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I laser _ report

_About 1975 medical surgeons began using a
new device that complemented and, in some cases,
replaced the scalpel. That instrument was a laser,
and during the 1980’s a Carbon Dioxide model was
a common component in the operating suite. In
1989 the first laser specifically designed for dental
use became available. Today there are two dozen
indications for use with various dental laser de-
vices; and the clinical applications continue to in-
crease, making the laser one of dentistry’s most ex-
citing advances with unique patient benefits. This
article will attempt to summarize those laser ap-
plications for dental soft tissue and treatment of
periodontal disease.

Surgical lasers produce energy that can be ab-
sorbed by a target tissue, and this absorption pro-
ceeds as a photo-thermal reaction; that is the radi-
ation produces a thermal reaction in that tissue.
While other effects are possible, including true
photo-disruption where molecular bonds are bro-
ken without vaporization to very low level use of
laser energy producing a bio-stimulatory or bio-
modulation effect.1 Depending on the instrument’s

parameters and the optical properties of the tissue,
the temperature will rise and various effects will oc-
cur. In general, most non-sporulating bacteria, in-
cluding anaerobes, are readily deactivated at tem-
peratures of 50°C.2 Proteins begin to denature at
temperatures of approximately 60°C without any
vaporization of the underlying tissue.3 This is a clin-
ically useful effect because, if the temperature can
be controlled, diseased granulomatous tissue will be
removed while the biologically healthy portion can
remain intact. Coagulation, also occurring at this
temperature, refers to the irreversible damage to
tissue, congealing liquid into a soft semi-solid
mass.4 This process produces the desirable effect of
hemostasis, by the contraction of the wall of the
vessel. At 70 to 80°C uniform heating will produce
adherence of the layers because of stickiness due to
the collagen molecule’s helical unfolding and inter-
twining with adjacent segments, a process some-
times termed tissue welding.5

Laser excisional or incisional surgery is accom-
plished at 100°C, where vaporization of intra-
and extracellular water causes ablation or re-
moval of biological tissue.6 Thus excision of soft
tissue can begin at this temperature, but the ap-
atite crystals in dental hard tissue will not be 
ablated. However water molecules dispersed
throughout mineral structure are vaporized and
the resulting jet of steam expands and then ex-
plodes, removing the tooth structure. This water
mediated explosive removal transfers minimal
heat to the adjacent tissue.7 Thus, cavity prepara-
tion, calculus removal, and osseous contouring
can proceed.

Continued application of energy will raise the
tissue temperature. At about 200°C dehydration is
complete and the tissue carbonizes. Carbon as the
end product absorbs all wavelengths. Thus, if laser
energy continues to be applied, the surface car-
bonized layer absorbs the incident beam, becom-

Fig. 1_Immediate post operative

view of an Nd:YAG laser gingivec-

tomy, using high power.

Fig. 2_Seven month post operative

view with final restorations in place.

Fig. 3_Immediate post operative

view of another gingivectomy using a

newer laser with less power and 

better technique.

Fig. 4_One week post operative view

at the restoration try-in appointment.

Note tissue healing.
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ing a heat sink. Collateral thermal damage can spread rapidly preventing normal
tissue ablation and causing tissue necrosis.8

Some of the general benefits of the use of lasers in dental soft tissue include: 
_Lasers reduce pathogens
_Lasers provide hemostasis
_Lasers can offer better post operative courses in healing
_Lasers can offer biostimulatory effects
_Lasers can have advantages over scalpels and electrosurgery.

For pathogen reduction several studies point out that every wavelength is effec-
tive, which is clearly a different effect than when a scalpel is used.9-12 Moreover there
is an advantage in reduce the need for prescription antimicrobials for a wide range
of patients including children and pregnant women. Additionally, without medica-
tions, the patient will not experience allergic reactions, bacterial resistance or unto-
ward side effects.

The ability to control bleeding during surgery enables much better visualization
of the area. Some wavelengths achieve better hemostasis than others. The erbium
family whose radiation is emitted in a free running pulse mode offers less sustained
energy so soft tissue surgery may not be totally bloodless.13-16 There are some con-
flicting results from studies comparing the post operative healing from lasers versus
other modalities. Some authors point out that the healing can be faster, slower or the
same as conventional instrumentation.17-21 At the same time lasers have been shown
to have offer bio-stimulatory effects. These are not clearly understood, but are clin-
ically significant during and after treatment, adding to the value of health care.22-23

Other advantages include the lessening need for sutures24, less painful treatment
and reduced swelling post-operatively25, less wound contraction26,  easier contour-
ing of gingival tissues compared to a scalpel27, safer around dental implants28, and
generally better patient acceptance of a procedure29.

For treatment of periodontal disease, once again all wavelengths show useful-
ness. After scaling of the root surface with other instrumentation diode, Nd:YAG and
Carbon Dioxide lasers are used can be used on the soft tissue side of the periodontal
pocket to remove the inflamed soft tissue and to reduce the pathogens.30-34 The er-
bium family of lasers can also be employed to remove calculus and other accretions
on cementum with results similar or better than conventional scalers.35-37 

The first twenty years of dental laser technology have been accompanied by so-
phistications in the instruments themselves, as well as improved surgical techniques.
Figure 1 shows one of the author’s first cases of gingival contouring in an immedi-
ate post-operative view and Figure 2 shows the restorations in place several months
later with good tissue health. Retrospectively the soft tissue in the first figure re-
ceived an excessive amount of laser power, as evidenced by the dark and almost
charred areas; however, the healing progressed with a beneficial result. The immedi-
ate post-operative consequence of the author’s use of a newer pulsed instrument
with much more controlled thermal interaction is shown in Figure 3. Figure 4 illus-
trates the trial fitting of the restorations with the tissue practically healed. The con-
clusion to be drawn from these two cases is that the surgeon must observe the photo-
thermal events carefully and employ proper instrument parameters. 

In summary although lasers cannot totally replace conventional instrumentation,
the overwhelming evidence from published studies and clinical cases provide assur-
ance that lasers are a beneficial treatment modality for dentistry._

The literature list can be requested from the editorial office.

Donald J. Coluzzi, DDS
15 Navajo Place
Portola Valley, CA 94061, USA
don@laser-dentistry.com
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Mit der Kraft des Lichts

Redaktion

	 Laser	ist	das	Akronym	für	Light	Amplifica-
tion by Stimulated Emission of Radiation 
(=	Lichtverstärkung	durch	Induzierte	
Emission).	Bereits	1917	beschrieb	Albert	
Einstein die stimulierte Emission. Prak-
tische	Umsetzung	fand	diese	Theorie	
jedoch	erst	1960	durch	den	Amerikaner	
Theodore	Maiman,	der	den	ersten	Laser,	
einen	Rubinlaser,	baute.	Inzwischen	haben	
sich	Laser	für	unzählige	Anwendungsge-
biete	in	technischen	und	medizinischen	
Bereichen	erfolgreich	durchgesetzt.	Hierzu	
gehört	auch	der	medizinische	Bereich.	
In	der	Allgemeinmedizin	werden	Laser	
hauptsächlich	zu	Diagnosezwecken,	z.	B.	
für	die	Messung	von	Blutstrom	und	-zirku-
lation,	eingesetzt.	In	der	Augenheilkunde	
beispielsweise	werden	mithilfe	von	Lasern	
sich	ablösende	Netzhäute	wieder	mit	dem	
Augenhintergrund	verschweißt.	Häufige	
Anwendung	finden	Laser	in	den	verschie-
densten	Fachrichtungen	nicht	nur	als	Skal-
pellersatz	–	so	auch	in	der	Zahnmedizin.

Vor allem in den letzten zehn Jahren wurde die 
Entwicklung von Lasern für zahnmedizinische Be-
handlungen erfolgreich vorangetrieben. Dr. Hubert 
Stieve ist seit 2004 überzeugter Laser-Anwender 
und diesbezüglich auch als Referent tätig. Seine 
1976 in Rendsburg gegründete Praxis trägt mitt-
lerweile den Namen „Laserzentrum und Praxis für 
Zahnheilkunde“. Hier werden sämtliche Anwen-
dungsmöglichkeiten von Lasern voll ausgeschöpft. 
Dr. Stieves Interesse an digitalen Technologien für 
die Zahnheilkunde zeigt sich auch daran, dass er un-
ter anderem Mitglied der Deutschen Gesellschaft 
für Computergestützte Zahnheilkunde (DGCZ), 
der Academy for Computerized Dentistry of 
North America (ACDNA), der Academy of Laser 

Dentistry (ALD) und der European Society of Oral 
Laser Application (ESOLA) ist.

Laser	ist	nicht	gleich	Laser

Laserlicht bewirkt eine gezielte Gewebeinter-
aktion. Je nach maximaler Absorption durch die 
Chromophore (Teil eines Farbstoffs, in dem anreg-
bare Elektronen verfügbar sind) koppeln Laser an 
verschiedenen Geweben unterschiedlich an. Die di-
versen Laserwellenlängen beziehungsweise -typen ha-
ben jeweils abhängig von beispielsweise Wassergehalt 
und Pigmentierung unterschiedliche Auswirkungen 
auf das Zielgewebe. Deshalb kann nicht ein einzelner 
Laser für alle dentalmedizinischen Behandlungen ge-
eignet sein.

Laser werden häufig in harte und weiche Laser 
unterteilt. Bei Letzteren handelt es sich um soge-
nannte Softlaser, mit denen kein Gewebeabtrag be-
wirkt werden kann. Die harten Laser umfassen so-
wohl Hartgewebe- als auch Weichgewebelaser. Um 
Missverständnisse zu vermeiden, empfiehlt sich die 
Unterscheidung von Hartgewebe-, Weichgewebe 
und Therapie- beziehungsweise LLLT-Lasern (Low-
Level-Light-Therapie).

Autor 

Redaktion

Status

Aktuell

Kategorie

Praxiskonzept

Dr.	Hubert	Stieve	ist	begeisterter	Laser-Anwender.
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Therapielaser

Im Laserzentrum ist der Einsatz von Lasern 
fest in den alltäglichen Arbeitsfluss integriert. The-
rapielaser werden vor, während und nach chirur-
gischen Eingriffen verwendet, da sie die Mikrozirku-
lation, das heißt den Zellstoffwechsel, anregen und 
schmerzreduzierend wirken. Daher eignet sich ihr 
Einsatz auch beispielsweise bei akuten Kiefergelenk-
beschwerden. Patienten, die an Herpes leiden, emp-
fiehlt Dr. Stieve, gleich nach Auftreten der ersten 
Symptome in Form von Juckreiz das Laserzentrum 
aufzusuchen, da durch die Lasereinwirkung der Aus-
bruch des Herpes unterbunden und eine schnelle 
Heilung gefördert werden kann. Außerdem wird 
im Rahmen der Parodontitis-Behandlung eine so-
genannte fotoaktivierte Desinfektion durchgeführt. 
In die Zahnfleischtaschen wird eine Farblösung ap-
pliziert, die von den Bakterien während einer Ein-
wirkzeit von etwa einer Minute aufgenommen wird. 
Dann erfolgt eine rund einminütige Bestrahlung pro 
Parodontium mit einem Therapielaser mittels feiner 
Lichtfaserleitern bei einer Wellenlänge von 660 nm, 
durch die sich der Sauerstoff in der Lösung abspaltet. 
Da die Leitkeime Anaerobier sind, werden sie durch 
den Sauerstoff abgetötet – eine äußerst minimalin-
vasive und für die Patienten angenehme Methode. 
Auch schwierige und konventionell therapieresisten-
te Fälle konnten laut Dr. Stieve im Laserzentrum auf 
diese Weise schon erfolgreich behandelt werden. In 
der Endodontie werden Diodenlaser (Wellenlänge 
810 nm oder 980 nm) zur Dekontamination der Ka-
näle und Seitenkanäle nach klassischem „shaping and 
cleaning“ verwendet. Dr. Stieve: „Die Wirkung des 
Laserlichts reicht deutlich weiter als die herkömm-
liche Spülung mit NaHCl wie Untersuchungen von 
Gutknecht und anderen gezeigt haben. Die elastische 
Spitze aus Glasfaser kann leicht in den Wurzelkanal 
eingeführt und das Licht vom Apex aufsteigend nach 
koronal appliziert werden.“ Weitere Einsatzmöglich-
keiten von Diodenlasern sind das „Kürettieren“ von 
Weichgewebe, die Entfernung von Reizfibromen, 
das präprothetische Durchtrennen von hochanset-
zenden Bändern beziehungsweise die Trocknung des 
Sulcus vor Abdrucknahme etc.

Dr. Stieve verfügt in seinem Laserzentrum über 
verschiedene Therapielaser wie unter anderem 

den LABpen® MED 50 (Medizin Technik Behounek, 
A-Graz) und den LASOTRONIC Med-200 DUO 
(LASOTRONIC, H-Budapest). Der LABpen® MED 50 
arbeitet mit einer Leistung von 50 mW und mit der 
Wellenlänge 660 nm. Nur bei dieser Wellenlänge 
wird Sauerstoff abgespalten. Der LASOTRONIC 
Med-200 DUO bietet sowohl die Emittierung von 
sichtbarem roten Licht (Wellenlänge 660 nm) als 
auch von unsichtbarem infrarotem Laserlicht (Wel-
lenlänge 805 nm) und somit zwei unterschiedliche 
Eindringtiefen.

Weichgewebelaser

CO
2
- beziehungsweise Gaslaser sind Weichge-

webelaser. Sie werden auch als „Laser der Chirurgen“ 
bezeichnet und sind schon seit den 1970er Jahren im 
Einsatz. Je nach Bedarf kann mit ihm Weichgewebe 
sowohl geschnitten als auch flächig abgetragen wer-
den – und dies blutungsfrei. Aufgrund von fokussier-
tem Energieeintrag und eng begrenzter Tempera-
turerhöhung wird das Weichgewebe verdampft und 
die Blutgefässe werden verschlossen. Daher muss 
bei der Behandlung von Lippen- und Zungenbänd-
chen mit einem Laser nicht – wie nach Verwendung 
eines Skalpells erforderlich – genäht werden. Der 
Fokus befindet sich beim CO

2
-Laser (Wellenlänge 

10.600 nm) 1 mm vor der Spitze des Handstücks. 

Im	Laserzentrum	kommen	verschiedene	Therapielaser	
zum	Einsatz,	unter	anderem	der	LABpen®	MED	50.
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Wird der CO
2
-Laser defokussiert angewendet, kann 

flächig koaguliert oder abgetragen werden.

Hartgewebelaser

Er:YAG-Laser, also Hartgewebelaser, die eine 
Wellenlänge von 2.940 nm aufweisen, bieten zahl-
reiche Anwendungsmöglichkeiten. Hierzu gehören 

beispielsweise Kavitätenpräparation, Schmelz-Kondi-
tionierung, schonende pulpennahe Präparation, Wur-
zelspitzenresektion, Knochenablation und Entfernung 
kariöser Defekte. Die Kariesentfernung durch Laser 
ist für den Patienten sehr viel angenehmer als mit her-
kömmlichen Bohrern, da Vibration und Wärmeent-
wicklung wegfallen. Bei Frontzähnen kann in circa 70 % 
der Fälle auf eine Anästhesie verzichtet werden. Durch 
die Einwirkung des Er:YAG-Lasers wird das interkris-
talline beziehungsweise interstitielle Wasser, das auch 
in Schmelz und Dentin enthalten ist, so erhitzt, dass es 
schlagartig verdampft. Durch die plötzliche Volumen-
zunahme wird die Hartsubstanz-Struktur auseinander-
gerissen und herausgeschleudert. Da kariöses Dentin 
einen höheren Wasseranteil als gesundes aufweist, fin-
det auf diesem Wege eine selektive, minimalinvasive 
und schonende Exkavation statt. Gleichzeitig erfolgt 
durch die Wasserdampfbildung eine Keimreduktion im 
betreffenden Dentin. Die Gefahr einer rezidivierenden 
Karies wird somit reduziert. Amalgam- und Goldver-
sorgungen können mit Lasern nicht entfernt werden. 
Dr. Stieve entfernt diese daher zunächst konventionell 
und wechselt anschließend auf den Einsatz von Lasern, 
da die Karies hiermit schonend und flächig abgetragen 
werden kann.

Wer sowohl Hart- als auch Weichgewebe mit 
der „Kraft des Lichts“ behandeln will, benötigt somit 
mindestens zwei unterschiedliche Laser. Es bietet sich 
daher an, Geräte zu erwerben die zwei Wellenlängen 
bieten. Es muss dabei mit Investitionssummen zwischen 
40.000,- und 60.000,- Euro gerechnet werden. Dem 
Laserzentrum stehen das Er:YAG- und SuperPulse™-
CO

2
 Duallasersystem OpusDuo (Lumenis, D-Dreieich) 

und elexxion delos (elexxion, D-Radolfzell), eine Kom-
bination aus Er:YAG- und Diodenlaser, zur Verfügung.

Warze	am	rechten	Oberlippenrand	einer	45-jährigen	
Patientin.

Es	erfolgte	eine	Oberflächenanästhesie	mit	EMLA	Creme	
(AstraZeneca,	D-Wedel),	eine	örtliche	Infiltrationsanäs-
thesie	und	dann	die	Excision	der	Warze	mit	einem	CO2-
Laser	bei	3	Watt	CW	Superpulsed.	Die	Dauer	des	Eingriffs	
betrug	etwa	zwei	Minuten.

Die	Situation	direkt	nach	der	OP.

Das	Ergebnis	sieben	Wochen	post	OP.
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Erstgespräch

Aber im Laserzentrum von Dr. Stieve sind La-
ser nicht die einzigen digitalen Technologien, die zum 
Einsatz kommen. Mit jedem neuen Patienten wird ein 
Erstgespräch geführt, bei dem die Ausgangssituati-
on unter anderem durch Fotografien der einzelnen 
Zahngruppen als auch durch Röntgenbilder doku-
mentiert wird. Die Fotoaufnahmen erfolgen mit einer 

digitalen Intraoralkamera (Orangedental, D-Biberach) 
und werden gemeinsam mit dem Patienten für eine 
„Co-Diagnostik“ begutachtet. Hierbei hilft eine ent-
sprechende Software mit Lupenfunktion, mit der bei-
spielsweise defekte Füllungsränder deutlich sichtbar 
werden. Durch diese Methode wird bei dem Pati-
enten größeres Vertrauen in die vorgeschlagene Be-
handlung erzielt, denn er hat mit eigenen Augen ge-
sehen, dass Handlungsbedarf besteht. Röntgenbilder 
werden mit einem Gerät der Orthoralix-Serie von 
Gendex (KaVo Dental, D-Biberach), das nachträglich 
digital aufgerüstet wurde, erstellt. Farbausdrucke der 
Fotografien und Röntgenaufnahmen werden dem Pa-
tienten nach dem Erst-Gespräch in einer Beratungs-
mappe mitgegeben. Terminerinnerungen erhalten 
Patienten auf Wunsch übrigens per SMS.

Behandlung

Für die Dokumentation von Behandlungen, bei-
spielsweise mit Invisalign® Alignern (Align Technology, 
US-Santa Clara), transparenten Kunststoffschienen 
für kieferorthopädische Maßnahmen, wird die Digi-
talkamera Nikon D1 (Nikon, D-Düsseldorf) verwen-
det. Das Laserzentrum von Dr. Stieve ist seit März 
2007 zertifizierte Invisalign-Praxis.

Seit 1994 haben Patienten des Laserzentrums die 
Möglichkeit, vollkeramische Versorgungen in nur ei-
ner Sitzung zu erhalten. Damals begann Dr. Stieve, 
mit dem CAD/CAM-System CEREC 2 (Sirona Dental 
Systems, D-Bensheim) zu arbeiten. Er ist als Erprober 
für Sirona tätig und hat daher stets Kenntnis über neu-
este Software-Versionen. Das Laserzentrum verfügt 
über zwei CEREC 3D Aufnahmeeinheiten sowie über 

Laserbehandlungen	werden	von	den	Patienten	sehr	gut	
angenommen.

Laserschnitt	mit	Er:YAG-Laser	für	Wurzelspitzen-
resektion.

Der	elexxion	delos	bietet	eine	Kombination	aus	Er:YAG-
und	Diodenlaser.

Das	Konzept	der	„Co-Diagnostik“	stärkt	das	Vertrauen	
des Patienten in die Behandlung.
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die Fertigungseinheiten CEREC 3 und inLab, sodass 
bei Quadrantensanierungen ein zügiger Arbeitsfl uss 
gewährleistet ist. Aktuell werden die Software-Ver-
sionen 3.04 für CEREC und 2.6 für inLab verwendet. 
Die Restaurationen werden aus VITABLOCS Mark II 
(VITA Zahnfabrik, D-Bad Säckingen) geschliffen. 
Die Individualisierung erfolgt im praxiseigenen La-
bor durch eine Zahntechnikerin, die ebenfalls in die 
CAD/CAM-Verfahren eingearbeitet ist.

CMD

Da der Ursprung von etwa 60 % der chronischen 
Schmerzen im Kopf-, Nacken- und Schulterbereich zu-
mindest teilweise in einer Funktionsstörung des Kausys-
tems liegt, hat sich Dr. Stieve auch auf die Behandlung 
von Cranio-Mandibulären Dysfunktionen (CMD) spezi-
alisiert. In diesem Zusammenhang nimmt er beispiels-
weise eine digitale Axiografi e mit CADIAX® Compact 
(Gamma, A-Klosterneuburg) vor. Cadiax bietet 3D- und 
Slow Motion-Ansichten sowie die grafi sche Darstellung 
der Kurven an, wodurch sehr präzise Rückschlüsse 
durch den Anwender gezogen werden können. 

Die digitale Befund-Aufzeichnung und Dia-
gnostik erfolgt mithilfe der Software CMDfact von 
PD Dr. M. Oliver Ahlers. Diese bietet unter anderem 
viele Hilfs- und Hinweisfunktionen an, sodass auch 
der weniger geübte Anwender schnell die Umsetzung 
eines reproduzierbaren Befundungsprotokolls erler-
nen kann. Hat ein Patient Schienen erhalten oder 
soll okklusal äquilibriert werden, erfolgt eine exakte 
Analyse der zeitlichen Entwicklung  der Lastvertei-
lung der Okklusions- und Artikulationskontakte mit 
T-Scan III (Cumdente, D-Tübingen). Entsprechend 
dieser Analyse werden die Schienen beziehungs-
weise die natürliche Dentition eingeschliffen. Die so 
erzielten Informationen gehen weit über das hinaus, 
was mit dem Einsatz von herkömmlichem Okklusi-
onspapier und durch die Beschreibung des Patienten 
erreicht werden kann.

Voll	vernetzt

Im Laserzentrum stehen neun Computer und zwei 
Laptops bereit, die alle untereinander sowie mit der 
Heim-PC-Station von Dr. Stieve vernetzt sind. Für die 
Praxisorganisation, betriebswirtschaftliches Control-
ling etc. wird das Praxis-Management-System Charly 
(solutio, D-Holzgerlingen) eingesetzt. Businessplan 
und Controlling der Praxis werden mithilfe des Unter-
nehmens Dent-Vision (D-Rendsburg) und deren Spezi-
alsoftware durchgeführt. Dr. Stieve wird in allen Hard-
ware-, Software- und Administrationsfragen von einem 
IT-Berater unterstützt. Auch von seinen Mitarbeitern 
wird die Auseinandersetzung mit digitalen Technolo-
gien erwartet. Jede Zahnmedizinische Fachangestellte 
im Laserzentrum hat mehrere Schwerpunktbereiche, 
die beispielsweise auch die Stuhlassistenz bei Behand-
lungen mit CEREC oder Lasern, die Vorbereitung oder 
Durchführung von T-Scans sowie die Assistenz bei der 
digitalen Axiografi e mit Cadiax umfasst. n

Kontakt

Laserzentrum und Praxis für Zahnheilkunde
Lancasterstraße 42
D-24768 Rendsburg
Tel.: +49 (0) 43 31 / 52 05
Fax: +49 (0) 43 31 / 54 00
info@digital-dentistry.com 
www.digital-dentistry.com

Mit	einer	professionellen	Kameraausrüstung	werden	
Behandlungen dokumentiert.

Im	Laserzentrum	erhalten	Patienten	auch	CAD/CAM-
Versorgungen.
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Abstract

Purpose :

Dental soft tissue surgery by diode lasers in cw- mode often causes carbonization of the 

tissues with following necrosis and a delay of wound healing.

In vitro studies have already shown, that superpulsed diode laser surgery has much less 

disadvantages for the tissues in histological approach.

Purpose of this study is to investigate in vivo, if superpulsed mode of operation can realize 

an improvement for surgeon and patient in soft tissue surgery.  

Materials and methods :

26 patients were treated by diode lasers in different modes of operation for soft tissue 

surgery. 12 patients were treated by superpulsed Elexxion Claros diode laser :

810 nm; 10- 50 W  Ppeak ;  10- 20 µs pulse duration; 12000- 20.000 Hz; 400 µm fiber

and 14 patients were treated by Vision MDL-10 diode laser : 980 nm; 2,5 W; cw- mode

and also 400 µm fiber.

Clinical treatment was documented by photos and questionnaires for patients and 

surgeons. Questions concerned:  carbonization, coagulation, cutting speed, pain, swelling, 

bleeding, need for drugs, functional reduction and fibrine layer on wounds- during 

treatment, directly after treatment, after 1 day, after 3 days and after 1 week.  

Results :

The clinical observations and the questionnaires showed in most cases significant 

differences between cw- mode and superpulsed diode laser treatment in surgery.

There was less carbonization in the superpulsed group. 

The cutting speed was higher and the cut itself more defined and deeper by using 

superpulsed mode. 

Superpulsed laser treatment had a shorter healing time than cw- mode treatment; the 

fibrine layer was build faster and also the removal of it was faster.

There was often no swelling after superpulsed diode laser treatment; and if a

swelling occured it was smaller and quicker gone as in cw- mode treatment.

selected surgery studies22 



The duration of pain was shorter and the amount of pain smaller in the superpulsed group,

therefore the patients in the superpulsed group needed less analgetic drugs.

There was less functional reduction in time and amount for the superpulsed group.

Only coagulation ability was better in the cw- mode group.

Conclusion : 

Clinical studies have shown that superpulsed diode laser surgery is superior to continuous 

wave done treatment. Carbonization and thermal damage of the tissues can be reduced to 

a minimum, therefore healing is faster as in cw- mode surgery. Generation of a soft tissue 

cut is faster and more precise. Patients have less pain; in amount and time period. The 

need of drugs is reduced. There are less functional restrictions and there is less swelling. 

The advantages of superpulsed mode of operation  for soft tissue diode laser surgery are 

evident. Continuous wave mode should no longer be implemented in diode laser surgery.
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Diode lasers for dentistry operate in the near infrared region. The most commonly used 

wavelengths are 810, 940 and 980 nm (141), because these wavelengths are very well 

absorbed by pigmented tissues, haemoglobine and melanin, which makes the diodes 

suitable for soft tissue surgery, endodontics, periodontics and LLLT (57,72,141).

The history of diode lasers started 1962 with the first GaAs diode laser, 840 nm, pulsed in 

fluid He or N2. It was developed by IBM, General Electric and Lincoln Laboratories.(155). 

The first red diode laser was introduced.

1966 the first fiber to guide the laser beam was created. 

In 1970 the Bell Laboratories produced the first cw- mode diode laser (155). 

In 1995, on the IDS, the first diode laser for dentistry was shown. It was an 810 nm diode 

laser with cw mode. (133). Peak power was 6 W. 

1999 diode lasers with 10- 15 W followed. 

2000 a short pulsed diode laser with 810 nm, 20 W, 50 µs pulse and an average power of 

2,0- 6,7 W was introduced, which showed a faster cutting and only 50 % of the necrosis 

zone of an cw- mode diode laser. (156).

2002 the peak power reached 30 W with a pulse duration of 9 µs, a frequency of 20000 Hz 

and a limited average power of 10 W. Today frequencies up to 30000 Hz and peak powers

of 50 W are possible. To gain a sufficient result the peak power has to be more than 8 W in 

this case. (141).

During the first years of diode laser treatment in dentistry only cw mode was possible. 

Several studies at that time showed that cw mode and 1 W was enough to reach a 

bactericidal effect on and in roots and root canals, so as on implant surfaces.

(13- 16,51,88,106,118,120,156). Application of 3- 4 W in cw mode led very fast to 

carbonization of the soft tissue; the carbonization caused higher absorption followed  by a 

heavy thermal damage and necrosis of the tissue. (71,146,149,150,156).                                                                           

To approach better results in soft tissue treatment without much carbonization it was 

necessary to interrupt the cw mode. That was done by chopping the cw mode. Pulses 

down to several 100 µs were realized. (141,97,145). The peak power of the pulses was in 

fact not higher than the peak power of the cw mode pulse, but the applied dose was 

decreased and the carbonization and thermal damage was reduced.
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Photodynamical effects

Photochemical effects 

Thermal effects                  

(34,64,67,68,71,146,147,148,149,150,151,152)

T=  40- 60 °C:  oedema, functional imbalance of metabolism

                            ( up to 50°C reversibel )

T= 60- 100°C:  denaturation of the proteins, coagulation, contraction

                         because of dehydration

T > 100°C :      disruption, evaporation of water, ablation

T > 150°C :      vaporisation, ablation

T > 300°C :      carbonisation

        ( Franzen R, Meister J: Dosimetry. Aachen Institute for Laser Dentistry, M3,  ED 2006 )
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1.2 Diode lasers in dentistry

As mentioned above diode lasers were used in dentistry since1995.

Mostly with a wavelength of 810 nm. Later the wavelength 980 nm follows and recently a 

wavelength of 940 nm is in progress.

In comparison to other lasers the diodes are more economical, the construction is more 

simple, laser light is generated directly from electrical energy, service periods are rare 

( maintainance only in intervals of 10000 hours ) and the efficiancy is high. The laser beam 

is guided through a quarz- fiber, which makes it easier to reach problematic zones in the 

oral cave. Unfortunately diode lasers are only applicable in soft tissue procedures, 

endodontics, periodontics and LLLT, but not practicable for the ablation of hard tissues.

In soft- tissue treatment the diode lasers have similar effects than the Nd:YAG laser, which 

is not so far away regarding to the wavelength ( 1064 nm ).

Diode lasers are established in endodontical treatment because of the good bactericidal 

effect ( 2,13-15,26,28,29,57,72,98 ).

Diodes are implemented in periodontal treatments and periimplantitis to remove 

granulated tissue and to sterilize the surface of root and implant

(2,11,13,16,18-23,40,50,57,60,72,80,82,85,104,105,134-136,139,140,144).

Also in little surgery diodes are used because of several advantages:

• efficient cutting

• good haemostasis

• nearly without bleeding and therefore good visibility of the op site

• mostly no sutures needed

• no or only small post op oedema

• bactericidal effect 

• pain reduction post and intra op treatment

• no secondary bleeding

• precision of cut

• calculated depth of cut

• reduced application of drugs (antibiotics, analgetics..)

• only minimal destruction of adjacent tissues

• uncomplicated handling
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• high patient acceptance

• low level of scar forming

• use on patients with haemorrhagic diathesis without or only with little substitution

• good handling due to fiber optics

• reduction of needed instruments ( change of parameters- different effects )

• treatment duration shorter ( no suture, not often change of instrument..)

• biostimulation of the surrounding tissue

  (1,3-10,12,17,25-27,30-39,42-49,57-69,72,74,77,81,86-89,91-97,106,

  109-114,116,119-132,138,141,142,145-154,156)

In the beginning soft tissue surgery by diodes was limited because of the low peak powers 

and the cw- mode as only mode of operation. The doses which were applied to the soft 

tissue led very fast to carbonization, thermal damage and necrosis of the tissue if the 

power exceeds 3-4 W in cw- mode. To achieve a better result the dose had to be reduced.

This can be done by decreasing the power, but then there will be no sufficient cutting 

ability. Another way is to shorten the treatment time, or to split the continuous wave into 

pulses; and change the frequency of the pulses.

By using mechanical shutters the cw- mode of the diode was changed into a chopped 

mode, the dose was reduced, but the peak powers of the pulses equaled the peak powers 

of the cw- mode. Carbonization was reduced for a certain degree but no efficient cutting 

could be done. The peak power of the pulses was not sufficiently high enough. So the 

management of the pulses was changed from mechanical to digital. (DPL). Now very short 

pulses with high peak powers could be generated to avoid carbonization and thermal 

damage as good as possible. Several studies in the recently past years have shown, that 

short pulses with high peak powers could generate a much better result than lower powers 

with longer pulse duration. (17,24,26,34,35,109,153,154)

Already Bach et al. (109 ) could show 2008 in vitro, that different modes of operation; cw- 

pulsed- superpulsed; led to different effects.

Result of the study was the suggestion that cw- mode diodes should no longer be used in 

soft tissue surgery because of the high amount of thermal damage and necrosis of the 
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adjacent tissue. The superpulsed diode had much less carbonization and thermal damage 

as side effect. Interestingly 980 nm and 810 nm diodes have been used in that study-- but 

histologically there was no difference between the 810 nm and 980 nm diode; only the 

mode of operation was responsible for the grade of cell damage.

Case reports of Maiorano et al. ( 153 ) from 2006 could show in vivo that superpulsed 

diode lasers caused only minimal involvement of the adjacent tissue during surgery, that 

there was a clean cut without thermal side effects, but still coagulation. Result was an 

excellent postoperative condition with minimal swelling and pain. 

Until now there are unfortunately no clinical or in vivo studies to show the different results 

of diode laser soft tissue surgery with different modes of operation. Theoretically the 

difference in treatment results with cw- mode and pulsed is comprehencible; in vitro it is 

shown already ( 109 ) but in vivo it is still unproven. It would be very nice to have no more 

carbonization during surgical treatment, because carbonization causes a higher grade of 

absorption and due to that a higher thermal damage of the tissue, which will lead to more 

discomfort of the patient and a delayed wound healing.

Therefore it is a major task of this thesis to answer the question if highly pulsed diode 

lasers are more suitable for soft tissue surgery than cw- mode diode lasers and how the 

achievable results differ.

Of course a number of noticed parameters in the following study, so as patient`s pain, 

influence on oral hygiene, reduced masticatory or lingually function etc. are subjective 

criteria, but at least it can show a tendency for the right direction to go.
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2. Materials and methods 

Within a period of 5 months 26 dental surgery treatments have been done by diode laser. 

Predominantly simple laser cuts, but also removal of hyperplasia and fibromas, exposure 

of teeth and implants, abscess incision and gingivo- and vestibuloplasty.

14 patients have been treated by Vision MDL-10 diode laser :

• Vision Lasertechnik GmbH, Lügensteinweg 27, 30890 Göxe, Germany
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• cw- mode or 20 Hz mode

• max. 2,5 W

• 200 µm and 400 µm fiber

• 980 nm

 All procedures have been done with:  cw mode; 2,5 W; 400 µm fiber

Treatment Ppeak Mode

Single cut (4x) 2,5 W cw

Incision abscess (1x) 2,5 W cw

Hyperplasia (1x) 2,5 W cw

Exposure implant (3x) 2,5 W cw

Exposure tooth (1x) 2,5 W cw

Fibroma (2x) 2,5 W cw

Gingivoplasty (1x) 2,5 W cw

Vestibuloplasty (1x) 2,5 W cw
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12 patients were treated by Elexxion Claros diode laser :

• Elexxion AG, Schützenstraße 84, 78315 Radolfzell, Germany

• 810 nm

• 10 mW- 50 W  Ppeak

• 2,5 µs- cw pulse duration

• 200 µm, 300 µm, 400 µm and 600 µm fiber

• digitally superpulsed ( 8- 20.000 Hz )
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Treatment Ppeak Frequency Pulse duration Pavg

Single cut (3x) 50,0 W 20.000 Hz 11 µs 11,0 W

Incision abscess (2x) 10,0 W 20.000 Hz 20 µs  4,0 W

Hyperplasia (1x) 50,0 W 12.000 Hz 10 µs  6,0 W

Frenectomy (1x) 15,0 W 20.000 Hz 16 µs  4,8 W

Exposure implants (2x) 15,0 W 15.000 Hz 10 µs  2,25 W

Exposure tooth (1x) 25,0 W 15.000 Hz 10 µs  3,75 W

Fibroma (2x) 50,0 W 12.000 Hz 10 µs  6,0 W

All treatments have been done with the 400 µm fiber for better comparison.

Both lasers have been used with fibers in contact to tissue.

The fibers had been under permanent control for tidiness, because contaminated fibers 

decrease the applied energy, the cutting speed drops down, the treatment time prolongs 

and more thermal energy is given to the tissue (145).

After sufficient anesthesia, for abscess incision only superficial, in all other cases 

infiltration anesthesia, the treatment was done in consideration of the laser safety 

directions given for laser treatment of class 4 lasers.

Before, during and directly after laser treatment photos were taken and the patients had to 

fill in a questionnaire. Another questionnaire had to be done by the surgeon. 1 day, 3 days, 

1 week, 2 weeks and sometimes 3 month later there was a recall to control the op sites 

clinically and to take some more photos. The patients had to fill in their questionnaires until 

1 week after surgery. Asked subjects were intra- and postoperative pain, need of analgetic 

drugs, difficulties in oral hygiene or mastication. The surgeons questionnaire asked about 

cutting speed of the laser, bleeding intra- and post op, swelling, carbonization, coagulation 

and fibrine layer covering. Time schedule was the same as for the patients.
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Questionnaire
for patient

Name: Subject :  Laser treatment

Pain :

                                                                                                                                                                                                               

During laser treatment :

0 1 2 3 4 5 6 7 8 9

   No pain                                                                                                                Unbearable pain                                                                                                                                            

� �

Directly after laser treatment : 

0 1 2 3 4 5 6 7 8 9

 No pain                                                                                                                  Unbearable pain

1 day after laser treatment :

0 1 2 3 4 5 6 7 8 9

 No pain                                                                                                                  Unbearable pain 

3 days after laser treatment : 

0 1 2 3 4 5 6 7 8 9

No pain                                                                                                                  Unbearable pain
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1 week after laser treatment : 

0 1 2 3 4 5 6 7 8 9

No pain                                                                                                                  Unbearable pain                                                                                                                                                                                                                             

Analgesic drugs needed : 

�

 only 1 day                            3 days                           the first week                 more than a week

Reduced  masticatory or lingually function :

only 1 day                              3 days                          the first week                more than a week

Difficulties in oral hygiene : 

only 1 day                             3 days                            the first week                more than a week 
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Questionnaire
for surgeon

Name: Subject :  Laser treatment                                                                                                                                                                                                                       

During laser treatment 

Speed of cutting

0 1 2 3

very slow                                      slow                                          fast                                     very fast

Carbonization

0 1 2 3

                  

no carbonization                little carbonization               carbonization                   heavy carbonization

Coagulation

0 1 2 3

no coagulation   little coagulation                  good coagulation            very good coagulation

Directly post OP

Bleeding

0 1 2 3

                                                        

No bleeding                             little bit                                   bleeding                        heavy bleeding                                                                                                                                                                
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1 day post OP

Bleeding

0 1 2 3

                                            

No bleeding                             little bit                                     bleeding                        heavy bleeding                                                                       

                                                                                         � �

Turgor, swelling

0 1 2 3

                                            

No swelling                          little swelling                                swelling                            large swelling

Fibrine layer : 

0 1 2 3

                                                

No layer                                     small region                     mostly covered             completely  covered                                                                      

3 days post OP

Bleeding :

0 1 2 3

                                                

No bleeding                                little bit                                     bleeding                          heavy bleeding
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Turgor, swelling :

0 1 2 3

                                                

No swelling                                  little swelling                         swelling                            large swelling                                                      

Fibrine layer :

0 1 2 3

no layer                                        small region                      mostly covered              completely covered

1 week post OP

0 0 0

bleeding                                        swelling                                fibrine layer
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As already mentioned in the introduction the purpose and aim of this in vivo study is to 

show, that superpulsed diode lasers are more suitable for oral surgery than cw- mode 

diode lasers, because it is expected that there is nearly no carbonization and thermal 

damage of the adjacent soft tissue because of the very short pulse durations, the high 

peak power and high frequency.

Until now there are not enough data from in vivo studies available to support the supposed 

results, but in vitro studies already came to a similar resume.

( 24,34,35,109,132,153 )

 The diode lasers used in this study are not of the same wavelength; on the one hand 

there is an 810 nm diode ( Elexxion Claros ) on the other hand a 980 nm diode 

( Vision MDL- 10 ). 

According to the wavelength it must be said that normally there is a stronger thermal effect 

using the 980 nm diode (72) but as shown in a recent in vitro study (109) from 2008, the 

mode of operation is much more responsible for the clinical results on soft tissue as the 

diode`s wavelength.
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3. Results

3.1 Clinical results

To show the visual results of a soft tissue surgery treatment by diode laser in cw and 

superpulsed mode 2 similar cases were taken as example for all clinical cases. Treatment 

procedure was the same in both cases and the local sites were comparable.

In both procedures a fibroma was removed out of the inner lip.

Once on the right and once on the left side of the lower jaw.

For better comparison it would have been perfect if both treatments had been done on the 

same patient, but there was no such case during the investigation period.

3.1.a  1st case : as example for Vision MDL- 10; cw

Removal of fibroma by Vision MDL 10 diode laser:

980 nm;  cw mode;  2,5 W;  400 µm fiber;  contact mode

Female patient, 60 years old, hypertonia. No other general deseases.

18, 15, 25, 28, 36, 48 missing. Bridge 14- 16.

Fair oral care. General horizontal loss of bone. No periodontal problems.

Patient was often sucking on the fibroma. 

Fibroma was situated at regio 43, inner lip. Diameter about 8 mm.

After little infiltration anesthesia with Ultracain DS® the fibroma was removed under 

permanent tension with the 400 µm fiber in contact.
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Before treatment.

During treatment  ( 980 nm; cw;  2,5 W;  400 µm fiber )
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Because of the good absorption of the 980 nm wavelength in melanin and haemoglobine 

there was a sufficient cutting ability and no bleeding.

                                                  Directly after treatment.

The treatment procedure took a little longer because the cutting speed of the 980 nm 

diode in cw mode with only 2,5 W peak power was slow.

No bleeding because of the very good coagulation of the 980 nm diode,

but strong carbonization of the soft tissue was seen. 

No sutures needed.

There was no pain or discomfort for the patient during the surgical procedure.

1 day after surgical treatment no secondary bleeding, but a little swelling and a fibrine 

layer that covered the wound was seen. The patient had no pain but the mastication, 

the lingual function and the oral hygiene was influenced.
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                                                 1 day after surgical treatment.

3 days after surgical treatment

                  No bleeding, a little swelling and a fibrine covered wound was seen.

                         The patient had no longer functional limitations. No pain.
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                                                 1 week after treatment

                            No bleeding and no more fibrine layer was seen.

                           3 months later.  No rezidiv. Total recovery. No scar.
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3.1.b  2nd case :  as example for Elexxion Claros; superpulsed

Removal of fibroma by Elexxion Claros diode laser.

810 nm; 50 W Ppeak, ; 12000 Hz; 10 µs pulse duration; 6 W Pavg ;

400 µm fiber;  contact mode

Female patient, 72 years old, diabetic disorder. No other general deseases.

18- 28, 38- 35, 32-48 missing.

Total upper denture. Lower partial denture with clasps at 33, 34.

General horizontal and vertikal loss of bone. Fair oral care.

Fibroma was situated at regio 35, inner lip, lower jaw. Diameter about 11 mm.

After sufficient anesthesia with Ultracain DS® the fibroma was removed under good 

tension with the 400 µm fiber in contact.

                   Before treatment ( little bleeding spot from injection of anesthesia )
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                                                         During treatment 

                ( 810 nm; 50 W Ppeak; 12000 Hz; 10 µs pulse; 6 W Pavg; 400 µm fiber )

No bleeding because of good coagulation of 810 nm wavelength (good absorption in 

haemoglobine and melanin). 

Extremly fast cutting speed because of high power, short pulses and high frequency.

The patient felt no discomfort or pain during the surgical treatment time.

Directly after treatment no bleeding of the wound, no sutures needed.

Good coagulation and only a little carbonization zone was seen.
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                                                       Directly after treatment

1 day after treatment 
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                                                     3 days after treatment

                No bleeding, no swelling. Wound is completely covered by fibrine layer.

                                               Patient had no discomfort or pain.

1 week after treatment

            No bleeding, no swelling, partial fibrine layer. Patient without any discomfort.
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                                                      2 weeks after treatment

               Nearly full recovery. Only a little impression of the soft tissue remained. 

                  No rezidiv, no scar. Healing much quicker than with cw diode laser.
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4. Results of questionnaires

In total there were 52 questionnaires to analyse.

26 from the patients and 26 from the surgeons.

4.1 Patient`s questionnaire :

4.1.a  VISION MDL- 10 treatment � 14 patients; cw

During laser treatment 

All patients felt no pain during laser treatment ( 100 % )

Directly after laser treatment 

All patients without any pain ( 100 % )

1 day after laser treatment 

Number of patients Pain: scale 0- 9 Percentage of total 
number of patients

3 0 ( no pain ) 21,43%

3 1 21,43%

5 2 35,71%

2 3 14,29%

1 7  ( strong pain ) 7,14%

elexxion · powered by technology 51 



3 days after laser treatment 

Number of patients Pain: scale 0- 9 Percentage of total 
number of patients

10 0  ( no pain ) 71,43%

3 1 21,43%

1 7  ( strong pain ) 7,14%

1 week after laser treatment 

Number of patients Pain: scale 0- 9 Percentage of total 
number of patients

13 0 92,86%

1 5 7,14%

Analgesic drugs needed 

Number of patients Analgesic drugs needed Percentage of total 
number of patients

8 No 57,14%

5 Yes, 1 day 35,71%

0 Yes, 3 days 0%

1 Yes, 1 week 7,14%
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Reduced masticatory or lingually function 

Number of patients Time of reduction Percentage of total 
number of patients

0 No reduction 0%

4 1 day 28,57%

8 3 days 57,14%

1 1 week 7,14%

1 more than a week 7,14%

Difficulties in oral hygiene

Number of patients Time of handicap Percentage of total 
number of patients

0 No 0%

5 1 day 35,71%

8 3 days 57,14%

0 1 week 0%

1 more than a week 7,14%
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4.1.b   ELEXXION CLAROS treatment � 12 patients; superpulsed

During laser treatment

All patients felt no pain during laser treatment. ( 100 % )

Directly after laser treatment 

All patients without any pain ( 100 % )

1 day after laser treatment

Number of patients Pain: scale 0- 9 Percentage of total 
number of patients

5 0 ( no pain ) 41,67%

3 1 25%

3 2 25%

1 3 8,33%

3 days after laser treatment 

Number of patients Pain: scale 0- 9 Percentage of total 
number of patients

8 0 ( no pain ) 66,67%

4 1 33,33%

1 week after laser treatment

Number of patients Pain: scale 0- 9 Percentage of total 
number of patients

12 0 ( no pain ) 100%
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Analgesic drugs needed 

Number of patients Analgesic drugs needed Percentage of total 
number of patients

8 No 66,67%

3 Yes, 1 day 25%

1 Yes, 3 days 8,33%

Reduced masticatory or lingually function

Number of patients Time of reduction Percentage of total 
number of patients

2 No reduction 16,67%

4 1 day 33,33%

6 3 days 50%

Difficulties in oral hygiene

Number of patients Time of handicap Percentage of total 
number of patients

1 No 8,33%

5 1 day 41,67%

6 3 days 50%
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4.2. Surgeon`s questionnaire

4.2.a   VISION MDL- 10 treatment �   14 patients; cw

During laser treatment

Speed of cutting was all time low ( 100 % )

Carbonization

Number of patients Degree of carbonization Percentage of total 
number of patients

0 no carbonization 0%

2 little carbonization 14,29%

7 carbonization 50%

5 heavy carbonization 35,71%

Coagulation

Number of patients Degree of coagulation Percentage of total 
number of patients

0 no coagulation 0%

0 little coagulation 0%

8 good coagulation 57,14%

6 very good coagulation 42,86%
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Directly post op

Number of patients Degree of bleeding Percentage of total 
number of patients

11 no bleeding 78,57%

3 little bleeding 21,43%

1 day post op

There was no recognizable bleeding ( 100 % )

Swelling

Number of patients Degree of swelling Percentage of total 
number of patients

4 no swelling 28,57%

9 little swelling 64,29%

1 swelling 7,14%

Fibrine layer

Number of patients Size of fibrine layer Percentage of total 
number of patients

4 no layer 28,57%

5 small region 35,71%

5 mostly covered 35,71%

3 days post op 

There was no recognizable bleeding ( 100 % )
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Swelling

Number of patients Degree of swelling Percentage of total 
number of patients

8 no swelling 57,14%

6 little swelling 42,86%

Fibrine layer

Number of patients Size of fibrine layer Percentage of total 
number of patients

2 no layer 14,29%

3 small region 21,43%

3 mostly covered 21,43%

6 completely covered 42,86%

1 week post op 

No bleeding ( 100 % ) left; no swelling ( 100 % ) left.

6 patients of 14 still had a little fibrine layer  ( 42,86 % ).
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4.2.b   ELEXXION CLAROS treatment � 12 patients; superpulsed

During laser treatment

Speed of cutting

Number of patients Speed of cutting Percentage of total 
number of patients

0 slow 0%

3 fast 25%

9 very fast 75%

Carbonization

Number of patients Degree of carbonization Percentage of total 
number of patients

4 no carbonization 33,33%

4 little carbonization 33,33%

4 carbonization 33,33%

0 heavy carbonization 0%

Coagulation

Number of patients Degree of coagulation Percentage of total 
number of patients

0 no coagulation 0%

2 little coagulation 16,67%

10 good coagulation 83,33%

0 very good coagulation 0%
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Directly post op 

Bleeding

Number of patients Degree of bleeding Percentage of total 
number of patients

7 no bleeding 58,33%

5 little bleeding 41,67%

1 day post op 

There was no recognizable bleeding ( 100 % )

Swelling

Number of patients Degree of swelling Percentage of total 
number of patients

5 no swelling 41,67%

7 little swelling 58,33%

0 swelling 0%

Fibrine layer

Number of patients Size of fibrine layer Percentage of total 
number of patients

2 no layer 16,67%

6 small region 50%

4 mostly covered 33,33%
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3 days post op 

There was no recognizable bleeding. ( 100 % )

Swelling

Number of patients Degree of swelling Percentage of total 
number of patients

11 no swelling 91,67%

1 little swelling 8,33%

Fibrine layer

Number of patients Size of fibrine layer Percentage of total 
number of patients

0 no layer 0%

4 small region 33,33%

5 mostly covered 41,67%

3 completely covered 25%

1 week post op 

No bleeding ( 100 % ); no swelling ( 100 % ) left.

4 of 12 patients still had a little fibrine layer ( 33,33 % )
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5. Summary of results

5.1 Surgeon`s results

The visible clinical results could be described as followed :

During surgical treatment and directly after treatment the soft tissues at the involved area 

were more carbonized by the Vision MDL- 10 laser, which ran in cw- mode; 

35,71 % heavy carbonization.

The superpulsed laser , Elexxion Claros, showed sometimes carbonization too, but the 

amount of carbonization was much smaller, the color of the carbonized zones was more 

brown than black and in a third of all cases there was no carbonization at all.

Carbonization cw- mode superpulsed

no 0% 33,33%

little 14,29% 33,33%

medium 50% 33,33%

heavy 35,71% 0%

Coagulation was good with both lasers, in some situations ( a patient with anticoagulant 

therapy - Marcumar® - INR > 2,5 ; not substituted ) the 980 nm diode in cw- mode

( Vision MDL- 10 ) had a better coagulation.

Coagulation cw- mode superpulsed

little 0% 16,67%

good 57,14% 83,33%

very good 42,86% 0%
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Both lasers did not allow common bleedings  post op, but in some cases there was a little 

oozing bleeding; more after superpulsed laser therapy than after cw- mode treatment. 

Bleeding cw- mode superpulsed

post op : no 78,57% 58,33%

post op : little 21,43% 41,67%

The speed of cutting was very different, the superpulsed Elexxion diode

laser cutted much easier and faster than the Vision diode laser.

The surgical procedure was done much faster by using the superpulsed laser. 

Speed of cutting cw- mode superpulsed

low 100% 0%

fast 0% 25%

very fast 0% 75%

On pictures taken after the surgical procedure the wound areas looked much nicer when 

the treatment was done by superpulsed Elexxion laser.

The cutting margins had sharper edges, the cut was more straight and seemed to go

deeper into the tissue with one movement.
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                                  cw mode

                                                         superpulsed
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The following days there was a swelling of the treated soft tissue in different sizes noticed 

for both laser systems.

Swelling 1 day post op cw- mode superpulsed

no swelling 28,57% 41,67%

little swelling 64,29% 58,33%

swelling 7,14% 0%

The swelling tendency of the superpulsed diode laser was lower and there was no swelling 

in significant more cases.

Swelling 3 days post op cw- mode superpulsed

no swelling 57,14% 91,67%

little swelling 42,86% 8,33%

After 3 days there was only in 8,33 % a little swelling left after superpulsed diode laser 

treatment but in the cw- mode group 42,86 % of the patients still had a recognizable 

swelling. One week after laser treatment there was no swelling left in both laser groups.

Another phenomenon to be watched was the fibrine layer.

Fibrine layer 1 day post 
op

cw- mode superpulsed

no layer 28,57% 16,67%

small region 35,71% 50%

mostly covered 35,71% 33,33%
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Including 4 osteotomy cuts for cw- mode and 3 for superpulsed mode.

In total there was more fibrine layer after superpulsed treatment.

Fibrine layer 3 days post 
op

cw- mode superpulsed

no layer 14,29% 0%

small region 21,43% 33,33%

mostly covered 21,43% 41,67%

completely covered 42,86% 25%

3 days post op the fibrine covering of the wound areas had increased in both groups.

Fibrine layer 1 week post 
op

cw- mode superpulsed

no more layer 57,14% 66,67%

still little layer 42,86% 33,33%

1 week post op there was more reduction of fibrine layer in the superpulsed group, while 

the cw- mode group still had a partial fibrine covered area in 42,68 % of the patients.
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5.2 Patient`s results

During laser treatment and directly after laser treatment no patient felt pain or discomfort 

because there was anesthesia given in every treatment case.

Pain 1 day post op:
 0= no pain

9= unbearable

cw- mode superpulsed

0 21,43% 41,67%

1 21,43% 25%

2 35,71% 25%

3 14,29% 8,33%

7 7,14% 0%

There were more patients without pain and the pain strength was on a lower level in the 

superpulsed group.

Pain 3 days post op:
0= no pain

9= unbearable pain

cw- mode superpulsed

0 71,43% 66,67%

1 21,43% 33,33%

7 7,14% 0%

Now there were more patients without any pain in the cw- mode group and also patients 

with very mild pain were less in the cw- mode group. But still there was a special patient 

with continued heavy pain.
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Pain 1 week post op:
0= no pain

9= unbearable pain

cw- mode superpulsed

0 92,86% 100%

5 7,14% 0%

After 1 week all patients in both groups were free of pain, the only exception was the 

special patient of the cw- mode group. 

For better understanding it has to be said that the mentioned patient was very algesic; a 

vestibuloplasty had been done and the extended denture was incorporated directly after 

laser treatment, so the healing was inhibited for a certain degree and the denture was 

grinding on the wound area all the time.

Analgesic drugs needed cw- mode superpulsed

No 57,14% 66,67%

Yes, 1 day 35,71% 25%

Yes, 3 days 0% 8,33%

Yes, 1 week 7,14% 0%

The need for analgesic drugs was higher in the cw- mode group, 42,85 %.

Need for medication in the superpulsed group: 33,33 % .

The above mentioned special patient needed a week of medication.
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Reduced masticatory or lingually function.

Reduced function cw- mode superpulsed

No 0% 16,67%

1 day 28,57% 33,33%

3 days 57,14% 50%

1 week 7,14% 0%

more than 1 week 7,14% 0%

The influence of the laser treatment on functional aspects as e.g. mastication  lasted in 

average 3 days. 

In the cw- mode group even longer in 2 cases.

Only in the superpulsed group 16,67 % were without any functional limitations.

Difficulties in oral 
hygiene

cw- mode superpulsed

No 0% 8,33%

1 day 35,71% 41,67%

3 days 57,14% 50%

1 week 0% 0%

more than 1 week 7,14% 0%

Nearly the same result for difficulties in oral hygiene.

Average was as well 3 days.

Even here  there were patients without difficulties in the superpulsed group; 8,33 %.

elexxion · powered by technology 69 



6. Discussion

Classical surgical soft tissue treatment by scalpel has it`s relevancy, but in the last years 

soft tissue surgery by diode laser is in progress.

There are a lot of advantages for the surgeon: 

- efficient and precise cutting with a calculated depth of cut 

- good haemostasis- so nearly or completely without bleeding- and therefore better

  visibility of the place of interest.

-mostly no sutures needed 

-only minimal destruction of the adjacent tissue ( in pulsed mode ) 

-uncomplicated handling due to fiber and variety of parameters 

-shorter treatment time.

The patients have a lot of advantages also: 

-they mustn`t be sutured 

-no or only little post op oedema 

-bactericidal reduction of the wound area

-no secondary bleeding

-low level of scar forming

-patients with haemorrhagic diathesis can be treated without or with only little substitution 

-shorter treatment time

-biostimulation of the surrounding area

-reduced application of drugs because of pain reduction intra- and post op 

   ( 1,3-10,12,17,25-27,42,43,57,72,106,129,141,145,146,153 ). 

The reduction of pain during laser treatment and the better acceptance of laser treatment 

in comparison to conventional treatment could be proofed yet for restorative dentistry 

( Matsumoto 1996, Keller- Hibst 1997-1998, Evans 2000, Takamori 2003 ) but in this cases 

the used lasers were not diode lasers.

Discussing the results from the study one certain thing has to be remembered. 

The cw mode laser ( Vision MDL- 10 ) had always been used with 2,5 W and cw- mode.
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So peak- and average power had always be the same; in every procedure.

That`s the main difference to the superpulsed laser ( Elexxion Claros ) which had been 

used  with different parameters ;  10- 50 W peak power; 2,25- 11,00 W average power ;

12000- 20000 Hz; 10- 20 µs pulse duration.

The  precise treatment parameters of the Elexxion Claros laser were :

Ppeak Pavg frequency pulse duration 

6x   50 W 3x   11,00 W 6x   20000 Hz 6x   10 µs

1x   25 W 3x    6,00 W 3x   15000 Hz 3x   11 µs

3x   15 W 1x    4,80 W 3x   12000 Hz 1x   16 µs

2x   10 W 2x    4,00 W 2x   20 µs

1x    3,75 W

2x    2,25 W

�  32,5 W �  6,00 W �  16750 Hz �  12,42 µs

The used peak power was sometimes 20 times higher than the peak power of the cw 

mode laser; and even the average power was more than double ( 2,4 times higher ).

Regarding to this there was no doubt that the Elexxion laser would cut much easier and 

faster than the Vision laser. On the other hand the used powers were so high that normally 

a cw mode diode laser user would expect terrible thermal damage and necrosis of the 

tissue with a lot of carbonization ( 71,146,149,150,156). But thanks to the superpulsed 

mode of operation there was less carbonization and less damage of the adjacent tissue, 

which had been proven histologically in vitro by Bach et al. in 2008 (109). Bach used a cw 

mode diode laser, a pulsed mode diode laser  and a superpulsed diode laser with Ppeak 30 

W; Pavg 9,99 W; 20000 Hz to make soft tissue cuts in pig jaws . Unfortunately he didn`t 

mention the pulse duration. Peak power was nearly the same as in this study, average 

power 1,67 times higher as in this study and the average frequency also higher. Still the 

results were much better for the superpulsed laser than for the cw- mode laser.
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Maiorana and Salina (153) did a clinical  study with a superpulsed laser on 3 patients in 

2006. Parameters were:  23,33 W peak power in average; 16667 Hz in average; 10 µs 

pulse duration in average; Pavg not mentioned. 

The conclusion was : clean cut without thermal side effect; instant coagulation; excellent 

post op conditions with minimal pain and swelling; minimal involvement of the adjacent 

tissues during surgery.

The parameters were similar to this study, only the peak power was significantly lower and 

the number of patients was only 3. But the summary of both studies correspond with the 

results achieved in this study.

The results out of this comparative in vivo study are sometimes not very different for the 

used lasers, but sometimes very significant, so in case of the

cutting speed :

The use of high powers, short pulse durations and high frequencies offered a high speed 

for cutting and a deeper cut as it did in cw-mode. The margins of the cut were more 

defined and more straight using superpulsed mode. This was already described several 

times in literature. ( 26,34,145 ). When using the superpulsed diode with high power and 

frequency for cutting the first time, the normal treatment behaviour had to change; the 

movement speed of the fiber had to be increased because of the rapid cutting velocity.

When using the cw- diode laser the cut was flattish and the cutting speed was low. 

Certainly the low peak power of the Vision MDL- 10 was one great  inhibition factor for 

speed. Another one may have been the wavelength of 980 nm. As known the cutting 

efficiancy of an 810 nm diode laser is better than it is with a 980 nm diode 

( Gutknecht N; script M6- Master of Science in Lasers in Dentistry,ED2006;  AALZ- Aachen; 02/2008 ).
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The 810 nm diode has less penetration into the depth, a lower absorption in water, a lower 

absorption in HbO2 and nearly the same absorption in Hb as a 980 nm diode. The 980 nm 

diode creates more thermal energy at the surface and penetrates more into depth. The 

zone of necrosis is larger and it is more dangerous for cutting.                                                                                        

              ( Pict. from Ezlase brochure; Biolase Technologie Inc. 2007 )

Surprisingly Bach et al. ( 109 ) could prove 2008 in in vitro studies, that there was no 

difference from the histological point of view between 810 nm and 980 nm diode lasers, 

when both are used in the same mode of operation.

If we assume that Bach`s results were correct and we neglect the difference between in 

vitro and in vivo studies, we can conclude together with the attained results from this study 

that superpulsed mode of operation will lead to faster cutting speed and a more precise 

cut with less tissue damage.

There are a lot more parameters apart from the wavelength, power, frequency, pulse 

duration, fiber diameter and mode of operation that will influence the cutting ability,
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so as e.g. : kind of tissue, pigmentation, race, blood circulation in tissue, applied dose, 

treatment time etc. but these parameters are of subsidiary relevance in this study. 

The above shown reference cases are done with patients of the same race and same 

gender. The soft tissue region was the same, both patients with similar pigmentation.

The treated sites were mirror- inverted at the inner lip of the lower jaw. 

Carbonization :

Next point to view is the carbonization of the tissue. If there is a lot of carbonization the 

destruction of the surrounding tissue is large (37,45,71,109).

Carbonization is changing the absorption of the treated tissue; it is increasing due to the 

dark color which absorbs the diode laser light much better than light colors do.

This means there is more thermal energy applied in the surface  and necrosis of  the 

adjacent structures is created. 

As we can see from the study the changing of parameters could influence the degree of 

carbonization and coagulation; which had already been described in literature(145).

In 1999 Goharkhay et al.(7) stated that the horizontal and vertikal dimension of the tissue 

destruction is neither addicted to the diameter of the fiber, nor related to the mode

of operation ( cw or pulsed ) but is only depending on the average power used.

Both assumptions could be rebut until today. Using the same power settings the dose 

applied in a defined treatment time is lower with a larger fiber diameter. In using smaller 

fiber diameters the applied energy is distributed in a smaller area, the dose is higher, the 

effect is larger, there is more thermal energy brought into the tissue. 

The risk of carbonization is increasing. 

So the tissue destruction is certainly related to the diameter of the fiber.

The used average power in case of the Vision MDL-10 laser was 2,5 W; in case of the 

Elexxion Claros 6,0 W. 

According to Goharkhay the tissue damage must be larger when using the Elexxion Claros 
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because of the higher average power, but it was just the opposite, because the mode of 

operation was changed.

Also in literature a much smaller degree of carbonization and destruction is described 

when using pulsed instead of cw- mode  ( 24,26,34,35,41,61,62,109,145,153 ).

This can be consolidated by the results achieved here. 

The cw- mode laser produced carbonization in every treatment case, 100 % .

The superpulsed diode laser only in 66,66 % of the cases.

No patient with heavy carbonization in the superpulsed group. 

In the cw- mode group, 35,71 % had severe carbonization, 

The total amount of carbonization was much higher in the cw- mode group.

Maybe carbonization could have been less in the superpulsed group regarding to the 

treatment practice, because the fiber had to be moved much faster as in cw- mode and the 

surgeon had to adapt to the  new procedure technique. 

The fiber diameter is another factor for the applied dose and perhaps the carbonization 

could have been decreased by using a larger fiber; but for better comparison both lasers 

were used with 400 µm fibers. All other parameters which could influence the degree of 

carbonization, such as peak power, average power, frequency, pulse duration etc. were 

accepted in the way the manufacturers had programmed the diode laser units.

Exception was, as just said, only the fiber diameter of 400 µm which was prescribed by the 

manufacturer of Vision MDL-10 diode laser for surgery. In case of the Elexxion Claros the 

prescribed fiber diameters should have been changed from 200 to 400 or 600 µm 

according to the planned surgical treatment. 

Coagulation :

Next aspect to discuss is the coagulation ability of both modes of operation.

In literature the coagulation efficiancy is described as good ( 17,30,42,67,68,131,145 )

to very good ( 7,37,51,72,142 ) for cw- mode.
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For superpulsed mode the coagulation mentioned is very good (17,35,143) and good

with minimal bleeding (34).

Geldi C et al. (35) described 2006 in a study, that superpulsed diode lasers have a larger 

coagulation area but smaller carbonization area as cw- mode diode lasers.

In this study the gained results from the surgeons questionnaire demonstrated in direct 

comparison that coagulation was stronger by using cw- mode. 

During treatment the coagulation was very good in 42,86 % of the treated patients and 

good in 57,14 %. For superpulsed there was no very good coagulation, but 83,33 % good 

and 16,67 % little coagulation which meant that a few patients had a minimal bleeding. 

In cw- mode there was none.

In literature often no bleeding after surgical treatment is mentioned ( 17,26,29-31,37,72 ) 

but in this study there was an oozing bleeding in 21,43 % of the cw- group patients after 

surgery and also in 41,67 % of the superpulsed group after finishing the surgical 

treatment , which is a significant difference. 

This might have been a derivation of the higher thermal damage of the cw- mode laser. 

The blood vessels were sealed better by the influence of the larger amount of  thermal 

energy delivered by the cw- mode of operation. 

Therefore a patient with anticoagulant therapy ( Quick 20 %; INR > 2,5 ) was treated with 

the cw- mode diode laser without any substitution; and there was no bleeding at all.

Mentionable in comparison to other studies is that 7 of 26 patients have been treated with

a simple diode laser cut for a following osteotomy. 

These patients were sutured after osteotomy and therefore a minimal oozing bleeding 

occured. This has to be kept in mind for better understanding of the given results.

Swelling :

Swelling of the wound area and adjacent tissue 1 day after surgery was significantly 

less in the superpulsed group, 41,67 % with no swelling. 

Only 28,57 % with no swelling in the cw- group. 

The size of swelling didn`t differ much in both groups.

selected surgery studies76 



3 days after treatment there were :

Already 91,67 % of the patients free of swelling in the superpulsed group.

Only 57,14 % of the cw-mode group; which is a significant difference.

The reason for this could be the degree of tissue damage caused by laser irradiaton. 

Regarding to the lower degree of carbonization and thermal damage in the superpulsed 

group it was explainable that there was less swelling.

The literature review showed different kinds of results which varied from no swelling 

( 17,72 ) to little swelling ( 26,37,41,46,142,145,153 ) for both kinds of lasers.

Swelling is a result of the inflammation reaction of the body and, often described in 

literature, the inflammation reaction is more serious using diode laser surgery than it is by 

using a traditional scalpel (26,31,32 ).

Pain :

A second characteristic sign for inflammation is pain.

During and directly after laser treatment there was no pain because all patients had been 

given local anesthesia before surgery. Surgical treatment with a diode laser always 

requires anesthesia, because the thermal energy applied always generates pain.

In literature classifications as mild pain (37), less pain (26,34,145), reduced pain 

(30,41,46,72,142,145), minimal pain (153) and no pain (17) are found and all authors 

agree that the degree of pain is reduced after laser treatment in comparison to classical 

treatment by scalpel. 

Looking to the results of the questionnaire a recognizable larger percentage of patients 

had no pain 1 day post op in the superpulsed group:  41,67 % .

Only 21,43 % in the cw group had no pain.

Nearly double of the patients in the superpulsed group were painfree. 

The remaining 58,33 % of the superpulsed group only had pain on the 1st - 3rd niveau. 

In the cw group 78,57 % of the patients were also on the 1st - 3 rd niveau.

Only 1 patient ( the very algesic one, as described above ) was on the 7th niveau of pain.
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After 3 days the situation was completely different.

Now more patients without pain could be found in the cw group, 71,43 %,

while only  66,67 % of the superpulsed group were painfree.

But the difference of the percentages was not as significant as it was after the first day.

The rest of the patients could be found on pain niveau 1 in both groups, exception, of 

course, the very algesic patient, still on pain niveau 7.

Saaleh et al. (37) noticed an average of 3 days of pain for all patients in their study 

after cw- mode treatment.

1 week after surgical laser treatment no patient felt pain any longer 

( exception: the very algesic patient on niveau 5 ).

Need for drugs :

After laser treatment the patients had been supplied by an analgesic drug, 

Ibuprofen 400 mg. 

42,85 % of the patients in the cw group needed medication, but

only 33,33 % of the patients in the superpulsed group. 

With a high percentage only 1 day.

That corresponded to the findings for pain that have been done before.

In general we can say that the pain sensation was less in the superpulsed group.

These results and the following conclusions for reduced masticatory and lingually function 

so as the difficulties in oral hygiene were subjective and will differ by treating other patients 

because the degree of sensation is very different from person to person.

There will be no reproducable results but only a hint to the right direction.
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Reduced masticatory and lingually function :

In order to the traumata set during laser treatment there was a functional reduction for 

masticatory and/ or lingually function in both groups. 

In the cw group every patient was affected. 

In the superpulsed group at least 16,67 % of the patients had no functional limitations.

50- 57,14 % of the patients were handicapped for 3 days in both groups. 

That corresponded once again to the study of Saaleh et al. (37), who described a 3 day 

period of painful mastication and speech after cw- mode treatment.

Difficulties in oral hygiene : 

Nearly the same results for oral hygiene. 

In average 3 days of limitation, but this time 

only 8,33 % of the patients in the superpulsed group without any difficulties.

In the cw group all patients with difficulties.

Now three of the five signs for inflammation were reviewed. ( dolor, tumor, functio laesa )

2 others, calor and rubor were not registered during the study.

But a sign of healing, better secondary healing, should be discussed subsequently.

The Fibrine layer :

The building of fibrine is a part of the secondary haemostasis, a part of the plasmatic 

haemostasis. The thrombocytes were connected by a dense network of fibrinous fibers. 

The grade of fibrine layer relies in a certain extent to the grade of healing. 

The faster the fibrine layer is removed, the faster the wound healing is in progress.

2- 4 hours after trauma the extravasation starts , a coagulum is build 

with blood- and plasmacells on the wound surface. Fibrin fibers are connecting the 

thrombocytes and build a dense network of fibers. This normally lasts to the 4th day .

Then proliferation starts, granulated tissue is build and the fibrin fibers are reduced.
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From the 5th day on regeneration starts and there is no more fibrine layer. 

The faster the fibrine layer is removed, the faster the wound healing is in progress.

The observed results regarding the fibrin layer differed from the normally seen 

wound healing after classical treatment by scalpel.

In this study 26 patients were treated, but 7 of them only by simple laser cut for osteotomy.

The cut was sutured afterwards, so there was primary wound healing and no visible

fibrine layer could be seen. 

The first day no fibrine layer was seen on the wounds in 28,57 % of the cw group and only 

16,67 % of the superpulsed group.

A small region was covered in 50 % of the superpulsed, but only in 35,71 % of the cw 

group.

Mostly covered wounds were noticed in 33,33 % (superpulsed) and 35,71 % (cw) in both 

groups.

This meant that in the superpulsed group already 83,33 % of the wounds had a fractional 

fibrine layer. In the cw group only 71,42 % of the wounds were partially covered with 

fibrine.

After 3 days all wounds; 100 % were covered with fibrine in the superpulsed group: 

41,67 % were mostly covered; 33,33 % partially and 25 % completely.

In the cw group already 42,86 % were completely covered; 21,43 % mostly; 21,43 % 

partially, but still 14,29 % were not covered yet.

So far fibrine layer building was faster and more complete in the superpulsed group.

In comparison to healing after conventional surgical treatment there was a delay of healing 

time, because fibrine layer building started later and needed more time to cover the 

wounds. In consequence of delayed wound healing there was still a fibrine layer seen after 

1 week in 33,33 % of the superpulsed group and in 42,86 % of the cw group.

Delayed wound healing after surgical diode laser treatment has been described in 

literature already (26,31,32) and as we could see from the results above the wound 

healing of the cw group started later and lasted even longer as the prolonged wound
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healing of the superpulsed group. 

This might have been an effect of the stronger thermal damage and increased 

carbonization in the cw group. The cells and blood vessels in the adjacent tissue were 

much more damaged and needed longer to reorganize for healing. 

Superpulsed treatment left more intact tissue at the wound margins, so healing could 

begin earlier as in cw mode.

Even if there was an improvement in healing time there was still a difference to normal 

healing, where fibrine layer removal begins already at the end of the 4th day. 

So the intactness of the tissue seemed to be essential for regular wound healing. 

Superpulsed diode laser treatment did not cause much carbonization, but there was as 

well coagulation, which meant applied thermal energy on the blood vessels and cells; 

causing damage and therefore delayed healing. 

As option for surgical laser treatment an Er:YAG laser with waterspray and air can be used 

instead. The Er:YAG laser also generates a soft tissue cut, but with a resulting bleeding. 

There will be no carbonization and nearly no coagulation, therefore no or only minimal 

damage of the tissue and as effect a much quicker and nicer wound healing and less 

discomfort for the patient as after diode laser treatment.

In summary we can say that superpulsed diode laser treatment is contrary to cw- mode 

diode laser treatment much more gentle for the tissue ( less damage, quicker healing ), 

more comfortable for the patient ( less pain and swelling ) and an improvement for the 

surgeon ( more precise and deeper cut, less burnt smell, shorter treatment time ).

Only the coagulation ability of the superpulsed diode laser seems to be minimal inferior 

of the cw- mode diode laser.

In combination with the findings of the Bach study (109) and the case reports of Maiorana 

and Salina (153)  we can conclude that superpulsed diode lasers should be the state- of- 

art treatment nowadays if there is spoken about surgical diode laser treatment. 

Of course these are only 2 further studies and the results have to be reconfirmed by 

various studies with a larger amount of patients, but the direction to go is clearly given.
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7. Conclusion

Clinical in vitro and in vivo studies have shown that soft tissue surgery done by 

superpulsed diode lasers is more reasonable as doing the same procedures by cw- mode 

diode lasers. Carbonization and thermal damage of the adjacent tissue can be reduced to 

a minimum, the soft tissue cut can be generated faster, the cut is more precise. 

Because of the lower amount of tissue destruction the healing is faster as in cw- mode. 

It is more comfortable for the patients regarding to the post op pain and swelling, the 

patients will need less drugs and the functional abilities are not reduced as much as in 

continuous wave mode.

In terms of Bach`s histological investigation of the treated soft tissue (109) we probably 

have to share his opinion, that cw- mode diode lasers are no longer suitable for soft tissue 

cutting in dentistry. 

The advantages of the superpulsed diode lasers in soft tissue surgery are evident and with  

the meanwhile achieved peak powers, the very short pulse durations and the high 

frequency the surgical treatment can be improved and probably the range of treatment can 

be expanded.
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Fasergestützte Systeme ermöglichen es, mit Wellenlän-
gen des nahen Infrarot durch den Einsatz in Parodontal-
taschen, Wurzelkanälen und bei kleinen Schnitten den
Nutzungsgrad in der täglichen Praxis zu steigern. Gleich-
zeitig ist bei der Verwendung von Faserlasern der Wel-
lenlängen 500 bis 1.200 nm die Gefahr, eine breite ther-
mische Schädigungszone durch Verschmutzung der Fa-
ser und den Hitzestau zu beachten. Durch entspre-
chende Pulsung versucht man dem Hitzestau seit Jahren
entgegenzuwirken (z.B. I.S.T.-Laser). Die Idee, durch
Kühlung des Operationsgebietes, ähnlich wie bei der
Turbine, für einen Abfluss der entstehenden Hitze zu sor-
gen, scheiterte auf Grund der Verwendung von langge-
pulsten Nd:YAG-Lasern, die bei Oberflächenkühlung zu
Tiefennekrosen (Eindringtiefe bis 4 mm) führten (Abb. 1
und 2).

Grundlagen

Zu Beginn des Jahres 2002 wurden in Zusammenarbeit
mit dem LMTB Berlin Temperaturstudien, Thermokame-
radokumentationen und Histologien bei der Verwen-
dung der Wellenlänge 980 nm und einem Prototyp der
zirkulären Spraykühlung durchgeführt. Diese zeigten
eindrucksvoll, dass die Kühlung des umliegenden Ge-
webes tatsächlich zu einem Abtransport der entstehen-
den Hitze führt (Abb. 3). Bei der Aufzeichnung der Tem-
peraturerhöhungen konnten mit Spraykühlung Leistun-
gen bis 12 Watt im gepulsten Modus (0,01/0,01) ver-
wendet werden, ohne eine Temperaturerhöhung über
den für CW-Modus empfohlenen 3 Watt zu erreichen
(Abb. 4 und 5). Ferner führten die Bestrahlung von Kno-
chen zu keinerlei Nekrosewirkung.

Durch einen Druckminderer wird die Pressluft der Den-
taleinheit auf bis maximal 3 bar reduziert. Der Luftstrom
betreibt eine Turbine, die die eingesetzte Spülflüssigkeit
ansaugt und über ein Schlauchsystem in das Handstück
leitet, in dessen Mitte die Faser austritt und ein zirkulärer
Spülstrom entsteht (Abb. 6). Wir verwendeten bisher ste-
rile Kochsalzlösungen, da Zusätze von CHX zu Schaum-
entwicklung führen. Behälter, Schlauchsystem, Faser
und Handstück sind sterilisierbar.

Erste Praxiserfahrungen

Parodontologie
Beim Einsatz in  der geschlossenen Kürettage verwende-
ten wir 5 Watt Leistung im gepulsten Modus (0,01/0,01).

DR. GERD VOLLAND/HEILSBRONN

Mehr Behandlungssicherheit 
bei der chirurgischen Anwendung 
von fasergestützten Lasersystemen 

Die Anwendung von Lasern verschiedener Wellenlängen stellt seit über zwölf Jahren ein unter
Praktikern geschätztes Verfahren zur Therapieergänzung in den verschiedenen Teilgebieten der

Zahnmedizin dar. 

Abb. 1: Laserspitze mit Spray. Abb. 2: Turbine mit Spray.

Abb. 3: Thermokamerabild.

Abb. 4: Die Untersuchung der peripheren Nekrosezonen zeigte bei An-
wendung des Sprays (7W/0,01/0,01) zufrieden stellende Ergebnisse,
die in ihrer Breite mit 150 m denen eines Er:YAG-Lasers nahe kamen.
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Das Vorgehen gestaltete sich wie bei der Anwendung
ohne Spray: Lasereinsatz – Konkremententfernung – La-
sereinsatz. Bei Taschen bis 5 mm Tiefe verzeichneten wir
bei 19 Parodontalbehandlungen keine postoperativen
Beschwerden, die Patienten waren durch das Fehlen der
Geruchsbelästigung angenehm  angetan (Abb. 7 und 8).
Bei einer Patientin mit teilweise über 7 mm Taschentiefe
zeigten sich bei den betroffenen Molaren postoperative
Beschwerden, die auf die Hitzenekrose zurückzuführen
sind. Durch Anwendung von Spülungen und Salbenbe-
handlung besserten sich ihre Beschwerden innerhalb
von wenigen Tagen.

Folgerung
Die Spülung und der angestrebte Wärmeabtransport er-
folgt auf Grund der anatomischen Verhältnisse nur bis zu
der auch bisher gewohnten Taschentiefe von 5 mm bei
geschlossener Kürettage.

Implantatfreilegung/Oralchirurgie
Zweiphasige Implantate sind trotz eines in den letzten
Jahren zu verzeichnenden Trend zur transgingivalen Ein-

heilung die am häufigsten angewandte Methode mit der
höchsten Erfolgsquote. Für den Patienten stellt die Frei-
legung mit erneuten postoperativen Schmerzen eine Be-
lastung dar. Da durch die Eindringtiefe von ca. 0,3 mm
bei der Verwendung einer Wellenlänge von 980 nm eine
ausreichende Koagulationszone und damit auch ver-
bundene Blutstillung erreicht wird, verwendeten wir das
Cool pro in den letzten Monaten in 53 Fällen standard-
mäßig (Leistung 5–11 Watt/0,01/0,01sec). Die Schleim-
hautdicke reichte von 0,5 bis 5 mm, die Messung erfolgte
mit dem Implant Locator der Firma Steco. Die Patien-
tenzufriedenheit war sehr hoch (49 von 53 postoperativ
beschwerdefrei), vier Patienten hatten leichte Schmer-
zen, wobei die Schleimhautdicke von 2 und 3 mm kei-
nen Rückschluss auf einen Hitzestau zuließen. Bei
Schleimhautdicken bis 3 mm (n=32) ähnelte das Vorge-
hen dem mit einer kleinen Stanze, die umliegende
Schleimhaut wurde mit Gingivaformern  aufgedehnt
(Abb. 9–11). In zehn Fällen mit 1mm wurde komplett
freigelegt. Ab 4 mm verfolgten wir einen lingualen
Schnitt und vernähten die Wundränder wie gewohnt.
Nur  bei Frontzahnimplantaten wurde der Abdruck nicht
bei der Freilegung genommen und 7 Tage ein Gingiva-
former verwendet (n=5). Die Ergebnisse waren somit
mehr als zufrieden stellend und versprechen bei Ent-
wicklung unterschiedlicher Faserspitzen gute Ansätze
für die Zukunft. Daneben werden durch die Blutungs-
freiheit auch die oralchirurgischen Eingriffe blutungsfrei
möglich, wie im folgenden Fall einer kieferorthopädi-
schen Eckzahnfreilegung und gleichzeitiger Aufklebung
des Brackets (Abb.12).

Zusammenfassung

Die  Spraykühlung Cool Pro scheint die Erwartungen zur
Herabsetzung der Nekrosezonen und damit verbunde-
nen Gewinnung von mehr Behandlungssicherheit bei
der chirurgischen Anwendung vom fasergestützten La-
sersystem mit 980 nm in der Praxis erfüllen zu können.
Durch Entwicklung geeigneter Faserspitzen sollte die
chirurgische Anwendung noch präziser  werden, d.h. mit
weniger Gewebeverlust, sodass in Zukunft auch Anwen-
dungen in der Mukogingivalchirurgie möglich sein dürf-
ten. Insgesamt ist das vorhandene System gerade für Ein-
steiger und implantologisch/chirurgisch orientierte Pra-
xen tauglich.

Wir bitten unsere Leser, die schlechte Qualität der Bilder
zu entschuldigen! Nach Auskunft des Autors war durch
die Aufnahmetechnik eine bessere Bildqualität nicht zu
erreichen. – Die Redaktion.

Korrespondenzadresse:
Dr. Gerd Volland
Marktplatz 2, 91560 Heilsbronn
Tel.: 0 98 72/72 12, Fax: 0 98 72/95 56 96
E-Mail: dr.volland@t-online.de

Abb.5: Histologie. — Abb. 6: Cool Pro.

Abb. 7: Vor der Behandlung. — Abb. 8: Nach der Behandlung — kei-
nerlei Karbonisation sichtbar.

Abb. 9: Implantate vor Freilegung. — Abb. 10: Implantat nach Frei-
legung 8:15.

Abb. 11 — Abb. 12: Aufgeklebtes Bracket.
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