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The advent of nightguard vital bleaching
has had a considerable impact on the
restorative treatment of teeth.1 At one

time, B1 on the Vita® Shade Guidea was the
lightest shade available for composite or porce-
lain restorations, and it generally was sufficient
for the lightest tooth shade. However, with
whitening treatment, some teeth have
achieved lighter shades than B1.2 Although
this may make patients happy, it poses consid-
erable problems for the restorative dentist
when subsequent restorations are required.
The purpose of this article is to demonstrate
the use of composite restorations of shades
lighter than B1 for restorations on teeth that
have been whitened.

Case 1
A 29-year-old man presented to the clinic

for participation in a research project to have
his tetracycline-stained teeth whitened in an
extended treatment time evaluation (Figure
1A). The patient was given a nonscalloped,
no-reservoir tray design that covered all of his
teeth and an ADA-approved 10% carbamide
peroxide material (Colgate Platinum®,b) to
apply nightly. The patient was seen on monthly
recall visits. After 4 months (approximately 720
hours of nightly application), the maxillary
arch was complete (Figure 1B). At this time,
the shade was determined to be lighter than B1
(Figure 1C). Treatment was terminated on the
maxillary arch and initiated on the mandibular
arch. 

The patient was a heavy coffee drinker, and
continued to drink coffee during treatment of
the mandibular arch. At the 1-month recall,
coffee staining was noted in the maxillary cen-
tral incisor at the location of a preoperative
tooth defect (Figure 1D). To clean the stain
from the defect without requiring the use of a
handpiece, maxillary whitening was reinitiat-
ed. After a few nights of whitening therapy and
cessation of coffee drinking, the stain was
removed. There was then a wait of more than 2
weeks to allow the shade to stabilize and the
bond strength of the composite restoration to
bear at its maximum.3 After the waiting period,
the patient returned to have the defect restored
(Figure 1E). To determine the appropriate
shade, samples of composite were cured on the
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unetched tooth. The B1 shade proved to be too
dark. The final material chosen was an ultra-
light shade of hybrid composite, shade B.2
(Amelogen® UltraLitec) (Figure 1F). The tooth
defect was etched with 37% phosphoric acid,
enamel bond was applied, followed by light-
curing of the appropriate shade composite,
which provided a successful restoration of the
defect (Figure 1G).

Case 2
A 16-year-old girl was interested in light-

ening her teeth, as well as closing the spaces
between the central incisors and improving her
smile (Figure 2A). She was fitted with a non-

scalloped, no-reservoir soft tray (Sof-Tray®,c),
and given an ADA-approved 10% carbamide
peroxide to apply nightly (Colgate Platinum®).
After approximately 4 weeks of nightly whiten-
ing, the teeth had achieved a shade lighter
than B1 (Figure 2B). In test-curing the com-
posite resin to determine the proper shade, an
Amelogen® UltraLite shade of composite, B.7,
was chosen (Figure 2C). To relate tooth con-
tours properly to the soft tissue, no rubber dam
was used. The teeth were etched with 37%
phosphoric acid and rinsed. Enamel bonding
agent was then applied, cured, and followed by
the selected composite material. The orange
composite shield was used to prevent prema-
ture setting of the composite (Figure 2D). The

Figure 1A—Preoperative tooth discoloration indicative of moder-
ate tetracycline staining.

Figure 1B—Maxillary arch has been whitened nightly for 
4 months with 10% carbamide peroxide in a nonscalloped, 
no-reservoir tray design.

Figure 1C—Vita® shade B1 is now darker than the final shade of
the whitened teeth.

Figure 1D—After termination of maxillary whitening treatment, a
previous tooth defect becomes stained from coffee.

Figure 1E—Additional
whitening with 10% car-
bamide peroxide in the tray
removes the stain from the
defect with no need for tooth
structure removal.

Figure 1F—Shades B.2, B.5, B.7, and B1 (left to right) composite
cured on the tooth to select the shade. Shade B1 is too yellow.

c Ultradent Products, Inc, South Jordan, UT 84095
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diastema between the maxillary central incisors
was closed, as well as a defect on the incisal of
the left lateral incisor (Figure 2E).

Discussion
The lighter tooth shades that are achiev-

able from whitening has created the need for
lighter shades of composite and porcelain.
Several manufacturers, including Cosmedent,
Ivoclar, and Ultradent, have met this need by
producing a single lighter shade or multiple
lighter shades of composite. Ultradent has
three shades that are lighter than B1—B.2,
B.5, and B.7.4 In these case reports, having
multiple shades was important because these
two patients did not whiten to the same final
shade. The ultralight material that was used is

a hybrid composite from Ultradent’s successful
line of composite resin, which has a proven
track record in clinical use. 

One clinical problem encountered when
shaping the large composite addition is that
the operatory light will cause the material to
set prematurely (as in Case 2). However, if the
operatory light is not used, the clinician has
difficulty viewing and shaping the lingual con-
tours. When the correct shade has been cho-
sen, a solution to that problem is to have the
dental assistant hold the orange composite cur-
ing shield over the operating field while still
using the operatory light. The shield is held so
that the dentist is not looking through the
shield, but the light is shining through the
shield. The operating field is bathed in an

Figure 1G—The whitened tooth is restored with B.2 shade of
composite resin.

Figure 2A—The patient is concerned about yellow teeth, white
striations, spaces, and an irregular smile.

Figure 2B—The teeth are whitened with 10% carbamide perox-
ide in a nonscalloped, no-reservoir tray design for approximately
4 weeks.

Figure 2C—Composite cured on the unetched tooth is used to
select the shade. Shade B1 is too yellow (right), but B.7 is
appropriate.

Figure 2D—Curing shield is positioned above the field of dental
vision, but shielding the composite from the effects of the opera-
tory light to allow unlimited working time.

Figure 2E—Diastema closed with composite resin shade B.7,
which is lighter than shade B1.
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orange glow, but visibility is good. This
approach provides almost unlimited working
time and adequate visibility.5

Whitening to remove a stain in a defect is
a technique that may be beneficial with
stained margins around older porcelain
veneers. After whitening to clean, the margin
can be resealed with new composite. In addi-
tion to composite resin that is lighter than B1,
some manufacturers have introduced porcelain
shades that are lighter than B1 (A0 and B0d).
There are also newer composite resins that are
applied in the same manner as a ceramist
would layer different shades and translucencies
of porcelain.6,7 This material (Vitalescence™,c)
and technique give the dentist the options of
having greater translucency and a better blend
with the natural tooth structure.8

Conclusion
Tooth whitening may produce tooth colors

that are lighter than traditional shades of
restorative materials. Today’s restorative den-

tist needs to be aware of the lighter shades and
newer composites, and have them available for
the restorative needs of their patients with
whitened teeth. 
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