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ABSTRACT  

The term molar-incisor hypomineralization describes an entity characterized by the hypomineralization of 

permanent first molars and commonly affecting permanent incisors. The aim of this paper was to describe a case 

of a female patient attended with dental sensibility and phonetic difficulties. We emphasis on the complex 

approach of this case and the importance of regular follow up, in order to achiev aesthetic and functional 

rehabilitation. Unfortunatelly, patient and familly support was unconstant and treatment results were above 

expectation. In conclusion, MIH treatment impeel short and long term stategy for accurate resultas. 
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INTRODUCTION 

Tooth structure anomalies affect the 

deciduous or permanent dentition with 

varying degrees of severity, depending on the 

odontogenesis phase in which the disturbance 

factor occurs. Some forms are clearly 

increasing and becoming of common clinical 

observation, as is the case of MIH (Molar 

Incisor Hypomineralization) whose 

prevalence ranges from 3 to 25% [1]. 

The aetiology of MIH is still not fully 

understood; a link of cause-effect between 

antibiotics, ear-nose-throat diseases during 

the first years of life and dental specific 

lesions has been identified [2]. It was also 

observed that acute and chronic childhood 

illness, conditions of birth and neonatal 

period was weakly associated with MIH [3]. 

Similarly, to other well-known genetic 

anomalies of the dentition, such as 

dentinogenesis imperfecta, MIH has been 

recently proposed to be a genetic condition 

rather than an idiopathic condition [4, 5, 6]. 

The mineralisation of the first 

permanent molars usually starts at birth or 

just before or shortly after birth and it is fully 

completed at 4–5 years of age [7]; anomalies 

that occur during the maturation stage can 

determine the onset of hypomineralisation. 

Enamel anomalies may occur with or without 

destruction of the enamel by post eruptive 

breakdown caused by the mastication force. 

In addition, teeth are difficult to anesthetise 

due to the chronic inflammation, and they are 

at increased risk of caries with rapid 

progression [8, 9]. 

The management of MIH is challenging as 

the clinical appearance, and the individual 

need for treatment varies widely. There is a 

broad spectrum of treatment modalities 

available, reaching from prevention of enamel 

breakdown and caries, management of 

hypersensitivity or pain, restorative 
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treatments to premature dental extraction [10, 

11]. Our paper aims to emphasize the difficult 

approach of MIH cases in terms of 

rehabilitation.  

 

MATERIAL AND METHODS 

The case of a 7 years old girl was selected. 

Patient present for discolorations noticed on 

central permanent incisors during eruption 

period, and speech difficulties. Physical, 

psychological and cognitive development of 

our patient was in respect with age criteria. 

Investigation of medical history focused on 

patient first years of life, but no relevant 

informations were obtained. 

Intra-oral examination reveals porous and 

yellow-brown coloured enamel at 11 and 21 

level. We observed chromatic changes for 16 

occlusal enamel and infiltrate fissures for 36 

and 46 (fig.1).  

 

 
Figure 1. Dental arch characteristic at the 

first appointment. 

 

Mild gingival inflammation was noticed, 

especially on the maxillary arch.Occlusion 

reveals anterior open bite with atipic 

swallowing pattern and unilateral cross-bite 

(fig.2). 

 

 
Figure 2. Patient occlusion 

 
The validation of the MIH diagnostic criteria 

was verified for each tooth, using the 

following aspects: absence or presence of 

demarcated opacities, post eruptive enamel 

breakdown, failure of eruption of a molar or 

an incisor. 

Radiologic examination express lack 

of mineral content, especially in the incisor 

area of the maxillary arch and for the first 

permanent molars. (fig. 3). 

 

 
Figure 3. Radiologic examination at the 

biginning of the treatment 

 

Treatment objectives comprises: dietary 

instructions and oral hygiene 

recommendations, remineralizing paste (GC 

Tooth Mousse, Voco®), dental sealants with 

RMGI for 26, 36, 46 and preventive 

restoration on 16. For acurate monitoring, 

follow-up appointment were establish every 3 

months. Patient respect the protocol and 

present for the first 3 control apointments. 

Till that moment we did not see the patient 

until 12 years of age, when she attended for 

acute pain at 11. We noticed the undesirable 

evolution, with progressive aggravations of 

all symptoms (fig.4). 

 

 
Figure 4. Dental arch characteristic at 12 

years of age. 

 

Not only MIH progress was unfavourable; 

functional therapy effect express in a limited 

manner (fig.5). 

 

 
Figure 5. Patient occlusion at 12 years of age 

assessement 

 

Radiologic examination reveals mineral 

loss and decays on maxillary incisors, first 

and second permanent molars, and the case 

require comprehensive evaluation in order to 

achieved functional and aesthetic 



Romanian Journal of Oral Rehabilitation 

Vol. 13, No. 2, April – June 2021 

 

192 

rehabilitation (fig.6).  

 

 

 

Figure 6. Radiologic examination at 12 

years of age 

 

RESULTS AND DISCUSSIONS 

MIH treatment plan should include a 

short- and long-term approach; frequent 

dental check-ups are necessary for MIH 

lesions better management [12]. 

Patients affected by MIH present several 

problems, including rapid wear, enamel loss, 

increased susceptibility to caries, and 

sensitivity and frequently claim 

aesthetics discomfort when anterior teeth are 

involved [12, 13]. Treatment approach for 

teeth affected by MIH is wide, ranging from 

prevention, restoration, to extraction [1]. MIH 

forms need a non-invasive treatment in order 

to preserve enamel integrity; nevertheless, 

simple and unambiguous clinical guidance is 

missing nowadays. An important aspect that 

must be considered is the need to personalize 

the protocol on the features of the opacities 

and the response of the defect to the treatment 

[14, 15, 16]. 

In this particular case, functional 

therapy restores the equilibrium for muscular 

elements and ensure adequate osseous 

development in accordance with individual 

growth. Preventive and minimally invasive 

protocol (remineralization products, occlusal 

surfaces sealing with RMGI sealants) ensure 

enamel preservation but impose active patient 

involvement and regular follow-up, because 

this clinical approach requires a long-time 

treatment that could last months or years. 

CPP-ACP supplementation has been shown 

to be effective in remineralization of the 

enamel affected by MIH, resulting in an 

aesthetic improvement too but for our patient 

the results was [17, 18].  

Even if at the beginning of the treatment, 

patient compliance was very good, over time, 

personal interest dismissed and discontinuous 

follow-up make treatment ineffective. In 

addition it is difficult to assess whether 

discoloured but undamaged enamel will not 

fracture in the near future [19, 20]. 

Lack of cooperation lead the failure 

and the inconstant results of the preventive 

protocol, in orderv to strengthen the 

hypomineralized dental structures. The results 

in this patient suggest that use of RMGIC 

may be a feasible option, but only with 

adequate monitoring. Daily oral hygiene it is 

of great importance as MIH teeth show more 

or less severe degrees of hypersensitivity 

(which can lead to severe discomfort) and 

also control gingival inflamation [19, 21].  

CONCLUSIONS 

Whitin the limitation of this case report, 

the following conclusions can be formulated: 

1. The key for a successful treatment is early 

diagnosis, intense follow up and usage of 

remineralisation agents as soon as the teeth 

erupt. 

2. Clinical problems associated with MIH 

regard function and aesthetics.  

3. Early, accurate diagnosis and knowledge 

of treatment options available for MIH 

are fundamental to minimize sequelae 

caused by MIH. 

4. Functional and aesthetic rehabilitation of 

MIH patient requires long term follow up 

in order to achieved adequate results.  
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