EJPMR, 2026, 13(3), 224-230 Research Article Impact Factor: 8.158

EUROPEAN JOURNAL OF PHARMACEUTICAL
AND MEDICAL RESEARCH

WWW.ejpmr.com

ISSN (O): 2394-3211
ISSN (P): 3051-2573
Coden USA: EJPMAG

EVALUATION OF REMINERALIZING POTENTIAL OF ENAFIX, CLINPRO5000 AND
GC TOOTH MOUSSE AND THEIR EFFECT ON MICROHARDNESS OF ENAMEL
USING VICKERS MICROHARDNESS TEST: AN IN VITRO STUDY

*Dr. Hajira Sahal Sultan, “Dr. Aswathi K.

L2A J. Institute of Dental Sciences, Mangalore.

*Corresponding Author: Dr. Hajira Sahal Sultan
AJ. Institute of Dental Sciences, Mangalore.
DOI: https://doi.org/10.5281/zenod0.18796593

How to cite this Article: **Dr. Hajira Sahal Sultan, ?Dr. Aswathi K. (2026). Evaluation of Remineralizing Potential of Enafix,
Clinpro5000 And Gc Tooth Mousse and Their Effect on Microhardness of Enamel Using Vickers Microhardness Test: An In
Vitro Study. European Journal of Biomedical and Pharmaceutical Sciences, 13(3), 224-230.

This work is licensed under Creative Commons Attribution 4.0 International license.

Avrticle Received on 29/01/2026 Avrticle Revised on 19/02/2026 Article Published on 01/03/2026

ABSTRACT

Introduction: Dental caries, etiologically is a multifactorial disease because of both bacterial acid production
along with the buffering action from saliva and the surrounding surface of the tooth structure earlier visible as
White Spot Lesions (WSLs). Remineralization is the process whereby calcium ions and phosphate ions are
supplied from an external source to the tooth to promote ion deposition into crystal voids. Evidence shows that
early caries lesions can be mineralized in-vitro and in-vivo, with fluoride as one of the most significant agents for
promoting remineralization. Aim: To compare and evaluate the of remineralizing potential of Enafix, Clinpro5000
and GC Tooth Mousse on artificially demineralized human enamel- An in vitro study. Materials and Methods: 40
enamel samples were divided into 4 groups. Group A: CaSP (Enafix); Group B: Tricalcium phosphate
(Clinpro5000); Group C: CPP-ACP (GC Tooth mousse) and Group D (control) containing dentifrice. All teeth were
subjected to demineralization for 24hours followed by remineralization with respective dentifrice for 30 days and
the VHN was assessed. Results: The result of this study concludes that surface microhardness of enamel decreased
after demineralization procedure and increased after application of all the remineralizing agents. The highest
increase was seen in group tested with fTCP followed by CPP-ACP and least for CaSP. The values for all the three
groups were higher than the control so we can conclude that all the agents can be used as remineralizing agent with
f-TCP being the best among the three. Conclusion: All remineralizing agents showed improved surface
remineralization. However, Tri-calcium phospahte showed a better potential for remineralization compared to CPP-
ACP and CaSP.

KEYWORDS: Dental caries, demineralization, remineralization, Tricalcium phosphate, CPP-ACP, Calcium
sucrose phosphate, Vickers hardness number.

INTRODUCTION

Dental caries is a world-wide chronic disease, easily
detectable and occurs when the demineralization process
exceeds remineralization. The progression of dental
caries lesion is a slow process and during the early
stages, non-invasive intervention converts lesion from an
active state to an inactive state. The process of caries
formation is a cycle of remineralization and
demineralization.! Demineralization- Remineralization”
are two process which control progression or reversal of
caries. This depends mainly on Saliva: pH, composition,
flow rate, Diet, Tooth: composition. It should be noted

that the extent to which fluoride & whole saliva
remineralize the enamel is limited.*!

Early diagnosis of incipient lesions can lead to a new era
in preventive dentistry in the form of remineralization.
One of the best modes for caries management is the use
of remineralizing products. Various remineralizing agents
have been introduced in treating initial carious lesions.
They create supersaturated environment around the early
lesion; thus, preventing mineral loss and forces calcium
and phosphate ions in the vacant areas.!

www.ejpmrcom | Vol 13, Issue 3, 2026. |

ISO 9001:2015 Certified Journal | 224



https://doi.org/10.5281/zenodo.18796593
http://www.ejpmr.com/

Sultan et al.

European Journal of Pharmaceutical and Medical Research

Calcium sucrose phosphate (Enafix) remineralizing agent
is available only as a dentifrice. Its quicklybreaks down
and release calcium, phosphate, and sucrose phosphate
ions into the saliva, calcium and phosphate ions, rapidly
absorb onto the enamel, decrease the rate of enamel
solubility under acidic conditions.™

Casein Phosphopeptide—Amorphous Calcium Phosphate
(CPP-ACP) (GC Tooth Mousse, India) was introduced
as a remineralizing agent in the year 1998. It contains
nanocomplexes of milk protein Casein phosphopeptide
with ACP.®! It has been claimed that it enhances
remineralization of the early carious lesions by
maintaining a supersaturated environment for essential
minerals, at the same time it also hinders colonization of
dental surfaces by cariogenic bacteria.[”

Tri-Calcium Phosphate is a hew technology that delivers
calcium and phosphate ions as. It contains 1.1 % sodium
fluoride and delivers phosphate and calcium to the teeth
which work synergistically with fluorides without any
unfavourable interactions during storage of the
product.® It has been introduced by 3M ESPE and is
incorporated into many products that are available in the
market such as 36 Clinpro 5000 toothpaste with 5000
ppm F, Clinpro White Varnish with 22600 ppm F, and
Clinpro Tooth Créme with 950 ppm F.’!

The combination of fluoride with beta-TCP provides
greater remineralization in terms of fluoride absorption
and microhardness.™™”!

Tooth structure microhardness can be measured a
technique known as the Vickers microhardness test
(VMHT).' VMHT uses a diamond indent area to
impress a small area on the tooth surface with a
predefined set load for a specified amount of time. The
microhardness number is later computed after
microscopic examination of the indentation in relation to
the used indentation load and the area of the remaining
impression. Therefore, the present study aimed to assess
and compare the effects of remineralization on artificial

enamel lesions by agents containing Tricalcium
phosphate (CLINPRO5000), CPP-ACP (GC Tooth
Mousse), Calcium sucrose phosphate (ENAFIX)

microhardness testing using Vicker’s hardness test.

MATERIALS AND METHOD

Forty caries-free freshly extracted premolars for
Orthodontic reasons without any obvious defects,
restorations, intrinsic stains and developmental defects
were obtained for the present study from the Department
of Oral and Maxillofacial Surgery, SDM Dental College
& Hospital and other private dental clinics in Dharwad
and Mangalore. The teeth were stored in 10% formalin
immediately after extraction and were thoroughly
cleaned of its debris, calculus, and soft tissues. They
were washed in 0.1 M phosphate buffer, rinsed with
deionised water and were stored in distilled water at a
temperature of 4°C. The polished extracted teeth were

randomly grouped into four group each containing ten
samples using simple randomized sampling method.

ENAMEL SPECIMEN
GROUPING

The teeth were decoronated at CEJ and the crown
portions were divided into four segments of two buccal
and two palatal halves each, using a diamond disc bur at
slow speed with water as coolant. Custom made
cylindrical moulds were prepared and self-cure acrylic
resin was sprinkled into them. The buccal fragment of
each enamel specimen was then embedded onto the top
of partially set acrylic resin and was allowed to set
completely. The buccal surfaces were then ground flat
and hand polished progressively using silicon carbide
paper. All enamel specimens were subjected to analysis
using Vickers microhardness test (VHN) under 100 g
load applied for 15s and the data was recorded at
baseline.

PREPARATION AND

Grouping of the Specimen

Group I: Calcium sucrose phosphate tooth paste (Enafix)
Group Il : Tricalcium phosphate (Clinpro5000 F)

Group Il : CPP-ACP (GC Tooth Mousse)

Group IV : Control group

Demineralizing solution
»  Phosphorous (as

KH2P04)- 2.2mM,
« Acetic acid- 50mM,
+ CaCl2-2.2mM

monopotassium  phosphate-

The pH of the solution was measured with digital pH
meter and adjusted to 4.5

CYCLES OF DEMINERALIZATION

All the samples of Groups A, B, C and D were then
immersed into a glass container containing 50 ml of
prepared demineralizing solution for 48 h at 37°C inside
a Universal Incubator. This demineralizing procedure
intended to produce a consistent subsurface lesion.

After 48 h of incubation in the demineralizing solution,
the teeth were washed with deionized water, dried with
the help of an air syringe, and placed in different clean
glass containers until further evaluation.

CYCLES OF REMINERALIZATION

The samples in Groups A, B and C were treated with
respective remineralizing agents at every 24 h for 7 days.
Samples were rubbed with respective remineralizing
agent with the help of polishing cup attached to a contra-
angle handpiece for 4 min washed with deionized water,
and then placed in artificial saliva. All samples were
placed in the Universal Incubator at 37°C between each
remineralizing cycle. In the control groups, samples were
only washed with deionized water and placed in artificial
saliva. Artificial saliva was renewed every 24 h just
before immersion of freshly treated samples.
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TESTING OF SPECIMENS

VICKERS MICROHARDNESS TEST:
Microhardness was tested using Vickers micro hardness
tester. The test specimens were placed on the stage of the
tester and stabilized. Then the area to indent was selected
by focusing with 10x objective lens and further focused
with a 50x objective lens. After this, test was carried out
where the indentations were made with a rate of 100g
load for 10s. The indentation formed was viewed and
measured on the display monitor with 50x objective lens.
The average micro hardness of the specimen was
determined from 4 indentations to avoid any discrepancy.
After baseline surface microhardness determination,
enamel was demineralized by immersing the specimen
into glass container containing 20 mL of
demineralization solution for 72 hours in anincubator at a
temperature  of  37°C.  Surface  microhardness
wasevaluated for all samples after demineralization.

After application of remineralizing agent the specimens
were washed and stored in artificial saliva. This
treatment was done twicedaily for 28 days and again the
surface microhardness was assessed(Fig. 2—Normal
sample, Fig. 3—Sample after remineralizationof Group
A, Fig. 4—Sample after remineralization of Group B
&Fig. 5— Sample after remineralization of Group C).

Fig 2: Normal sample.

After getting the microhardness values the
microhardnessrecovery in percentage was calculated for
each tooth sample in all groups by using following
formula:

Microhardness recovery (%)

Remineralized hardness - Demineralized hardness

= . 100

Baseline hardness - Demineralized hardness

RESULTS
Baseline surface microhardness measurements of the
specimen is shown in Table 1.

Samples in all the groups showed decreased
surfacehardness values after demineralization as
compared to thebaseline values. The surface

microhardness value of group B after remineralization is
highest among all groups while it is lowest for group D.
By comparing values in the Table 1, it is seen that the
surface microhardness of all specimens except group D
increases after remineralization (Figs 6 and 7).

From the Table 2, it is observed that value of p > 0.05,
inother words, 0.301, thus it can be concluded that there
is not anystatistically significant difference between
Group A, Group B, and Group C.
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Fig 4: Sample after remineralization Group B.

Fig 4: Sample after reminerali

zation Group B.

Table 1: Showing mean and standard deviation value of baseline surface microhardness, surface microhardness after demineralization, surface
microhardness after remineralization and percentage microhardness recovery of specimens In the four groups

Procedure Specimens Group A Group B GroupC GroupD
1. Baseline surface microhardness Mean 25181 305.10 282.20 25774
Standard +30.70 +2075 +4353 +4261
deviation
2. Surface microhardness after Mean 156.59 167.01 157.99 159.84
deminerallzation Standard +1234 +1659 +2073 +3073
deviation
3, Surface microhardness after Mean 197.90 240.78 214.29 15270
remineralization Standard deviation +19.16 +2034 +4058 +3187
4. Percentage microhardness recovery Mean 45,0403 53.0650 50.9873 -7.285
Standard deviation +13.21 +11.10 +10.80 +1.82
350 60
300- 50-
250 40-
200- 30-
150 20-
10-
100
0_
5{] -
| -10-
Group A Group B Group C Group D
M Baseline 1 Dermineralised B Remineralised GroupA  GroupB  GroupC  Group D

Fig. 6: Graphical representation of baseline surface microhardness
compared with surface microhardness of enamel after demineralization
and remineralizatlon procedures In various groups

Fig. 7: Graph shows percentage surface microhardness recovery of

enamel after the remineralization procedures in various groups
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DISCUSSION

Dental caries is a prevalent chronic disease that has been
a concernfor human beings.'? First sign of caries is a
white spot lesion. Iftreated at this stage it can be
remineralized but if left untreated it may progress to
form a frank cavity. White spot lesion is the firstclinical
presentation of dental caries (Margolis et al.)™ Enamel
remineralization is not a new topic but
nowadaysremineralization of both noncavitated and
cavitated lesion is attempted.

The goal of modern dentistry is to manage non-cavitated
caries lesions non-invasively through remineralization in
an attempt to prevent disease progression and improve
aesthetics,  strength, and  function.®  Though
remineralization has been a major area of investigation, it
is still difficult to exactly define the efficacy of various
remineralization methods.™ Currently, preventive and
minimally invasive dentistry are offering a wide variety
of methods to detect and care for even the tiniest changes
in hard tooth tissue. Selecting an appropriate treatment to
remineralize white spot lesions and accurately and
reliably monitoring the lesion progression or regression
is the key to avoid the need for invasive treatments.

Though clinical studies are bet ter for determining
remineralizing efficacy of agents but in vitro studies are
also areliable alternative.'® Featherstone in the year
1981 used Surface microhardness profiles of enamel to
compare changes during demineralization and
remineralization.™*"!

In vitro surface microhardness studies have the
advantage ofbeing simple, easy to conduct, noninvasive
and is not affected bypatient burnout, also the same
specimen can be used for multipletimes which reduces
the chances of experimental error.*¢]

In Vickers hardness method, the length of indentation
suggestsmineral loss or gain. Increase in length of
indentation suggeststhat the tissue has lost mineral and
on the other hand decrease in length indicates gain of
mineral. To calculate the Vickers Diamond Pyramid
hardness number, length of diagonals of the
indentationare measured and the mean is calculated.
Mean value is used with load to determine the value of
microhardness.*

Initially, in this study baseline surface
microhardnessvalues were obtained for all specimens
which were in therange of VHN 245-310. These values
satisf ies the VHNrange of normal enamel tissue
according to studies doneby S Priyadarshini et al.[!

In this study, we used artificial saliva to store specimens
during remineralization treatment which mimic the oral
environment since the remineralizing agents need to be
in contact with saliva to enhance the remineralization.!!

In the present study microhardness mean values
increasedafter remineralization for Group A, in other
words, 197.90 + 19.16,for Group B, in other words,
240.78 + 20.34 and for Group C, In other words, 214.29
* 40.58 but no increase in microhardness was seen for
Group D, in other words, 152.70 £ 31.87 which actas a
negative control. No mineral regain occurs in group D.
This may be because of equilibrium of calcium and
phosphate ioncontent of the specimen and remineralizing
agent, in other words,artificial saliva.’*?

The mean value for group B, in other words, 240.78 +
20.34 ismore than group A, in other words, 197.90 £
19.16. so we can saythat efficacy of group B, in other
words, f TCP is better than group A, in other words,
CPP-ACP, as Clinpro5000 is a new prospective calcium
system that is prepared by reacting the soluble tricalcium
phosphate with a surfactant to form a functionalized
tricalcium phosphate (fTCP). It uses tricalcium
phosphate particles which have been ball milled along
with sodium lauryl sulphate. This technology has been
included in a tooth cream with sodium fluoride in
different concentrations. These components naturally
absorbed by teeth, therefore helps in preventing the
initiation and further progression of demineralization and
allowing remineralization to occur.!?®]

The mean value of group B, in other words, 240.78
+20.34 is more than group C, in other words, 214.29 +
40.58 therefore remineralizing potential of group B, in
other words, (f TCP)is more than group C, in other
words, (CPP-ACP).

In the present study group A (CaSP) showed slightly
lesser than GC Tooth mousse (CPP-ACP) and fTCP
(Clinpro5000). This is because the anti-cariogenic
mechanism of CPP-ACP is achieved by the incorporation
of the nano-complexes of the amorphous calcium
phosphate (ACP) into plaque and onto the tooth surface.
The casein phosphopeptides (CPP) have an important
role as an ACP carrier localizing the highly soluble
calcium phosphate phase at the tooth surface. This
localization maintains high concentration gradients of
calcium and phosphate ions in the subsurface enamel,
thereby facilitating remineralization.®

Percentage microhardness recovery was calculated to
evaluateregain in microhardness after remineralization
and thus the efficacy of different remineralizing agents.
Increased in microhardnessrecovery with Group B, in
other words, 53.06 + 11.10 and Group C, in other words,
50.98 + 10.80 than Group A, in other words, 45.04+
13.21 can be attributed to the presence of fluoride in
group B. Fluoride improves the crystalline tooth
structure with less internal crystalline stress and strain.
The results of the present study were consistent with the
results found by Karlinsey et al (2009) where they
compared Functionalised tricalcium phosphate with Ml
paste in terms of remineralization and observed that the
combination of functionalized tricalcium phosphate and
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NaF at different fluoride levels provides a successful
dose response remineralizing effect. Karlinsey et al
(2008) also concluded that 1,000 ppm fluoride fTCP
dentifrice showed fluoride uptakes and mean Vickers
hardness value is higher than those of the paste with
CPP-ACP and 900 ppm fluoride in remineralization of
white-spot enamel lesions.

The reason for the enhanced remineralizing potential of
fTCP when compared to other remineralizing agents as
stated by manufacturer is that during manufacturing of
the toothpaste, a protective barrier is created around the
calcium ions thereby allowing it to coexist with the
fluoride ions. During brushing when the toothpaste
comes into contact with saliva, the barrier dissolves and
allows the release of calcium, phosphate and fluoride
ions on the tooth surfaces to help prevent tooth decay
and remineralize demineralized enamel. The exclusive
manufacturing of fTCP in terms of milling process
protects the TCP during storage so that the calcium does
not degrade the fluoride. Various organic materials can
be used to tailor the fTCP system to a different topically
applied oral care preparations, such as toothpaste, oral
rinses and varnishes.

The findings of the present in vitro study suggested that
Clinpro5000 (fTCP) with 5000 ppm of fluoride resulted
in enhanced remineralization compared to GC tooth
mousse (CPP-ACP) and Enafix paste. This is in
accordance with the study conducted by Karlinsey et al
(2009).

CONCLUSION

Following conclusions can be drawn from the results:

» After demineralization surface microhardness of
enamel get reduced, in other words, loss of minerals
from the surface of enamel takes place.

«  After application of remineralizing agents surface
microhardness of enamel increased, in other words,
regain of minerals on the surface of enamel takes
place.

+ Among three experimental remineralizing agents
used in the present study tricalcium
phosphate(Clinpro5000) containing 5000ppm of
fluoride has better remineralization when compared
to other groups.

« Enafix being a cost effective material when
compared to Clinpro5000 and GC Tooth Mousse,

can be wused as an alternative for better
remineralization  especially for the Indian
population.

Financial support and sponsorship: Nil.
Conflicts of interest: There are no conflicts of interest.
ACKNOWLEDGMENT: Department of Conservative

Dentistry and Endodontics SDM COLLEGE OF
DENTAL SCIENCES AND HOSPITAL, Dharwad.

REFERENCES

1.

10.

11.

12.

13.

14.

A Balakrishnan R Jonathan P Benin A Kuumar
Evaluation to determine the caries remineralization
potential of three dentifrices: An in vitro study J
Conserv Dent, 2013; 16: 437510. 4103/0972-
0707.114347.

Silverstone LM. Effect of oral fluids and syntehtic
calcifying fluids in vitro on remineralization on
enamel lesion Clin Prev Dent., 1981; 4: 1322.
Silverstone LM. The effect of fluoride in the
remineralization of enamel caries and caries like
lesions in vivo. J Public Health Dent, 1983; 42:
42-53.

Kalra DD, Kalra RD, Kini PV, Prabhu CRA. Non
fluoride remineralization: An evidence based review
of contemporary technologies. J. Dent Allied Sci.,
2014; 3(1): 24. doi:10.4103/22774696.156525.

S. Sivaranjani S Ahamed Bhavani Rajaraman
Comparative evaluation of remineralisation potential
of three different dentifrices in artificially induced
carious lesions: An invitro studyint J Curr Res.,
2018; 108: 7230611.

D Chole Y Jadhav S Kundoor S Bakle A Devagirkar
R Deshpande Remineralizing Agents: Minimal
Invasive Therapy A ReviewlOSR J Dent Med Sci.,
2016; 15: 2648.

ME Reynolds State Medicaid Rate Variations:
Thanks For The Comparative Data Health Affairs,
1999; 18: 26710.1377/hlthaff.18.5.267

Karlinsey RL, MackeyAC, Stockey GK, Pfarrer
AM. In vitro assessments of experimental NaF
dentrifices containing a prospective calcium
phosphate technology. American journal of dentistry,
Jun. 2009; 22(3): 180-4.

Robert L. Karlinseyl*, Allen C. Mackeyl, Emily R.
Walkerl, Bennett T. Amaechi2, Ramalingam
Karthikeyan2, Kaveh Najibfard2 and Aaron M.
Pfarrer: Journal of Dentistry and Oral Hygiene, June
2010; 2(1): 1-6.

10. Rao R, Jain A, Verma M, Langade D, Patil A.
Comparative  Evaluation  of Remineralizing
Potential of Fluoride Using Three Different
Remineralizing Protocols: An In Vitro Study. J
Conserv Dent, 2017; 20: 463-6.

Chuenarrom C, Benjakul P, Daosodsai P. Effect of
Indentation Load and Time on Knoop and Vickers
Microhardness Tests for Enamel and Dentin. Mater
Res., 2009; 12: 473-6.

Priyadarshini S, Raghu R, Shetty A, et al. Effect of
organic  versesinorganic  fluoride on enamel
microhardness: an in vitro study J. Conserv Dent,
2013; 16(3): 203-207. DOI: 10.4103/0972-
0707.111314

Slayton RL, Bryers JD, Milgrom P. Biotechnology
and biomaterials to reduce the caries epidemic.
BMC  Oral Health, 2006;  6(1): So.
DOI:10.1186/1472-6831-6-S1-S1.

Srilatha KT, Nikitha BS, Sukumaran A, Bhargavi M,
George R. Non Fluoridated Remineralizing Agents—

www.ejpmrcom | Vol 13, Issue 3, 2026. |

ISO 9001:2015 Certified Journal |

229




Sultan et al.

European Journal of Pharmaceutical and Medical Research

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

A Review. Arch of Dent and Med Res., 2016; 2(3):
58-66.

Jayarajan J, Janardhanam P, Jayakumar P. Efficacy
of CPP-ACP and CPP-ACPF on enamel
remineralization-An in vitro study using scanning
electron microscope and DIAGNOdent®. Indian J
Dent Res., Jan-Feb., 2011; 22(1): 77-82.

16.Rehder Neto FC, Maeda FA, Turssi CP, et al.
Potential agents to control enamel caries-like
lesions. J Dent, 2009; 37: 786-790. DOI:
10.1016/j.jdent.2009.06.008.

Pinkham. Texbook of pediatric dentistry. Infancy
throughadolescence.

Pai D, Bhat SS, Taranath A, et al. Use of laser
fluorescence and scanning electron microscope to
evaluate remineralization of incipient enamel lesions
remineralized by topical application of casein
phospho peptide amorphous calcium
phosphate(CPP-aCP) containing cream. J Clin
Pediatr Dent.,, 2008; 32(3): 201-206. DOI:
10.17796/jcpd.32.3.d083470201h58m13.

Arends J, Bosch JJ. Demineralisation and
remineralisation evaluat ion techniques. J Dent Res.,
1992; 71: 924-928. DOl:
10.1177/002203459207100S27.

Priyadarshini S, Raghu R, Shetty A, et al. Effect of
organic verses inorganic fluoride on enamel
microhardness: an in vitro study. J Conserv Dent,
2013; 16(3): 203-207. DOI: 10.4103/0972-
0707.111314

Kumar VLN, It thagarun A, King NM. The effect of
casein phosphopeptide-amorphous calcium
phosphate on remineralization of artificial caries-
like lesions: an in vitro study. Australian Dent J.,
2008; 53: 34-40. DOI: 10.1111/j.1834-
7819.2007.00006.x

Reynolds EC. Casein phosphopeptide—amorphous
calcium phosphate: the scientific evidence. Adv
Dent Res., 2009; 21(1): 25-29. DOL:
10.1177/0895937409335619.

Karlinsey RL, Mackey AC. Solid-state preparation
and dental application of an organically modified
calcium phosphate. Journal of materials science, Jan.
1, 2009; 44(1): 346-9.

Reynolds EC. The role of phosphopeptides in caries
prevention. Dental Perspectives, 1999; 3: 6-7.

www.ejpmrcom | Vol 13, Issue 3, 2026. |

1SO 9001:2015 Certified Journal

230




