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Appt. 1: Emergency, in pain, pulpotomy RRM putty + Cavit temp.

Appt. 2: Resin flowable + Gradia (translucent … what a big mistake).

Appt. 3: Follow-up X-ray after one month.

Appt. 4: Follow-up X-ray after 10 months.

Yes, patient needs other restorations. I can’t remember why the patient did not come back. n

Question about RRM: It says it’s indicated for pulp capping. Would you just put a small 

dab over the exposure, then your liner/base and restoration? I’ve used this for a retrograde filling 

material before and it worked well. n

I’ve found pulpotomies to be more predictable and symptomless than large indirect or direct 

pulp caps, even with RRM.

I’ve got to get the patient out of pain or discomfort or hypersensitivity to cold. My usual 

go-to material for small indirect pulp caps is Durelon. But, larger exposures are better treated 

with a pulpotomy. n

How long till you go back and complete the endo after a pulpotomy on an adult patient? n

I’m confident that the tooth can have an onlay done without the endo because there’s no 

existing pathology. It’s asymptomatic. n

Adult Pulpotomy … The Seal Is the Deal 
When full endo isn’t an option, what’s next?
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Looks like a dentin bridge formed below the RRM. Do you remove the RRM in its entirety 
before restoring? n

RRM provides the critical permanent seal of the dentinal tubules or communications. It’s 
important that it remains. n

Awesome case! Do you use a hypochlorite-soaked cotton pellet to get bleeding controlled 
and for sterilization? What’s the consistency of this RRM like? I have used MTA and Biodentene 
in residency. What’s the price? I’m a pediatric dentist, this seems to show good promise. n

RRM handles like ZOE. I place two increments. First increment over the orifice, pack, 
quickly spray with water and dry, pack it down again. Then, place second increment, then Cavit 
or ZOE, temp.

Using the 2.5% NaOCl with cotton pellet for 5 mins, sometimes the bleeding only slows. 
That’s why I place two increments of RRM. n

Please excuse my ignorance on the subject but I have a few questions. I didn’t realize pulpo-
tomies in adult teeth could be a long-term solution like this. It’s a great conservative treatment 
option and probably less expensive to the patient. 

So, I’m guessing the same procedure as for a pulp on a primary tooth (access, remove coronal 
pulp, control bleeding)? The main difference is using RRM instead of ZOE? 

Is this for a situation where caries extends to the tooth but the tooth is asymptomatic and 
vital? If the tooth becomes symptomatic or necrotic over time, you would just complete the 
pulpectomy, correct? How long do you wait until restoring these? Immediately? Weeks? Always 
an onlay? 

You mentioned you prefer this over a pulp cap. Do you do this only if there is a pulp expo-
sure? What about if there is a thin wall of dentin remaining—would you do this or indirect cap? 

I guess my thinking on permanent teeth was little exposure, pulp cap; big exposure, root 
canal. Good to know this is a viable “in-between” option for adult teeth. How is your success 
with these long term? Do you see a large number eventually needing a pulpectomy? Is doing a 
pulpotomy on an adult tooth as a definitive treatment within the standard of care in the U.S.? n

I’ve tried to place final restorations right away. The problem is the RRM takes a while to set. 
I’m not sure I can seal over the unset RRM with the flowable without a void. The resin is done 
within one week, if that’s what you mean by permanent restoration. 

Onlay or crown, I would give it a couple of months to assess health of the tooth with follow- 
up X-ray.

If success rates are 70 or 80 percent long term, then that certainly would justify the procedure 
as a final endodontic treatment in place of a root canal. I’d figure a root canal to be a 95 percent 
success rate. I have no idea yet what the long-term success rates are, for the lack of data. If success 
rates are 70 or 80 percent long term, then that certainly would justify the procedure as a final 
endodontic treatment in place of a root canal.

I’m waiting for my first failure case. I’m having all show up six months or later for follow-up 
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PA. I’ll be posting failure here when it happens. It’s a matter of time until one fails because right 

now I’m pushing the limits of case selection to see where it lies.

Pulpotomies on permanent teeth have to be more meticulous than primary teeth. Don’t 

leave tissue tags at pulp chamber floor or attached to orifices. Don’t agitate the canal tissues that 

are severed at the orifice. Remove all debris from the pulp chamber floor to get good area of seal 

around the orifices. n

I expect failures would come a year or two in. You could probably then do a pulpectomy to 

buy another year or two. At some point I expect large rarefying osteitis and/or abscess to be the 

last stage, where finally the RCT or ext needs to be done.

It would be interesting to see a large-scale study involving a couple hundred teeth and 

patients to see percentages of whether pain or swelling set in after a pulpotomy or pulpectomy 

after X months vs. completing an RCT.

Also, I suppose we see failures partly because of temporary restorations’ coronal seal break-

ing down, but I recall being taught that a coronal seal via permanent restoration would just 

make the infection find another way out and cause an abscess or other blowup. I wonder how 

true all that is. 

If a patient comes in with pain, how do you know if an infection is in the canals or not? Lack 

of hyperemia? Bleeding from canal stumps that is easily stopped with NaOCl? n

Yes, heavy bleeding is a warning to not do pulpotomy.

I am a follower of Dr. John Kanca, who has preached that it’s all about neutral seal. RRM 

and MTA are similar to Durelon but there is one important difference: They are more able to 

set in a wet environment where you have bigger exposure to moisture. A good cement seal is all 

that matters, as far as I know.

The tooth can then heal itself and slowly degenerate to a natural state. Then why all the 

worry about calcification if the canals remain healthy? I suspect that canal tissues may not 

degenerate rapidly once a proper seal is provided; therefore, I cannot assume automatically that 

the entire canal will occlude just because of bridge formation. n

Thank you for posting. I had no idea this could be done. Even though now that I think of 

it, there is a code for adult pulpotomy, right?

What would your criteria for a good “starter” case be? À la Kanca, if I have no exposure I do 

nothing other than treat like any old restoration. 

If I have a traumatic exposure, I place Durelon, wait to set and treat like any old restoration. 

If I have symptoms that are spontaneous or lingering after cold I am in RCT land. So, I would 

like to learn what you are looking for to think, “I can probably get away with a pulpotomy on 

this tooth.” n

The criteria at the moment is vague, somewhere between large carious exposure and some 
discomfort. I’ve done this on patients with lingering pain, usually due to extreme cold sensitiv-
ity. You realize that a large traumatic exposure of the pulp is not good for Durelon. Durelon 
cannot handle high moisture and even a little bleeding from exposure from pulp. RRM and 
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MTA can handle the wet much better. I think there is no magical formula in RRM and MTA 
that I am interested in, except the ability to set in moisture. n

The suggested direct pulp cap protocol à la Kanca calls for hemostasis via NaOCl. If unable 
to achieve that, proceed to RCT. You’re not trying to stop the bleeding with Durelon; it should 
already be stopped. If ViscoStat is needed, it’s already too hyperemic, according to this protocol.

So you’re experimenting with a level of pulpitis beyond what’s called for in the direct pulp 
cap approach, which I’m very interested to see the results of also. This would be very nice if it 
works. My main concern about trying it myself is related to the standard-of-care issues brought 
up by others, but with serious discussions/informed consent with patients, it’s something I’m 
tempted to try for those who can’t afford RCT. n

Case selection/informed consent is important to avoid liability.
The pulpotomy lies somewhere between indirect pulp cap and root canal in terms of treatment 

spectrum. There is definitely a need for it, at least in my experience. I do not have Dr. Kanca’s 
blessings on doing pulpotomy or anything related to endo such as revascularization. n

If one were to basically “sterilize” a tooth/vital pulp with hypochlorite and it was still bleed-
ing (a little), would anyone object to sticking a sterile cotton pellet on top of the pulp stump? 
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Maybe dampen with the spirits of hypochlorite, then pull it off and use some Astringedent X on 
the pulp, then proceed with the RRM and ensuing restoration? Astringedent X would stop the 
bleeding immediately.

It is my understanding that hypochlorite dissolves everything organic. Everything. And 
nothing lives in it. That includes the pulp. So, in this example with everyone talking about using 
hypochlorite on the vital pulp, what percentage are y’all using—5.25?

I basically don’t do direct pulp caps, so this is all new to me. n

2.5% NaOCl for five minutes, a wetted pellet. Small amounts of NaOCl can only denature 
a small amount of tissue as volume of reactant is exhausted.

I do have one recent failure case that I’m doing endo on. Failure because symptoms of 
pulpitis did not improve dramatically. The pulp or canal tissue remained vital.

I recently did an emergency pulpotomy on an expectant mother and avoided more X-rays. It 
was a long root-canal procedure. Got the mother out of pain very quickly. n

According to the article, 33 patients (mean age: 25) underwent pulpotomy with a 12 percent 
failure rate and a long-term follow-up. Of the 12 percent failed pulpotomies, they were able to 
finish the root canal at a later date. 

They access the pulp by avoiding going through the decay and kept everything sterile. H2O2 
to clean and stop bleeding, then layered powdered CaOH, ZOE and zinc phosphate over the 
access. After the complete seal of the access hole, then they proceed to restore the decay with 
amalgam. It sounded like without MTA or RRM, it is doable.

[Editor’s note: View this message board online to view the article.] n

Pulpal inflammation is higher with CaOH. I would expect success rates to be higher with 
MTA and RRM. n

This is awesome stuff. Depending on what you may or may not have seen, there may be 
more evidence than you realize. This is kind of a special interest of mine, at least until the last 
year or so when I’ve gotten a bit lazy about reading up on it, but there is some fascinating stuff.

I’ll share more later but let me leave this here for now. Unlike CaOH and just about any 
other material, bioceramics and MTA result in a pulpal response that is categorically different. 
The so-called dentin bridge noted from the previous materials is of poor quality, grossly and 
histologically speaking. With the new biologically active materials, we see true healing in the 
sense that odontoblasts align and form a dentin layer as they do in a healthy tooth. 

The histology I’ve read about is impressive. I don’t know what more we could expect in 
terms of healing. And we all know the ideal “root filling” is vital pulp. We also know quite a 
bit about predicting success in these cases. Numbers are best when proximal surfaces are not 
involved, and numbers are best in cases where a coronal pulpotomy is done, rather than capping 
the exposure only. Reasons for these seem obvious but more work is being done. This ties in 
directly to regenerative endodontics as well as recently improved understanding of pulp biology. 

Here’s a link to a clinical trial underway (assuming this is still correct info).
[Editor’s note: View this message board online to view the article.]
And here is the opening paragraph: “Epidemiological data show a significant rate of failure 
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Read more advice online!
Search: “Adult Pulpotomy”
This thread was started last year but the discussion is still going strong. To 
read more and share your tips and tricks, go to dentaltown.com and search the 
message boards for “adult pulpotomy”—this conversation will be the top result.
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of endodontic treatment of 20 to 50 percent worldwide, probably directly related to the difficulty 
of the procedure. A successful pulpotomy allows the preservation of a vital radicular pulp into 
the root canal. The presence of a biological tissue into the root canal is definitely more efficient 
than a ‘complete’ filling with an inert material. It has been shown on animal and human studies 
that this pulp stump in contact with the biomaterial is able to regenerate a dentinal plug, with 
the same architecture as physiologic dentin.”

We are where we are today because of historical norms, not because of current science. More 
on that later. n

Considering that not many of us are master endodontists, it would be prudent to perform
a technically less challenging procedure of a pulpotomy when the situation allows. n

It is interesting, as someone said, that this is commonly done in other countries as a matter 
of course, with the primary justification being cost and time savings. n
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