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Direct Restorations

These need a single visit to place a filling directly into a 
prepared hole. These fillings may be made out of silver, 
fine glass powders, acrylic acids, or resin. They are often 
tooth colored.

Indirect Restorations

These require two or more visits. They include inlays, 
onlays, veneers, crowns, and bridges. These are con-
structed with gold, base metal alloys, ceramics, or com-
posites. Many of these materials can look like natural 
tooth enamel.

CASE REPORT

A girl aged 4 years was referred to the dental practice. 
She was not happy with her smile. On oral examina-
tion, it was revealed that she had Class IV decay in her 
maxillary deciduous central incisors and Class  V cav-
ities in her upper deciduous laterals. Taking into con-
sideration the patients’s age, direct composite veneering 
was planned. Gross removal of caries was done spar-
ing the pulp chamber. The color was recorded using 
the VITA Classical shade guide, and shades A1 and A2 
were considered as the initial color. The tooth prepara-
tion involved a minimal chamfer on the facial surfaces. 
Cotton rolls and salivary ejectors were used for field iso-
lation. The enamel surface was acid etched using 37% 
phosphoric acid (D-Tech Etching Gel, Kerr, USA) for 
20 s, rinsed for 10 s, and dried. A bonding agent (Adper 
Single Bond, 3M ESPE, USA) was applied on the pre-
pared enamel and light-cured for 10 s. A  putty index 
was made to make the palatal shelf. A stratified layering 
technique was used to fill the tooth with Filtek™ Z350 
XT (3M ESPE, USA) shade A1E. The composite was light-
cured for 10 s on each surface. Each surface was polym-
erized from incisal/occlusal, facial, and lingual aspects 
for an additional 20 s. Restoration was finished and 
polished with polishing discs (UltraGloss Composite 
Polishing System, Axis, USA) [Figure  1]. The patient 
was motivated for the maintenance of oral hygiene and 
informed for regular recalls every 6 months.

DISCUSSION

Difficulties with behavior management, the young 
age of the child, parental consent, cost of treatment,[1] 

ABSTRACT

Pediatric esthetic dentistry is a branch that deals with main-
tenance and enhancement of beauty of the mouth of infants 
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Keywords: Composites, Direct restorations, Esthetics, 
Pediatric patients.

How to cite this article: Mehta R. Restoring a Young Smile - A 
Case Study. Int J Health Res Educ 2018;1(1):13-15.

Source of support: Nil

Conflicts of interest: None

INTRODUCTION

Tooth decay occurs when specific types of bacteria 
produce acid that destroys the tooth’s enamel and its 
underlying layer, the dentin. It can happen when foods 
containing carbohydrates (sugars and starches) are left 
on the teeth. Such foods include milk, soda, raisins, 
candy, cake, fruit juices, cereals, and bread. Bacteria that 
normally live in the mouth change these foods, making 
acids. The combination of bacteria, food, acid, and saliva 
forms a substance called plaque that sticks to the teeth. 
Over time, the acids made by the bacteria eat away at 
the tooth enamel, causing cavities. Children are on a 
higher risk of developing caries due to a diet generally 
higher in sugar and starches, poor oral hygiene, and 
comparatively less salivary flow than normal.

In most cases, treatment requires removing the 
decayed part of the tooth and replacing it with a filling. 
Fillings are materials placed in teeth to repair damage 
caused by tooth decay. They are also called restorations. 
There are different types of restorations.
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reluctance on the part of the clinician, and differences 
in caries risk may all be obstacles in deciding on restor-
ative options for primary incisors. The time, expense, 
and effort to manage these young children and restore 
the incisors can be a costly exercise, particularly when 
compared to other restorative or surgical procedures 
that might be done in the mouth. The aim of treatment 
in this case was to restore patient’s esthetics and self-es-
teem. Cognitive theory by Jean Piaget states that ado-
lescents are egocentric. This dwelling of one’s self may 
make an individual overly self-conscious. Hence, esthet-
ics should be taken as a major consideration while treat-
ing pediatric patients.

Intracoronal Restorations of Primary Anterior 
Teeth

Class V restorations for primary incisors are relatively 
easy to do. They can be restored with any of the esthetic 
restorative materials: Glass ionomers, compomers, 
resin-reinforced glass ionomers, or composite resins. 
Class III and Class IV restorations of primary incisors, 
on the other hand, can be quite challenging. Due to the 
small clinical crown, the relatively large size of the pulp 
chamber, the close proximity of the pulp horns to the 
interproximal surfaces, and the thinness of the enamel, 
repairing interproximal decay in these teeth requires 
preparations that are conservative in depth with close 
attention to detail, both to the preparation itself and to 

the material placement.[2] It is highly technique sensi-
tive. Moisture control, hemorrhage control from the 
gingiva, and retention of the rubber dam are all chal-
lenges to be overcome to get a successful result, and 
keeping a very small conservative preparation  -  such 
as a slot preparation  -  may not be the best choice.[3] 
Therefore, it has been recommended that even small 
Class  III restorations in primary incisors have a labial 
or lingual dovetail or somehow incorporate a large sur-
face area for bonding to enhance retention. This may 
entail veneering the entire labial or lingual surface 
as part of the restoration.[3,4] Sometimes, gross decay 
removal can be performed and a glass ionomer placed 
in these areas. This, however, might better be consid-
ered as a caries-control procedure rather than definitive 
restorative dentistry.

Full Coronal Restoration of Primary Incisors

Full coronal restoration of carious primary incisors may 
be indicated when: (1) Caries is present on multiple 
surfaces, (2) there is extensive cervical decalcification, 
(3) pulpal therapy is indicated, (4) caries may be minor, 
but oral hygiene is very poor (high-risk patients), or 
(5)  the child’s behavior making moisture control very 
difficult. The crowns that are available for restoring 
primary incisors [Table 1] can be placed into two cate-
gories: (1) Those that are preformed and held onto the 
tooth by a luting cement and (2) those that are bonded 
to the tooth.

The most esthetic restorative option for carious 
primary incisors is the bonded strip crown.[5,6] This is 
the first choice of many clinicians due to the superior 
esthetics and the ease of repair if the crown should sub-
sequently chip or fracture. Besides this, there are two 
other bonding alternatives, one is the pedo jacket and 
other is the New Millennium crown (laboratory-en-
hanced composite resin material).[7] The easiest and 
most durable restoration for severely decayed pri-
mary incisors is a stainless steel crown. It can be placed Figure 1: Direct composite veneers

Table 1: Crowns available in market

Crown Company Additional information
Nusmile Orthodontic technologies Different lengths available. Resin facing on an SCC. Crimp only on 

lingual surface
Cheng crowns Peter chang orthodontic laboratory One length, one shade. Resin facing on an SCC. Crimp only on 

lingual surface
Kinder krowns Mayclin dental studios Different lengths available, 2 shades, Resin facing on an SCC. 

Crimp only on lingual surface
Dura crowns Space maintainers laboratory May be crimped on labial and lingual, 1 shade, flexible facing 

attached to SCC
New millennium crowns Space maintainers laboratory Laboratory‑enhanced composite resin crown form
Pedo jackets Space maintainers laboratory Copolyester crown form 1 shade
Strip crowns Space maintainers laboratory Seamless plastic crowns form without long cervical collars
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quickly and successfully onto very little tooth structure, 
even in the presence of blood and saliva, and can be 
easily crimped. It is, however, very unesthetic. These 
crowns can be made more esthetic by making them as 
open-face crowns (Cheng Crowns, Cheng Laboratory; 
NuSmile Crowns, Orthodontic Technologies; Kinder 
Krowns, Mayclin Laboratory; and Dura Crowns, Space 
Maintainers Laboratory). These pre-veneered crowns 
can be very esthetic[8] and can be placed successfully 
even with poor moisture or hemorrhage control.[9,10] 
These crowns, however, are not easy to fit and require a 
rather long learning curve.

CONCLUSION

Direct composite veneering results in minimal invasion 
and maximum preservation of sound tooth structure 
when compared to indirect restorations. These resto-
rations can be easily repaired which is a more conser-
vative and preferable option than replacement. Thus, 
direct composite resin restorations have become a via-
ble alternative for young patients that require anterior 
restorative procedures.[11,12] Direct composite veneers 
allow the operator to control and evaluate entire proce-
dure from shade selection to final morphology usually 
in a single appointment. With the advent of microhy-
brid and nanohybrid composites, finishing and polish-
ing of these restorations can rival that of porcelain.[13] 
In 1997, Peumans et al. found 89% success rate of direct 
composite veneers after 5-year follow-up.[14] Esthetics 
and durability of composite materials have improved 
dramatically over years. Polishing of direct composite 
veneers is easy, and any cracks or fractures on the res-
toration may be repaired intraorally.[15] Furthermore, 
marginal adaptation is better than that of indirect 
veneer restorations.[16] However, materials have 
some inherent disadvantages such as color instability, 
polymerization shrinkage, and excessive wear. It can 
be concluded that while treating a pediatric patient, 
equal consideration should be paid to esthetics along 
with function for the proper psychological develop-
ment of the child.
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