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ABSTRACT

Perimolysis is a type of intrinsic erosion—an itreversible dental deminemlization linked to
chronic regurgicacion—which causes teeth to be more susceptible to dental caries. The put-
pose of this case report was to study a 35-month-old chronic vomiting child who visited the
Department of Pediatric Dentistr\' in Yonsei Dent;il Hospital, Seoul, South Korea, for an
evaluation of and treatment tor the loss ot [ooth structure of his primary teeth. To prevent
further destruction of the teeth and maintain occlusal height, all the posterior teeth were
restored with stainless steel crowns and all the anterior teeth were restored with resin veneer
crowns after pulpal treatment under general anesthesia. Therefore, when a child suffering trom
chronic vomiting visits a pediacric dental clinic, it is prudent to: (1) perform all possible dental
treatment to control vomiting's adverse influences on the oral structures; and (2) refer the
patient to a pediatrician to determine the cause of vomiting. (J Dent Child 2005;72:49-51)
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Dental erosion is an irreversible loss of the dental hard
tissue, which is caused by a chemical process in the
absence of bacteria. It can appear as a secondaty mani-

festation of a systemic disease.'" Vomiting is a relatively com-
mon condition in infants and children.' Acute infections, emo-
tional stress, gastrointestinal disorders, genitourinary'disease, and
neurological disease can play a role in vomiting. The aiuse of this
vomiting varies, according to the patients age.'''̂  Because chronic
vomiting has numerous medical complications, it is important
to c\'iiltLate the patient's growth and development/'' Moreover, a
complete physical examination is imperative.

Gastric acid is a strong acid with a pH of 1.0 and has bac-
tericidal effects. Along with pepsin, it digests protein and pro-
tects the duodentim from bacteria.** Perimolysis, a type of in-
trinsic dental erosion, is an irreversible dental demineraliza-
tion linked to chronic regurgitation.'"" When it occurs, the
pH falls below the critical level of 5 .5 , ' " resulting in tooth
decalcification Lind greater susceptibility to dental caries.'^
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CASE REPORT
A 35-month-old boy visited the Department of Pediatric Den-
tistry in Yonsei Dental Hospitd, Seoul, South Korea, for evalu-
ation and treatment of his primary teeth. He w;is born after a
normal frill-term pregmincy. Five months after birth, he was
diagnosed with gjistroesophageal reflux. At 12 months of age,
he had septicemia and pneumonia. At 18 months, he under-
went surgery for inttissusception and no genopathy was found.

The patient showed a delay in physical development. He
could not bitl;ince his head on his neck at 18 months, sit on the
floor witliotit aid at 24 months, or stand erect without aid at 35
months. His pediatrician did a complete physical examination
and diagnosed him as having a developmental disorder At the
time of his first visit to the authors' dental hospital, the patient
was receiving physical treatment for the delayed development
and verbal communication was not possible.

Due to dysphagia, the patient was only able to ingest ap-
proximately 240 ml of botde-fed milk at one time, 5 to 8 times
per a day. At the time of his visit, he was 84 cm in height and
weighed 10.5 kg (imder the fifth percentileon the norm;il growth
chart for South Korean children), which was underdeveloped
compared to normally developed boys at his age.

The parents reported that the patient vomited more than
10 times a day for unknown reasons. According to his mother,
hevomitedseverely whenever he was frightened, lost his tem-
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Figure 1. Both arches showing erosions on aii 4 first
primary moiars and moderate to severe dentai caries.

per, had to do things that he did not want to do, and scolded
by others. Because his pediatrician and parents overlooked
the adverse influence of vomiting on his dentition and paid
no attention to his oral hygiene, his first visit to a dental clinic
was delayed.

An intraoral examination showed moderate to severe den-
tal caries on all of his teeth in both arches, with erosions on iill
4 first primary molars and on the lingual surfaces of the max-
illary anterior teeth (Figure 1). The patient's oral hygiene sta-
tus was quite poor, and his gums bled easily as a result of
generalized gingivitis. Chronic vom-
iting was assumed to contribute to
the dental erosion and inflammation.

Intraoral radiographs revealed flat
occlusal surfaces of the primary first
molars (Figtire 2). Due to a lack of
cooperation, the dental treatment was
performed under general anesthesia.
The preoperative evaluations (urinaly-
sis, chest radiograph, electrocardio-
gram, routine chemistry, routine he-
matology, and special hematology)
were performed and revealed no ab-
normalities. All the posterior priniiiry
molars were restored using stainless
steel crowns to prevent further tooth
erosion and a loss of verticd occlusal
height. Pulp therapy was performed
on all teeth with pulpitis, and all an-
terior primary teeth were restored with
resin veneer crowns. 'ITie effects of the
chronic vomiting on the teeth and the

importance of applying regular topical fluoride and oral hy-

giene care were emphasized to the parents.

DISCUSSION

The causes oi dental erosion can be classified into intrinsic
and extrinsic factors.'"'''-^ Intrinsic factors include chronic vom-
iting with regurgitation, anorexia ncrvosa, bulimia, pregnancy,
alcoholism, gastrointestinal disorders, and gastroesophageal
reflux." Extrinsic factors include acidic materials floating in
the air, the chlori nation of swimming pools, strong acidic in-
ternal medicines, and frequent drinking of acidic beverages,
such as soft drinks and fruit juices.

I h e major causes of chronic vomitini; of infants without
an organic lesion are regurgitation and rumination. Regurgi-
rarion means to cast up partially digested food caused by the
physiological immaturity of the gastroesophagus. In most cases,
it disappears within a year after birtb and does not have com-
plications. A rumination disorder is a mental disorder occur-
ring in infancy, typically manifested by the age of 3 to 6
months, that is characterized by the repeated regurgitation of
food and is usually accompanied by weight loss or a failure to
gain weight. ' '" 'The most common catises of chronic vomit-
ing In ages 2 and older are fijnctional flictors without other
physiail defects.'

The child in this case had no physical defects requiring
surgery to control the vomiting, but had a general decrease of
muscle toniciry, underdevelopment, and emotional distur-
bances. Therefore, it is believed that the disease had progressed
from rumination to functional vomiting.

In this case, to prevent flirther destruction of his teeth and
maintain occltLsal height, all the posterior primary teeth were
restored using stainless steel crowns undet general anesthesia.
The regtilar application of topical fluoride in the clinic was pre-
scribed instead of ati in-home appliauion using a mouthguard
containing fluoride' due to management problems.

Figure 2. Intraorai radiograph examinations showing the fiat occiusai surfaces of first
primary moiars.
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CONCLUSIONS

Chronic vomiting has adverse effects on the teeth, oral soft
tissue, esophagus, pharj'nx, physical growth, and electrolytic
balance.'"'' Among these, the erosion of teeth catises irrevers-
ible damages stich as a loss of vertical occlusal height and in-
creased susceptibility to dental caries.'̂ " Most pediatricians and
parents, however, overlook these adverse influences on the teeth
of chronic vomiting patients. Therefore, in the case of a child
with chronic vomiting, it is recommended that:

1. all possible dental treatments—including prosthetic, con-
servative, and preventive approaches—be performed to
control the adverse infltiences of vomiting on the oral
structure;

2. the patient be referred to a pediatrician for the appropri-
ate management of vomiting.
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