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1 | INTRODUCTION

A patient with large gingival recessions due to a history of
severe periodontal disease was restored to proper esthetics
and function using preformed composite veneers. This tech-
nique bridges the gap between conventional direct and indi-
rect techniques for minimally invasive restoration of gingival
recession.

Since 1956 when Grupe and Warren introduced the lat-
erally positioned pedicle graft technique, several procedures
have been developed for surgical and nonsurgical treatment
of gingival recession.'* When surgical treatment is indicated,
the coronally advanced flap with subepithelial connective tis-
sue graft is considered the gold standard due to the highly
predictable and durable results.® However, surgical treat-
ment is not always a viable option or an option that the patient
wishes to pursue and direct composite is a popular alternative
for minimally invasive restoration of gingival recession.””
Direct composite covers the exposed root and restores the
gingival recession in a single appointment with a fast and pre-
dictable technique. However, successful direct composite res-
toration depends on the size of the recession because clinical
studies show that large cervical composite restorations have a
much higher failure rate than small restorations.'"'> Another
limitation is when the gingival recession is associated with

Recovery from periodontal disease is not completed until the esthetic sequelae of
the disease have been restored. This paper introduces a new technique to restore the

natural appearance of the smile in a periodontal patient in a single appointment.

direct composite, gingival recession, indirect ceramic, periodontal disease, preformed veneer,

open space in the gingival embrasure ( also known as black
triangle ) because it takes advanced sculpting and finishing
skills to restore the gingival recession with freehand compos-
ite and close the black triangle producing ideal emergence
profile, accurate contact point location, and optimal cleans-
ability. Unfortunately, the association of gingival recession
and black triangle is not uncommon in severe periodontal
patients where also grafting procedures are frequently not
indicated because the loss of interdental attachment reduces
or even impairs the potential for surgical root coverag.ge.B'15
When neither gingival grafting nor direct composite are indi-
cated, the patient is left with the only option of invasive and
complicated indirect restoration to cover the exposed root and
recreate the natural appearance of the smile.'®!®

This paper introduces an alternative treatment option to
restore a severe periodontal patient with large gingival re-
cessions using periodontal preformed composite veneers.
Preformed composite veneers are preshaped, prepolished
composite laminates available in different shapes and sizes
for direct bonding to the deserving tooth with a complemen-
tary shade-matched composite resin.'®?! Preformed compos-
ite veneers are now available also in a periodontal version
with shape and size designed to fit the periodontal dentition.
This paper presents the application of periodontal preformed
veneers for restoration of a patient with Miller class IV gin-
gival recessions associated with black triangles. Despite the
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long clinical crowns and the large open spaces in the gingival
embrasures, the periodontal preformed veneer showed close
adaptation to the teeth and produced a restoration with proper
size, accurate anatomy and glossy surface in a single appoint-
ment with minimally invasive tooth preparation and reduced
stress for the soft tissue.

2 | CASE REPORT

The patient was a 53 years old man referred by the
periodontist for esthetic treatment of the upper front teeth.
The patient was currently in a periodontal maintenance
program after completion of full mouth implant-supported
restoration. His primary esthetic complaint was the multiple
gingival recessions on the upper front teeth associated with
large black triangles in the gingival embrasures. Secondary
complaints were the stained teeth with discolored vertical
craze lines, visible cervical composite restorations, and dentin
hypersensitivity persisting despite treatment with dentin
tubule blockers and nerve desensitizing agents. Clinical and
radiological examination (Figures 1 and 2) revealed Miller
class IV gingival recessions, large black triangles, papilla
height apical to the CEJ with reduced residual gingival
scalloping. Periodontal records showed no tooth mobility, no
pocket probing in excess of 3 mm, and no signs of gingival
inflammation (Figure 3).

Dental history revealed severe periodontal disease asso-
ciated with anterior occlusal trauma due to loss of posterior
teeth. The association of periodontal disease and occlusal
trauma was the main etiologic factor for the occurrence of the
gingival recessions.”> Only once the etiologic factor was
successfully managed in the initial periodontal and prostho-
dontic treatment phase, the second part of the treatment could
be started focusing on the esthetic and functional restoration
of the gingival recessions. The available treatment options
for restoration of the gingival recessions were discussed with
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FIGURE 1
recessions and large black triangles in the gingival embrasures

Preoperative picture showing severe gingival

the patient including surgical treatment, combination of re-
storative and surgical treatment, and restorative treatment.
Surgical treatment alone or in combination with restorative
treatment (ie restoration of the noncarious cervical lesions
followed by a tissue graft to improve the esthetic outcome
and to increase tissue thickness) was not considered a viable
option for this patient because the presence of Miller class IV
gingival recessions impaired the potential for full root cover-
age.25’26 In addition, the presence of a persisting heavy smok-
ing habit was a potential risk factor since cigarette smoking
is known to adversely affect wound healing of subepithelial
connective tissue grafts.””*® Another critical factor for suc-
cessful surgical root coverage was the thin and scalloped gin-
gival biotype.zg'3 !

After considering all the available treatment options, a
final decision was made to restore teeth 13-23 with periodon-
tal preformed composite veneers. The main decisional cri-
teria for selecting the preformed veneer technique were the
minimally invasive tooth preparation and the single-appoint-
ment clinical procedure with minimal stress for the delicate
soft tissue of the patient.

Once the patient approved the treatment plan with
Periodontal Preformed Veneers, the clinical procedure
started with selecting the size of the veneers. The peri-
odontal veneers for the patient in this report (Edelweiss
Long Veneers, Edelweiss Dentistry) are available in three
sizes (S, M, L) and a custom sizing guide is included in
the system to select the veneer that best fits the teeth to be
restored (Figure 4A,B). The size of Edelweiss Veneers is
based on average tooth dimensions in the human popula-
tion and fits most of the patients. However, chairside cus-
tomization with standard composite instruments is possible
to accommodate specific size requirements. For the patient
in this report, size M was selected and no size adjustment
was required.

After choosing veneer size, next step was veneer shade
selection. The Edelweiss System includes a nanohybrid
composite available in several dentin and enamel colors to
cement the veneers (Edelweiss NH, Edelweiss Dentistry).
Composite color selection is a critical step for successful
restoration with Edelweiss Veneer because the laminate
is fabricated with a colorless enamel shade and the final
color of the veneer is determined by the color of the luting
composite. For the patient in this report, tooth shade was
measured with a digital spectrophotometer (SpectroShade
Micro, MHT Optic Research) and double checked for pa-
tient approval using the Edelweiss custom color guide
under 6500K light conditions (Figure 5). Tooth shade was
VITA A3 and the selected Edelweiss NH composite shade
for veneer cementation was A3.5 in the gingival third, A3
in the middle third, Enamel shade in the incisal third. An
opalescent tint (Effect Blue, Edelweiss Dentistry) was
used to increase incisal translucency and halo effect. The
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FIGURE 2 Periapical X-rays showing severe bone loss. (X-rays taken at the beginning of the periodontal treatment)
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FIGURE 3 Preoperative periodontal records

After choosing veneer size and color, the teeth were
ready for veneer preparation. Edelweiss Veneers are fabri-
cated with an average thickness 0.5 mm and standard tooth

purpose of using multiple composite shades was to produce
progressive chroma gradation from gingival to incisal and
to reduce the apparent tooth length.
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FIGURE 4 A, Edelweiss Long Veneer size selection using the
Edelweiss sizing guide. B, Edelweiss Long Veneer try-in to confirm
the size selection

FIGURE 5 Edelweiss custom shade guide to check the color of
the luting composite

preparation requires minimally invasive 0.5 mm reduction
of the buccal enamel. However, when maximum tooth pres-
ervation is required (young patients, healthy teeth with no
previous restorations...), the thickness of the veneer can

be further reduced to allow even more conservative tooth
preparation. In the case presented in this report, the thick-
ness of the veneer was reduced to 0.3 mm using a football
shape diamond bur (8379, Komet USA) and a digital thick-
ness gauge (Digital Thickness Gauge, SMT Messzeuge)
to control the residual veneer thickness (Figure 6). Now
a round chamfer diamond bur (8882L, Komet USA) was
used to reduce the buccal surface of the tooth 0.3 mm with
supragingival margins. In order to allow maximum hard
tissue preservation, tooth preparation included no incisal
overlap, no opening of the interproximal contacts, and no
extension of tooth preparation in the gingival embrasure
(Figure 7).

Following the minimally invasive preparation, teeth were
ready for delivery of the veneers. Since the margins of the
preparation were located supragingivally and the soft tissue
was healthy with no risk of bleeding, field isolation with
check retractors (Optragate, Ivoclar) was considered safe and
effective for this patient. Rubber dam would have provided
a more complete field isolation but also involved the risk
of triggering retraction of the delicate soft tissue due to the
trauma from the metal clamp.32’33

An additional step before bonding the veneers was sand-
blasting of dentin and enamel with 50 pm aluminum oxide
using an intraoral air-abrasion device (MicroEtcher CD,
Danville Engineering) at a pressure of 2.5 bar from a distance
of approximately 10 mm for 10 seconds. Following particle

FIGURE 6 A, The thickness of Edelweiss Veneer was reduced
to allow maximum hard tissue preservation. B, Edelweiss Veneer
thickness checked with a digital thickness gauge
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FIGURE 7 Minimally invasive veneer preparation with no
incisal overlap, no opening of the interproximal contacts, and no tooth
preparation in the gingival embrasure

abrasion, the tooth was thoroughly water rinsed and air dried.
Sandblasting enhances bond strengths by improving dentin
tag formation in the sclerotic cervical dentin and by remov-
ing the enamel aprismatic layer beyond the margins of the
prepalration.34'36

After sandblasting, the tooth was etched with 37% H3PO4
(Gel Etchant, KerrHawe) for 30 seconds (Figure 8) followed
by water rinsing for 30 seconds and application of a sin-
gle-step adhesive according to the manufacturer instructions
(Peak Universal, Ultradent). The intaglio of the veneer was
conditioned with a dedicated resin primer (Veneer Bond,
Edelweiss Dentistry) applied with a microbrush and light
cured 20 seconds (Figure 9). No acid-etching, no sandblast-
ing, and no silane application are required inside Edelweiss
Veneer. However, the manufacturer recommends condition-
ing with Veneer Bond in order to promote chemical adhesion
and to increase bond strength between the highly inorganic
laminate and the luting composite.

After Veneer Bond application, the veneer was loaded
with the selected composite shades (Figure 10) and gently

FIGURE 8 Tooth etching with 37% H3PO4
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pressed in position until it contacts the adjacent teeth. The
extra composite was removed from the margins and carefully
sculpted with a thin spatula (CompoSculp DD 9/10, Hu-
Friedy) to achieve optimal adaptation between the veneer and
the tooth (Figure 11). After checking the correct position on
the tooth, the veneer was light cured 40 seconds using a high-
power curing light (Demi Plus, Kerr Corporation). Finally,
the margins of the veneer were finished and polished with
composite finishing disks (Sof-Lex XT, 3M ESPE) and in-
terproximal finishing strips (Sof-Lex, 3M ESPE) followed by
a diamond-impregnated silicone cup (Dia step 2, Ravelli) at
300-500 rcf (g force) under water to produce the final luster
(Figure 12). No finishing and no polishing were required on
the buccal surface since Edelweiss veneers are preshaped and
prepolished to ideal anatomic form with accurate superficial
anatomy and highly glossy surface.

The step-by-step clinical procedure is summarized in
Table 1. The total clinical time for each veneer was 20 minutes.

The same step-by-step procedure was followed for teeth
from #13 to #23 starting from the central incisors and mov-
ing distal to the laterals and the canines. Tooth #13 was a
metal-composite crown and Edelweiss Veneer was bonded to
the crown following the same step-by-step clinical procedure
but with different tooth surface conditioning. Tooth condi-
tioning for the metal-composite crown was accomplished ac-
cording to the following protocol: (a) air abrasion with 30 pm
silica-coated aluminum oxide particles (CoJet Sand, 3M
ESPE) using an intraoral air-abrasion device (Microetcher
CD, Danville Engineering) at a pressure of 2.5 bar from a
distance of approximately 10 mm for 10 seconds, (b) coat-
ing with a 3-methacryloxypropyl trimethoxysilane coupling
agent (ESPE-Sil, 3M ESPE), and (c) application of a sin-
gle-component bonding agent (Peak Universal, Ultradent)
according to the manufacturer recommendations and light
cured for 20 seconds. In order to provide better visualization
of the margins of the crown, a thin retraction cord (Ultrapack
size 00, Ultradent) was packed around tooth # 13 before seat-
ing the veneer.

Once all the veneers were bonded in position and the occlu-
sal contacts were checked in lateral and protrusive movements,
the patient was dismissed and rescheduled for postoperative
evaluation 4 weeks later. At the recall appointment, func-
tional evaluation (absence of fractures, marginal adaptation),
biological evaluation (soft tissue response, postoperative sen-
sitivity), and esthetic evaluation (gloss, color matching) were
completed and resulted fully satisfactory (Figure 13). At the
4 weeks, control periodontal records revealed positive peri-
odontal response (Figure 14) and a panoramic X-ray showed
successful integration of the restorations (Figure 15). The pa-
tient was happy with the esthetic outcome and reported that
hypersensitivity finally disappeared after placing the veneer.
The patient continued the periodontal maintenance program
and returned for a new control appointment 12 months later.
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FIGURE 9 The intaglio of Edelweiss
Veneer conditioned with Edelweiss Veneer
Bond to promote chemical adhesion
between the highly inorganic laminate and
the luting composite

ﬁ '
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FIGURE 11 The extra composite carefully sculpted with a thin

spatula to achieve optimal adaptation between the veneer and the tooth

At the 12-month recall examination, the veneers were fully
functional with no marginal discoloration and superficial

FIGURE 12 The margins of the veneer finished and polished
with composite Instruments

luster comparable to the adjacent teeth (Figure 16). New peri-
odontal records were registered revealing optimal biological
integration (Figure 17).

3 | DISCUSSION

The prefabricated composite veneer technique was originally
launched in the late 1970s (Mystique Veneer System, Caulk
Dentsply) but with limited success because the large glass
filler technology available at the time did not provide ade-
quate esthetics and durability.37'39 However, the concept of
prefabricated veneer was rejuvenated 40 years later thanks
to the introduction of more advanced composite resin with
improved mechanical and esthetic properties. The Edelweiss
Veneers used for the patient in this report are the first of this
“new generation” of prefabricated veneers introduced on the
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TABLE 1 Edelweiss Veneer step-by-step clinical procedure

1. Select veneer size (use the custom sizing guide)

2. Select composite shade (use the custom shade guide)
3. Al203 sandblasting dentin and enamel , 10 s (optional)
4. H3PO4 acid etching enamel and dentin, 20 s

5. Water rinsing 30 s

6. Adhesive on enamel and dentin

7. Resin primer on the intaglio of the veneer (Veneer Bond , light
cured 20 s

8. Selected composite shade (Edelweiss NH) loaded inside the
veneer

9. Light cure the veneer in position, 40 s

10. Finishing and polishing the margins with composite instruments
(margins only)

11. Check occlusion

FIGURE 13 Postoperative picture of the veneers after 4 wk
showing successful esthetic integration

market in 2011. Edelweiss Veneers are manufactured with a
nanohybrid composite resin and feature an innovative fab-
rication technology with heat/pressure curing and laser sin-
tering that provides excellent performance and resistance to
fatigue in laboratory testing.40 Recently, a variation of the
standard Edelweiss Veneer was introduced for treatment of
periodontal patients (Edelweiss Long Veneer). Edelweiss
Long Veneer features extra crown length to fit elongated
teeth with gingival recession and a wraparound shape with
the contact point relocated in the gingival third to reduce
the distance from the bone crest and facilitate the papilla to
fill the open gingival embrasure.*'™* Open gingival embra-
sure with black triangle formation is a frequent complaint in
periodontal patients associated with speech impairment, food
entrapment, and compromised esthetic especially in smiles
with high lip line. A black triangle can be partially or totally
closed with a full coverage/partial coverage indirect restora-
tion but requires a more aggressive tooth preparation to by-
pass the large undercuts created by the triangular periodontal

tooth shape.44’45 A benefit of the periodontal preformed ve-
neer is the direct technique that does not require to remove
the undercuts and fills the gingival embrasure with no need
for tooth preparation in the interproximal space. The less
invasive tooth preparation is not secondary benefit because
many periodontal patients are relatively young and the choice
of restoration should be carefully evaluated for its lifespan
and the need to be maintained and replaced throughout the
patient's life.

Another benefit of the periodontal preformed veneer tech-
nique is the combination of minimal thickness and high trans-
lucency of the composite laminate producing optimal contact
lens effect and invisible margin. The invisible margin can be
conveniently positioned supragingivally with reduced trauma
for the soft tissue and improved periodontal response.%'48
Periodontal response was notably good in the presented
case as demonstrated by the healthy soft tissue and positive
periodontal records at the 12-month recall. This was likely
resulting from the supragingival margin location as well as
from the single-appointment technique with reduced number
of clinical steps and limited stress for the soft tissue (no soft
tissue retraction, no impression taking, no temporary place-
ment/removal). Unfortunately, even with atraumatic clinical
procedure and with supragingival margin location, the deli-
cate soft tissue of a periodontal patient is always susceptible
of apical migration especially in thin and scalloped gingival
biotype.49’50 This is a significant limitation for traditional in-
direct ceramic restoration because soft tissue migration could
lead to esthetic failure and need to prematurely replace the
restoration due to exposed margins and open space in the
gingival embrasure. A benefit of the preformed composite
veneer is the possible intraoral repair using direct composite
with no need to replace the restoration in case of soft tissue
migration. Intraoral repair is a critical factor for successful
anterior restoration in periodontal patients because allows
minimally invasive intervention as opposed to replacement
with many biological and financial benefits for the patient.
In recent years, the advancements in composite-to-compos-
ite adhesive techniques have favored an increasing change
in practice to perform composite intraoral repair.SI'55 Many
clinical studies have shown successful long-term outcomes
reinforcing the indication for this restoration maintenance
strategy.SG'59

The possible intraoral repair, the minimally invasive
tooth preparation, and the convenient single-appointment
clinical procedure were the main benefits of the periodontal
preformed veneer technique for the patient presented in this
report. Nevertheless, the technique showed some limitations
including the advanced finishing and polishing skills needed
to produce a smooth transition between the veneer and the
tooth. Even if the preformed veneer technique does not re-
quire the dentist to sculpt ideal anatomic form and to produce
a highly glossy surface, the margins of the Edelweiss Veneer
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FIGURE 14 Postoperative periodontal records after 4 wk

FIGURE 15 Postoperative X-ray control after 4 wk

still have to be carefully finished and polished in order to
produce optimal soft tissue response especially in the critical
interproximal area.

Another limitation was the lack of clinical studies com-
paring the durability of this technique with the alternative
restorative techniques. The available clinical studies®*®!
show very good results, and in laboratory testing, Edelweiss
Veneers provides excellent performance and resistance to fa-
tigue40 but is still unknown yet how this restoration compares
with indirect ceramic that is considered the gold standard

FIGURE 16 Postoperative pictures of the veneers after 12 mo

for anterior restoration. It is possible that the durability of
Edelweiss Veneers does not match the durability of indirect
ceramic but the concept of successful restoration in a case
like the periodontal patient in this report embraces also other
factors including hard tissue preservation, reduced soft tis-
sue trauma, possible intraoral repair, and affordable financial
cost. It is up to the dentist to balance all the factors and select
the best treatment for the patient. Balancing all the factors
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FIGURE 17 Periodontal records after 12 mo

is even more critical today because the increased frequency
of gingival recessions in the adult population brings a larger
variety of esthetic and functional needs to be addressed in
the restorative phase of the treatment. In this phase, a wider
range of restorative treatment options is recommended for the
dentist in order to successfully meet each patient's needs and
expectations. The Periodontal Preformed Veneer technique
implements the traditional choice of either direct or indirect
restoration and introduces an alternative technique for sin-
gle-appointment restoration of gingival recession with min-
imally invasive tooth preparation and minimal stress for the
soft tissue.

ACKNOWLEDGMENTS

The author Claudio Novelli would like to thank Prof Giorgio
Blasi DMD, Enrico Blasi DDS and Sandra Rossi RDH for
the periodontal and implant treatment. Written informed con-
sent was obtained from the patient for publication of this case
report and supplementary images.

CONFLICT OF INTEREST

The author Claudio Novelli is a scientific consultant for
Edelweiss Dentistry. No funding was provided by Edelweiss
Dentistry for the completion of this study.

AUTHOR CONTRIBUTIONS

CN: contributed to conceptualization, methodology, software,
validation, formal analysis, investigation, resources, data
curation, writing and review.; visualization, supervision, and
project administration.

ETHICAL APPROVAL

The patient described in the case report was fully informed
on the method and the purpose of the clinical study. Written
consent to participate and for publication was obtained by the
patient and is available upon request.

ORCID

Claudio Novelli = https://orcid.org/0000-0003-2974-0750

REFERENCES

1. Grupe HE, Warren RF. Repair of gingival defects by sliding flap
operation. J Periodontol. 1956;27:92-95.

2. Pereira AG, Teixera D. Gingival recession associated with non-car-
ious cervical lesions: case study. JIAP. 2016;1(18):16-22.

3. Isler SC, Ozcan G, Ozcan M, Omurlu H. Clinical evaluation of
combined surgical/ restorative treatment of gingival recession-
type defects using different restorative materials: a randomized
clinical trial. J Dental Sci. 2018;13:20-29.


https://orcid.org/0000-0003-2974-0750
https://orcid.org/0000-0003-2974-0750

MWI _E Y—Clinical Case Reports

4.

10.
11.
12.

13.

14.
15.
16.

17.

18.

19.

20.

21.
22.

23.

NOVELLI

Open Access,

Zucchelli G, Gori G, Mele M, et al. Non-carious cervical lesions
associated with gingival recessions: a decision- making process. J
Periodontol. 2011;82:1713-1724.

Chambrone L, Pannuti CM, Tu Y-K, et al. Evidence-based peri-
odontal plastic surgery. II. An individual data meta-analysis
for evaluating factors in achieving complete root coverage. J
Periodontol. 2012;83:477-490.

Buti J, Baccini M, Nieri M, La Marca M, Pini-Prato GP. Bayesian
network meta-analysis of root coverage procedures: ranking ef-
ficacy and identification of best treatment. J Clin Periodontol.
2013;40:372-386.

. Cortellini PP, Bissada NF. Mucogingival conditions in the natural

dentition: narrative review, case definitions, and diagnostic consid-
erations. J Clin Periodontol. 2018;45(Suppl 20):S190-S198.

. Burke FJ. Dental materials: what goes where? class V restorations.

Dent Update. 2015;42(9):829-830.

. Fahl N. Direct-indirect class v restorations: a novel approach

for treating noncarious cervical lesions. J Esthet Restor Dent.
2015;27(5):267-284.

Stewardson D, Thornely P, Bigg T, et al. The survival of Class
V restorations in general dental practice. Part 1, baseline data. Br
Dent J. 2010;208(9):E17.

Wierichs RJ, Kramer EJ, Meyer H. Risk factors for failure of class
V restorations of carious cervical lesions in general dental prac-
tices. J of Dentistry. 2018;77:87-92.

Demarco FF, Collares K, Correa MB, Cenci MS, Moraes RRD,
Opdam NJ. Should my composite restorations last forever? Why
are they failing? Braz Oral Res. 2017;31:1-8.

Chambrone L, Pannuti CM, Tu YK, Chambrone LA. Evidence-
based periodontal plastic surgery. II. An individual data meta- anal-
ysis for evaluating factors in achieving complete root coverage. J
Periodontol. 2012;83:477-490.

Tatakis DN, Chambrone L, Allen EP, et al. Periodontal soft tissue
root coverage procedures: a consensus report from the AAP regen-
eration workshop. J Periodontol. 2015;86(S2):S52-S55.

Cortellini PP, Bissada N. Mucogingival conditions in the natural
dentition: Narrative review, case definitions, and diagnostic con-
siderations. J Period. 2018;89:5204-213.

Coachman C, Salama M, Garber D, Calamita M, Salama H, Cabral
G. Prosthetic gingival reconstruction in fixed partial restorations.
JPRD. 2010;1(1):9-27.

Pjetursson BE, Tan K, Lang NP, Brigger U, Egger M, Zwahlen M.
A systematic review of the survival and complication rates of fixed
partial dentures (FPDs) after an observation period of at least 5
years. Clin Oral Implants Res. 2004;15:667-676.

Brigger U, Hirt-Steiner S, Schnell N, et al. Complication and fail-
ure rates of fixed dental prostheses in patients treated for periodon-
tal disease. Clin Oral Implant Res. 2010;22(1):70-77.

Dietschi D. Current status and future perspectives for the use of
composite resins in the smileframe. JCD. 2011;3(27):113-127.
Albuquerque PP, Moreno MBP, Nishida AC, Rodrigues E,
Kiyohara C, Francci CE. Prefabricated resin veneer: a case report
of a simplified restorative technique. J Dent Res Dent Clin Dent
Prospects. 2018;12(2):140-145.

Gomes G, Perdigao J. Prefabricated composite resin veneers. J
Esthet Restor Dent. 2014;26(5):302-313.

Zucchelli G, Mounnsif I. Periodontal plastic surgery. Periodontol
2000.2001;68(1):333-368.

Kassab MM, Cohen RE. The etiology and prevalence of gingival
recession. J Am Dent Assoc. 2003;134(2):220-224.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Diminiak K, Gedrange T. New perspectives in the diagnostic of
gingival recession. Adv Clin Exp Med. 2014;23(6):857-863.
Tonetti MS, Jepsen S. Clinical efficacy of periodontal plastic sur-
gery procedures: consensus Report of 10th European Workshop on
Periodontology. J Clin Periodontol. 2014;41(S15):S36-S43.

Cairo F, Nieri M, Cincinelli S, Mervelt J, Pagliaro U. The inter-
proximal clinical attachment level to classify gingival recessions
and predict root coverage outcomes: an explorative and reliability
study. J Clin Periodontol. 2011;38:661-666.

Erley KJ, Swiec GD, Herold R, Bisch FC, Peacock ME. Gingival
recession treatment with connective tissue grafts in smokers and
non-smokers. J Periodontol. 2006;77(7):1148-1155.

Andia DC, Martins AG, Casati MZ, Sallum EA, Nociti FH. Root
coverage outcome may be affected by heavy smoking: a 2-year fol-
low-up study. J Periodontol. 2008;79(4):647-653.

Seba A, Deepak KT, Ambili R, Preeja C, Archana V. Gingival bio-
type and its clinical significance —a review. Saudi J Dental Res.
2013;5(1):3-7.

Baldi C, Pini-Prato G, Pagliaro U, et al. Coronally advanced flap
procedure for root coverage is flap thickness a relevant predic-
tor to achieve root coverage? A 19- case series. J Periodontol.
1999;70(1):1077-1084.

Hwang D, Wang HL. Flap thickness as a predictor of root coverage:
A systematic review. J Periodontol. 2006;77(2):1625-1634.
Loguercio AD, Luque-Martinez I, Lisboa AH, et al. Influence of
isolation method of the operative field on gingival damage, pa-
tients' preference, and restoration retention in noncarious cervical
lesions. Oper Dent. 2015;40(6):581-593.

Daudt E, Lopes GC. Does operatory field isolation influence
the performance of direct adhesive restorations? J Adhes Dent.
2013;15(1):27-32.

Van Meerbeeck B, De Munck J, Mattar D, Vasn Landuyt K,
Lambrechts P. Microtensile bond strengths of an etch&rinse and
self-etch adhesive to enamel and dentin as a function of surface
treatment. Oper Dent. 2003;28(5):647-660.

Roeder LB, Berry EA III, You C, Powers JM. Bond strength
of composite to air-abraded enamel and dentin. Oper Dent.
1995;20(5):186-190.

Gray GB, Carey GP, Jagger DC. An in vitro investigation of a com-
parison of bond strength of composite to etched and air-abraded
human enamel surfaces. J Pros. 2006;15(1):2-8.

Haas BR. Mastique veneers: a cosmetic and financial alternative in
post-periodontal care. J N J Dent Assoc 1982;53(1):25-27.

Jensen OE, Soltys JL. Six months clinical evaluation of prefab-
ricated veneer restorations after partial enamel removal. J Oral
Rehab. 1986;13(7):49-55.

Hoffding J. Mastique laminate veneers: results after 4 and 10 years
of service. Acta Odontol Scand. 1995;53(2):283-286.

Dietschi D, Devigus A. Prefabricated composite veneers: histori-
cal perspectives, indications and clinical application. Eur J Esthet
Dent. 2011;6(1):2-11.

Tarnow DP, Fletcher P. The effect of the distance from the contact
point to the crest of bone on the presence or absence of the inter-
proximal dental papilla. J Periodontol. 1992;63:995-996.

Joshi K, Baiju CS, Khashu H, Bansal S, Maheswari IB. Clinical
assessment of interdental papilla competency parameters in the es-
thetic zone. J Esthet Restor Dent. 2017;29:270-275.

Chang LC. Effect of bone crest to contact point distance on central
papilla height using embrasure morphologies. Quintessence Int.
2009;40(6):507-513.



NOVELLI

o 1145
Clinical Case Reports _W] LEY

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

Brigger U, Hirt S. Complication and failure rates of fixed den-
tal prostheses in patients treated for periodontal disease. Clin Oral
Implant Res. 2010;22(1):70-77.

Kreissl ME. Complex dental rehabilitation in a periodontally com-
promised patient. Part 2: treatment and discussion. Eur J Esthet
Dent. 2007;2(3):322-335.

Arif R, Dennison JB, Garcia D. Gingival health of porcelain lam-
inate veneered teeth: a retrospective assessment. Operat Dent.
2019:44(5):452-456.

Litonjua LA, Cabanilla LL, Abbott LJ. Plaque formation and mar-
ginal gingivitis associated with restorative materials. Compend
Contin Educ Dent. 2012;33(1):6-10.

Ercoli C, Canton JG. Dental prostheses and tooth-related factors. J
Periodontol. 2018;89(Suppl 1):5S223-S236.

Valderhaug J. Periodontal conditions and carious lesion after the
insertion of fixed prosthesis: a 10 years follow-up study. Int Dent
Journal. 1980;30:296-304.

Valderhaug J, Birkeland M. Periodontal conditions in patients
5 years following insertion of fixed prosthesis. J Oral Rehab.
1976;3:237-243.

Kanzow P, Wiegand A, Schwendicke F. Schwendicke F Cost-
effectiveness of repairing versus replacing composite or amalgam
restorations. J Dent. 2016;54:41-47.

Javidi H, Tickle M, Aggarwal VR. Repair vs replacement of failed
restorations in general dental practice: factors influencing treat-
ment choices and outcomes. Br Dent J. 2015;218:E2-ES5.

Ozcan M. The use of chairside silica coating for different dental
applications: a clinical report. J Prosthet Dent. 2002;87:469-472.
Ozcan M, Alander P, Vallittu PK, Huysmans MC, Kalk W. Effect
of three surface conditioning methods to improve bond strength
of particulate filler resin composites. J Mater Sci Mater Med.
2005;16:21-27.

55.

56.

57.

58.

59.

60.

61.

Valente LL, Sarkis-Onofre R, Gongalves AP, Fernindez E,
Loomans B, Moraes RR. Repair bond strength of dental com-
posites: systematic review and meta-analysis. Int J Adhes Adhes.
2016;69:15-26.

Gordan VYV, Riley JL, Rindal DB, et al. Repair or replacement of
restorations: a prospective cohort study by dentists in The National
Dental Practice-Based Research Network. J Am Dent Assoc.
2015;146:895-903.

Moncada G, Fernandez E, Martin J, Arancibia C, Mjor IA, Gordan
VV. Increasing the longevity of restorations by minimal interven-
tion: a two-year clinical trial. Oper Dent. 2008;33:258-264.

van de Sande FH, Moraes RR, Elias RV, et al. Is composite repair
suitable for anterior restorations? A long-term practice-based clin-
ical study. Clin Oral Invest. 2019;23:2795-2803.

De Marco FF, Collares K, Correa MB, Ms C, Moares R, Opdam
NJ. Should my composite restorations last forever? Why are they
failing? Braz. Oral Res. 2017;31:92-98.

Singh I, Shetty R, Mehta D, Lampe S, Chida N. Prefabricated laser
sintered composite veneers and occlusal vertical dimensions: case
reports. J Contemp Dent. Pract. 2018;19(11):1417-1423.

Novelli C. Esthetic treatment of a periodontal patient with prefab-
ricated composite veneers and fiber-reinforced composite: clinical
considerations and technique. J Esth Rest Dent. 2015;27(1):4-12.

How to cite this article: Novelli C. Restoration of
gingival recession with periodontal preformed
composite veneers. Clin Case Rep. 2021;9:1135-
1145. https://doi.org/10.1002/ccr3.3693



https://doi.org/10.1002/ccr3.3693

