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Introduction


While many of the oral processes and diseases have similarities throughout species, cats seem to have unique problems. Using basic information and skills about oral and dental disease can help your feline patients the best oral care possible.
Periodontal Disease


The basics of periodontal disease has already been discussed in the previous lecture, with general comparisons of the differences seen in cats (shallow sulci). However, there are some specific conditions typically seen just in cats that deal with periodontal disease.

Juvenile Periodontitis


In certain young cats under 1 year of age (Persian, Abyssinian, Somali) some will exhibit gingival hyperplasia or enlargement with false pocket formation. In these, trimming away the excess gingiva (gingivectomy) and a meticulous cleaning and home care regimen may prevent any permanent attachment or bone loss. Occasionally, these patients "grow out" of this condition, as long as maintenance of good oral hygiene prevents irreversible changes. Other young cats with more typical signs of advanced periodontitis may need long-term therapy. Any time bone loss or tooth resorption is encountered, appropriate treatment (typically extraction) should be done, with great care to remove all tooth components and even reactive bone.

Chronic Alveolitis/Osteitis


Older cats can present with a chronic form of periodontal disease exhibiting some osseous changes. This is most often found in the maxillary canines of older patients, where a large, bulbous (expansive) alveolus is often accompanied by the hyper-eruption, or extrusion, of the tooth. The tooth will appear longer than normal, have root exposure (due to the extrusion), and may have periodontal pockets and mobility. Extraction of the tooth is typically easy, since it is already has attachment loss, but closure of the gingiva can be quite difficult, as it is often very thin. Raise a gingival flap, do alveoloplasty (remove and smooth alveolar bone) to minimize the bulge, and suture without tension. Occasionally you will have the opportunity to treat a moderately affected tooth, so good root planing and placement of an antibiotic gel might be helpful.

Feline Stomatitis

By definition – stomatitis means the inflammation of the mucous lining of any of the structures in the mouth; in clinical use, the term should be reserved to describe wide-spread oral inflammation (beyond gingivitis and periodontitis) that may also extend into submucosal tissues (e.g., marked caudal mucositis extending into submucosal tissues may be termed caudal stomatitis).

Inflammation limited to the gingiva (gingivitis) may be the only indication of early stomatitis, but when inflammation extends past the mucogingival line into the alveolar mucosa and even into the vestibular space, this alveolar mucositis generally signifies a more advanced process. While inflammation in the oral cavity can involve any group of tissues, from buccal mucositis to glossitis and palatitis, one of the most important regions to inspect is the mucosa of the caudal oral cavity. This region, bordered medially by the palatoglossal folds and the fauces, dorsally by the hard and soft palate and rostrally by alveolar and buccal mucosa, is often the site of significant to extreme ulceration and proliferation of tissues. 


In a consensus statement from the AVDC and the European Veterinary Dental College, stomatitis can be divided into two types: Type 1 – cases with alveolar and labial/buccal mucositis/stomatitis only, or Type 2 – cases with caudal mucositis/stomatitis, with or without alveolar and labial/buccal mucositis/stomatitis. Identification of caudal mouth involvement is important, as these are the case that are generally most difficult to manage.


Extensive ulcerative and proliferative gingivitis and stomatitis with signs of excessive salivation, halitosis, decreased appetite and weight loss are often accompanied by histological presence of lymphocytes and plasma cells, as well as a frequent polyclonal hypergammaglobulinemia. Generalized stomatitis may have a variety of possible contributing factors, including bacteria, viruses and antigenic stimulation. Any of these patients should always be treated with a complete dental prophylaxis (with extractions as needed) and associated home care (as much as the patient will allow). These individuals tend to be "plaque intolerant" but complete plaque avoidance is seldom possible. Therefore, as long as immunodepressant causes can be ruled out, therapy often includes treatment with immunosuppressive drugs. Adequate doses of corticosteroids, orally, parenterally and intralesionally, may provide substantial improvement, but they should be used with caution. Anaerobic anti​biotics such as metronidazole and clindamycin may also be used, though some cases respond best to a broader spectrum antibiotic such as amoxicillin/clavulanic acid. Other immune modulators, as well as hypoallergenic diets, have been tried, with varying results on an individual basis. In certain cases, caudal or full mouth extractions are sometimes necessary. The practitioner must keep in mind that not all cases are currently curable or even controllable.

Therapy


Often early in the progression, regular teeth cleaning and conservative medical therapy keep the patient fairly comfortable. Care must be taken to monitor patients that require regular doses of corticosteroids. Side effects such as diabetes or Cushing’s disease are potential complications. After a time of conservative treatment, often the cat becomes refractory to what has worked in the past.


When the patient becomes uncomfortable to the extent that its appetite suffers, considering extraction may help afford some relief, particularly if there is extensive ulcerative inflammation around the premolars, molars, and extending into the caudal mouth. Sometimes single select extractions will make the cat more comfortable for a time, but often caudal mouth extractions are needed. After placing local anesthetic injections, use a periosteal elevator to lift the gingiva off the bone, both lingually and buccally, to expose the entire arch. The gingiva will be very inflammed and friable, so handle the tissues gently. Once the teeth are sectioned into single-rooted units, elevate the complete root structure, and smooth any rough alveolar ridges. Elevate the gingiva and mucosa past the inflamed edges, and use a small monofilament (5-0, tapered needle) to close the extraction sites.

If inflammation persists or worsens, or if ulceration is already significant at the canine teeth, they may need to be extracted as well, but they should be preserved until necessary. Even with all the teeth removed, there are still plenty of bacteria in the oral cavity, from gingival sites to the tongue. It is impossible to get the oral cavity completely bacteria-free, but by minimizing the surfaces plaque can adhere to, many patients show significant improvement. Those with advanced proliferative lesions in the caudal mouth and pharynx have a much more guarded prognosis and will often need a combination of treatments just to get by.

Tooth Resorption (TR)

One frequent finding in cats is the presence of erosive or odontoclastic lesions (also referred to sometimes as feline dental resorptive, cervical line or neck lesions), now known as tooth resorption (TR – Type 2). While the exact pathogenesis and etiology are not known, these defects are typically non-carious, odontoclastic resorptive lesions that tend to start at or just below the gingival margin. TR Type 2 is identified by the narrowing or disappearance of the PDL in at least some areas, often starting at the apical area and progressing coronally. There will be decreased opacity of part of the tooth, as the odontoclastic process continues. This replacement type of resorption takes place as odontoclasts attach to the lacunar surface of intact dental tissue, typically protected by connective tissue. Once the surface cementum and underlying dentin are resorbed, reparative bone-like or cementum-like tissue covers the evacuated spaces. The PDL is destroyed as bone cells basically try to convert the root into bone. Often these lesions go unnoticed until they progress up the root into the crown, where defects are then filled in with inflamed gingiva or granulation tissue at the neck of the tooth. If left un-addressed, the lesion will progress until structural loss of the crown is eventually covered with healing gingiva.

The term TR also includes Type 1 lesions that are identified radiographically if a focal or multifocal radiolucency is present in the tooth. Other portions of the tooth will be otherwise of normal radiopacity, and a normal-appearing periodontal ligament (PDL) will be identified. This type of resorption typically occurs in response to an inflammatory process such as periodontal disease. This inflammatory resorption can be seen particularly when the periodontitis has caused the loss of gingival tissue and bone, exposing the neck of the tooth and the root. The exposed hard tissue now is susceptible to demineralization and erosion by the surrounding inflammatory processes. The remaining root structure that is still protected by alveolar bone will generally have a healthy and visible PDL space.
TR Stage


While this is a progressive disease, the rate of progression can be highly variable among patients, and even among different teeth in the same patient. Personal clinical observations have sometimes noted active progressive disease in young cats with multiple lesions as compared to older patients with limited lesions and a slower progression.


TR Stage 1 – or mild dental hard tissue loss (cementum or cementum and enamel) would be a very challenging level to identify clinically. While it certainly occurs, it is often not appreciated until progressing to TR Stage 2. This second stage will exhibit moderate dental hard tissue loss, to included loss of dentin that does not extend into the pulp cavity. Radiographically this may be assigned to a tooth exhibiting loss of PDL space and initial root conversion into bone.

Once the pulp cavity is involved, a TR Stage 3 classification should be applied. While most of the tooth will retain its structural integrity, the extent of the lesion with deep dental hard tissue loss will necessitate its extraction. Further progression with extensive hard tissue loss, or TR Stage 4, will include teeth that have lost its integrity and structure, but with some crown or root tissue still remaining. Subcategories include TR4a (crown and root equally affected) TR4b (crown more severely affected) and TR4c (root more severely affected). The final stage – TR5 – there are only remnants of dental hard tissue, visible only as irregular radiopacities. The gingival covering signifies complete healing, and is a sign that the body has completed its effort to get rid of the tooth.

Management


One aspect of handling TR lesions is early identification. In the exam room, an effort should be made to visualize the mandibular third premolar, typically the first tooth affected by resorption. If even one indication (loss of tooth structure, ingress of gingival or granulation tissue, complete loss of the crown) is present, the entire dentition needs to be radiographed. These patients exhibit pain when the teeth are palpated (under anesthesia), and extractions are typically needed.


Intraoral radiographs are absolutely essential in managing tooth resorption lesions. If the PDL space is intact and visible radiographically, the entire root/tooth must be elevated. This can be challenging if the resorption has damaged the structure of the tooth, making it fragile and more prone to fracture during extraction. All apical portions must be completely elevated, as bacteria may have entered the pulp cavity during resorption/inflammation. Complete extraction is even more critical in cats with concurrent stomatitis.


If radiographs show Type 2 odontoclastic or replacement resorption with loss of the PDL and conversion of the root into bone, a modified approach may be taken. Routine steps of regional/local block, an envelope flap, sectioning the tooth and starting gentle elevation should be started. Occasionally an involved root will actually elevate completely out of the socket. Typically, though, there will be little indication of fatiguing of the PDL, and the crown section will often snap off. As long as there is no visible PDL and no evidence of apical bone loss, it is generally acceptable to finish the extract by smooth any rough alveolar edges, elevating the gingival margins, and suturing the site closed (cruciate). It should be noted on the record, and the owner informed, that a modified extraction technique was used (MET), with intentional root retention (IRR) and that you will continue to monitor (CTM) the site. Any remaining root should undergo continuing resorption, and complications are very unlikely, but radiographs are essential to determine the MET is the appropriate therapy for that tooth.


One slight difference might be encountered with Type 2 resorption of canine teeth. Sometimes they are slower to progress (not always), and may be preserved with extensive root involvement as long as the crown is stable and pain-free. Doing the initial elevation will seldom result in the ‘snapping’ off of the crown, so an actual ‘crown amputation’ may be necessary, removing just enough structure to be able to close the gingiva at the site. Pulverization of roots is not recommended.

