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Introduction

Introduction

Chronic periodontitis is a complex disease in which disease
expression involves intricate interactions of the biofilm with the host
immune-inflammatory response and subsequent alterations in bone and
connective tissue homeostasis (Tatakis et al., 2005, Taubman et al.,

2007).

According to the 1999 international workshop classification of
periodontal disease, the severity of chronic periodontitis can be
characterized based on the amount of clinical attachment loss (CAL) into;
slight destruction with 1-2mm CAL, moderate destruction with 3-4mm

CAL, and sever destruction with more than Smm CAL (Armitage, 1999).

Bacterial plaque is considered the principle etiological factor in the
onset and progression of periodontitis (Zambon et al., 1996, Offenbacher
et al, 1999). Actinobacillus actinomycetem comitans, Porphyromonas
gingivalis, Tannerella forsythia, Prevotella intermedia and micromonas
micros are strong markers of periodontitis in adults and have been linked
to disease progression (Zambon et al., 1996, Van winkelhoff et al.,
2002).

Porphyromonas  gingivalis (P.g) belongs to the genera
Porphyromonas from the family Bacteroidaceae. These bacteria are
Gram-negative strict anaerobic coco-bacilli (Sanz et al., 2004). Several
lines of evidence support its etiological role as a true periodontal
pathogen, more likely associated with chronic periodontitis (Socransky et

al., 1998). Its importance as a periodontal pathogen is also highlighted by
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the research efforts aimed at developing a vaccine immunizing against
this bacterial species and thus preventing periodontitis (Gibson & Genco,

2001, Nakagawa et al., 2001, Rajapakse et al., 2002, Yang et al., 2002).

Prevotella intermedia (P.1) a species of gram-negative anaerobic
rod- shaped bacteria originally classified within the bacteroides genus,
this bacterium is a common commensal in the gingival crevice and often
isolated from cases of gingivitis, chronic periodontitis and other purulent
lesions in the oral cavity. P.intermedia is considered as one of the
organisms of the orange complex, it is black pigmented, and their
virulence is determined by its capability of adhesion to hard surfaces and

soft tissues of the oral cavity.

In a study by Dzink et al., (1988), in chronic periodontitis patients,
P.gingivalis and P.intermedia were elevated at disease active sites and
were associated with disease progression. Also, their elimination by
therapy was associated with an improved clinical response according to
Wennstrom et al., 1987, Slots et al., 1988, Christersson et al., 1991 and
Haffajee et al., 1997.

A combination of mechanical treatment with antibiotic therapy is
required for the management of bacteria in recurrent or persistent
periodontal disease sites even after the mechanical debridement. Note
worthily that recent reports of the European Federation of Periodontology
and the American Academy of Periodontology that evaluated the overall
contribution of systemic antimicrobials to the treatment of periodontal
diseases suggest that patients with chronic periodontitis appear to
markedly benefit from the adjunctive use of the antibiotics (Herrera et

al., 2002, Haffajee et al., 2003).
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A combination of metronidazole and amoxicillin has shown to be
an effective antibiotic regimen to combat P. intermedia and P.gingivalis
associated periodontal infection (Walker et al., 2002). This treatment
protocol is still considered as effective as an adjunctive to full-mouth
scaling and root planing in patients with moderate to severe chronic

periodontitis (Cionca et al., 2009).

Moxifloxacin (MXF) is an oral 8-methoxy-quinolone with broad-
spectrum activity against Gram-negative and multi-resistant Gram-
positive aerobic and anaerobic bacteria. It is approved for use in the
treatment of acute exacerbations of chronic bronchitis, community-
acquired pneumonia, acute bacterial sinusitis, and uncomplicated skin
infections (Keating and Scott, 2004). Moxifloxacin also showed good in
vitro activity against odontogenic pathogens according to Milazzo et al.,

2002, Sobottka et al., 2002 and Limeres et al., 2005.

Moxifloxacin appeared to be a promising candidate as an
adjunctive systemic antibiotic therapy in periodontal infections with
A.actinomycetemcomitans (Muller et al., 2002). More recently, Tomas et
al., (2007) indicated that MXF could represent a possible alternative
antimicrobial agent against obligate anaerobes of oral origin, particularly
in those patients with allergy, intolerance or lack of response to

amoxicillin-clavulinic acid or metronidazole.
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The most common diseases of the periodontal tissues are
inflammatory processes of the gingiva and the attachment apparatus of
the tooth including gingivitis and periodontitis. Gingivitis is inflammation
of the gingiva that does not result in attachment loss and it is readily
reversible by removal of etiologic factors and effective oral hygiene.
Periodontitis is inflammation of the gingiva and the adjacent attachment
apparatus and is characterized by loss of periodontal attachment and
alveolar bone (American Academy of Periodontology, 2001).
Periodontitis is a complex disease in which disease expression involves
intricate interactions of the biofilm with the host immunoinflammatory
response and subsequent alterations in bone and connective tissue

homeostasis (Tatakis et al., 2005, Taubman et al., 2007).

The classification of periodontal diseases has evolved a great deal
over the years. In the most recent report of the American Academy of
Periodontology, published in (1999), the various forms of periodontal
disease were classified on the basis of cause, severity and site of disease
(Armitage, 1999). Experts now distinguish among generalized and
localized chronic periodontitis, generalized and localized aggressive peri-
odontitis, periodontitis associated with systemic diseases, periodontitis
associated with endodontic lesions and necrotizing ulcerative
periodontitis. Of these, chronic periodontitis is the most frequently

encountered in the adult population.



