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Abstract: This study aimed to evaluate the radiographic reliability in the diagnosis of furcation
involvement in first molars. A total of 52 subjects were included in the current study. Personal
history regarding smoking was recorded and a periodontal examination was performed. Pocket
depth (PD), clinical attachment level (CAL), gingival recession, and furcation involvement in all first
molars were assessed for each patient. Periodontal staging and grading were evaluated using the new
classification of periodontal disease. Class II and Class III furcation classification were more frequently
observed in radiographs than the Class I furcation; however, no significant differences were observed.
Radiographic observation of the furcation was seen more when PD and CAL were >5 mm in all
molars. The presence of gingival recession and its relation to the radiographic assessment did not
reveal any statistically significant association (p > 0.05) except for tooth #16. The trend of visibility of
furcation radiographically was more as the grade of staging was increased. Moreover, the presence of
smoking habits and visibility of furcation radiographically did not have any statistical significance.
Smoking may not be a factor in the furcation involvement. There is a direct relationship between the
staging and grading of the periodontitis and furcation involvement.

Keywords: furcation involvement; pocket depth; clinical attachment level; gingival recession;
smoking; reliability

1. Introduction

Periodontal disease is an immune-inflammatory phenomenon, which is commenced
by the dental biofilm and aggravated by the host. It initiates with the involvement of soft
tissue, such as gingivitis, and slowly progresses to underlying periodontal support causing
loss of connective tissue, alteration in the cementum, and loss of alveolar bone. The loss
of inter-radicular bone in the multi-rooted teeth, along with the loss of connective tissue
attachment, leads to furcation involvement [1].

Detection of periodontal furcation involvement is a challenge both clinically and
radiographically. Nevertheless, the involvement should be detected at an early stage to
initiate the required definitive treatment to maintain the prognosis of the tooth favorably
and prevent future attachment loss [2]. Clinical diagnosis of furcation requires good
skill from the clinicians. A special periodontal probe is available to access the furcation
area. The design of the furcation probe is such that it should easily detect the furcation
area. However, that does not mean that buccal furcation is easy and can be detected
without hassles using only the probe. Thus, there is a clear limitation in the diagnosis of
furcation involvement clinically, which broadens the possible options one could diagnose
the furcation involvement [3].

Radiographic diagnosis of periodontal disease is the standard way of assessment,
which is always performed along with the clinical assessment as an adjunct to confirm
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the periodontal diagnosis. For screening of periodontal disease, a two-dimensional ra-
diograph is often used, which is considered sufficient if taken in the right way with the
proper technique. Periapical radiograph with parallel cone technique or vertical bitewing
radiograph is ideal for accurate periodontal bone loss [4]. Though newer radiographic tech-
niques such as magnetic resonance imaging (MRI) and cone-beam computed tomography
(CBCT) are available that aid in the diagnostic accuracy of furcation involvement. However,
the limitation of using these radiographic techniques for routine clinical practice makes
clinicians depend upon the periapical radiograph, bitewing radiograph, and panoramic
radiograph [5].

Traditional routine radiographs are a two-dimension picture of three-dimension ob-
jects. It is considered a standard mode of radiographic assessment in periodontal diagnosis
since it is economic, accessible and comprehensible. It has been reported that involvement
of furcation is less commonly detected by the clinical examination than the routine radio-
graphs. The prevalence of furcation involvement was 8% in the mandibular molars and
22% in the maxillary molars using the peri-apical radiographs. In contrast, only 9% in the
mandibular molar and 3% in the maxillary molars were found to be detected by the clinical
examination [6]. Moreover, 40.4%, 43.7% and 54% of furcation involvement were properly
identified by the panoramic radiograph, peri-apical radiograph and clinical examination,
respectively [7]. Though studies have reported the accuracy of radiographs, the complex
anatomical structure of furcation is often considered a limitation with variable results. Thus,
the current study aimed to appraise the radiograph reliability in the diagnosis of furcation
involvement in all maxillary and mandibular first molars.

2. Materials and Methods

Data for this prospective clinical study was collected from the subjects who were
seeking periodontal treatment at the postgraduate clinic in Riyadh Elm University during
the period from June 2021 to January 2022. The inclusion criteria for this study were:
patients aged 18 to 60 years, diagnosed with periodontitis and vital tooth. Whereas,
cervical carries, teeth treated with root canal treatment that did not meet the standard
clinical principles, broken or mobile tooth, and absence of at least one adjacent tooth
were considered exclusion criteria. The sample size was calculated based on the previous
study [6] and a total of 52 patients were required to be included in this study.

All the patients who satisfied the inclusion and exclusion criteria and who were willing
to participate and given consent to the study were included in this study. At first, all the
patients included were asked to be sited comfortably in the dental chair. After obtaining the
relevant dental and medical history, personal history regarding smoking was recorded and
a periodontal examination was performed using the prescribed periodontal chart. Different
periodontal parameters such as clinical attachment level (CAL), pocket depth (PD), gingival
recession and furcation involvement were assessed for each patient. A detailed examination
of the full mouth was performed. However, the specific interest of the tooth involved in
the study (all the first molars) was examined. All the following periodontal data were
documented at buccal and lingual/palatal around each tooth.

PD and CAL were measured using a UNC-15 probe. PD was assessed from the
crest of the gingival margin to the base of the pocket and CAL was evaluated from the
cementoenamel junction (CEJ) to the base of the pocket. The Association of PD and
CAL to the radiographic detection was categorized into ≤5 mm or >5 mm (considering
that the furcation trunk length was about 5 mm). Gingival recession was assessed using
a periodontal probe and Nabers probe was used to appraise the presence of furcation
involvement. Furcation involvement was classified according to the Hamp and coworkers’
classification [8] (Table 1).

Maxillary molars consist of distobuccal, mesiobuccal and palatal roots with mesial,
buccal and distal furcation entrances. Moreover, mandibular molars comprise distal and
mesial roots with lingual and buccal furcation entrances. Staging and grading of peri-
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odontitis were performed following the new classification of periodontal and peri-implant
diseases and conditions [9].

Table 1. Furcation classification.

Classification Parameter

Class 0 No horizontal loss of periodontal supporting tissue
Class I ≤3 mm of horizontal loss of periodontal supporting tissue

Class II >3 mm of horizontal loss of periodontal supporting tissue
(no through-and-through furcation)

Class III Through-and-through furcation

Available radiographs were obtained from the patients’ previous records which were
taken for the routine periodontal diagnosis; no additional radiographs were taken for this
study. The available radiographs were assessed for the presence of furcation and noted in
the periodontal assessment form. Hamp’s classification followed both radiographic and
clinical classification which classified Class I for absence of bone loss, Class II for grey
shade and Class III for complete radiolucency.

Clinical examination was performed by a single calibrated examiner. Intra-calibration
of the examiner was performed. After examining every 10 cases, randomly 2 cases in the
list of 10 were examined to find out the accuracy of the furcation grading and to assess the
radiographic accuracy of the furcation assessment.

Statistical Analysis

The kappa statistics was used for the intra-examiner reliability. The level of kappa
agreement categorized as poor, fair, moderate, substantial and near perfect agreement. [10].
Pearson Chi-Square test was used to find the association between the measurements per-
formed radiologically and smoking status and staging and grading periodontitis. Statistical
software IBM-SPSS (Version 23, Armonk, NY, USA) was used to analyze the data. The
statistical significance was set at p < 0.05.

3. Results

A total of 52 patients; 33 males and 19 females were included in the current study
with the age range of 21–58 (mean 39.6 ± 10.1) years. Kappa statistics showed near-perfect
intra-examiner agreement for all the measurements.

3.1. Tooth #16

According to the furcation classification, a total of 27, 8, and 3 sites were identified
as Class I, Class II, and Class III, respectively. None of the Class I furcation was detected
via radiographs and 3 were identified in the radiographs for Class II and Class III furca-
tion. Buccal PD ≤ 5 mm was observed on 23 sites and only two of them were identified
radiographically. In addition, 4 out of 15 were identified radiographically when buccal
PD > 5 mm. Palatal PD ≤ 5 mm and >5 mm was observed on 22 and 16 sites, respectively.
Only, 6 with PD > 5 mm were identified in radiographs. Moreover, there is a significant
difference observed with PD identified palatally via radiographs (p < 0.05).

When CAL was measured buccally, only 1 for ≤5 mm, and when CAL was >5 mm,
5 were detected radiographically. In palatal CAL (≤5 mm) assessment, none out of 21 was
detected radiographically. On the other hand, when the CAL was >5 mm, it was visible
radiographically in 5 of 18 sites. Moreover, it was statistically significant (p < 0.05).

Gingival recession was found on 10 sites on the buccal side and 7 sites on the palatal
side. 5 out of 10 sites on the buccal side and 3 out of 7 sites on the palatal side were detected
radiographically. Both buccal and palatal sides showed significant differences (p < 0.05).

Staging and grading of periodontitis and radiographic observation revealed that there
is an increase in the stage of periodontitis furcation was detected radiographically. However,
no significant difference (p < 0.05) was observed. Smoking and radiographic detection
showed that in the case of smokers it was visible only in 5 out of 25 cases. Similarly in
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non-smokers, it was visible in 1 out of 27 cases. However, it was statistically not significant
(p > 0.05) (Table 2).

Table 2. Relation between the Class of furcation and other periodontal data to the radiographic
detectability of furcation for #16.

Periodontal Assessments
Detectible by Radiographs

p Value
Yes (%) No (%)

Furcation involvement class [8]
Class I 0 (0) 27 (51.92) 0.074
Class II 3 (5.77) 5 (9.62) 0.563
Class III 3 (5.77) 0 (0) 0.132

Pocket Depth
Buccal

≤5 2 (3.85) 21 (40.38) 0.082
>5 4 (7.69) 11 (21.15) 0.219

Palatal *
≤5 0 (0) 22 (42.31) 0.024
>5 6 (11.54) 10 (19.23) 0.044

Clinical Attachement Level
Buccal

≤5 1 (1.92) 19 (36.54) 0.062
>5 5 (9.62) 13 (25) 0.493

Palatal *
≤5 0 (0) 21 (40.38) 0.007
>5 6 (11.54) 11 (21.15) 0.050

Gingival Recession
Buccal *

Yes 5 (9.62) 5 (9.62) 0.042
No 1 (1.92) 27 (51.92) 0.001

Palatal *
Yes 3 (5.77) 4 (7.69) 0.051
No 3 (5.77) 28 (53.85) 0.029

Staging and grading of periodontitis [9]

Stage II Grade B 0 (0) 22 (42.31) 0.056
Stage III Grade B 1 (1.92) 20 (38.46) 0.059
Stage III Grade C 3 (5.77) 4 (7.69) 0.932
Stage IV Grade C 2 (3.85) 0 (0) 0.764

Smoker
Yes 5 (9.62) 20 (38.46) 0.098
No 1 (1.92) 26 (50) 0.099

*; significant differences (≤0.05), %; percentage.

3.2. Tooth #26

According to furcation classification, the number of Class I, Class II, and Class III
furcation were observed on 22, 12, and 1 furcation sites, respectively. Among these only
1 site for Class I and Class III, 3 sites for Class II could be detectable radiographically.
However, no significant difference was found (p > 0.05). When buccal PD was ≤5 mm,
1 of 16 sites was detected radiographically and when the PD was >5 mm, it was visible
radiographically in 4 of 18 sites. When palatal PD was ≤5 mm, in 1 of 16 sites, and when
the PD was >5 mm in 3 of 17 sites was detected radiographically. However, significant
difference failed to determine (p < 0.05).

When CAL was ≤5 mm, one site and when CAL was >5 mm, 4 sites were detected
radiographically on both buccal and palatal sides. Moreover, it was statistically significant
(p < 0.05). Bucally and lingually/palatally, 3 out of 9 sites and 2 out of 25 sites of the gingival
recession were detected radiographically, respectively, and no statistical difference was
detected (p > 0.05).

Staging and grading of periodontitis and radiographic observation revealed that, as
there is an increase in the stage of periodontitis furcation was detected radiographically.
However, it was not statistically significant (p > 0.05). Smoking and radiographic detection
showed that in the case of smokers it was visible only in 2 out of 25 cases. Similarly in
non-smokers, it was visible in 3 out of 26 cases. However, no distinguished significant
difference identified (p > 0.05) (Table 3).
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Table 3. Relation between the Class of furcation and other periodontal data to the radiographic
detectability of furcation for #26.

Periodontal Assessments
Detectible by Radiographs

p Value
Yes (%) No (%)

Furcation involvement class [8]
Class I 1 (1.92) 21 (40.38) 0.065
Class II 3 (5.77) 9 (17.31) 0.862
Class III 1 (1.92) 0 (0) 0.946

Pocket Depth
Buccal

≤5 1 (1.92) 15 (28.85) 0.061
>5 4 (7.69) 14 (26.92) 0.098

Palatal
≤5 1 (1.92) 15 (28.85) 0.086
>5 3 (5.77) 14 (26.92) 0.067

Clinical Attachment Level
Buccal

≤5 1 (1.92) 14 (26.92) 0.076
>5 4 (7.69) 15 (28.85) 0.124

Palatal
≤5 1 (1.92) 13 (25) 0.274
>5 4 (7.69) 16 (30.77) 0.398

Gingival Recession
Buccal

Yes 3 (5.77) 6 (11.54) 0.782
No 2 (3.85) 23 (44.23) 0.094

Palatal
Yes 2 (3.85) 6 (11.54) 0.352
No 3 (5.77) 23 (44.23) 0.093

Staging and grading of periodontitis [9]

Stage II Grade B 1 (1.92) 21 (40.38) 0.058
Stage III Grade B 2 (3.85) 19 (36.54) 0.067
Stage III Grade C 1 (1.92) 6 (11.54) 0.074
Stage IV Grade C 1 (1.92) 1 (1.92) 0.993

Smoker
Yes 2 (3.85) 23 (44.23) 0.190
No 3 (5.77) 23 (44.23) 0.089

%; percentage.

3.3. Tooth #36

According to furcation classification, the number of Class I, Class II and Class III
furcation were observed on 24, 13, and 2 sites, respectively. Among these, 10 Class I and
all the Class II and Class III cases were visible radiographically. However, no significant
difference was identified (p > 0.05). Unlike tooth #16 and #26 it was found that when the PD
was >5 mm, radiographic observation of the furcation was seen as more and statistically
significant both buccally and lingually (p < 0.05). Similarly, it was found that when the CAL
was >5 mm, radiographic observation of the furcation was seen more both buccally and
lingually. However, statistical significance was found only on the buccal side (p < 0.05).

The presence of gingival recession and its relation to the radiographic assessment
did not reveal any statistically significant association (p > 0.05). The trend of visibility of
furcation radiographically was more as the grade of staging was increased from stage II
to stage IV (p > 0.05). The presence of smoking habits and visibility of furcation radio-
graphically did not have any statistical significance among the smokers and non-smokers
(p > 0.05) (Table 4).

Table 4. Relation between the Class of furcation and other periodontal data to the radiographic
detectability of furcation for #36.

Periodontal Assessments
Detectible by Radiographs

p Value
Yes (%) No (%)

Furcation involvement class [8]
Class I 10 (19.23) 14 (26.92) 0.678
Class II 13 (25) 0 (0) 0.085
Class III 2 (3.85) 0 (0) 0.773

Pocket depth
Buccal *

≤5 11 (21.15) 12 (23.07) 0.783
>5 14 (26.92) 2 (3.85) 0.047

Lingual * ≤5 9 (17.31) 10 (19.23) 0.067
>5 16 (30.77) 4 (7.69) 0.029
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Table 4. Cont.

Periodontal Assessments
Detectible by Radiographs

p Value
Yes (%) No (%)

Clinical Attachment Level
Buccal *

≤5 8 (15.38) 11 (21.15) 0.039
>5 17 (32.69) 3 (5.77) 0.021

Lingual ≤5 10 (19.23) 10 (19.23) 0.898
>5 15 (28.85) 4 (7.69) 0.099

Gingival Recession
Buccal

Yes 7 (13.46) 1 (1.92) 0.077
No 18 (34.62) 13 (25) 0.081

Lingual Yes 5 (9.62) 1 (1.92) 0.573
No 20 (38.46) 13 (25) 0.283

Staging and grading of periodontitis [9]

Stage II Grade B 6 (11.54) 16 (30.77) 0.329
Stage III Grade B 14 (26.92) 7 (13.46) 0.585
Stage III Grade C 3 (5.77) 4 (7.69) 0.758
Stage IV Grade C 2 (3.85) 0 (0) 0.854

Smoker
Yes 11 (21.15) 14 (26.92) 0.953
No 14 (26.92) 13 (25) 0.785

*; significant differences (≤0.05), %; percentage.

3.4. Tooth #46

According to furcation classification, the number of Class I, Class II, and Class III fur-
cation was observed on 16, 15, and 5 sites, respectively. Among these, 8 Class I, 13 Class II,
and 5 Class III sites were visible radiographically. However, it was statistically not sig-
nificant (p > 0.05). Unlike tooth #16, #26, and #36, it was found that when the PD was
>5 mm, radiographic observation of the furcation was seen as more and statistically sig-
nificant both buccally and lingually or palatally (p < 0.05). Similarly, it was found that
when the CAL was >5 mm, radiographic observation of the furcation was seen more
both buccally and lingually/palatally. However, statistical significance was found only
lingually/palatally (p < 0.05).

The presence of gingival recession and its relation to the radiographic assessment
did not reveal any statistically significant association (p > 0.05). The trend of visibility of
furcation radiographically was more as the grade of staging was increased from stage II
to stage IV (p > 0.05). The presence of smoking habits and visibility of furcation radio-
graphically did not have any statistical significance among the smokers and non-smokers
(p > 0.05) (Table 5).

Table 5. Relation between the Class of furcation and other periodontal data to the radiographic
detectability of furcation for #46.

Periodontal Assessments
Detectible by Radiographs

p Value
Yes (%) No (%)

Furcation involvement class [8]
Class I 8 (15.38) 8 (15.38) 0.870
Class II 13 (25) 2 (3.85) 0.098
Class III 5 (9.62) 0 (0) 0.065

Pocket Depth
Buccal *

≤5 9 (17.31) 7 (13.46) 0.049
>5 19 (36.54) 3 (5.77) 0.037

Lingual/Palatal * ≤5 6 (11.54) 6 (11.54) 0.093
>5 22 (42.31) 4 (7.69) 0.022

Clinical Attachment Level
Buccal

≤5 7 (13.46) 5 (9.62) 0.875
>5 21 (40.38) 5 (9.62) 0.088

Lingual/Palatal * ≤5 3 (5.77) 6 (11.54) 0.879
>5 25 (48.08) 4 (7.69) 0.044

Gingival Recession
Buccal

Yes 10 (19.23) 3 (5.77) 0.456
No 18 (34.62) 7 (13.46) 0.390

Lingual/Palatal Yes 8 (15.38) 2 (3.85) 0.580
No 20 (38.46) 8 (15.38) 0.099
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Table 5. Cont.

Periodontal Assessments
Detectible by Radiographs

p Value

Staging and grading of periodontitis [9]

Stage II Grade B 6 (11.54) 16 (30.77) 0.112
Stage III Grade B 14 (26.92) 7 (13.46) 0.367
Stage III Grade C 7 (13.46) 0 (0) 0.099
Stage IV Grade C 1 (1.92) 1 (1.92) 0.998

Smoker
Yes 13 (25) 12 (23.07) 0.575
No 15 (28.85) 12 (23.07) 0.397

*; significant differences (≤0.05).

4. Discussion

The treatment of furcation involvement in the molar tooth considered a challenging
task in the field of periodontics [8]. Thus, the accurate diagnosis of the furcation involve-
ment is important as there are different treatment strategies for maxillary and mandibular
furcation involvement [11,12]. Current study used Nabers probe for the clinical assess-
ment of furcation which is widely used in diagnosing furcation involvement clinically [13].
Although adjunct radiographic diagnoses via CBCT, MRI, and Radiovisiography (RVG)
methods are in place to detect the furcation, routine use of these diagnostic methods is not
practical and cost-effective [14]. A previous study compared the different radiographic tech-
niques in cases of furcation involvement and stated that CBCT radiographs should not be
used as routine periodontal assessment unless a clear clinical indication [15,16]. Although
there are many studies published to date to assess the reliability of various radiographic
adjunctive with that of the clinical diagnosis, each study concluded and recommended
further studies [17–19]. Hence, this current study aimed to assess the reliability of routine
periapical radiographs to confirm the clinical diagnosis of furcation is well justified.

The present study involved the detection of furcation only in the first molars. Many
previous studies where assessed the reliability of radiographic assessment of furcation
involvement taking into consideration all the maxillary and mandibular molars [19,20].
Furcation anatomy, root morphology, root diversion, and other anatomical features may
vary from tooth to tooth [21]. Thus, results interpreted as a whole for all the furcation for
all molar teeth might not give the true picture of the diagnosis. Hence, the present study
would be helpful to interpret the results and considered to be more reliable than when
it is involving all the furcation involvement for all molar teeth. The current study used
the Hamp and co-workers’ classification for the furcation involvement followed by the
previous studies [17,19,20]. Thus, categorizing the furcation based on this classification and
co-relating this with the radiographic analysis for reliability seems appropriate.

In the present study, it was clear that the maxillary furcation (#16 and #26) showed
similar observations in terms of radiographic detection. However, in some cases, Class II
and Class III were seen radiographically but were not statistically significant. The result for
the mandibular furcation (#36 and #46) was marginally different than that of the maxillary
furcation with Class I and Class II furcation involvements that could be identified in the
radiograph. In the maxillary furcation, Class III sites were comparatively more visible;
however, the results were not statistically significant. Graetz et al. found similar results in
their study where orthopantomograms and peri-apical radiographs could not identify the
Class II furcation. Moreover, Class III furcations were mostly found missing in maxillary
arch. The reliability of periapical radiographs considers being poor for many reasons.
The presence of palatal root obscures the furcation visibility and shadows the area. It
also depends on the root diversion and separation of the root. If the roots are too close,
that may obscure the radiolucency in the furcation area and furcation may not be visible.
The amount of remaining palatal bone also may hinder the visibility of the furcation [22].
Bragger et al. specified in their study that due to overlapping of anatomical structures and
complex anatomy, radiographic assessment of furcation cases was not reliable [23].

The present study showed that diagnosis of furcation involvement by radiographical
assessment using the routine radiographs from the patients underestimated while compar-
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ing to the clinical assessment of furcation involvements. However, intraoral radiographs
play important adjunctive role in the furcation diagnosis [3,24]. Hishikawa et al. suggested
similar angulation (−10 to 20 degrees) used for detecting proximal caries is appropriate for
the identification of furcation involvement [25].

In the present study, an attempt was made to compare the PD, CAL, and gingival
recession to that of the radiographic identification of the furcation. It was seen that when
the PD and CAL were >5 mm, there is increased chances of observing the radiographic
furcation. However, when the PD and CAL were ≤5 mm, the radiographic visibility of
furcation was less. Although there is no direct correlation between the PD, CAL, and
gingival recession to the furcation, it is understood that as there is more deepening of the
sulcus, there is an increased chance of loss of connective tissue attachment with further
progression of periodontal disease and involvement of furcation [26].

As per our knowledge, this is the first study taking into consideration the new classifi-
cation of periodontal disease. Thus, the present study results become the novice data in
this regard. It is seen that as there is an increase in the staging or grading of periodontal
disease, there is increased visibility of furcation involvement in the radiographs. As there is
a progression of periodontal disease there is an increased chance of furcation involvement
and its detection possibility in the radiograph [27].

In the present study, one of the parameters used to relate the furcation and its radio-
graphic appearance is the smoking status of the individual. The current study showed
furcation involvement in both smokers and non-smokers. Thus, radiographic appearance
is not influenced by the smoking status of the individual. Relation to smoking and furca-
tion status in the present study is contradictory to some reported previous studies [28,29].
The difference in the study result could be due to the sample size and classification of
smoking status.

No studies are free from limitations and the current study is also not an exception.
Assessment of furcation during the surgical assessment is accurate and gives the exact
dimension of the furcation. Results of the current study could be improved with the
inclusion of surgical exposure along with the clinical and radiographic assessment. The
present study used Hamp and co-workers’ classification [8] which was used in the other
studies too. However, the need for modification of this furcation classification was felt due
to inherent difficulty in distinguishing the furcation, especially Class III. A sub-classification
of additional to Class “II to III” according to Walter et al. was added in a previous study for
obtaining an accurate clinical diagnosis of furcation [30]. However, Hamp and co-workers’
classification was universally used. Utilizing this classification is more useful to compare
the study results to the previous studies. Moreover, using advanced radiographs such
as CBCT to compare the results of periapical radiograph for furcation assessment could
have helped to further explore the over or underestimation of the furcation through the
periapical radiograph.

5. Conclusions

Radiographic reliability related to furcation probing is poor with slightly better es-
timation for the Class III and Class II furcation. The radiographic appearance of the
furcation involvement observed more in number when clinical PD and CAL are of >5 mm.
Smoking may not be a factor in the furcation involvement clinically or radiographically.
There is a direct relationship between the staging and grading of the periodontitis and
furcation involvement.

Author Contributions: Conceptualization, M.A. and F.D.A.; methodology, M.A. and F.D.A.; software,
F.D.A.; validation, F.D.A., M.A. and K.G.; formal analysis, F.D.A.; investigation, F.D.A.; resources,
M.A. and K.G.; data curation, F.D.A.; writing—original draft preparation, F.D.A.; writing—review
and editing, M.A. and K.G.; visualization, M.A. and K.G.; supervision, M.A. and K.G.; project
administration, M.A. and F.D.A.; funding acquisition, M.A. All authors have read and agreed to the
published version of the manuscript.



Healthcare 2022, 10, 1464 9 of 10

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board of Riyadh Elm University (Reference No:
FPGRP/2021/572/442/487).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Not applicable.

Acknowledgments: The authors want to thank the Institutional Review Board of Riyadh Elm Uni-
versity and Deanship of Scientific Research at Prince Sattam Bin Abdulaziz University Alkharj for
supporting this study.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Kinane, D.F.; Stathopoulou, P.G.; Papapanou, P.N. Periodontal diseases. Nat. Rev. Dis. Primers 2017, 3, 1–14. [CrossRef] [PubMed]
2. Matthews, D.C.; Tabesh, M. Detection of localized tooth-related factors that predispose to periodontal infections. Periodontol. 2000

2004, 34, 136–150. [CrossRef] [PubMed]
3. Müller, H.P.; Eger, T. Furcation diagnosis. J. Clin. Periodontol. 1999, 26, 485–498. [CrossRef] [PubMed]
4. Korostoff, J.; Aratsu, A.; Kasten, B.; Mupparapu, M. Radiologic assessment of the periodontal patient. Dent. Clin. 2016, 60, 91–104.

[CrossRef]
5. Scarfe, W.C.; Angelopoulos, C. CBCT use in daily practice. In Maxillofacial Cone Beam Computed Tomography, 1st ed.; William, C.S.,

Christos, A., Eds.; Springer: Cham, Switzerland, 2018; pp. 115–189.
6. Ross, I.F.; Thompson, R.H., Jr. Furcation involvement in maxillary and mandibular molars. J. Periodontol. 1980, 51, 450–454.

[CrossRef]
7. Topoll, H.; Streletz, E.; Hucke, H.; Lange, D. Furcation diagnosis—Comparison of orthopantomography, full mouth X-ray series,

and intraoperative finding. Dtsch. Zahnarztl. Z. 1988, 43, 705–708.
8. Hamp, S.E.; Nyman, S.; Lindhe, J. Periodontal treatment of multi rooted teeth. Results after 5 years. J. Clin. Periodontol. 1975, 2,

126–135. [CrossRef]
9. Caton, J.G.; Armitage, G.; Berglundh, T.; Chapple, I.L.; Jepsen, S.; Kornman, K.S.; Mealey, B.L.; Papapanou, P.N.; Sanz, M.; Tonetti,

M.S. A new classification scheme for periodontal and peri-implant diseases and conditions—Introduction and key changes from
the 1999 classification. J. Periodontol. 2018, 89, 1–8. [CrossRef]

10. Alam, M.K.; Nowrin, S.A.; Shahid, F.; AlHarby, H.; Abutayyem, H.; Alswairki, H.J.; El-Din Mohamed, S.K. Orthognathic versus
Camouflage Treatment of Class III Malocclusion: A Systematic Review and Meta-Analysis. Appl. Sci. 2022, 12, 3314. [CrossRef]

11. Jepsen, S.; Gennai, S.; Hirschfeld, J.; Kalemaj, Z.; Buti, J.; Graziani, F. Regenerative surgical treatment of furcation defects: A
systematic review and Bayesian network meta-analysis of randomized clinical trials. J. Clin. Periodontol. 2020, 47, 352–374.
[CrossRef]

12. Dommisch, H.; Walter, C.; Dannewitz, B.; Eickholz, P. Resective surgery for the treatment of furcation involvement: A systematic
review. J. Clin. Periodontol. 2020, 47, 375–391. [CrossRef] [PubMed]

13. Chowdhary, Z.; Mohan, R. Furcation involvement: Still a dilemma. Indian J. Multidiscip. Dent. 2017, 7, 34–40. [CrossRef]
14. Sahu, J.; Gattani, D.R.; Kar, N. Accuracy of cbct in the detection of intrabony and furcation defects—A systematic review. Int. J.

Multidiscip. 2020, 9, 101–117.
15. Du Bois, A.; Kardachi, B.; Bartold, P. Is there a role for the use of volumetric cone beam computed tomography in periodontics?

Aust. Dent. J. 2012, 57, 103–108. [CrossRef]
16. AlJehani, Y.A. Diagnostic applications of cone-beam CT for periodontal diseases. Int. J. Dent. 2014, 2014, 865079. [CrossRef]
17. Berghuis, G.; Cosyn, J.; De Bruyn, H.; Hommez, G.; Dierens, M.; Christiaens, V. A controlled study on the diagnostic accuracy of

panoramic and peri-apical radiography for detecting furcation involvement. BMC Oral Health 2021, 21, 115. [CrossRef]
18. Chandrashekhar, K.; Vandana, K.; Mehta, D. Comparative Evaluation of Ultrasonography, Clinical and Surgical Measurements of

Furcation Involvement: A Clinical Study. Available online: http://typographicsplus.com/journals/index.php/JIDA/article/
view/269 (accessed on 11 September 2014).

19. Darby, I.; Sanelli, M.; Shan, S.; Silver, J.; Singh, A.; Soedjono, M.; Ngo, L. Comparison of clinical and cone beam computed
tomography measurements to diagnose furcation involvement. Int. J. Dent. Hyg. 2015, 13, 241–245. [CrossRef]

20. Farook, F.F.; Alnasyan, B.; Almohammadi, D.; Alshahrani, A.; Alyami, M.; Alharbi, R.; Alodwene, H.; Aboelmaaty, W. Reliability
Assessment of the Clinical and Radiographic Diagnosis of Furcation Involvement. Open Dent. J. 2020, 14, 403–407. [CrossRef]

21. Bower, R.C. Furcation morphology relative to periodontal treatment: Furcation entrance architecture. J. Periodontol. 1979, 50,
23–27. [CrossRef]

22. Graetz, C.; Plaumann, A.; Wiebe, J.F.; Springer, C.; Sälzer, S.; Dörfer, C.E. Periodontal probing versus radiographs for the diagnosis
of furcation involvement. J. Periodontol. 2014, 85, 1371–1379. [CrossRef]

http://doi.org/10.1038/nrdp.2017.38
http://www.ncbi.nlm.nih.gov/pubmed/28805207
http://doi.org/10.1046/j.0906-6713.2003.003429.x
http://www.ncbi.nlm.nih.gov/pubmed/14717860
http://doi.org/10.1034/j.1600-051X.1999.260801.x
http://www.ncbi.nlm.nih.gov/pubmed/10450808
http://doi.org/10.1016/j.cden.2015.08.003
http://doi.org/10.1902/jop.1980.51.8.450
http://doi.org/10.1111/j.1600-051X.1975.tb01734.x
http://doi.org/10.1002/JPER.18-0157
http://doi.org/10.3390/app12073314
http://doi.org/10.1111/jcpe.13238
http://doi.org/10.1111/jcpe.13241
http://www.ncbi.nlm.nih.gov/pubmed/31912534
http://doi.org/10.4103/ijmd.ijmd_64_16
http://doi.org/10.1111/j.1834-7819.2011.01659.x
http://doi.org/10.1155/2014/865079
http://doi.org/10.1186/s12903-021-01460-z
http://typographicsplus.com/journals/index.php/JIDA/article/view/269
http://typographicsplus.com/journals/index.php/JIDA/article/view/269
http://doi.org/10.1111/idh.12116
http://doi.org/10.2174/1874210602014010403
http://doi.org/10.1902/jop.1979.50.1.23
http://doi.org/10.1902/jop.2014.130612


Healthcare 2022, 10, 1464 10 of 10

23. Brägger, U. Radiographic parameters: Biological significance and clinical use. Periodontol. 2000 2005, 39, 73–90. [CrossRef]
[PubMed]

24. White, S.C.; Pharoah Michael, J. Oral Radiology: Principles and Interpretation, 7th ed.; Elsevier: Saint Louis, MO, USA, 2014;
pp. 271–284.

25. Hishikawa, T.; Izumi, M.; Naitoh, M.; Furukawa, M.; Yoshinari, N.; Kawase, H.; Matsuoka, M.; Noguchi, T.; Ariji, E. The effect
of horizontal X-ray beam angulation on the detection of furcation defects of mandibular first molars in intraoral radiography.
Dentomaxillofac. Radiol. 2010, 39, 85–90. [CrossRef] [PubMed]

26. Rahangdale, S.; Galgali, S.R.; Suryavanshi, H.; Siddiqui, L. Furcation: The truth behind the roots!!! JIDA J. Indian Dent. Assoc.
2020, 14, 28–32. [CrossRef]

27. Wærhaug, J. The furcation problem: Etiology, pathogenesis, diagnosis, therapy and prognosis. J. Clin. Periodontol. 1980, 7, 73–95.
[CrossRef] [PubMed]

28. Mullally, B.H.; Linden, G.J. Molar furcation involvement associated with cigarette smoking in periodontal referrals. J. Clin.
Periodontol. 1996, 23, 658–661. [CrossRef]

29. Kerdvongbundit, V.; Wikesjö, U.M. Effect of smoking on periodontal health in molar teeth. J. Periodontol. 2000, 71, 433–437.
[CrossRef]

30. Walter, C.; Kaner, D.; Berndt, D.C.; Weiger, R.; Zitzmann, N.U. Three-dimensional imaging as a pre-operative tool in decision
making for furcation surgery. J. Clin. Periodontol. 2009, 36, 250–257. [CrossRef]

http://doi.org/10.1111/j.1600-0757.2005.00128.x
http://www.ncbi.nlm.nih.gov/pubmed/16135065
http://doi.org/10.1259/dmfr/99338642
http://www.ncbi.nlm.nih.gov/pubmed/20100919
http://doi.org/10.33882/jida.14.25414
http://doi.org/10.1111/j.1600-051X.1980.tb01951.x
http://www.ncbi.nlm.nih.gov/pubmed/6929794
http://doi.org/10.1111/j.1600-051X.1996.tb00590.x
http://doi.org/10.1902/jop.2000.71.3.433
http://doi.org/10.1111/j.1600-051X.2008.01367.x

	Introduction 
	Materials and Methods 
	Results 
	Tooth #16 
	Tooth #26 
	Tooth #36 
	Tooth #46 

	Discussion 
	Conclusions 
	References

