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Behçet�s disease (BD) is a multisys-

temic chronic disease affecting almost

every organ, without exception (1–3).

It was originally described by Dr Hul-

usi Behçet in 1937 as the triple-symp-

tom complex of recurrent oral aphthae,

genital ulcerations and relapsing iritis

with hypopyon (4). The etiology of the

disease is presumed to bemultifactorial,
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Background and Objective: The highest prevalence of Behçet�s disease (BD) has

been reported in Turkey, and therefore research of relations between BD and other

disorders have become important in the Turkish population. Since oral aphthous

ulcers impair tooth brushing, reducing complaints about aphthous ulcers will

motivate the patient to maintain better oral hygiene performance and will thus

reduce plaque accumulation and periodontal scores. The purpose of this

controlled case study was to evaluate the relationship between the severity of

periodontal scores and Behçet�s disease, and to compare the treatment modalities

with neodymium-doped yttrium aluminium garnet (Nd:YAG) laser and

medication on the recurrent aphthous ulcers in BD patients by considering the

degree of pre- and post-treatment pain, discomfort and functional complications.

Material and Methods: The periodontal status of 28 BD patients was evaluated

according to periodontal indices. The BD patients were also assessed for clinical

severity score as described previously. Levels of pre- and post-treatment pain and

functional complications were assessed at patient visits on days 1, 4 and 7.

Results: Periodontal indices, the number of oral ulcers and the daily frequency

of tooth brushing were related to the severity scores of BD (p < 0.001). The

results indicated that BD patients treated with the Nd:YAG laser had less

post-treatment pain and fewer functional complications and reported immediate

relief of pain and faster healing (p < 0.001).

Conclusion: Our results suggest that periodontal status is worse in BD patients and

is associated with disease severity; also, the Nd:YAG laser has better patient

acceptance, shorter treatment time and lower rates of pain and post-treatment

adverse events among BD patients with oral recurrent aphthous stomatitis.
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implicating immune system dysregula-

tion, cellular and humoral immune

defects, genetic predisposition and

endothelial cell dysfunction (5–7).

Although BD is particularly prevalent

in �Silk Route� populations, it has a

global distribution and geographic

variations (8). The highest prevalence

of BD has been reported in Turkey

(80–370/100,000), and therefore

research of relations between BD and

other disorders have become important

in the Turkish population (9).

Behçet�s disease starts mostly from

the oral mucosal surfaces, and oral

microbial flora has a critical role in the

pathogenesis (10,11). Dental interven-

tions or tonsillitis have been indicated

as an effective factor in disease attacks

such as oral ulcers, as well as activation

of other manifestations (12,13). Fur-

thermore, recent studies have demon-

strated that oral health is impaired in

BD patients and that patients have

higher periodontal scores than healthy

subjects (14,15). The researchers asso-

ciate the higher periodontal scores with

poor oral hygiene and impaired

brushing activity owing to the painful

oral ulcers of patients with BD (11,15).

The most frequent oral manifestations

of BD are recurrent oral aphthous

ulcers, characterized by painful recur-

ring oral mucosal lesions (16). The

frequent or continuous aphthous ulcers

often increase the severity of patient

discomfort and cause functional com-

plications, including associated diffi-

culties in speaking, tooth brushing

and eating and loss of weight (17–20).

Although several agents, such as

topical corticosteroids and antibiotics,

are used in order to reduce patient

complaints about aphthous ulcers, no

certain cure has been proven clinically

effective (21,22).

Since recurrent aphthous ulcers

impair tooth brushing, reducing

complaints about aphthous ulcers will

motivate the patient to maintain better

oral hygiene performance and will thus

reduce plaque accumulation and

periodontal scores. Therefore, there is

a real need for management that

reduces the severity of the painful

symptoms of the disease. Recently,

lasers have been used because they

improve the efficacy of wound healing

and avoid the potential side-effects of

the drugs (23). Neodymium-doped

yttrium aluminium garnet (Nd:YAG)

lasers have currently been used in a

wide range of dental applications,

including periodontics, preventive

dentistry, oral surgery and endodontics

(24–29). However, the use of Nd:YAG

laser therapy on oral lesions has not

found acceptance by the dental com-

munity because of the lack of sufficient

numbers of controlled clinical trials.

The purpose of this controlled case

study was to evaluate the relationship

between the severity of periodontal

scores and Behçet�s disease and to

compare the treatment modalities with

Nd:YAG laser and medication on the

recurrent aphthous ulcers in BD

patients by considering the degree of

pre- and post-treatment pain, discom-

fort and functional complications.

Material and methods

Study design

This study was designed to show the

relationship between BD severity and

periodontal findings and as a ran-

domized prospective controlled clinical

trial to compare the clinical comfort

outcomes of recurrent aphthous sto-

matitis (RAS) therapy of BD patients

consisting of medication or Nd:YAG

laser procedures. Subjects were

informed about the nature of the

study, and were required to sign a

consent form and fill out a medical

history questionnaire. The study was

performed according to the principles

of the Declaration of Helsinki and

was approved by the Ethics Committee

of Atatürk University Faculty of

Dentistry.

Study population and clinical
parameters

Twenty-eight BD patients (17 males,

11 females) with RAS-related oral

problems who reported to the depart-

ment of Periodontology (Atatürk

University, Faculty of Dentistry) par-

ticipated in this study. All patients had

between one and five aphthous ulcers

of less than 72 h duration, and were of

a low-to-moderate socio-economic

level. Each patient provided a medical

and dental history and signed an

informed consent document for

the study. Patients who were pregnant

or lactating, had concurrent clinical

conditions that could pose a health risk

(including serious liver, kidney and

heart dysfunctions), were smokers or

were on any periodontal treatment

before the study entry were excluded

from the study. To evaluate the differ-

ent treatment methods for RAS, BD

patients were divided into two groups:

the aphthous ulcers of patients in

group I (n = 14) were treated with

Nd:YAG laser irradiation, while those

in group II (n = 14) were treated with

medication.

A randomizing table comprising

patient numbers (1–28) was created for

randomized treatment allocation.

Therapy methods were randomly allo-

cated to patients from the randomizing

table, with odd numbers included in

group I and even numbers included in

group II. The periodontists and

patients were not blinded with respect

to treatments.

For evaluating the relationship

between BD and periodontal findings,

the severity score of BD patients was

determined as described previously

(30). This score was calculated as the

sum of 1 point each for mild symptoms

(oral aphthosis ulcers, genital ulcers,

arthralgia and typical skin lesions such

as erythema nodosum, papulopustular

lesions and folliculitis), 2 points each

for moderate symptoms (arthritis, deep

vein thrombosis of the legs, anterior

uveitis and gastrointestinal involve-

ment) and 3 points each for severe

disease manifestations (posterior uve-

itis/panuveitis, retinal vasculitis, arte-

rial thrombosis, neuro-Behçet�s and

bowel perforation). The BD patients

were categorized according to the dis-

ease severity score as follows: severe

group, ‡ 7 points (n = 7); moderate

group, a score between 4 and 6 points

(n = 15); and mild group, < 4 points

(n = 6).

Specific objectives

There were two hypotheses tested,

as follows: (1) that no relationship

existed between BD and periodontal
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parameters; and (2) that there was no

difference between patient perceptions

after RAS management with Nd:YAG

laser technique and medication.

Outcome assessment

Primary outcome measures included

the plaque index (PI), the gingival index

(GI) and clinical attachment level

(CAL) of patients� teeth, which were

clinically evaluated for periodontal

status both before and after treatment.

The CAL was measured with a manual

periodontal probe (Hu-Friedy manu-

facturing Inc., Chicago, IL, USA) and

rounded down to the lowest whole

millimeter. The PI, GI and CAL scores

were recorded on four tooth surfaces

(mesial, distal, buccal and lingual) for

all teeth. The numerical scores were

obtained according to the formula:

and subsequently group score was

calculated by adding together the

individual scores and dividing the total

by the number of patients included.

Secondary outcome measures inclu-

ded evaluation of pre- and post-

treatment pain and patient preferences.

A visual analog scale (VAS) was used

to assess these outcomes. Patients were

asked to rate separately their degree of

pain and functional complications

(discomfort during eating, speaking

and brushing) on a 10 cm VAS by

marking the position between two fixed

end-points. The left end-point of the

scale designated �no pain/no discom-

fort� and the right end-point designated

�worse pain/severe discomfort.� Levels
of post-treatment pain and functional

complications were assessed at patient

visits on days 1, 4 and 7. All VAS

assessments were performed in the

same clinic, in an area free of dis-

tracting noise, music or conversations.

Degree of erythema and exudation

were evaluated by the investigators on

a 4-point scale (range: 0–3) based, with

some modifications, on the methods of

Liu et al. (31): 0, no erythema/no

exudation; 1, light red-pink/light exu-

dation; 2, red but not dark in color/

moderate exudation; and 3, very red,

dark in color/heavy exudation, with

pseudomembrane.

Treatment procedures

Oral hygiene — After baseline param-

eters were recorded, all patients

underwent oral hygiene instruction and

scaling with ultrasonic and hand

instruments. For the oral hygiene

instruction, periodontal diseases and

local factors were described. Patients

were taught how to brush their teeth

correctly. All education and motiva-

tion sessions were done face to face.

Patients were then placed on a recall

maintenance programme and moni-

tored by the periodontists.

Medicine and laser applications — Group

I patients� oral RAS were treated using

a Nd:YAG laser (Smarty A10; DEKA,

Firenze, Italy; free-running pulsed

wave laser with a wavelength of

1.064 nm under air cooling) with the

following irradiation parameters:

power output, 2 W; energy, 100 mJ;

frequency, 20 Hz; emission mode,

pulsed; and time, 2–3 min (the dura-

tion was changed according to the size

of the lesion). The laser beam was

conducted by optical fiber with 320 lm
and by contact mode. After applying a

topical anesthetic gel (Xylocain�

gel%2, AstraZeneca, Denmark) to the

area, articain 4% with a 1:200,000

addition of epinephrine (Ultracain

D-S forte, Aventis Pharma, Istanbul,

Turkey) was infiltrated around the

lesion. The laser hand-piece was then

brought into contact with the entire

lesion, which was exposed to laser

energy until the surface epithelium was

ablated. The typical lesion bled slight-

ly, and then coagulated within 5 s. The

laser was used to remove as much

necrotic tissue as possible, including

the inflamed red halo. The Nd:YAG

laser produced a relatively thick

coagulation layer on the lased lesion

surface, owing to the characteristics of

penetration and thermogenesis.

Group II was treated with a topical

corticosteroid (triamcinolone aceto-

nide 0.1%; Kenacort-A Orabase, Bris-

tol-Myers Squibb Inc., _Istanbul,

Turkey) applied over the ulcers using a

standard-sized applicator, three times

daily for 1 week.

Statistical analysis

Statistical analysis was performed

using SPSS 11.5 software for Windows

(Statistical Program for Social Sciences

Inc., Chicago, IL, USA). Chi-squared

test, Kruskal–Wallis and Mann–

Whitney U-tests were used to compare

age, sex, BD severity score, periodontal

parameters and daily frequency of

tooth brushing in each BD severity

group. The statistical significance of

data for all clinical and VAS scores

within and between groups was deter-

mined using Student�s paired t-test.

Spearman correlation analysis was

used for the association between the

clinical variables and BD severity

scores. Changes with p-values < 0.05

were considered statistically significant.

Power calculation

In our geographical area, we were able

to recruit only 28 patients out of

40 patients who were referred to our

clinic with Behçet�s disease who agreed

to participate in our study in a 1 year

period. Therefore, if 40 BD patients are

registered in our clinic in this period, 28

of these will be treated. Thus, 28 cases

were proposed as a realistic goal.

Results

All 28 patients completed the study,

and there were no reported adverse

events. As a result of the randomization

procedures, the groups were well mat-

ched in such demographics as age, sex,

medical history, baseline values of ulcer

location, number of ulcers and clinical

dental variables (Table 1). There were

no significant differences in mean age

between female and male patients

(p > 0.05), of whom 61% were female

and 39% were male. Most patients

presented with two or three ulcers

located mainly on non-keratinized

labial and buccal mucosa. The daily

Score per person ¼ sum of individual scores

number of teeth present for each patients
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frequency of tooth brushing was similar

for all BD patients at the beginning of

the study, but the differences within

each group after 1 month of treatment

were statistically significant (p <

0.001) (Table 1). The total number of

aphthous ulcers was similar between

groups. Both groups demonstrated a

statistically significant (p < 0.001) de-

crease in clinical index values after

periodontal therapy compared with the

initial values (Table 1). Patients still

had oral ulcers at their 1 month follow-

up assessment; however, the number of

the ulcers was less than the baseline

number (Table 1). We also observed

that four patients who were treated

with medication alone had recurrences

of the oral ulcers in the same areas

where they had the ulcers before, but

the patients who had laser therapy did

not show any recurrence at all.

No statistically significant difference

was observed according to age and sex

among the groups that were catego-

rized according to the BD severity

score. However, when clinical perio-

dontal parameters, the daily fre-

quency of tooth brushing and VAS

scores were analyzed according to

clinical severity score of BD patients,

the scores of periodontal indices and

VAS were higher and the daily fre-

quency of tooth brushing was lower in

patients with severe and moderate BD

symptoms compared with milder ones

(p < 0.001; Table 2).

The results of Spearman correlation

analysis of the factors affecting the

severity score of BD patients are pre-

sented in Table 3. Periodontal indices,

the number of oral recurrent aphthous

ulcers and the daily frequency of tooth

brushing were related to the severity

scores of BD (p < 0.001).

The VAS scoring results are pre-

sented in Table 4. Mean ulcer pain

was well matched in both groups at

study entry (p > 0.05), but was later

significantly relieved in group I

(p < 0.001). On day 4, mean pain

score of group I was much lower than

that of group II (p < 0.001). On

day 7, group I still presented with a

significantly lower pain score than

group II (p < 0.001). In terms of

patient satisfaction, patients in

group II did not reach the level

achieved by those in group I, and

post-treatment functional complica-

tions (assessed by the chewing,

speaking and brushing VAS scores)

were significantly lower in group I

(p < 0.001). On days 4 and 7, only

speaking VAS scores were not

significantly different (p > 0.05).

Erythema and exudation levels

improved during the course of the

study in both groups, and the between-

group difference in erythema was not

statistically significant at the end-point

(p > 0.05); however, group I had sig-

nificantly lower exudation (p < 0.05)

than group II at the final patient visit

(Table 5).

Table 1. Mean ± SD demographic features and dental parameters in subjects subset in the two treatment groups

Group I Group II Total

p-value

(group I vs. group II)

Patients (n)

Male 8 9 17 —

Female 6 5 11 —

Total 14 14 28 —

Age

Male 30.6 ± 3.5 31.1 ± 4.7 30.6 ± 4.1 NS

Female 29.5 ± 3.1 29.2 ± 4.1 29.4 ± 2.9 NS

Total 29.8 ± 3.2 30.4 ± 4.2 30.1 ± 3.7 NS

Daily tooth brushing (sessions per day)

Baseline 0.57 ± 0.51a 0.57 ± 0.76a 0.57 ± 0.64a NS

1 month after treatment 1.71 ± 0.47a 1.57 ± 0.51a 1.64 ± 0.49a NS

Aphthous ulcers (n)

Location

Attached gingiva 2 3 5 —

Tongue 3 5 8 —

Buccal-labial mucosa 19 22 41 —

Floor of mouth 9 8 17 —

Total 33 38 71 —

Total (after 1 month) 19 22 41 —

Clinical parameters

Plaque index

Baseline 1.20 ± 0.30a 1.18 ± 0.32a 1.19 ± 0.30a NS

1 month after all treatments 0.27 ± 0.17a 0.34 ± 0.25a 0.31 ± 0.21a NS

Gingival index

Baseline 1.48 ± 0.37a 1.43 ± 0.36a 1.46 ± 0.37a NS

1 mo after all treatments 0.30 ± 0.26a 0.31 ± 0.24a 0.31 ± 0.25a NS

Clinical attachment level

Baseline 2.77 ± 0.69a 3.00 ± 0.75a 2.90 ± 0.71a NS

1 month after all treatments 1.96 ± 0.56a 2.03 ± 0.62a 1.99 ± 0.58a NS

NS, not statistically significant.
aStatistically significant differences within the groups (p < 0.05).
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Discussion

In recent research, it has been stated

that oral health is worse in Behçet�s
patients and is associated with disease

severity (8,11). Studies have shown

that there is a positive correlation

between periodontal scores and the

severity of BD (11,14,15). In addition,

periodontitis has been shown to induce

a systemic inflammatory process that

may contribute to the progression of

BD (32). It was observed that the

number of extracted or decayed teeth

was higher in BD patients than in

healthy groups (15). Mumcu et al. (11)

stated that oral health is impaired in

patients with BD compared with heal-

thy control subjects, and they explai-

ned these data as the result of limited

effective tooth brushing because of

painful aphthous ulcers. In contrast,

Akman et al. (8) did not find signifi-

cant differences between patients with

RAS and healthy control subjects.

Moreover, they stated that there was

no significant difference between BD

and RAS patients with active oral

ulcers and patients without oral ulcers

at the time of periodontal examination.

The difference between the results of

the two studies could be explained by

the numbers and socio-economic vari-

eties of patients enrolled in these

studies.

The present study was performed to

investigate the relationship between the

severity of BD and age, sex and

periodontal clinical parameters, and to

evaluate the effect of aphthous ulcer

therapy with different techniques on

brushing motivation for patients. It

was shown that there were no signifi-

cant differences in mean age between

female and male patients in the groups.

On the contrary, clinical periodontal

parameters of the patients who had

severe and moderate BD scores were

higher compared with patients who

had milder scores. However, the daily

frequency of tooth brushing of patients

with severe and moderate symptoms

was lower than patients with mild

symptoms. Periodontal therapy dem-

onstrated a statistically significant

(p < 0.001) decrease in clinical index

values compared with the initial values

in both groups. Brushing motivation of

all patients was similar before treat-

ments, but there was a statistical dif-

ference between brushing activity

1 month after commencing the apht-

hous ulcer therapies (p < 0.001).

Results of this study revealed that

periodontal indices, the number of oral

recurrent aphthous ulcers and the daily

frequency of tooth brushing were

related to the severity scores of BD.

The VAS scores showed that tooth

brushing performance was limited

because of painful and active oral

ulcers and periodontal scores were

increased with the severity of the BD.

Since poor oral hygiene is the primary

factor for plaque accumulation and

periodontal diseases, individual oral

hygiene performance is directly related

to periodontal scores (33,34). Previous

studies (8,11) and our results showed

that oral hygiene is impaired in

Table 2. Clinical severity scores according to the Mean ± SD demographic features, VAS scores and dental parameters in the patients with

Behçet�s disease

Clinical severity of Behçet�s disease

p-valueMild (n = 6) Moderate (n = 15) Severe (n = 7)

Age 27.67 ± 3.88 31.07 ± 3.43 30.14 ± 3.53 0.175*

Sex

Male, n (%) 4 (66.7) 8 (53.3) 5 (71.4) 0.681�
Female, n (%) 2 (33.3) 7 (46.7) 2 (29.6)

Clinical parameters

Plaque index 0.76 ± 0.15 1.27 ± 0.23 1.37 ± 0.18 0.001*

Gingival index 0.94 ± 0.15 1.51 ± 0.20 1.89 ± 0.16 < 0.001*

Clinical attachment level 1.91 ± 0.33 2.88 ± 0.41 3.72 ± 0.37 < 0.001*

Tooth brushing (n/d) 1.33 ± 0.52 0.40 ± 051 0.29 ± 0.49 < 0.001*

VAS scores

Pain 6.77 ± 0.64 7.35 ± 0.98 7.43 ± 0.92 < 0.001*

Chewing 7.28 ± 0.70 8.46 ± 0.78 8.52 ± 0.82 < 0.001*

Speaking 2.05 ± 0.92 3.30 ± 1.05 3.95 ± 1.14 < 0.001*

Discomfort at brushing 6.01 ± 0.82 7.06 ± 1.01 7.10 ± 1.02 < 0.001*

*The significant differences between the BD severity groups are tested by using Kruskal-Wallis and Mann–Whitney U-test; �Chi-square is

used.

The BD severity group exhibiting differences is given in bold.

Table 3. The relationship between severity of Behçet�s disease and periodontal parameters at

baseline

BDs PI GI CAL RAS

PI 0.796* — — — —

GI 0.957* 0.852* — — —

CAL 0.926* 0.760* 0.905* — —

RAS 0.894* 0.692* 0.857* 0.845* —

Brushing )0.626* )0.644* )0.691* )0.620* )0.542*

*Correlation is significant at the 0.001 level (Spearman rank correlation).

Abbreviations: BDs, clinical severity score of Behçet�s disease; PI, plaque index; GI, gingival

index; CAL, clinical attachment level; and RAS, the number of oral recurrent aphthous

ulcers.
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patients with BD and RAS, so the

higher periodontal scores can be asso-

ciated with the insufficient brushing

activity because of painful aphthous

ulcers in Behçet�s patients (35). There-
fore, this study aimed to reduce the

painful symptoms of aphthous ulcers

by obtaining ideal oral hygiene per-

formance in patients with BD.

Management of aphthous ulcers and

reduction of patients� pain using sys-

temic or topical agents is acknow-

ledged as crucial. Pain relief agents

include topical glucocorticoids and

antibiotics, local analgesics, astringents

and laser therapy (31). Although

patients have spontaneous healing

within 10–14 days (and minor aphthae

typically heal in 7–10 days), treatment

is indicated to reduce fever and control

pain (36,37). Reducing pain and heal-

ing time for recurrent aphthous ulcers

restores patients� ability to eat, swallow

and talk, improving quality of life (38).

Several randomized clinical trials have

evaluated the use of topical or systemic

corticosteroids such as hydrocortisone,

triamcinolone acetonide and clobetasol

propionate in the treatment of apht-

hous stomatitis and found them to be

effective in reducing lesion duration

and severity, although they have no

effect on recurrence (38–40). The

results of our study demonstrated

that treatment with the topical corti-

costeroid triamcinolone acetonide

(0.1%) not only reduced the size, ery-

thema and degree of exudation associ-

ated with aphthous stomatitis ulcers,

but also resolved patients� pain.
All of these systemic and topical

medication therapies have potentially

serious adverse effects, including can-

didiasis, allergic reactions, bitter taste

and tooth discoloration, which could

negatively affect patient compliance

(41,42). Identification of topical agents

with higher efficacy and lower inci-

dence of side-effects is therefore a pri-

mary concern and area of research for

oral medicine specialists who treat

RAS.

Since lasers were first introduced

into dentistry, investigators have

worked to establish the amount of

laser energy (wavelength, energy den-

sity, continuous or pulsed mode, time

of exposure, focal spot) that is

simultaneously most useful and least

harmful to the soft and hard tissues

of the oral cavity (26). Laser dental

treatments have served as an alter-

native or adjunctive treatment to con-

ventional dental therapy because of

their many advantages, including

ablation or vaporization, hemostasis,

sterilization effect, minimal pain and

swelling after surgery, less wound

contraction during healing and no

scaring of mucosal tissue, reduced

treatment time, and no damage to

adjacent normal tissue. The Nd:YAG

lasers, in particular, have demon-

strated an excellent soft tissue abla-

tion capability and an adequate

hemostatic effect (43,44). In routine

clinical dental treatments, pain con-

trol is very important in order to

maintain patients� physical and mental

well-being and for therapy to be

effective (24). However, there are very

few studies comparing the postopera-

Table 4. Comparison of the mean ± SD VAS scores of BD patients� perceptions in the two

treatment groups

Group I Group II

p-value

(group I

vs. group II)

Pain

Before the treatment 7.12 ± 0.71 7.25 ± 0.58 NS

After the treatment

1 day 3.19 ± 0.76 6.14 ± 0.76 *

4 days 0.51 ± 0.59 2.68 ± 0.63 *

1 week 0 1.03 ± 0.92 *

Chewing

Before the treatment 8.34 ± 0.81 7.80 ± 0.70 NS

After the treatment

1 day 3.62 ± 0.76 6.61 ± 0.89 *

4 days 0.12 ± 0.38 2.12 ± 0.71 *

1 week 0 0.20 ± 0.44 *

Speaking

Before the treatment 2.10 ± 0.90 4.08 ± 1.20 *

After the treatment

1 day 2.11 ± 0.84 3.75 ± 0.90 *

4 days 0 0.09 ± 0.20 NS

1 week 0 0 NS

Discomfort at brushing

Before the treatment 6.38 ± 0.88 7.08 ± 1.02 NS

After the treatment

1 day 4.01 ± 0.75 6.55 ± 0.94 *

4 days 0 0.49 ± 0.40 NS

1 week 0 0 NS

Satisfaction

After the treatment 9.80 ± 1.16 7.31 ± 0.91 *

*p < 0.001 significant difference; NS, not statistically significant; VAS, visual analog scale.

Table 5. Changes of mean ± SD erythema and exudation scores in the two treatment

groups

Group I

(n = 33)

Group II

(n = 38)

p-value

(group I

vs. group II)

Erythema

Baseline 1.89 ± 0.65 2.16 ± 0.72 *

Post-treatment 0.19 ± 0.22 0.25 ± 0.24 NS

Exudation

Baseline 2.25 ± 0.81 2.30 ± 0.61 NS

Post-treatment 0.09 ± 0.51 0.44 ± 0.50 *

*p < 0.001 significant difference; NS, not statistically significant; and n, number of aphthous

ulcers.
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tive effects of laser and conventional

techniques (24,45,46). However,

reduced postoperative pain from oral

surgical procedures has been claimed

after laser tissue ablation (24,45).

In our study, patients in group II

often experienced pain and discomfort

at the beginning of treatment that was

reduced significantly after 5 days,

while patients in group I reported

immediate relief of pain and faster

healing.

Some reports have suggested that

patients perceive laser dental treatment

to be better than conventional tech-

niques in terms of postoperative pain

and function (24,44,45), and laser pal-

liation of oral ulcers has been well

documented in the literature. Colvard

& Kuo (18) showed that CO2 laser

treatment relieved pain on application

of laser energy, while Convissar &

Massoumi-Sourey (23) found the same

results when using Nd:YAG lasers.

Toida et al. (47) found that low-level

laser therapy effectively shortened

painful periods when it was used to

control symptoms of stomatitis.

Conclusion

In conclusion, periodontal health is

impaired by BD and associated with

disease severity. Improvement of the

periodontal health of BD patients may

affect their disease course, leading to a

better prognosis. We therefore suggest

that maintenance of oral health by

effective, regular tooth brushing and

dental flossing, regular dental check-

ups and dental procedures should also

be considered as a part of the thera-

peutic spectrum of BD. Instructions

for tooth brushing and dental flossing,

the most effective methods of plaque

control, must be given in the clinical

evaluations of BD patients. Our

results also suggest that the Nd:YAG

laser has better patient acceptance,

shorter treatment time and lower rates

of pain and post-treatment adverse

events among patients with RAS.

More university-based controlled

studies are needed to corroborate

these results, but the future use of

lasers in dentistry has exciting poten-

tial, and research should continue on

this promising new tool.
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