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Abstract 
The recent clinical practice guidelines by the European Federation 

of Periodontology (EFP) are based on the best available evidence 

to be used in decision-making when treating stage I-III periodon-

titis patients with the intention to improve the overall quality of 

periodontal treatment in European countries. In the present ar-

ticle, we highlight the most important preventive and therapeutic 

aspects of the non-surgical periodontal treatment (NSPT) pro-

tocol, including the first and second steps of therapy as well as 

supportive periodontal therapy. This step-wise approach covers 

different types of interventions. While subgingival instrumentati-

on forms a basis in NSPT, it is less clear whether adjunctive met-

hods and agents are of benefit in an attempt to enhance treat-

ment response and to achieve the endpoint of therapy. The aim of 

the present article was to compare selected EFP guidelines to be 

used in the NSPT protocol to those available in Nordic countries. 

The comparison revealed a few differences of little clinical rele-

vance and showed that EFP and Nordic guidelines are in agree-

ment. 

CLINICAL RELEVANCE 

Evidence-based clinical practice recommendations guide 

clinicians in their decision-making and give support for 

choosing relevant preventive and therapeutic interventi-

ons when treating patients with periodontitis stage I-III. 

Both EFP and Nordic guidelines underline the importance 

of patients’ commitment and risk factor control, especially 

smoking, to improve their periodontal status, while 

subgingival instrumentation is a key part of periodontal 

therapy in reducing pocket depths and gingival inflamma-

tion, as well as achieving pocket closure. Limited evidence 

exists on the benefit of adjunctive methods. The use of 

adjunctive agents like systemic antibiotics should be 

limited to specific cases.
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Introduction 
For decades, non-surgical periodontal therapy (NSPT) has proven 
to be an effective method in removing soft and hard deposits from 
deepened periodontal pockets using either hand instruments or 
power-driven instruments in combination with oral hygiene in-
structions (1,2). This “golden standard” protocol, also known as 
cause-related therapy or anti-infective treatment, still remains the 
cornerstone of periodontal treatment. With or without adjunctive 
therapeutic means NSPT suppresses the burden and modifies the 
composition of dysbiotic biofilms, thus reducing the inflammatory 
reaction in tissues surrounding periodontitis-affected teeth. 

Currently, several methods are available to be combined with 
NSPT. Among those, systemic antibiotics have been of interest since 
the 90’s and, despite potential adverse effects, are sometimes used in 
the treatment of advanced periodontal disease (stages III and IV), 
while some newer adjunctive therapies still lack convincing evidence 
on their effectiveness or are not yet available in clinical practice.

Major clinical parameters relevant to NSPT include reduced 
pocket depths (ideally pocket closure) and absence of bleeding (3). 
To guarantee long-term treatment results, i.e., the stability of clini-
cal attachment level and tooth survival, periodontitis patients’ 
commitment to sufficient oral hygiene, smoking cessation, and at-
tending maintenance visits based on an individual risk assessment 
is required (4,5). 

In November 2019, the XVI European Workshop in Periodonto-
logy (EWP), organized by the European Federation of Periodonto-
logy (EFP), was dedicated to a structured consensus development, 
targeting to create evidence-based clinical guidelines for decisi-
on-making in the treatment of stage I-III periodontitis (6). The 
guidelines use the information from 15 systematic reviews that were 
prepared for this EWP where expert consensus-based recommenda-
tions were presented, discussed, voted on, and finally adopted by 
consensus (see the detailed description of the S3 level process (6)). 

In the current paper, the following questions are addressed: 1) 
Which are the most important guidelines in NSPT? 2) What is the 
impact of adjunctive methods and when to use them? 3) In what 
cases is NSPT sufficient to reach the endpoint of active therapy? 
Then we compare selected EFP clinical practice guidelines in the 
first and second steps of periodontal therapy and supportive care to 
guidelines previously available in Nordic countries. 

Treatment of stage I-III periodontitis: first and second steps of 
periodontal therapy 
When periodontitis is diagnosed, including staging and grading 
(7), the patient is provided with thorough information on the dise-
ase, describing its etiology, major risk factors, and how to manage 

the condition. In addition, different therapeutic approaches and 
their expected benefits and potential risks are explained and, there-
after, an initial treatment plan is made and confirmed through pati-
ent consent (6). 

Oral hygiene
For the first step of therapy, an essential goal is to achieve favorable 
conditions for oral hygiene practices and to commit the patient to 
regular homecare. At all levels of staging, a stepwise treatment 
should start with individually tailored oral hygiene instructions, 
including selected tooth brushing and interdental cleaning met-
hods (8,9,10), which is followed by professional interventions to 
remove supragingival biofilms (plaque), calculus, and plaque- 
retentive factors to ensure effective plaque control by the patient at 
home (6). Sometimes additional tools, such as promoting behavio-
ral changes to improve oral hygiene (11) and adjunctive therapies 
for reducing gingival inflammation (12), are needed to reach an 
adequate oral hygiene level. Psychological methods for motivation 
(motivational interviewing, cognitive behavioral therapy) are of in-
terest. Five randomized clinical trials (RCTs), however, failed to 
identify any significant impact on patients’ compliance with oral 
hygiene practices (11). Notably, it is important to enforce oral hygi-
ene instructions throughout all steps of periodontal therapy (6). 

Risk factor control: tobacco smoking
Tobacco smoking is strongly linked to periodontal disease, increas-
ing the risk for periodontitis by 85% (13). It is also established that 
the outcomes of periodontal therapy are inferior in smokers compa-
red to non-smoking patients. Tomasi et al. (3) reported that the li-
kelihood to obtain pocket closure at 3 months after subgingival in-
strumentation was three times lower in smokers (Odds ratio 0.33). 
The pronounced negative impact on the periodontal status and on 
outcomes of therapeutic intervention makes smoking cessation a 
relevant target of risk factor control in conjunction with periodon-
titis-related interventions, and existing data do suggest that smo-
king cessation significantly reduces the risk to develop periodonti-
tis (14). In the systematic review by Ramseier et al. (15), assessing 
six relevant studies on the effect of smoking cessation interventions, 
the proportion of patients actually quitting tobacco smoking ran-
ged from 4% to 30% at 1 to 2 years, and quit rates were higher fol-
lowing more intensive behavioral interventions. On the basis of two 
included studies (16,17), the effect of periodontal therapy was fo-
und to be greater in the subgroup of quitters compared to oscilla-
tors (serial quitters) or those who continued smoking. Thus, it was 
concluded that interventions for smoking cessation are effective 
and should be included in periodontal care (15). 
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Approaches to subgingival instrumentation
Dental professionals can choose between different evidence-based 
delivery protocols when planning subgingival instrumentation. In 
addition, different categories of instruments are available. In the 
systematic review by Suvan et al. (18), the efficacy of full-mouth 
protocols was compared to more traditional quadrant/sextant- 
wise approaches. The authors also addressed the potential differen-
ces between the use of hand or ultrasonic instrumentation. The 
primary outcomes considered were the reduction of probing poc-
ket depth (PPD) and the proportion of closed pocket (PPD ≤4 mm 
and absence of bleeding on probing (BOP)) at 3/4 and 6/8 months. 
A total of 19 studies with a minimum follow-up period of ≥6 
months were identified. In all, NSPT resulted in an estimated PPD 
reduction of 1.4 mm at 6/8 months and 74% of all pockets were 
closed. Interestingly, the PPD reduction at initially deep sites (PPD 
≥7 mm) amounted to 2.6 mm. No differences between the full-
mouth protocol, where subgingival instrumentation is performed 
less time-intensively, and traditional quadrant/sextant-wise set-
ups were observed in terms of PPD reduction or pocket closure. 
Likewise, no differences were noted between subgingival instru-
mentation carried out with either hand instruments or ultrasonic 
devices (18). 

Notably, the patient populations in these studies demonstrated 
high levels of self-performed biofilm control. This is particularly 
relevant when considering the lack of differences between the full-
mouth and quadrant/sextant-wise protocols. In the former, behavi-
oral change (step 1 therapy) had been addressed prior to the limi-
ted, e.g. 1-hour subgingival instrumentation (19). It is also 
noteworthy that patient preference was only rarely considered and 
could not be evaluated in the systematic review by Suvan et al. (18).

Residual problems following non-surgical periodontal therapy 
While NSPT in combination with self-performed biofilm control 
(steps 1 and 2) is widely effective in the management of periodonti-
tis, residual pockets and BOP may be expected in patients with sta-
ge III or IV periodontitis. The systematic review by Suvan et al. (18) 
found that 74% of periodontal pockets were resolved at 6 to 8 mont-
hs after initial treatment. In addition to the patient-related factor 
smoking, the strongest indicator for treatment outcomes is the ini-
tial probing depth (19,20), typically associated with the presence of 
intra-bony defects. While the mean PPD reduction may be greater, 
the likelihood of pocket closure was still reduced. Also, sites with 
deep furcation involvement (class II or III) responded less favorably 
to NSPT. Tomasi & Wennström (21) observed that as little as 25% 
of sites with initial furcation involvement class II were reduced to 
class I or resolved at 3 months, and 94% of sites still demonstrated 

BOP. In the effort to personalize treatment approaches, patients 
should be informed on expected treatment outcomes prior to 
NSPT. 

Additional approaches
Laser or antimicrobial photodynamic treatment
The systematic review by Salvi et al. (22) examined the adjunctive 
use of laser (10 RCTs) and antimicrobial photodynamic therapy 
(aPDT; eight RCTs) in connection to NSPT. The studies tested five 
different lasers (diode, Er:YAG, Er.Cr:YAG, Nd:YAG, and KTP) and 
four different photosensitizers (methylene blue, toluidine blue, 
phenothiazine chloride, and indocyanine green). Due to this he-
terogeneity, no meta-analyses could be performed on laser treat-
ment, while a meta-analysis on aPDT based on two studies failed to 
identify any benefit (mean PPD changes) for adjunctive aPDT with 
a wavelength range of 650–700 nm. In general, the differences in 
PPD after subgingival instrumentation with or without adjunctive 
laser or aPDT were small and hardly clinically relevant.

The efficacy of laser monotherapy (Er:YAG-laser) as an alterna-
tive to conventional subgingival instrumentation was examined in 
patients with untreated periodontitis and reported in a systematic 
review with a meta-analysis based on eight RCTs (23). No significa-
nt differences in reduction of PPD, clinical attachment level (CAL), 
and BOP were found between these treatments.

Local antimicrobials
In the systematic review by Herrera et al. (24), including a me-
ta-analysis based on 50 RCTs, the adjunctive effect of locally admi-
nistered antibiotics (doxycycline, tetracycline, and minocycline) 
and other antimicrobial agents (chlorhexidine) was evaluated. The 
short-term (6-9 months) results indicated significant additional 
PPD reductions and CAL gain compared to placebo. However, the 
effects were small (<0.4 mm for PPD and <0.3 mm for CAL), and 
probably of little clinical relevance. Few adverse effects were repor-
ted with no difference between the test and placebo groups. 

Systemic antibiotics
The systematic review by Teughels et al. (25) with a meta-analysis 
based on 28 RCTs evaluated the adjunctive effect of systemic anti-
biotics in NSPT. The results indicated that systemic antibiotics in 
addition to subgingival instrumentation yielded better clinical re-
sults than instrumentation alone. Significant improvements were 
seen in reduction of PPD, CAL, and BOP values, and the effects 
were evident both at 6 and 12 months after treatment. In initially 
deep pockets, the additional PPD reduction was larger (around 1 
mm) than in moderately deep pockets (around 0.5 mm). Also note-
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worthy is that an additional percentage of pockets were closed (i.e., 
PPD changed from ≥4 mm to ≤3 mm) at 6 and 12 months after 
antibiotic treatment. Consequently, the number of residual pockets 
decreased. The additional reduction in pockets was approximately 
37% for sites with initial PPD ≥4 mm and 64% for sites with initial 
PPD ≥7 mm. Side effects were registered in 25 studies. Adverse ef-
fects like nausea, diarrhea, and general unwellness were more fre-
quent in patients receiving antibiotics, and one case of anaphylactic 
shock occurred in this group as well. On the other hand, fever and 
periodontal abscess were more common in placebo groups. Al-
though the clinical effects of adjunctive systemic antibiotics were 
significant and relevant, the authors warned against their unrestric-
ted use, since drug resistance is a serious health and socio-econo-
mic problem (25). 

Anti-inflammatory agents 
Modulation of host response through anti-inflammatory agents se-
ems to be a promising approach as an adjunct to periodontal thera-
py. However, at this stage little evidence is available in the field. The 
systematic review by Donos et al. (26) with a meta-analysis based 
on five studies examined systemic administration of doxycycline in 
sub-antimicrobial doses (20 mg x1-2/day for 3-9 months). In deep 
pockets (≥7 mm), this medication gave an additional PPD reducti-
on of 0.6 mm after 6 and 9 months compared to subgingival instru-
mentation alone. In the same review, 12 studies assessed the effect 
of adjunctive local treatment with statin gels (1.2% simvastatin, 
atorvastatin, and rosuvastatin). After 6 months, this treatment yiel-
ded an additional PPD reduction of 1.8 mm when compared to 
subgingival instrumentation alone. However, statin gels are not yet 
available for periodontal treatment, and systemic treatment with 
statins (as anti-cholesterol agents) has no effect on periodontal tis-
sues (27). Only insufficient data are available on the role of other 
local modulators (aloe vera, green tea, and gingko biloba), while the 
benefit of essential oils mouth rinses/irrigation, systemic adminis-
tration of omega-3 PUFA, certain micronutrients, bisphosphona-
tes, and NSAIDs remains inconclusive (26). 

Clinical outcomes
The ultimate goal of periodontal treatment, of which NSPT consti-
tutes the second step of therapy, is the prevention of tooth loss. Sin-
ce tooth loss can only be assessed in long-term studies, it is reasona-
ble to consider clinical surrogate markers in the assessment of 
clinical periodontal treatment outcomes. 

According to the 2017 World Workshop, the definition of a ‘su-
ccessfully treated and stable periodontitis case’ is PPD ≤4 mm (no 
site ≥4 mm with BOP), in addition to BOP <10% of all sites (28). 

Hence, clinicians are required to obtain the surrogate markers PPD 
and BOP in order to assess the endpoint of therapy. This endpoint 
reflects absence of clinical signs of inflammation and increased re-
sistance to probing, which in turn indicates sufficient removal of 
microbes and subsequent resolution of the inflammatory lesion. 
Hence, short-term treatment goals include reduced pocket depths, 
absence of gingival bleeding, and increased frequencies of closed 
pockets (18). 

The rationale for the use of endpoint parameters has a solid fo-
undation in clinical science. Following initial therapy, patients with 
residual probing depths of ≥5 mm are more likely to experience 
further loss of clinical attachment, ultimately resulting in tooth loss 
(29,30). Also BOP at site and tooth level, and a full-mouth BOP of 
≥30% at patient level increases the risk for tooth loss (30), whereas 
absence of BOP indicates periodontal health (31). The highest 
chance of periodontal stability is connected to PPD <5 mm without 
bleeding. In addition to these clinical outcome measures, pati-
ent-related outcomes are important (32). The multicausal nature of 
periodontitis must always be considered.

NSPT is efficacious in treating periodontitis (18). After active 
periodontal treatment, the individual response must be re-evaluat-
ed. For patients with stage I and II periodontitis, NSPT is likely to 
be sufficient in achieving the endpoints of therapy. The treatment of 
stage III and IV periodontitis includes teeth with deep probing 
depths (≥ 6 mm) or complex anatomical surfaces. Although NSPT 
may in some patients with stage III or IV periodontitis suffice to 
reach successful treatment endpoints, further treatment is often re-
quired. If the endpoints are not met, the choice of treatment moda-
lity should be guided by the clinical features of the non-responding 
site. In shallow residual pockets (4-5 mm), repeating subgingival 
instrumentation is advocated, whereas access flap is more efficacio-
us in deeper pockets (≥6 mm) (33). 

Patient-related outcomes 
Outcomes other than clinical changes in PPD or CAL, such as 
functional occlusion and satisfactory esthetics connected to tooth 
survival, are more relevant to patients’ daily lives (32). Swollen, sore 
and/or receding gums, drifting and missing teeth, and oral malodor 
influence function, comfort, appearance and self-confidence, which 
have a significant impact on physical, social, and psychological as-
pects of a patient’s quality of life (34). Oral health related quality of 
life (ORHQoL) domains affected positively by treatment are functi-
onal (improved eating/chewing), psychological (better appearance, 
less discomfort), and physical (less pain) (34,35). The ORHQoL 
improves significantly after NSPT, and the effects last at least one 
year. 
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Treatment of stage I-III periodontitis: supportive periodontal 
therapy
When active periodontal therapy is completed, there is a life-long 
challenge to maintain the treatment results, thus avoiding the risk 
of progression of the disease. Supportive periodontal therapy (SPT) 
visits should occur in 3- to a maximum of 12-month intervals de-
pending on the risk profile (6). During the visits, periodontal status 
is examined, oral hygiene instructions are reinforced, and supra- 
and subgingival biofilms and hard deposits are removed by dental 
professionals (36,37). In this secondary prevention of periodontitis, 
the patient’s role in adhering to recommended SPT visits and main-
taining a high standard of oral hygiene is essential for long-term 
success (38). It has been shown that repeated oral prophylaxis with 
oral hygiene instructions even without subgingival instrumentation 
after NSPT of moderate/severe periodontitis is able to maintain the 
obtained treatment results at least for 2 years (36). On the other 
hand, the systematic review by Trombelli et al. (37) indicated that 
patients regularly complying with routine professional maintenan-
ce have in most cases stable periodontal parameters achieved by 
active periodontal therapy.

Oral hygiene 
Although sufficient oral hygiene is important for optimal treatment 
response, only limited data are available on the effectiveness of me-
chanical oral hygiene devices used by the patient during SPT. The 
systematic review by Slot et al. (39) examined the effectiveness of 
plaque removal to reduce gingival inflammation by means of ma-
nual and powered toothbrushes and interdental cleaning devices in 
the secondary prevention of periodontitis, using the evidence from 
16 publications with 17 comparisons. Based on a network me-
ta-analysis, periodontal maintenance patients may use a powered 
or manual toothbrush, complemented with individually selected 
(size, shape) interdental brushes as the device of choice. Oral irriga-
tors may be used as an alternative interdental cleaning method, 
whereas dental floss did not improve the effect of tooth brushing 
alone (10,39). However, due to the scarcity of studies on optimal 
oral hygiene devices during SPT, no definite recommendations can 
be given. 

Alternative and adjunctive approaches
With the aim of evaluating alternative or adjunctive methods for 
conventional professional maintenance of treated periodontitis pa-
tients, a very limited number of RCTs was recognized for the recent 
systematic review by Trombelli et al. (40). This resulted in two ne-
gative suggestions, i.e., not to replace conventional SPT with laser 
(Er:YAG) treatment and not to use doxycycline in sub-antimicrobi-

al doses, since they may not provide any additional benefit during 
periodontal maintenance.

Impact of compliance
There are several factors that contribute to clinical outcomes and 
the experience of tooth loss after active periodontal therapy. One 
important factor is the patient’s compliance to long-term SPT. A 
meta-analysis based on eight studies, comparing a regular-compli-
ance group to an erratic-compliance group followed for at least 5 
years, showed that compliers had a significantly lower tooth loss 
rate during SPT than did erratic compliers (41). However, factors 
like stage of periodontitis, patient’s susceptibility, and quality of 
maintenance were not analyzed due to the heterogeneity of estima-
tes. Also the causes of extractions vary among dentists, affecting the 
comparative analysis. Smoking is a risk factor, which exposes smo-
kers to tooth loss during long-term SPT (42,43). Notably, 
non-compliance to scheduled SPT visits tends to be more common 
among smokers than former smokers and non-smokers (44). 

Assessing risk for progression of periodontitis 
While NSPT followed by an adequate SPT program is able to main-
tain alveolar bone and periodontal attachment levels in most cases, 
patients with high susceptibility to periodontal disease may experi-
ence less favorable outcomes (5). In treated patients, several factors 
like smoking, diabetes, insufficient oral hygiene, residual pockets, 
and a high BOP score have an impact on prognosis. Using risk as-
sessment tools, it is possible to predict the risk for periodontitis 
progression (45). In clinical practice, the risk assessment gives 
support in determination of an adequate interval between SPT vis-
its for patients based on their risk profile. For example, the Perio-
dontitis Risk Assessment (PRA) model, including six parameters, 
categorizes the patient at low, medium, or high risk of disease pro-
gression. Matuliene et al. (4) observed that high-risk patients, with 
a need of more frequent SPT visits, were less likely to be compliant, 
and thus, they may end up experiencing recurrent periodontitis 
and tooth loss during maintenance.

Discussion
The major aim of the EFP clinical practice guidelines was to produ-
ce solid scientific evidence to be used in decision-making when tre-
ating stage I-III periodontitis patients and improve the overall qua-
lity of periodontal treatment in European countries (6). In the 
context of the non-surgical periodontal treatment (NSPT) protocol, 
including here the first and second steps of therapy and supportive 
periodontal therapy, these EFP guidelines are well in line with 
guidelines used in Nordic countries (see Table).
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TABLE. Selected clinical recommendations for treatment of stage I-III periodontitis: first and second steps 
of therapy and supportive periodontal therapy; adopted and modified from Sanz et al. (6). (Strength of 
consensus: unanimous, agreement of 100%; strong, agreement of >95%; consensus, agreement of 75-95% 
of participants) 

Question European Federation of Periodontology  
recommendation (strength of consensus)

Recommandations from Nordic  
guidelines*

FIRST STEP OF THERAPY

What are the adequate oral hygiene 
practices in the different steps of 
periodontal therapy?

We recommend that the same guidance on oral hygiene 
practices to control gingival inflammation is enforced 
throughout all the steps of periodontal therapy (strong 
consensus).

FI: Agreement
SE and DK: Agreement

Are additional strategies in motivation 
useful?

We recommend emphasizing the importance of oral 
hygiene and engaging the patient in behavioral change for 
oral hygiene improvement (strong consensus).

FI: Agreement
SE and DK: Not mentioned

What is the efficacy of supragingival 
professional mechanical plaque removal 
(PMPR) and control of retentive factors?

We recommend PMPR and control of retentive factors as 
part of the first step of therapy (unanimous consensus).

FI: Agreement
SE and DK: Not mentioned

What is the efficacy of risk factor 
control?

We recommend risk factor control interventions as part of 
the first step of therapy (strong consensus).

FI: Agreement
SE and DK: Not mentioned

What is the efficacy of tobacco smoking 
cessation interventions?

We recommend tobacco smoking cessation interventions 
to be implemented in patients undergoing periodontal 
therapy (unanimous consensus).

FI: Agreement
SE and DK: Agreement

What is the efficacy of promotion of 
diabetes control interventions?

We recommend diabetes control interventions in patients 
undergoing periodontal therapy (consensus).

FI: Not mentioned
SE and DK: Not mentioned

SECOND STEP OF THERAPY

Is subgingival instrumentation beneficial 
for the treatment of periodontitis?

We recommend that subgingival instrumentation be 
employed to treat periodontitis in order to reduce probing 
pocket depths, gingival inflammation and the number of 
diseased sites (unanimous consensus).

FI: Agreement
SE and DK: Agreement

Are treatment outcomes of subgingival 
instrumentation better after use of hand, 
powered (sonic/ultrasonic) instruments 
or a combination thereof?

We recommend that subgingival periodontal instrumentati-
on is performed with hand or powered (sonic/ultrasonic) 
instruments, either alone or in combination (unanimous 
consensus).

FI: Agreement
SE and DK: Agreement

Are treatment outcomes of subgingival 
instrumentation better when delivered 
quadrant-wise over multiple visits or as 
a full mouth procedure (within 24 
hours)?

We suggest that subgingival periodontal instrumentation 
can be performed with either traditional quadrant-wise or full 
mouth delivery within 24 hours (strong consensus).

FI: Agreement
SE and DK: Agreement

Does the adjunctive use of systemic 
sub-antimicrobial dose doxycycline 
(SDD) to subgingival instrumentation
improve clinical outcomes?

We suggest not to use systemic SDD as an adjunct to 
subgingival instrumentation (consensus).

FI: May be considered
SE and DK: Low priority

Does the use of adjunctive chemothera-
peutics (antiseptics) improve the clinical 
outcome of subgingival instrumentation?

Adjunctive antiseptics may be considered, specifically 
chlorhexidine mouth rinses for a limited period of time as 
adjuncts to mechanical debridement, in specific cases 
(consensus).

FI: Agreement
SE and DK: Low priority

Do adjunctive systemically administered 
antibiotics improve the clinical outcome 
of subgingival instrumentation?

A) Due to concerns about patient’s health and the impact of 
systemic antibiotic use to public health, its routine use as 
adjunct to subgingival debridement is not recommended 
(consensus).
B) The adjunctive use of specific systemic antibiotics may be 
considered for specific patient categories (e.g. generalized 
periodontitis stage III in young adults) (consensus).

FI: 
Agreement
Agreement
SE:
Agreement
Not mentioned
DK:
Agreement
Agreement
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TABLE. Selected clinical recommendations for treatment of stage I-III periodontitis: first and second steps 
of therapy and supportive periodontal therapy; adopted and modified from Sanz et al. (6). (Strength of 
consensus: unanimous, agreement of 100%; strong, agreement of >95%; consensus, agreement of 75-95% 
of participants) 

Question European Federation of Periodontology  
recommendation (strength of consensus)

Recommandations from Nordic  
guidelines*

SUPPORTIVE PERIODONTAL THERAPY

At what intervals should supportive 
periodontal care visits be scheduled?

We recommend that supportive care visits should be 
scheduled at intervals of 3 to a maximum of 12 months and 
ought to be tailored according to patient’s risk profile and 
periodontal conditions after active therapy (strong consensus).

FI: Agreement
SE and DK: Partial agreement

Is adherence to supportive periodontal 
care important?

We recommend that adherence to supportive care should 
be strongly promoted, since it is crucial for long-term 
periodontal stability and potential further improvements in 
periodontal status (unanimous consensus).

FI: Agreement
SE and DK: Not mentioned

Are oral hygiene instructions important? 
How should they be performed?

We recommend repeated individually tailored instructions 
in mechanical oral hygiene, including interdental cleaning, in 
order to control inflammation and avoid potential damage for 
patients (unanimous consensus).

FI: Agreement
SE and DK: Agreement

How should interdental cleaning be 
performed?

If anatomically possible, we recommend that tooth 
brushing should be supplemented by the use of interdental 
brushes (unanimous consensus).

FI: Agreement
SE and DK: Not mentioned

What is the value of adjunctive  
antiseptics/chemotherapeutic agents 
for the management of gingival 
inflammation?

The basis of the management of gingival inflammation is 
self-performed mechanical removal of biofilm. Adjunctive 
measures, including antiseptic, may be considered in 
specific cases, as part of a personalized treatment approach 
(consensus).

FI: Agreement
SE and DK: Low priority

Which antiseptic is the most effective in 
mouth rinses?

If an antiseptic mouth rinse formulation is going to be 
adjunctively used, we suggest products containing 
chlorhexidine, essential oils and cetylpyridinium chloride for 
the control of gingival inflammation
 in supportive care (consensus).

FI: Agreement
SE and DK: Not mentioned

What is the value of professional 
mechanical plaque removal (PMPR) as 
part of supportive care?

We suggest performing routine professional 
PMPR to limit the rate of tooth loss and provide
periodontal stability/improvement, as part of supportive care 
(strong consensus).

FI: Agreement
SE and DK: Not mentioned

What is the value of risk factor control 
in supportive care?

We recommend risk factor control interventions 
in supportive care (strong consensus).

FI: Agreement
SE and DK: Not mentioned

*Nordic guidelines:

FI/Finnish Guidelines (Periodontitis. Current Care Guidelines. Working group set up by the Finnish Medical Society Duodecim and the Finnish Dental Society Apollonia. Helsinki: The 
Finnish Medical Society Duodecim, 2016/partial update (diagnosis) 2019. Available in Finnish online at: https://www.kaypahoito.fi/hoi50086 ) 

SE/Swedish Guidelines (SOCIALSTYRELSEN. Nationella riktlinjer för vuxentandvård, 2012. Vetenskapligt underlag. Available in Swedish online at: https://www.socialstyrelsen.se/
globalassets/sharepoint-dokument/artikelkatalog/nationella-riktlinjer/nr-vuxentandvard-vetenskapligtunderlag ) New revised Swedish National Guidelines for Dentistry will be publishen 
in 2022.

DK/Danish Guidelines (SUNDHEDSSTYRELSEN. National klinisk retningslinje for behandling af sygdomme i væv omkring tænder og tandimplantater, 2013. Available in Danish online 
at: https://www.sst.dk/da/Udgivelser/2013/NKR-Behandling-af-sygdomme-i-vaev-omkring-taender-og-tandimplantater and National klinisk retningslinje for brug af antibiotika ved 
tandlægebehandling, 2016. Available in Danish online at: https://www.sst.dk/da/Udgivelser/2016/NKR-Brug-af-antibiotika-ved-tandlaegebehandling )
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This stepwise approach covers different types of interventions, 
which clinicians should consider in the management of periodonti-
tis. For example, recommendations underline the importance of 
patients’ commitment to good oral hygiene as well as the efforts to 
control existing risk factors, especially smoking. Nowadays clinici-
ans are expected to have readiness to guide and support their pati-
ents to behavioral changes, whenever guidance is needed. 

Subgingival instrumentation forms a basis in NSPT. According 
to the available evidence, there are no differences between the full-
mouth protocol and traditional quadrant/sextant-wise set-ups or 
between hand instruments and ultrasonic devices in terms of redu-
cing probing pocket depths. Therefore, clinicians are free to make 
their preferred treatment choice, but also taking into account pati-
ents’ needs and preferences. Adjunctive applications available (la-
sers, antimicrobial photodynamic therapy) are not cost-effective 
and do not yield superior clinical benefits compared with non-sur-
gical mechanical instrumentation alone (22,23). Also, adjunctive 
therapies, such as local antimicrobials and anti-inflammatory 
agents, have been used in an attempt to improve treatment respon-
se. According to the available evidence, the EFP guidelines re-
commend/suggest not to use them (26). Systemic administration of 
doxycycline in sub-antimicrobial doses offers some additional effe-
ct to subgingival instrumentation in deep pockets, but there are 
concerns related to the potential risk of adverse reactions and the 
issue of patient’s compliance in taking a systemic medication for 
several months (26). Furthermore, systemic antibiotics seem to be a 
powerful adjunctive treatment to NSPT (25), but despite their clini-
cal effect, the use should be restricted due to the global threat of 
increasing antimicrobial resistance (6). This is well in line with Nor-
dic guidelines where adjunctive antibiotic treatment should only be 
considered in cases with sufficient oral hygiene and lack of response 
to properly executed periodontal treatment. However, the adjuncti-
ve use of certain systemic antibiotics may be considered for specific 
patient categories, such as generalized periodontitis stage III in yo-
ung adults (6).

A fundamental goal of periodontal therapy is to maintain a he-
althy dentition for a lifetime. To assure long-term treatment results 

and avoid unwanted setbacks, supportive care is an essential part of 
periodontal therapy. In Nordic research reports (46,47) and Finnish 
guidelines, air-polishing devices may be considered an alternative 
method to conventional debridement in patients under supportive 
periodontal therapy. Results of a meta-analysis encouraged their 
use due to benefits of removing biofilms without damage to perio-
dontal tissues as well as to patients’ comfort and less time consumed 
(48). This issue was not included in EFP guidelines.

In clinical practice, risk assessment tools give support in deter-
mination of an adequate interval between maintenance visits. De-
pending on the risk profile, the intervals can vary from 3 to a maxi-
mum of 12 months (6). In oral health care, there is a tendency of 
having check-ups every two years. It is important to take into acco-
unt periodontitis patients’ specific need for these scheduled main-
tenance visits to avoid disease progression. 

Take home messages
• The EFP clinical practice guidelines for decision-making in the 

treatment of stage I-III periodontitis are in line with guidelines 
used in Nordic countries.

• For periodontitis patients, a stepwise treatment starts with indi-
vidually tailored oral hygiene instructions, which need to be re-
inforced throughout all steps of periodontal therapy.

• Non-surgical periodontal therapy is efficacious in treating peri-
odontitis; for patients with stage I and II periodontitis, it is most 
likely sufficient in achieving the endpoints of therapy, while for 
patients with stage III periodontitis, further treatment is often 
warranted.

• The goal of periodontal therapy is to achieve reduced pocket 
depths, increased frequencies of closed pockets, and absence of 
gingival inflammation. At the patient level, retention of teeth 
and maintenance of a functional occlusion and satisfactory est-
hetics are relevant goals.

• When active periodontal therapy is completed, there is a li-
fe-long challenge to maintain the treatment results and to avoid 
the recurrence of the disease. The frequency of maintenance vi-
sits is based on patients’ risk profile.



2022  ·  132  ·  #130

tidendetidende    Nordisk tema ·  Recommendations by the European Federation of Periodontology and guidelines in Nordic countries

REFERENCES 
1. Badersten A, Nilvéus R, Egelberg J. Effect of 

nonsurgical periodontal therapy. I. Moderately 
advanced periodontitis. J Clin Periodontol. 1981; 8: 
57-72. 

2. Badersten A, Nilveus R, Egelberg J. Effect of 
nonsurgical periodontal therapy. II. Severely 
advanced periodontitis. J Clin Periodontol. 1984; 11: 
63-76. 

3. Tomasi C, Leyland AH, Wennström JL. Factors 
influencing the outcome of non-surgical periodontal 
treatment: a multilevel approach. J Clin Periodontol. 
2007; 34: 682-90. 

4. Matuliene G, Studer R, Lang NP, Schmidlin K, 
Pjetursson BE, Salvi GE, Brägger U, Zwahlen M. 
Significance of Periodontal Risk Assessment in the 
recurrence of periodontitis and tooth loss. J Clin 
Periodontol. 2010; 37: 191-9. 

5. Rosling B, Serino G, Hellström MK, Socransky SS, 
Lindhe J. Longitudinal periodontal tissue alterations 
during supportive therapy. Findings from subjects 
with normal and high susceptibility to periodontal 
disease. J Clin Periodontol. 2001; 28: 241-9. 

6. Sanz M, Herrera D, Kebschull M, Chapple I, Jepsen S, 
Beglundh T, Sculean A, Tonetti MS; EFP Workshop 
Participants and Methodological Consultants. 
Treatment of stage I-III periodontitis-The EFP S3 level 
clinical practice guideline. J Clin Periodontol. 2020; 
47 (Suppl 22): 4–60.

7. Tonetti MS, Sanz M. Implementation of the new 
classification of periodontal diseases: Decision-ma-
king algorithms for clinical practice and education. J 
Clin Periodontol. 2019; 46: 398-405. 

8. Van der Weijden FA, Slot DE. Efficacy of homecare 
regimens for mechanical plaque removal in 
managing gingivitis a meta review. J Clin 
Periodontol. 2015; 42 (Suppl 16): S77-91. 

9. Sälzer S, Slot DE, Van der Weijden FA, Dörfer CE. 
Efficacy of inter-dental mechanical plaque control in 
managing gingivitis--a meta-review. J Clin 
Periodontol. 2015; 42 (Suppl 16): S92-105. 

10. Kotsakis GA, Lian Q, Ioannou AL, Michalowicz BS, 
John MT, Chu H. A network meta-analysis of 
interproximal oral hygiene methods in the reduction 
of clinical indices of inflammation. J Periodontol. 
2018; 89: 558-70. 

11. Carra MC, Detzen L, Kitzmann J, Woelber JP, Ramseier 
CA, Bouchard P. Promoting behavioural changes to 
improve oral hygiene in patients with periodontal 
diseases: A systematic review. J Clin Periodontol. 
2020; 47 (Suppl 22): 72-89. 

12. Figuero E, Roldán S, Serrano J, Escribano M, Martín C, 
Preshaw PM. Efficacy of adjunctive therapies in 
patients with gingival inflammation: A systematic 
review and meta‐analysis. J Clin Periodontol. 2020; 47 
(Suppl 22): 125-43. 

13. Leite FRM, Nascimento GG, Scheutz F, López R. Effect 
of smoking on periodontitis: A systematic review and 
meta-regression. Am J Prev Med. 2018; 54: 831-41. 

14. Leite FRM, Nascimento GG, Baake S, Pedersen LD, 
Scheutz F, López R. Impact of smoking cessation on 
periodontitis: A systematic review and meta-analysis 
of prospective longitudinal observational and 
interventional studies. Nicot Tob Res. 2019; 21: 
1600-8. 

15. Ramseier CA, Woelber JP, Kitzmann J, Detzen L, Carra 
MC, Bouchard P. Impact of risk factor control 
interventions for smoking cessation and promotion 
of healthy lifestyles in patients with periodontitis: A 
systematic review. J Clin Periodontol. 2020; 47 (Suppl 
22): 90-106. 

16. Preshaw PM, Heasman L, Stacey F, Steen N, 
McCracken GI, Heasman PA. The effect of quitting 
smoking on chronic periodontitis. J Clin Periodontol 
2005; 32: 869-79. 

17. Rosa EF, Corraini P, Inoue G, Gomes EF, Guglielmetti 
MR, Sanda SR, Lotufo JP, Romito GA, Pannuti CM. 
Effect of smoking cessation on non-surgical 
periodontal therapy: results after 24 months. J Clin 
Periodontol. 2014; 41: 1145-53. 

18. Suvan J, Leira Y, Moreno Sancho FM, Graziani F, Derks 
J, Tomasi C. Subgingival instrumentation for 
treatment of periodontitis. A systematic review. J Clin 
Periodontol. 2020; 47 (Suppl 22): 155-75. 

19. Wennström JL, Tomasi C, Bertelle A, Dellasega E. 
Full-mouth ultrasonic debridement versus quadrant 
scaling and root planing as an initial approach in the 
treatment of chronic periodontitis. J Clin Periodontol. 
2005; 32: 851-9.

20. Tomasi C, Wennström JL. Full-mouth treatment vs. 
the conventional staged approach for periodontal 
infection control. Periodontol 2000. 2009; 51: 45-62.

21. Tomasi C, Wennström JL. (2011). Locally delivered 
doxycycline as an adjunct to mechanical 
debridement at retreatment of periodontal pockets: 
outcome at furcation sites. J Periodontol. 2011; 82: 
210-8.

22. Salvi GE, Stähli A, Schmidt JC, Ramseier CA, Sculean 
A, Walter C. Adjunctive laser or antimicrobial 
photodynamic therapy to non‐surgical mechanical 
instrumentation in patients with untreated 
periodontitis: A systematic review and meta‐analysis. 
J Clin Periodontol. 2020; 47 (Suppl 22): 176-98. 

23. Lin Z, Strauss FJ, Lang NP, Sculean A, Salvi GE, Stähli 
A. Efficacy of laser monotherapy or non-surgical 
mechanical instrumentation in the management of 
untreated periodontitis patients. A systematic review 
and meta-analysis Clin Oral Investig. 2021; 25: 
375-91. 

24. Herrera D, Matesanz P, Martín C, Oud V, Feres M, 
Teughels W. Adjunctive effect of locally delivered 
antimicrobials in periodontitis therapy: A systematic 
review and meta‐analysis. J Clin Periodontol. 2020; 47 
(Suppl 22): 239-56. 

25. Teughels W, Feres M, Oud V, Martín C, Matesanz P, 
Herrera D. Adjunctive effect of systemic antimicrobi-
als in periodontitis therapy: A systematic review and 
meta‐analysis. J Clin Periodontol. 2020; 47 (Suppl 22): 
257-81. 

26. Donos N, Calciolari E, Brusselaers N, Goldoni M, 
Bostanci N, Belibasakis GN. The adjunctive use of 
host modulators in non‐surgical periodontal therapy. 
A systematic review of randomized, placebo‐control-
led clinical studies. J Clin Periodontol. 2020; 47 (Suppl 
22): 199-238. 

27. Bertl K, Parllaku A, Pandis N, Buhlin K, Klinge B, 
Stavropoulos A. The effect of local and systemic 
statin use as an adjunct to non-surgical and surgical 
periodontal therapy-A systematic review and 
meta-analysis. J Dent. 2017; 67: 18-28. 

28. Chapple ILC, Mealey BL, Van Dyke TE, Bartold PM, 
Dommisch H, Eickholz P, Geisinger ML, Genco RJ, 
Glogauer M, Goldstein M, Griffin TJ, Holmstrup P, 
Johnson GK, Kapila Y, Lang NP, Meyle J, Murakami S, 
Plemons J, Romito GA, Shapira L, Tatakis DN, 
Teughels W, Trombelli L, Walter C, Wimmer G, 
Xenoudi P, Yoshie H. Periodontal health and gingival 
diseases and conditions on an intact and a reduced 
periodontium: Consensus report of workgroup 1 of 
the 2017 World Workshop on the Classification of 
Periodontal and Peri-Implant Diseases and 
Conditions. J Clin Periodontol. 2018; 45 (Suppl 20): 
S68-77.

29. Renvert S, Persson GR. A systematic review on the 
use of residual probing depth, bleeding on probing 
and furcation status following initial periodontal 
therapy to predict further attachment and tooth loss. 
J Clin Periodontol. 2002; 29: 82-9.

30. Matuliene G, Pjetursson BE, Salvi GE, Schmidlin K, 
Brägger U, Zwahlen M, Lang NP. Influence of residual 
pockets on progression of periodontitis and tooth 
loss: results after 11 years of maintenance. J Clin 
Periodontol. 2008; 35: 685-95.

31. Lang NP, Adler R, Joss A, Nyman S. Absence of 
bleeding on probing. An indicator of periodontal 
stability. J Clin Periodontol. 1990; 17: 714-21.

32. Loos BG, Needleman I. Endpoints of active 
periodontal therapy. J Clin Periodontol. 2020; 47 
(Suppl 22): 61-71. 

33. Sanz-Sánchez I, Montero E, Citterio F, Romano F, 
Molina A, Aimetti M. Efficacy of access flap 
procedures compared to subgingival debridement in 
the treatment of periodontitis. A systematic review 
and meta-analysis. J Clin Periodontol. 2020; 47 (Suppl 
22), 282-302. 

34. Shanbhag S, Dahiya M, Croucher R. The impact of 
periodontal therapy on oral health-related quality of 
life in adults: a systematic review. J Clin Periodontol. 
2012;39:725-35. 

35. Graziani F, Music L, Bozic D, Tsakos G. Is periodontitis 
and its treatment capable of changing the quality of 
life of a patient? Br Dent J. 2019; 227: 621-5. 

36. Angst PDM, Finger Stadler A, Mendez M, Oppermann 
RV, van der Velden U, Gomes SC. Supportive 
periodontal therapy in moderate-to-severe 
periodontitis patients: A two-year randomized 
clinical trial. J Clin Periodontol. 2019; 46: 1083-93.

37. Trombelli L, Franceschetti G, Farina R. Effect of profes-
sional mechanical plaque removal performed on a 
long-term, routine basis in the secondary prevention 
of periodontitis: a systematic review. J Clin 
Periodontol. 2015; 42 (Suppl 16): S221-36.

38. Axelsson P, Nyström B, Lindhe J. The long-term effect 
of a plaque control program on tooth mortality, 
caries and periodontal disease in adults. Results after 
30 years of maintenance. J Clin Periodontol. 2004; 31: 
749-57. 

39. Slot DE, Valkenburg C, Van der Weijden GAF. 
Mechanical plaque removal of periodontal 
maintenance patients: A systematic review and 
network meta‐analysis. J Clin Periodontol. 2020; 47 
(Suppl 22): 107-24. 

40. Trombelli L, Farina R, Pollard A, Claydon N, 
Franceschetti G, Khan I, West N. Efficacy of alternative 
or additional methods to professional mechanical 
plaque removal during supportive periodontal 
therapy: A systematic review and meta‐analysis. J 
Clin Periodontol. 2020; 47 (Suppl 22): 144-54.

41. Lee CT, Huang HY, Sun TC, Karimbux N. Impact of 
patient compliance on tooth loss during supportive 
periodontal therapy: A systematic review and 
meta-analysis. J Dent Res. 2015; 94: 777-86.

42. Eickholz P, Kaltschmitt J, Berbig J, Reitmeir P, Pretzl B. 
Tooth loss after active periodontal therapy. 1: 
patient-related factors for risk, prognosis, and quality 
of outcome J Clin Periodontol. 2008; 35: 165-74.

43. Salvi GE, Mischler DC, Schmidlin K, Matuliene G, 
Pjetursson BE, Brägger U, Lang NP. Risk factors 
associated with the longevity of multi-rooted teeth. 
Long-term outcomes after active and supportive 
periodontal therapy. J Clin Periodontol. 2014; 41: 
701-7. 

44. Ramseier CA, Kobrehel S, Staub P, Sculean A, Lang NP, 
Salvi GE. Compliance of cigarette smokers with 
scheduled visits for supportive periodontal therapy. J 
Clin Periodontol. 2014; 41: 473-80.

45. Lang NP, Suvan JE, Tonetti MS. Risk factor assessment 
tools for the prevention of periodontitis progression 
a systematic review. J Clin Periodontol. 2015; 42 
(Suppl 16): S59-70.



2022  ·  132  ·  #1 31

46. Wennström JL, Dahlén G, Ramberg P. Subgingival 
debridement of periodontal pockets by air polishing 
in comparison with ultrasonic instrumentation 
during maintenance therapy. J Clin Periodontol. 
2011; 38: 820-7.

47. Ulvik IM, Sæthre T, Bunæs DF, Lie SA, Enersen M, 
Leknes KN. A 12-month randomized controlled trial 
evaluating erythritol air-polishing versus curette/
ultrasonic debridement of mandibular furcations in 
supportive periodontal therapy. BMC Oral Health. 
2021; 21: 38.

48. Ng E, Byun R, Spahr A, Divnic-Resnik T. The efficacy of 
air polishing devices in supportive periodontal 
therapy: A systematic review and meta-analysis. 
Quintessence Int. 2018; 49: 453-67.

Creative Color Pink Opaque er en lysherdende kompositt ideell til bl.a. maskering av ikke vitale og 
tetrasyklin-misfargede tenner. Brukes under kompositt og  porselen og gir en naturtro restaurering 
uten å være opak, og gir en varm farge slik at restaureringen ikke blir grå.

E T  “ M A G I S K ”  P R O D U K T !

CREATIVE COLOR PINK OPAQUE

Et velkjent problem er maskering av metall og misfarginger på tannen. Cosmedent har løst dette 
med Creative Color Pink Opaque. En lysherdende rosa opaker som nøytraliserer metall, mørke  
flekker og misfarget dentin. 

Er det et produkt du bør ha i din klinikk, bør du vurdere dette.

Telefon 22 76 01 40
bestilling@norskorthoform.no
www.norskorthoform.no


