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ABSTRACT 

Aim of the study The objective of this review is to evaluate contemporary clinical protocols for the management 

of emergence profiles and peri-veneer soft tissues. The study aims to highlight the critical necessity of a 

multidisciplinary approach where periodontal stability serves as the foundation for the long-term success of 

ceramic veneer therapy. Material and methods The review synthesizes current literature regarding the interaction 

between restorative design and periodontal biology. Key parameters analyzed include the preservation of 

biological width, the impact of ceramic micro-topography on cell adhesion, the management of residual cement, 

the diagnostic significance of the periodontal biotype, and the precise control of the emergence profile and gingival 

zenith. Conclusions Clinicians must balance patient aesthetic expectations with the biological limits of the 

periodontal apparatus. By integrating meticulous soft tissue management, standardized polishing protocols, and 

rigorous long-term monitoring, practitioners can achieve a stable, biocompatible, and high-level aesthetic 

integration in ceramic veneer therapy. 
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1. INTRODUCTION 

In the contemporary landscape of 

restorative dentistry, the pursuit of aesthetic 

perfection has shifted from simple tooth 

modification to a complex biological 

integration. Ceramic veneers represent one of 

the most minimally invasive and aesthetically 

rewarding treatments; however, their long-

term success is fundamentally anchored in 

periodontal health (Al-Shorman et al., 2024). 

As clinicians, we must recognize that the 

transition zone between the restorative 

material and the periodontal tissues constitutes 

a critical interface that dictates the longevity 

and gingival harmony of the final result. 

The management of the emergence profile 

and the surrounding soft tissues represents a 

significant clinical challenge, particularly in 

patients with delicate periodontal biotypes 

(Zihan et al., 2025). Improper contouring or 

violation of the biological width during 

preparation can lead 

to chronic inflammation, gingival recession, 

and the loss of interdental papillae, effectively 

compromising the aesthetic outcome 

(Karvekar et al., 2025). Therefore, achieving 

an optimal aesthetic result requires a 

comprehensive understanding of the interplay 

between restorative design and periodontal 

response. This review aims to examine the 

current clinical protocols for managing soft 

tissues, emphasizing the necessity of a 

multidisciplinary approach where periodontal 

stability serves as the foundation for successful 

ceramic veneer therapy. 

The increasing demand for esthetic 

rehabilitation in patients with pre-existing 

periodontal conditions necessitates a 

paradigm shift in treatment planning. 

Historically, the focus was primarily on the 

mechanical retention and optical properties of 

the ceramic material. However, modern 

clinical practice highlights the imperative of 

prioritizing  periodontal  biology,  as  any 
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restorative procedure that ignores the gingival 

architecture is inherently prone to failure. 

Consequently, the clinician must balance the 

patient’s esthetic expectations with the 

biological limits of the periodontal apparatus, 

ensuring that restorative margins facilitate 

proper plaque control and support optimal 

gingival health (Ercoli et al., 2021). 

Furthermore, the integration of digital 

technology and advanced surgical techniques 

has significantly expanded our ability to 

manipulate soft tissue contours. By utilizing 

provisional restorations to define the desired 

emergence profile, practitioners can guide the 

maturation of the gingival margin prior to the 

placement of the final ceramic veneers (Andrei 

et al., 2024). This proactive approach not only 

minimizes the risk of post-operative 

complications but also serves as a diagnostic 

tool for assessing long-term tissue stability. 

 

2. MATERIAL AND METHODS 

2.1. Biological Width 

In the context of ceramic veneer 

restorations, the biological width represents a 

fundamental concept for maintaining 

periodontal health and ensuring the long-term 

success of the treatment (Talpos et al., 2025). 

It is defined as the vertical dimension of the 

complex composed of the junctional 

epithelium and the supracrestal connective 

tissue attachment. 

According to the classic studies by Gargiulo 

et al. (1961), the biological width occupies, on 

average, 2.04 mm in the corono-apical 

direction, consisting of: 

• Gingival sulcus: approximately 0.69 mm. 

• Junctional epithelium: approximately 0.97 

mm (epithelial attachment). 

• Connective tissue attachment: 

approximately 1.07 mm (fibers inserted 

into the root cementum). 

This anatomical entity acts as a natural 

biological barrier, protecting the underlying 

alveolar bone from microbial invasion and 

mechanical trauma. 

When the margin of a ceramic veneer is 

placed subgingivally, there is an inherent risk 

of invading the biological width if the 

preparation finish line is positioned too far 

apically. This invasion triggers a chronic 

inflammatory response, which may progress 

to: 

 Gingival recession: loss of epithelial 

attachment and apical migration of the free 

gingival margin, compromising esthetics 

(Niemczyk et al., 2024). 

 Persistent gingival inflammation: 

erythema, edema, and bleeding on probing, 

caused by the tissue's inability to establish a 

stable attachment on the ceramic surface in 

close proximity to the alveolar bone (Ercoli 

et al., 2021). 

 Loss of attachment: in severe cases, chronic 

inflammation may lead to alveolar bone 

resorption as the body attempts to “re-

establish" the biological width through 

apical migration of the attachments, a 

phenomenon known as bone sounding 

(Srimaneepong et al., 2022). 

To prevent periodontal pathology associated 

with ceramic veneers, clinical management 

must include: 

• Evaluation of gingival margin position: 

establishing the position of the finish line 

(supragingival, equigingival, subgingival) 

based on esthetic requirements and the 

patient's periodontal status. Supragingival 

placement remains the "gold standard" for 

periodontal health (Cortés-Sánchez et al., 

2026). 

• Identification of bone level: using bone 

sounding under local anesthesia to 

determine the exact distance from the 

gingival margin to the alveolar crest prior to 

preparation (De Angelis et al., 2025). 

• Respecting depth limits: in cases where 

subgingival positioning is necessary (for 

masking tooth discoloration or clinical 

crown lengthening), it should not exceed 

0.5 mm below the gingival sulcus, 

maintaining a safety margin of at least 2.5 

- 3 mm from the alveolar crest (Ceravolo et 

al., 2026). 

• Control of the emergence profile: the 

transition between the root surface and the 

ceramic veneer should be as flat as possible 

(minimal convexity) to prevent plaque 

accumulation and facilitate the patient's oral 

hygiene maintenance (Nenov et al., 2025). 

2.2. Micro-topography  of  the  ceramic 
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surface and cell adhesion 

In the quest for long-term periodontal 

stability in prosthetic dentistry, the interaction 

between the soft tissue complex and the 

restorative material is of critical importance. 

While the biological width defines the spatial 

requirements, the micro-topography of the 

ceramic surface dictates the quality of the 

biological seal. The ability of gingival 

fibroblasts and epithelial cells to adhere, 

proliferate, and establish a hemidesmosomal 

attachment is profoundly influenced by the 

surface characteristics of the restorative 

material (Paul et al., 2021). 

The surface texture of ceramic restorations 

serves as the interface for the transmucosal 

attachment (Metwally et al., 2025). Research 

indicates that surface topography modulates 

cell behavior through a phenomenon known as 

contact guidance: 

 Smooth surfaces (Ra < 0.2 µm): surfaces 

polished to a high luster are generally 

conducive to soft tissue health. They 

minimize the surface area available for 

bacterial adhesion and biofilm maturation, 

thereby reducing the inflammatory challenge 

to the peri-implant or periodontal tissues. 

 Rough surfaces (Ra > 0.2 µm): increased 

surface roughness, often resulting from 

inadequate polishing or surface texturing, 

promotes greater bacterial colonization. 

Furthermore, while rougher surfaces may 

potentially increase the surface area for 

protein adsorption, in the context of 

marginal tissues, they often lead to an 

accumulation of inflammatory mediators 

that inhibit stable hemidesmosomal 

attachment. 

The chemical and structural composition of 

the ceramic material interacts synergistically 

with its micro-topography to determine 

cellular adhesion efficiency: 

▪ Zirconia (Y-TZP): due to its high density 

and low affinity for bacterial 

colonization, zirconia is widely 

considered the most biocompatible 

ceramic for transmucosal components 

(Yinuo et al., 2024). Studies have 

demonstrated that gingival fibroblasts 

exhibit higher proliferation rates and 

increased expression of adhesion proteins 

when cultured on polished zirconia 

compared to titanium or glass-ceramics. 

▪ Lithium Disilicate and Feldspathic 

Ceramics: these materials, while highly 

esthetic, require meticulous surface 

treatment (Payaminia et al., 2021). The 

glazing process or mechanical polishing 

is mandatory to achieve the necessary 

surface energy that prevents the 

formation of a pathogenic biofilm at the 

restoration-gingiva interface. 

To optimize cell adhesion and ensure the 

success of the periodontal-restorative 

interface, clinicians must adhere to stringent 

protocols: 

1. Polishing protocols: mechanical polishing 

with diamond-impregnated rubbers 

followed by a final glaze or high-luster 

polish is essential to reduce surface 

roughness below the critical threshold of 
0.2 µm. 

2. Biofilm management: since surface 

micro-topography cannot completely 

eliminate bacterial adhesion, patient-

specific oral hygiene instructions remain 

the primary factor in preventing the 

inflammatory degradation of the 

attachment. 

3. Prevention of surface damage: clinicians 

must avoid the use of rough burs or 

abrasive instruments on the cervical 

margin of the veneer during cementation 

or occlusal adjustment, as these create 

microscopic "nooks" that facilitate 

microbial colonization and potential 

gingival recession. 

The ultimate objective of managing 

ceramic micro-topography is to facilitate the 

formation of a biological seal. When the 

surface is appropriately finished, the gingival 

epithelium can form a continuous 

hemidesmosomal attachment to the ceramic, 

similar to the attachment to natural tooth 

structure. This seal acts as a dynamic barrier, 

physically excluding plaque-associated 

endotoxins from the underlying connective 
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tissue, thereby preventing the collapse of the 

biological width. 

2.3. Residual cement control 

The clinical success of ceramic veneers is 

linked to the meticulous removal of excess 

luting cement at the restoration-gingival 

margin interface. Residual cement, often 

overlooked due to its proximity to the soft 

tissue, acts as a potent iatrogenic factor 

capable of inducing localized inflammation, 

leading to a rapid breakdown of the 

periodontal attachment (Montevecchi et al., 

2025). 

The presence of subgingival cement 

remnants serves as a reservoir for bacterial 

colonization, significantly altering the peri-

veneer environment: 

• Bacterial reservoirs: the porous surface of 

residual resin cements provides an ideal 

substrate for the adhesion of periodontal 

pathogens. Unlike natural tooth structure, 

these materials are susceptible to 

degradation, which can further increase 

their surface roughness over time, 

promoting biofilm retention (Skevi et al., 

2021). 

• Chemical irritation: unpolymerized 

monomers within the excess cement can 

leach into the gingival sulcus, triggering a 

hypersensitivity response or chronic 

inflammation of the soft tissues, 

characterized by edema and gingival 

enlargement (Alharbi et al., 2024). 

• Mechanical trauma: the hardened cement 

acts as a mechanical barrier that prevents 

the gingival tissue from adapting closely to 

the restoration surface, thereby impeding 

the formation of a biological seal. 

Detecting residual cement is frequently 

complicated by the optical properties of 

modern restorative materials. Many resin 

cements exhibit limited radiopacity, making 

their identification on standard periapical 

radiographs difficult. This creates a "hidden" 

risk factor, where cement remains undetected 

until clinical signs of periodontal disease, such 

as suppuration, persistent bleeding on probing, 

or localized recession, become apparent. 

Shade-matching cements, intended to improve 

the esthetic integration of the veneer, often 

blend in with the tooth structure 

or the restoration itself, making visual 

detection during the cleaning phase 

exceptionally challenging. 

To mitigate the risks associated with 

residual cement, clinicians must implement 

standardized, highly controlled protocols. 

Utilizing a retraction cord or an alternative 

gingival displacement technique is essential to 

allow for full visual access to the margins, 

ensuring that excess cement can be thoroughly 

removed without traumatizing the gingival 

attachment. Applying the cement strategically 

and using a "tack-cure" technique allows the 

cement to achieve a gel-like state. At this 

stage, the excess can be meticulously removed 

with an explorer or specialized scaler before 

final polymerization, significantly reducing 

the risk of leaving remnants. 

A thorough assessment of the cervical area 

using magnified visualization (dental loupes or 

a surgical microscope) and dental floss is 

mandatory. The floss should slide smoothly 

through the interproximal contact without 

fraying, which would indicate the presence of 

subgingival cement "tags." After curing, the 

use of fine-grit finishing strips and polishing 

cups is required to ensure that the transition 

between the veneer margin and the tooth 

structure is smooth and plaque-resistant, 

effectively finalizing the management of the 

emergence profile. 

Chronic inflammation resulting from 

residual cement inevitably leads to the 

migration of the junctional epithelium and the 

loss of connective tissue attachment, 

effectively reversing the benefits of a well-

designed restoration. Therefore, the control of 

residual cement must be treated as a critical, 

non-negotiable step in the delivery of ceramic 

veneer therapy. 

2.4. Periodontal biotype as a prognostic 

factor 

In the interdisciplinary management of 

ceramic veneers, the periodontal biotype (or 

periodontal phenotype) is a critical diagnostic 

parameter that dictates the therapeutic strategy 

and influences the long-term clinical prognosis 

(Parihar et al., 2025). Defined by the  

morphological  characteristics  of  the 
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gingival tissues, this factor serves as a primary 

determinant of how the periodontium will 

react to the surgical and restorative phases of 

veneer treatment. 

Clinical observation and standardized 

diagnostic procedures generally categorize the 

periodontal biotype into two primary 

phenotypes, each presenting distinct risks for 

ceramic veneer therapy: thin-scalloped 

phenotype (characterized by a delicate, 

translucent gingival architecture with minimal 

keratinized tissue and a underlying thin 

alveolar bone plate; this phenotype is highly 

susceptible to mechanical trauma and surgical 

insult, with a high propensity for recession 

following even minor iatrogenic irritation or 

aggressive preparation) and thick-flat 

phenotype (distinguished by dense, fibrotic 

gingival tissue and a more robust alveolar bone 

morphology; this phenotype is more resilient 

to surgical and restorative manipulation, 

demonstrating a lower tendency for recession 

but a higher risk for inflammatory enlargement 

and pocket formation if plaque control is 

inadequate) (Malpartida-Carrillo et al., 2021). 

The biotype fundamentally influences the 

tissue's response to the prosthetic interface. 

Patients with a thin biotype are at an elevated 

risk of "gingival retreat" following the 

placement of subgingival margins. Because 

the blood supply and connective tissue volume 

are limited, the inflammatory response to even 

minimal subgingival encroachment, or the 

trauma of impression taking, often results in 

permanent apical migration of the gingival 

margin (Abdulhady et al., 2025). 

In cases where the underlying tooth 

structure is discolored, the thin biotype 

provides minimal soft tissue opacity. 

Consequently, the ceramic material may 

appear gray or unnaturally bright through the 

thin gingival mucosa, necessitating a more 

aggressive subgingival preparation to mask the 

color transition, a decision that directly clashes 

with the biological need to preserve tissue 

health (Gadge et al., 2025). 

The thick phenotype offers greater stability, 

allowing for more predictable marginal 

positioning. However, the clinician 

must be aware that in the event of 

inflammation, this biotype is more prone to 

pocketing rather than recession, which 

requires different periodontal management 

strategies (Damavandi et al., 2026). 

In thin biotypes, clinicians should prioritize 

supragingival or equigingival preparation 

margins to avoid the critical risk of post-

operative recession. If subgingival placement 

is unavoidable, the restorative material must 

be carefully contoured to minimize pressure on 

the underlying soft tissue. 

In cases where a thin biotype threatens the 

long-term stability of the aesthetic result, soft 

tissue grafting (such as connective tissue 

grafts) may be indicated prior to veneer 

preparation to "thicken" the tissue and provide 

a more stable biological base (Sarma et al., 

2022). 

The patient must be informed about the 

limitations imposed by their periodontal 

phenotype. A realistic discussion regarding the 

stability of the gingival margin is essential, as 

the biological response is ultimately mediated 

by the patient's inherent tissue architecture. 

The periodontal biotype is not merely an 

anatomical detail but a predictive tool for the 

biological response of the periodontium. By 

integrating this assessment into the diagnostic 

phase, the clinician can transition from a 

reactive approach to a proactive, personalized 

strategy that preserves tissue integrity while 

achieving superior aesthetic integration. 

2.5. Management of Emergence Profile 

The emergence profile represents the 

geometric transition between the natural root 

surface and the emergence of the prosthetic 

crown (the ceramic veneer) from the gingival 

sulcus. In the context of ceramic veneers, 

precise management of this contour is pivotal; 

it serves as the dynamic interface where the 

restorative material interacts with the marginal 

gingiva, directly influencing both esthetic 

harmony and the long-term biological response 

of the periodontium. 

The profile of the veneer at the cervical 

level must be carefully engineered to respect 

the natural anatomy of the tooth (Granell-

Ruiz et al., 2023). A common clinical error is 
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the creation of over-contoured (convex) 

restorations. Such profiles force the gingival 

tissue to displace, creating a chronic 

inflammatory environment. An ideal 

emergence profile should follow a nearly 

linear or slightly concave transition from the 

finish line to the gingival margin, allowing for 

physiologic "creeping" or stable positioning of 

the marginal soft tissue. 

If the restorative contour is too bulky, the 

resulting compression of the gingiva disrupts 

the blood supply, leading to recession. 

Conversely, an under-contoured profile, while 

less harmful to the gingiva, may create a 

"shelf" that encourages biofilm accumulation 

and food impaction. 

The emergence profile is established at the 

intersection of three zones: the margin, the 

transmucosal zone, and the coronal contour. 

Any discrepancy (step or ledge) at the junction 

creates a stagnation site for plaque, which is 

impossible to clean effectively, inevitably 

leading to localized gingivitis. The 

transmucosal transition must mimic the natural 

convexity of the tooth. By maintaining a flat 

profile, the clinician facilitates proper 

mechanical plaque control by the patient's 

toothbrush and interdental cleaning aids 

(dental floss or interdental brushes), which is 

critical for the maintenance of the gingival seal 

(Fig. 1). 

 
 

 

Figure 1. Anatomical Principles and Clinical Guidelines for Managing Emergence Profile and 

Gingival Margins in Ceramic Veneer Therapy 

 

Achieving an idealized emergence 

profile requires meticulous collaboration 

between the clinician and the dental 

technician: 

• Accurate impression and soft tissue 

management: the emergence profile cannot be 

created if the gingival sulcus is not adequately 

captured. The use of retraction cords or laser 

troughing is essential to expose the finish line 

and the immediate subgingival root surface, 

allowing the laboratory to accurately 

reproduce the root anatomy (Inchara et al., 

2022). 

• "Digital" and "analog" 

communication: the use of diagnostic wax-ups 

or digital mock-ups serves as the blueprint for 

the emergence profile. The clinician must 

ensure that the transition from the prepared  

tooth to the  veneer  is  not 

dictated solely by material thickness but by the 

biological requirements of the existing 

gingival architecture (Moldovani et al., 2021). 

• The role of provisional restorations: 

for complex cases, temporary veneers act as a 

"training" tool for the gingival tissue. By 

adjusting the emergence profile of the 

temporaries and monitoring the gingival 

response over several weeks, the clinician can 

"sculpt" the soft tissue, ensuring the final 

ceramic veneer will be integrated 

harmoniously and naturally (Hammond et al., 

2022). 

• Surface finishing and contouring: 

even if the prosthetic design is correct, 

improper polishing can create a "false" contour 

(Sasany et al., 2022). Post-cementation 

adjustment must be performed 
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with extreme caution using fine-grit burs and 

polishing systems to ensure that the emergence 

profile remains smooth and consistent. 

The ultimate goal of managing the 

emergence profile is the achievement of 

periodontal stability. A well-contoured veneer 

allows for the formation of a healthy sulcus, 

where the gingiva can remain at the optimal 

level relative to the cervical margin of the 

restoration. When the emergence profile 

correctly mimics the natural tooth anatomy, 

the gingival tissue exhibits better health, 

improved color, and superior architectural 

stability, all of which are essential to prevent 

the exposure of the veneer margin and the 

subsequent "aging" of the restoration. 

2.6. The relationship between gingival 

zenith and symmetry 

In the pursuit of an optimal esthetic 

outcome for ceramic veneer restorations, the 

gingival zenith (the most apical point of the 

gingival margin of a tooth) acts as the primary 

reference point for gingival architecture. 

Achieving bilateral and segmental symmetry 

is a critical requirement for creating a natural, 

harmonious smile. The manipulation of these 

zeniths, often required in veneer therapy, must 

be performed with a profound respect for 

periodontal anatomy to ensure that symmetry 

does not come at the cost of biological health. 

The gingival zenith is not uniform across 

the dentition. Its position is dictated by the 

tooth anatomy and its location within the 

dental arch. For central incisors and canines, 

the zenith is typically located slightly distal to 

the long axis of the tooth. In contrast, for 

lateral incisors, the zenith is often centered. 

Symmetry in the smile arc is largely achieved 

when the zeniths of the contralateral teeth 

(right central incisor and left central incisor) 

are at the same vertical level and follow a 

harmonious transition, where the zeniths of the 

lateral incisors are positioned slightly more 

coronally than those of the central incisors and 

canines. 

When designing veneers for the "esthetic 

zone," the clinician often faces discrepancies 

in the gingival levels due to previous trauma, 

periodontal  disease,  or  altered  passive 

eruption. When symmetry is lacking, the 

clinician may need to perform a gingivectomy 

or a crown-lengthening procedure. This 

surgical intervention must carefully respect the 

biological width (Jurado et al., 2024). Moving 

a zenith apically is restricted by the position of 

the alveolar bone; if the bone is not 

repositioned simultaneously, the gingival 

tissue will eventually migrate coronally, 

leading to a "relapse" of the gingival margin 

and loss of the newly created symmetry. 

A common error is attempting to achieve 

symmetry by placing the veneer margin in a 

way that physically forces the gingival tissue 

to a new position. If the restoration imposes a 

permanent displacement on the soft tissue, it 

creates a constant source of pressure, leading 

to inflammation and, ultimately, uncontrolled 

recession that disrupts the very symmetry the 

clinician sought to create. 

To ensure that the gingival zeniths 

contribute to a stable and beautiful result, the 

following clinical strategies are employed: 

• Diagnostic mock-up as a guide: the desired 

gingival zenith position should be 

established during the diagnostic wax-up 

phase. This allows the clinician to 

determine if the required symmetry can be 

achieved through soft tissue surgery or if it 

requires restorative compensation 

(Guarnieri et al., 2025). 

• Conservative gingival correction: 

whenever possible, corrections should be 

limited to the gingival sulcus 

(gingivoplasty) if the underlying biological 

width allows. If the correction exceeds 1.0 

- 1.5 mm, a periodontal evaluation for 

potential osseous resection is mandatory to 

avoid unpredictable tissue remodeling. 

• Alignment with the smile arc: the zeniths 

must be viewed in the context of the overall 

smile arc (the relationship between the 

incisal edges and the lower lip). Achieving 

zenith symmetry while ignoring the 

alignment of the incisal edges will result in 

a visual disharmony, even if the gingival 

margins themselves are perfectly levelled 

(Freitas et al., 2024). 

• Integration with the emergence profile: the 

zenith is the "peak" of the emergence 

profile. Consequently, the transition from 
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the margin to the free gingival margin must 

be seamless at the zenith point. Any over-

contouring at this specific location is highly 

visible and prone to trapping debris, as it is 

the most difficult area for a patient to reach 

during interdental cleaning. 

The stability of the gingival zenith is the 

ultimate test of a successful veneer treatment. 

A zenith that migrates post-operatively, either 

due to biological width violation, poor 

emergence profile or surgical trauma, renders 

the entire esthetic effort a failure. By 

respecting the anatomical limits of the gingiva 

and utilizing precise, non-traumatic surgical 

and restorative techniques, the clinician can 

ensure that the symmetry achieved at the time 

of delivery remains stable over the long term. 

2.7. Long-term monitoring 

The delivery of ceramic veneers marks 

the beginning of the "maintenance phase," 

which is as critical to the longevity of the 

restoration as the clinical procedures 

themselves. Long-term monitoring is not 

merely a passive follow-up; it is an active 

diagnostic process designed to detect early 

signs of biological or mechanical failure. In the 

context of the periodontal-restorative 

interface, monitoring focuses on the dynamic 

stability of the soft tissues and the integrity of 

the marginal seal. 

Post-operative evaluation must be 

systematic and quantitative to identify subtle 

changes before they become irreversible. Key 

parameters include: gingival margin stability 

(precise documentation of the gingival margin 

position relative to the ceramic finish line is 

mandatory; any sign of apical migration, 

recession, should trigger an investigation into 

the emergence profile, patient hygiene 

compliance, or potential biological width 

encroachment), probing depth and bleeding on 

probing - BOP (a gentle assessment of the 

sulcus is essential; the presence of persistent 

BOP, especially when localized to a single 

veneer margin, is a hallmark of subgingival 

biofilm accumulation or residual cement, both 

of which necessitate immediate professional 

intervention) and tissue architecture and 

texture (healthy peri-veneer tissue should 

appear pale pink, firm, 

and stippled; any shift toward a "rolled," 

erythematous, or edematous appearance 

indicates a disruption in the biological seal, 

often related to an improper emergence profile 

that prevents effective plaque removal) (Sen 

et al., 2024). 

The success of long-term monitoring is 

heavily dependent on the patient’s ability to 

maintain the peri-veneer environment. Patients 

must be educated on the specific challenges of 

cleaning veneer margins. This includes the use 

of soft-bristled brushes, non-abrasive 

toothpastes, and the appropriate use of 

interdental cleaning aids (Almutairi et al., 

2025). Patients with ceramic restorations 

should be enrolled in a periodic recall program 

(typically every 3 to 6 months). These visits 

allow for the professional cleaning of the 

veneer margins with specialized instruments 

(sonic or ultrasonic scalers with specialized 

tips) and the polishing of the ceramic surfaces 

to maintain a low-roughness profile. 

Long-term monitoring allows the clinician 

to identify complications that may only 

become apparent years after placement. Over 

time, the luting agent may undergo hydrolytic 

degradation. Monitoring for discoloration at 

the margin or "staining" of the interface can 

indicate the loss of the peripheral seal, which 

may predispose the tooth to secondary caries. 

As patients age, the gingival zenith may 

naturally shift or the soft tissue may undergo 

minor recession. The clinician must 

differentiate between physiological tissue 

changes and pathological responses to the 

veneer, adjusting the home care routine 

accordingly (Mihalie et al., 2022). Periodic 

checks of the occlusal scheme are vital. 

Excess force on the veneer can lead to stress 

concentration at the cervical margin, which 

may cause micro-fractures in the ceramic or, 

in extreme cases,  trigger inflammatory 

periodontal reactions due to tooth mobility 

(Ladino et al., 2022). 

Standardized clinical photography and 

digital records are the most effective tools for 

long-term monitoring. By comparing current 

images with baseline clinical records taken at 

the time of cementation, the clinician can 

objectively assess the stability of the gingival 
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zenith, the emergence profile, and the overall 

periodontal phenotype (Soares-Rusu et al., 

2024). This objective data allows for timely, 

evidence-based adjustments, effectively 

extending the lifespan of the restoration. 

 

 

4. CONCLUSIONS 

Based on the analysis of current periodontal 

and restorative protocols, the following 

conclusions can be drawn: 

1. The long-term stability of ceramic veneers 

is fundamentally dependent on the respect 

for the biological width. Clinical 

procedures must prioritize the preservation 

of the junctional epithelium and 

supracrestal connective tissue attachment to 

prevent chronic inflammation and 

subsequent recession. 

2. The emergence profile serves as the 

primary dynamic interface between the 

restoration and the periodontium. A flat, 

non-bulky contour is essential to facilitate 

patient-led plaque control and to prevent 

iatrogenic pressure on the soft tissues, 

which is a leading cause of gingival 

pathology. 

3. The surface quality of the ceramic material 

is a determinant factor in cellular adhesion. 

Polishing protocols must ensure a surface 

roughness (Ra) below 0.2 µm to promote a 

stable hemidesmosomal attachment and to 

minimize biofilm accumulation. 

4. Residual cement acts as a major catalyst for 

periodontal breakdown. The 

implementation of rigorous, magnified 

inspection protocols and precise 

cementation techniques is non-negotiable 

to avoid the inflammatory cascade 

associated with subgingival cement 

remnants. 

5. The periodontal biotype acts as a prognostic 

marker for the biological response. Thin-

scalloped biotypes require a more 

conservative, often supragingival approach 

to margin placement, whereas thick-flat 

biotypes offer more flexibility but carry 

specific risks of pocketing under 

suboptimal hygiene conditions. 

6. The aesthetic harmony achieved through 

the positioning of the gingival zenith must 

be balanced with the anatomical limits of 

the alveolar bone. Surgical or restorative 

interventions aimed at zenith realignment 

must respect the biological limits of the 

periodontium to ensure permanent and 

predictable stability. 
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