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ABSTRACT
Minimally to no invasive dentistry should be the driving force in 
treating patients affected by severe tooth wear. Nowadays thanks 
to adhesive techniques, tooth and pulp protection  could be easily 
achieved in this type of patients, who has already suffered of con-
spicuous tooth destruction. 

In this article the treatment of a ACE class III patient affected by 
severe dental erosion is illustrated. His maxillary anterior teeth, 
supposed to be devitalized and restored with crowns, were simply 
repaired by means of composite palatal veneers. 

�����͵Ǧ�����������Ǧ������ϐ������������������ǡ���������������������-
gical successes obtained. 

INTRODUCTION
Frequently patients affected by dental erosion are not immedia-
tely treated, since tooth wear still represents  an overwhelming 
challenge.

Some clinicians consider erosive wear as a physiological process 
related to age, rather than a pathology that should be immediately 
treated.

Other dentists, instead,  recognize the problem, but they are not 
comfortable to propose a full-mouth rehabilitation to their pa-
tients, especially at the early stage of the disease, waiting  for more 
tooth destruction to happen to justify the treatment.

Nowadays thanks to the adhesive techniques, dental erosion could 
be immediately  addresses,  the tooth destruction slowed down, 
with minimal to any additional tooth loss during the delivering of 
the restorations 1-22.

The key factor that allows this extremely conservative approach is 
the increase of the vertical dimension of the occlusion (VDO), ne-
cessary in almost every case to obtain enough interocclusal space 
to avoid tooth preparation.

The new philosophy, “add not remove”,  proposes weak restora-
tions, which may need more frequent maintenance, but which 
preserve intact the underlying original tooth structure .

In addition, these restorations are cheaper, since they do not re-
quire root canal therapy or crown lengthening, and they mainten-
ance is also not expensive (especially when dealing with composi-
te resine).

)Ζ*���RFFOXVDO�YLHZ�RI�WKH�SRVWHULRU�WHHWK�RI�D�SDWLHQW�D΍HFWHG�E\�VHYHUH�GHQWDO�
HURVLRQ��7KH�VHFRQG�PRODU�ZDV�UHVWRUHG�ZLWK�D�GLUHFW�FRPSRVLWH�UHVWRUDWLRQV��$IWHU�
��\HDU�WKH�FRPSRVLWH�ZRUQ�GRZQ�DQG�LW�ZDV�UHSODFHG�E\�D�QHZ�GLUHFW�UHVWRUDWLRQ��
7KH�SDWLHQW�GLG�QRW�FRPSODLQ�DERXW�WKLV�IDLOXUH��VLQFH�KH�FRQVLGHUHG�LW�DV�QRUPDO�
SDUW�RI�WKH�PDLQWHQDQFH�RI�KLV�UHVWRUHG�GHQWLWLRQ�
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In the authors’ opinion, the dental community should stress more 
the importance of the tooth preservation (biological success), 
rather than aim for the “10 guarantee” of their work.

�������������������������������ϐ����������������������������������ͳͲ�
year, but if the same tooth looses the vitality and the remaining 
������������������������������������ȋ�����ϐ�������������Ȍǡ�����
the “10 year deal” still be guaranteed for the new restoration?

The clinician’s capacity to communicate the switch in  paradigm 
(biological success versus the mechanical success) is fundamental, 
before proposing  these extremely conservative treatments, becau-
se  patients must accept that the restorations are now weaker 
and eventually will fail over time; however, the restored teeth will 
keep their integrity and a repair or a replacement with a similar 
restoration will be always possible.  

This is not always the case, for example, when a devitalized tooth, 
restored with a crown, fails because of root fracture.

In this article, the treatment  based only on adhesive techniques of 
a patient affected by several dental erosion is illustrated. 
His maxillary anterior teeth were supposed to be devitalized in 
order to be restored with full-crown restorations. The patient re-
fused this aggressive option and sought consultation in the Geneva 
Erosion Study.

A new treatment plan was proposed, based only on adhesive tech-
nique; six palatal and six facial veneers (Sandwich approach) were 
considered to restore his maxillary anterior teeth and to preserve 
to a maximum the remaining tooth structure. 

�������ǡ�����ϐ��������������������������������������������������
previewed, since only six palatal veneers were necessary to resto-
re the very compromised teeth.

The clinical results (esthetic, biological and mechanical success) 
������������������������Ǧ��ǡ����ϐ�����������������������������
chosen was the most appropriate therapy.

Not only the palatal veneers restorations did not require any tooth 
preparation, and the teeth kept their vitality, but also the overall 
treatment was more affordable for the patient.

CASE PRESENTATION
46 year old patient presented to the University of Geneva, school 
of Dental Medicine, with the chief complaint that “his teeth were 
�������������������������������������ϐ���������������������������
about it”.

At the anamnesis, the patient remember that his dentist proposed 
to restore his dentition by means of crowns and that he was not 
convinced by this treatment plan.
Since than, he had seek dental treatment on an irregular base.

������������������������������������������ǡ��������ϐ�������������-
sed to the Geneva Erosion Study, to investigate if other types of 
treatments than crowns were available.

�����������ϐ�����������������ǡ������������������������������������
to show his teeth, since he felt very guilty about the status of his 
dentition. He was not fully aware that he was also affected by den-

tal erosion and he thought that the degradation of his dentition 
was related only to poor oral hygiene. FIG 2

During the investigation for parafunctional habits, bruxism was 
���������ǡ����������������������ϐ�����ǡ�������������������������
himself, but also by the size of  his very developed masseters.

)Ζ*���$%�ΖQLWLDO�VWDWXV��3DWLHQW�ZDV�YHU\�XQFRPIRUWDEOH�DERXW�VKRZLQJ�KLV�WHHWK��
DQG�RQO\�DIWHU�VHYHUDO�DWWHPSWV��D�IRUFHG�VPLOH�ZDV�REWDLQHG��1RWH�WKH�DFFHQWXDWHG�
WUDQVOXFHQF\�DW�WKH�OHYHO�RI�WKH�WZR�FHQWUDO�LQFLVRUV��LQGLFDWLQJ�WKH�VHYHUH�WKLQQLQJ�
RI�WKH�LQFLVDO�HGJHV��7KH�SDWLHQW�KDG�EHHQ�SRVWSRQLQJ�WKH�GHQWDO�FDUH��VLQFH�KH�GLG�
QRW�ZDQW�WR�UHVWRUH�KLV�WHHWK�E\�PHDQV�RI�FURZQV�

The patient presented with a deep bite, which, most probably, was 
aggravated by the loss of contact on the palatal surfaces , damaged 
by the dental erosion, and the superuption of the teeth. 

Despite  the severe tooth structure loss, all the maxillary anterior 
teeth were still vital, indicating a very slow acid attack, most pro-
bably with an intrinsic ethiology. FIG 3

Since he also denied any excessive consumption of acidic food or 
beverages, he was referred to a gastroenterologist to investigate 
the status of the digestive system. Even though the patient did 
not complain to this request, his dental treatment started without 
knowing if the erosion was still active in his mouth.

)Ζ*��$%�2FFOXVDO�DQG�ODWHUDO�YLHZV�RI�WKH�LQLWLDO�VWDWXV��7KH�SDODWDO�GHVWUXFWLRQ�ZDV�
YHU\�DGYDQFHG�DQG�WKH�WHHWK�XQGHUPLQHG��EXW�GXH�WR�WKH�SDWLHQWVȇ�GHHS�ELWH��WKH�LQ�
FLVDO�HGJHV�IUDFWXUHG�YHU\�OLWWOH��7KH�SDODWDO�HQDPHO�ZDV�SUHVHQW�RQO\�DW�WKH�FHUYLFDO�
OHYHO��ΖQWHUSUR[LPDO�FDULHV�ZHUH�DOVR�ZHDNHQLQJ��WKH�WHHWK�IXUWKHUPRUH��1HYHUWKH�
OHVV��DOO�RI�WHHWK�ZHUH�VWLOO�YLWDO��7KH�SRVWHULRU�WHHWK�ZHUH�DOVR�YHU\�FRPSURPLVHG�
DQG�WKH�FOLQLFDO�FURZQV�ZHUH�YHU\�VKRUW�1HYHUWKHOHVV�DOO�WKH�WHHWK�ZHUH�VWLOO�YLWDO�

Considering the maxillary anterior teeth, the patient was an ACE 
class III, because, even though the incisal edges were extremely 
thin, the length of the clinical crowns was only reduced of a small 
amount (less than 2 mm) 23.  

�������������������������ϐ�������������������������
��������������
�����ǡ���������ǡ���������������ϐ����������������������������������ǡ��
it was planned to restore his maxillary anterior teeth not only with 
palatal, but also with facial veneers (Sandwich approach).
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As a result, the initial treatment plan for his full-mouth adhesive 
rehabilitation was more invasive and expensive, not only for the 
additional six facial veneers, but also for the veneer/onlays previe-
wed to restore all the maxillary and mandibular premolars. 
�������������ǡ��������ǡ��������ϐ���ǡ�������������������������
progressing.

The case started following a classic 3 step technique approach 24-
26. Two alginate impressions were taken and the casts articulated 
in maximum intercupidation (MIP), using a face bow. A maxillary 
vestibular waxup was requested.

Looking at the patient smile, the laboratory technician decided 
that to achieve a satisfactory esthetic outcome, all the vestibu-
lar aspects of the maxillary teeth (excluded the second molars) 
should have been included in the treatment.

Consequently all the vestibular surfaces were covered by wax and 
slightly bulked. At the same time, the incisal edges and the occlusal 
plane were also slightly lengthened (I laboratory STEP) FIG 4.

A silicon key was prepared from this waxed up cast and the pa-
tient was scheduled for the maxillary vestibular mock-up visit (I 
clinical STEP).

The patient liked his new smile, but the clinician already felt that 
the patient esthetic request was not the major driving force to seek 
treatment FIG 5-7.

After the I STEP, the casts, mounted in MIP were analyzed by the 
clinician. An arbitrary increase of the VDO was decided to obtain an 
interocclusal space necessary, not only to restore the palatal aspect 
of the anterior teeth, but also to cover the exposed dentin on the 
occlusal surfaces of the posterior teeth.

The increase of the VDO was limited by the necessity not to set apart 
the anterior teeth excessively and loose the possibility to recreate the 
anterior contact afterwards with a normal-size palatal veneers. Both 

)Ζ*���$%&�DQDO\]LQJ�WKH�OLQJXDOL]HG�SRVLWLRQ�RI�WKH�WZR�FHQWUDO�LQFLVRUV��D�DGGLWLYH�PRFN�XS�ZDV�FRQVLGHUHG�SRVVLEOH��7KH�ODERUDWRU\�
WHFKQLFLDQ�VOLJKWO\�EXONHG�DOO�WKH�YHVWLEXODU�DVSHFWV�RI�WKH�PD[LOODU\�WHHWK�WR�UHGXFH�WKH�QHHG�RI�WRRWK�SUHSDUDWLRQ��ZKLOH�GHOLYHULQJ�
of the facial veneers. 

)Ζ*�������YLHZ�RI�WKH�PD[LOODU\�YHVWLEXODU�PRFN�XS�LQ�SODFH��:LWK�WKH�WHHWK�FRYHUHG�E\�
WKH�PRFN�XS�WKH�SDWLHQW�GLG�QRW�IHHO�WKH�QHFHVVLW\�WR�KLGH�KLV�VPLOH�DQ\�ORQJHU��9HU\�

VWULNLQJ�ZDV�WKH�GL΍HUHQFH�LQ�FRORU�ZLWK�WKH�DQWDJRQLVWLF�WHHWK��([WHUQDO�EOHDFKLQJ�ZDV�
FRQVLGHUHG�DIWHU�WKH�SURWHFWLRQ�RI�WKH�H[SRVHG�GHQWLQ�

)Ζ*���$%�IROORZLQJ�WKH�FODVVLF���6WHS�
WHFKQLTXH��D�PD[LOODU\�YHVWLEXODU�PRFN�
XS�ZDV�GRQH��ZKLFK�H[WHQGHG�XS�WR�WKH�
ȴUVW�PRODUV��Ζ�FOLQLFDO�67(3���7KH�LQFLVDO�
HGJHV�DQG�WKH�RFFOXVDO�SODQH�ZHUH�VOLJKWO\�
OHQJWKHQHG��7KH�HVWKHWLF�RXWFRPH�ZDV�RI�
FRXUVH�LPSURYHG��EXW�WKH�WRRWK�SUHSDUD�
WLRQ�WR�GHOLYHULQJ�WKH�IDFLDO�YHQHHUV�DQG�
WKH�YHQHHU�RQOD\V�IRU�WKH�SRVWHULRU�WHHWK�
ZRXOG�KDYH�UHTXLUHG�D�FRQVSLFXRXV�WRRWK�
SUHSDUDWLRQ��VLQFH�WKH�YHVWLEXODU�VXUIDFHV�
ZHUH�DOPRVW�LQWDFW�
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the arches, maxillary and mandibular  had to be involved in this 
rehabilitation (double arch distribution). The laboratory techni-
cian waxed up the surfaces of the posterior teeth (2 premolars 
��������ϐ��������������������������Ȍǡ�������������������������������
clinicians who fabricated 4 transparent keys out of them (Elite 
Transparent, Zhermack, Badia Polesine (RO) Italy) (II laboratory 
STEP). 

After 2 weeks, the patient was scheduled for a 2-hour appoint-
ments for the fabrication of the provisional posterior composite 
restorations directly in the patient’s mouth (II clinical STEP).

Without anesthesia, the keys were loaded with warmed up compo-
site resin ((Micerium S.P.A., Avegno GE, Italy)) and placed in the 
mouth FIG 8.
   
FIG 8 AB Four transparent keys were fabricated out of the waxed 
up casts, loaded with warmed up composite resin and seated in 
the mouth. After the removal, 9 provisional posterior composite 
restorations were bonded to the posterior teeth, without any tooth 
preparation. No anesthesia was necessary (II clinical STEP).

Since no anesthesia was delivered, the patient was fully collabo-
rating during the control of the occlusion. After 1 week, another 
control was done, where the patient reported to be comfortable, 

even though he was functioning at an increased VDO and an open 
bite was present at the level of his anterior teeth FIG 9.

According to the Geneva Erosion Study’s protocol, the increase of 
VDO should be tested for one month. During this time, the patient 
was seen to remove the caries and to protect the pulp at the level 
of the palatal aspect of the maxillary anterior teeth. 

During this visit, the exposed dentin on the palatal aspect of the 
maxillary anterior teeth was roughtened with a very course dia-
mond round bur, and immediately sealed with Optibond Fl (Kerr, 
Orange, CA, USA), following the manufactures’ instructions.

����������������������������ǡ���ϐ��������������������ϐ�����������-
�������ȋ�������ϐ�����ǡ�����������������ǡ�������ǡ��������������Ȍ�����
placed on the dentin, and polimerized for 40 seconds (20 seconds 
covered with glicerine) 27-31.

Thanks to the open bite creation, the caries’ removal and the 
dentin sealed, these teeth became mechanically and biologically 
stronger.

After 1 month from the II step, the patient was scheduled for a 
1-hour appointment were a polyvinyl siloxane impression of the 
maxillary arch was (Express 2 3M ESPE, Seefeld, Germany), to 
fabricate the palatal veneers.

)Ζ*��$%�WKH�HVWKHWLF�RI�WKH�SDWLHQW�ZDV�LPSURYHG��EXW�GXULQJ�D�ORQJ�FRQYHUVDWLRQ�
ZLWK�WKH�SDWLHQW��WKH�FOLQLFLDQ�UHDOL]HG�WKDW�WKH�SDWLHQW�GLG�QRW�UHDOO\�ZDQW�WR�
FKDQJH�KLV�ORRN�GUDPDWLFDOO\�

)Ζ*���$%�)RXU�WUDQVSDUHQW�NH\V�ZHUH�IDEULFDWHG�RXW�RI�WKH�ZD[HG�XS�FDVWV��ORDGHG�
ZLWK�ZDUPHG�XS�FRPSRVLWH�UHVLQ�DQG�VHDWHG�LQ�WKH�PRXWK��$IWHU�WKH�UHPRYDO����
SURYLVLRQDO�SRVWHULRU�FRPSRVLWH�UHVWRUDWLRQV�ZHUH�ERQGHG�WR�WKH�SRVWHULRU�WHHWK��
ZLWKRXW�DQ\�WRRWK�SUHSDUDWLRQ��1R�DQHVWKHVLD�ZDV�QHFHVVDU\��ΖΖ�FOLQLFDO�67(3��

)Ζ*���$%&�LQLWLDO�VWDWXV�DQG�DIWHU�WKH�ΖΖ�67(3��1RW�WKH�LPSURYHPHQW�RI�WKH�YHU�
WLFDO�RYHUODS�DQG�WKH�FUHDWLRQ�RI�WKH�RSHQ�ELWH�LQ�WKH�DQWHULRU�TXDGUDQWV�IRU�
WKH�SUHVHQFH�RI�WKH�SURYLVLRQDO�SRVWHULRU�FRPSRVLWH�UHVWRUDWLRQV�
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Since the patient was supposed to receive also the facial veneers, 
the interproximal contacts between teeth were slightly opened by 
means of a metallic strips. 

No attempt was made to remove the unsupported enamel at the 
incisal edges, nor to create a margin with the future veneer at the 
cervical level, since the acid had already created the perfect cham-
fer and there was no need to weak the band of enamel next to the 
gingiva FIG 10. 

After the impression for the palatal veneers, no provisional 
restorations were delivered. The reason behind was related to the 
���ϐ���������������������������������������������������������������-
���������������������������ǡ��������������������ϐ�����������������ǡ�
and complicated the moisture control at the time of the bonding of 
the palatal veneers.

Another reason was the danger of breaking the very thin incisal 
�����ǡ��������������������������������������������ǡ�����ϐ�����������
to the lack of tooth preparation and the immediate sealing of the 
exposed dentin, the patient was asymptomatic and did not require 
any tooth protection, as in case of full coverage.

The laboratory technician received the maxillary impression and 
an alginate impression of the mandibular arch. Thanks to an an-
terior jig, he mounted the two casts in MIP. Six composite palatal 
veneers were than fabricated (Miris, Coltene, Whaledent, Altstät-
ten, Switzerland) (III laboratory STEP) FIG 11.

The patient was schedule for a 2-hour appointment. No anesthesia 
was needed. Before the placement of the rubber dam, the palatal 
veneers were tried in the mouth, to verify the color match at the 
level of the facial junction. 

Surprisely,  the extremely transparent color was very nicely ma-
sked by the palatal veneers without giving an opaque aspect to the 
new incisal edges FIG 11.
  
FIG 12 AB try-in of the palatal veneer before rubber dam’s place-
ment. For ACE class III patients, where the facial veneers are not 
previewed, essential is the color match between the remaining 
facial surface and the incisal edges added with the palatal vene-
ers.. Note that all the non supported enamel was left intact and no 
effort was made to make a chamfer on the facial surface. This con-
servative attitude saved the original length of the tooth, but made 
��������ϐ�������������������������������������������������Ǥ

The palatal veneers were bonded, one at a time, using the rubber 
���Ǥ�������������������������������������������ȋ������ȋʹ͹Ɋ�Ȍǡ�
3M, Espe, Seefeld, Germany), the surrounding enamel was etched 
(37% phosphoric acid), and the bond (Optibond FL, Kerr, Orange, 
CA, USA) was applied but not cured yet. 

The composite veneers were sandblasted (Cojet) and cleaned 
in alcohol with ultrasound.  Three coats of silane were applied 
(Mondobond plus, Ivoclar Vivadent, Schaan, Liechtenstein). A 
ϐ�������������������ȋ���������	�ǡ������������ǡ���ǡ����Ȍ����������
without curing, the warmed-up composite was then applied to the 
restoration (Micerium S.P.A., Avegno GE, Italy) before placing them 
one at the time on the teeth and light cured FIG 13-14. 

Thanks also to the presence of a composite “hook” at the level of 
the incisal edges of the veneers, it was easier to achieve a correct 
positioning, even on the “slippery” palatal surfaces. The hooks 
���������������������������������ϐ�����������������������	�
�ͳͷǤ

 

)Ζ*����$%��$IWHU�FDULHVȇ�UHPRYDO�DQG�VHDOLQJ�RI�WKH�H[SRVHG�GHQWLQ��D�
ȴQDO�LPSUHVVLRQ�ZDV�WDNHQ��ZLWKRXW�DQ\�DGGLWLRQDO�WRRWK�SUHSDUDWLRQ��
1RWH�WKH�SUHVHQFH�RI�WKH�HQDPHO�DW�WKH�OHYHO�RI�WKH�FHUYLFDO�PDUJLQV��
1R�SURYLVLRQDO�UHVWRUDWLRQV�ZHUH�GHOLYHUHG�

)Ζ*����$%�WU\�LQ�RI�WKH�SDODWDO�YHQHHU�EHIRUH�UXEEHU�GDPȇV�SODFHPHQW��)RU�$&(�FODVV�
ΖΖΖ�SDWLHQWV��ZKHUH�WKH�IDFLDO�YHQHHUV�DUH�QRW�SUHYLHZHG��HVVHQWLDO�LV�WKH�FRORU�PDWFK�
EHWZHHQ�WKH�UHPDLQLQJ�IDFLDO�VXUIDFH�DQG�WKH�LQFLVDO�HGJHV�DGGHG�ZLWK�WKH�SDODWDO�
YHQHHUV���1RWH�WKDW�DOO�WKH�QRQ�VXSSRUWHG�HQDPHO�ZDV�OHIW�LQWDFW�DQG�QR�H΍RUW�ZDV�
PDGH�WR�PDNH�D�FKDPIHU�RQ�WKH�IDFLDO�VXUIDFH��7KLV�FRQVHUYDWLYH�DWWLWXGH�VDYHG�
WKH�RULJLQDO�OHQJWK�RI�WKH�WRRWK��EXW�PDGH�PRUH�GLɝFXOW�WR�EOHQG�WKH�MRLQW�ZLWK�WKH�
palatal veneers.

)Ζ*����$%�6L[�FRPSRVLWH�SDODWDO�YHQHHUV�RQ�WKH�FDVW��ΖΖΖ�ODERUDWRU\�
67(3���7KH�FHUYLFDO�PDUJLQV�GLG�QRW�QHHG�WR�H[WHQG�EHKLQG�WKH�FHUYLFDO�
HQDPHO��DQG�WKDQNV�WR�WKHLU��VXSUDJLQJLYDO�PDUJLQV��WKH�ERQGLQJ�
SURFHGXUHV�ZHUH�IDFLOLWDWHG�

)Ζ*����$IWHU�WKH�UXEEHU�
GDPȇV�SODFHPHQW��WKH�
palatal veneers were 
ERQGHG�WZR�DW�WKH�WLPH� 
Two hours were 
QHFHVVDU\�WR�FRPSOHWH�
WKH�SURFHGXUH��1R�DQHV�
WKHVLD�ZDV�GHOLYHUHG��ΖΖΖ�
FOLQLFDO�67(3��
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After two weeks, the patient returned to complete the restoration 
of the maxillary anterior teeth with facial veneers, and he expres-
sed his satisfaction with the result already obtained FIG 16.
He verbalized that his wish was to save and strength the incisal 
edges and not to completely change his look.

Even the patient’s tooth color was not an issue anymore, and he 
decided not to bleach his teeth. He did not mind the difference of 
color at the level of the incisal edges (especially the canines), whe-
re the palatal veneers were made lighter to give some luminosity 
to the patient’s teeth from the palatal aspect.

The clinician, who had  assumed that whither and bigger teeth 
were necessary, was surprised, but agreed with the patient that 
the vestibular aspect of the restored maxillary anterior teeth had 
already a very pleasing aspect and there was no need to rush to 
deliver the facial veneers.

Consequently, it was decided to wait, and to see if the composite 
veneers alone could have strengthened  the very compromised 
incisal edges in this patient, who was used to clench his teeth. 

������ͳ��������������Ǧ��ǡ���������������������������������ϐ���������
the palatal veneers, and it was decided together with the patient to 
change the treatment plan also for the posterior teeth that would 
have been restored with composite onlays, instead of ceramic 
veneer/onlays.

This new treatment plan was related to the decision not to deliver 
the facial veneers on the anterior teeth, which would have bulked 
these teeth, allowing also to bulk the facial aspect of the posterior 
teeth.

Keeping the facial surfaces of the the patient as it was, more tooth 
preparation would have been necessary to deliver the facial/on-
lays on the posterior teeth. 

In agreement with the patient, it was preferred to restore his 
posterior teeth composite than ceramic onlays, since the occlusal 
thickness was limited (less then 1.5mm), being a double arch 
distribution, and tooth preparation to obtain thicker restorations 
was not considered as an option.

The new treatment plan was very welcome by the patient, also 
because the cost was reduced.

At the end of the treatment a occlusal guard was delivered to 
the patient, who entered in the Geneva Erosion Study follow-up 
program.

 At the 3 year follow-up the palatal veneers were aging very well. 
Not only all the restoration did not present discolorations or sign 
of mechanical failure, but also all the teeth maintained their vitali-
ty FIG 17-19.

)Ζ*����$%�WKH�LQWHUSUR[LPDO�FRQWDFWV�ZHUH�DGMXVWHG��EXW�WKHUH�ZDV�QRW�DQ�H΍RUW�
WR�FORVH�WKHP�WLJKWO\��VLQFH�IDFLDO�YHQHHUV�ZHUH�DOVR�SUHYLHZHG��VLQFH�WKHVH�ODWWHU�
UHVWRUDWLRQV�ZHUH�QRW�GHOLYHUHG��VRPH�RI�WKH�LQWHUSUR[LPDO�FRQWDFW�SRLQWV�ZHUH�
VOLJKWO\�RSHQ��1RWH�WKH�LQFLVDO�KRRN�WR�VWDELOL]H�WKH�YHQHHUV�RQ�WKH�VOLSSHU\�SDODWDO�
surfaces.

)Ζ*����$IWHU�WKH�ERQGLQJ�RI�WKH�SDODWDO�
YHQHHUV��WKH�LQFLVDO�KRRNV�DUH�UHPRYHG��
ΖW�LV�UHFRPPHQGHG�WR�PDNH�WKH�KRRN�
LQ�D�GL΍HUHQW�FRORU��H�J��GDUN�GHQWLQH�
FRORU��WR�EH�PRUH�YLVLEOH��ZKLOH�EHLQJ�
UHPRYHG��LQ�WKLV�VSHFLȴF�FDVH��LW�ZDV�
PRUH�GLɝFXOW��VLQFH�WKH�WHFKQLFLDQ�
XVHG�D�HQDPHO�FRORU�

)Ζ*����$%�ZKHQ�WKH�SDWLHQW�UHWXUQ�IRU�WKH�IDFLDO�YHQHHU�SUHSDUDWLRQ��
WKH�FRORU�PDWFK�ZDV�YHU\�SOHDVLQJ�DW�WKH�OHYHO�RI�WKH�LQFLVRUV��DQG�
TXHVWLRQV�DULVHG�RQ�WKH�QHFHVVLW\�WR�UHVWRUH�WKH�SDWLHQW�ZLWK�WKH�
6DQGZLFK�DSSURDFK�

���$%���\HDU�IROORZ�XS��WKH�UHVWRUDWLRQV�ZHUH�DJLQJ�YHU\�QLFHO\��7KH�SDWLHQW�GLG�QRW�
ZDQW�WR�GR�WKH�EOHDFKLQJ�WR�PDWFK�EHWWHU�WKH�FRORU�DW�WKH�OHYHO�RI�WKH�FDQLQHV��DQG�
KH�ZDV�YHU\�VDWLVȴHG�ZLWK�WKH�RYHUDOO�WUHDWPHQW��7KH�RQO\�QHJDWLYH�FRPPHQW�RQ�WKH�
DJLQJ�RI�WKH�UHVWRUHG�WHHWK�ZDV�WKH�RSHQLQJ�RI�D�GLDVWHPD�EHWZHHQ�WKH�WZR�FHQWUDO�
LQFLVRUV��0RVW�SUREDEO\�WKH�LQLWLDO�FRQWDFW�SRLQW�ZDV�QRW�VWURQJ��VLQFH�IDFLDO�YHQHHUV�
ZHUH�DOVR�SUHYLHZHG��1HYHUWKHOHVV�QR�IRRG�LPSDFWLRQ�RU�HVWKHWLF�SUREOHP�ZHUH�
UHSRUWHG�E\�WKH�SDWLHQW�
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The clinical unexpected success of the palatal veneers to restore 
������������������������������������ϐ����������������������ǯ��
theory. According to this theory, the maxillary anterior teeth affec-
ted by dental erosion present a framework of enamel which make 
them still very strong. 

This framework ,composed by the cervical, mesial and distal and 
all vestibular enamel of the remaining tooth structure, is responsi-
ble for a tooth rigidity where even very undermined and unsup-
ported enamel could be preserved and strengthened by a very thin 
composite palatal veneer. 

Finally, in case of these compromised teeth, the potential for a 
vitality loss could be anticipated. The endodontic access could be 
easily made through the palatal veneer and close afterwards with 
a direct composite.

DISCUSSION
The treatment of this patient was driven by the maximum tooth 
preservation’s objective, which pushed the clinicians to take sever-
al unusual decisions.

One of them was to start the dental treatment before that the 
cause of dental erosion was discovered.  The urgency to start the 
treatment, even before that the diseases is arrested, is related to 
the preservation of the pulp vitality and the remaining undermi-
ned tooth surfaces.

As often it happens, asymptomatic patients, where an intrinsic 
cause of dental erosion is suspected, do not complain to clinician’s 
request to look into the functionality of their digestive system, and 
����������ǡ�����������ϐ��������������������������ϐ������������������-
ment, they tend to disconnect  the relationship with the gastroen-
terologist.

�����������ϐ��������������������������������������������������������
erosion is still present or if it will be present again in the future. 
�����������������������������������������������������ϐ���ǡ�������������
strongly recommend to start the dental treatment, regardless if 
the cause of dental erosion will be treated or not. 
The initial treatment plan was more complicated and expensive, 
since facial veneers for the anterior and veneer/onlays for the 
posterior teeth were also considered. 

At the beginning of the treatment, the clinicians was driven by the  
assumption that the patient wanted to change completely his look. 
However, after obtaining the preservation and strengthened of the 
�������������������������ǡ�����������������������������������ϐ���ǡ�
and additional treatment was not longer necessary.

Following the classic 3 Step technique, it has been recommended 
to start with a maxillary vestibular mock-up, to determine the 
plane of occlusion (I STEP). 

This option is, however, reserved to the very compromised cases, 
where the position of the teeth is particularly altered (e.g. reverse 
curve of Spee), in order to help the laboratory technician to gain 
more clinical information before wax up the posterior quadrants.

This patient had a very compromised dentition, but the facial 
aspect of his teeth were almost intact, except the incisal third, and 
no major tooth supraeruption was evident. He was a ACE class III 
FIG 20.

When the tooth destruction is less severe and the anterior teeth 
could be restored only by means of palatal veneers (ACE class II 
and III), there is not need to do a mock-up to determine the plane 
of occlusion; the laboratory technician can, in fact, easily visualizes 
it in relation to the future incisal edges’ position, just looking at 
the articulated initial models and the photos of the patient’s smile.

�����������������������ϐ�����������������ǡ������������������������
directly proceed to the II step of the 3 Step technique (increa-
se the VDO and delivering the provisional posterior composite 
restorations on the posterior teeth). The I step is not necessary. In 
������������ǡ�����ϐ���������ǡ������������������������������Ǧ�������
unnecessary done.

Another aspect of this case that could have been done better was 
the delivering of the palatal veneers, thinking that the patient 
would have also received the facial ones.
When the maxillary anterior teeth are meant to be restored by 
the Sandwich approach (both palatal and  facial veneers), it is not 
necessary to restore the interproximal contacts with the palatal 

)Ζ*����$%&'�LQLWLDO�VWDWXV�DQG�DW�WKH���\HDU�IROORZ�XS�

)Ζ*����2FFOXVDO�YLHZ�DW�WKH���\HDU�IROORZ�XS��1R�PDUJLQ�GLVFRORUDWLRQV�RU�IDLOXUH 
RI�WKH�SDODWDO�YHQHHUV�ZHUH�QRWLFHG��DQG�DOO�WKH�WHHWK�PDLQWDLQHG�WKHLU�YLWDOLW\��

)Ζ*����ΖQ�$&(�FODVV�ΖΖΖ�SDWLHQWV�WKH�SDODWDO�HQDPHO�LV�ORVW��WKH�SDODWDO�GHQWLQ�
H[SRVHG�H[WHQVLYHO\��DQG�WKH�LQFLVDO�HGJHV�LV�IUDFWXUHG��+RZHYHU�WKH�FOLQLFDO�FURZQ�
KDG�ORVW�LQ�OHQJWK��OHVV�WKDQ���PLOOLPHWHUV��3DODWDO�YHQHHUV�DUH�WKH�UHFRPPHQGHG�
WUHDWPHQW�
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veneers, since these contacts will be removed, when preparing the 
teeth for the facial veneers. 

������������ϐ�������ǡ���������������������������������������������
�������������������ϐ������������������������������������������-
ween the palatal veneers, which were not so tight.  At the 3-year 
follow-up a diastema between the two central incisors became 
apparent, may be related to the interproximal instability.
No clinical or esthetic consequences were reported by the patient 
though.

CONCLUSIONS.
Dental erosion is a spreading disease, which could be nowadays 
immediately addresses with minimally to no invasive treatments.
Thanks to the adhesive techniques, such as the composite palatal 
veneers, maxillary anterior teeth at risk of incisal edge’s fracture 
can be restored and strengthened.
These techniques must be simple and economic, since they involve 
almost the all dentition and few patient can effort to pay a full-
mouth rehabilitation with crowns and devitalized teeth. To treat a 
larger number of patients the total cost of the treatment should be 
kept accessible. 

���������������ǡ���������ϐ����������������������������������������������
erosion is presented. The patient was supposed to be restored by 
crowns and all the anterior teeth devitalized. Following the 3 Step 
technique, instead, the patient received only 6 composite palatal 
veneers, with no additional tooth removal. The treatment was 
done without anesthesia.

At the 3 year follow-up, the maxillary anterior teeth were still  
vital and the restorations did not present any signs of mechanical 
�������Ǥ����������������������������������������ϐ���������������������
treatment.

After several years of clinical experience in restoring patients 
affected by dental erosion, palatal veneers are becoming a very 
reliable treatment which should be offered without hesitation  to 
every patient at risk of fracturing his/her incisal edges.
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