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Clinical science that deals with the periodontium in health and disease is called Periodontology, the practice of which is known as 
Periodontics. Dental ethics govern every phase of treatment, including the diagnosis and treatment planning, patient education, qual-
ity of work performed, achieving satisfactory outcomes, determining fees, communication with referring dentists and accurate and 
honest record keeping. Dental Associations while serving as the national “watchdog” on ethics also contribute to protect the rights of 
organized dentistry through nationwide communication and by supporting local, state and federal legislation. Ethical responsibilities 
of a general dentist are that they should diagnose and treat periodontal disease properly. Proactive and conservative care along with 
long-term maintenance is critical. Patients with advanced disease who do not respond to initial treatment should be referred to the 
periodontist. A periodontist as a specialist should have a thorough knowledge of all non-surgical and surgical procedures (including 
periodontal plastic surgery and implants), maintenance care, oral physiotherapy, oral medicine (for diagnosing and treating systemic 
health as it relates to the periodontal disease), temporomandibular joint disorders and myofascial pain dysfunction syndrome. Ob-
stacles in controlling and preventing periodontal disease in an Indian scenario are that it is a painless disease and low socio-economic 
strata of majority of the population. General dentists practicing Periodontics and Periodontists should take the onus to converge the 
knowledge of Periodontology and apply it ethically for the benefit of the community at large.

Periodontal disease is a disease of the supporting structures of 
the teeth, involving the periodontal ligament, cementum, alveolar 
bone and the various tissue components of gingiva [1]. American 
Academy of Periodontology (AAP) has defined gingivitis as an in-
flammatory lesion confined to the tissues of the gingiva [2]. The 
progression of an established gingivitis to the advanced lesion 
heralds the onset of periodontitis - an inflammatory disease of the 
periodontal tissues. The features of periodontitis include loss of 
connective tissue attachment on the root surface and exposure of 
cementum: apical migration of the junctional epithelium, which 

can result in gingival recession or pocket formation; alveolar bone 
loss and an increase in tooth mobility [1].

Clinical science that deals with periodontium in health and dis-
ease is called Periodontology, the practice of which is Periodontics 
[3]. A periodontist is a dentist who specializes in the prevention, 
diagnosis and treatment of periodontal disease, and in the place-
ment of dental implants [4].

Evolution of periodontics/periodontology

In the mid-nineteenth century, John W. Riggs [5] (1811 - 1885) 
was the leading authority on periodontal disease and its treatment 
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in the U.S. to the point that all inflammatory lesions to which we 
now apply the names ‘Gingivitis’ and ‘Periodontitis’ were referred 
to as ‘Riggs disease’. He was the first individual to limit his practice 
to Periodontics and therefore can be considered the first specialist 
in this field. In 1948, upon recommendation by the AAP, the Ameri-
can Dental Association (ADA) recognized the American Board of 
Periodontology as an official speciality board for Periodontists and 
Periodontics. This was the second such board to be recognized by 
the ADA, Oral surgery being the first [6].

Training programs

Various training programs in Periodontology are being con-
ducted with slight variations all over the world. Before applying to 
a postgraduate training program, one must first complete a dental 
degree. In India, Periodontology is offered as a specialization field 
of dentistry. Periodontists attend a Master of Dental Surgery (MDS) 
program (of three years) affiliated with dental colleges in India. 
The minimum qualification required for this course is a Bachelor 
of Dental Surgery (BDS) degree [4]. After MDS, Ph.D. degree can 
also be availed. 

Contribution of the dentists to the society

Periodontal diseases are preventable and controllable to a large 
degree, particularly in early stages. Since the dentist’s professional 
obligation is to keep teeth healthy and to prevent their loss, knowl-
edge of periodontal disease and its prevention and treatment are 
of paramount concern to the dentist. Without such knowledge, a 
dentist cannot be considered fully competent [7].

Evidence-based practice

There is significant variation in clinical decisions among den-
tists as a result of discrepancies in diagnosis, the need for and 
types of dental treatment recommended and the outcomes of these 
interventions [8]. Evidence-based practice has been defined as im-
proving treatment outcomes by using research evidence, along 
with clinical experience and patient preferences, in making deci-
sions about individual patients [9].

A successful practitioner is the one who can make decisions in 
the face of clinical uncertainty [10]. Ignoring research findings can 
present a significant barrier to the provision of optimal care. Cli-
nicians should attempt to base decisions on current evidence to 
ensure more consistent and relevant treatment outcomes. Publica-
tion of research advances (from the results of Randomized Con-
trolled Trials and Systematic Reviews) has allowed practitioners to 
incorporate the evidence into clinical practice [11].

Implementing evidence-based change means providing training 
to current dental students [11].

Training BDS students 

In India, one of the most important aspects for achieving and 
sustaining good quality practice of Periodontics is imparting com-
plete training to BDS students. BDS students who cannot obtain 
MDS degree practice all branches of dentistry. Therefore, during 
the course itself, they should obtain maximum knowledge so that 
they can deliver the best services to the community when they are 
practicing. First of all, students should be encouraged to remain 
punctual. BDS students should learn proper history-taking to ex-
plore different periodontal diseases with their characteristic signs 
and symptoms (as per classification of periodontal diseases con-
tributed by AAP in 1999 [12] and World Workshop in 2017) [13] 
and their respective treatment modalities. Students should also 
be made to learn how to instruct patients about proper brushing 
techniques. Students should know when to prescribe interdental 
aids, mouthwashes and desensitizing agents. They should learn 
to encourage smokers/tobacco chewers to quit the habit because 
periodontitis is a multifactorial disease with multiple risk factors 
(systemic, environmental, behavioral and genetic) [14], tobacco 
smoking/chewing being the most prevalent in India. Here, a dentist 
can be of great motivational influence. 

Tobacco smoking

It is a well-established risk-factor for periodontitis [15,16]. Ef-
fects of smoking on etiology and pathogenesis of periodontal dis-
ease are microbiological, immunological and physiological [17]. A 
direct relationship exists between smoking and the prevalence of 
periodontal disease [18]. Studies comparing the response to peri-
odontal therapy in smokers, previous smokers and non-smokers 
have shown that smoking has a negative impact on the response 
to therapy. However, former smokers respond similarly to non-
smokers [19].

Another most important aspect that BDS students/dental prac-
titioners should thoroughly learn is the necessity of supportive 
periodontal therapy and when should a general dentist refer a peri-
odontal patient to a specialist. These are the ethical responsibilities 
of general practitioners in treatment of periodontal disease.

Supportive periodontal therapy

After phase I therapy is completed, patients should be placed on 
a schedule of periodic recall visits for maintenance care to prevent 
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recurrence of the disease as patients who are not maintained in 
a supervised recall program subsequent to active treatment show 
obvious signs of recurrent periodontitis [20].

Referral of patients to the periodontist

A major issue faced by all dentists is when to refer a patient. It is 
unethical to treat a patient beyond the practitioner’s expertise. It is 
a good rule of thumb not to treat a patient if all the possible compli-
cations cannot be managed. A growing conundrum since the 1980s 
in periodontal treatment involves “practice management seminars 
which have been encouraging general practitioners to partake in 
soft tissue management protocols, and where nonsurgical treat-
ment is looked upon as a much more important income center in 
the business model [21]. These “profit centers” should not super-
sede the patient’s treatment needs. Clearly, the patient’s best inter-
est should determine treatment and referral patterns [22].

Where to draw the line between the cases to be treated in the 
general dental office and those to be referred to a specialist var-
ies for different practitioners and patients. Patients who require 
localized gingivectomy/flap curettage usually can be treated by a 
general dentist (class A/mild or localized periodontitis patients). If 
periodontal destruction necessitates surgery on the distal surfaces 
of second molars, extensive osseous surgery or complex regenera-
tive procedures, the patient is best treated by a specialist (class C/
advanced periodontitis patients). A third group of patients, who 
do not accommodate into any of these groups are known as the 
“candidates for referral” (class B/moderate periodontitis patients) 
[23].

The 5 mm standard has been proposed as a guideline for refer-
ral (Figure 1) [24]. If the patient has clinical attachment loss (CAL) 
of 5 mm or greater at re-evaluation after phase I therapy, referral 
should be considered.

Figure 1: The 5 mm standard for referral to a periodontist is 
based on root length and clinical attachment loss.

Other factors for referral include: Extent of the disease (local-
ized, deep pockets); root length (short); hyper-mobility of teeth; 
difficulty in scaling and root planing (deep pockets with exposed 
furcations); extensive sub-gingival restorative work; young patient 
(aggressive disease) and non-resolution of inflammatory lesions 
after scaling and root planing.

Maintenance phase of therapy should be performed according 
to Merin [25] classification designed for recall intervals of various 
classes of patients with periodontal disease. Supportive periodon-
tal therapy of class A patients should be taken care of by a general 
dentist, that of class C patients by a specialist and that of class B 
patients by both alternatively (Figure 2) [25].

Figure 2: Scheme for determining which practitioner  
should perform periodontal maintenance in patients with  

different degrees of periodontitis.

Continuing dental education (CDE) programs

It is an ethical duty for all professionals to maintain, improve 
and update their knowledge and skills as per evidence-based 
knowledge. CDE has been an important and stimulating part of all 
dentist’s clinical practice life. Because of its importance, CDE is now 
mandatory for maintaining licensure in many states. The type and 
amount of CDE varies from state to state and is determined by their 
respective boards. e.g. California requires 50 hours of study every 
2 years. Half that amount must relate directly to clinical care; the 
other half can pertain to practical management issues, state law, 
federal regulations such as Occupational Safety and Health Admin-
istration (OSHA) and Health Insurance Portability and Account-
ability Act (HIPAA) guidelines and cardiopulmonary resuscitation 
(CPR) certification [22].

Senior practitioners should be encouraged to bring amend-
ments in their practice without involvement of psychological issues 
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in making clinical decisions, especially while facing clinical uncer-
tainty. To facilitate this process, various organizations of Periodon-
tology/Periodontics have been developed.

Professional organizations

General dentists and Periodontists should come together and 
share the knowledge of Periodontology/Periodontics with each 
other and discuss the various aspects of diagnosis, prognosis and 
treatment planning in accordance with the upcoming concepts of 
evidence-based dentistry. Clinicians who are practicing Periodon-
tics can contribute practical lessons that they have learnt from 
their own practices. Academicians can share their experiences and 
knowledge that they have gained during teaching their students. 
All this can be acquired with the help of presentation of posters, 
paper presentations and publications in journals of the organiza-
tions of Periodontology (Indian Society of Periodontology, Asian 
Pacific Society of Periodontology, British Society of Periodontology, 
American Academy of Periodontology, etc.).

Role of dental organizations 

Dental Associations while serving as the national “watchdog” 
on ethics also contribute to protect the right of organized dentistry 
through nationwide communication and by supporting local, state 
and federal legislation [22].

Ethics in dental practice

Ethical behavior is to serve the larger community and not serv-
ing only self [22]. It is important that a dental practitioner should 
have knowledge, skill and technical competence; however, the 
traits of compassion, kindness, integrity, fairness and charity will 
define a true professional [22]. Whether it is local or international, 
ethical behavior depends on honesty and on protecting rights of 
the patient. Organized dentistry mandates certain forms of ethical 
behaviors beyond the primary activity of patient care. Community 
service is expected. Research and development performed in an 
evidence-based manner, along with patents and copyrights that do 
not restrict patient treatment, are needed to continually advance 
the level of care. Furthermore, all individual organizations should 
also be self-governing to prevent discrimination, abuse, overtreat-
ment or overbilling and false or misleading advertising [22].

Practical considerations in ethical practice of dentistry 

The everyday practice of dentistry is typically filled with ethical 
decisions to be made by the dentist and dental hygienist. Ethics 
govern every phase of treatment, covering a wide range, like: Di-

agnosis and treatment planning, patient education, quality of work 
performed, achieving satisfactory outcomes, determining fees, in-
surance company charges, communication with referring dentists 
and accurate and honest record keeping. 

Dentists should integrate their personal and monetary needs 
with the need to serve their community with quality work. “Value 
gaps” should not arise, which states that “Patient’s primary needs 
and wishes are that they be treated respectfully, ethically and pro-
fessionally” [26]. Ethics of dentistry echo this goal, and dentists 
must not violate this principle by under-treating, over-treating or 
overcharging [22].

Responsibility of a periodontist

A periodontist as a specialist should have a thorough knowledge 
of all non-surgical as well as surgical procedures, maintenance 
care, and oral physiotherapy [22,27]. Another important area that 
falls under the large, important umbrella of oral medicine is diag-
nosing and treating systemic health as it relates to the periodontal 
process as well as diagnosing and treating oral pathology [22,28]. 
Furthermore, a thorough knowledge of temporomandibular joint 
disorder and myofascial pain dysfunction syndrome is also needed.

Periodontal plastic surgery is also an important component in 
the scope of Periodontics. These oral surgical cosmetic procedures 
depend on partnership with the restorative dentist to achieve ex-
cellent esthetic results [22].

At the same time, Periodontists should get postdoctoral peri-
odontal training programs in intravenous and conscious sedation 
for patient comfort and safety [29]. All Periodontists should also 
remain abreast with the biology of soft and hard tissues and the 
necessary skills and training in the surgical techniques needed to 
place an implant. Furthermore, periodontists should have an excel-
lent inter-relationship with prosthodontists who restore the im-
plants and improve the quality of patient’s life [30].

Discussion
Practitioners should not be negligent in the treatment of the pa-

tient [22]. They should follow the key issues set by the American 
Dental Association (ADA) Code of Professional Conduct i.e. Patient 
autonomy - patient knowledge and participation, non maleficence 
- do no harm to the patient, beneficence - do only good for the pa-
tient, justice – fairness, veracity – truthfulness [22].
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Legal issues with ethical implications that dental organizations 
must untertake include: Aiding unlicensed practitioners, improper 
billing issues or insurance fraud, improper use of auxiliary staff, 
improper prescription of controlled substances, confidential in-
tervention programs for dental practitioners who are addicted to 
drugs, control over improper advertising by dentists in order to 
compete for patients and investigation of other transgressions, 
such as sexual abuse as they relate to the dentist’s license [22].

Very few epidemiological studies have been conducted in In-
dia on the prevalence of periodontitis where the authors have 
concluded that our country’s population (particularly adults and 
economically weak subjects) is highly susceptible to periodontitis. 
But, there is a very urgent need for standardized population-based 
studies with a robust design to identify the true prevalence of peri-
odontitis, which in turn will help in planning oral health policies 
and creating the necessary infrastructure [31]. 

Major obstacles in controlling and preventing periodontal dis-
ease in India are:

A. Majority of lesions are silent (less/no pain in destructive 
lesions).

B. A good percentage of population is below poverty line 
(low socio-economic status and residing in rural areas 
where a few number of dentists are available).

C. Sparse provision of medical insurance for dental treat-
ment.

In addition to the role of professional dental organizations, we 
(general dentists and periodontists) as professionals should join 
our hands to converge the knowledge of Periodontology existing 
in diversifying directions. In this way, we can save the field of Peri-
odontics and help it grow by application of its knowledge in our 
community. It has been truly stated, “Faith sees the invisible, be-
lieves the unbelievable and achieves the impossible”.

Conclusion
Every general dentist (practicing Periodontics) and Periodon-

tist should have a holistic approach towards each and every patient 
(with periodontal disease) of the community. In this way, we can 
practically apply the knowledge of Periodontology for the better-
ment of the patients.
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