© Team of authors, 2023 / ©KonnekTue aTopos, 2023

The diagnosis and management of a severe case
of dilaceration: adhering to basic principles (clinical case)
Javanmardi Shahalb, Qutieshat Abubaker, Singh Gurdeep, Chopra Viresh

Oman Dental College, Muscat, Oman
Contacts: Qutieshat Abubaker — e-mail: aqutieshat@staff.odc.edu.om

OnarHocTuka n ne4vyeHue TsHXeriom aunauvepauvn: coénoneHme
OCHOBHbIX MPUHLUMMNOB (KJSIMHUYeCKUN criy4yamn)
[bxkaBaHMapan Waxab, Kytewat Abybakep, CuHrx Nypaun, HYonpa Bupelu

OmaHcKkuin ctomatonorudecknin konnemk, Mackat, Oman
KoHTakTbl: KyTeluat Abybakep - e-mail: aqutieshat@staff.odc.edu.om

FEEREEARNSETEE: BREEFRRERN (IaKRSEH)
Javanmardi Shahab, Qutieshat Abubaker, Singh Gurdeep, Chopra Viresh

Oman Dental College, Muscat, Oman
BITEE : Qutieshat Abubaker — e-mail: aqutieshat@staff.odc.edu.om

When primary teeth are injured, it is possible for their permanent successors to be dilacerated. The majority of
dilacerations go undetected until the patient visits a dental clinic for a checkup or treatment. The present case report
describes an unerupted maxillary central incisor, which was incidentally detected on a Orthopantomagram during
orthodontic assessment.
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[Mpu TpaBMe MONOYHbIX 3y60B BO3MOXHO pasBuTUe gunalepaLmm CMEHSAOLLNX UX KOPEHHbIX 3y60B. BONbLUMHCTBO
cfly4yaeB gunauepauumn octarnTcs HeaameveHHbIMM 0 TeX Nop, Noka NauneHT He o6pallaeTcs B CToMaTonormye-
CKYIO0 KIIMHUKY A1 NPOhMIaKTUHECKOro 0CMoTpa Unn fiedeHnst Apyrnx cCOCTossHUIA. B oaHHOM cTaTbe NnpeacTaBfieH
cfy4an peTeHMPOBAHHOMO LLIEHTPanbHOMo pe3Lia BEPXHEN YeMCTU, KOTOPbIN 6b1i1 06HAPY>XEH Cy4anHO No AaHHbIM
OpPTOMaHTOMOrpamMmbl BO BPEMSI OPTOAOHTMHECKOr0 06CNEef0BaHMS.

KntoueBble cnosa: [lvunauepauus, AMarHoCcTvka, TpaBma, PETEHMPOBaHHbIN 3y6

KoH KT nHTepecos. ABTOPbI 3aABNAIOT 06 OTCYTCTBMM KOH(IIMKTA MHTEPECOB.

duHaHcupoBaHue. lccnegosaHue BbINOMHEHO B paMKax rocyapCTBeHHOro 3agaHusa rno teme: PaspaboTka
NMPOrHOCTUYECKMX U MPEANKTUBHBIX 2NTOPUTMOB HA OCHOBE BbIIBIEHNS HOBbIX UMMYHOSTIOMMHYECKMX U MONIEKYNSAP-
HO-FEHETUYECKMX XapaKTEPUCTMK 310KaYECTBEHHbIX OMYXONen U UX MUKPOOKPYXKEHUS.

Onsa untuposanus: Jxxasaumappu C., Kytewar A., CuHrx I, Yonpa B. luarHocTuka u ie4eHue Tsxenomn
Avnauepauuu: co6niogeHne 0oCHOBHbIX MPUHLUNOB (KNMHMYECKUK cnyyan). Flonosa u wes. Poccurickum
XypHan. 2023;11(4):46-49
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Introduction

A distortion of a tooth causing the normal axial relationship
between the crown and root to be disrupted during development
is termed dilaceration. The condition most commonly arises
in permanent incisors as a consequence of trauma to an apex
of the primary predecessor, which lies close to the permanent
tooth germ, but may also occur as a result of unidentified
developmental factors [1, 2]. The slightest displacement of a
primary incisor may disrupt the follicles of new permanent
teeth, but the incidence of dilacerations affecting the permanent
dentition following trauma to the primary dentition is relatively
low [3]. The prevalence rate of dilaceration for maxillary
central incisors was reported to be within the range of 0.4%
to 1.2% [4, 5].

Case Report

A 27-year old Caucasian female reported to the Department of
Orthodontics and was concerned about her malaligned maxillary
anterior teeth and the absence of her maxillary left permanent central
incisor. Interestingly, the patient had attended a different dental
office 24 years earlier with an intruded maxillary left primary central
incisor due to trauma. Her dental records indicated that when she
presented back then, she was symptomless and the intruded tooth
was extracted by the attending dentist.

Clinically, the patient had a removable partial denture replacing
the missing maxillary left permanent central incisor. She had
a class | canine relationship with normal overjet and moderate
anterior spacing. Four molars were missing, the right maxillary and
mandibular first molars, and the left mandibular first and third molars
which may have been removed due to dental pathological conditions.

There was a hard palpable bulge in the maxillary vestibular area
(Figure 1). Upon radiographical examination, a “bull’s eye” image
was observed on both the Orthopantomagram (OPG) and periapical
radiographs. This peculiar image is generated by a radiopaque
mass with a central radiolucent area formed by the pulp chamber
and the root canal and was described previously in the literature
[6] (Figure 2).

Analysis of radiographs revealed that there was an impacted
maxillary left central incisor. Given the characteristic feature of
the radiopaque mass with a bull’s eye that was shown in both
radiographic images, and the fact that such peculiar appearance is
associated with a dilaceration angle of 90 degrees or more, it was
determined that the tooth is dilacerated. Consequently, surgical
extraction of the impacted tooth was planned as orthodontic
extrusion is not a viable option in such cases.

Thereafter, presurgical assessment was carried out, including
detailed clinical and medical history and the surgery was
undertaken shortly after under local anesthesia (2% lidocaine
with epinephrine (1: 100,000)). An incision was made and
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a buccal flap was elevated exposing the alveolar bone and the
unerupted dilacerated tooth. The labial surface of the cervical
third of the root was immediately visible as the patient had
a dehiscence defect of 8.0 mm x 6.0 mm at the that site
(Figure 3).

The tooth was luxated and removed in one piece with a straight
elevator (Figure 4). Finally, the surgical site was sutured with (#3/0)
silk thread. The extracted tooth was examined and photographed.
The crown was sound and the root showed no sign of resorption.
The cervical third of the root was at an angle to the rest of the tooth,
and a diagnosis of a dilacerated tooth was confirmed. Interestingly,
the dilacerated tooth was found to have a 120° dilaceration angle
(Figure 5).

The patient was recalled after one week for a review and the
removal of sutures. Healing was progressing satisfactorily and
orthodontic treatment was planned (Figure 6).

Figure 1. Pre-operative image of the area of concern showing a hard
palpable labial bulge

Puc. 1. IIpenonepalinoHHbI!l CHUMOK MTPOOJIEMHOIi 00J1aCTH, OTOOpa-
JKAKOIIUI TBEPIOE MATbITUPYeMOoe JTabuaIbHOE BBITISTIMBAHIE

Figure 2. Radiographic examination. The characteristic bull’s eye image
is observed on the OPG radiograph (Left) and the periapical radiograph
(right)

Puc. 2. Penrrenorpaduyeckoe uccienoBaHue. XapakTepHBIl BUI
“Obrybero rinaza” Ha peHTreHorpamme OIIT (cieBa) U epranmKaaIbHOM

peHTreHorpamme (crnpana)




NS~ KNVHUYECKMIA CITYYAWA

Figure 3. Elevated buccal flap showing a dehiscence defect of the maxillary
left central incisor root

Puc. 3. [1punogHsThIii MIEYHBIN JIOCKYT, JEMOHCTPUPYIOIINI 1eheKT
NETUCUEHIMN KOPHS JIEBOTO LIEHTPAJIbHOTO pe3lia BepXHeil YeToCTH

Figure 4. Postoperative images
Puc. 4. Bun nocne onepauuu

Figure 5. Dilacerated tooth images. The dilaceration angle was measured
using a transparent protractor PNG image superimposed on the
dilaceration angle

Puc. 5. Bun nunanepupoBaHHoro 3y6a. Yrou auialepauuu Uu3Mepsiin
¢ moMmolkio mpo3pauHoro PNG-u3o00paxeHus: TpaHCIIOPTUPA, HAJIO-
JKEHHOTO Ha YroJji Anjalepatmn

Figure 6. One week after surgery
Puc. 6. Uepe3s Hezesto mociie onepannu

Discussion

The most common cause of tooth dilaceration is trauma [7].
Generally, primary teeth injuries occur between the ages of 2-4
years, at which point the primary incisors are fully developed and
their root apices are very close to their permanent successors tooth
germs. If the root touches the tooth germ, this can cause significant
harm. The root of the primary tooth may cause significant damage
if it comes into contact with the tooth germ [8, 9].

The majority of dilaceration cases go unnoticed clinically. If the
defect is so severe that the tooth is not capable of erupting, the
only clinical indication will be a missing tooth [10]. Radiography is
the most reliable method of detecting the condition. The condition
would be easily spotted on a periapical radiograph if the root bends
mesially or distally. This is clearly not the case if the root is bent
labially or lingually where it gives the relatively difficult to diagnose
“bull’s eye” appearance which is usually seen as radiopaque area
with a dark shadow or a radiolucent center cast by the root canal
space. This phenomenon is attributed to the fact that the X-ray
beam central ray passes almost parallel with the deflected portion
of the root [5].

In the present reported case of dilaceration, it was postulated
that the traumatic incident identified by the patient’s past dental
records may have caused the dilaceration just before the maxillary
left central incisor was due to erupt. The shape of the dilacerated
root may have facilitated the dehiscence defect described above
as the deflected root appears to have penetrated the thin labial
bone at some point during the root maturation process. The odds
of developing fenestration or dehiscence defects in the labial
cortical plate increases the longer the primary predecessor tooth
is retained [1].

A severely dilacerated tooth poses a significant surgical challenge
for dentists because root fractures are likely to occur as a result.
Typically, the preferred treatment option is to expose the tooth
surgically followed by orthodontic treatment [11]. Nevertheless, an
unerupted severely dilacerated tooth makes this treatment modality
less favorable [12, 13].

Conclusions

For an unerupted tooth with a severe dilaceration defect with an
angle of more than 90, surgical extraction remains to be the first
line of treatment and a minimally invasive approach would not
be advisable. By establishing a correct diagnosis with adequate
knowledge of the characteristic radiographical features of rare dental
anomalies, and adhering to the basic principles of diagnosis and
management, a complex case can be successfully managed.
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