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The purpose of this study was to evaluate the clinical performance of porcelain veneers after 5 and 10
years of clinical service. Eighty-seven porcelain veneers were placed by a single operator in 25 patients
in 1990 and 1991. The veneers were placed to improve esthetics by replacing worn and
discolored composite restorations or veneers, or by correcting discolored, malformed,
or malaligned maxillary anterior teeth. Two evaluators assessed clinical performance in
terms of esthetics, marginal integrity, retention, clinical microleakage, caries recurrence,
fracture, vitality, and patient satisfaction. Restorations were divided into clinically
“acceptable” or “unacceptable”. Unacceptable restorations were recorded either as
“repairable” or “replacement needed”. Statistical analysis revealed that the
percentage of veneers that remained clinically acceptable significantly decreased
from an average of 92% at 5 years to 64% at 10 years. Large marginal defects and
fractures were the main reasons for failure. Veneer margins ending on existing
composite restorations often resulted in marginal discoloration and recurrent caries. Overall, only
4% of the veneers were not repairable and needed to be replaced at the 10-year recall.
DIS Comment: The clinical performance of porcelain veneers has been reported by various
1-7
medium- and long-term clinical studies with failure rates varying widely from 0 to 33%. Specific
clinical conditions appear to favor veneer success or failure. The authors recommend a minimal,
homogeneous thickness of ceramic combined with a minimal thickness of luting resin cement. A
mini-chamfer or butt-joint preparation on the palatal side is suggested to diminish the occurrence
of crack lines and fractures. Enamel remains the best substrate to bond etched porcelain.
Predisposing factors for the occurrence of fractures are partial adhesion to a dentin surface,
presence of large composite restorations, bonding to endodontically-treated teeth, and heavy
mechanical loading during occlusion. Veneer margins should not be ended on an existing
composite restoration and veneers should not be placed on patients with high caries activity.
After 10 years of clinical service, this study found that veneers represent a reliable, effective
procedure for conservative treatment of unesthetic anterior teeth. In most cases small problems
were successfully repaired. However, as with most highly-controlled university-based clinical
studies, the results may represent the maximum success rate and not the typical outcome to be
expected within a practice-based population of clinicians.
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