
Emocomponenti ad uso non 
trasfusionale in odontoiatria

Giuseppe Marano
Italian National Blood Centre



Conflitto di interessi
Il sottoscritto, in qualità di Relatore, 

dichiara che

• nell’esercizio della sua funzione e per l’evento in
oggetto, NON È in alcun modo portatore di interessi
commerciali propri o di terzi;

• dichiara inoltre che gli eventuali rapporti avuti negli
ultimi due anni con soggetti portatori di interessi
commerciali non sono tali da permettere a tali
soggetti di influenzare le sue funzioni al fine di
trarne vantaggio.



Da quando un chirurgo maxillofacciale americano 

(Marx R.E.) pubblicò nel 1998 i primi risultati 

riguardanti l'accelerazione della crescita dell'osso 

mandibolare, ottenuta con l'aggiunta locale al 

trapianto di osso spugnoso di concentrati piastrinici, 

si è progressivamente sviluppato un grande interesse 

per l'applicazione topica delle piastrine, incluse o 

meno in una matrice fibrinica, quali fonte di fattori di 

crescita per lo stimolo alla riparazione tissutale. 

The starting point



Pubmed: “platelet concentrate” AND “platelet-rich 
plasma” AND “platelet gel” AND “PRP” AND “oral 

surgery” AND “dentistry” AND “dental surgery” AND 
“periodontal surgery” AND “dentoalveolar surgery” 

(2000-2019)

Fonte: https://www.ncbi.nlm.nih.gov/pubmed

1998 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

Emocomponenti per uso non-trasfusionale in odontoiatria:
letteratura scientifica



• Revisioni della Cochrane Library

• Review Sistematiche

• Meta-analisi

Emocomponenti per uso non-trasfusionale in odontoiatria:
letteratura scientifica
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Conclusion:

Evidence described in the literature on the efficacy of platelet concentrates in

procedures in oral and maxillofacial region are controversial and limited. In order to

clarify the real advantages and priorities for the patients, when the blood-derived

products are applied, further in vitro and in vivo research about the activity of PRP and

PRF on the dental cells biology should be conducted.

Zornitsa Mihaylova, et al. Use of platelet
concentrates in oral and maxillofacial
surgery: an overview. Acta Odontologica
Scandinavica, 75:1, 1-11.

Emocomponenti per uso non-trasfusionale in odontoiatria:
revisione della letteratura

Conclusion: 

Our data suggest that PRF/PRP could be taken as a
preferred adjunct to facilitate periodontal
regeneration of intrabony defects.
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Flow chart of the selection of the studies

Twenty-one original RCTs were selected to perform a systematic review 
on the possible therapeutic applications of autologous PRP in dentistry.
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Study (year) Patients (N) Males/ 
females

Mean age, 
years (range)

Treatment Follow-up

Agarwal (2014) 24 10/14 NR (30–65) Intrabony periodontal defects 12 months

Alissa (2010) 23 8/15 30.5 (20–52) Tooth extraction 3 months

Arenaz-Búa (2012) 82 37/45 23 (18–45) Tooth extraction 3–6 months

Bajaj (2013 42 22/20 39.4 (NR) Treatment of furcation defects 9 months

Döri (2008) 26 12/14 NR (32–56) Intrabony periodontal defects 12 months

Döri (2009) 30 9/21 NR (28–65) Intrabony periodontal defects 12 months

Dutta (2015) 60 29/31 34.5 (18–50) Tooth extraction 4 months

Eskan (2014) 28 14/14 NR (19–75) Alveolar ridge augmentation 4 months

Geurs (2014) 41 12/29 52 (NR) Tooth extraction 2 months

Harnack (2009) 22 NR NR Intrabony periodontal defects 6 months

Keceli (2008) 40 10/30 38 (16–60) Root coverage 12 months

Menezes (2012) 60 30/30 37.7 (NR) Intrabony periodontal defects 48 months

Nakkeeran (2018) 20 12/8 24 (NR) Osseous defects of the jaw 5 months

Ogundipe (2011) 60 25/35 24.7 (19–35) Tooth extraction 4 months

Okuda (2005) 70 21/49 55.5 (NR) Intrabony periodontal defects 12 months

Piemontese (2008) 60 31/29 NR (47–72) Intrabony periodontal defects 12 months

Pradeep (2009) 20 10/10 42.8 (NR) Treatment of furcation defects 6 months

Saini (2011) 20 8/12 40.3 (22–50) Intrabony periodontal defects 9 months

Schaaf (2008) 53 NR NR Maxillary sinus augmentation 4 months

Torres (2009) 87 40/47 NR (52–78) Maxillary sinus augmentation 24 months

Wiltfang (2003) 35 8/27 46 (32–64) Maxillary sinus augmentation 6 months

Principali caratteristiche degli RCT inclusi nell’analisi

Range 
20-87 patients

Range 
2-48 months



Risk of bias*

Thirteen (61.9%) studies were at high risk of bias for one or more domains, and 7 
studies (33.3%) were at unclear risk of bias for 1 or more domains; one study was 

judged at low risk of bias in all the domains.

*Review authors' judgements about each risk of bias item presented as percentages across all included studies



PRP in oral surgery: summary of findings

Outcomes Illustrative comparative risks (95% CI) Relative effect: 
mean difference

(95% CI)

N. of participants
(studies)

Quality of the 
evidence 
(GRADE)

Comments

Assumed risk Corresponding risk

PRP Controls

Probing depth (PD) 
Follow-up: 6–48 

months

The mean score 
PD ranged across 

control groups 
from 1.52 to 5.85

The mean score in 
the intervention 
groups was 0.39 

lower 
(0.80 lower to 0.02 

higher)

−0.39 
(−0.80/0.02)

566 (11 studies) ⊕⊖⊖⊖
very low1

On average, it is unclear whether 
or not use of PRP compared to 
controls affects the PD at long-

term follow-up. 
Between group differences were 
small and unlikely to be of clinical 

importance.

Clinical attachment 
level (CAL)

Follow-up: 3–48 
months

The mean score 
ranged across 
control groups 
from 2.02 to 

11.81

The mean score in 
the intervention 
groups was 0.57 

lower
(0.93 to 0.20 lower)

−0.57 
(−0.93/−0.20)

566 (11 studies) ⊕⊕⊖⊖
low2

Very marginal clinical benefit of 
PRP compared to controls. 

On average, compared to controls, 
PRP decreases CAL by 0.57.

Gingival recession (GR)
Follow-up: 6–48 

months

The mean score 
ranged across 
control groups 

from 0.76 to 4.75

The mean score in 
the intervention 
groups was 0.46 

lower 
(0.77 to 0.15 lower)

−0.46 
(−0.77/−0.15)

482 (9 studies) ⊕⊕⊖⊖
low2

Very marginal clinical benefit of 
PRP compared to controls. 

On average, compared to controls, 
PRP decreases GR by 0.57.

Bone defect (BD)
Follow-up: 9–12 

months

The mean BD 
ranged across 
control groups 

from 1.90 to 3.78

The mean score in 
PRP group was 0.67 

lower
(1.19 to 0.15 lower)

−0.67 
(−1.19/−0.15)

306 (6 studies) ⊕⊕⊖⊖
low2

Very marginal clinical benefit of PRP 
compared to controls.

On average, compared to controls, 
PRP decreases BD by 0.67.

Patient or population: with periodontal defects; Settings: outpatient; Unit of analysis: periodontal defect; 
Intervention: regimens containing PRP; Comparison: regimens not containing PRP.

1Down-graded for imprecision (95% CI includes line of no effect), for inconsistency (due to substantial heterogeneity, I2 =80–89%) and because
of high risk of bias or unclear risk of bias in some of the included studies.
2Down-graded for inconsistency (due to substantial heterogeneity, I2=80–89%) and because of high risk of bias or unclear risk of bias in some
of the included studies.



Forest plots (I)

MD: mean difference; 95% CI: 95% confidence interval.

Probing depths
Pooled data from 11 trials showed no clear differences between the
test study arm and the control arm: MD: −0.39; 95% confidence
interval (CI): −0.80/0.02; p-value=not significant (very low quality
evidence, down-graded for serious risk of bias, for inconsistency [due
to substantial heterogeneity, I2=88.6%] and for imprecision [95% CIs
include line of no effect]).

Clinical attachment level
Pooled data from 11 trials showed a slight decrease in
clinical attachment level in the PRP group compared to the
control arm: MD: −0.57; 95% CI: −0.93/−0.20; p=0.002 (low
quality evidence, down-graded for serious risk of bias and
for inconsistency [I2 = 79.8%]).

https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=6774927_BLT-17-357_g004.jpg


Bone defect
Pooled data from 6 trials showed a slight decrease in bone
defects in the PRP group compared to the control arm: MD:
−0.67; 95% CI: −1.19; −0.15; p=0.01 (low quality evidence,
down-graded for serious risk of bias and for inconsistency [I2 =
89.1 %]).

Forest plots (II)

MD: mean difference; 95% CI: 95% confidence interval.

Gingival recession
Pooled data from 9 trials showed a slight decrease in
gingival recession in the PRP group compared to the control
arm: MD: −0.46; 95% CI: −0.77/−0.15; p=0.0035 (low
quality evidence, down-graded for serious risk of bias and
for inconsistency [I2 = 80.0 %]).



[…] we limited the quantitative synthesis (meta-analysis) to 11 studies evaluating PRP in the treatment of
“periodontal defects” since for other clinical contexts the number of studies was too low and the
procedural heterogeneity was too high to allow pooling of data.

The available evidence for all the comparisons was rated as low or very low quality due to inconsistency,
imprecision, and risk of bias in most of the selected studies. The heterogeneity was high, probably because
studies used different criteria for patient recruitment, different length of observation time after surgery,
different devices to measure the periodontal defects, and because they included disease of variable severity
[…]

This pooled analysis reflects the discordance arising from the evaluation of the single studies.

[…] There is some evidence to suggest that PRP improves the intrabony periodontal defect, without
affecting bone regeneration. […] On the whole, these statements are isolated cases and are not suitable for
quantitative evaluation, but point to the need for further investigation.

Future research in this field should be directed toward the implementation of well-designed, adequately
powered RCTs. The results of such trials will help to elucidate the role of PRP in periodontal and other oral
surgical settings.

https://dx.doi.org/10.2450/2019.0177-19


Grazie  per 

l’attenzione!


