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ABSTRACT... Objective: To study the effectiveness of periodontal dressing on different clinical periodontal parameters
after scaling and root planning. Study Design: Randomized Controlled Trial. Setting: Department of Periodontology, Multan
Medical & Dental College, Multan. Period: May to July 2020. Material & Methods: Thirty three patients of both genders
between ages 30-60 were included. Five clinical parameters were measured at baseline. These variables were recorded
by University Of Michigan “O” Probe with William’s Markings. The measurements were executed by a single, trained and
calibrated examiner. Right and left quadrants of Maxilla and Mandible of the same patient were selected as the test and
control sites respectively through random selection by lottery method. The maxillary and mandibular test sides were covered
with periodontal dressing for 07 days, later the dressing was detached. After 12 weeks, all clinical parameters were recorded
again by the same examiner. Results: Mean age was found to be 45.28 years in males and 41.27 years in females. The mean
Kappa value of intra-examiner reliability was identified as 0.95. In comparison to control group, test group showed a highly
significant improvement in all five tested periodontal variables when the values were compared at base line and then after 12
weeks. Conclusion: Periodontal dressing has significantly improved the clinical outcomes and the periodontal parameters
after Scaling and Root Planning procedures.

Key words: Non-surgical Periodontal Treatment, Periodontal Dressing, Perio-pack, Scaling and Root Planning.

INTRODUCTION regeneration of lost periodontium.® Non-

The undisturbed presence of plaque and
establishment of bacterial colonies lead to gingival
and periodontal inflammation which adversely
effects periodontal ligament."? Bacteria within it
are the known culprits for the periodontal disease
and develops a natural disruption between
different microorganisms, host responses and
some essential modifying factors.® Lesions in the
periodontal tissues are clinically identified and
diagnosed based on the presence of bleeding
on probing (BOP), Probing pocket depth (PPD),
Gingival recession (GRec) and after sometime an
increased tooth mobility.**

Surgical and non-surgical procedures are
performed to arrest the periodontal disease
progression, prevents its recurrence and

Surgical therapies include Scaling and Root
Planning (SRP) which reduces the inflammation,
infection and creates an environment, which is
conducive to periodontal health and amenable
to regeneration.”’® Due to Scaling and Root
Planning a possible local trauma may generate
in the periodontal area. Healing of these areas
actually leads to the formation of long junctional
epithelium rather than a new connective tissue
attachment."" Also the repairing of this healed
gingiva may result in remarkable decrease
of swelling which as a consequence leads to
recession at the margins due to inflammation
resolution.'

In the early 19" century periodontal dressing
was introduced to protect periodontal wounds.™
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These dressings provide protection and remain in
close contact with the tissue and the tooth, which
helps coagulum stabilization and protection from
external and internal applicable forces during
function.’'* In order to improve tissue health and
reduce patient discomfort periodontal dressing
was used. ltis also reported that surgical curettage
produces a disruption which causes separation of
the lingual and buccal tissues.'® As the procedure
is completed, the marginal gingiva and inter dental
papilla must be re-approximated with the tooth,
either by sling sutures or by a stiffdressing.'®"”
This dressing inhibits blood oozing and prevents
mechanical trauma throughout the phases of
healing.'®'? It was observed in the previous studies
that when such wound areas were covered with
packs of periodontal dressing for 3 to 4 days the
procedure with sutures, impaction of food debris
in proximal spaces is prevented.® In a nut shell,
during mastication and speech the coagulum is
protected by the presence of periodontal dressing
by preventing its dislodgement from the tooth /
root surface.?"

Many studies from different parts of the world
are now recommending the use of periodontal
dressing for the clinical improvements in different
levels of gingival attachment, measurements
of pocket depth and bleeding in the course of
probing. However, in our part of the world there is
not enough data supporting this fact. Therefore,
this study was planned with an objective to
study the effectiveness of periodontal dressing
on different clinical periodontal parameters after
scaling and root planning.

MATERIAL & METHODS

This Single Blind, Split Mouth, Randomized
Controlled Trial was conducted over a period of
03 months (May to July 2020) and included 33
patients. Thetrial was carried outinthe Department
of Periodontology, Dental Section, Multan Medical
& Dental College, Multan. Permission to conduct
this study was attained from Institutional Review
Board & Ethical Committee of the same institution
(IRB/MDC/-003).

Through non-probability purposive sampling,
patients of both genders between age 30-60,

having minimum of 12 teeth (at least three teeth
per quadrant), and those patients which were
not treated before for chronic periodontitis were
selected in this study. The inclusion criteria was
also based upon that these selected patients must
have either equal or greater than 6mm pocket
depth and bleeding on dental probing in any
tooth in all four quadrants. However, participants
who were smokers, with any systemic disease,
pregnant, having prosthesis and over hanged
restorations were excluded from the study. The
patients were explained about the nature of the
study and were requested to sign the informed
consent.

Five clinical parameters (test variables) were
measured at baseline and then after 3 months.
These variables were recorded by University Of

Michigan “O” Probe with William’s Markings. The

measurements were executed by a single, trained

and calibrated examiner. The parameters tested
in this study were:

1. The Periodontal/Probing Pocket Depth (PPD),
which was recorded by taking measurements
from free gingival margin (FGM) to the base
of the pocket at 06 sites of each tooth, facial,
disto-facial, mesio-facial, disto-lingual, lingual
and mesio-lingual.

2. The Clinical Attachment Level (CAL) was
measured in millimeters from Cemento
Enamel Junction (CEJ) to the base of the
pockets.

3. The extent of gingival recession (GRec) was
measured with the closest to 0.5 mm at the
same sites as the periodontal pocket depth.

4. Bleeding Index (Bl) was measured using a
periodontal probe at 30 seconds the probe
is inserted at four sites (mesial, distal, buccal
and lingual) for measurement and the score
ranges from 0 (no bleeding) to 1 (bleeding).

5. The Plaque Score (PS) was observed with the
naked eye and with the help of the probe at 04
different sites per tooth (mesial, distal, buccal
and lingual). Silness and Loe Plaque Index
was employed and accordingly the scores
ranged from O (absent) to 1-3 (present).

After the baseline periodontal examination
patients were demonstrated and advised to
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perform home care procedures in order to
standardize all the patients and avoid bias. These
procedures included brushing teeth with modified
bass technique, inter dental flossing and tongue
scraping in case of tongue coating. Scaling and
root planning, using ultra sonic scaler and hand
instruments were performed in two sessions
within 24 hours and supplemented with rinses
of anti-plaque agent that is chlorhexidine 0.2%
solution for at least 1 min.

Split mouth section technique was used in which
right and left quadrants of Maxilla and Mandible
of the same patient were selected as the test
and control sites respectively through random
selection by lottery method. This was single blind
trial as only the study participants were blind to
this selection. Intra-examiner reliability for the five
clinical parameters was accomplished on 10% of
the total study subjects. The researcher / examiner
mixed the periodontal dressing according to
manufacturer’s instructions and applied to all
the test sites. The maxillary and mandibular test
sites were wrapped with periodontal dressing for
at least 07 days. The oral hygiene instructions
were reinforced and patients were advised not to
brush on perio-pack surface, as long as dressing
is there. After 07 days, periodontal dressing was
detached from test sides and previously given
oral hygiene instructions were again reinforced.
After 12 weeks, all clinical parameters (testing
variables) were recorded by the researcher as it
was done at baseline.

Pre-Intervention

Data analysis was performed in SPSS version
20.0. Descriptive statistics were performed that
involved the frequencies and percentages of age
and gender. Student Paired t-test was employed
to identify the mean difference between the
measured five clinical parameters at base line
and at 02 months. Intra-examiner reliability was
calculated using Cohen’s Kappa. The p-value of
<0.05 was considered as statistically significant
at the 95 % confidence level while the power of
the test was kept at 80%.

RESULTS

A total of 57 patients were examined, out of
which 33 patients with a diagnosis of chronic
periodontitis were included. Among these 22
(64.7%) were males and 12 (35.3%) were females.
All patients belonged to Asian race with average
age of 45 years in males and 41 years in females.
Intra-examiner reliability was calculated using
Cohen’s Kappa and was found to be 0.92.

Table-l illustrates the mean differences in the
five chosen clinical parameters for both the
groups (test and control sites) at baseline and
after 12 weeks. In test group, a highly significant
improvement was observed at post intervention
as compare to pre-intervention relating to all five
periodontal variables. The mean difference of
control group was higher in pocket depth, clinical
attachment loss, recession, full mouth bleeding
and full mouth plaque as compare to test group.
(Figure-1)

Post-Intervention

Test Group n=33 Mean +SD Mean +SD Mean Difference P-Values
Pocket Depth 10.88 + 2.93 7.57 + 2.38 3.130 <0.001*
Clinical Attachment Loss 8.33 = 0.85 6.15 = 0.72 2.180 <0.001*
Recession 7.41 = 4.09 5.55 = 3.54 1.858 0.05*
Full Mouth Bleeding 891 +2.16 5.48 = 1.51 3.423 <0.001*
Full Mouth Plaque 9.22 +2.26 6.63 + 1.53 2.590 <0.001*
Control Group n=33
Pocket Depth 11.43 = 3.07 10.18 £ 2.85 1.247 0.06
Clinical Attachment Loss 8.22 + 4,97 7.10 = 4.31 1.124 0.05
Recession 8.03 = 3.55 7.58 = 3.14 0.449 0.587
Full Mouth Bleeding 8.92 + 212 711 = 1.67 1.816 <0.001*
Full Mouth Plaque 9.24 + 2,18 7.48 = 7.91 1.759 0.222

Paired t-test test applied, *p-value <0.05
Table-l. Mean difference of periodontal treatment in test and control group before and after intervention
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Mean difference of periodontal
treatment in test and control group

Figure-1. Mean difference of periodontal treatment in
test versus control group with respect to five clinical
parameters

DISCUSSION

This randomized control trial was conducted
to compare the clinical outcomes of scaling
and root planning alone and in combination
with a periodontal dressing placed for 07 days.
The present study has reported a statistically
significant difference in the clinical parameters of
test and control group when compared at base
line and after 12 weeks.

During non-surgical periodontal treatment,
dehiscence or a rupture is found in the gingiva
especially at junctional epithelium, gingival sulcus
and connective tissue results in formation of
wounds. These wounds then heal by themselves
because of physiologic tissue repair and
hemostasis leading to blood clot formation and
an overall decrease in swelling and inflammation.
This response results in remarkable recession
at marginal gingival and formation of long
junctional epithelium at the healing site with
increase in connective tissue. Accumulation of
small amount of blood is visible in these sites
due to the continuous unavoidable movement of
cheeks and increased in amount of saliva when
the periodontal dressing is applied to the wound
site.?

The present study selected the test and control
groups/sites in same patient to conveniently and
efficiently compare the clinical outcomes and
the periodontal parameters in the given time
frame. The current study identified a remarkable
stabilization of gingiva and protection of blood clot

which ultimately supported in close adherence of
gingiva to tooth surface. This whole process can
be a possible reason of success in better clinical
adaptation after scaling and root planing.®

In the present trial, the test site pocket depth
value at base line was 10.884 and after 12 weeks
it became 7.576 showing a significant reduction
of 3.130. Whereas, at the control site the base line
pocket depth was 11.430 and after 12 weeks it was
10.183, resulting in non-significant reduction of
1.247. This revealed that pocket depth reduction
at test site was almost double as compared to the
control area.

Similar results were observed in a previous
study done by Sigusch et al in 2005, in which
the researcher applied the same periodontal
dressing as an additional means in the treatment
of patients with aggressive and destructive
periodontitis.?® These findings are also in line with
another previous study by Keestra et al which
reported a significant decline of the pocket depth
of 1.20mm as compared to the base line.?*

Current study has demonstrated that when
scaling and root planning procedures were
performed and necrotic and fibrosed tissues are
removed, re-attachment of the gingival connective
tissue with the root had resulted in gain in clinical
attachment and remarkable decreased in pocket
depth and bleeding scores. Results of the current
study concluded that clinical attachment loss in
test site at base line was 8.335 and after 12 weeks
it reduced to 6.155. However, on the control site
values at the base line was 8.226 and after 12
weeks it changed to 7.100. This suggests that
gingival tissue receiving periodontal dressing
had gain the clinical attachment almost two
times more than the gingival tissue which did not
received the periodontal dressing. These results
are comparable with a previous study done by
Sigusch et al in which periodontal attachment
level reduced from 6.7mm at base line to 3.5mm
at 6 months interval and reduce further 0.2 mm
after 24 months.2¢

In another study done by Genovesi et al, the
gain in attachment was improved in both sides,
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however, better results were obtained on the test
side (2.5 0.4mm)compared with the control
side (1.4+ 0.4mm).?” The results of the Keestra et
al study showed that the test group had a much
greater clinical attachment with 1.01mm.2*

In present trial, apart from pocket depth reduction
and gain in clinical attachment, results of gingival
recession were also significantly improved at
test side. At base line it was 7.414 and after 12
weeks it reduced to 5.555 showing a significant
difference (improvement) in gingival recession.
These results are parallel to the study of Keestra
et al studies in which the test group showed a
significant increase of the gingival recession with
0.48 mm compared to the base line and reported
the adjusted p value of p<0.0001.2

Full mouth bleeding score in the current study
was 8.91 at test site at base line and 5.484 at
same site after 12 weeks. The difference was
significant (3.423) between the two readings.
Whereas, at control site the score was 8.924
which after 12 weeks reduced to 7.11 reporting
a difference of 1.816. This represents that the
bleeding score in test group (periodontal dressing
side) had significantly less bleeding score than
control group (non-periodontal dressing side).
These results were similar to a previous study
of Genovesi et al, which reported that values of
the full mouth bleeding score were reduced after
periodontal treatment.?” Another study by Keestra
et al showed that the mean values for BOP of
control group is 39% (p=0.001) and for test
group it was 51% (p=0.0001) when compared to
their base line readings.

The mean difference for full mouth plaque scores
at test site was 9.227 and after 12 weeks it was
6.636, suggesting a significant difference of 2.590
between the two scores. Similar plaque score of
control side at base line was 9.243 and after 12
weeks it became 7.484, with a total difference
of only 1.759. In comparison, Genovesi et al at
base line reported almost 20% reduction in the
plague scores.?” Similar results were also stated
by Keestra et al in which test group had much
greater reduction of 37% and the control group
showed reduction of 11% (p<0.0001), ultimately

reporting that plaque score had decreased by
using the periodontal dressing.*

Results of the present trial therefore suggest that
after scaling and root planning, the periodontal
dressing which was applied to stabilize the
wound area created as a result of removing the
necrotic tissue, has in turn stabilized the clot and
improved the healing process. As a consequence,
wound was not disturbed repeatedly leading to
gingival tissue shrinkage and reduce bleeding on
probing. Along with some re-growth of gingival
tissues, reduction in probing depth, clinical
attachment loss and gingival recession was also
appreciated. Reduction in plaque scores have
occurred because of scaling and root planning
procedures, use of antibacterial effect of dressing
(chlorothymol) on the particular area and
instructions to maintain oral hygiene throughout
the trail period.?®

CONCLUSION

Periodontal dressing has significantly improved
the clinical outcomes and the periodontal
parameters after scaling and root planning
procedure.

Copyright© 06 Oct, 2022.
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