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DERLEME / REVIEW

Beyaz Nokta Lezyonlari ve Ortodonti

White Spot Lesions and Orthodontics

GiRis

Minede gorilen beyaz renklenmeler;
dental florozis, ve flor icermeyen opasiteler
veya “beyaz nokta” lezyonlari olarak sinif-
landirilmaktadir (1). Florozis, normal mine-
den tam olarak ayirt edilemeyen ve agizda
simetrik bir dagilima sahip beyaz/sarimsi
lezyonlardir. “beyaz nokta” lezyonlar ise
mine c¢lriginin en erken makroskopik
bulgusu olarak tanimlanmaktadir (2). Cevre
mineden iyi ayirt edilebilirler, siklikla disin
ortasinda konumlanmis ve rastgele dagil-
muglardir. Beyaz goriinimiin sebebi dekal-
sifiye, poréz minede 1sik dagiliminda mey-
dana gelen degisikliklerdir (3). Bu safhada
mine hala sert ve parlaktir. Eger lezyon iler-
lerse mine kirilir ve kavite olusur.

“Beyaz nokta” lezyonlarin insidansinin
ortodonti hastalarinda arttigi gosterilmistir
(4). Gorelick ve ark. (5) ortodonti hastalari-
nin % 50’sinde beyaz nokta lezyonlarda ar-
tis gostermislerdir. Ogaard (6) ortodontik
tedavi gormis hasta grubuyla, ortodontik
tedavi gormemis hastalardan olusan kon-
trol grubunu karsilastirdigi calismasinda te-
daviden 5 yil sonra bile ortodonti hastala-
rinda daha fazla beyaz nokta lezyonu insi-
dansi gostermistir.
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INTRODUCTION

White discolorations of enamel can be
classified as dental fluorosis, non-fluoride
opacities, or white spot lesions (1). Fluoro-
sis is described as white/yellowish lesions
that are not well defined, blending with
normal enamel, and having symmetrical
distribution in the mouth. White spot lesi-
ons have been defined as the earliest mac-
roscopic evidence of enamel caries (2).
They are well differentiated from surroun-
ding enamel, often located in the middle of
the tooth, and randomly distributed. Chan-
ges in light scattering of the decalcified,
porous enamel are the reason for the white
appearance (3). At this stage the enamel is
still hard and shiny. However, if the lesion
progress the intact surface breaks down
and a cavity is formed.

The incidence of white spot lesions was
found to be increased in orthodontic pati-
ents (4). Gorelick et al. (5) showed an in-
crease in the number of white spot lesions
in 50 per cent of orthodontic patients. Oga-
ard (6) showed higher white spot incidence
in orthodontic patients even five years after
the orthodontic treatment.
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Sabit ortodontik apareyler dental plak hac-
minde artisa yol agmaktadir (7). Ortodontik
apareylerin uygulanmasiyla birlikte plaktaki
bakteriyel florada hizli bir degisim meydana
gelmektedir (8). Ozellikle streptecocus mutans
(S. mutans) ve laktobasiller gibi asidojenik
bakteri seviyeleri ortodonti hastalarinda
onemli miktarda yiikselmektedir (9). Bu bakte-
riler fermente edilebilir karbonhidrat varligin-
da organik asit treterek plak pH’sini azaltmak-
tadirlar ve agiz icinde karyojenik bir ortam
olusturmaktadirlar. Saghkh bir diste mine yu-
zeyi, mine ve oral sivilar arasinda dinamik, fi-
ziksel ve kimyasal bir denge saglayan kazanil-
mis bir bio-film olan pelikdl ile 6rtaltdir. Oral
sivilarin pH’ si fizyolojik normlarin altina dus-
tigiinde minedeki hidroksiapatit kristallerin-
den pelikiile ve oradan da oral kaviteye kalsi-
yum ve fosfat iyonlari salinmaktadir. Boylece
minede demineralizasyon meydana gelerek
(10) beyaz nokta lezyonlar goriilmektedir (1).

Beyaz nokta lezyonlari ¢ok hizl bir stireg-
te gelismektedir. Gerekli 6nlemler alinmazsa
4 hafta icinde gozle goriinen lezyonlar olusa-
bilmektedir ki bu ortodonti hastalari icin iki
randevu arasindaki streyi ifade etmektedir.
Beyaz nokta lezyonlar en sik maksiller lateral
kesiciler ve mandibuler kaninlerde gorilmek-
tedirler. En fazla etkilenen; labiyal mine yi-
zeyinin distogingival alanidir (11). Mizrahi
(12) ortodontik tedaviden sonra mine lezyon-
larinin dagilimini inceledigi arastirmada
maksiller ve mandibuler birinci molarlarin,
maksiller lateral, mandibuler lateral ve kanin-
lerin, 6zellikle vestibul yizeylerinin orta ve
gingival clustinde beyaz nokta lezyonlarin
arttigini gostermistir.

Beyaz nokta lezyonlarin belirlenmesi hem
koruyucu yaklagimlarin ve tedavinin erken
uygulanmasi hem de arastirmalarda kullani-
lan metodlarin etkinliginin gosterilebilmesin-
de onemlidir (13).

Beyaz Nokta Lezyonlari
Belirleme Yontemleri (13)
1) Makroskopik metotlar
a) Klinik inceleme
b) Fotografik inceleme
c) Optik nonfloresan metotlar
- Isik sacilimi
d) Optik fliioresan metotlar
- Fltioresan boya alimi
- Ultraviyole
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The fixed orthodontic appliances induce
an increase in the volume of dental plaque
(7). There is a rapid change in the bacterial
flora of the dental plaque after introducing
orthodontic appliances (8). Especially, the le-
vels of asidogenic bacteria, such as Strepto-
coccus mutans and Lactobacillus, become
significantly elevated in orthodontic patients
(9). These bacteria decrease the pH of the
plaque by producing organic acids in the pre-
sence of fermentable carbohydrates and cau-
se to a cariogenic environment in the mouth.
The healthy tooth has on its enamel surface a
pellicle which participates in dynamic,
physical and chemical equilibrium with the
enamel and oral fluids. When the pH of oral
fluids changes below the physiologic norm,
calcium and phosphate ions diffuse from
hydroxylapetite mineral in the enamel to the
pellicle and into the oral cavity. In this way,
demineralization of the enamel occurs (10).
The clinical evidence of this demineralizati-
on is visualized as a white spot lesion (1)

The development of white spot lesions has
occurred in a rapid process. If essential pre-
ventions are not provided, visible white spot
lesions can be formed within 4 weeks, which
means the time period in between two appo-
intments for the orthodontic patients. White
spot lesions are seen generally on the maxil-
lary lateral incisors and mandibular canines.
The most affected area is the distogingival
part of the labial enamel surface (11). Mizra-
hi (12) showed that white spot lesions increa-
sed on the maxillary and mandibular first mo-
lars, maxillary lateral incisors, and mandibu-
lar lateral incisors and canines, mainly on the
cervical and middle thirds of the vestibular
surfaces, in the study that he investigated the
distribution of the white spot lesions after ort-
hodontic treatment.

Evaluation of the white spot lesions is im-
portant for early implementation of preventi-
ve approaches and treatment, and demons-
trating the effectiveness of the methods
which are used in the studies (13).

The Determination Of White
Spot Lesions (13)
1) Macroscopic methods:
a) Clinical Examination
b) Photographic Examination
c) Optic Nonfluorescent Methods:
- Light scattering

Tiirk Ortodonti Dergisi 2010;23:299-306
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- Lazer

- Isik (Kantitatif Isik-indiikte fltioresan)
2) Mikroskobik Metotlar

- Curtuk modelleri

- in situ ctiriik model

Gorelick ve ark. (5) beyaz nokta lezyonla-
ri gorsel bir skala olusturarak siniflandirmig-
lardir. Lezyon olmamasi skor 1, kiigiik lezyon
skor 2, siddetli lezyon skor 3 ve kavitasyon
skor 4 olarak skorlanmistir.

Ortodontik tedavi sirasinda en iyi yaklasim
beyaz nokta lezyonlarin olusumunun 6nlen-
mesidir (11).

Beyaz Nokta Lezyonlarin Onlenmesi

Beyaz nokta lezyonlarin énlenmesinde en
onemli profilaktik unsur plak kontroltnin
saglanmasidir. Plak, dis fircasi ve dis ipinin
gtinltk kullanimi ile birey tarafindan kolay-
likla uzaklastirilabilir. Ancak, 6zellikle mal-
poze disler veya ortodontik apareylerin varli-
ginda bireyin plagi belirleyip yeterli fircala-
may1 saglamasi gtictiir. Bu durumda, orto-
dontist plagi boyayici ajanlar kullanarak has-
ta egitimini saglayabilir. (2).

Beyaz nokta lezyonlarin olusmasinin en-
gellenmesinde topikal floriir uygulanmasi
onerilmektedir. Floriir, demineralizasyonu
onleyici ve remineralizasyonu arttirici etkisi
ile lezyonlarin 6nlenmesinde en 6nemli ajan-
dir (1,14). Floriiriin karyostatik etkisi, bu iyon
ile mine yiizeyi arasinda kimyasal bir reaksi-
yon vasitasiyla gerceklesmektedir. Florir
iyonlari mine yizeyi ile birlestiginde hidrok-
siapatit kristallerine kiyasla daha az ¢oztindr-
[tgl olan floroapatit kristalleri olusmaktadir.
Ayrica, ¢tiriik olusumuna neden olan oral flo-
ra tzerinde inhibitor etki gostermektedir (14).
Ancak dustk pH’ da flortriin karyostatik et-
kisi azalmaktadir. Dolayisiyla lezyonlarin 6n-
lenmesinde iyi bir agiz hijyeni sarttir (3).

Topikal florir uygulamalari dis macunu,
gargara, jel veya vernik formunda yapilabil-
mektedir (2).

Dis macunlari sodium floriir (NaF), sodi-
um monoflorofosfat (SMFP), stanoz flortr
(SnF), amin flortir (amine F) veya bu kompo-
nentlerin karisimini icermektedir. Ortodonti
hastalarinda curik riskinin fazla olmasi ne-
deniyle yeterli floriir seviyesine sahip dis
macunlari kullanilmahdir ve %0,1 ‘den az
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d) Optical Fluorescent Methods:

- Fluorescent dye uptake

- Ultraviolet

- Laser

- Light (Quantitative light-induced
fluorescence)

2) Microscopic Methods:
- Caries models
- The in-situ caries model

Gorelick et al. (5) used a visual scale in the
classification of white spot lesions and they
recorded a small lesion as score 2, severe le-
sion as score 3 and cavitation as score 4. No
lesion was recorded as score 1 (5).

The best approach is to prevent white spot
lesions from developing during orthodontic
treatment (11).

Prevention of White Spot Lesions

The most important prophylactic measure
to prevent the occurrence of white spot lesi-
ons is implementing a good oral hygiene for
plaque control. Plaque can be easily remo-
ved by the individual by the daily use of a to-
othbrush and dental floss. But plaque is diffi-
cult for the patients with malposed teeth or
with orthodontic appliances to identify and
brushing is often inadequate. In this instance,
orthodontist may provide patient’s hygiene
education by using of disclosing agents (2).

The application of topical fluoride is sug-
gested to prevent occurrence of white spot le-
sions. Fluoride is the most important agent in
the prevention of white spot lesions by its ef-
fect that increasing remineralization and dec-
reasing demineralization (1,14). The cariosta-
tic effect of fluoride occurs by means of a
chemical reaction between this ion and sur-
face of the enamel. When the fluoride ions
compound with the enamel surface, the flu-
oroapatite crystals which have less solubility
comparing with hydroxylapetite crystals oc-
cur. In addition, fluoride has inhibitory effect
on the oral flora that causes caries (14). But,
in the low pH, the cariostatic effect of fluori-
de decrease. So, a good oral hygiene is ne-
cessary for prevention of the lesions (3).

Topical fluoride applications can be done
by means of toothpaste, oral solution, gel and
varnish (2).

Toothpastes contain sodium fluoride
(NaF), sodium  monofluorophosphate
(SMFP), stannous fluoride (SnF), amine flu-

o

301



299 bengisu

302

5/5/11

12:03 PM Page 302

flortir konsantrasyonu iceren macunlar 6ne-
rilmemektedir (3).

Ancak, ortodontik tedavi goren bireylerde
dis macununun lezyonlarin gelisimini dur-
durmada tek basina yeterli olmadigi gosteril-
mistir (15). Bu yiizden, ortodonti hastalarinin
flortirlt dis macununa ek olarak flortrlt agiz
gargarasi  kullanmalari  6nerilmektedir
(15,16). %0,05’lik NaF’ It gargaralarin gtin-
lik kullaniminin beyaz nokta lezyonlarin
olusumunu 6nemli derecede azalttigi bildiril-
mistir (17,18). Fakat agiz gargaralar hasta ta-
rafindan diizenli olarak kullanildiklarinda ise
yaramaktadirlar, dolayisiyla basari icin hasta
kooperasyonuna ihtiyag vardir. Geiger ve ark.
(19) yaptiklari arastirmalarinda 206 ortodonti
hastasinin sadece %13’tntn verilen protoko-
le uygun sekilde agiz gargarasi kullandiklari-
ni ve bu hastalarda beyaz nokta lezyonlarda
belirgin bir azalma oldugunu goéstermislerdir.

Hasta kooperasyonuna olan ihtiyaci azalt-
mak icin klinik ortaminda jel veya vernik for-
munda yiiksek konsantrasyonda florir uygu-
lamasi yapilabilmektedir (10,20). Fakat uygu-
lama sikhginin az olmasi, tekrarlayan uygula-
malarla hastaya maliyetinin veya hekimin
hasta basinda gecirdigi siirenin artmasi ve
dislerde gecici renklenmeler olusturmasi gibi
dezavantajlari bulunmaktadir (1).

Ortodontik tedavi sirasinda flortr igeren
materyallerin kullanilmasi da beyaz nokta
lezyonlarin olusumunu azaltabilmektedir.
Floriir salan kompozit rezinler, cam iyono-
mer simanlar, rezin modifiye cam iyonomer
simanlar, flortr salinimi yapan elastomerik li-
gattrler faydali olabilmektedir. Cam iyono-
mer siman ve kompozit rezin ile yapilan bon-
dingin karsilastirildigi ¢calismalarda cam iyo-
nomer siman kullanilan segmentlerde anlam-
li olarak az sayida beyaz nokta lezyon belir-
lenmistir (21,22). Cam iyonomer siman ve
kompozit rezinler arasinda beyaz nokta lez-
yon olusumu yoniinden fark gosterilmemis
calismalar mevcuttur (23-25). Flortrli ve flo-
rirstiz elastiklerin karsilastirildigi bir calisma-
da beyaz nokta lezyon olusan hasta sayisi
agisindan iki grup arasinda anlamli fark bu-
lunmamustir (26).

Beyaz Nokta Lezyonlarin Tedavisi

Beyaz nokta lezyonlarin tedavisine kon-
servatif yaklagimlarla baslanmalidir. Problem
bu sekilde coziilemezse daha agresif tedavi

o
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oride (amine F) or combination of these
components. Due to high caries risk in ort-
hodontic patients, toothpastes with adequa-
te level of fluoride must be used and fluori-
de concentrations below 0.1% should not to
be recommended (3).

On the other hand, it was found that tooth-
pastes were unable to stop lesions from deve-
loping in the orthodontic patients (15). There-
fore, orthodontic patients are requested to
use fluoride mouth rinse in addition to tooth-
paste (15,16). Daily use of 0.05% NaF has
been reported to decreased development of
white spot lesions significantly (17,18). But,
mouth rinses are useful if they are used regu-
larly by the patient, so mouth rinsing is de-
pendent on patient cooperation. Geiger et al.
(19) showed that only 13% of 206 orthodon-
tic patients used mouth rinse as requested
and a significant decrease in the white spot
lesions was found in these patients.

Application of high fluoride in the form of
gel or varnish may be recommended to redu-
ce the need for the patient cooperation
(10,20). However, there are several disadvan-
tages such as limitation on the frequency of
applications, increasing costs to patient or
chair time to the clinician with the repeated
varnish applications, causing temporary dis-
coloration of the teeth (1).

Using fluoride containing materials during
the orthodontic treatment can reduce the oc-
currence of white spot lesions. Fluoride re-
leasing composite resins, glass ionomer ce-
ments, resin modified glass ionomer ce-
ments, fluoride releasing elastomeric ligatu-
res may be beneficial. Significantly lower
number of white spot lesions were determi-
ned in the segments which were used glass
ionomer cements in the studies comparing
glass ionomer cement and composite resin as
bonding material (21,22). There are studies
that did not show any differences between
glass ionomer cements and composite resins
with regard to the occurrence of the white
spot lesions (23-25). In a study comparing
fluoridated and non- fluoridated elastics, sig-
nificant differences were not found between
the two groups with regard to the number of
the patients occurring white spot lesions (26).

Treatment of White Spot Lesions

Treatment of white spot lesions should be-
gin with conservative approaches. If the prob-

Tiirk Ortodonti Dergisi 2010;23:299-306
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modelleri hastanin da istemesi durumunda
uygulanabilmektedir.

Ortodontik apareylerin uzaklastirildigr ilk
birkac hafta icerisinde hicbir tedavi uygulan-
madan remineralizasyonla beyaz nokta lez-
yonlarinin boyutu kiictilmektedir (11). Orto-
dontik tedavisi yeni biten hastalarda beyaz
nokta lezyonlara tukurikten kalsiyum ve flo-
rir iyonlarinin penetrasyonuna izin verilmeli-
dir Bu sekilde hafif beyaz nokta lezyonlar
lezyonun daha derin kismindan minenin da-
ha dis ytizeyine dogru remineralize olur,
boylece daha basarili ve daha estetik tedavi
sansini arttirir (1,27,28). Van der Veen ve
ark. (29) debondingden 6 hafta sonra kigtik
lezyonlarda hizli iyilesme gostermistir. Ya da
dustik konsantrasyonda floriir uygulanmasi
onerilmistir (30). Ortodontik tedavisi yeni bi-
ten hastalarda beyaz nokta lezyonlara yiik-
sek konsantrasyonda flortir uygulanmasi ba-
z1 istenmeyen estetik sorunlara yol acabil-
mektedir. Yiksek konsantrasyondaki flortr
en Ust mine tabakasinin hemen reminerali-
zasyonunu saglarken daha derin mine kris-
talleri etkilenmemektedir (1).

Demineralize lezyonlarda kazein fosfo-
peptid amorf kalsiyum fosfat (CPP-ACP) kul-
lanilmasinin remineralizasyonu arttirdigi bu-
lunmustur. Sakiz, agiz gargarasi, topikal krem
ve sekersiz pastil gibi cesitli formlarda piyasa-
ya sunulmustur. CPP-ACP kalsiyum ve fosfat
salarak mineye baglanmakta ve minede kalsi-
yum fosfat kristallerine dontsmektedir (31).

Sakiz cignemenin mine remineralizasyo-
nuna yardimci oldugu bildirilmistir (32). Sakiz
icerisinde bulunan sorbitol ve ksilitoltin mine
demineralizasyonu ve remineralizasyonu st-
recini etkiledigi ileri striilmekle beraber sakiz
kullanmanin tukirik stimulasyonunu artirma-
si ile remineralizasyona yardimci oldugu ko-
nusunda goris birligi bulunmaktadir (11).

Eger zaman ve florir estetik sorunlari du-
zeltmezse siradaki adim mikroabrazyon teda-
visidir. Mikroabrazyon hidroklorik asit ve
ponza teknigi kullanarak yuizeysel dis renk-
lenmelerinin, uzaklastiriimasi ve mine dekal-
sifikasyonlarinin diizeltilmesi islemidir (33).
Bir dakikalik hidroklorik asit ve ponza uygu-
lanmasi ilk uygulamada 12 pm, takip eden
uygulamalarda 26 pm mine uzaklastiriimasi-
na neden olmaktadir. ilk uygulamada daha
az mine uzaklastirilmasi flortirden zengin mi-
nenin yiizeyde olmasindan kaynaklanmakta-
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lem can not be resolved with such approac-
hes, more aggressive treatment modalities can
be pursued if also the patient is interested.

Size of the white spot lesions decreases
with remineralization without applying any
treatment in the first weeks after the removal
of the orthodontic appliances (11). In patients
who just completed orthodontic treatment,
calcium and fluoride ions penetrations of the
white spot lesions from saliva should be allo-
wed. In this way, mild white spot lesions re-
mineralize from the deeper parts of the lesion
to the outer surface layers of the enamel, thus
increasing the chances for more successful
and more esthetic treatment (1,27,28). Van
der Veen et al. (29) showed a rapid improve-
ment of the small lesions 6 weeks after debon-
ding without any treatment. Or application of
a low fluoride concentration is recommended
(30). Applying high concentration of fluoride
to white spot lesions in patients who just
completed orthodontic treatment may cause
some undesirable esthetic problems. High flu-
oride concentration may immediately remine-
ralize the most superficial layer of enamel but
do not affect the deeper enamel crystals (1).

To use casein phosphopeptide amorphous
calcium phosphate (CPP-ACP) in the demine-
ralized lesions was found to increase remine-
ralization. It is marketed in several forms,
such as chewing gum, mouth rinses, topical
cream and sugar-free lozenges. CPP-ACP at-
taches to enamel by releasing calcium and
phosphate ions and reform into calcium
phosphate crystals in the enamel (31).

Chewing gum has been reported to assist
enamel remineralization (32). Even it has be-
en suggested that sorbitol and xylitol which
are consist in a chewing gum can affect the
process of enamel demineralization and re-
mineralization, there is a consensus that use
of chewing gum assist enamel remineralizati-
on by increasing salivary stimulation (11).

If time and fluoride do not correct the est-
hetic concerns, the next step is microabrasi-
on treatment. Microabrasion is the process of
removal of superficial tooth discolorations
and improvement of enamel decalcifications
by using hydrochloric acid and pumice tech-
nique (33). 1T-minute applications of hydroch-
loric acid and pumice cause to remove 12 pm
enamel on the first application and 26 pm on
subsequent applications. Less enamel remo-
val on the first application is caused from the

o
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dir. Mikroabrazyon az miktarda yiizey mine-
sini uzaklastirirken olduk¢a parlak bir mine
yuizeyi birakmaktadir. Mikroabrazyonu taki-
ben 4 dakika %2’lik sodyum floriir tedavisi
onerilmektedir (34).

Mikroabrazyon ile istenen estetik elde edi-
lemez ise agartma tedavisi (bleaching) dsti-
nebilir. Bu prosediirdeki amag beyaz nokta
lezyonlarin gevresindeki mine vyizeylerini
beyazlatarak kamuflaj tedavisi saglamaktir.
Eksternal agartma isleminin beyaz nokta lez-
yonlarin gorundrlaligini basariyla kamufle
ettigi gosterilmistir (35). Agartma isleminin
asit erozyonuna ve demineralizasyona yat-
kinhgi arttirmadigr bulunmustur (36). Peroksit
konsantrasyonunun uzun dénemde agartma
islemini etkilemedigi gosterildiginden agart-
ma sonrasi dis hassasiyetini azaltmak icin du-
stik peroksit konsantrasyonlu jellerin kullanil-
masi tavsiye edilmektedir (35).

Kompozit restorasyonlar ve porselen vene-
erler hastanin estetik beklentisini karsilamak
icin son secenektir (36). Bu tedavi saglikli dis
dokusunun uzaklastirilmasini igermektedir ve
maliyeti daha yiksektir. Fakat, cok siddetli
durumlarda estetik olarak en begenilen sonu-
cu olusturmaktadir (1).

Ortodontik Tedavi Sirasinda Oneriler

Ortodontik tedavi sirasinda en iyi yaklagim
beyaz nokta lezyonlarin olusumunun 6nlen-
mesidir. Flortrltu dis macunlari ile dis fircala-
ma ve %0,05’lik NaF gargaralarinin kullani-
mina yonelik etkili oral hijyen motivasyonu
yaptlmalidir. Plak birikimi riskini arttiran
komplike aparey dizaynlarindan kaginilmali-
dir. Braket etrafinda bonding materyali kalin-
tilari temizlenmelidir. Celik ligatur tellerinin
veya self-ligating braketlerin kullanimi elastik
ligaturlere tercih edilmelidir. Sabit retainer
uygulanan hastalar baglanti basarisizliginin
belirlenmesi amaciyla diizenli araliklarla
kontrol edilmelidir.

SONUC

Beyaz nokta lezyonlari ¢ok hizli ilerle-
mekte ve tedavi edilmediklerinde siddetli ¢i-
riiklere neden olmaktadirlar. En iyi estetik so-
nucun elde edilmesi ve maliyetin azaltilmasi
icin bu lezyonlarin 6nlenmesine yonelik ge-
rekli dikkat gosterilmelidir.

Akarsu, Kocadereli

fluoride rich enamel that is at the enamel sur-
face. The microabrasion removes small amo-
unts of surface enamel, but also leaves a
highly polished enamel surface. Following
the microabrasion a 4-minute 2% sodium flu-
oride application is recommended (34).

If desired esthetic result could not be obtai-
ned with microabrasion, tooth bleaching may
be considered. The aim of this procedure is to
obtain a camouflage treatment by whitening
enamel surfaces around the white spot lesi-
ons. It has been shown that external bleac-
hing process camouflaged the appearance of
the white spot lesions successfully (35). It was
found that bleaching did not increase suscep-
tibility to acid erosion and demineralization
(36). Since the concentration of peroxide was
demonstrated not to affect bleaching process
in long term, gels with low peroxide concen-
tration to decrease tooth sensibility after ble-
aching are recommended (35).

Composite restorations and porcelain ve-
neers are the last choice to meet the esthetic
objective of the patient (36). This treatment
requires the removal of sound tooth structure
and is more costly. However, it provides the
most desirable outcome esthetically in very
severe situations (1).

Suggestions during Orthodontic

Treatment

The best approach during orthodontic tre-
atment is to prevent the occurrence of the
white spot lesions. Efficient oral hygiene mo-
tivation should be achieved by tooth brus-
hing with fluoride toothpaste and using
0.05% NaF mouth rinses. The complicated
appliance designs, which enhance the risk of
plaque accumulation, must be avoided. Bon-
ding material remains around the orthodontic
brackets must be cleaned. Steel ligatures or
self-ligating brackets are preferable to elastic
ligatures. The patients with fixed retainer sho-
uld be controlled regularly to determine
bond failures.

CONCLUSION

White spot lesions develop rapidly and if
not treated, they cause severe caries lesions.
To obtain the best esthetic result and to dec-
rease the cost, appropriate attention should
be maintained to prevent these lesions.

Tiirk Ortodonti Dergisi 2010;23:299-306
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