
                          Jayawardena, D. S. D., Yates, R. J., West, N. X., & Pollard, A. J.
(2021). Implementing the 2017 Classification of Periodontal and Peri-
Implant Diseases: how are we doing in the South West region of the
UK? British Dental Journal. https://doi.org/10.1038/s41415-021-3716-
2

Peer reviewed version
License (if available):
Unspecified
Link to published version (if available):
10.1038/s41415-021-3716-2

Link to publication record in Explore Bristol Research
PDF-document

This is the author accepted manuscript (AAM). The final published version (version of record) is available online
via Springer Nature at https://doi.org/10.1038/s41415-021-3716-2 . Please refer to any applicable terms of use
of the publisher.

University of Bristol - Explore Bristol Research
General rights

This document is made available in accordance with publisher policies. Please cite only the
published version using the reference above. Full terms of use are available:
http://www.bristol.ac.uk/red/research-policy/pure/user-guides/ebr-terms/

https://doi.org/10.1038/s41415-021-3716-2
https://doi.org/10.1038/s41415-021-3716-2
https://doi.org/10.1038/s41415-021-3716-2
https://research-information.bris.ac.uk/en/publications/72c8f23a-b2e3-489a-a80d-f35bd771bee0
https://research-information.bris.ac.uk/en/publications/72c8f23a-b2e3-489a-a80d-f35bd771bee0


Implementing the 2017 Classification of Periodontal and Peri-implant diseases – How are we doing in 

the South West region, United Kingdom? 

Jayawardena D. S. 1  

Dental Core Trainee 2.   

Bristol Dental Hospital  

Lower Maudlin St  

Bristol   

BS1 2LY   

  

Yates R.   

Consultant in Restorative Dentistry/Periodontology, MCN South West Lead for Periodontology  

Bristol Dental Hospital  

Lower Maudlin St  

Bristol   

BS1 2LY   

  

West N. X.  

Professor and Honorary Consultant in Periodontology   

Bristol Dental Hospital  

Lower Maudlin St  

Bristol   

BS1 2LY   

 

Pollard A. J.   

StR in Periodontology  

Bristol Dental Hospital  

Lower Maudlin St  

Bristol   

BS1 2LY   

 

  

1 Author for correspondence  

  



Abstract:   

Background: A new world classification of periodontal diseases and conditions was developed in 

2017 and implemented throughout the United Kingdom by the British Society of Periodontology. 

Method: A retrospective audit was undertaken at Bristol Dental Hospital (BDH) (December 2019 - 

March 2020) to assess uptake of the new classification in referral letters, and its implementation by 

staff. 75 consecutive new patient referrals, seen at BDH, were manually searched for 

diagnosis/classification. Additionally, the 75 most recent referrals where both the referring 

practitioner and BDH staff used the 2017 classification, were analysed for agreeability.  

Results: Within the Southwest of England there was positive uptake of the new classification in 

general practice, 85% of referrals using the 2017 periodontal classification. 98% of patients 

attending BDH for periodontology consultations were diagnosed using the 2017 classification. 

Results indicate 50.7% and 57.3% agreement for staging and grading respectively, when comparing 

Consultants to referring clinicians. 

Discussion: The new classification has been widely conveyed to the profession and is being adopted 

quickly by specialists, general practitioners, and dental health professionals. There is an 

underestimation of both stage and grade by referring practitioners, with 40% of referrals 

underestimating the stage and 38.7% underestimating the grade.  

   

In Brief: 

There has been a positive uptake of the 2017 periodontal classification in the South West of the UK. 

When compared to hospital consultants, referring practitioners tend to underestimate stage and 

grade of periodontitis using the 2017 classification.  

This paper highlights important aspects of the UK implementation of the 2017 periodontal 

classification, directing readers to key resources for successful adoption of the classification to their 

practice.  

  



Introduction: Periodontal diseases represent a range of chronic inflammatory conditions that affect 

the supporting structures of the teeth. Periodontitis is considered to be the sixth most prevalent 

disease globally and estimates suggest it could affect up to 743 million people, or 10.8% of the global 

population.1 Prevalence increases with age, if left untreated this chronic non communicable disease 

leads to progressive and irreversible loss of the periodontal supporting structures and eventual 

tooth loss.2,3 Notable negative influences of periodontitis include: discomfort/pain (e.g. sensitivity), 

nutrition, social confidence, willingness to smile, wellbeing, speech and overall quality of life.4 

Further, periodontitis has been shown to have associations with diabetes, chronic kidney disease, 

cardiovascular disease, dementia and in some cases premature mortality.5,6,7,8,9 Periodontitis is a 

significant public health problem, causing disability and being a source of social inequality. The 

financial cost of periodontitis was estimated annually at $54 billion in productivity loss globally in 

2010,10 with a similar estimate in 2015 concluding a $55 billion global productivity loss (adjusted for 

purchasing power parity).11 

Providing a classification and diagnosis for periodontal disease are the initial steps to successful 

treatment. Previous periodontal classification systems had inadequacies due to overlapping disease 

categories, inappropriate emphasis on age of onset of disease and failure to properly recognise the 

rate of progression. In addition, previous classifications did not explicitly recognise the stable 

periodontitis patient with gingival health on a reduced periodontium. This is the first time we have 

defined health, and therefore have a benchmark to compare against. This has never been done 

before and constitutes a dramatic improvement in outcome measures.12   

The new classification for the diagnosis of periodontal disease was developed at the 2017 

periodontology world workshop, in line with the professions improving understanding of periodontal 

disease.13 This was done through multiple workgroups, which focused on differing aspects of 

periodontal disease including manifestations of systemic disease,14 periodontitis,15 and the effect of 

a reduced periodontium in periodontal and peri-implant diseases.  

A particular focus was to describe how the new classification system integrates with established 

diagnostic parameters and pathways, such as the Basic Periodontal Examination. The classification 

aims to create a universal objective method to classify periodontal disease so that practitioners 

classify and manage periodontal disease on a consistent basis and understand the nature of their 

patient’s disease by way of the diagnosis. Further emphasis was placed on the patient’s rate of 

progression, rather than age of onset. Conditions previously termed chronic and aggressive 

periodontitis were removed completely due to lack of evidence to support separate disease 



aetiology or pathophysiology and these are now recognised simply as periodontitis.  The new system 

defines health,12 captures and distinguishes the severity of periodontal tissue loss (damage already 

done) as well as the susceptibility for periodontitis (rate of progression).16    

The diagnosis includes the classification combined with a history and clinical examination. The 

resulting diagnosis is presented as diagnostic statement that relates the staging, grading, disease 

stability and risk factors.17 Uptake of the new classification system has varied around the world. In 

the United Kingdom (UK), the British Society of Periodontology and Implant Dentistry (BSP) have 

been instrumental in this process by producing simplified implementation guidelines for dental 

practitioners.18 However, this is still an evolving situation with the first international S3 level 

treatment guidelines, based on the 2017 classification derived from 15 systematic reviews, being 

published in May 2020.19 Following this the BSP convened a workshop in June 2020 to implement 

these S3 guidelines in the UK, which is currently in press and should be available soon for UK dental 

professionals.   

When moving to a new classification it is essential that practitioners are well calibrated and 

consistent, so that practitioners can communicate with a shared syntax. This allows a universal 

implementation, simplifying communication and patient handover when referrals are being made. It 

must be understood that transitioning to a new classification involves changing up to 18 years of 

practice for some dentists and an implementation period is necessary where practitioners familiarise 

themselves with a new system. This paper presents the results of a recent audit completed at Bristol 

Dental Hospital (BDH), which assessed uptake of the 2017 classification among hospital clinicians 

and referring practitioners as well as comparing the agreeability between diagnoses provided by 

referrers and specialists.  

 

Aim: The audit conducted at Bristol Dental Hospital aimed to measure the:  

1.  Uptake by referring clinicians of the 2017 Periodontitis Classification, as 

implemented by the BSP in the UK  

2.  Provision of periodontal diagnoses by hospital clinicians, conforming to the BSP 

implementation guidance 

3.  Agreeability of classifications provided by general practitioners and specialists  

 



Materials and Methods: The audit proposal was submitted to the BDH steering committee and 

approved for data collection. A standard was recognised that 100% of patients assessed at BDH 

should have a diagnosis recorded using the 2017 classification, recognising that this is a teaching 

hospital adopting new evidence-based practice. BDH currently accepts periodontal referrals. An 

opportunity sample (N=75) was selected of the most recent periodontal new patient referrals and 

clinic outcomes, screened manually for the diagnosis. The criteria for inclusion was restricted to new 

patient referrals for periodontitis, those relating to gingival conditions such as recession or peri-

implant disease were excluded. Data was collected on the classification used (1999/2017). For cases 

where the 2017 classification had been used, the diagnostic statement was assessed for all 

necessary components as per the BSP implementation of the 2017 world workshop. The 

components being: extent, stage, grade, stability and risk factors.  A case was classified as having 

used the new classification if a stage and grade were provided as a minimum.  

In addition, the 75 most recent cases where both the BDH specialist and the referring practitioner 

used the 2017 classification were assessed for agreeability through the kappa metric. The 

consultation clinics were staffed by a team that included Consultants, StR’s and DCT1/2’s, whilst the 

clinician performing the examination has a high level of input into the diagnosis, all diagnoses were 

verified by the consultant following both clinical and radiographic review. All staff, including junior 

staff and consultants received training on the use of the new classification, upon its implementation 

at BDH, to the point where the consultants recognised a rich level of calibration among staff. The 

patient cohort for this audit was taken from the clinics of 3 experienced consultants, all specialising 

in periodontology. Only the staging and grading was considered for the level of agreeability. Any 

points of disagreement between clinicians were resolved verbally prior to the documentation of the 

diagnosis in the notes, with the consultant making the final decision regarding diagnosis. The time 

from referral to the specialist diagnosis being made, in days, was also recorded. Exclusion criteria 

were: patients who were not diagnosed with periodontitis, cases where the files were inaccessible, 

and incoming referrals from specialist practitioners. The data was collected retrospectively from 

Consultation Clinics taking place between the dates December 2019 to March 2020.  

  

Results: The 2017 classification was used for diagnosis 98% of the time by BDH staff, with incoming 

referrals being 85%. The results of this study indicate a high level of variability between the referral 

and specialist diagnosis. The results were split between stage (figure 1) and grade (figure 2).  



When analysing the stage, the data indicates 38/75 (50.7%) agreement, with 30/75 (40%) of the 

referrals underestimating the stage and 7/75 (9.3%) overestimating the stage when compared to the 

hospital specialists. A similar pattern is replicated when the grade was analysed, 43/75 (57.3%) 

agreement, 29/75 (38.7%) underestimation and 3/75 (4%) overestimation. Kappa scoring for inter-

rater reliability was 0.197 for stage and 0.158 for grade (figure 3).  

The mean average number of days between referral and diagnosis on the specialist clinic was 72.44 

days, with a standard deviation of 33.22. The range was 206 with a minimum number of days being 

24 and the maximum being 230 – both were outliers.  

  

Discussion: Firstly, it is extremely positive that there has been good uptake of the 2017 periodontal 

classification amongst practitioners in the South West region of the UK. It demonstrates a 

willingness to accept new developments in periodontology and practitioners appear to have 

identified this area for professional development since the publication of the classification 3-years 

ago. The rapid uptake may also reflect the recognition given to ensuring day courses are available for 

dental professionals in the South West region by Health Education England (HEE) South West, as well 

as a strong campaign of education by the BSP. The BDH referral form has been designed to facilitate 

the transfer of clinical information including stage and grade in patients with periodontitis. The 

referral form also provides guidance to general dentists on acceptance criteria and on the new 

classification.  

However, the results of this study indicate that referring clinicians underestimate the severity of 

periodontal disease in referrals (40% stage and 38.7% grade). This may highlight an educational need 

among referring practitioners, although the authors recognised that the audit captures the early 

adopters of the new classification. Referring practitioners must provide an up to date 6-point pocket 

chart and are encouraged to send relevant radiographs with the referral, if available. The referrals 

did not always include the appropriate radiographs required for assessing the severity of the 

periodontal disease.18,20 As such all cases were diagnosed with radiographs taken within the 

department. This may have been a potential reason for variations in agreement levels between 

practitioners. Appropriate radiographs, including full mouth periapicals, dental panoramic 

tomography (DPT) or Cone Beam Computed Tomography (CBCT), are essential for applying a 

diagnosis using the 2017 classification, this may have been a factor in the underestimation of the 

stage and grade of periodontal disease. The aim for dentists should be to identify periodontal 

disease early and for the referral of appropriate cases at the earliest opportunity. A trend of 



underestimating the severity of periodontal disease may result in the late diagnosis of periodontal 

disease, impacting the long-term lifespan of teeth as there would have been increased bone loss at 

the time of diagnosis. Additionally, cases of more progressive periodontal disease may be treated in 

a primary care environment, even if specialist input is warranted. The consequences of 

underestimating the condition for the patient may include earlier tooth loss, lack of access to 

specialist treatment (where appropriate), alongside the systemic implications of periodontal 

disease.   

To summarise the implementation of the classification, a diagnosis of periodontitis should be 

considered for any patient with clinical attachment loss (CAL) of >2mm interproximal or >3mm in 

any other areas (2 or more teeth), and a diagnostic statement should be given using the following 

criteria:  

● Generalised/localised/molar incisor pattern – any periodontal disease involving > 30% of the 

dentition should be classified as generalised.  

● Stage (I, II, III or IV) – see figure 4 for application.  

● Grade (A, B or C) – calculated as % bone loss/age. <0.5 for grade A, 0.5-1.0 for grade B & >1.0 

for grade C.  

● Comment on stability – stable, unstable or in remission – as explained by the BSP 

implementation flowchart, with a particular emphasis on bleeding.21  

● Risk factors including: systemic disease, smoking (including vaping), though there is some 

scope for variation. Some practitioners for example would list genetic susceptibility as a risk 

factor when there is a strong family history of the condition.   

The patient should be given a diagnostic statement, an example being: “Generalised periodontitis, 

Stage IV, Grade C, currently unstable with risk factors: smoking 10 a day & poorly controlled 

diabetes”.  

The staging and grading should be determined using the location where the bone loss is most 

significant, though areas of bone loss due to a differing pathology e.g. endo-perio lesion should be 

discounted form the classification.22   

It should be acknowledged that there is a median lag of 64 days between referral to the patient 

being seen on a consultant clinic, with the interquartile range being 33 days, however this time delay 

is unlikely to impact the diagnosis as the typical rate of bone loss for a genetically susceptible patient 

can range from 0.1 to 1mm for a period of 365 days, with inadequate standards of oral 



hygiene.23 Having said that, the diagnosis by BDH was made an average 2 months (median) after the 

referral, which should be accepted as a limitation in this audit.   

Each country has its own requirements for the 2017 classification due to variations in healthcare 

needs within different healthcare systems. Therefore, there is a need to implement the world 

classification of periodontology to suit their own rules and regulations. Several countries including 

the United Kingdom, United States, Holland and Ireland have recognised and actioned on this point, 

each with slight variations in their interpretation of the classification. A consistent point across 

implementations is the need to recognise the importance of gingival health, both on an intact or 

reduced periodontium, both of which include the absence of bleeding, erythema, oedema with 

physiological probing depths.12 A key part of the 2017 classification is to compare measures to 

health so that disease outcomes can be measured.24 Due to ongoing developments it is important to 

ensure that working documents are updated regularly and are clear on that region’s implementation 

strategy. There has been ongoing work by the BSP including a series of webinars and case series to 

provide education regarding the implementation of the 2017 classification.25,26,27 Further guidance 

on the UK implementation of the 2017 classification can be found through the free to access BSP 

resources presented online.21 These resources are being continually revisited to reflect new 

developments and to provide continuing evidence-based education. Following the publication of the 

BSP webinars, case series and updated S3 guidelines, it would be logical to expect an improvement 

in both uptake and agreeability going forwards. It would be a recommendation for a future audit to 

assess for improvement in agreeability between centres as the uptake of the 2017 classification 

becomes more widespread and familiar.  

Conclusion: There has been a positive uptake of the 2017 periodontal classification within the South 

West region of the UK. An educational need has been highlighted by this study indicating a trend of 

underestimating severity of periodontal disease when using the 2017 classification by referring 

practitioners. The trend towards underestimating disease severity and susceptibility could lead to 

late diagnosis, and delayed referral for specialist opinion (when appropriate). Further resources 

regarding the 2017 periodontal classification are available for access on the BSP website, including a 

step-by-step table highlighting the necessary criteria for stage and grade.21 Additionally, a series of 

2017 World Workshop consensus publications relating to the classification are freely available on the 

European Federation of Periodontology website.28 HEE South West should continue to ensure that 

Periodontal Disease study days, including understanding the 2017 Classification of Periodontal and 

Peri-Implant Diseases, continue to be available.  
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