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RESUMEN

La preservacion de tejido dentario es una de las mayores preocupaciones de la odontologia en
la actualidad, por ello, los tratamientos conservadores estan tomando cada vez mas importancia.
Entre estos tratamientos se encuentran las carillas no-prep de porcelana, que mejora la estética
de la sonrisa con una pérdida nula o escasa de estructura dentaria.

Objetivos: describir el concepto de carillas no-prep, asi como sus ventajas y desventajas;
indicaciones y contraindicaciones; y los materiales cerdmicos de fabricacion.

Metodologia: se realizé un andlisis de articulos buscados en las plataformas de PubMed,
Medline Complete, Scopus y Web of Science, para evaluar las caracteristicas de las carillas no-
prep, y examinar distintos estudios y casos clinicos, en donde habian sido utilizadas.
Resultados: debido a la falta de protocolo establecido, los autores seguian su propio criterio al
realizar carillas no-prep, pero todos coincidieron en hacer un tallado menor a 0,5mm y la
mayoria de ellos, en que los materiales ideales era ceramica feldespatica e iondmero de vidrio.
Conclusiones: las carillas no-prep tienen multiples ventajas como la ausencia o minima pérdida
de tejido, sin embargo, la seleccion de pacientes es complicada debido a las limitadas
indicaciones que impiden el tratamiento en muchos casos. Ademas, el protocolo todavia no esta
estandarizado y necesita mas estudios para pautar una técnica correcta. La ceramica feldespatica

y la reforzada con ionémero de litio son los materiales de eleccion.



ABSTRACT

Nowadays, the preservation of dental tissue is one of the biggest concerns in dentistry,
therefore, conservative treatments are increasingly becoming more important. These treatments
include no-prep porcelain veneers, which improve the aesthetics of the smile with non or little
loss of tooth structure.

Objectives: to describe the concept of no-prep veneers, as well as its advantages and
disadvantages; indications and contraindications; and ceramic manufacturing materials.
Methodology: An analysis of articles searched on the PubMed, Medline Complete, Scopus and
Web of Science platforms was carried out to evaluate the characteristics of the no-prep veneers,
and to examine different studies and case reports where they had been used.

Results: Due to the lack of an established protocol, the authors followed their own criteria when
making no-prep veneers, but all agreed on making a cut of less than 0.5mm and most of them
that the ideal materials were feldspathic and lithium ionomer-reinforced ceramics.
Conclusions: no-prep veneers have multiple advantages such as the absence of tissue loss,
however, the selection of patients is complicated due to the limited indications that prevent the
treatment of many cases. Furthermore, the protocol still is not standardized and needs more
studies to establish a correct technique. Feldspathic and lithium ionomer-reinforced ceramics

are choice materials.
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1. INTRODUCCION

A la hora de relacionarnos, nuestro rostro juega un papel muy importante ya que algunos
defectos fisicos pueden provocar rechazo en la sociedad, por ello, la poblacion demanda cada
vez mas estética. Esto influye también en la odontologia ya que los pacientes acuden con el fin
de mejorar la apariencia de la sonrisa en muchas ocasiones. Ademads, la concienciacion de los
pacientes acerca de la importancia de los dientes, promueve el uso de técnicas menos invasivas
para la preservacion de la mayor cantidad de estructura dentaria posible, el objetivo principal
de la odontologia moderna. Algunos de ellos pueden ser blanqueamientos, restauraciones de
resina y carillas no-prep o lentes de contacto de porcelana. Esta tltima es una de las técnicas
mas demandadas, debido a su escasa eliminacion de estructura dentaria sana, falta de dolor y

buenos resultados estéticos, quedandose la técnica de tallado obsoleta!=®.

1.1. HISTOLOGIA

Entender las caracteristicas generales del esmalte y la dentina es fundamental para entender la

técnica adhesiva que conllevan las carillas’.

1.1.1. ESMALTE
Predomina el contenido de materia inorgénica (hidroxiapatita) y, por consiguiente, tiene alta
energia superficial y naturaleza hidrofébica. Cuando se trata con dacido, se crean

microrretenciones que actan como capilares y aumentan la superficie de contacto con el



adhesivo. Los factores influyentes son: el tipo de acido (acido ortofosforico), su concentracion
(35-37%), el tiempo de aplicacion (15 segundos) y la propia estructura del esmalte (mejor si el

acido ataca a la cabeza de los prismas)’.

1.1.2. DENTINA

Predomina el contenido de materia organica (coldgeno) y agua, lo que le proporciona baja
energia superficial y naturaleza hidrofilica. Contiene tiibulos dentinarios que actian como
capilares, pero contienen fluidos propios de la dentina que puede condicionar la capacidad de
penetracion del adhesivo. Hay que tener en cuenta sus propiedades fisicas, la morfologia,
configuracion de la dentina peritubular e intertubular, la influencia de la pulpa, el barrillo
dentinario o smear layer (0,5-5 micrometros de espesor) y las metaloproteinasas’>.

Por todo lo expuesto anteriormente, Barbero’ y Nocchi Conceigdo® consideran que el esmalte

es mejor sustrato que la dentina’*,

1.2. DEFINICION Y CLASIFICACION DE CARILLAS

La palabra inglesa «Veneer» significa literalmente “frente” o “recubrimiento”. Este término, se
refiere generalmente a diversos tipos de restauraciones indirectas en forma de laminas,
fabricadas a partir de una fina capa de material (habitualmente porcelana) de color similar al de
los dientes y que los recubre parcialmente (en principio la cara vestibular) a través de una union

1910y asi mejorar la estética!!. Para el éxito del

micromecanica para mejorar defectos
tratamiento, es necesaria una buena planificacion (tipo de preparacion, seleccion del material)

y un buen mantenimiento y control a lo largo del tiempo'2.



Se pueden clasificar segtn:

Sin desgaste® Parcial® Sin alteracion® Feldespatica®

Desgaste en esmalte® Total® Moderada alteracion

8 8

Vidrio ceramizado

Desgaste en esmalte y Total, con Alto contenido de

Acentuada alteracion®

dentina® recubrimiento incisal® alamina®

Tabla 1 Elaboracion propia a partir de los autores Nocchi Conceigéio y Mozayek>*®

Dentro de sus caracteristicas, se distinguen varios puntos:

a)

b)

Durabilidad: Segln la literatura, entre las restauraciones mas duraderas se encuentran
las carillas, cuando se realizan por odont6logos profesionales, sin embargo, cuando se
trata de estudiantes u odontdlogos generales, la supervivencia es menor, esto se debe a
que gran parte del resultado depende de la capacidad y experiencia clinica del
odontdélogo a causa de: la dificultad de un resultado armoénico; el riesgo de fractura
durante la manipulacion; y a la dificultad del proceso de adhesion por la contraccion de
los cementos durante la polimerizacion. Los tipos de fracasos pueden ser: grietas,
desprendimiento, tinciones y filtraciones (cuando existe composite)!’ y puede estar
relacionado con determinantes como cambios en la fuerza oclusal o en las condiciones

de adhesion (Obradovic-Djuricic et al., 2014)".

Estética: son las restauraciones que mdas se asemejan a los dientes debido a la
luminosidad y la traslucidez que otorga la porcelana. Ademas, la zona de interseccion

entre el material y el diente queda oculta en la zona interproximal, y en el caso de que



la posicion sea inadecuada, donde la zona de transicion sea visible, se puede equilibrar
con las propiedades Opticas del adhesivo. Una de las mayores ventajas de las carillas en
comparacion con las coronas, es que no producen un oscurecimiento a nivel cervical

debido a la ausencia de metal!®13:14,

Preservacion de estructura dentaria: se pueden fabricar carillas con grosores mayores
o menores dependiendo de cada situacion: en caso de dientes pequefios o lingualizados,
se podra prescindir de una preparacion; en el caso contrario, habrd que tallar hasta

conseguir el espacio minimo, pudiendo llegar hasta la dentina'®.

Debido a que la clasificacion para las carillas sin preparacién o minimamente invasivas
no estaba clara, Brian LeSage!®, propone una clasificacion (2013) sobre los distintos
pardmetros que deben cumplir cada tipo de preparacion de carillas, y de esta manera

obtener una mejor comunicacion entre profesionales y hacia los pacientes!®:

e C(lase I, no-prep / practicamente prep-less / carillas de adicidon: en esta

clasificacion, el esmalte remanente es del 95-100%, no hay exposicion de dentina
y puede haber una pequefia linea de terminacidn, a veces indetectable sin algun
tipo de microscopio o lupas de aumento, para ayudar a los técnicos de laboratorio a
crear la restauracion. La profundidad de la preparacion no puede exceder los

0,5mm en la cara incisal y vestibular del diente (Fig. 1)"°.



Fig. 1 Preparacion de un incisivo lateral izquierdo para carilla clase |.

Fig. 1 Fuente: Brian LeSagel*.

o (lase II, minimamente invasiva / prep-less modificada: en este caso, la remocion

de esmalte serd ain mayor, mas de 0,5mm de profundidad, quedando remanente

80-95% de esmalte y con exposicion de dentina del 10-20% (Fig. 2 'y 3)'°.

Fig. 2 Preparacion minimamente invasiva, clase Il. ~ Fig. 3 Dentina expuesta de preparacion clase |I.

Fig. 2-3 Fuente: Brian LeSagel*>.



Clase III, preparacion conservadora: preparacion de 0,5-1mm de profundidad, con

un 60-80% de esmalte remanente, y con exposicion del 20-40% de la dentina (Fig.
4y5).

Fig. 4 Preparacion conservadora clase lll. Fig. 5 Dentina expuesta de la preparacion clase Ill.

Fig. 4-5 Fuente: Brian LeSagel*.

Clase 1V, carilla completa / preparacion de carilla de porcelana convencional:

conserva aproximadamente 50% del esmalte, una pérdida de Imm o mas de tejido
y con 40% de dentina visible. Es la clase mas aceptada debido a sus bajas

limitaciones y a su buen pronostico (Fig. 6)'°.

Fig. 6 Preparacion para carillas clase IV.

Fig. 6 Fuente: Brian LeSagel*.



e En caso de que la preparacion supere los parametros de la clase IV (menos del 50%
de esmalte remanente y mas del 40% de dentina expuesta), la siguiente opcion de

restauracion, seria recubrimiento total con una corona. Siempre que se pueda, optar

por realizar carillas, ya que son mas conservadoras y se elimina un cuarto, o la mitad
de tejido que para una corona (Fig. 7y 8)!%1215,

Fig. 7 Preparacidn con menos del 50% de esmalte remanente. Fig. 8 Exposicion de dentina de mds del 40%.

Fig. 7-8 Fuente: Brian LeSagel®.

Hacer o no preparacion es un factor importante para el prondstico'?.



1.3. ORIGEN DE LAS CARILLAS

Esta técnica de restauracion, a pesar de que no era completamente funcional al principio,

comenz6 hace aproximadamente un siglo:

En los afios 20, el Dr. Charles Pincus, dentista de Beverly Hills, present6 el Hollywood Veneer,
una carilla que se pegaba a los dientes para hacerlos lucir mejor para las peliculas y sesiones
fotograficas de actores famosos, como Elizabeth Taylor, Barbara Stanwyck, Walt Disney, y
muchos otros. Pero eran funcionalmente ineficaces ya que su unidn era temporal, su unico

medio de adhesion era pegamento para protesis, y no se podian usar para comer 101619,

Tres décadas después, en 1955 Buonocore, introdujo la técnica de grabacion del esmalte con
acido ortofosforico al 85%, el cual marcé un antes y un después en la técnica adhesiva ya que

aumentaba la superficie de contacto del esmalte para asi aumentar la retencion %1618,

Posteriormente, en 1979 aparecid6 el primer producto comercial. Se trataba de carillas acrilicas
preformadas que se adherian mediante resina compuesta al diente de manera permanente. Pero
se vio que pasado el tiempo tenian una uniodn ineficaz y no simulaban la apariencia (cambios
de color), ni la funcionalidad del diente (fracturas y desgastes)*!62%21, Por el contrario, la
porcelana habia tenido un historial en la odontologia impecable debido a sus caracteristicas
(Radz)'®:

o Estabilidad fisicoquimica®.

o Excelente compatibilidad biologica (Coachman et dl., 2014)!:12.16.18.2022.23

o Suficiente resistencia a la compresion y abrasion!®-2023,



o Gran estética, por su excelente reproduccion de las propiedades Opticas de la estructura
dental3412-18.2023
o Estabilidad del color®#!3:16.18.20.23

Todo esto, llevo a hacer estudios acerca de un mecanismo de union entre el diente y la ceramica,

hasta que finalmente se concluy6 que grabando la porcelana con acido fluorhidrico (Simonsen

y Calamia, en la década de los 80), seguido de una silanizacion, grabando el diente con 4cido

ortofosforico (Buonocuore), y afladiendo en medio una resina compuesta, podrian proporcionar

una adhesion favorable a largo plazo®!19:18.20-24,

Desde la introduccion de las carillas en 1983, debido a la evolucion de los cementos adhesivos,
se han considerado una de las modalidades terapéuticas mas factibles, ya que aparece un nuevo
concepto de odontologia minimamente invasiva, dejando cada vez mas de lado el tratamiento
de cobertura total (coronas), y es a partir de aqui cuando comienza su verdadero avance. Sin
embargo, al principio seguian sin ser muy utilizadas, debido al miedo que existia al poner

restauraciones tan finas que iban a estar sometidos a fuerzas oclusales®?-15:16:18:19.21.25,

Respecto a las técnicas de preparacion del diente, en un principio se utilizé la técnica no-prep
(sin preparacion) con porcelana feldespatica, pero hacia lucir al diente muy voluminoso y
producia irritacion de los tejidos blandos, por lo que se decidi¢ tallar de una manera minima los
dientes (0,5mm), dejando suficiente espacio para las carillas y asi obtener un buen aspecto y
biocompatibilidad'®. Esta pérdida de tejido podia dejar expuesta la dentina, lo que preocupaba
al paciente y al odontdlogo. El problema fue doble: mucha pérdida de tejido sano y la ineficaz

adhesion a dentina!!-16,



1.4. ADHESION

El objetivo bésico de cualquier restauracion adhesiva es hacer que el material de restauracion
sea firme y duradero, para adaptarse al esmalte dental y a la dentina. El principal desafio de los
adhesivos dentales es como ser eficaz en estos dos sustratos al mismo tiempo. Para lograr este
objetivo, se deben superar algunos obstaculos. La union a esmalte se puede lograr de manera
estable a través de las microporosidades en el esmalte grabado con acido y de la formacion de
tags de resina, mientras que la union efectiva a la dentina es la tarea mas conflictiva de los

adhesivos?®.

Actualmente, los avances en la odontologia promueven ser mas conservadores y a la vez
satisfacer los deseos estéticos del paciente y proporcionar gran longevidad, por ello, se intenta
volver a sus origenes: minima / nula preparacion de esmalte. La técnica no-prep tiene gran
demanda por la poblacion, pero todavia sigue en debate si es mejor que la minimamente

invasivall:16:21,

La evolucion de la cementacion adhesiva durante los ultimos 50 anos, ha aumentado las
posibilidades terapéuticas con materiales libres de metal, entre ellas, se encuentra esta técnica
no-prep 811131620 T 3 adhesion consiste en: una carilla de porcelana grabada en la parte interna
(acido fluorhidrico 4-10%); el diente con el esmalte grabado (4cido ortofosforico 37%);
silanizacion que acondiciona la carilla y la union de resina-porcelana; y el cemento de resina

que servird de union entre el diente y la carilla®%-23-2427,

10



1.4.1. CEMENTO

Material cuya funcién es unir la carilla al diente y llenar la interfase que se encuentra entre
ellos. Los cementos de resina tienen resistencia a la fractura y buena retencion, pero la
tecnologia de consolidacion del cemento es muy sensible, y la incidencia de sensibilidad

postoperatoria es alta?!. Deben incluir las siguientes caracteristicas:

Capacidad para proporcionar una union estable entre el material de restauracion y el esmalte
(la superficie del diente)?!.

e Resistencia a la traccion y a la compresion?!.

e Modulo de elasticidad similar al del diente-porcelana?®!.

e Viscosidad para asegurar que el grosor de la linea de cementacion sea suficiente y la
restauracion esté completamente fijada®!.

e Biocompatibilidad?!-?2,

Los cementos de resina pueden clasificarse segin su forma de polimerizacion:
fotopolimerizacion o polimerizacion dual. Siempre que se pueda, se usara la fotopolimerizacion
ya que proporciona mas tiempo de trabajo y gran estabilidad del color, en la medida que la
carilla sea suficientemente delgada y translucida para dejar pasar la luz a través de ella. En caso
contrario (mayor de 0,7 mm), habria que usar polimerizacion dual, pero estos presentan peor
estabilidad de color, ya que contienen amina terciaria que produce cambios de coloracion
pasado el tiempo. Las propiedades de los cementos van a depender del grado de conversion,
por lo que una polimerizacion inadecuada puede producir el fracaso de la restauracion, y reduce
las propiedades mecanicas, por ello es necesario seguir minuciosamente el protocolo de

cementado!?18:21.28

11



El cemento no va a proporcionar una prediccién del pronostico, pero debe tener el minimo

grosor y ser lo mas uniforme posible!2.

1.5. MATERIALES DE CARILLAS NO-PREP: CERAMICA

La evolucion de las cerdmicas ha permitido el uso de la técnica sin tallado, debido a la

minimizacion de su grosor®.

Multiples ceramicas han aparecido en el mercado, pero segun la literatura, las mas destacables
para la confeccion de carillas no-prep y las més utilizadas son: feldespatica (muy estéticas, pero
complicadas de confeccionar) y prensada (menos estéticas, pero resistentes y faciles de

confeccionar)!!1:1620.21

Estas ceramicas pueden variar segiin su microestructura, desde muy transliucidas (estructura
vitrea) hasta muy opacas (estructura cristalina)?!, de esto dependera que las carillas se distingan,
o no, de un diente natural (a mas translucidez, mas naturalidad)'®. También influyen los
siguientes factores:

e El tamafio de particula?!.

e La densidad de particula®!.

e El indice de refraccion?!.

e La porosidad®!.

12



1.5.1. CERAMICA A BASE DE SiLICE / CARILLAS FELDESPATICAS

Se crean mezclando polvos (dioxido silicio) y materiales liquidos, el valor estético que tengan
estos, depende de la habilidad del ceramista!-!.

El didxido de silicio / silice / cuarzo, contiene diferentes cantidades de aliumina. Cuando
contienen potasio y sodio, se denomina feldespato. Los feldespatos se componen

principalmente de 6xido de silicio (60%-64%) y 6xido de aluminio (20% -23%), normalmente,

se modifican de diferentes formas para crear la porcelana utilizada en odontologia'-2!.

La carilla de porcelana feldespatica consta de cristales de fluorapatita que le proporciona
propiedades estéticas (alta translucidez). El problema de este material esta en las propiedades
mecanicas bajas (60 a 70 MPa), por ello, al hablar de carillas, es necesario una estructura dental
rigida (esmalte) y una correcta adhesion para reforzar la restauracion!-2!,

Las fracturas, el desprendimiento y las microfiltraciones son las causas principales del fallo de

este tipo de carillas (Lovadino, Sano, Terada, & Pascotto, 2012)%1°.

Es posible tener un espesor inferior a 0,5mm con esta ceramica, pero en ocasiones, €s
aconsejable una reduccion del tejido del esmalte de 0,5 para una correcta salud del tejido
gingival. La condicion ideal del diente a tratar segtin el autor Pini y colaboradores, es tener una
proporcion minima del 50% del esmalte unido al sustrato, y del 70% o mas de esmalte cuando
estd en el margen, por lo que estas restauraciones estan indicadas en dientes anteriores con una

gran cantidad de esmalte, ya que tiene menos riesgo de flexion que en la dentina?!.

13



Hoy en dia la porcelana mas utilizada y estudiada a la hora de hablar de carillas, es la
feldespatica Cerinate (Lumineers), ya que aporta gran resistencia y menor espesor (0,2mm) sin

la necesidad de remover tejido dental sano’.

1.5.2. CERAMICA A BASE DE VIDRIO
Se compone de cuarzo, didxido de litio, 6xido de fosforo, alimina, 6xido de potasio, entre otros.
Este tipo de ceramicas presentan buenas propiedades mecanicas y fisicas, por lo que pueden

actuar como nucleo o monolitica 2!,

La mejora de sus propiedades se consigue gracias a la interaccion de los cristales con la matriz
vitrea, y a el tamafo y niimero de los cristales. Los cristales mas pequefos suelen generar
materiales mas resistentes y pueden ser translucidos u opacos segiin la composicion quimica y
el porcentaje de cristalinidad. El aumento de resistencia se logra mediante adicion de rellenos,
en este caso, para carillas estéticas estarian indicadas la leucita y el disilicato de litio (tamafio
micrométrico), por sus propiedades Opticas y porque son sensibles a los acidos. Se fabrican
mediante una combinacién de técnicas de cera perdida y prensado con calor, y son menos

porosas que las feldespaticas'2!.

» Ceramica reforzada con leucita (mineral cristalino en un 50-55%): tiene la ventaja de

que el indice de refraccion es cercano al de las porcelanas feldespaticas (translucidez),
y de que se graba mucho maés rapido que las que tienen vidrio de base, lo que permite
21,23.

una buena uniéon micromecénica al cemento de resina y por consiguiente al diente

» Ceramicas reforzadas con disilicato de litio: ceramicas a base de vidrio con un aumento

del contenido cristalino al 70% con un tamafio reducido que mejora la resistencia a la
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flexion. Es lo suficientemente translicido como para usarlo en restauraciones

monoliticas 0 como nucleo para posterior recubrimiento?!-3,

El espesor de este material debe ser superior a 0,8mm y puede ser mas estrecho en zonas
marginales (0,3mm). En casos donde haya suficiente espacio se usara esta opcion, debido a su
mayor resistencia y tenacidad. Estos materiales son eficientes para adherirse al sustrato, incluso
si queda menos del 50% del esmalte restante; sin embargo, en el margen debe estar presente al
menos el 30% del esmalte?!. Indicadas cuando haya maés riesgo de flexion?!, como en los
siguientes casos:

e Menos esmalte?!.

e Porcelana sin soporte?!.

e Sobremordidas profundas o superposiciones de dientes?!.

e Cuando se adhiere a sustratos mas flexibles, como dentina y composite?!.

e Cuando hay bruxismo?!.

e Cuando las restauraciones se colocan mas distalmente?!.

1.5.3. CERAMICA DE ZIRCONIA / BASE DE OXIDO

La ceramica de zirconia o en base de 6xido, utilizadas en carillas no-prep, contienen un ntcleo
opaco de alta resistencia, al que se le confiere estética aplicando una capa de porcelana de
feldespato para una apariencia mas natural'. Ha ido evolucionando a lo largo de los afios,
pudiendo llegar a aportar translucidez sin llegar a perder mucha resistencia a la fractura,
obteniendo un material estético y mecanicamente funcional. Sin embargo la imposibilidad de

grabar este material complica la adhesion al diente?’.
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1.6. VENTAJAS DE CARILLAS NO-PREP

Las carillas de porcelana laminadas han supuesto un gran avance en la odontologia ya que nos

permiten mejorar / recuperar la estética y funcion de los dientes anteriores de una manera

practicamente no invasiva!>16:

e Mayor aceptacion por parte del paciente™.

e Preservacion del tejido dental!>%°,

o Unicamente necesidad dos citas (a menos que se tenga CAD-CAM en la clinica)'--1013,

e Mayor facilidad en la toma de impresiones*>.

e No se requiere anestesia’.

e No se necesita provisional+6,

e Tratamiento reversible (aunque los autores refieren gran dificultad al retirar la porcelana
y el cemento sin eliminacion de esmalte)>®.

e Tratamiento predecible ya que se adhiere al esmalte!”.

e Dientes manchados o con mala coloracion resistente a procedimientos vitales de

blanqueamiento!->6-%-16-21.25.27,

e Desensibilizaciéon de la pieza ya que refuerza el esmalte (sin sensibilidad pos-

operatoria)!#62,

e Reforzar dientes con fracturados con fracturas menores / astillamientos o

agrietados!>-6:13:21,

e Restauracion de la dimension vertical, guias caninas y anteriores!2>%,

e Mejorar forma/contorno y tamafio/volumen (formas anormales)!->-6-12:16.21.25.27,

e Corregir leves desalineamientos! 122527,

e Mejorar el aspecto de los moteados'.
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e Cierre de diastemas!-:6:12:21.23.25

e Fluorosis con moteado de esmalte?!.

e Malformaciones localizadas del esmalte 2!.

1.7. DESVENTAJAS DE CARILLAS NO-PREP

Estas carillas tienen ciertos inconvenientes, limitaciones mecénicas e indicaciones especificas,
ya que pueden ocasionar dafios como irritacion en la encia, en caso de que la carilla no esté
bien disefiada (la cual se podria corregir modificando la carilla, o tallando un poco el diente a
nivel cervical, pudiendo evitar cirugias como gingivectomias)!!:!'4. Se debe realizar un buen
plan de tratamiento y tener un buen criterio clinico de acuerdo con las necesidades del paciente,
la oclusion y la fuerza de mordida®. Las indicaciones dependen de factores relacionados con el
propio diente y con su posicion en la arcada y en algunos casos serd necesario hacer
pretratamientos para llegar al éxito®. Las desventajas pueden incluir:

e Laseleccion de cada caso es complicada’.

e Necesidad de tratamientos multidisciplinares’.

e Necesidad de un técnico experimentado debido a la dificultad de confeccion’.

e Dificultad en la cementacion, y en la adaptacion para una perfecta transicion entre el

diente y la carilla>!2.

e Riesgo de fractura/fisura durante la confeccion y el cementado.
e Complicaciones periodontales, sobrecontorneado (aunque una buena valoracion y

fabricacion, no deberia ocasionar problemas)°.

e Falta evidencia cientifica a largo plazo®.
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e Capacidad limitada de alteracion del tono'®.

¢ Dificultad para desarrollar la inclinacion axial correcta'.
e Errores proporcionales!®.

e Problemas para formar la simetria gingival adecuada'.

e Tratamiento costoso’’.

1.8. INDICACIONES DE CARILLAS NO-PREP

Las indicaciones dependeran tanto del propio diente como de su posicion en la arcada, la
severidad y la extension son factores a tener en cuenta y en algunos casos necesitaran
tratamientos previos (enfoque multidisciplinario)>!?. La clasificacién de indicaciones de
carillas segin Magne y Belser (2002) es la siguiente!¢:
Tipo I: Dientes resistentes al blanqueamiento!®.
o Tipo IA: decoloracion por tetraciclina'®,
o Tipo IB: dientes que no responden al blanqueamiento'®.
Tipo II: modificaciones morfologicas importantes's.
o Tipo ITA: dientes conoides (peg-laterals o laterales de clavija: dientes

pequefios, cortos)>!>16,

o Tipo IIB: Diastemas o triangulos interdentales para cerrar>!°,
o Tipo IIC: aumento de la longitud incisal o prominencia facial (contorno) en
dientes con linguoversion>%10-16,

Tipo III: Restauraciones extensas!'®.

o Tipo IITA: fractura coronal extensa'é.
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o Tipo IIIB: pérdida extensa de esmalte por erosion y desgaste'®.
o Tipo ITIC: malformaciones congénitas generalizadas'®.

(Radz, 2011, p.355).

Acorde a esta clasificacion, las carillas de porcelana de preparacion minima y sin preparacion
pueden lograr el efecto estético deseado de manera poco invasiva para los Tipos I y II, sin
embargo para los Tipo III que son de naturaleza mas extensa, hay que ser menos

conservadores!®.

Segtin Barrigdn®, las indicaciones estan determinadas por: ausencia de exposicion de dentina;
color del sustrato correcto, con posibilidad de blanqueamiento previo; anatomia del diente
expulsiva, perfil de emergencia suave y ausencia de angulos agudos; torque correcto; y una

alineacion correcta’.

Una variante de las carillas no-prep, serian las carillas parciales, cuya indicaciéon mas habitual
es el cierre de diastemas, siempre y cuando las laminas no tengan ninglin contacto oclusal, ya
que las fuerzas oblicuas podrian llevar a fallo de la restauracion (fractura / desprendimiento)’.
Sin embargo, se deben realizar mas estudios clinicos y se deben verificar la evidencia clinica y

el éxito a largo plazo®.
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1.9. CONTRAINDICACIONES DE CARILLAS NO-PREP

Seglin la bibliografia revisada, se han descrito variedad de contraindicaciones:
e Dientes expuestos a fuertes fuerzas oclusales como bruxismo severo o actividad
parafuncional’-162!,
e Dientes con decoloraciones muy notables y dificiles de enmascarar®.
e Dientes muy mal posicionados: superposicion vertical profunda anteriormente, sin
superposicion horizontal, mordida cruzada, borde a borde, dientes vestibulizados, que

necesitan excesiva reduccion'-%16-21,

e Presencia de enfermedad de tejidos blandos!62!,

e Grandes fracturar dentales®.

e Dientes en los que la modificacion del color se puede lograr con éxito con varias
técnicas de blanqueamiento!®.

e Dientes con extensas restauraciones existentes®!621,

e Distancia interoclusal reducida?®!.

e Severa desmineralizacion de la dentina y severa fluorosis’-!®.

e Daifio pulpar no tratado'.

e Pobre higiene oral ¢ irritacion periodontal'.

Segtin un informe de caso de Zavanelli'8, pacientes bruxistas, podrian recibir microcarillas de
porcelana (disilicato de litio) estudiando previa y detenidamente el caso (DSD, radiografias,
fotografias, colaboracion con otros profesionales, modelos de escayola, mock-up) y finalizando

el tratamiento con una férula de descarga'®.
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1.10. SUPERVIVENCIA DE CARILLAS NO-PREP

Los informes de casos y muchos resultados clinicos sugieren que con estas restauraciones
(minimamente invasivas o sobre las carillas sin preparacion) se pueden lograr tasas de éxito tan
elevadas como con las carillas vestibulares clasicas cuando se aplican correctamente!.

Respecto a tasas de supervivencia: es del 91,2% dos afios después (Oztiirk), 96-99% cinco afios
después (Della Bona y Kelly / Nejatidanesh), del 97,6% 7 afios después (Arif) y del 97% 15

afos después®?!2

, en otras palabras, las tasas de éxito reportadas entre el 75% y 100%' son
aproximadamente de 3 a 5 afios (Etman & Woolford, 2010) (Fondriest & Roberts, 2010) y hasta
de 10 afos (Salazar-Lopez & Quintana-del Solar, 2016), con una baja prevalencia de
desprendimiento, microfiltraciones, fracturas y caries®3!. El éxito clinico se debe a:

+ Planificacion del caso, con la indicacion correcta?!.

Preparacion poco invasiva de los dientes?!.

+ Correcta seleccion de la ceramica®!.

+ Seleccion adecuada de los materiales?!.

+ Seguimiento meticuloso del protocolo de cementacion?!.

* Planificacion para el mantenimiento continuo de las restauraciones?!.

Todavia la relacion respecto a la falta o no de tallado con el tipo de fracaso de la restauracion
sigue siendo un tema en debate®, pero a nivel general, las carillas de porcelana sin preparacion
adheridos 100% a esmalte tiene resultado muy buenos, igualando o incluso a veces superando
los resultado de las que si tienen preparacion’?. Se puede prever un buen prondstico cuando se

posicionan los margenes de la restauracion dentro del esmalte®.
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Tiene una baja tasa de fracaso de 0-7% y en otros ensayos clinicos aumenta al 14-33%
probablemente debidos a otros factores (oclusion y articulacion desfavorables, pérdida excesiva
de estructura dental, cemento inadecuado y adhesion a dentina). Las causas mecénicas y
bioldgicas de estos fracasos se relacionaron con la estética (31%), como pigmentacion de los
margenes; implicaciones mecanicas (31%); soporte periodontal (12,5%), como sangrado en la
prueba; pérdida de retencion (12,5%); caries (6%); fractura de dientes (6%); e

hipersensibilidad®2!.

1.11. ENFOQUE INTERDISCIPLINARIO

Para obtener el éxito en una rehabilitacion total (funcidn y estética) de un paciente, es necesario
adoptar un enfoque integral y en ciertas situaciones se debe hacer un plan de tratamiento
interdisciplinar. El desarrollo de trabajo multidisciplinario estd permitiendo el uso de carillas
no-prep y prep-less®, donde se realizaria un analisis exhaustivo del diagndstico y de las
condiciones previas del paciente, en precedente a la seleccion de un plan de tratamiento. Antes
de empezar el tratamiento restaurador, la salud oral debe ser proximo a la perfeccion, por ello
hay que combinar estas restauraciones protéticas con: ortodoncia, en caso de que los dientes
necesiten una mejor posicion axial para hacer que la preparacion sea menos invasiva;
periodoncia (profilaxis, gingivectomias, alargamientos coronarios) para que haya un buen
equilibrio entre la restauracion y los tejidos gingivales; y en ocasiones, blanqueamientos,
cirugia de injerto de tejido blando, retratamiento endodontico, reemplazo del poste de metal
fundido por un poste de fibra de vidrio, etc. El enfoque multidisciplinar puede ser fundamental

para un buen prondstico de las carillas!-1822.23:33,
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1.12. TENICAS PARA MEJORAR EL DIAGNOSTICO-PRONOSTICO DE

CARILLAS NO-PREP

e Se recomienda hacer un mock-up para saber la posicion, color y forma correcta, y
permitir una planificacion precisa del tallado™!3.

e Es importante la comunicacion entre el clinico y el técnico de laboratorio para obtener
un buen resultado!®. Se aconseja que sea el mismo técnico de laboratorio el que realice
el encerado tras un mock-up y el que realice las carillas no-prep°.

e El Digital Smile Desing (DSD) puede ser un buen aliado para que los pacientes vean la
diferencia en el antes y el después de las restauraciones, y aprueben el tratamiento con
una expectativa mas tangible. Ademas, puede ser un buen recurso para la comunicacion
entre profesionales y asi mejorar el plan de tratamiento™!$34,

e FEl set-up puede ser de utilidad al integrar un plan de tratamiento ortodoncico y
restaurador, donde ambos profesionales participan activamente en la planificacion para

que el movimiento dentario se ajuste perfectamente a las necesidades del restaurado

(distribucion de diastemas, resalte, sobremordida...)>.

Sin embargo, estas técnicas conciernen a otras lineas de investigacion que no se corresponde

con el concepto de carillas no-prep.
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2. OBJETIVOS

2.1. OBJETIVO GENERAL

e Describir las caracteristicas que componen el concepto de carilla no-prep.

2.2. OBJETIVOS ESPECIFICOS

e Identificar los materiales de fabricacion de carillas no-prep.

e Analizar las ventajas y desventajas que aportan las carillas no-prep.

e Determinar las indicaciones y contraindicaciones de las carillas no-prep.

24



3. METODOLOGIA

Se realizd una revision sistemdtica de documentos de sociedades cientificas dedicadas a las
carillas no-prep.

Esta investigacion es un estudio comparativo y analitico, en el cual para llegar a los objetivos
establecidos se realizd una revision de 36 articulos, todos ellos obtenidos en la base de datos de
la biblioteca CRAI Dulce Chacon (PubMed, Medline Complete, Scopus, Web of Science ...) a

2 G bE N1

través de palabras clave como “carillas minimamente invasivas”, “carillas no-prep”, “carillas
b

prep-less”, “microveneer”, “microcarillas”, “carillas sin preparacion”, “laminados cerdmicos”,

“contact lens”, “lentes de contacto”... cerciorandose de la relevancia de cada uno y asi medir

su calidad. Ademas, se utilizaron libros referentes a estética, carillas de porcelana, protesis y

restauradora.

3.1. CRITERIOS DE INCLUSION

e Labusqueda bibliografica abarco articulos de 1995-2021.

e Idioma ingles y en espafiol.

e Podian ser ensayos clinicos, ensayos in vitro, informes de casos, revisiones sistematicas
o estudios prospectivos.

e Los articulos se limitaron a carillas no-prep de porcelana, los de carillas de composite
no se descartaron si en algiin apartado se comparaban con las de porcelana.

e Articulos referentes a la adhesion a esmalte y dentina.
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3.2. CRITERIOS DE EXCLUSION

e Articulos de resinas compuestas, sin ningtn tipo de relacion con carillas de porcelana.
e Articulos sobre carillas con preparacion que no fueran minimamente invasivas.

e Articulos que no tuvieran relacion con el tema principal.

En el tema tratado los estudios con muestras son muy escasos debido al alto coste que conlleva

el tratamiento y a las limitadas indicaciones. Sin embargo, se presentan suficientes informes de

casos que en general concluyen lo mismo, llegando a aportar cierta validez cientifica.

En muchos de los articulos se concluye que se necesitan estudios longitudinales para ver la

durabilidad y supervivencia de las carillas no-prep.
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4. DISCUSION Y RESULTADOS

4.1. ADHESION DE CARILLAS NO-PREP

Es mejor la union a esmalte que la union a dentina, ya que la porcelana tiene un indice de flexion
parecido al del esmalte, todo lo contrario a la dentina, cuyo indice de flexién es mayor, lo que
podria producir con mas facilidad fracturas de la carilla. Ademaés, la uniéon amelodentinaria no

se podria sustituir por el adhesivo ya que nunca llegaria a ser tan fuerte!?.

Burke?® establece que el mantenimiento de la carilla sobre el diente es por adhesion y no por
retencion, debido a esto, el sustrato debe ser siempre esmalte, por lo que en caso de haber
preparacion dental para una carilla, deberia ser minima (0,3-0,5mm) para no llegar a exponer
la dentina?®. Contrastando esto, Cangado!? y Stappert?! reportan que se produce una adhesion
mas fuerte cuando hay una preparacion dental que cuando no la hay, y que por ello, se

recomienda para una mayor longevidad 23!,

Las carillas unidas a un sustrato diferente a esmalte, como dentina o sobre restauraciones de

composite, tienen mayor riesgo de fracaso!®3°

, mientras que se produce una adhesion exitosa
cuando esta 100% sobre esmalte’? llegando al 99% de supervivencia, y del 94% en caso de que

hubiera esmalte tinicamente en los margenes®.
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Molina*, defiende que si se realiza una preparacién minimamente invasiva en esmalte y una
correcta adhesion, se considera que el diente estd completamente restaurado y que es

mecanicamente tan estable como para proteger y garantizar su supervivencia®>,

4.2. CARILLAS DE PORCELANA VS CARILLAS DE COMPOSITE

Segtin Frankenberger!?, las carillas de cerdmica no siempre son la mejor opcion y depende del

profesional tomar la decision de utilizarlas o no'°.

Respecto al dilema de si usar composite o porcelana, Batalocco demuestra que funcionan igual
en un estudio que realizd sobre incisivos fracturados, concluyendo que no hay cambios
estadisticamente significativos a nivel clinico y que el unico matiz a resefiar era el cambio de
color que presentaban las carillas de composite a lo largo del tiempo, por lo que requerian

mantenimiento!3-22

. Otros reportes de caso, reafirmaron el testamento de Batalocco®. Pero a
pesar de que la satisfaccion de los pacientes sea elevada (Alhekier et al: 82.8%), también

estudios han reportado que el cambio de color de las carillas de porcelana ha sido el principal

motivo de queja®.

La mayor ventaja que tiene el composite sobre la porcelana, es la facilidad de reparacion en
caso de fractura, informa Vadini'3. Pero sigue teniendo muchos inconvenientes; como la baja
resistencia al desgaste y durabilidad, decoloracion, manchas superficiales y contraccién por

polimerizacion®.
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Gonzélez Garcia?® afirma que el composite iguala o supera la ceramica, mientras que Hajto!°
defiende que el éxito de las carillas de porcelana supera al composite segun los estudios!'®3.
Sin embargo, este Gltimo también considera que cuando el defecto es minimo y pueda ser
reparado con composite, no estan indicadas las carillas'®. Asi lo explica Yanikian®°, quien

sugiere que, si la Unica queja del paciente es la descoloracion del diente, el composite esta mas

indicado a pesar de que la porcelana sea mejor a largo plazo®°.

En los casos donde estén indicadas las carillas no-prep, la porcelana es el material de eleccion
debido a su biocompatibilidad, longevidad, funcion, estética, salud periodontal, su estabilidad

de color y por su resistencia a la fractura®#10-12.18.22.23

4.3. TIPO DE CERAMICA - TALLADO - GROSOR DE LA CERAMICA EN

CARILLAS NO-PREP

Una vez se ha determinado el sustrato y el material, es necesario saber el grosor que va a tener
la cerdmica para proporcionar el espacio necesario. El material utilizado va a determinar cuanta
preparacion se necesitard (invasiva o no), pero en la practica clinica, segin Cosenza??, siempre

se necesitard una remocién minima de tejido??.

Cangado'?, expone un informe de caso seguido y evaluado durante 8 afios. Comienza con un
tratamiento de carillas no-prep feldespaticas que, tras 6 afios, aparecen con tinciones en las
interfaces, por lo que se decide realizar un tratamiento con preparacion de 0,5 en el tercio incisal

y de 0,3 en el tercio medio para carillas de disilicato de litio, por sus mejores propiedades
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mecanicas y su estabilidad a largo plazo (tras dos afios, no se aprecid ningiin cambio). A pesar
del fallo de la carilla no-prep, este tratamiento conservador es recomendable cuando esta
indicado, velando por la cantidad de estructura de diente, pero en algunos casos necesita ser

reemplazada'?.

Souza?’ defiende, a través de un informe de caso, que las carillas de zirconia, a pesar de que
son un tema todavia muy reciente, tienen un gran resultado estético y mecanico pero admite
que todavia se necesitan estudios prospectivos para consolidar la idea. Ademas, junto a una
investigacion de la literatura, recalca que tienen un gran resultado estético posterior (Rinke) y
que el desgaste que producia la zirconia en el antagonista, era igual al del resto de ceramicas
(Stober)?’. Masson' por el contrario opina que la zirconia al igual que el metal, no tiene tan

buenas propiedades Opticas ya que no es capaz de transmitir la luz y su difusion’.

Un estudio in vitro realizado por Starppert y colaboradores?!, se efectud con el fin de simular
fuerzas masticatorias durante 5 afos in vivo con ceramica de vidrio reforzada con leucita, para
comprobar la longevidad y fallos que tenian las carillas con 3 tipos de restauraciones diferentes.
Se realiz6 a través de 64 incisivos centrales libres de caries, los cuales se dividieron en 4 grupos:
control; tallado vestibular (0,5mm); tallado vestibular (0,5mm) e incisal (0,2mm); tallado
convencional para carillas, que incluia vestibular (0,5mm), incisal (0,3mm) y palatino (0,2mm).

Finalmente se obtuvieron los siguientes resultados®!:
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Tabla 2 Probabilidad de supervivencia de IC en un simulador masticatorio

Number of 95% 95 %
Group failed Survival Cl Cl
(n=16) Type of preparation  specimens probability upper lower
NP Unprepared (control) 3 0.81 093 0.57
WP Window 1 0.94 1.00 0.72
IOP  Incisal overlapped 2 0.88 097 0.64
CVP  Complete veneer 1 0.94 1.00 0.72

Cl, Confidence interval.

Tabla 2: fuente: Stappert31.

El estudio demuestra la efectividad de una minima preparacion vestibular, para reducir la
probabilidad de fracturas debidas a fuerzas oclusales, y a la similitud de la resistencia de la

ceramica y la del diente natural®!.

La siguiente tabla recoge algunos reportes de casos y la vision de cada autor respecto a las

carillas no-prep / prep-less (tallado, material, grosor):
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Souza

(2018)”

Cancado
(2018)"

Lobo
(2020)*

Zavanelli
(2019)8

Barrigon

(2019)°
Cedillo
o11)°

Cunha
(2015)*

1 mujer (25)

1 mujer (26)

1 mujer (43)

1 mujer (21)

1 mujer (21)

1 mujer (-)

1 hombre

Q)

Reporte de

caso

Reporte de

caso

Reporte de

caso

Reporte de

caso

Reporte de

caso

Reporte de

caso

Reporte de

caso

Prep-less

No-prep

Prep-less

Prep-less

Prep-less

No-prep

No-prep

Prep-less

0,3

0,3-0,5

No refiere los cm

Disminucion de la
convexidad dental a

nivel papilar

32

Zirconia monolitica

translicida

Feldespato

Disilicato de litio

Disilicato de litio

Disilicato de litio

Ceramica reforzada

con leucita

Feldespaticas

(Luminers)

0,3

0,2

1 afio

6 afios después
tiene mala

apariencia.

2 anos



Molina
(2016)*

Souza

(2020)*

Cunha

(2014)*
Arcangelo

(2017)%

Coachman

(2014)*

1 mujer (-)

1 hombre

(22)

1 mujer (25)

1 hombre (-)

1 hombre

(40-60)

Reporte de

caso

Reporte de

caso

Reporte de

caso

Reporte de

caso

Reporte de

caso

Prep-less

Prep-less

No-prep

No-prep

Prep-less

Chamfer cervical

Chamfer cervical y
redondeado de

angulos

0,3: 1/3 cervical
0,5: 1/3 medio
0,7: 1/3 incisal

Disilicato de litio y
recubrimiento con

feldespatica

Disilicato de litio

Feldespato

Disilicato de litio

Tabla 3 Elaboracion propia a partir de Souza, Cangado, Lobo, et al>9:12.18,23,24,27,29,33-36,
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Cada autor tiene un concepto diferente, algunos consideran que las carillas no-prep, como su
nombre indica, no tienen preparacion alguna, mientras otros consideran que puede incluir una
minima preparaciéon. Aun asi, todos coinciden en que la preparacion deberia ser menor a 0,5

como se explica en la clasificacion de LeSage!> expuesta anteriormente.

4.4. VENTAJAS Y DESVENTAJAS DE CARILLAS NO-PREP

Seglin Molina*®, en relacion con las carillas no-prep, la zona que es mas desafiante a la hora de
manipularlas esta localizada a nivel del margen gingival. Esto se debe a que es la zona de menor
grosor, la cual puede ser propensa a fracturas. Ademas, es una zona de transicion con el diente
dificil de cementar; en la mayoria de los casos debido a la ausencia de una linea de terminacion,
lo que podria derivar en una incorrecta posicion de la carilla tras el cementado. Afiadido a esto,
el hecho de que las carillas sean tan finas a nivel cervical puede ocasionar que no se consigan
los cambios de color deseados®. Molina®®, defiende que realizando una carilla con un grosor
superior y una preparacion parcial a nivel cervical de los dientes (chamfer), se podrian
solucionar los problemas anteriormente expuestos, a la vez que se evitaria un sobrecontorneado

que podria afectar a los tejidos blandos™.

Arcangelo’®, por otro lado, defiende que el sobrecontorneado se puede evitar marcando la linea

de maximo contorno del diente, y a su vez el limite de la carilla no-prep, de tal manera que al

posicionar la restauracion, no contacte con los tejidos blandos 3°.
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Tuncdemir y colaboradores?® demuestran a través de un estudio in vitro que las carillas con

preparacion presentan mayor cambio de color que las que no tienen preparacion®.

4.5. INDICACIONES Y CONTRAINDICACIONES DE CARILLAS NO-PREP

Coachman®, expone una técnica llamada Do the Math para calcular a través de una férmula
matematica, la preparacion que habria que hacer en base al color del diente existente, y defiende
que se puede variar uno o dos tonos el color con una carilla de 3mm. Para mayores cambios de

color, seria necesario otro tipo de tratamientos mas invasivos®*.

Da Cunha®’, expone la importancia de la dominancia de los incisivos centrales superiores en la
sonrisa. Es imprescindible un adecuado color, forma, tamafio y proporcion para una apariencia
agradable, ya que son los dientes mas visibles y, ademas, tienen funciones a nivel oclusal, como
la de proporcionar una guia anterior. Las carillas no-prep de porcelana son una buena opcion
terapéutica para solucionar problemas como: color inadecuado; forma incorrecta; microdoncias
de los incisivos centrales superiores; y la ausencia de guia anterior, siempre y cuando sean

leves®.

Todos los autores coinciden con las indicaciones de las carillas no-prep, pero todavia hay un
tema en debate: el bruxismo. A pesar de que el bruxismo puede ser considerado
contraindicacion de carillas de porcelana por algunos autores, Zavanelli'® discierne,
argumentandolo con un caso exitoso donde se rehabilita la funcion y la estética de una paciente

con ayuda de un DSD. El autor, explica que el resultado es variable y que el fracaso de la
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restauracion suele ser por fracturas y despegamientos. Para mejorar el pronostico, es necesaria
la confeccion de una férula de descarga que el paciente usard obligatoriamente todas las

noches!?.
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5. CONCLUSIONES

El concepto de carillas no-prep todavia no es una técnica estandarizada, cada autor
decide segun su propio criterio la técnica, ya sea con o sin preparacion, con material

feldespatico o iondmero de vidrio.

El mejor material es la porcelana debido a su estética, biocompatibilidad y estabilidad
de color. Hay dos tipos de ceramica que se usan en carillas no-prep, feldespatica e
ionémero de vidrio, el hecho de usar uno u otro va a depender del color del sustrato y
de las fuerzas oclusales a las que va a estar sometido. En caso de que la situacion sea

favorable, se utilizardn las carillas feldespaticas.

La mayor ventaja que aportan las carillas no-prep es la preservacion del tejido dental
sano. Los pacientes son cada vez mas conscientes de la importancia que tienen los
dientes, por lo que es una técnica muy aceptada. Por el contrario, dentro de las
desventajas, se trata de un tratamiento muy limitado en cuanto a sus indicaciones, y a

veces necesita de tratamiento interdisciplinar para poder llevarlo a cabo.

Las indicaciones de carillas no-prep son muy concretas y limitadas, el diente debe
presentar defectos ligeros, como pequeias malposiciones y cambios leves de color.
Debe tener suficiente esmalte para una correcta adhesion, y a parte, tener una buena

salud oral para que exista el minimo riesgo de fracaso.
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5.1. LIMITACIONES DEL ESTUDIO

Por el momento, hay escasa literatura cientifica disponible sobre carillas minimamente
invasivas y sin preparacion. Se describen muchos informes de casos, pero ninguno con un

protocolo pautado, cada autor seguia su propio criterio.

5.2. FUTURAS LINEAS DE INVESTIGACION

Los autores sugieren establecer protocolos teniendo en cuenta el tipo de material a usar en base
a sus propiedades Opticas y mecénicas; fijar los criterios de seleccion de los pacientes correctos
para la realizacion de carillas no-prep, debido a sus limitadas indicaciones; y la realizacion de
estudios longitudinales sobre el tema, para averiguar los resultados a largo plazo y sus

complicaciones.
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6. RESPONSABILIDAD

Cada vez se hace mas popular el concepto de odontologia minimamente invasiva, debido a la
demanda de tratamientos conservadores por los pacientes, y a la preocupacion de los
profesionales por la pérdida de tejido dental sano, que repercute directa e indirectamente al
paciente, puesto que puede provocar el fracaso del tratamiento por la falta de adhesion por
ausencia de esmalte.

Las carillas no-prep consiste en un tratamiento muy poco invasivo, con cierta relevancia para
fortalecer el esmalte, pero cuya funcion principal es la estética, algo que concierne cada vez
mas a la poblacion. Se trata de un tratamiento que necesita detenida valoracién por parte de
distintos especialistas, y que cuando estd indicado, es muy recomendable ya que en la
odontologia moderna se tiende a empezar por lo mas conservador. Su mayor limitacion es lo
poco accesible que puede llegar a ser, ya que es muy costoso y en ocasiones requiere

tratamientos previos.
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8. ANEXOS

Masson, M. J., Armas, A. C. (2019). Rehabilitacion del sector anterior con carillas de porcelana lentes de contacto,
guiado por planificacién digital. Informe de un caso. Odontologia Vital 30:79-86.

Rehabilitacion del sector anterior con carillas
de Zlorcelana lentes de contacto, guiado por
planificacion digital. Informe de un caso

Fromi sector rehabilitation with porcelain contact lens
venners guided by digital planning, Case report

Maria José Masson Palacios, UTE, Ecuador, majomasson@hotmail.com
Ana del Carmen Armas Vega, UTE, Ecuador, ana_del_ec@yahoo.es

RESUMEN

Los pacientes acuden cada vez mds, al consultorio odontoldgico a fin de mejorar el aspecto de su sonrisa,

ampliando la demanda de procedimientos estéticos, y es responsabilidad del odontélogo ofrecer distintas
técnicas para que el paciente acoja un tratamiento éptimo, orientado a la conservacion de los tejidos dentales

en este aspecto; las carillas de cerdmica sin preparacion, o lentes de contacto, constituyen una opcion
conservadora de recubrimiento parcial, que mejora la estética del sector anterior, el siguiente caso describe una
posibilidad restauradora estética minimamente invasiva para la rehabilitacion del sector anterior, con
el uso de porcelana IPS e. max® Press, resaltando el proceso de planificacion por medio del diseiio
digital en dos dimensiones.

PALABRAS CLAVE
Carillas, lente de contacto, digital smile design.

ABSTRACT
Patients increasingly come to the dental office to improve the appearance of their smile, expanding the
demand for aesthetic procedures, and it is the dentist s responsibility to offer different techniques for the
patient to receive an optimal treatment, aimed at preserving the dental tissues in this aspect, unprepared
ceramic veneers, or contact lenses, are a conservative alternative, which improves the aesthetics of the front
sector, the following case describes a minimally invasive aesthetic restorative alternative for the rehabilitation
of the anterior sector, with the use of IPS e. max® Press porcelain, highlighting the planning process through
digital design in two dimensions.
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Veneers, contact lens, digital smile design.
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Purpose. This article describes different options for the esthetic treatment of anterior teeth, starting with
minimally invasive procedures, such as facial surface bleaching and bonding with composites.

Methods. The importance of metal ceramic restorations, porcelain shoulder techniques, and metal free
ceramics are also emphasized. The options are carefully demonstrated to identify advantages and limita-
tions of each technique. (J Prosthet Dent 1997,78:437-40.)

In the restoration of anterior teeth, there are many
factors to be considered that depend on the patient’s
expectations and the expertise of the dental practitio-
ner. The purpose of this article is to provide a checklist
of esthetic systems for the restoration of anterior teeth
and to cover important factors to consider before choos-
ing a specific treatment.

MINIMALLY INVASIVE PROCEDURES
Bleaching

Patients frequently desire improvement in their smiles
because fashion magazines emphasize innovative meth-
ods to improve esthetics. However, potential patients
are unaware of treatment options, so it is the responsi-
bility of the dentist to suggest the most conservative,
desirable treatment. When patients complain of “ugly
teeth,” the dentist must determine whether the term
uglyis the result of color or shape of the dentition. There-
fore the following questions are appropriate: (1) Are you
comfortable with the shape of your teeth and (2) do
you approve of the color of your teeth?

If the answer to question one is affirmative and color
is the main concern, bleaching the teeth is a reasonable
choice.! However, the patients should understand that
this procedure is only considered a temporary measure.
Furthermore, whiter teeth are merely an interim mea-
sure if smoking or excessive drinking of liquids that stain
are continued.

Resin bonding

When a patient wishes to improve their smile because
of dark spaces between the teeth (Fig. 1), esthetic bond-
ing may be the resolution. If the configuration of the
teeth is modified, the patient can achieve satisfaction. If
the patient does not smoke or drink dark-colored lig-
uids that can alter the color of the teeth, esthetic bond-
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nois, February 1996.

*Associate Clinical Professor, Department of Prosthodontics,
Universidad Nacional Autonoma de Mexico.

PAssociate Clinical Professor, Department of Prosthodontics, School
of Dental Medicine, State University of New York at Buffalo.
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Cisors.

Fig. 2. Diastemata were closed with composites, following
natural outline of teeth.

ing with composites is the most conservative approach
for several reasons; namely, (1) sound tooth structure
will not be removed, (2) anesthetics are infrequent, (3)
one appointment is common, and (4) the professional
fee is usually inexpensive.
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Abstract

Background. Porcelain sectional veneers with no preparation (no-prep) are an ultra-conservative choice
for the esthetic treatment of the anterior teeth. They can be made from a sintered feldspathic porcelain,
which gives a great appearance with small thickness, but there are still concerns about the fracture strength
of this material.

Objectives. The aim of this study was to evaluate the fracture strength of porcelain sectional veneers
made from 2 different sintered feldspathic porcelains.

Material and methods. Twenty recently extracted human incisors were randomly divided into 2 groups
according to the porcelain material (n = 10). The 1% group was applied the IPS Style® Ceram feldspathic
porcelain and the 2" group — GC Initial™ MC. The porcelain sectional veneers were fabricated following
the manufacturers' instructions. After the veneers bonded with resin cement (Variolink® N), the fracture
strength was measured using a universal testing machine (Instron®1195) at 1 mm/min until failure oc-
curred. Railure modes were determined under a stereomicroscope.

Results. The mean fracture strength for group IPS Style Ceram was higher than that for group GC Initial MC
(182.7 N and 155.7 N, respectively). The lowest value was observed in group IPS Style Ceram (78 N) and
the highest value — alsoin the group IPS Style Ceram (294 N). Student’s -test demonstrated no statistically
significant differences between the 2 groups (p > 0.05).

Conclusions. There was no difference in the fracture strength of the porcelain sectional veneers for the
2 types of sintered porcelain used in this study. Cohesive failure within the porcelain sectional veneer was
the most common mode of failure.

Key words: fracture strength, porcelain sectional veneers, no-prep, feldsphatic porcelain, ultra-thin ve-
neers

Stowa kluczowe: wytrzymatos¢ na ztamanie, czesciowe licowki porcelanowe, no-prep, ceramika skale-
niowa, ultracienkie licowki
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Abstract

Background. Diastema can be closed using conservative and non-conservative techniques. Composite
resin wings and ceramic veneers are the most common treatment options if there is no indication for orth-
odontic treatment. A novel ultra-conservative technique has been introduced to the practice, i.e., porcelain
sectional veneers can be fabricated with no or minimum preparation. However, porcelain is known for its
poor mechanical properties and the long-term survival of such restorations is questionable.

Objectives. This paper aimed to investigate the mechanical aspects of porcelain sectional veneers by
means of the finite element method (FEM).

Material and methods. A three-dimensional (3D) model of porcelain sectional veneers on the upper
central incisors with diastema was obtained by the reversed engineering method starting from a cone-beam
computed tomography (CBCT) image. A 100 N occlusal force was applied parallel and 135° to the longitu-
dinal axis, respectively. For each direction the force was applied once with direct contact and again with no
contact with the porcelain sectional veneers. For each of the resulting 4 scenarios, a 3D finite element analysis
was simulated and the maximum equivalent von Mises stress was compared to porcelain flexural strength.

Results. Higher stresses were detected when the force was applied on the porcelain sectional veneers and
they were increased dramatically with the inclined force.

Conclusions. Direct occlusal contact has to be avoided when using porcelain sectional veneers and the
margin positions must be chosen carefully. The occlusal scheme must be noted carefully before choosing
this type of restoration.

Key words: finite element, diastema, porcelain sectional veneers, no-prep

Stowa kluczowe: element skoriczony, diastema, czesciowe licéwki porcelanowe, licéwki no-prep
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A proposito de un caso

RESUMEN

El objetivo de este articulo es la exposicién de un
caso clinico con una exigencia estética muy eleva-
da, resuelto con carillas no-prep (o sin preparacién) y
tratamiento ortodéncico previo. Se presentara el pro-
tocolo multidisciplinar que se ha llevado a cabo, ex-
plicando por qué se realiza cada fase del tratamien-
to, qué nos aporta, y como se ejecuto.

Asimismo, se discutiran aspectos relacionados con
las carillas no-prep: la seleccién meticulosa del caso,
los factores que nos limitan ala hora de indicarlas, y si
son subsanables con tratamientos previos no restau-
radores; las ventajas y desventajas especificas de este
tipo de restauraciones; las dificultades que afrontamos
en su manejo clinico y en el laboratorio; y una breve
revisién de la literatura acerca de este tipo de carillas.

Palabras clave: carillas no-prep; tratamiento mul-
tidisciplinar; planificacién estética; Disefio de Son-
risa Digital; setup ortodéncico; ortodoncia estética-
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k& LAS CARILLAS
NO-PREP SON UNA SOLUCION
TERAPEUTICA PROMETEDORA

QUE PRESENTAN ALGUNAS
VENTAJAS FRENTE A LAS
CARILLAS CON PREPARACION

mente guiada; Odontologia adhesiva minimamente
invasiva.

ABSTRACT
The purpose of this article is to examin a clinical
case with a high esthetic demand, treated with no-
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ABSTRACT

Aim The main objective of the present systematic review was to
investigate the validation of no-preparation ceramic veneers as
restorations.

Materials and Methods Pubmed, Evidence-Based Dentistry,
BMJ Clinical Evidence, Embase, Dynamed and Opengrey were
analyzed in order to identify randomized controlled clinical
trials evaluating the clinical outcomes of no-preparation ceramic
veneers; manual researches were performed as well.

Results Database search produced 2551 records. After removal
of duplicates and a careful examination of titles and abstracts, the
reviewers excluded all of the studies. Manual and grey literature
did not yield any other relevant article.

Condlusions Due to the lack of data, at the moment achieving
a definitive clinical statement regarding the “no-prep” technique
is not possible. Further clinical studies are needed to assess the
effectiveness of no-preparation ceramic veneers. No-prep veneers
can be considered as conservative treatments which should be
carefully recommended and request a cautious selection of cases.
Further controlled clinical researches are necessary to clearly
identify predictable clinical protocols and evaluate the long-term
outcomes of such restorations.

KEYWORDS Systematic review; No-preparation veneers;
No-prep; Prepless; Ceramic veneers; Minimally invasive.
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INTRODUCTION

In response to an increasing patients’ demand for
non-invasive, more and more esthetic and durable
dental restorations, over the last decades the use of
porcelain laminate veneers has become a widespread
approach to restore worn, misaligned, fractured,
discolored and malformed teeth. Moreover, the
clinical indications of such restorations have been
progressively increased due to the development
of innovative ceramic materials that have been
recently introduced in the market (1-4). The reduced
thicknesses requested by the new biomimetic ceramic
materials, together with an effective bonding to
enamel and dentin, have allowed for a noticeable
reduction of preparation invasiveness, leading to
a significant preservation of tooth structure in
agreement with the well consolidated principles of
minimally invasive dentistry.

Compared to the aggressive preparations of the
past, a conservative approach allows for a better
management of different mechanical and clinical
problems (5) in thatit reduces flexing stress and strains
inside the restorations (6-8), limiting at the same
time the amount of exposed dentine and ensuring
a higher amount of enamel substrate available for
adhesion (9). It has been shown that the preservation
of a large enamel surface and the positioning of
the restoration margins within the enamel tissue
are paramount factors for the achievement of good
clinical outcomes with porcelain laminate veneers
(10, 11).

Due to this clinical trend, in the last decade, additional
partial veneers, "minimal preparation” and even "no-
preparation (or prepless)” ceramic veneers have been

© ARIESDUE  March 2018; 10(1)
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Carillas de porcelana sin preparacion.

Non preparation porcelain veneres.

Dr. José de Jesus Cedillo Valencia
Maestro del Postgrado de Prétesis Bucal Fija y Removible.
Universidad Auténoma de Ciudad Juarez

Resumen

La Odontologia Cosmética ha evolucionado rapi-
damente en los Gltimos 20 anos. El tratamiento
conservador usando carillas de porcelana sin
preparar, o con minima preparacion, ha sido
clinicamente probado. Los pacientes estan de-
mandando procedimientos conservadores, sin
desgastar sus piezas dentales y procedimientos
sin dolor, con excelentes resultados estéticos.
Desde que Sali6 al mercado la Porcelana Ceri-
nate® , la técnica no invasiva de Lumineers™,
el procedimiento convencional de preparacion,
es cada vez mds obsoleto. La Porcelana Ce-
rinate es una porcelana feldespatica que ha
sido usada y estudiada por muchos anos; ya
que tiene una estructura microcristalina, esos
cristales tienen una distribucion uniforme, re-
forzada con cristales irregulares de leucita. Es-
ta porcelana puede ser fabricada con 0.2 mm.
de espesor (aproximadamente como el grosor
de una lente de contacto). La gran ventaja de
la Porcelana Cerinate, es el hecho de que se
pueden elaborar carillas con gran dureza y
menor espesor.

Entre las principales ventajas que tiene, compa-
rada con la técnica convencional, es la menor
sensibilidad posoperatoria, ya que la adhesion
se lleva a cabo en el esmalte, ademas refuerza
el esmalte debilitado o agrietado. También evita
el tener que colocar provisionales, provee un
blanqueamiento permanente, y lo mas impor-
tante, es el que evita la reduccion de estruc-
tura dental, siendo el principal motivo de los
pacientes para elegir este sistema.

Palabras clave: carilla, estetica, porcelana,
adbesion, cemento, resina, esmalte, desgaste.

Recibido: Octubre de 2011.
Aceptado para publicacion: Octubre de 2011.

Abstract.

Cosmetic dentistry has evolved rapidly over the
last 20 years. Minimally-invasive treatment us-
ing porcelain veneers that require no or mini-
mal preparation has been clinically proven.
Patients are now requesting discreet, estheti-
cally pleasing, pain-free procedures that cause
no wear to teeth and require no preparation.
Since the launch on the market of Cerinate
Porcelain®, the non-invasive Lumineers™ tech-
nique, the conventional veneer preparation
procedure has become increasingly obsolete.
Cerinate Porcelain® is a feldspathic porce-
lain that has been used and studied for many
years due to its microcrystal-based structure;
the crystals are uniformly distributed and re-
inforced by irregular leucite crystals. The por-
celain can be manufactured to a thickness of
0.2 mm (around the thickness of contact lens).
The main advantage of Cerinate Porcelain® is
thatitallows the manufacture of slender though
extremely strong veneers.

One of the main advantages compared to the
conventional technique is the reduction in
postoperative sensitivity, since the adhesion
between the tooth and the veneer takes place
in the enamel. Furthermore, Lumineers™ also
reinforce weakened or cracked enamel. An-
other advantage they offer is that they avoid
the need for provisional restorations and pro-
vide permanent whitening; most significantly,
they prevent the reduction of dental structure,
which is the main incentive for patients when
opting for this technique.

Key words: veneer, esthetics, porcelain,
adbesion, cement, composite, enamel, wear
Introduccion.
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Estética

Restauraciones del sector anterior: ;son las carillas

ceramicas la mejor opcion?

Jan Hajt6, Dr. med. dent.

En los casos con una indicacion correcta las carillas
cerdmicas son sin duda la mejor opcion en lo que a es-
tética, durabilidad y biocompatibilidad se refiere. Se
pueden utilizar carillas parciales, que no cubren la cara
vestibular completamente, para aumentar o modificar la
estructura dentaria siempre y cuando permitan conser-
var el color dentario global. Estos tratamientos son tan
conservadores como una restauracion con composite de
similares caracteristicas, que por lo general constituye la
alternativa mds rentable y en muchos casos ofrece resul-
tados equivalentes. Cuanto menores sean las correccio-
nes a realizar mejor habrd que analizar si una restaura-
cion de cerdmica indirecta ofrece ventajas frente a una
alternativa de composite directa. Los defectos pequeiios,
circunscritos y caracteristicos de la lesion de caries y las
obturaciones preexistentes no son una indicacion adecua-
da para una restauracion con carillas; lo son para una
restauracion con composite. La frontera a partir de la
cual es mds conveniente una restauracion con carillas in-
directa se moverd en funcion de las expectativas estéticas
del paciente, de la capacidad del propio odontélogo y de
la envergadura del defecto o de los problemas estéticos, y
en cada caso se situard en un punto distinto.

(Quintessenz. 2010;61(5):521-8)

Correspondencia: J. Hajtd.
‘Weinstrasse 4, 80333 Munich, Alemania.
Correo electrénico: dr.jan.hajto@t-online.de

Introduccion

«Restauraciones del sector anterior: json las carillas ce-
rdmicas la mejor opcién?». Esta pregunta tan clara fue
el titulo propuesto al autor por el coordinador técnico
del presente nimero monogrifico, el Prof. Frankenber-
ger, para abordar esta cuestion. Y una pregunta tan clara
merece una respuesta que no deje lugar a dudas. A con-
tinuacion se intentard abordar la cuestion de forma siste-
matica dando respuesta a las siguientes preguntas:

1. (Qué son las carillas cerdmicas?

2. ¢Son las carillas ceramicas realmente la mejor op-
cién? Si es asi, en qué sentido?

3. (En qué casos no son las carillas cerdmicas la me-
jor opcién? ;Qué alternativas existen?

Definicion de «carillas ceramicas»

La palabra inglesa «veneer» significa literalmente «fren-
te», «enchapado» o «recubrimiento». Con el término
«carillas» o «veneers» se hace referencia por lo general
a diversos tipos de restauraciones indirectas en forma de
ldminas con cementacién adhesiva. En el sector anterior
son las siguientes:
« Carillas vestibulares en dientes anteriores
* Carillas parciales:
- Reconstruccién de bordes incisales
- Carillas palatinas en dientes anterosuperiores para
reconstruir superficies guia
- «Carillas adicionales» minimamente invasivas
- Carillas cervicales de cerdmica
* Carillas sin preparacién dentaria previa
* Carillas de 360° y coronas tres cuartos adhesivas

En el sector posterior se utilizan los siguientes tipos de
carillas:

* Carillas vestibulares en premolares y molares

e Carillas oclusales (denominadas «table tops») en
dientes posteriores

391
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Rubén Agustin-Panadero ', Daniel Ausina- Escrihuela ’, Lucia Fernindez-Estevan ', Juan-Luis Romén-Rodri-
guez ', Joan Faus-Lépez °, Maria-Fernanda Solé-Ruiz *

' DMD, PhD, Associate Professar, Department of Dental Medicine, Faculty of Medicine and Dentistry, University of Valencia,
Spain

* DMD, In private dental practice, Spain

' DMD, PhD, Director of Valencia Dental Research Institute (IVIO), Valencia, Spain

‘ DMD, PhD, MD, Adjunct Profe Dep of Dental Medicine, Faculty of Medicine and Dentistry, University of Valen-
cia, Spain

Carvespondence:

University of Valencia

O/ Gased Ottag, !

46021, Valencia

Spain
rubenagusrispanaderai@gmall. com

Recarved 2410QM7
Accepted: 421112007

Plesse cite this article in press as: Agustin-Panadero R, Ausima- Es-
crihuela D, Ferndndez-Estevan L, Romin-Rodrigeez JL, Faus Lépez
J, Solé-Ruiz MF, Demtal-gingival remodeling with BOPT no-prep ve-
neers. J Clin Exp Dent. (2017), doit:/0.4317jced 34463

Abstract

Recent years have seen increasing demand for treatments aimed at improving dental esthetics. In this context,
both patients and dentists prefer to preserve dental structures as far as possible; thanks to technological advances,
especially in adhesive dentistry, new materials and minimally invasive technigues such as “no-prep” (no prepara-
tion) veneers have made this possible. Nevertheless, no-prep vencers have specific indications and suffer certain
disadvantages.

Objectives: This clinical case describes the rehabilitation of the upper anterior region by means of no-prep vencers,
with BOPT (Biologically Oriented Preparation Technigue) cervical margins. The patient had requested an aesthetic
treatment to improve irregularities of the gingival margins associated with the presence of diastemata resulting
from microdontia.

Key words: BOPT, micro-veneers, hybrid ceramic, ultra-fine veneers, diastemata, without prosthetic finish line,
no-prep.

Introduction rials and techniques, teeth underwent a milling proce-
The last 30 years (1) has seen the introduction of cera- dure to reduce their thickness and so accommodate the
mic veneers aimed at improving the shape, alignment, ceramic vencers, ensuring esthetic outcomes and the
and color of teeth as a response for patients increasing treatment’s long-term durability (1). However, patients
demands for improved dental esthetics. To begin with, and clinicians’ concern to preserve a maximum quantity
these were designed for use without any kind of prepa- of healthy dental structures has led to further rescarch
ration, but later, in response to the deficiencies of mate- into new materials and techniques aimed at maximizing
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Case Report

Esthetic rehabilitation of anterior teeth with
different thicknesses of porcelain laminate veneers:
An 8-year follow-up clinical evaluation

Tassiana Cancado Melo Sat, Monize Ferreira Figueiredo de Carvalho?,
Julio Celso M. de Sa2, Claudia Silami Magalhaes?, Allyson Nogueira Moreira?,
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ABSTRACT

Monica Yamautit

'Department of Restorative Dentistry, Faculty of
Dentistry, Federal University of Minas Gerais,
Belo Horizonte, Minas Gerais, Brazil,
?Department of Restorative Dentistry, Faculty
of Dentistry, Newton Paiva University Center,
Belo Horizonte, Minas Gerais, Brazil

This clinical report describes an 8-year follow-up evaluation using different thicknesses of porcelain laminate veneers of diastema
and malformed anterior teeth. Minimally invasive treatment with no preparation or minimal reduction options could be considered
and chosen based on the characteristics of each case. Laminate veneers with or without reduction can offer an excellent result
regarding esthetics and function. Despite its failure without reduction, this treatment is indicated because it can be applied regardless
of the structure of the teeth. At first, no tooth preparation with rotatory instruments was performed, and porcelain laminates of
minimum thickness were made for the four maxillary anterior teeth. After 6 years, the adhesive interfaces were stained, and the
patient was unsatisfied with the esthetics of her smile. Therefore, at that time, the professional decided to prepare the anterior teeth
for porcelain laminate veneers. Diastema closure and/or correction of malformed anterior teeth using porcelain laminate veneers is
aviable option for the clinician because it restores esthetic harmony. The patient was very pleased with the new laminate veneers.

Key words: Dental esthetic, dental laminate, veneers

INTRODUCTION

Porcelain laminate veneers have gained popularity!!!
and are now applied in daily practice. Their
esthetics, durability, and biocompatibility have made
them a viable option for the treatment of anterior
teeth. Advances in materials such as glass ceramic,
adhesive systems, and resin cement have allowed
restorative dentistry to refocus on minimally invasive
procedures.P!

Access this article online
Quick Response Code:

Website:
www.eurjdent.com

The presence of diastema or a malformed shape of
the anterior teeth can be esthetically unsatisfactory,
and the use of minimally invasive preparation-free
porcelain veneers or a minimum reduction has become
a viable treatment modality when conservative
treatment is selected.”! The choice of minimal or no
tooth preparation is a key factor in the prognosis.t
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the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License,
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CLINICAL ARTICLE

No-Prep Rehabilitation of Fractured Maxillary Incisors
with Partial Veneers

MIRCO VADINI, DDS, PhD*, MAURIZIO D’AMARIO, DDS, PhDf, FRANCESCO DE ANGELIS, DDS, PhD*,
ANTONELLO FALCO, DDS, PhD¥, CAMILLO D’ARCANGELO, DDS$

ABSTRACT

Objective: Therapeutic options for dental trauma depend on the injuries features. For patients with uncomplicated tooth
fractures, adhesive materials and composite partial veneers may be a therapeutic solution that completely preserves
healthy tooth structure.

Clinical considerations: An ultra-conservative approach, using indirect composite partial veneers to restore fractured
anterior teeth is described in these case reports.

Conclusion: Despite the position of the finish line in the middle of the clinical crown, this solution offers functional and
esthetic outcomes using an indirect composite technique, and appears to be a suitable alternative to direct composite
restorations or less conservative indirect veneers.

CLINICAL SIGNIFICANCE

Indirect composite partial veneers present considerable advantages, such as ultra-minimally invasive properties and
excellent esthetic appearances. The success seems to depend on a combination of sound adhesive principles, adequate
design of the restoration, laboratory experience, and cementation techniques. (J Esthet Restor Dent 28:351-358, 2016)

INTRODUCTION not obtainable, a restorative procedure is required to
recreate dental functional and esthetic integrity. Special

Dental trauma to frontal teeth is relatively usual care is necessary to preserve the residual dental

among children and teenagers." When anterior region structure and choose less invasive treatment. New

is involved, it is crucial to satisfy esthetic requirements, adhesive materials such as all-ceramic systems and

since a pleasant smile seems to play a primary composite resins have increased treatment possibilities

psychosocial role in children and teenagers’ life and and esthetic results may be achieved with metal-free

relationships.> The treatment of choice for traumatic prosthetic materials t00.>® The preparation’s design

fractures depends on several factors such as the extent required for adhesive restorations is different from

of the injury, the age of the patient, and the presence traditional preparations. In particular, non-adhesive

of tooth fragments. If complete dental fragment is restorations required preparation designs facilitating so

available, and if it is well-preserved, immediate a mechanical retention of the reconstruction. Bonded

reattachment may be possible.>* When the fragment is restorations do not require extensive preparation, so

*Research Associate, Unit of Restorative Dentistry, Department of Oral Science, Nano and Biotechnology, “G. DAnnunzio” University of Chiet, Italy

TResearch Associate, Division of Restorative Dentistry—Oral Pathology, Department of Life, Health and Environmental Sciences—University of LAquila, LAquila,
Italy

*Private Practitioner, Pescara, Italy

SAssociate Professor and Head, Unit of Restorative Dentistry, Department of Oral Science, Nano and Biotechnology, “G. DAnnunzio™ University of Chieti, ltaly

© 2016 Wiley Periodicals, Inc.  DOI [0.111[jerd.[2229 Journal of Esthetic and Restorative Dentistry Vol 28 « No 6 « 35/-358 « 2016
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The Contact Lens Effect:
Enhancing Porcelain Veneer Esthetics

DANIEL MATERDOMINI, CDT*
MARK J. FRIEDMAN, DDS?*

orcelain veneer restorations

have enjoyed an ever-expanding
role in restorative dentistry. They
are often used for elective dental
esthetics because of the conservative
nature of the procedure. Veneers
satisfy many of the same restorative
objectives as conventional crown
techniques, but with fewer clinical
risks and complications. The inter-
face between the periodontal tissues
and the margin of the restoration is
where veneers have one of the
greatest advantages over crowns.

When conventional anterior crowns
are designed, esthetics dictate that,
in most instances, the crown mar-
gins terminate at an intrasulcular
location. Although this may enhance
frictional retention, most often the
motivation is esthetic." Many metal
ceramic and all-ceramic crowns are
replaced for no other reason than to
reposition the margins to an intra-
sulcular location. Over time, tissue
migration can again reveal these
margins, no matter how carefully
the crowns were originally
designed.>* Some tissue migration
around crown margins in a thin
periodontium is considered to be a
normal aging process, while other
instances can be clearly associated

Figure 1.

with an iatrogenic etiology.
Therefore, the repositioning of a
crown margin may have limited
esthetic longevity, depending on the
tissue type: thin and scalloped or
thick and flat. The inevitability of
soft tissue migration cannot be accu-
rately predicted or eliminated and
the risk to the biological homeo-
stasis cannot be avoided. Factors
such as biomaterial compatibility,
emergence profile, periodontal tissue
type, marginal seal, maintenance of
biologic width, and host resistance

*Qumer of dental studio, Woodland Hills, California
*Associate Professor, University of Southern California School of Dentistry, Los Angeles;
Private Practice, Encino, California

58

JOURNAL OF ESTHETIC DENTISTRY

all contribute to the success or fail-
ure of maintaining an intrasulcular
restorative margin (Figure 1)
Therefore, crown replacement for
esthetically unacceptable facial
gingival margins may only be a
temporary solution to a complex
and often elusive problem. However,
unlike a crown which measures 1 to
1.5 mm in thickness, a porcelain
veneer imparts a completely differ-
ent set of optical characteristics
when bonded to the tooth.

VOLUME 7, NUMBER 3

35-year-old male with five porcelain veneers on the maxillary anterior teeth.
A porcelain and gold crown on the maxillary right central incisor has an intrasulcular
margin while the porcelain veneers have supragingival margin placement. The iatrogenic
periodontal reaction associated with the porcelain and gold crown is self-evident.
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CONTINUING EDUCATION 2

VENEER TREATMENT CLASSIFICATION

Establishing a Classification System
and Criteria for Veneer Preparations

Brian LeSage, DDS

Abstract: The concept of no- or minimal-preparation veneers is more than 25
years old, yet there is no classification system categorizing the extent of prepara-
tion for different veneer treatments. The lack of veneer preparation classifications
creates misunderstanding and miscommunication with patients and within the
dental profession. Such a system could be indicated in various clinical scenarios
and would benefit dentists and patients, providing a guide for conservatively pre-
paring and placing veneers. A classification system is proposed to divide prepara-
tion and veneering into reduction—referred to as space requirement, working
thickness, or material room—volume of enamel remaining, and percentage of den-
tin exposed. Using this type of metric provides an accurate measurement system to
quantify tooth structure removal, with preferably no reduction, on a case-by-case

LEARNING OBJECTIVES

+discuss the advantages
of no-preparation and
minimal-praparation
wveneers

sundarstand why there is
a need for a classifica-
tion system to catego-
rize the extent of prepa-
ration for differant types
of vanger treatment

+descrine factors affect-
ing tooth preparation for
esthetic restorations

basis, dissolve uncertainty, and aid with multiple aspects of treatment planning and communication.

lefi is often di 1 and debated in
healtheare. No longer is it acceptable Lo over-pre-
pare teeth for convenience or lack of understand-
ing of alternative tr Minimally i T

The pt ol no-prep or minimal-preparation veneers
is more than 25 years old, yet there is no cdlassification system cat-
egorizing the extent of preparation for different veneer treatments.”

Such a sy could be indicated in various clinical scenarios and

dentistry is not merely a simple obligation, but a
professional duty.’ The media-inspired preoccupation with looking
and feeing younger obligates healthcare providers to balance ethics
with literature-based information and clinical experiences to meet
patientd ds.” Clinical evid is needed to provide the stan-
dard of care required to comply with and support nonmaleficence

¢

Fig.

benefit dentists and patients, guiding conservative veneer prepara-
tion and placement.”

Interest in conservative treatments has increased signifi-
cantly since veneering was introduced as an additive technigue
in the 19805 as an alternative to full-coverage crowns.™ Placed
with little to no preparation, veneers were bonded directly to

Fig 1. Nlustrations demonstrating Class | veneer preparations requirng little to no tooth structure removal. Facial reduction allowing for 95% to

100% of the enamel remaining, and no dentin should be exposed
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Minimum Thickness
Anterior Porcelain
Restorations

Gary M. Radz, pps*?"

KEYWORDS

® Porcelain laminate veneers ® Dental ceramics
® Minimum thickness anterior restorations
® Porcelain restorations

The treatment of healthy but unesthetic teeth has always presented a challenge for the
dental practitioner. The introduction of the acid-etch technique by Buonocore® and the
development of composite resin by Bowen? expanded the options for treatment of
healthy teeth that were of improper shape, deficient in size, or unesthetic in color.
These initial discoveries followed by the work of many others brought to light the
possibility of enhancing teeth with porcelain laminate veneers (PLVs).

Since the early 1980s, the development and application of porcelain bonded to
tooth restoration using a PLV has enjoyed widespread enthusiasm and success and
has now become a widely accepted and popular procedure.

PLVs provide the dentist and the patient with an opportunity to enhance the
patient’s smile in a minimally to virtually noninvasive manner. Today’s PLV demon-
strates excellent clinical performance and as materials and techniques have evolved,
the PLV has become one of the most predictable, most esthetic, and least invasive
modalities of treatment. This article explores the latest porcelain materials and their
use in minimum thickness restoration.

HISTORY

The evolution and development of adhesive technology over the past 50 years has
provided the foundation for today’s veneering techniques. The combination of
Buonocore’s acid etch research! and Bowen’s composite resin findings® had made
possible the technology that allows for the bonding of composite resin to tooth struc-
ture in a predictable manner.

In 1928, C.L. Pincus® introduced the “Hollywood Veneer.” This veneer was not
dissimilar from today’s porcelain veneers, except that they were not etched, but rather
held to place with denture adhesive. Obviously, retention was a significant issue and
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Abstract

Objectives: To prospectively evaluate the One-step No-prep treatment of full mouth-worn
dentition, a minimally invasive and multidisciplinary approach using PICN CAD-CAM
composite restorations without provisional phase.

Methods: Seven patients (n=192 restorations) with severe tooth wear were included. Patient
data were recorded, and an occlusal analysis and a tissue-guided wax-up were realized. After
replacement of old fillings, no-prep Vita Enamic restorations (posterior restorations and
palatal veneers) were bonded within 24 hours. Direct composites were performed to mask the
buccal joint on anterior teeth. Maxillo-facial physiotherapy was performed. Restorations were
evaluated following World Dental Federation criteria. Treatment influence on Oral-Health-

Impact-Profile-49 (OHIP-49) score was assessed.
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Introduction

The digital smile design or digital smile designer (DSD) is a tool
to plan a virtual smile. The planning uses digital photographs and
patient diagnostic data, coupled with scientific, biological, esthetic,
and occlusal principles, to create an esthetically pleasing smile.!"
The design of the new smile is virtually built, based on the
intra- and extra-oral photographic protocol at various angles,
clinical and radiographic examination, and a complete facial
evaluation. The patient’s necessities should be considered so that
the treatment represents your personal requires, improving the
professional patient relationship, the planning and presentation
of the case to the patient, giving the results more predictable.?)
The clinical evaluation should observe the arrangement,
alignment, contour, shape, size, color, and texture of the dental
elements. The radiographic examination and the assessment of the
temporomandibular joint (TM]J) are important complementary
exams for the diagnosis and planning in oral rehabilitation.*]
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The present case report describes the use of digital smile design for a clinical trial
execution, involving periodontal and restorative procedures and preservation with
microveneers. This approach allows for more enamel preservation and, as a consequence,
more predictable bonding, biomechanics, and esthetics. Such results improve harmonic
esthetic appearance based on predictable procedures. At the end of the treatment, a
stabilizing plate was installed for the protection of the microveneers and the elements.
The patient was very satisfied with the new smile, as the treatment considered personal
wishes regarding the shape, size, alignment, and contour, also considering the control of
bruxism with the use of a stabilizing plate.

The esthetic checklist involves the facial evaluation. The
macroesthetic elements'**! (face, smile, periodontium, shape,
and alignment of dental arches) and microesthetic elements!”’
(shape, alignment, color, and texture of each individual tooth)
are considered. The professional should be attentive of extracting
sufficient information from the patient, as the psychological
profile can influence the expected final result.[!°!

The use of DSD allows a comparison of the previous photos
with the final result, showing the great difference in esthetics, and
giving even more satisfaction for the patient to see was proposed
to him and how it has been achieved. The case can be saved, and
if patient authorization is given, the treatment can be presented
as an example in consultations with other clients seeking esthetic
restoration.>!%)

The test drive of the virtual project materializes in the
esthetic test. The mock-up reproduces the waxing with bisacrylic
resin and simulates the esthetic. The functional result could act
as a surgical guide to correct the esthetics rose by periodontal

Journal of Advanced Clinical & Research Insights e Vol.6:3 e May-Jun 2019
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When a definitive aesthetic treatment is determined, it is crucial to grant the patient’s wish with the necessary dental treatment.
Thus, conservative treatments that are the solution to aesthetic problems involving morphologic modifications and provide the
result that the patient expects should always be the first therapeutic option. In this context, ceramic laminate veneers, also known
as “contact lens,” are capable of providing an extremely faithful reproduction of the natural teeth with great color stability and
periodontal biocompatibility. Minimal or no preparation veneers are heavily advertised as the answer to our patients’ cosmetic
needs, which they can be if they are used correctly in the appropriate case. This report is about ultraconservative restorations to
achieve functional and aesthetic rehabilitation through treatment planning. Thus, clinicians should be aware that the preparation
for laminate veneers remains within enamel, to ensure the bond strength and avoid or minimize the occurrence of postoperative

sensitivity.

1. Introduction

One of patients’ greatest desires when seeking dental treat-
ment is the aesthetic transformation of their smiles to include
healthy and harmonious dentition. Because of this, conser-
vative treatments that are able to modify the shape, size, and
color of the teeth and that provide the result that the patient
expects should always be the first therapeutic option [1-3].
Contrary to what many clinicians think, the concept of
ceramic laminates without tooth surface wear is not new. His-
torically, during the 1930s, a California dentist Charles Leland
Pincus [4] worked in the US film industry; he had the difficult
and privileged task of aesthetically improving the smiles
of stars such as Shirley Temple, Bob Hope, Montgomery
Clift, Elizabeth Taylor, Barbara Stanwyck, Fred Astaire, James
Dean, Walt Disney, Judy Garland, and many others. Pincus
used thin ceramic veneers with an adhesive aid for the
temporary fixation of full dentures. However, due to a lack
of appropriate cement, the procedure lasted only a few hours.
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During the 1980s, after the development of techniques for
adhesive cementation, ultrathin laminates were relaunched.
However, at the time, the practice did not spread as quickly
as expected, due mainly to professionals’ fears regarding
the strength of the very thin porcelain veneers in resisting
masticatory forces [5]. Due to increasing aesthetic demand
and the possibility of joining laminated ceramic to the
tooth structure (particularly enamel), a new concept was
introduced: minimally invasive restorative dentistry, which
causes little damage to dental structures [2].

In this context, laminate veneer, also known as con-
tact lenses, emerged. This extremely aesthetic solution uses
nothing more than thin ceramic fragments but presents
excellent optical properties. It is considered one of the most
conservative treatments for oral rehabilitation, as it requires
minimal or no tooth preparation [6, 7]. With thicknesses
ranging from 0.2 to 0.5 mm, ceramic laminate is capable of
providing an extremely faithful reproduction of the natural
teeth with great color stability [5]. Laminate veneer also offers
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Rehabilitation of patients with anterior conoid teeth may present a challenge for the clinician, especially when trying to mimic the
nature with composite resins. This clinical report exemplifies how a patient with conoid upper lateral incisors was rehabilitated
with minimally invasive adhesive restorations. Following diagnostic wax-up and cosmetic mock-up, no-prep veneers and ceramic
fragments (partial veneers) were constructed with feldspathic porcelain. This restorative material presents excellent reproduction
of the optical properties of the dental structure, especially at minimal thicknesses. In this paper, the details about the treatment are
described. A very pleasing outcome was achieved, confirming that minimally invasive adhesive restorations are an excellent option
for situations in which the dental elements are healthy, and can be modified exclusively by adding material and the patient does not

want to suffer any wear on the teeth.

1. Introduction

Nowadays, cosmetic needs are of fundamental importance
to much of society. Among the available esthetic restorative
materials, professionals have options ranging from composite
resins to ceramics. For a long time, the material of choice for
cosmetic and conservative procedures was composite resin.
However, the low durability of this material leads to esthetic
damage due to color instability. In addition, its organic matrix
degrades and it absorbs water; therefore, the material needs
constant maintenance and polishing to prolong the duration
ofits useful life. Porcelain greatly mimics the natural structure
of dental elements and is an excellent option to avoid the
various deficiencies of composite resin [1]. When properly
made in accordance with a precise clinical protocol, porcelain
restorations have a long clinical life. The material has several
important characteristics, including physicochemical stabil-
ity, excellent biological compatibility, sufficient resistance
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to compression and abrasion, excellent reproduction of the
optical properties of the dental structure, adherence to the
cement agent and dental substrates, and color stability [2].
The idea behind minimally invasive cosmetic dentistry
is that the clinician should choose the most conservative
method possible, thereby avoiding unnecessary wear and
tear on the dental structure, while restoring function and
appearance to the patient. The development of minimally
invasive dentistry was only possible thanks to technological
advances in ceramic systems and the development of the
adhesive cementation technique. Initially, dentists cemented
0.5mm thick laminate veneers to an unprepared dental
surface. The material used was feldspathic ceramic, which has
good clinical and laboratory sensitivity, especially at minimal
thicknesses. However, gum inflammation was observed over
time after cementation because of the overcontour created
by these restorations. Therefore, dentists opted to limit tooth
preparations to the space required for these restorations, so
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Abstract: Laminate veneers are a conservative treatment of unaesthetic anterior teeth.
The continued development of dental ceramics offers clinicians many options for creating
highly aesthetic and functional porcelain veneers. This evolution of materials, ceramics, and
adhesive systems permits improvement of the aesthetic of the smile and the self-esteem
of the patient. Clinicians should understand the latest ceramic materials in order to be able
to recommend them and their applications and techniques, and to ensure the success
of the clinical case. The current literature was reviewed to search for the most important
parameters determining the long-term success, correct application, and clinical limitations
of porcelain veneers.

Keywords: dental ceramic, porcelain veneers, aesthetic treatment

Introduction

Restorative aesthetic dentistry should be practiced as conservatively as possible.
Currently, the use of adhesive technologies makes it possible to preserve as much
tooth structure as is feasible while satisfying the patient’s restorative needs and
aesthetic desires. With indirect restorations, clinicians should choose a material
and technique that allows the most conservative treatment; satisfies the patient’s
aesthetic, structural, and biologic requirements; and has the mechanical require-
ments to provide clinical durability.'

Based on their strength, longevity, conservative nature, biocompatibility,
and aesthetics, veneers have been considered one of the most viable treatment
modalities since their introduction in 1983.> Aesthetic veneers in ceramic materials
demonstrate excellent clinical performance and, as materials and techniques have
evolved, veneers have become one of the most predictable, most aesthetic, and least
invasive modalities of treatment.® For this reason, both materials and techniques
provide the dentist and patient an opportunity to enhance the patient’s smile in a
minimally invasive to virtually noninvasive way.

Initially used to treat various kinds of tooth discoloration, porcelain laminate
veneers have been increasingly replaced by more conservative therapeutic modali-
ties, such as bleaching and enamel microabrasion.* However, this evolution has not
led to a decrease in indications for veneers, as materials and techniques continue to
be developed. Ceramic veneers are considered the ultimate option for a conserva-
tive aesthetic approach because they leave nearly all of the enamel intact before
the veneer is placed.’
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Different  techniques have
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been described for the correc-
tion of diastemas."* When

This clinical report describes the management of an esthetic challenge in an interdisciplinary

manner addressing both the soft tissue and the anterior dentition. Different restorative materials

planned in an appropriate
manner, orthodontic therapy
may be successful. However,
with excessive space, ortho-
dontic treatment should be combined with restorative
procedures to achieve the optimal width-to-length tooth
proportions.>®

Composite resins provide an outstanding option for
conservative treatments.” ' However, ceramic materials
may be required, as when patients ingest drinks and food
with high staining potential.’* Ceramic veneers can be a
conservative and long-lasting option.”'*"'” Regardless of
the restorative material, optimal esthetics in balance with
adjacent teeth and gingiva are essential.'® "

This clinical report demonstrates an interdisciplinary
approach to manage the gingival tissues and a diastema.
Additionally, multiple restorative materials were used for
conservative treatment with enhanced esthetics and
longevity.

CLINICAL REPORT

A 34-year-old woman presented to a private dental office
complaining about the appearance of her smile and
gingival inflammation (Fig. 1). Her general health was
good with no systemic or local disease. She had diastemas
among the maxillary central incisors and among the
maxillary central and lateral incisors that had been
restored with direct composite resin. Her periodontal

?Private practice, Sdo José do Rio Preto, Brazil.

were used in an esthetic and conservative manner to provide a pleasing smile. A minimally
invasive approach was adopted to manage the anterior esthetics problems, including a maxillary
diastema and inadequate width-to-length tooth proportions. (J Prosthet Dent 2020;m:m-m)

tissues were inflamed, but no deep probing depths were
detected. After explaining possible treatments, including
orthodontic treatment, restoration with ceramic veneers,
restoration with composite resin veneers, surgical gingival
recontouring, and a combination of these treatments, the
patient chose ceramic veneers and surgical gingival
recontouring of the maxillary lateral incisors. This treat-
ment was complemented by increasing the length of the
lateral incisors with composite resin restorations.”'

A diagnostic waxing was performed for diastema
closure after impression making (Express XT; 3M ESPE),
and a silicone index was made for trial restorations. After
the trial restorations, some esthetic adjustments were
necessary, and after that, the new smile profile was
defined. New silicone indices were made, and the new
esthetic parameters were determined intraorally as seen
in Figure 2.

Following gingivoplasty, passive tooth eruption was
achieved, and part of the enamel to be exposed was
exposed. The biological width was redefined after
correcting the gingival contour around the maxillary
lateral incisors after probing. The width-to-length tooth
proportions were optimized. The surgery was undertaken
with a surgical chisel (Cinzel Ochsenbein no. 1; Quine-
lato) with a flapless technique (Fig. 3), avoiding root
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Ceramic veneers of minimum thickness provide satisfactory esthetic outcomes while preserving the dental structure. Dental
ceramics can both improve the esthetic appearance and reestablish the strength and function of teeth. In worn anterior teeth,
functional surfaces, for example, anterior and lateral guidance, can be restored effectively. The characteristics of dental
ceramics, such as color stability and mechanical and optical properties, make this material a good choice for indirect
restorations, especially when optimum function and esthetics are required. This clinical report presents an occlusal,
periodontal, and restorative solution with minimum thickness glass ceramic veneers for worn anterior teeth with multiple
diastemas. (J Prosthet Dent 2014;112:1315-1318)

With the improvement of dental
ceramics and adhesive systems, mini-
mum thickness laminate veneers are a
useful treatment option. They may be
indicated when there is adequate
remaining sound dental structure, such
as with patients with worn anterior
teeth and/or diastemas. In these situa-
tions, although little or no tooth prep-
aration is required, the longevity of the
adhesion to enamel’” and the me-
chanical properties, biocompatibility,
and esthetics of the ceramics are well
documented.’® The rehabilitation should
include anterior and lateral guidance.
the of bonded

definitive restorations, incisal length-

Before placement
ening should be considered. The trial
restoration technique is recommended
to diagnose, communicate, and eval-
uate the required space for minimally
invasive veneers and to evaluate the
restoration of the anterior guidance.™’
In such an analysis, the dentist should
evaluate both static and dynamic
and consider

occlusal  relationships

how well the patient adapts to the
current occlusal pattern and whether
there is any discrepancy from the ideal
occlusion that should be treated.

Each time esthetic procedures are
considered, gingival health should also
be evaluated. Initially, dental prophy-
laxis and  periodontal  treatment,
including scaling and root planing,
should be performed. Indirect restora-
tions such as ceramic veneers maintain
a proper emergence profile and ad-
equate gingival margins, and lower
the incidence of plaque retention, thus
contributing to the maintenance of
periodontal health.® Currently, for es-
thetic veneers, leucite-reinforced and
lithium disilicate ceramics are com-
monly recommended because of their
optical properties and their ability to
be acid etched.” Both are fabricated
with the heat-pressed technique and
can be used with characterization or

as core materials with subsequent

veneering with feldspathic ceramics.®°

These aspects can help dentists and

laboratory technicians achieve higher
clinical success rates in the restoration
of form, color, and opalescence. This
articles describes minimum thickness
glass ceramic laminate veneers as part
of a functional and/or esthetic treat-
ment to improve the occlusal, peri-
odontal, and esthetic situation of a
patient with a worn anterior dentition.

CLINICAL REPORT

A 25-year-old woman was referred
for dental esthetic treatment because
she was dissatisfied with the composite
resin restorations on her maxillary
anterior incisors. Diastemas and com-
posite resin restorations associated
with marginal inflammation, excessive
gingival contours, and placement of
subgingival margins were observed
(Fig. 1). The composite resin restora-
tions also were not maintaining ad-
equate lateral guidance, with group
function occlusion occurring at the

canine and lateral incisor (Fig. 2). After
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Two-year Follow-up of Ceramic
Veneers and a Full Crown Treated
With Self-etching Ceramic Primer:

A Case Report
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Clinical Relevance

The Monobond Etch & Prime seems to be an efficient option for adhesive cementation of
ultrathin veneers and full crown ceramic with good properties after two years of clinical

follow-up.

SUMMARY

The use of the self-etching ceramic primer
combines the stages of acid conditioning and
silanization in cementation procedures of ce-
ramic restorations. The protocol is a simpler
and safer alternative to the conventional pro-
tocol for surface treatment of silica-based
ceramics. This case report describes the steps
of an esthetic rehabilitation with ultrathin
veneers and full crown based on lithium di-
silicate treated with a ceramic primer (Mono-
bond Etch & Prime, Ivoclar Vivadent, Schaan,
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Liechtenstein). After two years of clinical fol-
low-up, the restorations presented satisfactory
esthetic and functional performance, color
stability, surface and marginal integrity, and
absence of cracks and debonding. More re-
search is needed to investigate the clinical
performance and longevity of the ceramic
restorations treated with self-etching ceramic
primers.

INTRODUCTION

Adhesion is a key factor for the long-term success of
ceramic restorations.! For certain restoration types,
such as ultrathin veneers, retention to the tooth
surface depends solely on the micromechanical and
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1 | INTRODUCTION

Nilgun Gulbahce MD?® | Filiz Aykent DDS, PhD?

Abstract

Objective: The aim of this study was to determine the effects of preparation vs non-
preparation of tooth surfaces and the types of porcelain laminate veneers (PLVs) on
color changes after 300 hours of artificially accelerated aging (AAA).

Materials and methods: Forty extracted maxillary central incisors were used. The
teeth were divided into four groups (n = 10) to evaluate preparation methods and
porcelain types: Group A: tooth preparation with IPS e.max computer-assisted design
(CAD), group B: tooth preparation with IPS e.max press, group C: nonpreparation
with IPS e.max CAD, and group D: nonpreparation with IPS e.max press. Veneers
were fabricated and cemented using a dual-polimerized cement. Initial color mea-
surement was performed and repeated after AAA. Color changes were calculated
with the CIEDE 2000 (AEqo) formula. Color differences were analyzed with two-way
ANOVA (P < .05).

Results: The two-way ANOVA test showed no significant difference among the
groups (P > .05). The highest color change value was observed in group C, followed
by groups B, A, and D.

Conclusion: Preparation of veneers caused more color changes in PLVs than nonpre-
paration. However, IPS e.max CAD systems for fabrication of nonprepared PLVs
increased the color change of the PLVs measured after AAA.

Clinical Significance: The results provide information on the effect of the amount of
preparation and the type of porcelain on color change in porcelain laminate veneers.
In terms of esthetic dentistry, IPS e.max press and non-prep treatment should be
used in the anterior region, where esthetics are important.
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discolored or malformed teeth and restoration of minimal orthodon-
tics defects.®*

Porcelain laminate veneers (PLVs) were first described in the early
1980s.! PLVs have been used in functional and esthetic dental reha-
bilitation with good results.2 The clinical technique for PLVs includes
bonding very thin restorations to tooth adhesively in order to correct
an unesthetic appearance of the anterior teeth, such as treatment of

A review by Burke, focusing on the amount of preparation, con-
cluded that preparations in the dentin adversely affected the survival
rate of PLVs and that the ideal porcelain veneer preparation must ter-
minate in the enamel.’ No longer is it necessary to remove 1.0 to
1.5 mm of tooth structure to obtain a porcelain restoration with
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Current perspectives on dental adhesion: (1) Dentin adhesion - not 1)

there yet
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The essential goal of any adhesive restoration is to achieve a tight and long-lasting adaptation of the
restorative material to enamel and dentin. The key challenge for new dental adhesives is to be simul-
taneously effective on two dental substrates of conflicting nature. Some barriers must be overcome to
accomplish this objective. While bonding to enamel by micromechanical interlocking of resin tags within
the array of microporosities in acid-etched enamel can be reliably achieved and can effectively seal the
restoration margins against leakage, bonding effectively and durably to organic and humid dentin is the
most puzzling task in adhesive dentistry.

Muchoftheresearch and development of dental adhesives has focused on making the clinical procedure
more user-friendly by reducing the number of bottles and/or steps. Although clinicians certainly prefer
less complicated and more versatile adhesive materials, there is a trade-off between simplification of
dental adhesives and clinical outcomes. Likewise, new materials are launched with claims of being novel
and having special properties without much supporting evidence.

This review article discusses dental adhesion acknowledging pioneer work in the field, highlights the
substrate as a major challenge to obtain durable adhesive restorations, as well as analyzes the three
adhesion strategies and their shortcomings. It also reviews the potential of chemical/ionic dental adhe-
sion, discusses the issue of extensively published laboratory research that does not translate to clinical
relevance, and leaves a few thoughts in regard to recent research that may have implications for future

adhesive materials.

© 2020 The Author. Published by Elsevier Ltd on behalf of The Japanese Association for Dental
Science. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/

licenses/by-nc-nd/4.0/).

1. Introduction

Dental adhesion was responsible for a paradigm shift in den-
tistry (Table 1). Dental adhesives have become one of the most
intriguing biomaterials in Health Sciences. Research efforts in the
last 20 years have shifted from clinically-proven multi-step den-
tal adhesives to simplified versions that do not perform adequately
in laboratory and clinical studies [1,2]. The ideal goals for clinical
effectiveness and durability of the restorations have been fre-
quently neglected in favor of fewer number of bottles and quicker
application of newer dental adhesives.

Several obstacles must be overcome to accomplish the objective
of developing a dental adhesive that bonds effectively to enamel
and dentin, and achieves durable restorations that seal the margins
and provide some form of resistance to recurrent caries lesions.

The continuous development and frequent introduction of den-
tal adhesives render existing materials outdated within a few years.

E-mail address: perdi001@umn.edu

https://doi.org/10.1016/j.jdsr.2020.08.004

When clinical studies are completed, often a new version of the
same material has already been made available on the market. In
fact, dental adhesives can be launched without proof of clinical
efficacy, as the FDA usually reviews “the Section 510(k) premar-
ket notification of intent to market the device and determines the
device to be substantially equivalent to legally marketed predicate
devices” used for the same indications [3-5].

It is extremely difficult for practicing dentists to keep updated
as so many dental adhesives are constantly launched on the market
and updated or relaunched within short periods of time. In addition,
dentists do not have access to the latest evidence-based informa-
tion. As a result, dentists rely on the information provided by the
industry representatives or information disseminated in contin-
uing education courses and dental meetings, often without solid
evidence to support the claims [6].

The objective of this review article is to summarize the current
evidence on dental adhesion, from the challenging substrate to the
latest trends, many of which do not extrapolate to sound evidence
pertinent to clinical practice.

1882-7616/© 2020 The Author. Published by Elsevier Ltd on behalf of The Japanese Association for Dental Science. This is an open access article under the CC BY-NC-ND

license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Clinical Technique/Case Report

Ultrathin Monolithic Zirconia
Veneers: Reality or Future? Report
of a Clinical Case and
One-year Follow-up

R Souza ¢ F Barbosa ¢ G Araujo * E Miyashita « MA Bottino « R Melo * Y Zhang

Clinical Relevance

Translucent zirconia has become esthetic, make it a viable alternative for the

manufacturing of ultrathin veneers.

SUMMARY

Yttria-stabilized polycrystalline zirconia ce-
ramics have greatly advanced over the past
few years. High-translucent zirconia is a
newly introduced ceramic that affords high
strength and esthetics and that has signifi-
cantly increased the clinical indications of
monolithic zirconia restorations. Thus, the
purpose of this case report was to evaluate
the performance of ultrathin monolithic zir-
conia veneers adhesively luted to enamel
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surfaces after minimally invasive prepara-
tions; in addition, we aimed at presenting a
clinical protocol for zirconia surface treat-
ment in order to promote bonding effective-
ness to resin cement. This type of restoration
presented very acceptable esthetic results
and decreased the risk of fracturing the
veneer during try-in and clinical use. The
results were still satisfactory after one-year
follow-up. However, randomized, prospec-
tive, controlled clinical trials are required
to determine the long-term clinical durabil-
ity of this treatment.
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Cementadas con cementos resinosos duales y composite precalentado
Articulo ganador del VI Premio Estudiantes de GACETA DENTAL

Resumen

Objetivo

Determinar la resistencia adhesiva de restauraciones de com-
posite cementadas con dos cementos de resina de polimeriza-
cién dual y composite precalentado a 39°C y 55°C.

Material y métodos
Se obtuvieron superficies planas de dentina media proceden-
tes de 12 terceros molares. Se prepararon doce overlays de re-
sina compuesta Adoro A3 dentina (lvoclar-Vivadent) de 4mm de
alto. Los molares se grabaron con &cido ortofosférico al 35% y
se aplicé el adhesivo Adper Scotchbond 1XT (3M ESPE). Poste-
riormente se cementaron utilizando los siguientes materiales:

— Grupo 1: cemento de resina dual Calibra (Dentsply).

— Grupo 2: cemento de resina dual Rely X Ultimate (3M

ESPE).
— Grupo 3: composite precalentado a 39°C IPS Empress
Direct (lvoclar-Vivadent).

— Grupo 4: con el mismo composite precalentado a 55°C.

Se ejercié una carga de 1 kg. y se fotopolimerizaron 40
segundos desde oclusal con la unidad Bluephase (lvoclar-Vi-
vadent). Los especimenes se sometieron a un ensayo de mi-
crotraccion (Instron 3345). El tipo de fallo se evalué en el es-
tereomicroscopio (Olympus) con una magnificacion de 30x y
las muestras seleccionadas fueron observadas en el micros-
copio electrénico de barrido. Los datos fueron analizados es-
tadisticamente mediante el test ANOVA y Student-Newman-
Keuls (p<0.05).

84 GAceTA DENTAL 254, enero 2014
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Resultados

El cemento de resina dual RelyX Ultimate obtuvo los valores
mas altos de resistencia adhesiva sin diferencias estadistica-
mente significativas con los de Calibra. Los especimenes ce-
mentados con la resina compuesta IPS Empress Direct preca-
lentada obtuvieron valores significativamente inferiores a los
obtenidos con los cementos de resina, siendo los del com-
posite precalentado a 55°C estadisticamente los méas bajos.

Conclusiones

La resistencia adhesiva a la dentina de los composites preca-
lentados a 39°C y 55°C es significativamente menor a la obte-
nida por los cementos resinosos de curado dual.

Introduccion

Las restauraciones indirectas de resina compuesta surgen en
un intento por superar las deficiencias de una restauracion di-
recta de composite, tales como la contraccion de polimeriza-
cion y el grado de conversion (1-3). Las indicaciones clinicas
de este tipo de restauraciones se basan en la evaluacion cli-
nica de la estructura remanente del diente, las condiciones
intraorales y el costo (4,5).

La adhesion entre las restauraciones indirectas de compo-
site y la estructura dentaria supone un gran reto, ya que exis-
ten dos interfases diferentes que deben considerarse: por un
lado, la establecida entre dentina/esmalte y el cemento de
resina y, por otro lado, la existente entre el cemento de resi-
nay la resina compuesta prepolimerizada. La resistencia de



QUINTESSENCE INTERMATFFONlY /.
e,

RESTORATIVE DENWSTRY

Leonardo Fernandes

da Cunha

Rehabilitation of the dominance of maxillary
central incisors with refractory porcelain veneers
requiring minimal tooth preparation

Leonardo Fernandes da Cunha, DDS, MSc, PhD'/Carla Castiglia Gonzaga, DDS, PhD'/Rafaella Saab, DDS/
Amanda Mahammad Mushashe’/ Gisele Maria Correr, DDS, MSc, PhD

Central dominance Is an Important element of an esthetic
smile. Color, form, and size have been suggested as tools for
assessing the dominance of maxillary teeth. A spectrophotom-
eter can be used to determine the value, hue, and chroma.
Correct slzing of restorations according to the central incsor
dominance principle iImproves not only esthetics but also
aspects of occlusion, such as anterlor guldance. Refractory

porcelain systems can effectively restore the color, shape,
emergence profile, and Incisal translucency. This report lllus-
trates the esthetic and ecclusal rehabditation of the dominance
of maxillary central Inclsors using fabricated minimal thickness
refractory porcelain veneers. (Quintessence Mt 201546837~
841, dol: 103290/).q9(a34703)

Key words: color, dental ceramics, dental esthetics, dental occlusion, veneer

The dominance of maxillary central incisors is an
important element of an esthetic smile. Color, form,
and size, which may be used to assess dominance in
the frontal or lateral view of the maxillary central inci-
sors, must be accurately reestablished to result in a
pleasant smile.!

According to this principle, the maxillary central
incisors should be the lightest and brightest teeth.?
Shades of restorations are matched with those of natu-
ral teeth in value, hue, and chroma; these three param-
eters must be correctly selected and communicated to
the laboratory technician. Results obtained with a

! Professor, Graduate Program of Denbistry, Postivo Uneversity, Cuntiby, Braal
‘Graduate Student, Graduate Frogram of Dentiitry, Posithvo Universty, Curiba,
Brazl
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shade guide (VITA Toothguide 3D-Master, VITA Zahn-
fabrik) have been found to match natural teeth more
closely than those obtained with conventional
guides.** The natural tooth color can be recorded using
a spectrophotometer from the same manufacturer
(VITA Easyshade Compact).

Central incisors with an incorrect size, shape, and
proportion result in a less attractive smile.* Correctly
sizing restorations according to the central incisors
dominance principle improves not only esthetics but
also certain aspects of occlusion, such as anterior guid-
ance. Before bonded definitive restorations are placed,
incisal lengthening must be designed and tested. The
wax-up and mock-up techniques used to fabricate
esthetic and functional restorations® can also be used to
reestablish the dominance of maxillary central incisors.

Refractory porcelain systems can effectively restore
the color and shape of central incisors and provide con-
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Direct Composite Resin Veneers in
Nonvital Teeth: A Still Viable
Alternative to Mask Dark Substrates

CRF Yanikian ¢ F Yanikian ¢ D Sundfeld « RBE Lins ¢« LRM Martins

Clinical Relevance

Direct composite veneers are a viable approach to improve the color and esthetics of
darkened anterior teeth. Additionally, composite resin veneers are not negatively affected

by dark substrates over time.

SUMMARY

Direct composite resin veneers are a practical
esthetic restorative treatment for reestablish-
ing the shape and color of affected anterior
teeth. The present clinical case reports aim to
describe restorative treatment techniques for
nonvital anterior teeth presenting color alter-
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ation. The direct composite resin layering
technique has proven to be an efficient method
for recovering the esthetics of darkened teeth.
The direct vs indirect restorative treatments
are debated as well. Clinical follow-ups of the
presented case reports demonstrate that direct
composite resin restorations are not affected
by the darkened tooth substrate over time.

INTRODUCTION

After the introduction of dentin bonding agents and
further development of resin composites, direct resin
composite has become a more conservative treat-
ment for esthetic problems in the anterior dentition.
Until the mid to late 1980s, there were few composite
based resins available on the market that presented
good esthetic characteristics. Only after the intro-
duction of composite systems that provided dentin
and enamel shades did the color selection process
become easier and direct restorations began to look
better and more lifelike.!

Currently, nanofiller composites are not only time-
and cost-effective, but they are also ultimately a
high-quality and long-lasting treatment of choice.>?
They present superior strength, excellent physical
and optical/color properties, and improved polishing
characteristics compared with early macrofills,
which allow composite resins to be successfully used



Longevity and failure load of ceramic veneers with different preparation
designs after exposure to masticatory simulation
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Statement of problem. Laminate veneers are widely used in the management of unesthetic anterior tecth.
However, limited information is available regarding the influence of preparation design on longevity of ceramic
veneers.

Purpose. This study evaluated the influence of preparation design on longevity and failure load of ceramic
veneers bonded to human maxillary central incisors after cyclic loading and thermal cycling in a dual-axis
masticatory simulator.

Material and methods. Sixty-four caries-free maxillary central incisors were divided into 4 groups (n = 16).
The control group remained unprepared (NP). For Group WP, a window preparation was made. Specimens in
Group IOP were prepared with an incisal overlap of 2 mm without palatal chamfer. For Group CVP, specimens
were prepared with a complete-veneer design of 3-mm incisal reduction and 2-mm palatal extension. Forty-
cight IPS Empress 1 ceramic veneers were bonded adhesively with dual-polymerizing composite (Variolink IT).
All specimens were subjected to cyclic mechanical loading (1.2 million cycles, cycle frequency 1.3 Hz, invariable
palatal load 49 N) and thermal cycling (5°C-55°C, dwell time 60 seconds, 5500 cycles) in a masticatory simulator.
Failure was defined by bulk fracture of a specimen. Subcritical crack patterns were observed. Surviving specimens
were loaded in a universal testing machine until fracture. The failure-load values (N) (1.5 mm/min crosshead
speed) were automatically recorded by controlling software. Statistical analysis of data was performed by
Kruskal-Wallis analysis of variance (a=.05) and pairwise Wilcoxon rank sum tests (a=.05).

Results. Three specimens from group NP, 1 specimen each from the WP and CVP groups, and 2 specimens
from group IOP fractured during fatigue. After 1.2 million cycles, the highest crack rates were observed for
complete veneers and originated in the palatal concavity extending to the facial surface. The median
(interquartile range = X 5-X75) failure loads (N) were as follows: NP 713.3 (404.4-777.1), WP 549.5
(477.5-597.7), 10D 695.3 (400.0-804.6), and CVP 519.2 (406.1-732.9). No significant differences in longevity
and failure load were demonstrated between natural teeth and teeth restored with ceramic veneers (P=.555).
Conclusion. Maxillary teeth restored with the 3 types of IPS Empress 1 veneers showed fracture resistance
similar to that of unprepared incisors (P=.555). (J Prosthet Dent 2005;94:132-9.)

CLINICAL IMPLICATIONS

Within the limits of this in vitro investigation, the use of adhesively luted IPS Empress 1 veneers
prepaved according to the 3 diffevent prepavation designs demonstrated adequate stabilization
of residual tooth structure. Crack pattern analysis showed a higher visk of subcritical crack
development when the indenter impact was located on the palatral ceramic surface. Therefore, the
palatal contact point position of the antagonist should remain on the natural tooth structure
after prepavation. In particular, this is important for complete veneer preparations.

Thc demand for more durable and esthetic anterior
dentition has resulted in an increase in the use of porce-
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lain veneers during the past decade."> With an observa-
tion period ranging from 1 month to 15 years,
longitudinal evaluations of porcelain veneers have
shown excellent results, including a low prevalence of
debonding, microleakage, fracture, and caries.'® In
the early use of porcelain laminate veneers, clinicians
suggested minimal or no preparation.”® Currently,
tooth preparation is recommended to achieve long-
term success,” ! maximize esthetics, improve fracture
resistance, and maintain soft tissue health.'? In addition,

VOLUME 94 NUMBER 2
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Low-Risk Dentistry
Using Additive-Only
(“No-Prep”)
Porcelain Veneers

Dennis Wells, DDS

ABSTRACT

“No-prep” porcelain veneers have 1% 8
been effectivelvin use for more 2 6-year-old woman reported to the author’s of
$he Doy o cn i Ias i e o d: fice with a desire to improve her smile. Her chief

ing of porcelain to 100% enamel concerns included multiple diastemas present in

has enjoyed extraordinary suc the anterior, discolored composite bonding on
cess. Today’s refined techniques, tooth No. 7, and a generalized yellow hue (Figure
new and improved materials, 1 through Figure 4). She desired her teeth to have
and better training in emulating more “presence,” both in architecture and color.
nature have enabled additive She stated that her orthodontist struggled to close all of the spaces while
only veneers to rival, or in some she was a teenager, and that she had fixed lingual retainers ever since.

cases even exceed, the results of
traditionally prepared veneers. In
this case presentation, the author
uses conservative, additive-only
dentistry to enhance a young
woman’s smile by creating im

proved anterior esthetics.

50 COMPENDIUM  June 2011 Volume 32, Number 5
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Adhesion and optics: The challenges of esthetic oral
rehabilitation on varied substrates—Reflections based on a
clinical report
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When one or more teeth are
badly discolored, their resto-
ration is problematic because
poor appearance affects not
only the crown but also the
periodontal  tissues.””  For
example, a minimum soft-tis-
sue width of 2.0 mm is
necessary to mask titanium
and replicate the light reflec-

ABSTRACT

Patients with challenging prosthodontic conditions require rehabilitation with a biological,
functional, and esthetic approach. When one or more teeth are badly discolored, their
restoration is problematic because poor appearance affects not only the crown but also the
periodontal tissues. This clinical report describes a complex esthetic rehabilitation with
conservative tissue management and ceramic restorations. Subepithelial connective tissue graft
surgery and the replacement of a cast metal post with a glass fiber post addressed the problem
of a discolored maxillary central incisor. The discolored right maxillary incisor was restored with a
combination of a medium-opaque, lithium-disilicate ceramic coping to mask the dark root and
to approximate the color of the other incisors. Subsequently, 6 ceramic veneers were placed. A
knowledge of the materials’ optical properties and adhesion possibilities helped solve this

tion of the natural dentition.”

Particularly challenging is
the selection of the most appropriate material for the
restorative procedures and the substrates for the adhe-
sion of the prosthetic components. The clinician requires
an understanding of the optical and adhesive properties
of the materials to plan and create predictable esthetic
and functional restorations.”

The purpose of this clinical report was to present a
solution for a complex esthetic challenge based on
detailed planning, the management of soft tissues, and
restorative choices that considered the optical and ad-
hesive properties of the materials.

CLINICAL REPORT

A 43-year-old woman dissatisfied with the esthetics of
her smile presented to the Dental Clinic of APCD

complex problem. (J Prosthet Dent 2020;m:m-m)

Regional Americana, Brazil. The gingival tissue associ-
ated with her maxillary right central incisor was darkened
from an existing metal-ceramic crown (Fig. 1). After a
clinical examination, a multidisciplinary treatment plan
was approved.

Periodontal surgery was performed to increase the
thickness of the labial gingiva around the right maxillary
central incisor.* © After anesthesia, a thin connective tissue
graft was harvested from the anterior region of the palate and
was inserted into the labial gingiva of the right maxillary
central incisor. Concurrently, the gingival margins of the
adjacent teeth were recontoured with a gingivoplasty (Fig. 2).

Ninety days after the surgery, the existing metal-
ceramic crown was replaced by an interim acrylic resin
crown (Try In; VIPI) (Fig. 3). The root canal was retreated,

L.F.J. Schneider is grateful to FUNADESP for a research scholarship and FAPERJ for grant JCNE. L.M. Cavalcante is grateful to FUNADESP for a research scholarship.
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The Influence of Tooth Color on Preparation Design for
Laminate Veneers from a Minimally Invasive Perspective:

Case Report
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Various types of dental preparations for laminate veneers have been proposed,
depending on factors such as the properties of the ceramic material, remaining
dental structure color, need for altering the dental contour, laboratory fabrication
technique, and occlusal relationships. Clinical observations of successes and
failures associated with the development of techniques and materials have
allowed some safe parameters to be delineated for effectively performing
dental preparations for ceramic veneers or even placing veneers without

any preparation. This article describes the use of an additive diagnostic
wax-up that is transferred to the mouth by means of an intraoral mock-up
(aesthetic pre-evaluative temporary) with associated mathematic parameters

to guide dental preparations. This technique, called Do the Math and
presented here in the form of a clinical case report, aims to avoid excessive

or incorrect tooth preparation by indicating the exact amount and location

of the tooth reduction necessary to attain the desired color and shape. (Int J
Periodontics Restorative Dent 2014;34:453-459. doi: 10.11607/prd.1900)
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Ceramic veneers are highly es-
thetic restorations with predictable
outcomes when placed based on
appropriate Vari-
ous dental preparation designs for

indications.'

veneers have been proposed and
have depended on factors such
as the properties of the ceramic
material, color of the remaining
dental
ing the dental contour, laboratory

structure, need for alter-
fabrication technique, and occlusal
relationships. In addition, the con-
cepts and skills of the restorative
dentist together with technician
expertise had significant influence
on the definitive result. Over the
course of time, clinical observa-
tions of successes and failures,é?
associated with the development
of techniques and materials, have
allowed some safe parameters to
be delineated for effectively per-
forming,'®'" or not performing,'?-'4
dental preparations for the place-
ment of ceramic veneers.
Preparations for laminate ve-
neers may be divided didactically
into three generations. In the first
generation (depth guide genera-
tion),">"” diamond burs of preestab-
lished depths are used to perform
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Partial-prep bonded restorations in the anterior
dentition: Long-term gingival health and predictability.

A case report

Ivan Contreras Molina, DDS, MSc, PhD'/Gil Contreras Melina, DD5“/Kyle Stanley, DDS*/Carlo Lago, DDS, MSc, PhDY/
Clessius Ferreira Xavier, DDS, MSc, PhD*/Claudia Angela Maziero Volpato, DDS, MSc, PhD?

Bonded porcelain restorations are a predictable and durable
treatment option that can restore not only the strength and
function of the teeth but also the esthetic appearance. One
Important Issue In adhesive dentistry Is the preservation of
sound enamel. Following biomimetic principles, employing
minimally invasive applications and adhesive technologles Is of
paramount Importance for successful restorations. While it Is
widely accepted that minimally Invasive restorative techniques

should be favored, there |s stl some controversy over the non-
Invasive approaches. The purpese of this article s to question
the complete “no-prep veneer® concept due to the possible
negative effects on perlodontal health caused by excessive
contour and overhangs of the ceramic restoration, and to pro-
pose a new method to assess the quality and longewvity of
veneers with a partial-prep concept. (doi: 10.3290/).qLG34869)

Key words: adhesive luting, biomimetic principles, bonded porcelain restorations, esthetic, minimally iwvasive
treatment modalities, scanning electron microscopy

In the last decade, a serious trend for simplification of
anterior bonded porcelain restorations has reemerged,
the so-called *no prep” approaches.'* Already popular
in the 1980s, those noninvasive approaches had been
hindered during the 1990s to 2000s by aggressive
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ceramic preparations’ as the result of simplified but
greedy laboratory methods. The current resurgence of
oversimplified methods appears as a logical response
to the 1990's to 2000's preparation euphoria and was
also facilitated by technological improvements to pro-
duce much thinner, pressable ceramic veneers.

As described by Dr Goldstein in a very fair and
well-presented viewpoint article,’ it seems that veneer
tooth preparation principles are in a reciprocating pen-
dulum, balancing from a right-wing approach to a left-
wing extreme. The clinician may find himself navigating
in the midst of those concepts, even experiencing a
certain amount of guilt for not being able to adapt to
those changing concepts. But the dentist, using scien-
tific evidence along with his common sense and experi-
ence, should always remain the decision maker. The
treatment must be based on knowledge, wisdom, and

79



Received: 7 September 2017

Revised: 11 October 2017

Accepted: 24 October 2017

DOI: 10.1111/jerd.12351

CLINICAL ARTICLE

WILEY

Protocol for a new concept of no-prep ultrathin

ceramic veneers

Camillo D’Arcangelo?® |

Zaccheo Chiavaroli® |

1Unit of Restorative Dentistry, Department
of Oral Science, Nano and Biotechnology,
“G. D'Annunzio” University of Chieti, Chieti,
Italy

2Unit of Restorative Dentistry, Endodontics
and Oral Pathology, Department of Life,

Health and Environmental Sciences, Dental
Clinic, University of L’Aquila, L'Aquila, Italy

SPrivate Practice, Pescara, Italy

Correspondence

Prof. Camillo D’Arcangelo, Unit of
Restorative Dentistry, Department of Oral
Science, Nano and Biotechnology, “G.

Mirco Vadinil |

Francesco De Angelist

Maurizio D’Amario2 |

Abstract

Objectives: No-prep veneers, although ideally considered the best option because of tooth struc-
ture maximum preservation, have been frequently criticized for some potential limitations
including esthetic outcomes and periodontal complications.

Clinical considerations: A new protocol to optimize no-prep veneers restorations is presented. A key
point of the proposed technique is to identify optimal margins’ positions: margin is positioned in the
point of maximum convexity of teeth, avoiding the over contouring of traditional no-prep veneers.

Conclusion: The procedure can be appreciated for the marginal accuracy and the resulting aes-
thetic stability. The case reports show that properly managed no-prep veneers can have
biologically healthy and aesthetically pleasant tooth-restoration transitions and emergence profiles.
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Email: cdarcang@unich.it

Clinical Significance

KEYWORDS

1 | INTRODUCTION

Ceramic veneers are frequently presented as the major class of clinical con-
servative modalities in aesthetic dentistry.?? The so-called ‘“no-prep”
approaches have been described for more than 10 years in literature®® and
ideologically reiterate the methodologies of 1980s, when veneers were
introduced as conservative, additive restorative procedures for which slight
or no preparations were required.”*° Nevertheless, lack of clear-cut guide-
lines for technical procedures and for case selection has often led to confu-
sion and misunderstandings.11 Frequently, no-prep veneers, although
ideally considered the best option because of tooth structure maximum
preservation, were essentially criticized for some potential limitations
including esthetic outcomes and periodontal complications as a conse-
quence of overcontoured teeth that could alter the emergence profiles.}12
Indeed, no-prep veneers could have biologically healthy and optically

beautiful margins and emergence profiles if properly selected and

High-quality no-prep veneers can be more challenging to realize than conventional veneers and
the success seems to depend on a combination of good case selection, margins’ position, sound
adhesive principles, clinical, and laboratory experience.

ceramic, dental adhesion, no-prep veneer

managed. Some interesting papers focused on no-prep veneers case
selection process are available!®-2¢; conversely clinical studies often do
not provide enough technical information on clinical and laboratory
perspectives.

In this article, a new protocol to optimize no-prep veneers restora-
tions (called CH NO-PREP VENEERS) is presented. A key point of the
proposed technique is to identify optimal margins’ positions: margin is
positioned in the point of maximum convexity of teeth, avoiding the
over contouring of traditional no-prep veneers (Figure 1). Dental maxi-
mum convexity works as a natural finishing line for veneer. In this way,

veneer cannot change dental profile after cementation.

2 | CASE SELECTION

For patients who visually may be aspirants for no-prep veneers rehabil-
itations, an additive-only wax-up should be prepared; a silicone matrix

J Esthet Restor Dent. 2017;1-7.
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