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Composite Veneers
· Composite veneer: is a thin layer of composite based on labial surface, it doesn’t differ from the normal composite from the side of etching and bonding except that it’s a veneer.

· Indications of composite veneers:
1- Hypoplasia
2- StainingAll within limits.


3- Small malalignments
4- Diastema closure
5- Esthetic modification of anterior teeth

· Veneer: is a layer of a tooth coloured material (composite or porcelain) applied to restore a localized or a generalized discolouration.

· To mimic the natural tooth you have to know were the tooth colour comes from, usually it comes from the underlying dentine, the overlying enamel is translucent that’s why when you want to do a veneer you have to imagine that you have to put more than one layer (incisaly you have to put more translucent, cervically it has to be more opaque and coloured material ), so this is were the art in applying the veneer comes from.

· Enamel is colourless, therefore with composite restoration the colouring must be placed underneath the final layer and surfaces of restorative material and overlying it we place a layer that is called incisor or translucent composite. 

· Opacity (opaque porcelain or opaque composite): the quality of lacking transparency or translucence, it’s useful in cases where discolouration is too much, a layer of opaque composite could be put and covered with normal translucent composite.

· Tooth malformations:

· Esthetic problems could be related to:
1- Colour (staining)
2-  Structure (hypoplasia)
3-  Morphology (pig shaped lateral incisor)
4-  Malalignment (diastemas or small malalignments).
· All restorative resins are translucent to some degree because natural teeth are so. 
· Composite resin has some translucency but differs from kit to kit and from shade to shade.

· When doing any composite restoration especially the composite veneers you must consider:
1- Blocking out the underlying colour if it were a lot by opaque composite.
2- Restoration with multichromatic colour transitions, e.g: never do restoration with A1 alone. 

· The doctor showed a kit composite containing : A2 , AO2
1- A2 gives the shade of A2 but is transparent.
2- AO2 gives the shade of A2 but is opaque.

· Opaquers aren’t only applied on composite, but also when making a crown the first material the technician puts on the metal is called opaquer (its porcelain but very opaque) to block the underlying metal.

· Opaquers (opaque shades) in composite are shades of composite but contain pigments in order to block the underlying discolouration.

· Tints (stains) are also applied to porcelains and compsite usually give unnatural look if used excessively, e.g: a case of a very discolured central incisor with a crack, she mimicked it by porcelain and drawing a brown line for the adjacent C.I were it appeared natural as if both teeth had a crack.  

· Factors affecting the shade selection:
1- Light; corrected fluorescent light is in the clinic, yellow light has to be turned off at shade selection because it gives enrichment in yellow, natural day light is the best.
2- Operator (observer)
3- Environment
4- Object

· Guidelines to do shade matching:
1- Always use shade guides for the same kit
2- Select shade as quickly as possible 
3- Use day light whenever possible
4- Let the patient participate sometimes in the shade matching
5- Stare at a pale blue light to relax your eyes every now and then because blue is complementary to the colour of the teeth.
· Whats special about composite veneers is that you can do a mock-up before doing it by placing composite in the needed thickness and shape and curing it without acid etching and bonding, this gives an idea to the patient the color and the shape of the veneers, then you remove it and start your procedure.

· There aren’t any clear guidelines for the preparation of the composite except for a logical one were you have to take a little bit of the tooth structure even if it were in microns to remove stains and fluoride rich layer (that’s hypermineralized) that composite doesn’t bind to, so we do slight roughening.

· Note:
1- In porcelain laminate veneers preparation is guidelines you have to know. But composite veneer is a simple composite restoration.
2- Your uncured composite is not the same shade as when it is cured.

· Mock-up: 
1- Choose the appropriate resin shades.
2- Mold them.
3- Put them in the needed thickness.
· you might use different shades.
4-  Blend them.
5- Apply them with slight finishing and curing.
6- See them and show them to the patient.

· Direct composite veneers:
· chair side procedure 
· Reversible
·  you don’t take a lot from the tooth (Porcelain laminate is less conservative than the composite veneer)

· Disadvantages compared to porcelain laminate veneer:
1- Time consuming  
2- Difficult to control everything in the patients mouth with isolation
3- Difficult to achieve harmony with the contra lateral teeth (to make teeth on both sides look alike), so it needs high skills.
4- Initial good results may be disturbed (discolouration) 
5- Chipping


· Note: 
1- if you don’t have proper enamel you cannot do a porcelain facing, because all the porcelain laminate veneer (PLV) depends on version enamel (good enamel) underneath so that bonding can occur by resin cement. So if there were areas of exposed dentine or of caries never think about using veneers and start thinking of using crowns or partial coverage crowns….. etc.
2- Direct composite veneers gives acceptable results especially when we’re treating one tooth, but when it turns to be multiple teeth we go for PLV.


· Tooth preparation:
Slight preparation that’s not a lot course with a diamond bur (roughening), this preperation decreases from the existing stain and gives enough thickness to put composite. 
For composite veneer we usually use an index such as cases were we need to lengthen the incisal edge or close spaces then we have to do wax up on a model, do an index with silicon palatally to know the shape of the composite veneer you want to do then build it in the patients mouth. So index is ususally needed when you want to change in the morphology (morphology can’t be predicted in the patients mouth, index gives support and guide). 

Porcelain laminate veneers (PLV)
· After the veneer comes from the lab you cement it by acid etching, were it’s not applied to all ceramic crowns (cannot be applied to zirconium, but can be applied to impress and phosphatic porcelain). Etching can be done to it by hydrochloric acid then cyclone coupling agent, then acid etching to the tooth, bonding then you place cement on the veneer, you  fix it then you cure.

· Sometimes when a patient comes with staining and needs veneers, bleaching can be done first to brighten the tooth colour then veneers can be applied.

· Esthetic problems could be related to:
1-  Colour
2- Structure
3- Morphology (pig shaped laterals)
4- Malalignments
5- Developmental disturbences 
· Amelogenesis imperfecta (is a hereditary disorder of enamel formation, affecting both the permanent and deciduous dentitions. It can be classified into hypoplastic, hypomaturation and hypocalcified types and presents with different hereditary patterns. The hypoplastic type is the only one were veneers can be used).
· Dentinogenesis imperfecta (never think of veneers because no enamel exists).
· Fluorosis.
· Tetracycline stains (depending on its degree).   
· But anything that affects enamel such as enamel hypoplasia were the structure of the enamel started to get affected (jeopardized) you’ll never think about veneers, because the veneers 100% success depends on the enamel support underneath it were it can be fixed.

· Staining causes:
1- Caries.
2- Fluorosis.
3- Aging. 

· Treatment modalities and alternatives:
· Treatment of discoloured dentition is usually for esthetic purposes with no functional improvement required.

· Certain situations required: both esthetic improvement and functional support and protection such as cases with amelogenesis and dentinogenesis –that’s why these cases are usually  treated with crowns not simple veneers.

· Crown is one treatment when there is discolouration, indirect resin veneer, direct composite veneer to treat slight malalignment and porcelain laminate veneer.

· Disadvantages of full coverage crowns:
1- More destructive – but can cover more discolouration than the veneers
2- Not advised to use for young aged patients because of their large pulp chamber and the gingival margin isn’t fully established especially in the anterior region.

· Indirect resin laminate veneer:

· Was first used in Hollywood as acryl (that’s used for temporary), it keeps on falling and doesn’t bind to the tooth, it’s of a very unnatural look, stains, roughness.

· Polymethylmethacrylate is available in different shades, it’s acceptable but nowadays nobody uses it, and it causes persistent gingival inflammation because it’s a porous paterial containing plaque. Also wearing and more roughness occurs. 

· Acrylic to composite bond has been questionable (bonding of acrylic veneer to the tooth has been questionable) it’s mainly micromechanical once you put a resin cement underneath.

· It’s a composite the same as we use in the clinic but is called the laboratory composite, it’s of better physical properties, it’s put so that curing will occur in a device containing blue light for an hour under pressure until it nearly all gets polymerized.

· Note: the composite cured in the clinic never becomes 100% polymerized, there’ll always be free monomer (degree of conversion: how much there has been conversion from the monomer to the polymer), but in the laboratory composite there will be more polymerization therefore better physical properties, better weir but the only disadvantage of the latter is:
1-  its bonding to the tooth structure, were the binding of composite to the tooth structure depends on the unreacted monomers. So if you get a beautiful shaped composite from the lab you want to bind to the tooth it won’t bind as good as your direct composite.
2- Incisor chip fracture could occur with time, it’s highly polished but with time composites are always prone to weir and discolouration.  

· PLV: is layer of porcelain, its thickness is about (0.5-0.7 mm), therefore your preparation of the enamel is always called an intra-enamel preparation.

· In the early 30’s use of PLV was only used to temporarily improve the look of the actors, resin cements were not known back then, so they would bond the veneer to conventional cement.

· Then in 1937 Dr. Pincus placed a denture adhesive powder and then removed it after each film.

· Dr. Buonocore that talked about the acid etching, and here adhesive dentistry started and the treatment significantly improved.

· What could be the common problems encountered with the veneer?
1- Chipping
2- Debonding (very rarely)

· In 1983 an idea was given about going for acid etching (hydrophloric acid application) on porcelain that contains glass (glass ceramics), this all caused development of acid etching from teeth to the veneers.

· What made PLV to be introduced to dentistry?
1- Conservative
2- Gives optimal esthetics
3- Biocompatible
4- High abrasion resistance

· Advantages of PLV:
1- Quality of material
2- Conservative of the procedure
3- Esthetics and surface texture (much more than the composite)
4- Colour stability
5- Biocompatibility
6- [bookmark: _GoBack]Minimal tooth reduction ( almost indistinguishable to a degree that sometimes you wouldn’t put a temporary (preperation of a few millimeters and dismiss the patient for the next clinic were you put the restoration)) – Ideally within the enamel
7- high abrasion resistance (much more than the composite)

· PLV are prepless veneers which means veneers without preparation.
· Its strength comes from its binding to the underlying tooth structure.

· Disadvantages of PLV:
1- Brittle (not when it’s placed in the patients mouth but during the try-in), sometimes the occlusal adjustment can be done after its placement.
2- The technique is sensitive because you have to prepare the tooth and then prepare the veneer. Any contamination on the surface of the veneer will inhibit the bonding.
3- Cost
4- Difficult detection of early caries because if leakage occurs it will be on the labial surface, clinically there’ll be no access to see the caries were there’s the veneer and the leakage occurs between it and the tooth structure.
In the veneers were problems of leakage occurs, there margins would be on the dentine not on the enamel (bonding on the enamel is more durable and stronger than the bonding on the dentine in degradation and bond strength). 

· Indications of veneers:
1- In repairing chipped crowns. 
2- To create an undercut for a removable partial denture.
3- Establish a cusped guided occlusion.
4- Retaining anterior bridges.
5- Management of patients with anorexia and bulimia (in this case veneers are placed lingually (palatal veneer)).
· Contraindications:
1- Badly destructed teeth.
2- Teeth with lots of stresses (severe weir, deep bite).
3- Severe degree of discolouration.









