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Abstract
Background: It has been shown that the prevalence of both clinical attachment loss (CAL) ≥1 mm and pocket
probing depth (PPD) ≥4 mm is relatively high even in younger dogs, but also that only a minority of the dogs have
such clinical signs of periodontal disease (PD) in more than a few teeth. Hence, a minority of dogs carry the major
PD burden. These epidemiological features suggest that screening for PD in larger groups of dogs, allowing for
rapid assessment of treatment planning, or for the selection of dogs with or without PD prior to be included in
experimental trials, should be possible. CAL is the central variable in assessing PD extent and severity while PPD is
the central variable used in treatment planning which make these two variables obvious in a screening protocol
with the dual aim of disease identification and treatment planning. The main purpose of the present study in 98
laboratory Beagle dogs was to construct a fast, simple and accurate screening tool, which is highly sensitive for the
identification of dogs with PD.
Results: Examination of the maxillary P4, P3, P2, I1 and C would, in this population, result in the identification of
85.5% of all dogs and 96% of all teeth positive for CAL ≥1 mm, and 58.9% of all dogs and 82.1% of all teeth
positive for PD ≥4 mm.
Examination of tooth pairs, all C’s, maxillary I2, M2 and the mandibular P4 would, in this population result in
identification of 92.9% of all dogs and 97.3% of all teeth positive for PD ≥4 mm, and 65.5% of all dogs and 83.2%
of all teeth positive for CAL ≥1 mm. The results presented here only pertain to the present study population.
Conclusions: This screening protocol is suitable for examination of larger groups of laboratory Beagle dogs for PD
and our findings indicate that diseased dogs are identified with a high degree of sensitivity. Before this screening
can be used in clinical practice, it has to be validated in breeds other than Beagle dogs and in populations with
larger age variation.
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Background
Identification of dogs with periodontal disease (PD) is
important in order to maintain oro-dental health and
function and to assess periodontal destruction and the
related risk of systemic complications [1-5]. The typical
reason for anesthetizing dogs for periodontal examination is poor oral hygiene and halitosis, for which the
main treatment is thorough dental scaling and polishing
as well as extractions of severely diseased teeth; however,
advanced periodontal treatment including subgingival
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curettage, surgery and alveolar bone regeneration is
possible. Beagle dogs, living in experimental facilities,
are in the same need of regular dental care as pet dogs.
An increasing number of studies in humans indicate
that also periodontal disease is associated with systemic
disorders, especially cardiovascular disease [6-8]. A correlation between PD and e.g. elevated serum C reactive
protein has been identified and linked to the development
of atherosclerosis [9]. PD related systemic complications
may present as a periopathogenic bacteremia and subsequent distant (focal) infections; as periopathogenic toxemia or as a systemic immune mediated reaction induced
by the localized periodontal inflammatory lesion [7].
Assessment of the periodontal status of dogs both for
clinical and experimental purposes includes assessment
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of dental deposits, degree of inflammation and attachment
loss. This includes a full mouth, site-specific evaluation of
the amounts of plaque and calculus present, the gingival
inflammatory status, as well as estimation of the clinical
attachment level (CAL) and the probing pocket depth
(PPD), supplemented by a radiographic assessment of the
alveolar bone level of all 42 teeth [10-14]. However, this
diagnostic procedure is rather time consuming even for a
trained practitioner and anaesthesia time may therefore
become undesirably long.
In a previous study of Beagle dogs [15] we have shown
that the prevalence of both clinical attachment loss
(CAL) ≥1 mm and pocket probing depth (PPD) ≥4 mm
are relatively high even in younger dogs, but also that
only a minority of the dogs have such clinical signs of
PD in more than a few teeth. Hence, a minority of dogs
carry the major PD burden. These epidemiological features suggest that screening for PD in larger groups of
dogs, allowing for rapid assessment of treatment planning, or for the selection of dogs with or without PD
prior to be included in experimental trials, should be
possible. CAL is the central variable in assessing PD
extent and severity while PPD is the central variable
used in treatment planning which make these two variables obvious in a screening protocol with the dual aim
of disease identification and treatment planning.
A number of studies suggest that PD among dogs
[15-18], in corroboration with PD in humans [19-21],
follows a particular pattern within the dentition, which
may be utilized to develop a tool for screening dogs for
PD. A total periodontal disease index for disease estimation
has been described; however this index aims at estimating
disease extent within a dentition, not as in this present
study disease occurrence within a population [22,23].
The main purpose of the present study was to construct a fast, simple and accurate screening tool, which
is highly sensitive for the identification of dogs with PD.

Methods
The data used for the present study were extracted from
a previous study [15]. Briefly, 98 clinically healthy Beagle
dogs (57 females and 41 males) aged between 13 months
and 7 years (mean age 32.4 months; SD 15.7 months)
and with a mean weight of 15 kg; SD 2.2 kg) were examined as part of a routinely performed health-monitoring
programme. The dogs originated in two research facilities that house Beagle colonies. The dogs were mainly
fed a diet consisting of commercial dry pellets and water
ad libitum. None of the dogs had had any dental prophylaxis or treatment performed within the last year and the
status of the dogs’ periodontal health and oral hygiene
was unknown prior to examination. The protocol for
this study was reviewed and approved by the Internal
Animal Care and Use Committee for the Veterinary
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Teaching Hospital and by the National Animal Ethics
Council.
Clinical examination procedures

All dogs were premedicated with either propionyl promazine (0.05 mg/kg) and atropine (0.03 mg/kg) intramuscularly (im) or diazepam (0.4 mg/kg) and atropine
(0.03 mg/kg) im. Anaesthesia was induced with propofol
(4 mg/kg) intravenously (iv) and maintained by continuous

Figure 1 Occlusal view of a dog dentition. Occlusal view of the
canine dentition marked with the specific sites examined.
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Table 1 Distribution of clinical attachment loss (CAL) and pocket probing depth (PPD) in teeth/dogs
Clinical attachment loss CAL

Pocket probing depth PPD

N =48

N =50

N =48

N =50

< 2.5 yrs

≥2.5 yrs

< 2.5 yrs

≥2.5 yrs

mm

% dogs

% teeth

% dogs

% teeth

0

66.7

98.5

22.0

88.9

% dogs

% teeth

% dogs

% teeth

1

10.4

0.7

16.0

2

18.8

0.8

16.0

0.9

-

46.2

-

28.8

4.0

4.2

45.1

-

47.3

3

2.1

0.1

4

2.1

0.1

6.0

2.1

56.3

7.1

26.0

14.8

22.0

2.3

31.3

1.4

32.0

6.0

5

8.0

0.9

8.3

0.2

24.0

1.8

6

6.0

0.6

12.0

0.9

0.2

4.0

4.0

0.1

7
8

0.3
0.10

9+

2.0

0.1

Distribution of the number of teeth and the number of dogs according to the highest recording of CAL, respectively PPD, in the tooth/dog. Given according to
age of the dogs.

iv infusion of propofol (0.35 mg/kg/minute) using a syringe
pump (Terumo Terufusion Syringe Pump; Hemax Medicals APS, Hvidovre, Denmark). All dogs received a full
mouth examination, which included the examination of
all teeth for CAL, as the distance in mm from the
cemento-enamel-junction to the bottom of the pocket
using a periodontal probe (LM 23-52B XSi; LMDental,
Finland), measured in 3 to 6 sites per tooth depending on
the tooth type (Figure 1). Measurements were rounded to
the nearest lower value in mm. PPD was measured in mm
as the distance from the gingival margin to the bottom of
the pocket in the same 176 sites. Deposits were removed
only if their presence made it impossible to measure
CAL or PPD. All dogs were examined by the same
examiner. Recordings of CAL were repeated for 5 randomly selected teeth in each of 25 dogs for the purpose
of assessing the intra-examiner reliability [15].

to right (a total of 21 tooth types) were considered.
Tooth subsets to be included in the screening system
were identified by the following algorithm. First, the
tooth type most frequently affected with CAL ≥1 mm or
PPD ≥4 mm was selected. Animals thus affected were
identified and excluded from further analysis. Subsequently, the tooth type most likely to have CAL ≥ 1 mm
or PPD ≥4 mm among the dogs still retained in the analysis was identified and the dogs with a screen positive
test in this tooth type were identified and excluded. This
algorithm was continued until all positive dogs had been
Table 3 Hierarchical identification of dogs with
recordings of clinical attachment loss (CAL) ≥1 mm
Tooth- pair
examined

All dogs (N = 98)
% CAL positive
dogs found

% CAL positive
teeth found

NPV* dogs

Max P4

54.5

79.8

0.63

Tooth specific CAL and PPD values were generated by
selecting among the site-specific recordings as the most
severe recording for each tooth present, irrespective of
site location of the recording. Frequency distributions
were subsequently generated of the distribution of CAL
and PPD within the dentition [15]. All teeth in pairs left

+Max P3

70.9

89.7

0.73

+Max P2

76.4

92.7

0.77

+Max I1

81.8

95.0

0.81

+Max C

85.5

96.2

0.84

+Man M1

89.1

97.3

0.88

+Man I1

92.7

98.5

0.91

Table 2 Distribution of clinical attachment loss (CAL) and
pocket probing depth (PPD) amongst the dogs

+Man P4

94.5

98.9

0.93

+Man M2

96.4

99.2

0.96

+Man P2

98.2

99.6

0.98

100

100

1.00

Data analysis

PPD ≥4 mm

PPD <4 mm

CAL ≥ 1 mm

40

15

55

+Man I3

CAL < 1 mm

16

27

43

Total no. of dogs

56

42

98

The proportion of the total number of CAL positive dogs, respectively teeth that
are identified by examination of the indicated tooth pairs (sensitivity). Also given
for each combination of tooth-pairs is the proportion of test-negative dogs that
are truly negative for the presence of CAL ≥1 mm (Negative predictive value).
*Negative predictive value of screen test at dog level.

Cross tabulation of dogs according to their diagnosis with respect to the
presence, respectively absence, of CAL ≥1 mm and PPD ≥4 mm.
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% dogs/teeth identified
100
90
80
70
60
50
40
30
20
10
0

< 2.5 years % dogs
< 2.5 years % teeth
≥ 2.5 years % dogs
≥ 2.5 years % teeth

Max Max Max Max Max Man Man Man Man Man Man
P4 P3 P2 I1
C M1 I1
P4 M2 P2 I3

Figure 2 Identification of presence of clinical attachment loss (CAL) ≥1 mm. The portion of the total number of teeth/dogs with CAL ≥1
mm that are identified when successively examining the teeth indicated on the x-axis. Given according to age.

identified. At each step sensitivity values were calculated,
using both the number of dogs and the number of teeth
affected as the denominator. By virtue of the nature
of the algorithm the ‘screen test’ specificity values will
necessarily be 1 at each step. We have therefore at each
step calculated the predictive value of a screen negative
test (NPV) at the dog level, i.e., the probability that the
dog does not have CAL (or PPD) when the test is
negative.

Results
All dogs had at least 40 teeth present, and 91% had a full
dentition. The history of the missing teeth was unknown.
A total of 55 dogs (56%) were positive for CAL ≥1 mm,
and the proportion was higher among dogs aged 2.5 yrs.
or above (78%) than among dogs younger than 2.5 yrs.
(33%) (Table 1). A total of 56 dogs (57%) were positive for
PPD ≥4 mm, and the proportion was higher among dogs
aged 2.5 yrs. or above (74%) than among dogs younger
than 2.5 yrs (40%) (Table 1). Below the age of 2.5 yrs. relatively few teeth presented with CAL ≥1 mm or PPD ≥4
mm, whereas considerably more teeth were affected
among older dogs (Table 1).
Table 2 shows that although the number of dogs affected by CAL ≥1 mm was essentially the same as the
number of dogs with PPD ≥4 mm, the overlap between
the two groups was not perfect. Similarly, although the
number of teeth with CAL ≥1 mm came close to the
number of teeth with PPD ≥4 mm, the teeth affected were
not the same. These features indicate that the strategy for
screening for CAL ≥1 mm may be rather different from
the strategy employed to identify PPD ≥4 mm.
Development of partial subsets for screening

The teeth most likely to exhibit CAL ≥1 mm were the
maxillary P4’s. Screening of these two teeth would result
in identification of 54.5% of all the dogs positive for
CAL ≥1 mm and 79.8% of all the positive teeth in the

population (Table 3, Figure 2). Adding the maxillary P3’s
and P2’s to the partial subset of teeth examined would
increase the proportion of positive dogs identified to
76.4% and the proportion of positive teeth identified to
92.7%. Adding the first upper incisors to the partial
subset examined raised these figures to 81.8% and 95.0%,
respectively. Identification of all dogs and all teeth positive for CAL ≥1 mm required the screening of 11 of 21
possible tooth-pairs (Table 3). Figure 2 shows for both
age groups that the increase in sensitivity associated with
the inclusion of an additional tooth-pair to the partial
subset of teeth examined was most pronounced for the
maxillary P4’s, P3’s, P2’s and I1’s, and that addition of
more tooth-pairs to the partial subset examined resulted
in limited gains in the sensitivity of the test for the detection of CAL ≥1 mm. Screening only animals aged over 2.5
Table 4 Presence of pocket probing depth (PPD) ≥4 mm
using the screening subset for clinical attachment loss
(CAL) ≥1mm
All dogs (N = 98)
Tooth-pair
examined

% PPD positive
dogs found

% PPD positive
teeth found

Max P4

37.5

67.3

+Max P3

51.8

78.9

+Max P2

53.6

80.3

+Max I1

57.1

81.6

+Max C

58.9

82.1

+Man M1

62.5

83.4

+Man I1

64.3

85.6

+Man P4

66.1

86.1

+Man M2

67.9

87.9

+Man P2

69.6

88.3

+Man I3

71.4

89.2

The proportion of the total number of PPD ≥4 mm positive dogs, respectively,
teeth that are identified by examination of the tooth pairs indicated for
identifying CAL ≥1mm (sensitivity).
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% Dogs/teeth identified
100
90
80
70
60
50
40
30
20
10
0

< 2.5 years % dogs
< 2.5 years % teeth
≥ 2.5 years % dogs
≥ 2.5 years % teeth

Max Max Max Max Max Man Man Man Man Man Man
P4 P3 P2 I1
C M1 I1
P4 M2 P2 I3

Figure 3 Identification of presence of pocket probing depth (PPD) ≥4 mm using partial subset for CAL ≥1 mm. The portion of the total
number of teeth/dogs with PPD ≥4 mm that are identified when successively examining the teeth indicated on the x-axis. Given according to age.

years for CAL ≥1 mm resulted in slightly higher sensitivity
values than screening younger dogs (Figure 2).
Table 4 shows that examination of the maxillary P4’s,
P3’s, P2’s and I1’s would result in the identification of
57.1% of the dogs, and 81.6% of the teeth that had
PPD ≥4 mm. Again, screening only animals aged over
2.5 years of age for PPD ≥4 mm has a rather high sensitivity (Figure 3), whereas the screening of younger dogs
using this subset of teeth resulted in the identification of
less than half of the dogs or teeth with PPD ≥4 mm.
The teeth most likely to present with PPD ≥4 mm
were the mandibular canines, and screening of these two
teeth would lead to the identification of 57.1% of all dogs
and 81.6% of all teeth exhibiting PPD ≥4 mm. Adding the
maxillary canines to the partial subset of teeth examined
would increase these percentages to 82.1, respectively
94.2%. All dogs with PPD ≥4 mm, and consequently also
all teeth so affected could be identified by screening nine
out of 21 possible tooth pairs (Table 5). Screening only
animals aged over 2.5 years for PPD ≥4 mm had a higher
sensitivity than screening younger dogs (Figure 4), but
limited sensitivity gains were observed by including other
teeth than the canines in the subset of teeth examined.
Table 6 shows that examination of the canines would
result in the identification of 58.2% of the dogs, and 80.1%
of the teeth positive for CAL ≥1 mm. Screening only animals over 2.5 years of age for CAL ≥1 mm had a higher
sensitivity than the screening of younger dogs (Figure 5).

Discussion
A screening for PD should optimally by a quick, simple
and accurate examination of a few teeth, be able to identify diseased dogs. Screened dogs identified as diseased
should undergo a full mouth examination for complete
diagnosis. Screened dogs identified as non-diseased should
safely be regarded as non-diseased, thus eliminating the
need for further examination.

This study indicates that examination of the five maxillary tooth pairs P4, P3, P2, I1 and C would identify
85.5% of all dogs and 96% of all teeth with CAL ≥1mm
(Table 3), and 58.9% of all dogs and 82.1% of all teeth
with PPD ≥4 mm (Table 4). Examination of the five
tooth pairs, maxillary I2, M2 and C and mandibular C
and P4 would identify 92.9% of all dogs and 97.3% of all
teeth with PPD ≥4 mm (Table 5), and 65.5% of all dogs
and 83.2% of all teeth with CAL ≥1mm (Tables 6). These
results indicate that a substantial part of teeth with
CAL ≥1mm and PPD ≥4 mm among Beagle dogs may
be found by means of a relatively simple screening
including the maxillary P4, P3, P2, I1 and C if CAL ≥1
mm is the clinical parameter of interest or all C’s, maxillary I2, M2 and mandibular P4 if PPD ≥4 mm is the
clinical parameter of interest. Before screening for
either CAL or PPD a decision has to be made whether
the goal is to identify periodontally diseased animals or
Table 5 Hierarchical identification of dogs with
recordings of pocket probing depth (PPD) ≥4 mm
Tooth- pair
examined

All dogs (N = 98)
% PPD positive
dogs found

% PPD positive
teeth found

NPV* dogs

Man C

57.1

81.6

0.64

+Max C

82.1

94.2

0.81

+Max I2

85.7

95.5

0.84

+Man P4

89.3

96.4

0.88

+Max M2

92.9

97.3

0.91

+Max P4

95.5

97.8

0.93

+Max P3

96.4

98.7

0.95

+Max P2

98.2

99.6

0.98

+Max I1

100

100

1.00

The proportion of the total number of PPD positive dogs, respectively, teeth that
are identified by examination of the indicated tooth pairs (sensitivity). Also given
for each combination of tooth-pairs is the proportion of test-negative dogs that
are truly negative for the presence of PPD ≥4 mm.
*Negative predictive value of screen test at dog level.
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% Dogs/teeth identified
100
90
80
70
60
50
40
30
20
10
0

< 2.5 years % dogs
< 2.5 years % teeth
≥ 2.5 years % dogs
≥ 2.5 years % teeth

Man Max Max Man Max Max Max Max Max
C
C
I2 P4 M2 P4 P3 P2 I1

Figure 4 Identification of presence of pocket probing depth (PPD) ≥4 mm. The portion of the total number of teeth/dogs with PPD ≥4 mm
that are identified when successively examining the teeth indicated on the x-axis. Given according to age.

teeth or to estimate treatment needs. If treatment planning is the goal then the subset of teeth screening for
PPD ≥4 mm should be used, if identification of animals
or teeth with PD is the goal then the subset of teeth
screening for CAL ≥1mm should be used. However, it
should be borne in mind that the results presented
here clearly only pertain to the present study population. In previous studies, certain tooth types have been
found to be more prone to CAL or PPD. In poodle
dogs the teeth most often found to be “periodontally
involved” were the canines and maxillary P4 [17]. In a
study of different breeds the canines were observed as
the teeth most often exhibiting loss of attachment
while teeth exhibiting severe CAL more frequent were
the maxillary P4 and molars [16]. Deep periodontal
pockets were most often found in the canines, incisors
and maxillary P4 in small breeds [18], but in another
Table 6 Presence of clinical attachment loss (CAL) ≥1 mm
using the screening subset for pocket probing depth
(PPD) ≥4 mm
All dogs (N = 98)
% CAL positive
dogs found

% CAL positive
teeth found

Man C

49.1

69.5

+Max C

58.2

80.1

+Max I2

60.0

82.1

+Man P4

63.4

82.8

+Max M2

65.5

83.2

+Max P4

67.3

84.7

+Max P3

69.1

85.9

+Max P2

70.9

88.2

+Max I1

72.7

88.9

The proportion of the total number of CAL positive dogs, respectively, teeth
that are identified by examination of the tooth pairs indicated for identifying
PPD ≥4 mm (sensitivity).

study of Beagles it was the mandibular P4 [24]. Finally,
a more recent study in a population of pet dogs; found
that maxillary teeth were more frequently affected by
PD compared to mandibular teeth [25]. The screening
protocol suggested here thus, should be tested in other
dog populations before the partial recording system
can be considered a valid tool for screening for PD
across different breeds.
The more teeth that are included in a subset of teeth
to be examined, the more information will be obtained,
and the closer the results will come to the true situation
as seen in a full-mouth examination. The main cost of
this information is anaesthesia time. However, when
using a partial examination some loss of information has
to be accepted. The question is how comprehensive the
loss may be, compared to the time spent on the screening.
If a diseased dog is tested negative by the screening and
therefore does not undergo a full mouth, site specific
examination, some affected teeth or sites, different from
the ones of the screening, may not be diagnosed. Our
determination of the “best” subset of teeth to be examined is necessarily based on some degree of subjective
assessment.
In conducting this study we have made two assumptions, the reasonability of which may be discussed. We
have considered all measurable CAL (i.e., ≥1 mm), where
it is commonplace in the human periodontal literature to
consider attachment loss as a sign of periodontitis only
when it exceeds 3 mm (i.e., ≥3 mm). However, the latter
decision is entirely arbitrary and not evidence based
[26,27], and will lead to underestimation of PD. It is our
view that this is gradually being recognized. Concerning
PPD there is no natural 0-point, and we therefore have
arbitrarily chosen a cut-off-point of 4 mm as the threshold for a positive diagnosis. This threshold corroborates
the threshold commonly used in the human clinic, but
could certainly be discussed in the context of a dog
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% Dogs/teeth identified
100
90
80
70
60
50
40
30
20
10
0

< 2.5 years % dogs
< 2.5 years % teeth
≥ 2.5 years % dogs
≥ 2.5 years % teeth

Man Max Max Man Max Max Max Max Max
C
C
I2 P4 M2 P4 P3 P2 I1
Figure 5 Identification of presence of clinical attachment loss (CAL) ≥1 mm using partial subset for PPD ≥4 mm. The portion of the total
number of teeth/dogs with CAL ≥1 mm that are identified when successively examining the teeth indicated on the x-axis. Given according to age.

population, particularly as the human threshold was
chosen as the depth at which tooth brush bristles can
no longer reach sufficiently into the pocket to clean the
teeth. Further; natural cleaning mechanisms are believed
to be impaired in pockets with PPD ≥4 mm leaving these
animals with a need for detailed periodontal treatment
planning. However, the relatively few teeth that appeared
with pockets ≥4 mm among the younger dogs support our
contention that we have not applied an unduly liberal
definition of what constitutes a “pathological” pocket
depth among dogs.

Conclusions
This screening protocol is suitable for examination of
larger groups of laboratory Beagle dogs and our findings
indicate that diseased dogs are identified with a high
degree of sensitivity. Tooth pairs screening for CAL ≥1
mm included the maxillary P4, P3, P2, I1, C and tooth
pairs screening for PPD ≥4 mm included the maxillary
I2, M2, the mandibular P4 and both maxillary and maxillary C. This procedure will typically take a few minutes.
The sensitivity of the screening is higher when only dogs
older than 2.5 years are screened. Possible breed differences in predispositions to periodontal disease may exist.
Before this screening can be used in clinical practice, it
has to be validated in canine breeds other than Beagle
dogs and in populations with larger age variation.
Abbreviations
C: Canine tooth; CAL: Clinical attachment loss; I1,2,3: Incisor tooth1,2 or 3;
M1,2,3: Molar tooth 1,2 or 3; Man: Mandibular; Max: Maxillary; NPV: Negative
predictive value; P2,3,4: Premolar tooth 2,3 or 4; PD: Periodontal disease;
PPD: Pocket depth; SD: Standard deviation.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
HEK designed the study, coordinated and performed clinical examinations,
interpreted data and drafted the manuscript. TE conceived and designed the
study, helped to interpret data and draft the manuscript. VB helped design
the study, interpretation of data, performed statistical analysis and drafted
the manuscript. All authors approved the final manuscript.
Acknowledgements
The authors are grateful that Helle Harding Poulsen, DVM, Ph.D provided us
with anesthesia protocols and for performing all the anesthesia procedures
during the study.
Author details
1
Department of Veterinary Clinical and Animal Sciences, Faculty of Health
and Medical Sciences, University of Copenhagen, Dyrlægevej 16, DK-1870
Frederiksberg C, Denmark. 2Department of Dentistry, Aarhus University,
Vennelyst Boulevard 9, DK-8000 Aarhus C, Denmark.
Received: 21 August 2014 Accepted: 6 November 2014

References
1. DeBowes LJ, Mosier D, Logan E, Harvey CE, Lowry S, Richardson DC:
Association of periodontal disease and histologic lesions in multiple
organs from 45 dogs. J Vet Dent 1996, 13:57–60.
2. Pavlica Z, Petelin M, Juntes P, Erzen D, Crossley DA, Skaleric U: Periodontal
disease burden and pathological changes in organs of dogs. J Vet Dent
2008, 25:97–105.
3. Kouki M, Papadimitriou SA, Kazakos GM, Savas I, Bitchava D: Periodontal
disease as a potential factor for systemic inflammatory response in the
dog. J Vet Dent 2013, 30:26–29.
4. Rawlinson JE, Goldstein RE, Reiter AM, Attwater DZ, Harvey CE: Association
of periodontal disease with systemic health indices in dogs and the
systemic response to treatment of periodontal disease. J Am Vet Med
Assoc 2011, 238:601–609.
5. Whyte A, Bonastre C, Monteagudo LV, Les F, Obon J, Whyte J, Tejedor MT:
Canine stage 1 periodontal disease: a latent pathology. Vet J 2014,
201:118–120.
6. Cullinan MP, Seymour GJ: Periodontal disease and systemic illness: will
the evidence ever be enough? Periodontol 2000 2013, 62:271–286.
7. Gulati M, Anand V, Jain N, Anand B, Bahuguna R, Govila V, Rastogi P:
Essentials of periodontal medicine in preventive medicine. Int J Prev Med
2013, 4:988–994.
8. Otomo-Corgel J, Pucher JJ, Rethman MP, Reynolds MA: State of the
science: chronic periodontitis and systemic health. J Evid Base Dent Pract
2012, 12:20–28.

Kortegaard et al. Acta Veterinaria Scandinavica 2014, 56:77
http://www.actavetscand.com/content/56/1/77

9.

10.
11.

12.

13.

14.
15.
16.
17.
18.

19.

20.
21.
22.

23.

24.
25.
26.
27.

Page 8 of 8

Freitas COT, Gomes-Filho IS, Naves RC, Nogueira Filho GR, Cruz SS, Santos
CAST, Dunningham L, Miranda LF, Barbosa MDS: Influence of periodontal
therapy on C-reactive protein level: a systematic review and metaanalysis.
J Appl Oral Sci 2012, 20:1–8.
Harvey C, Emily PP: Periodontal disease. In Small Animal Dentistry. 1st
edition. Edited by Harvey C, Emily PP. Missouri: Mosby; 1993:89–144.
Gorrel C, Robinson J: Oral examination and radiography. In Manual of
Small Animal Dentistry. 2nd edition. Edited by Crossley DA, Penman S.
Cheltenham: BSAVA; 1995:35–49.
Dupont GA, DeBowes LJ: Radiographic evidence of pathology:
periodontal disease. In Atlas of dental radiography in dogs and cats. 1st
edition. Edited by Dupont GA, DeBowes LJ. St. Louis, Missouri: Elsevier;
2009:134–141.
Tsugawa A, Verstraete F, Kass P, Gorrel C: Diagnostic value of the use of
lateral and occlusal radiographic views in comparison with periodontal
probing for the assessment of periodontal attachment of the canine
teeth in dogs. J Vet Res 2003, 64:255–261.
Verstraete F, Kass P, Terpak C: Diagnostic value of full-mouth radiography
in dogs. Am J Vet Res 1998, 59:686–691.
Kortegaard HE, Eriksen T, Baelum V: Periodontal disease in research Beagle
dogs - an epidemiological study. J Small Anim Pract 2008, 49:610–616.
Harvey CE, Shofer FS, Laster L: Association of age and body weight with
periodontal disease in North American dogs. J Vet Dent 1994, 11:94–105.
Hoffmann T, Gaengler P: Epidemiology of periodontal disease in poodles.
J Small Anim Pract 1996, 37:309–316.
Sarkiala E, Asikaineb S, Wolf J, Kanervo A, Happonen I, Jousimies-Somer H:
Clinical, radiological and bacteriological findings in canine periodontitis.
J Small Anim Pract 1993, 34:265–270.
Anerud KE, Robertson PB, Loe H, Anerud LA, Boysen HM, Patters MR:
Periodontal diseases in three young adult populations. J Periodont Res
1983, 18:655–668.
Baelum V, Fejerskov O, Manji F: Periodontal diseases in adult Kenyans.
J Clin Periodontol 1988, 15:445–452.
Baelum V: Pattern of periodontal breakdown in adult Tanzanians. Scand J
Dent Res 1987, 95:221–228.
Harvey CE, Laster L, Shofer FS, Miller B: Scoring the full extent of
periodontal disease in the dog: development of total mouth periodontal
score (TMPS) system. J Vet Dent 2008, 25:176–180.
Harvey CE, Laster L, Shofer FS: Validation of use of subsets of teeth when
applying total mouth periodontal score (TMPS) system in dogs. J Vet
Dent 2012, 29:222–226.
Sorensen WP, Loe H, Ramfjord SP: Periodontal disease in the Beagle dog:
a cross sectional study. J Periodont Res 1980, 15:380–389.
Kyllar M, Witter K: Prevalence of dental disorders in pet dogs. Vet Med-Czech
2005, 50:496–505.
Baelum V, Lopez R: Defining and classifying periodontitis: need for a
paradigm shift? Eur J Oral Sci 2003, 111:2–6.
Van der Velden U: Diagnosis of periodontitis. J Clin Periodontol 2000,
27:960–961.

doi:10.1186/s13028-014-0077-8
Cite this article as: Kortegaard et al.: Screening for periodontal disease in
research dogs - a methodology study. Acta Veterinaria Scandinavica
2014 56:77.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

