
Ceramic veneers in general dental practice. 
Part three: Clinical procedures

In their third in a series of articles on veneers, Philip Newsome and Siobhan 
Owen describe the precise clinical procedures involved with ceramic veneers
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Shade selection
The �nal shade of a veneer depends not only 
on the colour, opacity and thickness of the por-
celain but also on the colour of the underlying 
tooth and the colour and thickness of the lut-
ing composite (Davis 1991, Mörmann 1996). In 
particular, the use of a thin porcelain veneer to 
match the colour of one discoloured tooth to the 
surrounding natural teeth is extremely dif�cult 
(Figure 1). As a general rule, shade selection 
should be completed prior to any tooth prepara-
tion, especially if any veneers are to match exist-
ing teeth or restorations - prolonged preparation 
time can lead to tooth dehydration and an altered 
shade. When multiple veneers are being placed 
to recreate the whole entire anterior segment 
then any decision regarding tooth shade should 
take into account the patient�s age, existing tooth 
shade/discoloration and such factors then bal-
anced against the patient�s desires and your own 
experience in what is feasible and realistic. Once 
the preparation has been completed the shade of 
the remaining tooth structure should be noted 
and communicated to the laboratory so that the 
technician has a guide to the degree of any dis-
colouration being masked. Clinical photographs 
are very useful in this respect (Figure 2).

Tooth preparation
Before embarking on tooth preparation it is 
clearly desirable to know just what sort of 
preparation one is aiming for. Down the years 
there have been various recommendations made 
regarding veneer preparations. Meijering et al 
(1998) followed 263 veneer cases and observed 
that because of the number of potential vari-
ables such as the dentist�s skill, materials used, 
hard tissue substrate, occlusion, degree of tooth 
discolouration, outcome criteria and so on a de-
�nitive answer to which veneer design is most 
effective is very hard to provide. Various basic 

principles have, nevertheless, emerged:
1) Tooth preparation should remain wherever 
possible in enamel. 
2) Suf�cient thickness of porcelain should be 
present to allow masking of any underlying 
tooth discolouration without the need to over-
build tooth contour.
3) The preparation should result in a smooth 
transition between tooth and restoration and in 
the gingival region should maintain the correct 
emergence pro�le.
4) Restoration margins should not be placed in 
positions where there is a high degree of occlusal 
loading.
5) Sharp line angles should be avoided to pre-
vent the propagation of undesirable stress frac-
tures in the bonded ceramic material.

Dif�culties arise, however, when attempting 
to reconcile points 1) and 2) in the above list. It 
is widely accepted that the best veneer prepara-
tion is one that rests primarily in enamel since 
(see Part Two of the series) there is consider-
able concern over the levels of bond strength 
achieved when restorations are placed onto a 
dentine substrate. Some enamel reduction is re-
quired to improve the bond strength of the resin 
composite to the tooth surface (Stacey 1993). 
By doing so the aprismatic top surface of ma-
ture unprepared enamel, which is known to of-
fer only minimal retention capacity, is removed. 
Increasingly, however, veneers are being placed 
in more and more demanding clinical situations 
(in an attempt, for example, to mask deep dis-
colourations and to correct malaligned teeth) 
and the resulting bulk of porcelain required 
results in increased dentine exposure during 
preparation. Although the results of the newest 
generation dentine adhesives are very promis-
ing, the bond strength of porcelain bonded to 
enamel is still superior when compared with the 
bond strength of porcelain bonded to dentine 
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Abstract
The diagnostic process driving the decision to place (or not place) ceramic 
veneers was described in part one of this series and in part two thought 
was given to choosing the most appropriate restorative materials. We can 
now move onto the actual clinical procedures involved. The �rst steps to 
consider are shade selection, tooth preparation, impression taking, and 
the placing of provisional restorations.




