following surgery, 

however, the laser treatment was equally effective as 

the mechanical debridement alone.  

 

Osseous surgery 

The use of erbium lasers is becoming increasingly 

popular for bone surgery. Erbium lasers in general 

offer more precision and better access than 

mechanical instruments. They reduce the risk of 

collateral damage, particularly when compared with 

rotary instrument that may become entangled with 

soft tissues. 

 

Application of lasers in implant therapy 

Various lasers have been applied in the field of 

implant dentistry for uncovering the submerged 
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implant (second-stage) prior to placement of the 

healing abutment. Use of lasers in these procedures 

may have several advantages, including improved 

hemostasis, production of a fine cutting surface with 

less patient discomfort during the postoperative 

period, and favorable and rapid healing following 

abutment placement, thus permitting a faster 

rehabilitative phase
 
[46]. Lasers were proposed for 

the treatment of peri-implant infections, based on their 

successful application with positive results as an 

adjunctive or alternative treatment for periodontal 

diseases. Some studies demonstrated that the 

Nd:YAG laser is contraindicated for use in the 

treatment of peri-implantitis because irradiation using 

this laser readily produced morphological changes 

such as melting, cracks and crater formation of the 

titanium surface [47] although A recent report showed 

its bactericidal effect with no damage to the titanium 

surface at low pulse energy
 
[48]. 

A B 

With the CO2 laser, no morphological changes are 

observed on the implant surface. In addition, 

irradiation of titanium surfaces with the CO2 laser 

does not influence osteoblast attachment
 

[49]. 

Therefore, this laser is commonly applied for 

decontamination of implant surfaces
 
[49,50]. The CO2 

laser is reported to be safe and to possess an ability 

to enhance bone regeneration when utilized for 

decontamination of implants in the treatment of 

experimentally induced peri-implantitis
 
[51] and when 

clinically applied with beta-tricalcium phosphate in the 

treatment of peri-implantitis
 
[52]. However, previous 

studies also indicate that there is a risk associated 

with the high temperature elevation of the titanium 

implant surface and carbonization of the adjacent 

bone tissue during irradiation with theCO2 laser
 
[53]. 

Among the lasers applied in dentistry, the Er:YAG 

laser is considered to possess the best property for 

both degranulation and implant surface 

decontamination as a result of its dual actions of both 

soft and hard tissue ablation without causing thermal 

damage of the adjacent tissue. 

 

PHOTODYNAMIC THERAPY 

This is based on the principle that a dye which is a 

photosensitiser binds to a target cells and is activated 

by light of an appropriate wavelength.PDT has been 

used to treat localized microbial infections because 

free radicals that are formed during therapy might be 

toxic to bacteria
 
[54]. 

 

LOW LEVEL LASER THERAPY (LLLT) 

LLLT uses light source that generates pure light with 

single wavelength (InGaAlp,635nm). Biostimulatory 

effect of LLLT reduces discomfort, promotes wound 

healing, bone regeneration, suppresses inflammatory 

processes by inhibiting PGE2 and stimulates cellular 

ATP
 
[55]. It also activates human gingival fibroblasts 

and cells to proliferate and release growth factors 

invitro .LLLT could promote new bone formation by 

inducing the proliferation and differentiation of 

osteoblasts and also increased the alkaline 

phosphatase activity and mRNA expression of 

osteoblastic differentiation markers like osteopontin, 

osteocalcin and bone sialoprotein. LLLT is a pro-

oxidant in short term and anti oxidant in long term
 

[56]. 

 

WOUND HEALING 

There are numerous opinions regarding reduction in 

bacteremia, reduction in swelling, scarring, pain and 

faster healing response following laser surgical 

therapy. The assert of faster healing response 

appears to be wavelength specific and highly 

sensitive to energy density [8].T 

TTHH
 

There are conflicting reports regarding healing of 

laser surgical wounds in comparison to that of 

conventional scalpel wound.All reports suggests that 

healing was equivalent for scalpel and Nd:YAG 

wound when laser was used  at low power settings of 

1.75W and 20HZ. 

 

OCULAR HAZARDS 

Potential injury to the eye can occur either by direct 

emission from laser or from the reflection from mirror 

like surfaces. Several structures of the eye may be 

injured as a result of laser emissions. The site of 

injury is directly dependent on the preferential 

absorption of various wavelengths by specific 

structures of the eye. The primary ocular injury that 

may result from a laser accident is a retinal or corneal 

burn. Other potential ocular injuries from various 

wavelengths may occur e.g., injury to the sclera, 

aqueous humor, cataract etc
 
[58]. 

 

TISSUE DAMAGE 

Laser induced damage to the skin and other non-

target tissue (oral tissue) can result from thermal 

interaction of radiant energy with tissue proteins. 

Temperature elevations of 21ºC above normal body 

temperature (37ºC) can produce cell destruction by 

denaturation of cellular enzymes and structural 

proteins, which interrupts basic metabolic processes
 

[58] of clinical significance is the potential damage to 

deeper tissue from penetration of specific 

wavelengths such as the continuous wave Nd: YAG 

laser.  
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Table 3: LASER HAZARDS ENCOUNTERED IN DENTISTRY
 
[57] 

            

 

Respiratory/Environmental Hazards 

These secondary hazards belong to a group of 

‘potential laser hazards’ (also called as ‘non beam 

hazards’). Inhaled air borne contaminants can be 

emitted in the form of smoke or plume generated 

through the thermal interaction of surgical lasers 

through tissue or through the accidental escape of 

toxic chemical and gases from the laser itself
 
[59]. 

 

Combustion Hazards 

Flammable solids, liquids and gases used within the 

dental surgical setting can be easily ignited if exposed 

to the laser beam. Toxic fumes released as a result of 

combustion of flammable materials present an 

additional hazard
 
[60]. 

 

Electrical Hazards 

Electrical hazards are grouped as: 

● Shock hazards 

● Fire hazards or explosion hazards 

 

CONCLUSION 

 

 

 

In this review we have discussed about the basic 

principles and applications of dental lasers. It is most 

important for the dental practitioner to become familiar 

with those principles and then choose the proper 

laser(s) for the intended clinical application. Each 

wavelength and each device has specific advantages 

and disadvantages. The clinician who understands 

these principles can take full advantage of the 

features of lasers and can provide safe and effective 

treatment. 

 

REFERENCES 

 

1. Socransky SS, Haffajee AD. The bacterial etiology 

of destructive periodontal disease.Curr Concepts J 

Periodontol 1992;63:322–31. 

2. Zambon JJ. Periodontal diseases: microbial 

factors. Ann Periodontol 1996;1:879–925. 

3. Kornman KS, Page RC, Tonetti MS. The host 

response to microbial challenge in periodontitis: 

assembling the players. Periodontol 2000 

1997;14:33–53. 

4. Ishikawa I, Nakashima K, Koseki T. Induction of 

the immune response to periodontopathic bacteria 

LASER 
WAVE 

LENGTH 
WAVE FORM DELIVERY TIP ABSORPTION APPLICATIONS 

Argon 514nm 
Gated or 

continuous 

Flexible 

fibreoptic system 
Pigment 

Soft tissue incision 

ablation 

Diode: 

combination of 

Gallium and other 

elements 

635-980nm 
Gated or 

continuous 

Flexible 

fibreoptic tip 

contact mode 

Pigment 

 

Soft tissue incision 

Ablation 

Pocket debridement 

Flourescence calculus 

detection 

Nd:YAG 1064nm 
Free running 

pulse 

Flexible 

fibreoptic tip 

contact mode 

Pigment and dark 

substances 

Soft tissue incision 

Ablation 

Pocket debridement 

Er:YAG 2940nm Pulsed 

Water cooled 

fibreoptic system 

 

or hollow 

wave guide: 

contact mode 

Water affinity for 

hydroxyapetite 

 

Hemostasis 

Soft tissue incision 

Ablation 

 

Hard tissue use 

 

Er,Cr:YSGG 2780nm Pulsed 

Sapphire crystal 

inserts, Contact 

mode 

Scaling 

Scaling 

Soft tissue incision 

Ablation 

Osteoplasty 

Ostectomy 

CO2  10,600nm 
Gated or 

continuous 

Hollow wave 

guide 

Water and 

hydroxyapetite 

Excellent hemostasis 

Soft tissue incision 

Ablation 

De-epithelisation of gingiva 

during regenerative 

procedures 

Coagulation of donor site. 

Root conditioning 



Aghanashini S et al: Laser: Supremacy ray in Periodontics                                                                                                www.jrmds.in 
 

Journal of Research in Medical and Dental Science | Vol. 2 | Issue 4 | October – December 2014  7 

 

and its role in the pathogenesis of periodontitis. 

Periodontol 2000 1997;14:79–111. 

5. Offenbacher S. Periodontal diseases: 

pathogenesis. Ann Periodontol 1999;70:935–49. 

6. American Academy of Periodontology.The 

pathogenesis of periodontal diseases. J 

Periodontol 1999;70:457–70. 

7. Coluzzi DJ. Lasers and soft tissue curettage: an 

update. CompendCont Ed Dent 2002;23:1104–11 

8. SRM university journal of dental science Lasers in 

periodontics. A Scientific boon or bane? Vanaja 

Krishna Naik, SangeethaS,Dayanand John Victor. 

9. Midgley H C ND:YAG Contact laser surgery.The 

scalpel of the future?otolaryngol clinic  N Am 

1990;23:99-105 

10. Frank F. Laser light and tissue biophysical aspects 

of medial laser application. SPIE Lasers Med 

1989;1353:37–45. 

11.  Howard Bargman, et al Laser classification 

systems. Fundamentals of dental lasers: science 

and instruments Donald J. Coluzzi,DentClin N Am 

48(2004) 751-70. 

12. schwarz  F Aoki  A, Becker J, Sculean :Laser 

application in non-surgical periodontal therapy: a 

sysytematic review. J ClinPeriodontol 

2008:35(suppl.8)-29-44. 

13. The biologic rationale for the use of lasers in 

dentistry Robert A. Convissar, Dent Clin N Am 48 

(2004) 771–94 

14. Pick PH, Pecaro BC, Silberman CJ. The laser 

gingivectomy. The use of the CO2 laser for the 

removal of phenytoin hyperplasia. J Periodontol 

1985;56:492–4. 

15. Schuller DE. Use of the laser in the oral 

cavity.OtolaryngolClin N Am 1990;23:31–42. 

16. Rossmann JA. Lasers in periodontics. A position 

paper by the American Academy of 

Periodontology. J Periodontol 2002;73:1231–9. 

17. Finkbeiner RL. Free autogenous soft tissue graft 

with the argon laser. Laser Surg Med 

1994;15:168–75. 

18. Pick RM, Colvard MD. Current status of lasers in 

soft tissue dental surgery. J Periodontol 1993: 64: 

589–602. 

19. Romanos G, Nentwig GH. Diode laser (980 nm) in 

oral and maxillofacial surgical procedures: clinical 

observations based on clinical applications. J Clin 

Laser Med Surg 1999:17: 193–7. 

20. White JM, Goodis HE, Rose CL. Use of the pulsed 

Nd:YAG laser for intraoral soft tissue surgery. 

Lasers Surg Med 1991:11: 455–61. 

21. Hale GM, Querry MR. Optical constants of Water 

in the 200-nm to 200-lm wavelength region. Appl 

Optics 1973:12: 555–63. 

22. Aoki A, Sasaki KM, Watanabe H, Ishikawa I. 

Lasers in nonsurgical periodontal therapy. 

Periodontol 2000 2004:36: 59–97. 

23. Ishikawa I, Aoki A, Takasaki AA. Potential 

applications of Erbium:YAG laser in periodontics. J 

Periodontal Res 2004:39: 275–85. Atsawasuwan 

P, Greethong K, Nimmanon V. Treatment of 

gingival hyperpigmentation for esthetic purposes 

by Nd:YAG laser: report of 4 cases. J Periodontol 

2000; 71:315–21. 

24. Aoki A, Ishikawa I. Application of the Er:YAG laser 

for esthetic management of periodontal soft 

tissues. In: Junior A, Pinheiro A, Pecora J, editors. 

The 9th International Congress on Laser in 

Dentistry. Sao Paulo: Medimond,2005: 1–6. 

25. Tucker D, Cobb CM, Rapley JW, Killoy WJ. 

Morphologic changes following in vitro CO2 laser 

treatment of calculus ladened root surfaces. 

Lasers Surg Med 1996: 18: 150–56. 

26. Tseng P, Liew V. The potential applications of a 

Nd:YAG dental laser in periodontal treatment. 

Periodontology (Australia) 1990: 11: 20–2. 

27. Schwarz F, Putz N, Georg T, Reich E. Effect of an 

Er:YAG laser on periodontally involved root 

surfaces: an in vivo and in vitro SEM comparison. 

Lasers Surg Med 2001: 29:328–35.sonic scaling. J 

Periodontal Res 2000: 35: 266–77.  

28. Rechmann P. Dental laser research: selective 

ablation of caries, calculus, and microbial plaque: 

from the idea to the first in vivo investigation. Dent 

Clin North Am 2004: 48:1077–1104. 

29. Barone A, Covani U, Crepsi R, Romanos GE. 

Root surface morphological changes after focused 

versus defocused CO2 laser Irradiation: a 

scanning electron microscopy analysis. J 

Periodontol 2002: 73: 370–73. 

30. Crespi R, Barone A, Covani U, Ciaglia RN, 

RomanosGE.Effects of CO2 laser treatment on 

fibroblast attachment to root surfaces. A scanning 

electron microscopy analysis.J Periodontol 2002: 

73: 1308–12. 

31. White JM, Goodis HE, Cohen JN. Bacterial 

reduction of contaminated dentin by Nd:YAG 

laser. J Dent Res 1991: 70:412. 

32. Fukuda M, Minoura S, Ishikawa K, Ogura N, Ueda 

N, Murase M, Sugihara N, Kato K, Nakagaki H, 

Noguchi T. Effects of Nd:YAG laser irradiation on 

endotoxin in exposed cementum. Jpn J Conserv 

Dent 1994: 37: 711–16.  

33. Ando Y, Aoki A, Watanabe H, Ishikawa I. 

Bactericidal effect of erbium YAG laser on 

periodontopathic bacteria. Lasers Surg Med 1996: 

19: 190–200. 

34. Yamaguchi H, Kobayashi K, Osada R, Sakuraba 

E, Nomura T, Arai T, Nakamura J. Effects of 

irradiation of an erbium: YAG laser on root 

surfaces. J Periodontol 1997: 68: 1151–5. 

35. Henry CA, Dyer B, Wagner M, Judy M, Matthews 

JL.Phototoxicity of argon laser irradiation on 

biofilms of Porphyromonas and Prevotella species. 

J PhotochemPhotobiol B 1996: 34: 123–8. 

36. Henry CA, Judy M, Dyer B, Wagner M, Matthews 

JL. Sensitivity of Porphyromonas and Prevotella 

species in liquid media to argon 

laser.PhotochemPhotobiol 1995: 61: 410–3.  

37. Gold SI, Vilardi MA. Pulsed laser beam effects on 

gingiva. J ClinPeriodontol 1994: 21: 391-6. 



Aghanashini S et al: Laser: Supremacy ray in Periodontics                                                                                                www.jrmds.in 
 

Journal of Research in Medical and Dental Science | Vol. 2 | Issue 4 | October – December 2014  8 

 

38. Yukna RA, Carr RL, Evans GH. Histologic 

evaluation of an Nd:YAG laser-assisted new 

attachment procedure in humans.Int J 

Periodontics Restorative Dent 2007: 27: 577–87. 

39. Schwarz F, Jepsen S, Herten M, Aoki A, Sculean 

A, Becker J. Immunohistochemical 

characterization of periodontal wound healing 

following nonsurgical treatment with fluorescence 

controlledEr:YAG laser radiation in dogs. Lasers 

Surg Med 2007: 39: 428–40. 

40. Moritz A, Gutknecht N, Doertbudak O, Goharkhay 

K, Schoop U, Schauer P, Sperr W. Bacterial 

reduction in periodontal pockets through irradiation 

with a diode laser: a pilot study. J Clin Laser Med 

Surg 1997: 15: 33– 7. 

41. Crespi R, Covani U, Margarone JE, Andreana S. 

Periodontal tissue regeneration in beagle dogs 

after laser therapy. Lasers Surg Med 1997: 21: 

395–402. 

42. Centty IG, Blank LW, Levy BA, Romberg E, 

Barnes DM. Carbon dioxide laser for de-

epithelialization of periodontal flaps. J Periodontol 

1997: 68: 763–9. 

43. Sculean A, Schwarz F, Berakdar M, Windisch P, 

Arweiler NB, Romanos GE. Healing of intrabony 

defects following surgical treatment with or without 

an Er:YAG laser. J ClinPeriodontol 2004: 31: 604–

8. 

44. Arnabat-Dominguez J, Espana-Tost AJ, Berini-

Aytes L, Gay-Escoda C. Erbium:YAG laser 

application in the second phase of implant 

surgery: a pilot study in 20 patients. Int J Oral 

Maxillofac Implants 2003: 18: 104–12. 

45. Kreisler M, Gotz H, Duschner H. Effect of Nd:YAG, 

Ho:YAG, Er:YAG, CO2 and GaAI As laser 

irradiation on surface properties of endosseous 

dental implants. Int J Oral Maxillofac Implants 

2002: 17: 202–11. 

46. Giannini R, Vassalli M, Chellini F, Polidori L, Dei 

R, Giannelli M. Neodymium:yttrium aluminum 

garnet laser irradiation with low pulse energy: a 

potential tool for the treatment of peri-implant 

disease. Clin Oral Implants Res 2006: 17: 638–43. 

47. Crespi R, Romanos GE, Cassinelli C, Gherlone E. 

Effects of Er:YAG laser and ultrasonic treatment 

on fibroblast attachment to root surfaces: an in 

vitro study. J Periodontol 2006: 77: 1217–22. 

48. Deppe H, Horch HH, Henke J, Donath K. Peri-

implant care of ailing implants with the carbon 

dioxide laser. Int J Oral Maxillofac Implants 2001: 

16: 659–67. 

49. Stubinger S, Henke J, Donath K, Deppe H. Bone 

regeneration afterperi-implant care with the CO2 

laser: a fluorescence microscopy study. Int J Oral 

Maxillofac Implants2005: 20: 203–10. 

50. Deppe H, Horch HH, Neff A. Conventional versus 

CO2 laser-assisted treatment of peri-implant 

defects with the concomitant use of pure-phase 

beta-tricalcium phosphate: a 5-year clinical report. 

Int J Oral Maxillofac Implants 2007: 22: 79–86. 

51. Kreisler M, Al Haj H, Gotz H, Duschner H, 

d_Hoedt B. Effect of simulated CO2 and GaAlAs 

laser surface decontamination on temperature 

changes in Ti-plasma sprayed dental implants. 

Lasers Surg Med 2002: 30: 233–9. 

52. Polansky R,HaasM,HeschlA,WimmerG.Clinical 

effectiveness of photodynamic therapy in the 

treatment of periodontitis:JClin 

Periodontol2009:36;575-80. 

53. QardiT,Miranda L, Tuner J,Gustaffson A: The 

short term effects of lowlevel laser as adjunct in 

treatment of periodontal inflammation:JClin 

Periodontol;2005:32;714-9. 

54. Aaron Chin -Hao, YingYingHuang,Praveen R 

AranyalMicheal Hamblin. Role of reactive oxygen 

species in low level laser therapy.Proc of 

SPIE:vol;7165:02 

55. Simarpreet Singh, Ramandeep Singhr, Amarinder 

Kaur.Dental Lasers: A Review of Safety 

Essentials. Journal of Lasers in Medical Sciences 

2012;3:56-8 

56. Neiburger EJ, Miserendino L. Laser reflectance: 

hazard in the dental operatory. Oral Surg Oral 

Med Oral Pathol 1988;659-61. 

57. Koksa JM, Eugene J. Chemical composition of 

laser-tissue interaction smoke plume. J Laser Appl 

1989;3:59-63. 

58. Davis RK, Simpson GT. Safety with the carbon 

dioxide laser. OtolaryngolClin North Am 

1983;16:801-14. 

 

 

Corresponding author:  
 
Dr. Nanditha Chandran 
Post-Graduate student 
DAPM RV Dental College, 
CA 37, 24

th
 Main, JP Nagar I Phase 

Banglore, India 
Email: nandithachandran88@gmail.com 
 

Date of Submission: 25/10/2014 

Date of Acceptance: 12/12/2014 

 

How to cite this article: Aghanashini S, Chandran N, 

Mundinamane DB, Sravani K, Apoorva SM. Laser: 

Supremacy ray in Periodontics. J Res Med Den Sci 

2014;2(4):1-8. 

 
Source of Support: None 
Conflict of Interest: None declared

 


