
SUMMARY
The purpose of this study was to report the 2-year clinical evaluation 

of the use of a gingiva-coloured composite, Amaris Gingiva, (Voco, 
Germany) for restoration of cervical defects on permanent human teeth. 
The study included 16 patients with 128 restorations of cervical lesions 
arisen as a result of either gingival recession or worn root dentin. They 
were complaining from non-aesthetic appearance and hypersensitivity to 
cold. The old restorations were replaced or all defects were treated with 
the gingiva-colour composite at corresponding gingival areas, while rest of 
the cavities were filled with a pre-polymerized micro-hybrid tooth-coloured 
composite (Amaris, Voco, Germany). These combined restorations were 
evaluated by 2 examiners at baseline, 6, 12 and 24 month intervals using 
USPHS criteria for colour stability, marginal discolouration, marginal 
adaptation, caries, anatomic form, surface texture, sensitivity and retention. 
The changes in parameters were assessed by Wilcoxon signed rank test at a 
significance level of 0.05.

117 restorations were reported with good retention in oral cavity at 
a 2-year recall. 2 restorations of the same patient were lost at the second 
month and scored as Charlie at the end of the study and lasted with 
prosthetic restorations. 7 restorations of other 4 patients were lost at fourth 
and tenth months and scored as Charlie at the end. The restorations were 
repeated for 3 patients and still survived by the end of a 2-year recall. 95 
restorations were evaluated as excellent for colour match at 2-year recall. 
The restorations were scored as 9 Bravos and 4 Charlie for marginal 
discolouration, 7 Bravos for marginal adaptation and 5 Bravos, for 
anatomic form at the end of a 2-year recall (p<0.05). 

It appears that Amaris Gingiva as a gingiva-coloured composite seems 
an acceptable treatment choice for cervical defects with recessed gingiva, 
under the conditions of this longitudinal clinical study.
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Introduction

Tooth wear is a common problem; estimates of its 
prevalence indicate that up to 97% of the population are 

affected, with about 7% exhibiting pathological degrees 
of wear that may require treatment1. The term tooth wear 
is used to describe the processes of erosion, attrition and 
abrasion, although the effect of just 1 factor, most notably 
erosion, is often dominant2. In a clinical situation it is 
often difficult to determine the part played by a specific 
causative factor in a single patient demonstrating tooth 
wear3,4. Defects mostly affect premolars and canines. 
Periodontal disease, aging or habitually exposed root 
surfaces are the results of these defects. Gingivitis, 

1   This study was sponsored by the Marmara University 
Scientific Research Committee and presented at the PEF 
IADR Conference, Barcelona, 2010.
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sensitivity at the cervical area, V-shaped defects and root 
caries are clinically observed disorders. Gingival tissue 
recession will cause dentinal exposure, followed by a 
primary caries, erosion and/or abrasion. Clinically, these 
cases should be restored as fast as possible5-7.

The width of keratinized gingival tissue, distribution 
of the defects in horizontal and vertical directions and 
condition of neighbouring papillae play an important 
role on the treatment plans. Recession plus the defects 
such as sensitive cervices, aesthetics, V shaped defects 
and carious lesions need to be treated meantime. Cervical 
abrasions observed in the anterior region, especially in 
canines and premolars, are the reasons for complaints 
of patients due to aesthetic problems. Most appropriate 
conservative restorative treatments for those abrasions 
are direct tooth coloured restorations. Composite resins or 
compomers are preferred besides being conservative for 
being less expensive and requiring only 1 appointment5,7,8.

Advancements in the adhesive technology made 
the restorations stronger and more aesthetic during last 
decades. Adhesively bonded composite/compomer 
materials are the most accepted for the restoration of teeth, 
with minimal invasion. However, complete application 
of a tooth coloured composite on the recessed gingival 
areas will not demonstrate an acceptable appearance. 
Coronal length will be longer than biological crown, 
meanwhile gingival lines will demonstrate different level 
compared to the adjacent teeth. Those extensive lesions 
including both hard tissue surfaces at the cervical areas 
should be restored resembling in strength and colour to 
neighbouring tissues.

There is a very few studies on clinical longevity of 
gingiva-coloured materials. Günay and Lührs9 reported 
the clinical application of a compomer, Comp Natur, 
and demonstrated some cases with 5/6 month and/or 
2/6 year recalls. There is also another published case 
report by Günay and Lührs with that compomer for 
1 year recall10. We recently send a clinical study to 
be published about the same material and its clinical 
duration for 3 years. Unfortunately there is no report on 
the combined use of composite materials with gingiva-
coloured composites, and its duration clinically. The 
most recently developed composite, named Amaris 
Gingiva, was used in the present clinical report to 
restore the large defects on cervical regions including 
both root and coronal parts; patients were evaluated at 
2-year recalls.

For the highest standards in aesthetic dentistry, 
Amaris Gingiva seems to be the only composite 
restorative material that permits chair side application 
with gingiva match shade. This new gingiva-shaded, 
composite-based restoration system facilitates individual 
shade-matching using a combination of a base shade 

(nature) with 3 mixable opaque shades in white, light and 
dark. The result is a representation of the gingiva that 
appears natural. Through this principle, behind which the 
proven With Amaris Gingiva, the high standard placed 
on the capacity of modern composites no longer has to 
end at the cervical boundary. This new material permits 
the reconstruction of the “red-white” boundary with a 
predictable result. Amaris Gingiva is also suitable for 
other indications. Reconstruction with gingiva-shaded 
composite thus represents an important extension of 
therapeutic measures after muco-gingival surgery. In 
addition, the so-called “black holes” induced by the loss 
of interdental papillae as a consequence of periodontitis 
or gingival recession may be easily treated with Amaris 
Gingiva to provide an aesthetic restoration. Amaris 
Gingiva demonstrates an extremely well modelling 
with non-dripping, non-running NDT syringe from 
the company and may be easily polished to high gloss. 
Amaris Gingiva has translucency and shade stability 
and exhibits a very low shrinkage with a high filler 
content of 80% w/w  as a modern composite. According 
to manufacturer’s claim, Amaris Gingiva provides long-
lasting, aesthetic restorations, with low abrasion values 
and high compressive and transverse strength.

This paper aimed to evaluate clinical effectiveness 
of a new composite, Amaris Gingiva, in a combined 
sandwich restoration with pre-polymerized micro-hybrid 
tooth-coloured composite (Amaris, Voco, Germany) on 
the root surface cervical defects in a 2-year clinical study. 

Material and Method

16 patients with gingival recession and worn root 
surfaces were treated by 128 restorations in this study 
(Tab.1). 

Amaris Gingiva (Voco, Germany) is a gingiva-
shade composite restorative system that includes 
various colour shades for treatment of cervical defects 
of hypersensitive teeth, especially at the anterior region 
(Fig. 1). Amaris Gingiva contains BIS-GMA, diurethane 
dimethacrylate, TEGDMA, BHT; opaquer with 
dimethacrylate, as well as BHT, light cured composite 
material. Besides polymerized bonds, there is a double 
bonded dicarbonic acid as the content. This system 
contains a self-curing adhesive, Futurabond NR, 3 
opaquers in different shades (white, light, dark), as well 
as a gingiva-shaded filling material.

The old restorations were replaced and all defects 
were treated with the gingiva colour composite at 
corresponding gingival areas, while the rest of the cavities 
were filled with a pre-polymerized micro-hybrid tooth 
coloured composite (Amaris, Voco, Germany).
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Table 1. Distribution of patients’ teeth in this clinical trial
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Figure 1. Amaris gingiva is a gingiva-shaded composite  
restorative system

Restorative Procedure
Buccal surfaces of the teeth were cleaned with 

pumice and polishing brush. Gingiva was healthy and 
adapted well on root surfaces. In the presence of caries, 
a minimal preparation was carried out to conserve as 
much intact tissue as possible. Non-carious and sclerotic 
dentinal surfaces were prepared with minimal invasion by 
rotating burs. At the gingivo-axial wall, a small groove 
was prepared by a diversion conic bur, with minimal 

invasive technique. Caries-free cervical defects were 
just cleaned with a fluoride-free paste or pumice with a 
rubber cup or rotating brush. Retraction cords (Ultrapak, 
Ultradent, Utah, USA) were useful to provide a clear 
area for the restoration. All residues from the cavity were 
removed using a water jet. Any contamination by blood 
or saliva following cleaning was avoided. Excess water 
was removed with air jet gently, so that it did not dry up 
dentine.

Dark or strongly yellow cervical areas impaired the 
shade of the filling. These cervical areas were covered 
with the enclosed opaquer system before application 
of the compomer material. The enclosed shade guide 
was an indication of the shade effect of the opaquers in 
combination with the compomer. It consisted of the 
following light-cured materials: light gingiva, dark 
gingiva, white and filling material without opaquer. 
The shade could be individually matched by mixing the 
opaquer as well.

Shallow cavities needed only application of dentin 
adhesive. In the presence of any enamel, a 1-1.5 mm 
bevel was prepared. By doing so, the preparation area was 
extended and a transient pass to the incisal direction was 
obtained. In deep cavities, a liner with a glass ionomer 
cement, which had to be applied on the dentinal surface 
nearest to the pulp tissue. Rest of the dentin was left intact 
for the adhesion.
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Table 2. The USPHS criteria by Anusavice KJ11,, Randall RC et al12 used in the clinical study 

Criteria 

Retention 

Alfa Restoration is present. 

Charlie Restoration is partially or totally missing. 

Color match 

Alfa The restoration matches the adjacent tooth structure in color, shade or translucency. 

Bravo There is a light mismatch in color, shade or translucency but within the normal range of adja-
cent tooth structure. 

Charlie There is a light mismatch in color, shade or translucency but out side of the normal range of 
adjacent tooth structure. 

Marginal discoloration 

Alfa There is no discoloration anywhere along the margin between the restoration and the adjacent 
tooth structure. 

Bravo Discoloration is present but has not penetrated along the margin in a pulpal direction. 

Charlie Discoloration has penetrated along the margin in a pulpal direction. 

Anatomic form 

Alfa The restoration is continuous with the existing anatomic form. 

Bravo The restoration is discontinuous with existing anatomic form, but missing material is not suf-
ficient to expose the dentin or base. 

Charlie Sufficient restorative material is missing to expose the dentin or base. 

Marginal adaptation 

Alfa There is no visible evidence of the crevice along the margin into which the explorer will pen-
etrate. 

Bravo There is visible evidence of the crevice along the margin into which the explorer  will penetrate 
or catch 

Charlie The explorer will penetrate the crevice and dentin or base is exposed. 

Delta The restoration is mobile, fractured or missing either in part or total.

Surface texture 

Alfa The restoration surface is as smooth as surrounding enamel. 

Bravo The restoration surface is rougher than the surrounding enamel. 

Charlie There is a crevice and fracture on the surface of the restoration. 

Secondary caries 

Alfa No caries is present at margin of the restoration, as evidemce by softness, opacity or etching at 
the margin.

Charlie There is evidence of carries at margin of the restoration. 

Postoperative sensitivity 

Alfa There is no postoperative sensitivity. 

Delta Post operative sensitivity is experienced. No need to change

Charlie Need to change immediately 
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Enamel surface was etched with a 35% 
ortophosphoric acid gel (Vococid, Voco, Germany) for 30 
seconds, washed and dried. Excess water was removed 
and adhesive system was applied both on enamel and 
dentin tissues. Bonding agent was mixed up and swept 
on the etched enamel, dentin and cement surfaces. After 
that, it was air-thinned for 5 seconds and light-cured for 
20 seconds. 1 drop of liquid A and B was dispensed and 
mixed well with a disposable brush. Mixed Futurabond 
NR to dentine and enamel was applied and massaged 
into the tooth substance for 30 s. Then, it was light-cured 
for 20 s.

Opaquer was applied on the surface to obtain a 
natural and stable colour appearance. The opaquer was 
applied on the surface and distributed as a thin layer, then 
light-cured for 20 s. In case of any insufficient covering, 
a second layer of opaquer was lined and light-cured again 
for 20 s. Opaquer gives the opportunity for colour choice. 
Thus last colour was obtained by combination of opaquer 
and chosen gingival colour. Opaquer was an important 
agent for the colour of the restoration. Therefore the 
lighter opaquer was selected according to the colour of the 
gingiva. 

The composite was applied in layers of 2 mm 
thickness maximum and light-cured. Effectiveness of the 
curing unit was measured by the radiometer (Demetron, 
Kerr) at each application. Each layer was light cured 
for 20 s with a halogen light (Bluephase C5, Ivoclar 
Vivadent, Liechtenstein); transparent cervical matrices 
(Hawe Transparent Cervical Matrices, KerrHawe, Biggio, 
Switzerland) were used.

Restorations were rated with a mirror and probe 
by 2 experienced dentists independently, at the baseline 
after 1 week following the restoration. The restorations 
were evaluated by USPHS criteria11,12 at 6, 12 and 24 
month following restoration (Tab. 2). The photographic 
records of each case were obtained at intervals 
allowing further judging the scores. Whenever there 
was a disagreement, it was resolved by consensus. The 
criterion for post-operative sensitivity was determined 
by direct questioning. Periodontal variables such as 
plaque and gingival index were also recorded13,14. 
Questionnaires were answered by the patients for 
their satisfactions about colour match, surface texture, 
chewing ability, sensitivity and pain during chewing. All 
patients were able to participate to each recall.

The evaluated variables according to USPHS criteria 
for baseline, 6, 12 and 24 months were as follows: colour 
stability, marginal discoloration, marginal adaptation, 
caries, anatomic form, surface texture, sensitivity 
and retention. SPSS software (Version 11, SPSS Inc, 
Chicago III) was used to perform the statistical analyses. 
Significance level was at p=0.05.

Results

Follow-up data were analyzed by Repeated 
Measures of ANOVA (Analysis of Variance). Tukey-
Kramer multiple comparisons test was performed when 
a statistically significant difference was found. Results 
of the follow-up data and Tukey-Kramer multiple 
comparisons test are presented in table 3. Repeated 
measures of ANOVA test results for the follow-up data 
were followed at table 4.

117 restorations were reported with “good 
retention score, Alpha” in oral cavity at 2-year recall. 2 
restorations on the same patient were lost at the second 
month, and scored as Charlie at the end of the study and 
resulted with a prosthetic restoration. 9 restorations of 
another 4 patients were lost at fourth, seventh and tenth 
months and scored as Charlie at the end of the study. 
Restorations were repeated for 3 patients, and then still 
survived at the end of a 2-year recall. However that 
loss was statistically significant (p=0.049). Moreover, 
retention loss was 8.6%.

84 restorations were evaluated as excellent for colour 
match at the 2-year recall. The restorations were scored as 
9 Bravos, 4 Charlie for marginal discoloration, 7 Bravos 
for marginal adaptation and 5 Bravos, for anatomic 
form at the end of the 2-year period (p<.05). Only 
retention rate, colour match, caries, surface texture and 
postoperative sensitivities were significant (Tab. 4).

Patient 1 
A 54 year-old female patient had worn root surface 

on the mandibular left lateral incisor, canine, first and 
second premolars, besides periodontal problems on those 
teeth (Fig. 2). She was mainly complaining with her 
non-aesthetic appearance and sense of hypersensitivity. 
The clinical examination demonstrated a sense of 
hypersensitivity to probe, air spray and water.

Dentin was prepared with a stainless steel round bur. 
Then retraction floss was applied subgingivally (Fig. 3). 
The opaquer was applied on the surface and distributed 
as a thin layer (Fig. 4). It was light-cured for 40 s. All 
defects were treated with gingiva-coloured composite 
at corresponding gingival areas of each root and the rest 
of the cavities were filled with a pre-polymerized micro-
hybrid tooth-coloured composite. Figure 5 demonstrates 
transparent cervical matrices (Kerr Hawe, Switzerland). 
Figure 6 illustrates the buccal view of the restorations 
at baseline, and figure 7 demonstrates restorations at the 
2-year recall. 

Patient 2 
A 55 year-old male patient with gingival recession, 

worn root on mandibular right canine, first and second 
premolars, molars, maxillary right lateral incisor, 
canine, first premolar (Fig. 8), mandibular left lateral 
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incisor, canine, first and second premolars, maxillary 
incisors, canine, first premolar (Figs. 9 and 10) came 
to the Department of Operative Dentistry at Marmara 
University. Mandibular and maxillary right extensively 
worn teeth were treated with the gingiva-coloured 
composite at corresponding gingival areas and the rest of 
the cavities were filled out with the composite. Figures 
11 and 12 demonstrate buccal view of the restorations at 
baseline. Figures 13 and 14 illustrate the restorations at 
the 2-year recalls.

Patient 3 
A 85 year-old male patient with gingival recession, 

worn root on maxillary right canine, second premolar, fist 
and second molar. Retraction cords (Ultrapak, Ultradent, 
Utah, USA) were used to provide a clear area for the 
restorations (Fig. 15). Extensively worn teeth were treated 
with the gingiva-coloured composite at corresponding 
gingival areas and the rest of the cavities were filled 
out with the composite. Figure 16 demonstrates the 
restorations at the 2-year recall.

 Table 3. Distribution frequency of the scores for the evaluated USPHS criteria of restorations

Cervical Restorations (n=128) Tukey-Kramer Test
p

Baseline 6 month 
follow-up

12 month 
follow-up

24 month 
follow-up

Baseline
6 month

Baseline
12 month

Baseline
24 month 

6-12 
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Retention 128 - - 126 - 2 124 - 4 117 - 11 p>0.05 p>0.05  p<0.05* p>0.05 p>0.05 p>0.05

Color Match 128 - - 114 12 - 98 26 - 84 33 - p>0.05 p<0.001* p<0.001* p>0.05 p<0.05* p>0.05

Marginal  
Discoloration 128 - - 123 - 3 113 7 4 104 9 4 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05

Marginal  
Adaptation 128 - - 126 - - 118 6 - 110 7 - p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05

Surface 
Texture 128 - - 126 - - 117 7 - 110 7 - p>0.05 p>0.05 p<0.001* p>0.05 p<0.001* p<0.05*

Caries 128 - - 126 - - 124 - - 117 - - p>0.05 p>0.05 p<0.001* p>0.05 p<0.001* p<0.05*

Anatomic 
Form 128 - - 126 - - 121 3 - 112 5 - p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05

Postoperative 
Sensitivity 128 - - 103 23 - 118 6 - 117 - - p<0.001* p>0.05 p<0.01* p<0.001* p<0.001* P<0.01

Table 4. Repeated measures of ANOVA test results 

USPHS Criteria F p

Retention 2.643 0.0490 (ns)

Colour Match 10.733 < 0.001 (ss)

Marginal Discoloration 1.428 0.2342 (ns)

Marginal Adaptation 0.7021 0.5513 (ns)

Surface Texture 8.306 < 0.001 (ss)

Caries 8.306 < 0.001 (ss)

Anatomic Form 1.000 0.3928 (ns)

Postoperative Sensitivity 23.708 < 0.001 (ss)

ss: statistically significant;   ns: statistically non-significant
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Figure 2. Patient 1 - a buccal view of worn root surface on mandibular 

left lateral incisor, canine, first and second premolars

Figure 3. Patient 1 - retraction floss applied subgingivally following 

removal of carious dentin

Figure 4. Patient 1 - the opaquer was applied on the surface and 
distributed as a thin layer

Figure 5. Patient 1 - The composite applied in layers of 2 mm thickness 
maximum and light-cured. Each layer was light cured for 20 s with a 

halogen light, with transparent cervical matrices used

Figure 6. Patient 1 - a buccal view of the restorations at baseline Figure 7. Patient 1 - a buccal view of the restorations at the 2-year recall
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Figure 8. Patient 2 - a buccal view of worn root on mandibular right 
canine, first and second premolar, molar, maxillary right lateral incisor, 

canine and first premolar

Figure 9. Patient 2 - a buccal view of worn root mandibular left lateral 
incisor, canine, first and second premolars

Figure 10. Patient 2 - a buccal view of worn root maxillary central and 
lateral incisors, canine and first premolar. Retraction floss was applied 

subgingivally

Figure 11. Patient 2 - a buccal view of mandibular right restorations at 
baseline and maxillary right worn teeth

Figure 12. Patient 2 - mandibular and maxillary right restorations  

at the 6-month recall

Figure 13. Patient 2 - a buccal view of the restorations at the 

2-year recall
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or abfraction5. Most composite materials were not used in 
longitudinal clinical studies except in a few studies15,16. 

Van Dijken15 had stated that it was important to do 
same clinical evaluations on new dental materials before 
any marketing. This way almost an equal evaluation 
would be processed for the subject restorations. Demirci 
et al16 evaluated a polyacid modified resin composite in 
Class 5 carious lesions at 3 years. They found a 92.4% 
retention rate in composite restorations. Our study 
evaluated the composite material (Amaris gingiva) at in 
vivo clinical conditions using USPHS criteria. Actually 
the present study not only evaluated the gingiva-coloured 
composite material, but also the composite on the coronal 
sides of Class 5 cavities, with a retention rate of 91.4% 
(Tab. 3). However, retention loss, which was 8.6% in 
this study, should be taken into consideration for the 
stability evaluation of restorations. It was observed that 9 
restorations were lost in 4 patients at fourth, seventh and 
tenth months in our study. The loss might be related to the 
material or the patients. The patients might have bruxism 
or clenching habits which might not be mentioned at the 
initial examination. Meanwhile the compomer may not 
be successful on the cavity preparations, it might play an 
important role on the retention. 

Clinical evaluation of the Class 5 restorations has to 
be seen clearly to determine the amount of defects. Since 
the area of restorative material covers the whole cavity, 
it will play an important role on retention, colour match, 
marginal discoloration, etc. The larger the surface area the 
more shrinkage possibility occurs. Besides, larger surface 
of the cavity means much enamel and dentinal tissue loss 
on both coronal and root areas. Therefore, comparing 
clinical Class 5 restorations is not appropriate since the 
amount of defects is not the same and routine. Due to big 
differences that could be observed among the defects, our 
suggestion is that reports should contain at least 1 picture 
of clinical demonstration.

The paper by Reis and Loguercio17 evaluated 
the cervical defects according to their shape, cervico-
insisal height and degree of sclerotic dentin. They did 
not prepare any cavity just to evaluate the bonding 
agent itself. We only did bevelling on enamel surface of 
the defects; rest of the cavity was on dentin/cementum 
tissue with no preparation. Actually the defects were so 
large in occluso-gingival direction. This causes more 
deflection on the occlusal movements. Besides, in order 
to fulfil this area, 2 restorative materials were applied and 
connected together, which exposed more compressive 
and flexural strength under occlusal forces. Günay and 
Lührs9 suggested a compomer material, Comp Natur, 
to be used for patients older age, or with dental fear, or 
under general or local risk factors, or for Class 3 and 4 
recessions, with questionable prognosis of the surgery. 
They reported successful results at 5 months, 2 and 6-year 
recalls with few patients. They prepared a chamber style 
cavity design to hold the compomer more. We did not 

Figure 14. Patient 2 - mandibular and maxillary right restorations at the 
2-year recall

Figure 15. Patient 3 - a buccal view of worn root on  
maxillary right canine, second premolar, first and second molar. 

Retraction cords applied

Figure 16. Patient 3 - a buccal view of restorations at the 2-year recall

Discussion

High occlusal loadings cause heavy cervical 
concentrations of stress, resulting with the disruption of 
the bonds between hydroxyapatite crystals on both enamel 
and dentin tissues at the cervical areas. Eventual loss of 
cervical enamel occurs as non-carious cervical tooth loss 
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prepare any retention aid on the cavities in our study. 
Failure of the restoration as “aesthetic sandwich method” 
in our study was 2, as Charlie, at 3rd month, 4 at 6 month, 
and 11 at 2-year as retention criteria. It was interesting 
that when there was a failure, both restorations, composite 
and gingiva-coloured, were lost together. That might be 
the result of good adhesion between 2 composites. Loss 
of each one might have caused the loss of support against 
occlusal forces.

Retention loss was statistically important between 
baseline, 6, 12 and 24 months (p=0.0490). This loss 
was rated as 8.6% for the 2-year recall. Application of 
retraction cord for the restorations prevented the cavity 
from moisture by sulcular liquid. This is an important 
stage during polymerization of the composites. Colour 
match seems a little problem for the composite used. 
Alpha score was 65.63% for colour match, while 25.78% 
for Bravo. In clinical use, we noticed that opaquer use 
may need some experience from colour match point 
of view. Although it was found statistically significant 
(p<0.0001), there was not a new caries progress since 
the lost restorations were recorded as 117 in number 
when compared with baseline. Surface texture results 
were 5.98% not in good shape. Since it was a combined 
restoration, plaque might be an important issue. No 
postoperative sensitivity was reported at the remaining 
117 restorations.

This study presented the combination of an 
aesthetic Class 5 sandwich restoration method.  Since 
coronal surface of these cervical cavities had to have 
a tooth colour and cervical region needed the gingival 
appearance, the composite and gingiva-coloured 
composite was combined in a Class 5 cavity preparation 
and we called it as an aesthetic sandwich method.

Conclusion

Under the conditions of this 2-year clinical trial, 
although retention needs to be increased with some 
cavity modification, colour match may be monitored 
with more opaquer and warning with hard toothbrushing 
might be monitored. It seems that Amaris gingiva, as a 
gingiva-coloured composite material, is a promising and 
an acceptable treatment choice for those cervical defects 
extending on root dentin with recessed gingiva. 
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