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Summary: 
Today, the highest aesthetic demands can be satisfied with direct composite 
restorations. In addition to protecting the hard and soft tissues compared to indirect 
procedures (veneers, crowns), the restoration can be created in one appointment 
without an impression or temporary restoration at reduced costs. 
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Introduction
In dental treatments in the anterior region, the esthetic result plays a dominant role 
alongside functional concerns. While both aspects are of great importance to the 
practitioners, many patients concentrate primarily on the perfect appearance of the 
restorations. Fortunately, a large number of patients today have developed a strong 
dental awareness and are therefore prepared to make the necessary financial 
expenditure for an attractive smile.

In recent decades, continuous development in the material science of composites 
and adhesive systems has resulted in major advances in the material properties and the 
associated application protocols of adhesive dentistry as well as in treatment safety.1-3 
At the same time, the range of indications for adhesively bonded composite restorations 
in the anterior and posterior region has been significantly expanded. Particularly in the 
last 30 years, the intraoral use of composites to patients in the area of the anterior teeth 
has been perfected through the introduction and continuous improvement of various 
layering techniques.4-12 Today, direct composite restorations can be used to cover a 
wide range of indications - from minimally invasive treatments and cavity-free tooth 
reshaping procedures to extensive anterior tooth reconstructions, which often replace 
a large part of the crown volume of a tooth.13-16

There is now an almost overwhelming variety of composite materials available 
for direct patient application. These restorative materials can be divided into classic 
universal composites, traditional flowable composites, bulk-fill composites (with a 
flowable and sculptable consistency), thermoviscous composites, and even highly 
esthetic composites for sophisticated anterior restorations. Of course, almost all 
composite manufacturers also offer most of these material classes as their own product 
brands. This often makes it difficult for the practitioner to keep track of which material is 
best suited for which indication. For some time now, a trend has been emerging towards 

Direct anterior composite veneer using a 
universal bulk-fill composite with a simplified 
shade system: A clinical case report 

Jürgen Manhart1

4   reflections in dentistry 1.1	

1 Prof. Dr. Jürgen Manhart, DDS 
Manhart Dental Academy 
e: info@manhartdental.de 
Facebook: prof.manhart 
Instagram: prof.manhart 
www.manhartdental.de

20	 INTERNATIONAL DENTISTRY – AFRICAN EDITION   VOL. 16, NO. 4  AUGUST/SEPTEMBER 2026



increasingly favoring composites for universal use. More 
specifically, these are products with a good chameleon 
effect, which ultimately allows the entire VITA® spectrum to 
be covered by using just a few shades. If a dental practice 
has many demanding patients who also pay the necessary 
additional costs for esthetically high-quality anterior tooth 
restorations, then an esthetic composite with different levels 
of translucency/opacity may also be necessary. 

The highly viscous, sculptable universal composite 
GrandioSO Unlimited (VOCO, Cuxhaven) is offered in 
a simplified cluster shade system with only five differently 
colored composite pastes (A1; A2; A3; A3.5; A4). Due to 
their pronounced chameleon effect, these composite pastes 
are able to cover the entire spectrum of the VITA® shade 
space. The excellent shade adaptation of GrandioSO 
Unlimited makes it universally applicable in the anterior and 
posterior dentition. GrandioSO Unlimited can be processed 
in increments of up to 4 mm thickness, making it one of the 
most popular bulkfill composites. It has an inorganic filler 
content of 91 wt.% and exhibits a polymerization shrinkage 
of 1.44 vol.% with low shrinkage stress. GrandioSO 
Unlimited is extremely radiopaque. With a radiopacity of 
900% Al, it provides an extraordinary contrast to the tooth 
structure and other filling materials.

Fig. 1 and 2: Initial situation: The left lateral incisor is clearly palatal in relation to its neighboring teeth. This  disturbs the patient, who would 
like a better visual integration into the dental arch. 

Clinical Case Presentation
A 60-year-old female patient came to our dental office with 
the desire to have the left lateral maxillary incisor, which is 
clearly positioned palatal in relation to the left central incisor, 
optically better positioned in the dental arch (Fig. 1 and 
2). In addition to the position of the tooth, the patient was 
particularly bothered by the fact that the tooth appeared 
significantly darker when smiling compared to the left 
central incisor and the PFM crown on the left cuspid. The 
tooth reacted sensitively to the cold test without delay and 
also showed no abnormalities in the percussion test. After 
being informed about possible treatment alternatives and 
their costs, the patient opted for a direct veneer using the 
universal composite GrandioSO Unlimited (VOCO GmbH, 
Cuxhaven).

Treatment started with thoroughly cleaning the affected 
tooth of external deposits using a fluoride-free prophylaxis 
paste and a rubber cup. Subsequently the appropriate 
composite shade was determined on the still moist tooth 
(Fig. 3). The selected composite shade was then checked 
by applying a small button of the composite mass to be 
used to the tooth that had not been desiccated and had 
not been pretreated with adhesive.17 The composite 
sample must be light-polymerized for the time specified 

Fig. 3: Shade selection on the moist tooth. Fig. 4: Removal of the old distal composite filling and minor prepa-
ration of the labial surface for a direct com-posite veneer. 
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by the manufacturer in order to obtain a meaningful 
optical comparison. Only with sufficient light-exposure is 
the photoinitiator camphorquinone, which is contained in 
most composites and has an intense yellow color, largely 
consumed and converted into a colorless reaction product 
(“photobleach”).18-23 After polymerization of the composite 
sample applied to the tooth surface, its optical properties are 
compared with the surrounding tooth substance in terms of 
shade and degree of translucency. At this point, a correction 
can easily be made by replacing an optically unsuitable 
sample with a shade-optimized composite material. This 
individual verification process, which only takes a very short 
time, ensures that the optimally matching composite material 
is used for the subsequent restoration. This means that time-
consuming rework or even new restorations due to esthetic 
complaints from disappointed patients can be avoided in 
almost all cases. 

The superficial enamel of the labial surface of the tooth 
was lightly instrumented with a fine-grit finishing diamond 
and a small equigingival chamfer was prepared to create 
a perfect transition between the direct composite veneer to 
be made and the cervical tooth contour. In addition, the old 
insufficient distolabial composite filling was removed (Fig. 
4). To expose the cervical preparation margin, the adjacent 

gingiva was displaced with a retraction cord, resulting 
in bleeding from the sulcus (Fig. 5). A retraction paste 
with astringent effect (Retraction Paste, VOCO GmbH, 
Cuxhaven) was applied from a capsule into the labial sulcus 
using a very thin, tapered cannula (Fig. 6). After a 2-minute 
exposure time, the paste was carefully removed completely 
with air-water-spray using high-vacuum suction (Fig. 7). The 
area was subsequently dried with compressed air. The local 
bleeding in the gingival region was easily and effectively 
stopped by using the retraction paste containing aluminum 
chloride and kaolin (Fig. 8). Only a clean and dry working 
area allows for contamination-free work in the further course 
of treatment. In the next step, both adjacent teeth were 
protected using Teflon tape (Fig. 9). 

The universal adhesive Futurabond M+ (VOCO) was 
chosen for the adhesive pretreatment of the dental hard 
tissue. This modern one-bottle adhesive can be used with 
(etch-and-rinse approach: selective enamel-etch or total-
etch of enamel and dentin) or without (self-etch) prior 
application of phosphoric acid. In this clinical case, the 
total-etch adhesive pretreatment using phosphoric acid 
was used. 35% phosphoric acid (Vococid, VOCO GmbH, 
Cuxhaven) was applied on enamel and dentin (Fig. 10). 
Subsequently the tooth was washed thoroughly for 20s with 

Fig. 6: A retraction paste (Retraction Paste, VOCO GmbH, Cux-
haven) with astringent effect was applied into the labial sulcus. 

Fig. 5: Displacement of the marginal gingiva with a retraction cord 
to expose the cervical preparation margin, resulting in bleeding 
from the sulcus. 

Fig. 7: After a 2-minute exposure time, the paste was carefully 
removed with the air-water-spray using high-vacuum suction. 

Fig. 8: The bleeding was easily and effectively stopped by using the 
retraction paste. 
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the air-water-spray to remove the acid and precipitation 
residues, following by gently drying with compressed air 
(Fig. 11). Ample amounts of the adhesive Futurabond M+ 
were applied and distributed on the preconditioned tooth 
surface using a microbrush (Fig. 12). It must be ensured that 
all cavity areas are sufficiently covered by the adhesive. 
After at least 20 seconds of carefully scrubbing the adhesive 
into the tooth surface, the solvent was carefully evaporated 
with dry, oil-free compressed air from the bonding agent 
until a glossy, immobile adhesive film resulted (Fig. 13). 
Then, the bonding agent was subsequently light-cured for 
10 seconds (Fig. 14). The result was a shiny cavity surface, 
evenly covered with adhesive (Fig. 15). This should be 

Fig. 15: After application of the adhesive, the preparati-on shows 
a shiny surface. 

 Fig. 12: Application of the bonding agent Futurabond M+ with a 
microbrush. 

 Fig. 11: After thoroughly washing the acid and dissolved precipi-
tates, the tooth is air-dried. 

Fig. 13: Careful evaporation of the solvent with dry, oil-free com-
pressed air. 

Fig. 14: Light polymerization of the adhesive for 10 s. 

 Fig. 9: Both adjacent teeth were protected using Teflon tape.  Fig. 10: Conditioning enamel and dentin with 35% phosphoric acid 
gel. 
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carefully checked, as any areas of the cavity that appear 
matte are an indication that insufficient amount of adhesive 
has been applied to those sites. In the worst case, this could 
result in reduced bonding of the restoration in these areas. 
If such areas are found in the visual inspection, additional 
bonding agent is selectively applied to them to optimize the 
adhesive layer. 

Using the freehand technique and a transparent matrix, 
the incisal edge of the left lateral incisor was lengthened and 
simultaneously straightened with the universal composite 
GrandioSO Unlimited (VOCO, Cuxhaven) (Figs. 16 and 

17). After contouring, the composite was cured for 10 
seconds with a polymerization light (light intensity > 1200 
mW/cm²). In the second step, the distal tooth defect was 
filled with GrandioSO Unlimited, and the composite was 
light-cured again (Fig. 18). GrandioSO Unlimited was then 
applied to the entire labial surface as a direct composite 
veneer to optically reduce the palatal position of the tooth 
and thus achieve an improved position in the dental arch 
(Fig. 19). The proximal contours were shaped using the 
“matrix pull” technique according to Corky Willhite.24 Finally, 
the restorative material was polymerized again for 10 s. 

Fig. 18: The distal tooth defect was filled with GrandioSO Unlimited. Fig. 19: GrandioSO Unlimited was applied to the entire labial sur-
face as a direct veneer to optically reduce the palatal position  and 
thus achieve an improved position in  the dental arch. 

 Fig. 16 and 17: Using the freehand technique and a matrix, the incisal edge of the incisor was lengthened and simultaneously straightened 
with GrandioSO Unlimited  (VOCO, Cuxhaven). 

Fig.  20 and 21: Final situation: Finished direct compo-site veneer exhibiting a high luster surface. 
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The direct composite veneer was carefully finished with 
rotary instruments and abrasive discs. A smooth and shiny 
surface of the restoration was then achieved using composite 
polishers (Diacomp Twist, EVE Ernst Vetter GmbH, Keltern) 
(Fig. 20). The direct veneer slightly labialized the lateral 
incisor and thus significantly improved the tooth position in 
the dental arch (Fig. 21). Finally, fluoride varnish (Bifluorid 
10, VOCO GmbH, Cuxhaven) was applied to the tooth 
using a foam pellet.

Conclusion
The mild rotations presented on the upper teeth were mild 
enough to allow a fully restorative journey and achieve well-
designed anterior/lateral excursive movements should the 
patient not have the will or time to undergo the movements 
of teeth. 

For the lower teeth, the patient agreed that orthodontics 
would be beneficial, however limited by the time she 
planned to be in the UK. This ultimately led to the compromise 
to focus on the upper teeth with the potential to align the 
lower teeth thereafter, which the patient understood as the 
opposite sequence to my clinical recommendation. The 
clinical impact of this is manageable with the mild crowding 
and a realistic compromise to accept for both the patient 
and myself.

Literature 
1. Ferracane, J.L., Resin composite - state of the art. Dent Mater, 

2011. 27(1): p. 29-38.
2. Pitel, M.L., Low-shrink composite resins: a review of their 

history, strategies for managing shrinkage, and clinical significance. 
Compend Contin Educ Dent, 2013. 34(8): p. 578-90.

3. Fahl, N., Jr. and R.D. Paravina, Direct composite restorations--
the ugly duckling classic. J Dent, 2013. 41 Suppl 5: p. e1-2.

4. Fahl, N., Jr., G.E. Denehy, and R.D. Jackson, Protocol for 
predictable restoration of anterior teeth with composite resins. 
Pract Periodontics Aesthet Dent, 1995. 7(8): p.13-	21.

5. Fahl, N., Jr., Predictable aesthetic reconstruction of fractured 
anterior teeth with composite resins: a case report. Pract 
Periodontics Aesthet Dent, 1996. 8(1): p.17-31.

6. Vanini, L., Light and color in anterior  composite restorations. 
Pract Periodontics Aesthet Dent, 1996. 8(7): p. 673-682.

7. Vanini, L. and F.M. Mangani, Determination and 
communication of color using the five color dimensions of teeth. 
Pract Proced Aesthet Dent, 2001. 13(1): p. 19-26.

8. Dietschi, D., Free-hand bonding in the esthetic treatment 
of anterior teeth: creating the illusion. J Esthet Dent, 1997. 9(4): 
p.156-64.

9. Dietschi, D., Layering concepts in anterior composite 
restorations. J Adhes Dent, 2001. 3(1): p. 71-80.

10. Dietschi, D., Free-hand bonding: the ultimate treatment 
modality to enhance smiles in young patients. Australasian Dental 
Practice, 2012(1): p. 150-154.

11. Baratieri, L.N., E. Araujo, and S. Monteiro, Jr., Color in 
natural teeth and direct resin composite restorations: essential 
aspects. Eur J Esthet Dent, 2007. 2(2): p. 172-86.

12. Allgeier, S., B. Hahn, and G. Krastl, Direkte 

Frontzahnrestaurationen aus Komposit. wissen kompakt, 2019. 
13(3): p. 103-114.

13. Wolff, D., Ästhetische Rehabilitation mit direkten 
Kompositrestaurationen im Frontzahnbereich. wissen kompakt, 
2013. 7(4): p. 29-40.

14. Frese, C., et al., Recontouring teeth and closing diastemas 
with direct composite buildups: a 5-year follow-up. J Dent, 2013. 
41(11): p. 979-85.

15. LeSage, B.P., Aesthetic anterior composite restorations: a 
guide to direct placement. Dent Clin North Am, 2007. 51(2): p. 
359-378.

16. Mackenzie, L., et al., Direct anterior composites: a practical 
guide. Dent Update, 2013. 40(4): p. 297-308.

17. Okuda, W.H., Minimally invasive dentistry and its impact 
on esthetic restorative dentistry. Gen Dent, 2013. 61(5): p. 24-6.

18. Brackett, M.G., et al., The effect of light curing source on the 
residual yellowing of resin composites. Oper Dent, 2007. 32(5): 
p.443-50.

19. Cook, W.D., Photopolymerization kinetics of dimethacrylates 
using the camphorquinone/amine initiator system. Polymer, 1992. 
33(3): p. 600-609.

20. Ardu, S., et al., Influence of water sorption on resin composite 
color and color variation amongst various composite brands with 
identical shade code: an in vitro evaluation. J Dent, 2011. 39 
Suppl 1: p. e37-44.

21. Ferracane, J.L., et al., Academy of Dental Materials 
guidance-Resin composites: Part II-Technique sensitivity (handling, 
polymerization, dimensional changes). Dent Mater, 2017. 
33(11): p. 1171-1191.

22. Kamoun, E.A., et al., Carboxylated camphorquinone as 
visible-light photoinitiator for biomedical application: Synthesis, 
characterization, and application. Arabian Journal of Chemistry, 
2016. 9(5): p.745-754.

23. Sakaguchi, R.L., J. Ferracane, and J.M. Powers, Craig’s 
Restorative Dental Materials, 14th Edition. 2019, St. Louis: Elsevier.

24. de Goes, M.F., M.S. Shinohara, and M.S. Freitas, 
Performance of a new one-step multi-mode adhesive on etched vs 
non-etched enamel on bond strength and interfacial morphology. 
J Adhes Dent, 2014. 16(3): p.243-50.

25. Hanabusa, M., et al., Bonding effectiveness of a new ‘multi-
mode’ adhesive to enamel and dentine. J Dent, 2012. 40(6): p. 
475-84.

26. McLean, D.E., et al., Enamel Bond Strength of New Universal 
Adhesive Bonding Agents. Oper Dent, 2015. 40(4): p. 410-7.

27. Takamizawa, T., et al., Influence of different etching modes 
on bond strength and fatigue strength to dentin using universal 
adhesive systems. Dent Mater, 2016. 32(2): p. e9-21.

28. Wagner, A., et al., Bonding performance of universal 
adhesives in different etching modes. J Dent, 2014. 42(7): p. 800-7.

29. Lenzi, T.L., et al., Bonding Performance of a Multimode 
Adhesive to Artificially-induced Caries-affected Primary Dentin. J 
Adhes Dent, 2015. 17(2): p. 125-31.

30. Loguercio, A.D., et al., A new universal simplified adhesive: 
36-Month randomized double-blind clinical trial. J Dent, 
2015.43(9): p. 1083-92.

31. Munoz, M.A., et al., In vitro longevity of bonding properties 
of universal adhesives to dentin. Oper Dent, 2015. 40(3): p. 282-
92.

32. Willhite, C., Handout: Composite Bonding: The “Structure” 
Course, in New England Academy of Cosmetic Dentistry. 2014.

33. Fahl, N., Jr., A polychromatic composite layering approach for 
solving a complex Class IV/direct veneer-diastema combination: 
part I. Pract Proced Aesthet Dent, 2006. 18(10):p.641-645.

 INTERNATIONAL DENTISTRY – AFRICAN EDITION  VOL. 16, NO. 4  AUGUST/SEPTEMBER 2026   27

M A N H A R T




