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Comparison of Alvogyl, SaliCept Patch,
and Low-Level Laser Therapy in the
Management of Alveolar Osteitis
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Purpose: The aim of the present randomized prospective clinical trial was to compare the effects of

alvogyl, the SaliCept patch, and low-level laser therapy in the management of alveolar osteitis.
Patients and Methods: The study population included 104 patients who had been referred to our
clinic with a complaint of alveolar osteitis. The patients were randomly assigned to 1 of 4 groups: group
1, curettage and irrigation alone; group 2, curettage and irrigation followed by alvogyl applied directly
to the socket; group 3, curettage and irrigation followed by a SaliCept patch applied directly to the
socket; and group 4, curettage and irrigation followed by continuous-mode diode laser irradiation (808
nm, 100 mW, 60 seconds, 7.64 J/cm2). The treatment procedures were repeated after 3 days. The clinical
signs and symptoms for each patient were recorded at diagnosis, at 3 days after the diagnosis, and at 7
days after the diagnosis. In addition, the pain intensity levels for each patient were recorded at diagnosis
and daily for 7 days after the initial treatment.
Results: No statistically significant differences in the management of alveolar osteitis were observed
between groups 2 and 3. However, the management of alveolar osteitis was significantly better in group
4 than in the other 3 groups.
Conclusion: Within the limitations of the present study, it can be concluded that acemannan in the
form of the SaliCept patch is an acceptable alternative to alvogyl as a dressing for the management of
alveolar osteitis. However, low-level laser therapy treatment at 7.64 J/cm2 (0.1 W ⫻ 60 seconds ⫽ 6 J)
performed superiorly to both SaliCept and alvogyl in managing alveolar osteitis in our study population.
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Alveolar osteitis (AO), also known as dry socket, is
the most common complication occurring after the
extraction of a permanent tooth.1-6 The condition
has generally been characterized by degraded or
delayed healing associated with clot degradation2,5
and is usually accompanied by persistent, radiating
postoperative pain in and around the extraction site
that is not easily relieved by analgesics, occurs
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within 2 to 4 days after extraction, and accompanied by premature loss or necrosis of the blood clot
and exposure of the underlying bone. AO can also
be accompanied by halitosis.2-8 Factors such as a
difficult or traumatic extraction,1,3-6,9 pre-existing
infection,1,4-6,8,10 gender,1,3,8 smoking,1,3-6,8,9 oral
contraceptive use,1,3-6,8,9 menstruation,1,10 and an
inadequate blood supply3 might play important
roles in the formation of AO. AO has a reported
incidence of 3% to 4% after routine dental extractions and 1% to 45% after extraction of the mandibular third molars.5
AO can be a burden for both patients and surgeons.
This painful condition can result in a loss of productivity, because at least 45% of patients require multiple visits to the surgeon’s office. AO can also be costly
in terms of the clinic time required to manage the
patient’s symptoms.1-3,6,7,9
The management of AO is customarily directed
toward reassurance of the patient and the prompt
relief of pain until normal healing commences.1,5-7,9
Alvogyl is a widely used palliative treatment that in-
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cludes eugenol (analgesic, anti-inflammatory), iodoform (antimicrobial), and butamen (anesthetic).1,11,12
A more recent form of treatment is the SaliCept patch
(Carrington Laboratory, Irving, TX), a freeze-dried
preparation of acemannan hydrogel, a mixture of naturally occurring substances whose primary component is acemannan, a ␤-(1,4)-acetylated mannan obtained from the clear inner gel of Aloe vera L.2
Preclinical studies have suggested that this extract
promotes wound healing, augments reticuloendothelial function, regulates the immune response, and acts
as an anti-inflammatory and antibacterial agent.2,13-16
Recently, low-level laser therapy (LLLT) has gained
considerable recognition among treatment modalities
for various medical problems, including wound repair, musculoskeletal complications, and pain control.17 LLLT has been found to increase the speed and
quality of wound healing and to show an overall
positive effect on the inflammatory processes.17-21 It
has also exhibited antimicrobial potential when applied to oral tissue.22 This study aimed to compare the
effectiveness of alvogyl, the SaliCept patch, and LLLT
in the management of AO.

Patients and Methods
STUDY DESIGN

The present randomized prospective controlled
clinical study was designed to compare the clinical
outcomes of alvogyl, SaliCept patch, and LLLT in the
management of AO. The study was conducted in line
with the principles of the Helsinki Declaration, and
the ethics committee of the Atatürk University Faculty
of Dentistry provided ethical approval. All participants provided informed consent. All surgical procedures were performed by the same 3 oral and maxillofacial surgeons, and all post-treatment follow-up
examinations were performed by the same independent examiner unrelated to the present study.
STUDY POPULATION AND CLINICAL PARAMETERS

The study population included 104 adult patients
(53 women and 51 men, mean age 32.9 ⫾ 0.9 and
32.8 ⫾ 0.9 years, respectively) who had presented
with a complaint of AO at the Department of Oral and
Maxillofacial Surgery (Atatürk University Faculty of
Dentistry) during an 18-month period from January
2008 to July 2009.
INCLUSION CRITERIA

The criteria for selection included age 18 years or
older, the ability to understand verbal and written
instructions, and previously diagnosed, but untreated
AO in the mandibular permanent first molar extraction socket. In line with Blum’s 2002 definition,9 a
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diagnosis of AO was made according to the presence
of postoperative pain in and around the lower permanent first molar extraction site that had increased in
severity at any point 1 to 3 days after the extraction
and was accompanied by a partially or totally disintegrated blood clot within the alveolar socket, with or
without halitosis.
EXCLUSION CRITERIA

The exclusion criteria were previous radiotherapy,
any medical condition that could affect AO treatment
(eg, bone pathologic features, vascular or hematologic disorders, diabetes mellitus), the use of antibiotics, pregnancy or lactation, and an allergy to iodine,
eugenol, or parasetamol. In addition, patients who
smoked, used oral contraceptives, were menstruating, or would require a surgical flap to remove the
tooth were excluded.
ALVEOLAR CURETTAGE

Before alveolar curettage, articaine HCl 2.5% plus
1:100,000 epinephrine (Ultracaine D-S Forte Ampul;
Aventis, Istanbul, Turkey) was applied as a local anesthesia. Curettage of the extraction sockets was performed, followed by thorough irrigation with a sterile
saline solution (0.09% NaCl). All debris was removed,
taking care to avoid dislodging any normal clot found
in the socket. Curettage and saline irrigation were
repeated again 3 days later.
TREATMENT GROUPS

The patients were randomly assigned to 4 groups of
26 patients each: group 1 (control group; 15 women
and 11 men), curettage and irrigation alone; group 2
(12 women and 14 men), curettage and irrigation
followed by alvogyl (Septodont, Cambridge, ON, Canada) applied directly to the socket; group 3 (15
women and 11 men), curettage and irrigation followed by SaliCept patch (Carrington Laboratory, Irving, TX) applied directly to the socket; and group 4
(11 women and 14 men), curettage and irrigation
followed by LLLT irradiation (808 nm, 100-mW continuous mode gallium aluminum arsenide diode laser;
“Doctor Smile,” Lambda Laser Products, Vicenza, Italy). The laser was applied for 60 seconds (6 J at 7.64
J/cm2) perpendicular to a single point on the wound
surface at a distance of approximately 1 cm, resulting
in a 0.7854-cm2 circular beam spot (irradiance 127.3
mW/cm2). The treatment procedures for all groups
were repeated 3 days later.
OUTCOME ASSESSMENT

The pain levels were assessed each morning for 1
week after initial debridement using a visual analog
scale (VAS). The patients were asked to rate the maximal level of pain experienced from 0 (the absence of
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Table 1. DEMOGRAPHIC CHARACTERISTICS

Characteristic

Control

Alvogyl

SaliCept

LLLT

Age (yr)
Symptoms and signs (n)

31.2* ⫾ 1.3
1.9‡ ⫾ 0.102

30.5* ⫾ 1.3
2.5* ⫾ 0.102

33.2*† ⫾ 1.3
2.4* ⫾ 0.102

36.5† ⫾ 1.3
3.4† ⫾ 0.102

Data presented as mean ⫾ standard error.
ⴱ†‡Significantly different statistically from data in same column with different superscript symbol (P ⬍ .05).
Kaya et al. Comparison of Treatment of Alveolar Osteitis. J Oral Maxillofac Surg 2011.

pain) to 10 (the greatest pain imaginable). Clinical
examinations for the signs and symptoms of AO were
performed on the first day of treatment (T0) and again
on the third and seventh days of treatment for comparison. During the 7-day postoperative period, the
patients were allowed 500 mg of acetaminophen
(Minoset; Roche, Istanbul, Turkey) as a rescue medication, as required, and were instructed to record
how many times daily the medication was used. Additional follow-up visits were organized through the
department, as necessary.
STATISTICAL ANALYSIS

Statistical analysis was performed using the Statistical Package for Social Sciences, version 13.0, for Windows (SPSS, Chicago, IL). The Kruskal-Wallis and 2
tests were used to assess the differences within and
among groups, with P ⬍ .05 considered statistically
significant.

Results
No difference was present in the distribution of
men and women among the 4 groups (P ⬎ .05), and

the age was similar for the men and women (P ⬎ .05).
No differences were found in the number of symptoms when stratified by gender (P ⬎ .05; Table 1).
The baseline clinical examinations revealed severe
pain in all patients (n ⫽ 104; 100%). Other signs and
symptoms included halitosis (n ⫽ 78, 75%), debris (n ⫽
62, 60%), an empty socket (n ⫽ 60, 58%), redness
around the socket (n ⫽ 50, 48.1%), exposed bone (n ⫽
50, 48.1%), and an unpleasant taste in the mouth (n ⫽
29, 28%; Table 2).
The differences in the changes in the clinical signs
and symptoms between the control group and all 3
treatment groups were statistically significant (P ⬍
.05) on the third day after treatment. Statistically significant differences were also observed between the
LLLT group (group 4) and the alvogyl and SaliCept
groups (groups 2 and 3) on the third and seventh days
after treatment (P ⬍ .05; Fig 1). Differences were also
observed between the alvogyl (group 2) and the SaliCept (group 3) groups, but they were not statistically
significant (P ⬎ .05).
Regardless of the treatment, the VAS scores
changed during the follow-up period (P ⬍ .0001);
however, the intensity of pain decreased more rapidly

Table 2. CLINICAL SYMPTOMS AND SIGNS OF STUDY GROUPS DURING FOLLOW-UP

Quality of Life Outcomes (n)
Group
At diagnosis
1
2
3
4
3-d after treatment
1
2
3
4
7-d after treatment
1
2
3
4

Signs of Healing (n)

Signs and Symptoms
(n)

Pain

Unpleasant
Taste

Halitosis

Empty
Socket

Exposed
Bone

Redness Around
Socket

Debris

4.00
4.23
4.62
4.69

26
26
26
26

8
7
5
9

20
20
16
22

13
14
18
15

13
15
9
13

14
8
16
12

13
12
18
19

3.65
2.62
2.23
1.04

26
21
25
8

8
5
0
0

20
15
8
6

5
6
4
0

4
9
0
1

13
8
11
3

5
5
8
6

1.62
0.62
0.36
0.08

23
6
3
1

2
0
0
0

3
2
2
0

0
2
1
0

1
1
0
0

12
1
0
0

2
2
0
1

Abbreviations: 1, control group; 2, alvogyl group; 3, SaliCept group; 4, low-level laser therapy group.
Standard error ⫽ 0.117.
Kaya et al. Comparison of Treatment of Alveolar Osteitis. J Oral Maxillofac Surg 2011.
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FIGURE 1. Change in number of symptoms and signs during follow-up. Group 1, control group; group 2, alvogyl group; group 3, SaliCept
group; and group 4; LLLT group.
Kaya et al. Comparison of Treatment of Alveolar Osteitis. J Oral Maxillofac Surg 2011.

in all 3 treatment groups than in the control group
(P ⬍ .05). This decrease was significantly greater for
the LLLT group than for the alvogyl, SaliCept, and
control groups (P ⬍ .05; Fig 2). In line with the other
clinical parameters, the VAS scores of the alvogyl
group and the SaliCept group did not vary significantly at any point during the 7 days of treatment
(P ⬎ .05). The greater level of pain intensity in the
control group was reflected by a greater need for
rescue medication, particularly within the first 72
hours. Although all patients in the control group required acetaminophen within the first 3 days after
debridement surgery, in the alvogyl, SaliCept and
LLLT groups, 10, 12, and 2 patients, respectively,
required acetaminophen. Moreover, the LLLT group
required the least amount of rescue medication (P ⬍
.05). Although the SaliCept group required more rescue medication than the alvogyl group, the difference
in amounts between the 2 groups was not statistically
significant (P ⬎ .05). On the third day of treatment,
the pain symptoms had completely disappeared in 19
patients in the LLLT group, 5 patients in the alvogyl
group, and 2 patients in the SaliCept group; however,
none of the patients in the control group reported an
absence of pain. On the seventh day of treatment, the
pain symptoms had disappeared in all the patients in
the LLLT group, 22 patients in the alvogyl group, 19
patients in the SaliCept group, and 3 patients in the
control group.

Discussion
The treatment of AO is palliative, given that healing occurs eventually within 1 to 4 weeks postoperatively.1,2,4-6,9 Regardless of the method used,
cleaning and irrigation of the extraction socket is
important to remove any debris and bacteria from
the denuded bone.4 The importance of this procedure has been highlighted by the finding that even
the patients in our study who received no treatment other than curettage and irrigation improved
symptomatically, albeit slowly. However, the statistically significant differences between the control
group and all 3 treatment groups in every parameter examined have shown that curettage and irrigation alone will be insufficient. Equally important
was the application of a dressing to the extraction
socket to fill the gap in the socket, prevent the
accumulation of debris, relieve the pain, disinfect
the alveoli, promote healing as quickly as possible,
and prevent malodor emanating from the empty
socket.8 The active components of the dressings
cited in published studies have possessed antibacterial properties, analgesic properties, or a topical
anesthetic, or a combination of these characteristics.9 Most dressing techniques have been adopted
over generations. Although no reliable clinical evidence is available to suggest that any 1 method has
a therapeutic advantage over another, individual
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FIGURE 2. Change in VAS scores for A, control group, B, alvogyl group, C, SaliCept group, and D, LLLT group during follow-up.
Kaya et al. Comparison of Treatment of Alveolar Osteitis. J Oral Maxillofac Surg 2011.

clinicians have their own preferences, with only
anecdotal evidence available regarding their efficacy.8
Given the severe pain and subsequent anxiety of
patients with AO,5 pain relief is the primary goal of
treatment.23 Acemannan inhibits the inflammatory
process and relieves pain by interfering with the
arachidonic acid pathway by way of cyclooxygenase.13 Alvogyl, which contains eugenol, can also
inhibit the inflammatory process and provide analgesic effects by inhibiting the action of prostoglandins.8 LLLT has been used for pain treatment for 20
years.18 The mechanism of pain relief is not well
understood, although some studies have suggested
that LLLT helps to reduce inflammation by inhibiting the production of cyclooxygenase-2 and prostoglandin-2, potent mediators of inflammation.20,21
LLLT’s effect on wound healing has been attributed
to an increased mobility of keratinocytes, the pro-

motion of early epithelization, increased fibroblast
proliferation, matrix synthesis, and the enhancement of neovascularization.24
A clinical study by Choonhakarn et al13 investigating the efficacy of aloe vera gel in the management of
oral lichen planus found that after 8 weeks of treatment, the pain symptoms had completely disappeared or had considerably decreased in 33% and 63%
of patients administered aloe vera gel twice daily,
respectively, compared with only 4% (n ⫽ 1) and 7%
of patients administered a placebo.
Another clinical study by Jorkjend and Skoglund,25
comparing the effects of 2 periodontal dressings containing eugenol and 1 dressing without eugenol on
postoperative pain after gingivectomy, found that eugenol had a significant effect in the control of postoperative pain.
Venancio et al26 reported that LLLT had a positive
effect in overcoming pain among a group of 30 pa-

1576
tients with temporomandibular joint pain and dysfunction, one half of whom underwent 6.3 J/cm2 (30
mW) LLLT using a 780-nm wavelength diode laser,
with the other half receiving only simulated laser
therapy as a placebo.
In our study, no statistically significant differences
were observed in the pain scores among the patients
treated with alvogyl (eugenol) and SaliCept (acemannan) during the 7-day treatment course, indicating
that acemannan is an effective palliative treatment of
AO. However, LLLT resulted in the quickest decrease
in the VAS scores after treatment. Although the patients in the alvogyl and SaliCept groups reported
total pain relief by the sixth day after treatment, the
patients in the LLLT group had reported no pain by
the third day after treatment.
Although the aim of AO treatment has generally
been palliative, because pain is subjective and can
vary in degree from person to person,18 it is important
to evaluate other clinical parameters to provide a
more objective comparison of the treatment methods.
Acute pain is a symptom of injury, with the severity of
pain reaching its peak during the inflammatory phase.
Because eradicating inflammation contributes to tissue repair, and because acute pain generally subsides
after tissue repair,18 it has been understood that eradicating inflammation will substantially decrease the
severity of pain. Clearly, promoting wound healing
will provide faster pain relief, and a treatment method
that combines a strong anti-inflammatory effect with
pain relief and contributes to early tissue repair would
be considered a successful method.
In terms of redness around the socket, a slight
improvement (P ⬎ .05) was observed in the SaliCept
group on the third day, and the redness had completely disappeared in the SaliCept and alvogyl groups
by the seventh day. This finding suggests that despite
the lack of statistically significant differences between
the SaliCept and alvogyl groups and the control group
with regard to the other clinical signs and symptoms,
both SaliCept and alvogyl have a positive effect on the
wound healing process. Moreover, the effect of both
these dressings on inflammation appeared to increase
after the third day. In contrast to our findings, in a
study of dogs, Summers and Matz11 reported delayed
healing and extensive inflammation when algovyl was
applied to an extraction socket and recommended
not using this dressing on any wound.
Viegas et al19 compared the effects of a 685-nm wavelength gallium aluminum arsenide diode laser (35 mW, 4
J/cm2), an 830-nm wavelength indium gallium aluminum phosphide (InGaAlP) laser (35 mW, 4 J/cm2), and
meloxicam on the inflammatory response during scarring. The investigators reported that treatment with
830-nm wavelength (35 mW, 4 J/cm2) laser irradiation
resulted in the best organization and maturation of col-
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lagen, with more intense vascular activation observable
during the first 36 hours of tissue repair. They concluded that the application of laser light shortens the
acute inflammatory phase, hastens the initiation of the
proliferative phase, and accelerates the healing course.
Our finding that redness around the socket had disappeared by the third day after treatment in 10 of 13
patients in the LLLT group was in line with the findings
from that earlier study and has reinforced the use of
LLLT as an effective method of treating inflammation
(P ⬍ .05). In addition to alleviating the inflammation and
pain, LLLT also performed better than algovyl and SaliCept in terms of the other clinical parameters (P ⬍ .05;
Table 2).
Bjordal et al18 suggested that obtaining the optimal
anti-inflammatory effect from laser irradiation in the
810- to 830-nm wavelength range requires a minimal
energy density of 6 J/cm2 for small wounds and 10
J/cm2 for large wounds. Our study was designed according to these recommendations18; however, additional research is needed to definitively establish the
optimal irradiation densities.
In conclusion, our study findings have shown that
acemannan in the form of the SaliCept patch is an
acceptable alternative to alvogyl as a dressing for the
management of AO. However, LLLT with an 808-nm,
100-mW, continuous-mode diode laser using a beam
spot of 0.7854 cm2 (irradiance 127.3 mW/cm2) at
7.64 J/cm2 (0.1 W ⫻ 60 seconds ⫽ 6 J) performed
superiorly to both SaliCept and alvogyl in managing
AO in this study population.
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Special thanks to Dr Armağan Hayırlı for his assistance with the
statistical analysis.

References
1. Bloomer CR: Alveolar osteitis prevention by immediate placement of medicated packing. Oral Surg Oral Med Oral Pathol
Oral Radiol Endod 90:282, 2000
2. Poor MR, Hall JE, Poor AS: Reduction in the incidence of alveolar
osteitis in patients treated with the SaliCept patch, containing acemannan hydrogel. J Oral Maxillofac Surg 60:374, 2002
3. Oginni FO, Fatusi OA, Alagbe AO: A clinical evaluation of dry
socket in a Nigerian teaching hospital. J Oral Maxillofac Surg
61:871, 2003
4. Betts NJ, Makowski G, Shen YH, et al: Evaluation of topical
viscous 2% lidocaine jelly as an adjunct during the management
of alveolar osteitis. J Oral Maxillofac Surg 53:1140, 1995
5. Nusair YM, Goussous ZM: Quantifying the healing of dry socket
using a clinical volumetric method. Oral Surg Oral Med Oral
Pathol Oral Radiol Endod 101:89, 2006
6. Nusair YM, Younis MH: Prevalence, clinical picture, and risk
factors of dry socket in a Jordanian dental teaching center.
J Contemp Dent Pract 1:53, 2007
7. Torres-Lagares D, Gutierrez-Perez JL, Infante-Cossio P, et al:
Randomized, double-blind study on effectiveness of intra-alveolar chlorhexidine gel in reducing the incidence of alveolar
osteitis in mandibular third molar surgery. Int J Oral Maxillofac
Surg 35:348, 2006

KAYA ET AL
8. Alexander RE: Dental extraction wound management: A case
against medicating postextraction sockets. J Oral Maxillofac
Surg 58:538, 2000
9. Blum IR: Contemporary views on dry socket (alveolar osteitis):
A clinical appraisal of standardization, aetiopathogenesis and
management: A critical review. Int J Oral Maxillofac Surg 31:
309, 2002
10. Bergdahl M, Hedström L: Metronidazole for the prevention of
dry socket after removal of partially impacted mandibular third
molar: A randomised controlled trial. Br J Oral Maxillofac Surg
42:555, 2004
11. Summers L, Matz LR: Extraction wound sockets: Histological
changes and paste packs—A trial. Br Dent J 21:377, 1976
12. Kaur G, Athar M, Alam MS: Eugenol precludes cutaneous chemical carcinogenesis in mouse by preventing oxidative stress and
inflammation and by inducing apoptosis. Mol Carcinog 49:290,
2010
13. Choonhakarn C, Busaracome P, Sripanidkulchai B, et al: The
efficacy of aloe vera gel in the treatment of oral lichen
planus: A randomized controlled trial. Br J Dermatol 158:
573, 2008
14. Talmadge J, Chavez J, Jacobs L, et al: Fractionation of Aloe vera
L. inner gel, purification and molecular profiling of activity. Int
Immunopharmacol 20:1757, 2004
15. Turner CE, Williamson DA, Stroud PA, et al: Evaluation and
comparison of commercially available Aloe vera L. products
using size exclusion chromatography with refractive index and
multi-angle laser light scattering detection. Int Immunopharmacol 20:1727, 2004
16. Ni Y, Turner D, Yates KM, et al: Isolation and characterization
of structural components of Aloe vera L. leaf pulp. Int Immunopharmacol 20:1745, 2004

1577
17. Maiya GA, Kumar P, Rao L: Effect of low intensity helium-neon
(He–Ne) laser irradiation on diabetic wound healing dynamics.
Photomed Laser Surg 23:187, 2005
18. Bjordal JM, Johnson MI, Iversen V, et al: Therapy in acute pain:
A systematic review of possible mechanisms of action and
clinical effects in randomized placebo-controlled trials. Photomed Laser Surg 24:158, 2006
19. Viegas VN, Abreu MER, Viezzer C, et al: Effect of low-level laser
therapy on inflammatory reactions during wound healing: Comparison with meloxicam. Photomed Laser Surg 25:467, 2007
20. Shimizu N, Yamaguchi M, Goseki T, et al: Inhibition of prostaglandin E2 and interleukin 1-beta production by low-power
laser irradiation in stretched human periodontal ligament cells.
J Dent Res 74:1382, 1995
21. Honmura A, Ishii A, Yanase M, et al: Analgesic effect of Ga–
Al–As diode laser irradiation on hyperalgesia in carrageenininduced inflammation. Lasers Surg Med 13:463, 1993
22. Oliveira RF, Oliveira DA, Monteiro W, et al: Comparison between
the effect of low-level laser therapy and low-intensity pulsed
ultrasonic irradiation in vitro. Photomed Laser Surg 26:6, 2008
23. Fazakerley M, Field EN: Dry socket: A painful post-extraction
complication (a review). Dental Update 18:31, 1991
24. Ozcelik O, Cenk Haytac M, Kunin A, et al: Improved wound
healing by low-level laser irradiation after gingivectomy operations: A controlled clinical pilot study. J Clin Periodontol
35:250, 2008
25. Jorkjend L, Skoglund LA: Effect of non-eugenol- and eugenolcontaining periodontal dressings on the incidence and severity
of pain after periodontal soft tissue surgery. J Clin Periodontol
17:341, 1990
26. Venancio Rde A, Camparis CM, Lizarelli Rde F: Low intensity
laser therapy in the treatment of temporomandibular disorders:
A double-blind study. J Oral Rehabil 32:800, 2005

