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Precise anterior  
composite  
restorations Richard Field describes a 

referred anterior  
restoration case

For more information, call 0845 602 5094 or 
visit www.3mespe.co.uk.

A young male patient presented with chipped 
upper centrals from trauma several years before. 
Previous composite restorations placed by his 
GDP had repeatedly failed, so the patient was 
referred for a second opinion (Figures 1 and 2).

Assessment and treatment plan
Upon examination, the patient was medically and 
dentally fit – apart from the trauma to his upper 
centrals. Both teeth responded positively to vitality 
testing, and no periapical pathology was present. 
The patient was warned however, that these teeth 
would need long-term monitoring for loss of vitality.

After assessing the patient clinically, it was 
deemed that a number of factors including 

occlusion and bonding technique were likely to 
have contributed to the previous failure of the 
composite restorations. Due to the quantity of 
tooth and healthy enamel available for bonding, 
it was decided after discussion with the patient 
that composite restorations would be attempted 
again, following strict isolation and bonding 
protocols. Other treatment options discussed 
with the patient included veneers; however, 
in the clinician’s opinion it was deemed that 
veneers were too aggressive an option at this 
stage and not clinically recommended.

It was discussed with the patient that prior 
to any anterior aesthetic case the option of tooth 
whitening is always given. It was explained that 

the new restorations will be matched to the 
natural shade of the patient’s teeth and once 
they have been placed their colour could not be 
altered. If the patient decided to whiten his teeth 
in the future, the restorations would no longer 
match the natural tooth.

The option of provisional restorations was 
given to the patient while he carried out home 
tooth whitening; however, unusually, the patient 
was happy to leave the clinic without.

At this stage impressions were taken for the 
patient’s bleaching trays and for a wax-up, with 
which guidance could be checked to minimise any 
occlusal interference that might have accounted 
for the failure of the previous restorations.

Whitening
Whitening was achieved using the Enlighten 
Evo Night system – one-week 10% carbamide 
peroxide followed by one-week 16% carbamide 
peroxide using high pressure formed custom 
bleaching trays. Once completed, two further 
weeks were allocated for colour stabilisation and 
for any residual oxygen release from the enamel 
to allow for more successful bonding (Figures 3 
and 4).

     
Restorative treatment
At the beginning of the appointment, before 
either isolation or anaesthesia, a mock-up 
restoration was made to confirm the shades 
selected would be an appropriate colour match. 
A cross-polarised photo was taken to confirm the 
choice. 

Once satisfied, the upper labial region was 

anaesthetised with 4% articaine hydrochloride 
and the upper 6-6 were isolated using a heavy-
gauge non-latex rubber dam (Unodent from The 
Dental Directory) (Figure 5). Soft clamps (Kerr) 
were used to hold the dam in place on the 6s 
as these are more comfortable than standard 
metal clamps and reduce the need for further 
anaesthesia. A putty matrix was constructed from 
the wax-up and trimmed to fit with the rubber 

dam in place.
The teeth themselves needed only very slight 

preparation; the facial enamel was bevelled 
with a course Sof Lex disc (3M Espe) and the 
interproximal contact points bevelled using 
a metal finishing strip (Komet). In order to 
maximise bond strength, unprepared enamel 
was air abraded with 27 Alumina to remove any 
aprismatic enamel, which is more difficult to etch 
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(Figure 6).
Mylar strips were then placed to protect the 

lateral incisors and the central incisors were 
conditioned using a three-step etch and rinse 
with a fourth-generation bonding material 
(Optibond FL, Kerr).

The putty matrix was then used to construct 
a palatal shelf in a translucent enamel shade 
(CT Filtek Supreme XTE, 3M Espe) (Figure 7). 
The interproximal walls were built up in the 
same material using a curved posterior matrix 
strip (Garrison) (Figure 8). A dentine shade was 
then layered (A1 Filtek Supreme XTE) – the LM 
Misura instrument was utilised to ensure correct 
thickness leaving sufficient room for the enamel 
layer (Figure 9).

A little bleach enamel was placed on the 
incisal edge to mimic a halo (Figure 10) and 
some clear-trans was added between the dentine 
and enamel to enhance the incisal translucency. 
A final layer of A3 shade enamel was placed over 
the surface and the restoration was cured under 
an oxygen barrier to remove the inhibition layer 
and enhance polishing.

The restoration was finished using the Sof 
Lex discs and spirals (3M Espe), working from 
coarse to super-fine to achieve life-like polish and 
shine. Since the surrounding teeth did not have 
any marked surface texture no further work was 
deemed necessary and the patient left, happy 
with the result (Figures 11 and 12). 
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