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Abstract  

A genetic predisposition for oligodontia in interfamily marriage has lead to complete adontntia in a female. No pattern 

of abnormality was seen in deciduous dentition, corresponding to the family history of normal deciduous dentition. No 

conditions associated with any syndromic disease was identified in this case. No history of trauma and developmental 

anomalies was observed. Upon oral examination no abnormality was reported. Genetic testing to identify the genes 

associated with this nature of adontia is recommended. 
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Introduction 

The emergence of tooth into the oral cavity from the site 

of it’s development is eruption. The process is timed 

similarly, bilaterally. Development of the dental follicle 

plays a significant role in the eruption of tooth and the 

deposition of bone and periodontal tissue proximal the 

root of the developing tooth. The failure to erupt is 

generally associated to a physical obstruction in the path 

of eruption.1 The frequency of reported occurrences of 

primary eruption failure is as low as0.06%.2, 3 The key 

manifesto for primary eruption was  initially described 

by Proffit and Vig.4 A greater number of females have 

reported with primary eruption failure as compared to 

male with a percentage ratio of 60% females and 40% 

male across all documented cases. An associated family 

history in 50% is often reported. Hypodontia, which 

Implies absence of tooth bud and following tooth 

structure is associated with 40% of the reported cases. 

Frequency of eruption failure is seen in following order 

from highest to the lowest first and second molars, 

incisors, canines, least premolars.5 Permanent dentition’s 

teeth may fail to erupt for either reason a mechanical 

obstruction, idiopathic or pathological, or because of 

disruption to the eruptive mechanism itself.6 

This article is aimed to report a pair of cases. One of 

which is a completely edentulous female and her brother 

who is partially dentate. 

Case Series 

Case 1: A healthy 26-year female appeared with the 

primary request of full denture fabrication to Armed 

Forces Institute of Dentistry, Prosthodontics department. 

Upon oral examination, female was edentulous with a 

healthy mucosa and was wearing an acrylic full denture 

prosthesis figure 1.  
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Figure 1 extra oral appearance of patient 

The patient was 5’4 inch height and weigh within normal 

BMI range, no musculoskeletal, dermal or craniofacial 

deformity was observed in the body or the orofacial 

complex. Patient’s mother revealed that it was an 

uneventful pregnancy followed by timely delivery. 

Patient has reported no history of hospitalization or 

allergies in the past. She has a history of morphologically 

and anatomically normal teeth that follow the timely 

eruption and exfoliation pattern of deciduous dentition in 

her past. Upon blood work, her complete blood picture, 

thyroid function, liver function and renal function test 

were reported unremarkable 

Family history reveals an extensive history of primary 

eruption failure of multiple teeth in permanent dentition 

in the posterior portion of each arch of both parents. Both 

parents are genetically related, first cousins. Intra oral 

examination reveals patient has normal mucosa with 

well-formed arches. The mucosa is pink and resilient 

with no lesions figure 2.  

 
Figure 2 intra oral photograph of patient 

OPG of our patient reveals tooth like structures present 

in a form undistinguishable permanent teeth with coronal 

malformation, locations of the disfigured teeth are the 

primary guidance ques in estimating which tooth is seen, 

as seen in figure 3 these primary findings are reported. 

The following tooth structure are considered to be 

primarily malformed with locational evidence of tooth 

buds seen in the radiographic evaluation 

 
Figure 3. OPG of patient reveals tooth like structures 

present in a form undistinguishable permanent teeth with 

coronal malformation 

1. Right mandibular canine 

2. Right mandibular second molar 

3. Left mandibular second molar 

4. Left upper third molar 

5. Right upper third molar  

6. incisors in all 4 quadrants 

Case 2: Other sibling brother, 30-year-old male of the 

patient also suffers eruption failure of morphologically 

disfigured second and third molar teeth in both arches, 

however, premolar which are considered the most 

susceptible to primary eruption failure were seen to have 

erupted in all the four quadrants except one and retention 

of right mandibular “c” with an underlying impacted first 

premolar.  

upon oral examination the of the 30-year-old male 

patient the mucosa seems normal in color and texture and 

the alveolar arches appear well formed. Similarly, family 

history reveals an extensive history of primary eruption 

failure of multiple teeth in permanent dentition in the 
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posterior portion of each arch of both parents. Both 

parents are genetically related, first cousins. 

Radiographically malformation of the impacted 

permanent molar crown is seen in the OPG of the patient. 

Presence of distinguishable tooth like structure with 

poorly formed crowns and malformed roots is seen 

figure 4. The return to see in the lower right arch is very 

clearly visible on the OPG. Other comment able findings 

are; 

1. Missing canine in upper right quadrant. 

2. Missing premolar tooth buds in upper right 

quadrant. 

3. Malformed second and third molar tooth buds in 

upper right and left quadrant 

4. Well-formed roots and poorly formed crowns in 

mandibular, second and third molar in both 

right and left quadrant. 

Figure 1 OPG of partially dentate patient 

Discussion 

In normal human adults’ eruption of the tooth occurs 

when the development of the bud occurs. The bud itself 

develops responsible for the clear movement of the truth 

from inside the Developmental position to the alveolar 

position, into occlusion.7 

 

 

Recent molecular studies have revealed that eruption 

may be quite tightly associated with other processes, 

which may include not only failure of the dental follicle 

or osteoblast and osteoclast formation, but also 

secondary upon poor or suboptimal development of the 

overlying soft tissue i.e. keratinized and non-keratinized 

mucosa. The evaluation of these alterations in the 

mucosal tissue may be done via histologically sections. 

However, in this case it is quite clearly evident that the 

formation of the tooth bud was never completed to the 

stage where the root interjects into the oral cavity. As we 

can see in this case, molecular signaling complex of 

development of tooth is hypothesized to be disordered.8 

No tooth structure expresses a well formed coronal 

region in case 1 and in the unerupted dentition of case 2. 

we can observe poor crown development, which means it 

can be a combination of amelogenesis imperfecta as well 

as poor signaling events. Because the patient also has 

relatives with eruption failures, it may be considered that 

pathology is genetic and therefore is more certainly 

dependent on signaling molecules during the course of 

development.9 A variety of pathologies may be afoot in 

this case mainly emerging due to cousin marriage.10 The 

management of this patient cannot be done by surgical 

removal of the poorly placed tooth buds or replacement 

via implants. This is because as we can see in the 

radiograph, the presence of root like structures is 

surrounded by presence of the lamina dura, which makes 

the bone disconnected from the root surface itself. This 

implies that if an implant is placed in a place like this, it 

will interdigitate upon mobile structures such as the root 

structure and the malformed periodontal structures. This 

will cause instability in the implant. Therefore the only 

resolve is to give a complete denture prosthesis that are 

anchored primarily by the mucosa and the secondary 

stress bearing areas. 

Conclusion 

Variation or deviation from the normal eruption pattern 

is a common finding that can cause significant changes 

in a person's quality of life. It is quite important to 

understand the cause. In order to assess the options that 

exist for the diagnosis and management of such 

individual. Marriage counselling and genetic counselling 

should be made more readily available in order to reduce 

burden of diseases. 
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