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ABSTRACT
Tooth wear is a grave trouble, which affects oral cavity attainments by its predation, apprehension, mastication, and
ingestion of food. Management of tooth wear is always a big confront to dentist to restore its normal anatomical and
functional values. This article presents a case report on restorative rehabilitation of tooth wear by private dental practitioner.
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T

ooth wear (TW) is tooth surface loss (TSL), which
includes insidious, cumulative, and multi factorial
process that involve destruction of enamel and
dentine, it affects oral health related quality of life [1,2].
The term tooth wear represents noncarious and
nontraumatic dental hard-tissue loss due to various factors
[3]. With the increase, life expectancy and awareness
about retaining natural teeth prevalence of the tooth wear
increased in natural permanent dentition [4]. According to
various epidemiological evidence TW is increasing in
severity and prevalence not only in older people but adults
[5,6]. A study conducted by Hegde MN et al showed total
prevalence of tooth wear was 40.6%, out of which attrition
(29%), abrasion (23.7%), erosion (4.6%), and abfraction
(6.3%). According to Hegde MN et al, tooth wear was
more prevalent in the age group of 40–60 years and
attrition was significantly higher among tobacco chewers
and in patients with Para functional habits [7]. Thus, it
shows lifestyle, dietary habits, and stress is additional
contributory factors of tooth wear. Teeth wear traditionally
classified into; attrition, abrasion, and erosion. Dental
attrition results from tooth to tooth contact (friction) that
produces well-defined facets. Although some degree of
attrition observed as a part of ageing process but some of
them also experienced it in early decades of life due to
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Para functional habits. [8,9]. Dental abrasion is another
form of tooth wears that caused by forces applied to teeth
rather than tooth-to-tooth contact. Abrasion typically
caused by outside elements like aggressive/ faulty tooth
brushing [10]. Dental erosion is loss of dental hard tissues
by non-bacteriogenic intrinsic and extrinsic acid. Intrinsic
cause mainly gastric origin and extrinsic cause by dietary
soft drinks, citrus fruits [11-13]. As tooth, wear affects oral
cavity attainments by its predation, apprehension,
mastication, and ingestion of food its management is
mandatory. This article presents a case report on
restorative rehabilitation of tooth wear by private dental
practitioner
CASE REPORT
A 28-year female patient reported in a private dental clinic,
with the chief complaint of sensitivity with cold. While
taking complete case history, patient also reported the
habit of clenching teeth during sleep and mild pain in
Temporomandibular Joint (TMJ) area in the morning. On
intraoral examination, severe attrition observed with
negative tender on percussion by vertical percussion.
Electric pulp tester (PARKELL, NY11735) and thermal
pulp test with heat & cold performed to check the vitality
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of each tooth. Every single tooth was vital on vitality test
examination. On TMJ, examination mild pain was present
when palpate on external acoustic meatus at pre-tragus
area. On radiographic examination severe enamel, dentine
loss and pulp chamber involvement observed. Depending
upon clinical and radiographic examination a diagnosis of
dental attrition due to bruxism made. Informed consent
taken from the patient and the choice of treatment made
with view that patient retains as many as teeth during her
life time and depending upon patient wishes and
expectations. As to treat the bruxism, identification of its
etiology is important but in this case report we discuss
only the rehabilitation part. Thus, according to restoration
of rehabilitation root canal treatment in pulp involves teeth
and crown placement on all attrition teeth chosen as
treatment. Counseling of the patient ended to control over
her habit of bruxism, advice the patient to use night guard,
during sleep.

Fig 1: Pre-Operative Patient Teeth Model

Restorative Rehabilitation of Tooth Wear

Fig 3: Post-Operative Rehabilitation by Crown Placement

DISCUSSION
Extensive tooth wear intrude the efficiency of mastication,
facial appearance and quality of life as well. Thus, the
management of tooth wear is a subject of challenge from
both preventive and restorative point of view. It needs a
meticulous approach that leads to a favorable prognosis.
The success full mouth rehabilitation based upon
programmed treatment planning. For this all-occlusal
analysis should start with initial point of examination
including temporomandibular joint (TMJ) [14]. The
important issue in full mouth rehabilitation is deciding the
correct vertical dimension in occlusion (VDO) by which
full mouth rehabilitation planned [15, 16]. Various
techniques available to treat severe tooth wear, according
to P E Dawson, four options are available for treatment of
severely worn teeth E.g. Pin-retained full-gold restorations,
increasing the OVD, crown-lengthening procedures and
pulp extirpation, endodontics, and coping construction
[17]. According to Turner, raising VDO can performed
with multiple crown-lengthening procedures [18]. In this
case, pulp extirpation, endodontics, and coping
construction used as choice of treatment and the increased
VDO determined by patient's physiologic factor like interocclusal rest space and speech. In this case, bruxism was
the reason of tooth wear thus advice the patient to use
night guard, during sleep.
CONCLUSION

Fig 2: Post-Operative Radiograph
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This case report concluded that rehabilitation of tooth wear
is necessary to restore normal functional, anatomical and
esthetic values of teeth. If management done with proper
diagnosis, experience endodontic and prosthetic skills the
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rate of triumph will high. Patient satisfaction and higher
success rate of treatment is fundamental key of private
clinical practice.

Restorative Rehabilitation of Tooth Wear

9.
10.

REFERENCES
1.

2.

3.

4.
5.

6.

7.

8.

M. K. Al-Omiri, P. J. Lamey and T. Clifford. “Impact of
tooth wear on daily living,” The International Journal of
Prosthodontics 2006;19(6):601–605.
D. I. Bomfim, Quality of Life of Patients with Different
Levels of Tooth Wear, M.Sc. thesis, Department Of
Prosthodontics, Eastman Dental Institute At The
University Of London, London, UK, 2010.
Nunn JH. Prevalence of dental erosion and the
implications for oral health. Eur J Oral Sci
1996;104(2):156-61.
Eccles JD. Tooth surface loss from abrasion, attrition and
erosion. Dent Update 1982;9(7):373-4, 376-8, 380-1.
The UK Information Centre for Health and Social Care,
Adult Dental Health Survey 2009: Summary Report and
Thematic
Series,
2011,
http://www.ic.nhs.uk/pubs/dentalsurveyfullreport09.
A. Van't Spijker, J. M. Rodriguez, C. M. Kreulen, E. M.
Bronkhorst, D. W. Bartlett, and N. H. J. Creugers,
“Prevalence of tooth wear in adults,” The International
Journal of Prosthodontics 2009;22(1):35–42.
Hegde MN, Yelapure M, Honap MN, Devadiga D. The
prevalence of tooth wear and its associated risk factors in
Indian
South
West
coastal
population:
An
epidemiological study. J Int Clin Dent Res Organ
2018;10(1):23-6.
Anderson GC, Pintado MR, Beyer JP, DeLong R,
Douglas WH. Clincal enamel wear as related to bruxism
and occlusal scheme. J Dent Res 1993;72:303.

Volume 2| Issue 4| Oct-Dec 2018

11.
12.
13.

14.
15.

16.
17.

18.

Licht WS, Leveton EE. Overdentures for treatment of
severe attrition. J Prosthet Dent 1980;43:497-500
Dental Attrition vs. Abrasion-Harrisburg, PA. Available
on:https://www.silversfamilydental.com/blog/2016/07/01
/dental-attrition-vs-abrasion-what-172041. Last assessed
on 03/01/2019)
Sunku B. Cyclic vomiting syndrome. Gastroenterol
Hepatol (N Y) 2009;5(7):507–515.
Gilmour AG, Beckett HA. The voluntary reflux
Phenomenon . Br Dent J 1993;175(10):336-72
Milosevic A , Young PJ, Lenon MA. The prevalence of
tooth wears in 14-year-old schoolchildren in Liverpool.
Comm Dent Health 1995;12:161-66.
Dawson PE. Functional occlusion: from TMJ to smile
design. Canada: Mosby; 2007.
Pokorny PH, Wiens JP, Litvak H. Occlusion for fixed
prosthodontics: a historical perspective of the
gnathological
influence.
J
Prosthet
Dent.
2008;99(4):299–313.
Mccullock AJ. Making occlusion work: practical
considerations. Dent Update. 2003;30:211–219.
P. E. Dawson, Functional Occlusion: From TMJ to Smile
Design, Elsevier, New York, NY, USA, 1st edition,
2008.
Turner KA, Missirlian DM. Restoration of the extremely
worn dentition. J Prosthet Dent. 1984;52:467–474.

How to cite this article: Khare A, Dayma A Restorative
Rehabilitation of Tooth Wear: A Clinical Case Report.
Indian J Dental Oral Health. 2018;2(4):39-41.
Funding: None; Conflict of Interest: None Stated.

Indian J Dent Oral Health 41

