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			ABSTRACT: Periodontitis is a chronic inflammatory disease in which sustained plaque control, risk-factor modification, adherence, and supportive care are central to long-term stability. Psychological stress, general anxiety, dental anxiety, and low self-efficacy may adversely affect health behavior and may also modulate periodontal treatment response. However, psychological and behavioral support is not consistently operationalized within periodontal pathways. To synthesize clinically relevant evidence on psychological and behavioral determinants of periodontal care and to propose a pragmatic interdisciplinary protocol integrating brief screening, behavioral support, stress/anxiety management, and referral into conventional periodontal treatment. A focused narrative review was undertaken using PubMed/MEDLINE and citation chaining through August 2026. Priority was given to periodontal clinical practice guidelines, systematic reviews/meta-analyses, and longitudinal or interventional studies relevant to psychological stress, general anxiety, dental anxiety, self-efficacy, adherence, motivational approaches, cognitive-behavioral principles, and oral-hygiene behavior. Evidence was translated into seven clinical components using three prespecified conceptual principles: consistency with evidence-based periodontal care, proportionality to identified psychosocial need, and feasibility in routine dental settings. This was not a systematic review and no PRISMA process, formal risk-of-bias assessment, or meta-analysis was undertaken. Evidence supports repeated behavior-change support and indicates associations between psychological stress/anxiety and periodontal disease or treatment response, although certainty and intervention effects remain heterogeneous. Dental anxiety is clinically distinct because it may directly affect avoidance, attendance, procedural tolerance, and adherence. The proposed pathway uses an authors’ stepped-care framework: routine behavioral support for all patients, enhanced support for persistent behavioral barriers, and mental-health assessment/referral when clinically significant psychological needs are identified. Structured psychological and behavioral care is a plausible adjunct to contemporary patient-centered periodontal management. The proposed protocol is an evidence-informed, testable clinical framework; its feasibility, acceptability, and effectiveness require prospective validation.

			KEYWORDS: Periodontitis; Psychological stress; Anxiety; Dental anxiety; Behavior change; Self-efficacy; Motivational interviewing; Interdisciplinary care; Oral hygiene.

			RESUMEN: La periodontitis es una enfermedad inflamatoria crónica en la que el control sostenido del biofilm, la modificación de factores de riesgo, la adherencia y el mantenimiento periodontal son determinantes para la estabilidad a largo plazo. El estrés psicológico, la ansiedad general, la ansiedad dental y una baja autoeficacia pueden afectar las conductas de salud y potencialmente modular la respuesta al tratamiento periodontal. Sintetizar la evidencia clínicamente relevante sobre determinantes psicológicos y conductuales de la atención periodontal y proponer un protocolo interdisciplinario que incorpore tamizaje breve, apoyo conductual, manejo de estrés/ansiedad y referencia profesional dentro del tratamiento periodontal convencional. Se realizó una revisión narrativa mediante PubMed/MEDLINE y búsqueda por referencias hasta agosto de 2026. Se priorizaron guías clínicas periodontales, revisiones sistemáticas/metaanálisis y estudios longitudinales o de intervención relevantes para estrés psicológico, ansiedad general, ansiedad dental, autoeficacia, adherencia, entrevista motivacional, principios cognitivo-conductuales y conducta de higiene oral. La evidencia se tradujo en siete componentes mediante tres principios conceptuales: congruencia con la terapia periodontal basada en evidencia, proporcionalidad del apoyo a la necesidad psicosocial identificada y factibilidad en la práctica odontológica. No se realizó una revisión sistemática, proceso PRISMA, evaluación formal de riesgo de sesgo ni metaanálisis. La evidencia respalda el apoyo repetido al cambio conductual y muestra asociaciones entre estrés/ansiedad y enfermedad o respuesta terapéutica periodontal, aunque existe heterogeneidad. La ansiedad dental se considera un dominio clínicamente diferenciado por su relación con evitación, asistencia, tolerancia a los procedimientos y adherencia. Se propone un marco escalonado de los autores con apoyo conductual rutinario, apoyo intensificado ante barreras persistentes y evaluación/derivación en necesidades psicológicas clínicamente significativas. La integración estructurada de atención psicológica y conductual constituye un complemento plausible del manejo periodontal contemporáneo centrado en el paciente. El protocolo es un marco clínico informado por evidencia que requiere validación prospectiva.

			PALABRAS CLAVE: Periodontitis; Estrés psicológico; Ansiedad; Ansiedad dental; Cambio conductual; Autoeficacia; Entrevista motivacional; Atención interdisciplinaria; Higiene oral.

			Introduction

			Periodontitis is a chronic multifactorial inflammatory disease associated with dysbiotic dental biofilms and characterized by progressive destruction of the tooth-supporting apparatus. Contemporary periodontal care requires more than subgingival instrumentation: sustained self-performed plaque control, risk-factor modification, patient engagement, and supportive periodontal care are essential components of treatment. The European Federation of Periodontology (EFP) S3 clinical practice guideline places oral-hygiene instruction, motivation, and risk-factor control within the first step of therapy and recommends reinforcement throughout subsequent phases of care (1).

			Behavior is therefore a central determinant of periodontal prognosis. Patients must repeatedly perform technically demanding self-care, attend maintenance visits, and often modify smoking or other lifestyle factors. Psychological constructs such as self-efficacy, coping, anxiety, and readiness for change can influence these behaviors. Reviews of behavioral interventions suggest that structured approaches based on goal setting, planning, self-monitoring, feedback, cognitive-behavioral principles, and motivational interviewing may improve self-care, although the magnitude and durability of clinical benefits vary (2-5).

			Psychological stress and general anxiety may be relevant through behavioral and biological pathways. Stress can reduce attention to self-care, increase avoidance, impair appointment adherence, and promote unhealthy coping behaviors; stress-related neuroendocrine and immune changes may also plausibly influence inflammatory regulation. Reviews report associations between stress/anxiety and periodontitis and, more recently, less favorable treatment response, but heterogeneity limits causal inference (6-9).

			Dental anxiety requires separate consideration. Unlike general stress or anxiety, dental anxiety is specifically linked to dental stimuli and may directly affect avoidance of care, attendance, procedural tolerance, communication, and adherence. It should therefore be assessed as a distinct clinical domain rather than used interchangeably with psychological stress or general anxiety.

			Despite this evidence, periodontal practice lacks a simple pathway specifying when psychological or behavioral support should be delivered, by whom, and at what intensity. This narrative review therefore translates current evidence into an authors’ proposed stepped-care framework integrating periodontal therapy with brief psychosocial screening, personalized behavior-change support, stress/anxiety management, and referral when needed. The framework is a clinical proposal, not a validated classification or proven therapeutic package.

			Methods

			Narrative Evidence Synthesis and Protocol Development

			This manuscript was developed as a focused narrative review and clinical proposal. A targeted PubMed/MEDLINE search was conducted through August 2026 using combinations of the concepts “periodontitis,” “periodontal therapy,” “psychological stress,” “anxiety,” “dental anxiety,” “behavior change,” “motivational interviewing,” “cognitive behavioral,” “self-efficacy,” “oral hygiene,” and “adherence.” Reference lists of major systematic reviews and periodontal guidelines were examined by citation chaining to identify foundational and clinically relevant publications.

			Priority was given to (1) international periodontal clinical practice guidelines and consensus reports; (2) systematic reviews and meta-analyses evaluating psychological stress, anxiety, behavioral interventions, or motivational approaches in periodontal populations; and (3) longitudinal or interventional studies addressing self-efficacy and oral-hygiene behavior. Publications were retained when they informed the rationale, content, delivery, or evaluation of the proposed pathway. Selection was narrative and clinically oriented rather than exhaustive. This was not a registered systematic review; no PRISMA flow diagram, formal risk-of-bias synthesis, or meta-analysis was performed.

			Protocol development used three translation principles: consistency with evidence-based periodontal therapy; proportionality of psychological support to identified need; and feasibility in routine dental settings. The seven components represent an author synthesis of the evidence domains summarized below. Where direct periodontal evidence was limited, the framework uses conservative clinical translation and explicitly avoids presenting proposed thresholds, sequences, or techniques as validated periodontal standards.

			Because the source manuscript did not record an exact lower search date, total number of records screened, or individual reviewer roles, these details are not reconstructed retrospectively here. They should be reported in a future update only if they can be verified from the authors’ search records.

			Narrative Synthesis of Clinically Relevant Evidence

			Psychological stress, general anxiety, and periodontal health

			Stress-related exposures have been investigated as potential modifiers of periodontal disease through neuroendocrine, immune-inflammatory, and behavioral pathways. The allostatic-load framework provides biological plausibility, while stress-associated behaviors such as smoking, sleep disruption, and reduced self-care may also influence periodontal risk (10,11). Clinical evidence remains associative: reviews have reported positive associations between psychological stress/anxiety and periodontitis and possible less favorable response to periodontal therapy, while emphasizing heterogeneity and limitations in causal inference (6-9). These findings support clinical awareness and individualized management but do not establish that stress reduction itself improves periodontal endpoints.

			Dental anxiety as a distinct clinical domain

			Dental anxiety should be distinguished from general anxiety and perceived stress. Its periodontal relevance is primarily clinical and behavioral: fear or anxiety related to dental treatment can contribute to delayed attendance, avoidance, reduced procedural tolerance, difficulty engaging with treatment, and discontinuity of maintenance. The Modified Dental Anxiety Scale (MDAS) is a brief five-item instrument with established reliability and validity and remains one of the most widely used adult dental-anxiety measures (18,19). Screening should identify barriers to care rather than establish a psychiatric diagnosis. Severe or persistent anxiety, marked avoidance, inability to tolerate necessary procedures, or functional impairment should prompt adaptation of dental care and consideration of referral to a qualified mental-health professional (22,23).

			Behavior change, self-efficacy,

			and adherence

			Long-term periodontal stability depends on repeated patient behaviors. Psychological approaches to plaque control have therefore moved from information-only education toward interventions designed to support capability, motivation, planning, and maintenance. The 2015 European Workshop on Periodontology emphasized goal setting, planning, self-monitoring, and individualized oral-hygiene instruction (12). Reviews published in 2020 and 2023 concluded that cognitive/social-cognitive interventions, motivational interviewing principles, and personalized educational programs may reinforce oral-hygiene behavior, although pooled clinical superiority is inconsistent (2,3). A 2024 meta-analysis found no significant pooled advantage of motivational interviewing for major periodontal outcomes compared with controls (4), whereas a 2026 systematic review suggested that multi-session motivational and behavior-change interventions may be more promising than isolated sessions (5). Oral-hygiene-related self-efficacy has direct longitudinal support in periodontal therapy: higher or improving self-efficacy is associated with more favorable self-care and sustained treatment success (13). Related periodontal studies also support links between psychological factors, treatment experience, oral-health-related quality of life, and clinical change (24,25).

			Clinical implications

			The evidence does not justify intensive psychological intervention for every periodontal patient. It supports a proportional model in which all patients receive evidence-based periodontal education and behavior support, while enhanced behavioral care or specialist psychological assessment is considered when persistent barriers materially interfere with self-care, attendance, procedural tolerance, or treatment adherence. This preserves the primacy of established periodontal treatment and avoids medicalizing normal situational distress.

			Evidence-to-Protocol Translation

			Table 1 makes explicit how the proposed components were derived. The mapping distinguishes evidence-supported periodontal or behavioral principles from author-level clinical synthesis. The framework should therefore be interpreted as evidence-informed rather than as a validated intervention package.

			Proposed Clinical Care Protocol

			The protocol is designed for adults undergoing active periodontal therapy or supportive periodontal care. Eligibility is determined by periodontal diagnosis, clinical need, and capacity to participate rather than by a single age band. Seven components can be delivered sequentially or selectively according to patient need and are integrated with conventional periodontal treatment (Table 2).

			Entry periodontal assessment and psychosocial screening

			The periodontal assessment remains the entry point. Clinicians should document diagnosis/stage/grade as appropriate, plaque and bleeding measures, probing depths, smoking status, diabetes status when relevant, previous adherence, and patient-reported barriers. Psychosocial screening should be brief, clinically actionable, and proportionate to the setting. For dental anxiety, the MDAS is a practical validated option (18,19). For general anxiety, a brief validated instrument such as the GAD-7 may be considered when appropriate to local language and clinical context [20]. Perceived stress may be assessed with a validated measure such as the Perceived Stress Scale (21). These instruments should not be treated as periodontal diagnostic tests or as substitutes for mental-health assessment. A positive screen is not a psychiatric diagnosis; it prompts discussion, adaptation of care, behavioral support, or referral when warranted (Table 3).

			

			Table 1. Evidence-to-protocol translation: Evidence domains, clinical implications, and  proposed components.

			
				
					
					
					
					
					
				
				
					
							
							Evidence domain

						
							
							Evidence base

						
							
							Clinical implication

						
							
							Proposed component(s)

						
							
							Status

						
					

					
							
							Plaque control

							and self-care

						
							
							Periodontal guideline + behavior-change reviews (1-5,12)

						
							
							Individualized instruction

							and repeated reinforcement

						
							
							1, 2, 6, 7

						
							
							Directly supported principle

						
					

					
							
							Self-efficacy

						
							
							Validated oral-health/self-care self-efficacy measure where available (13,24,25)

						
							
							Goals, feedback, mastery and barrier solving

						
							
							2, 4

						
							
							Evidence-informed translation

						
					

					
							
							Psychological stress/general anxiety

						
							
							Systematic reviews/meta-analyses(6-9)

						
							
							Identify distress/barriers; individualize support

						
							
							3

						
							
							Association-supported; intervention effect uncertain

						
					

					
							
							Dental anxiety

						
							
							Modified Dental Anxiety Scale (MDAS) or another validated dental-anxiety instrument appropriate to language/population (18,19)

						
							
							Detect avoidance/procedural intolerance; adapt care or refer

						
							
							3, 5

						
							
							Author synthesis; requires stronger periodontal-specific evidence

						
					

					
							
							Motivation/adherence

						
							
							Behavioral reviews (2-5,12,14,15)

						
							
							Repeated support, planning, self-monitoring

						
							
							2, 4, 7

						
							
							Evidence-informed principle

						
					

					
							
							Supportive periodontal care

						
							
							EFP guideline (1)

						
							
							Longitudinal reinforcement

							and relapse prevention

						
							
							7

						
							
							Directly supported periodontal principle

						
					

					
							
							Systemic/psychosocial complexity

						
							
							Guideline context + interdisciplinary proposal

						
							
							Shared care and referral

							according to need

						
							
							5

						
							
							Author-proposed implementation

						
					

				
			

			Table 2. Proposed clinical care protocol: Components, objectives, core techniques, professionals, and timing.

			
				
					
					
					
					
					
				
				
					
							
							Component

						
							
							Primary objective

						
							
							Core techniques

						
							
							Lead professional(s)

						
							
							Suggested timing

						
					

					
							
							1. Periodontal education

						
							
							Build accurate illness understanding

						
							
							Plain-language education; personalized risk communication; teach-back

						
							
							Periodontist/dentist; hygienist

						
							
							Diagnosis; reinforce at re-evaluation

						
					

					
							
							2. Self-care and responsibility

						
							
							Strengthen self-efficacy and self-management

						
							
							Collaborative goals; action planning; barrier identification; self-monitoring

						
							
							Dental team; psychologist when needed

						
							
							Step 1 and maintenance

						
					

					
							
							3. Stress/anxiety and dental-anxiety support

						
							
							Identify distress that interferes with care

						
							
							Brief screening; normalization; basic coping/relaxation; adaptation of dental care

						
							
							Dental team within competence; psychologist when indicated

						
							
							Before/during procedures; when barriers emerge

						
					

					
							
							4. Self-efficacy and adaptive coping

						
							
							Increase confidence and persistence

						
							
							Progress feedback; mastery goals; problem solving; structured behavioral support

						
							
							Dental team; psychologist for formal psychological techniques

						
							
							Active therapy and re-evaluation

						
					

					
							
							5. Interdisciplinary coordination

						
							
							Match care intensity to need

						
							
							Shared care plan; referral pathway; provider communication

						
							
							Periodontist/dentist; psychologist; physician/nurse as relevant

						
							
							When systemic/psychosocial complexity is identified

						
					

					
							
							6. Oral-hygiene skills training

						
							
							Achieve sustainable plaque control

						
							
							Individualized brushing/interdental instruction; demonstration; teach-back; plaque feedback

						
							
							Periodontist/dentist; hygienist

						
							
							Step 1; reinforce throughout treatment/SPC

						
					

					
							
							7. Support network and maintenance

						
							
							Sustain behavior and continuity

						
							
							Maintenance scheduling; relapse planning; support involvement when appropriate

						
							
							Dental team; allied health professionals

						
							
							Supportive periodontal care

						
					

				
			

			

			Table 3. Psychosocial screening domains, assessment approaches, and suggested clinical actions.

			
				
					
					
					
					
				
				
					
							
							Domain

						
							
							Example approach

						
							
							What it informs

						
							
							Clinical action

						
					

					
							
							Dental anxiety

						
							
							Modified Dental Anxiety Scale (MDAS) or another validated dental-anxiety instrument appropriate to language/population (18,19)

						
							
							Fear, avoidance, procedural tolerance

						
							
							Adapt care; consider

							psychological referral according to severity/impairment

						
					

					
							
							General anxiety

						
							
							Brief validated anxiety measure; e.g., GAD-7 when appropriate to the setting and population (20)

						
							
							Symptoms interfering with function or treatment

						
							
							Clinical discussion; refer when clinically indicated

						
					

					
							
							Perceived stress

						
							
							Validated perceived-stress measure; e.g., Perceived Stress Scale (21)

						
							
							Stress burden and self-care barriers

						
							
							Behavioral/coping support; reassess

						
					

					
							
							Self-efficacy

						
							
							Validated oral-health/self-care self-efficacy measure where available (13,24,25)

						
							
							Confidence to perform and maintain hygiene

						
							
							Goals, feedback, skills training, follow-up

						
					

					
							
							Adherence/barriers

						
							
							Brief structured interview + clinical history

						
							
							Attendance, maintenance, hygiene and practical barriers

						
							
							Planning, barrier resolution, follow-up

						
					

				
			

			Authors’ proposed stepped-care framework

			The following levels are an authors’ proposed clinical framework and should not be interpreted as a validated classification. Level 1 (routine support) includes personalized periodontal education, oral-hygiene skills training, collaborative goal setting, planning, self-monitoring, and routine reinforcement. Level 2 (enhanced behavioral support) is considered when barriers persist despite routine care and may include more frequent feedback, structured planning, repeated motivational strategies, and coordinated behavioral support. Level 3 (specialist psychological care) is considered when dental anxiety, persistent distress, avoidance, functional impairment, or complex psychosocial problems materially interfere with care and require formal psychological or psychiatric assessment. No universal numerical cut-offs are proposed because appropriate thresholds depend on the validated instrument, population, clinical context, and professional scope.

			Scope of practice and referral

			Dental professionals may identify psychosocial barriers, provide clear communication, basic behavioral support, adapt appointment structure, reinforce self-care, and initiate referral. Systematic and clinical literature on adult dental anxiety supports individualized assessment, behavioral management within the dental setting, and escalation to trained psychological care for more severe or persistent cases (22,23). Formal psychotherapeutic techniques—including structured cognitive-behavioral therapy or graded exposure delivered as treatment—should be provided only by appropriately trained professionals and within applicable scope-of-practice requirements. Referral decisions should consider severity, persistence, functional impairment, avoidance, inability to tolerate necessary treatment, patient preference, and local resources.

			Integration with periodontal treatment phases

			During Step 1 periodontal therapy, emphasis is placed on education, plaque control, motivation, risk-factor management, and identification of barriers. During Steps 2 and 3, behavioral reinforcement and anxiety-sensitive adaptations continue as required. At re-evaluation, periodontal measures, adherence, barriers, and treatment experience are reassessed. During supportive periodontal care, relapse prevention, self-efficacy, maintenance adherence, and re-screening when clinically indicated become central. Psychological and behavioral support is therefore longitudinal rather than confined to a single encounter (1-5).

			Clinical Pathway (figure 1)
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			Figure 1. Authors’ proposed stepped clinical pathway integrating periodontal, behavioral, and psychological care.

			

			Research Agenda and Priorities for Future Validation

			Prospective work should first establish feasibility and acceptability before testing efficacy. Key implementation outcomes include recruitment, attendance, completion of behavioral components, referral uptake, clinician time, acceptability, and intervention fidelity. Clinical outcomes may include plaque, bleeding on probing (BOP), probing pocket depth (PPD), clinical attachment level (CAL) when appropriate, maintenance attendance, and longer-term stability. Patient-reported outcomes may include stress/anxiety, dental anxiety, self-efficacy, oral-health-related quality of life, and treatment experience (Table 4).

			Table 4. Suggested outcomes and assessment timing for future validation of the proposed protocol.

			
				
					
					
					
					
				
				
					
							
							Domain

						
							
							Suggested outcome

						
							
							When to assess

						
							
							Purpose

						
					

					
							
							Periodontal

						
							
							Plaque, BOP, PPD; CAL when appropriate

						
							
							Baseline, re-evaluation, SPC

						
							
							Clinical response and stability

						
					

					
							
							Behavioral

						
							
							Self-care, attendance, adherence

						
							
							Baseline and follow-up

						
							
							Behavior change

						
					

					
							
							Psychological

						
							
							Stress/anxiety, dental anxiety, self-efficacy

						
							
							Baseline and selected follow-up

						
							
							Mechanisms and patient need

						
					

					
							
							Patient-centered

						
							
							OHRQoL, treatment experience

						
							
							Baseline and follow-up

						
							
							Patient benefit and acceptability

						
					

					
							
							Implementation

						
							
							Completion, referral uptake, clinician time, fidelity

						
							
							Throughout study

						
							
							Feasibility and reproducibility

						
					

				
			

			Discussion

			The principal contribution of this proposal is organizational and translational: it brings together a dispersed literature on stress, anxiety, dental anxiety, self-efficacy, motivation, and oral-hygiene behavior and places these domains within a periodontal pathway. The framework deliberately avoids equating association with causation and does not claim that psychological treatment independently improves periodontal endpoints. Instead, psychosocial assessment and behavior support are positioned as adjuncts that may improve engagement, self-management, adherence, and patient experience.

			This distinction is important because the literature is mixed. Psychological stress is associated with periodontitis and may adversely influence treatment response, but certainty varies and residual confounding is likely (6-9). Motivational interviewing has conceptual appeal but has not consistently produced superior periodontal outcomes in pooled analyses (4). Multi-session interventions combining several behavior-change techniques appear more promising (3,5), suggesting that repeated personalized support may be more important than reliance on a single branded counseling technique.

			The framework is compatible with current periodontal guidelines. The EFP S3 approach places motivation, oral-hygiene instruction, and risk-factor control at the beginning of therapy and reinforces them longitudinally (1). The present proposal adds a psychosocial layer: brief screening, explicit distinction between general anxiety and dental anxiety, proportional support, referral criteria, and patient-reported outcomes. It extends rather than replaces established periodontal care.

			Several limitations must be acknowledged. First, this is a narrative review and does not provide the methodological protections of a registered systematic review. The source search record does not support retrospective reporting of an exact lower search date, total screened records, or individual reviewer roles. Second, evidence for specific stress-reduction or psychological interventions on periodontal outcomes remains insufficient for definitive treatment recommendations. Third, the seven components are an author synthesis; their optimal dose, duration, sequence, and professional mix are unknown. Fourth, the periodontal evidence base specifically addressing dental anxiety and screening instruments requires expansion. Fifth, screening tools and referral processes must be adapted to language, population, healthcare resources, privacy requirements, and professional scope. Finally, implementation may require training, reimbursement mechanisms, and interprofessional referral networks.

			Ethical and Implementation Considerations

			Because this work is a narrative review and clinical proposal and does not report research involving human participants, it does not itself present participant-level research data. Any prospective implementation or validation study should obtain ethics approval and informed consent as required by local regulations. Psychological screening should respect privacy, confidentiality, autonomy, and scope of practice. Dental professionals should not diagnose or treat psychiatric disorders beyond their training. Clinical records should document relevant screening findings, adaptations, referrals, and patient preferences in accordance with applicable data-protection requirements.

			Conclusion

			Psychological and behavioral determinants are clinically relevant to periodontal care because long-term stability depends heavily on sustained self-management and adherence. Current evidence supports repeated behavior-change support and suggests that psychological stress and anxiety may influence periodontal disease and treatment response, but it does not establish the efficacy of any single psychological intervention for periodontal endpoints. Dental anxiety should be considered separately because of its direct implications for avoidance, procedural tolerance, attendance, and adherence. The authors’ proposed stepped-care framework integrates periodontal assessment, brief psychosocial screening, proportional behavioral support, stress/anxiety-sensitive care, and referral with conventional periodontal therapy. Its feasibility, acceptability, implementation requirements, mechanisms, and clinical effectiveness require prospective evaluation.
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ABSTRACT: Periodontitis is a chronic inflammatory disease in which sustained plaque control, risk-factor
modification, adherence, and supportive care are central to long-term stability. Psychological stress,
general anxiety, dental anxiety, and low self-efficacy may adversely affect health behavior and may
also modulate periodontal treatment response. However, psychological and behavioral support is not
consistently operationalized within periodontal pathways. To synthesize clinically relevant evidence on
psychological and behavioral determinants of periodontal care and to propose a pragmatic interdiscipli-
nary protocol integrating brief screening, behavioral support, stress/anxiety management, and referral
into conventional periodontal treatment. A focused narrative review was undertaken using PubMed/
MEDLINE and citation chaining through August 2026. Priority was given to periodontal clinical practi-
ce guidelines, systematic reviews/meta-analyses, and longitudinal or interventional studies relevant to
psychological stress, general anxiety, dental anxiety, self-efficacy, adherence, motivational approaches,
cognitive-behavioral principles, and oral-hygiene behavior. Evidence was translated into seven clinical
components using three prespecified conceptual principles: consistency with evidence-based periodon-
tal care, proportionality to identified psychosocial need, and feasibility in routine dental settings. This
was not a systematic review and no PRISMA process, formal risk-of-bias assessment, or meta-analysis
was undertaken. Evidence supports repeated behavior-change support and indicates associations bet-
ween psychological stress/anxiety and periodontal disease or treatment response, although certainty
and intervention effects remain heterogeneous. Dental anxiety is clinically distinct because it may di-
rectly affect avoidance, attendance, procedural tolerance, and adherence. The proposed pathway uses
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