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 1 
CONTEXT 2 

Tooth wear can be the result of several mechanisms including dental erosion, dental 3 
attrition, dental abrasion and potentially dental abfraction occurring independently or 4 
in association with one another.  These mechanisms may come from exposure to 5 
acids (of non-bacterial origin) and non-physiological mechanical forces from tooth 6 
brushing, malocclusion and parafunctional activity. Low salivary flow rate and 7 
buffering capacity can be important modifying factors. Erosive tooth wear (dental 8 
erosion) may also be the symptom of an underlying general pathology such as 9 
gastro-esophageal reflux disorder (GERD) or eating disorders such as bulimia 10 
nervosa. Prevalence of tooth wear has been reported to be geographically related 11 
and as high as 80%. Successful management is dependent on accurate diagnosis 12 
and understanding of aetiological factors. 13 

 14 

SCOPE 15 

This policy statement aims to provide guidance regarding loss of tooth surface 16 
structure from mechanisms that are non-carious. The ability of oral health providers 17 
to recognize these mechanisms, especially at early stages, could have a direct 18 
impact on the preservation of the natural dentition. 19 

 20 

DEFINITIONS5 21 

Tooth wear: The cumulative surface loss of mineralized tooth substance due to 22 
physical or chemo-physical processes not related to dental caries.  23 
Dental abrasion: Physical loss of mineralized tooth substance caused by objects 24 
other than teeth. In the cervical area, it may present as tooth notching. 25 
Dental attrition: Physical loss of mineralized tooth substance caused by tooth-to-26 
tooth contact. 27 
Dental abfraction: Cervical notching induced by chronic traumatic occlusal forces. 28 
(The use of this term has been questioned, considering the level of current 29 
supportive clinical evidence to consider it as a separate process).  30 
Erosive tooth wear: Chemical-mechanical process resulting in a cumulative loss of 31 
hard dental tissue not caused by bacteria. 32 



Extrinsic acid: Acid derived from dietary, environmental and/or drug sources. 33 
Intrinsic acid: Acid derived from gastric fluids. 34 
 35 

PRINCIPLES 36 

Progression of tooth wear can be controlled or prevented if the aetiology is 37 
recognized and relevant measures are undertaken. Such preventive measures 38 
include focusing on the local situation in the oral cavity, changing behaviours (e.g., 39 
pattern of eating, drinking and toothbrushing habits) and cooperating with other 40 
medical specialists for treatment in cases of GERD or eating disorders that include 41 
frequent vomiting (e.g., bulimia nervosa). Eventually, after the underlying aetiology 42 
has been addressed, proper restorative intervention may be critical to the long-term 43 
preservation of tooth structure. 44 

 45 

POLICY 46 

FDI recommends: 47 

• all patients should be monitored regularly by an oral health professional for 48 
signs of tooth wear which should be adequately documented, preferably 49 
including clinical imaging; 50 

• patient education is critical in controlling the progression of ongoing tooth 51 
wear; 52 

• preventive recommendations based on diagnosis include: 53 
o identification and management or elimination of the source of extrinsic 54 

or intrinsic acids including referral to appropriate specialists; 55 
o use of a non-aggressive tooth brushing technique with a low abrasive 56 

dentifrice6; 57 
o use of a neutralizing/remineralizing/preventive agent before or after an 58 

acid challenge (e.g., milk, yoghurt, fluoride products or stannous 59 
fluoride/chloride based products);   60 

o stimulation of salivary flow; 61 
o assessment of occlusal function and provision of a custom inter-62 

occlusal appliance when indicated; 63 

• longitudinal clinical study models may be used to monitor lesion progression; 64 

• restorative intervention may be considered to reduce or stop the progression 65 
of advanced lesions, dentine hypersensitivity and pain, or to restore 66 
aesthetics and function after the underlying aetiology has been addressed. 67 
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 72 

DISCLAIMER 73 

The information in this Policy Statement was based on the best scientific evidence 74 
available at the time. It may be interpreted to reflect prevailing cultural sensitivities 75 
and socio-economic constraints.  76 
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