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Abstract
White spot lesions (WSLs) are a common complication after treatment using fixed orthodontic appliances.
Decalcification of enamel surrounding fixed orthodontic appliances, known as WSLs, poses a significant
aesthetic difficulty during and after treatment, as the purpose of fixed orthodontic therapy is to improve
facial and dental appearance. Modern dentistry utilizes remineralization therapies to non-invasively treat
WSLs to prevent the progression of disease and enhance the strength, appearance, and functionality of the
affected tooth. This review aims to identify and assess the etiology, formation, and risk factors, as well as
current treatment approaches used in achieving WSLs remineralization, induced by fixed orthodontic
appliances. An electronic search on the PubMed and ScienceDirect databases was performed using a selected
keyword. A total of 172 studies (from 2013 to 2023) were retrieved. Their references were also checked to
find other relevant studies. Duplicate copies were excluded. After the abstract and full-text screening, only
39 studies were included. Even though numerous studies address the different treatment modalities for
managing post-orthodontic WSLs, such as antiseptics; fluorides such as dentifrices, mouthwash, and
varnish, and remineralizing agents such as casein phosphopeptides amorphous calcium phosphate,
biomimetic self-assembling peptides, lasers, bleaching, microabrasion, and resin infiltration. There is a lack
of evidence-based studies that examine the long-term effects of WSL treatment. Further well-performed
controlled clinical trials with long-term follow-up are needed to establish best clinical practice.
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Introduction And Background
Decalcification or demineralization refers to the loss of calcified tooth substance [1]. Enamel
demineralization manifests clinically as white spot lesions (WSLs) produced by changes in optical
characteristics induced by subsurface mineral loss [2]. Bacteria in tooth plaque produce acid, which causes
dissolving of the structure [1]. WSLs are a commonly observed negative consequence of orthodontic therapy,
resulting primarily from inadequate oral hygiene [3]. During orthodontic treatment, it has been observed
that fixed orthodontic components, such as brackets, have the potential to result in a greater deposition of
biofilm [4]. Consequently, individuals who consume a highly cariogenic diet and have an inadequate oral
hygiene regimen have a tendency to get WSLs, alternatively referred to as early caries lesions, as they
indicate the initial stage of enamel demineralization [4,5].

WSLs imply that there is a subsurface area with most of the mineral loss beneath a relatively intact enamel
surface. WSLs are typically in the International Caries Detection and Assessment System (ICDAS) II 1-2
range [6]. The prevalence of WSLs shows a variation across different studies; Boersma et al. reported that
WSL exhibit a prevalence of 97% [4], but the findings of a meta-analysis indicate that the prevalence of
WSLs was 68.4% and an incidence rate of 45.8%, respectively. This underscores the importance of
implementing specific preventive measures to minimize the development of WSLs [3]. These discrepancies
might be attributed to the choice of research method and criteria, as well as the inclusion or exclusion of
pre-existing enamel lesions [7]. Studies using more sensitive diagnostic procedures than basic visual
inspection, such as those employing autofluorescence generated by teeth subjected to high-intensity blue
light, quantified light-induced fluorescence (QLF), or the Diagnodent, (DIAGNOdent 2190, KaVo, Biberach,
Germany), a device that assesses the degree of demineralization of teeth through fluorescence emitted by
laser-scanned teeth, resulted in the highest prevalence [8]. WSLs were found to be two and a half times more
frequent in the maxillary teeth in comparison to mandibular teeth [3]. The WSLs were symmetrically
distributed between the arches, and the teeth that were most affected teeth were the maxillary laterals,
followed by maxillary canines, then mandibular canines [3]. Orthodontic specialists continue to face this
issue due to patients' failure to use proper brushing techniques and auxiliary tools [9]. Remineralization
therapy has emerged as a popular treatment approach for addressing these lesions [5]. Depending on the
type and severity of these lesions, several treatments have been suggested for treatment [10]. Treatments
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that are advised range from less invasive methods like using fluoride toothpaste at home to more invasive
ones like composite restorations [10]. The treatment of white spot lesions has been a long-standing topic of
dispute. Despite the urgent need for treatment, this remains a divisive topic.

Aim
The aim of this review is to identify and assess current treatment approaches used in achieving white spot
lesion remineralization, induced by fixed orthodontic appliances.

Review
Methods
Search Strategy

An electronic search was conducted on articles published in the recent 10 years (from 2013 to 2023) that
was taken into consideration, using PubMed and ScienceDirect databases. The most relevant articles were
chosen by first reading the title, then the abstract, and lastly the entire text. We omitted articles that
compared removable orthodontic appliances to fixed orthodontic appliances with ceramic brackets.
Research conducted on human teeth received greater attention than those conducted on the teeth of
animals. Two researchers reviewed the articles. In case of any discrepancy between the two researchers, a
third reviewer handled the discussion to reach an agreement. Several keywords were used to identify the
studies for this review, including “fixed orthodontic treatment”, “decalcification”, “enamel
demineralization”, “enamel remineralization”, “post-orthodontic white spot lesion”, “preventive measures”,
“camouflage” were the terms used in the search.

Eligibility Criteria

The inclusion criteria for the selection of the study included PICO: (1) Participants: WSL formation after
treatment with fixed orthodontic therapy. (2) Intervention: Remineralization agents and minimally invasive
dental treatments administered to areas that are susceptible to WSL in patients during or after orthodontic
treatment. (3) Comparison: Remineralization and minimally invasive dental therapy effect in comparison to
baseline or to controlled groups. (4) Outcome indicator: Visual improvement and clinical
parameter enhancement of WSLs.

Results
Figure 1 shows the search flowchart - 172 studies were retrieved from PubMed and Science Direct databases.
Their references were investigated as well to find other relevant studies. After removing the duplications, a
total of 121 studies were screened. In the current literature review, a total of 39 full texts were included in
the narrative review.
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FIGURE 1: A flow diagram showing the number of articles identified at
each stage of the search.

Discussion
Formation of White Spot Lesions

Fixed orthodontic therapy may provide retentive site-associated dental biofilm accumulation [11]. It was
found that patients receiving orthodontic treatment had significantly higher salivary levels of Streptococcus
mutans (S. mutans) [12]. Additionally, changes in dental plaque are seen with orthodontic appliances, such as
increased s.mutans, and lactobacillus bacteria, as well as a decreased resting pH of biofilm. Also, excessive
material near orthodontic brackets can promote bacterial growth [13]. WSLs, which are classified as incipient
non-cavitated decay, are the result of bacterial plaque activity [14], as they are the first clinical evidence of
this demineralization [8]. An intact layer is followed by a subsurface porous region referred to as "the body of
the lesion" in early lesions. Due to the increased pore volume of these demineralized regions, the refractive
index of these lesions is distinct from that of adjacent healthy tooth structure. An increase in lesion porosity
corresponds to a greater concentration of air and water, which alters the refractive index [15]. The white
spot lesion is composed of four distinct histological layers. The lesion progresses in the following order of
layers from its deepest point to its surface: translucent, dark, lesion body, and superficial [16]. Losses of
enamel mineralization have been identified in these areas, which manifest clinically as relatively broad,
porous, brown, or chalky-white patches that are abrasive to the touch. This phenomenon is associated with
the altered diffusion of light in comparison to enamel which is normally mineralized [9].

Etiology and Risk Factors for White Spot Lesions

The host's susceptibility is critical, and it considers both systemic and local factors: the quality and quantity
of salivary flow, as well as the enamel's resistance to acid dissolution, are the primary systemic factors,
whereas the malposition of teeth and the presence of fixed appliances are the most significant local
factors [17]. Within the field of orthodontics, WSLs may be caused by two factors: the prolonged
accumulation of plaque on tooth surfaces and the challenges associated with maintaining oral hygiene
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around bonded teeth. The accumulation of plaque causes a decrease in pH, which in turn upsets the
demineralization-remineralization equilibrium in favor of mineral loss, or demineralization. This mineral
loss can ultimately result in the development of WSLs and cavitation that extends into the dentin [18].
Additionally, enamel etching performed prior to the placement of fixed orthodontic appliances may have
contributed to the increase in caries [19]. Moreover, WSLs prior to orthodontic treatment are considered a
risk factor for the development of new lesions [20], with other risk factors including poor oral hygiene,
excessive consumption of sugary beverages, frequent intake of fermentable carbohydrates, excessive
bonding, decayed or previously treated teeth, and orthodontic therapy treatment period [20, 21]. Also, the
type of orthodontic appliance, age, gender, and oral flora were also associated with the formation of WSL
[22].

Distribution of White Spot Lesions

WSLs are most commonly found around brackets and on the gingival margin, with the labiogingival area of
lateral incisors being the most common [8,10]. The distance between the bracket and the free gingival margin
is shorter for lateral incisors, which is also more conducive to the accumulation of plaque [10]. WSLs were
found to be two and a half times more frequent in the maxillary teeth in comparison to mandibular teeth.
The WSL were symmetrically distributed between the arches, and the teeth that were most affected teeth
were the maxillary laterals, followed by maxillary canines, then mandibular canines [3]. Under orthodontic
wires, there was a considerable rise in the occurrence of WSLs near the bracket bases or between the brackets
and the bonded bands [23], as well as with full coverage rapid maxillary expanders [24].

It was noted that WSL occurrences of full dental arches in participants treated with the lingual WIN (DW
Lingual Systems, Bad Essen, Germany) appliance were noticeably lower [25]. White spot lesions develop early
and may be noticeable after 4 weeks of orthodontic therapy [26], while other carious lesions take up to 6
months [8]. It was also found that the number of WSLs increased within the first six months of treatment
[27].

Prevalence of White Spot Lesions

The WSL decalcifications have been linked to a higher rate of occurrence in people with fixed appliances
[28], while males are affected at a higher rate than females [29]. The prevalence of WSL during orthodontic
treatment has been shown to range between 2% and 97% across multiple research studies [3, 20]. These
variations may be explained by the multiple methods employed to detect them, which include visual
inspection, photos, fluorescence approaches, and optical approaches such as DIAGNOdent (DIAGNOdent
2190, KaVo, Biberach, Germany), QLF, and digital image fiberoptic transillumination (DIFOTI) [3]. The
greatest rate of prevalence was found in studies utilizing more sensitive diagnostic approaches than
simple inspection [9]. WSLs are detected in 15.5%-40% of individuals prior to orthodontic therapy while
during treatment, WSLs were detected in 30%-70% of patients throughout treatment [3]. According to a
meta-analysis, the incidence rate of new carious lesions that occurred during orthodontic treatment was
45.8% in the 14 studies examined for WSLs, with a prevalence rate of 68.4% among individuals undergoing
orthodontic treatment. As both the incidence and prevalence of WSLs in orthodontic patients are rather
high, this necessitates the attention and care of both the patients and caregivers to effective prevention
techniques [18].

Predicting Factors of Post Orthodontic WSL Appearance

Lesions are unique to each patient and their oral environment, varying in size, shape, and location. The
amount of brushing, the patient's age, the treatment duration, the tooth type (central incisor or lateral
incisor), and the WSL surface area all influenced the betterment of WSL [10]. Several factors were found to
be associated with a significant effect on the appearance of WSLs shown in Table 1.
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Factor Findings

Age

Age at the start of the treatment was significantly associated with WSL development [30]. Another study showed that the age does not play a role in the development of WSL [31]. Each year of age resulted in a 3.1%

decrease in WSL surface area over an 8-week period as brushing ability and dexterity may increase with age [10]. Preadolescents ( ≤16 years) were shown to have significantly increased WSL in comparison to

adolescents(>16 years) [32].

Gender Males had significantly higher WSL in comparison to females [32]. Gender was not associated with WSL development [30].

Oral hygiene Poor oral hygiene significantly affected WSL development [30] Brushing frequency of ≥ 2 times a day was found to be associated with a WSL improvement [10].

Salivary

changes

during FOT

 A rise in salivary flow in all patients was observed as well as considerable drop in salivary pH [33].

DMFT and

plaque

index

A rise in DMFT index and rise in plaque index was observed in FOT patients [33].

Type of

appliance
WSL incidences in subjects treated with the WIN lingual appliance were significantly reduced [25].

Appliance

removal

time

Greater improvement in WSL appearance was observed with each additional month since appliance removal [10], suggesting that most improvement occurs shortly after appliance removal [10].

TABLE 1: Factors associated with the appearance of WSLs
FOT: fixed orthodontic treatment; DMFT: decayed, missing, filled teeth; WSL: White spot lesion

Prevention and Treatment of WSL in Orthodontics

Various methods are used during and after orthodontic treatment to prevent enamel demineralization and
achieve remineralization. Examples such as “casein phosphopeptide-containing products” and other
materials such as anti-bacterials and fluoride-containing products. Chlorhexidine was found to be the
most efficient antibacterial material against Streptococcus mutans, making it the most used in dentistry [22].
A study reported that combining antibacterial therapy with fluoride administration during fixed orthodontic
therapy had a protective effect [34]. To reduce WSL during fixed orthodontic therapy, tooth surface
disinfection therapy can be used alongside fluoride and professional mechanical teeth cleaning [22].

Oral Hygiene Control and Frequent Recall Visits

Orthodontic patients exhibit more frequent alterations on the vestibular surface, whereas caries are less
likely to develop in untreated patients [13]. Individuals in need of orthodontic treatment should be fully
instructed about the need to maintain excellent oral hygiene and should know that orthodontic appliances
may hinder full access to the teeth with appliances [22]. Maintaining proper dental hygiene throughout
orthodontic treatment needs patient commitment and skill development, which takes time, effort, and
motivation [35]. It is more challenging to follow standard oral hygiene procedures in patients receiving
orthodontic treatment for plaque removal [36]. The first 6 months are crucial for the patients' WSL
development as they adjust to orthodontic therapy's hygiene needs [26].

Antiseptics

Chlorhexidine: Chlorhexidine (CHX) is an antiseptic mouthwash, that inhibits the growth of bacteria, fungi,
and viruses that cause various oral disorders. CHX comes in various formulations such as mouthwash, gels,
chips, toothpaste, coated brushes, and floss [37]. Mouthwash comes in both alcohol-containing and non-
alcohol formulations [38]. For short-term intense plaque management, 0.2% is indicated, while 0.06% can be
used daily [37]. It is also given as a 0.12% mouthwash [38]. For mouthwashes, it is recommended to rinse
with 10 ml twice a day for 30 seconds [37]. However, it is not recommended for children under the age of 12
without the prior approval of a healthcare professional. It is recommended for short-term usage (two to four
weeks) and is permitted for use for 30 days. It is known to reduce plaque accumulation on teeth surfaces
[38]. Furthermore, it has been established that its mechanism of action generates antiplaque and
antigingivitic effects [39]. However, despite reducing plaque, CHX does not concurrently reduce caries,
according to a Cochrane review of eight clinical trials involving adolescents and children [40]. A systematic
review of CHX varnishes applied to teeth found no significant evidence that they reduce dental cavities [41].
To prevent caries, a daily mouth rinse with 0.05% sodium fluoride is presently recommended [42]. It may
function well in combination with other preventative medications, offering a boosting effect that can be
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extremely advantageous for high-risk patients [39]. However, using CHX might cause undesirable effects
such as dry mouth (xerostomia), changed taste perceptions (hypogeusia), and discolored tongue [37]. Other
less common adverse effects include burning sensations (glossodynia), oral mucosal desquamation, and
parotid gland enlargement [43]. The primary reason why people avoid using CHX mouthwash is the risk of
teeth discoloration [44].

Fluorides

Clinicians and researchers are increasingly interested in conservative techniques for managing WSLs
through remineralizing therapy [45]. The use of fluoride in dentistry is one of the most successful
preventative health strategies in the history of dental care [46]. Enamel can demineralize in the presence of
acid in the oral cavity, leading to the formation of WSLs and ultimately degradation [47].

Fluoride exposure can cause hydroxyapatite crystals to form on the enamel surface. Crystals lose “OH− ions”
and replace them with “F− ions”, resulting in “fluorapatite”, which is more resistant to disintegration [47].
This mechanism can occur with small amounts of fluoride (0.01-10 ppm) [46]. Fluoride products are widely
used for managing WSLs due to their ease of application, safety, increased enamel contact duration, and
patient acceptance [48]. 

Fluoridated Dentifrices: Toothpastes containing sodium fluoride, monofluorophosphate, or stannous
fluoride should have a fluoride concentration of at least 1000 ppm [49]. Patients at high risk for WSL benefit
from using a toothpaste twice daily containing 5000 ppm of fluoride rather than traditional formulations;
however, such toothpastes (Duraphat®, Colgate-Palmolive Company, New York City, USA) cannot be
administered for patients under the age of 16 [8]. It has been advocated to use this toothpaste exclusively in
the evening [20]. Nonetheless, using fluoride toothpaste alone is ineffective in avoiding WSL in most
patients, even with good dental hygiene [50]. As a result, the utilization of supplementary fluoride sources is
advised [51].

Fluoridated Mouthwash: Using fluoridated mouthwashes with sodium fluoride daily can significantly reduce
carious lesions around and beneath bands. Mouthwashes with antibacterial compounds, such as
chlorhexidine, triclosan, or zinc, have been shown to improve caries control [49]. Research suggests that
using a daily mouthwash with NaF (Sodium Flouride) (0.05% or 0.2%) can reduce enamel demineralization
during fixed orthodontic treatment [8].

Self-applied topical fluorides, such as dentifrices and mouthwashes are commonly used, but their
effectiveness is dependent on patient compliance with frequency and dosage. Despite the use of fluoride
dentifrices and other standardized measures, new WSLs continue to grow throughout fixed multi-bracketed
orthodontic treatment, necessitating alternate preventive treatments [52].

Fluoride varnishes: The development of fluoride varnishes aimed to prolong the contact time, ensure
sustained adhesion to the enamel, and thus impede rapid fluoride loss subsequent to application [16]. NaF is
present in fluoride varnishes at a concentration of 5% (22,600 ppm). They are applied on dried teeth to
ensure adequate enamel penetration [47]. Fluoride varnishes have been shown to effectively prevent and
reduce the depth of WSLs in several in vitro and in vivo studies [53-57]. Using a fluoride varnish during
orthodontic therapy reduced enamel demineralization by 44.3% [49]. A systematic review and meta-analysis
found that fluoride applied topically by a professional (in the form of varnishes or gels) can effectively
eliminate the onset of carious lesions in the enamel of permanent or primary teeth [58]. Fluoride varnishes
were recommended as an adjunct to active incipient lesions treatment in permanent or primary teeth. It was
also found that using fluoride varnishes on a regular basis during fixed orthodontic treatment can protect
against WSLs [58]. Fluoride varnishes are safe, despite their high fluoride content [59].

Fluoride Resins: Resin-modified glass ionomer (RMGI) cements have been known for their potential use in
caries prevention [47]. Attempts have been made to use fluoride-containing glass ionomer adhesives to
bond orthodontic brackets [60]. When comparing the depths of enamel demineralization in proximity to
orthodontic bands that are bonded using zinc polycarboxylate, glass ionomer (GI), or RMGI, it was shown
that RMGI cement was significantly more effective in preventing enamel demineralization [61].
However, these materials were shown to have low shear-bond strengths in comparison to light-cured
composite [62].

Light-Curable Fluoride Varnish: Several studies, including randomized controlled trials [63] and a systematic
review [27], suggest that fluoride varnish should be used regularly during fixed orthodontic treatment.
Fluoride varnish typically takes many applications to achieve an anti-caries effect [64]. It has been proposed
that this frequent application can be significantly decreased with the introduction of light-curable fluoride
varnish (LCFV) [65]. LCFV was developed to offer targeted protection for dentin and enamel tooth surfaces
[59]. It has proven to be more sustainable and long-lasting than traditional fluoride varnish [66].
RMGI varnishes, such as Vanish™ XT Extended Contact Varnish (3M ESPE, St. Paul, USA) were among the
light-curable RMGI varnishes that were introduced to the market in 2009 [59]. Due to the gradual release of
fluoride by these compounds, their efficacy may persist for a long duration. Vanish XT varnish is used to
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treat hypersensitive teeth and seal surfaces with a high caries risk, including recently or partially erupted
teeth, orthodontic brackets, acid erosion, and non-cavitated lesions [67]. Vanish XT varnish's glass ionomer
formulation improves tooth structure adherence while retaining fluoride [59]. Vanish XT varnish can release
calcium and phosphate [68]. Light-curable RMGI varnishes are more effective than fluoride varnishes in
preventing enamel demineralization, according to multiple studies [66]. The placement of RMGI cement
varnish had a beneficial effect on preventing WSLs during fixed orthodontic therapy [69].

Professional topical fluorides, unlike self-applied fluorides, require healthcare providers to apply high
concentrations of fluoride over a short period of time. In order to preserve elevated levels of fluoride on
enamel, professional topical fluorides are applied in the form of varnishes, gels, and foams. Their purpose is
to impede demineralization and restore mineralization to the impacted regions [70].

Remineralizing Agents

Casein Phosphopeptides Amorphous Calcium Phosphate: Casein phosphopeptide-amorphous calcium
phosphate (CPP-ACP) is a bioactive medium with a milk-based base, synthesized from two components:
casein phosphopeptides (CPP) and amorphous calcium phosphate (ACP) [71]. In order to facilitate the
remineralization of the teeth, casein molecules serve as a vehicle for calcium and phosphate ions [72]. CPP-
ACP binds to and maintains the biofilm supersaturated with calcium and phosphate ions, encouraging
remineralization [73] by stabilizing existing calcium, phosphate, and fluoride ions in the saliva [15].
However, a systematic review of seven trials found insufficient evidence to support the effectiveness of
remineralizing treatments (fluoride and CPP-ACP) for managing post-orthodontic WSLs [53]. However, other
systematic reviews and meta-analyses have confirmed CPP-ACP as an effective treatment for WSLs [74, 75].
Also, it was said that CPP-ACP remineralizing paste demonstrated a minor remineralization effect over the
three-month evaluation period [76]. It has been reported that, when used with fluoride, this substance can
boost the effect of remineralization [16]. Although fluorides and CPP-ACP have demonstrated efficacy in
impeding the progression of caries, their esthetic improvement does not meet the standards set by the ICDAS
[77]. Although another study showed that CPP-ACP provided a desired and durable esthetic improvement in
the management of post-orthodontic white spot lesions (WSLs) in terms of reduction in the area and the
color [78].

Sodium Calciumphosphosilicate (Bioactive Glass): When bioactive glass (BAG) comes into contact with
saliva, it releases minerals such as sodium, calcium, and phosphorous ions that can remineralize tooth
surfaces [79]. The ions form a calcium phosphate layer of hydroxycarbonate apatite (HCA) directly [80]. BAG
develops an intimate bond to the tooth structure in less than 2 hours, facilitating apatite production [81, 82].
The newly generated HCA allows growth factors to adhere to the surface [83]. BAG demonstrated its
durability after submitting it to a brushing abrasion wear challenge and its ability to penetrate dentinal
tubule orifices [84]. It was demonstrated that BAG-containing composite resin could buffer acidic oral
conditions by releasing significant quantities of calcium ions. It was additionally shown to produce tooth-
like hydroxyapatite crystals. As a result, it is emerging as a viable remineralizing agent that can help prevent
WSL formation [85]. The reduced fracture resistance and limited mechanical strength could be considered a
minor drawback of BAG [86]. Brown et al. examined four BAG-Bond materials, two of which contained
fluoride. It was found that each BAG-Bond induced a substantial discharge of calcium and phosphate, in
addition to a notable alteration in pH [87].

Nanohydroxy-Appetite (nano-HAP): The translucency and white appearance of enamel have been attributed
to hydroxyapatite (HAP), which makes up most of the inorganic component of the dental hard tissue. With
the development of nanotechnology, the use of nanohydroxyapatite (nano-HAP) in dentistry has attracted
interest due to its superior mechanical, physical, and chemical qualities. It is among the most biocompatible
and bioactive dental materials [88]. The biomimetic nano-HAP protects teeth by creating a new layer of
synthetic enamel around them, rather than hardening the existing layer with fluoride [89]. Nano-HAP has
unique features such as increased solubility, higher surface energy, and superior biocompatibility [90]. A
study examined the remineralizing ability of nano-HAP under a pH cycling model. Also, the same study
stated that the addition of nano-HAP to dentifrices and mouthwashes showed to remineralize artificial
demineralized lesions [91]. Premolars and molars exhibited remineralization of initial approximal enamel
and dentine subsurface lesions in response to ozone therapy and nano-HAP gel [92]. Another study
conducted a comparison of the extent of microleakage beneath orthodontic bands fabricated with luting
glass-ionomer cement and nano-HAP at various concentrations (0%, 5%, 10%, and 15% by weight). A
significant effect of nano-HAP was observed in the reduction of microleakage around orthodontic bands,
particularly when 15% nano-HAP-enriched glass-ionomer cement was applied [93]. Even though
nanotechnology is already an integral part of our daily lives, the safety of nanomaterials has been the
subject of considerable debate [88]. As it may be associated with a multitude of adverse biological effects
that manifest both locally and systemically [88].

Self-Assembling Peptides

An emerging strategy for masking and reversing white spot lesions is using the self-assembling peptide P11-
4, which serves as a biomimetic approach for enamel regeneration [94]. Damaged tissues are replaced with
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tissues that are biologically similar; this represents a transition from reparative to regenerative dentistry
[95]. Under physicochemical conditions, upon application of the solution containing P11-4, it transforms
into ribbons and tapes within seconds, and fibrils and fibers within the subsequent 24 hours. Self-
assembling peptide fibers that comprise the 3D Self-Assembling Peptide Matrix (SAPM) have the capability
to proliferate into a substantial length of peptide as it diffuses into the lesion [94]. It is hypothesized that
within the lesion, it spontaneously self-assembles into three-dimensional polymers composed of self-
designed β-sheet aggregates. Optimal attachment of calcium and phosphate from saliva is anticipated to
occur in this manner; this process is referred to as "salivary-driven remineralization". Ultimately, de novo
hydroxyapatite generation [96]. Wierichs et al. reported the disadvantages associated with the self-
assembling peptide technique. It was determined that in oral environments, the nematic form of a self-
assembling peptide experiences flocculation, characterized by alternating cycles of demineralization and
remineralization, which cause pH fluctuations. The self-assembling peptide in this flocculated state is
comparatively inert and has the potential to impede the remineralization process. In addition, they stated
that the incorporation of these flocculates into the enamel during the remineralization process affects
calcium, phosphate, and fluoride ion diffusion to the enamel surface. After demineralization, the availability
of fluoride ions is consequently diminished [97]. A recent systematic review concluded that the self-
assembling peptide P11-4 group exhibited superior biomimetic remineralization in both in-vitro and in-vivo
studies compared to other remineralizing agents. Nevertheless, to validate its suitability for clinical
application, long-term studies are required [94].

Laser Application

Lasers have been regarded as potentially effective in the prevention of dental caries, as it was stated that
heating the enamel surface inhibits caries as heating the enamel surface alters its organic and inorganic
components [98]. Laser has been reported to improve enamel resistance against decay [99]. Stern and
Soggnaes were the first to show that laser irradiation of the enamel surface increased tooth acid resistance
in 1972 [100]. Different types of lasers have been mentioned in the dental literature including argon, CO2,
Er:YAG, Er:Cr:YSGG, and Er:YLF lasers, and Nd-YAG [98].

Bleaching

Bleaching methods have limited aesthetic results and may cause dental sensitivity and diminished enamel
microhardness [101]. A study found that bleaching incipient enamel caries with 10% carbamide peroxide can
conceal WSLs without affecting the enamel's chemical or mechanical properties. Additionally, CPP-ACP was
used as an adjunct treatment to promote mineral gain in the subsurface lesion [10]. In an in vitro study,
Khoroushi et al. found that by integrating three biomaterials such as nano-amorphous calcium phosphate,
nano-BAG, and nano-hydroxyapatite into bleaching materials, adverse effects can be mitigated and
irreversible enamel surface alterations prevented [102]. Such a modality is advised for individuals with good
oral hygiene to conceal WSL when spontaneous remineralization is incomplete [103].

Microabrasion

Microabrasion can improve the appearance of teeth by removing the outer, damaged layer of enamel,
thereby promoting remineralization of the demineralized underlying enamel [104]. Microabrasion uses 6.6%
hydrochloric acid and 20-160-µm-sized silicon carbide microparticles to eliminate superficial lesion areas
through chemical erosion and mechanical abrasion [105]. Microabrasion esthetically enhances WSLs by
removing the superficial layer, creating a smoother and glossier surface [106]. It was demonstrated that
microabrasion increased the aesthetics of WSLs and showed adequate durability after 12 months [107]. This
procedure is effective for treating post-orthodontic WSLs but requires a lesion depth of less than 0.2 mm
[20] and may need bleaching [103]. The microabrasion technique, regardless of the type of abrasive
technique used i.e. 18%, 35%, or 6.6% hydrochloric acid, leads to increased enamel surface roughness [108,
109]. Also, enamel microabrasion leads to decreased microhardness [110]. However, microabrasion is
considered a safe, conservative, atraumatic technique for removing superficial enamel lesions [111].

Resin Infiltration

Resin infiltration involves obturating the microporous enamel portions of noncavitated early carious lesions
with low-viscosity light-cured resins, preventing further caries progression [112]. Resin infiltration can hide
WSLs, in addition to preventing caries [113]. The infiltrant's refractive index (1.52) is like that of
enamel/apatite (1.62), compared to water's (1.33) and air's (1.00) indices. As infiltration increases, light
scattering decreases [97]. The resin infiltration approach involves improving enamel porosity, by applying
15% hydrochloric acid to the surface layer. Then, using a low-viscosity resin - dimethacrylate-based
triethylene glycol resin - to infiltrate hypocalcified or demineralized enamel microporosities up to 58±37 μm
in depth [114]. The proposition of employing low-viscosity resins to fill the porous structure rather than
entirely eliminating the initial carious lesions, would not only diminish the micropore structure but also
provide mechanical reinforcement to the enamel tissue [115]. Resin infiltration and microabrasion are
invasive and microinvasive techniques, respectively, that can effectively mask more severe and persistent
cases of post-orthodontic WSLs. However, both approaches are technique-dependent; the former typically
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requires multiple repetitions, whereas the latter typically only requires one appointment [116].

Table 2 shows the advantages and disadvantages of different useful in the prevention and management of
orthodontically induced WSLs. 

Technique Advantage Disadvantage

Prevention

Chlorhexidine Very effective in reducing Streptococcus mutans Altered taste and teeth discoloration

Fluorides Enamel remineralization Dentifrices and mouthwash require compliance. Varnishes and gels require repeated applications.

CPP-ACP Inhibit demineralization Minor remineralization effect Contraindication: Milk allergies

Bioactive glass Enamel remineralization by facilitating apatite production and durability  Low mechanical strength and decreased fracture resistance

Nanohydroxy appetite  Remineralizing early enamel caries Safety and lack of long-term studies

Self-assembling peptide P11-4 Superior biomimetic remineralization May impede the remineralization process in its flocculated state

Treatment

Laser Improve enamel resistance against acid attacks Effectiveness in preventing WSLs during orthodontic treatment Requires special training

Bleaching Concealment of WSLs Dental sensitivity and diminished enamel microhardness

Microabrasion Esthetically enhances WSLs by removing the superficial layer -Only used with superficial lesions restricted to enamel -Increases the surface roughness of the of the enamel

Resin Infiltration Camouflages the WSL The durability of the results due to staining and aging of the material

TABLE 2: Advantages and disadvantages of different treatment modalities of orthodontically
induced WSLs
CPP-ACP: Casein phosphopeptide-amorphous calcium phosphate; WSL: White spot lesion

Sequence of WSL Therapeutic Management

The treatment of post-orthodontic demineralization should use a top-down strategy [15]. Thereby,
beginning with the least invasive and most preventative procedures as shown in (Figure 2). Prevention and
remineralization of demineralized enamel should be the first therapeutic approach. If this fails to occur, it
signifies that the deterioration has progressed to the more profound levels of the enamel, remaining solely
on the mineral-rich enamel surface. Under such conditions, resin infiltration or other therapeutic
alternatives will be necessary to seal the microporosities.

FIGURE 2: Sequential treatment of orthodontically induced WSL
CPP-ACP: Casein phosphopeptide-amorphous calcium phosphate; WSL: white spot lesion
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Limitations
This review summarizes the common treatment modalities of WSL. However, it has some limitations due to
the small number of studies reviewed. This review adds to existing knowledge and supports further research
on the topic. Additionally, review articles are susceptible to publication bias due to the higher likelihood of
publishing positive or significant findings. Underrepresentation of studies with adverse outcomes can lead
to biased review conclusions.

Clinical implications
Despite advancements in orthodontic techniques, materials, and diagnostics, dentists still encounter
demineralization around brackets. Although preventative therapies exist, they cannot replace patient
compliance and constant home care as poor oral hygiene reduces the effectiveness of preventative actions.
Orthodontic practitioners should motivate their patients to perform the necessary oral hygiene routine to
help control WSLs, with the use of fluorides and other remineralizing agents CPP-ACP. Long-term research
is needed to evaluate the effectiveness of various treatment approaches for post-orthodontic WSL.

Conclusions
Enamel decalcification around fixed orthodontic appliances is a common consequence of orthodontic
therapy, as it raises the risk of carious demineralization by increasing the area occupied by cariogenic
bacteria and complicating plaque removal. To control these lesions, patients are educated and motivated to
practice proper oral hygiene and dietary measures. A clear and in-depth knowledge of the mechanism
underlying the formation and progression of subsurface lesions is needed, as well as the potential uses and
limitations of the current treatment modalities and their clinical applications, to target individuals at risk
for caries with preventive measures and minimally invasive treatment as necessary.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Khlood Baghlaf, Omar El Meligy, Shahad Abudawood

Drafting of the manuscript:  Khlood Baghlaf, Omar El Meligy, Deem Al-Blaihed, Rabab A. Aljawi, Shahad
Abudawood

Supervision:  Khlood Baghlaf, Omar El Meligy

Acquisition, analysis, or interpretation of data:  Deem Al-Blaihed, Rabab A. Aljawi

Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References
1. Chakraborty S, Kidiyoor H, and Patil A: Effect of light-curable fluoride varnish and conventional topical

fluoride varnish on prevention of enamel demineralization adjacent to orthodontic brackets: a comparative
study. J Indian Orthod Soc. 2020, 54:14-23. 10.1177/0301574219896025

2. Ibusuki T, Kitasako Y, Sadr A, Shimada Y, Sumi Y, Tagami J: Observation of white spot lesions using swept
source optical coherence tomography (SS-OCT): in vitro and in vivo study. Dent Mater J. 2015, 34:545-52.
10.4012/dmj.2015-058

3. Julien KC, Buschang PH, Campbell PM: Prevalence of white spot lesion formation during orthodontic
treatment. Angle Orthod. 2013, 83:641-7. 10.2319/071712-584.1

4. Boersma JG, van der Veen MH, Lagerweij MD, Bokhout B, Prahl-Andersen B: Caries prevalence measured
with QLF after treatment with fixed orthodontic appliances: influencing factors. Caries Res. 2005, 39:41-7.
10.1159/000081655

5. Kobeissi R, Badr SB, Osman E: Effectiveness of self-assembling peptide P(11)-4 compared to tricalcium
phosphate fluoride varnish in remineralization of white spot lesions: a clinical randomized trial. Int J Clin
Pediatr Dent. 2020, 13:451-6. 10.5005/jp-journals-10005-1804

6. Dikmen B: Icdas II criteria (international caries detection and assessment system) . J Istanb Univ Fac Dent.
2015, 49:63-72. 10.17096/jiufd.38691

7. Lazar L, Vlasa A, Beresescu L, Bud A, Lazar AP, Matei L, Bud E: White spot lesions (WSLs)-post-orthodontic

 

2024 Al-Blaihed et al. Cureus 16(7): e65679. DOI 10.7759/cureus.65679 10 of 15

https://dx.doi.org/10.1177/0301574219896025?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0301574219896025?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4012/dmj.2015-058?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4012/dmj.2015-058?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/071712-584.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/071712-584.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000081655?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000081655?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5005/jp-journals-10005-1804?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5005/jp-journals-10005-1804?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17096/jiufd.38691?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17096/jiufd.38691?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/jcm12051908?utm_medium=email&utm_source=transaction


occurrence, management and treatment alternatives: a narrative review. J Clin Med. 2023,
12:10.3390/jcm12051908

8. Khoroushi M, Kachuie M: Prevention and treatment of white spot lesions in orthodontic patients . Contemp
Clin Dent. 2017, 8:11-9. 10.4103/ccd.ccd_216_17

9. Marinelli G, Inchingolo AD, Inchingolo AM, et al.: White spot lesions in orthodontics: prevention and
treatment. A descriptive review. J Biol Regul Homeost Agents. 2021, 35:227-40. 10.23812/21-2supp1-24

10. Kim S, Katchooi M, Bayiri B, Sarikaya M, Korpak AM, Huang GJ: Predicting improvement of postorthodontic
white spot lesions. Am J Orthod Dentofacial Orthop. 2016, 149:625-33. 10.1016/j.ajodo.2015.10.025

11. Aravind SR, Hegde NA, Reddy VP: An in vivo study on bacterial colonization with metal, ceramic and self-
ligating brackets: a scanning electron microscopy study. J Indian Orthod Soc. 2013, 47:88-96.

12. Jing D, Hao J, Shen Y, Tang G, Lei L, Zhao Z: Effect of fixed orthodontic treatment on oral microbiota and
salivary proteins. Exp Ther Med. 2019, 17:4237-43. 10.3892/etm.2019.7401

13. Kozak U, Sękowska A, Chałas R: The effect of regime oral-hygiene intervention on the incidence of new
white spot lesions in teenagers treated with fixed orthodontic appliances. Int J Environ Res Public Health.
2020, 17:10.3390/ijerph17249460

14. Young DA, Nový BB, Zeller GG, Hale R, Hart TC, Truelove EL: The American Dental Association Caries
Classification System for clinical practice: a report of the American Dental Association Council on Scientific
Affairs. J Am Dent Assoc. 2015, 146:79-86. 10.1016/j.adaj.2014.11.018

15. Sampson V and Sampson A: Diagnosis and treatment options for anterior white spot lesions . Br Dent J.
2020, 229(6):348-52.

16. Sadıkoğlu IS: White spot lesions: recent detection and treatment methods . Cyprus J. Med. Sci. 2020, 5:260-
66.

17. Adina S, Dipalma G, Bordea IR, et al.: Orthopedic joint stability influences growth and maxillary
development: clinical aspects. J Biol Regul Homeost Agents. 2020, 34:747-56. 10.23812/20-204-E-52

18. Sundararaj D, Venkatachalapathy S, Tandon A, Pereira A: Critical evaluation of incidence and prevalence of
white spot lesions during fixed orthodontic appliance treatment: a meta-analysis. J Int Soc Prev Community
Dent. 2015, 5:433-9. 10.4103/2231-0762.167719

19. Yagci A, Seker ED, Demirsoy KK, Ramoglu SI: Do total or partial etching procedures effect the rate of white
spot lesion formation? A single-center, randomized, controlled clinical trial. Angle Orthod. 2019, 89:16-24.
10.2319/013018-84.1

20. Heymann GC, Grauer D: A contemporary review of white spot lesions in orthodontics . J Esthet Restor Dent.
2013, 25:85-95. 10.1111/jerd.12013

21. Khalaf K: Factors affecting the formation, severity and location of white spot lesions during orthodontic
treatment with fixed appliances. J Oral Maxillofac Res. 2014, 5:e4. 10.5037/jomr.2014.5104

22. Patano A, Malcangi G, Sardano R, et al.: White spots: prevention in orthodontics-systematic review of the
literature. Int J Environ Res Public Health. 2023, 20: 10.3390/ijerph20085608

23. Mizrahi E: Enamel demineralization following orthodontic treatment . Am J Orthod. 1982, 82:62-7.
10.1016/0002-9416(82)90548-6

24. Yagci A, Korkmaz YN, Buyuk SK, Yagci F, Atilla AO: White spot lesion formation after treatment with full-
coverage rapid maxillary expanders. Am J Orthod Dentofacial Orthop. 2016, 149:331-8.
10.1016/j.ajodo.2015.08.015

25. Wiechmann D, Klang E, Helms HJ, Knösel M: Lingual appliances reduce the incidence of white spot lesions
during orthodontic multibracket treatment. Am J Orthod Dentofacial Orthop. 2015, 148:414-22.
10.1016/j.ajodo.2015.05.015

26. Lucchese A, Gherlone E: Prevalence of white-spot lesions before and during orthodontic treatment with
fixed appliances. Eur J Orthod. 2013, 35:664-8. 10.1093/ejo/cjs070

27. Benson PE, Parkin N, Dyer F, et al.: Fluorides for the prevention of early tooth decay (demineralised white
lesions) during fixed brace treatment. Cochrane Database Syst Rev. 2013, 12:CD003809.
10.1002/14651858.CD003809

28. Kumar M, Kumari S, Chandna A, et al.: Assessment of enamel decalcification in orthodontic patients . Univ J
Dent Sci. 2020, 6:28-30. 10.21276/ujds.2020.6.1.20

29. Chapman JA, Roberts WE, Eckert GJ, Kula KS, González-Cabezas C: Risk factors for incidence and severity of
white spot lesions during treatment with fixed orthodontic appliances. Am J Orthod Dentofacial Orthop.
2010, 138:188-94. 10.1016/j.ajodo.2008.10.019

30. Akin M, Tazcan M, Ileri Z, et al.: Incidence of white spot lesion during fixed orthodontic treatment . Turk J
Orthod. 2013, 26:98-102. 10.13076/j.tjo.2013.26.02_98

31. Sagarika N, Suchindran S, Loganathan S, Gopikrishna V: Prevalence of white spot lesion in a section of
Indian population undergoing fixed orthodontic treatment: an in vivo assessment using the visual
International Caries Detection and Assessment System II criteria. J Conserv Dent. 2012, 15:104-8.
10.4103/0972-0707.94572

32. Knösel M, Klang E, Helms HJ, Wiechmann D: Occurrence and severity of enamel decalcification adjacent to
bracket bases and sub-bracket lesions during orthodontic treatment with two different lingual appliances.
Eur J Orthod. 2016, 38:485-92. 10.1093/ejo/cjv069

33. Jurela A, Sudarević K, Budimir A, Brailo V, Lončar Brzak B, Janković B: Clinical and salivary findings in
patients with metal and crystalline conventional and self-ligating orthodontic brackets. Acta Stomatol
Croat. 2019, 53:224-30. 10.15644/asc53/3/4

34. Shimpo Y, Nomura Y, Sekiya T, et al.: Effects of the dental caries preventive procedure on the white spot
lesions during orthodontic treatment-an open label randomized controlled trial. J Clin Med. 2022,
11:10.3390/jcm11030854

35. Aljohani SR, Alsaggaf DH: Adherence to dietary advice and oral hygiene practices among orthodontic
patients. Patient Prefer Adherence. 2020, 14:1991-2000. 10.2147/PPA.S277034

36. Govindaraj A and Dinesh S: Effect of chlorhexidine varnish and fluoride varnish on white spot lesions in
orthodontic patients-a systematic review. Open Dent J. 2021, 15:151-59. 10.2174/1874210602115010151

37. Brookes ZL, Bescos R, Belfield LA, Ali K, Roberts A: Current uses of chlorhexidine for management of oral

 

2024 Al-Blaihed et al. Cureus 16(7): e65679. DOI 10.7759/cureus.65679 11 of 15

https://dx.doi.org/10.3390/jcm12051908?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/ccd.ccd_216_17?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/ccd.ccd_216_17?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.23812/21-2supp1-24?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.23812/21-2supp1-24?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.10.025?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.10.025?utm_medium=email&utm_source=transaction
https://journals.sagepub.com/doi/pdf/10.5005/jp-journals-10021-1135?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3892/etm.2019.7401?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3892/etm.2019.7401?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/ijerph17249460?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/ijerph17249460?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.adaj.2014.11.018?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.adaj.2014.11.018?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/32978577/?utm_medium=email&utm_source=transaction
https://cms.galenos.com.tr/Uploads/Article_50109/cjms-5-260-En.pdf?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.23812/20-204-E-52?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.23812/20-204-E-52?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2231-0762.167719?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2231-0762.167719?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/013018-84.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/013018-84.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/jerd.12013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/jerd.12013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5037/jomr.2014.5104?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5037/jomr.2014.5104?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/ijerph20085608?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/ijerph20085608?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0002-9416(82)90548-6?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/0002-9416(82)90548-6?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.08.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.08.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.05.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.05.015?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjs070?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjs070?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD003809?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD003809?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.21276/ujds.2020.6.1.20?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.21276/ujds.2020.6.1.20?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2008.10.019?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2008.10.019?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.13076/j.tjo.2013.26.02_98?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.13076/j.tjo.2013.26.02_98?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/0972-0707.94572?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/0972-0707.94572?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjv069?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjv069?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.15644/asc53/3/4?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.15644/asc53/3/4?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/jcm11030854?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/jcm11030854?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2147/PPA.S277034?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2147/PPA.S277034?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2174/1874210602115010151?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2174/1874210602115010151?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jdent.2020.103497?utm_medium=email&utm_source=transaction


disease: a narrative review. J Dent. 2020, 103:103497. 10.1016/j.jdent.2020.103497
38. James P, Worthington HV, Parnell C, et al.: Chlorhexidine mouthrinse as an adjunctive treatment for

gingival health. Cochrane Database Syst Rev. 2017, 3:CD008676. 10.1002/14651858.CD008676
39. Alavi S, Yaraghi N: The effect of fluoride varnish and chlorhexidine gel on white spots and gingival and

plaque indices in fixed orthodontic patients: a placebo-controlled study. Dent Res J (Isfahan). 2018, 15:276-
82.

40. Walsh T, Oliveira-Neto JM, Moore D: Chlorhexidine treatment for the prevention of dental caries in
children and adolescents. Cochrane Database Syst Rev. 2015, 2015:CD008457.
10.1002/14651858.CD008457.pub2

41. Wang Y, Li J, Sun W, Li H, Cannon RD, Mei L: Effect of non-fluoride agents on the prevention of dental
caries in primary dentition: a systematic review. PLoS One. 2017, 12:e0182221.
10.1371/journal.pone.0182221

42. Delivering better oral health: an evidence-based toolkit for prevention - GOV.UK . (2014). Accessed: 02-02-
2024: https://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-
toolkit-for-prevention.

43. Tartaglia GM, Tadakamadla SK, Connelly ST, Sforza C, Martín C: Adverse events associated with home use
of mouthrinses: a systematic review. Ther Adv Drug Saf. 2019, 10:2042098619854881.
10.1177/2042098619854881

44. Van Strydonck DA, Slot DE, Van der Velden U, Van der Weijden F: Effect of a chlorhexidine mouthrinse on
plaque, gingival inflammation and staining in gingivitis patients: a systematic review. J Clin Periodontol.
2012, 39:1042-55. 10.1111/j.1600-051X.2012.01883.x

45. Restrepo M, Bussaneli DG, Jeremias F, et al.: Control of white spot lesions with use of fluoride varnish or
chlorhexidine gel during orthodontic treatment a randomized clinical trial. J Clin Pediatr Dent. 2016,
40:274-80. 10.17796/1053-4628-40.4.274

46. Rošin-Grget K, Peroš K, Sutej I, Bašić K: The cariostatic mechanisms of fluoride . Acta Med Acad. 2013,
42:179-88. 10.5644/ama2006-124.85

47. Miller MJ, Bernstein S, Colaiacovo SL, et al.: Demineralized white spot lesions: an unmet challenge for
orthodontists. Semin Orthodont. 2016, 22:193-204. 10.1053/j.sodo.2016.05.006

48. Marinho VC, Worthington HV, Walsh T, Clarkson JE: Fluoride varnishes for preventing dental caries in
children and adolescents. Cochrane Database Syst Rev. 2013, 2013:CD002279.
10.1002/14651858.CD002279.pub2

49. Zabokova-Bilbilova E, Popovska L, Kapusevska B, Stefanovska E: White spot lesions: prevention and
management during the orthodontic treatment. Pril (Makedon Akad Nauk Umet Odd Med Nauki). 2014,
35:161-8. 10.2478/prilozi-2014-0021

50. Richter AE, Arruda AO, Peters MC, Sohn W: Incidence of caries lesions among patients treated with
comprehensive orthodontics. Am J Orthod Dentofacial Orthop. 2011, 139:657-64.
10.1016/j.ajodo.2009.06.037

51. Srivastava K, Tikku T, Khanna R, Sachan K: Risk factors and management of white spot lesions in
orthodontics. J Orthod Sci. 2013, 2:43-9. 10.4103/2278-0203.115081

52. Marinho VC, Higgins JP, Sheiham A, Logan S: Fluoride toothpastes for preventing dental caries in children
and adolescents. Cochrane Database Syst Rev. 2003, 2003:CD002278. 10.1002/14651858.CD002278

53. Chen H, Liu X, Dai J, Jiang Z, Guo T, Ding Y: Effect of remineralizing agents on white spot lesions after
orthodontic treatment: a systematic review. Am J Orthod Dentofacial Orthop. 2013, 143:376-382.e3.
10.1016/j.ajodo.2012.10.013

54. Melo MA, Morais WA, Passos VF, Lima JP, Rodrigues LK: Fluoride releasing and enamel demineralization
around orthodontic brackets by fluoride-releasing composite containing nanoparticles. Clin Oral Investig.
2014, 18:1343-50. 10.1007/s00784-013-1073-5

55. Pithon MM, Dos Santos MJ, Andrade CS, et al.: Effectiveness of varnish with CPP-ACP in prevention of
caries lesions around orthodontic brackets: an OCT evaluation. Eur J Orthod. 2015, 37:177-82.
10.1093/ejo/cju031

56. Ulkur F, Sungurtekin Ekçi E, Nalbantgil D, Sandalli N: In vitro effects of two topical varnish materials and
Er:YAG laser irradiation on enamel demineralization around orthodontic brackets. ScientificWorldJournal.
2014, 2014:490503. 10.1155/2014/490503

57. Ballard RW, Hagan JL, Phaup AN, Sarkar N, Townsend JA, Armbruster PC: Evaluation of 3 commercially
available materials for resolution of white spot lesions. Am J Orthod Dentofacial Orthop. 2013, 143:S78-84.
10.1016/j.ajodo.2012.08.020

58. Perrini F, Lombardo L, Arreghini A, Medori S, Siciliani G: Caries prevention during orthodontic treatment:
In-vivo assessment of high-fluoride varnish to prevent white spot lesions. Am J Orthod Dentofacial Orthop.
2016, 149:238-43. 10.1016/j.ajodo.2015.07.039

59. Baik A, Alamoudi N, El-Housseiny A, Altuwirqi A: Fluoride varnishes for preventing occlusal dental caries: a
review. Dent J (Basel). 2021, 9: 10.3390/dj9060064

60. Lara-Carrillo E, Millán-Hernández E, Salmerón-Valdéz X, et. al: Fluoride releasing dental materials used in
orthodontics: literature review. J Oral Health Oral Epidemiol. 2018, 7:52-8. 10.22122/johoe.v7i2.334

61. Kashani M, Farhadi S, Rastegarfard N: Comparison of the effect of three cements on prevention of enamel
demineralization adjacent to orthodontic bands. J Dent Res Dent Clin Dent Prospects. 2012, 6:89-93.
10.5681/joddd.2012.019

62. Ibarra R N, Sáez M, Rojas V, Oyonarte R: Comparison of the shear bond strength of new and recycled
metallic brackets using different adhesive materials : an in vitro study. Eur Oral Res. 2023, 57:96-102.
10.26650/eor.20231163180

63. He T, Li X, Dong Y, Zhang N, Zhong Y, Yin W, Hu D: Comparative assessment of fluoride varnish
and fluoride film for remineralization of postorthodontic white spot lesions in adolescents and adults over a
6-month period: a single-center, randomized controlled clinical trial. Am J Orthod Dentofacial Orthop.
2016, 149:810-9. 10.1016/j.ajodo.2015.12.010

64. Petersson LG, Arthursson L, Ostberg C, Jönsson G, Gleerup A: Caries-inhibiting effects of different modes of

 

2024 Al-Blaihed et al. Cureus 16(7): e65679. DOI 10.7759/cureus.65679 12 of 15

https://dx.doi.org/10.1016/j.jdent.2020.103497?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD008676?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD008676?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/30123305/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD008457.pub2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD008457.pub2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1371/journal.pone.0182221?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1371/journal.pone.0182221?utm_medium=email&utm_source=transaction
https://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-toolkit-for-prevention?utm_medium=email&utm_source=transaction
https://www.gov.uk/government/publications/delivering-better-oral-health-an-evidence-based-toolkit-for-prevention?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/2042098619854881?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/2042098619854881?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1600-051X.2012.01883.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1600-051X.2012.01883.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/1053-4628-40.4.274?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/1053-4628-40.4.274?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5644/ama2006-124.85?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5644/ama2006-124.85?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1053/j.sodo.2016.05.006?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1053/j.sodo.2016.05.006?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD002279.pub2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD002279.pub2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2478/prilozi-2014-0021?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2478/prilozi-2014-0021?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2009.06.037?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2009.06.037?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2278-0203.115081?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2278-0203.115081?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD002278?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD002278?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2012.10.013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2012.10.013?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00784-013-1073-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00784-013-1073-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cju031?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cju031?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1155/2014/490503?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1155/2014/490503?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2012.08.020?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2012.08.020?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.07.039?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.07.039?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/dj9060064?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/dj9060064?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.22122/johoe.v7i2.334?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.22122/johoe.v7i2.334?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5681/joddd.2012.019?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5681/joddd.2012.019?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.26650/eor.20231163180?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.26650/eor.20231163180?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.12.010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.12.010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000261345?utm_medium=email&utm_source=transaction


Duraphat varnish reapplication: a 3-year radiographic study. Caries Res. 1991, 25:70-3. 10.1159/000261345
65. Shah M, Paramshivam G, Mehta A, Singh S, Chugh A, Prashar A, Chugh VK: Comparative assessment of

conventional and light-curable fluoride varnish in the prevention of enamel demineralization during fixed
appliance therapy: a split-mouth randomized controlled trial. Eur J Orthod. 2018, 40:132-9.
10.1093/ejo/cjx037

66. Mehta A, Paramshivam G, Chugh VK, Singh S, Halkai S, Kumar S: Effect of light-curable fluoride varnish on
enamel demineralization adjacent to orthodontic brackets: an in-vivo study. Am J Orthod Dentofacial
Orthop. 2015, 148:814-20. 10.1016/j.ajodo.2015.05.022

67. Virupaxi SG, Roshan NM, Poornima P, Nagaveni NB, Neena IE, Bharath KP: Comparative evaluation of
longevity of fluoride release from three different fluoride varnishes - an invitro study. J Clin Diagn Res. 2016,
10:ZC33-6. 10.7860/JCDR/2016/19209.8242

68. Elkassas D, Arafa A: Remineralizing efficacy of different calcium-phosphate and fluoride based delivery
vehicles on artificial caries like enamel lesions. J Dent. 2014, 42:466-74. 10.1016/j.jdent.2013.12.017

69. Kumar Jena A, Pal Singh S, Kumar Utreja A: Efficacy of resin-modified glass ionomer cement varnish in the
prevention of white spot lesions during comprehensive orthodontic treatment: a split-mouth study. J
Orthod. 2015, 42:200-7. 10.1179/1465313315Y.0000000005

70. Sardana D, Zhang J, Ekambaram M, Yang Y, McGrath CP, Yiu CK: Effectiveness of professional fluorides
against enamel white spot lesions during fixed orthodontic treatment: a systematic review and meta-
analysis. J Dent. 2019, 82:1-10. 10.1016/j.jdent.2018.12.006

71. Reema SD, Lahiri PK, Roy SS: Review of casein phosphopeptides-amorphous calcium phosphate . Chin J Dent
Res. 2014, 17:7-14.

72. Roberson T, Swift H, Sturdevant C: Sturdevant's Art and Science of Operative Dentistry - South Asian
Edition. Gopikrishna V (ed): Elsevier Mosby, Edinburgh; 2013.

73. Salah R, Afifi RR, Kehela HA, Aly NM, Rashwan M, Hill RG: Efficacy of novel bioactive glass in the treatment
of enamel white spot lesions: a randomized controlled trial�. J Evid Based Dent Pract. 2022, 22:101725.
10.1016/j.jebdp.2022.101725

74. Ma X, Lin X, Zhong T, Xie F: Evaluation of the efficacy of casein phosphopeptide-amorphous calcium
phosphate on remineralization of white spot lesions in vitro and clinical research: a systematic review and
meta-analysis. BMC Oral Health. 2019, 19:295. 10.1186/s12903-019-0977-0

75. Imani MM, Safaei M, Afnaniesfandabad A, et al.: Efficacy of CPP-ACP and CPP-ACPF for prevention and
remineralization of white spot lesions in orthodontic patients: a systematic review of randomized
controlled clinical trials. Acta Inform Med. 2019, 27:199-204. 10.5455/aim.2019.27.199-204

76. Aykut-Yetkiner A, Kara N, Ateş M, Ersin N, Ertuğrul F: Does casein phosphopeptid amorphous calcium
phosphate provide remineralization on white spot lesions and inhibition of Streptococcus mutans?. J Clin
Pediatr Dent. 2014, 38:302-6. 10.17796/jcpd.38.4.b4q401v6m4818215

77. Bailey DL, Adams GG, Tsao CE, et al.: Regression of post-orthodontic lesions by a remineralizing cream . J
Dent Res. 2009, 88:1148-53. 10.1177/0022034509347168

78. Simon LS, Dash JK, U D, Philip S, Sarangi S: Management of post orthodontic white spot lesions using resin
infiltration and cpp-acp materials- a clinical study. J Clin Pediatr Dent. 2022, 46:70-4. 10.17796/1053-4625-
46.1.12

79. Ramadoss R, Padmanaban R, Subramanian B: Role of bioglass in enamel remineralization: existing
strategies and future prospects-a narrative review. J Biomed Mater Res B Appl Biomater. 2022, 110:45-66.
10.1002/jbm.b.34904

80. Goel T, Singhal A, Singh I, Singh PK, Shivakumar GC: Evaluation and comparison of self-applied
remineralizing agents using confocal microscopy: an in vitro study. Int J Clin Pediatr Dent. 2020, 13:S34-9.
10.5005/jp-journals-10005-1863

81. Jones JR: Review of bioactive glass: from Hench to hybrids . Acta Biomater. 2013, 9:4457-86.
10.1016/j.actbio.2012.08.023

82. Narayana SS, Deepa VK, Ahamed S, Sathish ES, Meyappan R, Satheesh Kumar KS: Remineralization
efficiency of bioactive glass on artificially induced carious lesion an in-vitro study. J Indian Soc Pedod Prev
Dent. 2014, 32:19-25. 10.4103/0970-4388.127047

83. Hench LL: The story of Bioglass . J Mater Sci Mater Med. 2006, 17:967-78. 10.1007/s10856-006-0432-z
84. Bakry AS, Takahashi H, Otsuki M, Tagami J: The durability of phosphoric acid promoted bioglass-dentin

interaction layer. Dent Mater. 2013, 29:357-64. 10.1016/j.dental.2012.12.002
85. Manfred L, Covell DA, Crowe JJ, Tufekci E, Mitchell JC: A novel biomimetic orthodontic bonding agent helps

prevent white spot lesions adjacent to brackets. Angle Orthod. 2013, 83:97-103. 10.2319/110811-689.1
86. Krishnan V, Lakshmi T: Bioglass: a novel biocompatible innovation . J Adv Pharm Technol Res. 2013, 4:78-

83. 10.4103/2231-4040.111523
87. Brown ML, Davis HB, Tufekci E, Crowe JJ, Covell DA, Mitchell JC: Ion release from a novel orthodontic resin

bonding agent for the reduction and/or prevention of white spot lesions. An in vitro study. Angle Orthod.
2011, 81:1014-20. 10.2319/120710-708.1

88. Pushpalatha C, Gayathri VS, Sowmya SV, et al.: Nanohydroxyapatite in dentistry: a comprehensive review .
Saudi Dent J. 2023, 35:741-52. 10.1016/j.sdentj.2023.05.018

89. Pepla E, Besharat LK, Palaia G, Tenore G, Migliau G: Nano-hydroxyapatite and its applications in
preventive, restorative and regenerative dentistry: a review of literature. Ann Stomatol (Roma). 2014, 5:108-
14.

90. Haghgoo R, Rezvani MB, Salehi Zeinabadi M: Comparison of nano-hydroxyapatite and sodium fluoride
mouthrinse for remineralization of incipient carious lesions. J Dent (Tehran). 2014, 11:406-10.

91. Vyavhare S, Sharma DS, Kulkarni VK: Effect of three different pastes on remineralization of initial enamel
lesion: an in vitro study. J Clin Pediatr Dent. 2015, 39:149-60. 10.17796/jcpd.39.2.yn2r54nw24l03741

92. Grocholewicz K, Matkowska-Cichocka G, Makowiecki P, et al.: Effect of nano-hydroxyapatite and ozone on
approximal initial caries: a randomized clinical trial. Sci Rep. 2020, 10:11192. 10.1038/s41598-020-67885-8

93. Enan ET, Hammad SM: Microleakage under orthodontic bands cemented with nano-hydroxyapatite-
modified glass ionomer. Angle Orthod. 2013, 83:981-6. 10.2319/022013-147.1

 

2024 Al-Blaihed et al. Cureus 16(7): e65679. DOI 10.7759/cureus.65679 13 of 15

https://dx.doi.org/10.1159/000261345?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjx037?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjx037?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.05.022?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2015.05.022?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.7860/JCDR/2016/19209.8242?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.7860/JCDR/2016/19209.8242?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jdent.2013.12.017?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jdent.2013.12.017?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1179/1465313315Y.0000000005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1179/1465313315Y.0000000005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jdent.2018.12.006?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jdent.2018.12.006?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/25028684/?utm_medium=email&utm_source=transaction
https://www.researchgate.net/publication/250613614_Sturdevant's_Art_and_Science_of_Operative_Dentistry_-_South_Asian_Edition?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jebdp.2022.101725?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jebdp.2022.101725?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12903-019-0977-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s12903-019-0977-0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5455/aim.2019.27.199-204?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5455/aim.2019.27.199-204?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/jcpd.38.4.b4q401v6m4818215?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/jcpd.38.4.b4q401v6m4818215?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0022034509347168?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0022034509347168?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/1053-4625-46.1.12?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/1053-4625-46.1.12?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/jbm.b.34904?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/jbm.b.34904?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5005/jp-journals-10005-1863?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5005/jp-journals-10005-1863?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.actbio.2012.08.023?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.actbio.2012.08.023?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/0970-4388.127047?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/0970-4388.127047?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s10856-006-0432-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s10856-006-0432-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.dental.2012.12.002?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.dental.2012.12.002?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/110811-689.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/110811-689.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2231-4040.111523?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2231-4040.111523?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/120710-708.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/120710-708.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.sdentj.2023.05.018?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.sdentj.2023.05.018?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/25506416/?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/25584051/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/jcpd.39.2.yn2r54nw24l03741?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.17796/jcpd.39.2.yn2r54nw24l03741?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41598-020-67885-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41598-020-67885-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/022013-147.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/022013-147.1?utm_medium=email&utm_source=transaction


94. B K A, R Y, Puranik MP: Remineralization of early enamel caries lesions using self-assembling peptides
P(11)-4: systematic review and meta-analysis. J Oral Biol Craniofac Res. 2022, 12:324-31.
10.1016/j.jobcr.2022.03.012

95. Alkilzy M, Santamaria RM, Schmoeckel J, Splieth CH: Treatment of carious lesions using self-assembling
peptides. Adv Dent Res. 2018, 29:42-7. 10.1177/0022034517737025

96. Kirkham J, Firth A, Vernals D, et al.: Self-assembling peptide scaffolds promote enamel remineralization . J
Dent Res. 2007, 86:426-30. 10.1177/154405910708600507

97. Wierichs RJ, Kogel J, Lausch J, Esteves-Oliveira M, Meyer-Lueckel H: Effects of self-assembling peptide P11-
4, fluorides, and caries infiltration on artificial enamel caries lesions in vitro. Caries Res. 2017, 51:451-9.
10.1159/000477215

98. Al-Maliky MA, Frentzen M, Meister J: Laser-assisted prevention of enamel caries: a 10-year review of the
literature. Lasers Med Sci. 2020, 35:13-30. 10.1007/s10103-019-02859-5

99. Hamoudi W, Ismail R, Shakir Z, et al.: Acid resistance enhancement of human tooth enamel surface by
Nd:YAG laser and incorporating silver nanoparticles: in vitro study. Lasers Dent Sci. 2020, 4:7-16.
10.1007/s41547-019-00082-7

100. Stern RH, Vahl J, Sognnaes RF: Lased enamel: ultrastructural observations of pulsed carbon dioxide laser
effects. J Dent Res. 1972, 51:455-60. 10.1177/00220345720510023501

101. Senestraro SV, Crowe JJ, Wang M, Vo A, Huang G, Ferracane J, Covell DA Jr: Minimally invasive resin
infiltration of arrested white-spot lesions: a randomized clinical trial. J Am Dent Assoc. 2013, 144:997-1005.
10.14219/jada.archive.2013.0225

102. Khoroushi M, Mazaheri H, Saneie T, Samimi P: Fracture toughness of bleached enamel: effect of applying
three different nanobiomaterials by nanoindentation test. Contemp Clin Dent. 2016, 7:209-15.
10.4103/0976-237X.183047

103. Guzmán-Armstrong S, Chalmers J, Warren JJ: Ask us. White spot lesions: prevention and treatment . Am J
Orthod Dentofacial Orthop. 2010, 138:690-6. 10.1016/j.ajodo.2010.07.007

104. Shan D, He Y, Gao M, et al.: A comparison of resin infiltration and microabrasion for postorthodontic white
spot lesion. Am J Orthod Dentofacial Orthop. 2021, 160:516-22. 10.1016/j.ajodo.2020.04.039

105. Son JS, Hur B, Kim H, et al.: Management of white spots: resin infiltration technique and microabrasion .
Restor Dent Endod. 201136, 36:66-71. 10.5395/JKACD.2011.36.1.66

106. Ardu S, Castioni NV, Benbachir N, Krejci I: Minimally invasive treatment of white spot enamel lesions .
Quintessence Int. 2007, 38:633-6.

107. Gu X, Yang L, Yang D, et al.: Esthetic improvements of postorthodontic white-spot lesions treated with
resin infiltration and microabrasion: a split-mouth, randomized clinical trial. Angle Orthod. 2019, 89:372-7.
10.2319/041218-274.1

108. Pini NI, Lima DA, Sundfeld RH: In situ assessment of the saliva effect on enamel morphology after
microabrasion technique. Braz J Oral Sci. 2014, 13:187-92. 10.1590/1677-3225v13n3a05

109. Rodrigues MC, Mondelli RF, Oliveira GU, Franco EB, Baseggio W, Wang L: Minimal alterations on the
enamel surface by micro-abrasion: in vitro roughness and wear assessments. J Appl Oral Sci. 2013, 21:112-7.
10.1590/1678-7757201302117

110. Bertoldo C, Pini N, Miranda D, et al.: Physicochemical properties of enamel after microabrasion technique . J
Dent Res. 2014, 2:176-88. 10.19177/jrd.v2e22014176-88

111. Pini NI, Sundfeld-Neto D, Aguiar FH, Sundfeld RH, Martins LR, Lovadino JR, Lima DA: Enamel
microabrasion: an overview of clinical and scientific considerations. World J Clin Cases. 2015, 3:34-41.
10.12998/wjcc.v3.i1.34

112. Meyer-Lueckel H, Paris S: Improved resin infiltration of natural caries lesions . J Dent Res. 2008, 87:1112-6.
10.1177/154405910808701201

113. Chatzimarkou S, Koletsi D, Kavvadia K: The effect of resin infiltration on proximal caries lesions in primary
and permanent teeth. A systematic review and meta-analysis of clinical trials. J Dent. 2018, 77:8-17.
10.1016/j.jdent.2018.08.004

114. Kannan A, Padmanabhan S: Comparative evaluation of Icon® resin infiltration and Clinpro™ XT varnish on
colour and fluorescence changes of white spot lesions: a randomized controlled trial. Prog Orthod. 2019,
20:23. 10.1186/s40510-019-0276-y

115. Kielbassa AM, Muller J, Gernhardt CR: Closing the gap between oral hygiene and minimally invasive
dentistry: a review on the resin infiltration technique of incipient (proximal) enamel lesions. Quintessence
Int. 2009, 40:663-81.

116. Sonesson M, Bergstrand F, Gizani S, Twetman S: Management of post-orthodontic white spot lesions: an
updated systematic review. Eur J Orthod. 2017, 39:116-21. 10.1093/ejo/cjw023

 

2024 Al-Blaihed et al. Cureus 16(7): e65679. DOI 10.7759/cureus.65679 14 of 15

https://dx.doi.org/10.1016/j.jobcr.2022.03.012?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jobcr.2022.03.012?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0022034517737025?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/0022034517737025?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/154405910708600507?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/154405910708600507?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000477215?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000477215?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s10103-019-02859-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s10103-019-02859-5?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s41547-019-00082-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s41547-019-00082-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/00220345720510023501?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/00220345720510023501?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.14219/jada.archive.2013.0225?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.14219/jada.archive.2013.0225?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/0976-237X.183047?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/0976-237X.183047?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2010.07.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2010.07.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2020.04.039?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ajodo.2020.04.039?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5395/JKACD.2011.36.1.66?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5395/JKACD.2011.36.1.66?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/17823680/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/041218-274.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2319/041218-274.1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/1677-3225v13n3a05?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/1677-3225v13n3a05?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/1678-7757201302117?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/1678-7757201302117?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.19177/jrd.v2e22014176-88?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.19177/jrd.v2e22014176-88?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.12998/wjcc.v3.i1.34?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.12998/wjcc.v3.i1.34?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/154405910808701201?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/154405910808701201?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jdent.2018.08.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jdent.2018.08.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s40510-019-0276-y?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s40510-019-0276-y?utm_medium=email&utm_source=transaction
https://pubmed.ncbi.nlm.nih.gov/19639091/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjw023?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ejo/cjw023?utm_medium=email&utm_source=transaction

	White Spot Lesions in Fixed Orthodontics: A Literature Review on Etiology, Prevention, and Treatment
	Abstract
	Introduction And Background
	Aim

	Review
	Methods
	Results
	FIGURE 1: A flow diagram showing the number of articles identified at each stage of the search.

	Discussion
	TABLE 1: Factors associated with the appearance of WSLs
	TABLE 2: Advantages and disadvantages of different treatment modalities of orthodontically induced WSLs
	FIGURE 2: Sequential treatment of orthodontically induced WSL

	Limitations
	Clinical implications

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


