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ABSTRACT
 
Background: Aloe Vera can be used as adjunct to conventional periodontal therapy in patients with chron-
ic periodontitis. The purpose of this study was to investigate the clinical effectiveness of local application of 
Aloe Vera gel used as an adjunct to scaling and root planing in the treatment of patients with chronic 
periodontitis.

Methods: 40 patients were examined and treated by alveolar gel in Periodontology department at 
Altamash Institute of dental medicine. Periodontal evaluation like Gingival index, Plaque index and pocket 
depth by periodontal probe followed by scaling and root planing was done.

Results: The mean reduction in gingival index from baseline to 15 and 30 days was (1.98 ± 0.10, 1.6 ± 0.10 and 
1.05 ± 0.10, respectively). However, for the control group, there was no significant difference in gingival and 
plaque indexes between after and before treatment measurements. There was significant reduction in 
Plaque index before and after treatment with Aloe Vera. The plaque index was significantly reduced from 
2.15 ± 0.271 to 1.60 ± 0.34 after 30 days.

Conclusion: It has been shown that the sites treated with Aloe Vera gel show significant decrease in 
periodontitis. Also differences between control and test side were statistically significant in clinical parameter.
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INTRODUCTION

Aloe Vera is a medicinal plant with immense prop-
erties of therapeutic benefits. It has anti-inflamma-
tory, antiviral, antibacterial and anti-oxidative 
effects. The Aloe barbadensis plant consists of two 
different parts, each of which produces substances 
with completely different compositions and thera-
peutic properties. Among more than 400 aloe 
species, Aloe barbadensis Miller and Aloe arbores-
cence are the most accepted species for various 
medical, cosmetic and pharmaceutical purposes. 
The antimicrobial effect of a dentifrice containing 
alveola has been used demonstrated in a vitro 
study, in which this phytotherapic agent inhibited 
the growth of diverse oral microorganisms such 
S.mutans, S.sangius, A.viscosus and C.albicans1.
Aloe Vera has gained considerable importance in 
clinical research. It is one of the most extensively 

studied herbs in dental and oral health studies2,3. This 
clinical study focuses on Aloe Vera and highlights its 
property when used as a treatment in the periodon-
tal pocket. Aloe Vera is a medicinal plant, which 
has the greater medicinal value and enormous 
properties for curing and preventing oral diseases. 
Aloe Vera has been used as anti-inflammatory, 
antimicrobial, and cellular regeneration properties. 
It is especially attractive as a tissue engineering 
material because alveolar promotes cell migration, 
proliferation and growth4,5,6,7,8,9,10. Glucomannan, a 
mannose rich polysaccharide and gibberellin, a 
growth hormone, interact with growth factor recep-
tor on the fibroblast, thereby stimulating its activity 
and proliferation which in turn increases collagen 
synthesis after topical and oral application11. The 
objective of this study was to find out the effect of 
Aloe Vera in Periodontitis.

The present study was carried out on 40 patients, 
30-60 yrs. old with chronic periodontitis were includ-
ed. The patients were selected from periodontology 
department, Altamash Institute of dental medicine. 
Proper history was taken and clinical examination 
was done.

METHODS

The clinical observations comprised plaque index 
score, gingival redness and suppuration, pocket 
depth and attachment level. Patients who were 
current smokers, pregnant, had systemic diseases 
such as diabetes or had periodontal treatment 
including scaling, root planing and periodontal 
surgery in the last six months were excluded from 
the study.
The subjects were divided into two groups. Twenty 
patients were treated with scaling and root planing 
(SRP) only and other 20 patients were treated with 
SRP and Aloe Vera gel. Selected sites were random-
ly divided into control sites and experimental sites 
which were treated by split-mouth design. All 
patients were given strict oral hygiene instructions. 

After flushing the area with saline Aloe Vera (1cc) 
100 % gel concentrate was applied sub-gingivally 
using syringe. The gel applied site were covered 
with periodontal pack to ensure that Aloe Vera gel 
stayed long enough to be effective in the periodon-
tal pocket. Patients were instructed not to rinse or 
drink any liquid for at least 30 minutes. For oral 
hygiene all patients were given toothbrush 
(Colgate toothbrush) and tooth paste (Sensodyne 
toothpaste). They were instructed to brush their 
teeth twice daily for 2 minutes using the Bass tech-
nique. Following clinical parameters were record-
ed. 

• Plaque Index
• Gingival Index
• Periodontal pocket depth

Patients of both groups were examined on baseline 
and follow up days, day 15 and day 30. Clinical 
examination to assess plaque accumulation and 
gingivitis was done by using modified Silness and 
Loe Plaque Index (William et al., 1991) and Gingival 
Index (Loe and Silness, 1963) at baseline and at 
follow-up after 15 and 30 days. 

DISCUSSION

Plantar fascitis is a condition which has many 
synonyms in medical language. Subcalcaneal pain, 
calcaneodynia and heel spur are a few such exam-
ples. Regardless of what name is used, the patient 
presents with the complaint of ‘heel pain’. If we 
further divulge into the matter the pain typically 
shows up after rest or in the morning and usually is a 
result of increased activity levels, such as in patients 
that are frequent in sports that require running. A 
spontaneous onset is usually observed but certain 
variables such as increase in weight, prolonged 

standing, altered levels of activity and training Z 
errors, all have shown associations with Plantar 
fascitis .2,9,18,21,25

For the treatment of Plantar fascitis, a conservative 
approach is usually adopted where a patient is advised 
to take rest, physiotherapy, use anti inflammatory medi-
cations, elevate the heel and use heel supports such as 
cushions, orthotic devices or splints.  More than 80-90% of 
patients respond well to a nonoperative, conservative 
approach2,4,5,9,10,11,17,18,21,25. That said, there is a spectrum 
when it comes to the forms of treatment and there is 
great diversity in the degree of success each one 

offers4, 5, 11,17,18,21. At times when the conservative 
approach fails, we turn to injectable agents such as 
corticosteroids, which are quite popular amongst 
most studies4,5,11,17,18,21,25.

On the contrary there are studies that talk about the 
risks associated with these injections. Mann et al.5 

believes fat pad atrophy to be a consequence of 
corticosteroid injections. Previously carried out 
studies1, 2 state that rupture of the plantar fascia is 
also a complication of such injections.

A number of studies have attributed spontaneous 
tendon rupture to these local injections. An article 
written by Y13 Kennedy and Willis14 looks at the effect 
of corticosteroids injected into the Achilles tendon 
of rabbits and talks about consequential collagen 
necrosis and disruption of collagen fibers.  Further-
more it states that complete biomechanical recon-
struction occurs after 6 weeks of the procedure. We 
have interestingly found, in our series of cases, that 
the average rupture time is about 10 weeks. This 
suggests that this sort of intervention hinders the 
healing process in Planter fascitis. Further evidence 
supporting this notion is provided by a piece written 
by Sellman23. In a series of 37 patients it was found 
that in about 50% with symptomatic rupture will 
present with long term or permanent injury related 
sequelae7,13,19,22. Additionally Huang et al13 pointed 
out of the damaging effect of plantar fasciotomy, 
as the plantar fascia is vital in maintaining the longi-
tudinal arch and stability.  

In recent times, studies have given support to the 
thought that rupture or surgical release because 
increased strain on the lateral column structure and 
result in lateral midfoot pain.19

Now the question that arises is that, is cortisone truly 
a contributing factor in the cases of rupture? In the 
2 years of this study, 550 patients that presented 
with heel pain were seen by the author. Among the 
ones who suffered plantar fascia rupture only 55 
had received a steroid injection, which translates 
into 29%. 

Patients in our study mostly presented with a pain 
vaguely explained as midfoot pain and weakness. 
This pain arose randomly after rupture and wors-
ened with unprotected activity. The lateral column 
was found to be most often involved, even though 
majority pointed out the pain to be in the mid foot. 
Out of a total of 37, 21 patients localized their 
midfoot pain in the lateral column. The rest had 
diffused midfoot pain. Planter fascia elongation has 
also been found to have a relationship with 
acquired hammertoe deformities. With increasing 
age, declining efficiency of intrinsic flexors and 
plantar aponeurosis may allow hyperextension of 
the proximal phalanx. We observed that 10 patients 
developed asymmetric hammertoe on the affect-
ed foot after the rupture of the plantar fascia and 

nerve dysfunction was not a contributor to the 
symptoms. We also noted six patients who devel-
oped intermittent or permanent disability of the 
lateral plantar nerve. Patients complained of numb-
ness or tingling in the plantar-lateral forefoot and 
upon examination the lateral plantar nerve showed 
decreased sensation and/or intrinsic motor weak-
ness. The cause of this is thought to be a result of lost 
arch support, which causes hyperpronation.

Long-term relief was inconstant and in some cases 
not achieved. These side effects of plantar fascia 
rupture are an evidence of a recent series demon-
strating poor outcomes of plantar fasciotomy. Using 
a comparable scoring system, Daly et al.7 obtained 
57% excellent results after plantar fasciotomy com-
pared to the 40% excellent results our series showed. 
The lower scores observed with complete plantar 
fascia rupture maybe due to some source of stabili-
ty provided with partial fasciotomy. Additionally, 
longer follow-ups by Daly et al. could have resulted 
in improved scores7. For patients with refractory 
symptoms this may be a viable alternative, though 
we have no experience with surgical management. 
Christel et al.6 reported on the surgical treatment of 
plantar fascia ruptures in 16 athletes. The released 
the plantar fascia and excised the pathologic scar 
tissue. On average a 16- month follow-up was done 
and all patients were pain free. In our study, the 
majority did not localize persistent pain to the 
rupture site. 

CONCLUSION

Calcaneal osteotomy and lateral column lengthen-
ing are suggested by some experimental studies 
and they say this reduces demands on the plantar 
fascia, perhaps even substitutes function in 
persistently symptomatic patients. Though we have 
experience in this approach, theory suggests that 
patients with persistent lateral plantar nerve 
dysfunction could be improved by correction of the 
pes planus deformity combined with nerve decom-
pression. To summarize, 270 out of the 550 patients 
were injected with steroids during the time interval 
of our study, accounting for 37 ruptures post injec-
tion on clinical assessment. We therefore had a 
13.7% complication rate for patients injected, 
concluding that corticosteroid injections although 
maybe helpful in treating recurrent/ un-resolving 
symptoms with a 86.3% success rate, but may 
predispose to planter Fascia rupture.
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RESULTS

All subjects showed statistically significant clinical 
improvement in both gingival and plaque index at 
follow-up visits when compared with the baseline 
levels. The mean reduction in gingival index from 
baseline to 15 and 30 days was (1.98 ± 0.10, 1.6 ± 
0.10 and 1.05 ± 0.10, respectively). However, for the 
control group, there was no significant differences 
in gingival and plaque indexes between after and 
before treatment measurements.

There was significant reduction in Plaque index 
before and after treatment with Aloe Vera. The 
plaque index was significantly reduced from 2.15 ± 
0.271 to 1.60 ± 0.34 after 30 days. The mean 
periodontal pocket depth was measured before 
and after treatment. The results showed reductions 
in PPD after 15 and 30 days of treatment with Aloe 
Vera gel. Table shows the mean changes in PPD 
after and before treatment. The effects of the treat-
ments were evident in the post treatment record-
ing. At 15 days, PPD was reduced to 3.26 ± 0.20 in 
the SRP alone group to 2.80 ± 0.12 in the SRP plus 
Aloe Vera group. After 30 days, PPD was reduced to 
2.96 ± 0.54 in the SRP alone group to 1.90 ± 0.11 in 
the SRP plus Aloe Vera group. The improvements in 

PPD were more evident in the groups treated with 
SRP and the Aloe Vera group.

DISCUSSION

Use of herbs for dental care is very common in indig-
enous system of medicine and herb like Terminalia 
Chebula, Aloevera, Azadirachta indicia, piper belt, 
Ocimum sanctum possess antibacterial, ulcer 
healing, anti-plaque and anti-halitosis properties12. 
The test group showed significant reduction in 
periodontal pocket, gingival index and plaque 
index showing that Aloe Vera is considered to have 
excellent potential as an adjunct to traditional 
periodontal therapy.

The pharmacological actions of Aloe Vera as 
studied in vitro and in vivo include anti-inflammatory 
13,14,15,16,17,18, antibacterial19,20, antioxidant21, antivi-
ral22,23,24, anti-fungal25 and hypoglycemic proper-
ties26. The decrease in gingival index can also be 
attributed to presence of sterols as anti- inflamma-
tory agents and lapel as antiseptic analgesics27. 
Reduction in gingival index, periodontal pocket 
and plaque index was more than in scaling and 
root planing group which was also reported by 

Oliveira et al28. Some of the constituents of Aloe 
Vera like Vitamin C, hyaluronic acid and dreamt 
sulfate are involved in collagen synthesis, and 
hence provide relief in swelling and bleeding gums. 
Carboxypeptidase present in Aloe Vera inactivates 
bradykinin thereby reduce prostaglandin synthesis 
and inhibit oxidation of arachidonic acid, which 
might decrease inflammation and relieves pain29. 
The current study is in accordance with the Bhat et 
al. which shows significant reduction of plaque and 
gingival index with the use of Aloe Vera gel30.

CONCLUSION

The findings of the current study suggest that Aloe 
Vera gel used as adjunct to scaling and root plan-
ing provides beneficial therapeutic effect to 
reduce inflammation and promote healing of 
periodontal tissue.

Gingival Index, Plaque Index and Periodontal 
pocket were significantly reduced when Aloe Vera 
was used as an adjunct to scaling and root planing, 
no significant reduction was seen when only scaling 
and root planing was done.

Though the studies have a positive outcome, elabo-
rate studies are needed to prove the efficacy of 
Aloe Vera in periodontal pathogens.
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THE EFFECT OF ALOE VERA IN PATIENT WITH CHRONIC PERIODONTITIS THE NAME OF EACH AUTHOR

INTRODUCTION

Aloe Vera is a medicinal plant with immense prop-
erties of therapeutic benefits. It has anti-inflamma-
tory, antiviral, antibacterial and anti-oxidative 
effects. The Aloe barbadensis plant consists of two 
different parts, each of which produces substances 
with completely different compositions and thera-
peutic properties. Among more than 400 aloe 
species, Aloe barbadensis Miller and Aloe arbores-
cence are the most accepted species for various 
medical, cosmetic and pharmaceutical purposes. 
The antimicrobial effect of a dentifrice containing 
alveola has been used demonstrated in a vitro 
study, in which this phytotherapic agent inhibited 
the growth of diverse oral microorganisms such 
S.mutans, S.sangius, A.viscosus and C.albicans1.
Aloe Vera has gained considerable importance in 
clinical research. It is one of the most extensively 

studied herbs in dental and oral health studies2,3. This 
clinical study focuses on Aloe Vera and highlights its 
property when used as a treatment in the periodon-
tal pocket. Aloe Vera is a medicinal plant, which 
has the greater medicinal value and enormous 
properties for curing and preventing oral diseases. 
Aloe Vera has been used as anti-inflammatory, 
antimicrobial, and cellular regeneration properties. 
It is especially attractive as a tissue engineering 
material because alveolar promotes cell migration, 
proliferation and growth4,5,6,7,8,9,10. Glucomannan, a 
mannose rich polysaccharide and gibberellin, a 
growth hormone, interact with growth factor recep-
tor on the fibroblast, thereby stimulating its activity 
and proliferation which in turn increases collagen 
synthesis after topical and oral application11. The 
objective of this study was to find out the effect of 
Aloe Vera in Periodontitis.

The present study was carried out on 40 patients, 
30-60 yrs. old with chronic periodontitis were includ-
ed. The patients were selected from periodontology 
department, Altamash Institute of dental medicine. 
Proper history was taken and clinical examination 
was done.

METHODS

The clinical observations comprised plaque index 
score, gingival redness and suppuration, pocket 
depth and attachment level. Patients who were 
current smokers, pregnant, had systemic diseases 
such as diabetes or had periodontal treatment 
including scaling, root planing and periodontal 
surgery in the last six months were excluded from 
the study.
The subjects were divided into two groups. Twenty 
patients were treated with scaling and root planing 
(SRP) only and other 20 patients were treated with 
SRP and Aloe Vera gel. Selected sites were random-
ly divided into control sites and experimental sites 
which were treated by split-mouth design. All 
patients were given strict oral hygiene instructions. 

After flushing the area with saline Aloe Vera (1cc) 
100 % gel concentrate was applied sub-gingivally 
using syringe. The gel applied site were covered 
with periodontal pack to ensure that Aloe Vera gel 
stayed long enough to be effective in the periodon-
tal pocket. Patients were instructed not to rinse or 
drink any liquid for at least 30 minutes. For oral 
hygiene all patients were given toothbrush 
(Colgate toothbrush) and tooth paste (Sensodyne 
toothpaste). They were instructed to brush their 
teeth twice daily for 2 minutes using the Bass tech-
nique. Following clinical parameters were record-
ed. 

• Plaque Index
• Gingival Index
• Periodontal pocket depth

Patients of both groups were examined on baseline 
and follow up days, day 15 and day 30. Clinical 
examination to assess plaque accumulation and 
gingivitis was done by using modified Silness and 
Loe Plaque Index (William et al., 1991) and Gingival 
Index (Loe and Silness, 1963) at baseline and at 
follow-up after 15 and 30 days. 

TABLE 1. THE EFFECT OF ALOE VERA IN PLAQUE, PERIODONTAL AND GINGIVAL INDEX

RESULTS

All subjects showed statistically significant clinical 
improvement in both gingival and plaque index at 
follow-up visits when compared with the baseline 
levels. The mean reduction in gingival index from 
baseline to 15 and 30 days was (1.98 ± 0.10, 1.6 ± 
0.10 and 1.05 ± 0.10, respectively). However, for the 
control group, there was no significant differences 
in gingival and plaque indexes between after and 
before treatment measurements.

There was significant reduction in Plaque index 
before and after treatment with Aloe Vera. The 
plaque index was significantly reduced from 2.15 ± 
0.271 to 1.60 ± 0.34 after 30 days. The mean 
periodontal pocket depth was measured before 
and after treatment. The results showed reductions 
in PPD after 15 and 30 days of treatment with Aloe 
Vera gel. Table shows the mean changes in PPD 
after and before treatment. The effects of the treat-
ments were evident in the post treatment record-
ing. At 15 days, PPD was reduced to 3.26 ± 0.20 in 
the SRP alone group to 2.80 ± 0.12 in the SRP plus 
Aloe Vera group. After 30 days, PPD was reduced to 
2.96 ± 0.54 in the SRP alone group to 1.90 ± 0.11 in 
the SRP plus Aloe Vera group. The improvements in 

PPD were more evident in the groups treated with 
SRP and the Aloe Vera group.

DISCUSSION

Use of herbs for dental care is very common in indig-
enous system of medicine and herb like Terminalia 
Chebula, Aloevera, Azadirachta indicia, piper belt, 
Ocimum sanctum possess antibacterial, ulcer 
healing, anti-plaque and anti-halitosis properties12. 
The test group showed significant reduction in 
periodontal pocket, gingival index and plaque 
index showing that Aloe Vera is considered to have 
excellent potential as an adjunct to traditional 
periodontal therapy.

The pharmacological actions of Aloe Vera as 
studied in vitro and in vivo include anti-inflammatory 
13,14,15,16,17,18, antibacterial19,20, antioxidant21, antivi-
ral22,23,24, anti-fungal25 and hypoglycemic proper-
ties26. The decrease in gingival index can also be 
attributed to presence of sterols as anti- inflamma-
tory agents and lapel as antiseptic analgesics27. 
Reduction in gingival index, periodontal pocket 
and plaque index was more than in scaling and 
root planing group which was also reported by 

Oliveira et al28. Some of the constituents of Aloe 
Vera like Vitamin C, hyaluronic acid and dreamt 
sulfate are involved in collagen synthesis, and 
hence provide relief in swelling and bleeding gums. 
Carboxypeptidase present in Aloe Vera inactivates 
bradykinin thereby reduce prostaglandin synthesis 
and inhibit oxidation of arachidonic acid, which 
might decrease inflammation and relieves pain29. 
The current study is in accordance with the Bhat et 
al. which shows significant reduction of plaque and 
gingival index with the use of Aloe Vera gel30.

CONCLUSION

The findings of the current study suggest that Aloe 
Vera gel used as adjunct to scaling and root plan-
ing provides beneficial therapeutic effect to 
reduce inflammation and promote healing of 
periodontal tissue.

Gingival Index, Plaque Index and Periodontal 
pocket were significantly reduced when Aloe Vera 
was used as an adjunct to scaling and root planing, 
no significant reduction was seen when only scaling 
and root planing was done.

Though the studies have a positive outcome, elabo-
rate studies are needed to prove the efficacy of 
Aloe Vera in periodontal pathogens.
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     BASE LINE 15 DAYS  30 DAYS
     Mean ± SD Mean ± SD Mean ± SD

ALOE VERA GROUP
(PLAQUE INDEX)    2.15  ±  0.271 1.85  ± 0.120 1.60  ± 0.34

CONTROL GROUP
(PLAQUE INDEX)    2.10   ± 0.22 2.00  ± 0.32 1.90  ± 0.24

CONTROL GROUP
(PERIODONTAL POCKET)   3.75  ± 0.27 2.80  ± 0.12 1.90  ± 0.11

ALOE VERAL GROUP
(PERIODONTAL POCKET)   3.45  ± 0.34 3.26  ± 0.20 2.96  ± 0.54

ALOE VERA GROUP
(GINGIVAL INDEX)   1.98  ± 0.10 1.60 ± 0.10 1.05 ± 0.10

CONTROL GROUP
(GINGIVAL INDEX)   1.78  ± 0.15 1.70  ± 0.25 1.68 ± 0.40
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INTRODUCTION

Aloe Vera is a medicinal plant with immense prop-
erties of therapeutic benefits. It has anti-inflamma-
tory, antiviral, antibacterial and anti-oxidative 
effects. The Aloe barbadensis plant consists of two 
different parts, each of which produces substances 
with completely different compositions and thera-
peutic properties. Among more than 400 aloe 
species, Aloe barbadensis Miller and Aloe arbores-
cence are the most accepted species for various 
medical, cosmetic and pharmaceutical purposes. 
The antimicrobial effect of a dentifrice containing 
alveola has been used demonstrated in a vitro 
study, in which this phytotherapic agent inhibited 
the growth of diverse oral microorganisms such 
S.mutans, S.sangius, A.viscosus and C.albicans1.
Aloe Vera has gained considerable importance in 
clinical research. It is one of the most extensively 

studied herbs in dental and oral health studies2,3. This 
clinical study focuses on Aloe Vera and highlights its 
property when used as a treatment in the periodon-
tal pocket. Aloe Vera is a medicinal plant, which 
has the greater medicinal value and enormous 
properties for curing and preventing oral diseases. 
Aloe Vera has been used as anti-inflammatory, 
antimicrobial, and cellular regeneration properties. 
It is especially attractive as a tissue engineering 
material because alveolar promotes cell migration, 
proliferation and growth4,5,6,7,8,9,10. Glucomannan, a 
mannose rich polysaccharide and gibberellin, a 
growth hormone, interact with growth factor recep-
tor on the fibroblast, thereby stimulating its activity 
and proliferation which in turn increases collagen 
synthesis after topical and oral application11. The 
objective of this study was to find out the effect of 
Aloe Vera in Periodontitis.

The present study was carried out on 40 patients, 
30-60 yrs. old with chronic periodontitis were includ-
ed. The patients were selected from periodontology 
department, Altamash Institute of dental medicine. 
Proper history was taken and clinical examination 
was done.

METHODS

The clinical observations comprised plaque index 
score, gingival redness and suppuration, pocket 
depth and attachment level. Patients who were 
current smokers, pregnant, had systemic diseases 
such as diabetes or had periodontal treatment 
including scaling, root planing and periodontal 
surgery in the last six months were excluded from 
the study.
The subjects were divided into two groups. Twenty 
patients were treated with scaling and root planing 
(SRP) only and other 20 patients were treated with 
SRP and Aloe Vera gel. Selected sites were random-
ly divided into control sites and experimental sites 
which were treated by split-mouth design. All 
patients were given strict oral hygiene instructions. 

After flushing the area with saline Aloe Vera (1cc) 
100 % gel concentrate was applied sub-gingivally 
using syringe. The gel applied site were covered 
with periodontal pack to ensure that Aloe Vera gel 
stayed long enough to be effective in the periodon-
tal pocket. Patients were instructed not to rinse or 
drink any liquid for at least 30 minutes. For oral 
hygiene all patients were given toothbrush 
(Colgate toothbrush) and tooth paste (Sensodyne 
toothpaste). They were instructed to brush their 
teeth twice daily for 2 minutes using the Bass tech-
nique. Following clinical parameters were record-
ed. 

• Plaque Index
• Gingival Index
• Periodontal pocket depth

Patients of both groups were examined on baseline 
and follow up days, day 15 and day 30. Clinical 
examination to assess plaque accumulation and 
gingivitis was done by using modified Silness and 
Loe Plaque Index (William et al., 1991) and Gingival 
Index (Loe and Silness, 1963) at baseline and at 
follow-up after 15 and 30 days. 
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Fig 1: PLAQUE INDEX 

Fig 2: PERIODONTAL POCKET

RESULTS

All subjects showed statistically significant clinical 
improvement in both gingival and plaque index at 
follow-up visits when compared with the baseline 
levels. The mean reduction in gingival index from 
baseline to 15 and 30 days was (1.98 ± 0.10, 1.6 ± 
0.10 and 1.05 ± 0.10, respectively). However, for the 
control group, there was no significant differences 
in gingival and plaque indexes between after and 
before treatment measurements.

There was significant reduction in Plaque index 
before and after treatment with Aloe Vera. The 
plaque index was significantly reduced from 2.15 ± 
0.271 to 1.60 ± 0.34 after 30 days. The mean 
periodontal pocket depth was measured before 
and after treatment. The results showed reductions 
in PPD after 15 and 30 days of treatment with Aloe 
Vera gel. Table shows the mean changes in PPD 
after and before treatment. The effects of the treat-
ments were evident in the post treatment record-
ing. At 15 days, PPD was reduced to 3.26 ± 0.20 in 
the SRP alone group to 2.80 ± 0.12 in the SRP plus 
Aloe Vera group. After 30 days, PPD was reduced to 
2.96 ± 0.54 in the SRP alone group to 1.90 ± 0.11 in 
the SRP plus Aloe Vera group. The improvements in 

PPD were more evident in the groups treated with 
SRP and the Aloe Vera group.

DISCUSSION

Use of herbs for dental care is very common in indig-
enous system of medicine and herb like Terminalia 
Chebula, Aloevera, Azadirachta indicia, piper belt, 
Ocimum sanctum possess antibacterial, ulcer 
healing, anti-plaque and anti-halitosis properties12. 
The test group showed significant reduction in 
periodontal pocket, gingival index and plaque 
index showing that Aloe Vera is considered to have 
excellent potential as an adjunct to traditional 
periodontal therapy.

The pharmacological actions of Aloe Vera as 
studied in vitro and in vivo include anti-inflammatory 
13,14,15,16,17,18, antibacterial19,20, antioxidant21, antivi-
ral22,23,24, anti-fungal25 and hypoglycemic proper-
ties26. The decrease in gingival index can also be 
attributed to presence of sterols as anti- inflamma-
tory agents and lapel as antiseptic analgesics27. 
Reduction in gingival index, periodontal pocket 
and plaque index was more than in scaling and 
root planing group which was also reported by 

Oliveira et al28. Some of the constituents of Aloe 
Vera like Vitamin C, hyaluronic acid and dreamt 
sulfate are involved in collagen synthesis, and 
hence provide relief in swelling and bleeding gums. 
Carboxypeptidase present in Aloe Vera inactivates 
bradykinin thereby reduce prostaglandin synthesis 
and inhibit oxidation of arachidonic acid, which 
might decrease inflammation and relieves pain29. 
The current study is in accordance with the Bhat et 
al. which shows significant reduction of plaque and 
gingival index with the use of Aloe Vera gel30.

CONCLUSION

The findings of the current study suggest that Aloe 
Vera gel used as adjunct to scaling and root plan-
ing provides beneficial therapeutic effect to 
reduce inflammation and promote healing of 
periodontal tissue.

Gingival Index, Plaque Index and Periodontal 
pocket were significantly reduced when Aloe Vera 
was used as an adjunct to scaling and root planing, 
no significant reduction was seen when only scaling 
and root planing was done.

Though the studies have a positive outcome, elabo-
rate studies are needed to prove the efficacy of 
Aloe Vera in periodontal pathogens.
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INTRODUCTION

Aloe Vera is a medicinal plant with immense prop-
erties of therapeutic benefits. It has anti-inflamma-
tory, antiviral, antibacterial and anti-oxidative 
effects. The Aloe barbadensis plant consists of two 
different parts, each of which produces substances 
with completely different compositions and thera-
peutic properties. Among more than 400 aloe 
species, Aloe barbadensis Miller and Aloe arbores-
cence are the most accepted species for various 
medical, cosmetic and pharmaceutical purposes. 
The antimicrobial effect of a dentifrice containing 
alveola has been used demonstrated in a vitro 
study, in which this phytotherapic agent inhibited 
the growth of diverse oral microorganisms such 
S.mutans, S.sangius, A.viscosus and C.albicans1.
Aloe Vera has gained considerable importance in 
clinical research. It is one of the most extensively 

studied herbs in dental and oral health studies2,3. This 
clinical study focuses on Aloe Vera and highlights its 
property when used as a treatment in the periodon-
tal pocket. Aloe Vera is a medicinal plant, which 
has the greater medicinal value and enormous 
properties for curing and preventing oral diseases. 
Aloe Vera has been used as anti-inflammatory, 
antimicrobial, and cellular regeneration properties. 
It is especially attractive as a tissue engineering 
material because alveolar promotes cell migration, 
proliferation and growth4,5,6,7,8,9,10. Glucomannan, a 
mannose rich polysaccharide and gibberellin, a 
growth hormone, interact with growth factor recep-
tor on the fibroblast, thereby stimulating its activity 
and proliferation which in turn increases collagen 
synthesis after topical and oral application11. The 
objective of this study was to find out the effect of 
Aloe Vera in Periodontitis.

The present study was carried out on 40 patients, 
30-60 yrs. old with chronic periodontitis were includ-
ed. The patients were selected from periodontology 
department, Altamash Institute of dental medicine. 
Proper history was taken and clinical examination 
was done.

METHODS

The clinical observations comprised plaque index 
score, gingival redness and suppuration, pocket 
depth and attachment level. Patients who were 
current smokers, pregnant, had systemic diseases 
such as diabetes or had periodontal treatment 
including scaling, root planing and periodontal 
surgery in the last six months were excluded from 
the study.
The subjects were divided into two groups. Twenty 
patients were treated with scaling and root planing 
(SRP) only and other 20 patients were treated with 
SRP and Aloe Vera gel. Selected sites were random-
ly divided into control sites and experimental sites 
which were treated by split-mouth design. All 
patients were given strict oral hygiene instructions. 

After flushing the area with saline Aloe Vera (1cc) 
100 % gel concentrate was applied sub-gingivally 
using syringe. The gel applied site were covered 
with periodontal pack to ensure that Aloe Vera gel 
stayed long enough to be effective in the periodon-
tal pocket. Patients were instructed not to rinse or 
drink any liquid for at least 30 minutes. For oral 
hygiene all patients were given toothbrush 
(Colgate toothbrush) and tooth paste (Sensodyne 
toothpaste). They were instructed to brush their 
teeth twice daily for 2 minutes using the Bass tech-
nique. Following clinical parameters were record-
ed. 

• Plaque Index
• Gingival Index
• Periodontal pocket depth

Patients of both groups were examined on baseline 
and follow up days, day 15 and day 30. Clinical 
examination to assess plaque accumulation and 
gingivitis was done by using modified Silness and 
Loe Plaque Index (William et al., 1991) and Gingival 
Index (Loe and Silness, 1963) at baseline and at 
follow-up after 15 and 30 days. 

RESULTS

All subjects showed statistically significant clinical 
improvement in both gingival and plaque index at 
follow-up visits when compared with the baseline 
levels. The mean reduction in gingival index from 
baseline to 15 and 30 days was (1.98 ± 0.10, 1.6 ± 
0.10 and 1.05 ± 0.10, respectively). However, for the 
control group, there was no significant differences 
in gingival and plaque indexes between after and 
before treatment measurements.

There was significant reduction in Plaque index 
before and after treatment with Aloe Vera. The 
plaque index was significantly reduced from 2.15 ± 
0.271 to 1.60 ± 0.34 after 30 days. The mean 
periodontal pocket depth was measured before 
and after treatment. The results showed reductions 
in PPD after 15 and 30 days of treatment with Aloe 
Vera gel. Table shows the mean changes in PPD 
after and before treatment. The effects of the treat-
ments were evident in the post treatment record-
ing. At 15 days, PPD was reduced to 3.26 ± 0.20 in 
the SRP alone group to 2.80 ± 0.12 in the SRP plus 
Aloe Vera group. After 30 days, PPD was reduced to 
2.96 ± 0.54 in the SRP alone group to 1.90 ± 0.11 in 
the SRP plus Aloe Vera group. The improvements in 

PPD were more evident in the groups treated with 
SRP and the Aloe Vera group.

DISCUSSION

Use of herbs for dental care is very common in indig-
enous system of medicine and herb like Terminalia 
Chebula, Aloevera, Azadirachta indicia, piper belt, 
Ocimum sanctum possess antibacterial, ulcer 
healing, anti-plaque and anti-halitosis properties12. 
The test group showed significant reduction in 
periodontal pocket, gingival index and plaque 
index showing that Aloe Vera is considered to have 
excellent potential as an adjunct to traditional 
periodontal therapy.

The pharmacological actions of Aloe Vera as 
studied in vitro and in vivo include anti-inflammatory 
13,14,15,16,17,18, antibacterial19,20, antioxidant21, antivi-
ral22,23,24, anti-fungal25 and hypoglycemic proper-
ties26. The decrease in gingival index can also be 
attributed to presence of sterols as anti- inflamma-
tory agents and lapel as antiseptic analgesics27. 
Reduction in gingival index, periodontal pocket 
and plaque index was more than in scaling and 
root planing group which was also reported by 

Oliveira et al28. Some of the constituents of Aloe 
Vera like Vitamin C, hyaluronic acid and dreamt 
sulfate are involved in collagen synthesis, and 
hence provide relief in swelling and bleeding gums. 
Carboxypeptidase present in Aloe Vera inactivates 
bradykinin thereby reduce prostaglandin synthesis 
and inhibit oxidation of arachidonic acid, which 
might decrease inflammation and relieves pain29. 
The current study is in accordance with the Bhat et 
al. which shows significant reduction of plaque and 
gingival index with the use of Aloe Vera gel30.

CONCLUSION

The findings of the current study suggest that Aloe 
Vera gel used as adjunct to scaling and root plan-
ing provides beneficial therapeutic effect to 
reduce inflammation and promote healing of 
periodontal tissue.

Gingival Index, Plaque Index and Periodontal 
pocket were significantly reduced when Aloe Vera 
was used as an adjunct to scaling and root planing, 
no significant reduction was seen when only scaling 
and root planing was done.

Though the studies have a positive outcome, elabo-
rate studies are needed to prove the efficacy of 
Aloe Vera in periodontal pathogens.
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INTRODUCTION

Aloe Vera is a medicinal plant with immense prop-
erties of therapeutic benefits. It has anti-inflamma-
tory, antiviral, antibacterial and anti-oxidative 
effects. The Aloe barbadensis plant consists of two 
different parts, each of which produces substances 
with completely different compositions and thera-
peutic properties. Among more than 400 aloe 
species, Aloe barbadensis Miller and Aloe arbores-
cence are the most accepted species for various 
medical, cosmetic and pharmaceutical purposes. 
The antimicrobial effect of a dentifrice containing 
alveola has been used demonstrated in a vitro 
study, in which this phytotherapic agent inhibited 
the growth of diverse oral microorganisms such 
S.mutans, S.sangius, A.viscosus and C.albicans1.
Aloe Vera has gained considerable importance in 
clinical research. It is one of the most extensively 

studied herbs in dental and oral health studies2,3. This 
clinical study focuses on Aloe Vera and highlights its 
property when used as a treatment in the periodon-
tal pocket. Aloe Vera is a medicinal plant, which 
has the greater medicinal value and enormous 
properties for curing and preventing oral diseases. 
Aloe Vera has been used as anti-inflammatory, 
antimicrobial, and cellular regeneration properties. 
It is especially attractive as a tissue engineering 
material because alveolar promotes cell migration, 
proliferation and growth4,5,6,7,8,9,10. Glucomannan, a 
mannose rich polysaccharide and gibberellin, a 
growth hormone, interact with growth factor recep-
tor on the fibroblast, thereby stimulating its activity 
and proliferation which in turn increases collagen 
synthesis after topical and oral application11. The 
objective of this study was to find out the effect of 
Aloe Vera in Periodontitis.

The present study was carried out on 40 patients, 
30-60 yrs. old with chronic periodontitis were includ-
ed. The patients were selected from periodontology 
department, Altamash Institute of dental medicine. 
Proper history was taken and clinical examination 
was done.

METHODS

The clinical observations comprised plaque index 
score, gingival redness and suppuration, pocket 
depth and attachment level. Patients who were 
current smokers, pregnant, had systemic diseases 
such as diabetes or had periodontal treatment 
including scaling, root planing and periodontal 
surgery in the last six months were excluded from 
the study.
The subjects were divided into two groups. Twenty 
patients were treated with scaling and root planing 
(SRP) only and other 20 patients were treated with 
SRP and Aloe Vera gel. Selected sites were random-
ly divided into control sites and experimental sites 
which were treated by split-mouth design. All 
patients were given strict oral hygiene instructions. 

After flushing the area with saline Aloe Vera (1cc) 
100 % gel concentrate was applied sub-gingivally 
using syringe. The gel applied site were covered 
with periodontal pack to ensure that Aloe Vera gel 
stayed long enough to be effective in the periodon-
tal pocket. Patients were instructed not to rinse or 
drink any liquid for at least 30 minutes. For oral 
hygiene all patients were given toothbrush 
(Colgate toothbrush) and tooth paste (Sensodyne 
toothpaste). They were instructed to brush their 
teeth twice daily for 2 minutes using the Bass tech-
nique. Following clinical parameters were record-
ed. 

• Plaque Index
• Gingival Index
• Periodontal pocket depth

Patients of both groups were examined on baseline 
and follow up days, day 15 and day 30. Clinical 
examination to assess plaque accumulation and 
gingivitis was done by using modified Silness and 
Loe Plaque Index (William et al., 1991) and Gingival 
Index (Loe and Silness, 1963) at baseline and at 
follow-up after 15 and 30 days. 

RESULTS

All subjects showed statistically significant clinical 
improvement in both gingival and plaque index at 
follow-up visits when compared with the baseline 
levels. The mean reduction in gingival index from 
baseline to 15 and 30 days was (1.98 ± 0.10, 1.6 ± 
0.10 and 1.05 ± 0.10, respectively). However, for the 
control group, there was no significant differences 
in gingival and plaque indexes between after and 
before treatment measurements.

There was significant reduction in Plaque index 
before and after treatment with Aloe Vera. The 
plaque index was significantly reduced from 2.15 ± 
0.271 to 1.60 ± 0.34 after 30 days. The mean 
periodontal pocket depth was measured before 
and after treatment. The results showed reductions 
in PPD after 15 and 30 days of treatment with Aloe 
Vera gel. Table shows the mean changes in PPD 
after and before treatment. The effects of the treat-
ments were evident in the post treatment record-
ing. At 15 days, PPD was reduced to 3.26 ± 0.20 in 
the SRP alone group to 2.80 ± 0.12 in the SRP plus 
Aloe Vera group. After 30 days, PPD was reduced to 
2.96 ± 0.54 in the SRP alone group to 1.90 ± 0.11 in 
the SRP plus Aloe Vera group. The improvements in 

PPD were more evident in the groups treated with 
SRP and the Aloe Vera group.

DISCUSSION

Use of herbs for dental care is very common in indig-
enous system of medicine and herb like Terminalia 
Chebula, Aloevera, Azadirachta indicia, piper belt, 
Ocimum sanctum possess antibacterial, ulcer 
healing, anti-plaque and anti-halitosis properties12. 
The test group showed significant reduction in 
periodontal pocket, gingival index and plaque 
index showing that Aloe Vera is considered to have 
excellent potential as an adjunct to traditional 
periodontal therapy.

The pharmacological actions of Aloe Vera as 
studied in vitro and in vivo include anti-inflammatory 
13,14,15,16,17,18, antibacterial19,20, antioxidant21, antivi-
ral22,23,24, anti-fungal25 and hypoglycemic proper-
ties26. The decrease in gingival index can also be 
attributed to presence of sterols as anti- inflamma-
tory agents and lapel as antiseptic analgesics27. 
Reduction in gingival index, periodontal pocket 
and plaque index was more than in scaling and 
root planing group which was also reported by 

Oliveira et al28. Some of the constituents of Aloe 
Vera like Vitamin C, hyaluronic acid and dreamt 
sulfate are involved in collagen synthesis, and 
hence provide relief in swelling and bleeding gums. 
Carboxypeptidase present in Aloe Vera inactivates 
bradykinin thereby reduce prostaglandin synthesis 
and inhibit oxidation of arachidonic acid, which 
might decrease inflammation and relieves pain29. 
The current study is in accordance with the Bhat et 
al. which shows significant reduction of plaque and 
gingival index with the use of Aloe Vera gel30.

CONCLUSION

The findings of the current study suggest that Aloe 
Vera gel used as adjunct to scaling and root plan-
ing provides beneficial therapeutic effect to 
reduce inflammation and promote healing of 
periodontal tissue.

Gingival Index, Plaque Index and Periodontal 
pocket were significantly reduced when Aloe Vera 
was used as an adjunct to scaling and root planing, 
no significant reduction was seen when only scaling 
and root planing was done.

Though the studies have a positive outcome, elabo-
rate studies are needed to prove the efficacy of 
Aloe Vera in periodontal pathogens.
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