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Ectodermal Displasia; A Case Report 
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Abstract: It is right of every individual to look good and have proper nutrition. In certain hereditiry condition 

like Ectodermal displasia, patient has difficulty in eating and esthetics is also poor. Ectodermaal dysplasia is 

congenital disorder which affects body part of ectodermal origin like hair, nails, teeth and sweatglands. In this 

case report prosthetic rehabilitation of female patient suffering from hypohydroitic ectodermal dysplazia is 

explained. 
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I. Introduction 
Genetically transmitted diseases are often common to some patients. Hereditary Ectodermal Displasia 

is rare group of disorder affecting mainly childeren. It is a x linked recessive trait, in which female is carrier and 

male predilection. Ectodermal Displasia(ED) is first described by Thurman and The term Ectodermal dysplasia 

was coined by Weech (1929). Synonyms of ED are Anhydrotic Ectodermal Dysplasia, Ectodermal Dysplasia 

Anhidrotic And Christ-Siemens-Touraine Syndrome. In this sweat glands are either absent or reduced in 

number.The condition is thought to occur in approximately 1 of 1 of 100000 live births. Freire maia and 

pinherio described 117 varieties of ED with multiple combination of abnormal ectodermally derived structures. 

Hypohydrotic ED resultant defective formation of ectodysplasin protein. In ED, the clinical features shows 

sparse hair, scanty eyebrow and eye lashes, depressed nasal bridge, frontal bossing, reduced vertical facial 

height and depth and marked resorption of maxillary and mandibular alveolar ridges.
1-4

 Intraoral findings are 

congenitally mising teeth with retained decidous teeth. In anterior region of maxilla and mandible teeth  are 

conical in shape.  Other features are mid face hypoplasia, pre-oricular skin shows fine wrinkling with 

hyperpigmentation, reduced salivary secretions and voice quality is also compromised. Freire-Maia and Pinheiro 

(1982) were the first to classify the ectodermal dysplasias, which was again updated in 1994.
2
 They divided the 

condition into various subgroups depending on the presence or absence of clinical findings such as (1) hair 

anomalies or trichodysplasias, (2) dental abnormalities, (3) nail abnormalities or onychodysplasias, and (4) 

eccrine gland dysfunction or dyshidrosis. Overall, the condition were classified into either group A disorders, 

which were manifested by defects in at least 2 of the 4 classic ectodermal structures as defined above, with or 

without other defects, and group B disorders, which were manifested by a defect in one classic ectodermal 

structure (1-4 from above) in combination with a defect in another ectodermal structure. There were various 

other classification of ED depending upon clinical features and combination of involved ectodermal structures. 

Clinically, the condition was broadly classified as two major types depending on the functionality of the sweat 

glands: (a) X-linked anhidrotic or hypohidrotic, where sweat glands are either absent or significantly reduced in 

number (Christ-Siemens- Touraine syndrome), and (b) hidrotic, where sweat glands are normal and the 

condition is inherited as autosomal dominant (Clouston’s syndrome). In the presented case report, prosthodontic 

rehabilitation of ectodermal displasia patient is described.
3, 5, 6, 7 

 

CASE REPORT:- 

A 20 year old female patient was reported to the department of Prosthodontics, of Career Post Graduate 

Institute of Dental Sciences & Hospital Lucknow, with chief complaint of difficulty in eating and bad 

appearance in relation to upper and lower front region. The patient was a student. Patient had given the dental 

history of congenitally missing some permanent teeth and retained deciduous teeth.  Intraoral examination of 
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upper arch revealed missing all permanent teeth except 11, 21 and Retained maxillary deciduous teeth are B C D 

E. In lower arch missing teeth was 31 and 41. The patient’s diagnosis was done as hypohydroitic ectodermal 

dysplasia. Main features of hypohydroitic ectodermal dysplasia was found in patient; frontal bossing, less hair 

(hypotrichosis), congenitally missing teeth (hypodontia), lack of breast development. Thus On the basis of 

patient’s current condition; a simplified treatment approach was planned. On radiographic investigation it was 

found that deciduous teeth should not be extracted and can be used as abutment. Individual crown is planned on 

permanent teeth 11, 21 and deciduous teeth B, C, D, and E. in mandibular arch 4 unit fixed bridge is planned on 

32 and 42 to restore 31 and 41.(Fig. 1, 2, 3) 

 

 
  Treatment Steps :- 

Diagnostic mounting:- 

Diagnostic impression was taken with alginate impression material and cast was poured with type III gypsum 

product. Diagnostic face bow record was taken and with the help of inter- occlusal record cast was mounted. 

Vertical raised 2 mm and hard splint was given to patient for 45 days. Diagnostic wax- up was done and putty 

index made. 

 

Teeth Preparation:-  

Patient was referred to department of periodontics for scaling and root planning. Patient was further 

referred to department of endodontics for root canal treatment of permanent teeth 11, 21 and deciduous teeth B, 

C, D. Mandibular teeth 32 and 42 was prepared first and 4 unit temporary bridge was made. Maxillary 

permanent teeth 11, 21 and deciduous teeth B, C, D, E were prepared and temporization was done. Patient was 

recalled after one week and evaluated for pain and intraoral swelling, sinus. Final impression with light body 

and putty was taken by using putty wash technique. (Fig. 4, 5, 6) 

 

Lab Procedure and fixed teeth trial:- 

Models were retrieved and final face bow record was taken. After getting centric interocclusal record 

with alu wax; cast were mounted on Hanau wide view semi-adjustable articulator. In lab metal copings were 

fabricated for metal ceramic fixed prosthesis. Coping trial was done with minor adjustments. Unglazed trial and 

final cementation was done after verification of shade, esthetics and phonetics. (Fig. 7, 8, 9) 

 

Follow up:- 



Ectodermal Displasia; A Case Report 

DOI: 10.9790/0853-1709098487                                    www.iosrjournals.org                                        86 | Page 

Patient was recalled after 1 week, 6 week and I year interval. Patient was satisfied with the prosthesis. (Fig. 10, 

11, 12) 
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II. Discussion 

Prosthetic rehabilitation of ectodermal dysplasia patient is challenging for both clinician and patients. 

The main motive of clinician is to provide a good prosthesis, so that the esthetics, form, function, phonetics, 

sagittal and vertical jaw relationship during growing stage of patient should be proper.
7-10

 

Ectodermal dysplasia is very common in India. It should be diagnosed in early stage so that the line of 

treatment is proper and accurate. The diagnosis is based on familial history, changes in teeth shape, missing 

teeth, less hair, less sweat glands, changes in nail shape and color. First of all, the patient is suffering from 

ectodermal dysplasia has to be rehabilitated with removable prosthesis. Removable prosthesis can be complete 

denture, removable partial denture, or overdenture. In mixed dentition, crown root ratio is evaluated; for fixed 

dental prosthesis. All abutment teeth should be evaluated in terms of crown root ratio, periodontal health, and 

healthy occlusion. Primary retained teeth can be abutment in fixed dental prosthesis, if it has fulfilled all criteria. 

After 12 years age, implant supported fixed dental prosthesis can be the given to the patient, if sufficient bone is 

there for implant placement. In atrophic conditions, the only option for implant placement is bone grafting. 

Many patients are not ready for implant supported prosthesis due to surgical interventions, high treatment cost 

and duration of treatment. So prosthetic management of Ectodermal Dysplasia patients depends mainly on 

complete denture, tooth supported overdenture with and without attachments and fixed dental prosthesis.
1, 2,9,11 

In this case report, fixed dental prosthesis was planned for rehabilitation of mandibular anterior and 

maxillary full arch. Following corrections were done with fixed dental prosthesis; maxillary anterior midline 

space closer, correction of proportion of maxillary tooth shape and size, shade of the teeth, chewing efficiency 

enhanced, rehabilitation of mandibular missing anterior teeth. Patient’s self confidence was drastically improved 

due to smile correction. Patient is satisfied with the prosthesis in terms of esthetics and function.      

 

III. Conclusion 
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The patients suffering from Ectodermal Dysplasia have multiple missing teeth and retained deciduous 

teeth. These young patients look like old edentulous patients. These patients lack self confidence and have poor 

smile and masticatory efficiency. Prosthetic rehabilitation of these patients should be done with following; 

removable partial denture, complete denture, overdenture, tooth supported or implant supported fixed dental 

prosthesis. 
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