
| European Journal of General Dentistry | Vol 2 | Issue 2 | May-August 2013 |	 || 174 || 

Interdisciplinary approach to treating a patient with amelogenesis 
imperfecta: A clinical report

ABSTRACT
Amelogenesis imperfecta is a rare hereditary condition in which enamel structure without evidence of systemic disorders. 
Amelogenesis imperfecta is a disorder, requiring treatment due to esthetic, functional and related psychosocial problems. This article 
represents, a patient that referred to our clinic suffering from amelogenesis imperfect who successfully overcame the esthetic, 
functional and psychosocial problems by receiving multidisciplinary team rehabilitation.
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INTRODUCTION

Amelogenesis imperfecta is a hereditary disorder that 
disturbs the developing enamel of the dental enamel 
structure. This anomaly affects both the primary and 
permanent dentitions resulting in poor development or 
complete absence of the enamel of the teeth.[1,2]

Amelogenesis imperfecta patients have similar oral 
complications. Amelogenesis imperfecta include 
quantitative and qualitative enamel deficiencies, dental 
sensitivity, unaesthetic appearance, reduced occlusal 
vertical dimension, multiple impacted teeth, congenitally 
missing teeth and root malformation.[3] The disorder 
may create unaesthetic appearance, dental sensitivity 
and attrition.[4] There are various classification systems 
for different amelogenesis imperfecta type.  The most 
commonly used of these are hypocalcified, hypoplastic, or 
hypomature.[5] In the hypomaturation type, abnormalities 
in the maturation stage of enamel formation result in a 
mottled appearance, opaque white to yellow‑brown or 
red‑brown coloration, and enamel that is softer than 
normal that tends to chip from the underlying dentin.[6]

A variety of treatment methods, such as several case 
studies deal with the interdisciplinary treatment 
approaches, have been described to provide prober 
dental function and aesthetic for the patients suffer from 
amelogenezis imperfect.[2,3] The aim of this case report is 
to describe the functional and esthetic rehabilitation of 
a patient affected by amelogenesis imperfecta.

CASE REPORT

The patient, a 12‑year‑old girl, she was unable to 
chew her food properly and also suffered from esthetic 
inadequacy and sensitivity of her teeth. The patient 
was examined dentally and medically; photographs and 
dental radiographs were obtained.

The enamel layer of all teeth was very thin and 
yellow‑brown in color and cuspal structures were nearly 
flattened in posterior regions. Oral hygiene was not 
satisfactory. Gingival health of the patient was improved 
by periodontal therapy after three weeks.

The interdisciplinary treatment was applied because of 
the complex needs of the patient. A treatment plan was 
developed that would include treatments to both reduce 
the dental sensitivity and improve esthetics.

After oral hygiene improvement, a clinical examination 
was performed by the orthodontist. Clinical examination 
and analysis of the records showed that the upper jaw 
was narrow in the transversal direction, upper lateral 
teeth were in cross bite and over jet was decreased. In 
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the cephalometric analysis, upper and lower jaws were 
in normal position in the sagittal plane according to the 
base of the cranium, but the upper incisors were found 
to be slightly into retrusive position. In order to eliminate 
the narrow upper jaw and obtain a positive over jet, a 
removable expansion appliance with a three‑way screw 
was planned [Figure 1a and1b].

At the appliance adaptation appointment, she was 
instructed to turn the screw twice a week and wear 
the appliance all day. When the right and left upper 
lateral teeth came to the correct position in the arch, the 
orthodontic treatment was finished [Figure 2a].

Following orthodontic treatment the final stages of the 
treatment was performed by a pedodontist. A simulation 
of the treatment plan was performed with a diagnostic 
self‑curing composite restorations made on the casts with 
a semi adjustable articulator in order to show a model of 
the final result to the patient and her parents.

The cervical enamel of the six anterior and posterior 
teeth was largely beveled; the discolored dentine was 
removed carefully. The occlusal contacts were determined 
by intercuspal position before cavity preparation. 
Teeth were conditioned and primed with a self‑etching 

adhesive  (Clearfil SE Bond, Kuraray Medical, Tokyo, 
Japan) for 20 s.

The restorations were formed using a hybrid resin 
composite (Filtek Z‑250,3M/ESPE, St. Paul, MN, USA) 
which was placed using an incremental technique. 
The resin composite restorations were polymerized 
for at least 2  min with the polymerization unit  (Free 
light II, 3M ESPE, Germany). The patient was finally 
furnished with a combination of direct composite resin 
restorations, the final result was esthetically pleasing  
[Figure 2b].

After restoration of teeth, the patient’s dental sensitivity 
disappeared completely, and normal eating habits 
were established. The patient was recalled at 3‑month 
intervals. On the control 1 year [Figure 3a and b] would 
be interesting to do improve better prophlaxis and the 
final result of clinical case.

DISCUSSION

The unfavorable effects of amelogenesis imperfecta on 
aesthetic appearance, function, occlusion, phonation, 
and the health of the gingiva necessitate different 
approaches from traditional dental treatments.[7]

Figure 1a: Patient’s intra‑oral view with removable orthodontic appliance Figure 1b: Removable orthodontic appliance

Figure 2a: Frontal view after finishing orthodontic treatment Figure 2b: Frontal view of final restorations
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Full‑mouth rehabilitation of an adult with amelogenesis 
imperfecta can be demanding. It requires better treatment 
planning and patient communication before commencing 
restorative treatment.

There are many alternatives for the treatment of teeth 
affected by amelogenesis imperfecta. However, the 
treatment planning for patients with amelogenesis 
imperfecta is related to many factors such as the age and 
socioeconomic status, the type, severity of the disorder, 
periodontal condition, and orthodontic need.[8]

While the priority of the patients was pain relief in the 
past, it has been replaced by aesthetic considerations. 
Material choice and appropriate restoration is important 
to mimic the natural teeth in dentistry.[9]

Nowadays, some clinicians are often applied the 
tehcnique of covering the teeth with crowns. However, 
the large amounts of tooth preparation for this process 
may cause gingival problems and destruction of the 
surrounding tissue.[10]

Direct composite resin restorations minimal tooth tissue 
the removal of an aesthetic treatment provided in the 
clinic. Moreover, composite veneers have the advantage 
of being repaired by the addition of composite resin in 
the event of breakage.[11]

Because of the tremendous advances in the field of 
esthetic dentistry, especially in bonding to dentin, it is 
today possible to restore function and esthetics to an 
acceptable level.

This adhesive restorative procedure preserves tooth 
structure and is not very time consuming or costly to 
the patient.[1,9]

In spite of considering the indication of porcelain or 
composite laminate veneers at the aesthetic restoration of 
anterior teeth, the dentist should also consider the cost, 
retention and technical accuracy between the two options.[12]

Figure 3a: Postoperative frontal view after one year Figure 3b: Postoperative sagittal view after one year

In this case, two‑years follow‑up and evaluation of the 
clinical application of direct composite laminate veneer 
technique was reported.

CONCLUSION

This clinical report described the functional and esthetic 
rehabilitation of a child female patient affected by 
amelogenesis imperfecta. For patient satisfaction, it is 
important to achieve a successful treatment outcome with 
multidisciplinary approaches, if the expectation 
and  demands of the patients with amelogenesis 
imperfecta were considered at the beginning of therapy.
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