
Dentin hypersensitivity is exactly what it sounds like: pain or dis-
comfort in the teeth as a response to certain stimuli, such as hot or
cold temperatures.

A patient of 72 years, who had visited a dentist a few years back
for getting a crown done over the maxillary right second molar and
an endodontic treatment on mandibular left first molar, visited our
dental operatory complaining of full mouth dental sensitivity, inabil-
ity to chew and a fear that he may need endodontic treatment for
all his teeth.

Intraoral and photographic examination revealed that the patient
needed FMR with increased VOD. Leaf guage testing, phonetics and
speech testing was done to evaluate different parameters of occlu-
sion. Face bow was recorded as shown in Figure 1 and Figure 2.

Dental history form was filled to assess other parameters so that
patient also understood his problem and need for the dental treat-
ment. (Figure 3)

The maxillary and mandibular arch impressions were made.

INTRA ORAL EXAMINATION 
� Anterior deep bite and decreased overjet leading to pain in right
TMJ.

� Low incisor visibility.
� All the posteriors showed significant amount of enamel loss lead-
ing to exposure of dentin at several places causing sensitivity and
inability to chew.

� Sharp incisal edges with minor enamel chipping.
� Class V cavities were observed with 14,15,16,26,27,34,35,36,46
and 47

� Recently patient observed pain in right TMJ while chewing, clini-
cal examination showed Rocabado pain 1, 2 and 3 positive on
right side TMJ. 

PLANNED TREATMENT
� Scaling and polishing.
� Sending casts to laboratory for complete wax up at increased VOD
� The wax-up transfer using putty index, for 4 to 6 weeks.
� Emax veneers or table tops for all teeth as required.

IMPLEMENTATION
� Routine dental prophylaxis was done.
� Wax-up models and a new construction of bite was explained to
the patient and same was transferred into mouth using putty index
as shown in Figure 4.

� The putty index was prepared using addition silicon rubber imp-
pression material. (Figure 5)

� The bite was reconstructed using temporary BIS-acrylate, as
shown in Figures 6, 7 and 8.

� The follow-up visit was kept after one week to observe for any
interference and correction of the problem. During this follow-up
visit patient revealed significant reduction in TMJ pain and sensi-
tivity reduced to zero.

� Second follow-up was kept after 6 weeks , patient was comfortable
and now planning was done for final occlusal reconstruction with
Lithium Disilicate material.

� Treatment was planned, mandibular teeth preparation followed by
maxillary arch with the gap of 3 to 4 days.

MANDIBULAR   ARCH
� All premolars and molars were prepared for Lithium Disilicate
veneers and crownlays as per the need and available tooth mate-
rial and the defects present. (Figure 9)

� Impressions were made in polyether impression material and sent
to laboratory for reconstruction of Lithium Disilicate prosthesis.
(Laboratory work - Figures 10-22)

� After a week prosthesis was received from the laboratory and clin-
ical trials were done on teeth for fit and made ready for bonding.
(Figures 23, 24)

� Now veneers are ready for bonding.
� Teeth are isolated for bonding using rubber dam as shown in Fig

9 and teeth were etched with 37% phosphoric acid. Figure 25.
� Teeth were air dried and notice the frosty white appearance of
enamel which indicates the amount of enamel present for bonding
as enamel is the best substrate for bonding Lithium Disilicate pros-
thesis. (Figure 26.)

� The dual cure bonding agent is applied on teeth and these veneers
were bonded using dual cure adhesive resin cement. (Figures 27,
28.)

� Here the bonding of veneers in mandibular arch is completed.
(Figure 29.)
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FIG 1: Showing the front, right and left lateral views of dentition. And a facebow record
which is used to tranfer the same on casts
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FIG 3: Kois dental history form.

FIG 4: Wax-up models showing the recon-
struction of bite with increased VOD.

FIG 2: The occlusal views of maxillary and mandibular arch showing significant attrition in
all posteriors and stains and calculus in mandibular anterior region.

FIG 5: The putty index prepared using addition silicon rubber impression material.

FIG 6: The bite reconstructed in both the arches using BIS-acylate. FIG 7: Bite reconstruction of maxillary arch using temporary BIS -acrylate material.



� After a week the procedure was planned for maxillary arch
� Patient’s comfort and all centric contacts and excursive move-
ments were checked for any occlusal interferences.

� Maxillary teeth were prepared as shown in Figure 30.
� The polyether impressions were made and sent to laboratory to
fabricate appropriate Lithium Disilicate prosthesis.

� After the prosthesis is retrieved from the laboratory, it was checked
for trial on teeth and made ready for bonding as shown in
Figures 31.

� At the same time all these maxillary posteriors were isolated with
rubber dam and prepared for further bonding, as shown in Figure
32

� Acid etching was done with 37% phosphoric acid for 15 seconds.
Figures 33

� Veneers are bonded using dual cure bonding agent and dual cure
adhesive resin cement. (Figures 34, 35)

� As the bonding of all maxillary and mandibular posteriors was
completed, further treatment was planned for anterior bonding in
consequent visits which was planned after 5 days.

� The maxillary and mandibular anteriors were planned for single
visit direct composite restoration as time availability was a concern
for the patient.

� A quick clear silicon index was prepared for maxillary and
mandibular anteriors using clear poly vinyl siloxane material and
an addition silicon putty material and the same was tried intra
orally for fit. (Figures 36, 37)

� The teeth are isolated with rubber dam and made ready for direct
bonding composite restoration.

� Teeth are etched with 37% phosphoric acid and drying was carried
out, after application of light cure bonding agent teeth were
restored with flowable composite resin.

� The step by step process for all maxillary and mandibular anteri-
ors is shown in Figures 38-43 for maxillary teeth and Figures
44-48 for mandibular anterior teeth.

� After the rubber dam was removed these direct composite restora-
tions were polished with composite finishing and polishing kit.
(Figures 49-51)

� Occlusal profile of completed anterior as well as posterior restora-
tions. (Figure 52)

� 12 o’clock views compared before and after restoration.Observe
the surface texture detailing on maxillary anteriors. (Figures 53,
54, 55)

� The occlusion was checked for all excursive movements, phonetics
and occlusal interferences.

THE NEWER COMPOSITES
These newer composites are too strong with compressive strength of
250-350 Mpa which is very close to that of enamel and dentin due
to the addition of zirconia and silica particles.

Nowadays these composites have become a material of choice in
every field of dentistry because of its required physical properties.
As advised by Dr. Pascal Magne the first material of choice is com-
posite in such areas though the tensile strength which is around 50-
90 Mpais lower than the enamel and dentin. Also, the staining prop-
erty of composite is much lower due to increased polishability of the
material and the use of different composite finishing and polishing
kits available in the market.

CONCLUSION
In many cases, clinicians can plan this simple procedure of direct
composite restoration using a clear silicon index as a guide for accu-
rate dimensional application in all possible treatment options as it
needs minimal preparation of the tooth structure. This procedure
replicates the morphology to its required finish level and also
requires less chairside time for polishing composites. This clear sili-
con index allows almost complete polymerization of composite and
resolves the problem of oxygen inhibition layer. This is also one of
the safe and easy methods of restoring the tooth directly in single
visit in these Covid-19 days. (Figure 56)

FIG 8: Mandibular arch bite reconstruction using temporary BIS-acrylate material.

FIG 9: Mandibular
premolars and
molars prepared
to receive
Lithium Disilicate
veneers.

LABORATORY WORK

FIG 10: Class V cavities in 44,45,46,47 included in prepa-
ration and planned with LI-DI-DI prosthesis. The partial
ceramic crowns of E-max were prepared with 44,45 while
46, 47 was planned for ceramic full crowns of E-max. 

FIG 12: Class V cavities in 14,15,16,17 was included in
preparation with LI-DI-DI prosthesis, and were planned
for ceramic full crowns of E-max.

FIG 11: Class V cavities in 34,35 included in preparation and planned
with LI-DI-DI prosthesis. The partial ceramic crowns of E-max were
prepared with 34,35,36 and 37 was planned for ceramic full crown of
E-max.
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FIG 13: Class V cavities in 24,25 was included in preparation and
planned with LI-DI-DI prosthesis. The partial ceramic crowns of E-
max were prepared with 24,25 and 26 and 27 was planned for
ceramic full crown of E-max.

FIG 14: Partial and full crowns following the chamfer
margins as depicted on the working model 

FIG 15: Fine contouring and detailing on occlusal surfaces of
the crowns  

FIG 16: Detailing of E-max crown. 

FIG 19: Fine detailing of the grooves and fissures with translucent enamel layering and proper
contouring of all the surfaces.

FIG 21: The dental ceramic art work with the natural characterization following the exact
tooth morphology.

FIG 17: Fineness of E-max crowns FIG 18: Optical appearance of the crowns.

FIG 20: Prosthesis cast fit 

FIG 22: The prosthesis retrieved from laboratory.
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FIG 23: Shows the fit of prosthesis on cast made ready for bonding. Etching of
intaglio surface was done with 5% Hydrofluoric acid for 20 secs followed by drying,
notice the frosty white appearance of these sufaces, a layer of silane coupling
agent was applied and prosthesis was made ready for bonding.

FIG 24

FIG 25: Etching was
done using 37%
phosphoric acid.

FIG 26: Note the
frosty white
appearance of
enamel after
etching as enamel
is the only best
substrate for
bonding Lithium
Disilicate.

FIG 27: Lithium
Disilicate veneers
were bonded with
dual cure adhesive
cement.

FIG 28:
Lithium
Disilicate
veneers were
bonded with
dual cure
adhesive
cement.

FIG 30: Maxillay posteriors prepared to receive Lithium Disilicate prosthesis.FIG 29: Completed mandibular posterior bonding of veneers.



FIG 32: The split dam isolation of teeth.

FIG 31: Veneers are placed in a putty index frame, etching of intaglio surface was done
with 5% Hydrofluoric acid for 20 secs followed by drying, notice the frosty white appear-
ance of these sufaces, a layer of silane coupling agent was applied and prosthesis was
made ready for bonding.

FIG 33: Acid etch-
ing of the teeth
using 37% phos-
phoric acid for 15
seconds.

FIG 34: Shows
bonded
veneers using
dual cure
bonding agent
and adhesive
resin cement.

FIG 35: Immediate post op of bonded veneers after removal
of rubber dam.

FIG 36: Shows a clear silicon putty index for maxillary anteriors
prepared from the wax up.

FIG 37: Shows a clear silicon putty index for
mandibular anteriors prepared from the wax up.

FIG 38: Shows pre-op view of maxillary and mandibular anteriors before removing temporaries.      

FIG 39: Maxillary anterior teeth isolated with rubberdam, etching was carried out with 37% phosphoric acid for 15 secs and teeth were air dried.
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FIG 40: The individual tooth isolation was done with Teflon and light cure bonding agent was applied and bonded with flowable light cure resin material with injection molding for 11, 12 and 13.

FIG 41: The individual
tooth isolation was
done with Teflon and
light cure bonding
agent was applied and
bonded with flowable
light cure resin material
with injection molding
method for 21, 22 and
23.

FIG 44: Mandibular anterior teeth
isolated with rubberdam, etching
was carried out with 37% phos-
phoric acid for 15 secs and teeth
were air dried.

FIG 42: Completed maxillary anterior direct compos-
ite resin restoration.

FIG 43: A complete replica of a clear silicone
index.



FIG 45: The individual
tooth isolation was
done with Teflon and
light cure bonding
agent was applied and
bonded with flowable
light cure resin mate-
rial with injection
molding method for
41,42 and 43.

FIG 46: The individual tooth isolation was done with Teflon and light cure
bonding agent was applied and bonded with flowable light cure resin
material with injection molding method

FIG 49: Shows post polishing of
maxillary composite restoration.

FIG 50: Shows post polishing of
mandibular composite restoration.

FIG 51: Shows the post-op finished and polished com-
posite restorations of maxillary and mandibular ante-
riors in occlusion.

FIG 47: Completed mandibular anterior direct com-
posite resin restoration.

FIG 48: A complete replica of a clear silicone index.
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FIG 52: The post-op occlusal view of completed FMR.

FIG 53: Comparison of pre and post restorative 12 o’clock view. 

FIG 54-55: Note the surface texture detailing on maxillary anteriors created FIG 55

FIG 56: A happy patient 
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