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Introduction

The removal of the coronal portion of a cariously exposed vital pulp to preserve the vitality of the remaining radicular portion may 
be performed as an alternative procedure over conventional root canal therapy.

Preservation of pulp is the primary goal of restorative proce-
dures, especially in the young permanent dentition [1]. The treat-
ment of teeth with carious pulp exposure has been a controversial 
issue in endodontics [2]. However, clinical success rate was found 
to be high when mineral trioxide aggregate (MTA) was used for vi-
tal pulp therapy of cariously exposed permanent teeth diagnosed 
with reversible pulpitis [3].

MTA was introduced by Torabinejad in the field of endodontics 
for its applications in pulp capping, pulpotomy cases, and sealing 
accidental perforations of the root canal, because of excellent bio-
compatibility and sealing ability [5].

Case Report

A 35-year old female patient was referred to the Department 
of Conservative Dentistry and Endodontics at Thai Moogambigai 
Dental College with the chief complaint of sensitivity in the right 
lower back restored tooth (Figure 1). Examination revealed a frac-
tured composite restoration in tooth with secondary caries #46 
which was close to the pulp. Sensibility test revealed positive re-
sponse to thermal and electric pulp test (EPT). A provisional diag-
nosis of reversible pulpitis was determined based on clinical and 
radiographic examination. MTA pulpotomy was done (Figure 2 and 
3).

Objective: Aim of this case report is to evaluate the clinical outcome of pulpotomy using MTA.
Methodology: Permanent molars with caries involving pulp were treated by MTA pulpotomy and reviewed after 6 months. 

Result: 6 months review showed favourable and predictable result. 

Conclusion: In our present case series, a successful outcome was achieved at the end of 6 months for MTA pulpotomy.

In carious exposures of young permanent teeth, the inflamed 
pulp tissue beneath an exposure is removed to reach healthy pulp 
tissue (pulpotomy) [1]. The inflamed but vital pulp of a permanent 
tooth may have a chance to return to a healthy, functional status 
after MTA pulpotomy [4].

MTA stimulates new hard tissue formation and promotes pulp 
repair [6]. Thicker dentinal bridges are formed and the presence 
of an odontoblastic layer was reported in histological evaluation 
of teeth restored with MTA [6]. Therefore, in our case series three 
patients with carious pulpal exposures were treated with MTA 
pulpotomy.

Case 1

 Figure 1: Pre- operative radiograph.
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Figure 2: MTA placed.
Figure 5: MTA placed.

Figure 3: Post OP 6-months follow up.

A 28-year old female patient was referred to the Department 
of Conservative Dentistry and Endodontics at Thai Moogambigai 
Dental College with the chief complaint of sensitivity on the left 
lower back tooth (Figure 4). Examination revealed a fractured 
composite restoration with secondary caries in tooth #36 which 
was close to the pulp. Sensibility test revealed positive response 
to thermal and electric pulp test (EPT). A provisional diagnosis of 
reversible pulpitis was determined based on clinical and radio-
graphic examination. MTA pulpotomy was done (Figure 5 ad 6).

Case 2

Figure 4: Pre-operative radiograph.

Figure 6: Post OP 6-months follow up.

A 41-year old female patient was referred to the Department 
of Conservative Dentistry and Endodontics at Thai Moogambi-
gai Dental College with the chief complaint of sensitivity on the 
left lower back tooth region (Figure 7). Sensibility test revealed 
positive response to thermal and electric pulp test (EPT). A radio-
graphic examination revealed presence of caries involving pulp in 
#36 and the tooth was diagnosed based on the clinical and radio-
graphic examination as reversible pulpitis. MTA pulpotomy was 
done (Figure 8 and 9).

Case 3

Figure 7: Pre- operative radiograph.
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With the advancement in progression of materials and tech-
niques along with better understanding of healing of pulp in recent 
years, coronal pulpotomy has gained importance and is practiced as 
an alternative to RCT for carious exposure of teeth with vital pulps 
[9]. Coronal pulpotomy treatment involves removal of entire coro-
nal pulp tissue leaving the radicular pulp vital [10].

Discussion

Figure 8: Post OP 3-months follow up

Figure 9: Post OP 6-months follow up.

Local anaesthesia was administered and rubber dam isolation 
was done. Access cavity was prepared with sterile diamond burs 
under copious water irrigation. The pulp chamber was irrigated 
with 2% sodium hypochlorite (NaOCl) to remove inflamed tissue 
and then haemostasis was achieved in 5 - 10 minutes. MTA was 
placed on the remaining vital radicular pulp tissue [3]. Moist cotton 
pellet was placed above the MTA and the cavity was restored with 
3.5 mm of Glass ionomer cement [8]. After 24hr, the Glass ionomer 
restoration and moist cotton pellet were removed and set of MTA 
was verified. Final composite restoration was done. At the 6-month 
follow-up visit, the radiographic findings revealed no periapical ra-
diolucency and the patient was asymptomatic.

Clinical protocol for pulpotomy (Based on Bogen and Chandler) 
[7]

Coronal pulpotomy has been considered as a definitive treat-
ment to manage carious pulp exposure for primary teeth and 
young immature tooth [11]. It has been shown that the cariously 
exposed vital pulp after the elimination of bacteria can return to a 
healthy status [4].

In our study, we performed coronal pulpotomy in all the three 
cases over the partial pulpotomy. With coronal pulpotomy, the 
pulp present in the pulp chamber floor was completely removed 
leaving the residual radicular pulp. In partial pulpotomy, it is dif-
ficult to determine the disease progression clinically, thus we 
choose coronal pulpotomy in all the three cases [12].

Success of coronal pulpotomy is based on the disinfection and 
haemorrhage control from the pulp chamber. NaOCl has been 
demonstrated to be effective in achieving the haemorrhage con-
trol [12].

The most important factors contributing to the success of cor-
onal pulpotomy are diagnosis of the pulpal conditions, complete 
isolation during the procedure along with maximum sealing of the 
pulpal complex by using a well sealing pulp cap material and prop-
er final restoration to ensure adequate seal and prevent bacterial 
leakage towards the remaining pulp in the canal [13].

In our study we used MTA as a pulpotomy material; MTA has 
got a better sealing ability along with excellent marginal adapta-
tion and success rate over 90% [3].

Based on the European society of Endodontology, success is 
considered when there is absence of clinical symptoms, absence 
of radiographic changes and radiographic evidence of reparative 
dentin formation. In our study the patients were followed up for 
six months and all the patients were asymptomatic. It has been 
stated that minimum six months follow up is adequate for evalu-
ation [14].

Conclusion 

In our present case series, a successful outcome was achieved 
with MTA coronal pulpotomy over the period of six months follow 
up. However, a longer follow up is necessary to evaluate MTA pulp-
otomy in carious exposures.
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