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Comparison of fracture strength and fracture modes of diﬀerent all-ceramic crown
systems is not straightforward. Established methods for reliable testing of allceramic crowns are not currently available. Published in-vitro tests rarely simulate
clinical failure modes and are therefore unsuited to distinguish between the materials. The in-vivo trials usually lack assessment of failure modes. Fractographic analyses show that clinical crowns usually fail from cracks initiating in the cervical
margins, whereas in-vitro specimens fail from contact damage at the occlusal loading point. The aim of this study was to compare three all-ceramic systems using a
clinically relevant test method that is able to simulate clinical failure modes. Ten
incisor crowns of three types of all-ceramic systems were exposed to soft loading
until fracture. The initiation and propagation of cracks in these crowns were compared with those of a reference group of crowns that failed during clinical use. All
crowns fractured in a manner similar to fracture of the clinical reference crowns.
The zirconia crowns fractured at statistically signiﬁcantly higher loads than alumina
and glass-ceramic crowns. Fracture initiation was in the core material, cervically in
the approximal areas.
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There has been a steady development of stronger and
more versatile ceramic materials for dental use in the
last decades. Many variables are decisive for the suitability of a crown material, for instance color, translucency, and fracture strength. Strength estimates by
laboratory tests indicate that alumina, zirconia, and
lithium disilicate glass-ceramics should be able to withstand relevant forces present during oral function for
single crowns (1–3). Nevertheless, fractures are one of
the main problems reported in clinical follow up for
ceramic restorations (4). Several diﬀerent types of fracture may occur during clinical use. Fractures may be
cohesive in the veneering ceramic only (chipping) or
adhesive between core and veneer (delamination), or
bulk fracture of the core itself may occur. The proportion of the diﬀerent types of clinical fracture modes is
poorly documented. Comparison of diﬀerent materials
is not straightforward as they are used in diﬀerent ways
and are rarely compared in larger randomized clinical
trials. Chipping and delamination may have several different causes, such as defects in the veneering material,
incorrect cooling rates during veneering, a weak chemical bond between the core and the veneer, and traumatic occlusion. Why core fractures occur during
clinical function is less obvious. There are currently no
established in-vitro methods for testing the fracture
strength of all-ceramic crowns. Laboratory tests commonly used to assess the fracture strength of crownshaped specimens tend to produce fractures starting

from the contact damage caused by the loading device
(3, 5–7). These types of fractures are not observed in
crowns that have fractured during clinical use (8–12).
Therefore, it is not certain whether the in-vitro results
are applicable for use in clinical decision making (5). In
a previous study it was found that soft occlusal loading
on alumina-based ceramic crowns attached to abutment
models with a low modulus of elasticity and a Poisson’s
ratio similar to that of dentin, can simulate clinical
fractures for molar crowns (12, 13). The epoxy abutment is compressed during axial loading, which results
in a slight bulging of the abutment. The bulging creates
tension in the cervical region of the crown ﬁxed to the
abutment and fracture occurs at the cervical margin.
The load at fracture registered with this method was
clinically relevant. It is important to assess this method
for diﬀerent types of preparations and diﬀerent types
of crown materials in order to evaluate further the
method’s general applicability and clinical relevancy
(13).
The aim of this study was to evaluate the fracture
patterns and load at fracture of alumina, zirconia, and
glass-ceramic incisor crowns using a newly developed
test that induces clinically relevant fractures.

Material and methods
Thirty crowns were produced to ﬁt a model of a prepared
central incisor (tooth no. 21; Fig. 1). A deep chamfer
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fracture features were compared with a reference group of
25 crowns (from 21 incisors and four premolars) fractured
in clinical use and obtained from Norwegian dentists.
Non-parametric statistics were used for the comparison
between groups (IBM SPSS statistical software, Armonk,
NY, USA). The level of signiﬁcance was set to 0.05.

C

Results
Fig. 1. Specimens as received from the dental technician
before veneering. (A) Alumina core, frontal view. (B) Zirconia
core, mesial view. (C) Glass-ceramic core, distal view. Note
that the glass-ceramic core has thicker walls than both the
alumina and zirconia cores.

ﬁnish line was used because this is recommended by most
manufacturers of dental ceramics. The model was made as
a natural tooth preparation with rounded edges and a ﬁnish line that curved apically on the buccal and palatal surfaces. Ten crowns were made with alumina cores, 10 with
zirconia cores, and 10 with glass-ceramic cores (Table 1).
The cores of alumina and zirconia were made to a uniform
thickness of 0.6 mm. The glass-ceramic cores were built up
to an anatomic form that requires only a thin layer of
veneering ceramic (Fig. 1). The cores were veneered with
veneering ceramics that were suited for the core materials
according to the manufacturers’ recommendations. The
crowns were luted with zinc phosphate cement (De Trey
Zink; Dentsply DeTrey, Konstanz, Germany) to 30 identical epoxy models of the preparation. Excess cement was
removed and after a 5-min setting time the crowns were
placed in distilled water at 37°C for at least 24 h. The
crowns were subsequently loaded at the incisal edge with a
ﬂat, steel cylinder of 30 mm in diameter cushioned with a
2-mm-thick rubber disc of hardness 90 Shore A (EPDM
90) to avoid contact damage (Fig. 2). The load was
applied in a universal materials testing system at
0.5 mm min 1 until fracture occurred (Lloyd Instruments,
Leicester, UK). The procedure was performed with the
crowns immersed in water at 37°C. Load at fracture was
recorded. The procedure was recorded by video camera
for all crowns.
The fractured crowns were analyzed using fractographic
methods (14). The fracture start of the main, primary fracture was localized for each crown. Secondary fractures
and general crack propagation was also mapped. The fracture analysis results were compared with the video recordings to verify the crack start and crack propagation. The

All crowns, except one zirconia crown, fractured
through both core and veneer. There were statistically
signiﬁcant diﬀerences among the groups (Kruskall–
Wallis test P < 0.001, Fig. 3). The fracture loads of the
zirconia-based crowns were statistically signiﬁcantly
higher than were those of the other two materials
(Mann–Whitney U-test P < 0.001). There was no statistically signiﬁcant diﬀerence between the alumina and
glass-ceramic crowns (Mann–Whitney U-test P = 0.25).
The fracture modes achieved with the test methods
resembled the fracture patterns observed in clinical failures of the retrieved reference crowns (Fig. 4). The
fracture modes are presented in Fig. 5.
All primary core fractures were initiated in the cervical area in the approximal region, as observed in the
clinical reference group. One crown with a zirconia core
delaminated completely between the core and the buccal veneering ceramic (adhesive fracture). This fracture
started on the incisal edge from contact damage. The
core of this crown remained intact. A similar fracture
was observed in one of the clinical reference crowns
with zirconia although this was a cohesive fracture
within the veneer. All the other zirconia crowns exhibited partial delamination of the veneering ceramic in
addition to the core fractures. No delamination was
observed on the other two crown types. Minor secondary chipping of the veneering ceramic was observed in
all crowns (cohesive fractures). Twenty-three of the 30
test crowns exhibited secondary fractures in the core
material. These were mainly caused by bifurcations of
the main fracture (16 specimens) and new cracks starting at the opposite side of the crown margin compared
with the start of the primary fracture (seven specimens).
These ﬁndings are similar to those of the clinical reference group.

Table 1
Details of the materials used in the trial
Material group

Material
composition

Brand name

Manufacturer
Vita Zahnfabrik,
Bad S€ackingen,
Germany
HD, H.C. Stark
Ceramics, Selb,
Germany
Ivoclar Vivadent

Alumina

Al2O3 100%

Vita In-Ceram
AL for inLab

Zirconia

ZrO2 99%
(HfO2/Y2O3)
Al2O3 0.25%
LiSi2O5 70%
SiO2 30%
(K2O, P2O5,
ZrO2, ZnO)

Starceram
Z-Al-Med HD

Glass-ceramic

IPS e.max Press

Veneering material
Ducera AllCeram,
Degudent, Hanau, Germany
IPS e-max Ceram, Ivoclar
Vivadent, Schaan, Liechtenstein
IPS e-max Ceram, Ivoclar Vivadent
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Fig. 2. The test set up. The crowns are cemented to an epoxy
model of the tooth preparations. Axial load is applied on the
incisal edge at 1 mm min 1 (red arrow), but cushioned to
avoid contact damage. The load causes the epoxy model to
compress vertically and expand horizontally (blue arrow),
which causes tension at the cervical margin of the crown. The
area of expected concentration of tension is marked with a
red arrow at the top of the curvature.

Fig. 3. Box-plot of the load at fracture in Newton (N) for the
three diﬀerent groups. The median values are indicated as
horizontal lines in the box, and the bars represent the maximum and minimum values.

Discussion
The provoked in-vitro fracture modes closely matched
the in-vivo fracture modes observed in retrieved reference crowns, indicating that the test method is well suited for simulating clinical stress in all-ceramic crowns.
Vertical tension in the cervical crown margin seems to
have initiated fractures from the cervical margin in the
approximal area. The tension is diﬃcult to measure but
seems to be created by clinically relevant axial loads.
The diﬀerences among materials are therefore relevant
for clinical application. The ﬁnding that zirconia was
stronger than the other two materials is in accordance
with previous ﬁndings and assumptions (15–18). However, the mean fracture load was lower than in previous
studies of crown-shaped specimens (3, 19–24). This is
probably caused by the diﬀerences in crack initiation.
In the present study the fractures were initiated in the
cervical margin as a result of tension created by the
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expanding abutment, as observed in a previous study
that used the same method (13). The cervical margin is
the thinnest area of the crown and the area most susceptible to machining damage (25). The occlusal surface
is usually the thickest area of the crown; furthermore,
the occlusal surface is supported by the occlusal area of
the tooth. In previous in-vitro trials the fractures have
been initiated from occlusal contact damage (5) or from
cone cracks under the occlusal surface (10, 26). With a
rigid abutment material, the tensile stress at the cervical
margin will be lower. Therefore, higher loads are
required to obtain fractures. However, few clinical
core–veneer crowns have had the same fracture mode
as presented in these in-vitro tests.
Clinically fractured crowns may have many diﬀerent
fracture modes depending on the material, design, and
load. Chipping is probably the most common fracture
occurring in clinical use. However, it is more complicated to retrieve such fractures without damaging the
remaining crown. Bulk fractures or chipping have been
shown to start from contact damage on the occlusal
surface in monolayer crowns without high-strength
cores (26). Furthermore, fractures starting from the
inner surface of the core in the occlusal area as a result
of radial cracks have been presented both in clinical
failures (10, 26, 27) and in laboratory failures (28). The
focus of this study was to simulate the fracture modes
observed in the retrieved clinical fractures we received
and thus the aim was to avoid the other types of fracture modes. To fully comprehend the behavior of allceramic crowns, all clinical failure modes must be
investigated further. Clinical trials rarely include thorough analyses of failure modes. So far, it seems that
chipping is more predominant than core failures, especially for zirconia crowns (4, 29). Nevertheless, zirconia
core failures do occur in spite of the high strength, and
it would be of interest to ﬁnd out why.
The ﬁnding, in the present study, that all core fractures started in the approximal area indicates that this
is the weakest point of the crowns or the area that is
most exposed to tension. This may be explained by the
diﬀerences in mechanical properties between dentin and
dental ceramics. Ceramics are stiﬀ and brittle and
deform very little before fracture during loading (30,
31). However, dentin is elastic and will deform during
loading (32, 33). A high occlusal load will compress the
dentin, resulting in an increase in the diameter of the
tooth cervically (bulging), which in turn will cause tension at the crown margins (hoop forces) (Fig. 2). A
previous study revealed that an expansion of 0.1% was
suﬃcient to cause a fracture of alumina crowns for
molars (13). It was not possible to measure reliably the
bucco–palatal expansion of the cervical crown margin
for the present specimens, but it is reasonable to
assume that an expansion of approximately 7 lm has
occurred. The crown margins are usually not even or
leveled, creating stress foci in the areas that curve
toward the occlusal surface (e.g. approximal). This
curve is often located where the crown height is lowest,
which gives a shorter axial wall. The combination of
the curvature and the shorter axial wall in this area is
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Fig. 4. Fractographic map of a zirconia crown fractured in vitro by simulation of clinical fracture. The boxes indicate size and
location of the magniﬁed images surrounding the central image. Dotted arrow indicate crack propagation, Black arrow indicate
fracture origin and white arrow indicate fracture end.

Fig. 5. Typical fracture modes in the diﬀerent material categories for the test crowns and the crowns in the reference
group. n, number of crowns in each group. The arrows indicate the start of the fracture.

probably the reason that most fractures start here.
Finite element analyses have found increased concentration of stress in the cervical margin with increased
diﬀerence in axial wall height in the bucco–palatal walls
compared with the mesial–distal walls (34). However,

the observed fractures in the test specimen and the reference crowns do not follow the shortest path across to
the other side. This indicates that the fracture is not
caused only by the shorter wall height.
The zirconia crowns displayed delamination of the
veneer during fracture, whereas the other two crown
types only had minor chipping within the veneering
ceramics. These ﬁndings are in accordance with clinical
ﬁndings where chipping is reported more frequently for
zirconia-based restorations than for other all-ceramic
restorations (31, 35–37). Moreover, event though adhesive fractures were found in all zirconia crowns, these
occurred at a higher load than the fracture load in the
other groups. The crown with total delamination differed signiﬁcantly from all other test crowns, but was
similar to an in-vivo crown that had been removed as a
result of fracture of veneering ceramic only. This type
of delamination fracture is usually called ‘chipping’ in
clinical trials. Such a failure would nevertheless have
been classiﬁed as a ‘clinical failure’ and would require
replacement owing to the large impact on function and
esthetics. Chipping damage is more frequently observed
in clinical trials and has been successfully simulated in
vitro previously. All these ﬁndings indicate that the
results are clinically relevant and can be used for clinical decision making. Furthermore, they indicate that
the test method is well suited for comparing load at
fracture and fracture modes of diﬀerent all-ceramic
crowns.
The glass-ceramic crowns achieved similar fracturestrength values as the alumina-based crowns, even
though glass-ceramic is a weaker material, as measured
in ﬂexural strength tests of bar-shaped specimens (15).
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This may be explained by the diﬀerences in the geometry of the cores at the crown margin (Fig. 1). The alumina cores had a uniform thickness of 0.6 mm with a
thin edge at the crown margin to allow room for veneering ceramic all the way down to the margin, allowing
the opaque, uniform color of the alumina to be covered.
The glass-ceramic cores are more translucent than alumina and can be made in many diﬀerent tooth colors. It
is not necessary to have veneering material all the way
to the margin on these crowns in order to achieve optimal esthetics. These cores were built up to an anatomic
form and with a thicker crown edge than on the alumina and zirconia copings. The glass-ceramic cores were
covered with thinner layers of veneer and glaze than the
alumina and zirconia coping to achieve an anatomically
correct crown. When evaluating the fracture strength in
this trial it must be taken into consideration that the
glass-ceramic crowns can probably achieve better
strength values clinically when adhesive luting agents
are used (38). The information from the manufacturers
indicates that both conventional and adhesive luting
agents can be used. However, adhesive cementation is
recommended for optimal strength.
Several in-vitro studies have been performed to assess
the importance of the geometry of the ﬁnish line, but
the results of the diﬀerent trials are ambiguous. Some
trials ﬁnd that the deeper the chamfer, the stronger the
crown; others ﬁnd no signiﬁcant diﬀerence (7, 39–41).
As most of these trials have loaded the crowns in such a
way that the fractures start occlusally or on the incisal
edge, it is not surprising that the eﬀect of the ﬁnish-line
design is limited. One study, using a method similar to
that of the present study, found that the geometry of
the ﬁnish line is of great importance to both fracture
initiation and fracture strength for dome-shaped glass
structures (11). Further studies, using clinically relevant
test methods, must be performed to verify the eﬀect of
ﬁnish-line geometry for dental ceramic crowns in order
to recommend changes in the design of the restoration
or the preparation. The newly developed test method is
well suited for assessing the clinically relevant fracture
load of diﬀerent all-ceramic crown materials. All the
tested crowns fractured at loads that indicate suitability
for clinical use in anterior crowns.
Acknowledgements – We are grateful for the assistance of the dental technician students Magnus Hakan Iseri and Adriane Andersen
Mougios in the design and production of the core structures.
Conﬂicts of interest – The authors declare that no conﬂicts of
interest exist for any of the products or equipment mentioned in
the paper.

References
1. FERRARIO VF, SFORZA C, ZANOTTI G, TARTAGLIA GM. Maximal bite forces in healthy young adults as predicted by
surface electromyography. J Dent 2004; 32: 451–457.
2. SENYILMAZ DP, CANAY S, HEYDECKE G, STRUB JR. Inﬂuence
of thermomechanical fatigue loading on the fracture resistance of all-ceramic posterior crowns. Eur J Prosthodont
Restor Dent 2010; 18: 50–54.

249

3. CAMPOS RE, SOARES CJ, QUAGLIATTO PS, SOARES PV, DE
OLIVEIRA OB Jr, SANTOS-FILHO PC, SALAZAR-MAROCHO SM.
In vitro study of fracture load and fracture pattern of ceramic
crowns: a ﬁnite element and fractography analysis. J Prosthodont 2011; 20: 447–455.
4. PJETURSSON BE, SAILER I, ZWAHLEN M, HAMMERLE CH. A
systematic review of the survival and complication rates of
all-ceramic and metal-ceramic reconstructions after an observation period of at least 3 years. Part I: single crowns. Clin
Oral Implants Res 2007; 18 (Suppl 3): 73–85.
5. KELLY JR, BENETTI P, RUNGRUANGANUNT P, BONA AD. The
slippery slope: critical perspectives on in vitro research methodologies. Dent Mater 2012; 28: 41–51.
6. ANUSAVICE KJ, KAKAR K, FERREE N. Which mechanical and
physical testing methods are relevant for predicting the clinical performance of ceramic-based dental prostheses? Clin Oral
Implants Res 2007; 18 (Suppl 3): 218–231.
7. ABOUSHELIB MN. Fatigue and fracture resistance of zirconia
crowns prepared with diﬀerent ﬁnish line designs. J Prosthodont 2012; 21: 22–27.
8. QUINN JB, QUINN GD, KELLY JR, SCHERRER SS. Fractographic analyses of three ceramic whole crown restoration failures.
Dent Mater 2005; 21: 920–929.
9. SCHERRER SS, QUINN GD, QUINN JB. Fractographic failure
analysis of a Proceraâ AllCeram crown using stereo and
scanning electron microscopy. Dent Mater 2008; 24: 1107–
1113.
10. SCHERRER SS, QUINN JB, QUINN GD, KELLY JR. Failure
analysis of ceramic clinical cases using qualitative fractography. Int J Prosthodont 2006; 19: 185–192.
11. WHITTON A, QASIM T, FORD C, HU XZ, BUSH M. The role of
skirt geometry of dental crowns on the mechanics of failure:
experimental and numerical study. Med Eng Phys 2008; 30:
661–668.
12. ØILO M, GJERDET NR. Fractographic analysis of all-ceramic
crowns: a study of 27 clinically-fractured crowns. Dent Mater
2013; 29: e78–e84.
13. ØILO M, KVAM K, TIBBALLS JE, GJERDET NR. Clinically relevant fracture testing of all-ceramic crowns. Dent Mater 2013;
29: 815–823.
14. QUINN GD. Fractography of ceramics and glasses. Washington: National Institute of Standards and Technology, 2007.
15. ØILO M, TVINNEREIM HM, GJERDET NR. Qualitative and
quantitative fracture analyses of high-strength ceramics. Eur J
Oral Sci 2009; 117: 187–193.
16. GUAZZATO M, ALBAKRY M, RINGER SP, SWAIN MV. Strength,
fracture toughness and microstructure of a selection of allceramic materials. Part II. Zirconia-based dental ceramics.
Dent Mater 2004; 20: 449–456.
17. GUAZZATO M, ALBAKRY M, RINGER SP, SWAIN MV. Strength,
fracture toughness and microstructure of a selection of allceramic materials. Part I. Pressable and alumina glass-inﬁltrated ceramics. Dent Mater 2004; 20: 441–448.
18. STRUB JR, BESCHNIDT SM. Fracture strength of 5 diﬀerent allceramic crown systems. Int J Prosthodont 1998; 11: 602–609.
19. KIM JH, LEE SJ, PARK JS, RYU JJ. Fracture load of monolithic CAD/CAM lithium disilicate ceramic crowns and veneered zirconia crowns as a posterior implant restoration.
Implant Dent 2013; 22: 66–70.
20. YUCEL MT, YONDEM I, AYKENT F, ERASLAN O. Inﬂuence of
the supporting die structures on the fracture strength of allceramic materials. Clin Oral Invest 2012; 16: 1105–1110.
21. STAWARCZYK B, OZCAN M, HAMMERLE CH, ROOS M. The
fracture load and failure types of veneered anterior zirconia
crowns: an analysis of normal and Weibull distribution of
complete and censored data. Dent Mater 2012; 28: 478–487.
22. LARSSON C, EL MADHOUN S, WENNERBERG A, VULT VON STEYERN P. Fracture strength of yttria-stabilized tetragonal zirconia polycrystals crowns with diﬀerent design: an in vitro
study. Clin Oral Implants Res 2012; 23: 820–826.
23. HEINTZE SD, ALBRECHT T, CAVALLERI A, STEINER M. A new
method to test the fracture probability of all-ceramic crowns
with a dual-axis chewing simulator. Dent Mater 2011; 27:
e10–e19.

250

Øilo et al.

24. REKOW ED, ZHANG G, THOMPSON V, KIM JW, COEHLO P,
ZHANG Y. Eﬀects of geometry on fracture initiation and propagation in all-ceramic crowns. J Biomed Mater Res B Appl
Biomater 2009; 88: 436–446.
25. DENRY I. How and when does fabrication damage adversely
aﬀect the clinical performance of ceramic restorations? Dent
Mater 2013; 29: 85–96.
26. KELLY JR, GIORDANO R, POBER R, CIMA MJ. Fracture surface
analysis of dental ceramics: clinically failed restorations. Int J
Prosthodont 1990; 3: 430–440.
27. THOMPSON JY, ANUSAVICE KJ, NAMAN A, MORRIS HF. Fracture surface characterization of clinically failed all-ceramic
crowns. J Dent Res 1994; 73: 1824–1832.
28. KELLY JR, RUNGRUANGANUNT P, HUNTER B, VAILATI F.
Development of a clinically validated bulk failure test for
ceramic crowns. J Prosthet Dent 2010; 104: 228–238.
29. RAIGRODSKI AJ, HILLSTEAD MB, MENG GK, CHUNG K-H. Survival and complications of zirconia-based ﬁxed dental prostheses: a systematic review. J Prosthet Dent 2012; 107: 170–177.
30. RIZKALLA AS, JONES DW. Mechanical properties of commercial high strength ceramic core materials. Dent Mater 2004;
20: 207–212.
31. DENRY I, KELLY JR. State of the art of zirconia for dental
applications. Dent Mater 2008; 24: 299–307.
32. KINNEY JH, MARSHALL SJ, MARSHALL GW. The mechanical
properties of human dentin: a critical review and re-evaluation
of the dental literature. Crit Rev Oral Biol Med 2003; 14: 13–29.
33. ZAYTSEV D, GRIGORIEV S, PANFILOV P. Deformation behavior
of human dentin under uniaxial compression. Int J Biomater
2012; 2012: 854539.

34. COELHO PG, SILVA NR, THOMPSON VP, REKOW D, ZHANG G.
Eﬀect of proximal wall height on all-ceramic crown core
stress distribution: a ﬁnite element analysis study. Int J Prosthodont 2009; 22: 78–86.
35. MOLIN MK, KARLSSON SL. Five-year clinical prospective evaluation of zirconia-based Denzir 3-unit FPDs. Int J Prosthodont 2008; 21: 223–227.
36. OZKURT Z, KAZAZOGLU E. Clinical success of zirconia in dental applications. J Prosthodont 2009; 19: 64–68.
37. SAILER I, PJETURSSON BE, ZWAHLEN M, HAMMERLE CH. A
systematic review of the survival and complication rates of
all-ceramic and metal-ceramic reconstructions after an observation period of at least 3 years. Part II: ﬁxed dental prostheses. Clin Oral Implants Res 2007; 18 (Suppl 3): 86–96.
€
€
H, MORMANN
WH. Strength and fracture
38. BINDL A, LUTHY
pattern of monolithic CAD/CAM-generated posterior crowns.
Dent Mater 2006; 22: 29–36.
39. BERNAL G, JONES RM, BROWN DT, MUNOZ CA, GOODACRE
CJ. The eﬀect of ﬁnish line form and luting agent on the
breaking strength of Dicor crowns. Int J Prosthodont 1993; 6:
286–290.
40. REICH S, PETSCHELT A, LOHBAUER U. The eﬀect of ﬁnish line
preparation and layer thickness on the failure load and fractography of ZrO2 copings. J Prosthet Dent 2008; 99: 369–
376.
41. VULT VON STEYERN P, AL-ANSARI A, WHITE K, NILNER K,
DERAND T. Fracture strength of In-Ceram all-ceramic
bridges in relation to cervical shape and try-in procedure. An
in-vitro study. Eur J Prosthodont Restor Dent 2000; 8: 153–
158.

