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Foreword
Oral diseases (principally
periodontal diseases and caries)
are the most prevalent human
diseases, with more years lost to
disability than any other human
disease (GBD 2021 – Lancet
2024). Periodontitis is the major
cause of multiple tooth loss in
humans, and severe periodontitis
has increased in prevalence from
2017 to 2021 from 11.2% to 12.5%
globally and is predicted to reach
13.1% by 2050 (Nascimento et al
2024).

A recent white paper by the
Economist Impact (EI 2021)
modelled the direct, indirect and
intangible (e.g. quality of life) costs
of managing Stage II periodontitis
in 6 major European economies
over a 10-year period, and costs
varied between €19bn – €97bn.
Moving to a prevention model
that aimed to eliminate incident
gingivitis through professionally
guided home care led to
reductions in the cost of care to
50% of current “business as usual”
costs, and country-specific returns
on investment were between
15.2-57.5. Besides the economic
benefits of prevention, there is
also a human cost in disability
associated life years. Moreover,
failure to focus on gingivitis as a
primary preventive strategy for

periodontitis increases care costs
and negatively impacts quality of
life.

I had the pleasure earlier this
year of being part of a new global
initiative between the Spanish
Society of Periodontology (SEPA)
and KENVUE (LISTERINE), called
“The Principles for Oral Health
initiative”, where global leaders in
Oral Health and Periodontology
such as David Herrera and Paula
Matesanz explored the science
and evidence base that supports
the adjunctive use of chemical
agents in mouthwash. The result
was a report that helps to simplify
the science and identify those
patients more at risk of disease,

for whom early prevention is key,
and who might benefit most from
a chemotherapeutic adjunct. You
can read the full report at www.
principlesfororalhealth.com.

In the UK we have been exploring
this topic in the dental hygienist
forums as part of the Dental
Hygienist Roadshow at the
Dentistry Shows in Birmingham,
Glasgow and London, which has
been very enjoyable.

4
Is mechanical cleaning enough for all patients?

5
How can mouthwash support in plaque management?

6
Won’t daily use mouthwash wash away toothpaste fluoride?

7
What difference has recommending a daily use mouthwash
made to your patients?

8
What does the latest evidence tell us about daily use
mouthwash for plaque management?

9
Can you explain what ‘spit don’t rinse’ means?

10
Should we be concerned about the alcohol content in
mouthwash?

You can read more about the role of mouthwash over the following pages:
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We know that as dental
professionals we can achieve
healthy gingiva/periodontium
through mechanical cleaning
alone. We know it is the gold
standard and we will continue
to strive to do this. That being
said, over the last 11 years of me
treating patients both in NHS
and private settings, I have been
subject to the stark reality that
we are fighting a health crisis and
not even scraping the tip of the
iceberg. I have felt, at times like
I am drowning in perio, sighing

Is mechanical
cleaning enough
for all patients?

relief at ‘just gingivitis’ and on the
conveyor belt of dentistry. The
daily rigamarole where the term
‘scale and polish’ means more
about cosmetic improvement than
it does about periodontal health
and biofilm management. I have
gone home after work, many times
exhausted, in a total brain fuzz,
defeated and feeling useless.
Although, in recent years, the
shift has begun and with the use
of new communication adjuncts I
am able to educate patients more
quickly and efficiently I have still
found the odd patient has been
incredibly difficult to manage and/
or inspire. How do I get through to
the busy CEO that barely has time
or motivation to brush, or the mum
of 4 that is low in the pecking
order of priorities? Do I just let
them continue on a one-way road
to periodontitis or can I give them
a helping hand? I do believe on
a case-by-case basis we can and
should be offering additional help.
I didn’t realise until recently that
the S3 Guideline now offers us an
opportunity to introduce chemical
adjuncts. It suggestst the addition
for extra biofilm management
and, if our patients are struggling
to maintain or achieve health,
this should be an option given
to them, even for a short-term
treatment basis. Mechanical
cleaning alone for a number of
patients is sufficient to achieve
healthy gums but we must be able
to help those that are unable to
achieve optimal plaque levels with
mechanical cleaning alone.

Laura Bailey
Laura Bailey graduated with a first
class BSc (hons) degree as a Dental
Therapist from Manchester University
in 2013. Since, she has been working
in private practice for 10 years in
Richmond. Laura is a progressive
therapist keen to develop her full
scope of practice and has recently
graduated with distinction from a
PG Dip in Restorative and Aesthetic
Dentistry. She is passionate about
the relationships she has with her
patients and wants to inspire other
therapists to take the plunge and do
more of what they love. She has also
grown a social media following of
over 170k and educates them on all
dental things.
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How can mouthwash support
in plaquemanagement?
Mouthwash can act far beyond
being just a breath freshener or
bactericidal. In fact, mouthwash
with a fixed combination of
essential oils, like Listerine,
has been clinically found, with
continuous use, to thin the biofilm.
This makes it easier for patients
to remove it mechanically,
whether that’s with a toothbrush
or an interdental aid. The thinner
and easier biofilm is to remove,
the less likely it is to become
mature and start the inflammatory
process. It can be a vicious cycle
when a patient comes in with
gingivitis and it is uncomfortable
to brush sore, bleeding gums
or when using interdental aids.

It can seem counterintuitive to
them and, unfortunately, I do see
a lot of patients avoid inflamed
areas because of discomfort and
bleeding. Inflammation attracts
biofilm and biofilm creates
inflammation. It’s a two-way
process. By using a clinically
proven mouthwash daily, as
an adjunct to brushing, we can
make it easier for the patient to
not only reduce and thin biofilm
but to reduce the chance of
inflammation coming back once
stable. Once stable, it becomes
easier and more comfortable for
the patient to manage. Mouthwash
is never a replacement for
mechanical cleaning, it is used

as an adjunct to achieve better
plaque management. Patients
are humans and they are not
perfect. They have busy lives,
different priorities, they have
different behaviour types and
respond differently to advice
and diagnosis. I always want to
ensure I take this into account
and see them as a person and
not just a walking mouth. This is
why I believe mouthwash can be
a great tool for a select number of
patients.
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It’s a common misconception that
mouthwash washes away fluoride.

Fluoride levels are measured
as the fluoride reserve available
within saliva after a fluoride event
(toothpaste, rinsing, etc.). Initial
high levels of fluoride are cleared
from the mouth after 30 minutes,
with around 100-200ppm being
held in the pellicle acting as a
reservoir. There is robust evidence
to support this.

Won't daily use
mouthwash wash
away toothpaste
fluoride?

Research by Duckworth confirms
that if a mouthwash with a fluoride
level of at least 100ppm is used
post brushing, there is no impact
on the salivary fluoride reserves
versus toothpaste. If a mouthwash
containing 226ppm of fluoride
is used, the residual salivary
fluoride levels will be double
that left behind after retention of
the toothpaste slurry alone. The
fluoride levels of toothpaste and
mouthwash cannot be compared
as fluoride’s bioavailability is
different in toothpaste and
mouthwash.

It’s important to also mention, if a
mouthwash containing fluoride also
contains a plaque management
active ingredient, the patient will
benefit from the adjunctive effect
of bacterial kill and increased
regeneration time, therefore
strengthening enamel with the
fluoride content and helping to
thin the biofilm with the antiplaque
active ingredient.

Obviously, if someone is high
caries risk, then I would encourage
spit don’t rinse with water, and the
use of a mouthwash containing
fluoride at a different time of the
day. However, if they would benefit
from better plaque management, I
would recommend an essential
oil-containing rinse with at least
100ppm of fluoride immediately
after brushing.

BENJAMIN  
TIGHETIGHE
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Benjamin Tighe
Benjamin Tighe is a tutor dental
therapist at the prestigious Eastman
Dental Hospital alongside working
in private practice. Benjamin is a
trainer for the Swiss Dental Academy
and lectures across the UK on Guided
Biofilm Therapy and has specific
clinical interests in the treatment of
peri-implant disease and the systemic
effects of oral biofilm on the body.
These clinical interests along with his
enthusiasm for education inspired his
Instagram persona @thegumsguy



What difference has
recommending a daily use
mouthwash made to your
patients?
With the latest BSP Guideline, if you
are using an antiseptic mouthwash,
then essential oils, chlorhexidine
(CHX) and cetylpyridinium chloride
(CPC) are suggested for the control
of gingival inflammation during
supportive care. We are wanting to
minimise the risk of these patients
moving from stable to unstable
periodontal disease. Obviously,
home care is a massive factor in
achieving this, so it just makes
sense to me to have something I
can comfortably recommend with
additional benefits.

We’ve all got those patients who
have a little bit of bleeding present,
it’s not ‘just’ gingivitis. It’s the

beginning of disease. We need to
address it to shift the paradigm.

Now I don’t recommend it to all of
my patients. I generally focus on
patients with complex restorations,
gingivitis or those in step 4. The
ones I do recommend it to have
been surprised by the long-term
effects it has had on their oral
health. Generally, there is less
inflammation and biofilm, especially
in those patients who are more
susceptible to periodontal disease.

I can show them the reduction in
bleeding and plaque scores, it has
become such a great motivator for
patients. Mouthwash with essential

oils slows down the bacterial
production rate and provides an
opportunity for that patient to
manage their own biofilm at home,
which I think is really important.
Often, dental professionals worry
about patients replacing homecare
with mouthwash, but I always tell
the patient it’s not a replacement
but it’s providing you with a head
start.

I personally use an essential oil
mouthwash post brushing twice a
day and my mouth has never felt
cleaner.
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Can you explain
what “spit don’t
rinse”means?
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Iain Chapple
Iain Chapple is former Director of
Research for the Institute of Clinical
Sciences, and former Head of
the Dental School (2016-2020) at
Birmingham University UK. He has
written 13-textbooks and 35-chapters.
Iain was IADR Periodontal Research
Group President (2006-7); European
Federation of Periodontology (EFP)
Treasurer (2007- 2013); Workshop
co-chair (2008-current); Scientific
Advisory Committee Chair (2013-
2016); Secretary General (2016-2019)
and President of the British Society
of Periodontology (2014-2015). He
was awarded: The Royal College of
Surgeons Tomes medal (2011); IADR
Distinguished Scientist (2018); EFP’s
Eminence Award (2022) and was
awarded an MBE in the 2022 Queen's
New Year Honours. He has published
>250 papers and leads a regional
periodontal service and national
service for adults with Epidermolysis
Bullosa. Iain lectures all over the world
on a broad range of topics related to
periodontal diseases but has a strong
interest in mechanisms underpinning
periodontal-systemic disease links and
in immune-microbial interactions.

The “spit don’t rinse” guidance
is important guidance, but with
time has become generalised and
jingoistic, ultimately resulting in
misinterpretations, which are not
in our patients’ best interests. It
refers to retaining fluoride from
the toothpaste slurry, especially
in children and those at high
risk of caries. Rinsing the mouth
with water after brushing was a
traditional habit...even a protocol,
but of course the water dilutes
the fluoride reservoir in saliva and

is therefore counter-productive.
Therefore, the evidence base
supports a message of “spit don’t
rinse with water” and not a general
instruction of “spit don’t rinse” –
the devil is always in the detail!!

The "spit don’t rinse" message
does not make sense if the post
brushing rinse is with a >100ppm
fluoride-containing mouthwash.
The latter, provided the mouthwash
has a minimum 100ppm fluoride,
does not appear to have an impact
on that salivary fluoride reservoir,
relative to not rinsing at all. This
was shown many years ago by
Duckworth and colleagues, and so
provided the mouthwash used has
100ppm fluoride as a minimum, it
has the same effect as 1450ppm
fluoride toothpastes. The fluoride
retained in the plaque pellicle
following toothbrushing is about
100-200ppm, and it is that reservoir
that is important for ensuring that
the enamel surface has sufficient
fluoride protection.

If such mouthwash also have
antimicrobial properties, then there
may be benefit in rinsing with them
post-brushing in certain patients.
The exception is under 7-year-olds
who have not yet developed a
controlled swallowing reflex, and
who therefore may not be able to
use mouthwash without swallowing
it. In those over 7 years and who
can control their swallowing reflex,
then a fluoride rinse post-brushing
may offer additional benefit.



With the latest BSP guidelines
it’s now a documented, evidence
based S3 suggestion to use
chemotherapeutics in patients who
are in step 4. We are wanting to
minimise the risk of these patients
moving from stable to unstable
periodontal disease. Obviously,
home care is a massive factor in
achieving this, so it just makes
sense to me to have something I
can comfortably recommend with
additional benefits.

We’ve all got those patients who
have a little bit of bleeding present,
it’s not ‘just’ gingivitis. It’s the
beginning of disease. We need
address it to shift the paradigm.

Now I don’t recommend it to all of
my patients. I generally focus on
patients with complex restorations,
gingivitis or those in step 4. The
ones I do recommend it to have
been surprised by the long-term
effects it has had on their oral

health. Generally, there is less
inflammation and biofilm, especially
in those patients who are more
susceptible to periodontal disease.

I can show them the reduction in
bleeding and plaque scores, it has
become such a great motivator for
patients. Mouth rinse with essential
oils slows down the bacterial
production rate and provides an
opportunity for that patient to
manage their own biofilm at home,
which I think is really important.
Often, dental professionals worry
about patients replacing homecare
with mouth rinse, but I always tell
the patient it’s not a replacement
but it’s providing you with a head
start.

I personally use an essential oil
mouth rinse post brushing twice a
day and my mouth has never felt
cleaner.

With the latest BSP guidelines 
it’s now a documented, evidence 
based S3 suggestion to use 
chemotherapeutics in patients who 
are in step 4. We are wanting to 
minimise the risk of these patients 
moving from stable to unstable 
periodontal disease. Obviously, 
home care is a massive factor in 
achieving this, so it just makes 
sense to me to have something I 
can comfortably recommend with 
additional benefi ts. 

We’ve all got those patients who 
have a little bit of bleeding present, 
it’s not ‘just’ gingivitis. It’s the 
beginning of disease. We need 
address it to shift the paradigm. 

Now I don’t recommend it to all of 
my patients. I generally focus on 
patients with complex restorations, 
gingivitis or those in step 4. The 
ones I do recommend it to have 
been surprised by the long-term 
eff ects it has had on their oral 

health. Generally, there is less 
infl ammation and biofi lm, especially 
in those patients who are more 
susceptible to periodontal disease. 

I can show them the reduction in 
bleeding and plaque scores, it has 
become such a great motivator for 
patients. Mouth rinse with essential 
oils slows down the bacterial 
production rate and provides an 
opportunity for that patient to 
manage their own biofi lm at home, 
which I think is really important. 
Often, dental professionals worry 
about patients replacing homecare 
with mouth rinse, but I always tell 
the patient it’s not a replacement 
but it’s providing you with a head 
start. 

I personally use an essential oil 
mouth rinse post brushing twice a 
day and my mouth has never felt 
cleaner. 

What does the latest
evidence tell us about daily
usemouthwash for plaque
management?
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Contrary to traditional paradigms,
the latest evidence tells us that
daily mouthwash use, as an adjunct
to mechanical plaque control, and
I emphasise an adjunct and not a
replacement for it, does provide
significant additional reductions in
plaque scores and indeed gingival
redness and bleeding scores.

The data came from a 2015
systematic review by Serrano and
colleagues, which was a technical
review for the Prevention workshop
held by the EFP, which concluded
that chemical agents in toothpaste
and mouthwash do offer adjunctive
benefit when used daily. This data
was further supported in 2020
by another systematic review
by Figuero and colleagues who

showed the same thing in an
updated systematic review and
meta-analysis undertaken for the 1st
ever S3-level Clinical Guideline in
dentistry.

The Figuero study actually ranked
chemical agents in toothpastes and
mouthwash in terms of their effect
size on gingival index, % bleeding
sites and plaque index. The data
for each is displayed in tables 2, 3
and 4 of that paper and is worth a
look. Table 4 documents the plaque
index data and it showed that CXD
with CHX 0.2% (not 0.12%), CPC
(high and low concentrations) and
AmF_SnF (amine Fl/Stannous Fl)
all produced significant additional
reductions in plaque scores in that
respective order of performance.

Importantly, the tables also
enumerate the number of studies
that the data was derived from,
which varies from one to ten,
clearly the larger the number of
studies the more reproducible the
result is. It is important however
to consider each patient as an
individual and not to generalise
when it comes to use of chemical
adjuncts, and so decisions should
always be made on a case by case
basis.

So, in summary, the evidence base
has developed and care pathways
change with time, we can no longer
afford to ignore the evidence base
for certain mouthwash as adjuncts
to mechanical plaque control.

Subgroup Test-group n Standardized mean difference Heterogeneity

SMD_DL 95% CI p-value I2(%) p-value
Lower Upper

All
72 -1.268 -1.489 -1.047 <0.001 96.2 <0.001

Vehicle Dentifrice 36 -1.377 -1.770 -0.984 <0.001 94.4 <0.001
Rinse 33 -1.124 -1.374 -0.874 <0.001 97.4 <0.001
Dentifrice & Rinse 3 -1.825 -2.868 -0.781 <0.001 87.4 <0.001

Active agents EOs_R 10 -2.248 -3.240 -1.255 <0.001 98.6 -
SnF_SHMP_D 2 -1.503 -2.112 -0.895 <0.001 79.1 <0.001
CPC_H_R 5 -1.499 -2.335 -0.663 <0.001 96.3 -
Tric_cop_D 18 -1.313 -1.713 -0.914 <0.001 95.1 0.029
CHX_H_D 2 -1.278 -3.071 0.515 0.162 96.1 <0.001
Tric_cop_R 2 -1.214 -1.507 -0.922 <0.001 0 -
CHX_H_R 5 -1.144 -1.374 -0.915 <0.001 0 -
AmF_SnF_D 2 -0.840 -2.507 0.827 0.323 97.6 <0.001
AmF_SnF_R 2 -0.685 -1.044 -0.327 0.027 42.2 <0.001
CPC_L_R 3 -0.666 -1.056 -0.276 <0.001 80.5 -
SnF_D 2 -0.409 -0.581 -0.237 <0.001 23.8 <0.001

FFiigguueerroo,, EE..,, SS.. RRoollddaann,, JJ.. SSeerrrraannoo,, MM.. EEssccrriibbaannoo,, CC.. MMaarrttiinn aanndd PP.. PPrreesshhaaww ((22002200)).. ""EEffffiiccaaccyy ooff aaddjjuunnccttiivvee tthheerraappyy iinn
ppaattiieennttss wwiitthh ggiinnggiivvaall iinnffllaammmmaattiioonn.. AA ssyysstteemmaattiicc rreevviieeww aanndd mmeettaa--aannaallyyssiiss.."" JJ CClliinn PPeerriiooddoonnttooll““..

BSP S3 LEVEL TREATMENT GUIDELINE
ORAL HYGIENE & CHEMICAL PLAQUE CONTROL
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There is no sufficient evidence to
accept the proposition that the use
of mouthwashes containing alcohol
can influence the development of
oral cancer.

(Systematic review of 14 articles - 11
case-control studies and 3 clinical
trials - on mouthwash use and risk
of oral cancer; Aceves Argemí.)

Should we be
concerned about
the alcohol content
in mouthwash?
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PUBLISHED DATA REVEALS:

Make an evidence-based recommendation with LISTERINE®

FOR PATIENTS WHO BRUSH AND FLOSS
Adding LISTERINE® reduces interproximal plaque by
28.4% vs brushing and flossing alone *1

AND FOR THOSE WHO DON’T FLOSS
LISTERINE® is shown to reduce interproximal plaque above the gumline by
4.6x vs floss**2

How to tackle interproximal plaque with
essential oils-based LISTERINE®

ATTACK
PLAQUE
FROM EVERY ANGLE

* Sustained plaque reduction above the gumline with continual twice daily use for 12 weeks after a dental
cleaning. Flossing underwent once daily supervision on weekdays. Use LISTERINE® as part of a 3-step routine.
** Sustained plaque reduction above the gumline with continual twice daily use for 12 weeks after a dental
cleaning. Flossing was performed by a dental hygienist.

1. Milleman J, et al. Journal of Dental Hygiene. 2022;96(3):21-34.
2. Bosma ML, et al. Journal of Dental Hygiene. 2022;96(3):8-20.
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