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EDITORIAL
Dear Members,

Next page you will fi nd the IADT’s Financial Report for the year 2009. This report can also be consulted at the IADT’s 

website.

Additionally, as promised, the brainstorming over the clinical situation and quiz presented in our last issue continues here 

with a discussion on treatment options and prognosis.

This specifi c clinical case was chosen to inaugurate brainstorming within the Newsletter because it is of extremely 

common occurrence in a dental offi ce and yet there are quite divergent approaches in the management of this type of 

injury. 

It is my pleasure to announce that from now on the IADT’s Newsletter will also be available online in the website 
(www.iadt-dentaltrauma.org).  The previous issues of the Newsletter can also be found in the website. 

Cecilia Bourguignon- Paris, France
Editor of the IADT’s Newsletter 

cecilia.bourguignon@libertysurf.fr
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Remembering the Clinical Case – Quiz Presented in the Last Issue    

A 9 year-old girl, Audrey, hit her left central incisor on the 

corner of a marble table while playing with her brother at home. 

There was no injury to her chin or any other part of her face. She 

arrived at the dental offi ce 2 hours after the injury.

Clinical examination reveals a crown fracture with pulp exposure on the left central 

incisor. There is no abnormal mobility of this tooth or of the other upper and lower 

anterior teeth. No lacerations of the gums are present. All upper and lower anterior 

teeth are responding normally to palpation and percussion.  The teeth respond to cold 

testing and EPT (electric pulp testing), but the left central incisor shows a slightly 

delayed response. No other signs of trauma are visible, including on the posterior 

teeth.  

Radiographic examination reveals a crown fracture with pulp exposure on the left central incisor and that all upper anterior 

teeth are immature.

Diagnosis is thus crown fracture with pulp exposure (complicated crown fracture) of the left upper central incisor.

Question 1- What is the best treatment option for this immature (open apex) left central incisor?
a- Direct pulp capping
b- Partial pulpotomy (Cvek’s pulpotomy)
c- Pulpotomy
d- Root canal treatment (apexifi cation)
e- Pulpal revascularization

Question 2- If the above injured tooth were mature (closed apex) instead of immature, would you change the treatment you 
recommended in question 1?  If yes, which treatment would you choose? 
a- Direct pulp capping
b- Partial pulpotomy
c- Pulpotomy
d- Root canal treatment 

Question 3- If the injured tooth were a primary tooth and the patient’ age was 4 years old, which 
treatment would you recommend?
a- Direct pulp capping
b- Partial pulpotomy
c- Pulpotomy
d- Formocresol pulpotomy
e- Root canal treatment for primary tooth
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Discussion:
Questions 1 and 2:
One of the aims of treatment in dental traumatology is preservation of vital, non-infl amed pulps. This is of special 

importance in the case of immature permanent teeth, where a vital pulp is needed to promote continued root development 

and strengthening of the root walls.

Therefore, the best treatment option for the clinical situations described  in the quiz is either a pulp capping or a pulpotomy 

procedure (ideally Cvek’s partial pulpotomy). No consensus exists on which approach is better, but both treatments have 

the advantage of being conservative and of not excluding the use of more extensive procedures in the event of non-

healing. 

Several materials have been suggested for pulp capping and pulpotomy, but the most studied and popular materials are 

calcium hydroxide and MTA. The minimum requirement for a pulp capping material is that it is biocompatible and capable 

of promoting pulp repair. A bacteria tight seal as a part of the restoration is also essential to prevent bacterial contamination 

of the pulp. The use of aseptic techniques and rubber dam are mandatory to improve the treatment’s success rate as they 

prevent bacterial contamination and also ensure adhesion of the restorative materials to dentin. 

Long term studies have shown high success rates of pulp capping and partial pulpotomy with respect to pulp survival 

(1,2,3).  Cvek and coworkers (1) have reported 96% success with pulp capping and pulpotomy using calcium hydroxide 

on traumatically exposed pulps. The size of the exposure or the time between injury and treatment was not critical as 

long as the superfi cially infl amed pulp tissue was removed before pulp capping. It is important to note that these studies 

included both mature and immature teeth. 

Subsequent investigations have confi rmed these fi ndings (4,5). Teeth with partial pulpotomies that presented as clinically 

healed showed no major pathological changes when these pulps were examined histologically (6). In a long-term follow-

up study (2) of partial pulpotomies in permanent teeth, those judged to be healed at 3 years, remained healed 10 to 15 

years later. 

Some factors may infl uence pulp survival and the choice of treatment after a traumatic pulp exposure: e.g. the stage 

of root development, the size of the exposure and the time elapsed between the injury and the emergency treatment. 

However, other factors potentially detrimental to the pulp status should be considered, such as the presence or absence 

of a concomitant luxation injury and history of previous trauma. 

It can be assumed that the pulp, in this case, was healthy prior to trauma. Also, the time elapsed between the injury and 

treatment is small (2 hours) and no added injuries such as luxation or subluxation seem to have occurred. Thus, it is likely 

that the above exposed pulp has a high healing potential: it is worth trying to keep it alive.  

Follow-ups should be performed on a regular basis for at least 3 years. The involved tooth should be asymptomatic and 

radiographically show no signs of pathosis, but preferably show the presence of a hard tissue barrier related to the pulp 

exposure site and continued root development in the case of an immature tooth.

Question 3:
There is no agreement or consensus in how to treat a crown fracture with pulp exposure in primary teeth. Each of the 

treatment options suggested in the quiz has its defenders and some clinicians would also suggest extraction as an 

alternative. However, if the child is cooperative, it is defi nitely worth it to adopt a conservative approach and select 

pulp capping or partial pulpotomy in the clinical situation described above. MTA as the capping agent might be a good 

alternative rather than calcium hydroxide as it has been suggested to cause internal root resorption in primary teeth.
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Answers to the quiz questions:

Question 1 – a
Question 2 – a
Question 3 – a
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Upcoming events:

European Association for Osseointegration (EAO)- 

 19th Annual Scientifi c Meeting-

 Glasgow- October 6–9, 2010.

German Society of Endodontology-

 Annual Meeting-

 Munich, Germany- October 21–23, 2010.

Trans-Tasman Endodontic Conference-

 Christchurch, New Zealand- November 4–6, 2010.

German Society of Dental, Oral and Craniomandibular Sciences- 

 Frankfurt/Main, Germany- November 10–13, 2010.

 “INTERDISCIPLINARY DENTISTRY”

IADT Symposium in Oral Traumatology-

 Dubai-United Arab Emirates- 1 – 2 February 2011.

UK “Pan-Dental Society Meeting”-

 Liverpool, UK- November 11–12, 2011.

IADT’s 17th World Congress in Dental Traumatology- 

 Rio de Janeiro, Brazil - 2012.

Please become a member or renew your membership to show your support to the IADT.
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