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My name is Bill and | am a feldspathic veneer guy. Since the
inception of pressed ceramics in the mid 1990’s, that was my
mantra. When pressed ceramics became popular, industry
encouraged us to make deeper preparations to create adequate
room for the thicker pressed veneer. The routine veneer evolved
from an enamel bonded restoration to a dentin bonded
restoration. In the hands of the average ceramist in a
production laboratory, esthetic pressed ceramics were easier to



fabricate. Marketing pushed the profession to deeper
preparations.

1. preop smile

We were told that the newer generation dentin bonding agents
were predictable and dentin bonding would have the same long-
term success as enamel bonding. Nonsense! Anyone who read
the literature realized that with each new generation of dentin
bonding agent, the performance decreased rather than
improved. | was so frustrated that our profession was being
hijacked by 5" Avenue marketing. For more than a decade, |
railed against deep preparations and pressed ceramics.

2. preop retracted Wi teeth toether



| have been working primarily with LeBeau Lab for 13 years. The
feldspathic veneers that they created for me always fit well. We
had many discussions about the goby cast of my provisionals
and the laboratory’s vision and poetic license in creating the
porcelain veneers. We eventually arrived at a compromise. The
lab would attempt to follow the “spirit” of the goby cast.
Commonly the feldspathic veneers that | received looked
beautiful and both the patient and | were very pleased; however,
not always.

3. preop with teeth apart to show wear

On occasion, the veneers looked good on the cast, but they just
didn’t look great in the mouth. The value would be low and they
just didn’t have any “pop”. When this happened it was very
disappointing. We were never able to make feldspathic veneers
totally predictable.

4. retracted shot with rtho appliances showing opening in anterior



This changed for me about 2 years ago. Dene had gotten e.MAX
in the laboratory and he was enthused. | was very slow to warm
up to the idea until he convinced me that the current generation
of pressed ceramics could be done almost as thin as feldspathic
veneers. They could be done with conservative enamel
preparations. | was dubious, but agreed to try the next new great
step forward. Well, | haven’t looked back. | am now a believer. In
my opinion, most e.MAX veneers don’t have the same level of
artistry as the feldspathic veneers of old.

5. retracted shot with ortho appliances ad transitional bonding completed

However, | have come to realize that the internal color and
characterization were primarily for me and my camera. Patients
were seldom enamored with the artistry. My routine porcelain
veneer for the past 2 years is e.MAX. For me the fit of the
veneers has never been an issue, and that continues to be true
with e.MAX. However, the esthetic predictability with the e.MAX
veneers is significantly higher than with feldspathic veneers.
They virtually always look good in the mouth. The value is
higher with e. MAX and the patients love that look.



6. transitional bonding after ortho is removed

With regard to full coverage e.MAX crowns, | have the same
enthusiasm in the anterior part of the mouth. From first premolar
forward, it is my full coverage restoration of choice, when
esthetics matters. There is no doubt that full coverage e.MAX
crowns are esthetically superior to ceramometal or zirconia
crowns. However, in molar crowns, the issues are more
complex. Beauty is not generally a great concern in first and
second molars and the esthetics provided by ceramometal and
zirconia are acceptable.

7. retracted showing teeth after transitional bonding removed but prior to veneer
preps

The great advantage to ceramometal and zirconia crowns is that
they can be predictably cemented with traditional resin modified
glass ionomer cement. As we all know, bonding a molar crown



is three times as difficult as using traditional cementation. With
bonding, field isolation usually requires cord placement; dentin
bonding does not work in a wet environment. Second, cleanup
of resin cement can be very difficult. However, the obvious
disadvantage with ceramometal is the increased cost.

8. Teeth prepared for veneers

Today, we are told by the manufacturer that the e.MAX crowns
may also be cemented with traditional cements in the posterior
areas of the mouth. It is important to remember that we are
using monolithic e.MAX crowns in the posterior areas due to
their increased strength. When comparing methods of crown
placement, the laboratory research demonstrates that the
fracture resistance is superior when the molar crowns are
adhesively bonded compared to traditional cementation. In
some studies the difference is statistically significant and in
others it isn’t.



9. reracted with veneers

10. post op smile

It has also been shown that the fracture resistance is much
greater in the adhesively bonded crowns when there is
decreased crown thickness (0.8mm). The problem in making a
decision regarding cementing versus bonding is the lack of
long-term clinical studies. We all understand that the initial bond
strength between bonding agents and dentin is initially high;
therefore, we would expect short-term clinical success with
bonded crowns. However, it is important to remember that the
bond strength decreases significantly over time, in vivo. As the
bond strength decreases, so does the fracture resistance.
Therefore, the old adage, “Caveat Emptor”, buyer beware,
continues to color my decision making. If | can be convinced
that pressed ceramics in molars don’t need to be bonded and
that they will do well long-term with traditional cementation, then
it is a no-brainer. They are less expensive than ceramo-metal



and they are esthetically superior. However, when other factors
such as function (high vs. low), and the thickness of the crown
are considered, the clinical decision of bonding vs. cementing
and pressed ceramics vs. ceramo-metal must be made on a
case-by-case basis.

The key to success is understanding the product, and using
research data and clinical experience to drive our treatment
planning. | am very enthused about this newest generation of
ceramic. So my mantra has changed. Today it is: my name is
Bill and | am an e.MAX guy (some of the time).
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