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Introduction

Complete removal of all traces of carious tooth tissue within
a carious lesion was considered the gold standard technique
with “extension for prevention” concept being invoked to
ensure that restoration margins were placed on areas of the
tooth that are less vulnerable to caries. Advances in the field
of cariology regarding the biofilm, with availability of ad-
vanced materials, have challenged this perspective.1 This is
being challenged by more biological and less-invasive
approaches, where the emphasis is on biofilm alteration2,3.
This paradigm shift from conventional restorative or surgical
approaches to caries5,6 is a minimally invasive intervention

based on the concept that biofilm overlying the carious
lesion is a driving force for the carious process and not the
bacteria present in the infected dentin. Hence, daily removal
or disruption of this biofilm will slow down the carious
process or bring it to halt.4

One such approach is non-restorative cavity treatment,
where no caries is removed but lesions are made self-cleans-
able which allows it to be brushed by the parent or the child.
This wholesome approach targets the disease at a causal level.

However, there are not enough reliable clinical trials and
consensus about the protocol to apply in patients while
performing non-restorative cavity treatment. Issues such
as how to rely on clinical judgment to determine the extent

Keywords

► biological caries
management

► NRCC
► NRCT

Abstract For years, “extension for prevention” was considered as the standard protocol for the
restoration of caries. With advances in the field of cariology regarding the biofilm and
improvement in materials, this perspective is being challenged. This is being chal-
lenged by more biological and less-invasive approaches, where the emphasis is on
biofilm alteration to arrest carious lesions. This minimally invasive intervention is based
on the concept that biofilm overlying the carious lesion is a driving force for the carious
process and not the bacteria present in the infected dentin. Hence, daily removal or
disruption of this biofilm will slow down the carious process or bring it to halt.
One such approach is non-restorative cavity treatment, where no caries is removed but
lesions are made self-cleansable that allows it to be brushed by the parent or the child.
This wholesome approach targets the disease at a causal level.
This review of literature describes the various advantages and limitations of this
technique and the practicability of its use in pediatric patients during the pandemic
COVID-19.
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of carious lesion, its indications and contraindications have
not been summarized adequately. Hence, the objective of
this review of literature is to address all these concerns and
summarize them through the literature available for the
optimal management of patients in a dental operatory,
keeping in mind the current concept of prevention and
minimal invasion.

History

G.V. Black proposed the concept of removal of all cariogenic
bacteria from the infected dental hard tissues with subse-
quent placement of a plastic restoration. Thus, one historic
aim of carious tissue removal was to remove all the
bacteria.7

This concept no longer aligns with the current under-
standing of caries. Now caries is believed to be caused due to
the result of an ecological imbalance, triggered by an abun-
dant intake of fermentable carbohydrates, leading to an
imbalance in the biofilm composition and activity, and a
net mineral loss caused by the bacteria due to an increased
amount of acid production while metabolizing carbohy-
drates.8 Hence, this gives us an understanding that not all
bacteria need to be removed; depriving the bacteria of their
nutrients (fermentable carbohydrates) by sealing off them
under restorationswill serve the purpose, eventually leading
to their inactivation.9 Most of the bacteria are unable to
withstand starvation and eventually only a negligible
amount perish. With introduction of newer adhesive sys-
tems for restorations, it is not necessary to provide macro-
retentive properties such as in amalgam restorations to
provide mechanical support.

The main aim of removal of all carious tissue that applies
today is to provide a restoration having good longevity;
however, the historic belief is that demineralized dentin
may not be able to provide as much support as sound dentin
would to the restorative material; hence, the removal of soft
dentin was considered necessary to improve its longevity.
Moreover, demineralized dentin retains the collagen back-
bone as long as the dentine is not completely contaminated
by bacteria; in such cases remineralization and functional
“healing” are possible, which is the concept of minimally
invasive treatments.

Is It Necessary to Restore the Teeth?

Weoften fail to question ourselves as towhat could happen if
the teeth were left unrestored without any intervention.

Wework with a presumption that the lesionwill definite-
ly progress if left unrestored. But we fail to understand that
the actual prognosis of the disease in itself determines the
choice of treatment. What this means is that watching the
progression of the lesion and then deciding what treatment
is to be offered will serve as benefit rather than conclusively
going ahead with conservative treatments.

Levine et al conducted a study under two general dental
practices that were established in 1975. Both the prevalence
and pressure on available resources were much higher than

these are today. Asymptomatic deciduous caries teeth was
frequently seen but usually left unrestored and this policy
continued. Hence, in this study, themanagement consisted of
regular reinforcement of simple dietary and tooth brushing
advice. The clinical records of over 20 years was used in this
study and it was seen that out of 1,587 non-treated cavitated
primary teeth in 481 children, only 16% of the untreated
teeth went on to cause pain and had to be restored or
extracted with a mean survival time of 740 days. While
the remaining 84% teeth studied remained pain free until
being naturally shed after amean interval of 1,241 days from
diagnosis. The results of the study provide an evidence to aid
the treatment planning of carious teeth in children receiving
regular preventive dental care.10

Wehave come to an understanding that not all the lesions
progress, which brings us to the current concept of non-
restorative cavity treatment. It must be emphasized that
non-restorative is not the same as lack of management.

Current Concept

In primary teeth, long-lasting restoration is not the primary
aim. The main aim is to ensure that it remains in a disease-
free and functional state until exfoliation.

Unlike permanent teeth, the disease progresses at a faster
pace due to the morphology and composition of the teeth;
hence, conservative management could lead to pulpal expo-
sure, necessitating to either extract or perform pulp therapy.
The feasibility and success of these conservative techniques
may vary depending upon the age of the child, the level of
cooperation of the child, and the parental financial status.
Despite that the prognosis of these treatments are often
questionable. In areas where awareness, accessibility to
healthcare systems and income is low, preventive strategies
can play a major role in curbing the disease process until
definitive treatment strategies can be employed.

Non-restorative cavity treatment is one suchmethod that
works bymaking the cavity self-cleansable but does not help
in restoring the surface integrity. Although it has a sound
logical and pathological basis, its application is limited to
primary teeth or root surface caries; for example, in children
with special healthcare needs, high-risk children with limit-
ed compliance in a stabilization phase or immobile geriatric
patients.11,12

Non-Restorative Cavity Control

Non-restorative cavity treatment13 (NRCT) is a non-restor-
ative method of controlling dentin lesions. It sits alongside
Non-Operative Caries Treatment Program (NOCTP), a meth-
od of controlling enamel lesions. Taken together, this non-
restorative management of enamel and dentine lesions is
called non-restorative cavity control (NRCC).

It is a three-part treatment option for dentin cavities in
primary dentition, root carious lesions, and cavitated coronal
smooth surface lesions. The first part aims at improving the
patients oral hygiene, the second part targets at making the
cavity self-cleansable by removing the overhanging enamel
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such as in proximal lesions, slicing of the enamel in the
proximal surface enables the cavity to be accessible while
tooth brushing with a fluoridated tooth paste, and the third
part involves supporting the treatment with a 38% silver
diamine fluoride or 5% NaF application based on the diagno-
sis of caries lesion activity whether it is cavitated or non-
cavitated.4

Goals of Non-Restorative Cavity Control in
Primary Teeth

1. Preserve the functionality of teeth until exfoliation with-
out causing pain or inflammation.

2. Child friendly.
3. Reduce dental fear and anxiety toward oral health and

increase confidence in the dental professional.
4. Daily and consistent improvement in oral hygiene mea-

sure by both the child and the parent/caregivers.
5. Erupting permanent teeth should remain healthy.

Advantages

• It has an advantage over the traditional restorative ap-
proach that it avoids the use of drills; hence, this
could eliminate fear and anxiety to a considerable
amount.

• Cavitated lesions can bemanagedwithout having to place
a restoration and also avoiding restorative care under
general anesthesia.4

• In case of primary teeth, restorative treatment can be
postponed or avoided completely if the tooth remains in a
disease-free functional state until exfoliation.

• It avoids futile or detrimental repeat restorative cycle,
where cavities outline has to be redesigned.4

• Makes patients and parents aware about their responsi-
bilities towardmaintaining their oral health and quality of
oral hygiene procedures.4

• It is cost-effective as the number of clinical visits is
reduced and also helpful in the population who have
difficulty in accessing healthcare facilities.

• The disease process can be studied over a period of time
and in case of an uncooperative child, this further helps in
behavior shaping.4

• Success or failure can observed in time and discussedwith
the child and the caregiver.

• It can buy time for the child until the child develops the
cognition to understand and cope with more invasive
treatment, should it be necessary.4

• This form of treatment is more acceptable in children of
the pre-cooperative age group.

• Allows children to get more acclimatized with the envi-
ronment of the dental clinic.

• Considering the current pandemic situation, this treat-
ment can be performed with minimum armamentarium,
and aerosol generation can be avoided to a minimum.

• Can be an alternative for invasive treatments under
general anesthesia.

Indications

NRCC should be the first line of choice under the following
situations14:

1. Young children (4 years or younger): non-invasive treat-
ments can prevent or at least postpone the need to
conduct invasive therapies to an older age until the child
is old enough to cope with these.

2. Children with dental anxiety toward invasive treatments,
with this treatment, need for invasive therapy can be
postponed.

3. In children (8–9 years and older) withmanyactive carious
lesions in primary teeth, this treatment can eliminate the
need for invasive therapy until the teeth exfoliates. In case
of pain, extraction is the choice of treatment.

4. In children of pre-cooperative age group and children
with special healthcare needs where general anesthesia is
contraindicated and gaining cooperation is difficult, this
can slow down the disease process.

Contraindications

1. It should not be used when immediate invasive action is
required such as during pain, infection, or sepsis.4

2. When patients or parents/caregivers showno readiness to
change thebehavior that has led to the development of the
disease.4

3. Achieving a long-term follow-up may not be possible.

Treatment Protocol

NRCC is indicated in young children with active, cavitated,
caries lesions in the primary dentition and/or with dental
anxiety. The emphasis of this is to treat the cause of caries
over time, decreasing discomfort to the child, and promoting
oral health. Restoration of teeth is of secondary
importance.15

The success of this type of caries management strategy
mainly depends on the patient and parent who are ready to
accept their responsibility for the disease and commit to
remedial action, including dietary modification and regular
and frequent tooth brushing with fluoridated tooth paste.4

Hence, it is advisable for the clinician to obtain an informed
consent from the patient and parents/caregivers prior to the
commencement of the treatment. The consent should clearly
mention the goals of treatment, the clinician’s role, the
parents and child’s role required to make the treatment a
success (►Table 1).14 The technical protocol involves making
the lesion self-cleansable by removing any overhanging
enamel, and in case of proximal lesions, slicing the proximal
enamel with a hatchet, enamel access cutter, or diamond
burr. Care has to be taken to prevent any food impaction and
loss of space in regions where proximal slicing of enamel has
been done.

For this, the parents or caregivers have to be motivated to
brush their child’s teeth twice daily with an age-appropriate
amount of fluoridated toothpaste as advised. Correctmethod
of tooth brushing must be taught with special consideration
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toward the cleaning of proximal surfaces.16 Dutch guide-
lines,17 based on 5 years of experience, suggest that NRCC is
explicitly indicated in young children with active caries
lesions and children with dental anxiety where restorative
treatments are not accepted. The dentist and the parents
mustmaintain a good rapport as communication is the key to
success, and a considerable amount of timehas to be spent by
the dentist in motivating the child or parents/caregivers in
explaining the importance of home hygiene methods and it
can in turn make a difference in the management strategy.
Reinforcement of knowledge by sending voice memos and
video clippings to the parents or caregivers can bemotivating
and help reform behavior. Supplementing this with a safety
net support such as by either the use of 5% NaF varnish every
3 months, or annual/biannual application of 38% SDF or a
remineralization promoting liner such as glass ionomer
cement. Caries activity and lesions size can be monitored
through colored photographs. There has been no definitive
protocol for recall management but this can be scheduled
after assessing the individual’s caries risk. For example, the
patient could be called every month; on encountering any
improvement in performance, these recall visits can be
further extended to a once in a 3-month period. Santamaria
et al in their study compared three different types of biologi-
cal cariesmanagement techniques used a period of 3months
recall period for the non-restorative cavity control group.18

Case selection plays a crucial role in success; assessing the
progression of the lesion has to be done appropriately. This
can be done using clinical assessment criteria given by
various researchers such as Ekstrand, Frejeskov, and Nyvad
or ICDAS that guides in visual assessment of the extent of the
lesion, its size and color whether it is active or inactive. Based
on this, further decision can be made on the intervention
required to be performed. In 2018, the American Dental
Association in their evidence-based clinical recommenda-
tions for the arrest or reversal of non-cavitated and cavitated
dental caries using non-restorative treatments in children
and adults has suggested a clinical pathway for the non-
restorative treatment of non-cavitated and cavitated lesions

in primary teeth which can be used by practitioners in
making a clinical decision (►Fig. 1).19

Scientific Evidence Indicating Success of
NRCC in Primary Teeth

On contrary to what we know GV Black in his textbook of
19081 wrote: “All buccal and labial cavities in which decay is
burrowing should be fully opened by clipping away all the
overhanging enamel and left as wide open as possible in
order to admit freewashing, both in artificial cleaning and in
fresh clean saliva.” This advice concurs with the observation
from Anderson in 1938,20 who showed that carious lesion
progression within a cavity was arrested in primary teeth
after making the occlusal cavitated lesion accessible for
cleaning. This observation was made in the pre-fluoride era.

In another observational study,21–23 NRCC showed suc-
cess where it was deployed in 30 toddlers who suffered from
early childhood caries. Active caries in the proximal surfaces
were made accessible by slicing of the overhanging enamel.
The children received fluoride gel (2% sodium fluoride)
applications every 2 months. The caregivers were taught
how to clean and the lesions and were instructed regarding
cariogenic diet and oral health. After 1 year, 90% of these
anterior lesions became inactive and did not show any pain
or inflammation.

Mijan et al24,25 conducted a study to test the hypothesis
that there is no difference in the survival rates of molars
treated according to the conventional restorative treatment
using amalgam, atraumatic restorative treatment (ART), and
ultraconservative treatment (UCT) protocol after 3.5 years in
children 6 to 7 years of age. In the UCT, small dentine carious
cavities were treated according to the ART protocol. Medi-
um-sized dentine carious cavities in primary molars were
not restored but enlarged with a hatchet to facilitate plaque
removal with a toothbrush and fluoridated toothpaste
(1,000 ppm). Large dentine carious cavities in primary
molars were also left unrestored and cleaned as described
for medium-sized cavities. The criterion for enlarging

Table 1 Treatment protocol of NRCC consists of several steps (adapted from Gruthuysen14)

Administrative Contract involving the informed consent, clarifying the purpose of the treatment and the role of the
dental professional and patient, parents/caregiver to make the treatment successful

Technical Make the cavity accessible for (professional) home care cleaning; using a hatchet or diamond burr
overhanging enamel can be removed; in the case of an approximal cavity, slicing (in a V-form shape
without losing contact with the neighboring tooth) will enhance accessibility. Teach and check the
skills of the patient, parents/caregiver how to clean the cavity adequately with the preferred
toothbrush

Behavioral Use appropriate behavioral change techniques such as motivational interviewing; this includes a step
of checking that the information has been understood; make voice recordings of the sessions for
educational purposes for yourself

Safety net Apply fluoride varnish (every 3 months), SDF (once/twice a year), or a remineralization promoting
liner (glass-ionomer) until the dentine has rehardened.

Periodic evaluation Tailor periodic evaluation to the alleged success for the next period; at most a 3-month period, unless
a longer period argued for; use light photographs and/or a notation system such as Ekstrand, Nyvad
or ICDAS to monitor caries/lesion activity/size; decide whether the treatment is still justified;
reinforce of the self-care strategy
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multiple surfaces cavities was to create free access for the
bristles of the toothbrush in bucco-lingual direction, allow-
ing the cavities to be cleaned. It was observed after 3.5 years
that no differencewas found in the cumulative survival rates
of primarymolars treated according to the CRT, ART, andUCT
protocols.

Santamaria et al26 compared three treatment protocols,
i.e., Halls technique, NRCC, and conventional restoration in
childrenwith high caries risk. In the NRCC group, accessibili-
tyof the cavitywas enhanced and 5% sodiumfluoride varnish
was applied. The patients were recalled every 3 months for
recall and the varnish application was re-done, if need be.
The caregivers of the children aged 3 to 8 years were taught
to brush the teeth in the bucco-lingual direction. After 2.5
years, 142 children could be included in the evaluation out of
168. The results showed that Halls technique (2.5% major
failures) was superior in comparison to conventional resto-
ration (9.0% major failures) and NRCC (9.0% major failures).
Within the NRCC group, major failures were due to failure in
adhering to the 3-month recall and also because the lesions
selected belonged to ICDAS 5–6 and also could be due to the
use of sodium fluoride varnish in cavitated lesions.27 How-
ever, children’s behavior was cooperative in both Halls
technique and NRCC compared with conservative treatment.

An evidence-based dentistry update on silver diamine
fluoride confirmed that SDF is effective for caries arrest on

cavitated lesions in primary teeth. It may also prevent new
lesions.28 Application is easy, non-invasive, affordable, and
safe. Although it stains the lesions dark as it arrests them, it
provides clinicians with an additional tool for caries man-
agement.29A systematic review showed that SDF reduces the
growth of cariogenic bacteria by inhibiting demineralization
and promoting remineralization of demineralized enamel
and dentine.30 Moreover, it is seen to hamper the degrada-
tion of the dentine collagen.31 In another systematic review,
it was concluded that SDF in a concentration of 30% and 38%
showed potential as an alternative treatment for caries arrest
in the primary dentition and permanent first molars.32,33

Considering this supplementing the cavities with SDFwill be
a good option in further prolonging the life of teeth with
carious lesions.

There are various studies that have suggested supple-
menting glass ionomer cement as a liner with both chemo-
mechanical preparation (Carisolv) and atraumatic
restorative treatment. The clinical success rates of longevity
of glass ionomer cement with both these techniques have
remained comparable with none being superior statisti-
cally.34,35 However, there are no clinical studies that have
tested the use of glass ionomer cement in NRCC. Once the
caries process is arrested, there is no harm in supplementing
the cavitywith a glass ionomer cement as this forms a barrier
between the exposed dentin and the bacteria present in the

Fig. 1 Clinical pathway for non-restorative treatment of non-cavitated and cavitated carious lesions on primary teeth (adapted from ADA
evidence-based practice guidelines 201819.
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saliva. Glass ionomer has fluoride releasing and recharging
property that could future be beneficial in arresting the
caries and striking a balance between the de and reminer-
alization process. This opens opportunities for researchers to
conduct more studies in this area.

In a recent study done by Eden et al done to provide
evidence-based management for dental caries that elimi-
nates or reduces the generation of aerosols and aids person-
alized care planning based around aerosol-generating
procedure reduction have stated that NRCC has a less robust
evidencebase than the other treatment options, withmost of
the reports of success being related to particular situations
and performed by dentists who support this technique.36

Through all the above studies it is evident that NRCC is not
a new concept, this type of caries management has been
practiced because the pre-fluoridated era however no par-
ticular guidelines were used for the same. Since the intro-
duction of the termNRCC, alongwith that came the protocols
where this technique could possibly be used. However,
despite various studies being done, the clinical applicability
still remains questionable as no long-term studies have been
done for the same. The criteria for case selection for NRCC in
all the above studies have not been elaborated, which is the
main key factor that determines the success for this type of
caries management.

NRCC during the Pandemic COVID-19

The COVID-19 pandemic originated in China in Decem-
ber 2019; ever since then, it has exposed 7 billion human
on our planet to one of theworst andmost rapidly expanding
pandemics known to the global population since the Spanish
flu.37

Although in the pediatric population, the infection is
reported to be relatively mild and has shown to have better
prognosis.38,39 Mortality rates although lesser is worrisome
when children with co-morbidities are concerned. The me-
dian period of viral spread is 9–15 days as measured from
illness onset to discharge and in asymptomatic patients this
period is shown to be relatively shorter.40,41 Therefore, it can
be assumed that both the children and individuals are
potentially infective (Royal College of Surgeons England
[RCS], 2020)42with the potential of cross-infection to health-
care workers and general public.

As most dental work is invasive and aerosol-generating
health authorities around the globe, ADA, Centres for Disease
Control and Prevention (CDC), RCS, Scottish Dental Clinical
Effectiveness Program (SDCEP), Australian Dental Associa-
tion (AusDA), and the Ministry of Health and Dental Council
New Zealand (NZMOH)] have recommended suspending
these procedures.43–47

Certain strata such as children with special healthcare
needs who often have comorbidities such as increased
bleeding due to medications, increased risk of infections,
and children at risk of acquiring infective endocarditis.48

Additionally, children with long-term respiratory diseases,
including chronic lung disease of prematurity with oxygen
dependency, severe asthma, cystic fibrosis with significant

respiratory problems are identified as being at a significantly
increased risk from COVID-19. These children have been
prohibited from going to hospitals or dental clinic settings
unless the dental condition is considered “life-threatening”
(RCSENG, 201849). Due to confinement of these children at
home, most of their healthcare needs have remained largely
unattended. It is a known fact that mouth is the mirror of the
human body; hence, good oral health leads to an overall
maintenance of good general health. Hence, minimizing the
progression of the existing condition seems like the best
alternative treatment of choice and this can be achieved
through techniques such as non-restorative cavity treatment
which requires minimum armamentarium and where treat-
ments do not specifically have to be done at a dental setting.
Hence, it is only logical to prioritize and emphasize all oral
health preventive and therapeutic measure during this
time.50

A 2016 European Academy of Pediatric Dentistry policy
document regarding the best clinical practice guidance for
themanagement of early caries lesions in children and young
adults concluded that non-cavitated caries lesions can be
managed non-invasively in the majority of cases. The spec-
trum of measures includes a low cariogenecity tooth-friend-
ly diet, daily and appropriate management of the biofilm,
home andwithin the dental office/surgery, usage of fluorides
as well as sealing techniques. The policy emphasized on the
importance of performing caries the risk assessment at a
child’s first dental visit and reassessments on a regular
basis.51

COVID-19 is and will be a part and parcel of pediatric
dental practice henceforth, triaging cases into advice only,
urgent, and emergency cases should become a standard
practice during the current pandemic. Avoidance of aero-
sol-generating procedure leave us with the option of deter-
ring the use of minimally invasive or non-invasive
procedures. Non-restorative cavity treatment can be a very
logical approach when combined with adhering to appro-
priate case selection can serve as a fruitful line of
management.

Unanswered Questions

• In children with early childhood caries, there is an enor-
mous increase in the bacterial load. A study done to
investigate the prevalence of Streptococcus mutans in
active and arrested dentine carious lesions of children
with early childhood caries suggests that the amount of S.
mutans was high in both active and arrested lesions;
however, a higher relative quantity of oral total strepto-
cocci was seen in arrested lesions, reaching a proportion
of 17% from the oral total bacterial load.52 Considering
such scenarios will treatments such as NRCC really help in
bringing down the bacterial load? Or will just preventive
interventions in this case help in completely stopping the
lesions from progressing further, this is debatable.

• During slicing of the proximal surfaces of primary teeth
because no restorativematerial is placed, there is always a
possibility of mesial drifting of the teeth if the slicing is
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done incorrectly, the amount of slicing done would again
be subjective, i.e., vary on the clinicians judgment.53

• If the slicing is done incorrectly, there is a chance of food
impaction that could farther progress the condition.53

• Once a tooth is sliced, restoration is often no longer
possible and extraction is the only remaining alternative.
In practice, this concern is usually unfounded. The tech-
nique opens up the undisturbed area for the biofilm and
with carer cleaning, the caries process will slow down or
arrest.

Due to limited research on the current concept, these ques-
tions remain unanswered and further research and longitu-
dinal studies shall help in understanding and strengthening
this concept of caries management.

Conclusion

Dental caries is no longer considered as an infectious
disease. With the change in understanding of this process,
the modern philosophies believe in providing treatment
to control their activity rather than completely eliminate
them. With the emergence of the pandemic COVID-19,
pediatric dentistry has faced a major impact, forcing us to
provide care based on triaging where only urgent and
emergency management is to be done. Aerosol-generating
procedures are to be deferred or kept to a minimum, due
to which all the conservative methods of treatment have
taken a backseat. Hence, utilizing preventive approaches
that are minimally or non-invasive is the best option.
Leaving the deciduous teeth unattended would mean an
increase in the potential of severe dental and medical
consequences as the occurrence of painless alveolar infec-
tion is more common.

Non-restorative caries management is one amongst the
many biologic strategies for caries management targeted for
primary teeth. It requires minimum armamentarium, patient
cooperation can be achieved, less time-consuming, cost-effec-
tiveness, to mention a few. The only drawback is its depen-
denceonpatientorparental cooperation inmaintainingagood
oral hygienewithout which it is a failure. On ethical grounds, a
question may often arise as to “how can we leave a cavitated
teeth unrestored?” It is necessary to clear themisunderstand-
ing, there lies adifference in leavingacavitated teethuntreated
and unrestored. In the latter, we are aiming at eliminating the
bacterial load thathas led to the formationofcarious lesionsby
making the lesions self-cleansable and teaching the parents
the correct way of brush the teeth.

Hence, professionals who choose NRCC must commit
themselves to being critical regarding their knowledge on
the applicability and the use of NRCC and to commence a
cycle of quality improvement.
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