
Romanian Journal of Oral Rehabilitation 

Vol. 2, No. 4, October 2010 
 

17 

 

 
 

EMDOGAIN AND BIO-OSS BETWEEN HOPE AND REALITY 
Laura C  

,,Victor Babes,, University of Medecine and Pharmacy Faculty of Dental Medecine  
 
Abstract: In the last  years the treatment of periodontal disease has  gain new meanings thanks to new developed 
materials that helped the surgical treatment. The developers of these materials promise a lot in the field of 
guided tissue regeneration, but in order to know how much of these is true we tried some of them in clinical 
tests. The most frequently used materials by us was Emdogain and Bio-Oss and made a study (similar studies 
was conducted by Sculeanu et.al.) to demonstrate how much of these materials properties was hope and how 
much was reality. The aim of the study was to evaluate the clinical and radiographic outcome using two 
different materials in the treatment of periodontal bone defects based on guided tissue regeneration techniques 
(2). Our study included 40 subjects with generally healthy status with periodontitis ilness in advanced stage. 
Depending of the materials used in the treatment our patients were divided into two equal groups. The group 
number I, was treated with a bovine-derived hydroxyapatite xenograft (Bio-Oss, ) combined with a resorbable 
collagen membrane (COREM, Poneti) was used. In the second group was used enamel matrix derivative 

the following parameters were evaluated: plaque index, gingival index, probing pocket depth, clinical 
attachment level,  radiographic defect depth, and defect width. At the patients with bad oral hygiene the plaque 
and gingival index was haing high values. All clinical and radiographic parameters (except plaque index) were 
significantly reduced after treatment in both groups . No great differences were revealed between the two groups 
of patients in examined parameters after treatment. The results demonstrated that the treatment of periodontal 
bone defects with both materials leads to similar and significant improvements in clinical and radiographic 
parameters. The exception was made by the patients with bad oral hygiene.  
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INTRODUCTION: 

In the last  years the treatment of 
periodontal disease has  gain new 
meanings thanks to new developed 
materials that helped the surgical 
treatment. The developers of these 
materials promised a lot in the field of 
guided tissue regeneration, but in order to 
know how much of these is true we tried 
some of them in clinical tests. The most 
frequently used materials by us was 
Emdogain and Bio-Oss and made a study 
to demonstrate how much of these 
materials properties was hope and how 
much was reality. The aim of the study 
was to evaluate the clinical and 
radiographic outcome using two different 
materials in the treatment of periodontal 
bone defects. 
 
MATERIAL AND METHODS 

The study included 40 generally healthy 
subjects with advanced periodontitis (20 
women, 20 men), aged 35 60, supra- and 

subgingival scaling and root planing were 
carried out during a 3-month preoperative 
period in all the patients, who also 
received oral hygiene instructions.. The 
patients were divided into two groups, 20 
in each, according to the material used. In 
the first group, a resorbable collagen 
membrane (COREM, Poneti) and a 
bovine-derived xenograft (Bio-
Geistlich, Wolhusen, Switzerland, Bioos, 
Cerasorb) was used. The other group of 
patients was treated with enamel matrix 

Sweden).  
Clinical and radiographic examinations 

were performed prior to, and 1 year after 
surgery. A periodontal probe (WHO 
Probe, CPITN) was used for clinical 
examinations prior and 1 year after 
surgery. At the same time the radiographic 
examination was made. Clinical were 
evaluated the folowing parameters: plaque 
index (PI - 
(GI - 
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(PPD, in mm), clinical attachment level 
(CAL, in mm). The measurements were 
made on folowing sites mesiovestibular, 
vestibular, distovestibular, mesiooral, oral, 
distooral. 

Radiographic examination used two 
intraoral radiographs taken with 
customized film holders and long-cone 
paralleling technique. The following 
parameters were measured;  (1) defect 
depth (the vertical distance between the 
crest of the alveolar process and the 
jonction site of the root surface and normal 
alveolar bone, in mm), (2) defect width 
(the horizontal distance between the root 
surface and the most coronal part of the 
alveolar process, in mm). 

Only patients with deepest site of 
gingival pocket was considered for 
analysis. This selection was made using 

 mm 
 mm. 

Bone defects chosen for analysis were 
similar in size and shape, and were found 
at homonymous teeth in the two groups to 
be compared. Both groups of patients have 
presented periodontal pockets (22 with two 
walls, 8 with three walls, 5 circular bone 
defects and the remaining five other 
defects). 

In both groups of patients, the surgical 
procedures were performed under local 
anaesthesia (4% Ubistesin). Following an 
incision in the gingival pocket, a 
mucoperiosteal flap was raised 
vestibularly and lingually. Vertical 
incisions were placed only if necessary for 
adequate access to the surgical site or to 
achieve complete coverage of the 
membrane with the mucoperiosteal flap 
(1). Granulation tissue was removed from 
the bone defect, and the root surface was 
cleaned and planed using hand and rotative 
instruments depending of the site defect. 
The surgical area was then rinsed with 
physiological saline. In the first group, the 
root surface was etched for 2 min with 
neutral 24% EDTA to remove the smear 
layer. Then the site was rinsed again with 

physiological saline and Emdogain was 
applied starting at the bottom of the defect. 
Finally, the flap was repositioned 
coronally and sutured tightly with non-
resorbable sutures. In the second group of 
patients, the bone defect was filled with 
Bio-Oss and then covered with the 
resorbable Bio-Gide membrane. The 
membrane was fixed using resorbable 
sutures. The sutures were removed 14 days 
after the surgery. All patients received 
antiobiotics  1 g amoxiclav twice a day 
for 1 wk. Moreover, the patients were 
instructed to avoid mechanical tooth 
brushing in the region involved for 4 wk, 
to chew carefully for 4 wk, and to rinse the 
oral cavity with 0.2% chlorhexidine 
solution (Plak-Out) twice daily for 6 wk. 
Four weeks after the procedure the patients 
started gentle tooth cleaning using the roll 
technique. Postsurgical appointments were 
scheduled at 2, 4 and 6 wk, and then every 
2 months. During the first year after 
surgery, only professional supragingival 
tooth cleaning was carried out. 
 
RESULTS AND DISCUTIONS 

In all patients postoperative healing was 
uneventful. No inflammatory 
complications were observed, except a few 
case of patients with bad oral hygiene. 

The mean PI values in the Bio-Oss and 
the Emdogain groups at baseline were 
identical. Following the treatment PI 
remained unchanged in both groups. The 
mean GI values in the two groups before 
treatment were not significantly different. 
The mean GI values after treatment were 
significantly reduced in both groups, and 
the values were not statistically different 
between the two groups. Likewise, PPD 
and CAL values were initially similar 
between the two groups. After surgery, the 
mean PPD and CAL values significantly 
decreased in both groups.  

The differences in radiographic 
parameters between the two groups of 
patients before treatment was not 
significant. The mean radiographic 
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parameters (depth and width of bone 
defects) were significantly reduced after 
both Bio-Oss and Emdogain treatment.  

We will try to exemplify this using the 
RX from two patients. First  patient was 
treated with Emdogain. It presents 
periodontal pockets around 1.7 and 1.8 
with a probing depth of 8 mm, 4.7 presents 

a lvl 4 furcation, and around 4.2 and 4.3 
periodontal pockets with a probing depth 
of 5 mm (Figure 1). Also around 2.2-2.3 
periodontal pockets with a probing depth 
of 6 mm and 2.7-2.8 periodontal pockets 
with a probing depth of 7 mm. The second 
Rx (Figure 2) was taken after 1 year and it 
shows a bone gain of 5-6 mm. 

 

  
Fig. 1 Fig. 2 

 
This patient was treated with Bio-Oss. 

It presents periodontal pockets around 1.7-
1.6 1.3, 2.4-2.5 with a probing depth of 6 

mm (Figure 3). The second Rx was taken 
after 1 year and it shows a bone gain of 5-
6 mm (Figure 4). 
 

  
Fig. 3 Fig. 4 

    
CONCLUSIONS: 

Based on the above data and our own 
experience it appears that the use of Bio-
Oss combined with resorbable membrane 
and the regenerative tehnique with 
Emdogain are comparable in the aspect of 
clinical and radiografically assessed 
periodontal healing and ofered the bone 
regeneration promised by their developer. 
The reults of our study are overlaping with 
data reported by other authors, who 
demonstrated a similar improvement in 
radiographic parameters. In some cases we 
couldn`t reach the bone regeneration 
desired because of the patient bad hygiene 
and other healing factors that are not 

related to the proprieties of the material 
used. 

Emdogain aplication caused pocket 
depth reduction and improvement in the 
periodontal atachement level, which 
statistically shows significant reduction in 
gingival pocket depth by at least 4 mm 
after 1 year period.  

This results corespund with those of 
others authors (Sculean et al., Heden et al). 

In conclusion the results of our study 
are overlaping with another study (Sculean 
et. al. and Melonig et. al.) (3) and 
demonstrated the treatment of periodontal 
defect with Bio-Oss and Emdogain leads 
to improvement in clinical and 
radiographic parameters and are a reality. 
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