Clinical Evaluation of Posterior Composite
Restorations in Endodontically Treated Teeth

Abstract
Objective: The purpose of this study was to evaluate the two year clinical performance of posterior composite
restorations in endodontically treated premolars and molars using a hybrid composite (Filtek Z-250, 3M ESPE)
and a total etch bonding system (Single Bond, 3M ESPE).
Method and Materials: Thirty-nine class II restorations in endodontically treated premolars (n=11) and molars
(n=28) of 27 patients (14 female, 13 male, mean age 36.51) in 16 maxillar and 23 mandibular teeth were
placed by one operator. Restorations were evaluated by two experienced investigators at baseline, 12 months,
and 24 months according to the modified United States Public Health Service (USPHS) criteria that included
retention, color match, marginal discoloration, secondary caries, anatomic form, marginal adaptation, and
surface texture. All restorations were able to be evaluated at baseline, 12 months, and 24 months.
Results: Paired samples t-test showed only marginal discoloration showed a statistically significant difference
(p<0.05) at the end of 24 months, and no other significant differences were observed for the other variables
examined over the duration of the study. None of the restored teeth showed periapical pathology at the end of
24 months.
Conclusion: At two years, limited deterioration in marginal discoloration was detected. The clinical
performance of posterior composite restorations in endodontically treated teeth using Filtek Z250 was found
clinically acceptable after two years.
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Introduction
The strength of an endodontically treated tooth
is directly related to the amount of the remaining
tooth structure.1 Endodontic procedures had only
a small effect on tooth strength.2 Rather, caries,
trauma, iatrogenic factors, location, and shape of
the endodontic access and post space preparation
causes reduction in the relative stiffness and
weakens endodontically treated teeth.3 Cuspal
deflection increased with the extension of cavity
preparations and was greatest when endodontic
access was incorporated into the preparation.4
Teeth with mesioocclusodistal (MOD) preparations
accounted for the lowest compressive strength,
whereas endodontically treated teeth with canal
access only showed similar fracture resistance as
compared to unaltered natural teeth.5

of restorative dentistry, together with ongoing
progress in adhesive dentistry, created new
opportunities for the restoration of endodontically
treated teeth.1 Documentation regarding the
use of various direct restorative materials and
techniques in compromised teeth showed good
prognosis in vitro.12,13,14 In these studies, adhesive
composite restorations were found to be superior
to amalgam.2,13 Composite resin restorations have
been suggested for the restoration of a non-vital
tooth by only replacing the missing tooth tissue as
the adhesive system can reinforce the remaining
tooth structure.13
Extensive composite restorations in
endodontically treated teeth are frequently placed
in routine practice in some dental schools.15
However, there is only limited information in the
literature regarding the clinical performance and
survival rate of direct composite restorations
in endodontically treated teeth without posts
and crown coverage. Endodontically treated
posterior teeth restored with amalgam16 or selfcured and light-cured resin composite17 without
crown coverage or post placement have been
studied, retrospectively. It has been reported
no statistically significant difference was found
between teeth restored with mesioocclusal/
distoocclusal amalgam (MO/DO) teeth and
pooled MO/DO plus mesioocclusodistal (MOD)
resin restored teeth, whereas teeth with MOD
amalgam restorations had a higher failure rate
than was found for resin restored teeth. If a
fracture occurred, the teeth restored with resin
composite failed less catastrophically and was
more easily re-restored than teeth restored with
amalgam.16,17 Newer composite resins have
increased strength owing to a higher filler content,
an improved filler technology, modifications in
the organic matrices, and a greater degree of
polymerization which improves their mechanical
and physical properties.18 These developments
in filler technology and formulation in the resin
matrixes resulted in changes in the reasons for
restoration replacement, as well as the increasing
trend to insert composite restorations in stressbearing areas of posterior teeth.19 Short-term
laboratory studies provide some information
about the physical properties of new materials.
However, long-term clinical studies provide further
information regarding the performance of these

The restorative techniques used for an
endodontically treated tooth is often described
in prosthetic terms such as prefabricated or
custom-made post and cores and full crowns
and in restorative terms such as amalgam,
reinforced glass-ionomer cements or composite
restorations, supported by pre-shaped posts
cemented in the endodontic space.6 The choice
of restoration to be used is determined by the
volume of tissue loss and form of the endodontic
access.1 However, post and core restorations
are the recommended treatment option7,8 based
on the view all endodontically treated teeth
should be crowned.7,8,9 Posterior teeth function
mainly in compression, therefore, the benefit of
a post is limited.1 Furthermore, post placement
was often found to be the primary cause of root
fracture10, and the preparation of the post space
markedly weakened the endodontically treated
tooth.11 Trends towards less invasive forms
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materials over an acceptable time period and
their cost-effectiveness.20 Therefore, the purpose
of this study was to evaluate the two year clinical
performance of posterior composite restorations
in endodontically treated premolars and molars
using a hybrid composite (Filtek Z250, 3M ESPE)
and a total etch adhesive system (Single Bond,
3M ESPE).

infection were placed by one operator. After
performing local anesthesia, the root canals were
shaped using the crown-down technique under
copious irrigation of 5.25% sodium hypochlorite
(NaOCl). Final irrigation was accomplished with
saline. The root canals were obturated using
the cold lateral condensation technique. AHPlus (Dentsply De Trey, Konstanz, Germany)
was used as a sealer. After endodontic therapy,
all of the teeth were temporarily restored with
zinc phosphate cement (Kulzer, Germany) for
one week. Enamel margins of the cavities were
not beveled, and placement of the restorations
were done using the incremental filling technique
using metal matrices under cotton role isolation.

Method and Materials
Thirty-nine class II restorations in endodontically
treated premolars (n=11) and molars (n=28)
of 27 patients (14 female, 13 male, mean age
36.51) in 16 maxillar and 23 mandibular teeth
without the presence of preoperative periapical

Table 1. Modified USPHS criteria.
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Table 2. Results for USPHS criteria (%) for composite restorations at baseline and each recall.

The dentin and enamel of the teeth were treated
with 35% phosphoric acid for 15 seconds and
rinsed thoroughly with water. Excess water was
removed with an air syringe and then dentin
was blotted with a cotton pellet to keep it slightly
moist. Single Bond (3M ESPE) adhesive was
applied in two coats to the moist dentin and
dried enamel surfaces then polymerized for 10
seconds using a light-curing unit (PolyLUX II,
KaVo, Germany) with the intensity at 600 mW/
cm2. The cavity filling started with the proximal
segment of the preparation, and each of the
resin composite (Filtek Z250, 3MESPE, St. Paul,
MN, 55144, USA) increments (2 mm thick or
less) was light cured for 20 seconds. Finishing
of the restorations was done with 40 and 15
µm diamond burs, polishing disks, and strips
(Sof-Lex, 3M ESPE, St. Paul, MN, USA). At the
one year and two year recalls, the restorations
were initially examined to determine clinical
acceptability and were then assessed using
the codes and the United States Public Health
Service (USPHS) criteria21 that included retention,

color match, marginal discoloration, secondary
caries, anatomic form, marginal adaptation, and
surface texture (Table 1). Two experienced
investigators undertook the recall evaluations,
seeing each patient independently; any
discrepancy between examiners was resolved
before the patient was dismissed. In addition an
occlusal view photographic record was made for
each restoration. Periapical radiographs were
taken at baseline and recall periods.
Results
Paired samples t-test indicated only marginal
discoloration showed a statistically significant
difference (p<0.05) at the end of 24 months
(Table 2), and no other significant differences
were observed for the other variables examined
over the duration of the study (Figures 1 and 2).
None of the restored teeth showed either
secondary caries or periapical pathology at the
end of 24 months (Figures 3 and 4).
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Figure 1. Clinical appearance of the
composite restorations in mandibular
first and second molars at baseline (a)
and 24 months (b). The restoration in the
first molar was clinically rated “Bravo” for
the criteria marginal discoloration, color
match and “Alpha” for the other examined
variables.

Figure 2. Clinical appearance of the
composite restoration in mandibular first
at baseline (a) and 24 months (b). The
restoration in the first molar was clinically rated “Bravo” for the color match at
baseline and 24 months and “Alpha” for
the other examined variables.

Figure 3. Periapical radiograph of the
composite restoration in mandibular first
and second molars (Figure 1b) at 24
months.

Figure 4. Periapical radiograph of the
composite restoration in mandibular first
molar (Figure 2b) at 24 months.

considered more reliable.22 They follow the
same individuals over time and offer the best
opportunity for analyzing reasons for change. In
this study, to achieve the demands for mediumterm longitudinal studies, a two year observation
period with a 12 month intermediate examination
was chosen.23 The modified USPHS rating
system21 is designed to reflect absolute differences
(acceptable/unacceptable) and, therefore, the

Discussion
Restorative materials can be clinically tested
by various methods, such as cross-sectional
studies, longitudinal studies, or clinically controlled
experiments. Cross-sectional studies are most
frequently found in the literature because they
are relatively simple to carry out and provide fast
results. However, long-term longitudinal studies
under controlled standardized conditions are
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The manufacturer claimed with the new resin
system of higher molecular weight and filler
content (zirconia/silica particles 60% of volume
with a mean particle size of 0.6 µm), Filtek Z250
yielded fewer double bonds to cross-link so the
resin is cured more efficiently.28 In this study all of
the restorations were scored Alpha for anatomic
form at one year recall; only three restorations
(8%) were scored Bravo at two year recall,
whereas surface texture showed a high number
of Alpha scores (95%). This result is consistent
with the study of Wilson et al.29, which showed a
high number of Alpha scores for anatomic form
and surface roughness for posterior composite
restorations with Filtek Z250 at one-year.

scores have direct clinical implications.24 It should
be mentioned restorations rated Alpha and Bravo
were clinically acceptable. Differences between
Alpha and Bravo scores were only in degrees,
whereas those restorations rated Charlie had
undergone an essential change. Patients
included in the study had good oral hygiene
and no clear indication of any parafunctions.
Antagonistic contacts of the teeth were with either
enamel or composite restorations. All restorations
were placed by one operator to prevent the
variations in preparation designs, finishing, and
polishing procedures among clinicians.

This result may be explained by the high
microhardness and lower polymerization
shrinkage of Filtek Z250 when compared with
various types of composite resins.30 Composites
wear more rapidly than enamel31, however, the
favorable antagonist for composite restorations
is still intact enamel.32 Therefore, patient
selection was performed under strict criteria that
antagonistic contacts of the restorations should
be with either enamel or composite restorations.
The size of the restoration as well as the location
of the restored tooth affects clinical wear of the
composites. As the surface area and length
of cavosurface margins increase and the more
posteriorly a tooth is located, the more wear
on the composite resins.33,34 In clinical studies,
the most wear occurred in the first five years.35
Therefore, two years observation time may not be
long enough to assess the wear characteristics of
a composite as a posterior restorative material36,
especially in such cases where the size of the
restoration is large. Further evaluation of the
restorations is needed to justify whether they will
maintain their success.

Insufficient wear resistance resulting in loss of
anatomic form and interproximal contacts with
general degradation were the main problems of
direct composite restorations in the 1970’s and
early 1980’s.25 For the achievement of optimum
physical and mechanical properties of composite
resins, manufacturers changed the composition
of the resins by increasing the volume of filler
particles, varying the size and type of particles,
altering the chemistry of resin matrix, and
increasing the molecular weight.26,27
The test material Filtek Z250 (3M ESPE, St. Paul,
MN, 55144, USA) used in this study is a hybrid
composite that has been modified to exhibit
lower polymerization shrinkage, higher fracture
toughness, and superior curing characteristics
when compared to its predecessor, Z100 (3M
ESPE). The resin system in Filtek Z250 has been
modified by eliminating the Bis-GMA content and
reducing the amount of TEGDMA; the new resin
consists of UDMA and Bis-EMA(6) plus a small
amount of TEGDMA.

Two year findings revealed a similar incidence of
limited deterioration in marginal adaptation. Only
five restorations (13% rated Bravo) showed slight
marginal discoloration (Figures 1a, 1b) and only
two of them (5%) were assessed as Bravo for
marginal adaptation (Table 1). Incremental filling
technique37 as well as low configuration factor38
may optimize the damaging polymerization
shrinkage stresses and maintain a satisfactory
restoration adaptation. Color match of the

6
The Journal of Contemporary Dental Practice, Volume 7, No. 2, May 1, 2006

restorations were excellent, only two restorations
were rated Bravo at the baseline (Figures 3a, 3b)
and three restorations at the 24 months recall
(Figures 1b, 3b).

In recent years indications for the use of direct
composite systems expanded enormously.48
Tooth structure saving restorations in teeth
including larger defects can also be restored with
direct composite restorations. These restorations
may be considered an alternative to indirect
restorations, including onlays and partial crowns.48
A 39-restoration sample size can be considered
small, however, it may suggest the anticipated
deterioration in composite restorations in terms of
failure rate and marginal adaptation. The critical
importance of this is the practitioner decisionmaking process to place these restorations. Two
year findings revealed only a similar incidence of
limited marginal discoloration and suggested Filtek
Z250 can be used for restoring large cavites in
endodontically treated posterior teeth when the
patient selection was performed adequately.

In general early failures of dental restorations
encountered after weeks or months need to
be distinguished from late failures after several
years of clinical service. The early failures are
a result of severe treatment faults, selecting an
incorrect indication for the restorative material,
or postoperative symptoms.19 On the other
hand, late failures are mostly caused by the
fractures of the restorations or the teeth, marginal
discoloration and deterioration, the occurance of
secondary caries, and wear.33,39,40,41,42,43,44 Microfilled
composites exhibited more fracture-related
failures, especially in high-stress class II cavities,
compared with hybrid composites, because of
their inferior mechanical properties. In this study
none of the restored teeth as well as none of the
restorations were fractured during 24 the month
observation period. This may be due to the high
flexural strength of Filtek Z250.30 Higher flexural
strength composite resins are less prone to bulk
fracture of the filling as well as fracture of the
margins.45,46 Another reason may be that none of
the patients had parafunctional habits which may
lead to improper stressing on the fillings.
Composite restorations were found less effective
in preventing secondary caries compared to
amalgam restorations in endodontically treated
posterior teeth especially after three years.47 In
the recent study none of the restorations showed
secondary caries during the 24 month recall
period. It is possible the limited observation
period of two years was insufficient for the
development of secondary caries. Also, the strict
respect of the patients to the usual rules of oral
health maintenance may further represent the
favorable conditions of the restorations.

Conclusion
At two years, limited deterioration in marginal
discoloration was detected. The clinical
performance of posterior composite restorations in
endodontically treated teeth using Filtek Z250 was
found clinically acceptable after two years.

7
The Journal of Contemporary Dental Practice, Volume 7, No. 2, May 1, 2006

References
1. Lasfargues JJ, Bukiet F, Tirlet G, Decup F. Bonded partial restorations for endodontically treated
teeth. In: Roulet JF, Wilson NHF, Fuzzi M, eds. Advances in Operative Dentistry; Contemporary
Clinical Practice. Illinois: Quintessence Pub; 2001: 191-209.
2. Reeh ES, Messer HH, Douglas WH. Reduction in tooth stiffness as a result of endodontic and
restorative procedure. J Endod 1989;15: 512-516.
3. Wagnild GW, Mueller KI. Restoration of the endodontically treated teeth. In: Cohen S, Burns RC,
eds. Pathways of the Pulp. St Louis: Mosby Inc; 2002:765-797.
4. Panitvisai P, Messer HH. Cuspal deflection in molars in relation to endodontic and restorative
procedures. J Endod 1995; 21: 57-61.
5. Steele A, Johnson BR. In vitro fracture strength of endodontically treated premolars. J Endod 1999;
25: 6-8.
6. Ferrari M, Scotti R. Fiber posts: Characteristics and clinical applications. Milano: Masson SPA;
2002:7-51.
7. Mc Lean A. Predictably restoring endodontically treated teeth. J Can Dent Assoc 1998; 64: 782-787.
8. Saunders WP. Restoration of the root filled teeth. In: Orstavik TR, Ford P,eds. Essential
Endodontology, Prevention and Treatment of Apical Periodontitis. Oxford: Blackwell Science;
1998:311-366.
9. Nagasiri R, Chitmongkolsuk S. Long-term survival of endodontically treated molars without crown
coverage: A retrospective cohort study. J Prosthet Dent 2005; 93: 164-170.
10. Fuss Z, Lustig G, Tamse A. Prevalance of vertical root fractures in extracted endodontically treated
teeth. Int Endod J 1999; 32: 283-286.
11. Trope M, Langer I, Maltz D, Tronstad L. Resistance to fracture of restored endodontically treated
premolars. Endod Dent Traumatol 1986; 2: 35-38.
12. Reeh ES, Douglas WH, Messer HH. Stiffness of endodontically-treated teeth related to restoration
technique. J Dent Res 1989; 68: 1540-1544.
13. Ausiello P, De Gee AJ, Rengo S, Davidson CL. Fracture resistance of endodontically-treated
premolars adhesively restored. Am J Dent 1997; 10: 237-241.
14. Assif D, Nissan J, Gafni Y, Gordon M. Assessment of the resistance to fracture of endodontically
treated molars restored with amalgam. J Prosthet Dent 2003; 89: 462-465.
15. Roeters FJ, Opdam NJ, Loomans BA. The amalgam-free dental school.J Dent 2004; 32: 371-377.
16. Hansen EK, Asmussen E, Christiansen NC. In vivo fractures of endodontically treated posterior
teeth restored with amalgam. Endod Dent Traumatol 1990; 6: 49-55.
17. Hansen EK, Asmussen E. In vivo fractures of endodontically treated posterior teeth restored with
enamel-bonded resin. Endod Dent Traumatol 1990; 6: 218-225.
18. Bayne SC, Heymann HO, Swift EJ Jr. Update on dental composite restorations. J Am Dent Assoc
1994; 125: 687-701.
19. Manhart J, Chen H, Hamm G, Hickel R. Buonocore Memorial Lecture. Review of the clinical survival
of direct and indirect restorations in posterior teeth of the permanent dentition. Oper Dent 2004; 29:
481-508.
20. Knibbs PJ. Methods of clinical evaluation of dental restorative materials J Oral Rehabil 1997; 24:
109-123.
21. Ryge G, Cvar JF. Criteria for the clinical evaluation of dental restorative materials. US Dental Health
Center, San Francisco: US Government: Printing Office; 1971, Publication No: 7902244.
22. Jahn KR. Zu methodik und Erfahrungen des klinisch kontrollierten Experiments. Zahn Mund
Kieferheilkd Zentralbl 1990; 78: 127-130.
23. Attin T, Opatowski A, Meyer C, Zingg-Meyer B, Monting JS. Class II restorations with a polyacidmodified composite resin in primary molars placed in a dental practice: results of a two-year clinical
evaluation. Oper Dent 2000; 25: 259-264.
24. Freilich MA, Goldberg AJ, Gilpatrick RO, Simonsen RJ. Direct and indirect evaluation of posterior
composite restorations at three years. Dent Mater 1992; 8: 60-64.
25. Leinfelder KF, Kusy RP. Current status of dental amalgam. J Wis Dent Assoc 1980; 56: 697-703.

8
The Journal of Contemporary Dental Practice, Volume 7, No. 2, May 1, 2006

26. Perry R, Kugel G, Kunzelmann KH, Flessa HP, Estefan D. Composite restoration wear analysis:
Conventional methods vs.three-dimensional laser digitizer. J Am Dent Assoc 2000; 131: 1472-1477.
27. Cobb DS, Macgregor KM, Vargas MA, Denehy GE. The physical properties of packable and
conventional posterior resin based composites: A comparison. J Am Dent Assoc 2000; 131:
1610-1615.
28. Technical Product Profile 3M Filtek Z250 Universal Restorative System.
29. Wilson MA, Cowan AJ, Randall RC, Crisp RJ, Wilson NH. A practice-based, randomized, controlled
clinical trial of a new resin composite restorative: One-year results. Oper Dent 2002; 27: 423-429.
30. Ersoy M, Civelek A, L’Hotelier E, Say EC, Soyman M. Physical properties of different composites.
Dent Mater J 2004; 23: 278-283.
31. Krejci I, Lutz F, Zedler C. Effect of contact area size on enamel and composite wear. J Dent Res
1992; 71: 1413-1416.
32. Embong A, Glyn-Jones J, Harrison A. The wear effects of selected composites on restorative
materials and enamel. Dent Mater 1987; 3: 236-240.
33. Barnes DM, Blank LW, Thompson VP, Holston AM, Gingell JC. A 5 and 8 year clinical evaluation of a
posterior composite resin. Quintessence Int 1991; 22: 143-151.
34. Wilson NH, Wilson MA, offtell DG, Smith GA. Performance of occlusion in butt-joint and bevel edged
preparations: 5 year results. Dent Mater 1991; 7: 92-98.
35. Raskin A, Michotte-Theall B, Vreven J, Wilson NH. Clinical evaluation of a posterior composite 10year report. J Dent 1999; 27: 13-19.
36. Willems G, Lambrechts P, Braem M, Vanherle G. Composite resins in the 21st century. Quintessence
Int 1993; 24: 641-658.
37. Lutz E, Krejci I, Oldenburg TR. Elimination of polymerization stresses at the margins of posterior
composite resin restorations: a new restorative technique. Quintessence Int 1986; 17: 777-784.
38. Feilzer AJ, de Gee AJ, Davidson CL. Setting stress in composite resin in relation to configuration of
the restoratives J Dent Res 1987; 66: 1636-1639.
39. Geurtsen W, Schoeler U. A 4-year retrospective clinical study of Class I and Class II composite
restorations. J Dent 1997; 25: 229-232.
40. Jokstad A, Mjor IA, Qvist V. The age of restorations in situ. Acta Odontol Scand 1994; 52: 234-242.
41. Mjor IA. Glass-ionomer cement restorations and secondary caries: a preliminary report.
Quintessence Int 1996; 27: 171-174.
42. Mjor IA. The reasons for replacement and the age of failed restorations in general dental practice.
Acta Odontol Scand 1997; 55: 58-63.
43. Pallesen U, Qvist V. Composite resin fillings and inlays. An 11-year evaluation. Clin Oral Investig
2003; 7: 71-79.
44. Smales RJ. Longevity of cusp-covered amalgams: survivals after 15 years. Oper Dent 1991;
16: 17-20.
45. Roulet JF, Degronge M. Adhesion. The Silent Revolution in Dentistry. Leipzig, Quint Pub, 2000.
46. Yap AUJ, Teoh SH. Comparison of flexural properties of composite restoratives using the ISO and
miniflexural tests. J Oral Rehabil 2003; 30: 171-177.
47. Mannocci F, Qualtrough AJ, Worthington HV, Watson TF, Pitt Ford TF. Randomized clinical
comparison of endodontically treated teeth restored with amalgam or fiber posts and resin
composite: Five-year results. Oper Dent 2005; 30: 9-15.
48. Hickel R, Heidemann D, Staehle HJ, Minnig P, Wilson NH. Direct composite restorations: extended
use in anterior and posterior situations. Clin Oral Invest 2004; 8: 43-44.

9
The Journal of Contemporary Dental Practice, Volume 7, No. 2, May 1, 2006

About the Authors

10
The Journal of Contemporary Dental Practice, Volume 7, No. 2, May 1, 2006

11
The Journal of Contemporary Dental Practice, Volume 7, No. 2, May 1, 2006

