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ABSTRACT
Introduction: The prevalence of aggressive periodontitis (AP) 
has been extensively studied globally. Limited information is 
available on the AP prevalence in the Indian population. Hence, 
a survey was undertaken to give a more accurate prevalence 
of AP in the population visiting the outpatient Department of 
Periodontology, RajaRajeswari Dental College & Hospital, 
Bengaluru, Karnataka, India.

Materials and methods: A total of 500 patients were screened 
to estimate the prevalence of AP. Thorough gingival examina-
tion, including bleeding on probing, was done to evaluate the 
gingival condition. The periodontal status was evaluated by 
assessment of clinical attachment level, probing pocket depth, 
and gingival recession. The subjects provisionally diagnosed 
with AP were referred to the Department of Radiology for further 
examination. The radiographic assessment involved full mouth 
intraoral periapical radiographs and panoramic radiographs.

Results: Out of the 500 patients screened, 8 cases (LAP-4, 
GAP-4) were found to be confirmed with the diagnosis of AP, 
giving a prevalence of 1.6%.

Conclusion: The prevalence rate of AP in the screened 
population is 1.6%. The higher prevalence of AP in the present 
study can be attributed to the fact that the population studied 
is hospital based because of the convenience. The prevalence 
of AP is highly variable and controversial globally and needs a 
concerted and systemic approach if this is to be settled.
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INTRODUCTION

Aggressive periodontitis (AP) is characterized by the 
rapid rate of disease progression seen in an otherwise 

healthy individual, absence of large accumulations of 
plaque and calculus, and a family history of aggressive 
disease suggestive of genetic inheritance. Aggressive 
periodontitis is further classified into a localized form 
and a generalized form.1 Black, in the year 1886,2 used 
the terms phagedenic pericementitis and chronic sup­
purative pericementitis to describe patients who suffered 
from a rapid destruction of the alveolar bone. Gottlieb 
in the year 1923 described an unusual form of periodon­
tal disease that involved some or all of the permanent  
incisors and first molars of young individuals.

PREVALENCE

Global prevalence of AP remains elusive.3 Estimates of  
AP vary widely from 0 to 0.17%. The rate appears to be 
0.1% in the developed nations and 5% in the underdeve­
loped nations.4 Lower prevalence rates ranging between 
0.1 and 0.2% have been reported in Europe,5 whereas high 
prevalence rates have been reported in Brazil (3.8%),6 Iraq 
(11.5%),7 Indonesia (8%),8 and the United States (10%).9 
There is sparse information about the prevalence of AP 
in India. A survey of 1000 subjects of the 12 to 16 year age 
group (500 males, 500 females) in schools and colleges of 
Hyderabad city reported a prevalence of periodontosis of 
0.5%,10 while in another study in the same city, prevalence 
was reported at 0.45%.11 Reddy12 reported a prevalence of 
0.3% of localized aggressive periodontitis (LAP) cases in 
the Khammam district of Andhra Pradesh.

Although attributed to methodological issues, diag­
nostic techniques, sample bias, and changing definition of 
what constitutes AP, the wide variation in the prevalence 
of AP is difficult to fathom and has been a fertile area of 
research. Hence, the aim of the present study was to esti­
mate the prevalence of AP in patients visiting the outpa­
tient department (OPD) of Periodontology, RajaRajeswari 
Dental College & Hospital, Bengaluru, Karnataka, India.

MATERIALS AND METHODS

The study protocol was approved by the Institutional 
Ethics Committee and consent from all participants 
was taken for clinical examination. Individual informed 
consent was obtained from all confirmed cases of AP 
for detailed clinical and radiographic assessment. 
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Aggressive periodontitis was diagnosed according to 
the 1999 American Academy of Periodontology clas­
sification into either LAP or generalized aggressive  
periodontitis (GAP).13

LOCALIZED AGGRESSIVE PERIODONTITIS

Localized aggressive periodontitis usually has an age of 
onset at about puberty. Clinically, it is characterized as 
having localized first molar/incisor presentation with 
interproximal attachment loss on at least two permanent 
teeth, one of which is a first molar, and involving no 
more than two teeth other than first molars and incisors. 
Radiographic findings may include an arc-shaped loss 
of the alveolar bone extending from the distal surface of  
the second premolar to the mesial surface of the second 
molar.13

GENERALIZED AGGRESSIVE PERIODONTITIS

Generalized aggressive periodontitis usually affects 
individuals under age 30, but older patients also may be 
affected. Clinically, GAP is characterized by generalized 
interproximal attachment loss affecting at least three 
permanent teeth other than first molars and incisors. 
The radiographic picture in GAP can range from severe 
bone loss associated with the minimal number of teeth, 
as described previously, to advanced bone loss affecting 
the majority of teeth in the dentition.13

A striking feature of AP is the lack of clinical inflam­
mation despite the presence of deep periodontal pockets 
and advanced bone loss. Furthermore, in many cases, 
the amount of plaque on the affected teeth is minimal, 
which seems inconsistent with the amount of periodontal 
destruction present.13

EXCLUSION CRITERIA

•	 Uncontrolled systemic diseases
•	 Pregnant and lactating mothers
•	 Overhanging restorations
•	 Interproximal caries
•	 Orthodontic appliances
•	 Occlusal disharmony at the area of bone loss.

EXAMINER STANDARDIZATION

Two calibrated examiners (SS, NS), who were well trained 
prior to the study, performed all the examinations, and the 
examiners followed a written protocol that described the 
measurement methods and the sequence of assessments. 
The inter-examiner reliability was assessed in a subsample 
of 10 subjects, who were selected randomly within the 
study group. The subjects were reexamined within a 
few hours after the first examination, and replicate mea­
surements of probing depth and attachment loss were 

evaluated. The reproducibility of periodontal measure­
ments was assessed. The measurement errors of probing 
depth and attachment loss were estimated by calculating 
the standard deviation of the differences between replicate 
measurements for the individual site assessments.

CLINICAL EXAMINATION

A total number of 500 subjects were screened to estimate  
the prevalence of AP in patients aged 13 to 60 years 
(mean age 36.5 ± 33.2 years), who visited the OPD of 
Periodontology, RajaRajeswari Dental College & Hospital, 
Bengaluru, Karnataka, India. Thorough gingival exami­
nation, including bleeding on probing, was done to 
evaluate the gingival condition. The periodontal status 
was evaluated by assessment of the clinical attachment 
level, probing pocket depth, and gingival recession. The 
subjects provisionally diagnosed with AP were referred 
to the Department of Radiology for further examination. 
The radiographic assessment involved full mouth intraoral 
periapical radiographs and panoramic radiographs.

OTHER RELEVANT CLINICAL FINDINGS

Apart from the diagnostic criteria for AP, the following 
clinical findings were also recorded:
•	 Mobility
•	 Pathologic migration
•	 Missing tooth.

RADIOGRAPHIC FINDINGS

•	 Arc-shaped loss of the alveolar bone extending from 
the distal surface of the second premolar to the mesial 
surface of the second molar presenting as a mirror 
image pattern in oral pantomogram (Fig. 1).

•	 Wider bone defects.

STATISTICAL ANALYSIS

Prevalence of AP in patients was established by tabulat­
ing the results in an Excel sheet and dividing the final 

Fig. 1: Oral pantomogram showing pattern of bone  
destruction in AP
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confirmed cases by the number of subjects screened and 
expressed as percentage.

RESULTS

Prevalence of AP

A total number of 500 systemically healthy subjects were 
screened in the field, and the distribution of various  
forms of periodontal diseases gender wise is depicted 
in Table 1. A total number of eight cases were finally 
confirmed to have either LAP or GAP (four cases in each 
respectively), giving a prevalence percentage of 1.6%. 
Among the eight cases of AP, three were females and 
five were males.

DISCUSSION

This epidemiological cross-sectional study was under­
taken to determine the prevalence of AP in patients vis­
iting the OPD of Periodontology, RajaRajeswari Dental 
College & Hospital, Bengaluru, Karnataka, India. This 
study consisted of 500 patients, including 220 males and 
280 females. Eight out of 500 patients were diagnosed 
with AP in either localized or generalized form. The gene­
ralized form was more common than the localized form.

In the present study, attachment loss was consid­
ered as the key parameter for the diagnosis of cases 
along with definite radiographic evidence of bone loss. 
In addition to a threshold of > 4 mm for attachment 
loss, measurements made at six sites per tooth were  
considered as diagnostic criteria for categorization of AP.

The present study showed a prevalence of 1.6% AP 
and is in accordance with many studies by Rao and 
Tewani,14 India 6.80%; Albandar et al,15 28.8%; Priscila  
et al,16 Brazil 9.9%; and Imran and Ataa,17 Yemen 2.6%. On 
the contrary, various authors have reported a very modest 
prevalence of AP as follows: Kronauer et al,18 Switzerland 
0.9%; Saxby,19 West Midlands 1%; and Van der Velden  
et al,20 Amsterdam 0.1%.

The wide variations in global prevalence from  
0.1 to 28.8% only indicate the different methodologi­
cal strategies and stress the imperative need for more 
strict criteria before a disease can be ascribed to the 
category of AP. When prevalence was assessed based 
on the socioeconomic status, some researchers reported 
higher prevalence of LAP in low socioeconomic groups 
(Gjermo et al,21 3.8%; Lopez et al,22 0.32%; Susin and  

Table 1: Prevalence of localized and generalized forms  
of AP with gender distribution

Gender Male Female
LAP 2 2
GAP 3 1
Total 5 3

Albandar,23 5.5%), but another study showed no signifi­
cant difference between socioeconomic groups.15 In the 
present study, most of the subjects with AP belonged 
to poor to moderate economic groups. However, as the 
study analyzed only eight cases, perceptible conclusions 
could not be drawn about the relationship between the 
socioeconomic status and the prevalence of disease.

The higher prevalence of AP in the present study can 
be attributed to the fact that the population studied is 
hospital-based because of the convenience (convenient 
sample). The prevalence assessed among these types 
of samples will be higher than that assessed among the 
general population as persons with dental problems 
attend hospitals, and they are not representative of the 
general population. The prevalence in the hospital-based 
population is about 10% higher as compared with that in 
the general population.

The report in the present study indicates that a higher 
percentage of males are affected with AP than females. 
But since only a total of 500 patients were analyzed, 
a conclusion cannot be drawn between the gender  
affected and AP.

LIMITATIONS OF THE STUDY

The present study considered only a total of 500 subjects. 
Future studies with screening involving more number 
of subjects would be more reliable and predictive of the 
prevalence percent of AP.

CONCLUSION

The prevalence rate of AP in the screened population is 
1.6%. This value suggests a higher prevalence but is con­
sistent with most global prevalence rates. The prevalence 
of AP globally is widely variable, ranging from 0.1 to 
28.8%, indicating diverse approaches to clinical exami­
nation and criteria employed and racial, geographical,  
socioeconomic, and possibly genetic susceptibility factors.
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