
Citation: Tony, J.B.; Parthasarathy, H.;

Tadepalli, A.; Ponnaiyan, D.;

Alamoudi, A.; Kamil, M.A.;

Alzahrani, K.J.; Alsharif, K.F.;

Halawani, I.F.; Alnfiai, M.M.; et al.

CBCT Evaluation of Sticky Bone in

Horizontal Ridge Augmentation with

and without Collagen Membrane—A

Randomized Parallel Arm Clinical

Trial. J. Funct. Biomater. 2022, 13, 194.

https://doi.org/10.3390/jfb13040194

Academic Editors: Dileep Sharma,

Poornima Ramamurthy, Kate Miller

and Stephen Hamlet

Received: 1 September 2022

Accepted: 1 October 2022

Published: 19 October 2022

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2022 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

Journal of 

Functional

Biomaterials

Article

CBCT Evaluation of Sticky Bone in Horizontal Ridge
Augmentation with and without Collagen Membrane—
A Randomized Parallel Arm Clinical Trial
Jane Belinda Tony 1 , Harinath Parthasarathy 1,* , Anupama Tadepalli 1, Deepa Ponnaiyan 1,
Ahmed Alamoudi 2 , Mona Awad Kamil 3, Khalid J. Alzahrani 4 , Khalaf F. Alsharif 4 , Ibrahim F. Halawani 4 ,
Mrim M. Alnfiai 5, Lakshmi Ramachandran 1, Thodur Madapusi Balaji 6 and Shankargouda Patil 7,*

1 Department of Periodontics, SRM Dental College, Ramapuram, Chennai 600089, India
2 Oral Biology Department, Faculty of Dentistry, King Abdulaziz University, Jeddah 22254, Saudi Arabia
3 Department of Preventive Dental Science, College of Dentistry, Jazan University, Jazan 45142, Saudi Arabia
4 Department of Clinical Laboratories Sciences, College of Applied Medical Sciences, Taif University,

P.O. Box 11099, Taif 21944, Saudi Arabia
5 Department of Information Technology, College of Computers and Information Technology, Taif University,

P.O. Box 11099, Taif 21944, Saudi Arabia
6 Tagore Medical and Dental College, Rathinamangalam, Vandalur, Chennai 600127, India
7 College of Dental Medicine, Roseman University of Health Sciences, South Jordan, UT 84095, USA
* Correspondence: hari_feb14@hotmail.com (H.P.); dr.ravipatil@gmail.com (S.P.)

Abstract: Guided bone regeneration (GBR) is a reliable technique used to treat ridge deficiencies
prior or during implant placement. Injectable-platelet rich fibrin (i-PRF) laced with a bone substitute
(sticky bone) has heralded the way for advancing the outcomes of bone regeneration. This study
evaluated the efficacy of sticky bone in horizontal ridge augmentation with and without collagen
membrane. A total of 20 partially edentulous patients (Group-I n = 10; Group-II n = 10) that indicated
GBR were included, and the surgical procedure was carried out. In Group-I, the sticky bone and
collagen membrane were placed in ridge-deficient sites and Group-II received only sticky bone. At
the end of 6 months, 20 patients (Group-I (n = 10); Group-II (n = 10)) completed the follow-up period.
A CBCT examination was performed to assess changes in the horizontal ridge width (HRW) and
vertical bone height (VBH). A statistically significant increase in HRW (p < 0.05) was observed in both
groups with mean gains of 1.35 mm, 1.55 mm, and 1.93 mm at three levels (crest, 3 mm, and 6 mm) in
Group-I and 2.7 mm, 2.8 mm, and 2.6 mm at three levels in Group-II. The intergroup comparison
revealed statistical significance (p < 0.05) with respect to HRW and KTW (Keratinised tissue width)
gains of 0.775 at the 6-month follow-up. Sticky-bone (Xenogenic-bone graft + i-PRF) served as a
promising biomaterial in achieving better horizontal bone width gain.

Keywords: collagen membrane; guided bone regeneration horizontal ridge augmentation; injectable-
platelet rich fibrin (i-PRF); sticky bone

1. Introduction

Physiologic Alveolar ridge resorption following tooth loss leads to a range of ridge
deficiencies. The majority of the dimensional alterations occur during the first three
months and can persist up to 5 years [1,2], with the buccal or facial bone bearing the
major brunt of the resorption process. Ridge augmentation procedures are often required
for optimal implant placement, which aids in the long-term preservation of the peri-
implant hard and soft tissue. Guided bone regeneration (GBR) procedures frequently
utilize barrier membranes and bone substitutes and are well-documented and widely used
for augmenting deficient alveolar ridges.
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Bone substitutes are becoming more widely accepted as alternatives to autogenous
bones for ridge augmentation procedures, minimising the morbidity associated with au-
togenous graft harvesting [3–6]. Most grafting materials serve as a scaffold and aid in
osteoconduction by allowing the proliferation of the surrounding osteogenic cells, maintain-
ing space and stabilising the blood clot. Anorganic bovine bone mineral (ABBM) has been
frequently used in Horizontal Ridge augmentation and is the most well-documented bone
substitute [7,8]. ABBM possesses excellent osteoconductive properties and the propen-
sity to facilitate neovascularisation [9]. Accordingly, there is sufficient evidence in the
literature explaining the advantages of using ABBM in ridge augmentation procedures.
However, due to the absence of biological components such as growth factors and signalling
molecules, ABBM lacks the competence to induce osteoinduction and osteogenesis and,
thus, fails to synchronise with the osteogenic rate, resulting in a prolonged graft-healing
period [10]. Hence, integrating bone graft materials with biomimetics such as growth
factors may minimise healing time, aid in osteoinductive bone remodelling, and improve
volumetric augmentation and the quality of the new bone formed. [11] Exogenous growth
factors such as Recombinant human platelet-derived growth factor-BB (rhPDGF-BB), Bone
morphogenetic protein (BMP-2) and (BMP-7), and Growth differentiation factor-5 (GDF-5)
have been proven to enhance bone regeneration [12].

Second generation Autologous platelet concentrates such as Platelet-rich fibrin (PRF)
and Concentrated growth factors (CGF) were proposed to be used as an autologous fibrin
glue to create a bone graft matrix loaded with growth factors, known as "sticky bone" [13].

In 2015, Mourao et al., stated that platelet-rich fibrin can be replaced by Injectable platelet-
rich (i-PRF) fibrin, which has the ability to release a variety of growth factors with increased
expression of Platelet-derived growth factor (PDGF), Transforming growth factor (TGF),
Collagen 1, and Fibroblast migration for accelerating bone regeneration [14,15]. This injectable
form is combined with bone grafts and collagen matrices and can be directly injected into
periodontal pockets to improve the clinical outcomes of various regenerative procedures.

The sticky bone, according to Sohn et al., 2015 [16], may function as a framework or
protective membrane, both externally and internally, to the periosteum and the alveolar
bone. Sticky bone has excellent handling properties, is remarkably mouldable, and has
good adherence to the defect site. Further, it minimises the micro and macro motility of
the grafted bone, enabling favourable bone augmentation throughout the healing period
without the use of a GBR membranes or titanium meshes.

Various GBR membranes such as Type-1 Collagen, poly-lactic acid, polyglycolic acid,
polyurethane, and dura mater are among the resorbable membranes available, with collagen
membrane being the most popular and widely used with extensive documentation.

The literature shows that collagen membrane exhibits 22 percent to 32 percent early
membrane exposure, [17–19] which tends to lose its integrity in a week after exposure
to the proteolytic environment of the oral cavity, and is easily infected, leaving the graft
material vulnerable and eventually leading to graft loss.

Sticky bone bypasses the need for a membrane, and the fibrin network drives platelets
and leukocytes to release signalling molecules and drastically increase the regeneration of
hard and soft tissue. The fibrin interconnectivity of the sticky bone also diminishes soft
tissue and epithelial cell ingrowth [16]. Cordaro et al., reported that harnessing a barrier
membrane increases the risk of bone graft exposure, dramatically reducing the treatment
outcome [20]. The pitfalls of using a collagen membrane include a high cost, membrane
exposure, the need for surgical competence to fix the membrane with membrane tags and
its associated additional expenses, and the overall increase in surgical time. Hence, we
hypothesise that using a collagen membrane along with ABBM+i-PRF (Sticky Bone) will
not provide additional clinical benefits. Therefore, the current study sought to assess the
effectiveness of using sticky bone with and without a collagen membrane in augmenting
horizontal posterior mandibular ridge defects.
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2. Materials and Methods

This randomised parallel arm clinical trial was conducted with approval of the institu-
tional scientific and Ethical committee (SRMDC/IRB/2019/MDS/No.505A) before the com-
mencement of the study and was registered with clinicaltrials.gov.in (CTRI/2020/06/025567).
Sample size calculation was performed based on results obtained from a study by Mo-
hammed Atef. et al in February 2020 [21]. The test was performed using UCn Software
(SPSS for Windows, version 17, Chicago, IL, USA) with 80% power, alpha error of 5%, Sam-
ple Mean of 3.9, and Standard Deviation of 0.9. Based on the sample size determination, a
total of 20 sites were recruited for the study in which 10 sites requiring ridge augmentation
were operated on with Sticky Bone and covered with Type I collagen membrane (GROUP-
I) and 10 sites requiring ridge augmentation were operated on with Sticky Bone alone
(GROUP-II), and the statistical significance is considered to be at the 0.05 level. The study
population was recruited from the Periodontics and Oral Implantology department, SRM
Dental College, Ramapuram campus from January 2020 until September 2020. Inclusion
criteria: systemically healthy individuals within an age range of 21–60 years presenting
with edentulous sites requiring a ridge width gain of 4–5 mm buccolingually and with a
residual ridge width of 2–3 mm. The edentulous sites were required to be Kennedy’s Class
III, with a post extraction healing of minimum of 6 months. Exclusion criteria: patients
with debilitating systemic diseases or diseases that had a clinically significant effect on
wound healing, had a history of intravenous bisphosphonate/oral bisphosphonate use for
> 3 years or history of head and neck radiation therapy/chemotherapy, smokers, pregnant
women or lactating mothers, and people possessing allergies to any of the materials or
medications used in the current study were excluded.

To establish the keratinised tissue width (KTW) and vestibular depth (VD), custom-made
composite resin stents were prepared for each patient with a vertical groove created mid-
buccally over the stent to guide consistent reorientation of the periodontal probe (UNC-15).

2.1. Radiological Assesment

For Groups I and II, a Cone Beam Computed Tomography (CBCT) scan was performed
prior to surgery and 6 months post-surgery. Horizontal Ridge Widths (HRW) were mea-
sured at the crest, 3 mm, and 6 mm levels perpendicular to the longitudinal axis of the
alveolar crest via tomographic sections. The Vertical Bone Height (VBH) of the ridge was
measured from the crest to the mandibular canal.

2.2. Randomization

The Patients were randomly allocated using the lottery method. The investigator who
evaluated the CBCT measurements was blinded in this study. A total of 20 ridge-deficient
sites requiring ridge augmentation were randomized into 2 groups of 10 sites each.

2.3. Surgical Procedure

All surgical procedures were carried out by a single, trained periodontal surgeon (H.P).
For both Group I and Group II, local anaesthesia was administered using 2% lignocaine
with adrenaline. After performing a mid-crestal incision through the keratinized gingiva, a
full-thickness flap was raised on the buccal and lingual side. To enable osteoprogenitor cell
migration, multiple neo-angiogenetic cortical holes were made in the recipient bone bed. A
total of 10 mL of venous blood obtained from the antecubital vein in non-coated plastic
vacutainers was immediately spun in a centrifuge at a pre-programmed spin to obtain i-PRF
(700 rpm for 3 min with 60 g force) (Dentifuge LC-100). The prepared i-PRF was mixed
with ABBM (Bio-OSSTM, Geistlich®, Zurich, Switzerland) (Figure 1); polymerisation takes
approximately 5–10 min, resulting in sticky bone formation [22–24]. In Group I, sticky bone
was adapted and moulded over the defect to the level of the adjacent neighbouring buccal
bony contour. A bi-layered cross-linked collagen membrane (Cologide™, Cologenesis
Healthcare Pvt Limited) of adequate size was chosen and cut to fit the defect size, and
it was employed to cover the bone grafts with a 2 mm overlap buccally (Figure 2A–H)
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and on the lingual side the membrane was tucked inside the lingual flap; in Group-II, the
same protocol as Group-I was followed, with the placement of the prepared sticky bone
without the collagen membrane (Figure 3A–H). Tension-free primary closure was achieved
with simple, interrupted (3-0 Vicryl, Ethicon) sutures in both groups. Six months after the
augmentation, cone beam-computed tomographic (CBCT) images were taken.
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Figure 2. Surgical management of horizontal ridge defect (group-I). (A) Preoperative horizontal ridge
deficient site; (B) HRW and VBH measurements assessed at crest, at 3 mm, and at 6 mm in baseline;
(C) Flap elevation; (D) Decortications performed in the surgical site; (E) Sticky bone placement;
(F) Collagen membrane adapted over the sticky bone; (G) 6-month follow-up; (H) HRW and VBH
measurement assessed at crest, at 3 mm, and at 6 mm at 6 months.

2.4. Postoperative Wound Care and Medication

Patients were administered with antibiotics (Amoxicillin 250 mg, three times daily)
and analgesics (Ibuprofen+paracetamol) for up to five days after surgery. For the first four
weeks after surgery, patients were told not to brush the surgical site and chlorhexidine
mouth wash (0.12%) was prescribed as an adjunct to oral hygiene maintenance. All patients
experienced uneventful wound healing. There was no wound dehiscence during the
healing process. Patients had a stringent postoperative supportive care regimen and
underwent reviews beginning one week after surgery, continuing every two weeks until
eight weeks had passed post-surgery. Patients were then recalled once a month until six
months as passed for assessment.
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Figure 3. Surgical management of horizontal ridge defect (group-II). (A) Preoperative horizontal
ridge deficient site; (B) HRW and VBH measurements assessed at crest, at 3 mm, and at 6 mm in
baseline; (C) Flap elevation; (D) Decortications performed in the surgical site; (E) Sticky bone placement;
(F) 6-month follow-up; (G) HRW and VBH measurement assessed at crest, at 3 mm, and at 6 mm at
6 months.

2.5. Statistical Analysis

IBM SPSS was used to carry out the statistical analysis with 25.0 statistics programme.
Using an independent samples T-test, the groups’ distributions of age and gender were
compared. In order to compare and evaluate the relationship between the categories, the
Chi-Square Test was employed. An unpaired t-test was developed to compare the values
between the two groups; Values within the groups were compared using the paired sample
t-test. The level of statistical significance was fixed at p < 0.05.

3. Results

The primary outcome of our study was the assessment of the inter and intra group
changes in the horizontal ridge width using Cone Beam Computed Tomography (CBCT). The
secondary outcomes analysed were the changes in vertical bone height, changes in vestibular
depth, and changes in the keratinized tissue width. A total of 20 patients (11 males and
9 females) with a mean age of 36.1 years participated in the current investigation (Table 1).

Table 1. Demographic characteristics of the included patients.

Group

Sticky Bone +
Membrane (Group I)

Sticky Bone
(Group II)

Gender

Male
Count 3 8

% Within Group 30.0% 80.0%

Female
Count 7 2

% Within Group 70.0% 20.0%

Age
(Mean ± SD) 34.5 ± 8.66 37.7 ± 4.47

The intragroup comparisons (Group I- Sticky Bone and Collagen Membrane) of the
primary clinical parameters such as the HRW at various levels (at the crest, at 3 mm, and at
6 mm) showed a statistically significant difference at 6 months of healing compared to the
baseline with the highest bone gain of 1.93 mm at the 6 mm level. There was a statistically
significant improvement in the VD and KTW at 6 months compared to the baseline.
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The intragroup comparisons (Group II- Sticky Bone) of the primary clinical parameters
such as the HRW at various levels (at the crest, at 3 mm, the at 6 mm) showed a statistically
significant difference at 6 months of healing compared to the baseline, with the highest
bone gain of 2.8 mm at the 6 mm level. There was a statistically significant improvement in
the VBH and KTW at 6 months compared to the baseline (Table 2).

Table 2. Intra group comparison of the parameters at baseline and 6 months among Group-I and
Group-II.

Clinical
Parameters

“Group-I”
(Sticky Bone+ Collagen Membrane) p Value “Group-II”

(Sticky Bone) p Value

Parameters “Baseline” “6
Months”

“Baseline-
6 Months”

“Baseline-
6 Months” “Baseline” 6 Months “Baseline-

6 Months”
“Baseline-
6 Months”

HRW AT CREST 2.90 ± 0.316 4.25 ± 1.165 −1.375 0.020 a 3.20 ± 0.789 5.90 ± 0.994 −2.7 <0.001 a

HRW AT 3 mm 4.20 ± 1.033 5.75 ± 1.581 −1.375 0.001 a 6.10 ± 1.595 8.90 ± 1.853 −2.8 <0.001 a

HRW AT 6 mm 6.70 ± 1.947 8.63 ± 2.134 −2 0.001 a 8.30 ± 1.767 10.90 ± 1.524 −2.6 <0.001 a

VBH 13.20 ± 1.317 13.88 ± 1.727 −0.875 0.111 12.50 ± 2.461 13.50 ± 2.677 −1 <0.001 a

VD 10.60 ± 0.699 10.88 ± 0.835 −0.5 0.033 a 10.90 ± 0.876 11.20 ± 0.919 −0.3 0.081

KTW 4.10 ± 0.876 4.88 ± 0.835 −0.625 0.049 a 3.60 ± 0.516 4.10 ± 0.568 −0.5 0.015 a

a p-value ≤ 0.05 considered statistically significant”; HRW: horizontal ridge width; VBH: vertical bone height;
KTW: keratinised tissue width; VD: vestibular depth.

The intergroup comparisons between Group-I and Group-II for various clinical pa-
rameters such as the Horizontal ridge width (HRW), Vertical bone height (VBH), Vestibular
depth (VD), and width of Keratinised tissue (KTW) at baseline showed no statistical sig-
nificance between Group-I and Group-II. However, the results at 6 months showed a
statistically significant improvement in Group-II. Even the KTW gain was statistically
significant between the groups. (Table 3)

Table 3. Inter-Group Comparison Of The Clinical And Radiographic Parameters At Baseline And
6 Months.

Clinical Parameter Time Points Mean Difference p-Value

Group-I Vs
Group-II

HRW At Crest
Baseline −0.30 0.279

6 Months −1.65 0.005 a

HRW At 3 mm
Baseline −1.90 0.005 a

6 Months −3.15 0.002 a

HRW At 6 mm
Baseline −1.60 0.070

6 Months −2.27 0.018 a

VBH
Baseline 0.883 0.438

6 Months 1.09 0.737

VD
Baseline −0.30 0.408

6 Months −0.325 0.449

KTW
Baseline 0.50 0.137

6 Months 0.775 0.032 a

a p-value ≤ 0.05 considered statistically significant”; HRW: horizontal ridge width; VBH: vertical bone height;
KTW: keratinised tissue width; VD: vestibular depth.

4. Discussion

Changes in the alveolar ridge dimensions post extraction have previously been re-
ported [25,26]. According to Tan et al., in (2012) [27], vertical hard tissue resorption ranges
from 11 to 22 percent, whilst horizontal bone loss ranges from 29 to 63 percent, with two-
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thirds of it lost in the first three months post-tooth extraction [27,28]. A lack of a sufficient
quantity and quality of residual alveolar ridges can seriously undermine optimum primary
stability and osseointegration. Three-dimensional implant positioning, an adequate bone
quantity, a keratinised gingiva volume to promote adequate biological width establishment,
and the establishment of a soft tissue seal around the implant–crown interface are all the
critical determinants for successful implant osseointegration and long-term function [29].

The current study aimed at evaluating the outcomes of the use of sticky bone with and
without a collagen membrane, following horizontal alveolar ridge augmentation, which
was determined by using CBCT. The membrane employed in this investigation was a
bilayer-cross-linked collagen membrane.

In the intra group (Group-I: sticky bone + collagen membrane) comparison of various
clinical parameters—such as the HRW at various levels (at the crest, at 3 mm, and at 6 mm),
the VBH, the KTW in Group-I showed a statistically significant improvement in all the
clinical parameters including the HRW gain, VD, and KTW. The results are comparable
with those of Aboelela et al. (2021) [30] who evaluated the efficacy of anorganic bovine
bone and autogenous bone combination with CGF and a native collagen membrane and
showed a mean gain of 2.4 mm, whereas, in our study, the mean gain achieved was 1.93 mm.
In a study by Geurs et al. (2008) [31], bovine bone chips and a biological carrier with a
synthetic PGA membrane exhibited a mean gain of 2.9 mm from the baseline. Further,
Eskan et al. in (2017) [32] showed a mean gain of 2.6 mm in lateral ridge augmentation
using an allogenic Cancellous (CAN) graft particle and an alloplastic resorbable barrier
membrane. The variation in the biomaterials utilised in the above-mentioned studies and
our study could explain the noticeable increase in the horizontal mean ridge width gain.
However, using particulate graft materials and a membrane, all of the previous studies,
including ours, demonstrated a considerable increase in HRW gain. The science behind
new bone formation lies in the fact that the grafted bone material acts as a scaffold that
favours and promotes the neovascularisation and the ingrowth of osteogenic cells over
and into the matrix; further, the ABBM (Bio-OSSTM, Geistlich®, Switzerland) used in this
study was combined with i-PRF and used in the form of sticky bone, which could have
led to the slow release of critical growth factors such as PDGF, VEGF (vascular endothelial
growth factor), IGF (insulin like growth factor), and FGF (fibroblast growth factor), which
have shown to favour new bone formation. With the additional use of a collagen barrier
membrane, epithelial exclusion and space protection is expected, which in turn favours
optimal treatment outcomes.

The intragroup comparisons (Group II- Sticky Bone) of various clinical parameters
such as the HRW at various levels, the VBH, and the KTW showed a statistically significant
improvement with a mean horizontal gain of 2.8 mm and a VBH gain of 1 mm.

The results of the present study cannot be compared directly with any other study as
this the first study of its kind using sticky bone alone for horizontal ridge augmentation.
However, Staedt et al. (2020), using an animal model, histologically demonstrated signif-
icant new bone formations that were further reinforced using enzymatic assays such as
Bone acid phosphatase (BAcPH) and total alkaline phosphatase (TAlPh) [33]. Most of the
studies using particulate xenogenic grafts for horizontal ridge augmentation have utilised
a GBR membrane to improve clinical outcomes; however, we have proposed that optimal
bone gain can be achieved without the use of a membrane.

The Bio-OSSTM (Geistlich®, Switzerland) bone graft has been a very successful bioma-
terial used in the augmentation of resorbed ridges. It acts as a scaffold and favours new
bone formation by osteoconduction; further, the addition of i-PRF to the sticky bone matrix
may have led to the adherence of the grafted material to the recipient sites without micro
and macro movements, and the PRF matrix prevents early epithelial ingress onto the defect
site leading to significant new gains in both horizontal and vertical dimensions.

The intergroup comparisons showed an additional mean HRW gain of 0.9 mm in Group-
II (Sticky bone alone), which was statistically significant. Further, there was a statistically
significant improvement in the KTW (again, in the solely sticky bone group). To the best of our
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knowledge, this is a novel approach, wherein we have analysed and compared the efficacy of
sticky bone with and without a collagen membrane. The results of the present study could
not be directly compared with previous studies in the literature. However, Lee et al. (2013), in
his study comparing a tooth bone graft with and without a membrane, determined a similar
bone gain in both the groups and further carefully elucidated that the use of an additional
membrane did not benefit the clinical outcomes [34]. Further, Staedt et al. (2020), in a surgically
created defect in an animal model, compared Bio-OSSTM (Geistlich®, Switzerland) with and
without a collagen membrane and concluded that though a bone graft with a membrane
showed significantly earlier bone remodelling, there was no histological difference in the
new bone formation between the groups [33]. In the present study, the additional gain in the
horizontal ridge with the sticky bone alone (group-II ) could be attributed to the collapsing
nature of the GBR membrane causing a lack of space maintenance and more aggressive
remodelling in group-I (sticky bone + collagen membrane)

In the introduction, we proposed that there would not be an additional benefit of using
membranes, which has been proven from the results of our study. According to numerous
studies, a GBR membrane is intended to protect and encapsulate the graft material during
the sensitive bone-remodelling phase and its integration with the native bone [35]. However,
there are several drawbacks to using GBR membranes, such as the difficulty in membrane
stabilisation, its exorbitant cost, and rapid and unpredictable disintegration [36] which can
result in a weakened barrier effect, as well as the presence of chemical residues, which
might elicit an undesirable host immuno-inflammatory response during the healing phase.
Membrane exposure compounds the problem even further by causing infections, which
impacts the therapeutic outcome. In a systematic review and meta-analysis by Garcia et al.
(2018), it was stated that the use of a collagen membrane for GBR sites with membrane
exposure led to significantly poorer horizontal bone gain [37]. Further, Lee et al. in 2013
and Eskan et al. in 2017 also concluded that early membrane exposure led to a significant
reduction in the alveolar ridge width. We further state that in our study no membrane
exposure was noticed, and all the sites healed uneventfully [32,34].

The encouraging results obtained in both groups are due to the biological properties of
i-PRF, which acts as biological glue by keeping the graft particles intact and at the same time
allowing for neovascularisation during healing. Furthermore, the various growth factors
released from the PRF such as PDGF, EGF (epidermal growth factor), IGF, FGF, and VEGF
help in promoting cellular proliferation, thereby increasing vascularity at the surgical site.
The absence of a constrictive effect of the collagen membrane, the easy re-approximation
of the flap, and the unjeopardized vascularity in group-II resulted in comparatively better
outcomes. The CBCT analysis resulted in a reliable, non-invasive assessment of the changes
in bone width and height.

The study limitations include a small sample size, a longer follow-up, and a lack of
histological evaluation of the new bone formed.

5. Conclusions

Therefore, within the limits of the current study, we conclude that both the groups
showed significant improvement in all the clinical parameters assessed, and we propose
that a combination of ABBM+i-PRF (Sticky bone) can be predictably used without the need
for a collagen barrier membrane as it did not provide any additional benefits regarding
horizontal ridge augmentation in the current study.

Author Contributions: Conceptualization, J.B.T., H.P. and A.T.; methodology, J.B.T., H.P. and A.T.;
software, A.A., K.F.A., M.M.A. and M.A.K.; validation, A.A., M.A.K., K.J.A. and T.M.B.; formal
analysis, J.B.T., H.P. and A.T.; investigation, J.B.T., H.P. and A.T.; resources, T.M.B., K.J.A. and S.P.;
data curation, A.A. and T.M.B.; writing and original draft preparation, J.B.T., H.P., A.T., A.A., M.A.K.,
K.J.A., K.F.A. and L.R.; writing, review and editing, J.B.T., H.P., A.T., T.M.B., S.P., I.F.H., M.M.A. and
L.R.; visualization, A.A., I.F.H. and S.P.; supervision, M.A.K., K.F.A. and T.M.B.; project administration,
J.B.T., H.P., A.T. and D.P.; funding acquisition, T.M.B., M.M.A., I.F.H. and A.A. All authors have read
and agreed to the published version of the manuscript.



J. Funct. Biomater. 2022, 13, 194 9 of 10

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Institutional Scientific and Ethics Committee of SRM DENTAL
COLLEGE (SRMDC/IRB/2019/MDS/No.505A).

Informed Consent Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Nemcovsky, C.E.; Serfaty, V. Alveolar Ridge Preservation Following Extraction of Maxillary Anterior Teeth. Report on 23

Consecutive Cases. J. Periodontol. 1996, 67, 390–395. [CrossRef] [PubMed]
2. Artzi, Z.; Nemcovsky, C.E. The Application of Deproteinized Bovine Bone Mineral for Ridge Preservation Prior to Implantation.

Clinical and Histological Observations in a Case Report. J. Periodontol. 1998, 69, 1062–1067. [CrossRef] [PubMed]
3. Nevins, M.; Mellonig, J.T. Enhancement of the Damaged Edentulous Ridge to Receive Dental Implants: A Combination of

Allograft and the GORE-TEX Membrane. Int. J. Periodontics Restor. Dent. 1992, 12, 96–111.
4. Nevins, M.; Mellonig, J.T. The Advantages of Localized Ridge Augmentation Prior to Implant Placement: A Staged Event. Int. J.

Periodontics Restor. Dent. 1994, 14, 96–111.
5. Mellonig, J.T.; Nevins, M. Guided Bone Regeneration of Bone Defects Associated with Implants: An Evidence-Based Outcome

Assessment. Int. J. Periodontics Restor. Dent. 1995, 15, 168–185.
6. Mellonig, J.T.; Nevins, M.; Sanchez, R. Evaluation of a Bioabsorbable Physical Barrier for Guided Bone Regeneration. Part II.

Material and a Bone Replacement Graft. Int. J. Periodontics Restor. Dent. 1998, 18, 129–137.
7. Hallman, M.; Thor, A. Bone Substitutes and Growth Factors as an Alternative/Complement to Autogenous Bone for Grafting in

Implant Dentistry. Periodontology 2000 2008, 47, 172–192. [CrossRef]
8. Mordenfeld, A.; Johansson, C.B.; Albrektsson, T.; Hallman, M. A Randomized and Controlled Clinical Trial of Two Different

Compositions of Deproteinized Bovine Bone and Autogenous Bone Used for Lateral Ridge Augmentation. Clin. Oral Implant. Res.
2014, 25, 310–320. [CrossRef]

9. Galindo-Moreno, P.; Moreno-Riestra, I.; Ãvila, G.; FernÃndez-Barbero, J.E.; Mesa, F.; Aguilar, M.; Wang, H.-L.; O’Valle, F. Histo-
morphometric Comparison of Maxillary Pristine Bone and Composite Bone Graft Biopsies Obtained after Sinus Augmentation.
Clin. Oral Implant. Res. 2010, 21, 122–128. [CrossRef]

10. Pichotano, E.C.; Molon, R.S.; Souza, R.V.; Austin, R.S.; Marcantonio, E.; Zandim-Barcelos, D.L. Evaluation of L-PRF Combined
with Deproteinized Bovine Bone Mineral for Early Implant Placement after Maxillary Sinus Augmentation: A Randomized
Clinical Trial. Clin. Implant. Dent. Relat. Res. 2019, 21, 253–262. [CrossRef]

11. Haben Fesseha, M. Bone grafting, its principle and application: A review. Osteol. Rheumatol. Open J. 2020, 1, 43–50.
12. Suárez-López del Amo, F.; Monje, A.; Padial-Molina, M.; Tang, Z.; Wang, H.L. Biologic agents for periodontal regeneration and

implant site development. BioMed Res. Int. 2015, 2015, 957518. [CrossRef] [PubMed]
13. Sohn, D.S. Lecture titled with sinus and ridge augmentation with CGF and AFG. In Symposium on CGF and AFG; Tokyo, 2010.
14. Fernando, C.; Mourao, A.B.; Valiense, H.; Melo, E.R.; Freitas, N.B. Obtention of injectable platelets rich-fibrin (i-PRF) and its

polymerization with bone graft. Rev. Col. Bras Cir. 2015, 42, 421–423.
15. Miron, R.J.; Fujioka-Kobayashi, M.; Hernandez, M.; Kandalam, U.; Zhang, Y.; Ghanaati, S.; Choukroun, J. Injectable platelet rich

fibrin (i-PRF): Opportunities in regenerative dentistry? Clin. Oral Investig. 2017, 21, 2619–2627. [CrossRef]
16. Sohn, D.S.; Huang, B.; Kim, J.; Park, W.E.; Park, C.C. Utilization of autologous concentrated growth factors (CGF) enriched bone

graft matrix (Sticky bone) and CGF-enriched fibrin membrane in Implant Dentistry. J. Implant. Adv. Clin. Dent. 2015, 7, 11–18.
17. Tal, H.; Kozlovsky, A.; Artzi, Z.; Nemcovsky, C.E.; Moses, O. Long-Term Bio-Degradation of Cross-Linked and Non-Cross-Linked

Collagen Barriers in Human Guided Bone Regeneration. Clin. Oral Implant. Res. 2008, 19, 295–302. [CrossRef]
18. McAllister, B.S. Scalloped implant designs enhance interproximal bone levels. Int. J. Periodontics Restor. Dent. 2007, 27, 9–15.
19. Jung, R.E.; Hälg, G.A.; Thoma, D.S.; Hämmerle, C.H. A randomized, controlled clinical trial to evaluatea new membrane for

guided bone regeneration around dental implants. Clin. Oral Implant. Res. 2009, 20, 162–168. [CrossRef]
20. Cordaro, L.; Torsello, F.; Morcavallo, S.; di Torresanto, V.M. Effect of Bovine Bone and Collagen Membranes on Healing of

Mandibular Bone Blocks: A Prospective Randomized Controlled Study. Clin. Oral Implant. Res. 2011, 22, 1145–1150. [CrossRef]
21. Atef, M.; Tarek, A.; Shaheen, M.; Alarawi, R.M.; Askar, N. Horizontal Ridge Augmentation Using Native Collagen Membrane

vs Titanium Mesh in Atrophic Maxillary Ridges: Randomized Clinical Trial. Clin. Implant Dent. Relat. Res. 2020, 22, 156–166.
[CrossRef]

22. Feinberg, S.E.; Fonseca, R.J. Biologic Aspects of Transplantation of Grafts. In Reconstructive Preprosthetic Oral and Maxillofacial
Surgery, 1st ed.; Davis, W.H., Ed.; WB Saunders: Philadelphia, PA, USA, 1986.

23. Schallhorn, R.G. The Use of Autogenous Hip Marrow Biopsy Implants for Bony Crater Defects. J. Periodontol. 1968, 39, 145–147.
[CrossRef] [PubMed]

24. Maatz, R.; Lentz, W.; Graf, R. Experimental Principles in Transplantation of Preserved Bones. Langenbecks Arch. Klin. Chir. Ver.
Dtsch. Z. Chir. 1952, 273, 850–855.

http://doi.org/10.1902/jop.1996.67.4.390
http://www.ncbi.nlm.nih.gov/pubmed/8708965
http://doi.org/10.1902/jop.1998.69.9.1062
http://www.ncbi.nlm.nih.gov/pubmed/9776036
http://doi.org/10.1111/j.1600-0757.2008.00251.x
http://doi.org/10.1111/clr.12143
http://doi.org/10.1111/j.1600-0501.2009.01814.x
http://doi.org/10.1111/cid.12713
http://doi.org/10.1155/2015/957518
http://www.ncbi.nlm.nih.gov/pubmed/26509173
http://doi.org/10.1007/s00784-017-2063-9
http://doi.org/10.1111/j.1600-0501.2007.01424.x
http://doi.org/10.1111/j.1600-0501.2008.01634.x
http://doi.org/10.1111/j.1600-0501.2010.02093.x
http://doi.org/10.1111/cid.12892
http://doi.org/10.1902/jop.1968.39.3.145
http://www.ncbi.nlm.nih.gov/pubmed/4870846


J. Funct. Biomater. 2022, 13, 194 10 of 10

25. Amler, M.H.; Johnson, P.L.; Salman, I. Histological and Histochemical Investigation of Human Alveolar Socket Healing in
Undisturbed Extraction Wounds. J. Am. Dent. Assoc. 1960, 61, 32–44. [CrossRef] [PubMed]

26. Pietrokovski, J.; Massler, M. Alveolar Ridge Resorption Following Tooth Extraction. J. Prosthet. Dent. 1967, 17, 21–27. [CrossRef]
27. Tan, W.L.; Wong, T.L.T.; Wong, M.C.M.; Lang, N.P. A Systematic Review of Post-Extractional Alveolar Hard and Soft Tissue

Dimensional Changes in Humans. Clin. Oral Implant. Res. 2012, 23, 1–21. [CrossRef]
28. Aimetti, M.; Romano, F.; Griga, F.B.; Godio, L. Clinical and Histologic Healing of Human Extraction Sockets Filled with Calcium

Sulfate. Int. J. Oral Maxillofac. Implant. 2009, 24, 902–909.
29. Buser, D.; Martin, W.; Belser, U.C. Optimizing Esthetics for Implant Restorations in the Anterior Maxilla: Anatomic and Surgical

Considerations. Int. J. Oral Maxillofac. Implant. 2004, 19 (Suppl. S7), 43–61.
30. Aboelela, S.; Fattouh, H.; Abdel Rasoul, M. Ridge Augmentation Using Autologous Concentrated Growth Factors (CGF) Enriched

Bone Graft Matrix (Sticky Bone) versus Guided Bone Regeneration Using Native Collagen Membrane in Horizontally Deficient
Maxilla. Egypt. Dent. J. 2021, 67, 3061–3070. [CrossRef]

31. Geurs, N.C.; Korostoff, J.M.; Vassilopoulos, P.J.; Kang, T.-H.; Jeffcoat, M.; Kellar, R.; Reddy, M.S. Clinical and Histologic Assessment
of Lateral Alveolar Ridge Augmentation Using a Synthetic Long-Term Bioabsorbable Membrane and an Allograft. J. Periodontol.
2008, 79, 1133–1140. [CrossRef]

32. Eskan, M.A.; Greenwell, H.; Hill, M.; Morton, D.; Vidal, R.; Shumway, B.; Girouard, M.-E. Platelet-Rich Plasma–Assisted Guided
Bone Regeneration for Ridge Augmentation: A Randomized, Controlled Clinical Trial. J. Periodontol. 2014, 85, 661–668. [CrossRef]

33. Staedt, H.; Dau, M.; Schiegnitz, E.; Thiem, D.G.; Tagadiuc, O.; Pălărie, V.; Ottl, P.; Al-Nawas, B.; Kammerer, P.W. A collagen
membrane influences bone turnover marker in vivo after bone augmentation with xenogenic bone. Head Face Med. 2020, 16, 1–9.
[CrossRef] [PubMed]

34. Lee, J.Y.; Lee, J.; Kim, Y.K. Comparative analysis of guided bone regeneration using autogenous tooth bone graft material with
and without resorbable membrane. J. Dent. Sci. 2013, 8, 281–286. [CrossRef]

35. Hoornaert, A.; D’Arros, C.; Heymann, M.-F.; Layrolle, P. Biocompatibility, Resorption and Biofunctionality of a New Synthetic
Biodegradable Membrane for Guided Bone Regeneration. Biomed. Mater. 2016, 11, 045012. [CrossRef] [PubMed]

36. Rothamel, D.; Schwarz, F.; Sculean, A.; Herten, M.; Scherbaum, W.; Becker, J. Biocompatibility of Various Collagen Membranes in
Cultures of Human PDL Fibroblasts and Human Osteoblast-like Cells. Clin. Oral Implant. Res. 2004, 15, 443–449. [CrossRef]

37. Garcia, J.; Dodge, A.; Luepke, P.; Wang, H.L.; Kapila, Y.; Lin, G.H. Effect of membrane exposure on guided bone regeneration: A
systematic review and meta-analysis. Clin. Oral Implant. Res. 2018, 29, 328–338. [CrossRef]

http://doi.org/10.14219/jada.archive.1960.0152
http://www.ncbi.nlm.nih.gov/pubmed/13793201
http://doi.org/10.1016/0022-3913(67)90046-7
http://doi.org/10.1111/j.1600-0501.2011.02375.x
http://doi.org/10.21608/edj.2021.88279.1727
http://doi.org/10.1902/jop.2008.070595
http://doi.org/10.1902/jop.2013.130260
http://doi.org/10.1186/s13005-020-00249-9
http://www.ncbi.nlm.nih.gov/pubmed/33287844
http://doi.org/10.1016/j.jds.2013.03.001
http://doi.org/10.1088/1748-6041/11/4/045012
http://www.ncbi.nlm.nih.gov/pubmed/27509180
http://doi.org/10.1111/j.1600-0501.2004.01039.x
http://doi.org/10.1111/clr.13121

	Introduction 
	Materials and Methods 
	Radiological Assesment 
	Randomization 
	Surgical Procedure 
	Postoperative Wound Care and Medication 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

