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                                              Introduction
       	
          The Glossary of Prosthodontic Terms defines the vertical dimension as the distance between two selected anatomic points .The vertical dimension when the mandibular teeth are occluding with the maxillary teeth is defined as the occlusal vertical dimension (OVD). The OVD for dentate individuals is mainly determined by the remaining dentition, hence loss of tooth substance might influence the OVD. A loss of OVD can significantly affect patient function, comfort and aesthetics (Turner et al., 1984).
         Tooth wear is accompanied by compensatory growth of the alveolus, termed alveolar compensation, that maintains the OVD but leaves little, or no interocclusal space for replacing the lost enamel and dentine. One method for gaining interocclusal clearance is using a bite raising appliance for assessing whether the patient can tolerate an increase in the OVD, before providing reparative restorations.( Irfan Ahm ad., 2012).
         The common fears of opening vertical are that the patient will develop joint or muscle pain. Based on the scientific research there is very little risk of either of these happening. Another common risk is difficulty adapting to the new vertical and phonetic issues. When open a patient’s vertical do not to consume all of their freeway space, and the change must be tested prior to making it in final restorations. Unfortunately, using a removable appliance is a poor way to test a patient’s ability to adapt to opening their vertical. A true test requires using direct composite overlays or restorations or provisional, something the patient cannot remove and must function in all of the time. If challenges with phonetics or adaptation are encountered, the vertical or tooth  contacts must be corrected to alleviate them. (Brady, 2013).
         The last risk is that the change will not be long lasting and the vertical will return to its previous amount through tooth movement or osseous adaptation. This risk is often does not have an impact on the function or Aesthetics of the patient so is not clinically relevant. One way to manage this risk is to follow the patient in their provisional restorations for 6-9 months prior to completing the case. (Brady, 2013).
All treatment procedures in dentistry revolve around a few basic, firm set of laws. Based on investigations and evidence, it is confirmed that these principles should never be violated. Establishing the occlusal vertical dimension (OVD) to the pre-treatment levels is been accepted over the years. It is advocated that any alteration in the OVD during restorative procedures is unsafe to the stomatognathic system. But as an exemption, the OVD is increased or altered in full occlusal rehabilitation for gaining space for the planned restorations. Stuart reported that this procedure leads to TMJ related problems. contradicting opinions exist regarding the justification, validity and applicability of the procedure. ( Stuart.,1960 ).
 This research will analyzes the indications, principles, methods, functional adaptation and the effects of altering the OVD of patient with reduce OVD due to attrition. 
       








Chapter one
Review
Of
Literature


Chapter one 
Review of literature

1.1.General terms related to literature 
Vertical dimension of occlusion: the distance between two selected anatomic or marked points (usually one on the tip of the nose and the other on the chin) when in maximal intercuspal position (Glossary of Prosthodontic Terms, 2017).
Vertical dimension at rest: the postural position of the mandible when an individual is resting comfortably in an upright position and the associated muscles are in a state of minimal contractual activity (Glossary of Prosthodontic Terms, 2017). 
         Interocclusal rest distance: the difference between the rest vertical dimension and the occlusal vertical dimension, as in Figure 1 (Glossary of Prosthodontic Terms, 2017)  
[image: ]
 Figure 1: Occlusal vertical dimension and rest vertical dimension, (Patel et al., 2009)


1.2. Causes of loss vertical dimension
 A few of the causes of a loss in vertical dimension are: tooth wear, loss of all of the teeth, loss of molar support on either or both sides, and the early loss of six- year molars which allows the teeth to drift (Schopper, 1959).  
1. Tooth wear is a general term describing the loss of dental hard tissues from the surfaces of the teeth caused by factors other than dental caries, trauma, and developmental disorders (Litonjua et al., 2003; Lussi, 2006). Attrition, erosion, and abrasion usually cause alterations of the tooth surface and manifest as tooth wear. These processes act by distinct progressions and exhibit unique clinical characteristics (Hanif, et al., 2015.).
 a. Abrasion: Both patient and material related factors influences the prevalence of this condition. The brushing technique, brushing frequency, and the force applied while brushing are common patient-related factors. The type of bristle material of toothbrush, stiffness of toothbrush bristles, the abrasiveness, and pH of dentifrice used are factors related to material (Imfeld,. 1996).
 b. Attrition mainly results from contact between opposing teeth and well- defined wear facets are shown in the condition. The causal factors for attrition are parafunctional habits, bruxism, clenching (Anderson et al., 1993) developmental defects (Licht et al., 1980), coarse diet, and natural teeth opposing porcelain. It is caused not only by diet or the habits, but a class III incisal relationship and lack of posterior support also lead to attrition (Chu, et al., 2002). Attrition occurs almost entirely on occlusal and incisal surfaces, although it may also affect the buccal and palatal sides of the maxillary and mandibular anterior teeth in deep vertical overlap occlusal relationships (Smith, 1991).
 2. The edentulous patient suffers a constant change in the vertical dimension, and, in order to maintain health, happiness, comfort, and beauty, new complete dentures that restore the lost vertical dimension of occlusion should be constructed at regular intervals (Schopper, 1959). 
3. The loss of molar support, either unilateral or bilateral, not only causes a loss of vertical dimension, but also causes an asymmetry of the facial contour. When the molar loss is unilateral, the muscles of mastication function on one side, while on the other side there is only the attempt at function. This produces an overdevelopment of one side of the face and an underdevelopment of the other side (Schopper, 1959).
 4. The loss of a first molar at any age has not been a serious consideration in the past. However, more destruction of a natural dentition can be generated from the postponement of such a replacement than by any other dental neglect. By the loss of this tooth, an incredible amount of change takes place throughout the dental arch
1.3.Clinical assessment of vertical dimension
 Although advances in techniques and materials are being made in prosthodontics, still no accurate method of assessing the vertical dimension of occlusion in partially edentulous patients is available to dentists. Clinical judgment plays a major role in the assessment of this important component in the construction of dentures (Turrell, 1955).  
1.3.1 Pre-extraction records in determining vertical dimension
      Various pre-extraction records like profile photographs, profile silhouettes, radiographs, articulated casts and facial measurements can be used to record the vertical dimension at occlusion. These records give an idea about the vertical dimension at occlusion of the patient when the teeth were present, (Nallaswamy, 2008) Profile photographs are made before extraction. They should be taken in maximum occlusion as the patient can easily maintain this position during photographic procedures. The photographs should be enlarged to the actual size of the patient and the distance between the anatomical landmarks should be measured and compared with that of the patient to avoid errors. The measurements are recorded so that they can be used later. While measuring the jaw relation, the measurements from the profile photographs are used to determine the vertical dimension at occlusion as in Figure 2  (Nallaswamy, 2008). 
[image: ]
Figure 2: Using profile silhouettes to determine vertical dimension  (Nallaswamy, 2008)..  

1.3.2 Using physiologic rest position as a guide to determine the vertical Dimension of occlusion  
This method is not considered as an accurate method because it requires patient’s cooperation, which is variable, and alterations in jaw position can occur during this procedure.  In this method the patient is asked to sit upright with his head unsupported and the eyes looking straight. Upper and lower occlusal rims which were modified according to the clinical guidances (refer occlusal rim fabrication) are inserted and the patient is asked to swallow and relax. When the relaxation is obvious, the lips are carefully parted to reveal the space present between the occlusion rims. This space is called the Free-way space (Nallaswamy, 2008).
1.3.3Facial dimensions in establishing vertical dimension
  The distance between the pupil of the eye and the rima oris (corners of the mouth) and the distance between the anterior nasal spine and the lower border of the mandible should be measured using a Willis guide. If both these distances are equal, the jaws are considered at rest. Its accuracy is questionable in patients with facial asymmetry, as seen in Figure 3(Nallaswamy, 2008).  
[image: ]
Figure3 : Facial dimensions in establishing vertical dimension (Nallaswamy, 2008).  
1.3.4 Phonetics in establishing the vertical dimension  
Phonetics to check an arbitrary vertical dimension of occlusion and rest. This theory is dependent upon a correlation during speech of the interocclusal distances, the position of the occlusal plane, and the position of the tongue relative to the occlusion rims or teeth. The most popular sound used as an aid in determining rest position is the labial m sound which can be said without the use of teeth. However, the m sound often leaves the lips in contact. As soon as they are parted by the dentist to observe the space between the occlusion rims, the mandible is depressed and the rest position is lost. To overcome this difficulty the sound m is often extended to the word emma or followed by the labial p sound which leaves the lips apart; hence, the popularity of the word Mississippi. Some patients depress the mandible when pronouncing p sound (Pound, 1957).
 The methods used to guide the mandible into rest position vary. Some dentists prefer the m sounds in conjunction with complete relaxation. addition to the m sound, prefer to engage the patient in conversation. The measurements are repeated after the patient has stopped talking. When the vertical dimension of rest position has been measured between the triangles of tape on the face, the occlusion rims are built up until the vertical dimension of occlusion equals this measurement. Then, the height of the lower occlusion rim is reduced 2 to 4 mm. according to the beliefs of the dentist (Pound, 1957).
 Phonetics used to establish the closest speaking space. maintains that it is easier and more accurate to record a measurement which relies upon muscular phonetic enunciation when the patient loses voluntary muscular control of the mandible than to record a measurement which relies upon relaxation. Thus, he records the closest speaking space before the teeth are extracted  as seen in Figure 4 (Silverman, 1953).  
[image: ]
Figure 4 : Silverman closest speaking space (Silverman, 1953) 

1.3.5 Deglutition in establishing vertical dimension  
Shanahan (1956) indicated that the mandibular pattern of movement during deglutition is the same for the edentulous infant as it is for the edentulous adult. He maintained that eruption of teeth is held at the occlusal plane by the act of swallowing which establishes the vertical dimension of occlusion. When constructing compete dentures, the advocates of the swallowing technique believe that soft wax on the occlusion rim is reduced during deglutition to give the correct vertical dimension of occlusion (Shanahan, 1956).    

1.3.6 Aesthetic appearance in establishing vertical dimension 
 The estimation of vertical dimension by appearance is based on the aesthetic harmony of the lower third of the face relative to the rest of the face, upon the contour of the lips and the appearance of the skin from the margin of the lower lip to the lower border of the chin, and also the labiomental angle. With the lips in contact, the elevation of the mandible and the compression of the lips should be just discernible on mandibular closing from rest position to the vertical dimension of occlusion. This guide applies to normal young patients or middle-aged patients with good tonus of the skin. Difficulties arise when the tonus of the skin is poor, when resorbed denture-bearing tissues preclude full restoration of the contour of the lip (Turrel, 1972).
 The following facial features indicate that the jaw is in its physiological rest position: 
a. Skin around the eyes and chin should be relaxed. It should not be stretched, shiny or excessively wrinkled. 
b. The nostrils are relaxed and breathing should be unobstructed.
c. The upper and lower lips should have a slight contact in a single plane. If the mandible is protruded, the lower lip will be in front and without contact. If the mandible is retruded, the upper lip will be in front. (Nallaswamy, 2008).  



1.4.Clinical evaluation 
In contemporary dentistry, emphasis should be placed on conservative management strategies (Mount, 2007). Since increasing the OVD by restorative means involves multiple teeth in at least one arch, it is regarded as an extensive, costly and time-consuming procedure. Prevention strategies and conservative measures should be the clinician’s main priority. Conservative management for patients with reduced vertical tooth height includes dietary counselling, fluoride application, exclusion of dietary disorders, controlling parafunctional habits and management of gastro-esophageal reflux disorder (Lee et al., 2012). 

1.4.1 Facial Aesthetic
 The determinants of facial Aesthetic are the sagittal profile, facial tissues appearance, lip morphology and teeth display (Tjan et al., 1984). Sagittal assessment of the face can reveal mandibular pseudo-prognathism which might be a sign of OVD loss and overclosure of the mandible (Kaidonis, 2008).
The severity of mandibular pseudoprognathism can be subjectively assessed by reviewing an old photograph of a patient’s facial profile (Crothers, 1992). From the frontal view, several facial implications can manifest after loss of OVD including altered facial contour, narrowed vermillion borders and an overclosed commissure. These implications are exacerbated by increased mandibular pseudo-prognathism (Crothers, 1992). As long as the lip competence is not compromised, it is thought that increasing the OVD might reverse the consequence of OVD loss and restore facial morphology (Toolson et al., 1982; Kois et al., 1997). 
The upper lip position in relation to the incisal edges of maxillary anterior teeth determines the teeth display while smiling and at rest (Tjan et al., 1984). Insufficient display of the maxillary anterior teeth can be improved by lowering the occlusal surface of the maxillary teeth. Further, increasing the OVD allows the establishment of an incisal overjet that can augment the support of the maxillary lips. Subsequently, an overbite can be incorporated which can allow the maxillary incisal edge to be placed parallel to the lower lip, rendering a more Aesthetic appearance (Tjan et al., 1984). On the contrary, excessive display of the gingival tissues will not be improved by increasing OVD. Rather, Aesthetic crown lengthening surgery (CLS) should be considered (Jorgensen et al.,2001; Wang et al., 2001).  

1.4.2 Temporomandibular joint status
 The prevalence of temporomandibular joint disorders (TMDs) has been reported to be 7–10% within the population (LeResche, 1997; List T. et al., 1999) Therefore, it is not uncommon to encounter patients with signs and symptoms of TMD seeking routine dental care. However, TMD has been found to primarily affect young and middle aged adults (LeResche, 1997; Magnusson et al., 2005).
 	 Considering that this group of patients might not suffer from significant loss of OVD (Van’t Spijker, 2009), it could be speculated that the development of TMD is not associated with the loss of OVD. This assumption is supported by the clinical observation that attrition is not associated with an increased prevalence of TMD (Seligman et al., 1988).
 Through routine clinical assessment, it is critical to assess the status of the temporomandibular joint (TMJ) before intervention therapy. TMJ evaluation is comprised of assessment of joint and muscle pain, mandibular movement and associated sounds (Johansson A. et al., I 1994; Johansson A. et al., 2009).
 	Therefore, for patients with TMD, the occlusal appliance has a dual purpose: stabilizing the TMD and increasing OVD. The intended permanent increase in the OVD can be incorporated into the occlusal appliance. On the basis of patient adaptation to the occlusal appliance, permanent restoration at the increased OVD can then be performed (De Boever et al., 2000; Davies et al., 2001). 

 
1.4.3 Intraoral considerations:
 	Intraoral assessment involves examining the following parameters: remaining tooth structure and occlusion (Lee et al., 2012).  
A. Remaining tooth structure
 	The prognosis of a dental restoration is directly determined by the amount of remaining tooth structure, figure 5 (Goodacre CJ et al., 2001). For generalized loss of vertical tooth height, the clinician is faced with the dilemma of limited remaining tooth structure that is necessary for adequate retention and resistance of the restoration. The original tooth height determines the active preparation height, which can be defined as the vertical distance between the preparation margin and the occlusal-axial line angle. In order to avoid compromising the preparation height, increasing the OVD should be considered to provide adequate space to accommodate the restorative material. The merit behind this technique is more prominent in generalized loss of tooth height manifested from tooth wear. As a result of this approach, the teeth will be subjected to less pulpal trauma. In addition, by utilizing the available vertical height of the tooth, the indication for adjunctive crown lengthening surgery is minimized. (Lee et al., 2012).  


[image: ]
Figure 5 : Remaining tooth structure, (Davenport, et al., 2007) 

B. Occlusion
 	Clinically, unopposed teeth have been reported to be prone to overeruption, which can create occlusal interferences (Craddock et al.,2007). For some patients, increasing OVD facilitates occlusion reorganization and the achievement of an even occlusal plane. Subsequently, an invasive sacrifice of tooth structure can be avoided (Keough, 2003). Loss of posterior tooth support has been cited as probably the main cause for loss of OVD in dentate individuals, Figure 6 (Turner, et al., 1984).   

[image: ]
Figure 6 : Loss of posterior tooth support (Davenport, et al., 2007)  

Patients with a worn anterior dentition suffer from a loss of clinical crown height and the possibility of development of an edge-to-edge incisal relationship (Crothers et al., 1993; Johansson et al., 2008).

1.5. Bite Raising in Full Occlusal Rehabilitation
It is a widely accepted notion that it is mandatory to increase OVD in all full occlusal rehabilitation cases. From the critical reviewing, it is ascertained that restoring OVD to original level rather than increasing is needed and patient’s response should be tested during each stage of increase in OVD.
By exploring the various controversies and myths regarding vertical dimension and its alteration, discarding the erroneous beliefs and accepting the essentials, two logical hypotheses can be arrived, they are:
OVD is not altered following tooth wear (except in case of amelogenesis/dentinogenesis imperfecta). Any method to restore OVD will result in increased OVD.
Free way space can be manipulated and new VDR will get established if OVD is not increased beyond pre-existing rest position
The decisive statement that can be made from the above deductions is that OVD is almost always preserved. For better outcome, it is advisable to proceed with the existing OVD in excessively worn dentitions. But in cases with serious lack of space for the planned restoration, OVD can be raised but only within the VDR ( Stuart: 1960.).
	
1.6. Functional Adaptation 
      Following an alteration in OVD, adaptive responses occur within three components: TMJ, periodontium, and occlusal morphology.The fluid compartments within TMJ periodontium are the first to respond to  the strain. Under strain, there is a shift fluids within temporo-mandibular joint disc and retrodiscal tissues away from force. Once the strain is removed, the fluid returns to position and tissue morphology is thus preserved ( Harper ,.2000).
         Under prolonged strain as in of an increase in OVD collagen and other case proteins in the soft tissues get altered and tissue morphology is changed. Strains beyond adaptive capacity of soft tissues will result in adaptive changes in bone and cartilage. If strains are beyond the adaptive capacity they will lead to degeneration of tissues. Clinically, it can be related as: OVD increase within VDR will get adapted only if occlusion is stable without interferences and stabilized in new OVD position ( Carlsson et al.,1979).

1.7. Principles behind increasing vertical dimension 
        It is obligatory that two principals have to be pursued during the increase OVD:
 (1) Starting point for reconstruction/increase in OVD must be with in centric relation.
 (2) Reconstruction to be within the range of the patient's neuromuscular adaptation.
 In accordance with first principle, the centric reference points must be accurately recorded and this must be transferred to a mechanical instrument in order to reproduce the patient's functional occlusion.
 Alteration of OVD must be initiated from the centric position In accordance with second principle intervening modalities such as occlusal splints, removable dentures, etc., must be tried before definitive restoration so that neuro-muscular adaptive capacity is not exceed (. Rivera-Morales.,1992). 
      The classification (Tomer .,1984) for patient with worn dentition can be re categorized on the space availability and treatment options.In patients with worn dentitions were adequate space available for restoration (type I), conventional fixed removable restorative treatments towards full occlusal rehabilitation can be done without altering OVD.     
      If the demand aesthetic enhancement is present then crown lengthening can be performed. In situation with worn dentition and lack of space occlusal (type II), bite raising with OVD not encroaching can be made followed by full rehabilitation.
      In conditions with a loss of OVD like in amelogenesis imperfecta (type occlusal III), exact location of OVD must be identified and restored by full rehabilitation


1.8. Bite collapse
Bite collapse is a medical condition that is characterized by a change in the structure of the patient’s teeth, facial features, and jaw position because of tooth loss or severe wearing down of the teeth. (Peck et al., 2017).	This condition is brought about as a result of excessive undermining of the teeth, missing teeth, and periodontal disease. All these conditions are implicated in bite collapse, which is manifested through visible loss of tooth structure, reduced facial height, and the precipitation of TMJ disorders. (Peck et al., 2017). 
Patients that are diagnosed with bruxism are more likely to develop bite collapse because of the constant rubbing, grinding, and friction of the teeth that adds to the wearing down of their surfaces. Periodontal disease also plays a significant role in bite collapse because as the gum tissues deteriorate, they will be unable to support the teeth and hold them in place. Both of these cases ultimately lead to tooth loss, which further aggravates the patient’s tendency to incur the condition. (Peck et al., 2017). 



1.9. The indications for bite raising 
1. Inadequate space for the restoration.
2. For temporarily relieving the symptoms in intra-capsular TMJ disorders( Harper .,2000).
























     

Chapter two

Case
Report

2.Case report 
           A 35 years old female presents to the department of prosthodontics of collage of dentistry, Baghdad uiversity, for general dental care.
         The patient chief complaint was chewing deficiency and speech problems.
[bookmark: bookmark1]2.1.Clinical examination:	
        The patient’s medical history has no contraindications to dental treatment. The patient had history of endodontic and restorative treatment. The patient had no asymmetry, competent lips,had decreased vertical dimention due to attrition and no signs or symptoms (pain, limited range of jaw opening, or clicking) of temporomandibular joint disorder (TMD) were detected.
        Initial evaluation of the patient revealed Para functional habits of bruxism and clenching.
                 
                                                                 
 [image: ]                         [image: ]
A:frontal profile of the patient               B:lateral profile of the patient 
Figure 7 :Patient profile before treatment A:facial profile ,B:lateral profile.



                              [image: ]
                Figure 8  : Patient occlusion show attrition of anterior teeth 


                             [image: ]
                     Figure 9 : Lower arch shown attrition of teeth.

                              [image: ]
                          Figure 10 :Upper arch shown attrition of teeth
         The patient presented in partially edentulous state; maxillary Kennedy Class III modification I, and mandibular Class II, modification I, with loss of occlusal vertical dimension (OVD) and severs attrition of her maxillary anterior teeth and mild attrition of her mandibular anterior teeth.
        Vertical dimension of occlusion measurement result was: 58 mm, by selected two anatomic or marked points (usually one on the tip of the nose and the other on the chin) when in maximal intercuspal position .
        And in rest position was 67 mm. by the postural position of the mandible when an individual is resting comfortably in an upright position and the associated muscles are in a state of minimal contractual activity. 
        The measurement result showed loss of vertical dimension. Based on the estimation, rest position occlusion was 67-58 mm=9 mm, freeway space was=9mm (VDR-OVD=FWS).
[bookmark: _GoBack]           After the vertical dimension was clinically assessed, physiologic rest position was determined by facial measurements between nose tip and chin and confirmed by phonetics.
           The interocclusal distance was found to be approximately 4mm, and the OVD could be restored by approximately increasing it by 5mm in addition the patient upper anterior teeth was having short crown due to attrition , by doing gingivectomy this problem was resolved.
[bookmark: bookmark3]2.2. Treatment plan:
       A treatment plan was developed with the aim of improving occlusion, restoring masticatory function, and improving the patient’s appearance. It was decided to increase occlusion vertical dimension about 5mm gradually by 2 steps to restorative correct vertical dimension and compensate the loss vertical dimension due to attrition of anterior teeth , then make bridge for anterior teeth according to new occlusion vertical dimension.
        The diagnostic plaster casts were obtained from alginate impressions for upper and lower arch using stock tray. Diagnostic casts were made and mounted on a semi-adjustable articulator with facebow record and centric relation record. 

[image: ]    [image: ]

Figure 11:Take face bow of patient .

     Take facebow by use posterior reference point (Gysi point) 13 mm in front of the most upper part of the external auditory meatus on line passing to the outer canthus of the eye) is measured and marked so that the condylar earpiece is positioned on it, then transmitted and mounted casts to articulator. after mounting the cast on articulator using face bow ,  use interocclusal registration material (heavy body condensation silicone) to record the relationship between teeth.

2.3 Making partial denture 
        The mandibular removable partial denture was constructed. The patient was instructed to wear this denture 8 hours a day, because of difficulty in eating while wearing it, therefor during eating he was wearing his previous RPD. After opening the bite 2 mm the freeway space become 7mm. 

                            [image: ]
Figure 12: after insertion the RPD that was made to open the bite 2 mm




                         [image: ]
                          Figure 13:Lower arch after insertion.

                          [image: ]
                           Figure 14:Upper arch after insertion .




















3.2.Construction of composite filling 


[image: ]    [image: ]
       Figure 15 :Construction of composit filling 
















                
Chapter three

Discussion

                                              Discussion 
        
      Full mouth rehabilitation is a treatment modality which not only focuses on the esthetics and functional aspect of the dentition but also improves upon the health of the whole stomatognathic system. 
         VD is defined as the distance between the two selected anatomical or marked points. For dentate individuals, VD of occlusion (OVD) is largely determined by occluding dentition. Subsequently, loss of tooth substance will directly affect the OVD leading to alteration in facial morphology, function, comfort, and esthetics. The dynamic nature of stomatognathic system is considered by several authors to be an adaptation mechanism of the masticatory system in response to progressive loss in tooth substance. Increasing the OVD is often held to be a hazardous procedure in prosthetic treatment. But modem practice of renewing and reorganizing the teeth by prosthesis began with the idea of "raising the bite" to rectify closure resulting from excessive wear of the occlusal surfaces. 
        A moderate increase in the VDO does not seem to be a hazardous procedure. provided that occlusal stability is established, which by improving the relationship of teeth, improves condition and health of the supporting structures. In the present case, the bite was collapsed due to attrition, leading to loss of VD. The task of rehabilitating this patient includes restoration of missing and attrited teeth, by increasing the VD.





              
Chapter five

Conclusion 


Conclusion

· The evaluation of the concepts and bite raising procedure affirms that OVD is preserved in all situations by the adaptive mechanisms of alveolus, periodontium.
·  TMJ and teeth. Bite raising can be done to rehabilitate an extremely worn dentition with lack of space for restoration and as a temporary symptom reliever in intra-capsular TMJ problems. 
· Any attempt to restore OVD in worn dentition will always result in its increase. 
· Any increase in OVD within the VDR will get accommodated and a new VDR will get established without any unfavorable symptoms 
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Figure 7: Remaining tooth structure, (Davenport, et al., 2007)
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Figure 8: Loss of posterior tooth support (Davenport, ef al., 2007)
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