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CASE REPORT
A 24-year-old female patient was referred by the prosthodontist 
for soft tissue augmentation after implant placement with respect 
to edentulous space of upper right first premolar. Implant was 
placed six months back along with bone grafting with respect to 
#24 for hard tissue augmentation. On intraoral examination, Seibert 
Class-I defect (horizontal ridge deficiency) [1] was found at the site 
[Table/Fig-1,2]. Adequate keratinised tissue thickness was present 
at the ridge defect site. Intraoral peri-apical radiograph [Table/Fig-3] 
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ABSTRACT
Common clinical findings around dental implants are hard and soft tissue defects requiring interventions for functional and aesthetic 
purposes. Interventions include hard as well as soft tissue augmentation. Present case management included subepithelial 
connective tissue grafting with modification of lateral pouch graft procedure, avoiding the vertical incisions. To the best of our 
knowledge, this is the first case report of this modified procedure. A 24-year-old female patient was referred by the prosthodontist 
for soft tissue augmentation after implant placement with respect to #24. With the consent of patient, subepithelial connective 
tissue graft was placed using modified lateral pouch graft procedure. Patient was evaluated at three months. Adequate soft tissue 
thickness was obtained with satisfactory results. This modified pouch graft procedure is expected to provide better aesthetic 
results. This procedure can be best utilised for small horizontal ridge defects. This is a novel approach for soft tissue augmentation 
without using vertical incisions thus providing better aesthetic results. Further studies are suggested regarding the long term 
success of the procedure.

[Table/Fig-1]: Preoperative cast model revealing seibert Class-1 ridge defect with 
respect to first premolar.

[Table/Fig-2]: Preoperative clinical picture revealing seibert Class-1 ridge defect 
with respect to first premolar.

was taken to assess osseo-integration of the implant, and to 
rule out any periodontal and peri-apical infection of the adjacent 
teeth. Periodontal tissue was healthy on clinical and radiographic 
examination [Table/Fig-3,4]. Soft tissue ridge augmentation procedure 
using subepithelial connective tissue with a modification of pouch 
graft approach was planned. Patient was informed about the 
procedure and consent was taken. Medical and dental history was 
non contributory. Full mouth scaling was done. Patient was recalled 
after one week for the procedure. After anaesthetising concerned 
area, sulcular incisions were made on the distal line angle of canine 
and mesial line angle of 2nd premolar using Bard Parker blade 
(#15C). Sub-epithilial tunnel was prepared using orban’s knife and 
periosteal elevator relieving all the underneath fibers. Sub-epithelial 
connective tissue graft of size 5×8 mm was retrieved from right-side 
of palate from premolar region [Table/Fig-5] using single incision 
technique. Graft was inserted in the tunnel [Table/Fig-4] and was 
secured with tooth anchored sutures using 5-0 prolene suture. 
Aftercare included antibiotics (Amoxicillin 500 mg thrice daily for 
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five days) and analgesics (Ibuprofen 400 mg twice daily for three 
days) and chlorhexidine mouthwash 0.2% twice daily for two weeks. 
Suture removal was done after 10 days [Table/Fig-6]. Patient was 
recalled at one month [Table/Fig-7] and three months [Table/Fig-
8,9]. Significant amount (3 mm) of soft tissue buldge was obtained 
at the concerned site. Patient was satisfied with the outcome. 
Results were stable till three months [Table/Fig-10]. Patient is still 
on follow-up. 

[Table/Fig-3]: Intraoral peri-apical radiograph.

[Table/Fig-4]: Intraoperative picture showing insertion of graft in the sub-epithelial 
tunnel.

[Table/Fig-5]: Graft harvested site on right-side of palate.

[Table/Fig-6]: After suture removal.

[Table/Fig-7]: One month follow-up with healing abutment.

[Table/Fig-8]: One month follow-up after removal of healing abutment.
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procedure for single tooth ridge defect (minor horizontal and vertical 
loss) correction, submerged connective tissue graft for larger 
defects, onlay full thickness gingival graft for ridge augmentation 
with mucogingival problems [7]. Studer SP et al., demonstrated 
superior results with the use of submerged connective tissue grafts 
compared to the use of full thickness graft [8].

Pouch graft procedure is used to correct Class-I ridge defects. Initial 
incision and dissection plane may vary [9,10]. When the dissection 
plane is lateral, one or two vertical incisions are made from either 
side of the defect.

This lateral plane dissection pouch graft procedure with one vertical 
incision was demonstrated by Kaldahl WB et al., [11]. The procedure 
used in present case is although based on the same principle as of 
lateral pouch graft procedure but is a modification of this technique 
as approach was through adjacent gingival sulcus without any 
vertical incision.

As in this case, hard tissue augmentation was done prior to implant 
placement, option left to counter the ridge deficiency was soft tissue 
augmentation. It can be done at different time points for the implant, 
although a systematic review [12] revealed significant enhancement 
in soft tissue thickness and keratinised tissue width at three months 
regardless of procedural timings.

In present case, soft tissue ridge augmentation procedure was done 
three weeks before the second stage surgery using autogenous 
subepithilial connective tissue graft which is considered as gold 
standard. After three months, satisfactory results were obtained 
[Table/Fig-5] and were stable. However, one clinical trial reported 
analogous results using new xenograft materials [13], another 
reported better results with connective tissue graft [14]. 

In present case, surgical procedure was performed using sulcular 
incision avoiding any vertical incision. Vertical incisions should be 
avoided in the anterior region as it leads to scarring, compromising 
the aesthetics. 

This modified technique can be used in Class-1 ridge defect 
with small edentulous span (involving one tooth). Advantages of 
this technique include better aesthetics and less postoperative 
complications due to adequate blood supply, minimum tissue 
trauma thereby imparting early uneventful healing. Limitation of 
this procedure can be stated as that this procedure may not be 
performed in larger edentulous span due to limited availability of 
connective tissue graft and also subepithelial tunnel cannot be 
prepared for long edentulous span. 

CONCLUSION(S)
This case report presents modification of lateral pouch graft 
procedure for soft tissue ridge construction in the maxillary premolar 
area having horizontal ridge defect. No vertical incision, good blood 
supply, less tissue trauma, use of autogenous graft contributed to 
the success of this procedure in terms of aesthetics, but limited 
availability of the connective tissue adds limitation to this procedure 
for long edentulous span. Further, long term follow-ups are advised 
for such cases to observe the dimensional stability. 
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[Table/Fig-9]: One month follow-up with placement of prosthetic abutment.

[Table/Fig-10]: Three month follow-up with prosthesis.

DISCUSSION
Hard and soft tissue deficiencies are common clinical findings 
around dental implant, included in the new classification of 
periodontal and peri-implant diseases and conditions under 
category “Peri-Implant soft and hard tissue deficiencies” [2]. Very 
well evidenced contributing factor for tissue defects is tooth loss 
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basis of difference in thickness of buccal and lingual/palatal bony 
plates. Ridge concavity created as a result of volume loss, many 
times become reason of aesthetic concern for patient as well as 
clinician. Also, it is difficult to provide a good functional prosthesis 
on a deficient ridge. Ridge augmentation procedures are evolving 
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ridge, Studer S et al., proposed these procedures as: roll flap 
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