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ABSTRACT   
 
Introduction: Dantaveshta is classified as a Dantamoolagata Roga (disease of the tooth supporting structures). It is characterised by Dantamoolagata 
Raktasrava (blood discharge from gums), Puyasrava (Pus discharge from gums) and Chaladanta (tooth mobility). Raktadushti and Samanya Mukharoga 
Nidana are causative factors of Dantaveshta. In Allopathy science, Dantaveshta can be correlated with chronic periodontitis, an inflammatory disease 
caused by specific microorganisms that destroy the periodontal ligament and alveolar bone. Material & Method: An open-label, randomised, 
comparative clinical study was conducted in which 30 patients diagnosed with Dantaveshta were randomly allocated into two groups. Group A received 
Prachchhana Karma, Lodhradi Pratisarana, and Chandanandi Kwatha orally, while Group B received Prachchhana Karma and Lodhradi Pratisarana 
alone. Assessment was done using subjective parameters and objective periodontal indices. Result: The treatment was effective for most patients, 
showing marked to moderate improvement. Both groups showed statistically significant improvement in major clinical parameters; however, Group A 
demonstrated superior outcomes in gingival bleeding, pocket depth, and overall periodontal indices. Conclusion: Raktamokshana followed by Lodhradi 
Pratisarana, along with the oral adjuvant Chandanandi Kwatha, enhanced the therapeutic outcomes.  
 
Keywords: Dantaveshta, Raktamokshana, Pratisarana, Periodontitis.   
 
 
INTRODUCTION   
 
Diseases of the oral cavity are systematically described in 
Sushruta Samhita under the heading of Mukharoga. Acharya 
Sushruta has explained 15 types of Dantamoolagata Rogas, 
among which Dantaveshta is described as a condition arising 
from vitiated Rakta, characterised by bleeding from gums 
(Dantamoolagata Ratktasrava), pus discharge from gums 
(Dantamoolagata Puyasrava) and loosening of teeth 
(Chaladanta).1 Periodontitis is defined as an inflammatory disease 
of the supporting tissues of the tooth caused by a specific 
microorganism, resulting in progressive destruction of the 
periodontal ligament and alveolar bone with pocket formation, 
recession, or both”.2 The signs and symptoms of chronic 
periodontitis include gingival bleeding, pus discharge from the 
gums, tooth mobility, halitosis, gingival inflammation, and 
gingival recession. All these signs and symptoms of chronic 
periodontitis can be considered under the broad heading of 
‘Dantaveshta’. It is a global health problem affecting 20–50% of 
the population and is associated with systemic conditions like 
diabetes mellitus, cardiovascular disease, respiratory disorders, 
and immunocompromised conditions. Conventional periodontal 
treatments tend to be expensive, have a high rate of recurrence, 
require repeated interventions, and are frequently associated with 
postoperative complications such as pain, bleeding, swelling, root 
hypersensitivity, delayed healing, trismus, and gingival bruising. 
 
Ayurvedic management emphasises breaking the pathogenesis 
and strengthening gum tissues through local and systemic 
therapies. Acharya Sushruta and Yogaratnakara mentioned 
Raktamokshana and Lodhradi Pratisarana for Dantaveshta, and 

Mukharogas are considered Vistravya Rogas, suitable for 
Visravana by Karkasha Patra such as Parijata Patra.3 
 
Later texts have also emphasized Raktapittahara Chikitsa in 
Dantaveshta due to the close relationship between Rakta and 
Pitta. Chandanadi Kwatha, indicated in Kaphamishrita 
Raktapitta, possesses, Rakta Prasadaka and Kaphapitta Shamaka 
properties.4 
 
Considering the systemic association of periodontitis, this study 
was planned to evaluate the efficacy of Prachchhana Karma and 
Lodhradi Pratisarana with and without adjuvant Chandanadi 
Kwatha orally in the management of Dantaveshta with special 
reference to periodontitis, and to evaluate its additional efficacy 
on disease outcome.  
 
Aim: To evaluate the efficacy of Prachchhana Karma and 
Lodhradi Pratisarana with and without adjuvant drug Chandanadi 
Kwatha orally in the treatment of Dantaveshta with special 
reference to periodontitis.  
 
MATERIALS AND METHODS  
 
This study was designed as an open-label randomised 
comparative clinical trial. A total of 30 patients were recruited 
from the outpatient department of Shalakya Tantra, and 
participants were randomly allocated into two groups (15 
participants in each group). All randomised participants 
completed the intervention. The study was started after approval 
from the Institutional Ethics Committee (No. 224, Date - 
05/02/2024) and registered in CTRI (CTRI/2024/07/070633, 
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15/07/2024]. Informed written consent was obtained from all 
patients. 
 
Inclusion Criteria 
• Patients having signs and symptoms of Dantaveshta with 

special reference to periodontitis, as per the diagnostic 
criteria, were selected for the study. 

• Patients of the 18-60 years of age group. 
 
Exclusion Criteria 
• Patient below 18 and above 60 years of age. 
• Pregnant lady/ lactating mother. 
• Severe dental complications like dental sinus, fractured tooth 

etc.  
• Medical conditions like AIDS, Bleeding disorders, Cancer, 

and uncontrolled diabetes on the basis of clinical history. 

• Medications that affect disease conditions like 
Chemotherapy, Radiotherapy, Steroids, etc., on the basis of 
clinical history.  

• 3rd degree of tooth Mobility. 
 
Examination   
Oral cavity examination – Extraoral and intraoral examination  
Gingival examination – Colour, contour, Inflammation, Gingival 
recession, bleeding on probing.  
Basic Periodontal Examination – Pocket depth (PD), Clinical 
attachment loss (CAL), Tooth Mobility.  
 
Investigations  
CBC, ESR, BT, CT before treatment  
RBS before treatment   
Urine – physical, chemical and microscopic examination before 
treatment  
HIV, HBsAg before treatment 

 
Intervention 
 

Table 1: Treatment protocol for group A 
 

Group A 
Treatment Prachchhana Karma 

With Parijata Patra 
Pratisarana by 

Lodhradi Churna 
Chandanadi Kwatha Orally 

Mode of Administration Local (Dantamoola Pradeshe) Local Application Oral 
Frequency Once on starting of treatment Twice a day Twice a day (Empty Stomach) 

Duration of treatment  30 days 30 days 
Form of Drug  Churna Yavakuta churna 

Dose  Kolasthipraman (1-2 gm) 20gm (40ml) 
Sahapana   Madhu (10 gm) 

Total Study Duration 31 days 
Follow up After 30 days 

 
Table 2: Treatment protocol for group B 

 
Group B 

Treatment Prachchhana with Parijata Patra Pratisarana by Lodhradi Churna 
Mode of Administration Local (Dantamoola Pradeshe) Local Application (Dantamoola Pradeshe) 

Frequency Once on starting of treatment Twice a day 
Duration of treatment  30 days 

Dose -  Kolasthipramana (1-2 gm) 
Study Duration 31 days 

Follow up After 30 days 
 

Table 3: Ingredients of Lodhradi Churna 
 

Name Latin Name Part used Proportion 
Lodhra Symplocos racemosa Linn Kanda twaka (stem 

bark) 
1 

Patanga Caesalpinia Sappan Linn Kanda (Stem) 1 
Laksha Lacciber Lacca Kerr Niryas (Resin/gum) 1 

Yashtimadhu Glycyrrhiza Glabra Linn. Kanda (stem) 1 
Madhu - Itself 4 

 
Table 4: Ingredients of Chandani Kwatha 

 
Name Latin Name Part used Proportion 

Raktachandana Pterocarpus Santalinus Linn. Twaksara 1 
Indrajava Holarrhena antidysenterica Wall. Beeja (seeds) 1 

Patha Cissampelos Pareira Linn. Pana (leaf) 1 
Kutaki Picrorhiza kurroa royle ex Benth. Mula (root) 1 

Dhamasa Fagonia arabica Linn. Panchanga (whole plant) 1 
Guduchi Tinospora Cordifolia (wild.) Miers Kanda 1 

Sugandhbala Pavonia odorata Willd. Mula 1 
Lodhra Symplocos racemosa Linn Kanda twaka 1 
Pippali Piper Longum Linn Phala (fruit) 1 
Madhu - It self 1 
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Criteria for assessment  
Table 5: Subjective Assessment Criteria 5 

 
Symptoms Score Criteria 

Bleeding from Gums (Rakta Srava from 
Dantamoola) 

0 Absence of bleeding 
1 Occasional bleeding 1–2 times in one Prahar (3 hours) 
2 Spontaneous bleeding up to one Prahar 
3 Spontaneous bleeding for more than one Prahar (>3 hours) 

Pus discharge from gums (Puya Srava) 0 No discharge 
1 Blood mixed with pus discharge 
2 Only pus discharge 

Halitosis (Daurgandhya) 0 Absence of bad odour 
1 Patient feels foul smell 
2 Doctor or nearby person feels foul smell 
3 Foul smell noticeable from a distance within the room 
4 Foul smell noticeable even from outside the room 

Discoloration of gums (Krishnata) 0 Absence of discoloration 
1 Presence of blackish discoloration of gums 

Pain (Vedana) 0 Absence of pain 
1 Occasional pain with low intensity 
2 Frequent pain with moderate intensity 
3 Continuous severe pain that increases during mastication 

 
Table 6: Objective Assessment Criteria 6 

 
Index name Score Criteria 

Gingival Index 0 Normal gingiva 
1 Mild inflammation, slight change in colour, slight edema, no bleeding on palpation 
2 Moderate inflammation, redness, edema, glazing appearance, bleeding on probing 
3 Severe inflammation, marked redness and edema, ulceration, spontaneous bleeding 

Gingival Bleeding Index 0 No bleeding on probing 
1 Bleeding point appears on probing 
2 Severe isolated bleeding points or a single fine line of blood appears 

Pocket Depth Index 
 

0 Pocket depth < 3.5 mm, no bleeding on probing, no calculus 
1 Pocket depth < 3.5 mm, bleeding on probing, no calculus 
2 Pocket depth < 3.5 mm, bleeding on probing with calculus present 
3 Pocket depth 3.5–5.5 mm 

Clinical Attachment Loss 0 0–3 mm 
1 4–5 mm (CEJ within black band) 
2 6–8 mm (CEJ between upper limit of black band and 8.5 mm ring) 
3 9–11 mm (CEJ between 8.5 mm and 11.5 mm ring) 
4 ≥12 mm (CEJ beyond 11.5 mm ring) 

Tooth Mobility Index 0 No detectable movement when force is applied 
1 Barely distinguishable tooth movement 
2 Crown moves up to 1 mm in any direction 
3 Movement >1 mm in any direction or tooth can be depressed/rotated in socket 
0 No detectable movement when force is applied 
1 Barely distinguishable tooth movement 

Oral Hygiene Assessment – Simplified Oral Hygiene Index (OHI-S) 
Debris Index 0 No debris or stain present 

1 Soft debris covering ≤1/3 of tooth surface 
2 Soft debris covering >1/3 but ≤2/3 of exposed tooth surface 
3 Soft debris covering >2/3 of exposed tooth surface 

Calculus Index 0 No calculus present 
1 Supragingival calculus covering ≤1/3 of exposed tooth surface 
2 Supragingival calculus covering >1/3 but ≤2/3 of exposed tooth surface 
3 Supragingival calculus covering >2/3 of exposed tooth surface 

 
Statistical Analysis  
Subjective data were analysed using the Wilcoxon signed-rank 
and Mann–Whitney tests, and objective data using paired and 
unpaired t-tests, with SigmaStat software (version 32). The level 
of significance was p < 0.05. 
 
OBSERVATION  
 
Of the 30 patients studied, 46.66% were in the 51–60-year age 
group. The study population was predominantly male, with 60% 
males and 40% females. 40% of patients belonged to the middle 
class. Regarding lifestyle factors, 26.66% of patients had irregular 
eating habits, and 23.33% of patients had a habit of overeating. 

Daytime sleep (Divaswapna) was reported by 36.66% of patients. 
Addiction habits included tea consumption in 36.66% of patients, 
tobacco use in 33.33%, pan-masala use in 16.66%, and Gutkha 
use in 13.33% of patients. 13.33% of patients were diabetic, and 
23.33% of patients were hypertensive. Thyroid disorder was 
present in 10% of patients. 46.66% of patients had a positive past 
history of gingival disease. 40% of patients had undergone 
scaling, and 10% of patients had undergone root planning as 
previous dental procedures. 
 
Oral Hygiene Practices - 50% of patients used a toothbrush, 
while 23.33% used their fingers for tooth cleaning. Among 
toothbrush users, 40% used a hard toothbrush, and 55% brushed 
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their teeth horizontally. Among 20 patients, 55% changed their 
toothbrush within 3–6 months, and 15% changed it after more 
than 6 months. 46.66% of patients were not gargling after eating. 
 
Nidana - In Mukha Roga Samanya Nidana (Aharaja Nidana), the 
majority of patients frequently consumed curd (76.66%), 
followed by milk (73.33%). Frequent intake of fermented foods 
was observed in 16.66% of patients, while frequent consumption 
of black gram and fish was observed in 13.33% of patients. 
Among the Viharaja Nidana, Dantadhavana Dwesha (improper 
oral hygiene) was the most common factor (53.33%), and the 
habit of sleeping prone was present in 42.33% of patients. Among 
Rakta-Pitta Aharaja Nidana, the most commonly consumed 
dietary factors were Ati Amla (sour food items) (80%), followed 
by Ati Katu (spicy food) (53.33%), Ati Ushna (hot in potency) 
(43.33%), Ati Vidahi (causing a burning sensation) (40%), 
Viruddha Bhojana (incompatible diet/food) (36.66%), and 
Katvara (sour buttermilk) (16.66%). 

 
Clinical features - In this clinical study, all (100%) patients had 
Chaladanta, Dantamoolagata Shotha, and Mukhadaurgandhyata.  
(96.67%) Patients had Dantamoolagata Raktasrava, and (83.33%) 
patients had Dantamoolagata Puyasrava. Dantamoolagata Vedana 
was present in (83.33%) patients, while (20%) patients had 
Dantamoolagata Vaivarnyata.  
 
Dantamoola Pariksha - In Dantamoola Pariksha, all patients 
(100%) exhibited gingival inflammation, bleeding on probing, 
increased pocket depth, absence of steepling, and clinical 
attachment loss. Soft gingival consistency and altered contour 
were observed in 96.66% of patients, with a similar proportion 
showing gingival recession. Excessively red gingiva was noted in 
70% of patients, while pus discharge was present in 83.33% of 
patients.  

 
RESULT 

Table 7: Effect of therapies in Group – A and Group B (Subjective Criteria) 
 

Symptoms Group N Mean score Mean 
Diff. 

% 
Relief 

S. D S. 
E 

W P S 
BT AT 

Dantamoolagata Raktasrva A 14 2.2 0 2.2 100 
 

0.72 0.19 120.0 <0.001 HS 

B 15 2.06 0 2.06 100 0.70 0.18 120.00 <0.001 HS 
Dantamoolagata Puyasrva A 12 1.83 0 1.83 80 0.38 0.11 78 <0.001 HS 

B 13 1.76 0.15 1.5 75 0.66 0.17 91 <0.001 HS 
Mukhadaurgandhyta A 15 2.06 0.73 1.4 76.11 0.63 0.16 105 <0.001 HS 

B 15 2 0.93 1.3 65.55 0.35 0.09 105 <0.001 HS 
Dantamoolaga Vaivarnyta A 1 1 1 0 0 0 0 0.00 1.00 NS 

B 5 1 1 0 0 0 0 0.00 1.00 NS 
Dantamoolagata Vedana A 12 1.66 0.08 1.58 77.77 0.51 0.14 78 <0.001 HS 

B 13 1.84 0.53 1.3 67.77 0.50 0.13 91 <0.001 HS 
Dantamoolagata Shotha A 15 2.2 0.6 1.6 75.55 0.50 0.13 120 <0.001 HS 

B 15 2.2 0.73 1.46 67.77 0.63 .0.16 120 <0.001 HS 
 

Table 8: Effect of therapies in Group – A and Group B (Objective Criteria) 
 

Symptoms Group N Mean score Mean Diff. % Relief S. D S.  E t P S 
BT AT 

Gingival Index A 15 2.2 0.4 1.8 86.66 0.56 0.14 12.43 <0.001 HS 
B 15 1.73 0.4 1.33 80 0.72 0.18 7.13 <0.001 HS 

Gingival Bleeding Index A 15 2.66 0.3 2.33 90.55 0.81 0.20 11.06 <0.001 HS 
B 15 2.06 0.7 1.33 73.33 0.63 0.15 8.36 <0.001 HS 

Pocket Depth A 15 2.53 2.26 0.26 13.33 0.45 0.11 2.25 0.041 S 
B 15 2.4 2.2 0.2 13.33 0.41 0.10 1.871 0.08 NS 

CAL A 15 2.13 2.13 0 0 0 0 0 1.00 NS 
B 15 1.73 1.73 0 0 0 0 0.00 1.00 NS 

Tooth mobility A 15 1.4 1.13 0.26 20 0.45 0.12 2.25 0.04 S 
B 15 1.4 1.06 0.33 20 0.48 0.12 2.44 0.02 S 

OH-I A 15 1.33 0.26 0.8 71.11 0.56 0.14 5.52 <0.001 HS 
B 15 1.2 0.46 0.73 63.33 0.45 0.11 6.2 <0.001 HS 

 
Table 9: Comparative Effect of the Therapy on Subjective Criteria 

 
Symptoms Group Mean diff. % Relief S. D S. E U P S 

Dantamolagata 
Raktasrva 

Group A 2.2 100 0.72 0.19 87 0.40 NS 
Group B 2.06 100 0.70 0.18 

Dantamoolagata 
Puyasrva 

Group A 1.83 80 0.38 0.11 60 0.22 NS 
Group B 1.5 75 0.66 0.17 

Mukhadaurgandhyta 
 

Group A 1.4 76.11 0.63 0.16 143.5 0.12 NS 
Group B 1.3 65.55 0.35 0.09 

Dantamoolagata Vaivarnyta Group A 0 0 0 0 2.5 1.0 NS 
Group B 0 0 0 0 

Dantamolagata Vedana Group A 1.58 77.77 0.51 0.14 62 0.34 NS 
Group B 1.3 67.77 0.50 0.13 

Dantamoolagata Sotha Group A 1.6 75.55 0.50 0.14 123 0.63 NS 
Group B 1.46 67.77 0.63 0.16 
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Table 10: Effect of the Therapy on Objective Criteria 
 

Symptoms Group Mean diff. % Relief S. D S. E T P S 
Gingival Index 

 
Group A 1.8 86.66 0.56 0.14 1.97 0.05 S 
Group B 1.3 80 0.72 0.18 

Gingival Bleeding Index Group A 2.33 90.55 0.81 0.21 3.78 <0.001 HS 
Group B 1.33 73.33 0.13 0.15 

Pocket Depth 
 

Group A 0.26 13.33 0.45 0.11 0.41 0.67 NS 
Group B 0.2 13.33 0.41 0.10 

CAL Group A 0 0 0 0 0 1.00 NS 
Group B 0 0 0 0 

Tooth Mobility Group A 0.2 20 0.48 0.12 0.38 0.70 NS 
Group B 0.3 20 0.48 0.12 

OH-I Group A 0.8 71.11 0.63 0.1 0.35 0.72 NS 
Group B 0.73 63.33 0.45 0.11 

 
Table 11: Overall Assessment of Therapy 

 
Overall 

Assessment 
Effect of Therapy Total % 

Group A Group B No. of Patient 
No. of Patient % No. of Patient % 

Complete Remission 3 20 2 13.33 5 16.66 
Marked Improvement 10 66.66 4 26.66 14 46.67 

Moderate Improvement 9 60 12 80 21 70 
Mild Improvement 8 53.33 9 60 17 56.67 

Unchanged 0 0 3 20 3 10 
 

 
 
Overall Assessment  
No change was considered as less than 25% relief in the signs and 
symptoms; mild improvement as 26–50% relief; moderate 
improvement as 51–75% relief; marked improvement as 76–99% 
relief; and complete remission as 100% relief in the signs and 
symptoms. 
 
DISCUSSION   
 
Among the 30 patients, the majority were in the 51–60-year age 
group (46.6%), indicating that Dantaveshta predominantly affects 
middle to older age due to its chronic progression from gingivitis 
to periodontitis. Males (60%) were more commonly affected than 
females, which aligns with observations in modern dentistry.7  A 
majority belonged to the middle socioeconomic classes, 
indicating that financial constraints and reduced access to routine 
dental care may increase susceptibility to periodontal disease. 
Divaswapna (day sleep) can lead to vitiation of Tridosha, which 
may contribute to the samprapti (pathogenesis) of the disease. 
Among addictions, tea consumption was most common 
(36.66%), followed by tobacco use (33.33%), pan masala 
(16.66%), and gutkha (13.33%). Tobacco use is a major risk 
factor for periodontal disease8,  as it promotes tooth staining and 
plaque accumulation, contributing to the pathogenesis of 
Dantaveshta. In this study, diabetes mellitus (13.33%), thyroid 

disorders (10%), and heart disease (3.33%) were observed; 
people with poorly controlled diabetes are at an increased risk of 
periodontitis and alveolar bone loss.9 Nearly half of the patients 
(46.66%) reported a positive past history of gingival or 
periodontal disease, indicating a higher risk of recurrence when 
gingivitis is inadequately managed. Scaling was the most 
common previous periodontal procedure (40%), followed by root 
planning (10%). These findings suggest that Dantaveshta may 
persist or recur despite prior surgical interventions, emphasising 
the chronic nature of the disease. 
 
Oral Hygiene Practice - Most patients used hard-bristled 
toothbrushes (26.66%), and horizontal brushing (36.67%) was a 
common practice, both of which can cause gingival injury, 
recession, and enamel wear, contributing to periodontitis. 
Horizontal brushing is the most abrasive technique. It can cause 
gum recession and increased sensitivity. The vertical brushing 
method removes more plaque from the interproximal surfaces 
than the horizontal method.10 The majority of patients (90%) 
brushed only once daily, indicating poor oral hygiene. More than 
half of the patients did not gargle after meals, thereby favouring 
plaque accumulation and the progression of periodontal disease. 
 
Samanya Mukharoga and Rakta-Pitta Nidana - Among 
Aharaja Nidana, regular intake of Dadhi (curd) and Kshira 
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(milk)was most common and is known to cause Rakta–Pitta–
Kapha Dushti, increasing the risk of Mukharoga and Dantaveshta. 
Among Viharaja Nidana, Dantadhavana dwesa (improper oral 
hygiene) and Avaksaiyya (sleeping in prone position) were 
predominant, leading to Mala Sanchaya, Sthanika Dhatu Dushti, 
and Khavaiguṇya (structural defect) at Dantamoola, thereby 
predisposing to periodontal disease.  Excessive intake of Amla 
(sour), Katu (spicy), Ushna (hot in potency), Vidahi (causing 
burning sensation), and Tikshna Ahara was common, leading to 
Rakta–Pitta Dushti and contributing to Dantaveshta disease. 
 
Result - Overall, Group A showed better clinical outcomes than 
Group B, with higher rates of complete remission (20% vs. 
13.33%) and marked improvement (66.66% vs. 26.66%), while 
10% of Group B patients remained unchanged. The superior 
results in Group A may be attributed to Chandanadi Kwatha, 
which is indicated in Kaphamishrita Raktapitta and possesses 
Rakta-Prasadaka and Kapha–Pitta Shamaka properties, thereby 
reducing systemic Dosha vitiation and promoting gingival 
healing.  
 
Probable mode of action  
 
Raktamokshana by Prachchhana Karma:  Prachchhana 
Karma at the Dantamoola acts by eliminating vitiated Rakta and 
Pitta. This helps in reducing the Drava Guna and Ushnata in the 
affected area, leading to Shuddhi of the Sthanastha Dhatu. 
Consequently, Raktamokshana facilitates healing of gingival and 
periodontal tissues and alleviates the symptoms of Dantaveshta. 
 
Lodhradi Churna Pratisarana: Lodhradi Churna, composed of 
Lodhra, Yastimadhu, Patanga, and Laksha, predominantly 
possesses Kashaya and Tikta Rasa with Laghu and Ruksha Guna 
and Sheeta Virya. Kashaya Rasa contributes Ropana, Shodhana, 
Kleda-Shoshana, and Pitta-Kapha-Shamana actions, while Tikta 
Rasa acts as Rakta-Shodhaka, Ropana. Madhu enhances drug 
efficacy through its Yogavahi, and wound-healing properties. The 
ingredients of Lodhardi Churna predominantly possess Sheeta 
Virya, which pacifies Pitta and Rakta, thereby helping to break 
the Samprapti of Dantaveshta. 
 
Chandanandi Kwatha: Chandanadi Kwatha, used orally in this 
study, contains Raktachandana, Indrayava, Patha, Katuki, 
Duralabha, Lodhra, Guduchi, Sugandhbala, Pipali, and Dhamasa. 
It predominantly possesses Tikta, Katu, and Kashaya Rasa with 
Laghu–Ruksha Guna, Sheeta Virya, and Madhura Vipaka. The 
ingredients collectively act as Raktashodhaka, Pittashamana, 
Krimighna, Shothahara, and Vrana-Ropaka, and possess anti-
inflammatory, antimicrobial, antioxidant, immunomodulatory, 
and wound-healing properties. Madhu, used as Sahapana, 
enhances drug absorption and therapeutic efficacy due to its 
Yogavahi property. 
 
Therefore, Prachchhana Karma and Lodhradi Pratisarana, with 
the adjuvant drug Chandanadi Kwatha, administered orally, are 
significantly more effective than Prachchhana Karma and 

Lodhradi Pratisarana alone in the treatment of Dantaveshta w.s.r. 
to periodontitis. 
 
CONCLUSION 
 
Dantaveshta is a disease of the tooth-supporting structures 
characterised by bleeding gums, pus discharge, and tooth 
mobility, caused by Raktadushti. It can be correlated with chronic 
periodontitis in modern medicine. Raktamokshana followed by 
Lodhradi Pratisarana, along with the oral adjuvant Chandanandi 
Kwatha, enhanced the therapeutic outcomes. 
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