


® Immature permai until 3 years after

(f the eruption of the third molars
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gim of all treatment planning for young permanen




1 can influence







referred pain ‘
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est has been found more reliable in immature permaner

® Periodontal probing amination; bone loss can be a

consequence of reversible (treatable) or irreversible (untreatable) pulpitis
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* CBCT shot h imaging is required cannot be

answered adequately b entional dental radiography or alternate

( imaging modalities.
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® Firm dentin: p

(f ® Hard dentin: A pushing force needs to be used with a hard instrument /scratchy sound
@



o the pulpal

® Stepwise removal : 1 ontf



postmitotic
ory activities in

response to reduc

r



dide round bur (no. 6 or

8), because the bt e “partial removal caries step”

than spoon excavators do. Use of a bur also results in a significant reduction in
viable counts of both Streptococcus mutans and lactobacilli







immediately

aggregate (MTA) and calciu are the most

frequentlyrecommended capping materials
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® Direct pulp capp ved by an immediate and

definitive restoration




® MTA shot ssue (1.5 to 2 mm thick). The

material should then be ass ionomer liner followed by a permanent

restoration
O










= qmpu 5 NaOCl to disinfect and

control hemorrhqg e
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yutation

TA should be

covered restoration should be placed
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* MTA, anc droxide is placed over the

vital pulp stump after h NaOCl but before the formation of a
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Baseline 3 months 9 months 24 months
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igure 1. (4) Preoperative radiograph; (B) after pulp capping with CEM cement; (C) after restoring the tooth with separated segment; (D) recall 6 months after







