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Distribution of white spot lesions among
orthodontic patients attending teaching
institutes in Khartoum
Maha Kamal Eltayeb1, Yahia Eltayeb Ibrahim1, Ikhlas Ali El Karim2 and Nada Mirghani Sanhouri1*

Abstract

Background: Fixed orthodontic appliances render teeth cleaning arduous, thus when orthodontic treatment is
associated with inadequate oral hygiene practice, development of white spot lesions (WSLs) imposes a significant
risk on the dentition. Salivary reservoir of calcium, magnesium, phosphorous and fluoride counteracts
demineralization and encourages remineralization providing protection against caries challenge. The investigation
of the factors leading to WSLs’ development is mandatory for appropriate prevention strategies planning. The
present study aimed at evaluating the prevalence, pattern of distribution and contributing factors to WSLs’
development, among orthodontic patients attending orthodontic departments in teaching institutes in Khartoum.

Methods: This cross-sectional descriptive, analytical clinical based study was carried out among fixed orthodontic
patients attending teaching institutes in Khartoum State. All patients visiting the clinics for their follow up during a
3 months period and fulfilling the inclusion criteria were included. The International Caries Detection and Assessment
System (ICDAS) served as a guide for standardized visual caries assessment. Saliva samples were collected from a sample
of patients and the levels of calcium and phosphorus were measured. Patients were interviewed regarding their oral
hygiene habits (frequency of tooth brushing, use of interdental brushes and mouth washes). Frequency distribution tables
as well as graphs, Pearson’s correlations and Spearman’s correlation were used in the statistical analysis.

Results: The overall prevalence of WSLs was 61.4%. The prevalence for each tooth was: 48.1% in the canine, 32.3% in the
lateral incisor, 31.6% in both the central incisor and the first premolar, 27.2% in the second premolar and 8.9% in the first
molar. No significant relationship between WSLs prevalence, age and gender or oral hygiene measures was found. There
was no significant difference in calcium and phosphorus level between participants with WSLs or those with sound teeth
(p-values for calcium and phosphorus were 0.154 and 0.567 respectively).

Conclusions: Within the limitations of this study it was found that WSLs among fixed orthodontic patients represented
an issue of concern. High prevalence of WSLs was recorded among orthodontic patients in Sudan, indicating a need for
more stringent prevention programmes and oral hygiene practices prior to initiation of orthodontic treatment.
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Background
Enamel caries is typically first seen as an opaque, white
color referred to as a White Spot Lesion (WSL) [1, 2].
WSLs are areas of subsurface demineralization beneath
dental plaque [1]. Over time, the white spot may
remineralize, but the opaque color usually remains, ren-
dering the teeth unaesthetic [2].
The development of WSLs is attributed to prolonged

plaque accumulation [3, 4]. Other factors aiding in de-
velopment and progression of WSLs include: diet, defi-
ciency in calcium, phosphate, fluoride and bicarbonate
levels in saliva; medical and dental problems as well as
genetic susceptibility [5, 6].
WSLs can either be carious or non-carious. For identifi-

cation and diagnosis, teeth must be cleaned and dried
prior to evaluation; using magnification and adequate
light. Carious WSLs appear rough, opaque and porous.
Non-carious lesions are mostly smooth and shiny [4].
Non-carious WSLs embrace fluorosis, developmental en-
amel hypomineralization and enamel hypoplasia.
Orthodontic treatment significantly amplifies the risk

of WSLs when associated with inadequate oral hygiene
[7]. Fixed orthodontic appliances create areas for food
and plaque accumulation rendering tooth cleaning ardu-
ous leading to caries development [2, 3, 8–13]. Several
reports have shown an increased incidence of WSLs on
the labial enamel surface during orthodontic treatment
[6–10] that begets a rapid increase in the volume of den-
tal plaque with a lower pH, when compared to non-
orthodontic patients [14, 15].
WSLs are clinically detected within a span of 4 weeks,

which is typically the time period between one ortho-
dontic appointment and the other [11, 16–18]. This
should be enthralling for both patients and clinicians.
Thus, to prevent tooth decay and unsightly tooth discol-
orations; prevention, early diagnosis and treatment of
WSLs is crucial [18].
Depending on the examination techniques, the estimates

of the prevalence of WSLs varied [3]. Estimates of the over-
all prevalence of WSLs arising during fixed orthodontic ap-
pliance therapy ranged widely from 2 to 96% [9, 11, 19, 20].
Studies where the teeth have been examined using visual
scales have shown that more than 50% of subjects may ex-
perience an increase in the number of WSLs with fixed
orthodontic appliances therapy [8–10].
The first line of defense against the development of WSLs

has traditionally been patient education; emphasizing on
optimal oral hygiene and proper diet. Fluoridated mouth
rinses and varnishes, together with increased interest and
development in calcium phosphate-based remineralization
technology, have now been advocated as contemporary
methods of prevention [21].
The International Caries Detection and Assessment

System (ICDAS) is a clinical visual scoring system for

use in dental education, clinical practice, research and
epidemiology. It serves as a guide for standardized visual
caries assessment [22, 23]. It defines six stages of the
carious process, ranging from the early clinically visible
changes in enamel to extensive tooth cavitation [24–27].
The aim of this study was to evaluate the prevalence

and pattern of distribution of white spot lesions (WSLs)
among orthodontic patients attending orthodontic de-
partments in teaching institutes using the visual examin-
ation method “ICDAS” and aiming also at correlating
the presence and pattern of WSLs with age of the pa-
tient, gender, duration of orthodontic treatment, fre-
quency of visiting orthodontist and patients’ hygiene
habits as well as correlating levels of calcium and phos-
phorus in patients’ saliva to the prevalence of WSLs.

Methods
A cross sectional descriptive, analytical clinical based
study was performed on patients starting fixed orthodon-
tic treatment at the three orthodontic clinics of teaching
institutes at Khartoum State. Inclusion criteria: Patients
with fixed orthodontic appliances on labial tooth surfaces
and patients who are on treatment for at least 1 month.
Exclusion criteria: Patients with fixed orthodontic appli-
ance on lingual surfaces, patients with fixed orthodontic
appliances for less than 1 month, and patients with ram-
pant caries. The study was approved by the University of
Khartoum, Faculty of Dentistry Research Ethics Commit-
tee (Meeting No. 3; Date 16/9/2014).

Clinical procedures
All patients who visited the clinics for their follow up
during the 3 months period of the study (September
2014 to November 2014) and fulfilled the inclusion cri-
teria were invited to participate in the study and an in-
formed written consent was obtained from all the
participants. All participants were interviewed for per-
sonal and socio-demographic variables including name,
age and gender and general health status.
The clinical examination was performed by two expe-

rienced dentists who received “ICDAS” e-learning on
how to use this system and were also calibrated in per-
forming the clinical assessment.
Examination was carried out on patients who were on

fixed orthodontic treatment for at least 1 month. Teeth
were cleaned before examination using prophylaxis paste
and brush, then, visual examination was carried out under
standard light conditions on the dental chair. The facial sur-
faces of maxillary and mandibular teeth from the right first
molar to the left first molar were examined. Teeth were iso-
lated with cotton rolls and air-dried for 5 s prior to examin-
ation. Only teeth surfaces gingival to the arch-wire were
examined for the presence of WSLs, as this is the area most
prone to enamel demineralization during orthodontic
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treatment [3]. Lesions were coded according to visual
examination criteria “ICDAS” from zero to two. The fol-
lowing scale was used for the visual examination (Table 1).
The total cases of fixed orthodontic appliance during

3 months were 220. All patients who visited the clinic
for their follow up during the 3 months period of the
study and fulfilled the inclusion criteria were included.
The saliva samples were taken using the Slovin’s formula:
n = N/(1 + Ne2) (The sample equation used when the

population is known; the total population was 220)
Where:
n is the sample size
N is population size
e is the margin of error which is 0.1 (10%)
So applying the above formula the sample size will be:

n ¼ 220

1þ 220:0:12
¼ 69 patients

Systematic random sampling technique was used.

Salivary collection
Following clinical assessment salivary samples were col-
lected from the systematically randomly selected sub-
jects. Participants were instructed to rinse their mouths
thoroughly with water to remove any possible contamin-
ating substances. Fifteen ml of paraffin wax stimulated
saliva were then collected from the subjects into cali-
brated plastic containers and stored at 4 °C for labora-
tory analysis.
After salivary collection was completed and at the end

of the interview, the patients with WSLs were given
strict oral hygiene instructions and a fluoridated mouth
wash was prescribed.

Laboratory procedure
Salivary samples were analyzed for calcium and phos-
phorus levels. One ml of saliva was diluted in 10 ml of
nitric acid 1% [28], and then the calcium level was mea-
sured using atomic absorption spectrophotometery
(atomic absorption spectrophotometer model 210 VGP,
Black scientific, Norwalk city, USA) as previously de-
scribed. Similarly phosphate levels were measured using
spectrophotometery (Spectronic 20, Milton Roy com-
pany, Warminster city, England) as described by Tandon
[29]. The technique involved addition of 4 ml of saliva

to 10 ml of reagent (the reagent prepared by mixing am-
monium molybdate and potassium antimony tartrate
and ascorbic acid with specific weights) and the volume
was increased to 50 ml using distilled water.

Statistical analysis
Data was analyzed using descriptive statistics including
frequency distribution tables as well as graphs. Pearson’s
correlation was used to correlate WSLs and selected
socio-demographic variables and other health variables
whereas Spearman’s correlation was used to correlate the
levels of calcium and phosphorus with the presence of
WSLs. For all tests a p-value <0.05 was considered signifi-
cant. Kappa test was done for intra- and inter-examiner
agreement and reliability.

Results
A total of 158 patients were examined making a response
rate of 71.8%.
For inter and intra examiner agreement kappa test

was used and the p-value was < 0.01 indicating excel-
lent agreement.
The overall prevalence of WSL was 61.4%. The preva-

lence in each tooth was: 48.1% in the canine, 32.3% in
the lateral incisor, 31.6% in both the central and the first
premolar, 27.2% in the second premolar and 8.9% in the
first molar (Table 2).
Age was divided into groups and the group (>30 year)

have shown the highest percentage of WSLs (Table 3). Pear-
son correlation coefficient was calculated for measuring the
relationship between WSLs and age; no significant correl-
ation between age and WSLs (p-value = 0.788) was found.

Table 1 Visual examination criteria “ICDAS”

0 Sound tooth surface: no evidence of
caries after prolonged air drying (5 s)

1 First visual change in enamel: opacity or discoloration
(white or brown) is visible after prolonged air drying

2 Distinct visual change in enamel: opacity or discoloration
distinctly when wet, lesion must still be visible when dry

Table 2 Prevalence of WSL in each tooth type (n= 158; 948 teeth)

No. Percent

First molar Sound tooth 144 91.1%

First or second visual
change in enamel

14 8.9%

Second premolar Sound tooth 115 72.8%

First or second visual
change in enamel

43 27.2%

First premolar Sound tooth 108 68.4%

First or second visual
change in enamel

50 31.6%

Canine Sound tooth 82 51.9%

First or second visual
change in enamel

76 48.1%

Lateral incisor Sound tooth 107 67.7%

First or second visual
change in enamel

51 32.3%

Central incisor Sound tooth 108 68.4%

First or second visual
change in enamel

50 31.6%
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The percentage of the female participants was 75.9%
and that of the male participants was 24.1%. For the ef-
fect of gender on WSLs occurrence, Mann–Whitney
non-parametric test was used. It showed no significant
difference in WSLs index between the different genders
(p-value 0.393). The percentage of females and males
who developed WSLs was 46.6 and 14.8% respectively.
The percentage of the participants who go to the ortho-

dontic clinic for their follow up visits every month was
99% and those who go every 3 months was 1%. There was
not a correlation between frequency of follow up visits to
the orthodontic clinic and WSLs (p- value 0.240).
The mean time for the participants in orthodontic

treatment was 19.52 months with a minimum of 1 month
and a maximum of 96 months. Most of the participants
were on treatment for less than 2 years. There was no
significant relation between WSLs and duration of
orthodontic treatment (p-value 0.349).
All of the participants (100%) were using tooth

brush and paste as a routine oral hygiene measure;
56% of them brush their teeth twice per day, 15%
once per day, 22% three times a day, 6% four times a
day and 3% 5times a day. About 63% were using
interdental brush and 37% weren’t. Twelve percent of
participants were using mouth wash and 88% weren’t.
Frequency of brushing had no significant relation
with presence of WSLs (p-value .195). Use of inter-
dental brush and mouth washes also showed no
significance. Mann–Whitney test was used and the p-
value was 0.703 and 0.138 respectively.
The mean salivary calcium for participants who had

no WSLs was 1.569 mg/l and for those who had WSLs
was 1.378 mg/l. For phosphorus, the level for partici-
pants with WSLs was 6.821 mg/l, and for those with
sound teeth was 6.329 mg/l. There was no significant
difference in calcium and phosphorus level between par-
ticipants with WSLs and those without (p-value for cal-
cium was 0.154 and for phosphorus was 0.567). The
number of cases with sound teeth was 17 and 38 is the
number of cases of teeth with WSLs.

Discussion
Based on clinical visual examination this study showed a
high prevalence of WSLs (61.4%). Its’ results showed
that WSLs remains a considerable problem during
orthodontic treatment. Caries diagnosis and detection
were carried out using ICDAS criteria. This criteria is
very good in detecting early enamel changes [30]. The
examination was carried out on clean dry teeth giving
the early carious lesion two codes according to severity.
In other studies a high prevalence of WSLs among
orthodontic patients was also determined; for instance
Mizrahi found a significant increase in prevalence of
WSLs (72.3–84%) among fixed orthodontic patients [20]
and Boersma et al. recorded a prevalence of 97% [31],
using quantitative light induced fluorescence. Gorelick et
al. reported a prevalence of 50% [9]. The sample size in
the previous studies [10, 30] was less than in the current
study. Gorelick et al. also used the photographs method
which may be considered less accurate than direct clin-
ical examination used in this study. It should be noted
here that the photographs used by Gorelick were not
digital, he used kodachrome slides but the use of digital
radiography might have provided a good opportunity to
improve outcomes as it allows for magnification and ad-
justment on the quality of the image, however the evi-
dence from the literature suggests that the digital
radiography and visual inspection are comparable in car-
ies detection [2, 32].
The study showed that there was no significant differ-

ence between males and females regarding the presence
of WSLs. This result concurred with many previous
studies [20, 33–35]. The percentage of females who de-
veloped WSLs during treatment was higher (46.6) than
the percentage of males (14.8), but the difference was
statistically non significant. Regarding age of the patient,
there was no significant association between it and the
prevalence of WSL (p-value = .788). Most of the patients
were aged between 21 and 30 years and 60.7% of them
developed WSLs.
Canines were found to be the most affected teeth with

WSLs, followed by lateral incisors, then the central inci-
sors and first premolars with the same percentage,
followed by the second premolars and lastly the first mo-
lars. Literature showed conflicting results on which tooth
is more affected; Gorelick et al. indicated the maxillary lat-
eral incisor had higher incidence for WSLs [9], while Gei-
ger et al. showed that the maxillary lateral incisor and
canines were the most commonly affected teeth [35]. On
the other hand, Mizrahi concluded that the maxillary and
mandibular first molars were the teeth most commonly af-
fected. He examined two groups of patients, one group
was pre-orthodontic treatment and the other was post-
orthodontic treatment. He used visual examination and
divided the teeth surface into thirds; incisal, middle and

Table 3 Caries by age of the participating patients (n = 158)

Age group Caries Total

No Yes

11–20 Count 23 34 57

% 40.4% 59.6% 100.0%

21–30 Count 35 54 89

% 39.3% 60.7% 100.0%

>30 Count 3 9 12

% 25.0% 75.0% 100.0%

Total Count 61 97 158

% 38.6% 61.4% 100.0%
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cervical thirds. The severity was scored from 0 to 3 [10].
In the current study the low prevalence of WSLs on the
first molars may be due to difficulty of examination due to
presence of the orthodontic bands.
Ninety-nine percent of participants reported visiting

orthodontist for follow up on monthly basis. There was
no statistical significant relation between frequency of
visiting orthodontic clinic and WSLs.
The relationship between the duration period of ortho-

dontic appliance and the prevalence of WSLs was statis-
tically non significant (p-value = 0.349). In the present
study the time was divided into 2 years groups and the
highest percentage of WSLs was on 4–6years duration
group. Julian et al. divided the duration into 24–36
months and >36 months, he found a significant differ-
ence in number of WSLs [2], while Lovrov et al. found
no correlation between treatment time and WSLs [33].
The oral hygiene had no significant effect in the de-

velopment of WSLs. It was evaluated depending on
patient’s words; they were asked about their oral hy-
giene measures (if they use tooth brush and paste,
interdental brush and mouth wash) and frequency of
cleaning. There was however no specific question on
whether participants have used fluoridated or non-
fluoridated tooth paste limiting the information that
could have resulted in showing some significance for
the findings.
In a study that evaluated the effect of use of fluori-

dated toothpaste on the remineralization of WSLs after
debonding there was significant difference between use
of fluoridated and non fluoridated toothpastes in de-
creasing WSLs [1]. Other studies concluded that the
regular use of fluoride toothpaste is a very common rec-
ommendation by the orthodontist, but it was shown to
be inefficient in inhibiting white spot development
around the orthodontic brackets [2, 3].
The results of this study may be considered in the light of

its limitations. These limitations can be summarized as fol-
lows: Examination of the participants was carried out visu-
ally and this may be less sensitive than other techniques
like light fluorescence. Oral hygiene of the patients was not
measured clinically and information about oral hygiene
measures was verbally collected from patients. The pres-
ence of the fixed orthodontic appliance during examination
had increased the difficulty to visualize the lesions.

Conclusions
Within the limitations of this study the followings
could be concluded; this study was the first of its
type to be done among Sudanese orthodontic pa-
tients. It recorded that WSLs among fixed orthodon-
tic patients represented an issue of concern. The
prevalence of WSLs was (61.4%). The most affected
teeth were canines and lateral incisors. Although no

significant relation between WSLs and age of the pa-
tient, gender, duration of orthodontic treatment, fre-
quency of visiting orthodontic clinic and levels of
calcium and phosphorus was found, patients undergo-
ing fixed orthodontic treatment should be warned
against the high risk of developing WSLs and
eventual frank carious lesions, if proper oral hygiene
measures were not ensued.
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ICDAS: International caries detection and analysis system; WSL: White spot lesion

Acknowledgements
The authors would like to thank the members of the Department of Orthodontics
at the University of Khartoum, University of Science and Technology and
Khartoum Dental Teaching Hospital for their cooperation. Also thanks goes to the
workers at the National Center for Research.

Funding
A letter was issued from the director of Training and Teaching Assistants
Administration and sent to the Ministry of Higher Education and Scientific
Research for funding this research based on the meeting of executive
committee of Training and Teaching Assistants Administration, University of
Khartoum, (No. 13/2014); date 1/12/2014. Accordingly the Ministry of Higher
Education and Scientific Research has funded the work.

Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions
MKE, YEI, NMS contributed to the conception and design of the study. MKE
was a postgraduate student at the Department of Oral Rehabilitation and
she is the principal investigator so she collected the data, conducted the
analysis and drafted the manuscript. YEI was the principal supervisor. NMS
was a co-supervisor. IAE had been involved in drafting the manuscript and
revising it critically for important intellectual content; and she gave a final
approval of the version to be published. YEI, NMS, IAE revised the manuscript
critically for important intellectual contents. All authors read and approved
the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Consent for publication
Not Applicable.

Ethics approval and consent to participate
Ethical approval was obtained from ethical committee, University of Khartoum
which is considered as an umbrella approval covering all participating sites.
University of Khartoum is the top ranking University in Sudan, besides being
the oldest. The other teaching institutes involved in the study were formally
consented for their participation.
A written consent was obtained from the patients who were participants in
the study.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Oral Rehabilitation, Faculty of Dentistry, University of
Khartoum, Khartoum, Sudan. 2Dental School, Queen’s University Belfast,
Northern Ireland, UK.

Eltayeb et al. BMC Oral Health  (2017) 17:88 Page 5 of 6



Received: 31 August 2016 Accepted: 16 May 2017

References
1. Selwitz RH, Ismail AI, Pitts NB. Dental caries. Lancet. 2007;369(9555):51–9.
2. Julien KC, Buschang PH, Campbell PM. Prevalence of white spot lesion

formation during orthodontic treatment. Angle Orthod. 2013;83(4):641–7.
3. Tufekci E, Dixon JS, Gunsolley JC, Lindauer SJ. Prevalence of white spot

lesions during orthodontic treatment with fixed appliances. Angle Orthod.
2011;81(2):206–10.

4. Guzman-Armstrong S, Chalmers J, Warren JJ. Ask us. White spot lesions:
prevention and treatment. Am J Orthod Dentofac Orthop. 2010;138(6):690–6.

5. Mount G, Hume W. Preservation and restoration of tooth structure. 2nd ed.
Queensland: Knowledge Books and Software; 2005.

6. Hadler-Olsen S, Sandvik K, El-Agroudi MA, Ogaard B. The incidence of caries
and white spot lesions in orthodontically treated adolescents with a
comprehensive caries prophylactic regimen–a prospective study. Eur J
Orthod. 2012;34(5):633–9.

7. Ogaard B. White spot lesions during orthodontic treatment. Mechanisms
and fluoride preventive aspects. Semin Orthod. 2008;14(3):183–93.

8. Artun J, Brobakken BO. Prevalence of carious white spots after orthodontic
treatment with multibonded appliances. Eur J Orthod. 1986;8(4):229–34.

9. Gorelick L, Geiger AM, Gwinnett AJ. Incidence of white spot formation after
bonding and banding. Am J Orthod. 1982;81(2):93–8.

10. Mizrahi E. Surface distribution of enamel opacities following orthodontic
treatment. Am J Orthod. 1983;84(4):323–31.

11. Ogaard B, Rolla G, Arends J. Orthodontic appliances and enamel demineralization.
Part 1. Lesion development. Am J Orthod Dentofac Orthop. 1988;94(1):68–73.

12. 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(2):104–8.

13. Shungin D, Olsson AI, Persson M. Orthodontic treatment-related white spot
lesions: a 14-year prospective quantitative follow-up, including bonding
material assessment. Am J Orthod Dentofac Orthop. 2010;138(2):136 e131–
138. discussion 136–137.

14. Gwinnett AJ, Ceen RF. Plaque distribution on bonded brackets: a scanning
microscope study. Am J Orthod. 1979;75(6):667–77.

15. Chatterjee R, Kleinberg I. Effect of orthodontic band placement on the
chemical composition of human incisor tooth plaque. Arch Oral Biol. 1979;
24(2):97–100.

16. Gorton J, Featherstone JD. In vivo inhibition of demineralization around
orthodontic brackets. Am J Orthod Dentofac Orthop. 2003;123(1):10–4.

17. O’Reilly MM, Featherstone JD. Demineralization and remineralization around
orthodontic appliances: an in vivo study. Am J Orthod Dentofac Orthop.
1987;92(1):33–40.

18. Bishara SE, Ostby AW. White spot lesions: formation, prevention, and treatment.
Semin Orthod. 2008;14(3):174–82.

19. Mitchell L. Decalcification during orthodontic treatment with fixed appliances–
an overview. Br J Orthod. 1992;19(3):199–205.

20. Mizrahi E. Enamel demineralization following orthodontic treatment. Am J
Orthod. 1982;82(1):62–7.

21. Arruda AO, Richter A, Behnan SM. White-spot lesions in orthodontics:
incidence and prevention: INTECH open access publisher. 2012.

22. Heymann H, Swift EJ, Ritter AV, Sturdevant CM. Sturdevant’s art & science of
operative dentistry. 6th ed. St. Louis: Elsevier/Mosby; 2013.

23. Pitts NB. Detection, assessment, diagnosis and monitoring of caries. Monogr
Oral Sci. 2009;21:15–41.

24. Pitts NB, Stamm JW. International consensus workshop on caries clinical
trials (ICW-CCT)–final consensus statements: agreeing where the evidence
leads. J Dent Res. 2004;83(Spec No C):C125–128.

25. Zandona AF, Zero DT. Diagnostic tools for early caries detection. J Am Dent
Assoc. 2006;137(12):1675–84. quiz 1730.

26. Ismail AI, Sohn W, Tellez M, Amaya A, Sen A, Hasson H, Pitts NB. The
international caries detection and assessment system (ICDAS): an integrated
system for measuring dental caries. Community Dent Oral Epidemiol. 2007;
35(3):170–8.

27. Ekstrand KR, Martignon S, Ricketts DJ, Qvist V. Detection and activity assessment
of primary coronal caries lesions: a methodologic study. Oper Dent. 2007;32(3):
225–35.

28. Andrusishina IN. Diagnostic values of calcium and magnesium forms
determined in human serum and saliva. J Elementol. 2010;15(3):425–33.

29. Tandon HLS. Methods of analysis ofsoils, plants.waters, and organic manures.
New Dalhi: Fertilizer development and consultation organization; 1993.

30. Jablonski-Momeni A, Stachniss V, Ricketts DN, Heinzel-Gutenbrunner M,
Pieper K. Reproducibility and accuracy of the ICDAS-II for detection of
occlusal caries in vitro. Caries Res. 2008;42(2):79–87.

31. 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(1):41–7.

32. Boye U, Pretty IA, Tickle M, Walsh T. Comparison of caries detection
methods using varying numbers of intra-oral digital photographs with
visual examination for epidemiology in children. BMC Oral Health. 2013;13:6.

33. Lovrov S, Hertrich K, Hirschfelder U. Enamel demineralization during fixed
orthodontic treatment - incidence and correlation to various oral-hygiene
parameters. J Orofac Orthop. 2007;68(5):353–63.

34. Ogaard B. Prevalence of white spot lesions in 19-year-olds: a study on
untreated and orthodontically treated persons 5 years after treatment. Am J
Orthod Dentofacial Orthop. 1989;96(5):423–7.

35. Geiger AM, Gorelick L, Gwinnett AJ, Griswold PG. The effect of a fluoride
program on white spot formation during orthodontic treatment. Am J
Orthod Dentofacial Orthop. 1988;93(1):29–37.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Eltayeb et al. BMC Oral Health  (2017) 17:88 Page 6 of 6


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Clinical procedures
	Salivary collection
	Laboratory procedure
	Statistical analysis

	Results
	Discussion
	Conclusions
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Publisher’s Note
	Author details
	References

