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Abstract
Smile, a person’s ability to express a range of emotions with the structure and movement of the teeth and lips, can often
determine how well a person can function in society. New ceramic and composite materials have increased conservative
treatments of compromised anterior teeth. Veneers are a popular treatment option for several reasons. They are also used
to correct uneven spaces or a diastema, chipped or worn out teeth. A 26 year old female patient- concerned about her
smile reported to the out patient department. Clinical examination revelas spacing between central incisors and lateral
incisors, also revealing previous incomplete orthodontics treatment. Mock preparations and wax up was done and shown
to the patient. And a minimal preparation was performed. Composite Veneers were fabricated and luted in the patients
mouth. Indirect composite resins were introduced to overcome the drawbacks of direct composite resins (polymerization
shrinkage, loss of marginal integrity and microleakage). Additional clinical benefits include not only precise marginal
integrity, wear resistance that is similar to enamel and wear compatibility with opposing natural dentition but also ideal
proximal contacts, excellent anatomical morphology and optimal aesthetics.
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Introduction
A considerable number of studies have shown that people
are more concerned about missing anterior teeth and their
replacement than about posterior ones as esthetics seems to
be more important than the function of the teeth.1 Smile, a
person’s ability to express a range of emotions with the
structure and movement of the teeth and lips, can often
determine how well a person can function in society.
New ceramic and composite materials have increased
conservative treatments of compromised anterior teeth.2 For
many years, the most predictable and durable aesthetic
correction of anterior teeth has been achieved by the
preparation of full crowns. However, this approach is
undoubtedly most invasive with substantial removal of
large amounts of sound tooth substance and possible
adverse effects on adjacent pulp and periodontal tissues.3
The concept of no-preparation or minimal-preparation has
followed the development of appropriate enamel bonding
procedures.4
A number of clinical studies have concluded that bonded
laminate veneer restorations delivered good results over a
period of 10 years and more.5-6 The majority of the failures
were observed in the form of fracture or marginal defects of
the restoration.7 Pure adhesive failures are rarely seen when
enamel is the substrate with shear bond strength values
exceeding the cohesive strength of enamel itself.8-9
Veneers are a popular treatment option for several reasons.
They are generally placed on upper front teeth that are
severely discoloured, poorly shaped or slightly crooked.
They are also used to correct uneven spaces or a diastema,
chipped or worn out teeth.10
Diagnosis and treatment planning
A 26 year old female patient-concerned about her smile
reported to the outpatient department. Clinical examinations
reveal spacing between central incisors and lateral incisors.
Also history reveals previous incomplete orthodontic
treatment (figure 1).

Figure 1: - Pre Operative View
During the first appointment photographic and radiological
records were collected; upper and lower diagnostic
impressions were taken and casts were fabricated in type III
dental stone.
The preliminary mock up wax up of the maxillary centrals
and laterals were done in white ivory wax according to
golden proportion, checked by a golden proportion template
and the mock up work was checked and approved by the
patient and a written consent was taken from the patient.
(figure 2)

Figure 2: - Mock Wax Up and Preparation of a Template in
accordance with golden proportion
Preparation and Impression
During second visit a minimal preparation was done in
maxillary central incisors and lateral incisors. A wrap
around design was followed. The final preparations were
finished by a fine grit bur.
Following the preparation, an impregnated retraction cord
(000) was left in sulcus for 5 minutes (figure 3) and after
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that putty- light body wash reline impression was made
using additional silicone material.

inner surface of the sectional veneers was sandblasted with
50 micron Al2O3 for 10 seconds at 2.8 bar pressure; the
indirect restorations were ultrasonically cleaned to remove
any remnants of alumina particles.
Restorations were slowly seated on their respective teeth
preparations; pressure was applied in order to facilitate
adaptation and flow of the luting agent (RelyX TM U200,
3M. ESPE, Germany). While handling the veneers in place,
excess resin cement was carefully removed using a sickleshaped scaler (A.P.I., Germany). Glycerine gel was applied
at the margins to prevent an oxygen inhibition layer at the
interface. Margins were finished and polished with
diamond burs, rubber points, and diamond polishing paste.

Figure 3: - Prepared and retracted teeth
Laboratory Phase
The final impression was disinfected and casts were
fabricated in Type IV die stone (Kalabhai MUMBAI). On
the diagnostic wax up, putty index was made to fabricate
the final prosthesis according to the approved diagnostic
wax up. A light-cured hybrid composite (SOLIDEX
SHOFU ) was positioned at the inner surface of a silicon
index and composite restorations of the four upper incisors
were baked on the working model, and crowns were
fabricated
as
per
manufactures’
instructions
(SOLIDITE,SHOFU) (figure 4).

Figure 5: - Post operative with Template

Figure 6: - Pre operative and Post-operative
Discussion

Figure 4: - Curing Inside Curing Chamber (Solidite Shofu)
The golden proportion template was used to check the distal
boundaries of the fabricated prosthesis.
No die spacer was used on dental cast so as to achieve
optimal adaptation of the restoration with minimal
thickness of resin composite cement. Microtextures
detailing was accomplished with rotary finishing and
polishing instruments (SOLIDEX Finishing & Polishing
Kit SHOFU). Composite restorations were finally refined:
the adjustment of rough contours and polishing with stones
(Dura-green stones, Shofu Dental GmbH, Ratingen,
Germany) and disks (Sof-Lex, 3M ESPE) allowed the
fabrication of life-like veneers. Definitive restorations were
seated on the working model. The prosthesis was finally
polished by polishing paste (DURA-POLISH and DURAPOLISH DIA SHOFU).
Luting
On the subsequent visit placement of the final veneers and a
try-in was carried out. The teeth were cleaned with pumice
and dried and the marginal adaptation was checked. The

The cosmetic improvement of the smile is possible with
both direct11,12 and indirect techniques13,14; the latter
procedures might require more than one appointment but
are preferred when multiple teeth are involved in the
treatment plan and accurate tooth reshaping or colour
matching is needed.13
Indirect composite resins were introduced to overcome the
drawbacks of direct composite resins (Polymerization
shrinkage, loss of marginal integrity, and microleakage).
Additional clinical benefits include not only precise
marginal integrity, wear resistance similar that is similar to
enamel and wear compatibility with opposing natural
dentition but also ideal proximal contacts, excellent
anatomical morphology and optimal aesthetics. This is as a
result of a higher degree of conversion obtained from the
utilization of different polymerization procedures that
involve heat, pressure, light, and vacuum or nitrogen
atmosphere. The degree of conversion increases when
multifunctional monomers are present, offering extra
reactive sites that enlarge the polymer chains. Better
mechanical properties may also be ensured through
reinforcements of glass and polyethylene fibres added to
indirect composite resin materials.15-17
In this case report, a composite material has been selected
due to its quick and inexpensive delivering; a light-curing,
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ceramic filled, micro-hybrid composite with organic
particles in its structure which are impregnated with and
enveloped in silanised microfillers was preferred to
porcelain due to the ease of handling in the try-in and luting
procedures. Fractures of resin composite materials could
also be simply repaired with direct chair side techniques.18
While the scientific literature is more extensive for ceramic
laminates, a recently published clinical trial (with a 3-years
follow-up) has reported no significant difference in the
survival rate of composite (87%) and ceramic (100%)
veneers; on the other hand, some surface quality changes
were more frequently observed for the resin materials (i.e.,
minor voids and defects and slight staining at the
margins).19 In addition, the survival rate and clinical
performance of composite or ceramic laminate veneers
were not significantly influenced when bonded onto intact
elements or onto teeth with pre-existing composite
restorations (when no caries or infiltration is present, of
course).20,21 As a final recommendation, like after the
delivering of many other types of indirect restorations, the
dentist should plan a careful follow-up program and give
patients appropriate instructions for maintenance and
preservation of the obtained success.
Conclusion
The final prosthesis delivered to the patient was acceptable
to the patient in form and function. The composite system is
less expensive then porcelain. This followed the minimal
preparation technique.
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