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Case Report
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Abstract
The term “hidden caries” designates a dentinal lesion beneath the dentinoenamel junction with intact or minimally cavitated

enamel, therefore the radiographic exam is fundamental for the diagnosis. One possible treatment for these lesions is the indirect

pulp capping with partial removal of the carious dentin to preserve the tooth vitality and to avoid a more invasive treatment such as
endodontics. Therefore, this study aimed to describe a clinical case of indirect pulp capping in a first permanent molar with a deep
carious lesion of a teenager patient. The final restoration was carried out with composite resin using the occlusal matrix technique,

restoring aesthetics and function. Long-term follow up was accomplished through digital radiographic subtraction technique, which
allowed the observation that mineral density of the affected dentin continue to increase over time, showing positive results after 12
months regarding dentin remineralization.
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Introduction
Dental caries is the result of an unbalance in the oral environ-

ment, that results in a slow and progressive destruction of the min-

eralized dental tissues. It is caused by interactions between acido-

genic bacteria, substrate and environmental factors along with the
host’s individual characteristics [1]. Despite improvement of the

diagnostic methods and greater availability of resources for caries control, carious lesions at advanced stages are still found and

result in significant loss of dental structure and possible pulp involvement [2].

However, in some cases, the carious lesion might present an

unusual development pattern [3,4]. This type of lesion – known as

hidden caries – is a carious lesion in which the proximal or occlusal surfaces present sound enamel or very little demineralization,
however, the dentin shows extensive loss of mineral. These charac-

teristics, along with the complementary radiographic examination,

lead to the diagnosis of hidden caries (Baratieri; Monteiro-Junior,

2016). Nowadays, it can be classified as the International Caries
Detection and Assessment System as a code 4 lesion.

This lesion is characterized by the conservation of the external

structure of the enamel with the development of a carious lesion in
the subjacent dentin in a larger or smaller extension [5,6].

The traditional restorative treatment of carious lesions with

dentin involvement consists in the total removal of the carious

dentin and the unsupported enamel [7]. However, this results in
unnecessary loss of dental structure or pulp exposure, which may

require more invasive procedures that increase treatment costs
and complexity [8].

Currently, a more conservative restorative protocol is the first

choice for the treatment of such clinical condition: the indirect
pulp capping [9,10]. This procedure consists in the removal of the
infected dentin, as well as the carious tissue of the surrounding

walls of the carious cavity, and keeps a demineralized dentin layer
(affected dentin) on the cavity floor [10-12]. Dentin remineralization of the affected layer is achieved over time, with the placement

of the lining material into the cavity followed by adequate restoration of the tooth [13].

The dental restoration after partial removal of the carious tis-

sue is usually carried out with composite resin or glass ionomer
cement. But when restoring “hidden caries”, that present no cavity formation or loss of dental anatomy, the use of a matrix can fa-

cilitate this process [14,15]. Such matrix is manufactured prior to

the cavity preparation and duplicate the dental enamel anatomy.
Therefore, it provides an occlusal anatomy with a very natural ap-
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pearance, in addition to re-establishing the function and reducing

58

The restorative phase started with the dental prophylaxis us-

clinical hours. This restoring technique can be called occlusal ma-

ing pumice and water to remove the dental biofilm on the tooth

Therefore, the objective of this study was to describe a clinical

PR, Brazil), followed by local infiltrative anesthesia and placement

trix or occlusal replica [14-16].

case of indirect pulp capping with composite restoration using the
occlusal matrix technique in a teenager’s permanent molar, as well
as to present the 12-month clinical/radiographic follow up.

surface. Before the tooth dehydration, the shade of the composite
resin was selected (shade A1; Master Fill/Biodinâmica/Ibiporã,
of rubber dam for isolation of the operative field (Figure 3).

Case Report

A 14-year-old female patient attended the dental clinic of the

State University of Ponta Grossa, accompanied by a caregiver for a

routine examination. During the anamnesis, the patient reported
the absence of tooth pain or systemic alterations. In the intra-oral
clinical examination, it was observed that the upper left first permanent molar exhibit a more opaque area at the occlusal surface and
a small cavity on the palatal surface (Figure 1). The complementary

examination included periapical radiograph of the region (Figure

2), which revealed the existence of a deep dentin carious lesion,
confirming the hidden caries diagnosis.

Figure 3: Baseline clinical situation after rubber dam placement.
Prior to cavity preparation, an occlusal-palatal matrix of the

tooth to be restored was manufactured. This matrix manufactur-

ing phases were: (1) lubrication of the tooth with petroleum jelly

(Rioquímica/São José do Rio Preto, SP, Brazil); (2) manipulation of

self-cured acrylic resin (Vipi/Vipi Flash/Pirassununga, SP, Brazil);
(3) adaptation of the acrylic resin on the occlusal-palatal surfaces
to replicate the tooth anatomy; (4) manufacture of the a matrix
handle; (5) matrix finishing with maxicut burs (Figure 4).

Figure 1: Baseline clinical situation of the left
first permanent molar.

Figure 4: Aspect of the occlusal-palatal matrix after
the finishing procedures.

Figure 2: Baseline radiographic exam of the left
first permanent molar.

Since the occlusal surface of the tooth did not present morpho-

logical alteration, the treatment plan consisted of partial removal

of the carious dentin (indirect pulp capping) associated to dental
restoration with hybrid composite resin with the occlusal matrix

technique. This plan was presented to the patient and the caregiver,
who consented with the treatment and signed an informed consent
form.

After manufacturing the matrix, the cavity preparation was ac-

complished. The occlusal/palatal surfaces were opened with high-

speed carbide burs to gain access to the damaged dentin structure
below the enamel. The carious tissue was removed with dentin excavators and slow speed carbide burs in a size compatible with the

cavity. The infected dentin presented a soft consistency and yel-

lowish color. It was easily removed with dentin excavators (Figure
5). The carious dentin was totally removed from the cavosurface
margin and surrounding walls of the cavity. The affected dentin,

which showed harder consistency and darker shade, was kept on
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the cavity floor in order to prevent possible pulp exposure (Figure
6).
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In sequence, the cavity was conditioned with 37% phosphoric

acid gel (Dentsply/Rio de Janeiro, RJ, Brazil) for 15 seconds on
dentin and 30 seconds on enamel. The area was washed for 60

seconds, dried without desiccation and the adhesive system was
applied (Ambar/FGM/Joinville, SC, Brasil) followed by photopolymerization for 60 seconds. The composite resin was placed in layers of 2mm thickness and light cured individually for 60 seconds.

The last layer of composite resin was adapted in the cavity

without polymerization to allow the adaptation of the previously
prepared acrylic resin occlusal-palatal matrix. On the matrix inFigure 5: Appearance of the infected dentin after
initial cavity preparation.

Figure 6: Affected dentin appearance after removal
of the infected dentin.

The indirect pulp capping was done by applying a layer of glass

ionomer cement (Gold Label/GC America/Alsip, IL, EUA) on the
cavity floor (Figure 7).

side surface, a very thin layer of petroleum jelly was applied to isolate the matrix from the composite resin. The matrix was adapted

on the tooth surface with a gentle digital pressure. After the adap-

tation, light curing of the composite resin was carried out (Figure
8) for 60 seconds on each surface.

Figure 8: Occlusal matrix positioned and composite
resin photopolymerization.

After the removal of the acrylic matrix, the restoration was fin-

ishing with diamond burs, disks and diamond pastes, obtaining

favorable aesthetics (Figure 9). A periapical radiograph was car-

ried out after the procedures had been finished (Figure 10). The
patient’s occlusion was checked with carbon paper after removal of
the rubber dam isolation; there was no need for adjustments.

Figure 7: Indirect pulp capping with glass ionomer cement.

Figure 9: Clinical appearance immediately
after rubber dam removal.
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or darker (when the mineral content decreases) areas (Chibin-

ski., et al. 2013). Therefore, it was possible to visualize clearly the

changes in the mineral content of affected dentin after 12 months,
which is consistent with dentin remineralization

Figure 10: Radiographic exam after restoration.
Follow-up appointments occurred three, nine and twelve

months after the restoration for clinical and radiographic follow up

(Figures 11 and 12, respectively). The final restoration was judged
as a successful procedure, since it restored aesthetic and function

and enabled the remineralization of the affected dentin. As seen on
the radiograph after 12 months of follow-up (Figure 13), a more ra-

diopaque area on the cavity floor can be observed when compared

to the same area just after placement of the restoration (Figure 12).

Figure 13: Radiographic subtraction after 12 months;

the lighter area bellow restoration is consistent with
affected dentin remineralization (arrow).

Discussion
Carious lesion patterns have changed throughout the years.

A diagnosis based only on the visual clinical exam may not be

enough since carious lesions might progress in the dentin under
the healthy or demineralized enamel [17,18]. This clinical situa-

tion is reported in this paper, showing a very deep carious lesion
which extension could only be confirmed after periapical radio-

Figure 11: Clinical appearance after 12 months.

graph (Figure 2).

The etiology of this type of carious lesion has been widely dis-

cussed, but it is still very controversial. However, the literature
lists some hypotheses, like the presence of irregularities below

the dentin-enamel junction, intense exposure to fluoride, deep
occlusal cracks with a complex morphology which enable greater

biofilm retention, specific microbiota and thin enamel layer on the
crack base. These are all different factors that might start the carious process [15]. The proposed treatment must aim the restoration of the tooth and the maintenance of pulp vitality, combining

a minimum invasive and aesthetic restorative approach (Vieira
Figure 12: Radiographic exam after 12 months; the

arrow points out a more radiopaque layer on the cavity floor.
In order to confirm this finding, digital subtraction radiography

2016).

The case reported in this study associated all these factors, fol-

lowing a conservative treatment protocol: indirect pulp capping
and aesthetic restoration using the occlusal matrix technique.

Dental literature showed the benefits of the carious tissue

(DSR) protocol was done. DSR enables the detection of differences

selective removal when compared to the complete removal, es-

value of the corresponding pixels of two images. Changes in the final

reported that indirect pulp capping reduces the risk of exposure

between sequential radiographs that may be difficult to detect by
human eyes. The process creates a new image by subtracting the

image will appear as brighter (when the mineral content enhances)

pecially for deep lesions in teeth that do not present periapical
diseases or irreversible pulp damage [12,19,20]. Researchers have
and post-operative pulp symptoms, enabling the preservation of a
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larger tooth structure when compared to more invasive treatments
and the maintenance of tooth vitality [10,21-23].

One of the greatest challenges of indirect pulp therapy is to

determine clinically the necessary amount of carious tissue to be
removed [24,25]. Carious dentin can be theoretically divided into
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omy when applied to the restoration before the polymerization of
the last layer of composite resin [33]. Such procedure is only indi-

cated to restore carious lesions in which the occlusal surface does
not present cavity [34,35].

The occlusal matrix technique is simple, safe, easy to execute

infected and affected dentin with differences in the morphologi-

and not expensive [35]. Its use enables the restoration of the

tin, should be removed because it is irreversibly denaturized. The

Other advantages already reported in the literature are: better

cal, physiological, biochemical and bacteriological aspects. Only the

most external and superficial portion, which is called infected den-

affected dentin can be remineralized, due to the presence of collagen fibrils and apatite crystals, therefore, it should be preserved
[26,27]. However, the whole process can only occur if the cavity
is accurately sealed and properly restored so that the lesion can-

not develop further [13,28]. After some time, the remaining dentin

becomes darker and harder and the carious lesion paralyzation is

shape, function and aesthetics, eliminating the sculpture phase
and reducing the clinic hours required by the procedure [36].
marginal adaptation [37,38], the absence of premature contact

and very little need of finishing and polishing, which reduces the
occurrence of cracks and excessive wearing [33,39]. All these benefits were observed during the restorative procedure described.

The occlusal matrix can be made from different types of mate-

achieved [22,28,29].

rial like photopolymerizable surgical cement [40], photopolymer-

graphic follow up is necessary, so that the radiographic alterations

[38,44] and colorless autopolymerizable acrylic resin [45]. In this

The confirm that the treatment was successful, clinical-radio-

occurred immediately after intervention and the long-term changes
can be compared [22,27-30]. In this clinical case, a process called

digital radiographic subtraction was carried out. This is a non-inva-

sive diagnosis tool [19,22] which uses x-ray images of two different
moments during the treatment to identify mineral alterations in a

tooth [19,31]. Anatomical structures that appear in a neutral grey

shade demonstrate the absence of alterations, while lighter shades
of grey represent an increase in the mineral density [19,22,27]. Af-

izable temporary cement [4,34,41,42], polyvinyl siloxane [37,43],

composite resin [40], prefabricated transparent silicone molds
case, the material of choice was the auto-cured acrylic resin, since
it provides an exact replica of the tooth anatomy and its transpar-

ency allows some light passage [45]. Due to the lack of contact

with oxygen during polymerization of the composite resin, its
superficial surface layer is totally photopolymerized, which improves the superficial hardness of the resin [38].

Finally, it should be stated that the overall treatment was suc-

ter 12 months follow-up, the digital radiographic subtraction, pro-

cessful since it kept the pulp vitality, preserved tooth structure

Moreover, there was no report of post-operative pain, presence of

out the main achievement of the employed treatment: the continu-

cess showed lighter grey shades in the carious dentin region kept

under GIC, confirming the dentin remineralization (Figure 14).
fistula or abscess and no signs of pulp pathologies were observed,
thus confirming the successful treatment..

When performing indirect pulp capping, biocompatibility is a vi-

tal factor to obtain good results and long-term success. The most fre-

and restored shape, function and aesthetics of the tooth, with a

relatively simple and effective technique. Also, it must be pointed
ous remineralization of the affected dentin, which guaranteed the
long-term success of the procedure [46-48].

Conclusion

The association of indirect pulp capping and occlusal matrix

quently employed material is the glass ionomer cement (GIC) [13].

technique was efficient to restore young permanent molar with

aid in the remineralization of carious lesions. Indeed, the biocom-

throughout the 12-month follow-up period.

GIC presents another very important advantage over other materi-

als that is bonding to moist tissue and fluoride releasing, which may
patibility and bonding property are more important than the fluo-

ride release, since it has been proved that dentin remineralization

occurs even when an inert material is used for pulp capping (Kuhn.,

et al. 2014) if an adequate cavity sealing is obtained [27]. Therefore,

the restorative procedure not only recovers tooth anatomy but also
guarantee the continuity of dentin remineralization.

Several materials and techniques have been developed to restore

teeth with occlusal carious lesions; the replica or occlusal matrix is
among them [32]. This technique aims to obtain a negative copy of
the tooth surface that will be used to transfer the tooth natural anat-

a deep carious lesion and guaranteed tooth vitality and induced

dentin remineralization. The positive results were confirmed

Bibliography
1.
2.
3.

Young Douglas A., et al. “Curing the silent epidemic: caries
management in the 21st century and beyond”. Ontario Dentist
86.2 (2009).
Kidd EAM. “How ‘clean’ must a cavity be before restoration?”
Caries Research 38.3 (2004): 305-313.

Echeverria SRPS and Imparato JCP. “Técnica da matriz oclusal-uma alternativa para o restabelecimento de estruturas
anatômicas”. jornal Brasileiro de Clinica and Estetica em Odontologia 4.24 (2000): 49-52.

Citation: Ana Claudia Rodrigues Chibinski., et al. “Indirect Pulp Capping and Occlusal Matrix: A Minimally Invasive Approach for Restoring Young
Permanent Molars with Deep Carious Lesions”. Acta Scientific Dental Sciences 2.8 (2018): 57-63.

Indirect Pulp Capping and Occlusal Matrix: A Minimally Invasive Approach for Restoring Young Permanent Molars with Deep Carious Lesions

4.

5.
6.
7.
8.
9.

Oliveira Luciana Butini., et al. “Réplica da face oclusal: técnica alternativa para restauração de molares decíduos”. Jornal Brasileiro de Odontopediatria e Odontologia do Bebe 4.21
(2001): 405-410.

Echeverria SRPS and Imparato JCP. “Uma opção para restauração de dentes com cárie occulta”. APCD 569.60 (2002): 423425.
Corbellini C., et al. “Diagnóstico e tratamento da cárie oculta:
relato de caso clínico”. Revista Saúde 3.3 (2009): 30-35.

Murdoch-Kinch., et al. “Minimally invasive dentistry”. The Journal of the American Dental Association 134.1 (2003): 87-95.

Al-Zayer Mohammed A., et al. “Indirect pulp treatment of primary posterior teeth: a retrospective study”. Pediatric Dentistry 25.1 (2003): 29-36.

Silveira Ana Daniela Silva., et al. “Progression of non-cavitated
lesions in dentin through a nonsurgical approach: a preliminary 12-month clinical observation”. European Journal of Dentistry 6.1 (2012): 34-42.

10. Maltz M., et al. “Partial removal of carious dentine: a multicenter randomized controlled trial and 18-month follow-up
results”. Caries Research 47.2 (2013): 103-109.

11. Thompson Van., et al. “Treatment of deep carious lesions by
complete excavation or partial removal: a critical review”. The
Journal of the American Dental Association 139.6 (2008): 705712.

12. Maltz M., et al. “Randomized trial of partial vs. stepwise caries
removal: 3-year follow-up”. Journal of Dental Research 91.11
(2012): 1026-1031.
13. Corralo DJ and Maltz M. “Clinical and ultrastructural effects of
different liners/restorative materials on deep carious dentin:
a randomized clinical trial”. Caries Research 47.3 (2013): 243250.

14. Guimarães Rodrigo and Reis Rodrigo. “Reconstrução da morfologia oclusal através da técnica da matriz individual de acrílicorelato de caso clínico”. Revista Ibero-Americana de Odontologia
Estética and Dentística 3.10 (2004): 154-159.
15. Menezes Daniel Alexandre Pedrosa Malta., et al. “Cárie oculta:
técnica da réplica oclusal atualizada”. Journal of Clinical Dentistry and Research 13.3 (2016).

16. Pereira Renata Ferreira., et al. “Lesão de cárie oculta: restauração utilizando a técnica da matriz occlusal”. Revista INPEO de
Odontologia 2.1 (2008): 25-32.

17. Paschoal Marco Aurélio Benini., et al. “Cárie oculta extensa:
relato de caso clínico”. Revista de Odontologia da Universidade
Cidade de São Paulo 24.2 (2012): 153-159.
18. Gomes Valentina Pereira., et al. “Cárie Oculta: Diagnóstico e
alternativa para tratamento-Relato de Casos Clínicos”. Odonto
21.41-42 (2013): 31-38.

62

19. Alves LS., et al. “Qualitative and quantitative radiographic
assessment of sealed carious dentin: a 10-year prospective
study”. Oral Surgery, Oral Medicine, Oral Pathology, Oral Radiology and Endodontics 109.1 (2010): 135-141.

20. Bjorndal L., et al. “Treatment of deep caries lesions in adults:
randomized clinical trials comparing stepwise vs. direct complete excavation, and direct pulp capping vs. partial pulpotomy”. European Journal of Oral Sciences 118.3 (2010): 290297.

21. Falster Caline A., et al. “Indirect pulp treatment: in vivo outcomes of an adhesive resin system vs calcium hydroxide for
protection of the dentin-pulp complex”. Pediatric Dentistry
24.3 (2002): 241-248.
22. Oliveira EF., et al. “The monitoring of deep caries lesions after incomplete dentine caries removal: results after 14-18
months”. Clinical Oral Investigations 10.2 (2006): 134-139.

23. Duque Cristiane., et al. “Clinical and microbiological performance of resin-modified glass-ionomer liners after incomplete dentine caries removal”. Clinical Oral Investigations 13.4
(2009): 465-471.
24. Banerjee A., et al. “Dentine caries excavation: a review of current clinical techniques”. British Dental Journal 188.9 (2000):
476-482.
25. Kidd EAM. “Clinical threshold for carious tissue removal”.
Dental Clinics of North America 54.3 (2010): 541-549.

26. Fusayama T. “Two Layers of Carious Dentin; Diagnosis and
Treatment”. Operative Dentistry 4.2 (1979): 63-70.

27. Chibinski ACR., et al. “Evaluation of primary carious dentin
after cavity sealing in deep lesions: a 10- to 13-month followup”. Pediatric Dentistry 35.3 (2013): E107-E112.
28. Bjorndal L and Larsen T. “Changes in the cultivable flora in
deep carious lesions following a stepwise excavation procedure”. Caries Research 34.6 (2000): 502-508.

29. Marchi JJ., et al. “Indirect Pulp Capping in the Primary Dentition: A 4 Year Follow-up Study”. The Journal of Clinical Pediatric Dentistry 31.2 (2006): 68-71.

30. Bjorndal L., et al. “A clinical and microbiological study of deep
carious lesions during stepwise excavation using long treatment intervals”. Caries Research 31.6 (1997): 411-417.

31. Martignon S., et al. “Efficacy of sealing proximal early active
lesions: an 18-month clinical study evaluated by conventional and subtraction radiography”. Caries Research 40.5 (2006):
382-388.
32. Campos Priscila Hernández de., et al. “Reabilitação dentária
pela técnica da réplica oclusal em odontopediatria: relato de
caso”. Revista de Odontologia da Universidade Cidade de São
Paulo 26.2 (2017): 161-169.

Citation: Ana Claudia Rodrigues Chibinski., et al. “Indirect Pulp Capping and Occlusal Matrix: A Minimally Invasive Approach for Restoring Young
Permanent Molars with Deep Carious Lesions”. Acta Scientific Dental Sciences 2.8 (2018): 57-63.

Indirect Pulp Capping and Occlusal Matrix: A Minimally Invasive Approach for Restoring Young Permanent Molars with Deep Carious Lesions

33. Ramirez Cláudia Elizabeth Carrero., et al. “Restaurações seriadas em dentes posteriores com recurso às matrizes oclusais”.
Revista Portuguesa de Estomatologia, Medicina Dentária e
Cirurgia Maxilofacial 48.3 (2007): 155-160.

34. Silva Sandra Regina Echeverria Pinho da and Imparato José
Carlos Pettorossi. “Uma opçäo para restauraçäo de dentes com
cárie occulta”. Revista da Associacao Paulista de Cirurgioes Dentistas (2002): 423-425.

35. Zenkner Júlio Eduardo do Amaral., et al. “Restabelecendo anatomia, função e estética mediante a técnica da réplica occlusal”.
Clínica International Journal of Brazilian Dentistry 4.2 (2008):
196-203.

36. Pinto Marcelo Mendes., et al. “Restauração em dentes decíduos
posteriores pela técnica de moldagem ocluso-proximal”. Jornal Brasileiro de Odontopediatria e Odontologia do Bebe 4.22
(2002): 455-460.

63

46. Anderson Maxwell H., et al. “Modern management of dental
caries: the cutting edge is not the dental bur”. The Journal of
the American Dental Association 124.6 (1993): 36-44.

47. Araújo Natália Costa., et al. “Considerações sobre a remoção
parcial do tecido cariado”. International Journal of Dentistry
9.4 (2010): 202-209.

48. Bjorndal L., et al. “Depth and activity of carious lesions as
indicators for the regenerative potential of dental pulp after
intervention”. Journal of Endodontics 40.4 (2014): S76-S81.

Volume 2 Issue 8 August 2018
© All rights are reserved by Ana Claudia Rodrigues
Chibinski., et al.

37. Goracci G and Mori G. “Esthetic and functional reproduction of
occlusal morphology with composite resins”. Compendium of
Continuing Education in Dentistry 20.7 (1999): 643-650.
38. Martos Josué., et al. “Restoration of posterior teeth using occlusal matrix technique”. Indian Journal of Dental Research 21.4
(2010): 596-599.

39. Lopes Guilherme Carpena., et al. “Direct composite resin restorations: a review of some clinical procedures to achieve predictable results in posterior teeth”. Journal of Esthetic and Restorative Dentistry 16.1 (2004): 19-31.

40. Pandolfi Margareth., et al. “Matriz ocluso-proximal: alternativa
para restaurações de dentes decíduos posteriores com resinas
compostas”. Revista Brasileira de Pesquisa em Saúde/Brazilian
Journal of Health Research 5.3 (2015).

41. Silva Renata Cristiane da., et al. “Restauração da anatomia dentária utilizando réplica occlusal”. Revista Íbero-americana de
Odontopediatria and Odontologia de Bebê 9.48 (2006): 98-102.
42. Verrastro Anna Paula., et al. “Restauração de molar decíduo
através da técnica da réplica oclusal: relato de caso”. Revista
Paulista de Odontologia 31.1 (2009): 8-11.
43. Geddes A., et al. “Preoperative occlusal matrix aids the development of occlusal contour of posterior occlusal resin composite restorations-clinical rationale and technique”. British Dental
Journal 206.6 (2009): 315-317.

44. Dekon Stefan Fiuza de Carvalho., et al. “An effective technique
to posterior resin composite restorations”. The Journal of Contemporary Dental Practice 12.6 (2011): 506-510.
45. Andrada Ana Karina Maciel de., et al. “Restauração estética
posterior pela técnica da matriz de acrílico”. Revista Gaúcha de
Odontologia 52.3 (2004): 184-186.

Citation: Ana Claudia Rodrigues Chibinski., et al. “Indirect Pulp Capping and Occlusal Matrix: A Minimally Invasive Approach for Restoring Young
Permanent Molars with Deep Carious Lesions”. Acta Scientific Dental Sciences 2.8 (2018): 57-63.

