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ABSTRACT: Molar incisor hypomineralization
is a lesion of systemic origin in which qualitative
enamel alteration is seen that asymmetrically affects
the first molars and may also affect permanent
incisors. It manifests as localized opacities in the
coronal half of the tooth, typically well defined,
asymmetric, ranging from whitish to brownish
discoloration. The range of treatment options for
MIH includes preventive intervention as well as
conservative restorations. The case report was aimed
providing a detailed account for esthetic
rehabilitation of a clinical case involving a 14 year
old young girl who had MIH- related esthetic
impairment.
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I. INTRODUCTION

Molar incisor hypomineralization is one of
the conditions that compromises the smile aesthetic
which may occur due to disturbance in maturation
and calcification in enamel. MIH was defined by
Weerheijm (2001) as hypomineralisation of systemic
origin of 1-4 permanent first molars, frequently
associated with affected incisors.! The exact etiology
of MIH remains uncertain, however, research
suggests that disruptions during amelogenesis linked
to prenatal factors like maternal stress, alcohol use,
or birth complications and childhood illnesses like
fever, infections, respiratory conditions, or antibiotic
use may contribute to structural defects in permanent
teeth.? Mathu-Muju et al. classified the levels of MIH
according to the extent of compromised teeth into

mild, moderate and severe.?

Clinical criteria for the diagnosis of MIH
were established in 2001, which includes:
demarcated opacities, posteruptive breakdown (PEB),
atypical restorations, extraction of molars due to
MIH, and failure of eruption of a molar or incisor.* A
six-step approach to management was suggested by
Basch et al : risk identification, early diagnosis,
remineralisation and desensitisation, prevention of
caries and posteruptive breakdown, restorations,
extractions and maintenance.! Treatment of MIH
must consider factors such as age, severity of the
defect, and associated symptoms. Initial therapeutic
measures should include the application fluoride,
control of biofilm, use of glass ionomer to seal or
reconstruct defects, and/or implementing more
advanced techniques such as the use of low-viscosity
infiltrative resins.’

II. CASE PRESENTATION

A 14 year old girl presented with her mother
referred for specialist consult to the Department of
Pediatric and Preventive Dentistry in Modern Dental
College and Research Centre, Indore, Madhya
Pradesh, with the chief complaint of brownish
discolouration of teeth and sensitivity. Medical
history of the patient revealed hospitalization at the
age of 1 year for typhoid and also revealed sensitivity
to certain antibiotics. The patient reported that she
had hypersensitivity to hot and cold stimuli which
interfered with her ability to eat. Clinical
examination revealed poor oral hygiene, missing 36
which was extracted due to caries, yellow to
brownish  discolouration and post eruptive
breakdown involving all the incisors and canines,
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structural deformity in all the first molars and

mesioproximal caries i.r.t 16, 46. (Figure 1)

Occlusion assessment showed class I molar
relationship, and soft tissue examination was within
normal limits. Based on the pattern of
hypomineralization presented, clinical evaluation,
and the related history and symptoms, the diagnosis
of severe MIH was confirmed.

Starting with the preventive phase, oral
hygiene instructions were given including use of
fluoridated toothpaste and application of topical
fluoride varnish on all the hypomineralized spots. For
the treatment of 16 & 46, poly smart burs were used,
and indirect pulp capping was done.

For further treatment plan, the depth of the
spots were estimated by transillumination. A light
emitting diode device was placed on palatal surfaces
of the affected teeth and the lesions darkening was
analyzed, which means the opaquer the defect was,
the deeper it was considered, and the greater the
likelihood that the dentin was affected. Thus, more
conservative treatments, such as bleaching and/or
microabrasion, were discarded from the treatments’
possibilities.  Considering the patient's age, the
treatment offered to the patient was then direct
restoration with composite resin. Initially, with the
teeth cleaned and moist, and under appropriate

Figure 1

fluorescent light, the enamel and dentin shades were
selected with a color scale. Operatory field was then
properly isolated with rubber dam. The spots were
abraded 2 to 3 mm with a spherical carbide bur until
the outermost surface of the stain was completely
removed. The cavity was then etched with 35%
phosphoric acid up to 1 mm beyond the preparation
margin for 20 seconds, washed for the same period
and air dried, protecting dentin with a moist cotton
wool. A layer of adhesive system was applied to all
cavity surfaces, following manufacturer's instructions,
and it was light activated for 15 seconds by light
emitting diode device. Shades A2E and A2DE were
selected for enamel and dentin, respectively, and
were applied to cavity through stratification
technique. The opaque A2DE composite restored the
affected dentin, reestablishing anatomical structures,
such as dentin mamelons, while the translucent A2E
composite was applied on the outer layer, replicating
the enamel optical properties. Each composite
increment was light activated for 20 seconds. Rubber
dam was removed and initial finishing was
performed with extra-fine diamond burs. Finally, in
the subsequent session, restoration surfaces were
polished with aluminum oxide polishing discs,
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abrasive silicone tips, and felt discs with diamond
paste. Also, finishing strips were applied to mesial
surface in order to remove any composite excess,
improve the contour and polish proximal areas of
restoration. As a result, the tooth’s natural structure
was successfully reproduced. The patient was
pleased with the result of restoration and a new smile
was obtained. (Figure 2)

Figure 2

IT1. DISCUSSION

Pediatric patients with MIH-affected teeth
usually experience dental pain, hypersensitivity and
aesthetic concern when their incisors are affected
t00.% In case of young patients, who are entering the
adolescence phase, in which social acceptance is
extremely relevant, the injury may still cause
behavioral and psychological changes.” There are
different treatment modalities for MIH, still
minimally invasive treatments are preferable. Among
all conservative treatments of enamel developmental
defects, micro-abrasion and bleaching are two of the
most indicated ones. In micro-abrasion, it removes
defects through combined abrasion and chemical
erosion, but if the defects are deep reaching to the
dentin, those cannot be removed with micro
abrasion.® Dental bleaching alters the tooth shade,
due to the action of oxygen free radicals released by
hydrogen peroxide but can also represent as a
potential risk of developing severe sensitivity.” Direct
restoration with composite resin is a conservative and
satisfactory alternative treatment that can be
performed with minimal intervention, and providing
excellent mechanical, aesthetic and functional
properties. Pereira et al’ reported a case in which
composite restoration had been done which showed
positive result. As every treatment has its pros and
cons, composite restoration is no exception. The
major obstacle associated with the use of composite
resin in enamel developmental lesions is its adhesion
to the dental surface. Some previous studies
conducted by William et al'® and de Souza JF!!
showed lower adhesion of composite resin to
hypomineralized enamel while other authors like

Carvalho LD et al'? reported successful composite
restorations to complete rehabilitation of the affected
enamel. In the present case report, defects were quite
deep and dentin reached in which direct composite
restoration showed good adherence and provided
satisfactory result to the patient.

IV. CONCLUSION

MIH is one of the most common development
defects which require aesthetic rehabilitation. Its
treatment plan should be based on a concise
diagnosis, the lesion’s extent, age and history of the
patient. This case report focuses on improving the
esthetic problem in which direct composite
restoration may be the treatment of choice in such
cases of molar incisor hypomineralization.
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