
Anterior PROXIMAL SURFACE 
How to restore it with composite

The anatomical proximal reconstruction in the anterior region is 
one of the most important objectives that protects the proximal 
papilla, gives a natural esthetic appearance and also tooth stability. 
This is why the proximal area should be reconstructed as close as 
possible to the proximal natural aspect of the anterior teeth.  

The proximal surface in an apical coronal view has a gingival 
embrasure, the contact area and also the incisal embrasure. (1,2,3) 

This surface is not flat, it has a 3D architecture.  
There is a difference between contact point and contact area. A 

True contact point appears when we have two perfect convex 
surfaces. This situation can be found only in young patients, mostly at 
the canines and first premolars. In adult patients there are proximal 
contact areas that vary in size and position depending on the tooth 
shape and the tooth wear (4,5). 

The anatomical reconstruction of this area can be very challenging 
for the practitioner. The bigger the surface that needs reconstruction, 
the more demanding it is for the dentist to restore both color and 
shape. 

This article will focus on understanding the design of the natural 
proximal surface and how it can be restored with composite using 
basic proximal matrices that can be found on the market.

INTRODUCTION

Dan LAZAR, DDS

Why does it matter? 

What is proximal surface? 

Contact point or contact 
area?

Q:
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The proximal anterior surface is a combination between different areas. It extends 
from the gingival proximal insertion to the incisal margin (in apical - coronal view) 
and from the proximal transition line to the marginal ridge( in the palatal - buccal 
view)(Fig1.).  To gain a better understanding, this area can be divided in 7 different 
areas. 

The contact area - 1 In apical coronal view lies between the incisal and the 
gingival embrasure. So, the proximal contact area can be defined as the distance 
between the most apical and the incisal points of the contact area. The contact 
area  between the central incisors is about 50% of their height, 40% between the 
central and lateral incisors and 30% between the lateral incisor and canine (6). 

The gingival embrasure - 2 - is filled by the gingival tissue and depending on the 
level of the epithelial insertion, this area can be slightly convex, flat or concave.  

The incisal embrasure - 3 - continues the contact area and it plays an important 
role in the esthetic appearance of the tooth. The more widen the incisal embrasure, 
the narrower the teeth look like. If we want the teeth to appear more individualized, 
opening the incisal embrasure can be an option. The incisal embrasure is more 
widen and more open as we go  distally.   

The buccal embrasure 4,5 - starts from the contact area to the transition line and 
its design has a big influence on the esthetic appearance of the tooth. This area is 
convex and its reconstruction can be very challenging for the dentist and for the 
ceramist.  

The palatal embrasure - 6,7 - starts from the contact area to the marginal ridge. 
The architecture of this area gives the tooth strength during the dynamic 
movement of the mandible and also gives room for the gingival papilla. (Fig.2) 
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Proximal anterior surface construction

The construction of the proximal area with composite has different 
levels of difficulty, depending on the number of  areas that should be 
restored. 

If the area that should be restored is small (eg. small class 3, 4 
cavities) good results can be obtained with only one layer of 
composite and any kind of matrices. 

 When the proximal area is widely affected (big class 3, 4, diastema, 
veneers preparation), the  proper restoration of all the surfaces can 
be challenging. 

Usually, when we reconstruct the proximal area with composite, - 
starting from the palatal to the buccal - the palatal area is restored 
manually, using a silicon matrix or a matrix, the contact area is 
restored with a matrix (plastic or metal) and the buccal area is 
restored by free hand modeling.(Fig.3) 

In my experience, the biggest challenge is to restore the proximal 
area properly from apical to incisal view. This area has 3 planes - 
gingival area -2, contact area - 1 and incisal embrasure - 3 - and the 
most predictable way to restore it with composite is by using a 
proximal matrix. This matrix should fulfill a special design to help the 
dentist to restore all these areas with one incremental composite 
layer. 

Another challenge is the design of the epithelial insertion that 
interacts with our matrix when it is in place and makes it very 
unstable  

An ideal proximal matrix for the anterior region should help the 
dentist to easily restore all 3 planes in one layer ( no 1-2-3) as well as 
small parts of the palatal and buccal areas (no 5 and 6) and to 
minimize the need for using finishing instruments in the end.  

To restore all of these parts we need a matrix that has a design as 
close as possible to this area. By analyzing a natural tooth and 
connecting all these areas (1,2,3,5,6)  we get the design that the  
proximal matrix should have, or if not, we should modify the 
matrices that we usually use. (Fig.4) 

SILICON MATRIX 
FREE HAND  
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MATRIX

FREE HAND PROXIMAL MATRIX

PROXIMAL AREA 
CONSTRUCTION STRATEGY
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1. The most used matrices for this area are mylar 
plastic strips and almost all of them are flat and wide. 
With these matrices we can reconstruct small areas 
very easily and predictable. However, in case of 
medium and large cavities, this matrix does not allow a 
proper restoration of the proximal surface. Therefore,  
after using it in these specific situations, the dentist 
will probably spend precious time finishing this area 
(Fig.5)
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2. Another option that works very well in some cases are the sectional metallic matrices. They are mostly used for 
the posterior teeth but they can also work in the anterior region. Their convex design is more close to the proximal 
surface anatomy and they can give us a nice contour of the restoration. They work best in cases where long anterior 
teeth need to be restored. For diastema closure they are very difficult to manage and the result is directly related to 
the dentists skill. 

For big cavities that have subgingival margins, these matrices are also very difficult to use and their stability is not 
so good. To improve  the stability some liquid dam or flowable composite can be used.(Fig.6,7) 

Proximal matrices for anterior

3. Analyzing the proximal area of the frontals we can 
imagine a different design of the matrices and we can 
understand why the previous two options can’t fulfill all of 
our objectives.(Fig.8) 

One design that might help is a matrix that follows the 
epithelial insertion and is convex in the same time. We can 
see in the image below the design that results. We can easily 
obtain this by transforming a sectional metallic matrix into a 
new matrix shape.(Fig.9)
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In these images we can see how well the matrix fits after its 
shape  has been changed. The apical part of the matrix can 
follow the gingival outline as well as the proximal area of the 
tooth. The stability of the matrix is also improved.  

This modified matrix offers predictable results in both, large 
and small reconstructions. To preserve the anatomical shape 
of the matrix during manipulation, one important demand is 
that the metal should be highly elastic, preferably from steel. 
From my experience, M-tor and Polydentia have metal 
matrices that fullfill these demands.(Fig10.12.13) 

Another important aspect is that we need two different 
matrices for each side of the tooth - mesial and distal.(Fig11) 
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We can obtain similar results by using UNICA from Polydentia. UNICA is a special matrix designed for proximal 
anterior and cervical reconstructions. To get a morphology as close as possible to the natural teeth, I prefer to cut it in 
half - Half UNICA -(Fig.16,17) in this way we can have a better control and obtain more predictable results for many 
teeth shapes. It is very easy to handle and to place it proximally by holding the extended wing. Also the proximal apical 
design follows the epithelial proximal insertion. Stability is very good. I use this matrix  for composite veneers in cases 
where the proximal area also needs to be restored.(Fig,14,15,18)

UNICA Half-UNICA

PROXIMAL 
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To demonstrate how well this approach is working I will present a clinical case in which the proximal areas needed 
to be restored. In this particular case, the patient needed to improve the esthetically appearance from upper canine 
to canine after the orthodontic treatment was finished. After an esthetic analysis we proceeded with a wax-up and 
then with a mock-up in order to check the esthetic appearance of the future final restorations. After an intraoral 
examination of the mock up and also the patients smile and portrait, we decided to change the length of both 
centrals and to make them longer. We did this intraorally with flowable composite. After that, we made a silicon key 
to use as a guide for the final restorations. 

The selected material in this case was composite. Using direct composite reconstructions for this particular case 
allowed me to be minimally invasive
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After the rubber dam was placed from upper premolar to premolar, all the cavities were prepared. All the proximal 
areas were cleaned with an air flow and with the sand blast the enamel was prepared for adhesion.  

The silicon matrix was prepared by cutting all the parts that interfered with the rubber dam. As a strategy for this 
case I decided as follows: 

1. To restore first the incisal margins and palatal surfaces of all teeth 
2. To finish with a disc every palatal and incisal contour 
3. To reconstruct the proximal areas of all teeth one by one using proximal matrices 
4. To finish the proximal areas  
5. To reconstruct the buccal surfaces one by one 
6. Primary finishing 
6. Final Finishing and polishing on a next session 

The aspect after the palatal and incisal contours were reconstructed - step 1 and 2. Finishing the proximal areas at 
this moment is crucial for a nice fit of the proximal matrices and also for a proper transition with the new composite 
layer.
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In this case I used a half-UNICA matrix from Polydentia. After I cut it in half I used one part for the mesial part of 
the tooth and the other for the distal part. The rubber dam is very helpful at this moment because it holds the 
matrix very close to the cervical area. If we would have to restore two mirror proximal areas, we could place both 
matrices in the same time. For an even better fit on the palatal part of the tooth we can bend the matrix and hold it 
with our finger. To change the position of the matrix we can also adjust it using a dental probe. 

After the best position of the matrix is found the composite is placed in one layer. This layer is a combination 
between flowable composite and normal composite. First the flowable composite is placed- Tetric EvoFlow, Ivoclar- 
without light curing, the second enamel composite is packed against the flowable material with a very thin spatula 
and then with a composite brush, until the flowable composite appears on the palatal. Before light-curing the 
composite material we can adjust the matrix once again with a probe to ensure a nice shape.  

I always have a basic rule in my head whenever I use matrices (anterior or posterior) - ‘The shape of the future 
restoration is the shape of the matrix”. So, if I take my time to find the best matrix and adjust it properly, the final 
outcome will be closer to my medical objective.
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After light curing the composite material we can remove 
the matrix and finish the margins of the layer with a bur or 
a disc, without water. This finishing is very important for a 
nice fit of the next composite layer. In these pictures we can 
see how we can restore in one layer the gingival embrasure, 
contact area, incisal embrasure and part of the buccal and 
the palatal surface. 

The FIGURE I decided to reconstruct one by one the 
proximal areas. So, I first reconstructed the tooth 11 and 
reconstructed it to the final design and only after that I 
placed the matrix for the mesial part of 21.  

After the reconstruction and finishing of every proximal 
area we can proceed to the reconstruction of the buccal 
aspect. The buccal aspect was constructed in this case 
using enamel composite, Empress Direct A2.
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When I have multiple direct restorations to do in the first session I am doing only the primary finishing, that means 
that I finish the outline and the primary morphology.  

The following session is dedicated to the step by step finishing and polishing procedure and, in some cases, also to 
the correction of the restorations (improve the color or shape). 

The finishing procedure starts with the outline, using discs, red diamond burs and metal abrasive stripes. The 
second step is finishing the primary morphology. Using a pencil we can mark the transition lines, we analyze them 
and then using red diamond burs we change them to obtain a symmetric and a harmonious anatomy. When this 
step is finished we can work with second morphology using red diamond burs, Arkansas burs and a polishing 
rubber point (image Optrapol, Ivoclar). (Fig.19) 

The polishing procedure is the last step and usually is the simplest one. To obtain a nice glossy surface we can use 
a polishing rubber (image Optragloss, Ivoclar),(Fig.20) or a cotton wheel. In my daily practice I don’t use any polishing 
paste for composite. The results shown in the images are obtained using this protocol.

FIG. 19 FIG. 20



1. Understanding the natural aspect of the proximal area in anterior teeth and its relationship with the 
surrounding tissues is a very import asset for dentists in order to know how to restore it with any chosen 
technical procedure. Strat with why and then any how is possible! 
2. A design of the proximal matrix as close as possible to that of the proximal area will help the dentist to 
restore the specific area as easy as possible with small final adjustments needed.

CONCLUSIONS

Dan  
LAZAR
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