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COMMON MISDIAGNOSIS IN PERIODONTICS
Dr. Eapen Abraham*, Dr. Deepu Mathews Panickal**

ABSTRACT

Periodontal diagnosis is complex due to the overlapping nature of clinical signs and
symptoms with other dental or systemic diseases. Misdiagnosis can result in ineffective
treatment, patient dissatisfaction, and disease progression. This review outlines frequently
encountered diagnostic errors in periodontics and offers insights to help general dentists
improve diagnostic accuracy in everyday practice.
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INTRODUCTION

Periodontics is deeply intertwined with
multiple dental and systemic conditions,
making diagnosis a frequent challenge,
especially in general practice. While most
periodontal diseases are related to plaque-
induced inflammation, atypical
presentations may arise from non-plaque
sources or systemic disorders. Proper
diagnosis is crucial not only for treatment
success but also for avoiding irreversible
damage caused by inappropriate
interventions. This review highlights the
most common diagnostic pitfalls and
provides suggestions to aid accurate clinical
differentiation.
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1. Endo-Perio Lesions

These lesions involve both periodontal and
pulpal tissues. Clinically, they may mimic
localized periodontitis, particularly when
presenting with deep pockets and isolated
bone loss. However, the presence of a
necrotic pulp, sinus tract, or narrow pocket
favors an endodontic origin. ¹ Failure to
identify the pulpal component may lead to
unnecessary periodontal surgery or scaling
without resolution.

2. Vertical Root Fractures (VRFs)

VRFs are often misdiagnosed as localized
periodontitis. They commonly present with
deep, narrow pockets and isolated bone
loss, especially in endodontically treated
teeth. ² A hallmark sign is a J-shaped or halo
radiolucency. Missed diagnosis of a VRF
often results in repeated periodontal
treatment or retreatment of RCTs with no
benefit.

3. Aggressive Periodontitis

This condition often affects young
individuals and is characterized by rapid
attachment loss with minimal plaque or
calculus. ³ It is frequently misclassified as
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chronic periodontitis, leading to delayed or
inappropriate treatment. Genetic
predisposition and microbial profiles, play
key roles and should guide management.

4. Necrotizing Periodontal Diseases

Necrotizing gingivitis and periodontitis are
acute infections associated with pain,
bleeding, and cratered interdental papillae.
⁴ Misdiagnosis as aphthous ulcers or
herpetic lesions is common. Prompt
diagnosis and treatment with debridement,
antimicrobials, and addressing underlying
risk factors (e.g., stress,
immunosuppression) are critical.

5. Drug-Induced Gingival Enlargement

Gingival overgrowth due to medications
such as phenytoin, cyclosporine, and
calcium channel blockers may be mistaken
for inflammatory gingivitis. ⁵ However, the
overgrowth is fibrotic rather than
inflammatory and is often localized to
anterior sextants. Accurate drug history is
essential for correct diagnosis and
management.

6.Periodontal Manifestations of Systemic
Diseases

Diseases like leukaemia, diabetes, and
granulomatous disorders can cause gingival
enlargement, bleeding, or bone loss. ⁶, ⁷
These signs may be misinterpreted as
plaque-induced periodontitis. Clues include
systemic symptoms, disproportionate
inflammation, and lack of response to local
therapy.

7.Root Morphological Defects and
Anatomic Variations

Anomalies like palato-radicular grooves,
root concavities, or root proximity can
create plaque-retentive areas leading to

localized attachment loss. ⁸ These may be
misdiagnosed as localized chronic
periodontitis when the actual cause is
structural and requires surgical or
restorative correction.

8. Foreign Body Reactions

Granulomatous inflammation due to
subgingival restorative material, food
debris, or plant matter may mimic
refractory periodontitis. ⁹ Diagnosis
requires high suspicion and removal of the
causative agent, often under magnification.

9. Mucogingival Conditions Mimicking
Periodontitis

Soft tissue tumours, cysts, or
developmental anomalies like eruption
cysts or fibromas near the gingival margin
can resemble periodontal pockets. Clinical
probing and biopsy may be needed to
confirm diagnosis.¹⁰

10. Food Impaction-Induced Periodontal
Breakdown

Chronic food impaction due to open
contacts or improper restorations can cause
localized pocketing and inflammation.¹¹
This may be wrongly diagnosed as
periodontitis. Correction of the contact area
and improved occlusal stability can often
resolve the issue without further
periodontal therapy.

11.Hormonal-Associated Periodontal
Changes

Puberty, pregnancy, and menopause can
cause an exaggerated gingival response to
minimal plaque levels.¹² Over diagnosing
these cases as chronic periodontitis may
lead to unnecessary treatment.
Understanding the influence of hormonal
shifts on periodontal tissues is vital
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12. Langerhans Cell Histiocytosis

In children or young adults, this rare
condition may manifest with bone loss,
gingival swelling, or mobility of teeth. It is
often mistaken for aggressive periodontitis.
Diagnosis requires radiographic imaging
and histopathological confirmation.¹³

.
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