VS Deepthi et Al. Prosthodontic Rehabilitation ahAlogenesis Imperfecta.

Case Report
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Abstract:

Amelogenesis imperfecta (Al) has been defined agsoap of hereditary enamel defects
which may or maynot be associated with some otleetadl and skeletal developmental
defects. It can be characterized by enamel hypiplasypomaturation, or hypo-
calcification of the teeth.This clinical report dabes the oral rehabilitation of aneighteen
year old female patient diagnosed to have amelageneperfecta complicated with
malocclusion. The specific objectives of this treant were to enhanceaesthetics,eliminate
tooth sensitivity and restore masticatory function.
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INTRODUCTION Department of Prosthodontics, Govt.
Amelogenesis imperfecta (Al) has been Dental College, Trivandrum. Her primary
described as a complex group of inherited concern was the severely yellowish
conditions that disturbs the developing discolouration of teeth. The discolouration
enamel structure and exist independent of was present right from the eruption of the
any related systemic disordefThis permanent teeth and its intensity increased
enamel anomaly affects both the primary as time passed. She was also having
and permanent dentition. Main clinical difficulty in chewing since her posterior
manifestations associated with Al patients teeth were worn off and decayed. She was
are tooth sensitivity, unsatisfactory also unhappy with the irregular
aesthetics and loss of vertical dimension arrangement of her front teeth. (Figure 1)
of occlusion due to the rapid wearing of
dentition® Treatment of Al is very crucial
because it not only handicaps the patient
functionally but also imparts a negative
psychosocial impact due to the poor
aesthetic appearank@reatment planning
for patients with Al is related to many
factors: the age and socio-economic status
of the patient, type and severity of the
disorder and intraoral situatidn.

CASE REPORT

Figure 1: Pre-operative Photograph

An eighteen year old female patient who
was previously diagnosed to have
amelogenesis imperfecta reported to the
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Dental history revealed that one of her
upper front teeth (left upper canine) was
extracted at the age of 13years since it had
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been buccally erupted. Family history
showed that her younger sister was also
suffering from similar problem. A
thorough intra oral examination revealed
severely yellowish discolouration of all
teeth with attrition of posteriors. Teeth 13,
33 and 43 were buccally erupted and her
maxillary and mandibular anterior teeth
were mal-aligned. 23 was missing (H/o
extraction). She was also having a mild
anterior open bite. The occlusal scheme
was of group function type with an end on
molar relation. Teeth16,26,35,36 and
46were severely attrited and carious. The
oral hygiene was satisfactory. The patient
was not willing to go for an orthodontic
treatment. Preliminary impressions were
taken in alginate (ALGIPLAST, INDIA
PVT) and diagnostic casts were mounted
on a articulator. OPG and full mouth
intraoral periapical radiographs were
taken. Interocclusal distance at rest was
measured and was found to be 4mm.

Diagnosiss A  typical case of
Amelogenesis imperfect presented with
malocclusion.

Treatment planning: The following

procedures were planned to be done

sequentially.

1. Thorough oral prophylaxis

2. It was decided to give the patient an
occlusal splint of 1.5mm thickness for
a period of two months to assess
whether the masticatory apparatus
would tolerate this increase in vertical
dimension.

3. Endodontic treatment of the caries
exposed 16, 26,36 and 46andrestoration
of 35

4. Intentional RCT of buccally placed13
and 33.

5. If patient was comfortable with the
occlusal splint, metal ceramic
restorations would be given on all the
teeth in the newly established vertical
dimension of occlusion.

Procedure:
1. To start with, the entire treatment plan
was explained to the patient and she
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2.

3.

was made aware of all the pros and
cons of the suggested treatment plan.
She was informed of the endodontic
treatment required and all other
treatment alternatives. The expected
cost of treatment, clinical longevity and
aesthetic outcome were explained. Oral
prophylaxis was completed and the
patient was then educated about the
importance of maintaining a good oral
hygiene. She was given an occlusal
splint which she wore for a time period
of 2 months.TMJ was examined for
any tenderness or abnormal sounds.
Restorative procedures were also
carried out as required. (Figure 2)

Figure 2: Post-endodontic radiographs.

Impressions of both arches were made
in alginate  (Zelgan  Alginate).
Diagnostic casts were made and
mounted on a semi-adjustable
articulator (Dentatus Articulator type
ARH) wusing a face-bow transfer.
Vertical dimension of the occlusion
was increased by 1.5mm using a bite
registration wax and the mandibular
cast was mounted in centric relation at
the increased vertical dimension using
this wax bite.

Auto polymerized acrylic resin jig (DPI
Acrylic) was made between the
maxillary and mandibular anterior teeth
of articulated casts after removing the
interocclusal record.

. This acrylic jig was used as an index to

maintain the maxillary and mandibular
relationship in the new vertical
dimension during the preparation of
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posterior teeth. Extreme effort was 6. Provisional restorations were fabricated

taken to protect the health and integrity
of  periodontium  during  tooth

preparation.14,15, 16, 24,25, 26, 34,35,
36, 44,45, 46 were prepared to receive
PFM crowns. Occlusal reduction was
kept minimal. (Figure 3)

Figure 3: Maxillary Posterior tooth
preparation.
5. Gingival retraction was done using non

medicated gingival retraction cord(Knit
trax 000)and polyvinyl siloxane
impressions (Elite HD Dentsply)were
made of the maxillary and mandibular
arches.(Figure 4) The posterior
segmental relationship was then
registered using bite registration
paste(Bitrex) with the resin jig in place.
(Figure 5)

Figure 4: Mandibular Posterior tooth
preparation.

Figure5: Bite registration

Journal of Advanced Medical arehial Sciences Researytol. 2|Issue 4October-December 2014

7.

o

in tooth coloured autopolymerising
acrylic resin by indirect technique and
were cemented using non eugenol
cement (Freegenol). Patient was
recalled after a period of 2 weeks.
Metal copings were fabricated and tried
intra-orally to check marginal fit and
accuracy. A2 Shade was elected as it
was found to be most suitable for the
patient. A bisque trial was done for
verification of the fit, contours and
occlusion. The PFM crowns were then
glazed and cemented using GIC luting
cement.

. She was instructed to take soft diet for

2 weeks. The patient reported back
after two weeks and was very
comfortable with the restorations.
Maxillary and mandibular anterior
teeth were prepared and impressions
were made using poly vinyl siloxane
impression material (ELITE HD
Dentsply). Impressions were poured in
type IV dental stone to obtain working
casts. The metal coping was tried for fit
and central clearance. (Figure 6)A
bisque trial was done after ceramic
build up. Once again, after ascertaining
the patients comfort levels and
aesthetic satisfaction, the crowns were
cemented using GIC cement. (Figure 7)

Figure 6: Anterior metal try in

10. The

patient was explained the
importance of maintaining the restored
teeth. Oral hygiene instructions
emphasizing the use of dental floss and
proper brushing were given.
Evaluations at one month interval were
done for a period of 3 months and the
patient did not experience tooth

82



VS Deepthi et Al. Prosthodontic Rehabilitation ahAlogenesis Imperfecta.

sensitivity or any other complication
associated with the oral rehabilitation.
The patient’s aesthetic and functional
expectations were also met.

Figure 7: Post operative photograph

Discussion

The absence of normal enamel invariably
results in diminished occlusal function
and compromised aesthetics in patients
with Amelogenesis imperfeét. Dental
features associated with Al include
quantitative and qualitative enamel
deficiency, pulpal calcification,
taurodontism and root malformations,
impaction of permanent teeth,
congenitally missing teeth and anterior
and posterioropen bite.Many surveys
have reported the importance of treating
the Al patient not only from a functional
standpoint, but also from a psychosocial
health standpoinfOne of the most
demanding aspects of this case involves
the development of sufficient restorative
space, while simultaneously fulfilling
aesthetic, occlusal, and functional

parameters. According to Spear, the best 6.

vertical dimension is the one that satisfies
the patient’'s aesthetic desires and the
practitioner’s functional goals with the
most conservative approatin the
present case report, an acrylic jig is used
to maintain the centric relation position at
the desired VDO during the preparatory
phase. Optimum oral hygiene has to be
maintained if a favourable long-term
prognosis for restorative procedures is to
be achieved.
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Conclusion

The present clinical report describes
prosthodontic treatment for a young adult
with amelogenesis imperfecta complicated
with  malocclusion using a simple

sequential approach. The treatment
successfully halted the process of
pathological attrition due to poor quality

of the enamel. The treatment also boosted
the confidence and self esteem of the
patient by satisfying her aesthetic desires.

References

1. Khodaeian N, Sabouhi M, Ataei E.
An Interdisciplinary Approach for
Rehabilitating a  Patient  with
Amelogenesis Imperfecta: A Case
Report. Case Reports in Dentistry
2012 (2012), Article 1D 432108, 8

pagesdoi:10.1155/2012/432108.
Weinmann JP, Svoboda JF, Woods

RW. Hereditary disturbances of

enamelformation and calcification. J

Am Dent Assoc 1945;32:397-418.

. Aldred MJ, Savarirayan R, Crawford
PJM. Amelogenesis imperfecta: a
classificationand catalogue for the 21st
century. Oral Diseases 2003;9:19-23.

. Neville BW, Damm DD, Allen CM,

Bouquot JE. Oral and

maxillofacialpathology. 2nd ed.

Philadelphia: Elsevier; 2002. p. 89-94.

W. K. Seow, “Clinical diagnosis and

management strategies of amelogenesis

imperfectavariants,”Pediatric Dentistry
1993;15:384-393.

Coffield KD, Phillips C, Brady M,

Roberts MW, Strauss RP, Wright JT.

The psychosocial impact of

developmental dental defects in people

2

5.

with hereditary amelogenesis
imperfecta. J Am Dent Assoc
2005;136:620-30.

7. Emin Murat CANGER1,Peruze

CELENK1,Murat YENISEY2,Selcen
Zeynep ODYAKMAZ3Amelogenesis
Imperfecta, Hypoplastic Type
Associated with Some  Dental
Abnormalities: A Case Report. Braz
Dent J 2010; 21(2): 170-174

83



VS Deepthi et Al. Prosthodontic Rehabilitation ahAlogenesis Imperfecta.

8. Gokce K, Canpolat C, Ozel E. 10. Akin H, Tasveren S, Yeler DY.
Restoring function and esthetics in Interdisciplinary approach to treating a
apatient with Amelogenesis imperfecta: patientwith amelogenesis imperfecta: a
A Case report. J Contemp Dent Pract  clinical report. J Esthet Restorative
2007; 8:95-101. Dent. 2007;19:131-5.

9. Collins MA, Mauriello SM, Tyndall 11. Spear FM. Approaches to vertical
TA, Wright JT. Dental Hypoplastic dimension. Adv Esthet Interdiscip Dent

amelogenesis imperfecta.anomalies  2006;2(3):2-12.
associated with Amelogenesis
imperfecta - A radiographic

assessment.Oral Surg Oral Med, Oral
Pathol Oral Endol Radiol 1999;88:
358-64.

Sour ce of support: Nil
Conflict of interest: None declared

Journal of Advanced Medical arehial Sciences Researytol. 2|Issue 4October-December 2014 84



