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Abstract

Background: The aim of this systematic review was to compare clinical, radiographic
and patient-reported outcomes (PROMs) in intra-bony defects treated with regen-
erative surgery or access flap.

Materials and Methods: A systematic review protocol was written following the
PRISMA checklist. Electronic and hand searches were performed to identify rand-
omized clinical trials (RCTs) on regenerative treatment of deep intra-bony defects
(23 mm) with a follow-up of at least 12 months. Primary outcome variables were
probing pocket depth (PPD) reduction, clinical attachment level (CAL) gain and tooth
loss. Secondary outcome variables were Rec, radiographic bone gain, pocket “clo-
sure,” PROMs and adverse events. Meta-analysis was carried out when possible.
To evaluate treatment effect, odds ratios were combined for dichotomous data and
mean differences for continuous data using a random-effect model.

Results: A total of 79 RCTs (88 articles) published from 1990 to 2019 and account-
ing for 3,042 patients and 3,612 intra-bony defects were included in this systematic
review. Only 10 of included studies were rated at low risk of bias. A total of 13 meta-
analyses were performed. All regenerative procedures provided adjunctive benefit
in terms of CAL gain (1.34 mm; 0.95-1.73) compared with open flap debridement
alone. Both enamel matrix derivative (EMD) and guided tissue regeneration (GTR)
were superior to OFD alone in improving CAL (1.27 mm; 0.79-1.74 mm and 1.43 mm;
0.76-2.22, respectively), although with moderate-high heterogeneity. Among bioma-
terials, the addition of deproteinized bovine bone mineral (DBBM) improved the clini-
cal outcomes of both GTR with resorbable barriers and EMD. Papillary preservation
flaps enhanced the clinical outcomes. The strength of evidence was low to moderate.
Conclusion: EMD or GTR in combination with papillary preservation flaps should be
considered the treatment of choice for residual pockets with deep (23 mm) intra-

bony defects.
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1 | BACKGROUND

Periodontal intra-bony defects (also called “vertical” defects) are
an anatomical sequela of periodontal disease progression, with a
base apical to the inter-dental alveolar crest, surrounded by one,
two or three bony walls (Lang, 2000). These defects are associated
with a higher risk of progression (Papapanou & Wennstrom, 1991)
and, as such, are often considered to require surgical intervention
beyond cause-related periodontal therapy. Pioneering studies in
the 1970s and 1980s have shown that intra-bony defects have po-
tential for healing through regeneration using barrier membranes,
including the formation of new attachment, re-growth of peri-
odontal ligament and bone measurable clinically, radiographically
and histologically (Nyman, Lindhe, Karring, & Rylander, 1982).
Among the various materials employed today, there is currently
evidence of true periodontal regeneration (periodontal ligament,
cementum and bone) for decalcified freeze-dried bone allograft
(DFDBA) (Bowers et al., 1989), demineralized bovine bone min-
eral (DBBM) (Mellonig, 2000) and enamel matrix derivative (EMD)
(Bosshardt, Sculean, Windisch, Pjetursson, & Lang, 2005). On the
contrary, bioactive glass (BG) (Nevins et al., 2000), hydroxyapa-
tite (HA) (Stahl & Froum, 1987) and tricalcium phosphate (TCP)
(Froum & Stahl, 1987), although efficient for improving clinical pa-
rameters, have histologically shown limited evidence of regenera-
tion. Furthermore, the regenerative effect was demonstrated for
platelet-derived factors (Ridgeway, Mellonig, & Cochran, 2008),
although no histologic evidence for periodontal regeneration is
yet available for autogenous platelet-rich plasma (PRP) and plate-
let-rich fibrin (PRF).

A plethora of human clinical studies followed, showing variable
improvements in clinical and radiographic measurements of peri-
odontal disease after regenerative surgical procedures compared
with access flaps (Cortellini & Tonetti, 2015; Esposito, Grusovin,
Papanikolaou, Coulthard, & Worthington, 2009; Needleman,
Worthington, Giedrys-Leeper, & Tucker, 2006). Several tech-
nigues and biomaterials have been employed for periodontal
regeneration of intra-osseous defects, including minimally in-
vasive techniques with or without regenerative devices, pro-
posed to reduce treatment time, costs and morbidity (Cortellini
& Tonetti, 2011; Harrel, 1999; Trombelli, Farina, & Franceschetti,
2007). A recent consensus report of the American Academy of
Periodontology considers surgical intervention the treatment of
choice for intra-bony defects (Reynolds et al., 2015). However,
guidelines for the surgical treatment of intra-bony defects are
needed, to improve the clarity on indications of different tech-
niques and biomaterials.

The aim of this systematic review was to compare clinical, ra-
diographic and patient-reported outcomes in the treatment of in-
tra-bony defects treated with regenerative surgery or access flap.
Based on this, guidelines for the regenerative treatment of peri-

odontal intra-bony defects will be proposed.
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Clinical Relevance

Scientific rationale for the study: The aim of this systematic
review was to assess the clinical efficacy of regenerative
procedures in the treatment of residual pockets associated
with intra-bony defects 23 mm.

Principal findings: The use of enamel matrix derivative
(EMD) or resorbable barriers (res-GTR) was associated
with higher clinical benefit compared with open flap for
debridement (OFD) alone. No significant difference was re-
ported when comparing EMD and res-GTR. Among bioma-
terials, deproteinized bovine bone mineral (DBBM) seems
to provide additional clinical benefits to both EMD and res-
GTR. Non-resorbable membranes for GTR were associated
with higher post-operative morbidity and higher incidence
of complications, compared with resorbable membranes.
The use of papillary preservation flap is critical to obtain
successful outcomes. Initial and heterogeneous data seem
to support the use of platelet-rich plasma (PRP)/platelet-
rich fibrin (PRF) in addition to OFD, although no defini-
tive proof of histologic regeneration of new attachment is
available.

Practical implications: Evidence supports the use of EMD
or res-GTR as the treatment of choice for deep intra-bony
defects. The addition of DBBM should be considered espe-
cially for the treatment of wider defects. Soft tissue man-
agement according to the principles of papilla preservation
techniques should be routinely applied to obtain success-

ful outcomes.

2 | MATERIALS AND METHODS

A systematic review protocol was written in the planning stages, and
the PRISMA statement (Moher, Liberati, Tetzlaff, & Altman, 2009)
was followed in both the planning and reporting of the review. The
protocol was registered on 08 February 2019 with PROSPERO
(available from ID: CRD42019124022).

2.1 | Focused question
The present review aimed to answer two focused questions:

e Does regenerative surgery of intra-bony defects provide addi-
tional clinical benefits measured as probing pocket depth (PPD)
reduction, clinical attachment level (CAL) gain, recession (Rec)
and bone gain (BG) in periodontitis patients compared with access
flap?
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e |Is there a difference among regenerative procedures in terms of
clinical and radiographic gains in intra-bony defects?

2.2 | Eligibility criteria

Criteria used in this systematic review (SR) for studies selection were
based on the PICOS method and were the following:

e (P) Types of participants: Adult human patients with periodontitis
who have completed a cycle of non-surgical periodontal therapy
and present with residual pockets and intra-bony defects (defects
with a base apical to the inter-dental alveolar crest, surrounded by
one, two or three bony walls or a combination with at least 3 mm
of intra-bony component).

e (I) Types of interventions: (A) Any type of regenerative surgery
with guided tissue regeneration (GTR), enamel matrix derivative
(EMD), bone filler or substitutes, growth factors (GF) or combi-
nation. (B) Access flap surgery (any type of mucoperiosteal flap
providing access to the root for debridement followed by re-posi-
tioning of the gingiva at pre-surgical level).

e (C) Comparison between interventions: All possible comparisons
between access flap surgery and regenerative procedures or be-
tween regenerative procedures.

e (O) Type of outcome measures:

Primary outcomes: CAL gain, PD reduction and tooth loss.

Secondary outcomes: Rec, radiographic bone gain (BG), pocket
“closure” (namely presence of PD at experimental site <4 mm
at study follow-up), PROMs (patient-reported outcome mea-
sures) and adverse events (AE).

e (S) Types of studies: Only randomized controlled clinical trials
(RCTs) were considered.

The following additional inclusion criteria were considered:

e RCTs, with or without a split-mouth design comparing the results
of at least 2 of the investigated surgical techniques above in pa-
tients with periodontal intra-bony defects 23 mm;

e including at least 10 patients per arm;

e with at least 12-month follow-up. According to follow-up du-
ration, the studies were divided into short-term observations
(1-3 years) and long-term observations (>3 years);

e only studies published in English were considered (due to the time
constraints of this review).

In this SR, the following items were considered as exclusion

criteria:

e RCTs comparing variations of a same technique (i.e. EMD with or
without doxycycline).
e RCTs with unclear/not specified type of treated intra-bony

defects.

e RTCs treating multiple intra-bony defects, furcation defects or
both single intra-bony defects and furcation defects.

e RTCs with multiple treated sites into a single patient without ap-
propriate statistical analysis and unavailable individual patient
data (IPD).

2.3 | Information sources and search

An expert reviewer (U.P.) conducted a search on electronic data-
bases until 31 January 2019 to identify studies suitable for this re-

view. Three online evidence sources were used:

1. The National Library of Medicine (MEDLINE by PubMed).
2. The Cochrane Database Trials Register.
3. Scopus.

The search strategies used for each online database are pub-
lished in Appendix S1; Appendix S2; Appendix S3.

Hand searching included a complete search of Journal of Clinical
Periodontology, Journal of Periodontology, Journal of Periodontal Research
and Journal of Dental Research from January 2000 to January 2019.

The search was complemented by a screening of the Open Grey
database and of the reference lists of included studies and previous
systematic reviews or guidelines dealing with regenerative surgi-
cal procedures for the treatment of periodontal intra-bony defects
(Calin & Patrascu, 2016; Castro et al., 2017; Darby & Morris, 2013;
Del Fabbro, Bortolin, Taschieri, & Weinstein, 2011; Esposito et al.,
2009; Giannobile & Somerman, 2003; Graziani et al., 2012; Hou,
Yuan, Aisaiti, Liu, & Zhao, 2016; Kao, Nares, & Reynolds, 2015;
Khojasteh, Sogeilifar, Mohajerani, & Nowzari, 2013; Khoshkam
et al.,, 2015; Koop, Merheb, & Quirynen, 2012; Matarasso et al.,
2015; Miron et al., 2017; Murphy & Gunsolley, 2003; Needleman
et al., 2006; Pagliaro et al., 2008; Panda, Doraiswamy, Malaiappan,
Varghese, & Fabbro, 2016; Parrish, Miyamoto, Fong, Mattson,
& Cerutis, 2009; Patel, Wilson, & Palmer, 2012; Rathe, Junker,
Chesnutt, & Jansen, 2009; Reynolds, Aichelmann-Reidy, Branch-
Mays, & Gunsolley, 2003; Rosell6-Camps et al., 2015; Sculean
et al., 2015; Stoecklin-Wasmer et al., 2013; Troiano et al., 2017;
Trombelli, Heitz-Mayfield, Needleman, Moles, & Scabbia, 2002;
Yen, Tu, Chen, & Lu, 2014; Zanatta, Souza, Pinto, Antoniazzi, &
Roésing, 2013; Zhou et al., 2018).

2.4 | Study selection

Study selection was conducted by independent reviewers in the fol-

lowing stages:

1. Initial screening of potentially suitable titles and abstracts against
the inclusion criteria to identify potentially relevant papers (au-

thors L.B. and U.P.). Before initial screening, all the items found
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through electronic and manual searches were grouped into a
single list, excluding duplicates by means of EndNote™ soft-
ware (L.B.). Subsequently, two review authors (L.B. and U.P.)
independently screened the titles and abstracts (when available)
of all reports identified in the EndNote™ single list (step 1).
When studies met the inclusion criteria or when insufficient
data from abstracts for evaluating inclusion criteria were gained,
the full article was obtained.

2. Eligibility of the full papers identified as possibly relevant in the initial
screening (L.B., F.C., V.K., U.P.). Four review authors (L.B., F.C., V.K.
and U.P.) independently assessed the full text of all studies of pos-

sible relevance.

Interrater agreement among examiners was calculated using the
kappa score after article selection. The following outcomes were re-
ported, leading moderate to substantial reliability (Landis & Koch,
1977):

Examiner 1 versus Examiner 2: K = 0.63 (95% CI| from 0.52 to

0.74)

Examiner 1 versus Examiner 3: K = 0.67 (95% CI from 0.57 to

0.78)

Examiner 1 versus Examiner 4: K = 0.61 (95% CI from 0.49 to

0.72)

Examiner 2 versus Examiner 3: K = 0.55 (95% CI from 0.43 to

0.67)

Examiner 2 versus Examiner 4: K = 0.55 (95% CI from 0.43 to

0.67)

Examiner 3 versus Examiner 4: K = 0.72 (95% CI from 0.63 to

0.82)

When disagreement between the four reviewers was revealed,
consensus was achieved by discussion between all reviewers (step
2).

An attempt was made to contact authors of potentially relevant
papers in order to obtain summary data, which may not have been
reported in the published document and clarify potential inclusion
of such papers.

2.5 | Data collection process and data items

All studies meeting the inclusion criteria then underwent quality
assessment and data recording. A standardized specifically de-
signed data extraction form was used to record data from each
included study, encompassing number of patients, demographics,
definition and diagnosis of periodontitis, clinical methods (assess-
ment and treatment), follow-up duration, clinical and radiographic
outcomes and patient-reported outcomes. Two review authors
(L.B. and V.K.) independently extracted data. When disagree-
ment between the two reviewers was detected, consensus was
achieved by discussion with the third reviewer/statistical advisor
(M.N.).
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2.6 | Study characteristics

Only RCTs, with or without a split-mouth design, were included in
the systematic review.

CAL gain had to be expressed as mean clinical attachment level
increase in millimetres of the treated sites of each study arm at fol-
low-up visit. PD reduction had to be expressed as mean periodontal
probing depth reduction in millimetres of the treated sites of each
study arm at follow-up visit. Rec had to be expressed as mean re-
cession in millimetres of the treated sites of each study arm at
baseline and follow-up visits. Radiographic BG (bone gain) had to be
expressed as mean intra-bony component decrease in millimetres of
the treated intra-bony defects of each study arm at follow-up visit.
Tooth loss had to be expressed as the number or the percentage of
treated teeth of each considered study arm that resulted missing (ex-
tracted) at the follow-up visit. Pocket “closure” had to be reported as
the presence of PD < 4 mm at experimental site at study follow-up.
PROMs (patient-reported outcome measures) and AE (adverse events)
had to be described at least in a narrative form.

2.7 | Risk of bias in individual studies

The quality assessment of the included studies was independently
performed in a duplicate form by two review authors (L.B. and M.N.)
through risk of bias analysis as it could impact on the overall results
and conclusions (“Systematic reviews, CRD's guidance for undertak-
ing reviews in health care,” University of York, 2008). The Cochrane
Collaboration's tool was used for assessing risk of bias (Higgins &
Green, 2011) (Figure 2).

Briefly, seven domains (sequence generation, allocation conceal-
ment, blinding of the outcome assessor, blinding of participants and
personnel, incomplete outcome data, selective outcome reporting
and other bias) were considered and included in a specific table.

Risk of bias in the included studies was categorized as below:

A Low risk of bias (plausible bias unlikely to seriously alter the re-
sults) if all criteria were met.

B Unclear risk of bias (plausible bias that raises some doubt about
the results) if one or more criteria were partly met.

C High risk of bias (plausible bias that seriously weakens confidence

in the results) if one or more criteria were not met.

2.8 | Summary measures and planned
method of analysis

Studies were initially narratively summarized by chief characteris-
tics and according to type of regenerative surgery, for example GTR,
bone filler material and type of membrane. A meta-analysis was con-
sidered appropriate and was performed in the presence of at least

two studies of similar design. Mean differences were used for CAL
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gain, PD reduction, Rec reduction (RecRed), bone gain, aesthetic and
functional satisfaction. The odds ratio of tooth loss and for compli-
cations was used as a summary measure.

The variables were registered at patient level. In each patient,
only one tooth per technique was assessed. When studies with mul-
tiple teeth were identified, the presence of individual patient data
(IPD) was checked and the mean of the multiple sites was used for
the analysis. If the IPD were not reported in the study, the number
of patients was used in the meta-analysis.

Forest plots were produced when appropriate to graphically rep-
resent the difference in outcomes between groups using the patient
as the analysis unit.

The techniques described by Elbourne et al. were used to cal-
culate the standard error of the difference in split-mouth studies,
where the appropriate data were not presented (Elbourne et al,,
2002).

Meta-analyses were performed on an intention-to-treat basis
using the generic inverse variance method with random-effect mod-
els. Ninety-five per cent confidence intervals for each outcome vari-
able were calculated. The significance of any discrepancies in the
estimates of the treatment effects from different trials was assessed
by means of the Cochran test for heterogeneity and the 12 statistic,
which describes the percentage total variation across studies that is
due to heterogeneity rather than change. The suggested interpreta-
tion of 12 is as follows: 0%-40% may represent low heterogeneity,
30%-60% may represent moderate heterogeneity, 50%-90% may
represent substantial heterogeneity and 75%-100% considerable
heterogeneity (Higgins & Green, 2011). Funnel plots and Egger's test
were planned to explore the presence of publication bias if at least
10 studies were included in the meta-analysis (Song, Hooper, & Loke,
2013; Sterne, Egger, & Moher, 2008). Sensitivity analysis was also
planned considering only studies in the single meta-analysis at low

The statistical analyses were carried out using the RevMan soft-
ware version 5.3 (Copenhagen: The Nordic Cochrane Centre, The
Cochrane Collaboration, 2014) by a single reviewer (MN).

2.9 | Evaluation of the strength of evidence

Evidence regarding provided by RTCs was rated using different lev-
els of methodological strength modified from GRADE (Grading of
Recommendations Assessments Development and Evaluation) (Guyatt

et al., 2008). Three different strength of evidence were considered:

e High: At least 3 RCTs at low risk of bias and low heterogeneity.
e Moderate: More than 1 RCT and at least 1 RCT at low risk of bias
and low heterogeneity.

e Low:Lackof RCTsorRCTsat highrisk of bias or high heterogeneity.

3 | RESULTS
3.1 | Study selection

The search results are presented in Figure 1.

The electronic search in MEDLINE (by PubMed), in the Cochrane
Collaboration databases and in Scopus provided, respectively, 646,
766 and 1,544 articles published until January 2019. After grouping
into a single list and discarding duplicates, 1,012 articles were iden-
tified by electronic search.

The hand searching found 421 articles, 7 of which were not
found by the electronic search.

The search in the reference lists of included studies and previous
systematic reviews or guidelines provided 10 additional articles not

found by electronic and hand searching.

risk of bias.
PubMed Cochrane Scopus Hand search Gray literature
search search search + ref. lists search
646 articles 766 articles 1544 articles 431 articles 0 unpublished articles

Screening of abstracts and elimination of papers selected by more than one source

v

1,029 articles

v

184 articles
screened by full text

v

79 included studies (88 articles)

= 96 excluded articles

FIGURE 1 Literature search process
and results
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The search of the “grey literature” (unpublished data) by e-mail
contact with all the authors of the identified studies and clinical ex-
perts or researchers in the field of periodontal surgery did not pro-
vide additional data.

Finally, by merging the literature searches (electronic, manual
and unpublished data searches), 1,029 articles (1,012 by electronic,
7 by hand search and 10 by reference lists) were selected.

Subsequently, by first-stage reading all titles and abstracts, 184
articles were screened as potentially relevant papers.

The full-text reading of the 184 articles allowed the selec-
tion of 88 articles (79 studies) that met the inclusion criteria of
this systematic review and the exclusion of 96 articles from the
analysis. Rejected studies at this stage are listed in Appendix S4
(Characteristics of excluded studies), and the reason for exclusion
was recorded.

3.2 | Study characteristics

All 79 studies (88 articles) included in the systematic review are pre-
sented in Tables 1 and 2. All included studies were published between
1990 and 2019 and accounted for 3,042 patients and 3,612 intra-bony
defects. Out of the 79 studies, 11 reported data after 3 years of fol-
low-up, 8 studies between 1 and 3 years of follow-up, and the residual
60 studies have a follow-up of 1 year. The use of systemic antibiotics
was reported in 58 studies, while in 10 RTCs, no systemic antibiotics

were used. In the residual 11 studies, no information was reported.

3.3 | Source of funding

Regarding the source of funding, 15 included studies received pri-
vate financial support, 17 public support and 12 combination of
public and private funding. In addition, 2 studies reported no fund-
ing, whereas the majority (33 studies) did not report the source of

funding.

3.4 | Results of the analyses

Based on available studies, the following comparisons were consid-

ered (at least 2 available studies for each comparison):

1. Open flap for debridement (OFD) versus all regenerative pro-
cedures (RP)

2. OFD versus OFD + enamel matrix derivative (EMD)

3. OFD versus OFD + guided tissue regeneration (GTR)

4, OFD versus OFD + deproteinized bovine bone mineral
(DBBM) + GTR

5. OFD versus OFD + platelet-rich fibrin (PRF)

6. OFD + demineralized freeze-dried bone allograft (DFDBA) ver-
sus OFD + DFDBA + platelet-rich plasma (PRP)

7. OFD + DBBM versus OFD + DBBM + other
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8. OFD + GTR versus OFD + EMD
9. OFD + EMD versus OFD + EMD + other
10. OFD + EMD versus OFD + filler
11. OFD + non-resorbable GTR (GTR-NR) versus OFD + resorbable
GTR (GTR-R)
12. OFD + filler + GTR versus OFD + filler + GTR + PRP
13. OFD + GTR versus OFD + GTR + filler

Clinical outcomes from a total of 50 RCTs (52 articles) were
included in the meta-analyses. Table 3 reports the results of me-
ta-analyses for all investigated variables including CAL, PD reduc-
tion, recession and bone gain.

The main results of the meta-analyses can be summarized as:

e OFD versus all RP: Regenerative procedures resulted in improved
CAL gain, greater PD and bone gain compared with OFD alone.
Moderate to substantial heterogeneity in the size of the adjunc-
tive effect was observed. This could be partly explained by the
use of specific biomaterials or flap designs.

e OFD versus EMD + OFD: EMD results in greater CAL gain, PD
reduction and bone gain compared with OFD alone. RecRed is not
significantly different between the two treatments. Substantial
to considerable heterogeneity is present for the variables. In part,
the heterogeneity could be due to the presence or not of the pla-
cebo in the control group.

e OFD versus OFD + GTR: GTR results in greater CAL gain and
PD reduction compared with OFD alone. RecRed and bone gain
are not significantly different between the two interventions.
Moderate to substantial heterogeneity is present. In part, the het-
erogeneity could be due to the presence of resorbable or non-re-
sorbable membranes.

e OFD versus OFD + DBBM + GTR: OFD + DBBM + GTR results in
greater CAL gain, PD reduction, RecRed and CAL gain stability in
the long term compared with OFD. Moderate to substantial het-
erogeneity is present. In part, the heterogeneity could be due to
the presence of OFD or papilla preservation flaps (PPF).

e OFD versus OFD + PRF: OFD + PRF results in greater CAL gain
and PD reduction compared with OFD. Substantial to consider-
able heterogeneity is present.

e OFD + DFDBA versus OFD + DFDBA + PRP: OFD + DFDBA + PRP
results in greater CAL gain, RecRed and bone gain compared with
OFD + DFDBA. PD reduction is not significantly different be-
tween the two treatments. Low to substantial heterogeneity is
present. In part, the heterogeneity could be due to the presence
of PRP or PRF.

e OFD + GTR versus OFD + EMD: CAL gain, PD reduction
and RecRed are not significantly different when comparing
OFD + GTR versus OFD + EMD. Moderate to substantial het-
erogeneity is present. For PD reduction, the heterogeneity
could be due to the presence of resorbable or non-resorbable
membranes.

e OFD + EMD versus OFD + EMD + Other: OFD + EMD + Other

results in greater CAL gain, PD reduction and bone gain compared
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3.2+0.7

40+0.5

2.8+0.6 2.3+0.8

p

OFD versus OFD + DBBM

Slotte, Asklow, Sultan, and Norderyd

(2012)°

<1

Abbreviations: AAA, autolysed antigen-extracted allogenic freeze-dried bone; bTCP, tricalcium phosphate; CG, microfibrillar collagen gel; CPC, calcium phosphate bone cement; CS, calcium sulphate;

8

DBBM, demineralized bovine bone matrix; DFDBA, demineralized freeze-dried bone allograft; DPSCs, dental pulp stem cells; EMD, enamel matrix derivative; GTR-NR, guided tissue regeneration using a

non-resorbable membrane; GTR-R, GTR using a resorbable membrane; HA, hydroxyapatite; HA/P-15, anorganic bovine-derived hydroxyapatite matrix/cell-binding peptide; HyAc, hyaluronic acid; OFD,

open flap debridement; P, parallel; PLA/PGA polylactide/polyglycolide copolymer as biomaterial; PPF, papilla preservation flap; PRF, platelet-rich fibrin; rhFGF-2, recombinant human fibroblast growth

factor; SM, split mouth.

NIBALI ET AL.

2Not in meta-analysis.

bReported the baseline and follow-up data but not the mean difference.

For this review the group adding gentamicin to the graft was not included.

dFor Loos et al. (2002) were considered two comparisons: Loos et al. (2002) OFD versus OFD + GTR-R and OFD(AB+) versus OFD + GTR-R (AB+); Loos et al. (2002), the patients in the second comparison

received an antibiotic (AB+).

with to OFD + EMD. RecRed is not significantly different between
the two interventions. Low to moderate heterogeneity is pres-
ent. Assessing the different materials added to OFD + EMD, only
DBBM is significant for CAL gain and PD reduction, while HA/
bTCP is significant for bone gain.

e OFD + GTR-NR versus OFD + GTR-R: CAL gain, PD reduction and
RecRed are not significantly different comparing OFD + GTR-NR
versus OFD + GTR-R. The heterogeneity was low.

Sensitivity analysis was also performed considering only studies
in the single meta-analysis at low risk of bias.
The following meta-analyses were than available for this

evaluation:

e OFD versus OFD + EMD, one RCT, (De Leonardis & Paolantonio,
2013)

e OFD versus OFD + GTR, three RCTs (2 studies by Loos et al., 2002
and Stavropoulos, Karring, Kostopoulos, & Karring, 2003)

e OFD versus OFD + DBBM + GTR, one RCT (Stavropoulos et al.,
2003)

e OFD + GTR versus OFD + EMD, two RCTs (lorio Ghezzi,
Ferrantino, Bernandini, Lencioni, & Masiero, 2016; Siciliano et al.,
2011)

e OFD + EMD versus OFD + EMD + Other, three RCTs (De
Leonardis & Paolantonio, 2013; Meyle et al., 2011; Sipos, Loos,
Abbas, Timmerman, & Velden, 2005)

Interestingly, sensitivity analysis did not change the results
of primary analysis, apart from the comparison OFD versus
OFD + GTR, which showed no significant difference between

treatments.

4 | TOOTH LOSS

Very limited data are available for the tooth loss variable. Only
1 tooth in the papilla preservation flap group was lost in Tonetti,
Cortellini, et al. (2004)) due to periodontal reason in a 12-month
follow-up (Tonetti, Cortellini, et al., 2004). Considering the long-
term observation, after 7 years of follow-up, 2 teeth were lost
due to periodontal reason out of 36 treated with a GTR proce-
dure (Stavropoulos & Karring, 2010). Similarly, patients treated
with OFD + AB with or without a membrane lost one tooth on
each group after 10 years (Nygaard-@stby, Bakke, Nesdal, Susin,
& Wikesjo, 2010).

4.1 | Secondary outcomes
41.1 | PROMs

Only very few studies reported PROMSs, and no meta-analysis was

possible. Testing the benefit of the EMD, Tonetti, Fourmousis, et al.
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(2004) reported no difference for post-operative discomfort and num-

- o Sxrg - ber of analgesic tablets when compared to PPF alone. Similar results
I 4 I~
S ‘:: S g § % were reported when a resorbable membrane (GTR-R) was used with a
O E < >0 ..
MNEN | = § g5 _§ PPF procedure (Cortellini et al., 2001). These data are scarce and not
C = =
% S E g conclusive, even if the influence of EMD or resorbable membrane on
E ﬁ g },‘Q g post-operative discomfort seems to be minimal compared with OFD.
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B E s % g ‘(‘5 g) 2002; Zybutz, Laurell, Rapoport, & Persson, 2000), with a rate of
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g5 + S3893 -4
E 5 g 3 E 5 € % =y weeks. Similarly, the studies testing resorbable membranes (GTR-R)
o ) > ©
3 5 § s § reported a rate of exposure ranging from 20% (Sculean et al., 2003;
gn % § eay Siciliano et al., 2014) to 62% (Sanz et al., 2004) and 86% (Zybutz et
_{:: E : & £ -E é 5 al., 2000). Usually, the exposure for resorbable membranes is mini-
- o ©
P T o< e a8 g3 e mal with no serious effect on the clinical outcomes. There is also no
o o o T o 5 _ . . . .
= § g %{; @ 9:1 definitive evidence regarding the complexity of regenerative proce-
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T E ‘g 2 g dure and the rate of exposure. A series of studies tested different
= g = S .
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% ° - H g g}> ) 4(;-_; et al., 2007a, 2007b; Dori, Huszar, et al., 2008; Dori, Nikolidakis, et
=] + < £~ 3
3 § ! o a asgtl *}"; al., 2008) and described higher rate of complications when using
S o & c 02
W E G 5 ,ff bTCP + GTR-NR (D6ri, Huszar, et al., 2008).
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TABLE 3 Meta-analysis results

Comparisons between OFD and regenerative procedures

Comparison

1. OFD vs. OFD + RP
(regenerative
procedures)

2. OFD vs. OFD + EMD

Sub-Group
2.1 OFD

2.2 PPF

2.3 OFD + Placebo

CAL gain

Better OFD + RP

p <.00001

MD = 1.34

95% Cl: 0.95, 1.73

1> = 86%

22 studies

RoB: 4 low, 13 unclear, 5
high

Low strength of evidence

Better OFD + EMD

p <.00001

MD = 1.31

95% Cl: 0.86, 1.86

1?=79%

10 studies

RoB: 1 low, 7 unclear, 3 high
Low strength of evidence

Better OFD + EMD
p <.00001

MD = 3.30

95% Cl: 2.12,4.48
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

Better PPF + EMD
p <.00001

MD =1.46

95% Cl: 1.01, 1.91
12 = 69%

6 studies
RoB: 1 low, 4 unclear, 1 high
Low strength of evidence

Better OFD + EMD
p=.001

MD = 0.69

95% Cl: 0.27,1.11
1*=0%

2 studies

RoB: 2 unclear
Low strength of evidence

PD reduction

Better OFD + RP

p <.00001

MD = 1.20

95% Cl: 0.85, 1.55

1?=82%

22 studies

RoB: 4 low, 13 unclear, 5
high

Low strength of evidence

Better OFD + EMD

p <.00001

MD = 1.04

95% Cl: 0.85, 1.22

12=74%

10 studies

RoB: 1 low, 7 unclear, 3 high
Low strength of evidence

Better OFD + EMD
p <.00001

MD = 3.40

95% Cl: 2.13, 4.67
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

Better PPF + EMD
p <.00001

MD = 1.09

95% Cl: 0.87,1.32
12=72%

6 studies
RoB: 1 low, 4 unclear, 1 high
Low strength of evidence

Better OFD + EMD
p <.0001

MD =0.79

95% Cl: 0.42,1.16
1?=0%

2 studies

RoB: 2 unclear
Low strength of evidence

REC
No SSD

p<.04

MD =0.14

95% CI: 0.00, 0.28

17 =39%

19 studies

RoB: 4 low, 10 unclear, 5
high

Low strength of evidence

No SSD

p=.19

MD =0.18

95% Cl: -0.09, 0.44

1> = 68%

8 studies

RoB: 1 low, 5 unclear, 3
high

Low strength of evidence

No SSD

p=.42

MD =-0.30

95% Cl: -1.03,0.43
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

Better PPF + EMD

p=.002

MD = 0.30

95% Cl: -0.03, 0.63

12=76%

5 studies

RoB: 1 low, 3 unclear, 1
high

Low strength of evidence

No SSD

p=1.00

MD = 0.00

95% Cl: -0.43,0.43

12 = Not applicable

1 study
RoB: 1 unclear
Low strength of evidence

Bone gain

Better OFD + RP

p <.0006

MD =1.57

95% Cl: 0.67,2.47

12=93%

6 studies

RoB: 2 low, 3 unclear, 1
high

Low strength of evidence

Better OFD + EMD

p <.0004

MD =1.70

95% Cl: 0.76, 2.64

1#=91%

4 studies

RoB: 1 low, 2 unclear, 1
high

Low strength of evidence

No data

Better PPF + EMD
p <.00001

MD = 2.08

95% Cl: 1.34,2.82
12=73%

2 studies
RoB: 1 low, 4 unclear
Low strength of evidence

Better OFD + EMD
p <.00001

MD = 2.60

95% Cl: 1.95, 3.25
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

(Continues)
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Comparison

2.4 PPF + placebo

3. OFD vs. OFD + GTR

Sub-Group

3.1 Not resorbable
OFD

3.2 Not resorbable PPF

3.3 Resorbable OFD

CAL gain

No SSD

p<.82

MD =0.10

95% Cl: -0.74, 0.94
1? = not applicable

1 study
RoB: 1 high
Low strength of evidence

Better OFD + GTR
p =.0007

MD =1.15

95% Cl: 0.48, 1,82
17 = 82%

9 studies

RoB: 3 low, 4 unclear, 2 high
Low strength of evidence

Better OFD + GTR-NR

p=.04

MD =2.36

95% Cl: 0.11, 4.61
12=87%

2 studies
RoB: 2 unclear
Low strength of evidence

Better PPF + GTR-NR
p <.00001

MD = 2.30

95% Cl: 1.65, 2.95

12 = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD

p=.78

MD =0.16

95% Cl: -0.92,1.23
1> = 70%

3 studies

RoB: 2 low, 1 unclear
Low strength of evidence

PD reduction

No SSD
p=.54

MD = 0.30

95% Cl: -0.66, 1.26
I?=82.8%

1 study
RoB: 1 high
Low strength of evidence

Better OFD + GTR
p=.003

MD = 1.24

95% Cl: 0.41, 2.07
12 =87%

9 studies

RoB: 3 low, 4 unclear, 2 high
Low strength of evidence

Better OFD + GTR-NR

p=.02

MD = 3.14

95% Cl: 0.49, 5.78
12=93%

2 studies

RoB: 2 unclear
Low strength of evidence

Better PPF + GTR-NR
p <.00001

MD =2.00

95% Cl: 1.33, 2.67

12 = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD

p=.98

MD = -0.01

95% Cl: -0.59,0.58
1#=0%

3 studies

RoB: 2 low, 1 unclear

Moderate strength of
evidence

REC

No SSD

p=.61

MD =-0.20

95% Cl: -0.96, 0.56
1> = 68%

1 study

RoB: 1 high

Low strength of evidence

No SSD

p=.76

MD = -0.04

95% Cl: -0.27,0.20

12=23%

9 studies

RoB: 3 low, 4 unclear, 2
high

Moderate strength of
evidence

Better OFD + GTR-NR

p=.05

MD =-0.43

95% Cl: -0.85, 0.00
1#=0%

2 studies

RoB: 2 unclear
Low strength of evidence

No SSD

p=.19

MD =0.30

95% Cl: -0.15, 0.75
12 = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD

p=.90

MD =0.05

95% Cl: -0.72,0.82
17 = 52%

3 studies

RoB: 2 low, 1 unclear

Moderate strength of
evidence

Bone gain

No SSD

p=1.00

MD = 0.00

95% Cl: -0.84, 0.84
I? = not applicable

1 study
RoB: 1 high
Low strength of evidence

No SSD

p=.34

MD =0.91

95% Cl: -0.95,2.77
1> = 88%

2 studies

RoB: 1 low, 1 unclear
Low strength of evidence

No data

No data

No SSD

p=1.00

MD =0.00

95% Cl: -0.71,0.71
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

(Continues)



NIBALI ET AL.

336
= Lwiey- (R

TABLE 3 (Continued)

Comparisons between OFD and regenerative procedures

Comparison

3.4 Resorbable PPF

4. OFD vs.
OFD + DBBM + GTR

Sub.Group
4.1 OFD

4.2 PPF

5. OFD vs. OFD + PRF

CAL gain

Better PPF + GTR-R
p <.0001

MD =0.91

95% Cl: 0.50, 1.32
1*=0%

3 studies

RoB: 1 low, 2 high

Moderate strength of
evidence

Better OFD + DBBM + GTR

p=.004

MD = 1.50

95% Cl: 0.66, 2.34
12=71%

4 studies
RoB: 1 low, 2 unclear, 1 high
Low strength of evidence

Better OFD + DBBM + GTR
p <.00001

MD =2.11

95% Cl: 1.52,2.71

1>=0%

2 studies

RoB: 2 unclear
Low strength of evidence

Better PPF + DBBM + GTR
p=.003

MD = 0.82

95% Cl: 0.28, 1.36

1>=0%

2 studies

RoB: 1 low, 1 high

Moderate strength of
evidence

Better OFD + PRF
p=.01

MD = 2.63

95% ClI: 0.60, 4.65
12=96%

2 studies
RoB: 2 unclear
Low strength of evidence

PD reduction

Better PPF + GTR-R
p <.0001

MD = 0.91

95% Cl: 0.46,1.36
1?=0%

3 studies

RoB: 1 low, 2 high

Moderate strength of
evidence

Better OFD + DBBM + GTR

p.002
MD =1.13

95% Cl: 0.42, 1.84
1?=60%

4 studies
RoB: 1 low, 2 unclear, 1 high
Low strength of evidence

Better OFD + DBBM + GTR
p <.00001

MD =1.72

95% Cl: 1.05, 2.38

1#=0%

2 studies

RoB: 2 unclear
Low strength of evidence

Better PPF + DBBM + GTR
p<.03

MD = 0.58,

95% Cl: 0.05, 1.11

1?=0%

2 studies

RoB: 1 low, 1 high

Moderate strength of
evidence

Better OFD + PRF
p <.00001

MD = 2.29

95% Cl: 1.67,2.92
1?=47%

2 studies
RoB: 2 unclear
Low strength of evidence

REC

No SSD

p=.76

MD = 0.02

95% Cl: -0.27,0.31
1> =0%

3 study

RoB: 1 low, 2 high

Moderate strength of
evidence

Better
OFD + DBBM + GTR

p=.01

MD =0.36

95% Cl: 0.07,0.64
1?=0%

4 studies

RoB: 1 low, 2 unclear, 1

high
Moderate strength of
evidence

No SSD

p=.18

MD =0.34

95% Cl: -0.16, 0.85
1>=0%

2 studies

RoB: 2 unclear

Low strength of evidence
Better PPF + DBBM + GTR

p=.04

MD = 0.36

95% Cl: 0.01, 0.71
1?= 0%

2 studies

RoB: 1 low, 1 high

Moderate strength of
evidence

No data

Bone gain

Better PPF + GTR-R
p =.0004

MD = 1.90

95% Cl: 0.84,2.96
I? = not applicable

1 study
RoB: 1 low
Low strength of evidence

No data

No data

No data

No data

(Continues)
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TABLE 3 (Continued)

Comparations between regenerative procedures

Comparison CAL gain PD reduction REC Bone gain
6. OFD + DFDBA vs. Better NO SSD Better Better
OFD + DFDBA + PRP OFD + DFDBA + PRP OFD + DFDBA + PRP OFD + DFDBA + PRP

p <.00001 p<.10 p <.00001 p <.00001
MD = 0.94 MD = 0.45 MD = 0.59 MD = 0.81
95% Cl: 0.65, 1.24 95% Cl: -0.08, 0.98 95% Cl: 0.40, 0.78 95% Cl: 0.54, 1.08
12 = 40% 12 = 80% 1?=0% 1> = 40%
3 studies 3 studies 3 studies 3 studies

Sub-Group
6.1 PRP

6.2 PRF

7.OFD + DBBM vs.
OFD + DBBM + Other

Sub-Group
7.1 EMD

RoB: 3 unclear
Low strength of evidence

Better
OFD + DFDBA + PRP

p <.00001

MD =0.78

95% Cl: 0.52, 1.05
1>=0%

2 studies

RoB: 2 unclear
Low strength of evidence

Better
OFD + DFDBA + PRF
p <.00001
MD =1.12
95% Cl: 0.81, 1.43
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD

p=.78

MD = -0.13

95% Cl: -1.08, 0.81
12 =0%

2 studies
RoB: 2 unclear
Low strength of evidence

No SSD

p=.84

MD =-0.20

95% Cl: -1.81, 1.41
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

RoB: 3 unclear
Low strength of evidence

No SSD

p<.38

MD = 0.48

95% Cl: -0.59, 1.55
12 = 84%

2 studies

RoB: 2 unclear
Low strength of evidence

Better
OFD + DFDBA + PRF
p =.0006
MD =0.55
95% Cl: 0.24,0.86
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD

p =.40

MD = -0.39

95% Cl: -1.29, 0.52
1?=0%

2 studies
RoB: 2 unclear
Low strength of evidence

No SSD

p=.27

MD = -0.80

95% Cl: -2.21, 0.61
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

RoB: 3 unclear
Low strength of evidence

Better
OFD + DFDBA + PRP

p=.03

MD = 0.55

95% Cl: 0.06, 1.04
12 = 36%

2 studies

RoB: 2 unclear
Low strength of evidence

Better
OFD + DFDBA + PRF
p <.0002
MD =0.53
95% Cl: 0.26, 0.80
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD

p=.11

MD = 0.50

95% Cl: -0.11, 1-12
12 = 6%

2 studies

RoB: 2 unclear
Low strength of evidence

Better
OFD + DBBM + EMD

p=.05

MD =0.70

95% Cl: 0.01, 1.39
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

RoB: 3 unclear
Low strength of evidence

Better
OFD + DFDBA + PRP

p <.00001

MD = 0.65

95% Cl: 0.41, 0.90
1>=0%

2 studies

RoB: 2 unclear
Low strength of evidence

Better
OFD + DFDBA + PRF
p <.00001
MD =1.01
95% Cl: 0.72,1.30
12 = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No data

No data

(Continues)
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TABLE 3 (Continued)

Comparations between regenerative procedures

Comparison CAL gain PD reduction REC Bone gain
7.2 PRP No SSD No SSD No SSD No data
p=.87 p=.87 p=1.00

MD =-0.10 MD =-0.10 MD = 0.00
95% Cl: -1.28, 1.08 95% Cl: -1.28, 1.08 95% Cl: -1.14, 1.14
I? = not applicable I? = not applicabe I? = not applicable
1 study 1 study 1 study
RoB: 1 unclear RoB: 1 unclear RoB: 1 unclear
Low strength of evidence Low strength of evidence Low strength of evidence
8. OFD + GTR vs. No SSD No SSD No SSD No data
OFD + EMD
p=.51 p=.21 p=.17
MD = -0.15 MD = -0.44 MD = 0.20
95% Cl: -0.58, 0.29 95% Cl: -1.12,0.24 95% Cl: -0.09, 0.49
1> =56% I?=82% 17 =34%
8 studies 8 studies 5 studies
RoB: 2 low, 3 unclear, 3 RoB: 2 low, 3 unclear, 3 RoB: 2 low, 1 unclear, 2
high high high
Low strength of evidence Low strength of evidence Moderate strength of
evidence
Sub-Group
8.1 Non resorbable No SSD Better OFD + GTR-NR No SSD No data
GTR-RN
p=.22 p=.03 p=.56
MD = -0.47 MD = -1.06 MD =0.23
95% Cl: -1.22,0.29 95% Cl: -2.04, -0.08 95% Cl: 0.55, 1.01
1=73% I? = 85% 12 =80%
4 studies 4 studies 2 studies
RoB: 1 low, 2 unclear, 1 RoB: 1 low, 2 unclear, 1 RoB: 1 low, 1 unclear
high high Low strength of evidence
Low strength of evidence Low strength of evidence
8.2 Resorbable GTR-R No SSD No SSD No SSD No data
p=.74 p=.26 p=.65
MD =0.13 MD =0.28 MD =0.10
95% Cl: -0.64,0.91 95% Cl: -0.21,0.76 95% Cl: -0.33,0.53
12 =53% 1?=0% 12 = not applicable
2 studies 2 studies 1 study
RoB: 1 unclear, 1 high RoB: 1 unclear, 1 high RoB: 1 high
Low strength of evidence Low strength of evidence Low strength of evidence
8.3 Resorbable + DBBM No SSD No SSD No SSD No data

p=.61

MD = 0.19

95% Cl: -0.54, 0.93
1> = 0%

2 studies

RoB: 1 low, 1 high

Moderate strength of
evidence

p=.67

MD = 0.20

95% Cl: -0.72, 1.12
I? = 82%

2 studies
RoB: 1 low, 1 high
Low strength of evidence

p=.57

MD = 0.14

95% Cl: -0.33, 0.61
1?=0%

2 studies

RoB: 1 low, 1 high

Moderate strength of
evidence

(Continues)
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Comparison CAL gain

9. OFD + EMD vs.
OFD + EMD + Other

Better
OFD + EMD + Other

p=.005

MD =0.41

95% Cl: 0.13, 0.69

12=36%

10 studies

RoB: 3 low, 6 unclear, 1
high

Moderate strength of
evidence

Sub-Group

9.1 AB (Autogenous bone)  No SSD

p=.48

MD =0.38

95% Cl: -0.67,1.43
12 = 62%

2 studies

RoB: 1 unclear, 1 high
Low strength of evidence

No SSD
p=.35
MD = 0.30

95% Cl: -0.33,0.93
12

9.2 bTCP

= not applicable

1 study
RoB: 1 unclear
Low strength of evidence

9.3 HA/bTCP No SSD

p=.58

MD = 0.21

95% Cl: -0.52, 0.94
?=61%

3 studies
RoB: 2 low, 1 unclear
Low strength of evidence

9.4 Bioactive Glass (BG) No SSD

p=.27

MD = -0.70

95% Cl: -1.95, 0.55
1? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

PD reduction

Better
OFD + EMD + Other

p=.001

MD =0.40

95% Cl: 0.15,0.64

12 =32%

10 studies

RoB: 3 low, 6 unclear, 1
high

Moderate strength of
evidence

No SSD

p=.61

MD =0.37

95% Cl: -1.07, 1.82
12=79%

2 studies

RoB: 1 unclear, 1 high
Low strength of evidence
No SSD

p=.63

MD =0.20

95% Cl: -0.60, 1.00

I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD

p=.12

MD =0.32

95% Cl: -0.08, 0.72
1?=19%

3 studies

RoB: 2 low, 1 unclear

Moderate strength of
evidence

No SSD

p=.63

MD = -0.30

95% Cl: -1.53, 0.93
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

REC Bone gain

No SSD No data

p=.20

MD =0.15

95% Cl: -0.08,0.38

12 =50%

10 studies

RoB: 3 low, 6 unclear, 1
high

Moderate strength of
evidence

No SSD No data
p=.56

MD =0.29

95% Cl: -0.69, 1.27

1> = 84%

2 studies

RoB: 1 unclear, 1 high
Low strength of evidence

No SSD
p=1.00
MD = 0.00

95% Cl: -0.76,0.76
2

No data

= not applicable

1 study
RoB: 1 unclear
Low strength of evidence

No SSD Better OFD + EMD + HA/
bTCP

p=.13 p < 0.00001

MD =0.13 MD = 0.67

95% Cl: -0.04,0.29 95% CI: 0.40, 0.94

12=0% ?=0%

3 studies 3 studies

RoB: 2 low, 1 unclear RoB: 2 low, 1 unclear

Moderate strength of Moderate strength of
evidence evidence

No SSD No data

p=.46

MD = -0.20

95% Cl: -0.73, 0.33
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

(Continues)
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Comparations between regenerative procedures

Comparison

9.5 DBBM

9.6 GTR

10. OFD + EMD vs.

OFD + Graft

Sub-Group

10.1 Bioactive Glass (BG)

10.2 HA

CAL gain
Better
OFD + EMD + DBBM
p =.0009
MD =0.90
95% Cl: 0.37,1.43
I? = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

No SSD

p=.19

MD = 0.38

95% Cl: -0.18, 0.93
12 = 0%

2 studies

RoB: 1 low, 1 unclear

Moderate strength of
evidence

No SSD

p=.98

MD = 0.02

95% Cl: -1.25, 1.29
1?=75%

2 studies
RoB: 2 unclear

Low strength of evidence

No SSD

p=.09

MD =0.60

95% Cl: -0.09, 1.29
12 = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

No SSD

p=.20

MD =-0.70

95% Cl: -1.78,0.38
I? = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

PD reduction
Better
OFD + EMD + DBBM
p=.01
MD =0.40
95% Cl: 0.09,0.71
I? = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

No SSD

p=.25

MD = 0.36

95% Cl: -0.25,0.97
1?=0%

2 studies

RoB: 1 low, 1 unclear

Moderate strength of
evidence

No SSD

p=.56

MD =-0.23

95% Cl: -1.01, 0.55
12=0%

2 studies

RoB: 2 unclear

Low strength of evidence

No SSD

p=.86

MD = 0.10

95% Cl: -0.98,1.18
12 = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

No SSD
p=.30

MD = -0.60

95% Cl: -1.74,0.54
I? = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

REC
Better
OFD + EMD + DBBM
p =.0004
MD =0.50
95% Cl: 0.23,0.77
I? = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

No SSD

p=.82

MD =0.18

95% Cl: -1.33, 1.69
I? = not applicable

1 study
RoB: 1 low

Low strength of evidence

No SSD

p=.30

MD =0.78

95% Cl: -0.69, 2.24
1?=78%

2 studies
RoB: 2 unclear

Low strength of evidence

Better OFD + BG
p=.008

MD = 1.60

95% Cl: 0.42,2.78
12 = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

No SSD
p=.79

MD = 0.10

95% Cl: -0.63, 0.83
12 = not applicable

1 study
RoB: 1 unclear

Low strength of evidence

Bone gain

No data

No data

No data

No data

No data

(Continues)
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TABLE 3 (Continued)

Comparations between regenerative procedures

Comparison CAL gain PD reduction REC Bone gain
11. OFD + GTR-NR vs. No SSD No SSD No SSD No data
OFD +GTR-R p=.96 p=.76 p=.34
MD = 0.02 MD =0.16 MD =0.25
95% Cl: -0.91, 0.96 95% Cl: -0.80, 1.12 95% Cl: -0.26, 0.76
1?=0% 1?=0% 1?=0%
2 studies 2 studies 2 studies
RoB: 1 unclear, 1 high RoB: 1 unclear, 1 high RoB: 1 unclear, 1 high
Low strength of evidence Low strength of evidence Low strength of evidence
12. OFD + Graft+ GTRvs.  No SSD No SSD No SSD No data
OFD + Graft + GTR + PRP p=.86 p=.12 p=.87
MD =0.03 MD =0.26 MD =0.03
95% Cl: -0.32, 0.39 95% Cl: -0.07. 0.59 95% Cl: -0.28, 0.33
1>=0% 1?=0% 1>=0%
4 studies 4 studies 4 studies
RoB: 4 unclear RoB: 4 unclear RoB: 4 unclear
Low strength of evidence Low strength of evidence Low strength of evidence
Sub-Group
12.1 bTCP No SSD No SSD No SSD No data
p=.83 p=.06 p=.73
MD = 0.05 MD =0.36 MD = -0.07
95% Cl: -0.41, 0.52 95% Cl: -0.01, 0.73 95% Cl: -0.49, 0.34
1>=0% 1#=0% 1> = 0%
2 studies 2 studies 2 studies
RoB: 2 unclear RoB: 2 unclear RoB: 2 unclear
Low strength of evidence Low strength of evidence Low strength of evidence
12.2 DBBM No SSD No SSD No SSD No data
p=.99 p=.76 p=.54
MD =0.00 MD =-0.11 MD = 0.14
95% Cl: -0.54, 0.55 95% Cl: -0.83, 0.61 95% Cl: -0.30, 0.58
1#=0% 1#=0% 1#=0%
2 studies 2 studies 2 studies
RoB: 2 unclear RoB: 2 unclear RoB: 2 unclear
Low strength of evidence Low strength of evidence Low strength of evidence
13. OFD + GTR vs. No SSD No SSD No SSD No data
OFD + GTR + Graft
p=1.00 p=.48 p=.08
MD = 0.00 MD = -0.33 MD = 0.48
95% Cl: -1.99, 1.99 95% Cl: -1.23, 0.58 95% Cl: -0.05, 1.01
12 =92% 12=60% 1?=0%
2 studies 2 studies 2 studies
RoB: 2 unclear RoB: 2 unclear RoB: 2 unclear
Low strength of evidence Low strength of evidence Low strength of evidence
Sub-Group
13.1 DFDBA Better OFD + GTR Better OFD + GTR No SSD No data
p=.003 p=.04 p=.53
MD = -0.98 MD = -0.75 MD = 0.23

(Continues)
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TABLE 3 (Continued)

Comparations between regenerative procedures

Comparison CAL gain

95% Cl: -1.63, -0.33
I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

13.2 DBBM Better

OFD + GTR + DBBM
p=.03
MD = 1.05

95% Cl: 0.09, 2.01

I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

PD reduction

95% Cl: -1.48, -0.02
I? = not applicable
1 study

RoB: 1 unclear
Low strength of evidence

No SSD

p=.70
MD = 0.18

95% Cl: -0.72, 1.08

I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

REC Bone gain
95% Cl: -0.50, 0.96

I? = not applicable

1 study
RoB: 1 unclear
Low strength of evidence

Better No data

OFD + GTR + DBBM
p=.05
MD =0.77

95% Cl: -0.01, 1.55

I? = not aplicable

1 study
RoB: 1 unclear
Low strength of evidence

Abbreviations: OFD, open flap debridement; RP, all regenerative procedures; PPF, papilla preservation flap; PRF, platelet rich fibrin; DBBM,

demineralized bovine bone mineral; SSD, statistically significant difference; GTR, guided tissue regeneration; GTR-RN, guided tissue regeneration
non resorbable; GTR-R, guided tissue regeneration resorbable; DFDBA, demineralized freezed dried bone allograft; PRP, plateler rich plasma; HA,
hydroxyapatite; AB, autogenous bone; bTCP, beta-tricalcium phosphate; HA/bTCP, hydroxyapatite/beta-tricalcium phosphate; BG, bioactive glass;

HA, hydroxyapatite; RoB, number of studies at low, unclear or high risk of bias among the studies included in the meta-analysis.

measured as probing pocket depth (PD) reduction, clinical attachment
level (CAL) gain, recession (Rec) and radiographic bone gain (BG) in peri-
odontitis patients compared with access flap?” A total of 79 RCTs, cov-
ering data on 3,042 patients, and a total of 3,612 intra-bony defects
were included in this SR. The overall outcomes showed that regen-
erative procedures, mainly based on the use of EMD or barriers, pro-
vided improved clinical outcomes 12 months after surgery compared
with flap surgery alone.

A preliminary, large meta-analysis clustered all studies perform-
ing regenerative procures versus OFD alone. A total of 22 RCTs
covering 1,182 teeth in 1,000 patients were considered. All RP re-
sulted in improved CAL gain (1.34 mm; 0.95-1.73) and greater PD
(1.20 mm; 0.85-1.55) compared with OFD alone. Probably due to the
variability in terms of specific biomaterials or flap designs, a moder-
ate to substantial heterogeneity in the size of the adjunctive effect
was observed. This overall body of evidence, however, showed the
superiority of RP in treating infrabony defects, thus decreasing the

risk of disease progression and tooth loss in the long term when a

regular support periodontal therapy is performed (Cortellini, Buti,
Pini Prato, & Tonetti, 2017; Silvestri, Rasperini, & Milani, 2011).

A consistent number of RCTs investigated the effect of EMDs
in the treatment of intra-bony defects compared with flap surgery
alone, reporting data on a total of 487 defects (Figure 3). These data
demonstrated higher benefits at 12 months when EMD was used, in
terms of CAL gain (1.31 mm; 0.86-1.86; low strength of evidence)
and PD reduction (1.04 mm; 0.85-1.22; low strength of evidence).
The present outcome confirms the observation of a large multicentre
study where EMD was applied in conjunction with PPF (Tonetti et al.,
2002). In this study, higher efficacy of regeneration was observed in
non-smokers and for defects with a predominantly 3-wall anatomy,
thus suggesting an effective interaction between biologicals and de-
fect configuration (Tsitoura et al., 2004). Interestingly, in this SR the
addition of EMD was associated with higher radiographic bone fill
than OFD alone (1.70 mm; 0.76-2.64 mm), leading to a positive ef-
fect in changing bone defect configuration. No significant difference

in the recession of the gingival margin at the last study follow-up

Random sequence generation (selection bias) [N |

Allocation concealment (selection bias) -

Blinding of participants and personnel (performance bias) _
Blinding of outcome assessment (detection bias) —:-
Incomplete outcome data (attrition bias) _I

Selective reporting (reporting bias) _

other bias [ |

0% 25% 50% 75% 100%
l FIGURE 2 Risk of bias for studies in
the systematic review

| . Low risk of bias I:I Unclear risk of bias . High risk of bias
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OFD EMD

Study or subgroup Mean difference SE total total

Weight 1V, random, 95% CI
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Mean difference
IV, Random, 95% CI

Mean difference

1.1.1 OFD

Silvestri 2000 3.3 0.6 10 10 7.1%
Subtotal (95% ClI) 10 10 7.1%
Heterogeneity: Not applicable

Test for overall effect: Z = 5.50 (p < .00001)

1.1.2 PPF

De Leonardis 2013 1.55 0.21 34 34 12.3%
Fickl 2009 2 0.45 19 19 9.0%
Francetti 2004 1.58 0.48 11 11 8.6%
Tonetti 2002 0.6 0.23 83 83 12.0%
Wachtel 2003 1.9 0.57 11 11 7.4%
Zucchelli 2002 1.6 0.22 30 30 12.2%
Subtotal (95% ClI) 188 188 61.5%

Heterogeneity: Tau? = 0.20; Chi® = 16.05, df = 5 (p=.007); I> = 69%
Test for overall effect: Z = 6.37 (p < .00001)

1.1.3 OFD + Placebo

Heijl 1997 0.5 0.3 26 26 11.1%
Okuda 2000 0.89 0.31 16 16 11.0%
Subtotal (95% CI) 42 42 22.1%

Heterogeneity: Tau? = 0.00; Chi? = 0.82,df = 1 (p= .37); I* = 0%
Test for overall effect: Z = 3.19 (p = .001)

1.1.4 PPF + Placebo

Grusovin 2009 0.1 0.43 14 15
Subtotal (95% Cl) 14 15
Heterogeneity: Not applicable

Test for overall effect: Z= 0.23 (p = .82)

9.3%
9.3%

Total (95% ClI) 254 255 100.0%

Heterogeneity: Tau? = 0.39; Chi? = 43.40, df = 9 (p < .00001); I* = 79%

Test for overall effect: Z = 5.69 (p < .00001)

Test for subgroup differences: Chi® = 24.91, df = 3 (p <.0001), I* = 88.0%

3.30[2.12, 4.48]
3.30 [2.12, 4.48]

-

1.55[1.14, 1.96]
2.00[1.12, 2.88]
1.58 [0.64, 2.52]
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FIGURE 3 Comparison between open flap for debridement plus enamel matrix derivatives (OFD vs. OFD + EMD) versus OFD alone in

terms of final clinical attachment level gain (CAL gain)

was observed comparing test and control group. These data clearly
support the concept that application of EMD is an effective, tool for
regeneration of intra-bony defects.

In recent years, the use of EMD has often been combined with
bone filler materials, especially in large/not self-contained intra-bony
defects, where a physical support is considered necessary. Overall,
the addition of bone filler (AB, bTCP, HAbTCP, Bglass, DBBM) to
EMD resulted in improved CAL gain (0.41 mm; 0.13-0.69; moderate
strength of evidence), PPD reduction (0.40 mm; 0.15-0.64; moderate
strength of evidence) and radiographic bone gain (0.67 mm; 0.40-
0.94 mm, moderate strength of evidence) compared with EMD alone.
It should be taken in mind that in the present meta-analysis a group of
heterogeneous bone filler was considered. Finally, only single study
showing statistically significant improvements with the use of bone
filler was published by Zucchelli and co-workers, who used DBBM as
adjunct to EMD (Zucchelli, Amore, Montebugnoli, & Sanctis, 2003).

The use of GTR compared with OFD alone (Figure 4) showed
that the use of membranes was associated with improved CAL
gain (1.15 mm; 0.48-1.82; low strength of evidence) and PD re-
duction (1.24 mm; 0.41-2.07; low strength of evidence) at 12-
month follow-up compared with flap surgery alone, although both
comparisons resulted in high heterogeneity. No differences were

detected between GTR and OFD alone in gingival recession and

radiographic bone gain (although this comparison only included
two studies). Interestingly, the use of non-resorbable titani-
um-reinforced barriers was associated with high clinical perfor-
mance in two clinical studies (Silvestri, Ricci, Rasperini, Sartori,
& Cattaneo, 2000; Zucchelli et al., 2002). The only two studies
directly comparing resorbable and non-resorbable membranes in-
cluded in this review (Christgau, Schmalz, Wenzel, & Hiller, 1997,
Zybutz et al., 2000) showed similar clinical and radiographic out-
comes. Non-resorbable membranes were rarely applied in recent
RCTs, owing to the high number of complications reported and
the need of second surgery. It should also be taken into account
that the popularity of sole barriers for periodontal regeneration
decreased in the last 15 years, while combinations of resorbable
membranes and replacement biomaterials have become a fre-
qguent treatment option. Specific cases where the operator may
choose to use non-resorbable membranes based on defect mor-
phology still exist.

Favourable clinical and radiographic results were also detected
with the addition of DBBM to GTR, with significantly higher CAL
gain (1.5 mm; 0.66-2.34; low strength of evidence) and PD reduc-
tion (1.13 mm; 0.42-1.84; low strength of evidence) compared with
flap access alone. This finding seems to suggest that this combina-

tion may be an effective treatment option especially in larger, not
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OFD GTR Mean difference Mean difference
Study or subgroup Mean difference SE total total Weight IV, random, 95% Cl Year 1V, random, 95% CI
2.1.1 Non-Resorbable OFD
Mora 1996 1.3 0.38 10 10 12.3% 1.30 [0.56, 2.04] 1996 -
Silvestri 2000 3.6 0.74 10 10 8.6% 3.60 [2.15, 5.05] 2000 —a
Subtotal (95% CI) 20 20 20.9% 2.36 [0.11, 4.61] ‘
Heterogeneity: Tau? = 2.30; Chi? = 7.64, df = 1 (p = .006); I* = 87%
Test for overall effect: Z = 2.06 (p = .04)
2.1.2 Non-Resorbable PPF
Zucchelli 2002 2.3 0.33 30 30 12.8% 30 [1.65, 2.95] 2002 -
Subtotal (95% Cl) 30 30 12.8% 2.30 [1.65, 2.95] &
Heterogeneity: Not applicable
Test for overall effect: Z =6.97 (p < .00001)
2.1.3 Resorbable OFD
Mayfield 1998 0.2 0.58 18 20 10.2%  0.20[-0.94, 1.34] 1998 T
Loos 2002b 1.04 0.5 12 12 11.1% 1.04 [0.06, 2.02] 2002 =
Loos 2002a -0.75 0.48 13 13 11.3% -0.75[-1.69, 0.19] 2002 =
Subtotal (95% ClI) 43 45 32.5% 0.16 [-0.92, 1.23] o
Heterogeneity: Tau? = 0.63; Chi? = 6.69, df = 2 (p= 0.04); I> = 70%
Test for overall effect: Z = 0.28 (p= 0.78)
2.1.4 Resorbable PPF
Tonetti 1998 0.86 0.27 67 69 13.3% 0.86 [0.33, 1.39] 1998 -
Cortellini 2001 0.9 0.37 54 55 12.4% 0.90[0.17, 1.63] 2001 ——
Stravopolous 2003 1.4 0.79 15 14 8.2%  1.40[-0.15, 2.95] 2003 T
Subtotal (95% CI) 136 138 33.8% 0.91 [0.50, 1.32] ¢
Heterogeneity: Tau? = 0.00; Chi? = 0.42, df = 2 (p= 0.81); > = 0%
Test for overall effect: Z = 4.33 (p < .0001)
Total (95% CI) 229 233 100.0% 1.15 [0.48, 1.82] @
Heterogeneity: Tau? = 0.81; Chi? = 43.36, df = 8 (p <.00001); /> = 82% t t t i
-10 -5 0 5 10

Test for overall effect: Z = 3.37 (p=.0007)

Test for subgroup differences: Chi? = 17.64, df = 3 (p = .0005), I* = 83.0%

Favours OFD Favours GTR

FIGURE 4 Comparison between open flap for debridement plus guided tissue regeneration (OFD vs. OFD + GTR) versus OFD alone in

terms of final clinical attachment level gain (CAL gain)

supporting defects where there is a risk of apical collapse of the
barrier. Interestingly, two RCTs supported the long-term stability
of GTR + DBBM (Sculean, Schwarz, et al., 2007; Stavropoulos &
Karring, 2010), thus suggesting that the achieved outcomes in terms
of CAL gain (2.09 mm; 1.33-2.86; moderate strength of evidence)
were stable after at least 5 years of supportive periodontal therapy.
This finding was also confirmed in a 10-year follow-up study com-
paring EMD + DBBM versus EMD + p TCP (D6ri, Arweiler, Szantd,
et al., 2013). Conversely, data from the present study recommend
caution in applying multiple combinations when treating intra-bony
defects, since some specific biomaterials as bioactive glass or HA/
bTCP did not improve the efficacy of EMD alone (De Leonardis &
Paolantonio, 2013; Losada, Gonzalez, Garcia, Santos, & Nart, 2017;
Meyle et al., 2011; Sculean, Pietruska, et al., 2005).

No statistically significant differences in clinical and radiographic
outcomes were detected in the comparison between EMD and GTR
for intra-bony defects. This is further confirmation of the similar
magnitude of differences in PD, CAL and radiographic bone gain
seen in the EMD versus open flap and GTR versus open flap analyses
above. Equally, no clinical or radiographic differences were detected
when EMD was compared with bone filler (with no membrane), al-
though this meta-analysis included only two studies and had high
heterogeneity. Noteworthy, EMD is probably more user-friendly and
generally associated with limited number of complications compared
with barriers (Sanz et al., 2004).

Some of the studies included in both the EMD and GTR com-
parisons included the use of papilla preservation flaps. It is difficult
to make clear conclusions about the differences between simple
conventional flaps (sOFD) and papilla preservation flaps (PPF), al-
though the latter seem to be associated with increased CAL gain
and reduced gingival recession, in line with what has been sug-
gested elsewhere (Cortellini & Tonetti, 2011; Schincaglia, Hebert,
Farina, Simonelli, & Trombelli, 2015). In this context, it is important
to highlight how studies have consistently shown no differences in
clinical and radiographic outcomes when GTR (Trombelli, Simonelli,
Pramstraller, Wikesjo, & Farina, 2010) or EMD (Cortellini & Tonetti,
2011) was used as adjunct to minimally invasive surgeries, as ob-
served in a recent meta-analysis (Liu, Hu, Zhang, Li, & Song, 2016).

The use of PRP/PRF in addition to OFD for intra-bony defects
seems to result in improved clinical and radiographic outcomes.
However, the meta-analysis included only two studies published by
the same research group (Agarwal & Gupta, 2014; Agarwal, Gupta, &
Jain, 2016) and reported high levels of heterogeneity. In addition, no
human histologic evidence of regeneration has been demonstrated
and it should be also kept in mind that additional problems related
to possible law restrictions in different countries may complicate the
use of this product. Further research, however, is needed to reach a
conclusion and clinical guidelines for their use.

Studies included in this review covered almost three decades,

ranging in publication year from 1990 to 2019. Interestingly, there is
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a tendency in detecting higher clinical performance of regenerative
procedures in the last decade compared with studies published in
the ‘90s. This may be related to the growing popularity of papillary
preservation flaps for regeneration, which reduced the incidence of
early flap dehiscence over the wound area. Furthermore, this pos-
itive trend could be also related to the positive learning curve of
the operators after early attempts in regeneration, along with the
application of modern devices, including biologicals and resorbable
barriers, which reduced post-operative morbidity and rate of regen-
eration failures. Furthermore, in the last 20 years important multi-
centre studies (Cortellini, Carnevale, Sanz, & Tonetti, 1998; Sanz
et al.,, 2004; Tonetti, Cortellini, et al., 2004; Tonetti et al., 2002)
confirmed the clinical efficacy of regeneration procedures but also
highlighted a certain degree of variability of the clinical outcomes
among different settings. This variability, named “centre-effect,”
accounted for approximately 2 mm in clinical attachment gain and
could be explained by possible factors including surgical ability of
the operators, different expertise in clinical setting in terms of pa-
tient selection, efficacy of previous cause-related therapy and sup-
portive periodontal care programmes. From a clinical perspective,
this SR confirmed the superiority of EMD and GTR in combination
with papillary preservation flap for the treatment of infrabony
defects compared with OFD (Pagliaro et al., 2008). Interestingly,
among the selected biomaterials, only DBM seems to promote clin-
ical outcomes.

The “risk of bias assessment” in the single studies showed a ten-
dency to improve over time, since 8 out of 10 studies rated at low
risk were published after 2011. Twenty-four studies did not report
how to conceal the allocation and were considered at unclear risk
even if the other six items were rated at low risk showing a good
design. Fourteen studies were rated at high risk of bias. In a chrono-
logical perspective, it seems that introduction of CONSORT guide-
lines has improved study quality, leading to a decrease of items with
unclear risk of bias.

When evaluating the strength of evidence through the modified
GRADE assessment (Guyatt et al., 2008), only one out of twelve
meta-analysis was rated at moderate strength of evidence, while the
others were at low strength of evidence. These data seem to suggest
caution in data interpretation and also reduce the generalizability of
the results. Furthermore, this observation corroborates the need to
minimize bias in future studies on periodontal regeneration.

Finally, as it became evident that some limitations of this inves-
tigation can be outlined, a thorough literature search for this review
gave the authors the opportunity to notice a paucity of data about,

» o«

“tooth loss,” “pocket closure” and “numbers needed to treat” to
achieve successful clinical outcomes. This limits the clinical applica-
bility of the conclusions. Furthermore, data on adverse events are
not consistently reported in the different studies and there is a lack
of data about patient-reported outcomes and health economics of
regenerative treatment of intra-bony defects. Only a limited num-
ber of studies reporting on long-term results after the regenerative

approaches were identified through our search, and meta-analyses
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over 1 year of follow-up could not be performed, therefore limiting
the generalizability of our conclusions. Finally, limited information
was provided by the authors in relation to the defect configuration,
for example the number of defect walls, the defect depth and the
radiographic angulation. Interestingly, the use of systemic antibiotics
was reported in 58 studies (Appendix S7), while in the others, it was
not reported or unclear. Considering heterogeneity in terms of type
of antibiotics and duration of treatment, it was not possible to per-
form further analysis or to provide specific recommendation.

It is also worth stressing that results observed in this SR refer
to deep (23 mm radiographically) defects with residual pockets fol-
lowing non-surgical therapy. Modern approach for not-surgical root
debridement may achieve optimal outcomes in terms of pocket re-
duction and elimination of bleeding on probing thus reducing the
possible need for further surgery (Nibali, Yeh, Pometti, & Tu, 2018).

6 | CONCLUSIONS

According to data presented in this systematic review, it can be con-

cluded that there is low to moderate strength of evidence that:

e EMD and resorbable GTR appear to be the gold standard for the
surgical treatment of deep (>3 mm) intra-bony defects, which
have not resolved following completion of non-surgical therapy.

e Among the possible replacement biomaterials, DBBM improved
clinical outcomes of both EMD and resorbable GTR compared
with OFD and it should be considered a viable treatment option
especially in non-supporting defects.

e Non-resorbable GTR provides higher benefit compared with OFD;
however, increased patient morbidity and incidence of post-oper-
ative complications, such as membrane exposure, are reported.

e Papillary preservation flaps improve the clinical outcomes and
should be considered a surgical pre-requisite when performing
any regeneration procedure.

e Limited evidence suggests that PRP/PRF may improve the clini-
cal parameters, but histologic evidence of regeneration has not
clearly demonstrated.

7 | INDICATIONS FOR FUTURE RESEARCH

e Increased number of studies assessing clinical efficacy and histo-
logic evidence of regeneration for PRP/PRF is suggested.

e Trials assessing the efficacy of different regenerative procedures
for different defect morphologies are suggested, since different
techniques may actually have different indications.

e RCTs assessing the long-term outcomes of periodontal regenera-
tion outcomes and including long-term data on PROMs, adverse
events and health economics data are encouraged.

e The use of CONSORT guidelines to minimize the risk of bias is

strongly encouraged.



NIBALI ET AL.

346
*Lwiey- (R

CONFLICT OF INTEREST
The authors have stated explicitly that there are no conflicts of inter-
est to disclose in connection with this article.

ORCID
Luigi Nibali https://orcid.org/0000-0002-7750-5010
Michele Nieri https://orcid.org/0000-0001-8770-4622

Luigi Barbato https://orcid.org/0000-0002-0524-7980

Francesco Cairo https://orcid.org/0000-0003-3781-1715

REFERENCES

Agarwal, A., & Gupta, N. D. (2014). Platelet-rich plasma combined with
decalcified freeze-dried bone allograft for the treatment of non-
contained human intrabony periodontal defects: A randomized
controlled split-mouth study. International Journal of Periodontics
& Restorative Dentistry, 34(5), 705-711. https://doi.org/10.11607/
prd.1766

Agarwal, A., Gupta, N. D., & Jain, A. (2016). Platelet rich fibrin combined
with decalcified freeze-dried bone allograft for the treatment of
human intrabony periodontal defects: A randomized split mouth clin-
ical trail. Acta Odontologica Scandinavica, 74(1), 36-43. https://doi.
org/10.3109/00016357.2015.1035672

AlMachot, E.,Hoffman, T., Lorenz, K., Khalili, I., & Noack, B. (2014). Clinical
outcomes after treatment of periodontal intrabony defects with
nanocrystalline hydroxyapatite (Ostim) or enamel matrix derivatives
(Emdogain): A randomized controlled clinical trial. BioMed Research
International, 2014, 1-9. https://doi.org/10.1155/2014/786353.
Article ID 786353.

Aspriello, S. D., Ferrante, L., Rubini, C., & Piermontese, M. (2011).
Comparative study of DFDBA in combination with enamel matrix de-
rivative versus DFDBA alone for treatment of periodontal intrabony
defects at 12 months post-surgery. Clinical Oral Investigations, 15(2),
225-232. https://doi.org/10.1007/s00784-009-0369-y

Blumenthal, N., & Steinberg, J. (1990). The use of collagen membrane
barriers in conjunction with combined demineralized bone-collagen
gel implants in human infrabony defects. Journal of Periodontology,
61(6), 319-327. https://doi.org/10.1902/jop.1990.61.6.319

Bokan, I, Bill, J. S., & Schlagenhauf, U. (2006). Primary flap closure com-
bined with Emdogain alone or Emdogain and Cerasorb in the treat-
ment of intra-bony defects. Journal of Clinical Periodontology, 33(12),
885-893. https://doi.org/10.1111/j.1600-051X.2006.01010.x

Bosshardt, D. D., Sculean, A., Windisch, P., Pjetursson, B. E., & Lang, N. P.
(2005). Effects of enamel matrix proteins on tissue formation along
the roots of human teeth. Journal of Periodontal Research, 40(2), 158-
167. https://doi.org/10.1111/j.1600-0765.2005.00785.x

Bowers, G. M., Chadroff, B., Carnevale, R., Mellonig, J., Corio, R., Emerson,
J., ... Romberg, E. (1989). Histologic evaluation of new attachment
apparatus formation in humans. Part Ill. Journal of Periodontology,
60(12), 683-693. https://doi.org/10.1902/jop.1989.60.12.675

Calin, C., & Péatrascu, 1. (2016). Growth factors and beta-tricalcium phos-
phate in the treatment of periodontal instraosseous defects: A sys-
tematic review and meta-analysis of randomized controlled trials.
Archives of Oral Biology, 66, 44-54. https://doi.org/10.1016/j.archo
ralbio.2016.02.007

Castro, A. B., Meschi, N., Temmerman, A., Pinto, N., Lambrechts, P.,
Teughels, W., & Quirynen, M. (2017). Regenerative potential of leu-
cocyte- and platelet-rich fibrin. Part A: Intra-bony defects, furcation
defects and periodontal plastic surgery. A systematic review and
meta-analysis. Journal of Clinical Periodontology, 44(1), 67-82. https
://doi.org/10.1111/jcpe.12643

Cetinkaya, B. O., Keles, G. C., Pamuk, F., Balli, U., & Keles, Z. P. (2014).
Long-term clinical results on the use of platelet concentrate in the

treatment of intrabony periodontal defects. Acta Odontologica
Scandinavica, 72(2),92-98. https://doi.org/10.3109/00016357.2013.
775668

Christgau, M., Moder, D., Wagner, J., Glassl, M., Hiller, K. A., Wenzel, A.,
& Schalz, G. (2006). Influence of autologous platelet concentrate
on healing in intra-bony defects following guided tissue regenera-
tion therapy: A randomized prospective clinical split-mouth study.
Journal of Clinical Periodontology, 33(12), 908-921. https://doi.
org/10.1111/j.1600-051X.2006.00999.x

Christgau, M., Schmalz, G., Wenzel, A., & Hiller, K. A. (1997).
Periodontal regeneration of intrabony defects with resorbable and
non-resorbable membranes: 30-month results. Journal of Clinical
Periodontology, 24(1), 17-27. https://doi.org/10.1111/j.1600-
051X.1997.tb01179.x

Cortellini, P., Buti, J., Pini Prato, G., & Tonetti, M. S. (2017). Periodontal
regeneration compared with access flap surgery in human intra-bony
defects 20-year follow-up of a randomized clinical trial: Tooth
retention, periodontitis recurrence and costs. Journal of Clinical
Periodontology, 44(1), 58-66. https://doi.org/10.1111/jcpe.12638

Cortellini, P, Carnevale, G., Sanz, M., & Tonetti, M. S. (1998). Treatment
of deep and shallow intrabony defects. A multicentre randomized
controlled clinical trial. Journal of Clinical Periodontology, 25, 981-987.

Cortellini, P., & Tonetti, M. S. (2011). Clinical and radiographic outcomes
of the modified minimally invasive surgical technique with and with-
out regenerative materials: A randomized-controlled trial in intra-
bony defects. Journal of Clinical Periodontology, 38, 365-373. https://
doi.org/10.1111/j.1600-051X.2011.01705.x

Cortellini, P., & Tonetti, M. S. (2015). Clinical concepts for regenerative
therapy in intrabony defects. Periodontology 2000, 68(1), 282-307.
https://doi.org/10.1111/prd.12048

Cortellini, P., Tonetti, M. S., Lang, N. P, Suvan, J. E., Zucchelli, G., Vangsted,
T., ... Adriaens, P. (2001). The simplified papilla preservation flap in
the regenerative treatment of deep intrabony defects: Clinical out-
comes and postoperative morbidity. Journal of Periodontology, 72(12),
1702-1712. https://doi.org/10.1902/jop.2001.72.12.1702

Crea, A., Dassatti, L., Hoffmann, O., Zafiropoulos, G. G., & Deli, G. (2008).
Treatment of intrabony defects using guided tissue regeneration or
enamel matrix derivative: A 3-year prospective randomized clini-
cal study. Journal of Periodontology, 79(12), 2281-2289. https://doi.
org/10.1902/jop.2008.080135

Darby, |.B.,&Morris, K. H.(2013). Asystematic review of the use of growth
factors in human periodontal regeneration. Journal of Periodontology,
84(4), 465-476. https://doi.org/10.1902/jop.2012.120145

De Leonardis, D., & Paolantonio, M. (2013). Enamel matrix derivative,
alone or associated with a synthetic bone substitute, in the treat-
ment of 1- to 2-wall periodontal defects. Journal of Periodontology,
84(4), 444-455. https://doi.org/10.1902/jop.2012.110656

De Santana, R. B, & de Santana, C. M. (2015). Human intrabony defect
regeneration with rhFGF-2 and hyaluronic acid - A randomized con-
trolled clinical trial. Journal of Clinical Periodontology, 42(7), 658-665.
https://doi.org/10.1111/jcpe.12406

Del Fabbro, M., Bortolin, M., Taschieri, S., & Weinstein, R. (2011). Is
platelet concentrate advantageous for the surgical treatment of peri-
odontal diseases? A systematic review and meta-analysis. Journal
of Periodontology, 82(8), 1100-1111. https://doi.org/10.1902/
jop.2010.100605

Déri, F., Arweiler, N., Gera, I., & Sculean, A. (2005). Clinical evaluation of
an enamel matrix protein derivative combined with either a natural
bone mineral or beta tricalcium phosphate. Journal of Periodontology,
76(12), 2236-2243. https://doi.org/10.1902/jop.2005.76.12.2236

Déri, F., Arweiler, N., Huszar, T., Gera, |., Miron, R. J., & Sculean, A. (2013).
Five-year results evaluating the effects of platelet-rich plasma on the
healing of intrabony defects treated with enamel matrix derivative
and natural bone mineral. Journal of Periodontology, 84(11), 1546-
1555. https://doi.org/10.1902/jop.2013.120501


https://orcid.org/0000-0002-7750-5010
https://orcid.org/0000-0002-7750-5010
https://orcid.org/0000-0001-8770-4622
https://orcid.org/0000-0001-8770-4622
https://orcid.org/0000-0002-0524-7980
https://orcid.org/0000-0002-0524-7980
https://orcid.org/0000-0003-3781-1715
https://orcid.org/0000-0003-3781-1715
https://doi.org/10.11607/prd.1766
https://doi.org/10.11607/prd.1766
https://doi.org/10.3109/00016357.2015.1035672
https://doi.org/10.3109/00016357.2015.1035672
https://doi.org/10.1155/2014/786353
https://doi.org/10.1007/s00784-009-0369-y
https://doi.org/10.1902/jop.1990.61.6.319
https://doi.org/10.1111/j.1600-051X.2006.01010.x
https://doi.org/10.1111/j.1600-0765.2005.00785.x
https://doi.org/10.1902/jop.1989.60.12.675
https://doi.org/10.1016/j.archoralbio.2016.02.007
https://doi.org/10.1016/j.archoralbio.2016.02.007
https://doi.org/10.1111/jcpe.12643
https://doi.org/10.1111/jcpe.12643
https://doi.org/10.3109/00016357.2013.775668
https://doi.org/10.3109/00016357.2013.775668
https://doi.org/10.1111/j.1600-051X.2006.00999.x
https://doi.org/10.1111/j.1600-051X.2006.00999.x
https://doi.org/10.1111/j.1600-051X.1997.tb01179.x
https://doi.org/10.1111/j.1600-051X.1997.tb01179.x
https://doi.org/10.1111/jcpe.12638
https://doi.org/10.1111/j.1600-051X.2011.01705.x
https://doi.org/10.1111/j.1600-051X.2011.01705.x
https://doi.org/10.1111/prd.12048
https://doi.org/10.1902/jop.2001.72.12.1702
https://doi.org/10.1902/jop.2008.080135
https://doi.org/10.1902/jop.2008.080135
https://doi.org/10.1902/jop.2012.120145
https://doi.org/10.1902/jop.2012.110656
https://doi.org/10.1111/jcpe.12406
https://doi.org/10.1902/jop.2010.100605
https://doi.org/10.1902/jop.2010.100605
https://doi.org/10.1902/jop.2005.76.12.2236
https://doi.org/10.1902/jop.2013.120501

NIBALI ET AL.

Dori, F., Arweiler, N. B., Szanto, E., Agics, A., Gera, |., & Sculean, A. (2013).
Ten-year results following treatment of intrabony defects with an
enamel matrix protein derivative combined with either a natural
bone mineral or a B-tricalcium phosphate. Journal of Periodontology,
84(6), 749-757. https://doi.org/10.1902/jop.2012.120238

Dori, F., Huszar, T., Nikolidakis, D., Arweiler, N. B., Gera, I., & Sculean, A.
(2007a). Effect of platelet-rich plasma on the healing of intra-bony
defects treated with a natural bone mineral and a collagen mem-
brane. Journal of Clinical Periodontology, 34(3), 254-261. https://doi.
org/10.1111/j.1600-051X.2006.01044.x

Doéri, F., Huszar, T., Nikolidakis, D., Arweiler, N. B., Gera, ., & Sculean, A.
(2007b). Effect of platelet-rich plasma on the healing of intrabony de-
fects treated with an anorganic bovine bone mineral and expanded
polytetrafluoroethylene membranes. Journal of Periodontology, 78(6),
983-990. https://doi.org/10.1902/jop.2007.060349

Dori, F., Huszar, T., Nikolidakis, D., Tihanyi, D., Horvath, A., Arweiler,
N. B., ... Sculean, A. (2008). Effect of platelet-rich plasma on the
healing of intrabony defects treated with Beta tricalcium phos-
phate and expanded polytetrafluoroethylene membranes. Journal
of Periodontology, 79(4), 660-669. https://doi.org/10.1902/
jop.2008.070473

Dori, F., Kovacs, V., Arweiler, N. B., Huszar, T., Gera, |., Nikolidakis, D., &
Sculean, A. (2009). Effect of platelet-rich plasma on the healing of
intrabony defects treated with an anorganic bovine bone mineral: A
pilot study. Journal of Periodontology, 80(10), 1599-1605. https://doi.
org/10.1902/jop.2009.090058

Déri, F., Nikolidakis, D., Huszar, T., Arweiler, N. B., Gera, ., & Sculean, A.
(2008). Effect of platelet-rich plasma on the healing of intrabony de-
fects treated with an enamel matrix protein derivative and a natural
bone mineral. Journal of Clinical Periodontology, 35(1), 44-50. https://
doi.org/10.1111/j.1600-051X.2007.01161.x

Elbourne, D. R., Altman, D. G., Higgins, J. P., Curtin, F., Worthington,
H. V., & Vail, A. (2002). Meta-analyses involving cross-over trials:
Methodological issues. International Journal of Epidemiology, 31, 140-
149. https://doi.org/10.1093/ije/31.1.140

Esposito, M., Grusovin, M. G., Papanikolaou, N., Coulthard, P, &
Worthington, H. V. (2009). Enamel matrix derivative (Emdogain) for
periodontal tissue regeneration in intrabony defects. A Cochrane
systematic review. European Journal of Oral Implantology, 2(4), 247-
266. https://doi.org/10.1002/14651858.CD003875.pub3

Ferrarotti, F., Romano, F., Gamba, M. N., Quirico, A., Giraudi, M., Audagna,
M., & Aimetti, M. (2018). Human intrabony defect regeneration with
micrografts containing dental pulp stem cells: A randomized con-
trolled clinical trial. Journal of Clinical Periodontology, 45(7), 841-850.
https://doi.org/10.1111/jcpe.12931

Fickl, S., Thalmair, T., Kebschull, M., Bohm, S., & Wachtei, H. (2009).
Microsurgical access flap in conjunction with enamel matrix deriv-
ative for the treatment of intra-bony defects: A controlled clinical
trial. Journal of Clinical Periodontology, 36(9), 784-790. https://doi.
org/10.1111/j.1600-051X.2009.01451.x

Francetti, L., Del Fabbro, M., Basso, M., Testori, T., & Weinstein, R. (2004).
Enamel matrix proteins in the treatment of intra-bony defects. A
prospective 24-month clinical trial. Journal of Clinical Periodontology,
31(1), 52-59.

Francetti, L., Trombelli, L., Lombardo, G., Guida, L., Cafiero, C., Roccuzzo,
M., ... Del Fabbro, M. (2005). Evaluation of efficacy of enamel ma-
trix derivative in the treatment of intrabony defects: A 24-month
multicenter study. International Journal of Periodontics & Restorative
Dentistry, 25(5), 461-473.

Froum, S., & Stahl, S. S. (1987). Human intraosseous healing responses
to the placement of tricalcium phosphate ceramic implants. I1l. 13
to 18 months. Journal of Periodontology, 58(2), 103-109. https://doi.
org/10.1902/jop.1987.58.2.103

Ghezzi, C., Ferrantino, L., Bernandini, L., Lencioni, M., & Masiero, S. (2016).
Minimally invasive surgical technique in periodontal regeneration: A

347
Forocomoosy” BAIIEO G

randomized controlled clinical trial pilot study. International Journal
of Periodontics & Restorative Dentistry, 36(4), 475-482. https://doi.
org/10.11607/prd.2550

Giannobile, W. V., & Somerman, M. J. (2003). Growth and amelogen-
in-like factors in periodontal wound healing. A systematic review.
Annals of Periodontology, 8(1), 193-204. https://doi.org/10.1902/
annals.2003.8.1.193

Graziani, F., Gennai, S., Cei, S., Cairo, F., Baggiani, A., Miccoli, M.,
... Tonetti, M. (2012). Clinical performance of access flap sur-
gery in the treatment of the intrabony defect. A system-
atic review and meta-analysis of randomized clinical trials.
Journal of Clinical Periodontology, 39(2), 145-156. https://doi.
org/10.1111/j.1600-051X.2011.01815.x

Grusovin, M. G., & Esposito, M. (2009). The efficacy of enamel matrix
derivative (Emdogain) for the treatment of deep infrabony periodon-
tal defects: A placebo-controlled randomised clinical trial. European
Journal of Oral Implantology, 2(1), 43-54. https://doi.org/10.1089/
ten.teb.2008.0065

Guida, L., Annunziata, M., Belardo, S., Farina, R., Scabbia, A., & Trombelli,
L. (2007). Effect of autogenous cortical bone particulate in conjunc-
tion with enamel matrix derivative in the treatment of periodontal
intrabony defects. Journal of Periodontology, 78(2), 231-238. https://
doi.org/10.1902/jop.2007.060142

Guyatt, G. H., Oxman, A. D., Kunz, R., Vist, G. E., Falck-Ytter, Y., &
Schunemann, H. J. (2008). What is "quality of evidence" and why is it
important to clinicians?. BMJ, 336(7651), 995-998.

Harrel, S. K. (1999). A minimally invasive surgical approach for peri-
odontal regeneration: Surgical technique and observations. Journal
of Periodontology, 70(12), 1547-1557. https://doi.org/10.1902/
jop.1999.70.12.1547

Heijl, L., Heden, G., Svardstréom, G., & Ostgren, A. (1997). Enamel matrix
derivative (EMDOGAIN) in the treatment of intrabony periodontal
defects. Journal of Clinical Periodontology, 24(9), 705-714.

Higgins, J. P. T., & Green, S. (2011). Cochrane handbook for systematic
reviews of interventions version 5.1.0. London, UK: The Cochrane
Collaboration.

Hoffmann, T., Al-Machot, E., Meyle, J., Jervge-Storm, P. M., & Jepsen, S.
(2016). Three-year results following regenerative periodontal surgery
of advanced intrabony defects with enamel matrix derivative alone
or combined with a synthetic bone graft. Clinical Oral Investigations,
20(2), 357-364. https://doi.org/10.1007/s00784-015-1522-4

Hou, X., Yuan, J.,, Aisaiti, A., Liu, Y., & Zhao, J. (2016). The effect of
platelet-rich plasma on clinical outcomes of the surgical treatment
of periodontal intrabony defects: A systematic review and me-
ta-analysis. BMC Oral Health, 16(1), 71. https://doi.org/10.1186/
$s12903-016-0261-5

Kao, R.T.,Nares, S., & Reynolds, M. A. (2015). Periodontal regeneration -
Intrabony defects: A systematic review from the AAP Regeneration
Workshop. Journal of Periodontology, 86(2), 77-104. https://doi.
org/10.1902/jop.2015.130685

Kasaj, A., Réhrig, B., Reichert, C., & Willershausen, B. (2008). Clinical
evaluation of anorganic bovine-derived hydroxyapatite matrix/
cell-binding peptide (P-15) in the treatment of human infrabony
defects. Clinical Oral Investigations, 12(3), 241-247. https://doi.
org/10.1007/s00784-008-0191-y

Khojasteh, A., Sogeilifar, S., Mohajerani, H., & Nowzari, H. (2013). The ef-
fectiveness of barrier membranes on bone regeneration in localized
bony defects: A systematic review. The International Journal of Oral
& Makxillofacial Implants, 28(4), 1076-1089. https://doi.org/10.11607/
jomi.2925

Khoshkam, V., Chan, H. L., Lin, G. H., Mailoa, J., Giannobile, W. V., Wang,
H. L., & Oh, T. J. (2015). Outcomes of regenerative treatment with
rhPDGF-BB and rhFGF-2 for periodontal intra-bony defects: A sys-
tematic review and meta-analysis. Journal of Clinical Periodontology,
42(3), 272-280. https://doi.org/10.1111/jcpe.12354


https://doi.org/10.1902/jop.2012.120238
https://doi.org/10.1111/j.1600-051X.2006.01044.x
https://doi.org/10.1111/j.1600-051X.2006.01044.x
https://doi.org/10.1902/jop.2007.060349
https://doi.org/10.1902/jop.2008.070473
https://doi.org/10.1902/jop.2008.070473
https://doi.org/10.1902/jop.2009.090058
https://doi.org/10.1902/jop.2009.090058
https://doi.org/10.1111/j.1600-051X.2007.01161.x
https://doi.org/10.1111/j.1600-051X.2007.01161.x
https://doi.org/10.1093/ije/31.1.140
https://doi.org/10.1002/14651858.CD003875.pub3
https://doi.org/10.1111/jcpe.12931
https://doi.org/10.1111/j.1600-051X.2009.01451.x
https://doi.org/10.1111/j.1600-051X.2009.01451.x
https://doi.org/10.1902/jop.1987.58.2.103
https://doi.org/10.1902/jop.1987.58.2.103
https://doi.org/10.11607/prd.2550
https://doi.org/10.11607/prd.2550
https://doi.org/10.1902/annals.2003.8.1.193
https://doi.org/10.1902/annals.2003.8.1.193
https://doi.org/10.1111/j.1600-051X.2011.01815.x
https://doi.org/10.1111/j.1600-051X.2011.01815.x
https://doi.org/10.1089/ten.teb.2008.0065
https://doi.org/10.1089/ten.teb.2008.0065
https://doi.org/10.1902/jop.2007.060142
https://doi.org/10.1902/jop.2007.060142
https://doi.org/10.1902/jop.1999.70.12.1547
https://doi.org/10.1902/jop.1999.70.12.1547
https://doi.org/10.1007/s00784-015-1522-4
https://doi.org/10.1186/s12903-016-0261-5
https://doi.org/10.1186/s12903-016-0261-5
https://doi.org/10.1902/jop.2015.130685
https://doi.org/10.1902/jop.2015.130685
https://doi.org/10.1007/s00784-008-0191-y
https://doi.org/10.1007/s00784-008-0191-y
https://doi.org/10.11607/jomi.2925
https://doi.org/10.11607/jomi.2925
https://doi.org/10.1111/jcpe.12354

NIBALI ET AL.

348
= Lwiey- (R

Kim, C. K., Chai, J. K., Cho, K. S., Moon, I.S., Choi, S. H., Sottosanti, J. S., &
Wikesjo, U. M. (1998). Periodontal repair in intrabony defects treated
with a calcium sulfate implant and calcium sulfate barrier. Journal
of Periodontology, 69(12), 1317-1324. https://doi.org/10.1902/
j0p.1998.69.12.1317

Koop, R., Merheb, J., & Quirynen, M. (2012). Periodontal regeneration
with enamel matrix derivative in reconstructive periodontal therapy:
A systematic review. Journal of Periodontology, 83(6), 707-720. https
://doi.org/10.1902/jop.2011.110266

Landis, J. R., & Koch, G. G. (1977). The measurement of observer agree-
ment for categorical data. Biometrics, 33, 159-174. https://doi.
org/10.2307/2529310

Lang, N. P. (2000). Focus on intrabony defects - Conservative ther-
apy. Periodontology 2000, 22(1), 51-58. https://doi.org/10.103
4/j.1600-0757.2000.2220105.x

Leknes, K. N., Andersen, K. M., Bge, O. E., Skavland, R. J., & Albandar,
J. M. (2009). Enamel matrix derivative versus bioactive ceramic
filler in the treatment of intrabony defects: 12-month results.
Journal of Periodontology, 80(2), 219-227. https://doi.org/10.1902/
jop.2009.080236

Liu, S., Hu, B., Zhang, Y., Li, W., & Song, J. (2016). Minimally invasive sur-
gery combined with regenerative biomaterials in treating intrabony
defects: A meta-analysis. PLoS ONE, 11(1), e01470001. https://doi.
org/10.1371/journal.pone.0147001

Loos, B. G., Louwerse, P. H., Van Winkelhoff, A. J., Burger, W., Gilijamse,
M., Hart, A. A., & van der Velden, U. (2002). Use of barrier mem-
branes and systemic antibiotics in the treatment of intraosseous de-
fects. Journal of Clinical Periodontology, 29(10), 910-921. https://doi.
org/10.1034/j.1600-051X.2002.291006.x

Losada, M., Gonzalez, R., Garcia, A. P, Santos, A., & Nart, J. (2017). Treatment
of non-contained infrabony defects with enamel matrix derivative
alone or in combination with biphasic calcium phosphate bone graft: A
12-month randomized controlled clinical trial. Journal of Periodontology,
88(5), 426-435. https://doi.org/10.1902/jop.2016.160459

Matarasso, M., lorio-Siciliano, V., Blasi, A., Ramaglia, L., Salvi, G. E., &
Sculean, A. (2015). Enamel matrix derivative and bone grafts for peri-
odontal regeneration of intrabony defects. A systematic review and
meta-analysis. Clinical Oral Investigations, 19(7), 1581-1593. https://
doi.org/10.1007/s00784-015-1491-7

Mayfield, L., S6derholm, G., Hallstrém, H., Kullendorff, B., Edwardsson,
S., Bratthall, G, ... Attstrém, R. (1998). Guided tissue regeneration for
the treatment of intraosseous defects using a bioabsorbable mem-
brane. A controlled clinical study. Journal of Clinical Periodontology,
25(7), 585-595.

Mellonig, J. T. (2000). Human histologic evaluation of a bovine-derived
bone bone xenograft in the treatment of periodontal osseous de-
fects. International Journal of Periodontics & Restorative Dentistry,
20(1), 19-29.

Mengel, R., Schreiber, D., & Flores-de-Jacoby, L. (2006). Bioabsorbable
membrane and bioactive glass in the treatment of intrabony de-
fects in patients with generalized aggressive periodontitis: Results
of a 5-year clinical and radiological study. Journal of Periodontology,
77(10), 1781-1787. https://doi.org/10.1902/jop.2006.060029

Mengel, R., Soffner, M., & Flores-de-Jacoby, L. (2003). Bioabsorbable
membrane and bioactive glass in the treatment of intrabony defects
in patients with generalized aggressive periodontitis: Results of a 12-
month clinical and radiological study. Journal of Periodontology, 74(6),
899-908. https://doi.org/10.1902/jop.2003.74.6.899

Meyle, J., Hoffman, T., Topoll, H., Heinz, B., Al-Machot, E., Jevrge-
Storm, P. M., ... Jepsen, S. (2011). A multi-centre randomized
controlled clinical trial on the treatment of intra-bony de-
fects with enamel matrix derivatives/synthetic bone graft
or enamel matrix derivatives alone: Results after 12 months.
Journal of Clinical Periodontology, 38(7), 652-660. https://doi.
org/10.1111/j.1600-051X.2011.01726.x

Minabe, M., Kodama, T., Kogou, T., Takeuchi, K., Fushimi, H., Sugiyama,
T., & Mitarai, E. (2002). A comparative study of combined treatment
with a collagen membrane and enamel matrix proteins for the regen-
eration of intraosseous defects. International Journal of Periodontics &
Restorative Dentistry, 22(6), 595-605.

Minenna, L., Herrero, F., Sanz, M., & Trombelli, L. (2005). Adjunctive
effect of a polylactide/polyglycolide copolymer in the treatment
of deep periodontal intra-osseous defects: A randomized clinical
trial. Journal of Clinical Periodontology, 32(5), 456-461. https://doi.
org/10.1111/j.1600-051X.2005.00696.x

Miron, R. J., Zucchelli, G., Pikos, M. A., Salama, M., Lee, S., Guillemette,
V., ... Choukroun, J. (2017). Use of platelet-rich fibrin in regenera-
tive dentistry: A systematic review. Clinical Oral Investigations, 21(6),
1913-1927. https://doi.org/10.1007/s00784-017-2133-z

Moder, D., Taubenhansl, F., Hiller, K. A., Schmalz, G., & Christgau, M.
(2012). Influence of autogenous platelet concentrate on com-
bined GTR/graft therapy in intrabony defects: A 7-year fol-
low-up of a randomized prospective clinical split-mouth study.
Journal of Clinical Periodontology, 39(5), 457-465. https://doi.
org/10.1111/j.1600-051X.2012.01869.x

Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. G., & PRISMA Group
(2009). Preferred reporting items for systematic reviews and me-
ta-analyses: The PRISMA statement. Journal of Clinical Epidemiology,
62(10), 1006-1012. https://doi.org/10.1016/j.jclinepi.2009.06.005

Mora, F., Etienne, D., & Ouhayoun, J. P. (1996). Treatment of inter-
proximal angular defects by guided tissue regeneration: 1 year fol-
low-up. Journal of Oral Rehabilitation, 23(9), 599-606. https://doi.
org/10.1046/j.1365-2842.1996.d01-206.x

Murphy, K. G., & Gunsolley, J. C. (2003). Guided tissue regeneration for
the treatment of periodontal intrabony and furcation defects. A sys-
tematic review. Annals of Periodontology, 8(1), 266-302. https://doi.
org/10.1902/annals.2003.8.1.266

Needleman, I. G., Worthington, H. V., Giedrys-Leeper, E., & Tucker, R.
J. (2006). Guided tissue regeneration for periodontal infra-bony de-
fects. Cochrane Database of Systematic Reviews, 19(2), CD001724.
https://doi.org/10.1002/14651858.CD001724.pub2

Nevins, M. L., Camelo, M., Nevins, M., King, C. J,, Oringer, R. J., Schenk,
R. K., & Fiorellini, J. P. (2000). Human histologic evaluation of bio-
active ceramic in the treatment of periodontal osseous defects.
International Journal of Periodontics & Restorative Dentistry, 20(5),
458-467.

Nevins, M., Kao, R. T., McGuire, M. K., McClain, P. K., Hinrichs, J. E.,
McAllister, B. S., ... Giannobile, W. V. (2013). Platelet-derived growth
factor promotes periodontal regeneration in localized osseous de-
fects: 36-month extension results from a randomized, controlled,
double-masked clinical trial. Journal of Periodontology, 84(4), 456-
464. https://doi.org/10.1902/jop.2012.120141

Nibali, L., Yeh, Y. C., Pometti, D., & Tu, Y. K. (2018). Long-term stability of
intrabony defects treated with minimally invasive non-surgical ther-
apy. Journal of Clinical Periodontology, 45, 1458-1464. https://doi.
org/10.1111/jcpe.13021

Nygaard-@stby, P., Bakke, V., Nesdal, O., Susin, C., & Wikesjo, U. M.
(2010). Periodontal healing following reconstructive surgery: Effect
of guided tissue regeneration using a bioresorbable barrier device
when combined with autogenous bone grafting. A randomized-con-
trolled trial 10-year follow-up. Journal of Clinical Periodontology, 37(4),
366-373. https://doi.org/10.1111/j.1600-051X.2010.01532.x

Nyman, S., Lindhe, J., Karring, T., & Rylander, H. (1982). New attachment
following surgical treatment of human periodontal disease. Journal of
Clinical Periodontology, 9, 290-296. https://doi.org/10.1111/j.1600-
051X.1982.tb02095.x

Okuda, K.,Momose, M., Miyazaki,A.,Murata, M., Yokoyama,S., Yonezawa,
Y., ... Yoshie, H. (2000). Enamel matrix derivative in the treatment of
human intrabony osseous defects. Journal of Periodontology, 71(12),
1821-1828. https://doi.org/10.1902/jop.2000.71.12.1821


https://doi.org/10.1902/jop.1998.69.12.1317
https://doi.org/10.1902/jop.1998.69.12.1317
https://doi.org/10.1902/jop.2011.110266
https://doi.org/10.1902/jop.2011.110266
https://doi.org/10.2307/2529310
https://doi.org/10.2307/2529310
https://doi.org/10.1034/j.1600-0757.2000.2220105.x
https://doi.org/10.1034/j.1600-0757.2000.2220105.x
https://doi.org/10.1902/jop.2009.080236
https://doi.org/10.1902/jop.2009.080236
https://doi.org/10.1371/journal.pone.0147001
https://doi.org/10.1371/journal.pone.0147001
https://doi.org/10.1034/j.1600-051X.2002.291006.x
https://doi.org/10.1034/j.1600-051X.2002.291006.x
https://doi.org/10.1902/jop.2016.160459
https://doi.org/10.1007/s00784-015-1491-7
https://doi.org/10.1007/s00784-015-1491-7
https://doi.org/10.1902/jop.2006.060029
https://doi.org/10.1902/jop.2003.74.6.899
https://doi.org/10.1111/j.1600-051X.2011.01726.x
https://doi.org/10.1111/j.1600-051X.2011.01726.x
https://doi.org/10.1111/j.1600-051X.2005.00696.x
https://doi.org/10.1111/j.1600-051X.2005.00696.x
https://doi.org/10.1007/s00784-017-2133-z
https://doi.org/10.1111/j.1600-051X.2012.01869.x
https://doi.org/10.1111/j.1600-051X.2012.01869.x
https://doi.org/10.1016/j.jclinepi.2009.06.005
https://doi.org/10.1046/j.1365-2842.1996.d01-206.x
https://doi.org/10.1046/j.1365-2842.1996.d01-206.x
https://doi.org/10.1902/annals.2003.8.1.266
https://doi.org/10.1902/annals.2003.8.1.266
https://doi.org/10.1002/14651858.CD001724.pub2
https://doi.org/10.1902/jop.2012.120141
https://doi.org/10.1111/jcpe.13021
https://doi.org/10.1111/jcpe.13021
https://doi.org/10.1111/j.1600-051X.2010.01532.x
https://doi.org/10.1111/j.1600-051X.1982.tb02095.x
https://doi.org/10.1111/j.1600-051X.1982.tb02095.x
https://doi.org/10.1902/jop.2000.71.12.1821

NIBALI ET AL.

Okuda, K., Tai, H., Tanabe, K., Suzuki, H., Sato, T., Kawase, T., ... Yoshie, H.
(2005). Platelet-rich plasma combined with a porous hydroxyapatite
graft for the treatment of intrabony periodontal defects in humans: A
comparative controlled clinical study. Journal of Periodontology, 76(6),
890-898. https://doi.org/10.1902/jop.2005.76.6.890

Orsini, M., Orsini, G., Benlloch, D., Aranda, J. J., & Sanz, M. (2008).
Long-term clinical results on the use of bone-replacement grafts
in the treatment of intrabony periodontal defects. Comparison of
the use of autogenous bone graft plus calcium sulfate to autoge-
nous bone graft covered with a bioabsorbable membrane. Journal
of Periodontology, 79(9), 1630-1637. https://doi.org/10.1902/
jop.2008.070282

Pagliaro, U., Nieri, M., Rotundo, R., Cairo, F., Carnevale, G., Esposito,
M., ... Italian Society of Periodontology (2008). Clinical guidelines of
the Italian Society of Periodontology for the reconstructive surgical
treatment of angular bony defects in periodontal patients. Journal
of Periodontology, 79(12), 2219-2232. https://doi.org/10.1902/
jop.2008.080266

Panda, S., Doraiswamy, J., Malaiappan, S., Varghese, S. S., & Del Fabbro,
M. (2016). Additive effect of autologous platelet concentrates in
treatment of intrabony defects: A systematic review and meta-anal-
ysis. Journal of Investigative and Clinical Dentistry, 7(1), 13-26. https://
doi.org/10.1111/jicd.12117

Paolantonio, M. (2002). Combined periodontal regenerative technique in
human intrabony defects by collagen membranes and anorganic bo-
vine bone. A controlled clinical study. Journal of Periodontology, 73(2),
158-166. https://doi.org/10.1902/jop.2002.73.2.158

Paolantonio, M., Perinetti, G., Dolci, M., Perfetti, G., Tete, S., Sammartino,
G., ... Graziani, F. (2008). Surgical treatment of periodontal intrabony
defects with calcium sulfate implant and barrier versus collagen bar-
rier or open flap debridement alone: A 12-month randomized con-
trolled clinical trial. Journal of Periodontology, 79(10), 1886-1893.
https://doi.org/10.1902/jop.2008.080076

Papapanou, P. N., & Wennstrom, J. L. (1991). The angular bony de-
fect as indicator of further alveolar bone loss. Journal of Clinical
Periodontology, 18, 317-322. https://doi.org/10.1111/j.1600-
051X.1991.tb00435.x

Parrish, L. C., Miyamoto, T., Fong, N., Mattson, J. S., & Cerutis, D. R.(2009).
Non-bioabsorbable vs. bioabsorbable membrane: Assessment of
their clinical efficacy in guided tissue regeneration technique. A sys-
tematic review. Journal of Oral Science, 51(3), 383-400.

Patel, G. K., Gaekwad, S. S., Gujjari, S. K., & S C V.K. (2017). Platelet-
rich fibrin in regeneration of intrabony defects: A randomized con-
trolled trial. Journal of Periodontology, 88(11), 1192-1199. https://doi.
org/10.1902/jop.2017.130710

Patel, R. A., Wilson, R. F., & Palmer, R. M. (2012). The effect of smok-
ing on periodontal bone regeneration: A systematic review and me-
ta-analysis. Journal of Periodontology, 83(2), 143-155. https://doi.
org/10.1902/jop.2011.110130

Piemontese, M., Aspriello, S. D., Rubini, C., Ferrante, L., & Procaccini, M.
(2008). Treatment of periodontal intrabony defects with deminer-
alized freeze-dried bone allograft in combination with platelet-rich
plasma: A comparative clinical trial. Journal of Periodontology, 79(5),
802-810. https://doi.org/10.1902/jop.2008.070436

Pietruska, M., Pietruski, J., Nagy, K., Brecx, M., Arweiler, N. B., & Sculean,
A. (2012). Four-year results following treatment of intrabony peri-
odontal defects with an enamel matrix derivative alone or combined
with a biphasic calcium phosphate. Clinical Oral Investigations, 16(4),
1191-1197. https://doi.org/10.1007/s00784-011-0611-2

Pietruska, M., Skurska, A., Pietruski, J., Dolinska, E., Arweiler, N.,
Milewski, R., ... Sculean, A. (2012). Clinical and radiographic evalua-
tion of intrabony periodontal defect treatment by open flap debride-
ment alone or in combination with nanocrystalline hydroxyapatite
bone substitute. Annals of Anatomy, 194(6), 533-537. https://doi.
org/10.1016/j.aanat.2012.03.009

349
Fooconoosy” IAITEOGE

Pontoriero, R., Wennstrom, J., & Lindhe, J. (1999). The use of barrier
membranes and enamel matrix proteins in the treatment of angu-
lar bone defects. A prospective controlled clinical study. Journal of
Clinical Periodontology, 26(12), 833-840.

Qiao, J., Duan, J., Zhang, Y., Chu, Y., & Sun, C. (2016). The effect of con-
centrated growth factors in the treatment of periodontal intrabony
defects. Future Science OA, 2(4), FS136. https://doi.org/10.4155/
fsoa-2016-0019

Rathe, F., Junker, R., Chesnutt, B. M., & Jansen, J. A. (2009). The effect
of enamel matrix derivative (Emdogain) on bone formation: A sys-
tematic review. Tissue Engineering Part B: Reviews, 15(3), 215-224.
https://doi.org/10.1089/ten.teb.2008.0065

Reynolds, M. A., Aichelmann-Reidy, M. E., Branch-Mays, G. L., &
Gunsolley, J. C. (2003). The efficacy of bone replacement grafts in
the treatment of periodontal osseous defects. A systematic review.
Annals of Periodontology, 9(1), 227-265. https://doi.org/10.1902/
annals.2003.8.1.227

Reynolds, M. S., Kao, R. T., Camargo, P. M., Caton, J. G,, Clem, D. S,,
Fiorellini, J. P, ... Nevins, M. L. (2015). Periodontal regeneration -
intrabony defects: A consensus report from the AAP Regeneration
Workshop. Journal of Periodontology, 86(2), 105-107. https://doi.
org/10.1902/jop.2015.140378

Ridgeway, H. K., Mellonig, J. T., & Cochran, D. L. (2008). Human histo-
logic and clinical evaluation of recombinant human platelet-derived
growth factor and beta-tricalcium phosphate for the treatment of
periodontal intraosseous defects. International Journal Periodontics
and Restorative Dentistry, 28(2), 171-179.

Rosell6-Camps, A, Monje, A,, Lin, G. H., Khoshkam, V., Chavez-Gatty,
M., Wang, H. L., ... Hernandez-Alfaro, F. (2015). Platelet-rich plasma
for periodontal regeneration in the treatment of intrabony defects;
a meta-analysis on prospective clinical trials. Oral Surgery, Oral
Medicine, Oral Pathology, and Oral Radiology, 120(5), 562-574. https
://doi.org/10.1016/j.0000.2015.06.035

Résing, C. K., Aass, A. M., Mavropoulos, A., & Gjermo, P. (2005). Clinical
and radiographic effects of enamel matrix derivative in the treat-
ment of intrabony periodontal defects: A 12-month longitudinal
placebo-controlled clinical trial in adult periodontitis patients.
Journal of Periodontology, 76(1), 129-133. https://doi.org/10.1902/
jop.2005.76.1.129

Sanz, M., Tonetti, M. S., Zabalegui, I., Sicilia, A., Blanco, J., Rebelo, H.,
... Suvan, J. E. (2004). Treatment of intrabony defects with enamel
matrix proteins or barrier membranes: Results from a multicenter
practice-based clinical trial. Journal of Periodontology, 75(5), 726-733.
https://doi.org/10.1902/jop.2004.75.5.726

Scabbia, A., & Trombelli, L. (2004). A comparative study on the use of
a HA/collagen/chondroitin sulphate biomaterial (Biostite) and a
bovine-derived HA xenograft (Bio-Oss) in the treatment of deep
intra-osseous defects. Journal of Clinical Periodontology, 31(5), 348-
355. https://doi.org/10.1111/j.1600-051X.2004.00483.x

Schincaglia, G. P., Hebert, E., Farina, R., Simonelli, A., & Trombelli, L.
(2015). Singe versus double flap approach in periodontal regenera-
tive treatment. Journal of Clinical Periodontology, 42, 557-566. https
://doi.org/10.1111/jcpe.12409

Sculean, A., Barbé, G., Chiantella, G. C., Arwaeiler, N. B., Berakdar, M.,
& Brecx, M. (2002). Clinical evaluation of an enamel matrix protein
derivative combined with a bioactive glass for the treatment of intra-
bony periodontal defects in humans. Journal of Periodontology, 73(4),
401-408. https://doi.org/10.1902/jop.2002.73.4.401

Sculean, A., Berakdar, M., Chiantella, G. C., Donos, N., Arweiler, N. B., &
Brecx, M. (2003). Healing of intrabony defects following treatment
with a bovine-derived xenograft and collagen membrane. A con-
trolled clinical study. Journal of Clinical Periodontology, 30(1), 73-80.
https://doi.org/10.1034/j.1600-051X.2003.10192.x

Sculean, A., Chiantella, G. C., Windisch, P., Arweiler, N. B., Brecx, M., &
Gera, I. (2005). Healing of intra-bony defects following treatment


https://doi.org/10.1902/jop.2005.76.6.890
https://doi.org/10.1902/jop.2008.070282
https://doi.org/10.1902/jop.2008.070282
https://doi.org/10.1902/jop.2008.080266
https://doi.org/10.1902/jop.2008.080266
https://doi.org/10.1111/jicd.12117
https://doi.org/10.1111/jicd.12117
https://doi.org/10.1902/jop.2002.73.2.158
https://doi.org/10.1902/jop.2008.080076
https://doi.org/10.1111/j.1600-051X.1991.tb00435.x
https://doi.org/10.1111/j.1600-051X.1991.tb00435.x
https://doi.org/10.1902/jop.2017.130710
https://doi.org/10.1902/jop.2017.130710
https://doi.org/10.1902/jop.2011.110130
https://doi.org/10.1902/jop.2011.110130
https://doi.org/10.1902/jop.2008.070436
https://doi.org/10.1007/s00784-011-0611-2
https://doi.org/10.1016/j.aanat.2012.03.009
https://doi.org/10.1016/j.aanat.2012.03.009
https://doi.org/10.4155/fsoa-2016-0019
https://doi.org/10.4155/fsoa-2016-0019
https://doi.org/10.1089/ten.teb.2008.0065
https://doi.org/10.1902/annals.2003.8.1.227
https://doi.org/10.1902/annals.2003.8.1.227
https://doi.org/10.1902/jop.2015.140378
https://doi.org/10.1902/jop.2015.140378
https://doi.org/10.1016/j.oooo.2015.06.035
https://doi.org/10.1016/j.oooo.2015.06.035
https://doi.org/10.1902/jop.2005.76.1.129
https://doi.org/10.1902/jop.2005.76.1.129
https://doi.org/10.1902/jop.2004.75.5.726
https://doi.org/10.1111/j.1600-051X.2004.00483.x
https://doi.org/10.1111/jcpe.12409
https://doi.org/10.1111/jcpe.12409
https://doi.org/10.1902/jop.2002.73.4.401
https://doi.org/10.1034/j.1600-051X.2003.10192.x

NIBALI ET AL.

350
= Lwiey- [

with a composite bovine-derived xenograft (Bio-Oss Collagen)
in combination with a collagen membrane (Bio-Gide PERIO).
Journal of Clinical Periodontology, 32(7), 720-724. https://doi.
org/10.1111/j.1600-051X.2005.00758.x

Sculean, A., Chiantella, G. C., Windisch, P., Gera, I., & Reich, E. (2002).
Clinical evaluation of an enamel matrix protein derivative (Emdogain)
combined with a bovine-derived xenograft (Bio-Oss) for the treat-
ment of intrabony periodontal defects in humans. International
Journal of Periodontics & Restorative Dentistry, 22(3), 259-267.

Sculean, A., Nikolidakis, D., Nikou, G., Ivanovic, A., Chapple, I. L., &
Stavropoulos, A. (2015). Biomaterials for promoting periodontal regen-
erationin humanintrabony defects: A systematic review. Periodontology
2000, 68(1), 182-216. https://doi.org/10.1111/prd.12086

Sculean, A., Pietruska, M., Arweiler, N. B., Auschill, T. M., & Nemcovsky,
C. (2007). Four-year results of a prospective-controlled clinical study
evaluating healing of intra-bony defects following treatment with an
enamel matrix protein derivative alone or combined with a bioactive
glass. Journal of Clinical Periodontology, 34(6), 507-513. https://doi.
org/10.1111/j.1600-051X.2007.01084.x

Sculean, A., Pietruska, M., Schwarz, F., Willershausen, B., Arweiler, N. B.,
& Auschill, T. M. (2005). Healing of human intrabony defects follow-
ing regenerative periodontal therapy with an enamel matrix protein
derivative alone or combined with a bioactive glass. A controlled clin-
ical study. Journal of Clinical Periodontology, 32(1), 111-117. https://
doi.org/10.1111/j.1600-051X.2004.00635.x

Sculean, A., Schwarz, F., Chiantella, G. C., Donos, N., Arweiler, N. B,
Brecx, M., & Becker, J. (2007). Five-year results of a prospective, ran-
domized, controlled study evaluating treatment of intra-bony defects
with a natural bone mineraland GTR. Journal of Clinical Periodontology,
34(1), 72-77. https://doi.org/10.1111/j.1600-051X.2006.01007.x

Shirakata, Y., Setoguchi, T., Machigashira, M., Matsuyama, T., Furuichi,
Y., Hasegawa, K., ... Izumi, Y. (2008). Comparison of injectable cal-
cium phosphate bone cement grafting and open flap debride-
ment in periodontal intrabony defects: A randomized clinical trial.
Journal of Periodontology, 79(1), 25-32. https://doi.org/10.1902/
jop.2008.070141

Siciliano, V., Andreuccetti, G., Blasi, A., Matarasso, M., Sculean, A., &
Salvi, G. E. (2014). Clinical outcomes following regenerative therapy
of non-contained intrabony defects using a deproteinized bovine
bone mineral combined with either enamel matrix derivative or col-
lagen membrane. Journal of Periodontology, 85(10), 1342-1350. https
://doi.org/10.1902/jop.2014.130420

Siciliano, V., Andreuccetti, G., Siciliano, A. I, Blasi, A., Sculean, A., &
Salvi, G. E. (2011). Clinical outcomes after treatment of non-con-
tained intrabony defects with enamel matrix derivative or guided
tissue regeneration: A 12-month randomized controlled clinical trial.
Journal of Periodontology, 82(1), 62-71. https://doi.org/10.1902/
jop.2010.100144

Silvestri, M., Rasperini, G., & Milani, S. (2011). 120 infrabony defects
treated with regenerative therapy: Long-term results. Journal of
Periodontology, 82(5), 668-675.

Silvestri, M., Ricci, G., Rasperini, G., Sartori, S., & Cattaneo, V. (2000).
Comparison of treatments of infrabony defects with enamel matrix
derivative, guided tissue regeneration with a nonresorbable mem-
brane and Widman modified flap. A pilot study. Journal of Clinical
Periodontology, 27(8), 603-610. https://doi.org/10.1034/j.1600-
051x.2000.027008603.x

Silvestri, M., Sartori, S., Rasperini, G., Ricci, G., Rota, C., & Cattaneo, V.
(2003). Comparison of infrabony defects treated with enamel matrix
derivative versus guided tissue regeneration with a nonresorbable
membrane. Journal of Clinical Periodontology, 30(5), 386-393.

Sipos, P. M., Loos, B. G., Abbas, F., Timmerman, M. F., & van der
Velden, U. (2005). The combined use of enamel matrix proteins
and a tetracycline-coated expanded polytetrafluoroethylene
barrier membrane in the treatment of intra-osseous defects.

Journal of Clinical Periodontology, 32(7), 765-772. https://doi.
org/10.1111/j.1600-051X.2005.00754.x

Slotte, C., Askléw, B., Sultan, J., & Norderyd, O. (2012). A randomized
study of open-flap surgery of 32 intrabony defects with and without
adjunct bovine bone mineral treatment. Journal of Periodontology,
83(8), 999-1007. https://doi.org/10.1902/jop.2011.110490

Song, F., Hooper, L., & Loke, Y. K. (2013). Publication bias: What is it?
How do we measure it? How do we avoid it? Open Access Journal of
Clinical Trial, 5, 71-81. https://doi.org/10.2147/OAJCT.S34419

Stahl, S. S., & Froum, S. J. (1987). Histologic and clinical responses to
porous hydroxyapatite implants in human periodontal defects. Three
to twelve months postimplantation. Journal of Periodontology, 58(10),
689-695. https://doi.org/10.1902/jop.1987.58.10.689

Stavropoulos, A., Karring, E. S., Kostopoulos, L., & Karring, T. (2003).
Deproteinized bovine bone and gentamicin as an adjunct to GTR in
the treatment of intrabony defects: A randomized controlled clinical
study. Journal of Clinical Periodontology, 30(6), 486-495. https://doi.
org/10.1034/j.1600-051X.2003.00258.x

Stavropoulos, A., & Karring, T. (2010). Guided tissue regeneration com-
bined with a deproteinized bovine bone mineral (Bio-Oss) in the
treatment of intrabony periodontal defects: 6-year results from a
randomized controlled clinical trial. Journal of Clinical Periodontology,
37,200-210. https://doi.org/10.1111/j.1600-051X.2009.01520.x

Sterne, J., Egger, M., & Moher, D. (2008). Addressing reporting bias.
In J. Higgins, & S. Green (Eds.), Cochrane handbook for system-
atic review of interventions version 5.0.0. Oxford, UK: Cochrane
Collaboration.

Stoecklin-Wasmer, C., Rutjes, A. W., da Costa, B. R., Salvi, G. E., Juni, P., &
Sculean, A. (2013). Absorbable collagen membranes for periodontal
regeneration: A systematic review. Journal of Dental Research, 92(9),
773-781. https://doi.org/10.1177/0022034513496428

Thorat, M., Baghele, O.N., &S PR (2017). Adjunctive effect of autologous
platelet-rich fibrin in the treatment of intrabony defects in localized
aggressive periodontitis patients: A randomized controlled split-
mouth clinical trial. International Journal of Periodontics & Restorative
Dentistry, 37(6), e302-e309. https://doi.org/10.11607/prd.2972

Tonetti, M. S., Cortellini, P., Lang, N. P, Suvan, J. E., Adriaens, P,
Dubravec, D., ... Zybutz, M. (2004). Clinical outcomes following
treatment of human intrabony defects with GTR/bone replacement
material or access flap alone. A multicenter randomized controlled
clinical trial. Journal of Clinical Periodontology, 31(9), 770-776. https://
doi.org/10.1111/j.1600-051X.2004.00562.x

Tonetti, M. S., Cortellini, P, Susan, J. E., Adriaens, P., Baldi, C., Dubravec,
D., ... Lang, N. P. (1998). Generalizability of the added benefits of
guided tissue regeneration in the treatment of deep intrabony
defects. Evaluation in a multi-center randomized controlled clini-
cal trial. Journal of Periodontology, 69(11), 1183-1189. https://doi.
org/10.1902/jop.1998.69.11.1183

Tonetti, M. S., Fourmousis, I., Suvan, J., Cortellini, P., Bragger, U., Lang,
N. P.,. & European Research Group on Periodontology (ERGOPERIO)
(2004). Healing, post-operative morbidity and patient perception of
outcomes following regenerative therapy of deep intrabony defects.
Journal of Clinical Periodontology, 31(12), 1092-1098. https://doi.
org/10.1111/j.1600-051X.2004.00615.x

Tonetti, M. S., Lang, N. P, Cortellini, P., Susan, J. E., Adriaens, P,
Dubravec, D., ... Wallkamm, B. (2002). Enamel matrix proteins in the
regenerative therapy of deep intrabony defects. Journal of Clinical
Periodontology, 29(4), 317-325.

Trejo, P. M., Weltman, R., & Caffesse, R. (2000). Treatment of intraos-
seous defects with bioabsorbable barriers alone or in combination
with decalcified freeze-dried bone allograft: A randomized clini-
cal trial. Journal of Periodontology, 71(12), 1852-1861. https://doi.
org/10.1902/jop.2000.71.12.1852

Troiano, G., Laino, L., Zhurakivska, K., Cicciu, M., Lo Muzio, L., & Lo
Russo, L. (2017). Addition of enamel matrix derivatives to bone


https://doi.org/10.1111/j.1600-051X.2005.00758.x
https://doi.org/10.1111/j.1600-051X.2005.00758.x
https://doi.org/10.1111/prd.12086
https://doi.org/10.1111/j.1600-051X.2007.01084.x
https://doi.org/10.1111/j.1600-051X.2007.01084.x
https://doi.org/10.1111/j.1600-051X.2004.00635.x
https://doi.org/10.1111/j.1600-051X.2004.00635.x
https://doi.org/10.1111/j.1600-051X.2006.01007.x
https://doi.org/10.1902/jop.2008.070141
https://doi.org/10.1902/jop.2008.070141
https://doi.org/10.1902/jop.2014.130420
https://doi.org/10.1902/jop.2014.130420
https://doi.org/10.1902/jop.2010.100144
https://doi.org/10.1902/jop.2010.100144
https://doi.org/10.1034/j.1600-051x.2000.027008603.x
https://doi.org/10.1034/j.1600-051x.2000.027008603.x
https://doi.org/10.1111/j.1600-051X.2005.00754.x
https://doi.org/10.1111/j.1600-051X.2005.00754.x
https://doi.org/10.1902/jop.2011.110490
https://doi.org/10.2147/OAJCT.S34419
https://doi.org/10.1902/jop.1987.58.10.689
https://doi.org/10.1034/j.1600-051X.2003.00258.x
https://doi.org/10.1034/j.1600-051X.2003.00258.x
https://doi.org/10.1111/j.1600-051X.2009.01520.x
https://doi.org/10.1177/0022034513496428
https://doi.org/10.11607/prd.2972
https://doi.org/10.1111/j.1600-051X.2004.00562.x
https://doi.org/10.1111/j.1600-051X.2004.00562.x
https://doi.org/10.1902/jop.1998.69.11.1183
https://doi.org/10.1902/jop.1998.69.11.1183
https://doi.org/10.1111/j.1600-051X.2004.00615.x
https://doi.org/10.1111/j.1600-051X.2004.00615.x
https://doi.org/10.1902/jop.2000.71.12.1852
https://doi.org/10.1902/jop.2000.71.12.1852

NIBALI ET AL.

substitutes for the treatment of intrabony defects: A systematic re-
view, meta-analysis and trial sequential analysis. Journal of Clinical
Periodontology, 44(7), 729-738. https://doi.org/10.1111/jcpe.12742

Trombelli, L., Farina, R., & Franceschetti, G. (2007). Single flap approach
in periodontal surgery. Dental Cadmos, 75(8), 15-25.

Trombelli, L., Heitz-Mayfield, L. J., Needleman, I., Moles, D., & Scabbia,
A. (2002). A systematic review of graft materials and biological
agents for periodontal intraosseous defects. Journal of Clinical
Periodontology, 29(3), 117-135. https://doi.org/10.1034/j.1600-
051X.29.s3.7.x

Trombelli, L., Simonelli, A., Pramstraller, M., Wikesjo, U. M., & Farina, R.
(2010). Single flap approach with and without guided tissue regen-
eration and a hydroxyapatite biomaterial in the management of in-
traosseous periodontal defects. Journal of Periodontology, 81, 1256-
1263. https://doi.org/10.1902/jop.2010.100113

Tsitoura, E., Tucker, R., Suvan, J., Laurell, L., Cortellini, P., & Tonetti, M.
(2004). Baseline radiographic defect angle of the intrabony defect
as a prognostic indicator in regenerative periodontal surgery with
enamel matrix derivative. Journal of Clinical Periodontology, 31(8),
643-647. https://doi.org/10.1111/j.1600-051X.2004.00555.x

Wachtel, H., Schenk, G., Béhm, S., Weng, D., Zuhr, O., & Hiirzeler, M. B.
(2003). Microsurgical access flap and enamel matrix derivative for
the treatment of periodontal intrabony defects: A controlled clinical
study. Journal of Clinical Periodontology, 30(6), 496-504. https://doi.
org/10.1034/j.1600-051X.2003.00013.x

Yamamiya, K., Okuda, K., Kawase, T., Hata, K., Wolff, L. F., & Yoshie,
H. (2008). Tissue-engineered cultured periosteum used with
platelet-rich plasma and hydroxyapatite in treating human osse-
ous defects. Journal of Periodontology, 79(5), 811-818. https://doi.
org/10.1902/jop.2008.070518

Yassibag-Berkman, Z., Tuncer, O., Subasioglu, T., & Kantarci, A. (2007).
Combined use of platelet-rich plasma and bone grafting with or
without guided tissue regeneration in the treatment of anterior
interproximal defects. Journal of Periodontology, 78(5), 801-809.
https://doi.org/10.1902/jop.2007.060318

Yen, C. C., Ty, Y. K,, Chen, T. H., & Lu, H. K. (2014). Comparison of
treatment effects of guided tissue regeneration on infrabony le-
sions between animal and human studies: A systematic review
and meta-analysis. Journal of Periodontal Research, 49(4), 415-424.
https://doi.org/10.1111/jre.12130

Yilmaz, S., Cakar, G., Yildirim, B., & Sculean, A. (2010). Healing of two
and three wall intrabony periodontal defects following treat-
ment with an enamel matrix derivative combined with autogenous

351
Fonoconoosy MAIIEO G

bone. Journal of Clinical Periodontology, 37(6), 544-550. https://doi.
org/10.1111/j.1600-051X.2010.01567.x

Zanatta, F. B, de Souza, F. G., Pinto, T. M., Antoniazzi, R. P., & Rosing,
C. K. (2013). Do the clinical effects of enamel matrix derivatives
in infrabony defects decrease overtime? A systematic review and
meta-analysis. Brazilian Dental Journal, 24(5), 446-455. https://doi.
org/10.1590/0103-6440201302192

Zhou, S., Sun, C., Huang, S., Wu, X., Zhao, Y., Pan, C., ... Kou, Y. (2018).
Efficacy of adjunctive bioactive materials in the treatment of
periodontal intrabony defects: A systematic review and me-
ta-analysis. BioMed Research International, 2018, 1-15. https://doi.
org/10.1155/2018/8670832

Zucchelli, G., Amore, C., Montebugnoli, L., & De Sanctis, M. (2003).
Enamel matrix proteins and bovine porous bone mineral in the
treatment of intrabony defects: A comparative controlled clini-
cal trial. Journal of Periodontology, 74(12), 1725-1735. https://doi.
org/10.1902/jop.2003.74.12.1725

Zucchelli, G., Bernardi, F., Montebugnoli, L., & De, S. M. (2002). Enamel
matrix proteins and guided tissue regeneration with titanium-rein-
forced expanded polytetrafluoroethylene membranes in the treat-
ment of infrabony defects: A comparative controlled clinical trial.
Journal of Periodontology, 73(1), 3-12. https://doi.org/10.1902/
jop.2002.73.1.3

Zybutz, M. D., Laurell, L., Rapoport, D. A., & Persson, G. R. (2000).
Treatment of intrabony defects with resorbable materials, non-re-
sorbable materials and flap debridement. Journal of Clinical
Periodontology, 27(3), 169-178. https://doi.org/10.1034/j.1600-
051x.2000.027003169.x

SUPPORTING INFORMATION
Additional supporting information may be found online in the

Supporting Information section.

How to cite this article: Nibali L, Koidou VP, Nieri M, Barbato
L, Pagliaro U, Cairo F. Regenerative surgery versus access
flap for the treatment of intra-bony periodontal defects: A
systematic review and meta-analysis. J Clin Periodontol.
2020;47:320-351. https://doi.org/10.1111/jcpe.13237



https://doi.org/10.1111/jcpe.12742
https://doi.org/10.1034/j.1600-051X.29.s3.7.x
https://doi.org/10.1034/j.1600-051X.29.s3.7.x
https://doi.org/10.1902/jop.2010.100113
https://doi.org/10.1111/j.1600-051X.2004.00555.x
https://doi.org/10.1034/j.1600-051X.2003.00013.x
https://doi.org/10.1034/j.1600-051X.2003.00013.x
https://doi.org/10.1902/jop.2008.070518
https://doi.org/10.1902/jop.2008.070518
https://doi.org/10.1902/jop.2007.060318
https://doi.org/10.1111/jre.12130
https://doi.org/10.1111/j.1600-051X.2010.01567.x
https://doi.org/10.1111/j.1600-051X.2010.01567.x
https://doi.org/10.1590/0103-6440201302192
https://doi.org/10.1590/0103-6440201302192
https://doi.org/10.1155/2018/8670832
https://doi.org/10.1155/2018/8670832
https://doi.org/10.1902/jop.2003.74.12.1725
https://doi.org/10.1902/jop.2003.74.12.1725
https://doi.org/10.1902/jop.2002.73.1.3
https://doi.org/10.1902/jop.2002.73.1.3
https://doi.org/10.1034/j.1600-051x.2000.027003169.x
https://doi.org/10.1034/j.1600-051x.2000.027003169.x
https://doi.org/10.1111/jcpe.13237

