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CAREFUL ASSESSMENT OF THESE FACTORS WILL HELP
DENTAL TEAMS ESTABLISH APPROPRIATE, RISK-BASED
RECARE INTERVALS FOR PERIODONTAL MAINTENANCE

EDUCATIONAL OBJECTIVES

After reading this course, the participant should be
able to:

. Define the central tenets of using risk-based recare intervals,
and their role in periodontal maintenance.
2. Discuss the typical components of a maintenance visit, and risk
factors for periodontal disease progression.
3. Describe the dental team’s role in determining risk-based
recare intervals.

n 2018, the American Academy of Periodontology (AAP) and European
Federation of Periodontology published a new classification system for peri-
odontal health and disease, changing the way dental professionals consider
the clinical parameters of a patient’s periodontal status. Caton et al'2 pub-
lished the comprehensive criteria in both the journal of Periodontology and
Journal of Clinical Periodontology. (A thorough summary by Katsaros? also
appears in the October 2018 issue of Decisions in Dentistry, available at
DecisionsinDentistry.com.) A major component of the new classification sys-
tem is the use of staging and grading to focus on disease complexity and
progression based on an individual’s protective behaviors and risk fac-
tors.!? Implementation of the new system offers clinicians an opportunity
to educate patients about their role in maintaining or improving oral
health. One way clinicians can integrate staging and grading into educa-
tional efforts is by providing risk-based assessments — which, in turn, will
help determine an individual’s periodontal maintenance recare interval.
The most important function of risk-based assessment is tying that infor-
mation back into the clinical determination of the treatment plan and recare
interval.*#*> Once risk factors have been identified, the dental team and
patient can work together to modify detrimental behaviors and conditions
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to improve treatment outcomes.> A careful determination
of risk factors changes the focus of care to arresting the dis-
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TABLE 1. Components of a Thorough Periodontal Maintenance
Appointment6—10,20,21,26,28—32

ease process, rather than repairing the outcomes of disease
destruction.® Oral health professionals can use the com-
pleted risk assessment as a means of opening communica-
tion with patients regarding how their behaviors affect oral
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tions.®” When patients understand their role in maintaining
or improving oral health, they are more likely to accept rec-
ommendations and treatment, and comply with recare
intervals, as determined by individual risk and needs. Risk-
based recare intervals (RBRIs) can help clinicians establish
a link between completed clinical assessments and pro-
posed treatment plans.”

PERIODONTAL MAINTENANCE

The AAP describes periodontal maintenance as the treatment provided to
individuals after the completion of initial (nonsurgical) periodontal therapy,
with the intention of preventing further disease progression and maintain-
ing the health of the periodontium.®? The purpose of a rigorous mainte-
nance schedule is to allow time for tissues to heal after initial therapy,
followed by appropriate support to preserve the treatment outcomes —
without relapse to a diseased state.’® A typical periodontal maintenance
appointment includes a review of medical and dental histories, clinical
assessment, scaling areas of new deposits, and other therapies, as deter-
mined by the dental team (Table 1).8

Because periodontal diseases can be treated, but not completely
eradicated, periodontal maintenance intervals are often set at three to
four months for the life of the affected dentition, or while the patient
is at risk of losing more teeth from compromised periodontium due
to disease (periodontitis stage lll and V). Yet perhaps an opportunity
is being missed for patient education and investment by using the
same recare interval for all individuals.2%" However, with evidence
showing many patients have poor compliance with routine periodon-
tal maintenance, and no evidence demonstrating the same interval is
beneficial for all individuals, risk-based treatment approaches are clin-
ically appropriate.®1213

RISK ASSESSMENT

Risk assessment is the process of evaluating clinical, behavioral, genetic

and environmental factors to determine the overall protective or

destructive influence on a patient’s oral health.'*'> These individual fac-

tors can impact disease onset, presentation and rate of progression.'

For periodontal diseases, common factors include:

e Clinical findings, such as bleeding on probing, periodontal probing
depth and clinical attachment loss

® Response to past therapies

e Behavioral factors, such as oral hygiene practices, smoking and
nutrition

e Environmental factors, including fluoride intake and socioeconomic
status (access to dental insurance can impact an individual’s ability to
comply with maintenance appointments)'®'
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A wide array of additional factors contributes to the development
of periodontal disease that can be evaluated during routine appoint-
ments. Clinicians should also consider possible genetic factors when
periodontitis does not resolve posttreatment (Table 2).610151¢ As behav-
iors and clinical findings can change over time, risk assessments should
be completed for every periodontal treatment plan and included in all
comprehensive and periodic evaluations.™

A host of computer programs can help in determining a patient’s
overall risk, based on multidimensional analyses of independent risk fac-
tors.* Although not the focus of this article, several of these programs
have been independently tested and validated in clinical studies.*'” When
determining the need for an adjunct risk assessment tool, or deciding
which program to use, the dental team should consider if the tool has
been independently validated, is easy to use and understand, includes
sufficient risk factors in the analysis, is evidence-based, and provides accu-
rate classification and prognosis until the next appointment.'®'?

RISK-BASED RECARE INTERVALS

Once risk assessment is completed, the next step is to determine the
most appropriate recare interval for the patient. Using evidence-based
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TABLE 2.Levels of Risk Factors for Periodontal

Disease56,9—1 2,14,15,18,20,22,29,33

Patient
* Smoking e Family history e Genetic influences
e Alcohol consumption e Gender -IL-1B
e Nutrition * Age -IL-6
e Stress ¢ Medications - TN F-a
e Socioeconomic status e Systemic conditions - MMP-8
¢ Diabetes e Compliance - lgG-FcR
¢ Motivation
Mouth
e Poor oral hygiene ® Fluoride e Number of missing teeth
- Plaque e Salivary flow e Prosthetic appliances
— Calculus e Outcomes of previous e Occlusal trauma
e Bone loss treatments ® Bruxism
— Extent ¢ Proportion of residual
— Severity periodontal probing
depths > 6 mm
Tooth
e Bleeding ¢ Furcation involvement » Local anatomy
e Microorganisms ¢ Mobility — Enamel pearls
* Malalignment ¢ Infrabony defect — Cervical enamel projections
e latrogenic factors o Caries - Palatoradicular groove
— Restorations * Erosion

— Crown margins

decision-making, clinicians should weigh the impact of risk variables to
determine overall risk of disease progression.'” For example, in the new
AAP classification system, all individuals begin at a presumed Grade B,
indicating a predicted moderate rate of disease progression. Clinicians
then use risk analysis and clinical evidence to determine if the patient
should be classified as Grade A or Grade C.'-* Individuals with Grade B
may be placed on a typical three- to four-month recare interval.’-31°

Patients who have responded well to previous treatment, comply with
self-care, and have no additional systemic or behavioral risk factors may
have their classification adjusted to Grade A, which suggests longer intervals
of six to 12 months between periodontal maintenance appointments.’-%1°
Individuals who show poor response to treatment or have increased risk
due to systemic disease or smoking could be modified to a Grade C, and
seen on a bimonthly basis until periodontal stability has been achieved and
the risk of disease progression is deemed moderate or slow.'->?1° Discussing
a patient’s grading classification as a means of scheduling intervals for future
appointments affords dental teams another opportunity to reinforce the
impact of behavior and self-care habits, empowering patients to take a
more active role in their oral health.'” The 2005 National Institute for
Health and Care Excellence Guidelines recommend preventive mainte-
nance recare intervals of anywhere between three and 24 months for
adults.?® For periodontal maintenance appointments, studies have shown
recare intervals as long as once per year can still be beneficial in maintaining
periodontal health.?'22

Most studies on recare intervals evaluate patient outcomes based on
attending three-month recare intervals (complete compliers versus erratic
compliers), but have not investigated the effect of various recare intervals
on periodontal health.?®* Currently, a four-year, multicenter, parallel ran-
domized control trial with blinded outcomes assessment is underway in
the United Kingdom.?* This study is evaluating the oral health and quality
of life outcomes of patients assigned to preventive appointments at six-
and 24-month intervals, as well as the effect of such intervals on provider
workload and health care costs.
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A central tenet of the RBRI is patient education about how and why
a specific interval was set. Clinicians can go through the patient’s risk
assessment and point out areas where the individual is doing well or
areas that need improvement, and elaborate on how these could affect
future recare intervals.’® Patient compliance significantly impacts the
success of treatment and oral health maintenance. By using the RBRI
as a concrete example of how the patient’s past behavior impacts future
treatment, dental teams can reinforce the need for improved perform-
ance in self-care and compliance with recare appointments.'%2°

As risk factors can be modified, RBRIs are fluid. A patient who is cur-
rently on a three-month recare may only need to be seen twice a year
if his or her oral hygiene improves and attachment levels remain stable.
If the patient relapses in self-care and bleeding on probing increases,
the recare interval may need to be shortened to every four months.°
Using risk factors to schedule appointments has been successfully tested
in various dental settings globally.!01325-27

TEAM-BASED CARE

The periodontal maintenance team includes office staff, dental assis-
tants, dental hygienists, dentists and periodontists. For proper patient-
centered care, all team members should work together in
collaboration with the patient to determine effective treatment strate-
gies and scheduling options. While dentists and periodontists are
responsible for advanced periodontal treatment options (e.g., surgical
interventions), dental hygienists are often at the forefront of patient
care, performing many of the assessments, initial nonsurgical peri-
odontal therapies, and maintenance after active periodontal therapy
has been completed.?®

As personalized precision dentistry is the way of the future, oral
health professionals should be prepared to conduct risk-based assess-
ments and identify independent risk factors, developing that knowl-
edge into implementable therapeutic care tailored to each individual.
Through adequate assessment and documentation of past and current
risk factors, along with previous treatment strategies and outcomes,
the care team can determine the most appropriate treatment plan,
including the most effective RBRI for periodontal maintenance.

CONCLUSION

With an increased focus on disease risk and no evidence that a single
recare interval is beneficial for all individuals, clinicians are encouraged
to implement formal risk-based assessment into clinical appointments
— including setting RBRIs for periodontal maintenance.’

Periodontal risk assessment should include a thorough evaluation of
patient behaviors, systemic conditions and environmental factors, as well
as risk factors at the tooth, mouth and patient level to determine the risk
of disease progression in individual sites and the dentition overall. Risk fac-
tors are modifiable and should be evaluated at each appointment to
ensure timely detection of disease and implementation of treatment strate-
gies and patient education designed to improve oral health.'®

By establishing patient-specific RBRIs, dental teams can help patients
increase their understanding and compliance with self-care and pro-
fessional treatment recommendations, and thus improve and maintain
periodontal health. B
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CE QUESTIONS

The answer sheet and further instructions are located on the tear-out card
that appears on page 29, or take the test online at DecisionsinDentistry.com.

1. Risk-based recare intervals can help clinicians establish a link between the
completed clinical assessments and proposed treatment plan.

True

False

2. Which is part of a typical periodontal maintenance appointment?
A. Review of medical and dental histories
B. Clinical assessment
C. Scaling areas of new deposits
D. All of the above

3. Individual factors that can impact periodontal disease onset, presentation
and rate of progression include which of the following?

A. Bleeding on probing

B. Periodontal probing depth

C. Clinical attachment loss

D. All of the above

4. In the new American Academy of Periodontology classification system,
which describes a patient at Grade B?
A. Predicted moderate rate of disease progression
B. Responded well to previous treatment, complies with self-care, and has no
additional systemic or behavioral risk factors
C. Shows poor response to treatment or has increased risk
D. None of the above

5. The 2005 National Institute for Health and Care Excellence Guidelines
recommend preventive maintenance recare intervals of which duration
for adults?

A. Between three and four months

B. Between six and 12 months

C. Between three and 24 months

D. More than 36 months

6. For periodontal maintenance appointments, studies have shown recare
intervals as long as once per year provide no benefits in maintaining
periodontal health.

True

False

7. Fill in the blank: A central tenet of the risk-based recall interval is
about how and why a specific interval was set.

A. Interprofessional consultation

B. Patient education

C. Clinical monitoring

D. Providing a detailed history

8. As risk factors can be modified, risk-based recare intervals are fluid.
True
False

9. As personalized precision dentistry is the way of the future, oral health
professionals should be prepared to conduct risk-based assessments to
support which clinical goal?

A. Placing the focus on disease complexity

B. Repairing the outcomes of disease destruction

C. Developing therapeutic care tailored to each individual

D. Analyzing caries risk factors

10. Which of the following is not part of the periodontal risk assessment?
A. Evaluation of patient behavior
B. Independent testing
C. Assessment of systemic conditions
D. Review of environmental factors
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