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SUMMARY

Oligodontia, or the congenital absence of
teeth, can occur in isolation or as part of a
syndrome. This study describes a case of iso-
lated oligodontia associated with conical teeth
and large diastemas in the anterior region. The
patient was treated using direct composite
resin restorations. Recent improvements in
adhesive restorative materials allow practi-
tioners to offer this low-cost, conservative

esthetic treatment, which has the advantage
of preserving sound dental structures, to pa-
tients with missing teeth.

PURPOSE

Oligodontia is defined as the absence of six or more
permanent teeth due to hypodevelopment of tooth
buds. It may be caused by different gene mutations
or polymorphisms or may develop as a manifestation
of malformative syndromes. Oligodontia is one of the
most prevalent somatic aberrations involving tooth
development in the general population.1-3

Early diagnosis and management of patients with
oligodontia is important to avoid compromising such
functions as mastication, phonation, and functional
occlusion.2 Moreover, according to some reports in
the literature, patients with oligodontia, especially
those with a large number of missing teeth, may
develop psychosocial problems related to their facial
esthetics.4-6

Dental rehabilitation usually involves a multidis-
ciplinary approach. Recent advancements in adhe-
sive restorative materials have allowed practitioners
to provide a low-cost, simple procedure for such
patients, while preserving sound dental structures
and achieving great functional benefits and high
rates of patient satisfaction.7

The present article describes the case of a patient
with congenital absence of several permanent teeth
and the esthetic treatment provided through direct
composite resin restorations.
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DESCRIPTION OF TECHNIQUE

A 17-year-old male patient visited the Pediatric Dental
Clinic with a chief complaint related to the esthetics of
his teeth. He had large diastemas in the anterior
region and tooth crowns that were not compatible in
size with the dental arches (Figures 1 and 2).

The patient’s health history data did not suggest
the presence of any serious disease or systemic
condition. Intraoral examination revealed several
teeth missing (Figure 3). The deciduous teeth
presented no alterations in size, shape, or structure.
Permanent dentition was normal, except for the
maxillary lateral conical incisors.

Radiographic examination revealed that the fol-
lowing teeth were missing: maxillary and mandibu-
lar central incisors (11, 21, 31, and 41), lateral
mandibular incisors (32 and 42), maxillary second
premolars (15 and 25), mandibular left second
premolar (35), mandibular second molars (37 and
47), maxillary left canine (23), and maxillary and

mandibular third molars (18, 28, 38, and 48)
(Figures 4 and 5).

Based on the patient’s history and clinical and
radiographic findings, a diagnosis of isolated non-
syndromic oligodontia was established. The treat-
ment plan consisted of remodeling the crowns of
anterior teeth with composite resin. The patient was
given details of the limitations of the material to be
used, particularly with regard to longevity and color
maintenance.

The materials used for restorative treatment were
a total-etch self-priming agent and a nanoreinforced
resin. Treatment followed a sequence established in
advance. First, prophylaxis with pumice and water
was performed using Robinson brushes to remove
debris from the dental structure. Occlusion was
assessed and shade was determined immediately
after prophylaxis. A diamond bur of medium grit was
used to produce a wider area of rough surface for
adhesive application. The operating field was then
topically and locally anesthetized, and procedures
were conducted under total rubber-dam isolation.
Enamel acid etching (37% phosphoric acid for 15
seconds), thorough rinsing for 30 seconds, drying,
application of the adhesive system, and polymeriza-
tion were carried out according to manufacturer’s
instructions.

Deciduous teeth are known to have a different
chemical composition from permanent teeth, so even
though 15 seconds of enamel acid etching is usually
enough, longer times can be found in the literature.
This is usually because of the absence of prisms in
the outer enamel layer, which is considered an
obstacle to adequate penetration of adhesive restor-
ative materials and could have a negative impact on
esthetic-functional restorations, such as the one here
described.8-10

In our patient, a chisel was used to remove the
primless layer and thus improve acid etching results

Figure 1. Clinical appearance at baseline.

Figure 2. Pretreatment clinical appearance.

Figure 3. Patient’s odontogram.
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on the smooth surfaces of deciduous teeth.11,12

Moreover, according to previous electron microscopy
studies, 35% phosphoric acid produces acid-etch
types I and II in Silverstone’s classification after
different application times, which justifies the use of
37% phosphoric acid for 15 seconds in our study.8,13

Because of the spaces between teeth, most of the
restoration process was conducted freehand. Tooth
shape was carefully contoured using flat dental
brushes, which helped obtain smooth surfaces and
a harmonic transition between the restorative
material and natural tooth structure. Whenever
necessary, dead soft matrices were used before resin
application for better finishing in the cervical

regions. Small layers of resin were placed against

the matrices and light-cured, creating a buildup for

future increments. As increments were light-cured,

respecting the maximum limit of 2-mm-thick layers,

they served as the basis for additional layers and

shades, all applied freehand, until the buccal surface

of the teeth was totally veneered. Each layer was

light-cured for 40 seconds using a light-emitting

diode device previously calibrated to 900 mW/cm2;

the light tip was held as close to the composite as

possible without contact. After final polymerization,

finishing and polishing were conducted using 12-

bladed burs, finishing disks, aluminum oxide points,

and a diamond paste in association with felt disks.

Figure 4. Pretreatment radiograph.
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Final occlusion was adjusted using high-speed
diamond burs under water cooling and focused on
centric relation as well as anterior and canine
guidance, so as to restore the patient’s bite and
protect both natural tooth structure and restora-
tions.

Treatment results were considered esthetically
pleasing by the patient and his family members,
both immediately after treatment completion (Fig-
ure 6) and six months later (Figures 7 and 8). The
patient was scheduled for regular preventive main-
tenance visits so as to keep an adequate clinical and
radiographic follow-up.

LIST OF MATERIALS USED
� 35% phosphoric acid gel (3M ESPE Dental Prod-

ucts, St Paul, MN, USA)
� Scotch Bond Multipurpose adhesive system (3M

ESPE Dental Products)
� Filtek Z350, shades P, A2, A3, and B2 (3M ESPE

Dental Products)
� Sof-Lex Pop-On polishing discs (3M ESPE Dental

Products)
� 12-bladed burs (Sybron Kerr, Orange, CA, USA)
� Aluminum oxide points (Enhance, Dentsply, Kon-

stanz, Germany)
� Diamond paste (Diamond R, FGM, Joinville,

Brazil)
� Felt disks (Diamond Flex, FGM)

� Flat dental brushes ( X, Hot Spot Design, Curitiba,
Brazil)

POTENTIAL PROBLEMS

The ideal treatment approach in cases of oligodontia
should take into consideration the esthetic appear-
ance of anterior teeth and provide posterior indirect
full-coverage restorations with ceramics in order to
restore the vertical dimension of occlusion. However,
the hardness of ceramic materials may impose major
stress on periodontal tissues, potentially leading to
accelerated root resorption in deciduous teeth.
Moreover, in our patient, the long time needed for

Figure 5. Panoramic radiograph.

Figure 6. Final clinical appearance.
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a full mouth reconstruction was not acceptable, as he
was eager for esthetic improvements. Therefore, as
an alternative approach, and with the patient’s
consent, we decided to remodel the crowns of
anterior teeth only, using composite resin and
maintaining the original vertical dimension of
occlusion.

SUMMARY OF ADVANTAGES AND
DISADVANTAGES

According to the literature, oligodontia may present
alone or in association with a syndrome.3,14,15 When
associated with syndromes, in addition to a large
number of missing teeth, the patient usually pre-
sents other abnormalities of ectodermal origin,
affecting such structures as the skin, hair, and
nails.15,16 In the present case, the patient presented
with congenital absence of several permanent teeth
but no involvement of other ectodermal structures.
In addition, his medical history did not reveal any
previous diagnosis of serious diseases or systemic
conditions. As a result, a clinical diagnosis of isolated
nonsyndromic oligodontia was established. Previous
studies by Stimson and others14 and Brook17 have
suggested a genetic basis for this abnormality, even
though its manifestation may be modified by envi-
ronmental factors.

Stimson and others14 emphasized the importance
of being aware of the psychological status of patients
with congenitally missing teeth. The treatment
strategy adopted in this case aimed to preserve the
deciduous teeth still present in the oral cavity while
at the same time providing functional and esthetic
rehabilitation to the dental structures.

The recent improvements in adhesive materials
have motivated several authors to recommend

similar treatment approaches.4,14,18,19 According to
Erridge,4 for example, reconstruction of retained
deciduous and conical teeth with composite resin is a
simple treatment, associated with reduced chair
time—a very important aspect of the management
of younger patients. According to Prati,7 the evolu-
tion of adhesive restorative materials has made it
possible to offer more conservative functional and
esthetic rehabilitation therapies.

In summary, the treatment strategy described in
this study offers a simple, conservative solution for a
major esthetic problem that is often associated with
low self-esteem and social withdrawal. The current
state of the art of adhesive restorative materials
offers a low-cost, simple treatment option for
patients with missing teeth while preserving sound
dental structures, characteristics that usually at-
tract and please patients. Finally, treatment is
effective and repairable in case of fracture. Regular
preventive recalls are important for maintaining
dental restorations and assessing the stability of
retained deciduous teeth.
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