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SUMMARY

Introduction/Objective Molar incisor hypomineralization (MIH) is a developmental defect and it has
a multifactorial etiology; there could be variations in dental eruptions in the children with this condi-
tion.The aim of this study was the comparison of the clinical eruption status of the permanent teeth in
children with MIH and patients without MIH.

Methods The study group comprised a total of 300 children (176 females and 124 males aged 6-12
years) who had been diagnosed with MIH but had no systemic disease. The control group comprised
300 age- and sex-matched children without MIH. In the study and control groups, the eruption of the
permanent teeth (excluding third molars) was evaluated and compared. In addition, this comparison
was performed separately for the males and females in the study and control groups. The independent
samples t-test was used for statistical analysis.

Results No statistically significant difference was found between the mean age of the dental eruptions
of the children with MIH and that of the children without mineralization disorders (p > 0.05). Regarding
the mean age of the dental eruptions, the sex-matched comparison revealed no statistically significant
difference between the study and control groups (p > 0.05).

Conclusion Although there was no statistically significant difference in the MIH group and the healthy
control group regarding the mean age of the eruption of all teeth, a trend of accelerated dental develop-
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ment in the MIH group was observed.
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INTRODUCTION

Molar incisor hypomineralization (MIH) is de-
fined as the hypomineralization of one or more
permanent first molar. It is also sometimes asso-
ciated with affected incisors. It is a developmen-
tal enamel defect without a definite etiology or
general distribution. It is thought to be caused by
ameloblasts that have been affected by local and
systemic factors during the formation of enamel
[1]. Studies have reported on eruption disorders
in patients with developmental enamel defects
other than MIH [2, 3]. The eruption is a dynamic
process that begins at the initial positioning of
the tooth in the alveolar bone and continues until
the final positioning at which it is occluded by
a dental antagonist. This is an important part
of the developmental period [4]. MIH, which is
thought to occur in relation to factors encoun-
tered in the development process, appears to be
an important health problem. Because MIH is a
developmental defect and it has a multifactorial
etiology, there could be variations in dental erup-
tions in children with this condition. This study
was planned after the literature survey identified
the absence of evaluations of the effect of MIH
on the timing of clinical eruption.

The purpose of this study was the comparison
of the clinical eruption status of the permanent

teeth of children with MIH and the patients
without MIH. In addition, the timing of per-
manent tooth eruption in children with MIH
was investigated.

METHODS

The study was approved by the Clinical Research
Ethics Committee of Zonguldak Bulent Ecevit
University (Protocol No.: 2017-75-09/08). To
establish the study and control groups, 385 pa-
tients were examined and diagnosed with MIH.
They had all applied for dental examinations at
the Department of Pedodontics at Zonguldak
Biilent Ecevit University between August 2017
and August 2018. In addition to the dental evalu-
ation of all patients, medical anamneses were
also taken. The study excluded patients with
permanent teeth that were missing for reasons
other than the extraction of the permanent first
molars because of MIH (e.g., congenitally missing
teeth or trauma). Other exclusions were children
outside the age range of 6-12 years who exhibited
localized pathology and severe malocclusion (e.g.,
marked skeletal mismatch or obstructed teeth),
were already undergoing orthodontic treatment,
presented with any systemic disease, and exhibited
dental mineralization disorders other than MIH.
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The study group comprised a total of 300 children (176
females and 124 males aged 6-12 years) who had been di-
agnosed with MIH but had no systemic disease. The control
group comprised 300 age- and sex-matched healthy children
with no systemic disease or dental mineralization disorder.

Examination and assessment

In the present study, the permanent first molars and perma-
nent incisors of children aged 6-12 years were examined for
the presence of MIH. Halogen reflector lighting, a mirror,
and a probe were used in the dental unit in accordance with
the criteria established by Ghanim et al. [5]. The criteria
include the presence or absence of demarcated opacities,
destruction of enamel after eruption, atypical caries, and
MIH-induced tooth extractions. The examination for MIH
was conducted without drying the teeth. If necessary, cotton
pellets were used to remove any residue on the teeth. The
diagnosis of MIH was based on the detection of at least
one affected permanent first molar.

The patients with only affected incisors were not di-
agnosed with MIH because these defects can be caused
by local factors, such as trauma and caries [6, 7]. For the
patients who lacked the teeth under examination because of
extraction, the presence or absence of demarcated opacities
in the other teeth was ascertained. If the other teeth had
demarcated opacities, then the patient was considered to
be affected by MIH. In this study, amelogenesis imperfecta
(AI), dentinogenesis imperfecta, hypoplasia, diffuse opaci-
ties, white spot lesions, tetracycline-induced colorings, and
fluorosis were considered to be the differential diagnosis.

In the study and control groups, permanent tooth erup-
tion was evaluated in accordance with the criteria of Pahkala
etal. [8]. According to these criteria, the eruption of each
permanent tooth is evaluated on the basis of four codes:

Code 0: the tooth is not visible in the oral cavity;

Code 1: at least one tubercule of the tooth is visible in
the oral cavity;

Code 2: the entire occlusal surface or mesiodistal width
of the tooth is visible;

Code 3: the tooth is in occlusion.

In comparison of the eruption ages of the permanent
teeth of the children in the study and control groups, tooth
eruption was assumed to have occurred if any part of the
crown was visible on the oral mucosa (Codes 1, 2, and 3).
For each participant in the study and control groups, the
eruption ages of teeth 11, 12, 13, 14, 15, 16, 17, 21, 22, 23,
24,25, 26, 27, 31, 32, 33, 34, 35, 36, 37, 41, 42, 43, 44, 45,
46, and 47 were recorded. The mean age of dental erup-
tion in the children in the study group was compared with
that of the control group. In addition, this comparison was
performed separately for the males and females in the study
and control groups.

Statistical analysis
The data were analyzed with IBM SPSS Statistics for
Windows, Version 23.0 (IBM Corp., Armonk, NY, USA).

The independent samples t-test was used for the intergroup
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comparison of the ages. The results of the analysis of the
quantitative data are presented as the mean * standard
deviation. For the qualitative data, they are presented as
frequencies (percentages). The level of significance was
setas p < 0.05.

RESULTS
The distribution of the mean ages of the patients in the
study and control groups according to their sex is presented

in Table 1.

Table 1. Distribution of the mean age of the patients and control group
subjects in the study according to sex

Grou Females Males Total

P mean age + SD mean age + SD mean age + SD
MIH 8.97 £0.14 8.7+0.14 8.83+0.1
Control 8.99+0.14 8.96 +0.14 8.97 £0.1

MIH — molar incisor hypomineralization

Table 2. Mean age of permanent tooth eruption in patients and control
group subjects

Tooth MIH Control group Difference p
mean age £ SD | mean age £ SD | mean age + SD
1 9.15+0.1 9.36 0.1 -0.21+£0.14 | 0.138
12 9.8+0.1 9.89+0.11 -0.09+0.15 | 0.553
13 11.42+0.16 11.37+0.14 0.05+0.21 0.797
14 10.51+0.15 10.76 £0.14 -0.26 £0.21 0.233
15 11.01+0.16 11.23+0.14 -022+0.22 | 0314
16 8.98 0.1 9.02+0.1 -0.04+0.14 | 0.759
17 11.89+0.12 11.78 +£0.13 0.11+£0.18 0.541
21 9.11+0.1 9.35+0.1 -0.25+0.14 | 0.086
22 9.81+0.1 9.88+0.11 -0.07£0.15 | 0.621
23 11.62+0.11 11.41+0.12 0.21+0.16 0.195
24 10.56 +0.14 10.78 +0.12 -0.22+£0.19 | 0.245
25 11.13+0.13 11.26+0.14 -0.14+£0.19 | 0.480
26 8.96 £ 0.1 9.02+£0.1 -0.06 £0.14 | 0.652
27 11.89+0.13 11.62+0.12 0.27 £0.19 0.161
31 8.95+0.1 9.04£0.1 -0.09+£0.14 | 0.526
32 9.22+0.1 9.41+0.1 -0.19+£0.14 | 0.092
33 10.93+0.14 11.21+0.11 -0.28+0.18 | 0.123
34 10.82 +0.15 10.98 +0.13 -0.15+0.2 0.441
35 11.04 +0.15 11.23+0.14 -0.18 £0.21 0.377
36 8.94+0.1 9.02+0.1 -0.08+0.14 | 0.554
37 11.9+0.11 11.68+0.1 0.21+0.16 0.179
41 8.97 £0.1 9.05+0.1 -0.08£0.14 | 0.561
42 9.21+0.1 9.47 £0.1 -0.26 £0.15 | 0.075
43 10.83 +0.14 11.08+0.12 -0.26 £0.19 | 0.178
44 10.74 +£0.14 10.88+0.14 -0.14+0.2 0.475
45 11.22+0.14 11.19+0.14 0.02+0.2 0.905
46 8.93+0.1 9.02£0.1 -0.09+0.14 | 0.524
47 11.92+0.1 11.75+0.1 0.17 £0.15 0.243

MIH - molar incisor hypomineralization

The mean ages of the erupted permanent teeth (except
for the third permanent molar) of the children in the
study and control groups were compared. No statistically
significant difference was found between the mean age of
the dental eruptions of the children with MIH and that of
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Table 3. Mean age of permanent tooth eruption in females in the
patients and control group subjects

Tazegul F. S. et al.

Table 4. Mean age of permanent tooth eruption in males in the
patients and control group subjects

MIH - molar incisor hypomineralization

the children without mineralization disorders (p > 0.05;
Table 2). Regarding the mean age of the dental eruptions,
the sex-matched comparison revealed no statistically sig-
nificant difference between the study and control groups
(p > 0.05; Tables 3 and 4).

The data from these comparisons showed that the pa-
tients with MIH in the study group had a lower mean age
of dental eruption than those in the control group. The
statistically insignificant difference was p > 0.05.

DISCUSSION

It is important for dentists to understand the timing of the
clinical eruptions of permanent teeth because children’s den-
tal development is a progressive and changing process that
can be affected by a variety of factors [9, 10]. During mixed
dentition, permanent tooth eruption occurs in chrono-
logical order, thereby providing an occlusal connection. A
delayed, accelerated, or modified eruption sequence could
be associated with malocclusions [4]. Potential deviations
in the sequence or timing of the eruption may be related to
complications, such as malocclusion, crowding, impaired

‘ DOI: https://doi.org/10.2298/SARH210706087S

Tooth MIH Control group Difference o Tooth MIH Control group Difference p
mean age £ SD | mean age £ SD | mean age + SD mean age £ SD | mean age £ SD | mean age + SD
1 9.18+0.14 9.46 +0.14 -0.28+02 |0.150 11 9.09 +0.15 9.21+0.14 -0.12+£021 | 0.569
12 9.88+0.14 9.94+0.14 006+02 |0778 12 9.68+0.14 9.8+0.16 0124022 | 0571
13 11.44+022 11.29+0.17 0.15+027 | 0583 13 11.39+0.19 11.63+0.19 -024+028 | 0.400
14 10.48 +0.2 10.73+0.18 -0.25+0.27 0.344 14 10.58 £ 0.24 10.86 £0.24 -0.28 £ 0.35 0.432
15 11.01 +0.21 11.27 £0.15 -0.26+025 | 0307 15 11.01+0.26 11.09 + 034 -0.07+043 | 0.868
16 9.07+0.14 9.07 +0.14 0.01+02 |0978 16 8.85+0.14 8.95+0.14 -0.11+02 | 0603
17 11.8+0.17 11.68 +0.15 0.12+0.24 0.610 17 12.03+£0.12 1216 £0.14 -0.13+0.19 0.523
21 9.14+0.14 944 +0.14 -03+0.2 0.129 21 9.05+0.15 9.23+£0.14 -0.17 £0.21 0.399
22 9.86 +0.15 9.97 +0.14 011402 | 0574 22 9.73+0.14 9.73+0.16 0+£0.22 1.000
23 | 1165+013 | 1137+0.15 028+02 | 0.158 23 | 11544018 | 1152402 002£0.27 | 0956
24 | 1073+0.18 | 1089+0.14 | -0.16+0.23 |0.487 24 | 1026+022 | 10534024 | -027+032 | 0399
25 11.22+0.16 11.21+0.17 0.01+024 |0977 25 10.94+0.23 1143+£02 -05+032 | 0.136
26 | 9.04+0.14 9.06+0.14 -0.02+0.19 | 0.900 26 | 885+0.14 8.96+0.14 -0.12£02 | 0571
57 11814016 1154+ 015 027+023 | 0257 27 121240.15 11.88+0.18 025+025 |0.356
31 9.03+0.14 9.1+0.14 -0.06+0.19 | 0.746 31 8.84+0.14 8.96+0.14 012+£02 | 0542
32 9.25+0.14 9.62+0.14 -038+02 | 0.059 32 91+£0.15 9.33£0.15 0234021 0275
33 | 1092+0.17 | 11.18+0.14 | -026+022 |0242 33 | 1094£028 | 11274016 | -033+032 | 0302
34 10.95 +0.17 11.02+0.16 -0.07+023 |0.778 34 10.59 £0.26 10.88 +£0.25 -0.29+037 | 0429
35 11.26 £0.17 11.11+0.18 0.15+0.25 | 0.552 35 10.88 +0.28 10.86£0.16 -0.03+£037 | 0941
36 9.01+0.14 9.07 +0.14 -0.06+0.19 |0.752 36 8.85+0.14 8.96+0.14 -0.11+02 0577
37 11.83+0.13 11.64+0.12 0.19+0.19 | 0313 37 1212£0.15 11.83+£0.16 0.29+025 |0.262
41 9.07 +0.14 9.11+0.14 0.04+0.19 |0.837 41 883 +0.14 8.96+0.14 -0.13+02 | 0503
42 9.25+0.14 957 +0.14 -0.32+0.2 0.105 42 9.15+0.15 9.32+0.15 -0.17 £0.21 0.408
43 10.82+0.17 11.03+0.15 -0.21+023 |0.368 43 10.85 +0.25 11.23+0.19 -0.38+033 | 0.250
44 1087 £0.18 10.96 +0.17 0094025 |0.721 44 10.54+0.2 10.74+0.28 -0.19+034 | 0.566
45 11.37+0.16 11.31+0.15 0.06+022 | 0775 45 10.94 +0.24 10.9+0.34 0.04+041 | 0923
46 9+0.14 9.09+0.14 0.09+02 |0645 46 8.85+0.14 8.94+0.14 -0.09+02 | 0655
47 11.88+0.13 11.71+0.13 0.17 +0.19 0.377 47 12.03+0.12 11.86+0.16 0.18 £0.21 0.419

MIH - molar incisor hypomineralization

oral hygiene, and periodontal diseases that require dental
and orthodontic treatments [4, 11]. An understanding of
the normal eruption process and the possible concomitant
problems is important for the diagnosis and treatment plans
for eruption disorders. The dental eruption is a process that
can be affected by multiple factors; thus, deviations in the
timing of eruption could indicate underlying local disorders
or systemic diseases. Dentists should therefore consider
the timing of eruption when designing dental treatment
plans for children [9]. Knowledge about dental eruption
is also important for determining children’s growth and
developmental levels. Dentists often use this information in
the treatment of and surgical interventions in orthodontic
patients. This information can also be used in forensic
dentistry to predict a child’s chronological age [12].

The close relationships among the components of den-
tal germ development during odontogenesis have been
highlighted [4]. The disorders that might occur during
amelogenesis could affect dental development by causing
developmental disorders or abnormalities in the various
components of the developing teeth. For example, regional
odontodysplasia is a rarely seen non-hereditary develop-
mental anomaly that affects the dental ectodermal and
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mesodermal layers. The shapes of the affected teeth are
usually atypical, and the structures are hypoplastic and
hypocalcified. In addition, the teeth could exhibit delayed
eruption or impaction. It was reported that the eruption
disorders observed in such patients could be the result of
structural dental anomalies [13]. It is therefore conceivable
that a disorder occurring during enamel formation, which
is a part of dental development, could cause variations in
the eruption times of children with MIH. In addition, the
teeth affected by MIH are generally very sensitive and may
undergo rapid enamel loss. In some cases, tooth extraction
might be a preferred treatment option [14, 15]. Because
of the clinical and pathological effects of MIH, the precise
prediction of dental development and eruption is very
important for the design of an appropriate treatment plan.

In the evaluation of an eruption, the visibility of any part
of the dental crown in the oral mucosa is often used as a
clinical marker for eruption [16]. In most clinical evalua-
tions, tooth eruption is indicated if one of the tubercules or
the incisal edge is visible on the oral mucosa [17, 18, 19].
A study by Moslemi et al. [19] in Iran in 2013 compared
the timing of permanent tooth eruption in a patient group
comprising 207 individuals, 96 males and 111 females
aged 6-19 years, with cerebral palsy to that in an age- and
sex-matched healthy control group. If the clinical examina-
tion revealed that any part of the crown was visible in the
mouth, tooth eruption was assumed to have occurred. In
2017, Dashash and Al-Jazar [17] investigated the timing
of permanent tooth eruption in 1211 children aged 5-13
years in Syria. In accordance with the criteria established by
Pahkala et al. [8], they evaluated the eruption of permanent
teeth in four stages. Tooth eruption was assumed to have
occurred if any part of the tooth was visible on the oral
mucosa. In Uganda in 2013, Kutesa et al. [20] investigated
the correlation between the timing of permanent tooth
eruption and children’s heights and weights. The clinical
examination of permanent tooth eruptions was performed,
and the intraoral eruption stage of each permanent tooth
was evaluated in accordance with the four codes established
by the criteria of Pahkala et al. [8]. If any part of the dental
crown was visible on the intraoral mucosa, tooth eruption
was assumed to have occurred.

In the present study, the intraoral status of the teeth was
evaluated on the basis of the criteria of Pahkala et al. [8].
The comparison of the eruption times of the permanent
teeth of the children with MIH and the children who were
healthy was performed on the basis of the aforementioned
evaluation. There was no statistically significant difference
in the MIH and healthy control groups regarding the mean
age of the eruption of all teeth. However, most of the teeth
of the patients with MIH were found to have erupted earlier
than those of the control group. Tung et al. [21] compared
the development of the permanent teeth of 105 children
aged 7-11 years with a diagnosis of severe MIH to that of
an age- and sex-matched healthy control group. Dental
development was evaluated through panoramic radiographs
in accordance with the dental age estimation method of
Demirjian et al. [22]. As was found in the present study,
there was no statistically significant difference in dental
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development between the MIH group and the sex-matched
healthy control group. The absence of a difference in dental
development in the patients with MIH suggests that there
may not be a difference in the eruption status. Thus, the
present study supports previous findings. As is the case in
the present study, Tung et al. [21] did not find a statistically
significant difference between the groups; however, they
reported a trend of accelerated dental development in the
males and females in the MIH group.

Seow [23] evaluated the correlation between Al a de-
velopmental anomaly associated with eruption disorders,
and permanent tooth development. The study comprised
23 patients (10 males and 13 females under the age of 16
years) diagnosed with AI and a control group of healthy
age- and sex-matched individuals. The study reported that
the Al cases exhibited faster dental development than the
healthy individuals. The mean increase in the duration of
dental development was approximately one year. Similar
results were obtained for all the affected patients regardless
of the type of Al. Vuorimies et al. [24] compared the timing
of permanent tooth eruption in children diagnosed with
osteogenesis imperfecta (OI), a disease associated with min-
eralization disorders, with that in the age- and sex-matched
healthy control group. The patients with OI had a greater
number of erupted teeth, faster eruption of the permanent
teeth, and a more advanced dental age than the healthy
controls. This was especially the case for the patients with
OI type 1, which occurs concurrently with dentinogenesis
imperfecta. Another study that evaluated the incidence
of craniofacial and dental anomalies in children with OI
reported a delay in the dental development of 21 percent
of patients with OI type 3; however, 23 percent of patients
with OI type 4 exhibited faster dental development [25].

In the present study, the trend in favor of an earlier
eruption in children with MIH, albeit not statistically sig-
nificant, can be attributed to the effects of the irregularity in
enamel formation during the dental development process.
A factor affecting the maturation phase of the enamel has
been considered to be involved in the formation of MIH
[15]. The enamel maturation stage is a slow progression
throughout two-thirds of the entire enamel formation
period [26]. An irregularity at this stage could affect dental
development and thus eruption time. There was no statisti-
cally significant difference between the eruption times of
the MIH and control groups. In addition, a comparative
analysis of the results could not be performed because the
literature review did not reveal any studies that had evalu-
ated the eruption times of patients with MIH.

In most evaluations of eruption times, permanent tooth
eruption was found to occur earlier in females than in
males [8, 27]. Moslemi [18], who investigated the timing
of permanent tooth eruption in 3744 children aged 4-15
years, found that the mean age of eruption was lower in
females than in males. In Lithuania, Almonaitiene et al.
[28] examined the timing of permanent tooth eruption in
3596 children aged 4-16 years. Eruption was found to have
occurred significantly earlier in females than in males. The
range was 1-10 months depending on the type of tooth.
A similar study concluded that permanent tooth eruption
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occurred earlier in females than in males. The eruption
times ranged 4-6 months depending on the type of tooth
[16]. A study of 1491 children (773 females and 718 males
aged 5-15 years) by Bayrak et al. [29] in Turkey reported
that the permanent teeth of females tended to erupt earlier
than those of males. The reason has not yet been eluci-
dated. However, the sex-related differences in the physical
developmental stages and the earlier physical development
and maturation of females are thought to contribute to the
earlier occurrence of permanent dentition in females [30].

Given these differences, a sex-matched evaluation of
the groups was performed. This obviated the confounding
factor of sex in the comparisons of the timing of permanent
tooth eruption in the MIH and healthy patients. The re-
sults for the two sex-matched groups were not statistically
significant. The mean age of the eruption of a majority of
the teeth was lower in the MIH group.

CONCLUSION

MIH, an important clinical problem with a recently increased
incidence, is an issue that concerns not only dentists but all
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healthcare professionals. Because of the rapid and severe
destruction of teeth affected by MIH, the treatment approach
should be multidisciplinary. An accurate understanding of
dental development and eruption times is important for
predicting possible anomalies and applying appropriate
treatment. In addition, eruption time in children is an
important issue for both forensic medicine and medical
doctors who follow the general health of the child. The
review of the literature indicated a lack of studies on the
clinical importance of MIH, which is currently a common
disease, the eruption process, which is the most important
part of dental development, and the time of the eruption in
patients with MIH. Therefore, there is a need for further
large-scale studies to evaluate the eruption times of various
types of populations.
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Bpeme HULakba CTaNHUX 3y6a Kog, AeLe ca MONAPHO-UHLM3UBHOM

XMNOMUHEpPaNn3aLmnjom

OynpeH Cenjypt Taseryn', E6py Xa3ap bogpymny?, JleseHT lemnpus?

'CromaTonoLLKa KnuHuKa y bejnukaysyy, Operbere negujatpujcke ctomatonoruje, VictaHbyn, Typcka;
2YHnBep3uTeT y 3oHrynaaky,byneHt Eyesut’, Cromatonowku dakynter, Kateapa negujatpujcke ctomatonoruje, 3oHrynaak, Typcka;
3CTomatonoLuKa KniHnka 3oHryngaka, Ogersere negujatpujcke cromatonoruje, 3oHryngak, Typcka

CAXETAK

YBoa/Lunb MonapHo-nHUM3rBHa XnommHepanusauuja (MAX)
pa3BojHu je aedeKT rnehn ca MynTMdakToprjanHoOM eT1oso-
rMjom, a Ko AeLie ca OBUM CTatbeM MOry NoCTojaTi pasfinke y
BPEMEHY HuLiakba 3y6a.

Linmb oBor nctpakusatrba 610 je aa ce ynopenun KINvHUYKM
CTaTyC BpPeMeHa Hulama cTanHux 3yba ko aeue ca MUX-om
y ofHOCY Ha pely 6e3 MUX-a.

Metoge Cryaujcky rpyny umHuno je ykynHo 300 geue (176
nesojumua n 124 peyaka y3pacta 6-12 roguHa) Kojuma je
aunjarHocTmkoBaH MUX, anv HUCY Manu cnctemcky 6orecr.
KoHTponHy rpyny unHuno je 300 3apaBe AeLie NogyAapHe CTa-
pocTv 1 nona. Y CTYANjCKOj 1 KOHTPOMHOj rpy My NPOLIEHEHO je
1 ynopeheHo Bpeme HLaka CTanHux 3y6a (Mckibyuyjyhn Tpehe
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Monape), nocebHo 3a AeBojunLie U Aeyake. 3a CTaTUCTUNYKY aHa-
nr3y KopuwheH je t-TeCT He3aBUCHUX y30pakKa.

Pe3yntatu Huje yTBpheHa ctatncTnykm 3HavajHa pasnmka us-
Mehy cpeare BpeAHOCTY BpeMeHa HuLatba 3yba Kog felle ca
MWX-om 1 geue 6e3 nopemehaja muHepanusaumje (p > 0,05).
Mopeherem no nosny, HWje OTKPMBEHA CTAaTUCTUYKM 3HAYajHa
pasnukay cpefitboj Bpe[HOCTN BPeMeHa Hulatba 3y6a nsmehy
WCNUTVBAHE U KOHTpOosHe rpyne (p > 0,05).

3aK/byyak Mako Huje ycTaHOB/beHa CTaTUCTUYKIM 3HaYajHa pa-
3/IMKa Y CPeAH0j BPeAHOCTY Y BPEMeEHY HuiLatba CTasiHUX 3y6a
Kog peue ca MUX-om 1 KOHTPOJHe rpyne, MpUMEeTaH je 6pxu
TpeHp pa3Boja 3yba kog geue ca MUX-om.

KmbyuHe peun: epynuuja 3y6a; MonapHO-MHLM3MBHA XV MOMI-
Hepanu3aumja; pa3BojHu fgedekT rnehu
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