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Abstract  

Introduction: Aesthetics as an area within Dentistry has become fundamental, making it necessary to acquire 

knowledge beyond oral health, in order to promote confidence, self-esteem and well-being in patients, directly 

reflecting on their quality of life. The objective of this article is to present a study on enamel hypoplasia. 

Methodology: This article addresses dental enamel hypoplasia through a narrative review of the literature. 

Conclusion: Continuous advancement in knowledge and clinical techniques is crucial to improve the understanding, 

diagnosis and treatment of this condition, thus promoting better oral health for patients.  

Keywords: Dental aesthetics; Hidden enamel hypoplasia; Treatments; Restoration.  

 

Resumo  

Introdução: A estética como área dentro Odontologia tem se tornado fundamental, fazendo necessário adquirir 

conhecimentos além da saúde bucal, com intuito de promover confiança, autoestima e bem-estar ao paciente, 

refletindo diretamente em sua qualidade de vida. O objetivo deste artigo é mostrar um estudo sobre hipoplasia de 

esmalte. Metodologia: Este artigo aborda a hipoplasia do esmalte dentário, por meio de uma revisão narrativa da 

literarura. Conclusão: O avanço contínuo no conhecimento e nas técnicas clínicas é crucial para aprimorar a 

compreensão, o diagnóstico e o tratamento desta condição, promovendo, assim, uma melhor saúde bucal para os 

pacientes.  

Palavras-chave: Estética dentária; Hipoplasia do esmalte dentário; Tratamentos; Restauração.  
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Resumen  

Introducción: La estética como área dentro de la Odontología se ha vuelto fundamental, siendo necesario adquirir 

conocimientos más allá de la salud bucal, con el objetivo de promover la confianza, la autoestima y el bienestar del 

paciente, reflejándose directamente en su calidad de vida. El objetivo de este artículo es mostrar un estudio sobre la 

hipoplasia del esmalte. Metodología: Este artículo aborda la hipoplasia del esmalte dental, a través de una revisión 

narrativa de la literatura. Conclusión: El avance continuo en el conocimiento y las técnicas clínicas es crucial para 

mejorar la comprensión, el diagnóstico y el tratamiento de esta afección, promoviendo así una mejor salud bucal de 

los pacientes.  

Palabras clave: Estética dental; Hipoplasia oculta del esmalte; Tratos; Restauración.  

 

1. Introduction  

Dental enamel is a mineralized tissue of ectodermal origin, formed by the activity of ameloblasts and its development 

occurs in three stages, the first of which is the formative phase, when the organic matrix is deposited on the tooth germ, 

followed by partial mineralization of the formed organic matrix and finally, the enamel matures through the calcification 

process. (Passo, 2007) After the complete formation of dental enamel, the structure remains intact (Ferreira, 2014), so that any 

change during formation remains recorded on the surface of the tissue. (Santos, 2014)  

The ameloblasts in the developing tooth germ are very sensitive cells from a metabolic point of view and any 

exogenous or endogenous factor can easily affect them, which can result in enamel anomalies. (Pinheiro, 2003; Seow, 1991)  

As a consequence, these factors can promote focal and transient cessation of enamel synthesis, that is, disorders that 

occur during the development and maturation stages of enamel will result in a reduction in the quantity or thickness of enamel, 

resulting in white spots on the tooth structure. (Pinheiro, 2003)  

When the enamel surface appears rough, irregular and even softened in these white spots, it means that the causal 

factor acted in the last phases of amelogenesis, when the last layers of enamel are deposited, characterizing enamel hypoplasia. 

(Pinheiro, 2003)  

Enamel hypoplasia is defined as the incomplete or defective formation of the organic matrix of the developing tooth 

enamel, which consequently leads to deficiencies and irregularities on the surface of the tooth tissue. (Bendo, 2007)  

There are many causes that lead to hypoplasia, including factors that affect the patient's systemic condition, such as 

low birth weight (Pimlott, 1985) and vitamin deficiencies resulting from the baby's poor nutrition during intrauterine life 

(Laskaris, 2000); genetic etiological factors, such as amelogenesis imperfecta and hereditary epidermolysis bullosa (Costa, 

1997); and etiological factors, such as local infections and trauma. (Campos, 2004)  

For Niazie and Pepper (2023), patients who present with this condition usually have a history of chronic excessive 

fluoride intake during the critical window of amelogenesis, which occurs from birth to eight years of age. Clinically, the 

severity of dental fluorosis ranges from virtually imperceptible changes in the enamel surface, such as small opaque white 

spots that the patient may not notice, to eroded and stained dark yellow-brown enamel.  

The pathology can cause white, yellowish, brown spots and even discoloration of the teeth. In certain cases, the 

change can manifest clinically as grooves or depressions, or as partial or total lack of the enamel surface, with dentin exposure 

in some points, which may present dentin sensitivity, unsatisfactory aesthetics, malocclusion, as well as a predisposition to 

dental caries. (Santos, 2014; Seow, 1991)  

According to its etiology, enamel hypoplasia can be classified as: hereditary, local and systemic. In the hereditary 

variety, it can be transmitted as a dominant sex-linked or autosomal dominant trait, affecting both dentitions. When the 

condition occurs due to local or systemic factors, any dentition can be involved. In the systemic case, it involves a group of 

teeth whose enamel was formed during the metabolic disorder, while in the local type, it affects isolated teeth and, in many 
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cases, a single tooth. (Seow, 1991; Coutinho, 1995)  

There are numerous factors that can lead to systemic hypoplasia, such as: nutritional deficiencies; deficiencies of 

vitamins A, C, D; caused at birth (premature birth, birth trauma); congenital syphilis; exanthematous diseases (exanthematous 

fever, measles, chickenpox, scarlet fever, rubella and malnutrition); ingestion of medications (tetracycline and thalidomide); 

brain trauma; neurological defects and idiopathic factors. And hypoplasia of local origin may be due to periapical infection and 

dental trauma (mainly intrusive luxation). (Fonseca, 2006; Soares, 2002; Needleman, 1992)  

Treatment of this alteration may be required for aesthetic reasons and depends on the severity and the need to improve 

the functional and psychological conditions of the patient, since a child with a compromised smile may present psychological 

and behavioral disorders. (Bendo, 2007; Pithan, 2002) Therefore, several treatment protocols can be adopted, from whitening, 

microabrasion, conservative aesthetic restorations and artificial crowns. (Pithan, 2002)  

Adhesive composite resin restorations have been successfully used to treat hypoplasia, since the introduction of acid 

etching and the increasing improvements in adhesive systems and composite resins have made it possible to perform this 

technique. Direct restorative techniques provide conservative, esthetic and functional treatment in a single session, minimizing 

the amount of dental tissue to be removed in a tooth already compromised by enamel alteration. (Maragoni, 1992; Shafer., 

1987)  

The objective of this this article is to show studies on enamel hypoplasia.  

 

2. Methodology  

The study aims to investigate dental enamel hypoplasia, a defect in the organic matrix, in order to understand its 

causes, clinical manifestations, diagnostic methods and treatment options.  

To achieve the proposed objectives, this study will adopt a methodological approach based on literature review and 

clinical analysis, conducting a comprehensive bibliographic review in scientific databases such as PubMed, Scielo and Google 

Scholar, searching for articles, reviews and case studies on enamel hypoplasia. (Rother, 2007)  

 

3. Results  

Enamel hypoplasia represents a significant challenge in dental practice, requiring a multidisciplinary approach for its 

effective management. This anomaly is caused by changes in the organic matrix, which compromise the structure and integrity 

of the enamel, resulting in teeth with irregular surfaces, grooves, stains or cavities. The following study reviews the literature 

focusing on the causes, clinical manifestations, diagnoses and mainly, the possibilities of treatments for enamel hypoplasia.  

As a result of the aforementioned facts, enamel hypoplasia is a very common finding in young patients. Because it has 

a varied etiology, whether hereditary, localized or systemic, and presents itself clinically in different ways, it primarily requires 

the dentistry professional to make a correct diagnosis, thus requiring a constant search for knowledge, so that there is 

theoretical and practical background to meet the diversities imposed on each case, always being prepared for the possibilities, 

in addition to establishing a treatment plan compatible with the patient's needs, whether they are aesthetic, functional, due to 

dentin sensitivity or susceptibility to caries.  

This work addressed the discussion on the etiology of the pathology, the clinical manifestations of dentistry, the most 

effective diagnostic approaches, preventive and therapeutic treatments, aiming at improving the oral health and quality of life 

of affected patients.  
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3.1 Dental Enamel  

Dental enamel is a tissue of ectodermal origin, which covers the anatomical crown of the tooth, being the most 

mineralized structure in the body and the only one of epithelial origin. (Kramer, 2002) This tissue is the only structure in which 

remodeling does not occur after the beginning of its formation, with ameloblasts being extremely sensitive cells to systemic 

disturbances. (Ribas, 2004) Thus, any change in its normal activity will be permanently recorded (Neville, 1998; Chagas, 

2007), producing, in many cases, visible defects in the tooth after its eruption. (Seow, 1991)  

Dental enamel consists of elongated columns (enamel prisms) that are joined together by interprismatic enamel. Both 

the prisms and the interprismatic enamel are formed by hydroxyapatite crystals, differing from each other only in the 

orientation of the crystals. (Neville, 1998)  

The formation of dental enamel is a complex but well-coordinated biological process. Its development is regulated by 

epithelial cells, the ameloblasts, which express an important set of genes that encode the production of proteins essential for the 

formation of this dental tissue. (Chagas, 2007)  

Ameloblasts are tall columnar cells that have numerous mitochondria in the region below the nucleus. Each of these 

cells has an apical extension, known as the Tomes process, which has numerous secretory granules containing proteins that 

constitute the enamel matrix. After enamel synthesis is complete, the ameloblasts form a protective epithelium that covers the 

crown until the tooth erupts. This protective function is very important in preserving various enamel defects. (Junqueira, 1971)  

Enamel formation occurs during the bell phase of tooth development. During this phase, the internal epithelium of the 

dental cap differentiates into ameloblasts, which are the cells responsible for the formation of tooth enamel. Because it is 

produced by these cells, enamel will have its formation divided into two stages, initial (pre-secretion and secretion) and later 

(maturation and mineralization). (Bittencourt, 2022)  

The enamel formation process (amelogenesis) begins in the crown phase of tooth development and consists basically 

of two stages: the first, called the secretory phase, where the ameloblasts produce partially mineralized enamel (30%), and the 

second, called the maturation phase, consists of mineral deposition, and the removal of organic matter and water. (Lunardelli, 

2007; Mcdonald, 1977)  

Amelogenesis in human dentition begins in the mother's womb and, as mentioned above, develops in two main stages: 

secretory and maturation. During the secretory phase, the enamel matrix is established and matrix mineralization occurs during 

the subsequent maturation phase, divided into early and late stages. In the early stage of maturation, the enamel is coarse, white 

and relatively soft. During the late stage of maturation, this diffuse and opaque enamel is replaced by the final, translucent and 

hard enamel. Ameloblasts, the enamel-forming cells in the developing tooth germ, are extremely sensitive to external stimuli, 

and many factors, both local and systemic, can result in enamel anomalies. (Neville, 1998)  

When aggression to the ameloblast occurs during the matrix formation phase, there may be a reduction in enamel 

production, which, after calcification and maturation, will present a reduction in its thickness, thus configuring hypoplasia. 

When aggression occurs during the maturation or mineralization phase of the matrix, this may result in hypocalcification. 

(Chagas, 2007) This is defined as a defect where there is no structural loss of enamel, but rather changes in its color and 

translucency, which can also be called enamel opacity. (Shafer, 1987) 

Therefore, dental hypoplasia is defined as an incomplete or defective formation of the organic matrix of dental enamel 

(Bendo, 2007) in development and may be a consequence of events that interfere with the normal formation of this matrix, 

causing defects and irregularities on its surface. (Seow, 1991) It may have a genetic or environmental origin and systemic or 

local etiology. (Lunardelli, 2007)  
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3.2 Hereditary Hypoplasia  

Amelogenesis imperfecta is defined as a hereditary disease that affects the enamel in both dentitions, with teeth that 

are malformed and stained. (Ribas, 2004)  

For Shafer et al. (1987), it is an exclusively ectodermal disorder, since the mesodermal components of the tooth are 

basically normal.  

Williams and Becker (2000) stated that amelogenesis imperfecta is a group of hereditary defects without association 

with other disorders. It occurs through genetic factors (autosomal dominant, recessive or linked to the X chromosome), and is 

an exclusively ectodermal alteration. Its prevalence is 1 person affected in 15,000.  

In cases of more severe manifestations of amelogenesis imperfecta, clinical impairments of occlusion and aesthetics 

occur, making it necessary to carry out a meticulous treatment plan, established through an accurate and detailed diagnosis to 

restore and recover the compromised dental crowns, restoring harmony between occlusion, function and aesthetics. (Willians, 

2000) Occlusion and vertical dimension are rapidly affected by tooth wear, often making them extremely sensitive to contact 

and thermal stimuli. (Ribas, 2004; Neville, 1998)  

The structural defect caused by amelogenesis imperfecta makes the affected teeth more susceptible to attrition, 

causing wear of the dental structures and consequently a decrease in vertical dimension. Another disorder caused by this 

alteration is poor aesthetics, which can cause psychological problems for patients. (Bendo, 2007)  

One of its characteristics is that the white spots can range from white to dark brown, and may present areas with 

missing enamel. (Rocha, 2022)  

Preventive measures such as topical fluoride applications and diet control should be encouraged and recommended to 

patients affected by amelogenesis imperfecta. They are more susceptible to gum problems, as there is an increase in 

plaque/calculus retention due to irregularities in the enamel surface, in addition to sensitivity, which also makes it difficult to 

control biofilm. (Ribas, 2004)  

There are three most common manifestations within the clinical picture of the anomaly. The first, hypoplastic 

amelogenesis imperfecta, is characterized by deficient formation of the matrix, with reduced enamel thickness. The teeth have 

a color similar to that of dentin, and may later acquire a yellowish-brown color. The risk of caries is higher, but increased 

abrasion can cause hypersensitivity and irreversible damage to the pulp. The second, hypomineralized amelogenesis 

imperfecta, occurs when the enamel has a normal thickness at eruption, but is very “soft”, opaque, dull, and the color varies  

from white to light brown. Due to abrasion and attrition, this enamel will be lost within a few months or will take on a dark 

yellow to brown color. Radiographically, the enamel appears to have a density equal to or even lower than that of dentin. There 

is a strong tendency for the formation of dental calculus, for reasons previously explained. (Passo, 2007; Ribas, 2004; Neville, 

1998; Willians, 2000) 

Hypoplastic lesions related to environmental factors usually affect only one set of teeth. Among the environmental 

factors responsible for damage to ameloblasts, systemic and local causes stand out. (Ribas, 2004; Shafer, 1987; Willians, 2000) 

 

3.3 Systemic Hypoplasia  

Enamel hypoplasia caused by systemic diseases occurs frequently, and the type and form of this hypoplasia depend on 

the developmental state of the affected teeth, as well as the time, duration and intensity of the influence. (Ribas, 2004)  

Changes in pre, peri and postnatal development, involving the secretion and/or maturation of the enamel matrix, can 

act as permanent marks, due to the structural stability that the enamel presents. Certain clinical conditions related to chemical 

(fluoride, tetracycline and thalidomide) or pathological factors (Shafer, 1987; Neville, 1998), such as infectious (viral and 
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bacterial), metabolic (diabetes, hypocalcemia, hypothyroidism and gastrointestinal malabsorption), neurological, nutritional 

(vitamin A and D deficiency) processes, in addition to respiratory and perinatal disorders (prematurity, low birth weight), and 

diseases such as rubella, cerebral hypoxia, malnutrition, rickets and measles have a very close association with the appearance 

of enamel hypoplasia in the pre and postnatal periods of dental enamel development. (Bendo, 2007; Shafer, 1987; Neville, 

1998)  

Among the most frequently related systemic causes, the following stand out: respiratory tract infections, otitis media, 

urinary tract infections, asthmatic complications, nutritional deficiencies (vitamins A, C and D, calcium and phosphorus), 

exanthematous diseases (measles, chickenpox, scarlet fever), congenital syphilis, celiac disease, prematurity at birth, idiopathic 

causes, among others. (Neville, 1998)  

However, enamel hypoplasia only appears if the injury occurs at the time when the teeth are developing, or more 

specifically, during the enamel formation phase. Once the enamel is mineralized, there is no longer a risk of these defects 

occurring. (Ribas, 2004)  

Nutritional deficiency constitutes an important systemic factor in the formation of hypoplasia. Breast milk is the first 

vehicle for providing nutrients to an individual, however, this does not always guarantee complete nutrition for the newborn. 

Calcium and phosphate deficiency in the neonatal period is directly related to enamel hypoplasia in children born prematurely 

and with a normal weight (less than 2500 grams). (Passo, 2007)  

The main objective of treating patients with systemic enamel hypoplasia is to provide them with rehabilitation that 

promotes the aesthetic reconstruction of the affected teeth, in addition to restoring their masticatory function. (Passo, 2007)  

 

3.4 Local Hypoplasia  

Local enamel hypoplasia occurs when the spread of a periapical infection or trauma to a deciduous tooth disrupts the 

ameloblast-forming activity of the permanent replacement tooth. (Passo, 2007) Local and direct causes determine lesions of 

asymmetrical distribution, limited to isolated teeth, and are defined as local hypoplasias. (Shafer, 1987; Neville, 1998)  

Factors such as the traumatic displacement of a deciduous tooth can cause, due to the close topographical 

relationships between the root of the deciduous tooth and the germ of its successor, different disturbances in enamel formation, 

with varying intensity of the lesion, depending on the trauma that occurred. (Ribas, 2004)  

The most commonly cited local causes are due to periapical infections, with premolars being the most affected teeth, 

and to alveolar trauma in the deciduous dentition, with a higher incidence in the upper central incisors, due to the proximity 

between the deciduous tooth and the germ of the developing permanent tooth. (Shafer, 1987; Neville, 1998)  

When infection occurs due to the presence of caries in the deciduous tooth and the permanent successor is in 

formation, the bacterial infection may involve the periapical tissue of the deciduous tooth, potentially disturbing the 

ameloblastic layer of the permanent tooth, resulting in the formation of a hypoplastic crown. The severity of hypoplasia 

fundamentally depends on the severity of the infection of the deciduous tooth in question and the degree of formation of the 

permanent successor tooth. (Maragoni, 1992; Neville, 1998; Alexandre, 2008)  

The most common causes and predisposing factors of dental trauma in children are iatrogenic injuries in newborns, 

learning to walk and run, falls, abuse, sports and car accidents, as well as mental retardation, convulsive diseases and physical 

aggression. (Mcdonald, 1977; Alexandre, 2008)  

The severity of the sequelae in the successor tooth depends on the age of the child at the time of the trauma, the 

degree of resorption of the root of the traumatized deciduous tooth, the type and extent of the trauma and the developmental 

stage of the successor at the time of the trauma. (Andreasen, 1994; Ben- Bassat, 1985) The types of trauma that can cause the 
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most damage to the permanent tooth are intrusive luxation and avulsion. (Mcdonald, 1977; Alexandre, 2008)  

Damage to the successor tooth can occur both at the time of the trauma and in the subsequent period. The younger the 

patient, the more severe the developmental changes involving the crown of the permanent tooth. (Soares, 2002; Kramer, 2002; 

Alexandre, 2008)  

In 1992, Marangoni and Carvalho evaluated some ways to restore the aesthetics of anterior teeth affected by enamel 

hypoplasia involving only one tooth. The solutions reported were aesthetic restorations, using adhesive materials; the use of 

full metal-ceramic crowns; and aesthetic porcelain veneers.  

The use of composite resin has the advantage of requiring less wear of tooth structure and being performed in just one 

session. The authors emphasize the importance of combining materials and adhesive techniques in order to resolve aesthetic 

cases with minimal wear of tooth tissue. (Ribas, 2004; Marangoni, 1992)  

 

3.5 Diagnosis  

Cases of hypoplasia are common in pediatric and adolescent dental clinics and present alterations that compromise 

aesthetics, sensitivity and susceptibility to tooth decay. The professional must, therefore, be prepared to make a correct 

diagnosis when faced with alterations in dental enamel. It is indisputable that it is important to have a broad knowledge of the 

different types of hypoplasia, so that he or she can detect the cause and type of hypoplasia presented, thus determining an 

appropriate treatment and consequently a more favorable prognosis. (Ribas, 2004)  

The ideal conditions for performing the clinical examination, such as adequate lighting, prior prophylaxis of the 

surfaces and drying, are reported as indispensable tools for establishing the diagnosis. (Passo, 2007; Bendo, 2007)  

It is highlighted by Rocha et al. (2022) that special attention is needed to nutrition, breastfeeding, low weight and 

childhood stress as these can contribute to the development of enamel hypoplasia.  

Another tool that can be used to facilitate clinical examination is the transilluminator, which allows the evaluation of 

the capacity of light propagation through the lesion to identify the depth of the stain and, consequently, the degree of enamel 

damage, in order to establish the type of treatment. (Ribas, 2004)  

In its less pronounced form, it appears as waves or horizontal grooves, of normal color, on the vestibular surfaces of 

the teeth, making these abnormalities noticeable when a very thorough clinical examination is performed. In more pronounced 

cases, the striations are deeper, more prominent, changing the color of the normal enamel to a brownish yellow or black, 

suggesting a prolonged disturbance in the function of the ameloblasts. (Passo, 2007; Bendo, 2007)  

 

3.6 Therapeutic approach  

The aesthetics of the smile has increasingly become the focus of attention among the population seeking specialized 

dental care. The parameters of normality and beauty imposed by society require people to have a perfect smile. (Braga, 2007)  

Hypoplastic lesions tend to have a negative impact on the individual's quality of life, since they compromise aesthetics 

when located in anterior teeth. (Araujo, 2000)  

A child with a compromised smile may present psychological and behavioral disorders. Furthermore, the treatment of 

the affected teeth, restoring aesthetics and facial harmony, is of great importance in reestablishing the child's self-esteem and 

self-confidence. (Mcdonald, 1977; Araujo, 2000)  

In pediatric dental patients, the treatment plan must be carried out in a way that allows a good prognosis in the 

medium and long term, not only in terms of aesthetics, but also considering biological aspects. (Kabbach, 2010)  

The main objective of treating enamel hypoplasia is to restore full anatomical and harmonious recovery between 
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occlusion, function and aesthetics, restoring the patient's self-esteem and promoting psychological and social benefits. (Ribas, 

2004)  

Nowadays, following the idea of wearing down less dental structure in cavity preparations, a therapeutic proposal 

involving minimally invasive techniques has emerged as an alternative in this type of treatment. The evolution of adhesive 

restorative materials has enabled a series of treatments with little or no wear to healthy and/or affected dental tissues, in 

addition to the possibility of performing increasingly aesthetic restorations, with a high predictability of success in the medium 

and long term. (Kabbach, 2010)  

The choice of the best therapeutic approach varies according to the severity of each case, and combined with common 

sense, less invasive techniques should be preferred by the professional, especially in young patients. In cases of less severe 

stains, dental whitening may be chosen, preceded or not by the enamel microabrasion technique. This technique is minimally 

invasive, and the wear is restricted to the affected area.  

Mondelli et al. (1995) reported that the microabrasion technique using a paste composed of 37% phosphoric acid with 

pumice stone provides satisfactory clinical results, in addition to being a substance  more readily available in dental offices. 

(Araujo, 2000; Mondelli, 1995) In clinical cases involving moderate and severe hypoplastic stains, with dentin involvement, 

the recommended treatment is the execution of direct or indirect restorative procedures. (Ribas, 2004; Kabbach, 2010)  

Treatment of this alteration may be required for aesthetic reasons and depends on the severity and the need to improve 

the patient's functional and psychological conditions, since a child with an impaired smile may present psychological and 

behavioral disorders. (Ferreira, 2014; Pindborg, 1982)  

Therefore, several treatment protocols can be adopted, from whitening, microabrasion, conservative aesthetic 

restorations and artificial crowns. (Soares, 2002) Adhesive composite resin restorations have been used to successfully treat 

hypoplasia, since the introduction of acid etching and the increasing improvements in adhesive systems and composite resins 

have made it possible to perform this technique. Direct restorative techniques provide conservative, aesthetic and functional 

treatment in a single session, minimizing the amount of dental tissue to be removed in a tooth already compromised by the 

change in the enamel. (Campos, 2004; Pithan, 2002)  

 

4. Discussion 

Enamel hypoplasia is defined as the incomplete or defective formation of the organic matrix of the developing tooth 

enamel, which consequently leads to deficiencies and irregularities in the surface of the tooth tissue. (Passo, 2007) 

There are many causes that lead to hypoplasia, among them factors that affect the patient's systemic condition, such as 

low birth weight (Fonseca, 2006) and vitamin deficiencies resulting from the baby's poor nutrition during intrauterine life 

(Costa, 1997); genetic etiological factors such as amelogenesis imperfecta and hereditary epidermolysis bullosa (Seow, 1991); 

and etiological factors such as local infections and trauma. (Santos, 2014) 

Dentistry is the gift of caring, going beyond the common sense of automatic practices, seeing the patient's needs as a 

whole, in their physical and mental state, offering comprehensive care. There has been a continuous advance in the search for 

aesthetics within Dentistry. A beautiful smile has become important because it can raise an individual's self-esteem, 

transmitting confidence to those around them. Some anomalies in dental enamel are responsible for affecting the aesthetics of 

the smile, interfering with physical and mental well-being. The aesthetics of the smile has increasingly been the focus of 

attention of the population seeking specialized dental care. The parameters of normality and beauty imposed by society require 

people to have a perfect smile. (Mondelli, 1995) 

http://dx.doi.org/10.33448/rsd-v13i10.47067
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Treatment of this alteration may be required for aesthetic reasons and depends on the severity and the need to improve 

the functional and psychological conditions of the patient, since a child with a compromised smile may present psychological 

and behavioral disorders. (Bendo, 2007; Pithan, 2002) 

Knowledge of the anomalies by the dental surgeon is essential for a differential diagnosis, thus providing adequate 

treatment. Treatment of this alteration may be required for aesthetic reasons and depends on the severity and the need to 

improve the functional and psychological conditions of the patient. (Ferreira, 2017; Pindborg, 1982) 

In agreement, Vidal et al. (2023) show us that the literature recommends several treatment modalities, including 

dental whitening, microabrasion, conservative aesthetic restorations, and prosthetic rehabilitation. The dentist must evaluate 

the technique that best meets the patient's aesthetic needs and is least invasive to the dental tissues. The choice of treatment for 

hypoplastic changes in dental enamel should be made based on the depth of the stain, but this clinical perception can be 

difficult. Microabrasion is indicated for the vast majority of superficial intrinsic stains of dental enamel, and can be combined 

with whitening and restoration procedures in cases of deeper and very deep stains. 

 

5. Conclusion  

Enamel hypoplasia represents a significant challenge in dental practice, as it is a defect in the organic matrix of dental 

enamel that compromises the integrity and functionality of the affected teeth, causing aesthetic, physical and psychological 

sequelae in the patient. An in-depth analysis of this pathology has allowed us to understand its complexity and the multiple 

variables involved in its development. Furthermore, early identification and understanding of the etiological factors are 

essential for the implementation of effective preventive and management strategies. Common sense should prevail in choosing 

the best technique, and particularly in young patients, the decision for less invasive procedures should be considered. 

According to the study carried out, it is concluded that enamel hypoplasia represents a significant challenge in dental practice, 

requiring a multidisciplinary approach for its effective management. Continuous advancement in knowledge and clinical 

techniques is crucial to improve the understanding, diagnosis and treatment of this condition, thus promoting better oral health 

for patients.  
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Needleman, H. L., Allred, E., Bellinger, D., Leviton, A., Rabinowitz, M., & Iverson, K. (1992). Antecedents and correlates of hypoplastic enamel defects of 

primary incisors. Pediatric Dentistry, 14(3), 158-166.  

 
Neville, B. W., et al. (1998). Anomalias dos dentes. In Patologia oral e maxilofacial (Cap. 2, pp. 43-92). Guanabara Koogan.  

 

Niazi, F. C., & Pepper, T. (2023). Dental fluorosis. StatPearls Publishing. 
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