
MANAGEMENT OF PERI-IMPLANT  
SOFT TISSUE DEHISCENCES IN THE 
ANTERIOR AREA. A CASE REPORT

Background 
Peri-implant soft tissue dehiscences (PSTD) are 
associated with functional and aesthetic 
complications, particularly in the anterior area. Their 
management represents a challenge with 
unpredictable results.  

Aims 
The aim of this case report is to present the 
combined prosthetic-surgical approach for the 
treatment of a Class 3-A PSTD in the anterior area. 

Material and methods 
A systemically healthy, non-smoker 41-year-old 
woman attended the practice complaining of 
soreness and aesthetic concerns at an implant in 
the 1.2 position placed 16 years ago. Clinical 
examination revealed a 2 mm-PSTD with 1 mm 
keratinised tissue height (KTH), inflammation of 
the peri-implant mucosa and metal exposure upon 
smile (Pictures 1-6). The implant-supported crown 
profile was located facially to the adjacent teeth 
(Picture 2) and a 4 mm probing depth was present 
buccally. No interproximal bone loss was observed

Results 
      For 1.1, full coverage  
of the PSTD was achieved.  
Increase in thickness of the 
buccal mucosa and KTH to 
3 mm, although colour matching of gingival tissue 
was not completely achieved. Periodontal health 
was achieved (BOP-, PPD & CAL= 3mm). 
Levelling of MGJ and gingival margins were 
accomplished.  
      For 2.2, resolution of inflammation was noticed. 
Patient reported no soreness or discomfort and 
was pleased with the aesthetic of her smile. 

Conclusion 
The management of a PSTD in the aesthetic area 
with a combined prosthetic-surgical approach 
resulted in successful clinical and patient reported 
outcomes. Larger studies with long-term follow up 
are required to assess the stability of these results. 
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★For 2.2, vertical tooth 
preparation was 
performed. Tissue 
maturation was  
prosthodontically guided. 
(Picture 21-23) 
★ Supportive periodontal  
and peri-implant care 
was provided for 1 year.

Treatment phases: 
1) Non-surgical periodontal therapy improved 

plaque and reduced inflammation but 
exacerbated the PSTD.  

2) Corrective/prosthetic phase:  
★For 1.2, implant a combined prosthetic-surgical 
was carried out consisting of (Picture 8-20): 

i: replacement of the old restoration with a 
shorter-length provisional crown that allowed 
tissue healing and maturation 
ii: abutment modification with apical margin 
preparation. 
iii: reline of provisional crown fitted to the new 
margin 4 weeks before surgery 
iv: implantoplasty + CAF+CTG surgery 
v: second provisional crown specular to 
homologous tooth 2 weeks after surgery 
vi: definitive restoration 10 weeks after surgery  
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 upon radiographic examination 
(Picture 7). Additionally, gingival 
inflammation was also observed 
at tooth 2.2 with a buccally and 
subgingivally fitted porcelain-
fused-to-metal crown of the 
same longevity. Thin tissue 
phenotype was ascertained. 
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