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Abstract: The aim of this study was to clinically and radiographically assess the effects of two
bioceramic cements as coronal plug materials for the revascularization of non-vital, immature,
permanent teeth with apical periodontitis. Twenty non-vital, immature, permanent, anterior teeth
with apical periodontitis were included in this study. Samples were randomly divided into two groups
based on the coronal plug materials used; group I (GI): Well Root PT (Vericom, Gangwon-do, Korea)
and group II (GII): MTA Biorep (Itena Clinical, Paris, France) (n = 10). Follow-up was conducted
clinically and radiographically for up to 12 months to evaluate the changes in root dimensions and
resolution of the periapical disease and investigate the degree of success. Data were statistically
analyzed using ANOVA tests and Mann–Whitney U tests at a 0.05 significance level. At 12 months,
none of the patients in either test group had clinical signs/symptoms. There was a slight increase in
root length (4.4% in GI and 3.4% in GII) and a slight increase in dentin wall thickness (10.2% in GI
and 9.9% in GII) with no statistically significant (p > 0.05) differences. Whilst there was a significant
decrease in lesion dimension in all patients after 12 moths of treatment (93% in GI and 91% in GII),
there were no statistically significant differences between the two study groups (p > 0.05). Regarding
the degree of success, all cases (100%) achieved the primary goal (the elimination of symptoms and
the evidence of bony healing), while 60% in GI and 40% in GII achieved the secondary goal (increased
root wall thickness and/or increased root length). No statistically significant difference was found
between groups (p > 0.05). Both bioceramic cements showed satisfactory clinical and radiographic
findings. Premixed calcium aluminosilicate and tricalcium silicate cements could be used as coronal
plug materials in revascularization procedures. Bioceramic cements can be considered promising
coronal plug materials for the revascularization of immature, permanent teeth with necrotic pulps
and apical periodontitis due to their physicochemical and biological properties.
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1. Introduction

Traumatic injuries are frequently seen in the anterior teeth of young children. Since the
root development is completed two years after the tooth erupts into the oral cavity, one of
the most common complications seen in traumatized teeth is incomplete root development.
When the vitality of the pulp is lost before the completion of dentin deposition, it results
in the development of a root with weak dentinal walls, increasing the probability of
fracture [1]. Permanent immature teeth with necrotic pulp and periapical disease present a
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real challenge for endodontists, as the root canal space in these teeth is difficult to prepare
and disinfect using endodontic files with standard protocols. Another difficulty could be
encountered during root canal filling due to lack of apical barrier in the open apex [2,3].

Various treatment modalities have been described to treat the immature teeth, such
as non-vital pulp therapy with calcium hydroxide or apexification with mineral trioxide
aggregate (MTA) [4]. Although these techniques demonstrated successful results in the
healing of apical pathosis and achieving apical closure, they have specific drawbacks, such
as the persistence of thin and short root walls, as the hard tissue barrier only forms at the
apical region, without additional root development [5].

As an alternative to conventional methods, regenerative endodontics has gained
significant interest in the field of endodontics [6], which emphasizes the replacement of
damaged structures such as dentine, dentin-pulp complex cells, and root structures [7].
An optimal coronal seal is recommended in this treatment, as it ensures a coronal barrier
to prevent reinfection by coronal bacteria, which is considered one of the major causes
of treatment failure [8]. Different biocompatible materials were recommended for the
regenerative procedures.

Calcium silicate-based cements (CSCs) are commonly used in endodontic treatments,
including pulpal regeneration and hard tissue repair [9,10]. Physicochemical interactions
in the local environment, sealing ability, and biocompatibility are the main factors that
explain the popularity of CSCs for use as materials in these clinical situations [11].

MTA was initially introduced as a calcium phosphate-based cement, but this material
was recognized as a hydraulic calcium silicate cement in 2005 [12]. MTA was considered
the recommended material for regenerative procedures to be applied over a blood clot, as
it gives an excellent seal [13]. The application of MTA was technically challenging, and
the material was displaced apically during condensation processes [14,15]. In addition
to the extended setting time observed in many MTA brands, tooth discoloration was
also observed after treatment [1]. Several modifications were performed in the chemical
composition of this material to ameliorate its properties. MTA Biorep (Itena Clinical,
Paris, France) contains calcium tungstate as the radiopaque element to avoid the negative
effects of bismuth oxide [16], which was used in old versions. Moreover, the liquid of this
product contains organic plasticizer, which could play an important role in the handling
of this material [17]. This material demonstrated good chemical, physicochemical, and
antibacterial properties [17].

Premixed CSCs were introduced in 2007 in both formulations, sealer and putty [18].
These formulations could avoid the errors which could be produced during mixing [17].
Several studies noted that any change or error in the powder liquid ratio during mix-
ing could affect the setting time and physicochemical properties of these materials [17].
Recently, Well Root PT (Vericom, Gangwon-do, Republic of Korea), a novel premixed
bioceramic material, was introduced in the dental market and its physicochemical, antibac-
terial, and mechanical properties were investigated [17,19]. Until now, there has been no
clinical study that used this new material in a revascularization procedure. Moreover, the
active element in this material is calcium aluminosilicate, whilst in MTA Biorep, the active
element is tricalcium silicate. In addition, the present randomized controlled trial of the
revascularization of non-vital, immature, permanent teeth with apical periodontitis is the
first clinical study which clinically compares both bioceramic materials.

Therefore, the aim of the present study was to evaluate the effect of tricalcium silicate-
based cement (MTA Biorep) and premixed calcium aluminosilicate-based cement (Well
Root PT) on the clinical and radiographical success of the revascularization of non-vital, im-
mature teeth with apical periodontitis at a follow-up one year later. The null hypothesis was
that there would be no difference between the materials on the clinical and radiographical
success of the revascularization procedure.
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2. Materials and Methods

The protocol was approved by the Ethics Committee of Damascus University in
Syria (n◦ MD-160124-179). The study was also registered to the ISRCTN Registry with ID:
ISRCTN69846868 (https://www.isrctn.com/ISRCTN69846868, accessed on 1 November
2023). This study was designed as a randomized, controlled, parallel-group, and double-
blinded (patients and assessor) clinical trial with an allocation ratio of 1:1, and the study
adhered to the ethical values of the Helsinki Declaration.

2.1. Sample Size Calculation

The sample size was calculated using GPower 3.1 software (The G*Power Team,
University of Düsseldorf, Düsseldorf, Germany). According to the means and standards
deviations of Aly et al. [1], a total sample size of 18 cases (9 for each group) was estimated
at an effect size of 1.71, a power of 0.95, and with a significance level of 0.05.

2.2. Study Design

From July 2020 to March 2022, consecutive patients referred for endodontic treatment
to the Faculty of Dentistry, Damascus University, Damascus, Syria, were screened for
enrollment. After comprehensive clinical and radiological examinations, a total of 20 teeth
from 15 patients aged 9–25 years with non-vital, immature, permanent, anterior teeth with
apical periodontitis were enrolled in the study.

The study was conducted in the Department of Endodontics, Faculty of Dentistry,
Damascus University, Damascus, Syria. The study was designed in accordance with the
CONSORT Statement 2010 guidelines to ensure quality and transparency. A blinded
researcher conducted the randomization, while a different researcher performed the treat-
ment. The patient was blinded to the assigned treatment group, and another researcher,
blinded to the groups, conducted the data analysis. A total of 20 teeth were included in the
present study according to the following inclusion and exclusion criteria:

Inclusion criteria: non-vital, permanent, anterior teeth with an open apex and apical
periodontitis, that are single-rooted, with no post and core are needed for the final restora-
tion of the tooth, and patients without any systemic diseases that could interfere with the
normal healing process.

Exclusion criteria: teeth with vital pulp or complete root formation, teeth with previous
endodontic treatment, patients allergic to the medications and antibiotics necessary to
complete the treatment, and uncooperative patients.

After a comprehensive explanation of the treatment procedure, benefits, and possible
complications, written informed consent was obtained from the patient or his parent.

2.3. Allocation & Randomization

Allocation in the study was carried out in a randomized manner with a 1:1 ratio using
the sealed envelope method, where patients were assigned to two groups according to
the coronal plug materials (n = 10). Group I (GI) involved sealing teeth with Well Root PT
(Vericom, Gangwon-do, Republic of Korea), while Group II (GII) involved sealing teeth
with MTA Biorep (Itena Clinical, Paris, France).

Sequence generation:
The simple randomization process involved using a computer-generated random se-

quence at www.randomizer.org (1 July 2020) to ensure a random and equitable distribution
of participants, thereby enhancing internal validity and reducing selection bias.

Allocation concealment mechanism:
The sealed envelope method employed for allocation was implemented by enclosing

twenty papers numbered from 1 to 20 within non transparent envelopes. Each patient,
prior to treatment, selected an envelope, and the patient’s assigned group was determined
by the number inside the chosen envelope.

https://www.isrctn.com/ISRCTN69846868
www.randomizer.org


Ceramics 2024, 7 89

2.4. Clinical Procedures

All procedures were performed by a single operator, Alaa Shaker, a PhD student in the
Department of Endodontics at Damascus University, following the protocol recommended
by the American Association of Endodontists [20]. Patients in both groups received the
same treatment protocol, with the only variation being the application of the coronal
plug material.

Before the treatment, a medical history and clinical symptoms were collected, and
a preoperative examination was performed. A preoperative radiographic assessment
with a standardized paralleling technique was performed using an intraoral digital X-ray
sensor (Vatech Ez sensor, Gyeonggi-do, Republic of Korea). After pulp testing using PULP
SPRAY (Cerkamed, Stalowa Wola, Poland) (ethyl chloride spray), local anesthesia was
administered and teeth were isolated with a rubber dam. A conventional access cavity
was prepared using a high-speed bur (Dentsply Maillefer, Tulsa, OK, USA) (Figure 1a), the
working length was determined radiographically 1 mm short of the open apex and the
canal was gently irrigated with 1.5% Sodium Hypochlorite (NaOCl) (20 mL/canal, 5 min),
followed by saline (20 mL/canal, 5 min) at 1 mm before the working length. After drying
the canal with paper points, triple antibiotic paste (TAP), prepared by mixing ciprofloxacin,
metronidazole and minocycline powder with polyethylene glycol and propylene glycol
at a concentration of 5 mg/mL, was applied. It was delivered into the root canal using a
syringe to the level slightly under the cementoenamel junction (CEJ). The access cavity was
closed with dry cotton and a 3–4 mm layer of 1DERFUL™ TEMPORARY FILLING (SKY
DENT, New York, NY, USA) and the patient was released for a two-week period.
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Figure 1. Intrabuccal images: (a) access cavity; (b) bleeding by rotating a pre-curved K-file; (c) blood
clot formation; (d) bioceramic application.

The treatment response was evaluated after two weeks. If the clinical signs/symptoms
persisted, the first appointment’s treatment procedures were repeated. If symptoms were
resolved, local anesthesia was administered using mepivacaine 3% without a vasoconstric-
tor, and the teeth were isolated with a rubber dam. Copious, gentle irrigation was applied
with 20 mL of 17% ethylene diamine tetraacetic acid (EDTA) to remove the antibiotic paste,
then the canal was dried with sterile paper points. Bleeding was induced by rotating a
pre-curved K-file size #30 into the root canal at 2 mm past the apical foramen (Figure 1b). A
dry cotton pellet was placed at a level that allows for 3–4 mm of restorative material and
left in place for 10 min to allow the formation of a blood clot (Figure 1c). HEMOSPONGE
Dental SL (Goodwill Lifesciences, Gujarat, India) was placed over the blood clot in order to
minimize the apical displacement of the coronal plug material. GI and GII were applied
following the manufacturer’s instructions (Table 1). Both cements were placed over the
clot carefully (Figure 1d), a wet sterile cotton pellet was placed over both materials, and
the access cavity was sealed temporarily with 1DERFUL™ TEMPORARY FILLING (SKY
DENT, New York, NY, USA).

The following day, the temporary filling and the cotton pellet were replaced with a
layer of glass ionomer cement (Ketac™ Molar, 3M ESPE, Germany) and composite resin
(Filtek™ Z250, 3M ESPE, St. Paul, MN, USA), and a postoperative radiograph was taken
using a standardized paralleling technique using an intraoral digital X-ray sensor and
sensor holder (Vatech Ez sensor, Gyeonggi-do, Republic of Korea).
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Table 1. Chemical composition, manufacturer, and mixing procedures of both tested materials.

Materials Manufacturer Mixing Composition

Well Root PT Vericom, Gangwon-do,
Republic of Korea Premixed Calcium aluminosilicate, Zirconium oxide,

Thickening agent

MTA Biorep Itena Clinical, Paris, France 4 drops +
1 capsule

Powder: Tricalcium silicate, Dicalcium silicate,
Tricalcium aluminate, Calcium oxide, Calcium tungstate

Liquid: Water and Plasticizer

2.5. Evaluation of Treatment Outcomes

Main outcome:

� The degree of success: assessed using the American Association of Endodontists’ criterion.

Secondary outcomes:

� Pain on percussion: identified by gently tapping the tooth with a dental instrument.
� Pain on biting: identified by asking the patient directly about its presence or absence.
� Soft tissue swelling: identified through a visual examination.
� Sinus tract: identified through a visual examination.
� Mobility: identified by applying pressure using the tips of two metal instruments.
� Pulp sensitivity: identified using Ethyl Chloride spray.
� Change in root length: calculated radiographically using Image J software

(version 1.54d).
� Change in root thickness: calculated radiographically using Image J software.
� Change in the periapical lesion area: calculated radiographically using Image

J software.

The clinical and radiographic variables were registered at baseline and at 12 months
after treatment. The images were transferred to the Image J software (National Institutes of
Health, USA), mathematically corrected using the TurboReg plug-in (Biomedical Imaging
Group, Swiss Federal Institute of Technology, Lausanne, Switzerland), and the measure-
ments were performed by another researcher who was blind to the group being studied to
avoid bias. A measurement scale in Image J software was set by comparing a known clinical
dimension with its radiographic counterpart, calculating the scale as the number of pixels
measured per millimeter length. This calibration process allowed for the measurement of
root dimension changes on a millimeter scale.

The root lengths were measured as a straight line from the CEJ to the radiographic
apex of the tooth (Figure 2a). The root length was measured pre- and post-operatively,
the difference in length was calculated, and then the percentage of increase in length was
calculated [21].
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The root thickness and pulp width were measured at the same fixed level in three
levels of the tooth (coronal, middle, apical) (Figure 2b). Root dentine thickness in each
level was measured by subtracting the pulp space from the entire root thickness at the
same fixed level, and then the measurements were averaged to obtain the total root dentine
thickness as follows: (coronal root thickness − coronal pulp width) + (middle root thickness
− middle pulp width) + (apical root thickness − apical pulp width)/3 [22].

Pre- and post-operative measurements were performed. The difference in thickness
was calculated and the percentage increase in root dentine thickness was calculated.

The contour of the periapical radiolucency suggestive of periapical lesions were
outlined with the cursor and the values obtained were automatically converted to square
millimeters (mm2) [23] (Figure 2c).

The area of the periapical lesion was measured pre- and post-operatively, the difference
in the area was calculated, then the percentage of change in the area was calculated.

The degree of success of the treatment was assessed using the American Association
of Endodontists’ criterion, and the failure criterion was added as follows:

Score 0 (Failure): persistent clinical signs and symptoms and/or increased size of the
periradicular lesion or internal/external resorption.

Score 1 (Primary goal): the elimination of symptoms and the evidence of bony healing.
Score 2 (Secondary goal): increased root wall thickness and/or increased root length.
Score 3 (Tertiary goal): positive response to vitality testing.

2.6. Statistical Analysis

Quantitative data (root length, root thickness, and the area of the periapical lesion)
were collected, represented as mean and standard deviation (SD) values, and analyzed
for significant differences using an ANOVA test. Qualitative data (the degree of success)
were presented as frequencies and percentages, and the Mann–Whitney U test was utilized
to evaluate significant differences in qualitative data. Statistical analysis was performed
using S.P.S.S. version 19 (SPSS Inc., Chicago, IL, USA). The level of significance was set at
p ≤ 0.05.

3. Results

A total of 20 non-vital, immature, permanent, anterior teeth with apical periodontitis
in 15 patients (8 females and 7 males) were included in this study. The patients ranged in
age from 9 to 25 with an average age of 14.7 years. The baseline demographic and clinical
characteristics are detailed in (Table 2). No significant differences in study variables, such
as sex, average age, tooth type, or cause of necrosis, were identified between the two groups
(all p > 0.05). All cases were evaluated clinically and radiographically at 12 months and
none of the patients were lost in the follow-up visit. The flow of the patients through the
study is depicted as a flowchart in (Figure 3).

Table 2. The baseline demographic and clinical characteristics of the participating patients.

Group I (n = 10)
n (%)

Group II (n = 10)
n (%)

Sex
Male 6 (60.0) 5 (50.0)

Female 4 (40.0) 5 (50.0)

Age (y) 15.7 ± 6.5 13.7 ± 4.4

Tooth type
11 4 (40.0) 3 (30.0)
12 0 (0.0) 1 (10.0)
21 4 (40.0) 5 (50.0)
22 2 (20.0) 1 (10.0)

Cause of necrosis
Trauma 10 (100) 10 (100)
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At 12 months of treatment, none of the patients in the two tested groups had pain on
biting or percussion, swelling, abscess, sinus tract or pathological tooth mobility.

Radiographically, cases in GI showed a slightly greater change in root length (4.4%)
and root thickness (10.2%) at the follow-up one year later. However, these differences
were not statistically significant (p = 0.544 and p = 0.075, respectively). In contrast, lesion
dimension was found to be significantly smaller after 1 year of follow-up (p < 0.001) (Table 3,
Figure 4). The decrease in lesion dimension after 1 year of follow-up was 93%.

Table 3. Comparing root length, root thickness, and lesion dimension values in GI (BC Putty) before
and after one year of follow-up.
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Root length (mm) 20.04 (±3.8) 20.93 (±3.93) +4.4 0.544
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Figure 4. Comparison of GI (BC Putty) before and after one year of follow-up. An increase in root 
length and root thickness values and a decrease in lesion dimension values were observed. (* p < 
0.05). 

 

 
Figure 5. Comparison of GII (MTA) before and after one year of follow-up. An increase in root 
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0.05). 
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Figure 4. Comparison of GI (BC Putty) before and after one year of follow-up. An increase in root
length and root thickness values and a decrease in lesion dimension values were observed. (* p < 0.05).
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Radiographically, cases in GII showed a slightly greater change in root length (3.4%)
and dentin wall thickness (9.9%) before and after 1 year of follow-up. However, these
differences were not statistically significant (p = 0.068 and p = 0.244, respectively). In
contrast, lesion dimension was found to be significantly smaller after 1 year of follow-up
(p < 0.001) (Table 4, Figure 5). The decrease in lesion dimension after 1 year of follow-up
was 91%.

Table 4. Comparing root length, root thickness, and lesion dimension values in GII (MTA) before and
after one year of follow-up.

Variable Before After 1y The Mean of
Change (%) p-Value

Root length (mm) 17.9 (±2.64) 18.53 (±3) +3.4 0.068
Root thickness (mm) 2.64 (±0.35) 2.9 (±0.95) +9.9 0.244

lesion dimension (mm2) 25.03 (±12.93) 2 (±1.53) −91 <0.001
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Figure 6. Comparison between GI (BC Putty) and GII (MTA) after 1 year of follow-up regarding the
increase in root length and root thickness values and the decrease in lesion dimension values.

Based on the criteria previously stated, 4 of 10 (40%) cases in GI, and 6 of 10 cases
(60%) in GII achieved only the primary goal (Figures 7 and 8, respectively).
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showed a coronal root canal filling with BC Putty. (c) A radiograph at the 12-month follow-up showed
the resolution of the apical lesion without root development after revascularization.
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Figure 8. A primary success case from GII. (a) Preoperative radiograph showed an upper left central
incisor with an open apex and periapical radiolucency. (b) Immediate postoperative radiograph
showed a coronal root canal filling with MTA. (c) A radiograph at the 12-month follow-up showed
the resolution of the apical lesion without root development after revascularization.

On the other hand, 6 cases (60%) in GI and 4 cases (40%) in GII achieved the secondary
goal (Figures 9 and 10, respectively). No statistically significant difference (p = 0.342) was
found between groups regarding the degree of success.
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Figure 9. A secondary success case from GI. (a) Preoperative radiograph showed an upper left central
incisor with an open apex and periapical radiolucency. (b) Immediate postoperative radiograph
showed a coronal root canal filling with BC Putty. (c) A radiograph at the 12-month follow-up showed
increased thickening of the canal walls and apical closure after revascularization.
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Figure 10. A secondary success case from GII. (a) Preoperative radiograph showed an upper left cen-
tral incisor with an open apex and periapical radiolucency. (b) Immediate postoperative radiograph
showed a coronal root canal filling with MTA. (c) A radiograph at the 12-month follow-up showed
increased thickening of the canal walls and apical closure after revascularization.

4. Discussion

Ensuring a coronal seal is an essential aspect in pulp revascularization, typically
achieved with biocompatible material such as MTA, which is favored by 85% of clinical
studies [1,24]. However, long setting time, crown discoloration, and poor handling char-
acteristics are some of MTA’s disadvantages [25], which necessitate the search for MTA’s
replacement. Premixed bioceramic cement is considered an ideal substitute to MTA as it
has excellent biocompatibility, sealing ability, and antibacterial activity [26]. Therefore, the
clinical and radiographic evaluation of premixed bioceramic cement in the coronal seal in
pulp revascularization of non-vital, immature teeth is important.

In the present study, no instrumentation procedures were performed because me-
chanical preparation may further weaken the fragile and thin dentin walls, and there is
no mechanical instrumentation recommended in the most recent guidelines of AAE for
revascularization procedures [27].

NaOCl solution was used for irrigation at a low concentration (1.5%), because it
significantly reduces the stem cell survival in higher concentrations [28,29].

Triple antibiotic paste was applied as a medication due to its established effectiveness
in disinfecting necrotic root canals [27,30], and used at a concentration of 5 mg/mL to avoid
damage of stem cells from the apical papilla (SCAPs) [20].

At the second visit, the anesthesia was given without a vasoconstrictor to minimize
the possibility of inadequate intra-canal bleeding [27]. After that, 17% EDTA solution was
applied to the superficial dentin layer as a method of conditioning, due to its demineralizing
effect with the release of growth factors and elimination of the smear layer [31]. The
bleeding was induced into the root canal to create a cross-linked fibrin meshwork that serves
as a biological scaffold containing essential growth factors for supporting endogenous stem
cell migration, proliferation, and differentiation. In addition, mechanical irritation of the
periapical tissues also stimulates the influx of different types of mesenchymal stem cells
(MSCs) into the canal space, which can restore the physiological structure and function of
the pulp dentin complex [32,33].

The effectiveness of revascularization has been demonstrated only in teeth with disin-
fected root canals. Therefore, obtaining a bacteria-tight coronal seal was deemed necessary
to prevent bacterial infiltration into the pulp space before initiating the revascularization
process [34]. Moreover, the coronal plug material is required to be bioactive, biocompat-
ible, noncytotoxic, and antimicrobial since it is in direct contact with the blood clot [7].
Premixed bioceramic cement has the necessary assets for this procedure due to its excel-
lent biocompatibility and sealing ability, and could overcome various disadvantages of
MTA [26]. Unlike MTA, it is a premixed material, which offers several advantages includ-
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ing greater uniformity and the ability to inject only the required amount, thus reducing
material waste [35,36]. Moreover, premixed bioceramic cement is a fast-setting product,
it is used clinically in the form of a capsule and is known for its excellent antibacterial
properties [17,37].

There is no clinical study in the literature which has used this new material (Well-Root
PT) in a revascularization procedure. Moreover, the new calcium aluminosilicate was rarely
clinically studied. One recent clinical work, Joo et al., studied the success rates of pulpotomy
using Well-Root PT compared to ProRoot MTA and reported similarly high success rates
(82% for Well-Root PT and 92% for ProRoot MTA) with no significant differences between
the two materials [11].

In the present study, no signs of swelling, abscess, sinus tract or pathological tooth
mobility were observed during the clinical examination. Teeth were not sensitive to
percussion and palpation, possibly due to the bactericidal efficacy of TAP [38]. These
results are in accordance with Gibbs et al., who observed clinical success in all 20 treated
teeth in their study at the follow-up 12 months after revascularization [39].

There was a slight increase in root length (4.4% in group I and 3.4% in group II) and a
slight increase in dentin wall thickness (10.25% in group I and 9.9% in group II) after 1 year
of follow-up (p > 0.05). This slight, non-significant increase may be due to the need for a
longer follow-up period, as the AAE suggested a follow-up period ranging between 6 and
12 months to follow the resolution of apical radiolucency and 12–24 months to follow the
increase in root wall width and root length [20].

There were no statistically significant differences regarding the changes in root length
and dentin wall thickness between the two groups (p > 0.05), which can be explained by
the fact that calcium aluminosilicate cement and tricalcium silicate-based cement have
similar osteogenic/dentinogenic properties [40]. In addition, various in vitro studies have
demonstrated that Well Root PT has similar or superior physical and chemical properties
compared to MTA; this product also ensures better handling than powder-liquid materi-
als [11]. Moreover, several physicochemical and biological properties are identical in both
materials [17]. These results were comparable to Aly et al., who reported that the use of
MTA resulted in increased root length (5.02 (±1.65) %) over 12 months of follow-up [1]. In
accordance with the result of the present study, Saoud et al. reported that there was a 5%
average increase in root length and a 21% average increase in root thickness at 12 months
when using MTA [39]. Moreover, Wikström et al. showed an increase in root length (11%)
and in root width (30%) when using MTA or premixed bioceramic putty (calcium silicate-
based) in revascularization [41]. The higher increase percentages could be related to the
longer follow-up period (24 months) compared the follow-up period of the present work
(12 months).

In terms of changes in lesion dimension, there was a highly statistically significant
decrease in lesion dimension for all the cases. The percentage of decrease in the lesion
dimension after 1 year of follow-up was 93% in group I and 91% in group II. There was
no statistically significant difference in the percentage of decrease in lesion dimension
between the two groups (p > 0.05). This may be due to the effective coronal seal attained
by both materials and the standardized disinfection procedures [1]. These findings agreed
with many previous studies which used MTA and premixed bioceramic putty (calcium
silicate-based) as coronal sealing materials in revascularization procedures in immature
teeth and reported significant resolution of apical lesions [41–47].

The American Association of Endodontists’ criterion was used in the present study, in
which the degree of success of RET is measured by the possibility of achieving the primary
goal (the elimination of symptoms and the evidence of bony healing), the secondary goal
(increased root wall thickness and/or increased root length), and the tertiary goal (positive
response to vitality testing). In the present study, there was no statistically significant
difference in the degree of success between groups. Therefore, the null hypothesis must be
accepted (p > 0.05). All cases achieved primary success (100%) in both groups. The regener-
ative endodontic treatment resulted in the absence of clinical symptoms and resolution of
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the periapical lesion in all clinical cases. However, the secondary success rate was 60% in
GI and 40% in GII. In contrast, there were no cases of failure during the follow-up period
(12 months) in either group. Among both groups, no case achieved tertiary success within
this clinical study after 12 months of follow-up. Failure to respond to the pulp vitality test
does not necessarily indicate a lack or absence of vitality, because a number of cases had
a negative test result despite the presence of radiographic evidence of root development,
which indicates the presence of vital tissue within the canal space [48]. In addition, it is
difficult to evaluate the response to vitality tests due to the presence of a multi-layered
coronal seal over the scaffold used.

The use of both materials resulted in a similar degree of success which could be ex-
plained by the fact that premixed calcium aluminosilicate cement, such as MTA, has high
biocompatibility and success rates and is capable of achieving coronal and apical seals.
Furthermore, Song et al. reported that the use of premixed bioceramic putty showed clini-
cally acceptable chemomechanical properties and favorable mineralization processes [49].
Bukhari et al. indicated that the use of premixed bioceramic putty (based on tricalcium
silicate) and MTA resulted in apical healing with root maturation in 75% of teeth when
used in RET in immature teeth with pulp necrosis [47]. Also, the present study was in
agreement with the study by Cymerman et al., who used premixed bioceramic putty in
RET, and reported that all periapical lesions were resolved, and all teeth showed partial to
complete apical closure at the follow-up visit [46]. Also, these findings are in agreement
with Peng et al., who reported a success rate of 93% when MTA was used [50]. Until now,
the level of evidence for the use of premixed bioceramics other than MTA in RET is low, as
it is generally seen in in vitro studies and case reports [51,52].

The limitations of the present study were as follows. Patients with the included criteria
are not as readily available. Moreover, the study’s follow-up period of 12 months may
be relatively short for assessing the full range of regenerative outcomes. An extended
follow-up period would provide valuable insights into the long-term success and stability
of pulp revascularization. While statistical significance was not observed for differences
between the two materials in the findings of this study, another study with a larger sample
size could show different results. This limited sample size is one of the limitations of
this study, and a study with a larger sample size should be conducted to achieve more
accurate results, thus enhancing the external validity of the findings. In addition, a longer
follow-up period should be investigated to evaluate coronal discoloration and obliteration
in the root canal. Within the limitations of the present study, revascularization of immature
teeth with necrotic pulps and apical periodontitis using different coronal plug materials
was successful in accomplishing satisfactory clinical and radiographic findings, making
it an acceptable option while taking into consideration the necessity for further clinical
studies with larger sample sizes and longer recall periods to assess the risk, success, and the
benefits of these materials. In addition, histological studies should further investigate the
actual contents of the pulp space after revascularization procedures using these materials.

5. Conclusions

Both bioceramic cements showed satisfactory clinical and radiographical success
when used in the revascularization procedure. Premixed calcium aluminosilicate and
tricalcium silicate-based cements can be considered promising coronal plug materials in the
revascularization of immature, permanent teeth with necrotic pulps and apical periodontitis
due to their physicochemical and biological properties.
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