
 ORAL CANCER

Commentary
In the recent past, DPC for managing carious primary teeth has 

fallen out of favour. The 2006 British Society of Paediatric Dentistry 

guidelines on pulp therapy1 state that, “this approach has limited 

application and is generally not recommended for primary molars” 

and “no studies of good quality are available”. There would also 

appear to be lack of agreement on the technique, with a recent study 

of UK and Irish dental schools finding no uniformity in techniques 

taught for DPC.2

It would thus initially seem helpful to have an RCT such as this, 

producing evidence in an area where it is lacking and where there 

may be confusion. This is a high quality split-mouth RCT, although 

one could quibble that the CONSORT guidelines are not followed as 

stated, with there being no explanation for the 11 excluded patients. 

On further reading of this paper, however, it is difficult to see the 

relevance to current clinical practice. Looking more closely at the 

clinical situation and the techniques used in this trial, it can be seen 

that participants had matched “deeply decayed primary molars” on 

each side of the mouth, but with no clinical signs or symptoms of 

“pulpitis or pulp necrosis”. The authors state that peripheral caries 

was removed and, “a standard and noncarious 1-mm pulp exposure 

was created [my italics] with a #3 carbide round bur”. After irriga-

tion and haemostasis, calcium hydroxide was placed over the pulp 

in the control group and EMD in the experimental group followed 

by placement of a PMC.

This trial showed DPC achieve good results at 1 year, regardless of 

whether calcium hydroxide or EMD was used. The first explanation 

for the success of the DPC given by the authors is the absence of 

inflammation in the exposed pulpal tissue, something they, “metic-

ulously observed during diagnostic and treatment phases”. Might 

it be, however, that the pulps were relatively healthy, and that the 

DPC was unnecessary? It should be noted that the teeth in both 

groups were immediately restored with a PMC. Pulpotomised teeth, 

restored with PMC, have repeatedly been shown to outperform 

those restored with other materials3–5 regardless of the pulpal medi-

cament used. This success is generally attributed to PMC providing a 

good coronal seal, and might, in part, explain the high success rates 

for calcium hydroxide in this study.

What is not clear is why it is still considered a reasonable treatment 

option to directly disrupt the dental pulp in primary teeth which, 

although they show deep caries radiographically, are asymptomatic. 

These lesions can be managed successfully with other less invasive 

techniques such as an indirect pulp cap6 (90% success after 4 years), 

stepwise caries removal7 (95% success at 1 year), partial caries remov-
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SUMMARY TRIAL/CARIES

Design A split-mouth randomised controlled trial (RCT) 

was conducted.

Intervention Standard noncarious pulp exposures were treated with 

either enamel matrix derivative (EMD) or calcium hydroxide and 

restored with a preformed metal crown (PMC). Patients were followed 

up at 1, 6 and 12 months.

Outcome measures The appearance of any of the following was 

considered to signify treatment failure: internal dentin resorption, 

spontaneous pain, gingival abscess (sinus tract), external root 

resorption, or pathologic mobility.

Results In total, 90 direct pulp capping (DPC) treatments were 

performed (45 in the experimental group and 45 in the control group) 

and followed for 12 months. There were 88 successful treatments at the 

end of this period, with only two failures (one in each study group)

Conclusions Both capping materials showed a similar effectiveness 

in this pulp procedure with a postoperative observation time of 

12 months. On the basis of this study, we recommend the use of DCP 

treatment on primary molars as a standard technique.
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Question: Is enamel matrix derivative as 
effective as calcium hydroxide for direct 
pulp capping of primary molars?
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al8 (100% at 1 year), or the Hall Technique9 (97% success at 2 years 

although only 42% of lesions were more than halfway into dentine).

Although this well-conducted, high-quality trial found very high 

success rates for both treatments, the clinician should consider 

whether DPC is a technique that is applicable for practice today, and 

it might be suggested that, for deep carious lesions in primary molar 

teeth with no clinical or radiographic signs of pulpitis or pulp necro-

sis, a less invasive alternative to DPC should be considered.
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Practice points
• For primary molars with deep caries radiographically, but which 

have no clinical or radiographic signs of pulpitis or pulp necrosis:
• DPC has been shown to be a successful technique where there is 

not carious exposure.

• Given the high treatment success rates of other techniques which 
are less invasive (indirect pulp cap, stepwise caries removal, partial 
caries removal or the Hall Technique), the clinician may wish to 
consider these options for asymptomatic primary molars with 
deep caries.
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