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Comparative Evaluation of Efficacy of Diode Laser and Clinpro XT Varnish 
for Treatment of Dentin Hypersensitivity: A Randomized Clinical Trial
Bhavika Alpesh Bhavsar1, Michelle Vaz1, Kamei Neilalung1, Tanisha Das2, Swarnaditya Majumdar3, Jagriti Talukdar4

Context: Dentin hypersensitivity (DH) is a very common dilemma and often 
results in temporary relief  by the conventional treatment method. An in vivo 
comparative study of  various methods and materials helps in evaluation of  a 
superior method to provide a long-lasting relief. Aim: The aim of  this study 
was to evaluate the efficacy of  diode laser (DL) and Clinpro XT Varnish for 
managing DH. Materials and Methods: This study was a randomized, single-
blinded, clinical trial, designed, adhering to the CONSORT (Consolidated 
Standards of  Reporting Trials) Guidelines using DL and fluoride-based 
varnish for managing DH. A total of  40 teeth were selected from eight patients 
and randomly divided into two groups. All patients received tactile and air 
syringe stimulus to assess for DH and a visual analog scale (VAS) was used 
to obtain readings at baseline, 15 min, 1 week, and 3 weeks, posttreatment. 
Student’s t test was used, paired t test was for the intragroups, and unpaired t 
test was for intergroups. Results: This study showed that the effect of  DL and 
Clinpro XT Varnish results in a significant decrease of  DH. However, success 
decreased gradually over time. Conclusion: Clinpro XT Varnish presented 
superior immediate effect and DL effect tends to become better with time. 
Hence, both had good results in the end.
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Introduction

D entin hypersensitivity (DH), is a common 
clinical response to thermal, chemical, tactile, or 

osmotic stimuli, often the result of attrition, abrasion, 
erosion, gingival recession, periodontal treatment, and 
bleaching of teeth.[1] Hydrodynamic theory explains 
movement of dentinal fluid inside the dentinal tubules 
as the mechanism of DH.[2,3]

Facio-cervical regions and root surfaces are the 
most common sites where DH is located clinically. 
Incidence of DH was found more in women; in general 
population, it was 5%–18%, highest in periodontal 
patients accounting to 72%–98%, and most common 
in the age group 20–50 years.[4-6] Salivary minerals and 

dentinal fluids form intratubular crystals that reduce 
the incidence of DH.[7] Various treatment modalities 
exist such as desensitization of nerve endings, occlusion 
of dentinal tubules, and iontophoresis. Several 
desensitizing agents such as potassium nitrate, calcium 
silicate, stannous fluoride, strontium chloride varnishes, 
restorations using composites, and more advanced 
treatments namely, lasers, and invasive treatments like 
periodontal soft-tissue grafting are used. Homeopathic 
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agents such as plantago major and propolis are also used 
in the form of toothpastes or gels.[8] Management of DH 
in-office is most commonly based on tubular occlusion 
using varnishes such as Gluma Desensitizer (Heraeus 
Kulzer, Hanau, Germany), and Duraphat (Colgate, 
New York). However, newer generation varnishes such 
as Clinpro XT Varnish (3M ESPE, Australia) and MI 
Varnish (GC America, Illinois) promise a better mode 
of action and enhanced efficacy.[9] On the contrary, 
lasers are also used for management of DH.[10]

Our literature search discovered that scarce studies were 
found comparing these newer generation varnishes with 
lasers to treat DH. Thus, the aim of this study was to 
evaluate the efficacy of Clinpro XT varnish and diode 
laser (DL) in reducing DH.

Materials and Methods

This study was a randomized, single-blinded, 
clinical trial, designed, adhering to the CONSORT 
(Consolidated Standards of Reporting Trials) 
Guidelines[11] and was conducted in the Department 
of Conservative Dentistry and Endodontics, RKDF 
Dental College and Research Centre, Bhopal, Madhya 
Pradesh, India. This study was also molded by the 
study rationale and design described according to a 
similar study conducted by Aghanashini et al.[10]

Sample size, ethical approval, and sample recruitment 
procedure

For the study, a sample size of 40 teeth in total and 20 
teeth in each group was calculated. Ethical clearance 
was obtained (RKDF/DC/IAC/2020/01) prior to this 
study from the Institutional Ethics Committee. The 
methodology was explained in a simple language that 
the patient can understand and written consent was 
obtained from every patient.

Patients coming to the Department of Conservative 
Dentistry and Endodontics in RKDF Dental College 
and Research Centre were assessed and those who 
fulfilled the inclusion criteria were selected by the 
operator under the guidance of the Departmental Post 
Graduate Staff.

The inclusion criteria of the study included an age 
limit between 20 and 50 years and was irrespective of 
the gender, visual analog scale (VAS) ≥ 2, absence of 
local pathologies (e.g., caries and fractures), lack of any 
contraindicating factors like allergies to desensitizing 
agents, etc., and good systemic health of the selected 
patients with clinically elicitable DH. The exclusion 
criteria of the study included carious lesions, abrasion, 
attrition, and defective restorations associated with the 
teeth diagnosed as DH and is not specific to any type or 

location of teeth. Other exclusion criteria of the study 
also included teeth having unhealthy neighboring teeth, 
history of using of desensitizing agents for the previous 
3 or 4 months, or any history of dental treatment in the 
teeth diagnosed as DH and in process of considering 
inclusion in the study in the past 6 months irrespective 
of type or location of teeth, current usage consumption 
of NSAIDS, habits of smoking and conditions like 
pregnancy.

All patients received oral prophylaxis, diagnosed for 
pulpal pathology after performing vitality tests, and 
evaluated for DH using tactile stimuli technique with 
the straight probe with mild surface probing, cervically 
and mesiodistally. An Airway syringe stimulus 
technique was also used for evaluating DH using three-
airway syringe directing to the tooth area for 3 s at a 
distance of 1 cm from buccal surface.

Randomization and grouping procedure, clinical proce-
dure, and blinding

Patients with teeth fulfilling the inclusion criteria were 
further allotted for randomization. Randomization 
was done by the same operator using two opaque white 
envelopes containing, a sheet of paper mentioning 
allocation of the groups. After shuffling the envelopes, 
patients were asked to select any one of them. The 
patient is then allocated to the respective group as 
per the type of group mentioned in the sheet selected. 
A total of 40 teeth and 20 in each of the two groups are 
obtained.

Forty teeth were selected from eight patients, randomly 
divided into two groups and treatment was performed 
[Figures 1 and 2]. No specific arch or teeth were 
considered for standardization. However, patients 
having DH in a minimum average of three teeth in any 
arch were considered. If  a patient has DH in six or 
more teeth in different arch, split-mouth technique was 
performed. Therefore, of total eight patients, four each 
were finally allotted to Group 1 and Group 2. A total 
of 40 teeth and 20 teeth in each of the two groups were 
obtained.

Patients in Group 1 (n = 20): Gingival dam was placed to 
isolate the teeth. Teeth in this group received irradiation 
with DL (iLase, Biolase) beam of 940 nm wavelength 
(0.5 W), directing perpendicularly on surface of the 
tooth as close as possible without any tooth contact. 
Each area was irradiated for 30 s.

Patients in Group  2 (n  =  20): Cotton rolls were used 
to isolate the tooth surface to prevent contamination 
with saliva. Teeth in this group received a thin film 
of the Clinpro XT Varnish (3M ESPE), painting the 
tooth surface using applicator tip as per the directions 
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provided. 2–3 coats of varnish were applied and light 
cured for 20 s. The coating was then wiped with a moist 
applicator.

Laser used in the study is a class IV DL, launched by 
BIOLASE, Irvine, California in the year 2010 under 
the trademark iLase and has 940 nm wavelength, 
maximum of 5 W peak output power and continuous-
wave output power, automatic factory set pulse interval 
of 0.2–1 ms, pulse duration of 0.1–1 ms. It is a Class 1 
nominal ocular hazard distance of 2.61 m.

Varnish used in the study is a new resin-modified 
glass ionomer cement varnish by 3M ESPE, Pymble, 
New South Wales, Australia launched as Clinpro XT 
Varnish durable fluoride releasing coating in January 
15, 2009. It contains the following:

2-hydroxyethyl methacrylate, (1-methylethylidene)
bis[4,1-phenyleneoxy(2-hydroxy-3,1-propanediyl)]
bismethacrylate, 2Propenoic acid, 2-methyl-, 
3-(trimetoxysilyl)propyl ester, hydrolysis products 
with silica, copolymer of acrylic and itaconic acids, 
2-hydroxyethyl methacrylate, calcium glycerophosphate, 
and water.

Posttreatment instructions

1.	 Patients were restricted from consuming any 
carbonated drinks or food for 1 h, posttreatment.

2.	 Patients in both groups were advised to use 
toothbrushes with soft bristles for brushing teeth 
twice a day.

3.	 They were directed to refrain from any other 
desensitizing dentifrice or mouth rinse during the 

Figure 1: Group 1 where diode laser (iLase, Biolase) was used and was directed perpendicularly to the exposed tooth surface where area was 
irradiated for 30 s: (A) preoperative, (B) tactile stimulus, (C) air stimulus, (D) gingival barrier, (E) initiation, and (F) laser therapy
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trial but were allowed to continue their normal oral 
hygiene practice.

Statistical analysis

The analysis parameter recording for the severity of 
DH was done using VAS of 0–10, where 0 represented 
“no pain” and 10 represented “ greatest pain” to obtain 
the readings at baseline, 15 min posttreatment. The 
patients in both groups were again recalled after 1 week 
and 3 weeks, posttreatment, and VAS is measured again 
using both stimuli. These data were then transferred to 
Microsoft Word Document in a table format and sent 
for Statistical Analysis. All operations were done by the 
same operator. The Statistical Analysis was blinded for 
this study.

Results

Statistical analysis was done and Student’s t test was 
used. Paired t test for the intragroups and unpaired t test 
for intergroups. Results of the study are summarized in 
Tables 1 and 2.

Intragroup comparison

In Group 1, airway syringe and tactile stimulus show 
that there was a significant decrease in mean VAS from 
baseline to 15 min, 1 week, and 3 weeks posttreatment 
(P < 0.05). In Group 2, airway syringe stimulus shows 
a significant decrease in mean VAS from baseline to 
15 min, 1 week, and 3 weeks posttreatment (P < 0.05); 
however, tactile stimulus showed zero VAS at all time 
intervals.

Figure 2: Group 2 where a thin film of the varnish (Clinpro Xt Varnish, 3M ESPE) was used and was painted on the surface with a 
disposable applicator tip as per the manufacturer’s instructions: (A) preoperative, (B) tactile stimulus, (C) air stimulus, (D) dispense and mix, 
(E) application, and (F) light cure
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Intergroup comparison

In intergroups comparison where airway syringe 
stimulus was used. At baseline, higher mean VAS 
was found in DL as compared to Clinpro XT 
Varnish group and this was statistically significant 
(P  <  0.05). However, after 15 min and 1 week, 
posttreatment, again higher mean VAS was found 
in DL as compared to Clinpro XT Varnish group 
but this was not statistically significant (P > 0.05). 
But after 3 weeks posttreatment in both the groups, 
higher mean VAS was found in DL as compared to 
Clinpro XT Varnish group and this was statistically 
significant (P < 0.05).

In intergroup comparison where tactile stimulus was 
used, at baseline, higher mean VAS was found in DL 
as compared to Clinpro XT Varnish group and this 
was statistically significant (P < 0.05). However, after 
15 min and 1 week, posttreatment, again higher mean 

VAS was found in DL as compared to Clinpro XT 
Varnish group but this was not statistically significant 
(P > 0.05). But, after 3 weeks, posttreatment in both the 
groups, VAS reduced to zero, so no statistical difference 
could be calculated.

Discussion

DH is a very common clinical presentation, an enigma 
being frequently encountered yet, less understood.[9,12-14]

Even though treatment of DH is done by blocking 
the dentinal tubules which then prevents the dentinal 
fluid shifts, still no gold standard for the treatment 
is available.[15] But using dental fluoride products as 
toothpastes, etc., is the most preferred method for the 
management of DH.[16] However, in a study conducted 
by Sharma et al.[9] new generation varnishes, like Clinpro 
XT Varnish (3M ESPE), showed huge potential for 
superior efficacy in DH management.

Table 1: Mean difference in VAS for airway syringe stimulus b/w diode laser and Clinpro XT varnish group treated teeth at 
different time intervals

Time interval Group N Mean Standard 
deviation

Mean difference T Value P Value

Baseline (A) DIODE LASER 20 6.57 1.859 1.526 2.830 .007*
CLINPRO XT 
VARNISH

20 5.05 1.676    

15 min after treatment (A) DIODE LASER 20 1.48 1.601 .567 1.172 .248
CLINPRO XT 
VARNISH

20 .91 1.571    

1 week after treatment (A) DIODE LASER 20 1.24 1.300 .420 1.076 .288
CLINPRO XT 
VARNISH

20 .82 1.259    

3 weeks after treatment (A) DIODE LASER 20 .33 .483 .333 3.239 .002*
CLINPRO XT 
VARNISH

20 .00 .000    

*P < 0.05 (significant)

Table 2: Mean difference in VAS for tactile stimulus b/w diode laser and Clinpro XT varnish group treated teeth at differ-
ent time intervals

Time interval Group N Mean Standard 
deviation

Mean  
difference

T Value P Value

Baseline (T) DIODE LASER 20 1.24 1.868 1.238 3.110 .003*
CLINPRO XT 
VARNISH

20 .00 .000    

15 min after treatment (T) DIODE LASER 20 .05 .218 .048 1.024 .312
CLINPRO XT 
VARNISH

20 .00 .000    

1 week after treatment (T) DIODE LASER 20 .05 .218 .048 1.024 .312
CLINPRO XT 
VARNISH

20 .00 .000    

3 weeks after treatment (T) DIODE LASER 20 .00 .000a 0.0 0.0 NA**
CLINPRO XT 
VARNISH

20 .00 .000a    

**It cannot be computed because the standard deviations of both groups are 0
*P < 0.05 (significant)



784 Journal of International Society of Preventive and Community Dentistry  ¦  Volume 10  ¦  Issue 6  ¦  November-December 2020

Bhavsar, et al.: Efficacy evaluation of DL and Clinpro XT for managing DH

Lasers have been introduced in 1985 as a treatment 
modality for DH.[10] According to studies done by 
Asnaashari and Moeini[17] and Aranha et  al.[18] DLs 
with low output power 830–980 nm wavelength 
therapy are effective in decreasing DH by promoting 
biomodulatory effects, minimizing pain, and reducing 
inflammation. This is the reason why this study selected 
a low output power DL.

An airway syringe was used to introduce a short air 
blast from a dental three-way syringe unit at a distance 
of 1–3 mm from the exposed buccal or cervical tooth 
surface at 45–65 psi and a temperature between 
14°C and 26°C. In order to standardize the clinical 
trial, studies recommend to use at least two stimuli. 
Therefore, tactile stimulus was also used to measure 
the intensity of DH by using VAS.[9,10,19-23] To rule out 
pathologies, radiovisiography (RVG) was used and 
electric pulp vitality tests were performed.

In this study, Clinpro XT Varnish showed better efficacy 
and also produced immediate relief  from DH. It is a 
resin-modified glass ionomer material that releases 
fluoride, calcium and phosphate. This makes it unique 
in comparison to other in-office desensitizers in the first 
24 h. It has an excellent fluoride releasing durability as 
it releases more fluoride than a conventional fluoride 
varnish (FV).[24] A study conducted by Virupaxi et al.[25] 
has also reported findings that, Clinpro XT Varnish 
released consistently and substantially more fluoride 
than Fluoritop SR and Fluor Protector varnishes 
during 6-month analysis. This may be a supporting 
evidence to what the manufacturers have reported in 
their data that it promotes constant fluoride recharge 
every time the patient brushes with fluoride toothpaste. 
Therefore, patients not only get the protection of a 
physical barrier but also they get long-term fluoride 
delivery.[24] Further study conducted by Rusin et al.[15] 
also found that the application of Clinpro XT Varnish 
promotes the obliteration of dentinal tubules and no 
significant increase in dentin permeability could be 
detected, post three consecutive acid attack challenges 
even after a single application.

A higher mean VAS was found in DL as compared to 
Clinpro XT Varnish group, may be because low-power 
lasers (DLs) reduce the DH probably by decreasing the 
dentin fluid flow, whereas high-power lasers (Nd:YAG 
and Er:YAG) seal the open tubules.[25] The effect of 
radiation temporarily alters the endings of sensory 
axons and blocks both C and A beta fibers.[26,27]

A study conducted by Aghanashini et  al.[10] found 
that both DL and FV groups showed no significant 
difference up to 15  days. However, another study 
conducted by Suri et  al.[28] found FV showing better 

efficacy than lasers up to 24-h interval. However, in 
both these studies, as time progressed DL’s showed 
more efficiency than FV in reducing DH.

This study was a 3-week follow-up study, so further 
studies with a long-term observation and a better 
design are required to determine after how much time 
interval Clinpro XT Varnish has to be re-applied. 
Other limitations of the study may also include certain 
factors; split-mouth technique in which the side that 
received DL could have some influence on the other 
side that received Clinpro XT Varnish because of 
the laser light reflection that could reach its side. The 
same from the Clinpro XT Varnish, fluoride released 
could be reaching the teeth on the DL side. However, 
split-mouth technique minimizes potential inter-
subject variability and also requires lesser number of 
patients when compared to parallel-study design.[29] 
The operator conducting the treatment and doing the 
HD tests is also a deviation point. However, being the 
same operator from the beginning of the diagnosis 
throughout the study provides a uniformity in the study 
thus minimizing the potential variability that may be 
caused otherwise due to multiple operators involved.

Conclusion

Within limitations of this study, it can be concluded 
that through time, the effectiveness of 940 nm DL with 
0.5 W output power presented no statistical difference 
from the Clinpro XT group for both types of stimuli. 
Clinpro XT presented superior immediate effect and 
DL effect tends to become better with time. Hence, 
both had good results in the end.

Acknowledgement

The authors are very grateful to the participants who 
contributed a big role in completing this study. However, 
the authors are grateful to the Institutional Ethics 
Committee, RKDF Dental College and Research 
Centre, Bhopal (MP) for approving the research for 
randomized clinical trial on human subjects and also 
to the Institution for the permission and providing the 
environment to conduct this study successfully. The 
team also extends their sincere gratitude to Dr. Veena 
Kalburgi for permitting and guiding to work with the 
diode laser (iLase, Biolase) beam.

Financial support and sponsorship

Nil.

Conflicts of interest

There are no conflicts of interest.

Authors contributions

B. Bhavsar, M.  Vaz, and K.  Neilalung contributed 
to conception, design, data acquisition, analysis 

Author Queries???
AQ1:	 Please review if the suggested running head is okay. If not, provide a new one.
AQ2:	 “As per the journal format, please include the following list (mandatory sections) before the References”:             
	 •Acknowledgement                         
	 •Financial support and sponsorship 
	 •Conflicts of interest                         
	 •Authors contributions                       
	 •Ethical policy and Institutional Review board statement                                  
	 •Patient declaration of consent            
	 •Data availability statement.
AQ3:	 Please provide revised date and accepted date.



785Journal of International Society of Preventive and Community Dentistry  ¦  Volume 10  ¦  Issue 6  ¦  November-December 2020

Bhavsar, et al.: Efficacy evaluation of DL and Clinpro XT for managing DH

and interpretation, drafted and critically revised the 
manuscript. T. Das contributed to conception, design 
and interpretation, drafted and critically revised the 
manuscript. S. Majumdar and J. Talukdar contributed 
to conception and interpretation, drafted and critically 
revised the manuscript. Conception and design, 
acquisition of data, data analysis, interpretation of 
data, drafting the article, article revision and final 
approval was done by all the authors of this research 
work. All authors gave final approval and agree to be 
accountable for all aspects of the work.

Ethical policy and institutional review board statement

Ethical clearance was obtained (RKDF/DC/
IAC/2020/01) prior for this study from the Institutional 
Ethics Committee, RKDF Dental College and Research 
Centre, Bhopal (462026), Madhya Pradesh, India.

Patient declaration of consent

The authors certify that they have obtained all 
appropriate patient consent forms. In the form the 
patient(s) has/have given his/her/their consent for his/
her/their images and other clinical information to be 
reported in the journal. The patients understand that 
their names and initials will not be published and 
due efforts will be made to conceal their identity, but 
anonymity cannot be guaranteed.

Data availability statement

The data that support the findings of this study are 
available on request at e-mail drmichelleendodontist@
gmail.com.

References
1.	 Bartold PM. Dentinal hypersensitivity: A review. Aust Dent J 

2006;51:212-8; quiz 276.
2.	 Brännström  M, Lindén  LA, Aström  A. The hydrodynamics 

of the dental tubule and of pulp fluid. A  discussion of its 
significance in relation to dentinal sensitivity. Caries Res 
1967;1:310-7.

3.	 Pereira  JC, Segala  AD, Gillam  DG. Effect of desensitizing 
agents on the hydraulic conductance of human dentin subjected 
to different surface pre-treatments: An in vitro study. Dent 
Mater 2005;21:129-38.

4.	 Gojkov-Vukelic M, Hadzic S, Zukanovic A, Pasic E, Pavlic V. 
Application of diode laser in the treatment of dentine 
hypersensitivity. Med Arch 2016;70:466-9.

5.	 Rees JS. The prevalence of dentine hypersensitivity in general 
dental practice in the UK. J Clin Periodontol 2000;27:860-5.

6.	 Walline  BW, Wagner  JG, Marx  DB, Reinhardt  RA. 
Comparison of methods for measuring root and mucogingival 
sensitivity. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 
2000;90:641-6.

7.	 Pashley  DH. Dentin permeability, dentin sensitivity, and 
treatment through tubule occlusion. J Endod 1986;12:465-74.

8.	 Porto IC, Andrade AK, Montes MA. Diagnosis and treatment 
of dentinal hypersensitivity. J Oral Sci 2009;51:323-32.

9.	 Sharma  H, Gupta  C, Thakur  S, Srivastava  S. Comparative 
evaluation of calcium phosphate-based varnish and resin-
modified glass ionomer-based varnish in reducing dentinal 

hypersensitivity: A randomized controlled clinical trial. Eur J 
Dent 2017;11:491-5.

10.	 Aghanashini  S, Puvvalla  B, Nadiger  S, Mundinamanae  D, 
Bhat D, Andavarapu S. Comparative evaluation of diode laser 
and fluoride varnish for treatment of dentin hypersensitivity: 
A clinical study. J Interdiscip Dent 2018;8:110.

11.	 Moher D, Hopewell S, Schulz KF, Montori V, Gøtzsche PC, 
Devereaux  PJ, et  al.; Consolidated Standards of Reporting 
Trials Group. CONSORT 2010 explanation and elaboration: 
Updated guidelines for reporting parallel group randomised 
trials. J Clin Epidemiol 2010;63:e1-37.

12.	 Hoang-Dao  BT, Hoang-Tu  H, Tran-Thi  NN, Koubi  G, 
Camps J, About I. Clinical efficiency of a natural resin fluoride 
varnish (shellac F) in reducing dentin hypersensitivity. J Oral 
Rehabil 2009;36:124-31.

13.	 Gaffar  A. Treating hypersensitivity with fluoride varnish. 
Compend Contin Educ Dent 1999;20:27-33; quiz 35.

14.	 Johnson  RH, Zulqar-Nain  BJ, Koval  JJ. The effectiveness 
of an electro-ionizing toothbrush in the control of dentinal 
hypersensitivity. J Periodontol 1982;53:353-9.

15.	 Rusin RP, Agee K, Suchko M, Pashley DH. Effect of a new 
desensitizing material on human dentin permeability. Dent 
Mater 2010;26:600-7.

16.	 Terenzi  M, Botan  TG, Lopes  de  Oliveira  GJP, Zandim-
Barcelos  DL, Sampaio  JEC. Effectiveness of Clinpro XT 
in reducing dentin permeability and its resistance to acid 
challenges. Oral Health Prev Dent 2018;16:339-44.

17.	 Asnaashari M, Moeini M. Effectiveness of lasers in the treatment 
of dentin hypersensitivity. J Lasers Med Sci 2013;4:1-7.

18.	 Aranha AC, Pimenta LA, Marchi GM. Clinical evaluation of 
desensitizing treatments for cervical dentin hypersensitivity. 
Braz Oral Res 2009;23:333-9.

19.	 Yates RJ, Newcombe RG, Addy M. Dentine hypersensitivity: 
A  randomised, double-blind placebo-controlled study of 
the efficacy of a fluoride-sensitive teeth mouthrinse. J Clin 
Periodontol 2004;31:885-9.

20.	 Yates R, Ferro R, Newcombe RG, Addy M. A comparison of 
a reformulated potassium citrate desensitising toothpaste with 
the original proprietary product. J Dent 2005;33:19-25.

21.	 Addy M. Dentine hypersensitivity: New perspectives on an old 
problem. International Dental Journal 2002;52:367-75.

22.	 Rapp R, Avery JK, Strachan DS. The distribution of nerves in 
human primary teeth. Anat Rec 1967;159:89-103.

23.	 West NX, Lussi A, Seong J, Hellwig E. Dentin hypersensitivity: 
Pain mechanisms and aetiology of exposed cervical dentin. Clin 
Oral Investig 2013;17:S9-19.

24.	 [Internet]. Multimedia.3m.com. 2020 [cited 20 July  2020]. 
Available from: https://multimedia.3m.com/mws/
media/581446O/clinpro-xt-brochure-australia.pdf.

25.	 Virupaxi  SG, Roshan  NM, Poornima  P, Nagaveni  NB, 
Neena  IE, Bharath  KP. Comparative evaluation of longevity 
of fluoride release from three different fluoride varnishes: An in 
vitro study. J Clin Diagn Res 2016;10:ZC33-6.

26.	 Rezazadeh  F, Dehghanian  P, Jafarpour  D. Laser effects on 
the prevention and treatment of dentinal hypersensitivity: 
A systematic review. J Lasers Med Sci 2019;10:1-11.

27.	 Myers  TD, McDaniel  JD. The pulsed Nd:YAG dental laser: 
Review of clinical applications. J Calif Dent Assoc 1991;19:25-30.

28.	 Suri  I, Singh P, Shakir QJ, Shetty A, Bapat R, Thakur R. A 
comparative evaluation to assess the efficacy of 5% sodium 
fluoride varnish and diode laser and their combined application 
in the treatment of dentin hypersensitivity. J Indian Soc 
Periodontol 2016;20:307-14.

29.	 Zhu H, Zhang S, Ahn C. Sample size considerations for split-
mouth design. Stat Methods Med Res 2017;26:2543-51.


