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ABSTRACT

Introduction: Patient Reported Outcomes (PROs) are now
regarded as a fundamental measure of therapeutic success.
Patient’s opinion regarding the impact of disease and its
treatment is assessed using scales such as Oral Health Related
Quality Of Life (OHRQolL) tools. Patient centred outcome
assessment is now being considered as a primary outcome
measure in clinical trials.

Aim: To evaluate whether treatment of periodontal disease
could influence OHRQoL based on available literature.

Materials and Methods: An electronic search was done in
Google, Google Scholar and Pubmed for articles in English
language using the terms Quality of Life or ORHQoL or PROs
or patient centered outcome and periodontal therapy. The
search commenced on 1%t September 2016 and ended on 15"

INTRODUCTION

Periodontal disease owing to its inherent characteristics is
traditionally measured using surrogate markers like Probing Pocket
Depth (PPD) and Clinical Attachment Level (CAL). Traditionally
therapeutic success was determined by the positive change in
the patient’s clinical, physiological, radiological or biochemical
parameters brought about by the treatment. In the modern day
medical and dental practice, patient assumes a more active central
role in decision making and treatment planning. Patient’s opinion,
therefore is a fundamental measure of therapeutic success along
with the various traditional markers. As the patient is the primary
beneficiary of the treatment, there is a need to recognize and value
the patient's perception of change in response to treatment. The
patients opinion about their health status is not only increasingly
recognized in clinical practice but also being incorporated as an
outcome measure in clinical epidemiology as well as in controlled
clinical trials [1,2]. It was Cohen LK and Jago JD who reported
for the first time, the development of patient based measures
for the assessment of oral health [3]. Ever since, development
and application of tools for the self-assessment of oral disease
outcomes or PROs has grown remarkably over the years. The
PROs are used as an umbrella term and include not only measures
of subjective symptoms, but assessment of treatment satisfaction
and also Health-Related Quality Of Life (HRQoL). Eisenberg HS and
Goldenburg IS in 1966 first reported the use of patient’s subjective
opinion as a measure in comparing the effects of treatment
approaches in breast cancer surgery [4]. In this study, the quality of
survival after radical mastectomy was compared to limited surgery
using a questionnaire to evaluate patient’s attitude. Later USFDA [5]
instructed to include the patients’QolL data as one of the key efficacy
parameters in clinical trials for new anticancer agents. This decision
has popularized PROs as an essential outcome variable in clinical

December 2016. Studies that employed one or more than one
multi-item OHRQoL instrument to assess PROs related to either
non-surgical or surgical periodontal therapy were reviewed.

Results: Initially 423 relevant articles were obtained, from which
based on screening titles and abstracts 396 were excluded. Full
text of remaining 27 articles were retrieved. Nineteen clinical
studies with 1345 participants and 2 systematic reviews were
included after the full text review.

Conclusion: Both surgical and Non-surgical Periodontal Therapy
(NSPT) significantly influenced the OHRQoL scores. However
the change in scores after surgical therapy when compared to
nonsurgical therapy was not statistically significant. There is
a need for a specific PRO scale that could potentially tap the
entire dimension of the change in patients' perception brought
about by periodontal therapy.
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trials. In 1986 the New England Journal of Medicine published a
Randomized Controlled Trial (RCT) comparing antihypertensive
drugs which used patients’ self-assessment of QoL as primary
outcome measure [6]. In 2002, Somerman MJ stated that research
on the regeneration of oro-craniofacial tissues (including periodontal
tissues) needs to consider subjective, PRO factors when designing
such therapies [7]. USFDA has defined PROs as “any report of the
status of a patient’s health condition that comes directly from the
patient, without interpretation of the patients’ response by a clinician
or anyone else” [5]. The term Patient Based Outcome (PBO) has
been used by certain investigators pertaining to periodontal disease
[2,8]. The aim of the present review was to evaluate whether surgical
or NSPT has an effect on OHRQoL based on available literature.

What and How of PROs: PROs are data obtained directly from
the patient over telephone, via email, by personal interview or by
self-administered questionnaire. PRO has to be administered by
an independent agent other than the treating periodontist or the
person taking clinical measurements. Computerized assessments
or questions administered by staff members who are not involved
in the patient’s treatment may yield more accurate measurements.
A typical PRO instrument is a set of questions or statements and
each question or statement is known as an item [5]. There may be
multiple items under several domains in an instrument. The patient’s
response will be in Visual Analog Scale (VAS) or Likert like scale
format which can be quantified as a particular total score for an
individual. The items in a PRO instrument should match the context
of use like nature of treatment, patients or population in which it
is applied, and the objective of assessment. In other words, the
PRO measure [Table/Fig-1] has to be specific to the treatment or
intervention to be studied to obtain desired results. For example
a PRO instrument that compares two surgical techniques for root
coverage should include items on postoperative pain and discomfort,
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A PRO measure should

1) Be free from error or reliable

2) Measure what they are intended to measure or valid

3) Be sensitive to changes in the patient’s condition or be able to detect
treatment differences and

4) Be interpretable or clinically meaningful.

[Table/Fig-1]: Ideal qualities of PRO measures [40].

presence of donor site and associated morbidity, aesthetics, well-
being and satisfaction. Pain and sensitivity are common symptoms
associated with periodontal therapy. Treatment experiences like pain
need to be recorded in near real time as patients tend to forget the
intensity of pain over time [9]. A delay in getting such data may lead
to bias in comparative clinical trials. PRO measures provide scores
based upon patients opinion, which gives a clear picture about his
or her health or illness. PROs are useful not only for clinicians and
researchers but also for patients themselves, their family members,
healthcare providers, regulatory authorities and researchers.

Relevance of PRO in periodontal therapy: Treatment of
periodontitis is challenging because of the complexity of the
condition, lack of complete understanding of the best disease
control method and the need for a determined hygiene care from
the patient. Assessment of therapeutic success by traditional ways
therefore is inappropriate. Though the advancement in diagnostic
techniques allows the clinician or researcher to measure the clinical,
symptomatic and biochemical aspects after periodontal therapy,
some critical patient related aspects still remain undetected. Certain
data such as impact on physical functions like chewing, smiling
and speech, cognitive functioning, satisfaction with treatment,
psychological and social well-being and changes in OHRQoL
with treatment can be obtained only from the patients self-report.
Studies have shown that periodontal disease negatively impacts
on OHRQoL [10,11]. A correlation between extent and severity of
periodontal disease and poorer OHRQoL has also been reported
[12,13]. Patients are aware of some periodontal health indicators
such as teeth with mobility, recession in the aesthetic zone, and
Bleeding On Probing (BOP) and these are highly correlated with
their self-reported QoL. But there are certain silent indicators about
which the patient is unaware like number of teeth with deep pockets
or furcation involvements that do not correlate with their self-reported
health status [14]. Therefore, PRO measurement of periodontal
status related to treatment needs to be carefully assessed.

Satisfaction is a multidimensional construct about which there is
little or no consensus. Patient satisfaction about periodontal therapy
is one of the desirable outcomes and should be a main objective of
the clinician. In the 215t century, assessment of patient satisfaction
related to therapy has become pivotal; thanks to the increasing
consumerism in health care. There is also a shift in practitioner-
patient relationships from a medical model to a transformed
interactive model [15]. PRO instruments are very effective in studying
patient satisfaction to a particular treatment or technique. It is also
a valuable tool in assessing the HRQoL. Certain OHRQoL tools like
Oral Health Impact Profile-14 (OHIP 14) [16] and Xerostomia Related
QoL Scale [17] have been used in many studies as a subjective
indicator to assess oral health status. Other generic tools used as
PRO measures of periodontal disease status include OHRQoL
Model for Dental Hygiene [18] Child Perceptions Questionnaire
(CPQ 11-14) [19] and Oral Impacts on Daily Performance (OIDP)
[8]. If the context of use allows, one of these established generic
scales can be used as a PRO measure. Otherwise the clinician or
researcher has to develop a reliable and valid context specific PRO
tool for their use. In 2003, AAP commissioned systematic review
[20] on surgical therapies for the treatment of recession pointed out
the lack of standardized PRO measures as a limitation of the studies
reviewed. It recommended to incorporate PRO measures in future
studies.

Minimally important difference (MID) and statistically significant
change in OHRQoL score: Many studies evaluated the impact of
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periodontal therapy on PRO and most of them report statistically
significant changes from baseline OHRQoL scores. But this does
not guarantee the observed differences are clinically meaningful
[20]. MID [21,22] denotes the smallest change in a score that can be
perceived as beneficial. In MID assessment, no clinical measures are
used rather it represents the smallest score or change in score that is
likely to be important from the patients or clinicians perspective [22].
MID, therefore, is an important parameter in the study on the impact
of periodontal therapy on PRO to determine whether the observed
change in OHRQoL scores after treatment is clinically meaningful
[6,7,283]. MID estimation is done by two methods- distributed based
and anchor based methods [7,21,22]. Distributed based MID
estimation utilizes two statistical parameters namely Effect Size (ES)
and Standard Error of Measurement (SEM) [22,23]. According to
Norman GR et al., MID can be assumed as 0.5 Standard Deviation
(SD) of the baseline score or an ES of 0.5 [24]. Jonsson B and Ohrn
K assessed MID one year after NSPT using two OHRQoL tools [23].
Therefore studies on the impact of periodontal therapy on patient
centered outcomes need to estimate MID, ES or SEM along with
the statistical significance in the change score of the OHRQoL tool
post treatment compared to the baseline.

MATERIALS AND METHODS

The review was registered with the Institutional Ethics Committee of
Govt. Dental College Kottayam, Kerala, India (registration no.IlEC/
M/13/2017/DCK).

Search strategy: An electronic search was done in Google, Google
Scholar and Pubmed for articles in English language using the
terms QoL or OHRQoL or PROs or patient centred outcome AND
periodontal therapy. The search commenced on 15t September
2016 and ended on 15" December 2016. Reference sections of
potential studies were also searched. Unpublished literature was
not included.

Eligibility: Studies assessing OHRQoL in patients with periodontitis
receiving surgical or NSPT were included. Only adults above 18
years as participants were included. Non surgical therapy include
oral hygiene instructions, supra and subgingival scaling and root
planning using hand or ultrasonic/piezo electric devices, antiplaque
agents and local or systemic antimicrobial therapy. Surgical
therapy include flap technique for pocket therapy with or without
regenerative material and root coverage procedures. Change in
the self reported OHRQoL score from baseline was the outcome of
interest. Longitudinal studies and both controlled and non-controlled
clinical trials were considered. Inclusion criteria were as follows: 1)
Studies that employed one or more than one multi-item OHRQoL
instrument to assess PROs related to either NSPT or surgical
periodontal therapy; 2) proper case definition of ‘periodontitis/
periodontal disease’ for sample selection; 3) minimum follow up of
one week after periodontal therapy.

The excluded studies are: 1) narrative reviews; 2) case reports;
3) OHRQoL reported by parents or care givers; 4) those with
participant’s age below 18 years; and 5) those related to implant
surgeries.

Titles/abstract screening was done by one reviewer and full text
articles collected. Full text articles were independently assessed
for eligibility by two reviewers. Observational studies were
assessed for participant selection, case definition and outcome
assessment criteria. Randomised controlled trials were screened
for randomisation, allocation concealment and blinding. Both the
reviewers independently analysed all full texts and agreement
on eligibility for inclusion and quality assessment was arrived on
discussion.

Results of the search: Initially 423 relevant articles were obtained,
from which based on screening titles and abstracts 396 were
excluded for not related to research objective. Full text of remaining
27 articles was retrieved. Nineteen clinical studies with 1345
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participants and two systematic reviews met all the inclusion criteria.
Reasons for exclusion after full text review were use of non validated
QoL scale [25-29] and not providing any periodontal treatment as
part of therapy [30]. Search process and study inclusion are given
in [Table/Fig-2].

General characteristics of the included studies: All the included
studies have defined ‘periodontitis case’ based on clinical
parameters such as PD, BOP, CAL or GR. Of the 21 studies
included, six were longitudinal or before after comparisons [31-
36] six prospective clinical studies [1,37-41] one controlled clinical
trial [42], two pilot studies [18,43], four randomised controlled
trials [23,44-46] and two systematic reviews [2,47]. Eleven studies

Additional records identified
through other sources
(n=0)

Records identified through
database search

{n=425)

A .
Records after duplicates removed

(n=423)
Records excluded after screening
titles and abstracts
(n=396)

Records Screened

— » Reason forexclusion: unrelated

n( = 423) to research objective
Articles excluded after full text review
(n=6)

Reasons for exclusion
A .Non validated scale used
[25, 26, 27, 28, 29]

Full text articles assessed
for eligibility
(n=27) B. No periodontal treatment provided as

part of study
[30]

Articles included in qualitative
Synthesis
(n=21)

19 clinical studies
2 systematic reviews

[Table/Fig-2]: Prisma flow chart.

assessed the effect of NSPT on QoL [23,32-34,38,39,41-43,45,47].
Four studies compared NSPT and periodontal pocket surgery on
effecting QoL changes [1,18,31,44]. Three studies investigated
the role of root coverage procedures on QoL [36,37,40] and one
study estimated whether Type 2 diabetes influences QoL scores in
periodontally healthy and diseased subjects [35]. Four studies were
from UK [32,35,43,45], three each from Brazil [40,42,46] and Japan
[1,18,38], two from India [33,41] and one each from US [37] Korea
[31], Turkey [44], Hong Kong [34], Germany [39] and Sweden [23].
One was a multi centre multinational study [36]. A summary of the
included clinical studies is given in [Table/Fig-3].

DISCUSSION

Satisfaction to treatment after modified Widman flap surgery
was assessed by Lee JM et al., in chronic periodontitis patients
using PRO scale and found that satisfaction parameters related
to expectation of treatment outcome decreased significantly after
surgical therapy [31].

Ozcelik O et al.,, compared the immediate postoperative QoL of
periodontitis patients after non surgical, surgical and surgical plus
enamel matrix derivative treatments [44]. They report that surgery
alone group experienced the worst OHRQoL in the immediate
postoperative period.

Postoperative comfort after root coverage surgery was compared
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between connective tissue graft and Free Gingival Graft (FGG) using
PRO measures and reports more discomfort and pain for FGG [37].
Douglas de Oliveria DW et al., attributes the reduction in dentinal
hypersensitivity as the reason for the improvement of QoL after
root coverage surgery [40]. Irrespective of the procedure used, root
coverage surgery significantly improved QoL scores posttreatment
[36].

Aslund M et al., supports the concept that periodontitis may
negatively affect a patient’s QoL and that non surgical treatment may
improve it [45]. D’Avila GB et al., and Santuchi CC et al., reported that
regardless of the protocol used, non surgical periodontal treatment
led to significant reduction of self perceived impacts [42,46].

Four more studies were in agreement that non-surgical therapy
improves QoL in periodontitis patients [32,34,38,41]. Patients with
severe periodontal disease showed better improvement in QoL after
therapy when compared to those with mild or moderate disease
[39]. Brauchle F et al., reported the influence of age, gender and
tobacco consumption on OHRQoL [39].

One study compared the impact of periodontal surgery with that of
initial therapy (non surgical therapy) on QoL [18]. Both treatments
improved OHRQoL. But the QoL didn’t significantly improve in the
interval between post initial therapy and after surgery. Makino-Oi A
et al., also reported the positive effect of initial therapy in bringing
about OHRQoL improvement compared to subsequent non
surgical or surgical therapy [1].

Nagarajan S and Chandra RV et al., assessed the impact of various
OHRQoL items among three risk groups based on periodontal risk
assessment -PRA model and showed that in moderate and high
risk groups surgical and non surgical treatment resulted in QoL
improvement when compared to low risk groups [33].

Jonsson B and Ohrn K et al., reported that NSPT resulted in QoL
improvements beyond the MID in 46%-50% of patients [23]. One
study assessed the effect of Type 2 diabetes on OHRQoL [35]. The
QoL of non diabetic patients improved after non surgical periodontal
treatment significantly, but in diabetics, there was no statistically
significant change on OHRQoL scores after periodontal therapy.

Two systematic reviews on the topic were obtained [2,47]. The
focussed question of the systematic review by Shanbhag S et al.,
was “Does surgical or non surgical periodontal therapy improve
the OHRQoL in adults with periodontal disease”? The results of 11
studies reviewed suggested that all forms of nonsurgical therapy
can improve the OHRQoL immediately after treatment as well as
at 12 months. The ES of improvement ranges from small, medium
to large among the studies reviewed. The OHRQoL domains that
improve after periodontal therapy are those of function, psychology
and pain. Surgical therapy does not have significant additional
benefit on those who have received non-surgical therapy [2].

Buset SL et al., investigated the effect of gingivitis and periodontitis
on OHRQol in a recent systematic review [47]. Twenty eight studies
reported a significant association between periodontal disease
and QoL. Eight studies point to increasing impacts with increased
disease severity. The review also included articles that assessed the
effect of periodontal therapy on QoL, even though it was not the
primary objective [2,18,32,38,39,45].

The results from the included studies suggested that both
surgical and NSPT can potentially improve the QoL of patients.
Root coverage procedures like connective tissue grafts improved
OHRQoL of patients with recession irrespective of the amount of
root coverage attained. Surgical therapy didn’t result in significant
additional improvement in QoL scores when compared to initial
therapy. Gingivitis and periodontitis are associated with reduced
QoL compared to periodontal health. OHRQoL of patients with
periodontal disease improved significantly after periodontal
treatment. The only study on diabetic subjects suggested that Type
2 diabetes has no impact on OHRQoL [35].
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Pilot study)

PDf>5 mm

antibiotic +NSAIDs.

Authors/ .. Per]odontal Intervention/ OHQoLt
. Participants disease .
Study design s Comparison Instrument
defenition
Lee JM et al., [31] 33 patients Chronic Modified OHQoLt
. . - Widman : .
Korea (Longitudinal) Age = 24 to 61 years | periodontitis f questionnaire
ap surgery
Eight sites with a Different NSPT§, modalities

D’Avila GB et al., [42], 9 1.SRPY], 2.SRPY + Metronidazole,

. . PD$>5 mm and . OHQoLt
Brazil 60 patients no deener than 3.SRPY| + Professional , plaque Lestionnaire
(Contolled clinical trial) Age >34 years 1 mmp removal, 4.SRPY| + , Metronidazole + | ©

Professiona, plaque removal
Gamboa AB et al., [43], 33 patients Minimum of Emotional intelligence
UK Age =20 to two teeth with NSPT§ questionnaire by
(Prospective pilot study) 60 vyears PDf> 4 mm Cooper and Sawaf
' Minimum of eight teeth with 1.NSPT§
%rck‘z'k (gaent d"i'r;q E::g 182 patients attachment loss 2.STHt OHIP§S§ — 14
contrglled trial) > 5 mm At least one deep intrabony 3.5Ttt + GOHAIMT
defect EMD1t
Wessel JR et al., [37] 26 patients
Ohio (Prospective Age= 21 to GRttt %gég ® VASTT
Clinical) 70 years
Aslund M et al., [45] 59 patients Minimum of four site with > NSPT§ OHQoLt - UK
UK (Randomised Age =47 to 5 mm pockets with 2 mm Piezo ceramic vs VASTT1
controlled trial) 56 years attachment loss in different quadrants Curettes SF- MPQtttT
Jowett AK et al., [32] 27 patients PDf> 4 mmin ) .
UK (Longitudinal) Age=21to 61 years | atleast one sextant 24 hour root surface debridement OHIP§S- 14
[cht]o JAa e;f"('l':ros octive | 58 patients Min four sites with SRP and oral hygiene Instructions | OHRQLT 111t
Clinical)p P Mean age = 53.6 PD > 4 mm, Radio graphic evidence of bone loss Evaluation after three weeks (questionnaire)
Shah M and Kumar S 50 dentate adults At least one
Mean age = 26 . . . .
[41] proximal site SRP in test group oral hygiene
: . and 29 years . . . :
India (Prospective h . with instructions only in control OHIP§S - 14
- respectively in control
Clinical) PD >4 mm
and study groups

Saito A et al . Moderate to severe periodontitis more than two sites Phase 1 - baseline
[18], Japan ('I’Dros ective 21 patients with CALE113>4 mm, or more than two sites with Phase 2 (NSPT§) - OHI, SRP{] under | OHQoLt-J

;2P P Mean age = 56 ’ LA. Phase 3 (ST+t) - OFD§S§§§ + (Japanese version)

Nagarajan S and
Chandra RV [33],

183 patients

Classified into

1.NSPT§- SRPY
28T+t

OHQoL1-UK (United

[Table/Fig-3] : Included PRO studies related to periodontal therapy.
T - Oral health related quality of life
I - Probing depth, § - Non-surgical periodontal therapy, | - Scaling and root planing, 7 - Surgical therapy, £F - Enamel matrix derivative, §§- Oral Health Impact Profile, 1 - General oral health assessment

: 18-55 years low, moderate and high-risk . ) .
India 3.Aggressive NSPT§-SRP{| + local Kingdom version)
(Longitudinal) groups based on PRAY model drug Delivery
Wong RM Moderate
etal., [34], 65 patients to advanced chronic periodontitis sNquPTi_ S;_I' l’S;L'J%’a_/ OHIP§§-4-S
Hong Kong 35-65 years of age More than two sites with >5 mm PD1 in each ging (questionnaire)
(Longitudinal) quadrant.

Brauchle F et al., Control group
[39] 93 patients (PDf< 4 mm, CPITt11t score 0-2), patients with NSPTS OHIP§§- German
Germany Age =27-74 CPI score of 3 (PDf = 4-5 mm) and patients with version
(Prospective Clinical) CPItt1tt score of 4 (PDt> 5 mm)
Etoaulgl?jocfe Oliviera DW 22 patients, 25 Miller class | or Il GRtf1$+ on maxillary canine or
Braz.ii (Prospective defects premolar. CAF§§§8§ + CTGEtt OHIPS§S - 14
Clinical) P 20 to 49 years of age | Presence of dentine hypersensitivity
Jonsson B and Ohrn
K [23] 87 patients . - GOHAIMT
Sweden (Randomised 20 to 65 years of age Moderate to advanced periodontitis NSPTS OHQoLT - UK
Controlled Trial)
Irani FC et al., 61 Type 2 diabetics Grouped into healthy, gingivitis and periodontitis NSPT§ comparison between
[35] ) : ’ . . ) : . . OHIP 49
. 74 non diabetics based on PD, bleeding and radiographic bone loss diabetics and non diabetics
U K (Prospective)
Santuchi CC et al., [46] 90 patients SRPq|
Brazil (Randomised P Mild to moderate chronic periodontitis Vs OIDPY1991
35 to 60 years of age
Controlled Trial) One stage full mouth disinfection OHQoLt
Two or more interproximal sites with clinical 1 Baseline
Makino-Oi A et al., [1] 76 patients attachmgnt >4 mm, nqt on the samg tooth or two 2. After initial therapy OHRQLHtt
Japan above 20years old or more interproximal sites with probing pocket 3. After STttor supportive (questionnaire)
(Prospective Clinical) Y depth (PDF) > 5 mm, not on the same tooth, with ériodontal thera PP a
radiographic evidence of bone loss P Py
Stefanini M et al., [36] 45 patients Miller class | CAF§§§88vs
Mutli national (90 gingival or Il GRETHE CAF§8§§8§+ VAST11
(Longitudinal) recessions) CMX THft1t

index, t11- Gingival recession, £11- Connective tissue graft, §§§- Free gingival graft, 119- Visual analog scale, t111t - Short form Mc-Gill pain questionnaire, $131 -Clinical attachment level, §§§§ - Open flap
debridement, 91- Periodontal risk assessment, ttt11 - Community periodontal index, +1f+1 - Gingival recession, §§§§§- Coronally advanced flap, 1911 -Oral impact on daily performance, tt11tt -
Oral health-related quality of life model for dental hygiene, +1ff31- Collagen matrix - Xenogenic
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Patient centred outcome assessment- advantages and
disadvantages: Patients self-report is a simple, convenient and
less expensive mechanism for getting primary information related to
therapeutic success. However such measures are heavily influenced
by their personal beliefs, cultural background, social, educational and
environmental factors. They often provide contrasting assessment
from those of clinically determined metrics. Generally patients are
less likely to assess adequately their periodontal status than the
condition of restoration or status of teeth. Therefore, the patients self-
report of their periodontal health may not be corresponding to the
clinically determined measures. There is enough evidence [48,49] to
show that the self-reported periodontal status is less predictive and
thus less reliable. Moreover, self-reported measures are subjected
to participants reporting biases. But when used to assess success
of periodontal therapy in a clinical and research setting, PRO
measures offer several advantages. Patient-based outcomes were
identified as a research priority at the 2003 World Workshop on
Emerging Science in Periodontology [50]. A validated PRO measure
calibrated to normative clinical indicators is highly useful [48]. In
clinical research situations where full mouth periodontal examination
is impractical, validated PRO instruments are useful in determining
periodontal health status. A simple and accurate PRO instrument is
inexpensive and highly practical in clinical trials. Thus, it can be used
in resource poor settings where expense is a concern.

LIMITATION

The search didn’t include articles from Embase due to
inaccessibility. Articles only in English language were included. Due
to the heterogenicity of the variables meta analysis could not be
performed.

CONCLUSION

Until recently, PRO have been largely neglected in periodontal
therapeutic research. Studies have shown that PRO measures like
treatment satisfaction and QoL are more relevant to patients than
clinical changes in PPD or CAL. Evidence suggests that PRO add
value to periodontal clinical practice and research. Both non surgical
and surgical periodontal treatment improved OHRQoL. However,
the improvement affected by surgical therapy after initial therapy
is not significant. There is a need for a specific PRO scale that
could potentially tap the entire dimension of the change in patients
perception brought about by periodontal therapy. More longitudinal
studies using scales with good responsiveness are needed to
strengthen the evidence.
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