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The complex treatment of bone defects caused by
congenital defects, inflammatory disease, injury,

and oncologic procedures has initiated much
research in the field of bone regeneration. In the
maxillofacial skeleton, a widely used technique to

regenerate bone is based on osteoconduction.
Osteoconduction refers to bone formation by guided
tissue regeneration. Guided tissue regeneration is
made possible by using osteoconductive mem-
branes. By covering a bone defect with an osteocon-
ductive membrane, soft tissue ingrowth into the
defect is prevented. In this way, a confined space is
obtained into which bone cells are allowed to
migrate. Clinically, these membranes are used in
implant surgery to cover exposed implant treads
with bone1 and to prevent the resorption of bone
grafts.2 In periodontology, osteoconductive mem-
branes are used to regenerate periodontal defects.3,4

However, the process of osteoconduction takes a
substantial amount of time and is not always suc-
cessful. To provide a solution, much research has
been undertaken to promote bone formation
beneath osteoconductive membranes by combining
them with different bone growth–stimulating fac-
tors, such as bone morphogenetic proteins.5–7
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Purpose: To investigate whether ultrasound can stimulate osteoconduction in the mandible, an
attempt was made to stimulate the osteoconductive process with low-intensity pulsed ultrasound in
rats. Materials and Methods: In 64 rats, a 5.0-mm diameter circular mandibular defect was made in
the ramus and, subsequently, covered on both sides with collagen membranes. Two groups were stud-
ied, an ultrasound treatment group and a placebo treatment group. At 2 and 4 weeks, the remaining
defect area was measured using microradiographs, and the amount of osteoconduction was
expressed as the percentage of defect closure. Results: At 2 and 4 weeks, there was no significant dif-
ference in the percentage of defect closure between the groups. Discussion: An explanation may be
that ultrasound does not exert an effect in an area where wound healing is already expected to be at
an optimal level. Conclusion: There was no evidence that low-intensity pulsed ultrasound stimulates
osteoconduction in a bone defect in the rat mandible that is covered by a collagen membrane. INT J
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A relatively unknown method that is being used
experimentally to attempt to stimulate bone healing
processes is ultrasound. Ultrasound is a mechanical
pressure wave with a frequency above the threshold
of human hearing (ie, > 20,000 Hz).8 In medicine,
ultrasound is used in diagnosis (pulse-echo) and
treatment. In recent decades, the stimulation of cer-
tain fractures of the extremities with low-intensity
pulsed ultrasound has become more established,9–11

and in certain cases of delayed unions and non-
unions, ultrasound therapy has yielded high success
rates.12,13 Although the effect of ultrasound treat-
ment on bone healing has traditionally been investi-
gated in the extremities, ultrasound may stimulate
maxillofacial bone healing as well.14 Therefore, it was
decided to investigate whether low-intensity pulsed
ultrasound stimulates osteoconduction in a bone
defect in the rat mandible that is covered by a colla-
gen membrane.

MATERIALS AND METHODS 

The study protocol was approved by the Animal
Studies Review Committee and was conducted in
accordance with institutional guidelines (University
of Groningen, The Netherlands). The sample size was
determined by a power analysis based on a 95%
power with a .05 2-sided significance level, given a
difference in amount of bone formation between
groups of 20% and a standard deviation of 14%.6

Operative Procedure
In 64 rats (Sprague-Dawley, male, age 15 to 17 weeks,
mean weight ± SD 310 ± 17.6 g, range 265 to 348 g),
a standardized 5.0-mm circular mandibular defect
was made in the right ramus in accordance with the
method of Kaban and Glowacki.15 Under 2% isoflu-
rane inhalation anesthesia, the mandibular and
hemicervical areas were shaved. After disinfection of
the skin, a submandibular incision was made, and the
masseter muscle was exposed. After cleaving the
muscle along the submandibular border, a muscle
flap was raised on the buccal and lingual sides. Care
was taken not to injure the facial nerve and parotid
duct. Using a trephine drill with an outer diameter of
5 mm (22RF050; Hagar & Meisinger, Düsseldorf, Ger-
many) mounted in a dental handpiece, a hole was
made through mandibular ramus. During drilling, the
surgical field was continuously irrigated with sterile
saline to prevent thermal damage.

After the hole was drilled, the wound was rinsed
with saline. One resorbable bilayer collagen mem-
brane (Bio-Gide; Geistlich Biomaterials, Wolhusen,
Switzerland) was placed lingually and one buccally

onto the defect, covering a minimum 2-mm bone
margin outside the defect. Subsequently, the wound
was closed in layers using 4-0 resorbable sutures. Care
was taken not to displace the membranes. For post-
operative pain relief, a single dose of buprenorphine
0.03 mg/kg was given. The rats were numbered and
housed in groups of 4. The first 4 rats operated on
were allocated to the ultrasound group, the second 4
to the placebo treatment group, the next 4 to the
ultrasound group, and so on. The rats received stan-
dard laboratory food and water ad libitum.

Experimental Groups
The experiment involved 2 sessions, each with 32
rats. One session evaluated the influence of ultra-
sound treatment on osteoconduction at 2 weeks, the
other at 4 weeks. Each session consisted of 2 experi-
mental groups of 16 rats, the ultrasound group and
the placebo group. The ultrasound group received
ultrasound treatment daily (except for weekends) for
20 minutes under general inhalation anesthesia. The
placebo ultrasound group received the same treat-
ment using placebo transducers. The placebo group
was included to correct for possible manipulation
effects during the ultrasound treatment.

Ultrasound Treatment
A custom ultrasound device was made because the
transducer of the Sonic Accelerated Fracture Healing
System (SAFHS) device (Smith & Nephew, Memphis,
TN) was too large to treat the rat.The device consisted
of a main operating unit (ICT Technical Services, Uni-
versity Hospital Groningen, The Netherlands) and 4
attached ultrasound transducers (Röntgen Technische
Dienst, Rotterdam, The Netherlands). The transducers
were calibrated to emit the same pulsed ultrasound
signal as the SAFHS device.16 Comparison between
the ultrasound field variables of the customized
device and the SAFHS device has been presented
elsewhere.17 For the customized device, effective radi-
ation area and beam nonuniformity ratio were deter-
mined according to International Electrotechnical
Commission (IEC) guideline 61689.18 To check stability
of the device, the ultrasonic power was repeatedly
determined with a balance according to IEC 61161.19

In addition, 4 stainless steel placebo transducers equal
in weight and size to the ultrasound transducers were
constructed.

Before ultrasound treatment, the heads of the rats
were placed on 8 custom-made silicon pillows in
such a way that the right side of the mandible faced
upward. Into the pillows, a syringe was mounted
through which 2% isoflurane inhalation anesthesia
was administered. In this way, 8 rats could be treated
at the same time. Aqueous ultrasound coupling gel
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was applied to the skin, and the transducers were
placed on the skin on top of the defect. The skin was
shaved weekly to prevent the trapping of air, which
can block ultrasound transmission. The bodies of the
rats were placed on a pre-heated rug to prevent
hypothermia. Every day, each rat would be treated by
a different transducer, thus limiting the influence of
possible ultrasound field variations between the
transducers. During the experiment, the body weight
of each animal was measured weekly.

At the end of each session, all the rats in the ses-
sion were anesthetized and then sacrificed by an
intracardial injection of an overdose of pentobarbi-
tal. Subsequently, the right hemimandible was ex-
planted and fixed in buffered formalin solution. After
48 hours, the specimens were rinsed with saline and
put in 70% denaturated ethanol solution. Excess
muscle was removed from the specimens by hand.

At the end of the experiment, the ultrasound
emission of the transducers was measured again to
ensure that the ultrasound field had remained stable
throughout the experimental period.

Microradiography
An x-ray source (PW 1730; Philips, Eindhoven, The
Netherlands) was used that produced monochroma-
tous radiation with a specific wavelength of .1537
nm. The x-ray radiation used was CuK� radiation with
a copper x-ray tube and a nickel filter. The wave-
length produced is especially sensitive to calcium
absorption. The explanted parts of the mandible
were placed between 35-mm black-and-white film
(Fuji B&W POS/71337) and the x-ray source and
exposed for 25 seconds, with a tube charge of 25 kV

and 25 mA. Care was taken to place the plane of the
defect parallel to the film. To minimize magnification
effects, the distance between the specimen and the
film was kept small (0.3 mm), and the distance be-
tween the x-ray source and the specimen was kept
large (300 mm). Film was used instead of radiographic
plates because film has a much higher resolution.
After development of the film with a Kodak D-19
developer (Eastman Kodak, Rochester, NY) for 10 min-
utes, fixating, rinsing, and drying, the film was placed
on a light box. A digital image of the mandibular
defect on film was recorded with a stereo microscope
(M7 S; Wild/Leitz, Heerbrugg, Switzerland) with a
magnification of 10� and a charge-coupled device
camera (CS 8310; Teli, Tokyo, Japan) (Fig 1). The cam-
era was linked to a personal computer equipped with
a framegrabber. The magnified microradiographs
were stored as images with a size of 640 � 480 pixels
and a resolution of 256 gray values. For calibration, a
separate image of a microruler was recorded in the
same way as the specimens.

Measurement of Osteoconduction
Rats who died before sacrifice were excluded from
analysis. The microradiographs were coded so that
the principal investigator was blinded to the treat-
ment group and number of each rat during measure-
ment.The amount of osteoconduction was expressed
as the percentage of defect closure using image
analysis software (Scion, Frederick, MD). First, based
on the differences in gray values, the individual
threshold of the bone/no-bone boundary was deter-
mined for each digitized microradiograph. Second,
this threshold was applied to the 5.0-mm-diameter

Fig 1 (a) Microradiograph of a 4-week-old rat mandibular defect covered on
both sides with a collagen membrane. The original outline of the 5.0-mm
defect is clearly visible, as well as irregular bone formation in the defect. (b)
Using image analysis software, the remaining defect area* was measured.
The defect was 2.47 mm2, which corresponds to a percentage defect closure
of 87.4% (original magnification �10).

*

1               1       2 3      4

181_Schortinghuis  3/18/05  10:46 AM  Page 183



184 Volume 20, Number 2, 2005

Schortinghuis et al

defect as a whole, and the remaining defect area was
measured automatically. Finally, this remaining defect
area was expressed as a percentage of the original
defect area (�r2 = 19.63 mm2). After the measure-
ments were completed, the percentage of average
defect closure was calculated for the 2 experimental
groups. The differences between the groups were
compared using a t test with a .05 significance level.

RESULTS

The percentages of defect closure in each group at 2
and 4 weeks are presented in Table 1. No significant
differences could be demonstrated between the
ultrasound treatment group and the placebo treat-
ment group at either 2 or 4 weeks. All animals recov-
ered well after the surgical procedure. The ultra-
sound treatments were uneventful. During the
course of the experiment, 2 rats died for unknown
reasons. All other animals gained weight. No signifi-
cant difference was found in regard to average body
weight between the groups at either 2 or 4 weeks
(data not shown). The ultrasound fields as emitted by
the customized ultrasound device did not change
during the course of the experiment.

DISCUSSION

This study indicated that low-intensity pulsed ultra-
sound did not stimulate osteoconduction in bone
defects in rat mandibles that were covered by a col-
lagen membrane. This finding does not seem to be in
accordance with reports indicating that ultrasound
can stimulate bone healing. This positive effect has
been observed in various species, such as the rat,20

rabbit,21 dog,22,23 and homo sapiens,9,10 and has
been observed in various circumstances, such as
fresh fractures,9–11 delayed unions, nonunions,12,13,24

osteotomies,13 osteodistraction,25–27 and osteora-
dionecrosis of the mandible.28

Because the mechanism as to how ultrasound
stimulates bone healing is not entirely clear, it is diffi-
cult to predict in which cases ultrasound will or will

not stimulate bone healing. It has been reported that
the pressure wave serves as a surrogate for physio-
logic stresses in bone, which stimulate bone forma-
tion.29 Apart from piezo-electric30–33 and membrane
effects,34–36 part of the ultrasound effect seems to be
related to angiogenesis.

In ischemic tissues, where blood perfusion is lim-
ited, ultrasound can promote neovascularity and
neocellularity.37 In dogs with an ulnar osteotomy, 20
minutes of daily ultrasound treatment with the
SAFHS device for 8 weeks produced an increase in
blood flow around the osteotomy site after 2 to 3
days, and this increase lasted for 2 weeks as com-
pared to the nontreated controls.38 Ultrasound can
also stimulate the production of angiogenesis-
related cytokines (interleukin-8, fibroblast growth
factor, and vascular endothelial growth factor) in
human mandibular osteoblasts,39 which indicates
that it helps the formation of vessels. This may
explain why the stimulation of bone healing with
ultrasound is apparent in compromised healing situ-
ations such as delayed unions and nonunions of the
extremities,12,13,24 the healing of scaphoid frac-
tures,11 and osteoradionecrosis of the mandible.28

These compromised healing situations are thought
to be related to a relatively poor blood supply be-
cause of anatomic predisposition, vascular disease,
treatment (medication, radiation), or habit (smoking).

Thus, an important factor in the ultrasound stimu-
lation of bone healing seems to be related to angio-
genesis. This raises the question as to whether an
already optimal healing tendency (optimal blood
perfusion) can be influenced by ultrasound. It has
been suggested that normal tissue may not be as
responsive as damaged tissue to ultrasound treat-
ment.40 The head and neck area of the body is well-
perfused with blood and therefore can be considered
to have an optimal healing capacity. This would imply
that the additional effect of ultrasound treatment of
mandibular bone in healthy individuals is expected
to be minimal. This may explain why no effect of the
ultrasound treatment on osteoconduction was mea-
sured in the present study. The rats used were
mature, healthy, and had no known disorders that
could compromise angiogenesis/bone healing.

Table 1 Amount of Osteoconduction (Mean ± SD) Reflected as
the Percentage of Defect Closure

2 wk 4wk

% n 95% CI % n 95% CI

Ultrasound 73.3 ± 17.7 16
–11.8; 19.6

88.0 ± 23.6 16
–18.2; 7.4

Placebo 69.4 ± 24.7 15 93.4 ± 5.9 15
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Another explanation of the failure to stimulate
osteoconduction in this experiment may be that
mandibular bone in rats is not susceptible to the spe-
cific characteristics of the low-intensity pulsed ultra-
sound field. The few past reports concerning
mandibular fractures in rabbits,41 humans,42 and
mandibular osteoradionecrosis in humans28

described ultrasound fields other than the SAFHS
field. In these studies, ultrasound was reported to
have a positive effect on mandibular bone healing.
An ultrasound pressure field can be altered in fre-
quency, intensity over space and/or time, pulse
durations, and wave shapes, all of which may alter
the tissue response to the pressure wave. However,
the signal characteristics of the SAFHS device (30
mW cm–2, 200-µs pulse) was used in the present
experiment because bone healing seemed particu-
larly sensitive to this signal in other circumstances,
and the device is approved for clinical use.43

In the present study, a collagen membrane was
used on both sides of the defect to provide a
secluded space that could be filled with bone
according to the principles of guided tissue regener-
ation. Although it has been reported that certain
resorbable membranes (including collagen mem-
branes) have a tendency to collapse and therefore
would inhibit bone formation in a defect,44 this has
not been observed in the model used in this experi-
ment. Furthermore, the collagen membrane is more
than 99% transparent to the ultrasound pressure
wave (attenuation 0.02 ± 0.07 dB). This means that
the ultrasound dose as used clinically did reach the
tissue behind the membrane.

In a previous ultrasound study, the same
mandibular defect model was used, but without a
collagen membrane.17 Using the same microradiog-
raphy technique, it was found that the 5.0-mm-diam-
eter defects healed an average of 28.0% ± 12.4% at 2
weeks (n = 36) and an average of 31.5% ± 13.8% at 4
weeks (n = 35) regardless of whether the subjects
received ultrasound therapy, placebo therapy, or no
therapy. Comparing these results to the present
study, it confirmed that the presence of a collagen
membrane itself facilitates bone growth into the
mandibular defect and that ultrasound does not
seem to do so.

A microradiography technique45 was used to
measure the area of the bone formed inside the
defect. Because bone formation inside the mandibu-
lar defect was irregular, measuring the area of bone
inside the defect using a microradiograph seemed
more accurate than measuring the diameter of the
defect using a histologic section through the middle
of the defect, as has been done by others.7,46 How-
ever, a limitation of microradiography is that evalua-

tion of bone healing at the cellular level is not possi-
ble,47 so that a cellular effect of the ultrasound in the
model used in this study may be overlooked. Despite
this disadvantage, the authors assumed that measur-
ing the area of mineralized bone inside the defect
would suffice, since this method reflected the
amount of bone formation.

In summary, this study presented no evidence
that low-intensity pulsed ultrasound stimulated
osteoconduction in bone defects in the rat mandible
that were covered by collagen membranes. This
result may be related to an already optimal healing
tendency in the head and neck region because of
good blood supply and perfusion. Future research
may focus on the stimulation of mandibular bone
healing using low-intensity pulsed ultrasound in rel-
ative compromised healing situations.

ACKNOWLEDGMENTS

The authors would like to thank Mr J. Lubbers for calibration of
the ultrasound device and the attenuation measurements of the
Bio-Gide membrane, and the animal laboratory staff for their help
in the conduction of this experiment. Gratitude is also expressed
to Dent-Med Materials, Heerhugowaard, The Netherlands, and
Geistlich Biomaterials, Wolhusen, Switzerland, for the provision of
the Bio-Gide membranes. 

REFERENCES

1. Dahlin C, Andersson L, Linde A. Bone augmentation at fenes-
trated implants by osteopromotive membrane technique: A
controlled clinical study. Clin Oral Implants Res 1991;2:
159–165.

2. Buser D, Dula K, Hirt HP, Schenk RK. Lateral ridge augmenta-
tion using autografts and barrier membranes: A clinical study
with 40 partially edentulous patients. J Oral Maxillofac Surg
1996;54:420–432.

3. Bouchard P, Giovannoli JL, Mattout C, Davarpanah M, Etienne
D. Clinical evaluation of a bioabsorbable regenerative material
in mandibular class II furcation therapy. J Clin Periodontol
1997;24:511–518.

4. Guillemin MR, Mellonig JT, Brunswold MA. Healing in peri-
odontal defects treated by decalcified freeze-dried bone allo-
grafts in combination with ePTFE membranes (I). Clinical and
scanning electron microscope analysis. J Clin Periodontol
1993;20:528–536.

5. Hedner E, Linde A. Efficacy of bone morphogenetic protein
(BMP) with osteopromotive membranes. An experimental
study in rat mandibular defects. Eur J Oral Sci 1995;103:
236–341.

6. Higuchi T, Kinoshita A, Takahashi K, Oda S, Ishikawa I. Bone
regeneration by recombinant human bone morphogenetic
protein-2 in rat mandibular defects. An experimental model of
defect filling. J Periodontol 1999;70:1026–1031.

7. Zellin G, Hedner E, Linde A. Bone regeneration by a combina-
tion of osteopromotive membranes with different BMP prepa-
rations: A review. Connect Tissue Res 1996;35:279–284.

181_Schortinghuis  3/18/05  10:46 AM  Page 185



8. Suslick KS. Ultrasound. Its Chemical, Physical, and Biological
Effects. New York: VCH Publishers, 1988.

9. Heckman JD, Ryaby JP, McCabe J, Frey JJ, Kilcoyne RF. Accelera-
tion of tibial fracture-healing by non-invasive, low-intensity
pulsed ultrasound. J Bone Joint Surg Am 1994;76:26–34.

10. Kristiansen TK, Ryaby JP, McCabe J, Frey JJ, Roe LR. Accelerated
healing of distal radial fractures with the use of specific, low-
intensity ultrasound. A multicenter, prospective, randomized,
double-blind, placebo-controlled study. J Bone Joint Surg Am
1997;79:961–973.

11. Mayr E, Rudzki MM, Rudzki M, Borchardt B, Hausser H, Rüter A.
Beschleunigt niedrig intensiver, gepulster Ultraschall die
Heilung von Skaphoidfrakturen? Handchir Mikrochir Plast
Chir 2000;32:115–122.

12. Frankel VH, Mizuno H. Surgical Technology X. San Francisco,
CA: University Medical Press, 2001:195–200.

13. Nolte PA. Nonunions. Surgical and Low-Intensity Ultrasound
Treatment [thesis]. Amsterdam, The Netherlands: University of
Amsterdam, 2002.

14. Schortinghuis J, Stegenga B, Raghoebar GM, de Bont LGM.
Ultrasound stimulation of maxillofacial bone healing. Crit Rev
Oral Biol Med 2003;14:63–74.

15. Kaban LB, Glowacki J. Induced osteogenesis in the repair of
experimental mandibular defects in rats. J Dent Res 1981;60:
1356–1364.

16. Lubbers J.The weight of 1.5 MHz Ultrasound [Internal report,
Department of Biomedical Engineering]. Groningen, The
Netherlands: University of Groningen, 29 Jan 2001.

17. Schortinghuis J, Ruben JL, Raghoebar GM, Stegenga B. Ultra-
sound to stimulate mandibular bone defect healing. A
placebo-controlled single-blind study in rats. J Oral Maxillofac
Surg 2004;62:194–201.

18. International Electrotechnical Commission. IEC 61689. Ultra-
sonics—Physiotherapy Systems—Performance Requirements
and Methods of Measurement in the Frequency Range 0.5
MHz to 5 MHz. Geneva, Switzerland: IEC, 1996.

19. International Electrotechnical Commission. IEC 61161. Ultra-
sonic Power Measurement in Liquids in the Frequency Range
0.5 MHz to 25 MHz. Geneva, Switzerland: IEC, 1992 [amended
1998; amendment A1].

20. Wang SJ, Lewallen DG, Bolander ME, Chao EY, Ilstrup DM, Green-
leaf JF. Low-intensity ultrasound treatment increases strength
in a rat femoral fracture model. J Orthop Res 1994;12:40–47.

21. Pilla AA, Mont A, Nasser PR, et al. Non-invasive low-intensity
pulsed ultrasound accelerates bone healing in the rabbit. J
Orthop Trauma 1990;4:246–253.

22. Tanzer M, Harvey E, Kay A, Morton P, Bobyn JD. Effect of nonin-
vasive low-intensity ultrasound on bone growth into porous-
coated implants. J Orthop Res 1996;14:901–906.

23. Rawool NM, Goldberg BB, Forsberg F, Winder AA, Hume E.
Power doppler assessment of vascular changes during frac-
ture treatment with low-intensity ultrasound. J Ultrasound
Med 2003;22:145–153.

24. Mayr E, Frankel V, Rüter A. Ultrasound—An alternative healing-
method for nonunions? Arch Orthop Trauma Surg 2000;120:
1–8.

25. Sato W, Matsushita T, Nakamura K. Acceleration of increase in
bone mineral content by low-intensity ultrasound in leg
lengthening. J Ultrasound Med 1999;18:699–702.

26. Mayr E, Laule A, Suger G, Rüter A, Claes L. Radiographic results
of callus distraction aided by pulsed low-intensity ultrasound.
J Orthop Trauma 2001;15:407–414.

27. Shimazaki A, Inui K, Azuma Y, Nishimura N,Yamano Y. Low-
intensity pulsed ultrasound accelerates bone maturation in
distraction osteogenesis in rabbits. J Bone Joint Surg Br 2000;
82:1077–1082.

28. Harris M.The conservative management of osteoradionecro-
sis of the mandible with ultrasound therapy. Br J Oral Maxillo-
fac Surg 1992;30:313–318.

29. Hadjiargyrou M, McLeod K, Ryaby JP, Rubin C. Enhancement of
fracture healing by low intensity ultrasound. Clin Orthop
1998;(355S):S216–S229.

30. Duarte LR.The stimulation of bone growth by ultrasound.
Arch Orthop Trauma Surg 1983;101:153–159.

31. Klug W. Stimulierung der Knochenbruchheilung durch Ultra-
schall–Tierexperimentelle Studie. Beitr Orthop Traumatol
1983;30:670–680.

32. Zorlu Ü, Tercan M, Özyazgan I, et al. Comparative study of the
effect of ultrasound and electrostimulation on bone healing
in rats. Am J Phys Med Rehabil 1998;77:427–432.

33. Behari J, Singh S. Ultrasound propagation in “in vivo” bone.
Ultrasonics 1981;19:87–90.

34. Parvizi J, Parpura V, Kinnick RR, Greenleaf JF, Bolander ME. Low-
intensity ultrasound increases intracellular concentrations of
calcium in chondrocytes.Trans Orthop Res Soc 1997;22:465.

35. Ryaby JT, Bachner EJ, Bendo JA, Dalton PF, Tannenbaum S, Pilla
AA. Low-intensity ultrasound increases calcium incorporation
in both differentiating cartilage and bone cell cultures.Trans
Orthop Res Soc 1989;14:15.

36. Ryaby JT, Mathew J, Duarte-Alves P. Low-intensity pulsed ultra-
sound affects adenylate cyclase and TGF-� synthesis in
osteoblastic cells.Trans Orthop Res Soc 1992;17:590.

37. Young SR, Dyson M.The effect of therapeutic ultrasound on
angiogenesis. Ultrasound Med Biol 1990;16:261–269.

38. Rawool NM, Goldberg BB, Forsberg F, Winder AA, Hume E.
Power doppler assessment of vascular changes during frac-
ture treatment with low-intensity ultrasound. J Ultrasound
Med 2003;22:145–153.

39. Reher P, Doan N, Bradnock B, Meghji S, Harris M.Therapeutic
ultrasound for osteoradionecrosis: An in vitro comparison
between 1 MHz and 45 kHz machines. Eur J Cancer 1998;34:
1962–1968.

40. Kitchen SS, Partridge CJ. A review of therapeutic ultrasound.
Physiotherapy 1990;76:593–600.

41. Fëdotov SN, Minin EA, Borisov IN. Effect of local cooling and
ultrasound on the reparative processes following mandibular
fracture. Stomatologiia (Mosk) 1986;65:4–6.

42. Cavaliere R. Azione coadiuvante degli ultrasuoni nel tratta-
mento delle fratture mascellari. Rev Ital Stomatol 1957;12:
1397–1406.

43. Rubin C, Bolander M, Ryaby JP, Hadjiargyrou M.The use of low-
intensity ultrasound to accelerate the healing of fractures. J
Bone Joint Surg Am 2001;83:259–270.

44. Aaboe M, Pinholt EM, Hjørting-Hansen E. Healing of experi-
mentally created defects: A review. Br J Oral Maxillofac Surg
1995;33:312–318.

45. Arends J, Ruben JL, Inaba D. Major topics in quantitative
microradiography of enamel and dentin: R parameter, mineral
distribution visualization, and hyper-remineralization. Adv
Dent Res 1997;11:403–414.

46. Dahlin C, Sandberg E, Alberius P, Linde A. Restoration of
mandibular nonunion bone defects. Int J Oral Maxillofac Surg
1994;23:237–242.

47. Schortinghuis J, Ruben JL, Meijer HJA, Bronckers ALJJ, Raghoe-
bar GM, Stegenga B. Microradiography to evaluate bone
growth into a rat mandibular defect. Arch Oral Biol
2003;48:155–160.

186 Volume 20, Number 2, 2005

Schortinghuis et al

181_Schortinghuis  3/18/05  10:46 AM  Page 186


	COPYRIGHT © 2005 BY QUINTESSENCE PUBLISHING CO, INC: 
	   PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY: 
	  NO PART OF THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER: COPYRIGHT © 2005 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. NO PART OF THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORMWITHOUT WRITTEN PERMISSION FROM THE PUBLISHER.




