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Abstract  Case Report 
 

Molar-incisor hypomineralization (MIH) presents a therapeutic challenge in aesthetic dentistry, particularly in the 

management of white opacities that compromise smile harmony. This study demonstrates the efficacy of resin 

infiltration as a minimally invasive solution through a documented clinical case with a 35-month follow-up. The Icon® 

technique, applied following a standardized protocol, achieved complete masking of the lesions from the initial session, 

with maintained long-term results. This approach thus positions itself as an optimal alternative to conventional 

treatments, combining aesthetic excellence and tissue preservation. These findings confirm the essential role of resin 

infiltration in the management of MIH. 
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INTRODUCTION 
Molar-incisor hypomineralization (MIH) is 

defined as a developmental condition characterized by 

hypomineralization defects in the enamel of the first 

permanent molars, associated with permanent incisors 

[1]. 

 

In the literature, the defects have been linked to 

environmental changes, breastfeeding (dioxin in milk), 

respiratory diseases, and illnesses presenting with high 

fever [2]. 

 

The determining clinical features of MIH are 

demarcated opacities with clear and distinct borders from 

the adjacent enamel [1]. Clinically, opacities range from 

white to yellow/brown. Histologically, it involves a 

severe mineral deficit, and rapid progression to enamel 

breakdown can occur [3]. Enamel defects are often quite 

extensive and more frequent on the dental surfaces, 

which explains the greater aesthetic concerns [4]. 

 

To assess the severity of MIH and guide the 

therapeutic choice, several classifications exist, such as 

that of Mathu-Muju and Wright (2006), which 

distinguishes mild forms (white opacities without 

substance loss), moderate forms (yellow/brown opacities 

with surface alteration), and severe forms (with post-

eruptive tissue destruction) [8]. 

 

Several techniques have been proposed to 

improve the appearance of MIH lesions [5]. The 

common treatment strategy includes restorative 

procedures and enhancing remineralization using 

products containing CPP-ACP or fluoride, 

microabrasion, and bleaching [6]. 

 

Currently, a resin infiltration technique has 

been introduced with the development of a highly fluid 

resinous material [7]. This minimally invasive technique 

is particularly indicated for masking Class I (mild) 

defects. 

 

This work aims to describe and illustrate the 

aesthetic management of white opacities caused by MIH 

using the resin infiltration technique. 

 

CASE PRESENTATION 
A 22-year-old dental medicine student was seen 

at the Conservative Dentistry/Endodontics consultation 

at Mustapha University Hospital in Algiers, with the 
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main complaint of restoring her smile before her 

wedding. The medical history did not specify any 

systemic diseases. 

The intra-oral examination revealed white spots on the 

upper central incisors as well as on tooth 12 (fig1a). 

 

   
(a)                                       (b)                                             (c) 

Fig. 1: (a) MIH on maxillary central incisors. (b) MIH on maxillary molars. (c) MIH on mandibular molars 

 

The spots were easily noticeable: chalky white 

spots on both maxillary central incisors[11,21] and a less 

pronounced spot affecting tooth #12. 

 

The presence of hypomineralization on the first molars 

confirmed the diagnosis of MIH (fig 1b and 1c). 

 

Based on the criteria of the Mathu-Muju and 

Wright classification, these lesions, presenting as well-

defined chalky white spots without substance loss or 

sensitivity reported by the patient, were classified as 

MIH Class I (mild form). This characterization makes it 

an indication of choice for treatment by resin infiltration. 

 

The erosion infiltration technique was therefore 

proposed and discussed with the patient's consent [9]. 

The patient was informed of the unpredictability of the 

infiltration technique and that the possible outcomes 

ranged from complete disappearance of the lesion, partial 

improvement, or absence of improvement [10]. 

 

Under her agreement, it was decided to perform 

the resin infiltration technique on teeth 11 and 21. The 

order of treatment was determined by visual clinical 

assessment: tooth 21 had a more marked and extensive 

chalky white opacity than tooth 11, justifying its 

treatment first. 

 

Treatment procedure 

The rubber dam was placed. The resin 

infiltration technique was performed according to the 

manufacturer's instructions on the upper central incisors 

[11]. The superficial enamel layer was eroded by 

applying hydrochloric acid (Icon-Etch, DMG, Hamburg, 

Germany) for two minutes (Figure 2b). 

 

     
          (a)                               (b)                               (c)                          (d)                          (e) 

  
                              (f)                                                                                           (g) 
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                                                    (h)                                                                       (i) 

Fig. 2: (a) Placement of the rubber dam. (b) Application of hydrochloric acid for 2 minutes. (c) Rinsing for 30 

seconds. (d) Application of ethanol. (e) Lesion after drying. (f) Application of the infiltrant for 3 minutes. (g) 

Photopolymerization. (h) Tooth 21 after infiltration. (i) Result, difference between untreated 11 and treated 21. 

 

This procedure serves to remove superficial 

stains as well as the mineralized outer layer of the enamel 

to expose the body of the lesion [12]. Then, the teeth 

were rinsed for 30 seconds using a water jet and the 

enamel surfaces were dried. 

 

The surfaces were dried with air and ethanol 

(Icon-Dry, DMG), which was applied for 30 seconds to 

maximize the removal of water inside the lesions [13]. 

The whitish appearance of the enamel lesions was more 

pronounced. 

 

The resin infiltrant (Icon®) was then applied to 

the surface of the lesion and left to penetrate for three 

minutes [14]. Photopolymerization was performed for 40 

seconds. The infiltrant was applied again and left for one 

minute, then photopolymerized for 40 s. Finally, the 

rubber dam was removed and the surfaces were polished. 

 

RESULTS 
An immediate aesthetic improvement, with 

almost total masking of the spots, was observed after 

treatment [15] (Figure 2i). 

 

Follow-up checks showed stability of the results over 

time : 

• After 12 months: maintained masking of 

opacities without recurrence (Figure 3a) 

• After 35 months: aesthetic result still 

satisfactory (Figure 3b) 

 

  
(a)                                                                         (b) 

Fig. 3: (a) Check-up after 12 months. (b) Check-up after 35 months 

 

DISCUSSION 
Enamel opacities associated with MIH can be 

problematic for patients and present an aesthetic concern. 

Several techniques have been proposed to improve the 

appearance of these spots [5]. The therapeutic arsenal for 

managing MIH defects is sequential and hierarchical and 

depends mainly on the severity of the lesions. It begins 

with minimally invasive approaches such as 

microabrasion [28] and/or external dental bleaching [29]. 

 

Our case, classified as MIH Class I (mild), was 

an indication of choice for resin infiltration. This 

technique proved to be particularly effective for this level 

of severity, as evidenced by the immediate results and 

long-term stability observed. For more severe forms 

(Class II and III), these preliminary techniques, by 

eliminating or thinning the superficial enamel layer, can 

further expose the underlying lesion body. Consequently, 

resin infiltration is strongly indicated as a final step after 

these procedures to seal and permanently mask the 

exposed porosities, thus optimizing the long-term 

aesthetic result [30]. In cases of substance loss (Class 

III), more invasive restorative approaches (composites, 

crowns) remain necessary. 

 

The described case showed significant aesthetic 

improvement after the application of low-viscosity resin, 

confirming its role as a first-choice alternative for 
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masking white opacities in mild MIH [15]. Resin 

infiltration of the enamel is described as a micro-invasive 

treatment that strengthens and stabilizes the enamel [16]. 

This minimally invasive technique can be used to treat 

superficial lesions up to the first third of the dentin [17]. 

 

The principle of resin infiltration is to 

impregnate the porous enamel with resin by capillary 

action, thereby stopping the progression of the lesion by 

obstructing the microporosities that provide diffusion 

pathways for acids [21]. A positive side effect is that the 

enamel lesions lose their whitish appearance when these 

microporosities are filled with resin [22], which was 

perfectly illustrated in our case. 

 

We can conclude that the resin infiltration 

technique is a treatment of choice for aesthetically 

managing white spot lesions of the enamel in mild MIH 

(Class I). In addition to masking opacities, resin 

infiltration increases the surface hardness of the enamel, 

improving its mechanical properties [27]. 

 

CONCLUSION 
Resin infiltration thus establishes itself as a 

modern, minimally invasive, and highly predictable 

therapeutic solution for the management of mild (Class 

I) aesthetic defects related to molar-incisor 

hypomineralization. Its effectiveness, demonstrated 

through this clinical case and supported by growing 

literature, makes it a first-choice option for this type of 

lesion, allowing for the restoration of smile harmony and 

the preservation of dental structure. For more severe 

defects, it finds its place as an essential complementary 

step in a sequential treatment plan, optimizing and 

perpetuating the result of prior techniques such as 

microabrasion. 
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