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DESCRIPTION
Dentinogenesis imperfecta (DI) is a genetically
determined developmental defect of dentine. It is
broadly grouped into three categories1: type I: the
dental manifestation of osteogenesis imperfect,
type II: classical hereditary opalescent dentine and
type III: Brandywine isolate opalescent dentine.2

The prevalence of DI is 1:8000.
A young patient came to the dental operatory com-

plaining of dull pain in the maxillary right posterior
region and poor aesthetics due to discolouration and
rapidly wearing tooth surfaces. Patient’s medical
history was non-contributory. The family history sug-
gested that the patient’s maternal grandfather and
mother were suffering from the similar condition of
rapid wearing of teeth and had undergone total
extraction at a young age. Her brother also had
similar teeth. Intraoral examination (figure 1)
showed generalised amber translucency of teeth,
worn out incisal and occlusal surfaces, exposing
dentine and decreasing overall vertical dimension of
jaws. The Orthopantomograph (figure 2) showed
generalised incisal and occlusal wear, bulbous appear-
ing crowns due to constriction of the cervical portion
of the roots, tapered and short roots, obliterated pulp
and root canal spaces. Other findings included few
carious and missing teeth.
A multidisciplinary treatment planning is

required for treatment of these individuals, which
includes assistance from fellow specialists, such as
endodontist, prosthodontist and implantologist.
Total oral rehabilitation of patient is needed with

paramount importance to aesthetics, obtaining an
appropriate vertical dimension and providing soft
tissue support which will help to return the facial
profile to a more normal appearance.3

In this case, we propose to restore the patient’s
anterior dentition with laminates to achieve

optimum aesthetics. Removal of sources of infec-
tion and pain, with appropriate restorations and
endodontic therapy wherever necessary followed
by a combination of full-coverage crowns for pos-
terior teeth to prevent more wearing of teeth and
implant supported crowns to replace missing teeth
in a reorganised occlusal scheme.
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Figure 1 Intraoral photograph. Amber translucent
dentition with incisal wear.

Figure 2 Orthopantomograph. Generalized incisal and
occlusal wear, bulbous appearing crowns, tapered and
short roots, obliterated pulp and root canal spaces.

Learning points

▸ Dentinogenesis imperfecta (DI) is a hereditary
developmental disturbance of tooth dentine,
and majority may have a positive family
history.

▸ DI will always show generalised greyish,
brownish translucent well formed teeth, which
over time undergo moderate to severe
attrition, as compared to Amelogenesis
Imperfecta where the defect lies in enamel,
leading to small hypoplastic teeth, or severe
pitted surfaces.
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