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The role of home care therapy in periodontal disease 
treatment and management
Tae H. Kwon, DDS, MMSc/Daliah M. Salem, DMD, MMSc/Liran Levin, DMD, FRCD(C), FIADT, FICD

Home care therapy is indispensable to manage periodontal 

disease successfully. Often, during and following initial peri-

odontal treatment, it is unclear how much of the clinical im-

provement was due to patients’ home care or to professional 

intervention, as these two therapeutic components are often 

amalgamated in clinical practice as well as in studies. In this 

case series, four patients with periodontal disease received ed-

ucation on using oral hygiene devices and used them compe-

tently prior to initiation of professional periodontal treatment. 

The changes in their clinical presentations, solely attributed to 

their home care therapy, were documented. The rationale and 

suggested clinical guidelines are also presented. Conclusion: 

Home care therapy is an indispensable but often overlooked 

step in the successful management of periodontal diseases. 

Ideally, this step should be solidified prior to proceeding with 

any professional treatment. By motivating patients to partici-

pate in the treatment more actively, clinicians can significantly 

improve the outcome and longevity of their professional inter-

ventions. (Quintessence Int 2023;54: 288–295;  
doi: 10.3290/j.qi.b3773959)
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Optimizing oral hygiene is an important component not only of 

phase I periodontal therapy but also of cause-related therapy.1 

Cause-related therapy is achieved by therapeutic interventions 

that suppresses the etiologic factors and by the constant review 

of home care therapy with the patient.1,2 The primary etiology of 

the two most common diseases of the oral cavity, dental caries 

and periodontal disease, is plaque bacteria on a susceptible 

host.3 In cases of periodontal disease, insufficient removal of 

dental plaque leads to a microbiologic shift of the predominant 

“red complex” bacteria triggering a pro-inflammatory cascade.4-6 

Consequently, irreversible periodontal attachment loss occurs.5-7

Optimal oral hygiene is not only a necessary component in 

cause-related therapy, but it is also prerequisite before perform-

ing periodontal surgeries. Undergoing scaling and root planing 

and oral hygiene instructions leads to a reduction in periodontal 

pathogens and a change in the microbiome.8,9 This results in an 

improved oral environment preceding surgical intervention, 

leading to a more optimal healing response.1,8,9 Furthermore, 

good oral hygiene is needed for the long-term success of peri-

odontal treatment.10,11 Unfortunately, a recent study reported 

that the oral hygiene phase was variable in length and content, 

variable in the consequential result, insufficiently instructed, 

and invariably amalgamated with the scaling and root planing, 

which is the intervention or part of an intervention.12 Thus, the 

aim of the present case series was to report the improvement of 

periodontal conditions solely from patients’ home care therapy 

prior to initiating any active professional intervention. 

Case 1

A 46-year-old man was referred to the clinic for evaluation of gin-

gival overgrowth and persistent halitosis. His medical history 

revealed hypertension for which he was taking a calcium chan-

nel blocker (nifedipine). A comprehensive periodontal evalu-

ation revealed generalized marginal gingival erythema, gingival 

hyperplasia, periodontal probing depth of 3 to 7 mm, and gener-
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alized bleeding on probing, with no radiographic evidence of 

apparent alveolar bone loss. The gingival hyperplasia appeared 

more pronounced in interproximal sites and the mandibular an-

terior sextant (Fig 1a). There were moderate deposits of supra-

gingival and subgingival dental plaque. His halitosis appeared to 

be associated with the chronic presence of dental plaque in the 

pseudo periodontal pockets. 

Periodontal diagnosis of generalized biofilm-induced gingi-

vitis with generalized moderate drug-influenced gingival en-

largements was made.13,14

The patient was recommended intensive home care therapy 

in combination with repeated professional nonsurgical periodon-

tal debridement, followed by reevaluation, and when appropriate, 

maintenance visits every 3 months. Medical consultation was con-

ducted with his treating physician for switching his anti-hyperten-

sive medication to another class, for which the physician agreed. 

He was prescribed an angiotensin II receptor antagonist (losar-

tan), which was as effective as the calcium channel blocker in 

managing his hypertension. Prior to proceeding with nonsurgical 

periodontal debridement, an intensive home care therapy was 

executed. Based on the principles of cause-related therapy, the 

patient was specifically informed about the dental plaque as the 

primary etiologic factor for his periodontal disease. The modified 

bass technique was demonstrated. He was recommended to 

spend 4 seconds on each surface of the teeth (ie, buccal, lingual, 

and occlusal) throughout his oral cavity using an oscillating elec-

tric toothbrush twice daily. In addition to daily flossing, the pa-

tient was recommended to use a rubber tip stimulator three times 

a day. He was instructed to insert a rubber tip stimulator interprox-

imally until resistance was felt, then massage the interproximal 

gingiva with circular motions applying firm apical pressure until 

his gingiva blanched. After 12 weeks of home care therapy (Figs 1b 

and 1c), a significant resolution of the marginal gingival erythema 

and gingival overgrowth was noted. Throughout this period, the 

patient was fully compliant with the suggested home care therapy 

with minimally visible residual dental plaque. Furthermore, signif-

icant reduction in probing depth was achieved, with all sites ex-

hibiting 3 to 5 mm with minimal to no bleeding on probing. 

Case 2

A 27-year-old man was referred to the clinic for evaluation of his 

periodontal condition. His medical history revealed schizophre-

nia for which he was taking haloperidol (Hadol decanoate), lith-

ium, and quetiapine (Seroquel). A comprehensive periodontal 

evaluation revealed generalized marginal gingival erythema 

and gingival edema, which were more pronounced in the max-

illary and mandibular anterior sextants (Fig 2a). There were gen-

eralized periodontal probing depths of 3 to 6 mm, with a local-

ized probing depth of 9 mm on the mandibular right first molar, 

with generalized bleeding on probing, generalized mild horizon-

tal bone loss, and localized vertical bone loss on the mandibular 

right first molar. There were moderate deposits of supragingival 

and subgingival dental plaque. Periodontal diagnosis of local-

ized stage III grade C periodontitis with mucogingival defects, 

recession type 2 (RT2), was determined for the patient.15,16

1a 1b 1c

Fig 1a Initial presentation: Generalized marginal gingival erythema and gingival hyperplasia were noted, and they were more pronounced in 
the interproximal sites and the mandibular anterior sextant. 

Fig 1b Two-week follow-up. Generalized reduction in marginal gingival erythema and gingival hyperplasia were noted at 2 weeks following 
home care therapy initiation.

Fig 1c 12-week follow-up: Further reduction in marginal gingival erythema and gingival hyperplasia were noted at 12 weeks. Mild gingival  
erythema and hyperplasia were noted on mandibular anterior sextant while a complete resolution was noted at the rest of the oral cavity.
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He was recommended intensive home care therapy in com-

bination with scaling and root planing as part of the initial peri-

odontal therapy. After explaining the importance of removing 

dental plaque, which was the main etiologic factor for his peri-

odontal disease, home care therapy techniques were reviewed 

in a similar manner as described in Case 1. After 2 weeks of 

home care therapy, a significant resolution of marginal gingival 

erythema and gingival overgrowth was noted in the maxillary 

and mandibular anterior sextants (Fig 2b). Throughout this 

period, the patient was compliant with the suggested home 

care therapy, resulting in minimally visible residual dental 

plaque. Thereafter, the patient’s periodontal disease was con-

trolled and maintained through scaling and root planing, fol-

lowed by reevaluation and surgical periodontal treatment and 

maintenance therapy. 

Case 3

A 19-year-old woman was referred to the clinic for evaluation of 

her gingival recession on the mandibular right central incisor. 

Her medical history was noncontributory. A comprehensive peri-

odontal evaluation revealed localized marginal gingival ery-

thema and gingival edema around the mandibular right central 

incisor with periodontal probing depth of 4 to 5 mm, bleeding 

on probing, and moderate deposits of supragingival and sub-

gingival dental plaque. Furthermore, the mandibular right cen-

tral incisor exhibited 5 mm buccal gingival recession with a 

complete lack of attached gingiva (Fig 3a). Periodontal diagno-

sis of gingival health on a reduced periodontium with mucogin-

gival deformity on the mandibular right central incisor, RT1, 

and lack of keratinized gingiva was made.13,16

The patient was recommended an intensive home care 

therapy regimen to significantly resolve the severe gingival in-

flammation around the mandibular right central incisor prior 

to proceeding with mucogingival surgery. 

After explaining the importance of removing dental plaque, 

which was the main etiologic factor for her periodontal disease, 

home care therapy techniques were reviewed with an emphasis 

on performing gingival line toothbrushing around the receded 

marginal gingiva with her right hand while retracting her lower 

lip with her left hand. This allowed her to visualize and gain bet-

ter access to the receded gingiva while brushing. After 2 weeks 

of home care therapy, a significant resolution of marginal gingi-

val erythema and edema were noted in the mandibular right 

central incisor, with minimally visible residual dental plaque 

(Fig 3b). Thereafter, it was determined that she was ready to 

proceed with her gingival graft surgery to correct the mucogin-

gival deformity on the mandibular right central incisor. 

2a

3a

2b

3b

Fig 2a Generalized marginal gingival  
erythema and gingival edema were more 
pronounced in the maxillary and mandibular 
anterior sextants. 

Fig 2b Generalized reduction in marginal 
gingival erythema and edema were noted  
at 2 weeks following home care therapy.

Fig 3a Marginal gingival erythema and  
gingival edema around the mandibular right 
central incisor were noted, with bleeding  
on probing and moderate deposits of supra-
gingival and subgingival dental plaque.  
Furthermore, there was mucogingival  
deformity with lack of attached gingiva and 
buccal gingival recession.

Fig 3b A significant resolution of gingival  
erythema and edema were noted following 
2 weeks of home care therapy. There was  
minimally visible dental plaque, suggesting  
effective plaque removal by the patient.

Personal PDF for Liran Levin, Customer number 411722, Account ID 808674, created at 11.04.2023
Copyright 2023, Quintessenz Verlags-GmbH



QUINTESSENCE INTERNATIONAL | volume 54 • number 4 • April 2023 291

Kwon et al

Fig 4a Generalized marginal gingival  
erythema and marginal gingival edema were 
noted. There were heavy deposits of supra-
gingival and subgingival dental plaque. 

Fig 4b Radiographically, there was general-
ized moderate to severe alveolar bone loss.

Fig 4c A reduction in gingival erythema and 
edema was noted 2 weeks after home care 
therapy initiation.

Fig 4d A continuous reduction in gingival 
erythema and edema was noted 5 weeks after 
home care therapy initiation.

Fig 4e A significant resolution of gingival erythema and edema was noted 9 weeks after home care therapy initiation. Although supragingival 
calculus was present, there were minimal deposits of soft dental plaque, suggesting effective home care by the patient.

Case 4

A 47-year-old man was referred to the clinic for evaluation of 

periodontal disease. His medical history was noncontributory. 

A full periodontal evaluation revealed generalized marginal 

gingival erythema, marginal gingival edema, periodontal prob-

ing depth of 5 to 9 mm, generalized bleeding on probing, and 

radiographic evidence of moderate to severe alveolar bone loss 

(Figs 4a and 4b). There were heavy deposits of supragingival 

and subgingival dental plaque. A periodontal diagnosis of gen-

eralized stage III, grade B periodontitis with mucogingival de-

fects, RT 2, was made.15,16

The patient was recommended initial periodontal therapy, 

including intensive home care therapy in combination with scal-

ing and root planing. Home care therapy techniques were re-

viewed in a similar manner as described in Case 1. The patient 

was recalled for home care therapy review at 2 weeks, 5 weeks, 

and 9 weeks (Figs 4c to 4e). Throughout this period, a continu-

ous reduction in marginal gingival erythema and edema were 

noted. The patient was fully compliant with the suggested home 

care therapy as evident by minimally visible dental plaque in 

9 weeks. Thus, it was decided that adequate home care was 

achieved and that he was ready for scaling and root planing 

followed by reevaluation.

Discussion

Successful long-term management of periodontal disease re-

quires behavioral changes of patients to attain and sustain a high 

level of daily plaque removal, life long.17 Treating clinicians should 

educate and help their patients develop good oral hygiene habits, 

predominantly toothbrushing and interproximal cleaning, prior 

to initiating any professional intervention.18 Not only does it lead 

to a more optimal healing response,1,8,9 but it is also needed for 

long-term success of periodontal treatment and oral health.10,11,19 

Patients with poor oral hygiene exhibited further attachment loss 

regardless of receiving surgical or nonsurgical treatment.20,21 Fur-

thermore, maintaining low plaque levels may help reduce the 

severity and recurrence rate of gingival hyperplasia in patients 

with medication-induced gingival hyperplasia, such as in Case 1.22

The literature suggests that a power-driven toothbrush was 

more effective than manual toothbrush, especially in reducing 

Plaque Index and Gingival Index.23-25 In addition, a recent meta- 

analysis suggested that an oscillating-rotating power-driven 

tooth brush was more effective than other electric toothbrushes 

as measured in whole-mouth Plaque Index, Interproximal Plaque 

Index, and the number of sites with bleeding.26 For patients 

with periodontal disease, a common 2-minute brushing tech-

nique may not be long enough.17

4a 4b 4c

4d 4e
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For interproximal cleaning, oral hygiene education should 

be tailored to the patient depending on the motivation level, 

dexterity, and anatomical factors such as embrasure size.27 In 

general, for patients who are less motivated, who do not have 

good manual dexterity, or who have open interproximal em-

brasures, an interdental brush or a triangular-shaped wooden 

toothpick should be used instead of floss.17,27 The interdental 

area can be further strengthened by means of gingival stimula-

Table 1 Oral hygiene recommended devices and the suggested techniques

Devices Instructions Notes and examples

Oscillating 

electric 

toothbrush

Place or park the brush head around the buccal surface of 

each tooth, leave it for 4 seconds, and move it to another 

tooth. Place the lower half of the brush head on the 

gingiva and the upper half in the cervical third of the tooth. 

When the buccal surfaces are completed, repeat the same 

process for the lingual surface of each tooth in the same 

manner. Lastly, place or park the brush head on the biting/

occlusal surface of each tooth, apply apical pressure, leave 

the brush head for 4 seconds, move to another tooth, and 

repeat the same technique until completion of all occlusal 

surfaces. 

Perform twice a day. Three time daily for severe periodontal patients or high 

caries risk patients. 

Floss Once passing the interproximal contact, hug/wrap around 

the distal side of the anterior tooth, slide the floss apically 

until the floss disappears 2–3 mm subgingivally. Move the 

floss coronally and apically 2–3 times. Repeat the same on 

the mesial side of the posterior tooth. When completed, 

slide the floss out by pulling it buccally. Repeat the same 

technique for all interproximal contacts. 

Perform twice a day. Suitable for patients with healthy periodontium or low 

caries risk as well as for patients with periodontitis, who have very high dexterity 

skills and motivation.

Rubber tip 

stimulator

Place the pointy tip interproximally from the buccal side. 

Press lingually until the tip is fully engaging. Then, draw 

5 circles especially with apical pressure until the gingiva 

blanches. Repeat the same technique for all interproximal 

surfaces. Once completed, repeat the same from the 

lingual side. 

For patients with healthy periodontium or gingivitis, perform once a day. 

Excessive use may induce interproximal recession. For patients with periodonti-

tis, perform 2–3 times a day.

Interdental 

brush/

triangu-

lar-shaped 

wooden 

toothpick

Place the brush/toothpick between the two teeth from the 

buccal aspect. Gently push and pull five times from the 

buccal to the lingual aspect. Ensure the brush/toothpick 

completely passes through the buccal embrasure to the 

lingual embrasure. For the toothpick, the apex or the tip of 

the triangle should be pointing occlusally while the base of 

the triangle should be in contact with interproximal 

papilla. 

Perform twice a day. Suitable for patients with periodontitis, who have difficulty 

with effective flossing. Help patients identify the size that fits their embrasures.
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tion using a device such as rubber tip stimulator. The gingival 

stimulation may help maintain adequate blood circulation and 

produce surface keratinization.28,29 Care should be taken for pa-

tients without periodontitis as a prolonged or forceful gingival 

stimulation can result in interproximal soft tissue recession.28

Table 1 presents the recommended oral hygiene devices 

and the suggested techniques. 

During patient education, clinicians should encourage 

them to participate actively. This can be achieved by demon-

strating the home care techniques to patients using various 

aids such as a teeth model or a video, letting patients demon-

strate their techniques back to the clinicians for calibration, 

and repeating these processes in several visits.1,2,30 Further-

more, instead of using the terminology “oral hygiene instruc-

tion,” clinicians are suggested to use a more active terminology 

such as “home care therapy.” This would help patients under-

stand that what they perform at home is indeed therapeutic in 

nature and encourage them to take a more active role in the 

management of their periodontal diseases.31 Table 2 presents 

commonly asked questions by patients and the suggested an-

swers, which clinicians can utilize for establishing more effec-

tive communication with their patients.

Often, home care therapy is done simultaneously with scal-

ing and root planing in clinical trials or clinical settings.12 This 

unfortunately makes it difficult to isolate the magnitude of clin-

ical improvement solely attributed to home care therapy. 

In the present case series, all of the noted clinical improve-

ments were strictly from patients’ home care therapy without 

any professional intervention. 

Furthermore, completing home care therapy prior to active 

scaling and root planing can significantly reduce gingival ery-

thema, edema, bleeding, and potentially periodontal pocket 

depths, all of which can make the professional debridement 

more effective, easier, and with less side effects.32-34 The advan-

tage of completing home care therapy prior to scaling and root 

planing was particularly evident in Case 4. 

Table 2 Commonly asked questions from patients and the suggested answers

Commonly asked questions Suggested answers

“I noticed bleeding while performing my home care 

therapy. I stopped as I thought that I was damaging 

my gums making them bleed.”

Bleeding is a reliable sign, suggesting the presence of inflammation and disease around your gums. With 

proper home care therapy techniques, healthy gums should not bleed. 

Thus, instead of avoiding home care in the bleeding sites, I want you to focus more on these sites while 

performing home care even if it bleeds. In 7–10 days, you will notice the resolution of bleeding in these 

sites, suggesting the resolution of inflammation or disease. 

“How much pressure should I apply while using an 

electric toothbrush?”

Oscillating-rotating electric toothbrush already has a set torque. Thus, there is no need to apply too 

much pressure. Instead, park and hold the brush against the teeth/gums and let the brush head remove 

the plaque. Some electric toothbrush systems come with pressure sensitive heads while brushing that 

notifies you when you apply too much pressure, which may be helpful as well. 

“I rinse my mouth multiple times a day; however, my 

mouth doesn’t seem to be getting better.”

Bacteria in the oral cavity live on your tooth surfaces, and are known as biofilm. The biofilm adheres to 

your teeth strongly. Thus, vigorous swishing or rinsing will not be effective enough to dislodge the 

biofilm. Instead, the biofilm needs to be mechanically dislodged or removed using toothbrush and 

interproximal cleaning tools. Furthermore, the antimicrobial ingredients in your mouthwash won’t reach 

bacteria in biofilm effectively as the biofilm creates a wall or barrier through which the antimicrobial 

ingredients cannot effectively cross. 

“I am afraid of brushing my gums, which can cause 

gum recession.”

As long as you brush gently, but thoroughly, gum line brushing would not result in gingival recession. 

When instructed to brush gently, patients often brush less effectively around their gums, leaving dental 

plaque behind. The remanent of dental plaque can initiate gum disease, which can result in a further 

initiation or worsening of gingival recession. Thus, please hold your toothbrush lightly and use a 

repeated circular motion over the gum line. This would ensure a more effective removal of the dental 

plaque, which will help you maintain healthier gum. 

“I cannot floss well. Is there any other tool that is 

easier to use on my hands?”

Interdental brush or a triangular-shaped wooden toothpick can be used instead of floss. It can be as 

effective as floss or, in certain cases, even better in removing dental plaque between the teeth. Patients 

with limited dexterity may find it easier to use an interproximal brush or a triangular-shaped wooden 

toothpick than floss. 

“Should I use an electric or manual toothbrush? If 

so, which kind?”

The literature suggest that an electric toothbrush is more effective than a manual toothbrush in 

removing dental plaque. Particularly, an oscillating-rotating electric toothbrush is more effective than 

other electric toothbrushes in removing dental plaque and reducing gingival bleeding. 
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Conclusion

Home care therapy is an indispensable but often overlooked 

step in the successful management of periodontal diseases. Ide-

ally, this step should be solidified prior to proceeding with any 

professional treatment. By motivating patients to participate in 

the treatment more actively, clinicians can significantly improve 

the outcome and longevity of their professional interventions. 

Disclosure

The authors declare no conflict of interest. 

References

1. Kwon T, Levin L. Cause-related therapy: 
a review and suggested guidelines. Quint-
essence Int 2014;45:585–591. 

2. Kwon T, Salem DM, Levin L. Nonsurgical 
periodontal therapy based on the principles 
of cause-related therapy: rationale and case 
series. Quintessence Int 2019;50:370–376. 

3. Axelsson P, Lindhe J. Effect of controlled 
oral hygiene procedures on caries and peri-
odontal disease in adults. J Clin Periodontol 
1978;5:133–151. 

4. Socransky SS, Haffajee AD, Cugini MA, 
Smith C, Kent RL. Microbial complexes in 
subgingival plaque. J Clin Periodontol 
1998;25:134–144. 

5. Taubman MA, Valverde P, Han X, Kawai 
T. Immune response: the key to bone resorp-
tion in periodontal disease. J Periodontol 
2005;76:2033–2041.

6. Page RC. The role of inflammatory 
mediators in the pathogenesis of periodontal
disease. J Periodontal Res 1991;26:230–242. 

7. Kwon T, Lamster IB, Levin L. Current 
concepts in the management of periodontitis.
Int Dent J 2021;71:462–476.

8. Aljateeli M, Koticha T, Bashutski J, et al. 
Surgical periodontal therapy with and with-
out initial scaling and root planing in the 
management of chronic periodontitis: 
a randomized clinical trial. J Clin Periodontol 
2014;41:693–700. 

9. Rawlinson A, Walsh TF. Rationale and 
techniques of non-surgical pocket manage-
ment in periodontal therapy. Br Dent J 1993; 
174:161–166. 

10. Nyman S, Rosling B, Lindhe J. Effect of 
professional tooth cleaning on healing after 
periodontal surgery. J Clin Periodontol 
1975;2:80–86. 

11. Lindhe J, Nyman S. The effect of plaque
control and surgical pocket elimination on 
the establishment and maintenance of 
periodontal health. A longitudinal study of 
periodontal therapy in cases of advanced 
disease. J Clin Periodontol 1975;2:67–79. 

12. Preus HR, Maharajasingam N, Rosic J, 
Baelum V. Oral hygiene phase revisited: How 
different study designs have affected results 
in intervention studies. J Clin Periodontol 
2019;46:548–551. 

13. Trombelli L, Farina R, Silva CO, Tatakis 
DN. Plaque-induced gingivitis: Case definition 
and diagnostic considerations. J Periodontol 
2018;89(Suppl 1):S46–S73. 

14. Murakami S, Mealey BL, Mariotti A, 
Chapple ILC. Dental plaque-induced gingival 
conditions. J Clin Periodontol 2018;45 
(Suppl 20):S17–S27. 

15. Papapanou PN, Sanz M, Buduneli N, 
et al. Periodontitis: Consensus report of 
workgroup 2 of the 2017 World Workshop 
on the Classification of Periodontal and 
Peri-Implant Diseases and Conditions. 
J Periodontol 2018;89(Suppl 1):S173–S182. 

16. Cairo F, Pagliaro U, Nieri M. Treatment 
of gingival recession with coronally advanced
flap procedures: a systematic review. J Clin 
Periodontol 2008;35(8 Suppl):136–162. 

17. Chapple ILC, Van der Weijden F, Doerfer 
C, et al. Primary prevention of periodontitis: 
managing gingivitis. J Clin Periodontol 2015; 
42(Suppl 16):S71–S76. 

18. Sälzer S, Graetz C, Dörfer CE, Slot DE, 
Van der Weijden FA. Contemporary practices 
for mechanical oral hygiene to prevent 
periodontal disease. Periodontol 2000 2020; 
84:35–44. 

19. Levin L, Einy S, Zigdon H, Aizenbud D, 
Machtei EE. Guidelines for periodontal care 
and follow-up during orthodontic treatment 
in adolescents and young adults. J Appl Oral 
Sci 2012;20:399–403. 

20. Axelsson P, Lindhe J. The significance 
of maintenance care in the treatment of peri-
odontal disease. J Clin Periodontol 1981;8: 
281–294. 

21. Lindhe J, Westfelt E, Nyman S, Socransky 
SS, Haffajee AD. Long-term effect of surgical/
non-surgical treatment of periodontal dis-
ease. J Clin Periodontol 1984;11:448–458. 

22. Mawardi H, Alsubhi A, Salem N, et al. 
Management of medication-induced gingival 
hyperplasia: a systematic review. Oral Surg 
Oral Med Oral Pathol Oral Radiol 2021;131: 
62–72. 

23. Heanue M, Deacon SA, Deery C, et al. 
Manual versus powered toothbrushing for 
oral health. Cochrane Database Syst Rev 
2003;1:CD002281. 

24. Sicilia A, Arregui I, Gallego M, Cabezas B,

Cuesta S. A systematic review of powered vs 

manual toothbrushes in periodontal cause- 

related therapy. J Clin Periodontol 2002; 

29(Suppl 3):39–54.

25. Yaacob M, Worthington HV, Deacon SA, 

et al. Powered versus manual toothbrushing 

for oral health. Cochrane Database Syst Rev 

2014;2014:CD002281. 

26. Clark-Perry D, Levin L. Systematic 

review and meta-analysis of randomized 

controlled studies comparing oscillating- 

rotating and other powered toothbrushes. 

J Am Dent Assoc 2020;151:265–275.e6. 

27. Liang P, Ye S, McComas M, Kwon T, 

Wang CW. Evidence-based strategies for 

interdental cleaning: a practical decision 

tree and review of the literature. Quintessence 

Int 2021;52:84–95.

28. Hirschfeld I. Gingival massage. J Am 

Dent Assoc 1951;43:290–304. 

29. Wada-Takahashi S, Hidaka KI, Yoshino F,

et al. Effect of physical stimulation (gingival 

massage) on age-related changes in gingival 

microcirculation. PLoS One 2020;15: 

e0233288. 

30. Harnacke D, Beldoch M, Bohn GH, 

Seghaoui O, Hegel N, Deinzer R. Oral and 

written instruction of oral hygiene: 

a randomized trial. J Periodontol 2012;83:

1206–1212. 

31. Kwon T, Wang JCW, Levin L. Home care 

is therapeutic. should we use the term “home-

care therapy” instead of “instructions”? Oral 

Health Prev Dent 2020;18:397–398.

32. Stambaugh RV, Dragoo M, Smith DM, 

Carasali L. The limits of subgingival scaling. 

Int J Periodontics Restorative Dent 

1981;1:30–41.

33. Waerhaug J. Healing of the dento-epi-

thelial junction following subgingival plaque 

control. II: As observed on extracted teeth. 

J Periodontol 1978;49:119–134. 

34. Rabbani GM, Ash MM, Caffesse RG. The 

effectiveness of subgingival scaling and root 

planing in calculus removal. J Periodontol 

1981;52:119–123. 

Personal PDF for Liran Levin, Customer number 411722, Account ID 808674, created at 11.04.2023
Copyright 2023, Quintessenz Verlags-GmbH



QUINTESSENCE INTERNATIONAL | volume 54 • number 4 • April 2023 295

Kwon et al

Tae H. Kwon Tae H. Kwon Private practice, Keene, NH, USA

Daliah M. Salem Clinical Assistant Professor, Department of 
General Dentistry, Goldman School of Dental Medicine, Boston, 
MA, USA

Liran Levin Professor of Periodontology, Faculty of Medicine 
and Dentistry, University of Alberta, Canada

Correspondence: Dr Tae H. Kwon, Monadnock Perio & Implant Center, 819 Court Street, Unit A, Keene, NH 03431, USA.  
Email: tkwon3@gmail.com

First submission: 25 Dec 2022
Acceptance: 2 Jan 2023
Online publication: 9 Jan 2023

Personal PDF for Liran Levin, Customer number 411722, Account ID 808674, created at 11.04.2023
Copyright 2023, Quintessenz Verlags-GmbH


