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Introduction

Anterior diastemas can have a negative effect
on a person’s smile, and many patients improve

International Dental Research © 2013

Abstract

Aim: Diastemas can be treated using periodontal, surgical,
orthodontic, or prosthetic procedures. Composite laminate veneers
can be applied to reduce or eliminate diastemas and represent a
good aesthetic non-invasive alternative for these patients. This study
presents the treatment results of 10 patients with diastemas between
the anterior teeth of the maxilla and mandible with composite
veneers.

Methodology: Ten patients with diastemas between the anterior
maxillary and mandibular teeth complaining of esthetic problems
were treated at the Department of Operative Dentistry, University of
Dicle. The periodontal health of the patients was acceptable and no
caries were detected. Patients were informed of the treatment
choices and composite resin veneers were selected as the better
approach for each case. The presence of a diastema causes esthetic
problems, especially in adolescents. Prosthetic and conservative
methods are usually used to treat diastemas because these
approaches are minimally invasive. The direct laminate technique has
the advantages of low cost, treatment reversibility, and easy repair of
the restoration intraorally. The direct composite laminate technique
has become more effective because of improvements in adhesive
dentistry.

Conclusion: This study describes a direct composite laminate
technique for the restoration of the anterior teeth of 10 patients with
diastemas. These restorations were conservative and provide an
inexpensive, one-visit aesthetic treatment for anterior teeth.

(Int Dent Res 2013;2(3):67-74)

their appearance with either orthodontic treatment
or restorative bonding of veneers, crowns, or
composite resins. Increasing patient demand for
optimal aesthetics has resulted in the extensive
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utilization of composite resin bonding in the anterior
region because it involves less invasive procedures.
To achieve a successful directly bonded
restoration,the dentist must have broad knowledge
of adhesive dentistry, which involves the
manipulation of composite resins,  proper
preparation, and an understanding of the optical
properties of the natural tooth and their relationship
to anatomical morphology. Composite resin bonding
to close a diastema is a conservative, relatively
inexpensive technique to correct the smile and is
often carried out in a single visit in many dental
practices (1).

A diastema is a space between two teeth. Many
mammal species have diastemas as a normal
feature, most commonly between the incisors and
molars (2). A diastema can result from differences in
the dental dimensions and spaces in the dental arch.
Dental loss and the passive eruption of teeth can
cause diastemas that can be treated with

periodontal, surgical, orthodontic, or prosthetic
procedures (3). Fixed dental prostheses are
preferred when treating patients with such

anomalies, although the disadvantages of tooth
preparation, the cost of the restoration, and time for
fabrication sometimes lead the clinician to try
another type of restoration. Composite laminate
veneers are an alternative for these patients (4).
This study presents the treatment of diastemas
between anterior maxillary and mandibular teeth
with composite veneers.

Case Series

Ten patients with diastemas between maxillary
and mandibular teeth with aesthetic complaints
were treated at the Department of Operative
Dentistry, University of Dicle. A detailed dental and
medical history was obtained from the patients. The
periodontal health of the patients was acceptable,
and no caries were detected. The patients were
informed of the treatment choices for their
diastemas and composite resin veneers were
selected as the better approach for each case. All
diastemas were treated following the same steps.
The first step was periodontal treatment and then
color shading was performed with a Vita Easy Shade
spectrophotometer (Vita Zahnarzt, Almanya). The
dimensions of the space and the teeth near the
space were measured. The enamel surfaces of the
teeth were etched with 35% orthophosphoric acid
(Scotchbond; 3M ESPE, St. Paul, MN, USA) for 60 s
and then rinsed with water. Primer was applied in
two coats and left undisturbed for 20 s; then, the
solvent was evaporated for 10 s. Bonding was
applied twice, spread using a gentle stream of oil-
free air for 2 s (Clearfil SE Bond; Kuraray, Osaka,
Japan), and polymerized for 10 s using a light-
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emitting diode (LED) light-curing unit (Elipar
Freelight, 3M ESPE, Germany). Then, the composite
resin (Clearfil Majesty Esthetic; Kuraray, Osaka,
Japan) was applied and polymerized for 20 s.
Finishing was performed using abrasive discs (Sof-
Lex, 3M ESPE, St. Paul, MN, USA). After finishing the
first restoration, the second restoration was

completed following the same steps. All treated
patients were informed about proper oral hygiene
and were followed every 6 months.

Figure 1la. The appearance of case 1with
diastemata between upper central incisors before
treatment

Figure 1b. The appearance of case 1with
diastemata between upper central incisors after
treatment

Figure 2a. The appearance of case 2 with
diastemata between lower incisors before treatment

IDR — Volume 2, Number 3, 2013



Bahsi et al.

Laminate Veneer Technique for Diastema Closure

Figure 2b. The appearance of case 2 with
diastemata between lower incisors after treatment

Figure 3a. The appearance of case 3 with
diastemata between lower central incisors before
treatment

Figure 3b. The appearance of case 3 with
diastemata between lower central incisors after

treatment

The appearance of case 4 with

Figure 4a.
diastemata between both upper and lower central
incisors before treatment
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Figure 4b. The appearance of case 4 with
diastemata between both upper and lower central
incisors after treatment

Figure 5a. The appearance of case 5 with
diastemata between upper central incisors before
treatment

i

Figure 5b. The appearance of case 5 with
diastemata between upper central incisors after
treatment
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Figure 6a. The appearance of case 6 with
diastemata between lower incisors before treatment

Figure 6b. The appearance of case 6 with
diastemata between lower incisors after treatment

Discussion

The effective control of dental plaque is an
Recently, the physical and optical properties of
composite resins have been developed to the point
where they often represent a first-line therapeutic
approach. The indications for the use of composite
resin procedures have increased and include
fractured, discolored teeth, diastema closure,
correcting shape, and malpositioned teeth (5).

The presence of a diastema causes esthetic
problems, especially in adolescents. Prosthetic and
conservative methods are usually used to treat
diastemas, especially because these approaches are
minimally invasive. The direct laminate technique
has the advantages of low cost, treatment
reversibility, and easy repair of the restoration
intraorally (6). In this study, composite laminates
were preferred for restorations because of their low
cost, good aesthetics, and repairability (Figs. 1-10).

Freehand direct resin composites provide an
aesthetic, conservative approach for diastema
closure and should be part of the armamentarium of
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every cosmetic dentist. By applying a step-by-step
approach to diastema closure when using direct
resin composites, the practitioner has the
opportunity to incorporate shade selection, tooth
preparation, material selection, composite layering,
material blending, proper gingival contouring, and
polishing to close diastemas in a predictable,
efficient manner in daily practice (7).

Diastema closure with a direct composite resin
challenges our artistic and technical abilities and
calls on our knowledge of the smile design principles
of proportion, symmetry, harmony, and tooth
morphology (8,9). Diastema closure is a frequently
sought technique-sensitive cosmetic procedure,
which if performed correctly, enhancing dental-facial
aesthetics, and can result in psychological and social
benefits to our patients (10).

Although composite resins are esthetic and
easy to manipulate, they have some undesirable
properties, such as staining, microleakage, low
abrasion resistance, and plaque accumulation, so
they are more appropriate to use for anomalies
limited to enamel and as provisional restorations (4).
Increasing the particle size of the resin by
decreasing the proportion of organic filler matrix can
decrease the change in color (11). Hybrid composite
resins were used in this study because they have
good mechanical resistance and good esthetics
(12,13). The direct composite laminate technique
has become more effective because of
improvements in  adhesive  dentistry. Most
manufacturers of dental adhesives offer both total-
etch and self-etch adhesives. The strongest bonding
to enamel is obtained with total-etch adhesives (14),
while two-step self-etch adhesives perform better on
deep and superficial dentine in the presence of
humidity. In our patients, the total-etch approach
was followed using a self-etch adhesive to obtain
better bonding to enamel (15).

Figure 7a. The right side appearance of case 7 with
diastemata between upper and lower teeth before
treatment.
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Figure 7b. The left side appearance of case 7 with
diastemata between upper and lower incisors before Figure 7e. The right side appearance of case 7 with

treatment. diastemata between upper and lower incisors after
treatment

Figure 7c. The front side appearance of case 7 with
diastemata between upper and lower teeth before
treatment

Figure 7f. The front side appearance of case 7 with
diastemata between upper and lower teeth after
treatment

Figure 7d. The right side appearance of case 7 with
diastemata between upper and lower teeth after
treatment

Figure 8a. The appearance of case 8 with
diastemata between upper teeth before treatment
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Figure 8b. The appearance of case 8 with
diastemata between upper teeth after treatment.

Figure 9a. The appearance of case 9 with
diastemata between upper and lower teeth before
treatment

Figure 9b. The appearance of case 9 with
diastemata between upper and lower teeth after
treatment
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Figure 10a. The right front side appearance of case
10 with diastemata between upper and lower teeth
before treatment

Figure 10b. The right side appearance of case 10
with diastemata between upper and lower teeth
before treatment

Figure 10c. The left side appearance of case 10
with diastemata between upper and lower teeth
before treatment
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Figure 10d. The front side appearance of case 10
with diastemata between upper and lower teeth
after treatment.

Figure 10e. The right side appearance of case 10
with diastemata between upper and lower teeth
after treatment

Figure 10f. The left side appearance of case 10
with diastemata between upper and lower teeth
after treatment.
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If composite resins are placed incorrectly,
difficulty flossing, increased plaque retention, and
gingival irritation can affect the patient’s periodontal
health and the tooth-restorative margin can develop
microleakage and caries (16,17). Increasingly, the
medical and dental literature mentions a possible
relationship between periodontal and systemic
health (18,19). Care must be taken to ensure that
we decrease the potential of gingival irritation and
inflammation in our restorative procedures (20).

Composite resins have very good physical
features, marginal integrity, and aesthetics (21,22).
Compared with ceramic restorations, resin
composites do not cause abrasion of antagonist
teeth and do not have an unrepairable fracture
potential (21-23). Comparing this method with the
indirect method, the advantage of this method is
that it allows different treatment methods in the
future. Compared with other restorative materials,
the important advantages of composite resins are
their aesthetics, no risk of mechanical performance
change, and possibility of intraoral repair (21).

Conclusion

This clinical report describes a direct composite
laminate technique for restoring the anterior teeth of
ten patients with diastemas. These restorations are
conservative and enable a one-visit aesthetic
treatment alternative for anterior teeth. A direct
composite laminate technique might be an important
treatment choice compared with fixed dental
prostheses.
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