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INTRODUCTION 
 

Pre-eruptive intracoronal resorption (PEIR) is a
presents as an asymptomatic, resorptionin the dentineof an 
unerupted tooth (1). It has been named differently by many 
due to its innocuous location asintrafollicular caries
eruptive caries (3) hidden caries, or occult caries
intra-coronal radiolucencies develop  spontanouslywithin  the  
coronal dentine,commonly located at amelodentinal junction,
leaving the outer enamel shellintact. This is in contrast to  the 
radiological appearance  of a carious lesion   where the 
radiolucency  is seen breaking the  continuity of the outer 
enamel surface,  and progressing towards the pulp.The  leison  
is insiduous in onset in the preeruptivephase   and   rarely 
connects the pulp (5,6,7) PEIR  has been reported earlier to be 
an isolated finding(8), or associated with more than one  
unerupted tooth (9), or supernumerary tooth(10).
common occurence is in the mandibular first molars, 
permanent maxillary first molars (11,12,13,14), the 
mandibular second premolars, and  the permanent
second molars  in the order of frequency(15).
literature has reported the finding in maxillary permanent 
canine (16) 
 

Etiology 
  

The etiology remains idiopathic and the pathogenesis 
unclearthus far. However, many hypothesis have 
forth as probable causes. Interference to eruption causing a
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                             A B S T R A C T  
 

 

Pre eruptive intracoronal resorption (PEIR), is a radiological finding in an unerupted tooth. 
Early diagnosisand timely management of the leison is imperativefor the preservation 
integrity of the tooth, dentition and the developing dentoalveolus.
finding, the leison needs to be looked for, in every radiograph seen in routine pedodontic 
practice. 
 
 
 
 
 
 
 
 
 
 
 

eruptive intracoronal resorption (PEIR) is a lesion that 
, resorptionin the dentineof an 

. It has been named differently by many 
intrafollicular caries (2), pre 

hidden caries, or occult caries (4)  The 
spontanouslywithin  the  

dentine,commonly located at amelodentinal junction, 
leaving the outer enamel shellintact. This is in contrast to  the 
radiological appearance  of a carious lesion   where the 

ucency  is seen breaking the  continuity of the outer 
towards the pulp.The  leison  

is insiduous in onset in the preeruptivephase   and   rarely 
PEIR  has been reported earlier to be 
or associated with more than one  

unerupted tooth (9), or supernumerary tooth(10). The 
the mandibular first molars, the 

(11,12,13,14), the 
permanent mandibular 

second molars  in the order of frequency(15). A recent 
literature has reported the finding in maxillary permanent 

diopathic and the pathogenesis rather 
unclearthus far. However, many hypothesis have been put 
forth as probable causes. Interference to eruption causing a 

delay in eruption and hence a prolonged pre
(6), abnormal pressure from an adjacent impacted tooth (19) 
or ectopically positioned tooth 
Few have attributed it to be of developmental origin
or adevelopmental dentinal defect
 

Acquired pathology from the periapical lesion 
teeth (23), or breakdown of reduced enamel epithelium (24) 
have also been proposed. Unlike in
there is invasion of microorganisms
contamination, there is no microbial invasion in the pre 
eruptive lesion. However, Seow and McNamara
opined that, the lesion becomes vulnerable to caries 
immediately on eruption  
 

Diagnostics        
 

Radiographs remains the chief,
method of choice for the diagnosis of PEIR
inaccessible for visual examination. Diagnosis of dentalcaries 
is presently based upon clinical criteria, defined by
specifications (25). This criteria, which views caries as 
present when there is cavitation recognized by visual 
examination or testing, will not be applicable to PEIR. 
 

Radiographic Methods 
 

Bitewing radiographs, till date are among the most 
conservative mode of radiodiagnostic ai
early cervical cariesof multiple teeth. With the unerupted teet
not being covered in bitefilm, chances of missing the finding 
is very high with bitewing films 
radiographs (17) is probably undisputed  in the 
intracoronal radiolucency  in an unerupted teeth. Digital 
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Pre eruptive intracoronal resorption (PEIR), is a radiological finding in an unerupted tooth. 
diagnosisand timely management of the leison is imperativefor the preservation of 

dentition and the developing dentoalveolus. Very often a missed 
be looked for, in every radiograph seen in routine pedodontic 

delay in eruption and hence a prolonged pre-eruptive period 
(6), abnormal pressure from an adjacent impacted tooth (19) 
or ectopically positioned tooth (17) have been implicated. 

it to be of developmental origin (20, 21) 
al dentinal defect (22). 

ogy from the periapical lesion of a primary 
or breakdown of reduced enamel epithelium (24) 

Unlike in a carious lesion, where 
there is invasion of microorganismsfrom salivary 

microbial invasion in the pre 
Seow and McNamara (17, 18) have 

n becomes vulnerable to caries 

remains the chief, and confirmatorychairside 
method of choice for the diagnosis of PEIR, which is 
inaccessible for visual examination. Diagnosis of dentalcaries 

n clinical criteria, defined by WHO 
criteria, which views caries as 

present when there is cavitation recognized by visual 
examination or testing, will not be applicable to PEIR.  

Bitewing radiographs, till date are among the most 
conservative mode of radiodiagnostic aid, for detection of 

cervical cariesof multiple teeth. With the unerupted teeth 
, chances of missing the finding 

ery high with bitewing films  (4) The role of  panoramic 
radiographs (17) is probably undisputed  in the diagnosis of 
intracoronal radiolucency  in an unerupted teeth. Digital 
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radiography, particularly CBCTtoday will probably be the 
best option  
 

Other Diagnostic Methods 
 

Noninvasive gadgets have also been used as additional 
diagnostic criteria, to detect caries.  
 

These include, Diagnodent -Fiber-optic Transillumination 
(FOTI) (26), laserliminescence (27), light scattering (28), 
Electrical Resistance Measurements (ERM)(29), and color 
uptake(30).  
 

Histology 
 

The resorption starts intracoronally involving the dentine of 
the unerupted tooth. Histologically, PEIR appears as areas of 
degeneration of the dentinal tubules which are later replaced 
by vascular connective tissue (31). The degenerative 
components on histological section appear as, globular 
sections of dystrophic calcifications, remnants of necrotic 
dentine and pre-collagenous fibres (22). Cells like osteoclasts 
and macrophages adjacent toscalloped margins have also been 
reported at resorption sites. (17).  
 

Treatment 
 

As a preventive measure, the dental practitioner can likewise 
utilize sealant in the fissures, in anticipation of suspicious 
radiolucencies (32). Interim restoration with calcium 
hydroxide, zinc oxide eugenol, glassionomer cements and 
thereafter, permanent restoration with amalgam (33) have 
been reported. 
 

In extensive lesions, root canal treatment has been advised 
(4). Resin restorations have been advised for aesthetics. 
Management of the identified lesion therefore involves oral 
hygiene, and dietary change. Topical medicaments like 
fluoride varnishes, topical fluoride and chlorhexidine becomes 
mandatory (34). 
 

Prognosis is dependent on the size of the leison on diagnosis. 
No recurrence has been reported with early diagnosis (35), 
henceearly intervention is of paramount importance in 
maintaining the integrity of the dentition. As the leison is 
asymptomatic, the finding is very often missed at an early 
stage. Tooth with advanced lesion may have to be lost with 
time, but attempting to hold on to the tooth for as long as 
possible, should be the prime concern of the pedodontist in 
the best interest of the patient. The tooth will act as a space 
maintainer to alleviate a malocclusion, and thereby allow the 
vertical development of the alveolus and preserve it, 
subsequently or an implant to be given later. During 
therapeutic extraction in Orthodontics PEIR should be looked 
for, and considered for extraction, instead of a healthy tooth. 
 

CONCLUSION 
 

Uneventful appearence ofPEIR may be missed very easily by 
a clinician in a routine chairside clinical examination. The 
condition for which the patient cannot be held responsible, 
may happen in many mysterious circumstances. Early 
detection and management of thislesion is the best possible 
attention that can be given to a patient by an able clinician. As 
radiographs are likely the best technique for diagnosing PEIR, 
the condition, ought to be kept in mind on every single routine 
radiograph examined. 
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