
INTRODUCTION

Any change in enamel, dentin, or coronal pulp structure can cause 
an alteration of the light-transmitting properties of the tooth1). Tooth DC 
varies in aetiology, appearance, location, severity, and affinity to tooth 
structure2). It can be classified as extrinsic, intrinsic, or a combination of 
both, as per its location and aetiology3).

Pulp extirpation or severe tooth trauma can cause haemorrhage in 
the pulp chamber due to rupture of blood vessels. Blood components 
later flow into the dentinal tubules, causing a DC of the surrounding 
dentin4,5). Initially, a temporary colour alteration of the crown can be 
observed. This is followed by the red blood cells hemolysis. The 
released products of hemolysis discolour the tooth in to grey. These 
products can penetrate deep into the dentinal tubules and can cause 
tooth DC6,7).

Remaining tissues in the pulp chamber disintegrate gradually, and 
blood components can flow into the tubules, causing DC. If the access 
cavity is inadequate, some pulp remnants can remain inside the pulp 
chamber, in particular in the pulp horns, causing coronal DC8,9).

CASE  PRESENTATION

Thirty-four-year old male patient administrated to the Restorative 
clinic, College of Dentistry, Jouf University and his chief complaint was 
DC of the right central incisor tooth which is increasing by the time and 

producing bad appearance (Figure 1A). After examination and collect-
ing patient history, right central incisor tooth had history of trauma 3 
years ago and lost vitality and has been root canal treated. DC started 6 
months after treatment and increased gradually. The treatment protocol 
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Figure 1. A. Preoperative photograph, B. Photographs during 
treatment progress and D. Postoperative photograph.
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started by removal of the old composite at the access opening, cleaning 
the orifice from gutta-percha and sealer. Gutta-percha has removed 3 
mm from the canal orifice then filled with resin-reinforced glass iono-
mer to seal the canal and prevent root resorption. Non-vital bleaching 
procedures were done by using 35% hydrogen peroxide gel 
(Opalescence Endo, Ultradent, South Jordan, UT, USA) and left for four 
days. Tooth colour was improved and reached acceptable results but still 
needs ceramic crown full coverage to mask the remaining DC. 
Preparation was done, addition silicone impression was taken, and full 
anatomy dilithium silicate crown was fabricated and cemented with A2 
resin cement. Post-operative photographs were captured to compare 
before and after using colourimeter software, and the result showed 
great improvement and colour matching of right central incisor to the 
neighbouring teeth (Figure 1B and C).

DISCUSSION

Teeth with internal DC caused by root canal medicaments, root fill-
ing materials, or metallic restorations such as amalgam have a poor 
prognosis because this type of DC is difficult to bleach and tends to 
reappear over time because of the tenacity of the oxidizing products to 
dental tissues8,10-12). 

Placement of a veneer on a significantly discoloured single tooth is 
unlikely to provide a satisfactory aesthetic result. The cervical margin is 
the most difficult area to mask, and this may be of most concern in an 
aesthetically driven patient with a high lip line. In order to mask the DC, 
it may be necessary to construct a relatively thick veneer with an initial 
opaque layer. This involves greater cervical tooth preparation in order to 
provide an adequate bulk of porcelain in this region and to prevent a 
poor emergence profile11).

In this case, full coverage was an optimal and permanent treatment 
option while being less conservative and more destructive, but ensures 
optimal results that match the patient's satisfaction, predictions and pre-
serve the tooth colour and function.

CONCLUSION

Masking of discoloured teeth depends on many factors like the 

degree of DC and amount of colour improvement needed. In cases with 
deep staining, non-vital bleaching procedures even in the office or walk-
ing bleaching can serve to obtain good results. If the color is matching 
adjacent teeth, so no need for further actions but if the tooth is still disc-
oloured, full or partial coverage can be a good solution.
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