Case report

Soft Tissue Reconstruction for Pre-Prosthetic
Site Development - A Case Report

ABSTRACT

Introduction: In restorative dentistry aesthetic is the prime factor during reconstruction of
maxillary anterior region in young adults. Therefore loss of upper anterior teeth in that region
needs special attention to patients as well as dentists. The aim of this case report was to
restore normal gingival contour around fixed prosthesis in maxillary anterior region by using
subepithelial connective tissue graft (SCTG) in a 16 years old male patient.

Presentation of case: A 16 years old boy presented with chief complaint of missing three
upper anterior teeth causing esthetic and speech problems. Combined periodontal surgery
and Endodontic and prosthetic treatment were provided.

Discussion: Several studies reported that mild to moderate ridge defect can be corrected by
using sub epithelial connective tissue graft (SCTG). The present case depicts how minor
correction of soft tissue defect using SCTG in relation to fixed prosthesis improves
emergence profile in aesthetic region.

Conclusion: The use of soft tissue for small ridge defect restoration is a simple and cost-
effective procedure.

Keywords: Aesthetic problems, Sub epithelial connective tissue Graft (SCTG), Ridge
augmentation, Fixed prosthesis

1. INTRODUCTION

Reconstructive plastic surgery allows the hard and soft tissues of the alveolar ridge to be
restored to their almost previous dimensions and gives the restorative dentist the opportunity
to provide patients with fixed prostheses that are truly aesthetic and that will improve Dento-
facial harmony [1]

Allen classifies residual alveolar ridge defects in:

Class A: A loss of the apical-coronal dimension;

Class B: A loss of the buccolingual dimension;

Class C: A loss of the apical-coronal and buccolingual dimension.

It also introduces the concept of severity, assessing defects of less than 3 mm as mild, 3to 6
mm as moderate and those greater than 6 mm as severe [2].

Augmentations of the residual alveolar ridge with bone grafts or connective tissue grafts
show a significant result in maintaining the thickness of the residual ridge and level of
gingival tissue. [3] Excessive horizontal or facial resorption of residual alveolar ridge affects




the ability of the dentist to make an ovate-shaped pontic design. [3] The ovate pontic design
improves the esthetic outcome of the dental prosthesis, is highly tolerated by the patient and
is easy to clean. [3] Cases of extracted and missing teeth without a provisional ovate pontic
may require a surgical correction of the residual alveolar ridge before the final prosthesis.
The sub-epithelial connective tissue grafts reported by Langer and Calagna in 1980 and
Gaber and Rosenberg in 1981 have greatly helped to completely reconstruct class B defects
[4]. The ideal techniques for the increase of the alveolar ridge, are the free grafts in the
tunnel, interposed or inlay and superimposed or onlay. In tunnel graft procedures [2] [5], a
sub-epithelial envelope is created in the area of the ridge deformity.

In this article a case report was reported showing how placement of sub epithelial connective
tissue graft altered the soft tissue pontic relationship in an area with a class B defect of Allen
to provide a functional restoration that is in harmony with the adjacent natural«dentition.

2. PRESENTATION OF CASE

A 16 years old male patient visited in dental outpatient department for replacement of
missing upper anterior teeth. He gave a history of trauma during, swimming causes loss of
upper anterior teeth about one month back. On examination, it was observed that the patient
had lost 11, 21 and 22. 12 was one degree mobile'and slightly extruded. Overall oral
hygiene was good and gingiva appeared healthy. There-was.Allen Class B ridge defect
present labial to 21 and 22 regions.(Fig.1a) Intra-oral Periapical radiograph (IOPR) showed
12 was slightly extruded (Fig.1b) and sufficient bone support was found around 23
region.(Fig.1c) The whole treatment plan was explained,to the Patient and patient’s relatives
and their consent was taken in a consent form. The patient was instructed for proper plaque
control to eliminate periodontal inflammation and if he was a smoker for smoking cessation,
since cigarette smoking plays a major role in the outcome of periodontal plastic surgery. [6,7]

Fig. la. Initial View Fig 1b.Initial Radiograph Fig.1c Radiograph of 23
of 12 showing sufficient bone

The initial preparation phase for treatment consisted of oral hygiene instructions, scaling and
root planing followed by root canal treatment of 12 and occlusal corrections. Re-evaluation
were done 6 weeks after the completion of this first phase of therapy. Routine blood
investigation was normal. In teeth 13,12,23 abutment preparations were performed for
placing temporary bridge.

Amoxicillin (500mg) 8 hourly was prescribed day before the surgery and Ibuprofen (400mg)
was prescribed one hour before the initiation of surgery. Before commencing surgical
procedure, the patient was asked to rinse with 0.2% chlorhexidine mouthwash
(preprocedural rinse). Extra-oral scrubbing was done with 7.5% Povidone-lodine solution.
The area was anesthetized by infiltration anesthesia, 2% Lidocaine anaesthetic solution
containing 1:200,000 Lidocaine Hydrochloride with Adrenaline. Number 11 surgical blade



was used to make incision slightly palatally from mesial surface of 12 up to distal surface of
23.(Fig.2a) Partial thickness flap was elevated labially.(Fig.2b) The donor tissue (SCTG) was
collected from right palatal surface of 14,15,16 region and immediately placed it on the
previously prepared recipient bed.(Fig.2c) A larger graft is more prone to necrosis and also
leads to more of an injury to the donor site. [8] So, another small graft from adjacent site was
collected and placed immediately.

Flap closed with 5-0, Vicryl absorbable surgical suture material (Ethicon manufactured by
Johnson & Johnson Private Limited). The graft was completely submerged and the wound
primarily closed.(Fig.2c) Temporary bridge was placed to take the advantage of post
inflammatory swelling which will give the normal shaping of gingiva around the bridge.(Fig.
2d)

Fig.2a Incision Fig.2b Flap elevation™ .. Fig.2c Connective tissue graft(CTG) and
after flap sutured with CTG placed.

Fig.2d Immediately placed temporary restoration and cover plate
placed in donor site.



Chlorhexidine (0.2%) and Hyaluronic acid mouthwash after the operation are recommended
to reduce infection and improve soft tissue healing.[9] Post surgical medications should also
be prescribed, including antibiotics starting on the day before initiation of surgery and lasting
for 7 days (500 mg amoxicillin 8 hourly) post operatively. Post operative analgesics was also
prescribed (400mg ibuprofen 8 hourly for 3 days). Patients should be informed in detail with
written postoperative instructions after the operation.

Patient was instructed to report after 24 hours of surgery and then after 7 days and 4
months. (Fig. 3b) The temporary bridge was replaced with permanent bridge two months
after surgery. There was reduced labial concavity in 21,22 region (Fig 3b).

Fig. 3a After 7days with temporary Fig. 3b After 4 months with permanent
restoration restoration

3. DISCUSSION

Surgery of residual alveolar ridge ‘augmentation with connective tissue graft gives the
patient favorable results and is low costsince no additional filing materials are needed.
Esthetic outcome of fixed prosthesis depends on three-dimensional emergence profile of the
pontic which is highly dependent on-harmony between soft tissue and prosthesis. Therefore,
surgical or mucogingival alteration of hard tissue and soft tissue is essential in the defected
area of the ridge to:rehabilitate the prosthesis. [10] In a cohort study, it was revealed a
median ridge width gain of =,32% using a SCTG in pontic sites with a follow-up of 1 year.
[11] It has been-stated that up to three-tooth defects of moderate severity can be corrected
successfully by less complicated soft tissue augmentation procedure.[12] In a case report,
the loss of.ridge width was more evident with a little loss of ridge height; hence, an
autogenous connective tissue graft was used to augment the ridge defect there.[13]

Similarly,“in: this present case slight buccolingual dimension was deficient and sub
epithelial. connective tissue graft (SCTG) from palatal region was placed by creating labial
pouch in 21, 22 region. It is accepted that ridges that have been augmented with soft tissues
undergo.shrinkage over the first 6 weeks postoperative. From 2 months post - surgery, the
ridge dimensions remain stable. In this case report, 4 months follow up showed the defect
was treated successfully providing excellent emergence profile and speech problem was
reduced to normal.

4. CONCLUSION

Soft tissue augmentation has become a common procedure for pre-prosthetic site
development allowing the correction of minor to moderate ridge defects prior to the delivery
of conventional tooth-borne fixed dental prostheses, especially at pontic sites.[14,15,16] This



is a small attempt to augment or reconstruct soft tissue defect in maxillary anterior region
using connective tissue graft and thus to help in achieving excellent emergence profile with
absence of black triangle in aesthetic region. As it is a long, time consuming procedure and
the patient compliance was minimum complete follow up for at least one year was not
possible. Only 4 months follow up was recorded and patient was satisfied. Further work in
this field with long time follow up needs to be done for establishment of the importance of
SCTG in ridge reconstruction during pre - prosthetic surgery.

CONSENT

As per_international standard or university standard, patients’ written consent *has. been
collected and preserved by the author(s).
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