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Abstracts
27-001.  Hazelton, L.R. Diagnosis and Dental Management of Eating Disorder Patients. Int J Pros, 9:65-73, 1996.
Purpose: The purpose of this article is to review the disorders of anorexia and bulimia and their implications on dental treatment.
Methods & Materials: The author reviews three clinical cases.
Discussion: Anorexia nervosa and bulimia nervosa are serious disorders that affect some 7.5 million americans. the disorders are psychophysiologic conditions that start in adolescence and can continue into the fourth and fifth decade of life. Anorexia and bulimia is most commonly found in women because of perceived societal pressures to be thin. there is a considerable overlap between anorexia and bulimias. Anorexia is associated with a person who restricts their food intake. Bulimia is associated with a person binging and purging upon food consumption. Body weight flucuations are most commonly seen in bulimics.Most bulimics will have a history of self-induced vomiting.
     A multi disciplinary team, including a dentist, psychotherapist, physician and nutritionist, is required to successfully address the psychologic and physiologic needs of an eating disorder patient.
     Early detection and intervention is the best hope for recovery. As time progresses, the recovery rate is a mere 12% to 37% based upon a six year longitudinal study.
     Planning the appropriate treatment presents a challenge. This challenge is based upon the nature of the disorder, excessive loss of tooth structure, patient compliance, prevention of caries development, past hygiene history and practices and the havoc of the erosive vomitus.
     In the cases presented by the author full mouth fixed rehabilatations were necessary based upon the damage and esthetic demands of the patients. In all cases full coverage is necessary either utilizing PFM's or full porcelain coverage. However, these to can fail too if the self-induced vomiting habit is not corrected. In all these cases, proper intervention must be utilized in order to help the patient. In fact, recognizing that relapse is common, we must give careful consideration to the decision to proceed with definitive care.

27-002. Bartlett, D.E., Evans, D.F. and  Smith, B.G.N . The Relationship Between Gastro-esophageal Reflux Disease and Dental Erosion.  J Oral Rehabil 23:289-97,1996.
Summary it is well known that acid regurgitated from the stomach into the mouth will erode teeth. Conditions such as anorexia and bulimia nervosa, chronic alcoholism and gastric disturbances cause palatal dental erosion. The common factor in these conditions is the role player by the stomach and the esophagus in the acid movement. Acid moving through the lower esophageal sphincter in the esophagus is described as gastro-esophageal reflux (GOR). In some patients the acid movement becomes chronic, painful and requires treatment and is termed gastro-esophageal reflux disease (GORD). It is felt by many gastroenterologists that GORD is predominantly controlled by the lower esophageal sphincter (LOS). Regurgitation is the reflux of gastric juices through the upper esophageal sphincter and into the oral cavity. Once the acid has reached the mouth the potential exists for damage to the teeth. This paper reviews the role of GOR, GORD and regurgitation in the etiology of dental erosion.

27-003. O'Reilly, R.L., Orthodontic abnormalities in patients with eating disorders. Int Dent J 41:212-6, 1991.
Discussion: Many anorexic and bulimic patients induce vomiting by inserting their fingers in the oral cavity. We hypothesized that finger pressure could lead to tooth movement, eventually resulting in the development of orthodontic abnormalities, particularly open bite. Twenty-four females with eating disorders and 24 matched controls underwent orthodontic examination and completed a dental questionnaire. Orthodontic abnormalities were more commonly found in the eating disorder group and open bite was the most common abnormality seen. The presence of open-bite or other orthodontic abnormality was not associated with patients reports of self-induced vomiting, which would suggest that digital pressure was not the causative factor. The dental appearances indicated that the skeletal base pattern was abnormal in many cases. The findings could, in part, be accounted for by the fact that patients with eating disorder were less likely than controls to have completed courses of orthodontic treatment. Alternatively, the orthodontic abnormality may have contributed to the development of an eating disorder. Further study of this area is proposed. 

27-004. House, R.C. et al. Perimolysis: unveiling the surreptitious vomiter. Oral Surg Oral Med Oral Path 51:152-55, 1981.

Purpose: The article describes perimolysis and a method using blood and urine studies to establish whether a patient with perimolysis but denies vomiting is a surreptitious vomiter. 
Methods: The article contains a case report of a patient suspected of chronic vomiting associated with bulimia. The patient had presented with marked erosion of her dentition and the chief complaint of sensitivity. The patient was told that laboratory studies were needed in order to determine the cause of the erosion. The studies included CBC, serum electrolytes, arterial blood gases, urine pH, and urine electrolyte studies. Further studies conducted included an endocrine profile and radiography of the sella tursica. 
Results: The lab studies showed the metabolic alkalosis and low urinary chloride concentration, which are consistent with chronic vomiting. The endocrine profile revealed a delayed rise in thyroid stimulating hormone and increases in serum cortisol and prolactin. These findings are consistent with anorexia nervosa. 
Discussion: The article describes lab studies, which can be used to confirm that a patient is a chronic vomiter when they are in denial. Metabolic alkalosis can be chloride replete or chloride deplete such as that seen with diuretic use and after loss of hydrochloric acid from the stomach due to vomiting. This is why they studied the urinary chloride levels. Perimolysis is the decalcification process involving the lingual and occlusal surfaces of teeth due to chronic regurgitation. The teeth present with erosion of enamel and dentin, rounded contours, and absence of staining. Amalgam restorations remain intact, the tooth structure having dissolved away from the restoration. 

27-005. Hasler, J.F. Parotid enlargement: a presenting sign in anorezia nervosa. Oral Surg Oral Med Oral Pathol 53:537-73, 1982.
Abstract not available at this time ......

27-006. Hsu, L.K.G. Outcome of Anorexia Nervosa Arch Gen Psychiatry. 37:1041-1046, 1980.
Purpose: To present the findings of the research over the years 1954-1978 on the outcome of aneroxia nervosa in the areas of mortality, nutritional status, eating difficulties, menstrual function, psychiatric status, psychosocial and psychosexual adjustment and treatment.
Mortality: Varied from 0 to 19 percent. Causes of death were mainly inanition and severe electrolyte disturbance due to vomiting and or purging, suicide, and in earlier studies, tuberculous.
Nutritional outcome: Body weight eventually became normal in 41 to 81 percent.
Menstrual outcome: Amenorrhea is widely regarded as a cardinal feature of the syndrome, and its return may not necessarily follow recovery of normal weight gain.
Eating difficulties at follow up: One third were eating normally at follow up, while hale were still consciously and purposefully avoiding high calorie foods. Bulimia, or compulsive overeating, was present in 14 to 50 percent of the subjects.
Psychiatric outcome: Hardly any of the patients were free from neurotic fixations on body weight.
Psychosexual outcome: 20 percent were clearly abnormal in attitude or behavior. Marriage and child bearing were much more common among those who had recovered.
Psychosocial outcome: A substantial proportion remained poorly adjusted socially at follow up. 
Effects of treatment: Treatment can be divided between initial and long-term. The initial phase is relatively simple and usually successful. Good results have been obtained with nursing care, nursing care and psychotherapy, nursing care and chlorpromazine hydrochloride therapy, behavior modification, or family therapy. Initial weight gain to a satisfactory level, what ever the treatment method adopted, does not necessarily ensure long-term improvement. 
Overall: three-quarters of the patients are better at follow up than at initial treatment.

27-007.  Barry, A. Anorexia nervosa in males. Postgraduate Medicine 87: 161-166 , 1990.

Discussion: Anorexia nervosa is a syndrome characterized by extensive weight loss, disturbance of body image, and intense fear of becoming obese. This syndrome occurs primarily in females, and only about 5-10% of cases occur in males.

Diagnostic criteria:
· Refusal to maintain minimum normal weight

· Loss of more than 15% of original body weight

· Disturbance of body image

· Intense fear of becoming fat

· No known physical illness leading to weight loss

Anorexia nervosa can be classified as primary or atypical

1. primary - involves preoccupation with body size, and has feelings of inadequacy.

2. atypical - weight loss secondary to another psychiatric disorder, which results in an eating dysfunction
Course: Anorexia nervosa most commonly begins when overweight teenagers perceive themselves to be fat. It may present as a single episode or as an insidious process lasting for years. Mortality has been from 2-18% of cases.

Clinical picture: Anorexia nervosa is divided into three subtypes, according to age at onset of illness

1. prepubertal (differential diagnosis psychogenic dysphagia/endocrine disorders)

2. adolescent (often premorbidly obese, spectrum of personality disorders)

3. adult (usually begins with normal dieting and overwhelming stress, high incidence medical problems)

Psychological factors: 

1. disturbance of body image (maintain extreme thinness and deny this is abnormal)

2. inaccurate perception of stimuli (fail to recognize hunger, abnormal eating habits)

3. sense of ineffectiveness (see themselves as responding to demands of others rather than their own needs.) 

In male patients , gender identity problems and homosexual panic often precede anorexia nervosa. 

Physical manifestations:
1. cardiovascular: Hypotension, arrhythmia and sudden death can occur.

2. endocrine/metabolic: low serum testosterone levels and thyroid function

3. renal: abnormalities in function reflect dehydration

4. gastrointestinal: decrease in gastric emptying, increased fullness, constipation

5. hematologic/pulmonary: bone marrow becomes hypocellular, increased regurgitation

Treatment: Is often unsatisfactory. Involves the following stages: building alliance, choosing a therapeutic setting, weight restoration, psychotherapy, pharmacotherapy, coexisting psychiatric condition. 
Prognosis: Males are more resistant to treatment than females, according to a recent study of anorectic men, after 8 yrs of therapy, none of the 36 died and much improvement had been made in weight, sexual life and psychosocial functioning.

27-008. Winstead, D.K., Bulimia: Diagnostic Clues. Southern Medical Journal 76:313, 1983.
Purpose: To alert the primary care provider to the characteristics and seriousness of bulimia. 
Discussion: Bulimia is an eating disorder characterized by the ingestion of large amounts of food, usually followed by self induced vomiting or laxative abuse. Although sometimes a symptom of obesity or anorexia nervosa, bulimia is often associated with borderline weight and nutritional status and thus may be difficult to detect. Since secrecy and shame accompany this syndrome, patients are reluctant to seek treatment. 

Ten diagnostic clues for identifying bulimic patients: 

1. Preoccupation with weight 

2. Dental/oropharyngeal changes 

3. Edema and bloating 

4. Amenorrhea 

5. Dermatologic changes 

6. Gastrointestinal complaints

7. Salivary gland enlargement

8. Substance abuse

9. Laboratory changes

10. Serious consequences leading to death.

     Dental and oropharyngeal changes: Bulimic patients often complain of sore throat, burning tongue bleeding gums, and dental problems. Frequent vomiting will result in chronic irritation of the oral cavity and enamel erosion of the palatal surfaces.
     Salivary gland enlargement: Intermittent painless glandular swelling as well as pain and tenderness has been reported to develop two to six days after a binge. The etiology is not well understood but is a common complaint of bulimic patients.
     Treatment: Combination group and individual therapy, in conjunction with nutritional counseling has proved effective. In addition several patients have been given a trial of imipramine hydrochloride, on the assumption that imipramine’s effect as a panic inhibitor would decrease the frequency of binges.

27-009. Kleier, D.J., et.al., Dental management of the chronic vomiting patient. JADA 1984; 108:618-20.
Purpose: To discuss the diagnosis and treatment of the chronic vomiting patient 
Subject: Chronic vomiting can produce a loss of enamel and dentin from the anterior incisal, lingual, and palatal surfaces of the dentition. 
Materials & Methods: No study is performed or examined. The authors' opinions are presented. 
Discussion: Physical diagnosis- A medical consult leading to stabilization is indicated for those patients whose condition was medically undiagnosed prior to dental evaluation. In patients who vomit, the acid contents of the stomach are projected over the dorsal surface of the tongue and strike the lingual surfaces of the maxillary incisors, canines, and premolars. Many medical conditions may be factors in patients who vomit, including physical, psychological problems, as well as a side effect of drugs and medication.
     Treatment- Emergency care- Can include endodontic therapy, protection of sensitive dentin with calcium hydroxide and composite. Prerestorative care- Patient education, fluoride rinses, fluoride gel. Restorative care- no treatment of minor erosions. Acid etch composite restorations can be used when dentin is exposed. In patients with a loss of vertical dimension, impressions and a diagnostic wax-up (with determination of centric, lateral and anterior excursions, VDO, and esthetics) should be performed. Several months of occlusal splint therapy may be necessary to evaluate patient's acceptance of the new mandibular position. When extensive erosions require restoration of the entire dentition,, the anteriors may be prepared for PFM crowns, which are provisionally cemented with adjustment of the occlusal splint made to allow the anterior crowns to fully function. After observing the patient for approximately one month for signs or symptoms of TMD or pulpal disease, the posterior teeth may be prepared for crowns, which are also fabricated and provisionally cemented for approximately one month. The crowns may then be subsequently cemented on recall.
Conclusions: Diagnosis and stabilization of the chronic vomiting patient must precede definitive restorative procedures.

27-010. Dario, L. Prosthodontic Rehabilitation of a Bulimic: A Case Report. Int J Perio and Rest Dent, 2; 23-33,1986.
Background:
     Eighty to ninety-five per cent of bulimics are female. Bulimia is an eating disorder that consists of: recurrent episodes of binge eating , recognition by the individual that their eating pattern is abnormal, depression and self-deprecating thoughts after an eating episode; and at least three of the following: (1) consumption of high caloric easily digested food during a binge (2) inconspicuous eating during a binge and (3) termination of such eating episodes by abdominal pain, sleep or social interruption of self- induced vomiting.
     Classic dental signs of bulimia include loss of enamel( due to erosion by digestive acids), teeth have an apparent decrease length, irregular incisal edges; smooth, dull enamel surfaces. The maxillary teeth are affected the most, the mandibular teeth the least. Severity and rate of enamel loss are dependent on frequency of purging, type of food ingested, oral hygiene and quality of tooth surface.

Dental Treatment:
     A good medical and dental history, as well as a thorough intraoral exam, were performed. The patient had a history of bulemic episodes 10 years earlier. Evaluation of the dentition and the etiology of worn tooth surfaces was made. Impressions were made and the casts were articulated at CR. An evaluation of the articulation was made and a problem list was generated and potential solutions to the problems were made. 
     In this particular case, endodontic treatment was required on # 3, 15 and 18 . also at the existing CR, there was insufficient occlusal clearance. Two options to correct the insufficient clearance problem were available: increase the VDO or crown lengthening. The patient had no periodontal liabilities so increasing the VDO 1.5mm at the incisal pin ( which provided 0.75mm of occlusal clearance posteriorly.) was done. A diagnostic wax-up was done. The endo was completed and post and cores were fabricated for the endodontically treated teeth. A new CR record was made at the increased VDO prior to tooth preparation. The maxillary anterior six were prepared and provisionalized. The patient was in provisional for several weeks during which time esthetics and function were evaluated. The patient accepted the esthetics and function. Copings were fabricated and tried in. The final restorations were permanently cemented and a hard acrylic nightguard was made. 

