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Introduction
1880 - “Pyorrhea alveolaris” - Gottlieb 

1921 - “Periodontosis” - Weski 

1935 - “Periodontopathy” - Weski 

The International Workshop for the 
Classification of Periodontal Disease and 
Conditions - AAP 1999 (Ann Periodontol 
1999, 4:1-7.) - Periodontitis



Introduction 

The 1989 workshop recogn ized t hat 
periodontitis has several distinct clinical 
presentations (age, progression) 

Based on these periodontitis was categorized 
as prepubertal, juvenile (localized and 
generalized), adult and rapidly progressive 

The 1993 workshop simplified it - adult and 
early onset periodontitis



Introduction

Major changes - 1999 workshop for 
classification - has been in use for 
the last 19 years. 

Periodontitis was reclassified as 
chronic, aggressive (localized and 
generalized), necrotizing and as a 
manifestation of systemic disease.



Diseases of the attachment apparatus - 
1999 Workshop for classification

chronic periodontitis 

aggressive periodontitis 

periodontitis as a manifestation of systemic diseases 

necrotising periodontal diseases 

abscesses of the periodontium 

periodontitis associated with endodontic lesions 

developmental or acquired deformities and conditions

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



Introduction
In the last 30 years the classification of 
periodontitis has been repeatedly modified 

In attempt to align it with emerging scientific 
evidence  

 Over the past 2 decades clinicians, educators, 
researchers and epidemiologists have voiced concern 
about their ability to correctly differentiate between 
aggressive and chronic periodontitis cases, and these 
difficulties have been a major rationale for a new 
classification workshop.



American Academy of Periodontology (AAP) and 
European Federation of Periodontology (EFP) 

 2017 Chicago:  
A NEW CLASSIFICATION OF PERIODONTAL AND PERI-

IMPLANT DISEASES AND CONDITIONS 

Focuses (in addition to 1999’s classification): 
Distinguish: healthy vs. diseased 

Includes peri-implant diseases and conditions 
Concern: severity, complexity and progression

CURRENT CLASSIFICATION

G Caton J, Armitage G, Berglundh T, Chapple ILC, Jepsen S, S Kornman K, L Mealey B, Papapanou PN, Sanz M, S Tonetti M. A new 
classification scheme for periodontal and peri-implant diseases and conditions - Introduction and key changes from the 1999 
classification. J Clin Periodontol. 2018 Jun;45 Suppl 20:S1-S8



Periodontal Diseases

Three forms of periodontitis can be identified, 
consistent with current knowledge on 
pathophysiologie 

1. necrotizing periodontitis 

2. periodontitis as a manifestation of systemic 
disease 

3. “periodontitis” - based on a multidimensional 
staging and grading system





Necrotizing Periodontal 
Diseases

sufficient evidence to consider it as a separate 
disease entity 

prominent bacterial invasion and ulceration of 
epithelium 

rapid destruction of the marginal soft tissue 

prominent symptoms 

rapid resolution in response to specific 
antimicrobial treatment



Necrotising periodontal diseases

Necrotizing gingivitis (NG) 

plaque present at gingival margin 

disease begins at the interdental papilla 

ulceration on the interdental papilla 

spontaneous bleeding 

regional lymphadenopathy 

fever 

general malaise 

foetor ex ore



Necrotising periodontal diseases

Predisposing factors for necrotizing gingivitis (NG) 
- (“trench mouth disease”) 

abundent plaque 

pre-existing gingivitis 

smoking 

psychological stress 

immunsuppression



Necrotizing periodontitis (NP) - 
sequestrum formation

Necrotising periodontal diseases



Necrotizing periodontitis (NP) 

NOMA - necrotizing stomatits

Necrotising periodontal diseases



Classification of necrotizing 
periodontal diseases (NPD)

Periodontitis: Consensus report of workgroup 2 of the 2017 World Workshop on the Classification of Periodontal and Peri‐ Implant Diseases and ConditionsPanos 
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William V. Giannobile9 | Filippo Graziani10 | Henry Greenwell11 | David Herrera2 | Richard T. Kao12 | Moritz Kebschull1,13 | Denis F. Kinane14 | Keith L. Kirkwood15 | 

Thomas Kocher16 | Kenneth S. Kornman9 | Purnima S. Kumar17 | Bruno G. Loos18 | Eli Machtei19 | Huanxin Meng20 | Andrea Mombelli21 | Ian Needleman22 | Steven 

Offenbacher23 | Gregory J. Seymour24 | Ricardo Teles14 | Maurizio S. Tonetti7  



Periodontitis
1.  There is no evidence of specific pathophysiology that enables 

differentiation of cases that would currently be classified as 
aggressive and chronic periodontitis or provides guidance for 
different interventions.  

 2.  There is little consistent evidence that aggressive and chronic 
periodontitis are different diseases, but there is evidence of mul‐ 
tiple factors, and interactions among them, that influence clini‐ 
cally observable disease outcomes (phenotypes) at the individual 
level. This seems to be true for both aggressive and chronic 
phenotypes.  

 3.  On a population basis, the mean rates of periodontitis progression 
are consistent across all observed populations throughout the world.  

Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  



Periodontitis
 There is evidence, however, that specific segments of the 

population exhibit different levels of disease progression, 
as indicated by greater severity of clinical attachment loss 
(CAL) in subsets of each age cohort relative to the 
majority of individuals in the age cohort.  

   A classification system based only on disease severity 
fails to capture important dimensions of an individual's 
disease, including the complexity that influences approach 
to therapy, the risk factors that influence likely outcomes, 
and level of knowledge and training required for 
managing the individual case.  

Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  



Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  



Staging is dependent upon the severity 
of the disease 

Grading provides supplemental 
information about biological features 

- rate of disease progression 

- risk assessment for further progression 

Periodontitis



STAGING - 4 categories 

determined after considering several variables 

- clinical attachment loss (CAL) 

- amount and percentage of bone loss 

- probing depth (PD) 

- presence of angular bony defects 

- furcation involvement 

- tooth mobility 

- tooth loss due to periodontitis



GRADING - includes 3 levels 

grade A - low risk 

grade B - moderate risk 

grade C - high risk for progression 

general health status, smoking, level of 
metabolic control in diabetes 

Thus, grading allows the clinician to 
incorporate individual patient factors into 
the diagnosis - crucial to comprehensive 
case management



Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  



Stage I Periodontitis

borderland between gingivitis and periodontitis and 
represents the early stages of attachment loss 

patients with stage I periodontitis have developed 
periodontitis in response to persistence of gingival 
inflammation and biofilm dysbiosis 

if they show a degree of clinical attachment loss at a 
relatively early age, these patients may have heightened 
susceptibility to disease onset. 

Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  





Stage II Periodontitis

represents established periodontitis in which a carefully 
performed clinical periodontal examination identifies the 
characteristic damages that periodontitis has caused to 
tooth support 

management remains relatively simple for many cases as 
application of standard treatment principles involving 
regular personal and professional bacterial removal and 
monitoring is expected to arrest disease progression

Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  





Stage III Periodontitis
 periodontitis has produced significant damage to the attachment 
apparatus and, in the absence of advanced treatment, tooth loss may 
occur 

 characterized by the presence of deep periodontal lesions that extend 
to the middle portion of the root and whose management is 
complicated by the presence of deep intrabony defects, furcation 
involvement, history of periodontal tooth loss/exfoliation, and presence 
of localized ridge defects that complicate implant tooth replacement

Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  





Stage IV Periodontitis
more advanced stage, periodontitis causes considerable damage 
to the periodontal support and may cause significant tooth loss, 
and this translates to loss of masticatory function 

the dentition is at risk of being lost 

presence of deep periodontal lesions that extend to the apical 
portion of the root and/or history of multiple tooth loss; it is 
frequently complicated by tooth hypermobility due to secondary 
occlusal trauma  

posterior bite collapse and drifting 

frequently, case management requires stabilization/restoration 
of masticatory function. 

Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  
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Summary
1. Definition of a periodontitis case based on detectable 

CAL loss at two non‐adjacent teeth  

2. Identification of the form of periodontitis: necrotizing 

periodontitis, periodontitis as a manifestation of systemic 

disease or periodontitis 

3. Description of the presentation and aggressiveness of the 

disease by stage and grade 

Staging and grading of periodontitis: Framework and proposal of a new classification and case definition Maurizio S. Tonetti1 | Henry Greenwell2 | 

Kenneth S. Kornman3  



Periodontitis as a manifestation 
of sytemic diseases

associated with genetic disorders 

diseases associated with immunologic disorders 

diseases affecting the oral mucosa and gingival tissue 

diseases affecting the connective tissue 

metabolic and endocrine disorders - diabetes 
mellitus, obesity 

aquires immundeficiency diseases 

inflammatory diseases



Periodontal manifestations of systemic 
diseases and developmental and acquired 
conditions: Consensus report of 
workgroup 3 of the 2017 World Workshop 
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Periodontal Abscesses
rapid onset 

rapid destruction of periodontal 
tissues - importance of prompt 
treatment 

pain or discomfort - pacients seek 
urgent care



ovoid elevation in the gingiva along 
the lateral part of the root 

bleeding on probing (BOP) 

suppuration on probing 

deep periodontal pocket 

increased tooth mobility

Periodontal Abscesses - 
primary symptomes
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Endodontic -Periodontal 
Lesions

the term describes a pathologic communication 
between the pulpal and periodontal tissues 

carious/traumatic lesion affects the pulp - 
secondary affects the periodontium 

periodontal destruction that secondarily affects 
the root canal 

concomitant presence of both 

complicates the management of the involved tooth



Classification of endo-
periodontal lesions
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Other Conditions Affecting 
the Periodontium



Mucogingival deformities and 
conditions

Mucogingival conditions around the natural dentition 

A. Mucogingival condition with gingival recessions 

- the interdental CAL 

- the gingival phenotype (gingival thickness and keratinized tissue 
width) 

- root surface condition (presence of NCCL or caries) 

- detection of the CEJ 

- tooth position 

- aberrant frenulum 

- number of adjacent recessions



B. Mucogingival condition without gingival 
recessions 

- gingival phenotype  

- aberrant frenulum 

- tooth position  

- insufficient vestibular depth

Mucogingival deformities and 
conditions



Gingival recessions
 • Recession Type 1 (RT1): with no loss of 

inteRproximal attachment. Interproximal CEJ is 
clinically not detectable at both mesial and distal 
aspects of the tooth.  

 • Recession Type 2 (RT2): associated with loss of 
interproximal attachment. The amount of 
interproximal attachment loss (measured from the 
interproximal CEJ to the depth of the interproximal 
sulcus/pocket) is less than or equal to the buccal 
attachment loss (measured from the buccal CEJ to 
the apical end of the buccal sulcus/pocket).  

 • Recession Type 3 (RT3): associated with loss of 
interproximal attachment. The amount of 
interproximal attachment loss (measured from the 
interproximal CEJ to the apical end of the sulcus/
pocket) is higher than the buccal attachment loss 
(measured from the buccal CEJ to the apical end 
of the buccal sulcus/pocket).  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Traumatic occlusal forces

 Traumatic occlusal force is defined as 
any occlusal force resulting in injury 
of the teeth and/or the periodontal 
attachment apparatus.  

These were historically defined as 
excessive forces to denote that the 
forces exceed the adaptive capacity 
of the individual person or site.  

Occlusal trauma is a term used to 
describe the injury to the periodontal 
attachment apparatus

Periodontal manifestations of systemic diseases and developmental and acquired conditions: Consensus report of workgroup 3 of the 2017 World Workshop on the Classification of 
Periodontal and Peri‐Implant Diseases and Conditions  

Søren Jepsen
1
 | Jack G. Caton

2
 | Jasim M. Albandar

3
 | Nabil F. Bissada

4
 | Philippe Bouchard

5
 | Pierpaolo Cortellini

6
 | Korkud Demirel

7
 | Massimo de Sanctis

8
 | Carlo Ercoli

9
 | Jingyuan Fan

10
 | 

Nicolaas C. Geurs
11

 | Francis J. Hughes
12

 | Lijian Jin
13

 | Alpdogan Kantarci
14

 | Evanthia Lalla
15

 | Phoebus N. Madianos
16

 | Debora Matthews
17

 | Michael K. McGuire
18

 | Michael P. Mills
19

 | Philip 

M. Preshaw
20

 | Mark A. Reynolds
21

 | Anton Sculean
22

 | Cristiano Susin
23

 | Nicola X. West
24

 | Kazuhisa Yamazaki
25 

 



 There is no evidence that traumatic occlusal force or 
occlusal trauma causes periodontal attachment loss 
in humans.  

 There is limited evidence from human and animal 
studies that traumatic occlusal forces can cause 
inflammation in the periodontal ligament.  

orthodontic forces - there is evidence f rom 
observational studies that with good plaque control, 
teeth with a reduced but healthy periodontium can 
undergo successful tooth movement without 
compromising the periodontal support
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Dental prosthesis and tooth 
related factors

Several conditions, associated with prostheses and 
teeth, may predispose to diseases of the periodontium  

Biologic width is a commonly used clinical term to 
describe the apico‐coronal variable dimensions of 
the supracrestal attached tissues.  

The supracrestal attached tissues are histologically 
composed of the junctional epithelium and 
supracrestal connective tissue attachment.  

The term biologic width should be replaced by 
supracrestal tissue attachment.



Dental prosthesis and tooth 
related factors
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Peri-Implant Diseases 
and Conditions



Peri-Implant Health
characterized by absence of erythema, bleeding on probing, swelling and 
suppuration.  

no visual differences between peri‐implant and periodontal tissues. However, 
the probing depths are usually greater at implant versus tooth sites. The 
papillae at the interproximal sites of an implant may be shorter than the 
papillae at interproximal tooth sites.  

The clinical methods to detect the presence of inflammation should include 
visual inspection, probing with a periodontal probe, and digital palpation.  

It is necessary to probe peri‐implant tissues to assess the presence of 
bleeding on probing, and to monitor probing depth changes and mucosal 
margin migration.  

There is evidence that probing of the peri‐implant tissue using a light probing 
force is a safe and important component of a complete oral examination.  
 



The peri‐implant tissues do not have cementum and 
periodontal ligament 

The peri‐implant epithelium is often longer and in the 
connective tissue zone there are no inserting fibers into the 
implant surface 

The peri‐implant tissues are less vascularized in the zone 
between the bone crest and the junctional epithelium when 
compared to the connective tissue zone of the periodontium.  

Peri‐implant tissue health can exist around implants with 
reduced bone support

Peri-Implant Health
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The main clinical characteristic of peri‐implant mucositis is 
bleeding on gentle probing. Erythema, swelling and/or 
suppuration may also be present.  

Plaque is the etiological factor for peri‐implant mucositis.  

An increase in probing depth is often observed in the presence 
of peri‐implant mucositis due to swelling  
 

Peri-Implant Mucositis

Per i‐ implant mucosi t i s can 
resolve, resolution of the clinical 
signs of inflammation may take 
more than 3 weeks following 
reinstitution of plaque/biofilm 
control. 



Plaque‐associated pathological condition occurring in tissues 
around dental implants, characterized by inflammation in the 
peri‐implant mucosa and subsequent progressive loss of 
supporting bone.  

Bleeding on probing and/or suppuration, increased probing 
depths and/or recession of the mucosal margin in addition to 
radiographic bone loss compared to previous examinations. 

Peri‐implant mucositis is assumed to precede peri-implantitis.  

Peri-Implantis
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 The healing process following tooth loss leads to 
diminished dimensions of the alveolar process/ridge 
representing hard‐ and soft‐tissue deficiencies  

The principal factors for recession of the peri‐implant 
mucosa are malpositioning of implants, lack of buccal 
bone, thin soft tissue, lack of keratinized tissue, status of 
attachment of the adjacent teeth and surgical trauma. 

Peri-Implant Soft and Hard 
Tissue Deficiencies
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