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Resumo

Alves, BES. L-PRF associado ao enxerto gengival livre no “creeping attachment”:
Estudo clinico randomizado. 2018. 80 f. Dissertacdo (Mestrado)- Faculdade de

Odontologia, Universidade Estadual Paulista, Aracatuba, 2018.

RESUMO

O proposito do presente estudo clinico sera avaliar o efeito do tratamento de recessoes
gengivais classe Il de Miller com enxerto gengival livre (EGL), associado a fibrina rica
em plaquetas e leucocitos (L-PRF) no “creeping attachement” (CA). 12 pacientes que
apresentavam recessoes bilaterais classe Il de Miller, localizadas em pré-molares
inferiores, totalizando 24 sitios, foram divididos aleatoriamente nos Grupo EGL (n=12),
¢ o grupo controle no qual o sitio recebeu o recobrimento radicular com enxerto
gengival livre (EGL); e o Grupo EGL/L-PRF (n=12), EGL associado ao L-PRF,
estabilizacdo de membrana de L-PRF no leito receptor e sutura do EGL. Para obtencgéo
do L-PRF, foi realizada a coleta de 20 ml de sangue de cada paciente, que foi
imediatamente centrifugado a 2700 rpm, por 12 minutos. Realizou a medida do
recobrimento radicular o presente no periodo inicial e apos 30 dias de pos-operatdrio, e
foi avaliado a quantidade de CA (90, 180 e 360 dias). Apds 360 dias ndo foi possivel
observar uma diferenca significativa de CA entre os grupos EGL (1.81 + 0.40) e 1.00
0.70 (EGL/L-PRF ), entretanto ocorreu diferenca na quantidade de mucosa
queratinizada, gengiva inserida e altura da recessdo. EGL e EGL/L-PRF
proporcionaram aumento na mucosa queratinizada e migracao tecidual em recessoes

classe Il de Miller.

Palavras chaves: Terapia mucogengival, tratamento periodontal, cirurgia plastica

periodontal.



Abstract
Alves, BES. L-PRF associated with free gingival graft in the “creeping
attachment”: Randomized clinical trial. 2018. 80 f. Dissertacdo (Mestrado)-

Faculdade de Odontologia, Universidade Estadual Paulista, Aragatuba, 2018.

ABSTRACT

The main objective of the present clinic study will be to evaluate through observation of
the root covering, the “creeping attachment” (CA) on Miller class Il gingival recession
treated with free gingival graft combined with leucocyte and platelet rich-fibrin (PRF-
L). 12 patients with bilateral Miller Class Il gingival recession in lower premolars were
recruited. Group FGG (n=12): control group, the site will receive the root coverage with
free gingival graft, and Group FGG/L-PRF (n=12): will be performed an association
between free gingival graft and L-PRF, the L- PRF membrane stabilized to the receptor
region and suturing the EGL. To obtain this platelet concentrate, 20 ml of blood of each
patient will be collected and immediately centrifuged at 2700rpm for 12 minutes. The
following parameters will be measured: O Leary plague index, gingival index, height of
gingival recession, recession width, amount of keratinized mucosa, probing depth (PD)
and then, the clinical attachment level will be conducted. The measurements will be
performed at 30, 90, 180 e 360 days after the surgical procedure. The CA will be
measured at 90, 180 and 360 days. Data will be analyzed statistically (p < 0.05) in a
specialized computer program (Bioestat 5.0). After 360 days, significant differences
were not found between the two groups for CA, however there was a significant
difference for keratinized gingiva, gingival height and clinical attachment level. EGL
and EGL/L-PRF are equally successful in the creeping attachment gain in gingival

recession of Miller class 1.



Keywords: Mucogingival therapy, Periodontal treatment, Periodontal plastic surgery
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Abstract

Aim: The main objective of the present clinic study will be to evaluate through
observation of the root covering, the “creeping attachment” (CA) on Miller class 1l
gingival recession treated with free gingival graft combined with leucocyte and platelet
rich-fibrin (PRF-L). Material and Methods: 12 patients with bilateral Miller Class Il
gingival recession in lower premolars were recruited. Group FGG (n=12): control
group, the site will receive the root coverage with free gingival graft, and Group
FGG/L-PRF (n=12): will be performed an association between free gingival graft and
L-PRF, the L- PRF membrane stabilized to the receptor region and suturing the EGL.
To obtain this platelet concentrate, 20 ml of blood of each patient will be collected and
immediately centrifuged at 2700rpm for 12 minutes. The following parameters will be
measured: O Leary plaque index, gingival index, height of gingival recession, recession
width, amount of keratinized gingiva, probing depth (PD) and then, the clinical
attachment level will be conducted. The measurements will be performed at 30, 90, 180
e 360 days after the surgical procedure. The CA will be measured at 90, 180 and 360
days. Data will be analyzed statistically (p < 0.05) in a specialized computer program
(Bioestat 5.0). Results: After 360 days, significant differences were not found between
the two groups for CA, however there was a significant difference for keratinized
gingiva, gingival height and clinical attachment level. Conclusion: EGL and EGL/L-
PRF are equally successful in the creepingattachment gain in gingival recession of

Miller class 1.

Keywords: Mucogingival therapy, Periodontal treatment, Periodontal plastic surgery



Introdugé&o

1. Introducao

A recessdo radicular € caracterizada pela migracdo da margem gengival no
sentido apical expondo a superficie radicular do dente. Sua ocorréncia é multifatorial
destacando-se por um processo patologico, traumaético causado pela escovacgdo ou pela
presenca de um bidtipo gengival fino (Miller PD., 1985). Em consequéncia, a exposicao
da raiz pode gerar hipersensibilidade, lesbes cariosas, lesdes cervicais ndo cariosas e
desconforto estético ao paciente, o que pode ser agravado quando o sitio em questao ndo
possui uma faixa de mucosa queratinizada adequada (< 2mm), promovendo maior
sensibilidade durante a escovagdo (Lang & Loe, 1972, Chambrone & Tatakis 2016).
Dessa forma, o tratamento desses sitios visa a reabilitacdo estética e funcional, de
maneira a promover condi¢ces de manutencdo da higienizacdo para 0 paciente,
prevenindo a ocorréncia de lesbes cariosas e lesGes cervicais ndo cariosas (Buti et al.,
2013; Chambrone & Tatakis 2015).

Dentre as técnicas utilizadas para recobrimento radicular, o enxerto gengival
livre (EGL), apresentado por Bjorn em 1963, foi uma das primeiras técnicas
empregadas para o tratamento das recessdes gengivais progressivas e inflamatodrias e,
continua sendo a primeira opcao de escolha como a tecnica para tratamento de recessédo
gengival entre os dentistas (Zaher et al., 2005, Camargo et al., 2001). Em 1968, Sullivan
& Atkins propuseram o recobrimento imediato da raiz exposta por meio do EGL. O
enxerto de epitélio-conjuntivo, obtido do palato com espessura de 1 mm, deve ser
suturado no nivel da JCE, permitindo assim, um recobrimento imediato sobre a raiz
avascular por meio de “bridging” e, mais tarde, o recobrimento por meio de “creeping

attachment” (CA). Entretanto, a literatura é escassa quanto a métodos para aumentar o



recobrimento de recessdes através de um melhor CA, dentre os poucos estudos
realizados, em uma tese de doutorado avaliaram diferentes técnicas de posicionamento
do enxerto para averiguar qual forneceria os melhores resultados de CA, e obtiveram
gue o posicionamento do enxerto no limite coronario do leito receptor, sem recobrir a
porgéo exposta da raiz CA clinicamente relevante (Gasparini, 2007). Atualmente, com a
presenca dos derivados plaquetdrios surgiu uma nova alternativa para melhorar o
recobrimento radicular pelo CA.

A fibrina rica em plaquetas e leucécitos (L-PRF) é um hemoderivado de segunda
geragdo constituido por leucdcitos, plaquetas e uma rede densa tridimensional de
fibrinas. Dessa forma, gera um sistema que acumula citocinas inflamatorias (IL-1p, IL-
6, TNF-a, IL-4), fatores de crescimento endotelial, fatores de crescimento derivado de
plaquetas, fatores de crescimento epidérmico, fatores de crescimento derivado de
fibroblastos e fatores de crescimento insulinicos e tumoral (Choukroun et al., 2001;
Dohan et al., 2006). Essa composic¢do tridimensional da rede de fibrinas cria um
ambiente de degradacéo lenta e liberagdo gradativa de fatores de crescimento. Desta
maneira, 0 L-PRF pode acelerar o processo cicatricial e contribuir para proliferacdo e
migracdo celular (Ehrenfest et al., 2009).

A utilizacdo do L-PRF em cirurgias plasticas periodontais para o recobrimento
radicular, tem sido proposta em virtude de suas propriedades regenerativas e cicatriciais
(Aroca et al., 2009; Padma et al., 2013; Jankovic et al., 2012; Eren & Atilla, 2013).
Apesar dos diferentes estudos e diferentes técnicas abordadas, a maioria ndo
demonstrou resultados superiores com diferencas estatisticas quanto ao recobrimento
radicular. Por outro lado, a utilizacdo do L-PRF demonstrou resultados positivos quando

os parametros de profundidade de sondagem, cicatrizagdo tecidual e concentracdo de



interleucina-1p (IL- ) e metaloproteinase (MMP) no fluido crevicular em um periodo
de até 6 meses (Eren & Atilla, 2013; Jankovic et al., 2012; Eren et al., 20152).

Keceli et al. (2015) avaliaram se o PRF associado ao enxerto de tecido
conjuntivo gengival (ECG) + reposicionamento coronario do retalho (RCR) traria
algum beneficio para o completo recobrimento radicular de recessdes classe | e Il de
Miller. Os autores concluiram que apesar da técnica ser efetiva, ndo foram observadas
diferencas significativas entre os tratamentos propostos. No entanto, a espessura
gengival nos pacientes que utilizaram o PRF foi maior quando comparado com o grupo
controle, indicando assim, uma maior proliferacdo tecidual nessa regiao.

Dessa forma, dada as caracteristicas do L-PRF, este estudo se propde a avaliar o
efeito do tratamento de recessOes gengivais classe 1l de Miller com enxerto gengival
livre associado ao L-PRF avaliando o “creeping attachment” do enxerto, por meio de

avaliacdo clinica de recobrimento radicular.



Materiais e Métodos

2. Materiais e Métodos

Todos os pacientes tratados neste estudo foram atendidos na clinica de Pds-
Graduacdo em Periodontia da Faculdade de Odontologia de Aragatuba, Universidade
Estadual Paulista - UNESP

2.1 Design experimental

Esse estudo foi desenvolvido como um estudo clinico cego randomizado
prospectivo e com grupos de boca dividida. O estudo comparou dois diferentes
procedimentos para o tratamento de recessdes gengivais classe 1l de Miller: A técnica
de EGL versus 0 EGL + L-PRF avaliando os resultados clinicos de ambas as técnicas.

O protocolo do estudo foi aprovado pelo comité de ética da Faculdade de
Odontologia de Aracatuba (56805016.4.0000.5420). Todos os procedimentos foram

realizados de acordo com principios delimitados pela Declaracdo de Helsinki.

2.2 Participantes
2.2.1. Participantes do estudo

Durante o periodo de marco de 2016 a marco de 2017, 12 pacientes consecutivos
foram avaliados na clinica de pos-graduacdo em Periodontia da Faculdade de
Odontologia de Aracatuba, Universidade Estadual Paulista — UNESP (Aracatuba,
Brasil) considerando os seguintes critérios:

Critérios de incluséo:

- Todos pacientes apresentaram boa saude sistémica sem qualquer
contraindicacao a cirurgia periodontal;

- Ndo fumantes;



- Idade entre 18 e 40 anos;

- Cada paciente apresentou, bilateralmente, um ou dois pré-molares inferiores
vitais, recessoes classe Il de Miller ndo cariosa de ambos os lados, com faixa de tecido
queratinizado menor ou igual a 1mm, com nivel 6sseo interproximal normal e sem
perda de altura de papila.

- O procedimento cirdrgico proposto, seus riscos e beneficios, bem como outras
possibilidades de tratamento, foram explicados para todos pacientes, 0s quais assinaram
um termo de consentimento antes do inicio do tratamento;

- Auséncia de discrasia sanguinea;

- Menos de 20% de indice de placa (Aimano & Bay, 1975) e de sangramento a
sondagem (Muhlemann & Son, 1971) apds 4 semanas da terapia inicial, com
profundidade de sondagem menor do que 3mm e auséncia de sangramento a sondagem
e doenca periodontal,

Critérios de excluséo:

- Habito tabagista;

- Apresentar contra-indicagéo para realizagdo de cirurgia periodontal;

- Uso de medicacao que puder interferir com o reparo e a cicatrizagdo gengival;

- Pacientes com historia de alcoolismo;

- Usuarios de drogas ilicitas;

- Cardiopatas;

- Pacientes que estdo sob intervengéo ortodontica;

- Diabéticos descompensados;

- Pacientes irradiados;

- Pacientes com discrasias sanguineas;

- Pacientes submetidos a tratamento com esteroides por longo periodo.



2.2.2 Célculo da amostra e randomizacéo

O calculo amostral foi realizado para detectar 0,5mm como diferenca
estatisticamente significante entre o grupo teste e controle para o creeping attachement
apos 1 ano, utilizando um power de 80%, o =0,05 e desvio padrdo de 0,5mm, baseado
em estudos prévios (Gasparini, 2007). Um nimero de 12 recessGes por grupo
experimental foi requerido.

Através de um programa computacional (Minitab Inc., State College, PA, USA)
os sitios com recessdo foram randomizados aleatoriamente para o grupo EGL ou para o
grupo EGL+L-PRF.:

- Grupo EGL (n=12): Preparo do leito receptor, mantendo as papilas e sutura do
enxerto gengival Livre (EGL) no nivel da juncdo cemento-esmalte (JCE);

- Grupo EGL/L-PRF (n=12): Preparo do leito receptor, mantendo as papilas,
estabilizacdo da membrana de L-PRF no leito receptor e sutura do EGL no nivel da
JCE.

Para esconder a distribuicdo, foram utilizados envelopes opacos que
especificavam a técnica e o sitio que foram abertos imediatamente antes do
procedimento cirurgico.

2.2.3 — Operador e investigadores

Todas as cirurgias foram realizadas por um periodontista experiente (J.M.A.)
com extensa experiéncia clinica em cirurgia plastica periodontal. As medidas clinicas do
pré-operatério e pos-operatorio foram realizadas por um examinador cego e calibrado
para as técnicas cirdrgicas (B.E.S.A). O examinador realizou a medida de duas vezes
cada medida clinica proposta com intervalo de 24 horas em 10 pacientes (Fernandes-

Dias et al., 2015). As medidas foram estatisticamente analisadas para verificar o grau de



concordancia com nivel de significancia de 5% e adicionalmente o coeficiente de
correlagéo de Pearson foi calculado em ambas as medidas (p>0,05).
2.2.4 — Coleta dos dados

As medidas clinicas foram realizadas no periodo inicial e a 30, 90, 180 e 360
dias ap6s a cirurgia. Aos 30 dias pos-operatdrios, foi registrada a quantidade de
recobrimento que ocorreu imediatamente a cirurgia (RI). O RI foi calculado como a
diferenga entre a recessdo presente no periodo inicial e a presente aos 30 dias pds-
operatérios. Aos 90, 180 e 360 dias, foi realizada a avaliacdo da quantidade de creeping
attachment (CA). Este foi calculado como a diferenga entre a recessao presente aos 30
dias e a presente nos demais periodos avaliados. Aos 360 dias foram obtidos os valores
de gengiva inserida (Gl) e o nivel de insercdo clinica (NIC). A quantidade de gengiva
inserida foi calculada como a diferenga entre a gengiva inserida e a profundidade de

sondagem obtida aos 360 dias.

2.2.5. Medidas clinicas

As medidas clinicas foram realizadas com a sonda periodontal UNC (Hu-
Friedy®), sendo as medidas arredondadas para 0 0,5 mm mais proximo. A posic¢éo da
sonda periodontal foi padronizada por meio de uma placa de resina acrilica adaptada
sobre a coroa do dente tratado. Na superficie vestibular da placa foi esculpido um sulco
de encaixe para a sonda periodontal direcionado ao centro da recessdo gengival. As
medidas clinicas registradas previamente a cirurgia incluirdo:

- Indice de placa

- Profundidade de sondagem (PS)

- Nivel de insercdo clinica (NIC).

- Altura da recessao gengival (HR)



- Largura da recessao gengival (LR)

- Quantidade de mucosa queratinizada (MQ)

- Gengiva inserida (Gl)
2.2.6. Questionario do Paciente

Apos 7 e 14 dias do pbs-operatério, foi aplicado um questionario para avaliacdo
subjetiva da dor do paciente nesses periodos. Os parametros foram analisados
guantitativamente utilizando a escala de analise visual (VAS) de 0 a 10 (Azaripour et al.
2016).

2.3. Preparo do L-PRF

Previamente a coleta, os tubos de coleta seco (Tampa Vermelha - BD
Vacutainer®, Sao Paulo, SP, Brasil) foram identificados com o nome do paciente. O
braco foi garroteado e a veia com maior calibre foi identificada para venopungéo. Logo
em seguida, foi realizada a assepsia com alcool 70%. A agulha do escalp com bisel
voltado para cima, com angulacdo de 45° foi introduzido na veia. Apoiando-se no
adaptador de agulhas, o tubo de coleta foi introduzido e 20 ml de sangue foi coletado de
cada paciente. Apds completa coleta, a agulha foi removida e curativo local foi
realizado. O sangue coletado foi imediatamente levado a centrifuga o qual foi
centrifugado a 400 G por um periodo de 12 minutos. Apds término da centrifugacéo, foi
aguardado 30 minutos e ap0s este periodo o concentrado foi coletado e acondicionado
na caixa de preparo do L-PRF. Estando a malha de fibrina preparada e padronizada, esta
foi levada ao sitio cirargico (Eren et al., 2016; Simonpieri et al., 2011; Del Corso,

Toffler & Ehrenfest, 2010).

2.4. Procedimento cirurgico



A anti-sepsia extrabucal foi realizada com polivinilpirolidona-iodado (PVPI) e a
intrabucal com gluconato de clorexidina a 0,12% por um minuto. A anestesia foi
realizada por infiltracdo local de cloridrato de mepivacaina 2% com epinefrina
1:100.000. Para o preparo do leito receptor e remogéo do enxerto palatino foi utilizada
uma lamina 15C montada em cabo de bisturi Bader-Parker. O preparo do leito receptor
foi realizado por uma primeira incisdo horizontal na altura da margem gengival
preservando a papila interdental. A area exposta da raiz foi raspada e aplainada para
remover o cemento necrético e também diminuir a convexidade radicular. Nos casos em
gue houvesse um degrau na altura da JCE, este seria regularizado por meio de
aplainamento com ponta diamantada de granulagdo extrafina em alta rotagdo. Uma
moldagem antes do procedimento cirtrgico e uma duplicata em placa de acetato com
2mm de espessura foi realizada para confeccdo de um mapa com tamanho de 7mm X
15mm (LxC) a fim de remover um enxerto gengival livre com 1,5 a 2mm de espessura.

No grupo EGL, o enxerto foi posicionado no nivel da JCE sobre o leito receptor.
Ja no Grupo EGL/L-PRF, o enxerto foi posicionado sobre a membrana de L-PRF a qual
estava localizada na JCE. Os enxertos foram estabilizados sobre o leito receptor por
meio de suturas de posicionamento e compressao (Fig. 1). Estas foram realizadas com
fio de sutura vycril 5.0 (Saint Stevens, Woluwe, Belgium). Apds coleta dos dados a
ferida cirdrgica foi protegida com cimento cirurgico (Coe-Pak™ periodontal dressing,
GC America).

O enxerto gengival sempre envolveu, na area tratada, os dois pré-molares
inferiores com auséncia de gengiva inserida, sendo que pelo menos um deles deveria

apresentar recessdo gengival classe Il de Miller, objeto de avaliagdo.

2.4.1. Protocolo pés-cirurgico



No pds-operatorio, foi prescrito o uso de dipirona sédica 500mg a cada 4 horas
por 3 dias e bochechos com gluconato de clorexidina a 0,12%, a cada 12 horas, por 4
semanas a partir do segundo dia de poOs operatdrio. Ingestdo de dieta pastosa sera
recomendada durante um periodo de 14 dias, assim como evitar exercicios fisicos,
trabalhos pesados e ambientes muito quentes. Aos 7 dias, as suturas foram removidas e
0 cimento cirdrgico recolocado por mais 7 dias. Apos a remogéo definitiva do cimento
cirargico, os pacientes foram instruidos a utilizar uma escova macia e de cabeca
pequena para higienizar suavemente a area em reparo. O uso do fio dental foi indicado
somente apOs 4 semanas poOs-operatdrias. Nas visitas pos-operatérias, foi reforcada a

importéncia do controle adequado de placa bacteriana.

2.4. Andlise estatistica

A hipdtese de ndo haver diferencas entre os dados clinicas entre os diferentes
tratamentos e periodos, sera testada utilizando o software Bioestat 5.0. A normalidade e
a homocedasticidade dos dados foram testados e os mesmos submetidos ao teste ndo
paramétrico de Kruskal-Wallis seguido pelo pos teste de Dun. Para todos os testes, o

nivel de 5% de significancia foi adotado.



Resultados

3. Resultados

3.1. Caracteristicas dos pacientes

Um total de 50 pacientes foram avaliados para elegibilidade, e 12 pacientes (8
femininos, 4 masculinos) preencheram os critérios de inclusdo. A media de idade foi 28 +
6,22 (18 — 37 anos). Um total de 24 sitios com recessdes foram utilizados no estudo

clinico (fluxograma CONSORT, Fig.1).

3.2. Caracteristicas do periodo inicial

Um total de 24 (EGL: 12, EGL+L-PRF: 12) recessdes gengivais foram
submetidas a cirurgia mucogengival. As caracteristicas da avaliacdo clinica inicial estdo
presentes na Tabela 1. A média da HR no periodo inicial foi 2.45+ 0.68 mm no grupo

EGL e 2.54 £ 0.82 mm no grupo EGL+L-PRF.

3.3. Avaliacao clinica
Os resultados clinicos obtidos para altura da recessdo, quantidade de mucosa
queratinizada, CA e Gl estéo localizados nas Tabelas 1, 2, 3 e 4.

A medida de HR foi de 0.45 £ 0.68 mm no grupo EGL e 1.45 £ 1.42mm no grupo
EGL+L-PRF apdés 360 dias. Ambos 0s grupos apresentaram ganho de mucosa
queratinizada apos 180 dias e manteve-se até a avaliacdo de 360 dias, contudo o0 grupo
EGL (5.63+0.67) apresentou um ganho significativamente maior do que o grupo EGL+L-
PRF (3.00+0.89) no periodo final. Com relagdo ao CA, ambos 0s grupos apresentaram um

aumento no CA, sem diferenca significativa entre eles.



3.4. Avaliacao subjetiva do paciente

Os resultados dos questionarios dos pacientes estdo presentes na tabela 5. Ambos
0s grupos reportaram alguma dor no periodo pés-operatério. Em uma escala que ia de 0 a
10, a dor perceptivel apds 7 dias foi 3.66+2.16 para o grupo EGL e 5.00£2.75 para 0
grupo EGL+L-PRF, enquanto ap6s 15 dias foi de 0.83+1.16 para o grupo EGL e
1.00+0.89 para o grupo EGL+L-PRF, sem diferenca significante entre os grupos em

ambos 0s periodos.



Discussao

4. Discussao

No presente estudo, ambas as técnicas EGL e EGL+L-PRF obtiveram resultados
favoraveis para reducdo da altura da recessé@o e ocorréncia do “creepingattachment” apds
a cirurgia. Os grupos nao apresentaram diferencas significantes para a quantidade de CA
e a HR. No entanto, ocorreu uma diferenca significante para a quantidade de mucosa
queratinizada para o grupo EGL. Para o melhor de nosso conhecimento, esse foi o
primeiro estudo clinico controlado e randomizado que comparou 0 EGL e EGL+L-PRF
para o tratamento de recessdes classe Il em pré-molares na regido da mandibular. Na
literatura recente, o L-PRF tem sido mais utilizado como substituto ou associado ao
enxerto de tecido conjuntivo para tratamento de recessdes gengivais (Keceli et. al. 2015;
Eren & Atilla, 2014, Kuka et. al. 2018). Estes autores reportaram que a utilizacdo do L-
PRF nédo gera um aumento na taxa de recobrimento radicular quando comparado ao grupo
controle, entretanto sua utilizacdo proporcionou um aumento de espessura tecidual na
area operada, e esse resultado poderia refletir em uma maior quantidade de recobrimento
radicular completo.

No referido estudo ocorreu uma taxa de recobrimento das recessoes a partir do CA
similar ao encontrado em estudos anteriores onde a média de CA era de 0,89 no periodo
de um ano (Bell et al, 1978). Um dos fatores que pode ter propiciado o CA foi a baixa
média de idade dos pacientes. O estudo realizado por Vergara & Caffesse demonstra que
pacientes entre 20 e 30 anos tem maior porcentagem de recobrimento radicular. Foi
observado que todos os pacientes estavam a baixo dos 40 anos de idade, o que poderia
justificar a alta taxa de recobrimento radicular. Contudo, pode-se observar que a taxa de

recobrimento radicular em pacientes com recessdes maiores ou iguais a 3mm foram



menores do que os demais, esses resultados vdo de acordo ao presente na literatura
evidenciando que recobrimento total do nosso estudo estd mais vinculado as
caracteristicas anatdbmicas da recessdo (Matter, 1980, Bell et al, 1978).

A fibrina rica em plaquetas e leucocitos tem sido utilizada como um material de
associagdo gracas a seus efeitos, tais como, estimulacdo da atividade dos fibroblastos, e
aumento da angiogénese durante a cicatrizacdo de tecidos moles (Aroca et al. 2009,
Gupta et al. 2015). Além do mais, o L-PRF contém uma variedade de citocinas que
potencializam o processo de cicatrizagdo tecidual e a incorporacdo dessas citocinas com a
rede de fibrina permite uma liberagdo gradativa conforme ocorre a desintegracao da rede
de fibrina (Kumar & Shubhashini, 2013). Entretanto, a ndo utilizagdo de um protocolo
adequado pode gerar diferengas quanto a arquitetura da fibrina e o contetdo celular do L-
PRF. Em uma recente revisao sistematica, os protocolos com 3000 rpm/10min ou 2700
rpm/12min foram os que obtiveram os resultados mais aceitaveis para protocolo de
centrifugacdo (Castro et al. 2016) e o protocolo utilizado nesse estudo foi o de 2700
rpm/12min (Dohan et al. 2006).

Estudos prévios compararam a vascularizacdo apds 6 meses, em sitios tratados
com o concentrado de plaquetas apresentaram e observaram um nimero menor de vasos
sanguineos, e essa quantidade foi estatisticamente significante quando comparado ao
ECG. Dessa maneira, 0os autores concluiram que as recessbes tratadas com L-PRF
possuem uma maturacdo tecidual mais rapida (Eren et al., 2015%). O mesmo grupo de
pesquisadores, em outro estudo, avaliaram a concentracdo de interleucina-1p (IL- B) ¢
metaloproteinase (MMP) no fluido crevicular, e observaram que o L-PRF foi capaz de
inibir a elevacdo IL- B e MMP nos primeiros 10 dias pos-operatorio, sugerindo que a
utilizacdo do L-PRF, quando comparados aos sitios de ECG, pode auxiliar na defesa e

reparo. Entretanto, ao observamos quantidade de mucosa queratinizada do grupo L-



PRF+EGL, pode-se sugerir um comprometimento no processo de reparo desses sitios
tratados por essa técnica.

Diversos fatores, incluindo altura da recessdo, localizagdo, largura e nimero de
dentes envolvidos podem estar relacionados com tratamento desses defeitos (Sanz &
Simion, 2014). No presente estudo, pode-se notar piores resultados do grupo EGL+ L-
PRF nos pacientes que apresentavam as maiores alturas de recessdo. NOs supomos que,
por se tratarem de areas com maior dificuldade de estabilizacdo do enxerto, recessdes
mais largas, maior quantidade de superficie de raiz desnuda em contato com o enxerto, 0
que diminui o suporte sanguineo de reduz as chances de sucesso. Somado a este fato, 0s
enxertos do grupo L-PRF+EGL posicionados em recessdes mais profundas (>3mm)
tiveram uma perda de tecidual maior do que o grupo EGL. Assim, a utilizacdo do L-PRF
pode ter dificultado na estabilidade do enxerto, e por se tratarem sitios onde o L-
PRF+EGL estariam posicionados sobre uma area com menor aporte sanguineo, 0
processo de revascularizagdo do enxerto poderia estar sendo prejudicado nessas regides.

No presente estudo, observou-se que a utilizagdo do L-PRF associado ao EGL ndo
proporcionou resultados mais favoraveis do que quando comparado ao EGL
isoladamente. Esse resultado, pode ter ocorrido por um principio da cirurgia plastica
mucogengival para esse tipo de procedimento, no qual é de fundamental importancia que
ndo haja formacdo de coagulo antes da estabilizacdo do EGL, pois 0 mesmo pode
interferir na microvascularizacdo do enxerto e prejudicar o processo de cicatrizacao.
Dessa forma, apesar do L-PRF possuir fatores de crescimento e citocinas que auxiliam no
processo de reparo, a sua estrutura fisica é de uma rede de fibrinas, que se assemelha a
estrutura de um coagulo e ao posicionar o L-PRF no sitio e estabilizar o EGL por cima, as
caracteristicas estruturais do L-PRF podem ter interferido negativamente para a

revascularizacdo do enxerto. Assim, seria interessante mais estudos que propusessem essa



associacao, porém com uma alteracdo na técnica, posicionando 0 enxerto no sitio receptor
e 0 L-PRF sobre o0 enxerto para avaliar os possiveis beneficios de tal associacao.

De acordo com os resultados obtidos neste estudo clinico randomizado, a
utilizacdo do EGL + L-PRF ndo favoreceu a ocorréncia do CA. Outros estudos clinicos
randomizados e controlados com diferentes metodologias devem ser propostos para

avaliar os efeitos do L-PRF no processo de reparo de cirurgias mucogengivais.
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Tabela 1 — Parametros clinicos iniciais.

Avaliacgao clinica inicial

EGL EGL+L-PRF Valor de p
PS 1.91+0.66 1.66+0.49 0.612
NIC 4.18+0.87 4.18+1.07 0.859
HR 2.45+0.68 2.54+0.82 0.877
LR 2.54+0.52 2.2710.46 0.203
MQ 1.00+0.68 1.0940.73 0.738
Gl 0.54+0.52 0.4510.68 0.586




Tabela 2 — Resultados clinicos para HR e MQ

Resultados clinicos

Inicial
HR

MQ

90 dias
HR

MQ

180 dias
HR

MQ

360 dias

HR

MQ

EGL EGL+L-PRF Valor de p
2.45+0.68 2.54+0.82 0.877
1.00+0.68 1.0940.73 0.738
1.09+0.70* 1.90+1.04 0.064

5.54+0.68*t 2.90+0.83* <0.05
0.63+0.80* 1.63+1.36 0.078
5.54+0.80*t 2.90+0,94* <0.05
0.45+0.68* 1.45+£1.42* 0.085
5.6320.67*t 3.00+0.89* <0.05

*Diferenca estatisticamente intergrupo com o periodo inicial. Kruskal Wallis, seguido de Dunn

(p <0,05).

t Diferenga estatisticamente significante intragrupo no mesmo periodo. Kruskal Wallis, seguido

de Dunn (p <0,05).




Creeping attachment

EGL EGL+L-PRF Valor de p
90 dias 0.36+0.50 0.27+0.46 0.108
180 dias 0.72+0.46* 0.45+0.52 0.792
360 dias 0.81+0.40* 0.54+0.52 0.448

Tab
ela
3-
Res
ulta
dos
clin
icos
do
CA.

*Diferenca estatisticamente intergrupo com o periodo de 90 dias. Kruskal Wallis, seguido de

Dunn (p < 0,05).

Tabela 4 — Resultados clinicos para Gl

Gengiva inserida

EGL EGL+L-PRF Valor de p
Inicial 0.45+0.52 0.36+0.50 0.708
360 dias 3.63+0.67* 1.45+1.03 <0.05

*Diferenca estatisticamente intergrupo com o periodo inicial. Kruskal Wallis, seguido de Dunn

(p <0,05).



Tabela 5 — Avaliacdo da morbidade do paciente.

Avaliacdo da morbidade pds-operatdria dos pacientes

EGL EGL+L-PRF Valor de p
7 dias apds a cirurgia
VAS 3.6612.16 5.00+2.75 0.211
15 dias ap6s a cirurgia
VAS 0.83%1.16 1.0040.89 0.624

*Diferenca estatisticamente intergrupo com o periodo inicial. Kruskal Wallis, seguido de Dunn
(p £0,05).

t Diferenga estatisticamente significante intragrupo no mesmo periodo. Kruskal Wallis, seguido
de Dunn (p <0,05).
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Figura 2. Procedimento cirargico. (a) imagem inicial de uma recessao localizada no
primeiro pré-molar inferior direito. (b) estabilizacdo da membrana de L-PRF. (c)
estabilizacdo do enxerto gengival livre sobre a membrana. (d) Acompanhamento do
po6s-operatorio de 30 dias.
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filtering on your e-mail server. Also, the e-mails should be received if the IT department adds our e-mail
server (uranus.scholarone.com) to their whitelist.

3.6 Resubmissions

If your manuscript was given the decision of reject and resubmit, you might choose to submit an amended
version of your manuscript. This should be submitted as a new submission following the guidelines above
under 3.2. In addition you should upload comments to the previous review as “supplementary files for
review”.

4. MANUSCRIPT TYPES ACCEPTED

Journal of Clinical Periodontology publishes original research articles, reviews, clinical innovation
reports and case reports. The latter will be published only if they provide new fundamental knowledge and
if they use language understandable to the clinician. It is expected that any manuscript submitted represents
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unpublished original research.

Original Research Articles must describe significant and original experimental observations and provide
sufficient detail so that the observations can be critically evaluated and, if necessary, repeated. Original
articles will be published under the heading of clinical periodontology, implant dentistry or pre-clinical
sciences and must conform to the highest international standards in the field.

Clinical Innovation Reports are suited to describe significant improvements in clinical practice such as the
report of a novel surgical technique, a breakthrough in technology or practical approaches to recognized
clinical challenges. They should conform to the highest scientific and clinical practice standards.

Case Reports illustrating unusual and clinically relevant observations are acceptable but their merit needs
to provide high priority for publication in the Journal. On rare occasions, completed cases displaying non-
obvious solutions to significant clinical challenges will be considered.

Reviews are selected for their broad general interest; all are refereed by experts in the field who are asked
to comment on issues such as timeliness, general interest and balanced treatment of controversies, as well
as on scientific accuracy. Reviews should take a broad view of the field rather than merely summarizing the
authors” own previous work, so extensive citation of the authors” own publications is discouraged. The use
of state-of-the-art evidence-based systematic approaches is expected. Reviews are frequently
commissioned by the editors and, as such, authors are encouraged to submit a proposal to the Journal.
Review proposals should include a full-page summary of the proposed contents with key references.

5. MANUSCRIPT FORMAT AND STRUCTURE
5.1. Format

Language: The language of publication is English. Authors for whom English is a second language may
choose to have their manuscript professionally edited before submission to improve the English. It is
preferred that manuscript is professionally edited. Please refer to English Language Editing Services offered
by Wiley at http://wileyeditingservices.com/en/.

Japanese authors can also find a list of local English improvement services
at http://www.wiley.co.jp/journals/editcontribute.html. All services are paid for and arranged by the author,
and use of one of these services does not guarantee acceptance or preference for publication.

Abbreviations, Symbols and Nomenclature: Journal of Clinical Periodontology adheres to the
conventions outlined in Units, Symbols and Abbreviations: A Guide for Medical and Scientific Editors and
Authors. Abbreviations should be kept to a minimum, particularly those that are not standard. Non-standard
abbreviations must be used three or more times and written out completely in the text when first used.

5.2. Structure
All articles submitted to Journal of Clinical Periodontology should include:

Title Page

Conflict of Interest and Source of Funding
Clinical Relevance

Abstract

| ntroduction

Materials and Methods

Results

Discussion

References

Tables (where appropriate)

Figure Legends (where appropriate)
Figures (where appropriate and uploaded as separate files)

All manuscripts should emphasize clarity and brevity. Authors should pay special attention to the
presentation of their findings so that they may be communicated clearly. Technical jargon should be avoided
as much as possible and be clearly explained where its use is unavoidable.


http://wileyeditingservices.com/en/
http://www.wiley.co.jp/journals/editcontribute.html

Title Page: The title must be concise and contain no more than 100 characters including spaces. The title
page should include a running title of no more than 40 characters; 5-10 key words, complete names of
institutions for each author, and the name, address, telephone number, fax number and e-mail address for
the corresponding author.

Conflict of Interest and Source of Funding: Authors are required to disclose all sources of institutional,
private and corporate financial support for their study. Suppliers of materials (for free or at a discount from
current rates) should be named in the source of funding and their location (town, state/county, country)
included. Other suppliers will be identified in the text. If no funding has been available other than that of the
author’s institution, this should be specified upon submission. Authors are also required to disclose any
potential conflict of interest. These include financial interests (for example patent, ownership, stock
ownership, consultancies, speaker’s fee,) or provision of study materials by their manufacturer for free or at
a discount from current rates. Author’s conflict of interest (or information specifying the absence of conflicts
of interest) and the sources of funding for the research will be published under a separate heading entitled
“Conflict of Interest and Source of Funding Statement”.

See Editor-in-Chief Maurizio Tonetti’'s Editorial on Conflict of Interest and Source of
Funding and www.icmje.org/#conflicts for generally accepted definitions.

Abstract: is limited to 200 words in length and should not contain abbreviations or references. The abstract
should be organized according to the content of the paper.

For Original Research Articles the abstract should be organized with aim, materials and methods, results
and conclusions.

For clinical trials, it is encouraged that the abstract finish with the clinical trial registration number on a free
public database such as clinicaltrials.gov.

Clinical Relevance: This section is aimed at giving clinicians a reading light to put the present research in
perspective. It should be no more than 100 words and should not be a repetition of the abstract. It should
provide a clear and concise explanation of the rationale for the study, of what was known before and of how
the present results advance knowledge of this field. If appropriate, it may also contain suggestions for
clinical practice.

It should be structured with the following headings: scientific rationale for study, principal findings, and
practical implications.

Authors should pay particular attention to this text as it will be published in a highlighted box within their
manuscript; ideally, reading this section should leave clinicians wishing to learn more about the topic and
encourage them to read the full article.

Acknowledgements: Under acknowledgements please specify contributors to the article other than the
authors accredited.

5.3. Original Research Articles

These must describe significant and original experimental observations and provide sufficient detail so that
the observations can be critically evaluated and, if necessary, repeated. Original articles will be published
under the heading of clinical periodontology, implant dentistry or pre-clinical sciences and must conform to
the highest international standards in the field.

The word limit for original research articles is 3500 words, and up to 7 items (figures and tables) may be
included. Additional items can be included as supplementary files online (please see 5.9 below).

Main Text of Original Research Articles should be organized with

Introduction,

Materials and Methods,

Results and Discussion.

References (Harvard, see section 5.7)

The background and hypotheses underlying the study, as well as its main conclusions, should be clearly
explained. Please see Sample Manuscript.
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Introduction: should be focused, outlining the historical or logical origins of the study and not summarize
the results; exhaustive literature reviews are not appropriate. It should close with the explicit statement of
the specific aims of the investigation.

Material and Methods: must contain sufficient detail such that, in combination with the references cited, all
clinical trials and experiments reported can be fully reproduced. As a condition of publication, authors are
required to make materials and methods used freely available to academic researchers for their own use.
This includes antibodies and the constructs used to make transgenic animals, although not the animals
themselves.

(a) Clinical trials should be reported using the CONSORT guidelines available at www.consort-
statement.org. A CONSORT checklist should also be included in the submission material. If your study is a
randomized clinical trial, you will need to fill in all sections of the CONSORT Checklist. If your study is not a
randomized trial, not all sections of the checklist might apply to your manuscript, in which case you simply fill
in N/A.

Journal of Clinical Periodontology encourages authors submitting manuscripts reporting from a clinical trial
to register the trials in any of the following free, public clinical trials

registries: www.clinicaltrials.gov, http://clinicaltrials.ifpma.org/clinicaltrials/. The clinical trial registration
number and name of the trial register will then be published with the paper.

(b) Statistical Analysis: As papers frequently provide insufficient detail as to the performed statistical
analyses, please describe with adequate detail. For clinical trials intention to treat analyses are encouraged
(the reasons for choosing other types of analysis should be highlighted in the submission letter and clarified
in the manuscript).

(c) DNA Sequences and Crystallographic Structure Determinations: Papers reporting protein or DNA
sequences and crystallographic structure determinations will not be accepted without a Genbank or
Brookhaven accession number, respectively. Other supporting data sets must be made available on the
publication date from the authors directly.

(d) Experimental Subjects: Experimentation involving human subjects will only be published if such
research has been conducted in full accordance with ethical principles, including the World Medical
Association Declaration of Helsinki (version 2008) and the additional requirements, if any, of the country
where the research has been carried out. Manuscripts must be accompanied by a statement that the
experiments were undertaken with the understanding and written consent of each subject and according to
the above mentioned principles. A statement regarding the fact that the study has been independently
reviewed and approved by an ethical board should also be included.

When experimental animals are used the methods section must clearly indicate that adequate measures
were taken to minimize pain or discomfort. Experiments should be carried out in accordance with the
Guidelines laid down by the National Institute of Health (NIH) in the USA regarding the care and use of
animals for experimental procedures or with the European Communities Council Directive of 24 November
1986 (86/609/EEC) and in accordance with local laws and regulations.

All studies using human or animal subjects should include an explicit statement in the Material and Methods
section identifying the review and ethics committee approval for each study, if applicable. Editors reserve
the right to reject papers if there is doubt as to whether appropriate procedures have been used.

Results: should present the observations with minimal reference to earlier literature or to possible
interpretations.

Discussion: may usefully start with a brief summary of the major findings, but repetition of parts of the
abstract or of the results section should be avoided. The discussion section should end with a brief
conclusion and a comment on the potential clinical relevance of the findings. Statements and interpretation
of the data should be appropriately supported by original references.

The discussion may usefully be structured with the following points in mind (modified from the proposal
by Richard Horton (2002), The Hidden Research Paper, The Journal of the American Medical Association,



http://www.consort-statement.org/
http://www.consort-statement.org/
http://www.consort-statement.org/index.aspx?o=2964
http://www.clinicaltrials.gov/
http://clinicaltrials.ifpma.org/clinicaltrials/
http://www.wma.net/en/20activities/10ethics/10helsinki/index.html
http://jama.ama-assn.org/cgi/content/full/287/21/2775?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&fulltext=horton&searchid=1&FIRSTINDEX=0&resourcetype=HWCIT

287, 2775-2778). Not all points will apply to all studies and its use is optional, but we believe it will improve
the discussion section to keep these points in mind.

Summary of key finding

* Primary outcome measure(s)

* Secondary outcome measure(s)

* Results as they relate to a prior hypothesis
Strengths and Limitations of the Study

* Study Question

* Study Design

* Data Collection

* Analysis

* Interpretation

* Possible effects of bias on outcomes

Interpretation and Implications in the Context of the Totality of Evidence
* |s there a systematic review to refer to?

* If not, could one be reasonably done here and now?
* What this study adds to the available evidence

* Effects on patient care and health policy

* Possible mechanisms

Controversies Raised by This Study Future Research Directions
* For this particular research collaboration

* Underlying mechanisms

* Clinical research

5.4. Clinical Innovation Reports

These are suited to describe significant improvements in clinical practice such as the report of a novel
surgical technique, a breakthrough in technology or practical approaches to recognized clinical challenges.
They should conform to the highest scientific and clinical practice standards.

The word limit for clinical innovation reports is 3000 words, and up to 12 items (figures and tables) may be
included. Additional items can be included as supplementary files online (please see 5.9 below).

The main text of Clinical Innovation Reports should be organized with

Introduction,

Clinical Innovation Report,
Discussion and Conclusion
References (see section 5.7)

5.5. Case Reports

Case reports illustrating unusual and clinically relevant observations are acceptable but their merit needs to
provide high priority for publication in the Journal. On rare occasions, completed cases displaying non-
obvious solutions to significant clinical challenges will be considered.

The main text of Case Reports should be organized with

Introduction,

Case report,

Discussion and Conclusion
References (see section 5.7)

5.6. Reviews

Reviews are selected for their broad general interest; all are refereed by experts in the field who are asked
to comment on issues such as timeliness, general interest and balanced treatment of controversies, as well
as on scientific accuracy. Reviews should take a broad view of the field rather than merely summarizing the
authors” own previous work, so extensive citation of the authors” own publications is discouraged. The use
of state-of-the-art evidence-based systematic approaches is expected. Reviews are frequently
commissioned by the editors and, as such, authors are encouraged to submit a proposal to the Journal.
Review proposals should include a full-page summary of the proposed contents with key references.
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The word limit for reviews is 4000 words.

The main text of Reviews should be organized with

Introduction,

Review of Current Literature,
Discussion and Conclusion
References (see section 5.7)

5.7. References
It is the policy of the Journal to encourage reference to the original papers rather than to literature reviews.
Authors should therefore keep citations of reviews to the absolute minimum.

References should be prepared according to the Publication Manual of the American Psychological
Association (6th edition). This means in text citations should follow the author-date method whereby the
author's last name and the year of publication for the source should appear in the text, for example, (Jones,
1998). The complete reference list should appear alphabetically by name at the end of the paper.

A sample of the most common entries in reference lists appears below. Please note that a DOI should be
provided for all references where available. For more information about APA referencing style, please refer
to the APA FAQ. Please note that for journal articles, issue numbers are not included unless each issue in
the volume begins with page one.

Journal article

Beers, S. R., & De Bellis, M. D. (2002). Neuropsychological function in children with maltreatment-related
posttraumatic stress disorder. The American Journal of Psychiatry, 159, 483-486.
doi:10.1176/appi.ajp.159.3.483

Book
Bradley-Johnson, S. (1994). Psychoeducational assessment of students who are visually impaired or blind:
Infancy through high school (2nd ed.). Austin, TX: Pro-ed.

Chapter in an Edited Book

Borstrem, 1., & Elbro, C. (1997). Prevention of dyslexia in kindergarten: Effects of phoneme awareness
training with children of dyslexic parents. In C. Hulme & M. Snowling (Eds.), Dyslexia: Biology, cognition and
intervention (pp. 235-253). London: Whurr.

Internet Document
Norton, R. (2006, November 4). How to train a cat to operate a light switch [Video file]. Retrieved
from http://www.youtube.com/watch?v=Vja83KLQXZs

Please note that all unpublished papers (submitted or in press) included in the reference list should be
provided in a digital version at submission. The unpublished paper should be uploaded as a supplementary
file for review.

5.8. Tables, Figures and Figure Legends

Tables: should be double-spaced with no vertical rulings, with a single bold ruling beneath the column titles.
Units of measurements must be included in the column title.

Figures: All figures should be planned to fit within either 1 column width (8.0 cm), 1.5 column widths (13.0
cm) or 2 column widths (17.0 cm), and must be suitable for photocopy reproduction from the printed version
of the manuscript. Lettering on figures should be in a clear, sans serif typeface (e.g. Helvetica); if possible,
the same typeface should be used for all figures in a paper. After reduction for publication, upper-case text
and numbers should be at least 1.5-2.0 mm high (10 point Helvetica). After reduction symbols should be at
least 2.0-3.0 mm high (10 point). All half-tone photographs should be submitted at final reproduction size. In
general, multi-part figures should be arranged as they would appear in the final version. Each copy should
be marked with the figure number and the corresponding author's name. Reduction to the scale that will be
used on the page is not necessary, but any special requirements (such as the separation distance of stereo
pairs) should be clearly specified.

Unnecessary figures and parts (panels) of figures should be avoided: data presented in small tables or
histograms, for instance, can generally be stated briefly in the text instead. Figures should not contain more
than one panel unless the parts are logically connected; each panel of a multipart figure should be sized so
that the whole figure can be reduced by the same amount and reproduced on the printed page at the
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smallest size at which essential details are visible.

Figures should be on a white background, and should avoid excessive boxing, unnecessary colour, shading
and/or decorative effects (e.g. 3-dimensional skyscraper histograms) and highly pixelated computer
drawings. The vertical axis of histograms should not be truncated to exaggerate small differences. The line
spacing should be wide enough to remain clear on reduction to the minimum acceptable printed size.
Figures divided into parts should be labelled with a lower-case, boldface, roman letter, a, b, and so on, in
the same typesize as used elsewhere in the figure. Lettering in figures should be in lower-case type, with
the first letter capitalized. Units should have a single space between the number and the unit, and follow Sl
nomenclature or the nomenclature common to a particular field. Thousands should be separated by thin
spaces (1 000). Unusual units or abbreviations should be spelled out in full or defined in the legend. Scale
bars should be used rather than magnification factors, with the length of the bar defined in the legend rather
than on the bar itself. In general, visual cues (on the figures themselves) are preferred to verbal
explanations in the legend (e.g. broken line, open red triangles etc.)

Preparation of Electronic Figures for Publication

Although low quality images are adequate for review purposes, print publication requires high quality images
to prevent the final product being blurred or fuzzy. Submit EPS (lineart) or TIFF (halftone/photographs) files
only. MS PowerPoint and Word Graphics are unsuitable for printed pictures. Do not use pixel-oriented
programmes. Scans (TIFF only) should have a resolution of 300 dpi (halftone) or 600 to 1200 dpi (line
drawings) in relation to the reproduction size (see below). EPS files should be saved with fonts embedded
(and with a TIFF preview if possible). For scanned images, the scanning resolution (at final image size)
should be as follows to ensure good reproduction: lineart: >600 dpi; half-tones (including gel photographs):
>300 dpi; figures containing both halftone and line images: >600 dpi.

Detailed information on our digital illustration standards can be found

at http://authorservices.wiley.com/bauthor/illustration.asp.

Check your electronic artwork before submitting it: http://authorservices.wiley.com/bauthor/eachecklist.asp.

Guidelines for Cover Submission
If you would like to send suggestions for artwork related to your manuscript to be considered to appear on
the cover of the journal, please follow these guidelines.

Permissions: If all or parts of previously published illustrations are used, permission must be obtained from
the copyright holder concerned. It is the author's responsibility to obtain these in writing and provide copies
to the Publishers.

Figure Legends: should be a separate section of the manuscript, and should begin with a brief title for the
whole figure and continue with a short description of each panel and the symbols used; they should not
contain any details of methods.

5.9. Supplementary Material

Supplementary material, such as data sets or additional figures or tables that will not be published in the
print edition of the Journal but which will be viewable in the online edition, can be uploaded as 'Supporting
information for review and online publication only'.

Please see http://authorservices.wiley.com/bauthor/suppmat.asp for further information on the
submission of Supplementary Materials.

6. AFTER ACCEPTANCE

Upon acceptance of a paper for publication, the manuscript will be forwarded to the Production Editor who is
responsible for the production of the journal.

6.1 Proof Corrections

The corresponding author will receive an email alert containing a link to a web site. A working email address
must therefore be provided for the corresponding author. The proof can be downloaded as a PDF (portable
document format) file from this site. Acrobat Reader will be required in order to read this file. This software
can be downloaded (free of charge) from the following Web

site: www.adobe.com/products/acrobat/readstep2.html . This will enable the file to be opened, read on
screen, and printed out in order for any corrections to be added. Further instructions will be sent with the
proof. Hard copy proofs will be posted if no e-mail address is available; in your absence, please arrange for
a colleague to access your e-mail to retrieve the proofs. Proofs must be returned to the Production Editor
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within three days of receipt. As changes to proofs are costly, we ask that you only correct typesetting errors.
Excessive changes made by the author in the proofs, excluding typesetting errors, will be charged
separately. Other than in exceptional circumstances, all illustrations are retained by the publisher. Please
note that the author is responsible for all statements made in his work, including changes made by the copy
editor.

6.2 Early View (Publication Prior to Print)

The Journal of Clinical Periodontology is covered by Wiley-Blackwell's Early View service. Early View
articles are complete full-text articles published online in advance of their publication in a printed issue. Early
View articles are complete and final. They have been fully reviewed, revised and edited for publication, and
the authors' final corrections have been incorporated. Because they are in final form, no changes can be
made after online publication. The nature of Early View articles means that they do not yet have volume,
issue or page numbers, so Early View articles cannot be cited in the traditional way. They are therefore
given a Digital Object Identifier (DOI), which allows the article to be cited and tracked before it is allocated to
an issue. After print publication, the DOI remains valid and can continue to be used to cite and access the
article.

6.3 Production Tracking
Online production tracking is available for your article once it is accepted by registering with Wiley-
Blackwell's Author Services.

6.4 Accepted Articles

'‘Accepted Articles' have been accepted for publication and undergone full peer review but have not been
through the copyediting, typesetting, pagination and proofreading process. Accepted Articles are published
online a few days after final acceptance, appear in PDF format only (without the accompanying full-text
HTML) and are given a Digital Object Identifier (DOI), which allows them to be cited and tracked. The DOI
remains unique to a given article in perpetuity. More information about DOIs can be found online

at http://www.doi.org/fag.html. Given that Accepted Articles are not considered to be final, please note that
changes will be made to an article after Accepted Article online publication, which may lead to differences
between this version and the Version of Record. The Accepted Articles service has been designed to
ensure the earliest possible circulation of research papers after acceptance. Given that copyright licensing is
a condition of publication, a completed copyright form is required before a manuscript can be processed as
an Accepted Article.

Accepted articles will be indexed by PubMed; therefore the submitting author must carefully check the
names and affiliations of all authors provided in the cover page of the manuscript, as it will not be possible to
alter these once a paper is made available online in Accepted Article format.

6.5 Video Abstracts

Bring your research to life by creating a video abstract for your article! Wiley partners with Research
Square to offer a service of professionally produced video abstracts. Learn more about video abstracts
at www.wileyauthors.com/videoabstracts and purchase one for your article

at https://www.researchsquare.com/wiley/ or through your Author Services Dashboard. If you have
any questions, please direct them to videoabstracts@wiley.com.

7. OnlineOpen

OnlineOpen is available to authors of primary research articles who wish to make their article available
to non-subscribers on publication, or whose funding agency requires grantees to archive the final
version of their article. With OnlineOpen, the author, the author's funding agency, or the author's
institution pays a fee to ensure that the article is made available to non-subscribers upon publication
via Wiley Online Library, as well as deposited in the funding agency's preferred archive. For the full list
of terms and conditions, see

http://wileyonlinelibrary.com/onlineopen#0OnlineOpen_Terms

Prior to acceptance there is no requirement to inform an Editorial Office that you intend to publish
your paper OnlineOpen if you do not wish to. All OnlineOpen articles are treated in the same way as
any other article. They go through the journal's standard peer-review process and will be accepted or
rejected based on their own merit.

8. Copyright Assignment
If your paper is accepted, the author identified as the formal corresponding author for the paper will
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receive an email prompting them to login into Author Services; where via the Wiley Author Licensing
Service (WALS) they will be able to complete the license agreement on behalf of all authors on the
paper.

For authors signing the copyright transfer agreement

If the OnlineOpen option is not selected the corresponding author will be presented with the copyright
transfer agreement (CTA) to sign. The terms and conditions of the CTA can be previewed in the
samples associated with the Copyright FAQs below:

CTA Terms and Conditions: http://authorservices.wiley.com/bauthor/fags _copyright.asp

For authors choosing OnlineOpen
If the OnlineOpen option is selected the corresponding author will have a choice of the following
Creative Commons License Open Access Agreements (OAA):

Creative Commons Attribution Non-Commercial License OAA
Creative Commons Attribution Non-Commercial -NoDerivs License OAA

To preview the terms and conditions of these open access agreements please visit the Copyright FAQs
hosted on Wiley Author Services http://authorservices.wiley.com/bauthor/fags_copyright.aspand
visit http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html.

If you select the OnlineOpen option and your research is funded by The Wellcome Trust and members
of the Research Councils UK (RCUK) you will be given the opportunity to publish your article under a
CC-BY license supporting you in complying with Wellcome Trust and Research Councils UK
requirements. For more information on this policy and the Journal's compliant selfarchiving policy
please visit: http://www.wiley.com/go/funderstatement.

For RCUK and Wellcome Trust authors click on the link below to preview the terms and conditions of
this license:

Creative Commons Attribution License OAA

To preview the terms and conditions of these open access agreements please visit the Copyright FAQs
hosted on Wiley Author Services http://authorservices.wiley.com/bauthor/fags_copyright.aspand
visit http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html.

Subsequently the final copyedited and proofed articles will appear either as Early View articles in a
matter of weeks or in an issue on Wiley Online Library; thelink to the article in PubMed will
automatically be updated.
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