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        Abstract


        Objective


        Conduct a systematic review and meta-analysis of natural products in the treatment of recurrent aphthous stomatitis (RAS) and their effect on the size and pain levels compared with placebos.


        Study design


        Randomized placebo-controlled trials were identified up to January 2019 in PubMed, EMBASE, Web of Science and Cochrane Library. Cochrane Risk of Bias tool was used to assess the risk of bias.


        Results


        The search yielded 248 unduplicated references. After evaluation, 11 studies with 694 subjects with RAS were included. One was considered low risk of bias, two were considered high risk and eight were considered unclear risk. In a meta-analysis, natural products provided a statistically significant reduction in ulcer size of about -1.74 mm compared to placebo (95% CI = -3.151 to -0.327; p = 0.016); also pain intensity improved moderately with an effect size (standardized difference in means) of -0.79 (95% CI = -1.447 to -0.141; p = 0.017). Quality of evidence was moderate due to unclear/high risk of bias for ulcer size and pain intensity. The group using natural products were 2.556 times as likely to improve than placebo subjects at 3-4 days. Similar results after 5-7 days with low quality of evidence.


        Conclusions


        The selected group of 11 natural products included in this systematic review seem to reduce pain intensity and lesion size in RAS patients with low to moderate quality of evidence. However, due to high heterogeneity and unclear/high risk of bias, the results are inconclusive.


        Keywords


        Natural products, Recurrent aphthous stomatitis (RAS), Plant-based interventions, Honey, Herbal supplement, Systematic review, Meta-analysis, Randomized controlled trial, Visual analog scale


        Abbreviations


        RAS: Recurrent Aphthous Stomatitis; CI: Confidence Interval; PRISMA: Preferred Reporting Items for Systematic Reviews and Meta-analyses; PICO: Patient Intervention Comparison Outcome; RCTs: Randomized Controlled Trials; OHIP: Oral Health Impact Profile; VAS: Visual Analog Scale; EI: Efficacy Index; RR: Risk Ratios; GRADE: Grades of Recommendation Assessment Development and Evaluation; SDM: Standardized Difference in Means


        Introduction


        Recurrent aphthous stomatitis (RAS) is a disorder characterized by recurring ulcers confined to the oral mucosa in patients with no other signs of disease. RAS affects approximately 20% of the general population [1]. It is the most common ulcerative disease of the oral mucosa [2]. It is more common in children with a prevalence of 39% [3]. Prevalence decreases with advancing age and increases with higher socioeconomic status and female gender [4]. A prodromal period of 2-48 hours precedes the ulceration [4]. During the prodromal period, patients may experience tingling or burning in the area where the ulceration develops. The ulcers are round and shallow with an erythematous border and white, yellow or gray pseudo membrane. The lesions occur most commonly in non-keratinized oral mucosa, such as the buccal mucosa, but may also occur on keratinized tissue like the hard palate [2-5]. The course of the lesion healing is variable, and the lesions may last days or weeks before healing is complete. The lesions can be quite painful and affect nutrition, speech and oral hygiene [3].


        Other diseases such as herpes stomatitis, Behçet's disease, Crohn's Disease and ulcerative colitis may be considered in the differential diagnosis of intraoral ulcerations, but are different etiological entities than RAS. The precise etiology of RAS is unknown. There may be a combination of contributory factors that lead to development of RAS in each individual patient. Regardless, the etiology of RAS is multi-factorial and may be related to trauma, nutritional deficiency, allergy, altered immune response and stress [2,3]. There is also a hereditary component; children whose parents both experience RAS exhibit a 90% prevalence of the condition [3,6].


        A number of treatments for RAS have been evaluated, including use of topical analgesic anti-inflammatory drugs, local anesthetics, topical antibiotics, antiseptics and topical steroids [1]. Although topical medications can be helpful, not every patient will experience satisfactory response to topical interventions. Several systemic medications have been considered for management of RAS including corticosteroids, dapsone, thalidomide and colchicine, among others [1,2,4]. Because of the possible adverse effects from systemic medications, herbal supplements and natural products have been advocated as an alternate form of treatment.


        There is a growing interest among patients, clinicians and researchers as to the viability of 'natural products' as appropriate treatment options due to the perceived lack of side effects and the variability of response to topical medications. In this systematic review, 'natural products' are defined as compounds that are derived from natural sources such as plants, animals or micro-organisms [7]. A total of eleven plant-based interventions and honey (herbal supplements or natural products) have been studied in randomized controlled trials against a placebo (Table 1). The objective of this study was to conduct a systematic review and meta-analysis of natural products in the treatment of RAS and their effect on the size of RAS lesions and the pain levels compared with placebos.


        
          Table 1: Mechanism of action, interactions and adverse reactions of the interventions included in this systematic review. View Table 1

        


        Methods and Materials


        This systematic review adhered to the Preferred reporting items for systematic reviews and meta-analyses (PRISMA) statement [8].


        Inclusion and exclusion criteria


        The PICO (Patient, Intervention, Comparison, Outcome) question was, in adult patients with recurrent aphthous stomatitis, do natural products (plant-based or animal-based) reduce ulcer size and pain intensity compared to placebo. Studies were limited to Randomized controlled trials (RCTs) on the efficacy of natural products to treat recurrent aphthous stomatitis in adults compared to placebo [9-19]. Synthetic supplements such as vitamins (including LongoVital- a mix of vitamins and a variety of herbs) were excluded. Editorials, literature reviews, systematic reviews, case reports, animal studies, pilot studies, not randomized controlled trials and clinical guidelines were excluded. Reviews, systematic reviews and guidelines were scanned for relevant trials. Articles not available in English were also excluded (Table 1).


        Outcomes: The primary outcomes of this systematic review were ulcer size in millimeters measured with a ruler or caliper, and pain intensity measured with various validated scales. Secondary outcomes included level of erythema and exudation, measured using a 4 point scale 0-3 (Erythema: 0-no erythema; 1-Light red/pink; 2-Red but not dark in color; 3-Very red, dark in color. Exudation: 0-no exudation; 1-Light exudation; 2-moderate; 3-heavy exudation, with pseudo membrane), based on the methods of Greer 1993 [20] with modifications by Liu, et al. [21].


        The degree of hyperemia was also reported on a scale 0-3 as follows: 0-no hyperemia; 1-reddish; 2-deep red; 3-purplish red [19]. Another secondary outcome analyzed was the Efficacy index (EI) for ulcer size or pain, as defined by Meng, et al. [22] and Liu, et al. [16]. The EI was evaluated on a 4-rank scale: 1-Heal: EI = 100%; 2-Marked improvement: 100% > EI > 70%; 3-Moderate improvement: 70% > EI ≥ 30%; 4-No improvement: EI < 30%. Review authors defined a significant improvement as patients with an EI > 70%. Finally, time to complete healing in days was evaluated as well in addition to the Oral health impact profile (OHIP) [23]. The OHIP-14 is a 14 question questionnaire that measures people's perception of the social impact of oral disorders on their well-being [23].


        Search criteria and strategies: Four electronic databases (MEDLINE via PubMed, EMBASE, the Cochrane Library and Web of Science) were searched on February 8th, 2018 using the search strategies detailed in Supplement Table 1. The search was re-run on February 10th, 2019 and one new systematic review was found [24] and one RCT studying a plant-based supplement (berberine) [9].


        Data collection and analysis


        Three independent reviewers (K.S.P., W.C.C.-M., J.M.P.) analyzed all titles and abstracts for inclusion that were found through hand-searched reference lists and electronic searches. The full text versions were retrieved and analyzed if any titles or abstracts had inadequate information to decide to reject or include in the studies. A fourth reviewer (R.E.) resolved any disagreements during discussions about inclusion or rejections of studies that had lack of consensus. Each abstract had reasons for exclusion clearly outlined. Inclusion and exclusion criteria, number of participants, demographics and other data on study participants' characteristics were gathered during the qualitative synthesis phase. A standardized table was used to extract this data along with the interventions and outcomes that were assessed in each study.


        Assessment of risk of bias was undertaken independently by three reviewers (K.S.P., W.C.C.-M., J.M.P.) guided by the Cochrane risk-of-bias tool [25]. Arisk of bias table was completed for each included study.


        Meta-analyses


        Studies reporting similar outcomes comparing natural products' group to placebo group in RCTs of patients with RAS were included in meta-analyses. Random-effects model was chosen due to the heterogeneity of the interventions (i.e. different natural products). Difference in means and 95% Confidence intervals (CI) were reported for outcomes ulcer size in mm and level of erythema and exudation at different time points. Standardized difference in means (SDM) and 95% CI were reported for pain intensity due to the use of three different pain scales by the studies. Risk ratios (RR) with 95% CI were reported for the binary outcome significant improvement in ulcer size (yes/no) defined as an efficacy index of > 70%. All analyses were performed using Comprehensive Meta-analysis software v2 (Bio stat, Englewood, NJ, USA).


        Levels of evidence and summary of the review findings


        Quality of evidence assessment and summary of the review findings were conducted with the software GRADE profiler (Grader), following the Cochrane Collaboration and GRADE Working Group recommendations [25]. In this systematic review we downgraded the quality of the evidence due to unclear/high risk of bias or due to imprecision (only two studies reporting the outcomes with less than 400 participants in total included in the meta-analysis [26]).


        Results


        Results of the search


        The initial search strategy yielded 244 unduplicated references plus four references resultant from cross-referencing the bibliography sections of included studies and reviews. 248 references were assessed independently by three review authors, and based on the abstracts and titles these were reduced to 40 relevant manuscripts. All the 40 manuscripts identified were searched for full-text and analyzed for inclusion independently by three review authors. 11 manuscripts were relevant for inclusion. Table 2 shows a list of our included studies. Main reasons for exclusion for 29 references are reported in PRISMA flowchart (Figure 1).


        
          [image: ] Figure 1: PRISMA flow diagram [8]. View Figure 1

        

        

        
          Table 2: Summary of eligible RCT studies. View Table 2

        


        Included studies


        Ten double-blinded RCTS [9-13,15-19], and one single blinded study [14] were eligible for qualitative analysis to answer the question of efficacy of nutraceuticals on the treatment of Recurrent aphthous ulcers (RAS) (Table 2).


        Population: A total of 694 patients were included in this review. All studies enrolled patients at only one center, and enrolled both male and female with more females overall [9-19]. The number of patients enrolled in each study ranged from 20 [11] to 217 [16]. The ages of the patients ranged from 10 [10] to 64 [10]. The inclusion criteria among the studies as well as the average age and gender distribution are presented in Table 2. Patients from the studies had a diagnosis of recurrent aphthous ulcers with present clinical signs and symptoms of ulcerations on the oral mucosa and history of RAS. Inclusion criteria in some studies specified lesions' minimum size, duration of lesion, time of onset and other characteristics as listed in Table 2.


        Interventions: A total of eleven interventions were evaluated in this systematic review: Satureja khuzistanica [10], proaftol [11], myrtle [12], aloe vera [13,17], honey [14], rosa domascena [15], Yunnan baiyao [16], myrrh [17], camel thorn [18], berberine [9] and pudilankeyanning [19]. The carriers utilized included a paste, mixture, gel or spray applied directly to the lesion [10], a mouth rinse [13], and toothpaste [13].


        Comparison groups: Patients in the comparison groups were labeled as controls and were provided placebos that contained inert ingredients. In two studies efforts were made to ensure that the placebo resembled the intervention in color and consistency [9,15,19]. The remaining eight studies did not designate if that was also done [10-14,16-18].


        Outcomes: The primary outcome reported by the included studies was ulcer size in mm, measured using a sterile calibrated dental probe with millimeter marking [9,12,14-18] or a metal caliper [13]. Another primary outcome was pain intensity measured with various scales: Visual analog scale (VAS) on a 100 mm line labeled at one end "no soreness" and the other end "worst possible soreness" [9,12] or a 10 mm scale [13,17,19]; pain intensity on a 0-3 scale with 0-no pain, 1-discomfort, 2-moderate pain and 3-severe pain [11-15]. Secondary outcomes included level of erythema and exudation were reported in three studies [9,12]. One study reported only average degree of erythema without any other information (i.e. standard deviation, percentiles) and could not be included in the meta-analysis [14]. One study [19] reported the degree of hyperemia on a scale 0-3 and could not be included in the meta-analysis as it is a different outcome than erythema and exudation combined. Another secondary outcome measured was the Efficacy index (EI) for ulcer size or pain, as defined by Meng, et al. [22] and Liu, et al. [16]. The EI was evaluated for ulcers' size in two studies [15,16] and for pain in one study [16]. Three outcomes were only evaluated in one study, time to complete healing [10,18], dates of pain elimination [10], and Oral health impact profile (OHIP) [12] and no meta-analysis could be undertaken.


        Risk of bias in included studies


        A summary of risk of bias table (Supplement Table 2) as well as a risk of bias graph (Figure 2) are presented in this review.


        
          [image: ] Figure 2: Summary of risk of bias of eligible randomized controlled trials. View Figure 2

        


        Random sequence generation: Method was identified as low risk of bias in six studies total [9,14-17,19] because they used a computer based random number generator. Five studies [10-13,18] were unclear risk for random sequence generation because they didn't specify the method they used. No studies were high risk.


        Allocation concealment was considered low bias for six studies [9,12,14-16,18] because the treatment assignments were hidden from both patients and investigators or a third party recorded the randomized codes and were not involved in the study. Five studies [10,11,13,17,19] were considered unclear risk for allocation concealment because the studies allocation concealment methods were not described.


        Blinding Two studies [12,15] were considered to be low risk for blinding because the authors clearly stated that after selection, patients randomly assigned a number and were allocated to the placebo or experimental group were blinded as were the investigators delivering treatment, as were the outcome assessors and the analysts. The randomly assigned number was recorded in the protocol, and information regarding the contents became available after the completion of the study and statistical analysis. One study was considered to be high risk for blinding because they did not state that that they used randomized controlled trials in their blinding methods [14]. Eight studies [9-11,13,16-19] had unclear risk of bias for blinding as they did not go into detail about how the blinding was done, but stated that double blinding did occur.


        Incomplete outcome data: Five studies [13,15-17,19] included had no missing outcome data and were assessed as being at low risk of bias for this domain. Two studies [11,14] had high risk for incomplete outcome data because all data does not seem to be completely addressed, intent to treat analysis is not stated, or number of drop outs or reasons for drop outs are not stated. Four studies [9,10,12,18] were considered to have an unclear risk of bias for incomplete outcome data, intent to treat analysis not clearly stated or because the number of dropouts were stated, but the reason was not clear.


        Selective reporting: All of the pre-specified outcomes were reported in the pre-specified way in all eleven included studies [9-19] therefore the selective reporting risk of bias was assessed as low for all of them.


        Other potential sources of bias: In four studies [10,15,17,18] there was a low risk of bias of other potential sources because they mentioned acceptable funding sources such as university based grants, no co-interventions were used and the groups were balanced at baseline. In seven studies [9,11-14,16,19] there was an unclear risk of bias of other potential sources because no funding sources were mentioned or there were no statements on co-interventions mentioned or not, and no statements on whether there were balanced groups at baseline or not.


        Overall risk of bias: In conclusion, one study [15] was considered low risk. (Supplement Table 2; Figure 2), two studies [11,14] were considered at high risk of bias and eight studies were considered unclear risk [9,10,12,13,16-19].


        Meta-analyses results


        The primary outcome measures reported by the authors were the differences in post-treatment ulcer size (mm) and pain intensity. Secondary outcomes included significant improvement in ulcer size at 3-4 days and 5-7 days and level of erythema and exudation (scale 0-3). All results reported used the random-effects model.


        Ulcer size (mm): Six studies reported mean and standard deviation of ulcer size at 3-4 days [11,13,15,17-19].Natural products provided a statistically significantly better reduction in ulcer size (mm) compared to placebo (Difference in means = -1.739; 95% CI = -3.151 to -0.327; p = 0.016) (Figure 3a). Similar results were found at 5-7 days (Figure 3b).


        
          [image: ] Figure 3: Meta-analyses for ulcer size in mm. A,B) Ulcer size was significantly decreased at days 3-4 and days 5-7 in the intervention groups compared to the placebo group. View Figure 3

        


        Pain intensity: Six studies reported mean and standard deviation of pain intensity at 3-4 days [11-14,16,19]. Due to different pain scales reported by the authors, the effect size reported for pain intensity was the 'Standardized difference in means' (SDM). Cohen suggested that an absolute value of SDM between 0.2 and 0.8 be considered a 'moderate' effect size, and a SDM > 0.8 to be a 'large' effect. Natural products showed significantly better reduction in pain intensity compared to placebo at 3-4 days (SDM = -0.794; 95% CI = -1.447 to -0.141; p = 0.017) (Figure 4a) and at day 6 (SDM = -1.094; 95% CI = -1.709 to -0.479; p < 0.001) (Figure 4b).


        
          [image: ] Figure 4: Meta-analysis for pain intensity. A,B) Pain intensity significantly decreased at days 3-4 and days 5-7 with a 'large' effect size in the intervention group compared to the placebo group. Due to different pain scales reported by the authors, the effect size reported for pain intensity is the 'Standardized Difference in Means' (SDM). Cohen suggested that SDM > 0.8 be considered a 'large' effect size. View Figure 4

        


        Significant improvement in ulcer size: Two studies [15,19] reported significant improvement in ulcer size. They paired EI = 100% and EI = 70-100% categories as considered significant improvement of ulcer and EI = 0-30% and EI = 30-70% as non-significant improvement [15,19]. The patients using natural products were 2.556 times as likely to improve than subjects using placebo at 3-4 days (Risk ratio (RR) = 2.556; 95% CI = 1.084 to 6.030; p = 0.032) (Figure 5a) and 1.532 times as likely to improve than subjects using placebo at 5-7 days (RR = 1.532; 95% CI = 1.091 to 2.152; p = 0.014) (Figure 5b).


        
          [image: ] Figure 5: Meta-analysis for significant improvement in ulcer size. A) Patients using natural products were 2.556 times as likely to significantly improve compared to placebo at days 3-4 and B) 1.532 times as likely to improve at days 5-7. View Figure 5

        


        Level of erythema and exudation: Two studies [9,12] reported level of erythema and exudation on a 0-3 scale. We found no significant improvement in level of erythema and exudation at day 2 nor day 6 (Supplement Figure 1).


        
          [image: ] Supplement Figure 1: Meta-analysis for level erythema and exudation at A) Day 2 and B) Day 6. View Supplement Figure 1

        


        Summary of the evidence and quality of the findings (GRADE): Quality of evidence was moderate due to unclear/high risk of bias for ulcer size and pain intensity at 3-4 days and 5-7 days. Quality of evidence was low due to unclear/high risk of bias and imprecision for outcomes 'significant improvement in ulcer size' and 'level of erythema and exudation' with only two studies reporting the outcomes with less than 400 participants in total included in the meta-analysis [26]. Moderate evidence grading indicates that further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate. Low evidence grading indicates that further research is very likely to have an important impact on our confidence in the estimate of effect and it is likely to change the estimate (Table 3).


        
          Table 3: Summary of the evidence and quality of the findings (GRADE). View Table 3

        


        Discussion


        Summary of main results


        Ten double-blinded RCTS [9-13,15-19], and one single blinded study [14] were eligible for qualitative analysis to answer the question of efficacy of natural products on the treatment of RAS. A total of eleven interventions (plant-based and honey) were under study in the included RCTs [9-19]. One study [15] was considered low risk, two studies [11,14] were considered at high risk of bias and eight studies were considered unclear risk [9,10,12,13,16-19] (Supplement Table 2 and Figure 2).


        Natural products provided significantly better reduction in ulcer size (mm) at 3-4 days (p = 0.016) and 5-7 days (p = 0.016) compared to placebo. The group using natural products showed significant improvement in ulcer size compared to placebo at 3-4 days (p = 0.032). At 5-7 days, people using natural products were 1.532 times as likely to improve than subjects using placebo (p = 0.014). Compared to dexamethasone, a clinical study reported that dexamethasone shows significant ulcer size reduction at day 6 (p < 0.001) compared to placebo, but no data was reported before day 6 [27]. These results seem to make natural products an alternative to the more commonly used corticosteroid. However, the clinical relevance of the ulcer size might not be as important to patients as it is pain reduction.


        Drugs like triamcinolone ointment and dexamethasone, have been reported to be more effective than placebo in reducing pain (p < 0.01 for triamcinolone, p = 0.001 for dexamethasone) [27]. In our systematic review, natural products showed significantly better reduction in pain intensity (various pain scales reported) compared to placebo at 3-4 days (p = 0.017) with similar results at 5-7 days (p < 0.001). These results do not necessarily imply a clinical significance to the patient, and further studies are necessary to corroborate the results of this systematic review.


        Agreements and disagreements with other studies or reviews


        The results of this systematic review agree with a systematic review published in 2018 by Heydarpour, et al. evaluating plant derived topical interventions for the treatment of RAS [28]. The primary difference between our review and Heydarpour, et al. [28] review is that ours included a meta-analysis of the interventions. Heydarpour, et al. [28] evaluated non-pharmaceutical interventions in the treatment of RAS and reached the following conclusion: Due to the complex etiology of RAS, the unpredictability of outcomes resolution with current treatment modalities and the potential for adverse effects associated with systemic medicaments, local treatments with fewer side effects are desired and greater numbers of studies evaluating these treatments are needed. Another review by Hamedi, et al. conducted in 2016 also evaluated plant based interventions for the treatment of RAS [29]. The focus of Hamedi, et al. [29] review was the mechanisms by which the plants may exert their benefits pharmacologically. The effects of the plants evaluated included antibacterial, anti-inflammatory, immune modulatory and anti-viral benefits.


        In our systematic review, when evaluating primary outcome measures, the natural products under study yielded improvements in pain level and lesion size. The Heydarpour, et al. review yielded similar results. No significant side effects were revealed, only slight side effects such as mild burning sensation (S. khuzistanica) and slight to moderate irritation (A. vulgaris), which spontaneously relieved. Combining the results of these two reviews indicates that there is both a subjective and objective benefit derived from utilization of plant-based, non-pharmaceutical interventions.


        Heterogeneity of the review


        Review authors tried to minimize heterogeneity by including only studies with patients with RAS receiving a natural product or placebo, excluding vitamins and products with herbs and vitamins (such as LongoVital). However, some heterogeneity was present; in particular, there were different interventions in all studies and no consistent use of standard in diagnosis of RAS. Furthermore, measurements were not taken at the same intervals for RAS ulcer size and pain intensity in all studies. In addition, parameters were not similar in all studies in what constitutes RAS and by whom it was diagnosed by. There was some heterogeneity in the fact that pain intensity was measured with various scales and also the days at which the lesions' size and pain were measured.


        Overall completeness and applicability of evidence


        Four electronic databases were searched, MEDLINE via PubMed, the Web of Science, the Cochrane Library and EMBASE up through January 2019. All included studies, reviews and systematic reviews were cross-referenced for relevant trials. Three reviewers (W.C.C., K.S.P., J.M.P.) individually assessed abstracts and titles to determine eligibility. Articles not available in English were excluded. The results of this systematic review are applicable to males and females, 10 to 64-years-old, diagnosed with RAS.


        Quality of the evidence


        Only randomized controlled trials (ten double-blinded RCTS [9-13,15-19], and one single blinded study [14]) were eligible for qualitative analysis to answer the question of efficacy of natural products on the treatment of RAS by choice of the authors, as high-quality RCTs can provide the best evidence in comparing the effects of natural products to placebo on pain and ulcer size in RAS. However, of the 11 RCTs included in the qualitative analysis, one study [15] was considered low risk, two studies [11,14] were considered at high risk of bias and eight studies were considered unclear risk [9,10,12,13,16-19]. The quality of the evidence was very low to moderate due to risk of bias, small total sample size of only 694 participants, small number of eligible studies in each meta-analysis due to heterogeneity of the outcomes reported and in some cases, wide variance of point estimates and statistical heterogeneity. In particular, there were different interventions in all studies and no consistent use of a standard in diagnosis of RAS. Furthermore, measurements were not taken at the same intervals for RAS ulcer size and pain in all studies. In addition, parameters were not similar in all studies in what constitutes RAS and by whom it was diagnosed by.


        Implications for research


        Natural products may be effective in the treatment of RAS, but greater research focus needs to be placed on specific protocols, the nature of the intervention, patient access to the intervention and clinical relevance. Although the medicaments evaluated in this analysis yielded positive results, it was unclear whether these results would be applicable clinically. Meta-analyses indicated that those interventions that showed greater efficacy over placebo reduced lesion pain and lesion longevity by such a small degree and short timeframe, that investment in these medicaments may not be worthwhile from a clinical standpoint. Future studies may produce a specific regimen of non-pharmaceutical interventions that can be combined with pharmaceutical medicaments, may develop a protocol that leads to prevention of lesions, may result in a method of adjunctive use of non-pharmaceutical topical interventions, or may lead to the development of a new drug that is entirely plant-based that has both high efficacy and low risk of adverse events. Further research should also include possible drug-drug interactions.


        Conclusions


        The utilization of natural products for the treatment of ailments is not new. Despite still being a popular option, the data supporting their use is limited. In this systematic review, we analyzed the available data for a selected group of natural products, plant-based and honey. In general, these natural products provided a significantly better reduction in ulcer size and pain compared to placebo when used for the treatment of RAS. However, these results should be taken cautiously since most of the studies were assessed at unclear risk of bias and the studies were heterogeneous. These results do not necessarily imply a clinical significance to the patient, and further studies with good quality methodology are needed for each particular natural product.
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