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The 1st Emirates 
Paediatric Dentistry 
Club Conference
By EPDC

DUBAI, UAE: The Emirate Paediat-
ric Dentistry Club (EPDC) has the 
great honor of hosting the regional 
Congress of the International Asso-
ciation of Paediatric Dentistry (IAPD) 
March 1 - 3, 2017. We are committed 
to make this joint EPDC first den-
tal conference and the prestigious 
IAPD conference in Dubai, United 

Arab emirates a very successful and 
a memorable conference. This will be 
the first meet of IAPD in the middle-
east region.

The theme of IAPD Dubai 2017 is 
Bright Smiles into the Future and 
this conference will present a very 
comprehensive scientific program 
highlighting the latest evidence-
based research and clinical topics 

in the field of paediatric dentistry. 
These up-to-date topics will be deliv-
ered by high profile and renowned 
international speakers including: 
Prof Tim Wright (USA), Dr Bill Wag-
goner (USA), Prof Jorge Luis Castillo 
(Peru), Prof Richard Wellbury (UK), 
Prof Zafer Cehreli (Turkey), Dr Aziza 
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Aljohar (KSA) and will benefit pae-
diatric dentists, dental students, 
general dental practitioners and 
other dental specialities. A pre-con-
ference workshop on Primary Zirco-
nia Crowns sponsored by NuSmile 
crowns and Pre-veneered Stainless 
Steel Crowns supported by 3M will 
also be held on 1st of March, 2017.

It gives us great pleasure to invite 
you all to the joint first EPDC and the 

regional IAPD conference to be held 
in Dubai, the beautiful city in the 
United Arab Emirates. Please note 
that all registered participants will be 
entitled to free 2-year IAPD member-
ship. Details of the congress can be 
found at www.epdc.ae.

The Centre for Advanced Profes-
sional Practices (CAPP) is the official 
event organizer.
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Dr. Sumaya Al Rubaei Board member of EPDC Dr. Tarun Walia Board member of EPDC Dr. Elias Berdouses and Dr. Manal Al Halabi Board 
members of EPDC
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Esthetic replacement of two restorations 
on mandibular second molar

Practical dental 
solutions to apply in your 
clinic

By Dr. Giuseppe Chiodera, Italy

About the Case
Male patient, 28 years old. The pa-
tient came to the office for a routine 
check-up. The mandibular second 
molar showed two insufficient fill-
ings (occlusal and buccal) with sec-

By 3MSM Health Care Academy

3M is a global innovation company 
that never stops inventing. Over 
the years our innovations have 
improved daily life for hundreds 
of millions of people all over the 
world. Every day at 3M, one idea al-
ways leads to the next, igniting mo-
mentum to make progress possible 
around the world. You can now be a 
part of our world of science and learn 
how it is applied to life!

ondary caries, open margins and 
occlusal wear. Both restorations 
needed to be replaced. The patient 
opted for an esthetic, multi-layer 
composite restoration for a natural 
looking outcome.

In May 2016 dental professionals 
and opinion leaders from Central 
and Eastern Europe and Middle East 
gathered in Warsaw for the “Dentist-
ry in Practice International Meeting“ 
provided by 3M. In 22 specialized lec-
tures practical information, trends 
and solutions were shared. Solutions, 
based on modern science, which can 
be applied in any dental office, mak-
ing patient care more effective, com-
fortable and safer.

Challenge 
Poor accessibility and visibility of 
this restoration lead to a variety of 
clinical challenges such as composite 
placement and proper light curing. 

Dr. Chiodera graduated from the University of Brescia with a degree 
in Dentistry. Winner of a scholarship of Kings College University of 
London in 2004. Dr. Chiodera is an author of articles in various na-
tional and international magazines. At the moment he is working in 
a private practice in Brescia and specialising primarily in conservative 
dentistry and endodontics.

Fig. 1: Initial situation: mandibular second molar with restorations re-
quire replacement.

Fig. 6: Dentin was replaced with incremental placement and curing of 
Filtek™ Z350 XT Universal Restorative, shade A3B.

Fig. 2: After placement of rubber dam the insufficient fillings were com-
pletely removed.

Fig. 7: Enamel was replaced with Filtek™ Z350 XT Universal Restorative, 
shade A3E and light cured. Stains were applied in the fissure.

Fig. 3: After selective enamel etching, Single Bond Universal Adhesive 
was applied.

Fig. 5: Filtek™ Z350 XT Flowable Restorative, shade A3 was used as a liner 
for easy adaptation.

Fig. 9: Final restorations with an excellent esthetic appearance.

Fig. 4: Adhesive was cured for 10 seconds with Elipar™ DeepCure-S LED 
Curing Light after scrubbing and air drying steps were completed.

Fig. 8: The initial finishing was completed with Sof-Lex™ Discs, followed 
by pre-polishing with Sof-Lex™ Pre-Polishing Spiral and high gloss polish 
with Sof-Lex™ Diamond Polishing Spiral.

Stay on top of your dental practice! 
Access the lectures online at 
www.dentistryinpractice.com

3MSM Health Care Academy

Practical dental 
solutions to apply  
in your clinic.

www.dentistryinpractice.com
The lectures are now available online on



There are things in life worth sharing … 
and now, her smile can be one of them. 
Restore with beautifully strong 
Filtek™ Z350 XT Universal Restorative—
and polish with the Sof-Lex™ Diamond 
Polishing System. Together, they can 
produce a diamond paste-like gloss with 
the convenience of a rubberized system. 
Oh, don’t be surprised if word of your 
great work gets around … because she 
shares everything she thinks is amazing.

www.3MGulf.com/espe 

A beautiful smile 
she can’t wait to share.

3M, ESPE, Filtek and Sof-Lex are trademarks of 3M or 3M Deutschland GmbH. 
Used under license in Canada. © 3M 2016. All rights reserved.

Filtek™ Z350 XT Universal 
Restorative polished with Sof-Lex™ 
Diamond Polishing System (left) vs. 
TPH Spectra® Universal Composite 
polished with Enhance® Finishing 
System and PoGo® Polishing 
System (right).

There are things in life worth sharing … 
and now, her smile can be one of them. 
Restore with beautifully strong Restore with beautifully strong 
Filtek™ Z350 XT Universal Restorative—Filtek™ Z350 XT Universal Restorative—
and polish with the Sof-Lex™ Diamond and polish with the Sof-Lex™ Diamond 
Polishing System. Together, they can Polishing System. Together, they can 
produce a diamond paste-like gloss with produce a diamond paste-like gloss with 
the convenience of a rubberized system. the convenience of a rubberized system. 
Oh, don’t be surprised if word of your 
great work gets around … because she 
shares everything she thinks is amazing.

Filtek™ Z350 XT Universal Filtek™ Z350 XT Universal 
Restorative Restorative polished with Sof-Lex™ 
Diamond Polishing System (left) vs. Diamond Polishing System (left) vs. 
TPH SpectraTPH Spectra®® Universal Composite 
polished with Enhancepolished with Enhance® Finishing 

polished with Sof-Lex™ 
Diamond Polishing System (left) vs. 

 Universal Composite 



Dr. Maxine Annette Sowden, Zambia

Dr. Stephen Denny, UK Dr. Khadishat Sadulaeva, Dubai

"This is the first course 
in 20 years when I get so much 

of new information."

"You learn fundamentals of dentistry 
that you will apply to diagnostic 

dentistry, understanding 
why your patients is having problems 

that they're having..."

www.cappmea.com/capptipton

"The biggest thing 
that I have learnt from this course 

is occlusion and tips that 
I can introduce to my practice."

2016



CAPP designates this activity for 49 CE Credits

MEA



Dental Tribune Middle East & Africa Edition  |  5/2016 8 mCME

Aesthetic laser therapy correction 
of physiological gingival 
hyperpigmentation

mCME articles in Dental Tribune have been approved by: 
HAAD as having educational content for 2 CME Credit Hours

DHA awarded this program for 2 CPD Credit Points

CAPP designates this activity for 2 CE Credits

By Howard Gluckman, Jonathan Du 
Toit, South Africa

A beautiful smile is dependent on 
many factors. One of those factors is 
the gingival scaffold. Symmetry, pro-
portion, as well as colour and appear-
ance of the gingiva are critical to an 
aesthetically pleasing smile. Physi-
ological gingival hyperpigmentation 
does not present as clinical pathol-
ogy requiring intervention, nonethe-
less it may be of aesthetic concern 
to the patient. Minimally invasive 
intervention by means of cryosur-
gery, electrosurgery, laser therapy or 
other may produce dramatic change 
in the appearance of the patient’s 
smile with a sustainable, long-term 
aesthetic outcome.
Hereafter a case is presented dem-
onstrating laser therapy removal of 
gingival hyperpigmentation with 
stable, pink gingival aesthetics at the 
2-year follow-up. 

Case report
A 34-year-old female patient of In-
dian descent presented by refer-
ral to a specialist in periodontics 
and oral medicine at her request 
for “pink gums”. The patient was a 
non-smoker and the medical his-
tory was non-contributory. Exami-
nation of the face denoted multiple, 
poorly defined, hyperpigmented 
macules of the lips, mild in severity 
and greater in number on the lower 
lip. The patient’s high smile line was 
noted with excessive gingival dis-
play, the entirety of which involved 
hyperpigmentation, blue-black/dark 
brown in colour (Fig. 1). Intraoral ex-
amination denoted a healthy, largely 
restorative-free dentition, with ex-
emplary oral hygiene maintenance. 

Hyperpigmentation was noted in-
volving the attached gingiva of both 
the mandible and maxilla, with the 
latter greater in severity (Fig. 2). The 
patient scored 4 on the Dummet 
Oral Pigmentation Index in terms 
of pigmentation intensity (heavy 
clinical pigmentation), and scored 2 
on the Takashi melanin pigmenta-
tion index in terms of its extension 
(formation of continuous ribbon ex-
tending from the neighbouring soli-
tary units).4 In both the mandible 
and the maxilla the hyperpigmen-
tation appeared mostly as singular, 
posteriorly extending macular le-
sions with well demarcated borders 
limited coronal to the mucogingival 
junctions. A diagnosis of physiologi-
cal gingival hyperpigmentation was 
made and intervention for aesthetic 
correction was indicated (the patient 
initially sought treatment of the 
maxilla only). Digital smile design 
(DSD) and smile analysis of the pa-
tient indicated need for correction 
of the altered passive eruption. De-
epithelialization of the affected areas 
as well as crown lengthening by la-
ser gingivoplasty was opted for. The 
working field was retracted and iso-
lated (OptraGate, Ivoclar Vivadent), 
and local anaesthesia achieved by 
slow infiltration of a 4 % articaine 
with adrenaline (1:200,000) local an-
aesthetic solution (Ubistesin™ forte, 
3M ESPE). The area, mucosa and 
teeth surfaces, were cleaned with 
sterile gauze soaked in chlorhexidine 
gluconate aqueous solution (never 
use an alcohol solution with medical 
lasers). An Er,Cr:YSSG laser (Water-
lase iPlus 2.0, Biolase) was used for all 
the periodontal soft tissue surgeries. 
The crown lengthening by gingivec-
tomy was first carried out as per the 
DSD guide, with a fine tip (MGG6), 

applied more parallel to the tooth, 
with the unit's power settings at 3W 
75Hz, with water and air settings 50 

and 40 respectively. Thereafter, a 
broader, chisel tip (MC3) was inter-
changed for the depigmentation/
gross de-epithelialization, with pow-
er settings increased to 5W 25Hz. The 
tip size and power allowed for faster 
removal of tissue with water and air 
settings on for cooling.
Broad, gradual strokes de-epithelial-
ized the pigmented areas up to 1 – 2 
mm beyond the lesions’ borders. To 
conclude the procedure, the unit 
was set to "laser bandage" mode, 
with lowered power settings at 1-1.5W 
75Hz, and water and air off for hemo-
stasis, leaving a layer of coagulum 
that would aid with the tissue heal-
ing. After the entire affected area 
was de-epithelialized (Fig. 3) post-
operative instructions were given 
(no tooth brushing near the treated 
area for 1 week, rinse with chlorhex-
idine mouthwash BID 1 minute 
(Andolex C, iNova Pharmaceuticals), 
soft diet avoiding spicy/irritating 
foods). The patient was recalled at 10 
days, reporting having had no pain 
or discomfort, and demonstrating 
near complete healing of the entire 
treated area (Fig. 4). There were no 
areas of hyperpigmentation noted 
(Fig. 5). The patient was rescored as 
zero for both pigmentation indices. 
Following dental bleaching the pa-
tient presented at the 2-year recall 
with no notable signs of repigmen-
tation. The patient remained a score 

of zero on both indices. The gingival 
contour and colour remained stable 
with aesthetic results pleasing to the 
patient (Fig. 6).

Discussion
Pigmentation of the gingiva may 
pose an aesthetic concern to the pa-
tient seeking cosmetic correction 
thereof. Laser depigmentation is an 
evidence-supported, beneficial treat-
ment modality.1 “Laser” is an acro-
nym for light amplification by stimu-
lated emission of radiation.7 Possibly 
the first report of laser radiation on 
oral soft tissues was as early as 1965.8 
The first commercial laser for use in 
dentistry, the dLase 300 Nd:YAG la-
ser, was introduced in 1990.6 At pre-
sent, a range of laser wavelengths are 
used in dentistry for a plethora of ap-
plications (Table 1). The fundamental 
mode of action of lasers is that waves 
consisting of photons (basic unit of 
radiant energy, light) travel at the 
speed of light and these waves can 
be defined by their wavelength and 
amplitude.11 Amplitude is the verti-
cal height of the wave, and in lasers 
this corresponds to “brightness”, its 
potential  energy to do work. Wave-
length is the distance between two 
corresponding points on the wave – 
the unit typically in laser dentistry is 

Figure 1: Preoperative view of the patient’s smile

Figure 3: Immediately postoperative, crown lengthening and 
deepithelialization of pigmented tissue completed

Figure 5: The patient’s smile 10 days after the laser deepitheliali-
zation and crown lengthening

Figure 6: Patient’s smile at the 2-year recall; dental bleaching, in-
creased clinical crown size, coral-pink gingiva, all contribute to a 
healthy, aesthetic smile

Figure 2: Retracted, preoperative, intraoral view demonstrating 
the degree of pigmentation and extension of the affected areas

Figure 4: 10-days postoperative, rapid healing with dramatic re-
sults in gingival colour
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since all the photons in the laser light are focused and “work
together”.12 A laser consists of three structural components,
namely the active medium, the pumping mechanism, and the
optical resonator (Figs. 7a, b). In-depth electromagnetism
physics may not be essential knowledge for the clinician, but
it may be helpful to know that lasers derive their product
nomenclature from these components. The active medium
may consist of a container of gas (CO2 lasers), a solid
crystal (Er,Cr:YSSG laser), a solid-state semiconductor (diode
laser), or as a liquid. The active medium is surrounded by
the pumping mechanism which is an excitation source

2780 nm, and at a frequency of 1 – 100 Hz. Hertz also
states the number of laser pulses per second of emitted
energy. To put these properties into perspective, light from a
household bulb is white and diffuse, it is not focused. Laser
light differs in that it is monochromic (a beam of single
colour), and that its waves are coherent. This means they are
identical in size and shape. The amplitude as well as the
frequency of all the waves of photons are identical. The
production of focused electromagnetic (EM) energy is a
direct result of this coherence. Whilst a 100Watt bulb may
light a room, a 2Watt laser may perform a surgical excision,

Laser type Active medium Wavelength (nm) Treatments, applications
Excimer lasers Argon fluoride (ArF) 488 Hard tissue ablation, phased out of dentistry. 
  Medical use primarily

  Xenon-chloride (XeCl) 308 Dental caries and calculus detection
Gas lasers Carbon dioxide (CO2) 9300;10,600 Sulcular debridement, peri-implantitis, 
  soft tissue surgery

  Argon (Ar) 488 - 514 Phased out of dentistry. Medical use primarily.
  Helium-neon (HeNe) 630 Pulp vitality testing, 
  therapeutic photobiomodulation

Diode lasers Indium-gallium-arsenide- 800 – 1064 Dental caries and calculus detection
  phosphorus (InGaAsP)

  Galium-aluminum-arsenide Intraoral general and implant soft tissue surgery, 
  (GaAlAs) sulcular debridement (subgingival curettage in 
  Galium-arsenide (GaAs) periodontitis and periimplantitis), analgesia, 
  treatment of dentin hypersensitivity, pulpotomy, 
  root canal disinfection, aphthous ulcers, 
  gingival depigmentation

  Potassium titanyl 532 Dental bleaching, medical applications
  phosphate (KTP)

Solid-state lasers Neodymium:yttrium- 1064 Soft tissue surgery, sulcular debridement, analgesia, 
  aluminum-garnet dentin hypersensitivity, pulpotomy, root canal 
  (Nd:YAG) disinfection, enamel caries removal, aphthous 
  ulcers, gingival depigmentation

  Erbium-doped yttrium 2940 Caries removal, cavity preparation, soft tissue 
  Erbium group: aluminium garnet surgery, sulcular debridement (teeth and implants), 
  (Er:YAG) scaling root surfaces, osseous surgery, 

  Erbium: yttrium-scandium- 2790 dentin hypersensitivity, analgesia, pulpotomy, 
  gallium garnet (Er:YSSG) root canal treatment & disinfection, aphthous ulcers,

  Erbium, chromium: 2780 gingival pigmentation
  yttrium-scandium-gallium
  garnet (Er,Cr:YSSG)

Other Low level lasers 600 – 635 Non-surgical, photobiomodulation, caries detection    

Table 1: Lasers currently used in dentistry

Table 1: Lasers currently used in dentistry
ÿPage  9
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nanometer (nm). Waves rise and fall 
around the zero axis many times a 
second, referred to as oscillations, 
and the number of oscillations per 
second is the frequency, measured 
in hertz (Hz). The laser utilized in the 
treatment of this case (Er,Cr:YSSG) 
functions at a wavelength 2780 nm, 
and at a frequency of 1 – 100 Hz. 
Hertz also states the number of laser 
pulses per second of emitted energy. 
To put these properties into perspec-
tive, light from a household bulb is 
white and diffuse, it is not focused. 
Laser light differs in that it is mono-
chromic (a beam of single colour), 
and that its waves are coherent. This 
means they are identical in size and 
shape. The amplitude as well as the 
frequency of all the waves of pho-
tons are identical. The production of 
focused electromagnetic (EM) ener-
gy is a direct result of this coherence. 
Whilst a 100Watt bulb may light a 
room, a 2Watt laser may perform a 
surgical excision, since all the pho-
tons in the laser light are focused and 
“work together”.12 A laser consists of 
three structural components, name-
ly the active medium, the pumping 
mechanism, and the optical resona-
tor (Figs. 7a, b). In-depth electromag-
netism physics may not be essential 
knowledge for the clinician, but it 
may be helpful to know that lasers 
derive their product nomenclature 
from these components. The active 
medium may consist of a container 
of gas (CO2 lasers), a solid crystal 
(Er,Cr:YSSG laser), a solid-state semi-
conductor (diode laser), or as a liquid. 
The active medium is surrounded 
by the pumping mechanism which 
is an excitation source (source of en-
ergy, electric coil, lamp strobe, etc.). 
The excitation source will excite 
electrons, and as they return to their 
resting state they emit energy in the 
form of photons.
Completing the laser cavity are op-
tical resonators (typically mirrors) 
that reflect waves back and forth, 
thereby collimating and amplifying 
the beam.12 As with normal light, the 
clinician may note that laser light 
waves exist on the EM spectrum and 
can correlate the type of laser to its 
respective wavelength (Fig. 8 ). All 

commercially available dental lasers 
emit light and wavelengths ranging 
500 – 10,000 nm.13 As such, a dental 
laser may fall within the visible or 
invisible and nonionizing range of 
the EM spectrum. An erbium laser 
for example then may have an ad-
ditional light source in the device for 
the clinician to visualize the applica-
tion point.
Furthermore, the point of caution 
here is that all persons in the laser 
operating room are to wear laser pro-
tective eyewear.
When the laser is activated there 
may be four possible interactions 
between the laser light and the tar-
get area, depending on the tissues’ 
optical properties, depending on the 
light’s wavelength.10 Reflection will 
occur when the light is deflected off 
the surface, with no effect. This may 
be of consequence to neighbouring, 
absorbing tissues, and may cause 
injury to a nearby person’s unpro-
tected eyes. The laser light may also 
be transmitted, again with no effect 
on the target tissue, but possible 
unintended or detrimental effect 
to neighbouring tissue. Absorp-
tion may be the most desired effect. 
The amount of absorption further 
depends on the tissue’s water con-
tent, and pigmentation. The fourth 
interaction is scattering, whereby 
the photons penetrating the tissue 
change directions and leads to ab-
sorption in a greater area. As laser 
energy is absorbed by the tissue the 
interaction is photothermal (laser 
energy transformed into thermal 
energy). The effects then are either 
incision/ excision, ablation/vapori-
zation, or hemostatic/coagulation.14 
When the beam’s spot size (diam-
eter) is small and focused, it is suited 
for an incision/excision procedure. 
A wider beam size will interact with 
the tissue more superficially produc-
ing surface ablation. And when the 
beam is out of focus or less focused 
coagulation can be performed. In 
the treatment of this gingival hy-
perpigmentation case, a larger beam 
diameter allowed for superficial tis-
sue interaction but deep enough 
to target the basal and suprabasal 
epithelial layers rich in melanocytes. 

The ablative action of the laser over 
a wider area allowed for removal of 
the superficial gingival layers rather 
than focused cutting. Oral mucosa 
is high in water content and the la-
ser’s effect primarily involves the 
thermal change in the tissue. When 
water temperature is raised to 100° C 
vaporization of the water within the 
mucosa occurs, called ablation. Inci-
sion and excision of oral soft tissues 
occurs at this temperature. Between 
60° and 100° C proteins will dena-
ture without vaporization of under-
lying tissue, ideal for the removal of 
diseased degranulation tissue, for 
hemostasis and coagulation.15

Charring of the tissues will however 
occur at temperatures at around 
200° C.16 When removing hyperpig-
mented tissues, lower temperatures 
are needed, and much less energy is 
needed since chromophores attract 
lasers. Conversely, higher energy 
would be needed to excise fibrotic 
tissue with less chromophores.17

Lasers used for the aesthetic cor-
rection of physiological hyperpig-
mentation have been extensively 
described in the literature, and sug-
gested as superior to other treat-
ments due to the fast healing, re-
duced pain and discomfort, clean 
and dry operating field, and stable 
results.1,19,20,21 The formation of pro-
tein coagulum on the laser treated 
wound surface reduces postopera-
tive pain. Laser light may also “seal” 
free nerve endings.18 The patient 
treated in the case presented here 
required only 1 ampoule local anaes-
thetic infiltration per quadrant deliv-
ered segmentally across the working 
area.
The operating field was dry and void 
of any profuse bleeding. Nearly the 
entirety of the hyperpigmented le-
sions had the superficial layers of 
tissue layers removed. Healing was 
rapid with no report of pain, infec-
tion, nor discomfort.
At as early as 10 days postoperative 
the area was nearly entirely healed 
with radical results in tissue colour 
and contour. The literature reports 
the expected chronological and 
degrees of repigmentation follow-
ing removal by various modes of 
treatment. Depigmentation by laser 
ranks low (1.16 %) in terms of percent-
age repigmentation (Table 2).

Conclusion
Er,C r:YSSG laser therapy for de-epi-
thelialization can successfully alter 
blue – black/dark brown gingiva to 
uniform pink colour with numer-
ous benefits for both clinician and 
patient. The results can be dramatic 
for patients seeking this treatment, 
remaining stable over the long-term, 
contributing greatly to an aestheti-
cally pleasing smile.
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reduces postoperative pain. Laser light may also “seal” free
nerve endings.18 The patient treated in the case presented
here required only 1 ampoule local anaesthetic infiltration
per quadrant delivered segmentally across the working area.
The operating field was dry and void of any profuse
bleeding. Nearly the entirety of the hyperpigmented lesions
had the superficial layers of tissue layers removed. Healing
was rapid with no report of pain, infection, nor discomfort.
At as early as 10 days postoperative the area was nearly
entirely healed with radical results in tissue colour and
contour. The literature reports the expected chronological and
degrees of repigmentation following removal by various
modes of treatment. Depigmentation by laser ranks low
(1.16 %) in terms of percentage repigmentation (Table 2).

Conclusion
Er,Cr:YSSG laser therapy for de-epithelialization can
successfully alter blue – black/dark brown gingiva to uniform
pink colour with numerous benefits for both clinician and
patient. The results can be dramatic for patients seeking this
treatment, remaining stable over the long-term, contributing
greatly to an aesthetically pleasing smile.  
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Treatment No. of Repigmentation
  studies rate (%)
Bur abrasion 16 8.99

Scalpel 23 4.25
gingivoplasty

Gingival graft 3 1.96

Laser 27 1.16

Electrosurgery 9 0.74

Cryosurgery 12 0.32

Laser
Nd:YAG 4 2.86

CO2 4 2.14

Er:YAG 8 1.41

Diode 12 0.19

Table 2: Literature review 1951 – 2013; pigmentation
recurrence rates (%) by random-effects Poisson regression1
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