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Abstract
Background:A new periodontitis classification was recently introduced involv-
ing multidimensional staging and grading. The aim of the study was to assess if
individuals well-trained in periodontics consistently used the new classification
for patients with severe periodontitis. The secondary goal was to identify “gray
zones” related to classifications.
Methods: Participants (raters) individually classified 10 pre-selected severe peri-
odontitis cases using the 2017 World Workshop classification. An internet case-
based study was conducted after inviting members from American Academy
of Periodontology and European Federation of Periodontology. Gold-standard
diagnoses were determined by five experts who developed the new periodon-
titis classification. Inter-reliability agreement among raters was assessed using
Fleiss Kappa index with the jackknife method for linearly weighted kappa cal-
culations. McNemar test was used to determine symmetry between raters and
gold-standard panel.
Results:A total of 103 raters participated and classified nine clinical cases. Fleiss
Kappa values showed moderate inter-examiner consistency among raters for
stage (K value: 0.49; 95% CI, 0.19 to 0.79), grade (K value: 0.50; 95% CI, 0.30 to
0.70) and extent (K value: 0.51; 95% CI, 0.23 to 0.77). When analyzed as compos-
ite (stage, grade, extent) a moderate inter-reliability was present among raters,
k = 0.479 (K value: 0.47; 95% CI, 0.442 to 0.515). Agreement between raters and
gold-standard panel was staging 76.6%; grading 82%; and extent 84.8%. In six of
nine cases 77% to 99% of raters consistently agreed with gold-standard panel, and
the other three cases had gray zone factors that reduced rater consistency.
Conclusions: Clinicians trained in the 2017 World Workshop periodontitis clas-
sification demonstrated moderate concordance in classifying nine severe peri-
odontitis cases, and in six of nine cases raters consistently agreed with the gold-
standard panel.
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1 INTRODUCTION

Periodontitis is a global healthcare problem with increas-
ing costs on individual and societal levels,1 and current evi-
dence indicates that up to 42% of US dentate adults have
periodontitis.2
The 2017 World Workshop Classification of Periodontal

and Peri-ImplantDiseases andConditions agreed on a new
periodontal disease classification based on a multi-faceted
staging and grading system3 that acknowledges a subset
of individuals who develop more severe periodontitis than
the majority of adults.4–6 Furthermore, it has been known
for many years that segments of patients with moderate to
severe periodontitis fail to respond predictably to standard
periodontitis treatment protocols as administered by well-
trained clinicians.7–10
The new periodontitis classification system was devel-

oped in recognition that prior classifications for periodon-
tal disease did not translate easily into diagnoses and
treatment plans for individual patients.11 It was acknowl-
edged that there are several periodontitis phenotypes,
and the 2017 classification incorporates use of several
factors as part of the multifactorial influences on an
individual patient’s past disease and likelihood of future
response to standard principles of periodontal therapy and
maintenance.12,13 It remains uncertain whether the struc-
ture and integrated information of the staging and grading
system allows clinicians to predictably classify individual
patients.
The primary goal of this study was to determine the

degree of consistency in staging, grading, and extent
among individuals trained to manage severe periodonti-
tis cases and with prior exposure to the new periodontitis
classification.12,13 Cases selected for this study were based
on the training and experience of clinicians invited to par-
ticipate.

2 MATERIALS ANDMETHODS

The study was conducted in compliance with the Helsinki
Declaration of 1975, as revised in 2013.14 The study
was approved by the University of Michigan Medi-
cal School Institutional Review Board: Study eResearch
ID: HUM00163877, Office for Human Research Protection
IRB Registration Number(s): IRB00000246.

2.1 Primary and secondary objectives

The primary objective was to evaluate the inter-examiner
agreement among clinicians with experience managing
severe periodontitis, that is, study raters, from North

America, UK, and Europe (Supplementary Table S1 in
online Journal of Periodontology); and the agreement
among study raters and the gold-standard panel of
five experts (KK, PNP, MT, MS, HG) who were lead
authors of the 2017 World Workshop on periodontitis
classification.12,13 The secondary objective was to identify
and clarify specific “gray zones” related to subtle aspects
of a patient’s classification that may require clarification of
specific diagnostic criteria to enhance concordance among
raters.

2.2 Study design and questionnaire

An internet case-based study was conducted using 10 pre-
selected periodontitis cases. Study raters were asked to
individually classify each case using stage, grade, and
extent of disease based on best interpretation of the 2017
World Workshop Classification criteria.13 Raters included
an international group of clinicians knowledgeable in peri-
odontics including, members of the American Academy of
Periodontology (AAP) or the European Federation of Peri-
odontology (EFP). Individuals were invited to participate
by email, which contained a link to access the case assess-
ment form.
All raters had prior training on the new classification

unrelated to this study, with classification training at var-
ious institutions in Unites States and Europe. Additional
classification training and calibration were intentionally
not provided to raters before the study. All raters are listed
in Supplementary Table S1 in online Journal of Periodon-
tology.
Participation was voluntary, the responses were anony-

mous, and study investigators were masked to raters’
survey responses. Raters were advised of the primary study
objectives and were invited to add comments/questions
concerning the selected cases and the classification in gen-
eral. The timeline for completing the surveywas fromApril
3 to May 8, 2020. Four reminder follow-up emails (April
8, 13, 28, and May 4) were sent during the survey open
period.

2.3 Gold-standard diagnosis and
qualitative assessment of gray zones

The classification of each case was determined by the
five gold-standard panel members each of whom indepen-
dently assessed the 10 cases, submitted their case find-
ings through the online system, and then participated in a
series of group discussions during which cases, not diag-
nosed uniformly by gold-standard panel members, were
adjudicated until a unanimous decisionwas reached by the
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panel. Raters were invited during the questionnaire to sub-
mit comments and questions regarding diagnoses of pro-
vided cases, and/or concerning the classification system.
Subsequently, critical questions were systematically dis-
cussed and answered after closure of the study to generate
a consensus statement clarifying each cluster of questions.

2.4 Clinical cases

Ten clinical periodontitis cases were selected by the
authors with various disease severities and extent. Clinical
and radiographic case information was supplied to raters
including: intraoral photos complete periodontal charts,
as well as bitewing and periapical radiographs. Patient
age, sex, and pertinent medical history were included
in the records. Detailed information was provided about
medical status and grade modifiers, including smoking
and diabetes. All case information provided raters are
available (Supplementary Table S2 in online Journal of
Periodontology), with removal of identifying information.
The published staging and grading tables from the 2017
World Workshop were provided as reference for clas-
sifying patients.13 Cases for this study were selected to
challenge raters trained to diagnose and manage severe
periodontitis cases. Several cases were intended to reflect
staging and grading characteristics that should clearly dif-
ferentiate Stage II from III, and III from IV, with provided
interdental clinical attachment level (CAL), radiographic
bone loss (RBL), and tooth loss that should distinguish
well-defined stages. Complexities of cases were provided
with radiographs and complete periodontal charts. We
also sought to include gray zone cases that presented with
specific features that posed diagnostic challenges and
would likely result in more variance in raters’ responses.

2.5 Statistical analysis

Power analyses were performed and 100 raters were
deemed necessary to estimate the level of variability in the
assessment of stages and grades among clinicians. It was
determined that a minimum of eight cases had to be clas-
sified to ensure that kappa values 0.8 and 0.95 could be
detected as significantly different with 80% power and 95%
confidence intervals.
The statistical analysis was conducted by an inde-

pendent biostatistician. Descriptive analyses consisted
of absolute and relative frequencies for all categorical
parameters. Inter-reliability agreement among raters
involved single parameters or matching all three (stage,
grade, extent) assessed using Fleiss Kappa index and 95%
confidence intervals were calculated using the jackknife

method. Linearly weighted kappa was calculated and
McNemarťs test was used to evaluate the hypothesis of
balanced discordant proportions (symmetry) among raters
and the gold-standard panel. Kappa values were inter-
preted according to Altman-Landis table. The significance
level used in the analysis was 5% (α = 0.05). All analyses
were performed using dedicated software.*,†,‡.

3 RESULTS

Initially, 164 clinicians well-trained in periodontics were
invited to participate as raters. A total of 107 individuals
started the survey, but four did not complete all case evalu-
ations and were excluded from final analysis. Hence, 103
raters located in the United States (68%) or Europe/UK
(32%) classified all 10 clinical cases in the study. Of the
raters, 35.9% were aged 30 to 40 years, 44.7% between
41 and 60 years, and 19.4% >60 years. One case (patient
#8) was excluded from analysis due to comments from
multiple raters and gold-standard panel members rela-
tive to incongruencies between clinical photographs and
recorded CAL measurements. Hence, nine cases were
included in the quantitative analysis.

3.1 Quantitative assessment of
individual cases and concordance with
gold-standard assessment

The relative proportions for each possible answer regard-
ing stage, grade, and extent for every case and the percent-
age of answers corresponding or diverging from the gold-
standard consensus are shown in Figure 1 and Table 1.
The percentage of raters who correctly classified each

case according to stage, grade, and extent were calculated.
For staging, considering 927 different assessments (103
raters for nine cases), an inter-examiner overall agreement
of 76.6% was found (710 agreements of 927 assessments).
Overall, 18.5% of assessments were classified as more
severe than the gold-standard (P <0.010; McNemar test),
while 4.8% were classified as less severe. For grading, the
overall agreement was 82%, with 760 correct evaluations.
Despite substantial concordance, 7.5% of assessments
were classified as a significantly lower grade by raters
than the gold-standard panel (P <0.001; McNemar test).
Finally, the inter-examiner agreement for extent was
84.8%, with 786 correct evaluations. Raters made 19 extent
assessments of “Molar/Incisor patterns” in contrast to

* R: R Foundation for Statistical Computing, Vienna, Austria.
† SPSS, Chicago, IL
‡EPIDAT 4.2 Conselleria de Sanidade, Xunta de Galicia, Spain
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F IGURE 1 Relative proportions for each possible answer regarding stage, grade, and extent for every case and the percentage of answers
corresponding to or diverging from the gold-standard

the gold-standard panel that diagnosed none. There was
a moderate inter-reliability agreement among raters for
stage (Fleiss K value: 0.49; 95% CI, 0.19 to 0.79), grade
(K value: 0.50; 95% CI, 0.30 to 0.70) and extent (K value:
0.51; 95% CI, 0.23 to 0.77) according to the Altman‒Landis
scale. When the diagnosis for a single case was ana-
lyzed as a composite of three parameters (stage, grade,
and extent), a moderate inter-reliability was present

among raters, k = 0.479 (K value: 0.47; 95% CI, 0.442 to
0.515).
The raters’ consistency relative to the gold-standard con-

sensus is evident in (Figs. 2A through 2C) and Table 1,
where 103 raters consistently scored six cases (1, 3, 4, 5,
9, 10) of nine, with 77% to 99% agreement with the gold-
standard staging (Fig. 2A). Staging thresholds were suffi-
ciently clear in four of the six cases (1, 3, 4, 5) to produce
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F IGURE 2 The height of each bar indicates the percentage of
103 raters who correctly classified each of nine cases according to
gold-standard consensus for Stage II (A), Grade 2 (B), and extent 2
(C). Cases were identified on horizontal axis by a number, for
example (1) and gold-standard consensus for Stage III (1), Grade B
(1), and Extent Generalized (1)

92% to 99% agreement among raters and the gold-standard.
Stage IV cases, as well as Grade C, had the most consistent
diagnosis between raters and the gold-standard.
Raterswere independently consistent but less so in some

Stage IV cases, such as staging case #9 (23% rated Stage III)
and case #10 (16% rated Stage III). Rater agreement with
gold-standard grading (Fig. 2B) ranged 81% to 99% for six (1,
4, 5, 7, 9, 10) of nine cases. Raters consistently scored extent
(Fig. 2C) for eight (1, 2, 3, 4, 5, 7, 9, 10) of nine cases ranged
from 78% to 100% that agreed with the gold-standard (see

Supplementary Table S4 in online Journal of Periodontol-
ogy.
For Table 1 Group 2 cases (2, 6, 7), raters appeared to

be less clear in differentiating Stage III/IV because cases
#2 and #7 both have gray zones not clearly defined until
recently15 to guide removal of hopeless teeth to direct Stage
IV decisions. Case #6 CALwas defined based on periodon-
titis but confused some raters based on interproximal CAL
influenced by restorative crowns that incorrectly led 71% of
raters to assign Stage III rather than the gold-standard con-
sensus Stage II. The interpretation of selected Table 1 cases
are discussed in Supplementary Table S3 in online Journal
of Periodontology.
The observation that 77% to 99% of 103 raters inde-

pendently agreed with the gold-standard panel for six of
nine cases.WorkshopClassification criteria for staging and
grading12,13 translated well for severe periodontitis cases.
However, the challenges that are evident with cases #2, #6,
and #7 indicate that additional clarity of gray zones and
boundaries will be necessary in some cases to guide a clin-
ician’s focus.

3.1.1 Qualitative assessment of the selected
cases

Widespread use of the staging and grading classification
system within periodontal training programs has helped
identify certain gray zones that require clinical judgment
in the implementation of the new classification.16–18 The
present article narratively clarifies certain gray zones of
clinical diagnosis to instruct readers onwise use of the new
classification. Table 2 shows a step-by-step approach to
diagnose each case based on the same framework provided
by the 2017 World Workshop classification.12,13 Case-by-
case rationale for diagnoses according to the gold-standard
panel is shown in Supplementary Table S4 in online Jour-
nal of Periodontology.

4 DISCUSSION

The new periodontitis classification defines some thresh-
old levels that guide clear decisions for staging and grad-
ing patients. As seen in Table 1, the raters’ independent
staging decisions for four cases strongly agreed (92% to
99%) with the gold-standard. Since the 2017 classifica-
tion was released, multiple reports have provided refine-
ments for implementation of the new classification in daily
practice.15,16,19
Stages I to IV were designed to classify patients with

periodontitis based onmajor distinctions in severity of dis-
ease and complexity of treating the patient’s periodontal
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disease and maintaining periodontal health. The stages
also generally stratify cases based on need for prior train-
ing, experience, and need for multidisciplinary treatment.
Grading helps to identify the patient’s responsiveness to
standard treatment protocols and importance of systemic
conditions that may influence or be influenced by peri-
odontitis, which adds further clinician responsibilities. As
shown in raters’ results above, most cases will be correctly
classified if clinicians have basic training in the new clas-
sification. This study was designed in part to better under-
stand what gray zones may introduce the need for more
specific training in classification.

4.1 Gray zones: Queries from the raters
and assessment of the source of variability

The following section describes in detail common gray
zones identified via lack of inter-examiner agreement and
raters’ questions.

1. What are the main determinants used to identify stage?
(nine queries)

Stage severity is primarily based on interdental CAL,
however, only CAL attributable to periodontitis should be
used to determine stage. For case #6, the gold-standard
panel determined the most severe interproximal CAL sites
were only on teeth with adjacent crowns. The CAL sever-
ity that determined Stage II for the case was attributable
directly to periodontitis, as opposed to more severe tissue
destruction secondary to restorative therapy. However, 71%
of raters classified the patient as Stage III based on the
most severe interproximal CAL, which was not directly
attributable to periodontitis. Although RBL is included as
an additional descriptor, both CAL and RBL are assessed
at the most affected tooth, with recognition that the CAL
resulted from periodontitis.
Suggested reading: (Tonetti et al, 2018; Kornman and

Papapanou, 2020)1,12
2. What is considered a periodontally hopeless tooth?

Should hopeless teeth be identified and extracted before
staging? (nine queries)
We reaffirm that hopeless teeth can be included when

calculating the total number of teeth lost due to periodon-
titis. As recently published, a hopeless tooth, that is, one
that is considered irrational to treat, is that in which the
attachment loss approximates the apex of the root cir-
cumferentially in combination with tooth hypermobility
(degree 3).
Suggested reading: (Sanz, Papapanou, et al., 2020)
3. Is differentiation between Stage III and IV solely based

on complexity factors? (four queries)

Stage III and IV require the same essential identifiers,
either CAL of ≥5 mm or RBL to the middle one-third of
root or beyond. The gold-standard panel classified case #7
as Stage III, but 45% of raters classified the case as Stage
IV. Stage IV may be differentiated from Stage III by his-
tory ofmissing teeth attributable to periodontitis plus addi-
tional hopeless teeth, as described above15 to equal ≥5.
A Stage IV case should also present with features iden-
tified in the classification that define the need for com-
plex rehabilitation, includingmasticatory dysfunction, bite
collapse, and potential for losing major dentition compo-
nents. Case #7 is a female aged 35 years with extensive his-
tory of clinical attachment and bone loss. Mobility grade
3 is present in one tooth and grade 2 in two additional
teeth. This young patient with generalized severe peri-
odontitis has not lost teeth due to periodontitis and cur-
rently has no hopeless teeth that would result in patient’s
tooth loss ≥5 teeth due to periodontitis. In addition, there
is minimal masticatory dysfunction or evidence of bite col-
lapse. It is likely that presence of severe bone and connec-
tive tissue destruction at an early age led 45% of raters to
assumepatient represents Stage IVdisease. As noted by the
gold-standard panel, this patient qualifies most clearly as
Stage III, indicative of severe periodontitis with potential
for additional tooth loss. Suggested reading: (Tonetti et al.,
2018).1
4. Can complexity factors shift a patient whose sever-

ity level is compatible with Stage I or II to Stage IV? (two
queries)
Stage IV periodontitis presents eitherwith periodontitis-

associated tooth loss (≥5 teeth) or with a degree of severity
and extent that often drives a complex, multidisciplinary
rehabilitation to restore and retain function of the masti-
catory function. Moreover, and in contrast with Stage III
disease where severe loss of periodontal tissue support is
also prevalent, Stage IV periodontitis jeopardizes a large
segment of the dentition or entire dentition, rather than
individual teeth. Consequently, extensive and/or multidis-
ciplinary rehabilitation is required to preserve and restore
oral function.
Note that periodontitis cases with severity compatible

with Stage I or II cannot be upshifted to Stage IV on the
basis of complexity factors alone. Differential diagnosis
of Stage IV periodontitis can only be considered in cases
where the severity criteria of Stage III periodontitis have
been clearly met. It is important to avoid erroneous diag-
nosis of Stage IV periodontitis in partially edentulous cases
with < 10 occluding pairs, where tooth loss is due to rea-
sons other than periodontitis, such as in cases of primary
occlusal trauma, with loss of vertical dimension of occlu-
sion or tooth drifting. Occasionally patients may present
with all posterior teeth missing without a known reason
for the observed tooth loss, and the clinician may infer
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the reasons for tooth loss based on patient’s oral and gen-
eral health history and collective assessment of periodon-
tal status of the remaining dentition. The clinician must
keep in mind the possibility that prior extraction of all
teeth severely affected by periodontitis may result in the
survival of only teeth minimally affected by periodontitis,
which can distort the accurate staging of the case based on
periodontitis-associated tooth loss.
Suggested reading: (Kornman and Papapanou, 2020;

Tonetti et al., 2018) 1,12
5. Could more than one extent be assigned for stage? Is

there more than one way to calculate the extent of the dis-
ease? (two queries)
A recent publication provides a meaningful method for

how the extent of the disease should be calculated.15 The
extent of periodontitis is defined by percentage of teeth
(not sites) at the stage-defining severity level. The teeth
presenting with the specific level of severity (CAL/RBL)
used to assign patient’s stage, are the teeth that have to
be counted to correctly assess the extent. Depending on
whether the number of those teeth is less or > 30%, the
extent is defined as either localized or generalized. Sug-
gested reading: (Sanz et al., 2020).15
Clinicians who participated as raters were experienced

managing severe periodontitis cases and exhibited ability
to use the new classification, as described above, con-
sistent with the gold-standard panel. These findings are
strongly suggestive that the Table 1 Group 1 cases met
Stage III-IV essential CAL and/or RBL criteria in peri-
odontitis staging table and net tooth loss and/or hopeless
teeth, and complexity criteria to qualify clearly for Stage
III or IV.
It should be noted that gray zone features may result

in non-concordant diagnoses even among knowledgeable
clinicians. As seen in Table 1 Group 2, Cases (2, 6, 7) have
same CAL and/or RBL as Group 1, but uncertain numbers
of missing/hopeless teeth and lack of clarity for other com-
plexity factors thatmay guide the assessment of Stage II, III
or IV (details in Supplementary Table S3 in online Journal
of Periodontology).

4.2 Supplementary staging and grading
queries

Responses to queries below can be found in the Supple-
mentary Appendix in the online Journal of Periodontology.
For responses to the queries below, additional information
may be found online in the Supporting Information section
at the end of the article.
When staging a periodontitis patient, which of the miss-

ing teeth should be considered periodontal tooth loss? (two
queries). Suggested reading: (Tonetti et al., 2018).12

Should other systemic conditions be considered when
grading? (six queries).
Suggested reading: (Kornman and Papapanou, 2020;

Albandar et al., 2018).16,20
Is BOP needed for staging? (five queries).
Suggested reading: (Chapple et al., 2018).21
Is there a way to use the new classification for direction

to therapy? (two queries).
Suggested reading: (Sanz et al., 2020)17

4.3 Main findings

This study demonstrated that clinicians with experience
in treating periodontitis and prior training in the new
periodontitis classification12,13 were capable of indepen-
dently applying the classification to severe periodontitis
cases. Given the multidimensional nature of the classifi-
cation, some gray zones were expected that provided guid-
ance for certain cases while others are more complex.15,16
Even for cases displaying various complexities, the 103
raters achieved an inter-examiner agreement of 76% for
stage, 82% for grade, and 84.8% for extent. As seen in
Table 1, certain cases were classified with consistency,
ranging from 92% to 99% of raters and agreement with the
gold-standard stage, grade and extent. A second group of
patients, Cases #9 and #10, classified stage consistent with
the gold-standard Stage IV, yet there was less clarity by
raters differentiating Stage III/IV (Case #9: 23% Stage III;
Case #10: 16% Stage III). Table 1 Group 2 cases #2, #6, and
#7 were not consistently classified by the raters; however
Supplementary Table S3 provides interpretation of certain
cases that were less clearly defined by currently published
classification criteria.12,13
This study has limitations including intentional absence

of incipient periodontitis cases and only one Stage II case
of moderate periodontitis, designed to target this study’s
primary clinician audience focused on managing complex
periodontal disease cases. Future studies evaluating inter-
examiner agreement using the new classification among
raters with a broader patient range of periodontal disease
and experiencewould likely benefit from inclusion of addi-
tional Stage I and II cases that may clarify boundaries
across the full range of staging and grading to be experi-
enced within the dental community.
In addition, understanding the educational training

required for a broader range of clinical exposure necessary
to integrate the new classification into periodontal disease
management by a wide range of general dentists and spe-
cialists. As noted above we selected some cases that intro-
duced gray zones expected to complicate the consistency
of the classification among well-trained but diverse range
of clinicians.
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In terms of grading, the present study demonstrates that
agreement among raters and consistency with the gold-
standard, is derived from substantial variability in radio-
graphic bone levels, as was evident from Figure 2. Among
selected cases, #2 and #6 displayed greater variability. The
key to a correct grading of most cases in the absence of
direct evidence of progression is the correct measurement
of percentage bone loss/age. For Case #2 (Grade C), at least
≥1 tooth (lower lateral incisors) has RBL of >68% (1.0 ratio
to patient’s age) consistent with Grade C, but 41% of raters
underestimated and selected Grade B. For Case #6 (Grade
B), none of the teeth haveRBLof≥52% (1.0 ratio to patient’s
age).
In the present study, a broad group of clinicians with

expertise in periodontics have been asked to apply the new
classification to cases of periodontitis to practically investi-
gate the way in which the new classification is interpreted
and used broadly. Selecting this group of clinicians was
made with awareness of their key role as educators, and
that their calibration is key to correctly and reliably train-
ing dental providers. In addition, one of the objectives of
the study was to identify gray zones that were not specifi-
cally defined in the World Workshop papers on classifica-
tion of periodontitis.12,13
Cases for the study were not intended to be repre-

sentative of the general population but were selected to
represent severe periodontitis cases as defined in the 2017
World Workshop papers.12,13 The provided percentages
and coefficients of agreement are based on a small sample
of cases selected because of diagnostically challenging
presentations, which likely played a crucial role for the
relatively moderate kappa of 0.5 inter-reliability. The
agreement rate on diagnosis of periodontitis might have
been different if raters and experts had been asked to
classify a larger random sample of patients; however, as
shown in Figure 1 and Table 1, this study intentionally
enrolled severe cases to determine consistency of the 103
raters who were 77% to 99% in agreement for six of nine
cases.
This study and others are designed to educate cur-

rent and future dental providers in comprehension
of the new classification through continuous train-
ing and assessment of gray zones. For this reason, we
will perform similar studies with the aim to further
increase the consistency observed for the diagnosis of
patients with periodontitis that must consider gray zones
to accurately classify the patients. Training a broad
range of clinicians in the interpretation of specific gray
zones required reliably differentiating Stages II/III and
III/IV.

5 CONCLUSIONS

Clinicians appropriately trained in the management of
periodontal disease patients demonstrated an overall mod-
erate concordance in their diagnostic classification of
periodontitis cases utilizing the 2017 World Workshop
Classification system. Although severe periodontitis cases
displaying well-defined features were consistently rated,
gray zones that introduced interpretational complexities
decreased the inter-rater agreement. Continuous identi-
fication, refinement, and incorporation of such diagnos-
tic challenges are needed to guide the training of a broad
range of clinicians and predictably enhance their diagnos-
tic agreement in the classification of periodontitis.
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