chronic gingivitis:

inflammation of the PMA (papillary, marginal and attached gingiva) that needs time to be established ,slowly progressive,painless.  
Enhancing factors :

 A-local : local contributing factors that enhance the disease and keep it for a longer time which actually impair the patient's oral hygiene): 
1- overhang restorations 
2- crowding
 3- malocclusion 
4- cavities 

B- systemic: Endocrine diseases (DM,pregnancy,puberty) blood diseases (for example: (leukemia) 

C-drugs : *phyntoin :used in epilepsy management *CCBs : nifidipine(Adalat®) *Cyclosporines (immunosuppressants) 

D-malnutrition: vitamin C deficiency 

Managing this patient is done by scaling and polishing with oral hygiene
 Plaque-induced gingivitis : It is an Ubiquitous ( common) disease ( the most common form of gingival diseases) Classification 
- 1 Localized to one tooth 
2- generalized (more common) 
*Clinical findings: gingival bleeding upon gentle probing is an objective sign. redness(subjective) , swelling(subjective) and bleeding upon probing
* Radiographic findings: no evidence of bone loss sulcus depth is normal 
The distance btw the gingival margin and the depth of the sulcus should be up to 3mm 
Normal gingival: is firm and resilient , resilient but in destructive phases : spongy, Buffy , soft ,because of exudates degeneration of connective tissue epithelium and In reparative phase: firm , leathery due to long stand chronic inflammation . 
Chronic periodontitis 
Slowly progressing disease . 
Progresses rapidly in cases of : diabetes ,smoking ,stress and thyroid dysfunction .’’ BUT plaque is an etiological factor “. 
Every periodontitis is preceded by gingivitis but not every gingivitis is followed by periodontitis 
**There is epithelial Apical migration .
the distance between the base of junctional epithelium and the crest of the bone = 2 mm - depth of the sulcus ( histologically is zero but clinically it never reaches zero ) = 1-3 mm 
An increase in the sulcus depth is the first sign of chronic periodontitis “this is the first difference between gingivitis and periodontitis” . 
-the increase in the sulcus depth is called probing depth , and measuring the sulcus is called sulcus depth. 
Probe depth of 5 mm ( chronic periodontitis without bone resorption . Probe depth of more than 6 mm ( chronic periodontitis with bone resorption . 
** cardinal signs and symptoms of any inflammation : redness , swelling ,bleeding (these three can be detected clinically ),pain (is told by the patient ) and heat (specific instruments measure the thermal changes in the surrounding tissues ) .
 There is progressive attachment loss : 
( pocketing , recession / coronal migration). If the pocket kept untreated and the disease progressed it might lead to 
1. Mobility
 2.Loss of the tooth 
Pseudopocket : a false pocket due to the coronal migration /enlargement of the gingiva . 
Our guideline in determining the bone loss is the cemento-enamel junction ; we place a line passing by the CEJ of the teeth on the xray and a line on the uppermost bone appearing and we measure the distance between them . 
chronic periodontities called site specific disease (it’s not necessary to have pocketing on all surfaces .) 
Classification of chronic periodontitis (extent and severity) :
 Extent : the number of sites involved , represented by a percentage and tells us whether the disease is localized or generalized: 
<=30% : localized.
>= 31% : generalized. 
Severity : the degree(measured by millimeter) 
If the probing depth was 3 mm : no attachment loss
 If the probing depth was 4 or 5 mm : there is attachment loss (apical migration of the junctional epithelium.
 ** The classification of severity is as follow : 
1. Slight mild periodontitis (1-2mm) of attachment loss
 2. Moderate (3-4mm) of attachment loss
 3. Sever (>5mm) of attachment loss 
** If the severity stays as it is the case is stable.
 ** If the destruction increased the disease is progressed . 
If there is good healing and the pocketing is decreased the disease is improving. (only the pockets will decrease the recession will remain as it is ) 
Periodontal attachment loss : Its measured from the CEJ to the base of the sulcus Pocket depth is measured from the gingival margin to the base of the pocket. 
Periodontitis may exhibit in 2 forms: 
1.with pocket 
2. Without pockets With pocket : scaling, polishing, oral hygiene and proper root debridement 
**suprabony pocket : located above the level of crest of the bone . 
**infrabony pocket : located below the level of crest of the bone . 
The previous classification is further classified according to the location of the pocket in the bone into: 
1 – Three wall pocket : intrabony pocket that has three intact bony walls and one resorbed bony wall . 
2 – Two wall pocket : intrabony pocket that has two intact bony walls and two resorbed bony walls . 
3 – one wall pocket : intrabony pocket that has one intact wall and three resorbed bony walls. 
classification of gingival recession: 
Grade 1: marginal tissue recession that doesn’t involve the mucogingival junction , and no interdental bone resorption
 Grade 2: marginal tissue recession that extends beyond the mucogingival junction, but no interdental bone resorption 

Grade 3: marginal tissue recession exceeds mucogingival junction, soft tissue loss in the interdental areas, mal positioning of the teeth 
Grade 4 : gingival recession exceeds mucogingival junction and complete loss of interdental bone .
 aggressive periodontitis : rapid bone loss (which is one of the primary features) and periodontal destruction around one or more permanent teeth in an healthy adolescent. 
*** it causes rapid bone loss , clinical attachment loss , deep pockets and it may or may not cause mobility ; that is because periodontitis is a site specific disease . 
primary features of aggressive periodontitis :
 1. clinically healthy individual
 2. rapid rate of bone loss
 3. familial aggregation 
secondary features of aggressive periodontitis: 
1. amount of microbial deposits is inconsistent with the amount of destruction ; the patient has small amount of plaque and severe bone loss
 2. elevated proportions of Aa (Aggregatibacter actinomycetemcomitans) . 3.in most of the ceses there is lack or minimal clinical inflammation (gingivitis 4.rapid progression of bone loss (3-4 times the rate of progression in chronic periodontitis)
 5.distolabial migration of the maxillary incisors (centrals or laterals) with concomitant diastema formation >>> this feature isn't specific for aggressive periodontitis , we can see it also in chronic periodontitis . 
6.increased mobility of the maxillary and mandibular incisors and first molars 
7. deep , dull , radiating pain during mastication 
8. periodontal abscesses 
radiographic findings :

1.vertical loss of alveolar bone around the first molars and incisors P.S >>> normally , the distance from the CEJ to the crest of the bone = 1-2 mm , if it was more then there is bone loss 
2. "arc-shaped" defects , looks like a bow . 
*management : 
1. non surgical ; scaling and root planning , oral hygiene instruction , systemic antibiotics 
2. surgical ; bone grafting , GTR , less likely osseous surgery drugs used for 
treating aggressive periodontitis: amoxycillin 500mg 1×3 for 10 days and metronidazole 250 mg 1×3 for 10 days , if the patient is allergic to amoxicillin we prescribe erythromycin 500mg or azithromycin 500mg for 3 days 
generalized aggressive periodontitis : minimal plaque , elevated Pg , Tf and Aa generalized interproximal attachment loss affecting at least three permanent teeth other than first molars and incisors
 *clinical presentation 
1. severe , acutely inflamed tissue , ulcerated , and fiery red and bleeding Or
 2. tissues may appear pink, free of inflammation 
** average rate of annual bone loss in a patient with chronic periodontitis is 0.1-0.5 mm , but in aggressive periodontitis the average rate is higher and it equals to 1-2 mm. ( 
