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Abstract

Teeth are the important elements of a personûs face. Thus, enamel loss in the anterior teeth can
affect a personûs overall appearance and confidence. Enamel loss can be caused due to physiological
factors (abrasion, attrition and abfraction) or by chemical dissolution (erosion), as occurs in a
gastroesophageal reflux disease (GERD) patient. GERD is the retrograde flow of gastric contents
into the oral cavity. Most GERD patients present classical symptoms (a heartburn sensation or
regurgitation). In the case of a silent refluxer, dental erosion might be the first condition that can be
observed. Among the responsibilities of the dentist is to recognize tooth wear from GERD, allowing
early detection of silent GERD before complications develop and it becomes more difficult to treat.
This paper describes the sequence of treatment for a silent GERD patient, including clinical
examination, medical diagnosis, and medical and dental treatment. This can be used as a guideline to
provide optimal treatment for GERD patients, especially those with silent GERD. In the case study,
posterior teeth were restored with direct resin composites, onlays and crowns, following a minimally
invasive concept. The patient was referred for proper medical treatment to stop the progression of
GERD. Temporary crowns of anterior teeth were used to assess function, phonetics and dental esthetics
of the patient. Once the temporary crowns were deemed appropriate, they were transferred for
fabrication of all-ceramic crowns. As a result of this treatment, excellent function was obtained, while
the patient regained confidence because of her new, esthetically pleasing smile.

(CU Dent J. 2014;37:69-82)
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Introduction

Tooth wear is defined as non-carious destructive
processes resulting in loss of tooth structure. They are
referred to as abrasion, attrition, abfraction and
erosion.1,2 Dental erosion is a non-bacterial chemical
dissolution of the tooth surface that does not involve
bacterial action. Erosion was found to be prevalent in
42% of dental patients, thus it is a common finding in
oral examinations.3 Dental erosion has a smooth,
spoon-shaped appearance. Erosion does not affect
restorations leading to outstanding of old amalgam
restorations.4 In severe erosion of anterior teeth,
translucency might be observed because of extensive
loss of enamel. Erosion can be caused by either
intrinsic or extrinsic factors. Extrinsic factors include
overconsumption of acidic foods and beverages, as well
as certain medications. Intrinsic factors may include
psychosomatic disturbances, as occur in anorexia nervosa
and bulimia patients, or gastroesophageal reflux in
GERD patients.5 The dissolution of dental structure
occurs at approximately pH 5.5, whereas the pH of
gastric reflux is around 2.0. Therefore it is strong enough
to damage or soften the tooth surface.6 The frequent
regurgitation of stomach acids into the mouth that
occurs in GERD patients can cause dental erosion,
especially on the lingual surface of upper anterior teeth.7

Nowadays, the stress of modern life has resulted
in a high incidence of stress-related diseases. One of
the most common of these diseases is gastroesophageal
reflux disease (GERD). GERD, or acid reflux, is a
gastrointestinal disorder in which stomach acid refluxes
into the esophagus, causing mucosal damage and
dental erosion. Gastroesophageal reflux may occur in
healthy individuals; however, it is defined as GERD
when reflux is severe enough to overwhelm mucosal
defense, resulting in mucosal damage.8

A high prevalence of GERD (ranging from 10%
to 48%) has been found in developed countries. Seven
percent of Americans experience reflux symptoms at

least once daily, 20% experience them weekly, and
44% in the course of one month.9-11 Even though
several previous studies showed a relatively low
incidence of GERD symptoms in Asian people12-14, a
recent study reported an increasing prevalence of
GERD compared to other studies from the previous
decade.15

The major cause of GERD is failure of the
anti-reflux barrier, which is composed of two major
elements: the lower esophageal sphincter (LES) and
the crural diaphragm. Both structures generate a
high-pressure zone between the esophagus and
stomach, and serve as a mechanical barrier to prevent
the reflux of gastric acid into the esophagus. The
transient relaxation of the LES and/or failure of the
crural diaphragm lead to acid reflux that can irritate the
mucosal lining and cause esophagitis.8 In mild cases,
acid reflux might cause only microscopic changes in
the cells of the mucosa. In more severe cases, bleeding
and superficial linear ulcers can be observed.7

A relation between GERD and dental erosion has
been reported in many studies.16-18 Eccles and Jenkins
first described the relationship between GERD and
erosion of the lingual surface of anterior teeth. They
classified the severity of dental erosion by the following
grading system: grade I, loss of enamel surface texture
with no dentin involvement; grade II, erosion of dentin
involving less than one-third of the tooth surface area;
grade III, dentin erosion involving more than one-third
of the tooth surface.19,20

The most common symptom found in GERD
patients is heartburn, or a burning pain in the chest
(under the breastbone). This symptom is worsened if
the patient has recently consumed fatty or spicy foods,
large meals, alcohol, or caffeine.21 A GERD patient
may have epigastric or retrosternal (noncardiac) pain,
sour throat and stomach (because of regurgitation of
gastric acid contents into the mouth), and/or difficult
or painful swallowing (dysphagia).16,17,22,23
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Chronic GERD patients may not experience
heartburn, belching, sour taste, or regurgitation. This
condition has been termed çsilent GERDé, which makes
diagnosis difficult. Such patients have been described
as çsilent refluxersé. In this situation, dental erosion is
often the first symptom of GERD that can be observed.
Therefore, the dentist might be the first person to
identify, diagnose and refer a patient to receive proper
treatment before initiating dental therapy for reestab-
lishment of dental function and esthetics.

This article presents a case report on the clinical
manifestations, diagnosis, and medical and dental
management of a silent GERD patient with severe dental
erosion.

Case report

A 24-year-old female patient presented to the

clinic with the chief complaint of unsatisfactory

esthetic appearance and mild sensitivity of her maxillary

anterior teeth. The patient had a history of GERD since

2009. She was treated with rabeprazole sodium (Pariet,

20 mg/day). She admitted that she had stopped

follow-up consultations, and had not taken medication

for her GERD condition for 3 months after she

voluntarily ended post-treatment.

Clinical examination revealed a high smile line,

and incorrect proportion of width and height of
anterior maxillary teeth. The upper dental midline was

Fig. 1 Preoperative photos of the patient. 1a, Photo of patientûs smile shows the relationship between maxillary
incisors and lips. 1b, Frontal view shows severe erosion of upper anterior maxillary teeth, improper
intratooth and intertooth proportions, and discrepancy of gingival margins of teeth 11 and 21. 1c and 1d,
Occlusal views show severe erosion of upper anterior teeth, and improper amalgam restorations of teeth 16,
17, 26 and 27.
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deviated 1 mm to the right. Upper anterior teeth had a
thin translucency of enamel on the labial surface and
almost complete loss of enamel on the palatal surface
(grade III dental erosion), with incisal chipping of
maxillary anterior teeth. Due to extensive loss of enamel,
yellow discoloration (Vita classic, A4) and thermal
sensitivity were reported. Pulps of several teeth in the
anterior maxillary region were nearly exposed. Teeth
11 and 21 had discrepancy of the gingival margin.
Evidence of periodontal disease was not found.
Occlusal analysis revealed Angleûs classification I, with
1 mm overjet and 2 mm overbite. Fractures of
amalgam restoration were found at teeth 16 and 26.
Teeth 17 and 27 had improper amalgam restoration
with secondary caries.

Teeth 16 and 26 had a history of root canal
treatment. The vertical dimension of the patientûs
occlusion was maintained by the posterior teeth.
Panoramic radiographs revealed impactions of teeth 18,

28, 38 and 48. Figs. 1 and 2 show the preoperative
clinical and radiographic examinations of the patient.

Treatment

Due to extreme loss of tooth structure and
near-exposure of the pulp of upper anterior teeth,
immediate treatment was considered to be the first
priority. Minimal preparation was performed on teeth
11 and 21. Temporary crowns (TempSpan; Kerr,
Orange CA, USA) were applied to teeth 11 and 21,
and direct resin composite restoration (Premise; Kerr)
was performed on teeth 12 and 22 to prevent the
progression of erosion and complications from pulp
exposure (Fig. 3).

The patient was referred to a gastroenterologist
for a full diagnostic examination and proper medical
treatment. The medical evaluation report confirmed a
diagnosis of GERD. Omeprazole (Miracid, 20 mg/day)

Fig. 2 Radiographs showing enamel loss of maxillary anterior teeth, with normal periapical tissue.
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and domperidone (Molax, 10 mg/day) were prescribed.
The patient was under medical evaluation for several
months until the condition stabilized. She was then
referred to a dental clinic for restorative dental
treatment.

Diagnostic data consisted of a detailed clinical
examination, preoperative photographs, a complete
radiographic survey, diagnostic models, facebow
measurement, and interocclusal records. Based upon
the information gathered, a treatment plan was
proposed to the patient, which she later accepted at a
subsequent appointment.

Posterior teeth were restored based upon the
principle of minimally invasive procedures. Resin
composite filling was used at teeth 27. For teeth 16, 26 and
17, which had extensive loss of tooth structure, monolithic
lithium silicate ceramic (ISP e.max; Ivoclar Vivadent,
Amherst NY, USA) was fabricated for crowns at teeth 16,
26 and onlays at teeth 17 to protect the remaining tooth
structure. Teeth 18, 28, 38 and 48 were surgically removed.

The diagnostic models were mounted on a
semi-adjustable articulator (Artex articulator;
AmannGirrbach, Vorarlberg, Austria). Repeated ratio
or continuous proportion-the repeated proportion of
central-incisor-to-lateral-incisor width and lateral-
incisor-to-canine width (as seen in frontal view), which
is about 0.66-0.78 was used to calculate the width of
each upper anterior tooth.24,25 The optimal width/height
ratio of the upper central incisors is 0.88.26,27 Thus
this was used to calculate the height of teeth 11
and 21.

A diagnostic wax-up was made to determine the
optimal esthetic and function of restorations. Because
of a discrepancy in the gingival margin of teeth 11 and
21, a crown lengthening treatment plan was proposed
to the patient. However, she declined to proceed with
any periodontal surgery.

Silicone putty (Flexitime; Heraeus Kulzer, South
Bend IN, USA) was used to duplicate the wax-up
stone model. According to minimally invasive

Fig. 3 Temporary crowns (teeth 11 and 21) and direct resin composite restoration (teeth 12 and 22).
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treatment guidelines, tooth preparation was performed
on teeth 13-23 using a silicone index as a guide
(Fig. 4). Provisional restorations of maxillary
anterior teeth were made using chemically cured bis
methacrylate resin composite (TempSpan; Kerr) and
then veneered with A3 and A2 resin composite (Premise;
Kerr) (Fig. 5).

After complete preparation, final impressions
were taken with light-and medium-bodied polyvinyl
siloxane impression material (Flexitime; Heraeus
Kulzer). Bite registration and facebow transfer were

performed. Lower teeth impression was taken with
alginate. Provisional restorations were adjusted and fixed
with temporary resin-based cement (TempBond Clear;
Kerr). Temporary crowns were used for assessment
of esthetics, phonetics and function (Fig. 6). After
several months of using temporary restorations, and
once provisional crowns were considered to be appro-
priate, they were duplicated with silicone putty to use
as an index for fabrication of the definitive restoration.

Anterior teeth, which require high esthetics, were
restored with lithium disilicate coping (IPS e.max;

Fig. 5 Temporary crowns of maxillary anterior teeth.

Fig. 4 A silicone index was used as a guide for crown preparation, following a minimally invasive principle.
In this picture, the buccal surface was prepared to provide sufficient space for an all-ceramic crown.
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Ivoclar Vivadent) veneered with nano-fluoroapatite
glass ceramic (Figs. 7a and 7b). Temporary crowns
were removed, and prepared teeth were cleaned with
pumice. All-ceramic crowns were tried-in without
cement. The patient accepted the appearance and color
of restorations. Inner surfaces of all ceramic crowns
were acid-etched with hydrofluoric acid for 20 sec,

then silanized and air-dried for 60 sec. The adjacent
teeth were separated using Teflon tape. Prepared teeth
were cleaned, etched with 37.5% phosphoric acid (Kerr
Gel Etchant; Kerr) for 15 sec, then rinsed and
air-dried. Primer and adhesive bonding (OptiBond FL;
Kerr) were applied to achieve excellent bonding.
All-ceramic crowns were fixed with clear color

Fig. 6 6a and 6b Temporary crowns of teeth 13-23 were delivered and used to assess function, phonetics and
esthetics of the patient.

Fig. 7 7a, E.max crowns of maxillary anterior teeth. 7b and 7c, Frontal view of upper anterior teeth following
cementation of E.max crowns. 7d, Post-operative occlusal view of maxillary arch.
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light-cured resin cement (Nexus3; Kerr). Light-
curing was performed for 2-3 sec at the labial and
lingual surfaces. Excess cement was removed; then
all-ceramic crowns were light-cured for 40 sec on the
labial and lingual surfaces. The same procedure was
followed for the remaining anterior restorations.
Occlusion was completely adjusted and checked
(Figs. 7c and 7d). The patient was recalled at
post-operative intervals of 1 week, 1 month, 3 months,
6 months and 1 year (Figs. 8 and 9).

Discussion

In general, GERD patients present with classical
GERD symptoms. Therefore, GERD is commonly
diagnosed based on the patientûs reported symptoms.
In contrast, silent GERD, in which the patient does not
exhibit any symptoms, is difficult to diagnose and might

require special diagnostic tests: for example, barium
swallow, endoscopy, pH monitoring, and proton pump
inhibitor testing. The first sign that can often be
observed in a silent refluxer is dental erosion.
Therefore, the dentist can play an important role in
diagnosing GERD and referring patients for appropriate
treatment before their symptoms progress and are more
difficult to restore.

Several methods have been used to treat GERD
patients. Lifestyle modification is considered to be the
most conservative treatment, including dietary changes,
eating smaller meals, smoking cessation, sleeping with
the head elevated 4 to 6 inches, avoidance of late meals,
decreasing body weight8,21, and medical modification
to avoid certain medications (such as tranquilizers and
beta-blocking agents) that can reduce saliva production,
LES pressure, esophageal motility and gastric
emptying.28-30 Antacids can be prescribed to increase the

Fig. 8 8a, Post-operative photo of patientûs smile, frontal view. 8b, Picture of patient smile after 18 months follow
up. 8c, Frontal view of upper anteriror crowns after 18 months follow up.
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Fig. 9 Comparison photos of patientûs smile. 9a, 9b and 9c, Photos of patientûs smile pretreatment, after 6 and 18
months follow-up.

pH of the refluxate and neutralize the acid.21 Histamine-2
(H2) receptor blocking agents are typically prescribed
for 6 to 12 weeks. For patients resistant to H2 receptor
blockers, or for patients with severe GERD, proton
pump inhibitors (PPIs) that can provide strong acid
suppression are the treatment of choice. Surgery might
be recommended in cases where GERD symptoms
cannot be treated with lifestyle changes and medication.
In this case, omeprazole (a PPI) is usually prescribed
together with domperidone (which is used to increase
esophageal peristalsis and lower esophageal sphincter

pressure) for the treatment of GERD symptoms.
A number of studies have demonstrated the method

of restoring dental erosion in GERD patients. In cases
of mild or moderate dental erosion where there is still
sufficient tooth structure to achieve promising
adhesion, direct resin composite restoration can be
considered as the most conservative treatment.31

Lingual ceramic veneers are an alternative treatment
option that provides an esthetic appearance and firm
coverage of tooth structure on the palatal surface.32

In cases of severe erosion, where the enamel on the
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lingual and facial surfaces is extensively lost, porcelain
fused to metal or all-ceramic crowns are used to
restore function and esthetics. Even though all-ceramic
restoration requires more tooth reduction and is more
brittle, it provides superior esthetics, light translucency
(similar to that of tooth structure), biocompatibility,
and sufficient strength. Because of the development of
ceramic systems and core materials, a high success rate
of all-ceramic restoration has been reported in several
studies.33,34

IPS e.max Press ceramic is composed of lithium
disilicate glass ceramic with high crystalline content
(approximately 70%) in a glass matrix. It was intro-
duced in 2005 to replace Empress II. Both IPS empress
II and IPS e.max have the same chemical basis.
The firing process of IPS e.max has been improved;
thus IPS e.max exhibits better physical and optical
properties in comparison with IPS Empress II.35 It can
provide excellent translucency (four levels of translucency
and unique opalescent shades) without compromising
its strength (360-400 MPa of flexural strength). Due
to its strength and translucency, IPS e.max requires
less tooth preparation to achieve optimal physical and
optical properties, compared to conventional ceramic
systems.

According to the manufacturer, there are two
designs for IPS e.max all-ceramic restorations:
1) lithium disilicate core veneered with porcelain; and
2) monolithic lithium disilicate ceramic. Because
restoration was to occur in the upper anterior region,
which is considered to be a high esthetic area, a lithium
disilicate core with porcelain veneer was proposed for
this patient. Monolithic lithium disilicate was chosen
for posterior crowns and onlays. The advantage of
monolithic material over other bilayer ceramic systems
(e.g. zirconia) is that it eliminates the problem of
porcelain veneer chipping. Delamination of porcelain
veneered zirconia crowns was reported in between 3%

to 5% of cases in the first 5 years.36 According to the
study by Guess et al (2010), 90% of porcelain
veneered zirconia crowns failed due to veneer chip-off
fracture at 350 N after 100,000 cycles. In contrast, no
chipping of monolithic lithium disilicate was reported
at 900 N after 180,000 cycles.37 Therefore, survival
rates of monolithic lithium disilicate seem to be higher
than for porcelain veneer zirconia when delamination
is considered as one of the modes of failure.

Many clinical studies have demonstrated a high
survival rate of IPS e.max crowns.38-40 Toksavul and
Marquardt demonstrated 95% and 100% survival rates
of IPS e.max crowns after five years.39,40 Boning et al
(2006) showed that IPS e.max Press crowns had a
survival rate as high as for gold metal-ceramic crowns
over an observation period of 3 years.41 Moreover, an
in vitro study reported that the fracture resistance of
IPS e.max Press was comparable to that of natural
unprepared teeth.42

Several studies have shown that ceramic material
has higher wear resistance compared to resin composite.
On the other hand, it can cause antagonistic tooth
damage, depending on the ceramic materials.43,44

Furthermore, some properties of ceramic materials-such as
fracture toughness, internal porosities and surface
defects-might accelerate the damage of antagonistic teeth.45

Conclusion

This case report presents the clinical manifesta-
tions of dental erosion in a GERD patient. Especially
in the case of silent GERD, where patients do not
exhibit GERD-related symptoms, dental erosion might
be the first sign observed during an oral examination.
This presentation can assist dentists in diagnosis as
well as proper medical and dental treatment, and also
prevent further tooth erosion to the point where
restoration becomes difficult.



« ∑—πµ ®ÿÃ“œ 2557;37:69-82 °—≈¬å¿—∑√å æß…å‡®√‘≠ ÿ¢  ·≈–§≥– 79

Reference

1. Watson IB, Tulloch EN. Clinical assessment of

cases of tooth surface loss. Br Dent J. 1985;

159:144-8.

2. Imfeld T. Dental erosion. Definition, classification

and links. Eur J Oral Sci. 1996;104:151-5.

3. Lussi A, Schaffner M, Hotz P, Suter P. Dental

erosion in a population of Swiss adults. Commun

Dent Oral Epidemiol. 1991;19:286-90.

4. Bouquot JE, Seime RJ. Bulimia nervosa. Dental

perspectives. Pract Periodont Aesthet Dent. 1997;

9:663-5.

5. Mistry M, Greby TH. Erosion by soft drinks of

molar teeth assessed by digital image analysis.

Caries Res. 1993;27:21-5.

6. DeMeester TR, Johnson LF, Joseph GJ, Toscano

MS, Hall AW, Skinner DB. Patterns of gastroe-

sophageal reflux in health and disease. Ann Surg.

1976;184:459-70.

7. Jarvinen VK, Rytomaa II, Heinonen OP. Risk

factors in dental erosion. J Dent Res. 1991;70:942-7.

8. Frank AG, Thomas K, Rudolph P. Gastroesophageal

reflux disease principles of disease, diagnosis, and

treatment. St. Stefan: Theiss GmbH, 2005:13-20.

9. Petersen H. The prevalence of gastrooesophageal

reflux disease. Scan J Gastroenterol Suppl. 1995;

211:5-6.

10. Locke GR 3rd, Talley NJ, Fett SL, Zinsmeister

AR, Melton LJ 3rd. Prevalence and clinical spec-

trum of gastroesophageal reflux: a population-based

study in Olmsted County, Minnesota. Gastroen-

terology. 1997;112;1448-56.

11. A Gallup Organization National Survey. Heartburn

Across America. Princeton, NJ: Gallup Organization;

1988.

12. Chen MJ, Wu MS, Lin JT, Chang KY, Chiu HM,

Liao WC, et al. Gastroesophageal reflux disease

and sleep quality in a Chinese population. J Formos

Med Assoc. 2009;108:53-60.

13. Kang JY. Systematic review: geographical and

ethnic differences in gastro-oesophageal reflux

disease. Aliment Pharmacol Ther. 2004;20:705-17.

14. El-Serag HB. Time trends of gastroesophageal

reflux disease: a systematic review. Clin Gastroenterol

Hepatol. 2007;5:17-26.

15. Fock KM, Talley NJ, Fass R, Goh KL, Katelaris

P, Hunt R, et al. Asia-Pacific consensus on the

management of gastroesophageal reflux disease:

update. J Gastroenterol Hepatol. 2008;23:8-22.

16. Bartlett DW, Evans DF, Smith BG. The relation-

ship between gastroesophageal reflux disease and

dental erosion: Review. J Oral Rehabil. 1996;23:

289-97.

17. Bartlett DW, Evans DF, Smith BG. A study of the

association between gastro-esophageal reflux and

palatal dental erosion. Dent Journal. 1996;181:125-31.

18. Vakil N, van Zanten SV, Kahrilas P, Dent J, Jones

R. The Montreal definition and classification of

gastroesophageal reflux disease: a global evidence-

based consensus. Am J Gastroenterol. 2006;101:

1900-43.

19. Eccles JD, Jerkins WG. Dental erosion and diet. J

Dent. 1974;2:153-9.

20. Eccles JD. Tooth surface loss from abrasion,

attrition, and erosion. Dent Update. 1982;9:373-81.

21. Ned B. Van Roekel. Gastroesophageal reflux

disease, tooth erosion, and prosthodontic rehabili-

tation: a clinical report. J Prosthodont. 2003;12:255-9.

22. Taylor G, Taylor S, Abrams R, Mueller W. Dental

erosion associated with asymptomatic gastroesoph-

ageal reflux. ASDC J Dent Child. 1992;59:182-5.

23. John CR, Timothy TN. Oral manifestations of

gastrointestinal diseases. In: T Yamada, DH Alpers,

AN Kalloo et al. editors. Atlas of Gastroenterology.

4th ed. Oxford: Blackwell Publishing, 2009:839-45.



CU Dent J. 2014;37:69-82Pongcharoensuk K, et al80

24. Lombardi RE. The principle of visual perception

and their clinical application to denture esthetics.

J Prosthet Dent. 1973;29:358-82.

25. Rosenstiel SF, Ward DH, Rashid RG. Dentistsû

preferences of anterior tooth proportion-a web-based

study. J Prosthodont. 2000;9:123-36.

26. Fradeni M, Barducci G. Tooth analysis. In: Fradeni

M editor. Esthetic rehabilitation in fixed prosth-

odontics. Esthetic analysis: a systemic approach to

prosthodontic treatment. Illinois: Quintessence

Publishing Co, Inc. 2004:137-241.

27. Gillen RJ, Schwartz RS, Hilton TJ, Evans DB. An

analysis of selected normative tooth proportions.

Int J Prosthodont. 1994;5:410-7.

28. Meurman JH, Toskala J, Nuutinen P, Klemetti E.

Oral and dental manifestations in gastroesophageal

reflux disease. Oral Surg Oral Med Oral Pathol.

1994;78:583-9.

29. Gilmour AG, Beckett HA. The voluntary reflux

phenomenon. Brit Dent J. 1993;175:368-72.

30. Hillman AL, Bloom BS, Fendrick AM, Schwartz

JS. Cost and quality effects of alternative treat-

ments for persistent GERD. Arch Int Med. 1992;12:

1467-72.

31. Aziz K, Ziebert AJ, Cobb D. Restoring erosion

associated with gastroesophageal reflux using

direct resins: Case report. Oper Dent. 2005;30:

395-401.

32. Hayashi M, Shimizu K, Takeshige F, Ebisu S.

Restoration of erosion associated with gastroesoph-

ageal reflux caused by anorexia nervosa using

ceramic laminate veneers: a case report. Oper Dent.

2007;30:306-10.

33. Lopes GC, Baratieri LN, Caldeira de Andrada MA,

Maia HP. All ceramic post core, and crown:

technique and case report. J Esthet Restor Dent.

2001;13:285-95.

34. Oden A, Andersson M, Krystek-Ondracek I,

Magnusson D. Five year clinical evaluation of

procera all ceram crowns. J Prosthet Dent. 1998;80:

450-6.

35. Stappert CF, Stathopoulou N, Gerds T, Srub JR.

Survival rate and fracture strength of maxillary

incisors, restored with different kinds of full

veneers. J Oral Rehabil. 2005;32:266-72.

36. Edelhoff D, Florian B, Florian W, Johnen C. HIP

zirconia fixed partial dentures: Clinical results

after 3 years of clinical service. Quintessence Int.

2008;39:459-71.

37. Guess PC, Zavanelli RA, Silva NR, Bonfante EA,

Coelho PG, Thompson VP. Monolithic CAD/CAM

lithium disilicate versus veneered Y-TZP crowns:

Comparison of failure modes and reliability after

fatigue. Int J Prosthodont. 2010;23:434-42.

38. Etman MK, Woolford MJ. Three-year clinical

evaluation of two ceramic crown systems: a

preliminary study. J Prosthet Dent. 2010;103:80-90.

39. Toksavul S, Toman M. A short-term clinical evalu-

ation of IPS Empress 2 crowns. Int J Prosthodont.

2007;20:168-72.

40. Marquardt P, Strub JR. Survival rates of IPS

Empress 2 all-ceramic crowns and fixed partial

dentures: results of a 5-year prospective clinical

study. Quintessence Int. 2006;37:253-9.

41. Boning K, Ullmann U, Wolf A, Lazarek K, Walter

M. DreijaÅNhrige klinische BewaÅNhrung

konventionell zementierter Einzelkronen aus

Lithiumdisilikat-Keramik. Dtsch ZahnaÅNrztl.

2006;61:604-11.

42. Leempoel PJ, Eschen S, De Haan AF, Vanût Hof

MA. An evaluation of crowns and bridges in a

general dental practice. J Oral Rehabil. 1985;12:

515-28.

43. Etman MK, Ferenczi L, Woolford MJ. Tooth wear



« ∑—πµ ®ÿÃ“œ 2557;37:69-82 °—≈¬å¿—∑√å æß…å‡®√‘≠ ÿ¢  ·≈–§≥– 81

and wear of ceramic restorations: prospective clinical

study. J Dent Res. 2006;85: Abstract 215.

44. Esquivel-Upshaw JF, Young H, Jones J, Yang M,

Anusavice KJ. In vivo wear of enamel by a lithium

disilicate-based core ceramic used for posterior

fixed partial dentures: first-year results. Int J

Prosthodont. 2006;19:391-6.

45. Oh WS, Delong R, Anusavice KJ. Factors affecting

enamel and ceramic wear: a literature review. J

Prosthet Dent. 2002;87:451-9.



CU Dent J. 2014;37:69-82Pongcharoensuk K, et al82

°“√∫Ÿ√≥–øíπ ÷°°√àÕπ„πºŸâªÉ«¬°√¥‰À≈¬âÕπ

·∫∫‰¡à· ¥ßÕ“°“√: √“¬ß“πºŸâªÉ«¬

°—≈¬å¿—∑√å æß…å‡®√‘≠ ÿ¢ ∑.∫.
1

‡©≈‘¡æ≈ ≈’È‰«‚√®πå ∑.∫., M.S.D., A.B.O.D.,  .√.∑.æ.∑.
2

1π‘ ‘µ∫—≥±‘µ»÷°…“ À≈—° Ÿµ√∑—πµ°√√¡∫Ÿ√≥–‡æ◊ËÕ§«“¡ «¬ß“¡·≈–∑—πµ°√√¡√“°‡∑’¬¡ §≥–∑—πµ·æ∑¬»“ µ√å

®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬
2À≈—° Ÿµ√∑—πµ°√√¡∫Ÿ√≥–‡æ◊ËÕ§«“¡ «¬ß“¡·≈–∑—πµ°√√¡√“°‡∑’¬¡ §≥–∑—πµ·æ∑¬»“ µ√å ®ÿÃ“≈ß°√≥å¡À“«‘∑¬“≈—¬

∫∑§—¥¬àÕ

øíπ‡ªìπ à«πª√–°Õ∫ ”§—≠¢Õß„∫Àπâ“ ¥—ßπ—Èπ‡¡◊ËÕ‡°‘¥°“√ Ÿ≠‡ ’¬ à«π¢Õß‡§≈◊Õ∫øíπ·≈–‡π◊ÈÕøíπ„π
øíπ Àπâ“®– àßº≈°√–∑∫µàÕ¿“æ≈—°…≥å·≈–§«“¡¡—Ëπ„®¢Õß∫ÿ§§≈π—Èπ °“√ Ÿ≠‡ ’¬‡§≈◊Õ∫øíπ “¡“√∂‡°‘¥‰¥â®“°À≈“¬
ªí®®—¬Õ“∑‘‡™àπ ·√ß®“°°“√·ª√ßøíπ ·√ß®“°°°“√∫¥‡§’È¬« À√◊Õ®“°°“√®“° “√‡§¡’∑’Ë¡’§«“¡‡ªìπ°√¥¥—ß‡™àπ∑’Ë
 “¡“√∂æ∫‰¥â„πºŸâªÉ«¬‚√§°√¥‰À≈¬âÕπ °√¥‰À≈¬âÕπ§◊Õ°“√‰À≈¬âÕπ°≈—∫¢Õß°√¥„π°√–‡æ“–Õ“À“√ Ÿà∑“ß‡¥‘π
Õ“À“√·≈–™àÕßª“° „πºŸâªÉ«¬‚√§ °√¥‰À≈¬âÕπ à«π„À≠à®–¡’Õ“°“√‡®Á∫· ∫∑’ËÀπâ“Õ°®“°°√¥‰À≈¬âÕπ ´÷Ëß·æ∑¬å
 “¡“√∂«‘π‘®©—¬‚√§°√¥‰À≈¬âÕπ ‰¥â®“°Õ“°“√¥—ß°≈à“« „π∑“ß°≈—∫°—π„π§π‰¢—∫“ß°≈ÿà¡Õ“®‰¡à¡’Õ“°“√· ¥ß¢Õß
‚√§°√¥‰À≈¬âÕπ °“√ —ß‡°µ°“√ ÷°°√àÕπ¢Õß™—Èπ‡§≈◊Õ∫øíπ®“°°√¥∑’Ë‰À≈¬âÕπ‡ªìπÕ’°«‘∏’Àπ÷Ëß∑’Ë “¡“√∂π”¡“
«‘π‘®©—¬‚√§¥—ß°≈à“« ¥—ßπ—Èπ∑—πµ·æ∑¬å§«√µâÕß¡’ à«π√à«¡„π°“√ —ß‡°µ°“√ Ÿ≠‡ ’¬‡§≈◊Õ∫øíπ„πºŸâªÉ«¬‚√§°√¥
‰À≈¬âÕπµ—Èß·µà√–¬–‡√‘Ë¡µâπ ‡æ◊ËÕªÑÕß°—π‚√§ °√¥‰À≈¬âÕπ‰¡à„Àâ√ÿπ·√ß¢÷Èπ®π¬“°µàÕ°“√√—°…“ „π∫∑§«“¡π’È‰¥â
Õ∏‘∫“¬∂÷ß¢—ÈπµÕπ„π°“√√—°…“ºŸâªÉ«¬‚√§°√¥‰À≈¬âÕπ√«¡‰ª∂÷ß°“√µ√«®«‘π‘®©—¬ ·≈–°“√„Àâ°“√√—°…“∑—Èß„π∑“ß°“√
·æ∑¬å·≈–∑“ß∑—πµ°√√¡ ÷́Ëß “¡“√∂π”‰ª„™â‡ªìπ·π«∑“ß„π°“√„Àâ°“√√—°…“∑“ß∑—πµ°√√¡„πºŸâªÉ«¬‚√§°√¥‰À≈
¬âÕπ‡∫◊ÈÕßµâπ‚¥¬‡©æ“–Õ¬à“ß¬‘Ëß„πºŸâªÉ«¬°√¥‰À≈¬âÕπ·∫∫‰¡à¡’Õ“°“√ ºŸâªÉ«¬„π°√≥’»÷°…“√“¬π’È∑—πµ·æ∑¬å‡√‘Ë¡°“√
√—°…“‚¥¬°“√∫Ÿ√≥–øíπÀ≈—ß¥â«¬«— ¥ÿ‡√´‘π§Õ¡‚æ ‘µ ÕÕπ ‡≈¬å ·≈–§√Õ∫øíπµ“¡§«“¡‡À¡“– ¡‚¥¬√—°…“ à«π¢Õß
‡§≈◊Õ∫øíπ·≈–‡π◊ÈÕøíπ‰«â„Àâ¡“°∑’Ë ÿ¥ ∑—Èßπ’È„π°“√√—°…“ºŸâªÉ«¬‰¥â∂Ÿ° àßµ—«‰ª√—∫°“√√—°…“‚√§°√¥‰À≈¬âÕπ·≈–ªÑÕß°—π
‰¡à„Àâ°≈—∫¡“¡’Õ“°“√Õ’° „π°“√∫Ÿ√≥–øíπÀπâ“§√Õ∫øíπ™—Ë«§√“«∑’Ë∑”¢÷Èπµ“¡·∫∫®”≈Õßøíπ∂Ÿ°π”¡“„™â‡æ◊ËÕ
ª√–‡¡‘π°“√∫¥‡§’È¬« °“√ÕÕ°‡ ’¬ß ·≈–§«“¡ «¬ß“¡¢Õß§π‰¢â À≈—ß®“°§√Õ∫øíπ™—Ë«§√“«∂Ÿ°ª√—∫·µàß®π‡À¡“– ¡
·≈â«§√Õ∫øíπ‡´√“¡‘°®–∂Ÿ°∑”¢÷Èπµ“¡·∫∫§√Õ∫øíπ™—Ë«§√“« ·≈–π”¡“„ à‡æ◊ËÕ„ÀâºŸâªÉ«¬°≈—∫¡“¡’øíπ∑’Ë «¬ß“¡·≈–
¡—Ëπ„®„π√Õ¬¬‘È¡¢Õßµπ‡ÕßÕ’°§√—Èß

(« ∑—πµ ®ÿÃ“œ 2557;37:69-82)

§” ”§—≠: °“√∫Ÿ√≥–øíπÀπâ“; §√Õ∫øíπ‡´√“¡‘°™π‘¥≈‘‡∑’¬¡‰¥ ‘́≈‘‡°µ; øíπ ÷°°√àÕπ; ‚√§°√¥‰À≈¬âÕπ·∫∫‰¡à
· ¥ßÕ“°“√

ºŸâ√—∫º‘¥™Õ∫∫∑§«“¡ ‡©≈‘¡æ≈ ≈’È‰«‚√®πå  Chalermpol.L@chula.ac.th


