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Abstract

Background—The randomized case presentation (RCP) study is designed to assess the degree 

of diagnostic accuracy for described periodontal cases. This is to lay the basis for practitioner 

calibration in the Practitioners Engaged in Applied Research and Learning (PEARL) Network for 

future clinical studies.

Methods—The RCP consisted of 10 case scenarios ranging from periodontal health to gingivitis 

and mild, moderate, and severe periodontitis. Respondents were asked to diagnose the described 

cases. Survey diagnoses were compared to two existing classifications of periodontal disease 

status. The RCP was administered via a proprietary electronic data capture system maintained by 

the PEARL Data Coordinating Center. Standard analytic techniques, including frequency counts 

and cross-tabulations, were used for categorical data with mean and standard deviation and 

median values reported for continuous data elements.

Results—Demonstrable variations in periodontal assessment for health, gingivitis, and mild, 

moderate, and severe periodontitis were found among the 130 PEARL general practitioners who 

participated in the RCP survey. The highest agreement for diagnosis among dentists was for 
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severe periodontitis (88%) and the lowest for gingivitis (55%). The highest percentage of variation 

was found in cases with health and gingivitis.

Conclusions—There was variation among PEARL practitioners in periodontal diagnosis that 

may affect treatment outcomes. Our findings add clinical support to recent publications suggesting 

a need for standardization of terminology in periodontitis diagnosis.
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The Practitioners Engaged in Applied Research and Learning (PEARL) Network is a 

practice-based research network (PBRN) supported by the National Institute of Dental and 

Craniofacial Research and the National Institutes of Health (NIDCR/NIH). PEARL Network 

dentists are termed practitioner-investigators (P-Is), who conduct practice-based research 

pertaining to clinical issues of everyday practice for the purpose of improving patient care. 

Currently, the PEARL Network has a registry of >300 P-Is throughout the continental 

United States. The clinical portfolio of studies includes surveys, observational, retrospective, 

prospective, randomized clinical studies (RCSs), randomized case presentations (RCPs), and 

randomized clinical trials, depending on the stage of clinical development of a product and if 

it were to undergo regulatory approval. RCSs are reserved for standard of care studies. The 

PEARL Network findings contribute to the concept of evidence-based dentistry related to 

treatment outcomes.1–3 The survey is, to the best of the authors’ knowledge, the first 

periodontal disease-related study conducted in a PBRN.

Savage et al.4 suggests evidence of variation in the diagnosis of periodontitis and lack of 

consensus definitions of periodontal disease states. Treatment of periodontitis may be 

instrumental in reducing adverse health outcomes.5 Periodontal diseases are common, with 

literature reporting prevalence as high as 90%,6 and are a significant cause of tooth loss.7–11 

The variation in definitions of periodontal diseases may have an impact on the reported 

prevalence of periodontitis in the US population.12,13 There are numerous sources 

suggesting criteria for defining a diagnosis of periodontitis.14–24 Differences in periodontitis 

definitions and lack of commonality may impact periodontal research, including determining 

the prevalence and extent of periodontitis.25 A problem in periodontitis diagnosis is the lack 

of a single consensus document which contains all the information needed to form a 

diagnosis. Hence, a “gold standard” for diagnosis of periodontitis is lacking. There are >15 

definitions for periodontitis in the literature.4 The current article considers definitions used 

to define the most common forms of periodontitis from: 1) the American Academy of 

Periodontology (AAP) position paper and parameters of care10 (Table 1),21–23 2) the 

periodontal treatment protocol10 (Table 1),19 3) the Centers for Disease Control (CDC)-

AAP case definitions for surveillance of periodontitis (Table 2),15 and 4) the criteria for 

randomized case presentation (RCP) (Table 3).10

The historical reason for this variation of a periodontal diagnosis is based on the coding of 

dental procedures for reimbursement purposes. The delivery of dental care is translated from 

treatment to procedure codes. The Health Insurance Portability and Accountability Act of 
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1996 (HIPAA)26 set into law the use of procedure codes exemplified by Current Dental 

Terminology (CDT) published by the American Dental Association.27 HIPAA legislation 

excluded dentistry from the requirement to document diagnosis codes26,28 but mandated the 

use of diagnosis codes in medicine. Every oral health diagnosis for a hospital or medical 

encounter is made using the International Classification of Disease (ICD), which is 

mandated for use in medicine in the United States (Table 4). The codes originate from the 

World Health Organization, and ICD-9-CM (which will be soon replaced by ICD-10) is 

published by the Center for Medicaid and Medicare Services.29–32 Dentistry currently has a 

disconnect between procedure codes (CDT) and diagnosis codes (ICD), which only 

confounds the issue of terminology.

The AAP classification system describes eight categories of disease,17 which differs from 

the ICD-9-CM coding system that has nine categories, and only three categories overlap: 

“gingivitis, chronic periodontitis (CP), and aggressive periodontitis”33 (Table 4). The noted 

differences between the AAP and the ICD systems include different terminology to describe 

oral health, as well as definitions that incorporate certain risk factors. For example, the ICD 

system uses the risk factor “accretions on teeth” (calculus), and the AAP system uses the 

risk factor “periodontitis as a manifestation of systemic diseases” (medical health 

conditions). Table 4 is a review of the discrepancies between the systems. The primary aim 

of this RCP study is to assess the practitioners’ diagnosis of health; gingivitis; and mild, 

moderate, and severe periodontitis. The study is designed to assess the degree of diagnostic 

accuracy for described periodontal cases. This was to lay the basis for practitioner 

calibration in the network for future clinical studies.

MATERIALS AND METHODS

An RCP series that included 10 different periodontal cases (see supplementary Appendix 1 

in the online Journal of Periodontology) was created to assess the general practitioner’s 

periodontal diagnosis acumen in describing a case study. Upon accessing the protocol in a 

web-based proprietary electronic data capture system, maintained by the EMMES 

Corporation (Rockville, Maryland), a randomly selected order and sequence of five 

scenarios was pulled from a preloaded randomization table and assigned to the user. The 

order and sequence informed the system of the five scenarios to be presented, and the order 

in which to present them. There was no opportunity for users to access scenarios to which 

they were not randomized. The PEARL Network developed the cases based on the 

literature10 (Table 3) in consultation with Board-certified periodontists and reviewed by the 

NIDCR/NIH appointed Protocol Review Committee. Standard information for each case 

included probing depth (PD), bleeding on probing (BOP), bone loss, furcation involvement, 

mobility, clinical attachment loss (AL), and presence of inflammation. For each case, the 

participant was asked to select the diagnosis from periodontal health; gingivitis; mild, 

moderate, and severe periodontitis; or referral to a specialist for the diagnosis. For the 

purpose of the RCP study, the terms early, mild, and slight periodontitis are used 

interchangeably to describe the least severe form of periodontitis. Additionally, survey 

questions were developed to ascertain the information used to form a diagnosis and 

recommended treatment. Criteria used in diagnosis included: 1) probing results; 2) gingival 

inflammation; and 3) presence of calculus or plaque. Options for treatment 
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recommendations included: 1) oral hygiene instruction; 2) scaling; 3) full-mouth polishing; 

4) mouth rinses; 5) root planing; 6) antibiotics; 7) surgery; 8) occlusal adjustment; or 9) host 

response modification. The survey was administered via a proprietary electronic data 

capture system†† maintained by PEARL’s Data Coordinating Center. Descriptive statistics 

are presented, including frequencies and percentages for categorical variables and mean, 

median, standard deviation (SD), and minimum and maximum for continuous variables. The 

authors of the present study define PD and AL for the comparison criteria (Table 1) as 

applied to the RCP for the worst site. The classification system described by Armitage 

correlates more specifically with AL as 1 to 2 mm for slight periodontitis and 3 to 4 mm for 

moderate periodontitis.17 The study used the comparison criteria (Table 1) to diagnose the 

RCP outcomes. The issue of classification and periodontal terminology was noted in the 

analysis phase of the study. Tables 1, 2, and 3 describe some of the most common terms of 

periodontal disease available to clinicians. CDC/AAP definitions15 were not used in private 

practice as they were developed for epidemiologic studies. It should also be noted that the 

AAP diagnosis from the parameters of care22,23 and position statement21 does not 

distinguish between mild and moderate periodontitis (Table 1). In addition, CDC/AAP 

definitions are too new to have been used in this study. This study follows PEARL standard 

operating procedures and is conducted in accordance with good clinical practice guidelines 

and Institutional Review Board approval by the New York University School of Medicine.

RESULTS

A total of 132 PEARL practitioners participated in the study survey. Two of the practitioners 

were excluded from analyses because they were not general dentists. Data were reported on 

the responses of 130 general dentists. Demographics of the PEARL Network (Table 5) 

demonstrate a representative distribution of dentists in age, sex, race, ethnicity, practice 

location, and number of active patients. The average age of a PEARL P-I in the study was 

53 years. When excluding referral to a specialist for diagnosis, the distribution of responses 

(Table 6) for the 10 patient case scenarios was Case A (65), Case B (64), Case C (66), Case 

D (66), Case E (63), Case F (57), Case G (61), Case H (52), Case I (52), and Case J (54). 

Table 7 describes the correct diagnosis based on the criteria (Table 1) to interpret each case. 

Using Case A as an example, 57% assigned a diagnosis of health in agreement with the AAP 

definition (Tables 6 and 7). Dentists exhibited variation in agreement with an interpretation 

of the RCP ranging from 55% for Case B “gingivitis” to 88% for Case I “severe 

periodontitis” (Table 6). The diagnosis appears to be dependent on the definition applied 

(respondents did not apply the same definitions to survey cases illustrating the variation of 

terminology affecting periodontal diagnosis and is further mentioned in the discussion 

section).

Table 8 suggests that dentists are more likely to refer to a specialist for the more severe 

cases. PEARL P-Is responded to cases by referring to a specialist for diagnosis 0% and 1% 

for mild periodontitis (Cases C and D, respectively), 0%, 8%, and 6% for moderate 

periodontitis (Cases E, F, and G, respectively), and 15%, 19%, and 21% for severe 

periodontitis (Cases H, I, and J, respectively).

††AdvantageEDC, EMMES.
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DISCUSSION

The authors have identified disparate classifications described in Tables 1 and 2 to illustrate 

the issues of varying definitions of periodontitis and terminology. The first classification 

comes from the AAP Parameters of Care,21–23 the second was used to support clinical 

outcomes for a marketed oral care product for the treatment of CP,19 and the third 

definition15 was developed for epidemiologic research. Table 3 shows the criteria used for 

the RCP development.

The findings suggest that the lack of consensus in the definitions of periodontitis may have 

contributed to the variation in diagnosis by the practitioners. Individual clinical outcome 

parameters, such as PD, BOP, AL, and others, provide the basis to assess classification 

systems for oral health and periodontitis, and they provide the basis to improve diagnosis 

accuracy. One common element to link the systems should be primarily directed toward 

measuring disease outcomes that can be translated and interpreted by multiple users to 

improve health. A consensus for periodontal terminology may benefit the use of electronic 

health records by establishing a foundation for studies and the future of evidence-based 

dentistry.

From Tables 6 and 7, it was concluded that a periodontal diagnosis is dependent on the 

benchmark reference used by a practitioner and his or her interpretation of the reference. 

The present study suggests that the lack of consensus criteria (Table 1) that precisely 

describes a specific periodontal diagnosis may have contributed to the variation in diagnosis. 

Based on the authors’ observations, it is recommended that future studies take into 

consideration the variation in periodontal diagnosis including the terminology used by 

clinicians to describe periodontitis when conducting comparative effectiveness research with 

the objective of identifying the most beneficial treatments for a specific periodontal 

diagnosis. Ideally, dentistry would have a consensus of terminology with precise correlation 

of clinical conditions for a specific periodontal diagnosis.

Table 8 suggests that severity of periodontitis is a criterion used by dentists to refer, which is 

consistent with Cobb et al.34 However, presenting the information in this manner implies 

that severity of periodontitis is the sole criterion. This may or may not be true and warrants 

further study. This issue is important because other factors such as risk and other criteria 

have been suggested for referral.35

Although the present study showed that practitioners’ agreement of a periodontal diagnosis 

was good only for severe periodontitis, this could mean that some patients with periodontitis 

of less severity are not accurately diagnosed and, as a consequence, are over- or 

undertreated.

The RCP is designed for internet-based delivery and is not without limitations. Based on the 

progression of chronic adult periodontitis, the RCP describes periodontal health; gingivitis; 

mild, moderate, and severe periodontitis. In some instances, the RCP describes clinical cases 

that require clear interpretation of terminology. The survey is intended to focus on clinical 

information used by practitioners to establish the diagnosis. Further, the survey instrument 

allows providers to select “refer to a specialist” rather than require a diagnosis.
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The study identifies multiple terms currently used to describe periodontal disease. Tables 1 

through 3 describe the commonly accepted definitions, and Table 4 describes two 

periodontal disease classification systems, which were developed for different purposes, but 

neither of which is aimed at disease status. Variation in terminology supports the gross 

description of a condition rather than applying a classification that can monitor disease 

progress positively or negatively. This masks the fundamental issue described in this article; 

that is, the lack of an agreed-upon system of terminology to measure disease status and 

improve diagnosis. Future studies should take into consideration the systems of 

classification that exist in dentistry and consider the variation in definitions to improve 

dentists’ patient-centered diagnosis of periodontitis. This variation becomes important when 

conducting comparative effectiveness research with the objective of identifying the most 

beneficial treatments.

CONCLUSIONS

Further study is needed to better comprehend the relationship among the variables that make 

up a diagnosis of periodontitis. In the current study, the poorest agreement was found when 

distinguishing health and gingivitis and the best for severe periodontitis. The PEARL 

Network findings of a 33 percentage point difference in diagnosis supports the literature’s 

call for standardized terminology for diagnosing dental diseases.4,32 A consensus of 

standardized terms related to periodontal health states, risk assessment, and diagnosis codes 

may improve the practitioner’s ability to diagnose periodontitis and may provide cost 

savings to the patient and the nation. If a patient is treated for periodontitis when he or she 

merely has gingivitis, this may have significant costs associated with it. Alternatively, if a 

patient is treated for gingivitis when he or she has periodontitis, this may be associated with 

adverse oral health outcomes. Consensus of standardized terminology to increase diagnosis 

accuracy may have potential health benefits and potential cost savings.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Acknowledgments

Supported by NIDCR U01-DE016755 awarded to The PEARL Network, New York University College of 
Dentistry, New York, New York. John A. Martin is the chief science officer of PreViser, Mt. Vernon, Washington. 
Abigail G. Matthews is a biostatistician and Don Vena is the director of the Data Coordinating Center at the 
EMMES Corporation, which owns the electronic data capture system used in this study.

References

1. Bernstein S, Horowitz A, Man M, et al. Practitioners Engaged in Applied Research and Learning 
(PEARL) Network Group. Outcomes of endodontic therapy in general practice: A study by the 
Practitioners Engaged in Applied Research and Learning Network. J Am Dent Assoc. 2012; 
143:478–487. [PubMed: 22547719] 

2. Lehmann M, Keenan AV, Matthews AG, et al. Dentin caries activity in early occlusal lesions 
selected to receive operative treatment: Findings from the Practitioners Engaged in Applied 
Research and Learning (PEARL) Network. J Am Dent Assoc. 2012; 143:377–385. [PubMed: 
22467698] 

Martin et al. Page 6

J Periodontol. Author manuscript; available in PMC 2015 April 10.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



3. Curro FA, Grill AC, Thompson VP, et al. Advantages of the dental practice-based research network 
initiative and its role in dental education. J Dent Educ. 2011; 75:1053–1060. [PubMed: 21828299] 

4. Savage A, Eaton KA, Moles DR, Needleman I. A systematic review of definitions of periodontitis 
and methods that have been used to identify this disease. J Clin Periodontol. 2009; 36:458–467. 
[PubMed: 19508246] 

5. Simpson TC, Needleman I, Wild SH, Moles DR, Mills EJ. Treatment of periodontal disease for 
glycaemic control in people with diabetes [review]. Cochrane Database Syst Rev. 2010; 
5:CD004714. [PubMed: 20464734] 

6. Pihlstrom BL, Michalowicz BS, Johnson NW. Periodontal diseases. Lancet. 2005; 366:1809–1820. 
[PubMed: 16298220] 

7. Brown LJ, Oliver RC, Lo¨e H. Evaluating periodontal status of US employed adults. J Am Dent 
Assoc. 1990; 121:226–232. [PubMed: 2401776] 

8. Brown LJ, Oliver RC, Löe H. Periodontal diseases in the U.S. in 1981: Prevalence, severity, extent, 
and role in tooth mortality. J Periodontol. 1989; 60:363–370. [PubMed: 2778605] 

9. Martin JA, Page RC, Loeb CF, Levi PA Jr. Tooth loss in 776 treated periodontal patients. J 
Periodontol. 2010; 81:244–250. [PubMed: 20151803] 

10. Albandar JM, Brunelle JA, Kingman A. Destructive periodontal disease in adults 30 years of age 
and older in the United States, 1988–1994. J Periodontol. 1999; 70:13–29. [PubMed: 10052767] 

11. Martin JA, Page RC, Kaye EK, Hamed MT, Loeb CF. Periodontitis severity plus risk as a tooth 
loss predictor. J Periodontol. 2009; 80:202–209. [PubMed: 19186959] 

12. Eke PI, Thornton-Evans GO, Wei L, Borgnakke WS, Dye BA. Accuracy of NHANES periodontal 
examination protocols. J Dent Res. 2010; 89:1208–1213. [PubMed: 20858782] 

13. Merchant AT, Pitiphat W. Researching periodontitis: Challenges and opportunities. J Clin 
Periodontol. 2007; 34:1007–1015. [PubMed: 17953694] 

14. Tonetti MS, Claffey N, European Workshop in PeriodontologygGroup C. Advances in the 
progression of periodontitis and proposal of definitions of a periodontitis case and disease 
progression for use in risk factor research. Group C consensus report of the 5th European 
Workshop in Periodontology. J Clin Periodontol. 2005; 32(Suppl. 6):210–213. [PubMed: 
16128839] 

15. Page RC, Eke PI. Case definitions for use in population-based surveillance of periodontitis. J 
Periodontol. 2007; 78(Suppl. 7):1387–1399. [PubMed: 17608611] 

16. Machtei EE, Christersson LA, Grossi SG, Dunford R, Zambon JJ, Genco RJ. Clinical criteria for 
the definition of “established periodontitis”. J Periodontol. 1992; 63:206–214. [PubMed: 1593413] 

17. Armitage GC. Development of a classification system for periodontal diseases and conditions. Ann 
Periodontol. 1999; 4:1–6. [PubMed: 10863370] 

18. Kalenderian E, Ramoni RL, White JM, et al. The development of a dental diagnostic terminology. 
J Dent Educ. 2011; 75:68–76. [PubMed: 21205730] 

19. Sweeting LA, Davis K, Cobb CM. Periodontal treatment protocol (PTP) for the general dental 
practice. J Dent Hyg. 2008; 82(Suppl. 3):16–26. [PubMed: 19275824] 

20. American Academy of Periodontology. Diagnosis of periodontal diseases (position paper). J 
Periodontol. 2003; 74:1237–1247. [PubMed: 14514240] 

21. American Academy of Periodontology. Treatment of plaque-induced gingivitis, chronic 
periodontitis, and other clinical conditions (position paper). J Periodontol. 2001; 72:1790–1800. 
(erratum 2003; 74:1568). [PubMed: 11811516] 

22. American Academy of Periodontology. Parameter on chronic periodontitis with advanced loss of 
periodontal support. J Periodontol. 2000; 71(Suppl.5):856–858. [PubMed: 10875691] 

23. American Academy of Periodontology. Parameter on chronic periodontitis with slight to moderate 
loss of periodontal support. J Periodontol. 2000; 71(Suppl.5):853–855. [PubMed: 10875690] 

24. Preshaw PM. Definitions of periodontal disease in research. J Clin Periodontol. 2009; 36:1–2. 
[PubMed: 19017037] 

25. Costa FO, Guimara˜es AN, Cota LO, et al. Impact of different periodontitis case definitions on 
periodontal research. J Oral Sci. 2009; 51:199–206. [PubMed: 19550087] 

Martin et al. Page 7

J Periodontol. Author manuscript; available in PMC 2015 April 10.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



26. Health Insurance Portability and Accountability Act of 1996 (HIPAA; P. L. 104–191). Available 
at: http://www.gpo.gov/fdsys/pkg/PLAW-104publ191/pdf/PLAW-104publ191.pdf. Accessed 
August 31, 2011

27. American Dental Association (ADA). CDT2011–2012 Current Dental Terminology: The ADA 
Practical Guide to Dental Procedure Codes. Chicago: American Dental Association; 2010. 

28. Cleverley, WO.; Song, PH.; Cleverley, JO. Essentials of Health Care Finance. 7. Sudbury, MA: 
Jones Bartlett; 2010. p. 17

29. National Center for Health Statistics (NCHS) and the Centers for Medicare and Medicaid Services 
(CMS). International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-
CM). Available at: http://www.cdc.gov/nchs/icd/icd9cm.htm. Accessed August 11, 2011

30. Office of the Secretary, HHS. HIPAA administrative simplification: Modifications to medical data 
code set standards to adopt ID-10-CM and ICD-10-PCS. Final rule. Fed Regist. 2009; 74:3328–
3362. [PubMed: 19385111] 

31. World Health Organization. International Classification of Diseases and Health Related Problems. 
Geneva: World Health Organization; 2004. Available at: http://www.who.int/classifications/icd/
en/. Accessed December 6, 2011

32. Venkataramanan M. International coding upgrade affects clinical research and reviews. Nat Med. 
2011; 17:1530. [PubMed: 22146438] 

33. ICD-9-CM Coordination and Maintenance Committee Meeting Summary of Volumes 1 and 2, 
Diagnosis Presentations. Available at: http://www.cdc.gov/nchs/data/
icd9/2011SeptemberSummary.pdf. Access date May 8, 2012

34. Cobb CM, Carrara A, El-Annan E, et al. Periodontal referral patterns, 1980 versus 2000: A 
preliminary study. J Periodontol. 2003; 74:1470–1474. [PubMed: 14653393] 

35. American Academy of Periodontology. Guidelines for the management of patients with 
periodontal diseases (position paper). J Periodontol. 2006; 77:1608–1611.

Martin et al. Page 8

J Periodontol. Author manuscript; available in PMC 2015 April 10.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://www.gpo.gov/fdsys/pkg/PLAW-104publ191/pdf/PLAW-104publ191.pdf
http://www.cdc.gov/nchs/icd/icd9cm.htm
http://www.who.int/classifications/icd/en/
http://www.who.int/classifications/icd/en/
http://www.cdc.gov/nchs/data/icd9/2011SeptemberSummary.pdf
http://www.cdc.gov/nchs/data/icd9/2011SeptemberSummary.pdf


A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Martin et al. Page 9

T
ab

le
 1

C
ri

te
ri

a 
U

se
d 

to
 D

ef
in

e 
th

e 
M

os
t C

om
m

on
 F

or
m

s 
of

 P
er

io
do

nt
al

 D
is

ea
se

s

P
D

B
O

P
R

ad
io

gr
ap

hi
c 

B
on

e 
L

os
s

M
ob

ili
ty

F
ur

ca
ti

on
s

A
L

A
A

P 
po

si
tio

n 
pa

pe
r 

an
d 

pa
ra

m
et

er
s 

of
 c

ar
e21

–2
3

H
ea

lth
N

o
N

o 
lo

ss
N

o 
lo

ss

G
in

gi
vi

tis
Y

es
N

o 
lo

ss
N

o 
lo

ss

Sl
ig

ht
 p

er
io

do
nt

iti
s*

<
6 

m
m

Y
es

M
ay

 b
e 

ob
se

rv
ed

M
ay

 e
xi

st
If

 p
re

se
nt

, u
p 

to
 G

ra
de

 I
<

4 
m

m

M
od

er
at

e 
pe

ri
od

on
tit

is
†

<
6 

m
m

Y
es

M
ay

 b
e 

ob
se

rv
ed

M
ay

 e
xi

st
If

 p
re

se
nt

, u
p 

to
 G

ra
de

 I
<

4 
m

m

Se
ve

re
 p

er
io

do
nt

iti
s

>
6 

m
m

Y
es

A
pp

ar
en

t
M

ay
 e

xi
st

If
 p

re
se

nt
, >

 G
ra

de
 I

>
4 

m
m

Pe
ri

od
on

ta
l t

re
at

m
en

t p
ro

to
co

l19

H
ea

lth
≤3

 m
m

N
o

N
on

e
N

on
e

N
on

e
N

on
e

G
in

gi
vi

tis
≤4

 m
m

Y
es

N
on

e
N

on
e

N
on

e
N

on
e

Sl
ig

ht
 p

er
io

do
nt

iti
s

4 
to

 5
 m

m
Y

es
≤1

0%
N

on
e

≤ 
G

ra
de

 I
1 

to
 2

 m
m

M
od

er
at

e 
pe

ri
od

on
tit

is
5 

to
 6

 m
m

Y
es

≤3
3%

≤ 
G

ra
de

 I
I

≤ 
G

ra
de

 I
I

3 
to

 4
 m

m

Se
ve

re
 p

er
io

do
nt

iti
s

≥6
 m

m
Y

es
≥3

3%
≤ 

G
ra

de
 I

II
≤ 

G
ra

de
 I

V
≥5

 m
m

* Sl
ig

ht
 a

s 
us

ed
 h

er
e 

is
 s

yn
on

ym
ou

s 
w

ith
 m

ild
.

† A
A

P 
de

fi
ni

tio
n 

of
 m

od
er

at
e 

pe
ri

od
on

tit
is

 in
cl

ud
es

 s
lig

ht
-t

o-
m

od
er

at
e 

pe
ri

od
on

tit
is

.

J Periodontol. Author manuscript; available in PMC 2015 April 10.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Martin et al. Page 10

Table 2

CDC/AAP Case Definitions for Surveillance of Periodontitis15

Case Type Definition

No or mild* periodontitis Neither moderate nor severe periodontitis

Moderate periodontitis ≥2 interproximal sites with AL ≥4 mm (not on same tooth); OR ≥2
interproximal sites with PD ≥5 mm (not on same tooth)

Severe periodontitis ≥2 interproximal sites with AL ≥6 mm (not on same tooth); OR ≥1
interproximal sites with PD ≥5 mm

*
“Mild” synonymous with “slight.”
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Table 3

Criteria for Randomized Case Presentation10

Case Type Definition

No periodontitis None of the following criteria are met

Mild* periodontitis ≥1 teeth with ≥3 mm PD or ≥1 posterior teeth with grade I furcation involvement

Moderate periodontitis ≥1 teeth with PD≥5 mm or ≥2 teeth having PD≥4 mm or ≥1 posterior teeth with grade I furcation involvement and 
accompanied with PD ≥3 mm

Advanced* periodontitis ≥2 teeth having PD≥5 mm or ≥4 teeth having PD≥4 mm or ≥1 posterior teeth with grade II furcation involvement

*
“Mild” synonymous with “slight,” and “advanced” synonymous with “severe.”
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Table 4

Classification Systems for Periodontal Diseases

AAP Classification17,21–23 ICD-9-CM29,31 Summary of the Inconsistencies in 
Terminology

Gingival diseases
Defined as “inflammation of the gingiva in the 
absence of clinical attachment loss.”

Acute gingivitis (523.0)
523.00 Acute gingivitis, plaque induced acute 
gingivitis NOS
523.01 Acute gingivitis, non-plaque induced

Differences in terminology include the use 
of acute and chronic in the ICD-9-CM 
codes. Gingival disease may include 
gingivitis.

Dental plaque induced
Gingivitis associated with dental plaque only
Gingival diseases modified by systemic factors
Gingival diseases modified by medications
Gingival diseases modified by malnutrition

Chronic gingivitis (523.1)
Gingivitis (chronic): desquamative 
hyperplastic simple marginal ulcerative
523.10 Chronic gingivitis, plaque induced; 
chronic gingivitis NOS; gingivitis NOS
523.11 Chronic gingivitis, non-plaque 
induced; gingival recession; gingival recession 
(postinfective) (postoperative)

Non-plaque induced Gingival recession (523.2)
523.20 Gingival recession, unspecified
523.21 Gingival recession, minimal
523.22 Gingival recession, moderate
523.23 Gingival recession, severe
523.24 Gingival recession, localized
523.25 Gingival recession, generalized

Chronic periodontitis
Severity categories:
Slight
Moderate
Severe

Chronic periodontitis (523.4)
523.40 Chronic periodontitis, unspecified
523.41 Chronic periodontitis, localized
523.42 Chronic periodontitis, generalized

Difference in terminology includes the 
lack of the ability to rank severity of 
disease in ICD-9-CM, and AAP 
definitions lack location in terms of 
localized and generalized. ICD-9-CM 
Coordination and Maintenance Committee 
Meeting September 14, 2011, addressed 
this issue.33

Aggressive periodontitis Aggressive and acute periodontitis (523.3)
Aggressive and acute periodontitis Acute: 
pericementitis, pericoronitis
523.30 Aggressive periodontitis, unspecified
523.31 Aggressive periodontitis, localized 
Periodontal abscess
523.32 Aggressive periodontitis, generalized
523.33 Acute periodontitis

AAP lacks the location option for where 
disease is present in this condition.

Periodontitis as a manifestation of systemic 
diseases

— ICD-9-CM does not currently list this 
option.

Necrotizing periodontal diseases — ICD-9-CM does not currently list this 
option.

Abscesses of the periodontium — ICD-9-CM does not currently list this 
option.

Periodontitis associated with endodontic 
lesions

— ICD-9-CM does not currently list this 
option.

Developmental or acquired deformities and 
conditions

ICD-9-CM does not currently list this 
option.

— Periodontosis (523.5) The AAP does not currently use this term 
to describe periodontal disease.

— Accretions on teeth (523.6) The AAP does not currently list this as a 
diagnosis.

— Other specified periodontal diseases (523.8) The AAP does not have this option.

— Unspecified gingival and periodontal 
disease (523.9)

The AAP does not have this option.

NOS = not otherwise specified.
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Table 5

Demographics of the PEARL Network Survey Participants (N = 130)

Respondent Characteristic Number
(%)

Mean
(SD)

Median
(Min to Max)

Age* 53 (8.7) 54 (32 to 75)

Sex

Male  90 (69)

Female  40 (31)

Race

White  99 (76)

Asian  17 (13)

Black/African American   8 (6)

Other   6 (5)

Ethnicity

Hispanic/Latino  10 (8)

Not Hispanic/Latino 114 (88)

Missing   6 (5)

Practice location

Suburban  72 (55)

Urban  42 (32)

Rural  16 (12)

Number of active patients
†

<1,000  22 (17)

1,000 to 1,500  30 (23)

1,500 to 2,000  27 (21)

>2,000  50 (39)

Years in practice 21 (8.5) 23 (1 to 38)

*
Age is missing for 10 respondents (n = 120).

†
Number of active patients is missing for one respondent (n = 129).
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Table 7

Case Diagnosis per Classification System

Case10 AAP Parameters of Care and Position Paper21–23 Periodontal Treatment Protocol19

A Health Gingivitis

B Gingivitis Slight

C Slight/moderate Slight

D Slight/moderate Slight

E Slight/moderate Moderate

F Slight/moderate Moderate

G Slight/moderate Moderate

H Severe Severe

I Severe Severe

J Severe Severe
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Table 8

Dentists’ Choosing to Refer Cases

Diagnosis Case n Number Referring Referral Rate (%)

Health A 65   0   0

Gingivitis B 64   0   0

Mild periodontitis C 66   0   0

D 67   1   1

Moderate periodontitis E 63   0   0

F 62   5   8

G 65   4   6

Severe periodontitis H 61   9 15

I 64 12 19

J 68 14 21

Diagnosis = most commonly selected among P-Is for each case; n = number of respondents including referrals to specialists; Number Referring = 
number of general dentists choosing to refer to specialists.
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