Table 3: Characteristics of the systematic reviews included in the analysis (Part 1).
	Authors (year)
	Objective
	Type and number of studies, years. (sample = n)
	Groups,

Specifying test/control groups
	PRF obtaining protocol
	Conclusion of the authors

	Castro, et al. [20]

	To analyze the effect of L-PRF on bone in regeneration and osseointegration procedures.
	14 articles

(2010-2015)
	Divided into:

1) maxillary sinus lift (n = 3)

2) Preservation of alveolar ridge (n = 8)

3) Implant Therapies (n = 3)


Specification of groups: Yes
	300 g/10 min.

400 g/12 min.

3000 rpm/10 min.

2700 rpm/12 min.


	I) Bone regeneration:

Ia) Graft in side window:

NSD in percentage of new bone on lateral maxillary window between PRF, collagen membrane and residual bone.

Ib) Quality and bone healing:

SSD in bone quality in morphological characteristics in both groups. Group with L-PRF had 1.4 times higher percentage of new bone than control. No differences in mean values of ISQ. The L-PRF showed bone formation histologically in less time (106 days vs. 120-150 days).

Ic) Alveolar Preservation:

SSD between L-PRF vs. natural healing, the 7th day group with L-PRF has better results. (p = 0.0015)

SSD in bone healing for L-PRF (p < 0.05) but NSD in trabecular bone formation.

SSD at higher bone density at 12 weeks for L-PRF vs. control, but SDS between both groups for soft tissue healing.

Reduced buccal/lingual reabsorption with L-PRF (p < 0.05). NSD in imaging evaluation in mesial and distal sites.
	II) Post-exodontia pain:

DES minor in the L-PRF group (p < 0.05)

III) Healing:

Fastest healing for the L-PRF group at 3 and 7 days (p < 0.05)

V) post-extraction depth probing:

In SSD extractions in DP reduction with L-PRF vs. natural healing (distal to the second molar) (1.5 mm vs. 0.5 mm), but NSD in bone density at 3 months (p > 0.05)

Conclusion:

Given its ease of preparation, low cost and biological properties, L-PRF could be considered as a valid treatment option. However, standardization of the protocol is necessary to obtain reproducible results. The use of sufficient membranes seems crucial to obtain an optimal effect. More RCTs are needed to evaluate the beneficial effect of L-PRF.

	Ali, et al. [18]

	Efficacy of PRF in maxillary sinus elevation by lateral access with different methods.
	8 articles

(2006-2013)
	209 maxillary sinus elevations

Groups of PRF alone (3 articles) and PRF + bone graft (Allograft). (5 articles)

Specification of groups: Yes 
	300 g/10 min.

400 g/12 min.

3000 rpm/10 min.

2500 rpm/12 min.

2700 rpm/12 min.


	The use of PRF as a single filling material for sinus lift with simultaneous implant installation is a simple technique with promising results. However, its benefits compared to the natural blood clot have not yet been proven.

The addition of PRF to the allograft accelerates graft maturation and decreases the healing period before implant placement. On the other hand, it does not have any beneficial effect on the maturation of the deproteinized bovine bone graft.

The PRF membranes represent an easy and successful method to cover the sinus membrane or osteotomy window.


Table 3: Characteristics of the systematic reviews included in the analysis (Part 2).
	Authors (year)
	Objective
	Type and number of studies, years. (sample = n)
	Groups, specifying test/control groups
	PRF obtaining protocol
	Conclusion of the authors

	Schliephake, et al. [19]

	Systematic review on the use of growth factors in tissue regeneration in oral and maxillofacial reconstruction.
	224 articles

(1995-2012)

103: CR, PCS.

126: RCT, CCT

50: SR-MA
	NE, variable by outcome.


Specification of groups: No
	NE
	No benefits in lateral or vertical maxillary sinus lift.

Good documentation with reasonable evidence
	Infra-osseous periodontal defects:

Better results with PRF + non-autogenous grafts vs. non-autogenous grafts by itself.

No real clinical benefits in furcations.
Good documentation with reasonable evidence

	Moraschini, et al. [24]
	Effects of PRF for alveolar preservation.
	4 articles

(2010-2013)

82 patients

102 extractions
	55 test

47 control

Specification of groups: Yes 
	3000 rpm/10 min.

2700 rpm/12 min.


	Use of PRF accelerates the healing and epithelization of soft tissues in post-extraction sockets and reduces post-operative pain and discomfort. However, there is no precise evidence to date that confirms that platelet concentrates improve the regeneration of hard tissues. More RCTs and different stages controls are required.

	Panda, et al. [26]

	Effect of APC in the treatment of infra-osseous defects.
	15 articles (until June 2012)
	681 sites

Specification of groups: No
	NE
	The APC can be used as a cost-effective adjuvant to surgical therapies, even in combination with bone grafts, although they show no advantage in GBR.

PRF showed to be effective on its own in infrabony defects in combination with flap debridement.

The decrease in probing depth and insertion level gain were not significant vs. control.

We did not find any study comparing the clinical effects of PRP and PRF in combination with bone substitutes.

	Shah, et al. [27]

	Effects of PRF in the treatment of intraosseous periodontal defects.
	5 articles


	298 sites PRF + debridement vs. conventional debridement

Specification of groups: No 
	3000 rpm/10 min.

400 g/10 min.


	The meta-analysis showed a difference of standard deviation of 0.95 mm in CAL (0.20-1.71) and of 2.33 mm for the control (1.43-3.23) after the treatment of infrabony defects with PRF compared to conventional therapy. Evidence clinically significant improvements in periodontal parameters such as CAL and PD in defects treated with PRF vs. control.


Abbreviations: SR: Systematic review; EE: Experimental study; CR: Case report; PCS: Prospective case series; CCT: Controlled clinical trial; RCT: Randomized clinical trial; APC: Autologous platelet concentrates; PRF: Platelet-rich fibrin; PRP: Platelet-rich plasma; L-PRF: Platelet-rich fibrin and leukocytes; CBCT: Cone beam tomography; TC: Computed tomography; Hx: Histological; Rx: Radiographic; IHC: Immunohistochemistry; ISQ: Implant stability quotient (Osstell); NSD: No statistically significant differences; SSD: Statistically significant difference (p > 0.05); PD: Probing depth, CAL: Clinical attachment level; HMFM: Histomorphometry, β-TCP: B-tricalcium phosphate; HA: Hydroxyapatite; Hu: Hounsfield units; MSL: Maxillary sinus lift; Rpm: Revolutions per minute, g: G force, GBR: Guided bone regeneration; PCS: Prospective case series; NE: Not specified.

