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ABSTRACT

Objective: The aim of this clinical study was to observe and evaluate the surgical management efficiency of
soft tissues during orthodontic treatment. Materials and Methods: Thirty-seven young patients were selected
and treated by laser-assisted surgery before or during orthodontic treatment and were classified by sex, age,
and type of surgical management. Three different wavelengths were used (diode 810 nm, diode 980 nm, and
Nd:YAG 1064 nm) in different surgical situations: maxillary vestibular and lingual frenectomies, surgical ex-
posure and alignment of ectopic or retained teeth, and re-contouring gingival overgrowth. Results: In all eval-
uated patients, the laser treatment was performed without local anesthesia or sutures. Only topical anesthetic
was needed. Conclusion: These use of these wavelengths of laser energy was a noticeable aid in the surgical
management of soft tissues before or during orthodontic treatment. The benefits of laser treatment include
reduced bleeding during surgery with consequent reduced operating time and rapid postoperative hemosta-
sis, thus eliminating the need for sutures. The lack of need for anesthetics and sutures, as well as improved
postoperative comfort and healing, make this technique particularly useful for very young patients.
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INTRODUCTION

THE N:YAG LASER has been used in dentistry since 1970.
The active medium is a crystal of yttrium aluminum gar-

net in which some molecules are substituted with atoms of
neodymium. Its wavelength (1064 nm) is well absorbed by
melanin and hemoglobin and thus demonstrates a hemostatic
effect on soft tissues.1–6 Diode lasers (using semiconductors)
also demonstrate an affinity for hemoglobin due to its wave-
length (808 to 980 nm).7–11 Both Nd:YAG and diode lasers
have beam delivery systems that use optical fibers.12

Lasers may be used in orthodontics for many parts of treat-
ment:

• Before treatment, to eliminate soft tissue anomalies such as
lingual and vestibular frenulum, and to reducing the poten-
tial for relapse after the removal of appliances

• During treatment, in the case of retained teeth (operculec-
tomy)

• At the end of treatment, in the case of gingival overgrowth,
to correct gingival border contours

The main advantages of laser-assisted surgery are the possibil-
ity of reducing or avoiding the use of anesthetics (especially
important in pediatric patients), the bloodless surgical field, and
reducing postoperative pain. Moreover, suturing is generally not
required.13–14 The so-called bio-stimulation effect could en-
hance the healing process,15–18 as may the antimicrobial prop-
erties of laser energy.19–21

The aim of this clinical study was to illustrate the main ad-
vantages that Nd:YAG and diode lasers exhibit in the surgical
management of several common types of oral pathology before
and during orthodontic treatment, such as:

• Hypertrophic maxillary vestibular frenum can be related to
the presence of an interincisive diastema, and this relation can
be demonstrated with a traction test (mobilization of the lips);
many authors suggest surgically treating this when the size
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of the frenum and density of tissue interposed between cen-
tral incisors cause a very large diastema (6–8 mm).22–23

• Ankyloglossia or tongue-tie, classified according to its de-
gree by Kotlow and associates, that reduces mobility and ca-
pability to raise the tongue.24–30

• Retained teeth, a common condition seen in clinical practice
(frequency of retention of canines ranges from
4.3–0.92%).31–37

• Gingival overgrowth, which can occur during orthodontic
treatment, particularly when spaces are rapidly closed and
oral hygiene is poor as shown by chronic inflammation of the
soft tissues.38–43

MATERIALS AND METHODS

Patient selection

Thirty-seven young patients were selected and treated by
laser-assisted surgery before or during orthodontic treatment.
They were classified by sex, age, and type of surgical man-
agement (Table 1).

Before laser surgery, a topical anesthetic (EMLA; As-
traZeneca, Wilmington, DE) was applied to soft tissues, and no
other local anesthetic was used. No sutures were used at the
end of surgery.

Laser parameters

Parameters of irradiation are summarized in Table 2.

CLINICAL REPORTS

Maxillary vestibular frenum

Clinical case 1 Patient C.S. She was an 11-year-old girl with
a vestibular frenum associated with an interincisive 5-mm di-
astema (Fig. 1a). The traction test was positive. A laser-assisted
frenectomy was performed using a diode laser Oral-Laser Jet 20
(Oralia) using the parameters shown in Table 2 (Figs. 1b and 1c).
There was no need for antibiotics or anti-inflammatory drugs, and
the healing process was rapid (Fig. 1d). Orthodontic therapy was
begun with a fixed sectional appliance limited to the anterior teeth
and was completed in 3 months. A splint was then applied for 6
months on the palatal surfaces of the central incisors (Fig. 1e).

Clinical case 2 Patient S.G. She was a 9-year-old girl with
a maxillary vestibular frenum associated with a large interinci-

sive diastema (Fig. 2a).The laser-assisted frenectomy was per-
formed using the Nd:YAG laser (Fotona Fidelis Plus) using the
settings described in Table 2 (Figs. 2b and 2c). The healing pro-
cess was uncomplicated and completed in 1 week (Fig. 2d).
Three weeks later, the tissues had returned to normal (Fig. 2e),
and an appliance was affixed to close the diastema and dero-
tate the incisors. After 3 months, gingival hyperplasia was pres-
ent around upper incisors, most likely due to poor oral hygiene
(Fig. 2f). Another laser-assisted surgical procedure was per-
formed with a diode laser (Oral-Laser Jet 20) (Fig. 2g). Two
weeks later, the tissues had returned to normal, and 1 month
later the fixed appliance was removed and a removable appli-
ance was placed (Fig. 2h).

Clinical case 3 Patient T.A. This was a 10-year-old girl with
a gummy smile (Fig. 3a). An upper vestibular frenum without in-
terincisive diastema was observed (Fig. 3b). A laser-assisted freno-
tomy (diode LASEmar 900 Eufoton) was performed to eliminate
the muscular fibers from the upper lip to the alveolar gingiva us-
ing the previously described parameters (Fig. 3c). After 1 week,
the healing process was observed (Fig. 3d), and 3 weeks later, the
patient began speech therapy to lengthen the upper lip. A clini-
cally satisfactory result was obtained 6 months later (Fig. 3e).

Lingual frenum (Table 3)

Clinical case 4 Patient V.L. This was an 8-year-old girl with
severe ankyloglossia plus atypical deglutition (third class) (Fig.
4a). Unable to complete speech therapy, this patient was re-
ferred to the dental clinic. The laser-assisted surgery (diode
LASEmar 900 Eufoton) was performed using the settings de-
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TABLE 1. CHARACTERISTICS OF THE PATIENTS

TREATED IN THIS STUDY

Parameter No.

By gender Male 17
Female 20

By age �6 years 2
6–10 years 24
10–14 years 6
14–18 years 4
�18 years 1

By pathology Maxillary vestibular frenum 12
Lingual frenum 5
Retained teeth 14
Gingival hyperplasia 6

TABLE 2. LASER PARAMETERS

Output Emission Delivery
Laser Wavelength power Frequency mode system Power density

Diode 810 nm 20 W 10.000 Hz On/Off ratio � 1�7 Optical fiber 1600 W/cm2

(Oral-Laser Jet 20 (400 �m)
Oralia)

Diode 915 nm 3.5 W CW Optical fiber 4354 W/cm2

(LASEmar 900 (320 �m)
Eufoton)

Nd-YAG laser (Fotona 1064 nm 5 W 40 Hz Pulsed Optical fiber 6229 W/cm2

Fidelis Plus) (320 �m)



scribed in Table 2 (Fig. 4b). After 1 week, healing was pro-
gressing without complication (Fig. 4c). One month later, the
tissues had returned to normal (Fig. 4d), and the patient could
start functional re-education.

Retained teeth

Clinical case 5 Patient M.T. This was a 14-year-old girl
with a retained upper permanent left canine (Fig. 5a). A fixed
appliance was placed on the upper arch to prepare the maxil-

lary teeth and to make a sufficient space (Fig. 5b). Three
months later, laser-assisted surgery using the diode laser
(Oralia Jet 20) was performed to expose the canine crown and
bond a bracket for future traction (Figs. 5c and 5d). After 10
months, the canine was completely aligned on the arch (Fig.
5e). After 12 months, the appliance was removed with a good
result (Fig. 5f).

The use of laser technology in the treatment of retained teeth
demonstrates several advantages. It permits a strictly selective
intervention which is minimally invasive and preserves the pe-
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FIG. 1. (a) Vestibular frenum associated with an interincisive
5-mm diastema. (b) Laser-assisted frenectomy using the diode
laser. (c) Clinical aspect immediately after frenectomy. (d)
Healing 1 week after surgery. (e) Clinical appearance after or-
thodontic treatment.
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FIG. 2. (a) Vestibular frenum associated with an interincisive large diastema. (b and c) Laser-assisted frenectomy using the
Nd:YAG laser. (d) Healing 1 week after surgery. (e) Healing 3 weeks after surgery. (f) Gingival overgrowth probably due to the
poor oral hygiene. (g) Laser-assisted gingivectomy using the diode laser. (h) Healing 1 month after gingivectomy.

FIG. 3. (a and b) Gummy smile and hypertrophic vestibular frenum in a 10-year-old child. (c) Laser-assisted frenectomy us-
ing the diode laser. (d) Healing 1 week after surgery. (e) Clinical appearance 6 months after surgery.
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riodontium. Another advantage is the complete absence of
bleeding. Subsequently it is possible to extemporaneously bond
the bracket, preventing the risks of debonding and reducing the
need for re-intervention.

Clinical case 6 Patient A.V. This was a 13-year-old boy
with bilateral inclusion of maxillary permanent canines (Fig.
6a). A fixed appliance was bonded for tooth alignment to ob-
tain sufficient space and move the canines into the arch (Fig.
6b). After 2 months, laser-assisted surgery (Nd:YAG laser,
Fotona Fidelis Plus laser) was performed to expose the canine
crowns and seal the brackets (Fig. 6c). Six months later, a sec-

ond surgical procedure using the diode laser (LASEmar Eu-
foton 900) was necessary to expose vestibular crowns and
bond brackets for the alignment of the canines (Figs. 6d, e,
and f). Four months later, the teeth were aligned in the arch
(Fig. 6g).The fixed appliance was then removed with a good
clinical result (Fig. 6h).

Clinical case 7 Patient D.M. This was a 14-year old boy
with agenesis of the permanent upper right lateral incisor and
inclusion of the permanent upper right canine (Fig. 7a). A fixed
appliance was applied to the upper arch to align the teeth (Fig.
7b). After 2 months, a laser-assisted procedure (Nd:YAG Fo-
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TABLE 3. KOTLOW CLASSIFICATION OF DEGREES OF ANKYLOGLOSSIA

Distance from insertion of
frenum to tip of the tongue

Clinically acceptable �16 mm
First class: Mild ankyloglossia 12–16 mm
Second class: Moderate ankyloglossia 8–11 mm
Third class: Severe ankyloglossia 3–7 mm
Fourth class: Complete ankyloglossia �3 mm

FIG. 4. (a) Severe ankyloglossia in an 8-year-old child. (b) Laser-assisted surgery using the diode laser. (c) Healing 1 week
after surgery. (d) Healing 1 month after surgery
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tona Fidelis Plus) was performed to expose the crown of the
canine and apply a bracket for traction (Figs. 7c and 7d). Af-
ter 6 months, the tooth was aligned in the arch and a space was
opened for insertion of a temporary bridge (Fig. 7e). After 3
months, the appliance was removed and a fixed prosthetic was
placed (Figs. 7f, g, and 7h).

Gingival overgrowth

Clinical case 8 Patient R.A. This was a 10-year-old girl in
orthodontia. During treatment with a fixed appliance, signifi-

cant gingival hyperplasia affected the upper arch (Fig. 8a). A
laser-assisted procedure was performed (Nd:YAG laser, Fotona
Fidelis Plus) (Fig. 8b). After 2 weeks (Fig. 8c) and after 2
months, when the brackets were removed (Fig. 8d), the gingi-
val situation was satisfactory.

CLINICAL RESULTS

The follow-up for each patient consisted of several clinical
and control visits at 1 week, 2 weeks, and 1 month after sur-
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FIG. 5. (a) Radiological view of a retained upper permanent left canine. (b) Fixed appliance placed on the upper arch. (c)
Laser-assisted surgery using the diode laser. (d) Canine-bond bracket. (e and f) Clinical result 10 and 12 months after surgery.
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FIG. 6. (a) Radiological view of bilateral retention of maxillary permanent canines. (b) Fixed appliance for tooth alignment.
(c) Laser-assisted surgery was performed. (d, e, and f) Second surgery was necessary to expose the canine crowns. (g and h)
Clinical appearance before and after the fixed appliance was removed.
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FIG. 7. (a) Radiological view of permanent upper right lateral incisor agenesis and retention of the upper right canine. (b) Ap-
pliance fixed to the upper arch to align the teeth. (c) Laser-assisted surgery using the Nd:YAG laser. (d) Bracket application. (e)
Insertion of a temporary bonded bridge. (f and g) After 3 months a fixed prosthetic was bonded. (h) Final clinical result.
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gery, then every month until the end of orthodontic treatment
and every 6 months after treatment for a period of 2 years.

During the first control visit, an examination of postopera-
tive recovery was performed by means of a simple question-
naire, which had questions about the presence of pain and its
intensity, the need for analgesics, the presence of discomfort
when eating, and presence of postoperative bleeding. All pa-
tients reported the absence of both pain and eating discomfort,
and none reported bleeding.

During the subsequent control visits, the clinician’s attention
was focused on adequate healing of the surgical site, the ab-
sence of relapse, and evaluation based on clinical and radio-
logical analysis. In all patients the healing process proceeded
without delay or relapse.

DISCUSSION

The use of laser surgery has several important advantages for
oral soft tissue surgery procedures, particularly when using diode
and Nd:YAG lasers, due to their high absorption by chromophores
such as hemoglobin, melanin, and collagen, and their ability to cut
while also effecting coagulation and hemostasis. As reported in re-
cent scientific papers,44–46 the benefits of laser treatment include:

• Reduced bleeding during surgery with consequent reduced
operating time and excellent visualization of the operating
field.

• Rapid postoperative hemostasis.
• The avoidance of any need for local anesthetics and sutures,

as well as avoiding the unpleasant experience of suture re-
moval 1 week after surgery, when the sutures may be buried
in the mucosa.

• Increased postoperative comfort, due to the absence of the
unpleasant taste of blood and the unattractive appearance of
sutures, which both can result in a lack of a sense of well-
being in the postoperative period.

• Rapid healing due to the biostimulating and antimicrobial
properties of laser energy.

However, it must also be considered that there are some lim-
itations on the use of oral laser surgery in clinical practice, in-
cluding:

• The need for understanding of the laser’s physical character-
istics and laser-tissue interaction, in order to avoid damage
and to use the laser in a safe manner.

• The necessity to correctly train the staff to observe safety
rules (e.g., use of goggles).
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FIG. 8. (a) Gingival overgrowth in the upper arch. (b) Appearance after laser-assisted gingivectomy with the Nd:YAG laser.
(c) Healing after 2 weeks. (d) Healing after 2 months and after bracket removal.
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• The cost of laser surgery is higher than that of traditional sur-
gery.

CONCLUSION

These clinical observations suggest that laser technology
may be utilized for surgical management of soft tissues during
orthodontic treatment in various situations, with many advan-
tages, particularly in very young patients, in whom surgical in-
tervention including use of local anesthesia and suture place-
ment can result in increased postoperative pain and discomfort,
which has a great impact on patient compliance.

ACKNOWLEDGEMENTS

This study was partially supported by the PIC INTERREG
IIIA (Italy-France) Alcotra program of the European Commu-
nity (Project 112).

REFERENCES

1. Myers, T.D., and McDaniel, J.D. (1991). Lasers in dentistry. J Calif
Dent Assoc. 19, 25–30.

2. Pick, R.M., and Colvard, M.D. (1993). Current status of lasers in
soft tissue dental surgery. J Periodontol. 64, 589–602.

3. Bradley, P.F. (1997). A review of the use of the neodymium YAG
laser in oral and maxillofacial surgery. Br J Oral Maxillofac Surg.
35, 26–35.

4. Baggett, F.J., Mackie, I.C., and Blinkhorn, A.S. (1999). The clin-
ical use of the Nd:YAG laser in paediatric dentistry for the removal
of oral soft tissues. Br Dent J. 187, 528–530.

5. White, J.M., Goodis, H.E., and Rose, C.L. (1991). Use of the pulsed
Nd:YAG laser for intraoral soft tissue surgery. Lasers Surg Med.
11, 455–461.

6. White, J.M., Chaudhry, S.I., Kudler, J.J., Sekandari, N., Schoelch,
M.L., and Silverman, S. Jr. (1998). Nd:YAG and CO2 laser ther-
apy of oral mucosal lesions. J Clin Laser Med Surg.16, 299–304.

7. Romanos, G., and Nentwig, G.H. (1999). Diode laser (980 nm) in
oral and maxillofacial surgical procedures: clinical observations
based on clinical applications. J Clin Laser Med Surg. 17, 193–197.

8. Crippa, R. (2002). Trattamento con laser a diodi delle patologie
mucose del cavo orale. In: Argomenti pratici di odontoiatria. Paglia:
L. UTET Edizioni.

9. Adams, T.C., and Pang, P.K. (2004). Lasers in aesthetic dentistry.
Dent Clin North Am. 48, 833–860.

10. Stabholz, A., Zeltser, R., Sela, M., et al. (2003). The use of lasers
in dentistry: principles operation and clinical applications. Com-
pend Contin Educ Dent. 24, 935–948.

11. Iaria, G., and Frati, A. (2001). Il laser in odontoiatria e chirurgia
orale. Paglia: L. UTET Edizioni.

12. Martelli, F.S., De Leo, A., and Zinno, S. (2000). Laser in odon-
tostomatologia. New York: Elsevier Masson Edizioni.

13. Parkins, F.M., Miller, R.L., Furnish, G.M., and O’Toole, T.J.
(1991). A preliminary report: YAG laser treatment in pediatric den-
tistry. J Calif Dent Assoc. 19, 43–44, 46–48, 50.

14. Dederich, D.N. (1991). Lasers in dentistry. J Am Dent Assoc. 122,
10–12.

15. Vasta, A. (1998). I Laser Terapeutici. Attualit‡ in laserterapia ed
elementi di laserchirurgia. Rome: Marrapese Editore.

16. Faria Amorim, J.C., Sousa, G.R., Silveira, Lde B., Prates, R.A.,

Pinotti, M., and Ribeiro, M.S. (2006). Clinical study of the gingiva
healing after gingivectomy and low-level laser therapy. Photomed
Laser Surg. 24, 588–594.

17. Amorim, J.C., de Sousa, G.R., de Barros Silveira, L., Prates, R.A.,
Pinotti, M., and Ribeiro, M.S. (2006). Clinical study of the gingiva
healing after gingivectomy and low-level laser therapy. Photomed
Laser Surg. 24, 588–594.

18. Sun, G., and Tuner, J. (2004). Low-level laser therapy in dentistry.
Dent Clin North Am. 48, 1061–1076.

19. Cobb, C.M., McCawley, T.K., and Killoy, W.J. (1992). A prelim-
inary study on the effects of the Nd:YAG laser on root surfaces
and subgingival microflora in vivo. J Periodontol. 63, 701–707.

20. Moritz, A., Schoop, U., Goharkhay, K., et al. (1998). Treatment of
periodontal pockets with a diode laser. Lasers Surg Med. 22,
302–311.

21. Schoop, U., Kluger, W., Moritz, A., Nedjelik, N., Georgopoulos,
A., and Sperr, W. (2004). Bactericidal effect of different laser sys-
tems in the deep layers of dentin. Lasers Surg Med. 35, 111–116

22. Mintz, S.M., Siegel, M.A., and Seider, P.J. (2005). An overview
of oral frena and their association with multiple syndromic and non
syndromic conditions. Oral Med Oral Surg Oral Pathol Oral Ra-
diol Endod. 99, 321–324.

23. Diaz-Pizan, M.E., Lagravere, M.O., and Villena, R. (2006). Mid-
line diastema and frenum morphology in the primary dentition. J
Dent Child. 73, 11–14.

24. Ranaudo, P., and Seyr, H. (1997). Riflessioni sulla lingua. Analisi
osteopatica e posturologic. Rome: Marrapese Editore.

25. Kotlow, L.A. (1999). Ankyloglossia (tongue-tie): a diagnostic and
treatment quandary. Quintessence Int. 30, 259–262.

26. Levrini A. (1997). Terapia miofunzionale, rieducazione neuro-
muscolare integrata. New York: ElsevierMasson Edizioni.

27. Messner, A.H., and Lalakea, M.L. (2000). Ankyloglossia: contro-
versies in management. Int J Paediatr Otorh. 54, 123–131.

28. Hall, D.M.B., and Renfrew, M.J. (2005). Tongue-tie. Arch Dis
Child. 90, 1211–1215.

29. Brinkmann, S., Reilly, S., and Meara, J.G. (2004). Management of
tongue-tie in children: a survey of paediatric surgeons in Australia.
J Paediatr Child Health. 40, 600–605.

30. Ruffoli, R., Giambelluca, M.A., Scavuzzo, M.C., et al. (2005).
Ankyloglossia: a morphofunctional investigation in children. Oral
Dis. 11, 170–174.

31. Crescini, A., Clauser, C., Giorgetti, R., Cortellini, P., and Pini Prato,
G.P. (1994). Tunnel traction of infraosseous impacted maxillary
canines. A three-year periodontal follow-up. Am J Orthod Dento-
facial Orthop. 105, 61–72.

32. Blair, G.S., Hobson, R.S., and Leggat, T.G. (1998). Posttreatment as-
sessment of surgically exposed and orthodontically aligned impacted
maxillary canines, Am J Orthod Dentofac Orthop. 105, 61–72.

33. Quirynen, M., Op Heij, D.G., Adriansen, A., Opdebeeck, H.M.,
and van Steenberghe, D. (2000). Periodontal health of orthodonti-
cally extruded teeth. A split-mouth, long-term clinical evalutation,
J Periodont. 71, 1708–1714.

34. Kohavi, D., Becker, A., Zilberman, Y. (1984). Surgical exposure,
orthodontic movement, and final tooth position as factors in peri-
odontal breakdown of treated palatally impacted canines. Am J Or-
thod. 85, 72–77.

35. Boyd, R.L. (1984). Clinical assessment of injuries in orthodontic
movement of impacted teeth. II. Surgical recommendations. Am J
Orthod. 86, 407–418.

36. Sarver, D.M., and Yanosky, M. (2005). Principles of cosmetic den-
tistry in orthodontics: Part 3. Laser treatments for tooth eruption
and soft tissue problems. Am J Orthod Dentofac Orthop. 127, 2,
262–264.

37. Cervelli, G., Bottini, D.J., Gnoni, G., Fiumara, L., Grimaldi, M.,
and Cervelli, V. (2004). Abnormalities of canines eruption. Min-
erva Stomatol. 53, 457–463.

Laser Surgical Management of Soft Tissues Related to Orthodontic Treatment 391



38. Costuleanu, M., Plamadeala, P., Costuleanu, N., Foia, L., and In-
drei, A. (1999). The causes of gingival overgrowth. Rev Med Chir
Soc Med Nat Iasi. 103, 63–67.

39. Kocsis, A., and Kocsis, G. (1997). Adverse effects of orthodontic
treatment. Fogorv Sz. 90, 327–332.

40. Mavrogiannis, M., Ellis, J.S., Seymour, R.A., and Thomason, J.M.
(2006). The efficacy of three different surgical techniques in the
management of drug-induced gingival overgrowth. J Clin Peri-
odontol. 33, 677–682.

41. Mavrogiannis, M., Ellis, J.S., Thomason, J.M., and Seymour, R.A.
(2006). The management of drug-induced gingival overgrowth. J
Clin Periodontol. 33, 434–439.

42. Kouraki, E., Bissada, N.F., Palomo, J.M., and Ficara, A.J. (2005).
Gingival enlargement and resolution during and after orthodontic
treatment. N Y State Dent J. 71, 34–37.

43. Convissar, R.A., Diamond, L.B., and Fazekas, C.D. (1996). Laser
treatment of orthodontically induced gingival hyperplasia. Gen
Dent. 44, 47–51.

44. Darbar, U.R., Hopper, C., Speight, P.M., and Newman, H.N.
(1996). Combined treatment approach to gingival overgrowth due
to drug therapy. J Clin Periodontol. 23, 941–944.

45. Haytac, M.C., and Ozcelik, O. (2006). Evaluation of patient per-
ceptions after frenectomy operations: a comparison of carbon diox-
ide laser and scalpel techniques. J Periodontol. 77, 1815–1819.

46. Gontijo, I., Navarro, R.S., Haypek, P., Ciamponi, A.L., Haddad,
A.E. (2005). The applications of diode and Er:YAG lasers in labial
frenectomy in infant patients. J Dent Child. 72, 10–15.

Address reprint requests to:
Dr. Sam Nammour
University of Liege

Department of Dental Sciences
Rue Paul Spaak, 3

Brussels, Belgium 1000

E-mail: S.Namour@ulg.ac.be

Fornaini et al.392


