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: The term “infraocclusion” describes a tooth that lies below the occlusal plane. The infraocclusion is a
common eruption disturbance, which constitutes a major clinical problem. It is reported that the prevalence of
children with infra-occluded primary molars in the various population ranges from 1.3% to 38.5%. Infra-
occluded teeth could have a high potential to malocclusion. In the literature, complications of infraoccluded
primary molars were stated as tipping of the neighboring teeth, loss of space, extreme eruption of the antagonist,
posterior open bite and rotations in the successor teeth. In the present study, we described a case that presents all
temporary molars in infraocclusion and its evolution during a period of surveillance of three years.
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Infraocclusion is a condition, which
has its origin in tooth ankylosis or dento-
alveolar ankylosis. The vertical growth of
the affected tooth is inhibited and it fails to
reach the occlusal level of the surrounding
teeth. The range of prevalence of
infraocclusion is very wide, in generally
between 1.3 and 38.5% [1].

Ankylosis of deciduous molars has
been routinely found to be associated with
various developmental disturbances in
permanent dentition such as aplasia of the
succedaneous tooth, ectopic eruption of
the premolar, infraocclusion of the
ankylosed tooth leading to tipping of the
first permanent molar etc.

Ankylosis is an anomaly where there
is fusion of alveolar bone with cementum
and / or dentin, which occurs either before
or after tooth eruption. It occurs more
commonly in molars, particularly
mandibular second primary molar. The
exact cause of ankylosis is still unknown,
although factors like genetic tendency,
traumatic injury to the bone and
periodontal ligament, deficient local
vertical bone growth, disturbance in local
metabolism and local inflammation have
been suggested [3, 6].  Clinically,
ankylosed primary molars often present
with infraocclusion, as due to ankylosis the
primary molars remain in fixed occlusal
level while the neighbouring teeth erupt

continuously due to vertical growth of
alveolar bone.

The degree of infraocclusion can be
from mild to severe. Depending on the
degree of infraocclusion, the occlusion and
the position of the tooth germ could be
affected. Infra-occluded teeth could have a
high potential to malocclusion [2].

Here is a report of a case with
ankylosis of the all-deciduous molars, both
maxillary and mandibles, associated with
crossbite of 1.1 and 1.2 and laterally
protrusive syndrome.

A girl of 6 years old referred to the
Department of Paediatric Dentistry Iasi
presenting first temporary molars on the
upper arch and first temporary molars on
the lower arch in infraocclusion. The
infraoccluded teeth were observed after
clinical and radiographic examinations
including orthopantomograph and
periapical radiographs. The follow-up
examinations also comprised clinical and
radiographic examinations annually for a
period of 3 years.  The radiographs were
evaluated for resorption and ankylosis of
the infraoccluded teeth and comparisons
were made with radiographs taken before.

Parameters assessed were degree of
infraocclusion based on radiographs,
altered position of adjacent and successor
teeth. The degree of infraocclusion was
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considered as mild, moderate or severe.
Mild was described as occlusal surface
located approximately 1 mm below the
expected occlusal plane for the tooth.
Moderate was described as occlusal
surface approximately level with the
contact point of one or both adjacent tooth
surfaces. Severe was described as occlusal
surfaces level with or below the
interproximal gingival tissue of one or

both adjacent tooth surfaces. Mobility test
was performed by direct finger pressure

At the time of first examinations, the
patient had 5.4, 6.4, 7.4, 7.5 and 8.4. The
degree of infraocclusion was considered as
mild for first deciduous molars (fig. 1).
The therapeutic approach was to monitor
the patient annually.

Fig. 1. Radiological aspect at 6 years old

After 3 years the orthopantomograph
showed that infraocclusion had worsened
in the both upper and lower regions and

tipping of the neighboring teeth, especially
first permanent molars on the lower arch
(fig. 2).

Fig. 2. Radiological aspect at 6 years old

Orthopantomogram and clinical
examination revealed that the degree of
root resorption of the infraoccluded tooth
was unchanged although the root of the
permanent successor has developed, but a
resorption was observed at the distal root
of the symmetrical primary second molar.

Because of the infraoccluded
temporary molars, the upper arch remained
small, so 1.1 and 1.2 were in crossbite, and
the patient presented also lateral protrusive
syndrome on the both side, thus she
needed orthodontic treatment for this time
(fig. 3).
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Fig. 3. Anterior crossbite and lateral protrusive syndrome

Infraocclusion is found from 3 years
of age and prevalence of infraocclusion
has been reported to reach a peak at ages
from 6 to 11 years of age. It is also
mentioned that the variations in the age
could possibly be related not only to
genetic predisposition to infraocclusion
but also to the inception of this condition
and the exfoliation time the infra-occluded
tooth [4].

Infraocclusion of primary molars is
usually found not to be sex linked.
However, a more frequent occurrence in
girls than in boys has been reported in
some studies. Most investigations have
reported that the primary second molars
were most commonly found in
infraocclusion. However, it has recently
been reported that the primary first molars
were more often found in infraocclusion.
This difference is most probably due to the
fact that mandibular primary first molars
ankylose earlier, produce less
infraocclusion and usually exfoliate on
time, which means that they may go
undetected [7]. In contrast, mandibular
primary second molars produce more
severe infraocclusion and a slight delay in
the eruption of their successors. In children
with more than 1 tooth affected, bilateral
occurrence was reported to be more
common.

The prognosis of ankylosed teeth has
been found to be unpredictable. Extensive
root resorption due to pressure from

erupting adjacent tooth irrespective of
whether the successor tooth is present or
not has been reported. But significantly the
rate of such resorption is slow.

Most infraoccluded primary molars
showed progression of the infraocclusion.
Negative effects on occlusal development
were usually temporary and normal
conditions were present after eruption of
the permanent successors [5].

The general treatment
recommendation is to await normal
exfoliation of infraoccluded primary
molars. Continuous supervision of occlusal
development and periodic radiographic
control of normal root resorption are
recommended. Only in special cases
(occlusal disturbances with severe tipping
of neighboring teeth and space loss,
malposition of the permanent successor
preventing normal root resorption and
severe infraocclusion etc.) is extraction
necessary [8].

Infraocclusion is a common
pathology, which is equally prevalent in
both genders and is most frequently seen
in patients with mixed dentition in the
infant population studied.

It could be concluded that early
diagnosis, correct treatment approach and
follow-ups were the main factors of a
successful treatment of infraoccluded
primary molars.
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