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Restoring Large 
Class III Cavities with a 
One-Shade Composite

M
atching shades of composite to seamlessly blend into the natural color 
of a tooth can be very difficult, because teeth are polychromatic. It is 
necessary to match the higher chroma at the gingival one-third as well 
as the translucent properties of the incisal one-third and still match the 

middle area of the tooth. 
A small or conservative Class III composite usually blends into the tooth and color 

matching is not an issue. However, with a large Class III composite that has wide-open 
interproximal decay, shade matching can be very difficult.1 In the following clinical 
case, I used Omnichroma, a composite material from Tokuyama Dental, that takes 
on the shade of the surrounding tooth structure. 

Clinical case
The 39-year-old patient had recently been placed on blood pressure medication, 

some of which can cause a decrease in saliva, leading to “dry mouth,” in which the 
important enzymes in saliva that buffer acids are not available to stop the decay process.2 
One unfortunate result in this patient was a rapid rate of tooth decay interproximally 
on teeth #6–11. At first glance, the teeth didn’t look so bad; however, after looking at 
the X-rays and viewing the teeth from a side view, the decay was clearly seen. Once the 
surface enamel was removed, the true extent of the decay was revealed. 

Caries control and restoring the teeth to function was accomplished with this 
one-shade universal composite. Permanent restorations, such as veneers and crowns, can 
always be done in the future, but the decay must be removed as soon as possible. The 
restoration of the teeth with a direct composite can be viewed as an aesthetic buildup, 
and these restorations may last a long time. What the dentist needs to avoid is placing 
a large number of indirect restorations, then having to redo them six months or a year 
later. The decay needs to be treated, but most importantly, the reason for the decay 
must be diagnosed and treated.3
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The patient was placed on a short recall and given home fluoride 
gel and oral hygiene instructions. He was advised to stop the use 
of sugary sodas, candy and other products. Recurrence of decay 
on these restored teeth will certainly lead to much more extensive 
treatment or possible loss of teeth. To ascertain the patient’s ability 
to resist decay before undergoing extensive and expensive fixed 
restorations, treatment with composite fillings was decided upon.

These restorations were very large and would normally 
require several layers of composite to achieve a good color match. 
Omnichroma allowed for a faster, less complex procedure and 
resulted in a restoration that matched the natural teeth well. The 
material uses technology based on structural color, which enables 
the composite to match the surrounding tooth color. This saves 
restorative time because a single shade can be used. This material 
is very sculptable and can be usually applied in one large mass, 
without slumping, and then light-cured. 

Of the many decayed teeth, tooth #8 was restored first because 
it had the largest carious lesions. Omnichroma Blocker, a supple-
mentary material from Tokuyama Dental, was used to block out 
dark tooth structure and to prevent shade-matching interference 
from the open area on the lingual interproximal area (Figs. 1–2). 

Treatment 
After the tooth was anesthetized (one carpule of Lidocaine 

HCl with 1:100,000 epinephrine), the decayed tooth structure 
was removed. Large decay was removed from the distal-facial 
and mesial-facial of tooth #8. There was no pulp exposure, but 
the restoration was very large and very deep. The underlying 
tooth structure was very dark, and the lingual wall was wide 
open (Figs. 3–4).

After the decay was removed, the facial margins were beveled 
to increase the bond strength and to allow for a better color blend 
from composite to tooth. Then, 35% phosphoric acid (Ultra Etch, 
Ultradent) was used to etch the enamel and dentin. After rinsing 
with water, Bond Force (Tokuyama Dental) bonding agent was 
used. The bonding agent was gently blown until becoming very 
thin, then light-cured with a Valo curing light (Ultradent). 

Omnichroma Blocker was placed in the deep dentin areas and 
on the palatal area, then light-cured. The opaque white material 
“blocks out” wide-open areas to the lingual and dark tooth areas. 
Omnichroma was placed in one large application for the distal 
and one large application to the mesial. A mylar pull-through 
technique was used to verify that the composite was pulled all 
the way through the contact area without any voids.4 After the 
restoration was sculpted and well adapted, it was light-cured for 
20 seconds on both the mesial and distal (Figs. 5–6, p. 30).

Fig. 1: The smile view shows interproximal staining and hypocalcifications. 

Fig. 2: Dark, extensive decay on the mesial–facial 
and distal–facial of #8.

Fig. 3: The interproximal decay has been 
removed, leaving a large space to fill.

Fig. 4: The extent of the decay on 
the facial and interproximal of #8. 

■  Decay
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Fig. 8: Tooth #8 after the restorations have been finished and polished. 
Notice the accurate color match and how the composite just blends into 
the tooth.

Fig. 7: The shade of Omnichroma composite before light-curing.
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Next, the lingual surface was adjusted, and the bite was checked. 
The facial surface was initially contoured with a flame-tip diamond 
bur to achieve a finish close to the final contour. Next, a coarse 
disc (Sof-Lex XT, 3M) was used to achieve the primary anatomic 
form. Then, blue and pink rubber cups (Cosmedent) were used to 
polish the surface. The final high gloss polish was achieved with 
Cosmedent’s FlexiBuff and Enamelize (Figs. 7–8).5–7

On two subsequent appointments, Teeth #6, 7, 9, 10 and 11 
were prepared and restored. Teeth #7, 9 and 10 had a very similar 
pattern of deep decay that included large mesial, distal and facial 
composite restorations.

Teeth #7 and 10 had some enamel loss on the lingual, so I used 
a thin layer of Omnichroma Blocker to help shape the lingual wall 
and block out possible interproximal shade-matching interference, 
which would allow the composite to “pick up” the color of the 
natural enamel better. The mesial and distal areas of teeth #7, 9 
and 10 were each filled with one large layer of composite, contoured 
and light-cured.

Teeth #6 and 11 were filled in a more conventional manner. 
When the lingual is intact, the blocker material is not needed. On 
this patient, the surface of the natural teeth displayed slight amounts 
of surface opacities. If a dentist wants to blend the composite a 
little better, the outer surface of the composite material could be 
“scratched” with a diamond bur. Next, the surface is etched, a 
bonding agent applied, a small amount of white tint applied and 
cured, and a thin layer of composite material applied over the 
surface and light-cured. Then the entire restoration can be finished 
and polished (Figs. 9–13, p. 32).

Fig. 6: The mylar strip was used to contour the composite.

Fig. 5: The mylar pull-through technique ensures that the composite is 
taken all the way through the contact area. The area where Omnichroma 
Blocker was placed to the lingual is shown.

■  Omnichroma
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Conclusion 
Extensive interproximal decay because of loss of salivary flow 

or dry mouth is a major dental health concern. There are numerous 
causes for this decrease, including medication needed for treatment 
of high blood pressure. These patients often need to have immediate 
treatment. A well-placed and high-quality composite material is a 
great first treatment approach. Once the decay is removed, patients 
need to have their diet carefully monitored, use home fluoride 
and keep their mouth moistened with the regular intake of water. 

In this clinical case, the use of a single-shade composite restor-
ative material saved a lot of time and made the whole restorative 
treatment easier by matching the color of the natural tooth. The 
hope is that these restorations will last a long time and, at the 
very least, act as an excellent buildup for an indirect restoration 
sometime in the future. However, a lot depends on the patient’s 
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Fig. 13: The completed Class III restorations on #6–10.

Fig. 12: A large area of tooth decay was removed around #9 and #10. 

Fig. 10: The complete removal of decay on #6 and #7.

Fig. 11: The initial decayed enamel removed around #9 and #10.

Fig. 9: The initial decayed enamel removed around #6 and #7.

32 DECEMBER 2019 // dentaltown.com



ability to brush, floss, keep a strict diet of no sugar and keep the mouth 
moist with water. As patients get older, sometimes this becomes extremely 
difficult. It is still best to remove the decay and access the patient’s ability 
to resist decay before restoring with indirect restorations that may need 
to be redone in a short period of time.

The patient was very pleased with the first tooth restored and couldn’t 
wait to get started with the rest. After all six anterior teeth were restored, 
he was very happy and seemed to be very willing to do whatever it took 
to save his teeth. He said the teeth looked as if they never had a cavity 
and looked brand-new. ■ 
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Fig. 14: The restorations, about seven months after the procedure. 

Fig. 15: A close-up view shows nice retention of polish and 
excellent color stability.

FREE FACTS, circle 15 on card

dentaltown.com \\ DECEMBER 2019 33


