Oral rehabilitation in a patient with a previously high
cariogenic diet using multiple restorative modalities
Pre-operative Photographs

Background
TC, was a 31 year old male who presented as a new patient to the practice after a recent
relocation. He complained of many things, including some broken down teeth that were
sharp and gaps between his teeth that bothered him. He was a regular attender at his
previous practice where he had a wide variety of treatment including direct restorations,
extractions, root canal treatment and the placement of crowns on multiple teeth. TC was
not suffering from any dental pain and had no anxieties relating to dental treatment.

Discussion and Conclusion
• TC was a patient who had a variety of restorative treatment needs. These included periodontal
support therapy (BSP, 2011; BSP, 2016), direct and indirect restorations and the replacement of
multiple missing spaces.

His reported having a high sugar diet with greater than 4 sugar attacks daily. His main issue
was the regular consumption of fizzy drinks. Medically, TC is fit and well, teetotal and
doesn’t smoke.

Examination
On extra oral examination, TC was a skeletal class 1 with competent lips and an
average smile line. The dental chart and BPE can be seen below:
BPE:

A: Amalgam

R: Composite

GI: Glass ionomer

2 2 2
2 2 2

MCC: Metal Ceramic Crown

The patient’s incisal relationship was a Class I with a slight centreline shift to the right.
The patient also had group function on both sides.

Laboratory Stages
TC has a variety of laboratory based restorative treatment
completed which are all images below. The image on the far left
displays the immediate denture at the fit stage replacing the
space of the UR34 and UL5 which was due to be extracted at
the same visit. The middle image shows the UL4 metal ceramic
crown on the cast. The image on the far right shows the Co-Cr
denture with a skeletal design, rests, clasps and gingival
clearance in the anterior segment.

Generalised plaque induced gingivitis
UR21, UL12, LL123 and LR123. Patient assigned as BEWE 1
Secondary caries Disto-occlusally on UR5 and grossly carious UL5
Periapical periodontitis UL4

Treatment Plan

Post-operative Photographs
Post crown cementation UL4

All possible treatment options for each diagnosis were discussed with the patient as
well as their individual risks and benefits and the patients preferred treatment plan
was as follows:
Prevention:

Routine cons:

Review:

Periodontal health

Advanced cons:

Root canal treatment of the UL4 and provision of a metal
ceramic crown.

Review

Monitor UR5 clinically and radiographically. Right and left
bitewing radiographs in 6 months as the patient is of high caries
risk status.

Replacement of Immediate upper partial denture with CoCr partial denture.

• The UR5 was asymptomatic but on radiographic examination there was secondary caries on the
distal aspect of the restoration. It was explained to the patient that caries tends to be more
extensive clinically than radiographically (Machiulskiene et al., 1999). The distal aspect of the
cavity on the UR5 was subgingival and TC was warned that the UR5 has a questionable long-term
prognosis due to the size of the restoration and the subgingival margin.
• I assessed the difficulty of the root canal treatment for the UL4 using the American Association of
Endodontics difficulty assessment guidelines (AAE, 2020). The canal system was irrigated with
sodium hypochlorite throughout (Clarkson and Moule, 1998.). Obturation was completed through
the single cone obturation method.

• After a few months TC began complaining of denture looseness and was complaining of food
stagnation. On assessment the denture was unretentive after resorption of the bone in the UL5
region. TCs denture was replaced with a Cobalt chromium denture. The upper arch was a Kennedy
class 3 modification 1 (Sadig and Idowu, 2002). A ring design was used as the patient disliked the
palatal coverage on the immediate denture.
• Overall treating this patient has provided me with multiple learning opportunities in the field of
restorative dentistry. The first skill that I managed to develop was my clinical photography.
Photography is also an important medico-legal tool (Stevenson et al., 2016). I also managed to
improve my treatment planning skill as the patient required multiple treatment modalities.
•

Oral hygiene instruction including toothbrushing instruction and
interdental cleaning advise. Dietary advise. Appropriate NSPT in
order to address BPEs
Direct amalgam restoration UR5. Extraction under local
anaesthetic of UL5 and provision of upper immediate denture to
replace UR34 and UL5

• I first addressed the unrestorable UL5 and the provision of the upper partial immediate denture
replacing the UL5 and UR34. Bone remodelling in the UL5 area could result in some change in the
retention of the denture over a 12-month period (Van der Weijden et al., 2009). TC was also
warned that there would be a period of habituation.

• Endodontically treated teeth that encounter higher occlusal forces, cuspal coverage is important
to help prevent fractures (Aquilino and Caplan, 2002) therefore a MCC was placed.

Diagnoses
Periodontal:
Toothwear:
Caries:
Apical:
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Overall this case was useful for my own self-development, but I also believe I provided the patient
with treatment that was in their best interest.
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