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ABSTRACT

The term molar-incisor hypomineralization describes an uncommon pathological entity characterized by the
hypomineralization of permanent first molars and commonly affecting permanent incisors. In this paper, we describe
a case of a 12 years old male patient attended with severe dental sensibility, masticatory and phonetic difficulties.
Clinical examination revealed extended atypical restorations on permanent first molars, associated with opacities at
the border of the restorations, enamel breakdown and opaque stains affecting permanent incisors. MIH diagnosis for
this case is justified not only by the visual aspect of the lesions, but also by dental affection pattern.
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INTRODUCTION

Molar incisor hypomineralization (MIH) is
defined as a developmentally derived dental
defect that involves hypomineralization of one
to four first permanent molars (FPM) and is
frequently associated with similarly affected
permanent maxillary and mandibular incisors®.
Criteria for the diagnosis of demarcated
opacities, post eruption breakdown (PEB),
atypical restorations and extracted permanent
first molar (PFM) due to MIH were developed
by Weerheijm etal®. Clinical appearance in
less severe cases is characterized by well
demarcated opacities. Defective enamel is
white cream or yellow brown in color, of
normal thickness with smooth surface and has
distinct boundary adjacent to normal enamel®.
The opacities are limited to the incisal or
cuspal third of the crown rarely involving the
cervical one third. Surface enamel is
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hypermineralized due to post eruption
mineralization®. Despite of the multifactorial
etiology of hypomineralization, systemic
conditions are known to be usually involved®.
Several factors have been related to the origin
of MIH, e.g., problems during pregnancy, pre-
term delivery, cyanosis, diseases in early
childhood (e.g., chickenpox, otitis, urinary
infections, and tonsillitis), high fever,
gastrointestinal disorders (e.g., celiac disease),
and the frequent use of antibiotics®. The
relevance of each event is difficult to
establish, as many can happen more than once
in early childhood . Also, the literature refers
to the first years of life as a critical period for
crown formation of FPM and incisors, and
therefore more likely at risk for MIH®. MIH
teeth are fragile, and caries may develop
easily. This problem is aggravated because the
children tend to avoid the sensitive teeth when
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brushing their teeth®, plaque accumulation
increasing the risk to develop gingival
inflammation, also. If an erupting first
permanent molar shows signs of opacities
and/or post-eruptive breakdown, the child
should be monitored frequently until the
moment that all four molars have completely
erupted’®. In order to minimize the loss of
enamel and any damage due to caries, both
preventive and interceptive treatment is
required®. Besides normal brushing and
education to child and parents, prevention also
includes fluoride varnish application and
application of glass ionomer sealants. If
restorative treatment is indicated, proper local
anesthesia is mandatory and adhesive
materials should be chosen for these
restorations'®. The outline of the restoration
should be made in non-hypomineralized
enamel, but it can be very difficult to find out
where sound enamel begins, resulting in
repeated restorations due to disintegration of
adjacent enamel or opacities on other spots. In
hypersensitive cases, or very severely affected
teeth, semi-permanent restorations with
stainless steel crowns or adhesive-retained
metal castings can be an alternative
restoration’!. Extraction of such molars,
combined with orthodontic treatment, should
be considered as an alternative treatment,
especially if the molars have a poor long-term
prospect'?. Generally, the defects of the
incisors are milder than those of the molars™.
Since masticatory forces on the opacities in
incisors are absent, the enamel substance does
not disintegrate after eruption but treatment is
often required for aesthetic reasons. In such
cases (and in the rare case of breakdown of the
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enamel), replacement with composite should
be considered as first treatment option**.The
main purpose of this paper is to present
clinical manifestations of MIH and to
diagnose this kind of dental condition based
on the EAPD criteria of diagnosis.

MATERIAL AND METHODS

A 12 vyear-old boy was referred for
specialist consult to the University’s Pediatric
Clinic. MIH was diagnosed based on medical
history and intraoral clinical examination
(Fig.1).

Investigation of medical history focused on
his first years of life. The parents were
informed about the diagnosis of MIH in their
child, possible etiologies, and the importance
of a regular follow-up of affected teeth. Oral
hygiene with fluoridated toothpaste was
instructed and reinforced to the child and his
parents. For diagnosis, we used the EAPD
Judgement criteria for Molar Incisor
Hypomineralization (MIH) in epidemiologic
studies.

Based on that diagnosis guide the
examination was performed on wet teeth after
cleaning and we focused on the 4 first
permanent molars and the 8 permanent
incisors. Subsequently, the validation of the
diagnostic criteria was verified for each tooth,
following the following aspects:

- absence or presence of demarcated
opacities;

- post eruptive enamel breakdown;

- atypical restorations;

- extraction of molars due to MIH;

- failure of eruption of a molar or an
incisor.
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Fig. 1. Intraoral clinical aspect

RESULTS

Clinical examination revealed enamel
hypomineralization of the central maxillary
incisors and of all first molars. The defects are
white or yellow demarcated opacities and
show a sharp demarcation between the
affected and sound enamel (Fig. 2,3).

Also, it can be observed the presence of
atypical restorations on 1.6, 2.6, (Fig. 2,3)
meaning that the restorations are extended to
the buccal and palatal smooth surface and at

Fig.2. white or yellow demarcated opacities can
be observed on the central maxillary incisors and
atypical restorations of first permanent maxillary
molars and also opacities at the borders of the
restorations.

DISCUSSIONS

This paper describes a severe MIH case on
a 12 years-old boy. Clinically, FPMs
presented with atypical restorations and

the border of the restorations an opacity can be
noticed. At the level of the left first permanent
mandibular molar it can be noticed that the
severe impairment associated with the
influence of occlusal forces caused the enamel
breakdown. Unfortunately, the prognosis for
these teeth is unfavorable, the treatment
indicated being the extraction. Mild gingival
inflammation was noticed, especially on the
maxillary arch.

restorations of

Fig.3.
permanent mandibular molar with opacities at the
borders of the restoration and also post eruptive

atypical right first

enamel breakdown of left first

mandibular molar.

permanent

extensive enamel structure loss with dentin
exposure, which was attributed to enamel post
eruption breakdown (PEB). This structural
defect might be confused with hypoplastic
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defects™; however, hypoplastic defects are
characterized by smooth and rounded margins,
whereas in PEB defects these margins are
irregular, what was clearly noticed on FPMs
lesions of our patient.

Moreover, well-demarcated opacities were
noticed over remaining enamel structure of
FPMs and incisors, whereas other teeth were
not affected, excluding possible diagnosis of
Amelogenesis Imperfecta'®. Fluorosis
hypothesis was excluded once opacities found
in fluorosis are mainly diffuse, whereas in
MIH like in this case, enamel stains and
opacities are usually  well-demarcated.
The slight inflammation present in this case,
could be due to the avoidance of teeth brushing
following hypersensitivity, while some authors
found the Gingival Index and Plaque Index

significantly, the MIH group tended to be worse
than the control one, with regard to gingival
health parameters’’. Therefore, MIH diagnosis
for this case is justified not only by the visual
aspect of the lesions, but also by dental
affection pattern. According to the EAPD
judgement  criteria  for molar incisor
hypomineralization in epidemiologic studies
we’ve identified 3 of the 5 criteria for
diagnosis.

CONCLUSSION

Since MIH is considered common, it
should be diagnosed and managed in primary
care Wwherever possible. Early, accurate
diagnosis and knowledge of treatment options
available for MIH are fundamental to
minimize sequelae caused by MIH.

increased in these patients’’. Even not
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