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Abstract: This study investigates the impact of nonsurgical periodontal treatment (NSPT) on oral
health-related quality of life (OHRQoL) in patients with periodontitis stages (S)2 and S3, and the
factors associated with the prediction of patient-reported outcomes. Periodontitis patients (n = 68)
with moderately deep periodontal pockets were recruited. Responses to the Oral Health Impact
Profile (OHIP)-14 questionnaire and clinical parameters including plaque index, bleeding on probing
(BOP), probing pocket depth (PPD), and clinical attachment loss (CAL) were recorded. All patients
received supra- and subgingival professional mechanical plaque removal. All clinical parameters
and questionnaire responses were recorded again 3 months after NSPT. Clinical parameters and
OHIP-14 scores for both stages of periodontitis were significantly improved 3 months after treatment.
However, participants with periodontitis S3 had significantly higher total OHIP-14, physical pain, and
functional limitation domains scores than periodontitis S2 cases. Baseline CAL, BOP, and the presence
of PPD in anterior teeth were positively associated with increased OHIP-14 scores after NSPT. NSPT
improved OHRQoL in participants with periodontitis S2 and S3. This was more pronounced in
participants having periodontitis S3 than S2. Poorer OHRQoL could be anticipated in people having
severe CAL, high BOP, and presence of pockets in the anterior teeth.

Keywords: periodontitis; nonsurgical periodontal treatment; OHRQoL; clinical study

1. Introduction

Periodontitis is characterized by episodes of activity and remission, and is associated
with progressive loss of tooth-supporting tissues [1]. Negative impacts of this disease can
extend beyond the oral cavity to involve other distant organs, causing deterioration of not
only the systemic health but psychological and mental health [2–5]. Periodontitis is one
of the most common reasons for tooth loss, with devastating outcomes on oral function,
aesthetics, and general wellbeing, together with adverse economic consequences [6,7].

Quality of life is a broad multidimensional term that has been described by the
World Health Organisation (WHO) as “an individual’s perception of their position in
life in the context of the culture and value systems in which they live and in relation
to their goals, expectations, standards and concerns” [8]. Oral health-related quality of
life (OHRQoL) is the part of quality of life which is affected by the healthy/diseased
state of the oral cavity. Measurement of OHRQoL provides information reflecting the
subjective perception of patients of their oral health and may be used to complement
objective periodontal parameters measured by clinicians [9]. The majority of clinical studies
measure clinical outcomes; however, the impact of patient-reported outcomes such as
the need for re-treatment, tooth survival, and OHRQoL are seldom investigated in these
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studies [10]. OHRQoL is mainly measured by using self-reported questionnaires and
the most commonly used one is the Oral Health Impact Profile (OHIP). The original or
translated version of OHIP has been used in many countries [9,11].

Nonsurgical periodontal treatment (NSPT) is the gold-standard technique for treat-
ing shallow to moderately deep periodontal pockets with or without adjunctive [12–16].
Combining hyperbaric oxygen with NSPT for treating moderate to severe periodontitis
has shown a significantly higher decrease in bleeding scores and a slower rate of bacte-
rial recolonization than NSPT alone [17]. Similarly, clinical parameters exhibited marked
improvement when NSPT was delivered in association with photodynamic therapy as
compared to a control group [18]. The principle of NSPT is based on mechanically disrupt-
ing subgingival dysbiotic biofilm and decreasing the populations of pathobionts [19,20].
Application of topical agents such as sulfonated phenolics gel during NSPT enhanced
favorable outcomes by mediating subgingival biofilm disaggregation [21]. The current
evidence has highlighted the dilemma of assessing the outcomes of periodontal therapy.
While the periodontist is seeking improvement in the clinical parameters, the patient may
be looking for outcomes that are more meaningful to them, such as reducing tooth mobil-
ity, preserving the remaining teeth, comfortable mastication, and aesthetic outcomes [10].
Previous studies consistently report improvement of OHRQoL following periodontal treat-
ment. OHIP scores significantly decreased following NSPT and the improvement was
more pronounced in patients with deep periodontal pockets at baseline [9]. Results from
other studies also showed that improvement in OHRQoL accompanied improvement in
clinical parameters [22,23]. Results from a systematic review recommended using NSPT to
improve both clinical and patient-based outcomes in the long term [12]. However, a recent
comprehensive review has highlighted insufficiency of evidence related to the tangible
outcomes after completion of active periodontal therapy [10]. Therefore, this study aimed
to investigate the impact of NSPT on OHRQoL for patients with periodontitis stages (S)2
and S3, together with clinical and demographic factors associated with the prediction of
perceived outcomes by those patients.

2. Materials and Methods
2.1. Study Design and Eligibility Criteria

This prospective cohort was compiled with the World Medical Association Declaration
of Helsinki and its later amendments. The ethical approval was obtained from the Ethics
Committee, College of Dentistry, University of Baghdad (Ref. # 663, Date 13 September
2022). All study participants were verbally informed about the details of the study then
asked to sign an informed consent before commencing any treatment. The participants
were consecutively recruited from patients seeking periodontal treatment in the Teaching
Dental Hospital, College of Dentistry, University of Baghdad. Three visits were assigned for
each patient returned to recording baseline clinical parameters and delivering professional
mechanical plaque removal (PMPR). The second visit was dedicated to full-mouth root
surface debridement. The last visit was planned 3 months after termination of active
periodontal therapy. The responses to the OHIP-14 questionnaire were recorded at the
baseline visit and 3 months after NSPT.

The inclusion criteria were participants >18 years with no history of systemic disease
such as diabetes mellitus and cardiovascular diseases, and non-smokers. The partici-
pants were educated to a level that enabled them to read and understand the OHIP-14
questionnaire. The included participants were diagnosed with periodontitis, defined by
the presence of interproximal clinical loss of attachment (CAL) at ≥2 teeth or the pres-
ence of CAL ≥3 mm at the facial/oral surfaces associated with probing pocket depths
(PPDs) ≥4 mm [24]. The severity of the periodontitis cases was further subclassified into S2
and S3: when interproximal CAL at the worst site was 3–4 mm; and when it was ≥5 mm,
with radiographic bone loss extending to the coronal and mid-thirds or beyond, respec-
tively [24]. Additionally, the cases were generalized as having >30% of teeth affected by
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CAL and with ≥10 occluding pairs of teeth. Only cases with moderately deep pockets
(4–6 mm) scheduled for NSPT were included.

2.2. Demographic Variables, Clinical Parameters, and Intervention

Demographic variables were recorded for each patient including the age, sex, income,
occupation, educational achievement, and daily brushing frequency (twice daily). The
threshold of low income (<5.5 USD per day) was determined according to a previously
published report [25]. The educational achievement was dichotomized into those holding a
college degree or equivalent and participants educated less than this level. The occupation
was also recorded as a dichotomous variable as employed (part- or full-time paid job) or
not employed (currently out of work or retired).

This was followed by a full-mouth periodontal charting including plaque index
(PI) [26], bleeding on probing (BOP) [27], PPD, CAL, and the number of missing teeth.
In detail, a disclosing pellet (Biofilm Discloser, EMS, Nyon, Switzerland) was applied to
the teeth and the plaque score was recorded. The periodontal probe (UNC-15, Medesy,
Maniago, Italy) was inserted to the depth of the sulcus/pocket starting from the upper
right molar and moving forward. Any sign of bleeding noticed after 20 s was recorded as
1 and absence of BOP was designated as 0. Simultaneously, PPD and CAL were measured,
representing the linear distances from the gingival margin and cementoenamel junction,
respectively, to the base of the sulcus/pocket. The cases were treated in accordance with
treatment guidelines for periodontitis S2 and S3 issued by the European Federation of
Periodontology [13]. At baseline, oral hygiene instructions were given together with supra-
and subgingival PMPR using an ultrasonic scaler (Woodpecker, Ultrasonic Piezoelectric
Scaler UDS-A, Guilin, China). After 1 week, participants underwent RSD using Gracey
curettes (Medesy, Maniago, Italy) under local anesthesia. After completing treatment,
patients were asked to return 3 months later for review and to repeat the measurement
of clinical parameters. A site was considered unresponsive to treatment if it exhibited a
PPD of 4 mm associated with BOP or a deep periodontal pocket (>6 mm) with or without
bleeding [10]. All measurements were performed by the same calibrated examiner, using a
UNC-15 periodontal probe (Medesy, Maniago, Italy). The level of consistency for categori-
cal parameters (BOP and PI) was >80% using the kappa coefficient test and for continuous
parameters (PPD and CAL) was >90%, as indicated by the interclass coefficient test.

2.3. Questionnaire

The OHRQoL was assessed using an Arabic version of the OHIP-14 questionnaire
which consisted of seven domains with two questions each, namely, functional limitation,
physical pain, psychological discomfort, physical disability, psychological disability, social
disability, and handicap [28]. The response to each question was based on a 5-point Likert
scale (never, hardly ever, occasionally, often, very often) scored from 0 to 4, and the total
score of OHIP-14 was calculated by the sum of all domains. Each patient was asked to fill
in the questionnaire at the baseline visit before conducting any treatment, and 3 months
after finishing active periodontal therapy. The original version of OHIP-14 was issued in
English; therefore, it had to be translated to Arabic and tested for validity and reliability.
First, the questionnaire was forward-translated by two independent translators, one of
them was fully aware and the other was naïve about the concept and aim of the question-
naire. Discrepancies in translation at this step were discussed and resolved by the same
translators. Then, this version was back-translated into the original language to resolve
any misunderstandings or unclear wordings. A pilot study, including 30 participants, was
conducted to ensure that the items retained the intended meaning of the original tool.
The reliability of the final translated version of the questionnaire was determined using
Cronbach’s alpha formula, which showed a consistency of 81%, indicating an adequate
internal consistency.



Healthcare 2024, 12, 1430 4 of 12

2.4. Outcomes and Sample Size

Pocket closure, PPD to ≤4 mm with no BOP, and improved OHRQoL at the endpoint
of the study were specified as the primary outcomes. While reduction in BOP and PI,
together with gain in CAL were designated as secondary outcomes. The a priori sample
size was calculated using a chi-square analysis for pocket closure following periodontal
therapy. The ratio of successful/unsuccessful was 1.6, which was estimated from a previous
study [29]. The calculation was performed considering 0.05 as the α error probability and
80% power using the G*Power software for Windows (Universität Düsseldorf, Düsseldorf,
Germany). The calculated sample size was 68 subjects, which was increased by 10% to
75 subjects to compensate for possible dropout for any reason.

2.5. Statistical Analysis

Mean, standard deviation, frequency, and percent were used to descriptively express
the data, which were then assessed for normality distribution using the Shapiro–Wilk
test. Accordingly, paired and unpaired t-tests were used to compare intra- and intergroup
changes in clinical parameters. While changes (endpoint–baseline) in the total scores
of OHIP-14 and subdomains were tested by using the Wilcoxon signed-rank test and
Mann–Whitney test for intergroup comparison between paired and unpaired sets of data,
respectively. Comparisons of categorical variables were assessed by conducting a chi-square
test. A multiple linear regression model was used to determine the correlation between
OHRQoL scores (dependent variable) following NSPT, with independent demographic
and clinical variables. Results of the inferential analyses were considered significant when
p < 0.5. All statistical procedures were conducted by using SPSS (version 28.0, Chicago, IL,
USA) and GraphPad Prism (version 9, Boston, MA, USA).

3. Results

The initial screening process involved 314 patients and the number of patients who
completed the study was 68 (Figure 1). The demographic variables of the included patients
are illustrated in Table 1. The final sample consisted of 36 (52.9%) males and 32 (47.1%)
females, with an average age of 56.7 ± 7.2 years old. These patients were sub-classified
according to stages of periodontitis and showed no significant difference according to age,
gender, income, occupation, educational level, or daily brushing frequency.

Table 1. Demographic variables of the study population for periodontitis stages 2 and 3.

Variables Total Stage 2 Stage 3 p Value

Age (years) † 56.7 ± 7.2 58.0 ± 7.3 56.1 ± 7.3 0.33 *

Sex §

Male 32, 47.1% 14, 56.0% 21, 48.8% 0.62 **

Female 36, 52.9% 11, 44.0% 22, 51.2%

Income §

Low (<5.5 USD/day) 25, 36.8% 8, 32.0% 17, 39.5% 0.60 **

Middle (>5.5 USD/day) 43, 63.2% 17, 68.0% 26, 60.5%

Occupation §

Employed 33, 48.5% 19, 76.0% 24, 55.8% 0.12 **

Not employed 35, 51.55 6, 24.0% 29, 44.2%

Education §

<College level 27, 39.7% 8, 32.0% 20, 46.5% 0.32 **

College level or equivalent 41, 60.3% 17, 68.0% 23, 55.5%
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Table 1. Cont.

Variables Total Stage 2 Stage 3 p Value

Daily brushing frequency (2x/day) §

Yes 42, 61.8% 17, 68.0% 25, 58.1% 0.45 **

No 26, 38.2% 8, 32.0% 18, 41.9%

Total § 68, 100.0% 25, 100.0% 43, 100.0%
† Mean ±SD; § frequency, percent; * significant difference at p < 0.05 by t-test between periodontitis stages 2 and 3;
** significant difference at p < 0.05 by chi-square test between periodontitis stages 2 and 3.
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Figure 1. Flow diagram of the study.

Comparisons of clinical periodontal parameters for all patients are illustrated in Table 2.
All clinical parameters (PI, BOP, PPD, and CAL) and number of periodontal pockets were
significantly improved 3 months after NSPT.

Table 2. Comparisons of clinical parameters (mean ± standard deviation) at baseline and endpoint of
the study.

Baseline Endpoint ‡ p Value *

Periodontitis
PI 48.8 ± 7.8 13.4 ± 5.1 <0.001

BOP 52.5 ± 8.4 11.2 ± 4.4 <0.001
PPD 2.8 ± 0.3 2.5 ± 0.2 <0.001
CAL 2.7 ± 1.3 3.0 ± 2.5 <0.001

Number of pockets/patient 16.3 ± 2.8 4.2 ± 1.9 <0.001

PI: plaque index, BOP: bleeding on probing, PPD: probing pocket depth, CAL: clinical attachment loss. ‡ Three
months after nonsurgical periodontal therapy. * Significant difference at p < 0.05 using paired t-test.

A similar pattern was observed when comparing these parameters according to stages
(S2 and S3), also showing significant improvements at the endpoint for both groups (Table 3).
Intergroup comparisons, S2 vs. S3, showed no significant differences in PI and BOP;
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however, PPD, CAL, and number of periodontal pockets were significantly higher in
the S3 group than their S2 counterparts at baseline. Although PI, BOP, and number of
periodontal pockets demonstrated no significant changes between S2 and S3, the latter
showed significantly higher improvement in reducing PPD and CAL gain than in S2. In
fact, patients in the periodontitis S2 group showed further loss of attachment of about
0.2 mm at the endpoint. The number of missing teeth was not changed after treatment;
therefore, no comparison was performed at the endpoint of the study (Table 3).

Table 3. Comparison of clinical parameters (mean ± standard deviation) according to stage of
periodontitis at baseline and endpoint of the study.

Baseline Endpoint ‡ p Value *

PI S2 47.5 ± 8.3 13.5 ± 6.2 <0.001

S3 49.3 ± 7.6 13.2 ± 4.5 <0.001

p value ** 0.38 0.45

BOP S2 51.3 ± 9.9 14.4 ± 5.4 <0.001

S3 52.8 ± 7.5 12.6 ± 5.1 <0.001

p value ** 0.49 0.23

PPD S2 2.6 ± 0.2 2.4 ± 0.3 0.009

S3 2.9 ± 0.3 2.5 ± 0.2 <0.001

p value ** <0.001 0.03

CAL S2 2.5 ± 0.1 2.7 ± 0.3 0.05

S3 2.8 ± 0.3 2.6 ± 0.1 0.002

p value ** <0.001 0.001

Number of
pockets S2 14.9 ± 2.5 3.8 ± 2.1 <0.001

S3 17.4 ± 2.8 4.6 ± 1.7 <0.001

p value ** <0.001 0.07

Missing teeth S2 3.2 ± 0.6 -

S3 5.2 ± 1.1 -

p value ** <0.001
PI: plaque index, BOP: bleeding on probing, PPD: probing pocket depth, CAL: clinical attachment loss, S: stage,
‡ Three months after nonsurgical periodontal therapy. Significant difference at p < 0.05 using * paired t-test for
endpoint versus baseline and ** unpaired t-test for S2 vs. S3.

The total number of treated periodontal pockets (Table 4) was 1093, which were
distributed across anterior region (n = 402, 36.8%), premolars (n = 364, 33.3%), and molar
teeth (n = 327, 29.9%). The overall success rate was 74.0%, with anterior teeth exhibiting the
lowest number of residual pockets (n = 55, 13.7%) followed by premolars (n = 94, 25.8%)
and molars (n = 135, 41.3%). Further analysis according to stages showed more favorable
response to NSPT in all tooth types and overall results in association with S2 periodontitis
in comparison to their S3 counterparts (Table 4).

Analysis of responses to the OHIP-14 questionnaire indicated that for total OHIP-14
responses all domains significantly improved 3 months after NSPT. Similarly, comparisons
of responses according to the stage of periodontitis showed that all domains of the OHIP-14
questionnaire were also significantly improved at the endpoint of the study as compared to
baseline, except for social disability (Table 5).
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Table 4. Distribution of residual pockets and success rate of nonsurgical periodontal therapy accord-
ing to tooth type at the endpoint of the study.

Anterior Teeth Premolars Molars Total

Periodontitis † Residual pockets 55, 13.7% 94, 25.8% 135, 41.3% 284, 26.0%

Success rate 347, 86.3% 270, 74.2% 192, 58.7% 809, 74.0%

S2 † Residual pockets 19, 13.0% 33, 23.7% 57, 38.8% 109, 25.2%

Success rate 127, 87.0% 106, 76.3% 90, 61.2% 323, 74.8%

S3 † Residual pockets 36, 14.1% 61, 27.1% 78, 43.3% 175, 26.5%

Success rate 220, 85.9% 164, 72.9% 102, 56.7% 486, 73.5%

Total 402, 36.8% 364, 33.3% 327, 29.9% 1093, 100%

FI Residual pockets - - 62, 60.8% -

Success rate - - 40, 39.2% -

Subtotal - - 102, 31.2% -

S: Stage; FI: furcation involvement; † frequency, percent.

Table 5. Intragroup comparisons of OHIP-14 domain scores between baseline and endpoint of
the study.

Total
OHIP-14 D1 D2 D3 D4 D5 D6 D7

Periodontitis † Baseline 26.7 ± 5.4 4.2 ± 1.2 5.4 ± 1.4 3.5 ± 1.3 5.0 ± 1.2 3.2 ± 0.9 2.2 ± 0.4 3.1 ± 0.8

Endpoint 18.8 ± 1.9 3.0 ± 0.7 1.7 ± 0.4 2.3 ± 0.5 3.1 ± 0.7 2.6 ± 0.6 2.1 ± 0.2 2.5 ± 0.5

p value * <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 0.03 <0.001

Stage 2 † Baseline 25.1 ± 5.2 3.8 ± 1.2 4.7 ± 1.3 3.4 ± 1.4 4.5 ± 1.2 3.2 ± 0.9 2.2 ± 0.5 3.1 ± 0.7

Endpoint 18.2 ± 1.8 2.8 ± 0.8 3.0 ± 0.7 2.3 ± 0.4 2.8 ± 0.6 2.6 ± 0.5 2.0 ± 0.2 2.4 ± 0.5

p value * <0.001 <0.001 <0.001 <0.001 <0.001 0.006 0.12 <0.001

Stage 3 † Baseline 27.6 ± 5.4 4.5 ± 1.1 5.7 ± 1.4 3.5 ± 1.2 5.3 ± 1.1 3.2 ± 0.9 2.1 ± 0.4 3.1 ± 0.8

Endpoint 19.1 ± 1.9 3.0 ± 0.7 3.3 ± 0.5 2.4 ± 0.4 3.2 ± 0.8 2.6 ± 0.6 2.0 ± 0.2 2.5 ± 0.5

p value * <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 0.23 <0.001

OHRQoL: oral health-related quality of life, D1: functional limitations, D2: physical pain, D3: psychological
discomfort, D4: physical disability, D5: psychological disability, D6: social disability, D7: handicap. † Mean ± SD,
* significant difference at p < 0.05 by using Wilcoxon signed-rank test.

Intergroup comparison of changes in OHIP-14 scores (endpoint-baseline) between
periodontitis groups S2 and S3 demonstrated significantly higher improvement in the total
scores of periodontitis group S3 as compared to S2 3 months after NSPT. A sub-analysis
indicated that both stages were significantly different only in association with functional
limitations and physical pain components, while other domains showed no significant
differences between the two stages (Figure 2).

A regression model showed that for every unit increase in BOP, CAL, and number
of anterior teeth with PPD, the OHRQoL scores increased by 0.595, 0.288, and 0.186,
respectively. Additionally, the findings suggest that both BOP, CAL, and number of teeth
in the anterior segment with PPD can be used as predictors for the dependent variable, in
which 58.1% of the variance in OHRQoL scores can be predicted from these parameters.
In other words, the higher the severity of periodontitis at baseline, the higher the score of
OHRQoL by the patient after NSPT (Table 6).
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Figure 2. Intergroup comparison of OHIP-14 domains differences according to stage (S) of peri-
odontitis 3 months after nonsurgical periodontal treatment (NSPT). Overall score showed significant
improvement of S3 periodontitis after NSPT as compared to S2 patients. All domains were non-
significantly different between the two groups except for functional limitations and physical pain
domains, which were significantly higher in S3 than S2 periodontitis for the same period. Significant
difference calculated by using Mann–Whitney test at * p < 0.05 and ** p < 0.002.

Table 6. Stepwise multiple linear regression model for clinical parameters as predictor of oral
health-related quality of life outcome.

Variable † B ‡ SE ‡ p Value *

Education 0.411 0.249 0.10

Income 0.360 0.308 0.24

Job 0.318 0.487 0.52

PI 0.003 0.024 0.91

PPD 0.343 0.788 0.67

Age −0.023 0.018 0.20

Missing teeth 0.192 0.123 0.12

BOP 0.595 0.016 >0.001

CAL 0.288 0.419 0.001

Anterior teeth 0.186 0.038 0.02

Premolars 0.005 0.084 0.84

Molars −0.087 0.083 0.41

Model summary

R 0.775

R2 0.581

Adjusted R2 0.552
PI: plaque index, BOP: bleeding on probing, PPD: probing pocket depth, CAL: clinical attachment loss, SE:
standard error. † Dependent variable: OHRQoL; ‡ unstandardized coefficients; * significant difference at p < 0.05.
Significant differences indicated by a bold font.

4. Discussion

The current clinical study aimed to investigate the impact of NSPT on OHRQoL in
periodontitis S2 and S3, which is known to adversely affect quality of life with moderately
deep pockets. The results demonstrated significant improvement in total OHIP-14 scores
for both stages at the endpoint of the study. Comparing both stages of periodontitis, this
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improvement was most noticeable in patients with a more severe form of periodontitis at
the baseline, mainly in domains related to functional limitation and physical pain. These
findings support the beneficial effect of NSPT not only on resolving periodontitis-associated
inflammatory events but improving the quality of life for periodontitis patients. Addi-
tionally, proper periodontal therapy and strict maintenance programs lead to minimizing
adverse systemic outcomes and increasing dental implant survival [30,31].

The success of NSPT was defined by a reduction in PPD to ≤4 mm and absence of BOP
3 months after completing active treatment [10]. The success rate of treating moderately
deep pockets with NSPT was previously reported by a retrospective analysis [32]. The
results indicated that NSPT resulted in success in one-third of cases and the highest rate
of pocket closure was observed in the anterior teeth followed by premolars and molar
teeth. The current study showed a similar pattern of successful outcomes at the endpoint,
with a higher overall success rate of approximately 74%. This difference could be due
to the case-definition of successful treatment, and the inclusion of smokers and severe
periodontitis patients with deep periodontal pockets, who were excluded from the present
study. Complementing objective clinical findings with the subjective experience of the par-
ticipants by measuring OHRQoL is important when evaluating the success of periodontal
therapy from both dentist and patient perspectives. To achieve this goal, OHIP-14 was
developed and translated to different languages, and it showed constant sensitivity and
reliability [33,34]. The same was observed in this study, in which OHIP-14 was translated
to the native language of the targeted populations and showed a good level of reliability
and consistency.

Interestingly, in periodontitis S2 loss of attachment was observed 3 months after
the completion of PMPR. According to the latest classification system of periodontal
diseases, this stage of periodontitis is predominated by periodontal pockets ≤4 mm, mostly
associated with horizontal bone loss [24]. Gunsolley et al. considered CAL in sites with
minimal PPD after subgingival PMPR as a statistical phenomenon called regression towards
the mean, which happens when a variable is too high or low and tends to move to the
average upon the next measurement [35]. Another study, utilizing different types of curettes,
concluded that manual root instrumentation inflicted an immediate average trauma of
0.76 mm relative loss of attachment regardless of instruments used [36].

A further debatable clinical finding was the plaque scores, which also significantly
decreased after treatment. However, this did not prevent residual pocketing. Indeed, supra-
gingival dental biofilm is more relevant to gingivitis and root caries, while subgingival
biofilm is associated with periodontitis. The latter, once fully matured, is dominated by
pathobionts independent of their growth requirement from supra-gingival biofilm and
both compartments of dental biofilm are no longer considered as a continuum [37,38]. This
could explain the ability of these pathogenic bacteria to re-populate the root surface after
treatment even when supra-gingival biofilm control was adequate.

The overall improved OHRQoL perceived by participants in the current study was
consistent with a previous report [22]. Other studies also showed improvement in the pain
domain [23,39] and functional limitation [40] following NSPT. These studies also indicated
positive perceived outcomes in other domains such as psychological aspects, which were
associated with a reduction in deep periodontal pockets.

In this study, a linear logistic model indicated that high OHIP scores after treatment
were positively correlated with BOP and CAL, together with the presence of periodontal
pockets in the anterior teeth. This was evident from the significantly lower total OHIP-
14 scores of periodontitis S2 compared to S3 at the endpoint of the study. Additionally,
sub-analysis of the questionnaire domains demonstrated that functional limitations and
physical pain score were significantly higher in periodontitis S3 than S2. These findings
may be anticipated considering the amount of periodontal tissue loss is greater with
increasing severity of disease, thus it is harder to repair or compensate for than in less
severe periodontitis. Hence, the adverse effect on OHRQoL was more pronounced. The
improvement in OHRQoL scores was more noticeable in participants with periodontitis
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S2 compared to S3, and this could be related to less periodontal tissue destruction in S2
at the baseline. Therefore, the changes in clinical parameters and OHRQoL scores were
minimal and had perhaps less impact in S2 participants. Involvement of anterior teeth with
periodontitis apparently had a greater impact on the outcomes reported by the patients.
Anterior teeth have the greatest impact on the aesthetic and psychological values, and these
domains may be compromised by the presence of increased gingival embrasures, increased
tooth mobility, and drifting, which are a common consequence of progressive periodontal
diseases [41]. A receding interdental papilla may also be responsible for phonetic problems
and food impaction, which may have adverse social and psychological effects. Indeed, a
previous study involving digitally manipulated images showing different esthetic problems
demonstrated that black triangles were the third most disliked problem after dental caries
and defective crown margins [42]. Additionally, proper function of masticatory apparatus
starts with sound, periodontally healthy anterior teeth [43]. Therefore, loss of periodontal
support may be responsible for uncomfortable chewing and pathologic drifting of these
teeth [44], which is potentially responsible for limitations in masticatory function.

Periodontal treatment is not only centered around improving clinical parameters
but enhancing the OHRQoL domains. Unfortunately, the available literature provides
sparse information about tangible patient-reported outcomes after periodontal treatment.
Therefore, assessing the success of active periodontal treatment should be multidimen-
sional by linking clinical outcomes with patient-reported perceived outcomes. Profiling
subgingival microbiota, inclusion of more severe periodontitis cases, controlling glycemic
state, and smoking cessation are other aspects that should be further investigated in future
studies, and with a longer follow-up period. However, the current study provides insight
about the impact of NSPT on people with periodontitis S2 and S3 by the inclusion of an
OHRQoL measure. In addition, predictors influencing the tangible patient outcomes were
also highlighted.

Whilst the present study provides useful insight into the impact of NSPT on OHRQoL,
caution should be exercised in the generalization of these findings. Future studies should
be undertaken in other settings to further elucidate the impact of NSPT on tangible patient-
reported outcomes.

5. Conclusions

NSPT improved OHRQoL in participants with periodontitis stages 2 and 3. This
was more pronounced in participants having S3 than S2 periodontitis. Poorer OHRQoL
outcomes could be anticipated in people having severe CAL, high BOP, and presence of
pockets in the anterior teeth. These results provide further support that earlier treatment of
periodontitis is more favorably associated with improved OHRQoL.

Author Contributions: Conceptualization, A.A.A. and A.J.B.A.-S.; methodology, A.A.A. and A.J.B.A.-
S.; software, A.A.A.; validation, A.A.A., S.G. and A.R.; formal analysis, A.A.A. and S.G.; investigation,
A.J.B.A.-S.; data curation, A.J.B.A.-S.; writing—original draft preparation, A.J.B.A.-S., A.R. and S.G.;
writing—review and editing, A.A.A. and A.R.; visualization, S.G. and A.R.; supervision, S.G. and
A.A.A.; project administration, A.A.A. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Ethics Committee of College of Dentistry, University of Baghdad
(Ref. # 663, Date 13 September 2022).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the authors on request.

Conflicts of Interest: The authors declare no conflicts of interest.



Healthcare 2024, 12, 1430 11 of 12

References
1. Nunn, M.E. Understanding the etiology of periodontitis: An overview of periodontal risk factors. Periodontol 2000 2003, 32, 11–23.

[CrossRef] [PubMed]
2. Ali, C.J.; Imran, N.K.; Ahmed, M.A. Evaluation of leukocytes cells types counts in blood from patients with different severities of

periodontal diseases. J. Bagh. Coll. Dent. 2023, 35, 45–53. [CrossRef]
3. Lim, G.; Janu, U.; Chiou, L.L.; Gandhi, K.K.; Palomo, L.; John, V. Periodontal Health and Systemic Conditions. Dent. J. 2020, 8, 130.

[CrossRef] [PubMed]
4. Skallevold, H.E.; Rokaya, N.; Wongsirichat, N.; Rokaya, D. Importance of oral health in mental health disorders: An updated

review. J. Oral Biol. Craniofac. Res. 2023, 13, 544–552. [CrossRef] [PubMed]
5. Al-Rawi, N.H.; Imran, N.K.; Abdulkareem, A.A.; Abdulsattar, A.M.; Uthman, A.T. Association between maternal periodontitis,

acute-phase reactants and preterm birth. Oral Dis. 2022, 28, 1995–1999. [CrossRef] [PubMed]
6. Botelho, J.; Machado, V.; Leira, Y.; Proença, L.; Chambrone, L.; Mendes, J.J. Economic burden of periodontitis in the United States

and Europe: An updated estimation. J. Periodontol. 2022, 93, 373–379. [CrossRef] [PubMed]
7. Abdulkareem, A.A.; Abdulbaqi, H.R.; Alshami, M.L.; Al-Rawi, N.H. Oral health awareness, attitude towards dental treatment,

fear of infection and economic impact during COVID-19 pandemic in the Middle East. Int. J. Dent. Hyg. 2021, 19, 295–304.
[CrossRef] [PubMed]

8. WHO. Oral Health Surveys: Basic Methods, 5th ed.; World Health Organization: Geneva, Switzerland, 2013.
9. Brauchle, F.; Noack, M.; Reich, E. Impact of periodontal disease and periodontal therapy on oral health-related quality of life. Int.

Dent. J. 2013, 63, 306–311. [CrossRef] [PubMed]
10. Loos, B.G.; Needleman, I. Endpoints of active periodontal therapy. J. Clin. Periodontol. 2020, 47 (Suppl. S22), 61–71. [CrossRef]

[PubMed]
11. Ng, S.K.; Leung, W.K. Oral health-related quality of life and periodontal status. Community Dent. Oral Epidemiol. 2006, 34, 114–122.

[CrossRef] [PubMed]
12. Khan, S.; Khalid, T.; Bettiol, S.; Crocombe, L.A. Non-surgical periodontal therapy effectively improves patient-reported outcomes:

A systematic review. Int. J. Dent. Hyg. 2021, 19, 18–28. [CrossRef] [PubMed]
13. Sanz, M.; Herrera, D.; Kebschull, M.; Chapple, I.; Jepsen, S.; Beglundh, T.; Sculean, A.; Tonetti, M.S. Treatment of stage I-III

periodontitis-The EFP S3 level clinical practice guideline. J. Clin. Periodontol. 2020, 47 (Suppl. S22), 4–60. [CrossRef] [PubMed]
14. Ribeiro, F.V.; Mehta, J.J.; Monteiro, M.F.; Moore, J.; Casati, M.Z.; Nibali, L. Minimal invasiveness in nonsurgical periodontal

therapy. Periodontol. 2000 2023, 91, 7–19. [CrossRef] [PubMed]
15. Atarchi, A.R.; Atarchi, Z.R. Efficacy of a single antimicrobial photodynamic therapy session as an adjunct to non-surgical

periodontal therapy on clinical outcomes for periodontitis patients. A systematic review. J. Bagh. Coll. Dent. 2023, 35, 76–87.
[CrossRef]

16. Ali, A.; Saliem, S.; Abdulkareem, A.; Radhi, H.; Gul, S. Evaluation of the efficacy of lycopene gel compared with minocycline
hydrochloride microspheres as an adjunct to nonsurgical periodontal treatment: A randomised clinical trial. J. Dent. Sci. 2021, 16,
691–699. [CrossRef] [PubMed]

17. Lombardo, G.; Pardo, A.; Signoretto, C.; Signoriello, A.; Simeoni, E.; Rovera, A.; Nocini, P.F. Hyperbaric oxygen therapy for
the treatment of moderate to severe periodontitis: A clinical pilot study. Undersea Hyperb. Med. 2020, 47, 571–580. [CrossRef]
[PubMed]

18. Pardo, A.; Butera, A.; Giordano, A.; Gallo, S.; Pascadopoli, M.; Scribante, A.; Albanese, M. Photodynamic Therapy in Non-Surgical
Treatment of Periodontitis: A Systematic Review and Meta-Analysis. Appl. Sci. 2023, 13, 1086. [CrossRef]

19. Abdulkareem, A.; Abdulbaqi, H.; Gul, S.; Milward, M.; Chasib, N.; Alhashimi, R. Classic vs. Novel Antibacterial Approaches
for Eradicating Dental Biofilm as Adjunct to Periodontal Debridement: An Evidence-Based Overview. Antibiotics 2021, 11, 9.
[CrossRef] [PubMed]

20. Kwon, T.; Salem, D.M.; Levin, L. Nonsurgical periodontal therapy based on the principles of cause-related therapy: Rationale and
case series. Quintessence Int. 2019, 50, 370–376. [CrossRef] [PubMed]

21. Pardo, A.; Fiorini, V.; Zangani, A.; Faccioni, P.; Signoriello, A.; Albanese, M.; Lombardo, G. Topical Agents in Biofilm Disaggrega-
tion: A Systematic Review and Meta-Analysis. J. Clin. Med. 2024, 13, 2179. [CrossRef] [PubMed]

22. Vivek, B.; Ramesh, K.S.V.; Gautami, P.S.; Sruthima, G.; Dwarakanath, C.; Anudeep, M. Effect of periodontal treatment on oral
health-related quality of life—A randomised controlled trial. J. Taibah Univ. Medical. Sci. 2021, 16, 856–863. [CrossRef] [PubMed]

23. Rawlinson, A.; Vettore, M.V.; Baker, S.R.; Robinson, P.G. Periodontal treatment, psychological factors and oral health-related
quality of life. J. Clin. Periodontol. 2021, 48, 226–236. [CrossRef] [PubMed]

24. Tonetti, M.S.; Greenwell, H.; Kornman, K.S. Staging and grading of periodontitis: Framework and proposal of a new classification
and case definition. J. Periodontol. 2018, 89 (Suppl. S1), S159–S172. [CrossRef] [PubMed]

25. Alkire, S.; Kövesdi, F.; Scheja, E.; Vollmer, F. Moderate Multidimensional Poverty Index: Paving the Way Out of Poverty. Soc.
Indic. Res. 2023, 168, 409–445. [CrossRef] [PubMed]

26. O’Leary, T.J.; Drake, R.B.; Naylor, J.E. The plaque control record. J. Periodontol. 1972, 43, 38. [CrossRef] [PubMed]
27. Ainamo, J.; Bay, I. Problems and proposals for recording gingivitis and plaque. Int. Dent. J. 1975, 25, 229–235. [PubMed]
28. Fuller, J.; Donos, N.; Suvan, J.; Tsakos, G.; Nibali, L. Association of oral health-related quality of life measures with aggressive and

chronic periodontitis. J. Periodontal. Res. 2020, 55, 574–580. [CrossRef] [PubMed]

https://doi.org/10.1046/j.0906-6713.2002.03202.x
https://www.ncbi.nlm.nih.gov/pubmed/12756030
https://doi.org/10.26477/jbcd.v35i2.3402
https://doi.org/10.3390/dj8040130
https://www.ncbi.nlm.nih.gov/pubmed/33227918
https://doi.org/10.1016/j.jobcr.2023.06.003
https://www.ncbi.nlm.nih.gov/pubmed/37396968
https://doi.org/10.1111/odi.13851
https://www.ncbi.nlm.nih.gov/pubmed/33735461
https://doi.org/10.1002/JPER.21-0111
https://www.ncbi.nlm.nih.gov/pubmed/34053082
https://doi.org/10.1111/idh.12502
https://www.ncbi.nlm.nih.gov/pubmed/33797867
https://doi.org/10.1111/idj.12042
https://www.ncbi.nlm.nih.gov/pubmed/24716244
https://doi.org/10.1111/jcpe.13253
https://www.ncbi.nlm.nih.gov/pubmed/31912527
https://doi.org/10.1111/j.1600-0528.2006.00267.x
https://www.ncbi.nlm.nih.gov/pubmed/16515675
https://doi.org/10.1111/idh.12450
https://www.ncbi.nlm.nih.gov/pubmed/32594621
https://doi.org/10.1111/jcpe.13290
https://www.ncbi.nlm.nih.gov/pubmed/32383274
https://doi.org/10.1111/prd.12476
https://www.ncbi.nlm.nih.gov/pubmed/36661203
https://doi.org/10.26477/jbcd.v35i3.3497
https://doi.org/10.1016/j.jds.2020.09.009
https://www.ncbi.nlm.nih.gov/pubmed/33854720
https://doi.org/10.22462/10.12.2020.6
https://www.ncbi.nlm.nih.gov/pubmed/33227833
https://doi.org/10.3390/app13021086
https://doi.org/10.3390/antibiotics11010009
https://www.ncbi.nlm.nih.gov/pubmed/35052887
https://doi.org/10.3290/j.qi.a42292
https://www.ncbi.nlm.nih.gov/pubmed/30915426
https://doi.org/10.3390/jcm13082179
https://www.ncbi.nlm.nih.gov/pubmed/38673451
https://doi.org/10.1016/j.jtumed.2021.07.002
https://www.ncbi.nlm.nih.gov/pubmed/34899130
https://doi.org/10.1111/jcpe.13405
https://www.ncbi.nlm.nih.gov/pubmed/33263182
https://doi.org/10.1002/JPER.18-0006
https://www.ncbi.nlm.nih.gov/pubmed/29926952
https://doi.org/10.1007/s11205-023-03134-5
https://www.ncbi.nlm.nih.gov/pubmed/37362183
https://doi.org/10.1902/jop.1972.43.1.38
https://www.ncbi.nlm.nih.gov/pubmed/4500182
https://www.ncbi.nlm.nih.gov/pubmed/1058834
https://doi.org/10.1111/jre.12745
https://www.ncbi.nlm.nih.gov/pubmed/32232983


Healthcare 2024, 12, 1430 12 of 12

29. Werner, N.; Heck, K.; Walter, E.; Ern, C.; Bumm, C.V.; Folwaczny, M. Probing pocket depth reduction after non-surgical periodontal
therapy: Tooth-related factors. J. Periodontol. 2023, 95, 29–39. [CrossRef] [PubMed]

30. Lombardo, G.; Signoriello, A.; Pardo, A.; Serpa Romero, X.Z.; Vila Sierra, L.A.; Arévalo Tovar, L.; Marincola, M.; Nocini, P.F. Short
and ultra-short (<6-mm) locking-taper implants supporting single crowns in posterior areas (part II): A 5-year retrospective study
on periodontally healthy patients and patients with a history of periodontitis. Clin. Implant. Dent. Relat. Res. 2022, 24, 455–467.
[CrossRef] [PubMed]

31. Taylor, H.L.; Rahurkar, S.; Treat, T.J.; Thyvalikakath, T.P.; Schleyer, T.K. Does Nonsurgical Periodontal Treatment Improve
Systemic Health? J. Dent. Res. 2021, 100, 253–260. [CrossRef] [PubMed]

32. Van der Weijden, G.A.F.; Dekkers, G.J.; Slot, D.E. Success of non-surgical periodontal therapy in adult periodontitis patients: A
retrospective analysis. Int. J. Dent. Hyg. 2019, 17, 309–317. [CrossRef] [PubMed]

33. Thirunavukkarasu, A.; Alotaibi, A.M.; Al-Hazmi, A.H.; Alruwaili, B.F.; Alomair, M.A.; Alshaman, W.H.; Alkhamis, A.M.
Assessment of Oral Health-Related Quality of Life and Its Associated Factors among the Young Adults of Saudi Arabia: A
Multicenter Study. Biomed. Res. Int. 2022, 2022, 5945518. [CrossRef] [PubMed]

34. Kandasamy, G.; Almaghaslah, D.; Vasudevan, R.; Shorog, E.; Alshahrani, A.M.; Alsawaq, E.; Alzlaiq, W.; Prabahar, K.; Veeramani,
V.P.; Alshareef, H. Assessment of oral health literacy and oral health-related quality of life in Saudi university students: A
cross-sectional study. J. Oral Rehabil. 2023, 50, 852–859. [CrossRef] [PubMed]

35. Gunsolley, J.C.; Yeung, G.M.; Butler, J.H.; Waldrop, T.C. Is loss of attachment due to root planning and scaling in sites with
minimal probing depths a statistical or real occurrence? J. Periodontol. 2001, 72, 349–353. [CrossRef] [PubMed]

36. Alves, R.V.; Machion, L.; Casati, M.Z.; Nociti Júnior, F.H.; Sallum, A.W.; Sallum, E.A. Attachment loss after scaling and root
planing with different instruments. A clinical study. J. Clin. Periodontol. 2004, 31, 12–15. [CrossRef] [PubMed]

37. Aruni, A.W.; Dou, Y.; Mishra, A.; Fletcher, H.M. The Biofilm Community-Rebels with a Cause. Curr. Oral Health Rep. 2015, 2,
48–56. [CrossRef] [PubMed]

38. Shi, B.; Chang, M.; Martin, J.; Mitreva, M.; Lux, R.; Klokkevold, P.; Sodergren, E.; Weinstock, G.M.; Haake, S.K.; Li, H. Dynamic
changes in the subgingival microbiome and their potential for diagnosis and prognosis of periodontitis. mBio 2015, 6, e01926-01914.
[CrossRef] [PubMed]

39. Goel, K.; Baral, D. A Comparison of Impact of Chronic Periodontal Diseases and Nonsurgical Periodontal Therapy on Oral
Health-Related Quality of Life. Int. J. Dent. 2017, 2017, 9352562. [CrossRef]

40. Makino-Oi, A.; Ishii, Y.; Hoshino, T.; Okubo, N.; Sugito, H.; Hosaka, Y.; Fukaya, C.; Nakagawa, T.; Saito, A. Effect of periodontal
surgery on oral health-related quality of life in patients who have completed initial periodontal therapy. J. Periodontal. Res. 2016,
51, 212–220. [CrossRef] [PubMed]

41. Singh, V.P.; Uppoor, A.S.; Nayak, D.G.; Shah, D. Black triangle dilemma and its management in esthetic dentistry. Dent. Res. J.
2013, 10, 296–301.

42. Cunliffe, J.; Pretty, I. Patients’ ranking of interdental “black triangles” against other common aesthetic problems. Eur. J. Prosthodont.
Restor. Dent. 2009, 17, 177–181. [PubMed]

43. Atkinson, M.E.; Atkinson, M.E. Mastication. In Anatomy for Dental Students; Oxford University Press: New York, NY, USA, 2013.
44. Towfighi, P.P.; Brunsvold, M.A.; Storey, A.T.; Arnold, R.M.; Willman, D.E.; McMahan, C.A. Pathologic migration of anterior teeth

in patients with moderate to severe periodontitis. J. Periodontol. 1997, 68, 967–972. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1002/JPER.23-0285
https://www.ncbi.nlm.nih.gov/pubmed/37436696
https://doi.org/10.1111/cid.13103
https://www.ncbi.nlm.nih.gov/pubmed/35635514
https://doi.org/10.1177/0022034520965958
https://www.ncbi.nlm.nih.gov/pubmed/33089733
https://doi.org/10.1111/idh.12399
https://www.ncbi.nlm.nih.gov/pubmed/30942938
https://doi.org/10.1155/2022/5945518
https://www.ncbi.nlm.nih.gov/pubmed/35071598
https://doi.org/10.1111/joor.13520
https://www.ncbi.nlm.nih.gov/pubmed/37232064
https://doi.org/10.1902/jop.2001.72.3.349
https://www.ncbi.nlm.nih.gov/pubmed/11327062
https://doi.org/10.1111/j.0303-6979.2004.00433.x
https://www.ncbi.nlm.nih.gov/pubmed/15058368
https://doi.org/10.1007/s40496-014-0044-5
https://www.ncbi.nlm.nih.gov/pubmed/26120510
https://doi.org/10.1128/mBio.01926-14
https://www.ncbi.nlm.nih.gov/pubmed/25691586
https://doi.org/10.1155/2017/9352562
https://doi.org/10.1111/jre.12300
https://www.ncbi.nlm.nih.gov/pubmed/26073422
https://www.ncbi.nlm.nih.gov/pubmed/20158060
https://doi.org/10.1902/jop.1997.68.10.967
https://www.ncbi.nlm.nih.gov/pubmed/9358363

	Introduction 
	Materials and Methods 
	Study Design and Eligibility Criteria 
	Demographic Variables, Clinical Parameters, and Intervention 
	Questionnaire 
	Outcomes and Sample Size 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

