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Abstract 

Traumatic extraction, long standing edentulousness or congenital defects are some of the most common 

reasons behind gingival and underlying bony defects that present with compromised aesthetics. The 

management of such defects is mostly done using periodontal and surgical therapies which have their own 

added disadvantages like, morbidity at the donor site and unpredictability of the outcome. This article 

reviews and presents a case report of a method of overcoming this problem with a common material mostly 

used in all fixed partial dentures i.e., porcelain. Gingival Porcelain is easily constructed over a fixed partial 

denture and offers a much more practical solution to optimize the aesthetics and functional outcome in 

indicated situations while permitting hygiene maintenance of the prosthesis and the supporting tissues 

beneath it. 
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Introduction 

The preservation and further reproduction of 

an ideal mucogingival aesthetics can be dif-

ficult to achieve from both a surgical and 

prosthetic point of view. An increase in 

patient’s awareness about gingival display 

and smile aesthetics has resulted in advances 

in both surgical and prosthetic techniques.[1,2] 

Surgical techniques advocated for recreating 

gingival architecture around localised ridge 

or alveolar defects are technique-sensitive 

and may require a graft from an additional 

surgical site which leads to additional 

morbidity.[3]  

In case when there are long span edentulous 

spaces present with marked vertical and 

horizontal defects, bone grafting may be the 

only choice remaining to support implant 

rehabilitation especially in the anterior 

region.[4] In patients where the defect is 

localised, unsuccessful periodontal therapy 

may lead to the loss of the interdental papillae 

which may often lead to even more 

unaesthetic smile.[5] In patients with ‘high 

smile line’ exposing differing lengths of 

teeth, surgical or periodontal correction can 

be extremely challenging.  

Where there is vertical soft tissue loss in 

edentulous spaces, a variety of surgical 

techniques have been advocated to increase 

soft tissue volume before the provision of a 

definitive prosthesis. These techniques are 

primarily designed to improve the emergence 

profile of the pontic but consideration of the 

morbidity of a second surgical site and the 

cost needs to be worked out.[6,7] 

This paper reviews a commonly used 

contemporary technique available in the 

prosthetic management of soft tissue 

aesthetics and discusses its advantages, 

disadvantages and presents a case of fixed 

partial denture therapy with gingival 

porcelain. 
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Where teeth are replaced using a fixed 

denture prosthesis or by implant therapy, the 

creation of harmonious gingival levels 

between edentulous spaces and abutments 

can be sometimes difficult especially in the 

aesthetic zone. Achieving an ideal gingival 

level may not be required in patients 

presenting with low smile line, in unaesthetic 

zones and where gingival aesthetics 

themselves is not a prime concern for the 

patient.[8]  

Implant prosthesis placement in aesthetic 

zone where inadequate underlying tissue is 

present can result in change in axis, incorrect 

crown height proportion and inverted smile 

lines thus in such cases augmentation or 

periodontal surgeries are primarily 

indicated.[9] 

Commonly employed surgical techniques 

include distraction osteogenesis and/or the 

use of onlay bone grafts and connective tissue 

roll grafts to increase soft tissue volume may 

also suffice. As mentioned, these procedures 

carry significant morbidity and may not 

always provide the ideal topography for 

pontic emergence in the aesthetic zone thus 

they should be carried out only when they are 

primarily indicated.[10] 

Where marked localised vertical defects in 

edentulous spaces are present, gingivally 

coloured materials can be used in the 

provision of fixed bridgework to improve 

vertical and horizontal pontic proportions to 

mask or hide the defect, though patients who 

have undergone surgical procedures to 

improve soft tissue topography may still 

require the use of gingivally coloured 

porcelain to optimise aesthetics of the final 

restoration.[11] The various limitations of 

adjunctive surgical procedures should be 

always kept in mind and incorporation of 

gingival masking for better aesthetics in the 

final restoration should be considered at the 

planning stage itself.[12]   This planning can 

range from a diagnostic wax-up to CT 

scanning for prospective gingival and tooth 

restorations. It is also to be kept in mind that 

due to the disadvantages of repeated firing 

cycles of the porcelain in implant prosthesis 

with crown height space more than 15mm a  

hybrid prosthesis can be employed which 

basically involves a screw-retained partial 

implant bridge providing the white aesthetics 

and a gingival base made of ceramics, which 

is covered with an acrylic or composite 

overlay to create the final pink contours.[13]    

The reduction in morbidity, time and the cost 

for patients when provided with gingival 

porcelain as opposed to bone grafting is 

considered advantageous and more 

acceptable to patients undergoing rehabili-

tation in the aesthetic zone.[14] Other benefits 

of using ridge lap pontic with gingival 

porcelain  is that it aids in lip support and 

phonetics.[15] 

In few cases, multiple implants using gin-

gival coloured porcelain can also provide the 

appearance of interdental papillae. In patients 

with a high smile line, the junction of the 

gingivally coloured porcelain with the natural 

gingival tissue may be noticeable, which may 

not be acceptable for the aesthetically aware 

patient, thus a proper moulding of temporary 

material can be done to obtain the final 

required contour.[16] Mild corrections in the 

cervical region of the pontic can be corrected 

by slightly increasing the bulk of gingivally 

coloured porcelain which may provide an 

extensive ridge lap and cause difficulty in 

cleaning. Thus, these difficulties should be 

identified and addressed before the planning 

of the definitive restoration construction by a 

laboratory technical staff and should be 

thoroughly discussed with the patient.[17] 

The advantages of using gingival porcelain: 

• Prosthesis is fixed thus it is always stable. 

• Prosthetic material (glazed porcelain) 

stains less. 
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• Minimal wear, with no danger of damage 

or loss of the surrounding tissues. 

• Prosthesis not subjected to ingestion or 

inhalation. 

The disadvantages of using gingival 

porcelain can be: 

• If further recession occurs around the 

abutment or there is more recession under 

the pontic, the fixed prosthesis may need 

to be completely changed. 

• Extensive oral hygiene maintenance 

instructions required thus increasing 

patient’s compliance. 

• Technique sensitivity of the ceramic 

work. 

A strict digital photography protocol is 

paramount for a successful gingival shade 

selection or communication. A correct 

colour/shade tab for a successful aesthetic 

restoration is a mandatory requirement. The 

middle one-third to the apical region of the 

underlying ridge is taken as a representative 

for shade selection. Though many clinical 

setups do not have a readily available 

gingival shade tab, a clear photograph taken 

under the correct shade matching 

environment can be used for gingival shade 

selection at a later laboratory setup.[18] 

A need for soft tissue conditioning should 

also be evaluated when the wax-up is created. 

Based on the extent of the area to be 

conditioned, the corresponding steps should 

be carried out before or during the surgical 

and provisional phase and refined when 

seating the final bridge.[19]  

During seating of the prosthesis, a transient 

blanching of the gingiva may occur. The 

intensity varies depending on the extension 

over the tissue and thus conditioning is 

required. The design of the pontics and the 

gingival biotype of the patient should be 

thoroughly examined. The excess of pressure 

should be reduced by reshaping the gingival 

porcelain part or even by modifying the soft 

tissue with diamond burs, electrosurgery or 

diode laser.[20] 

The main goal is to create a comfortable, 

healthy and cleansable interface while 

maintaining high aesthetics. The hygiene and 

maintenance procedures should be carefully 

explained to the patient as they are paramount 

for the long-term success of the restoration. 

Follow-up appointments should be scheduled 

in advance and the first recall appointment 

should be scheduled within three months 

after insertion.  

Case report: 

A 45 year old patient came to the department 

of Prosthodontics and Crown & Bridge, Guru 

Nanak Institute of Dental Sciences & 

Research with a chief complaint of missing 

upper front teeth region since last 3 years.  

Patient gave a past history of road traffic 

accident three years back when he lost his 

tooth. On clinical examination it was found 

21 was missing with a Seibert class III defect 

in the same region. Patient did not agree on 

having any of soft tissue surgeries and 

augmentation.  Thus, it was planned to go for 

a porcelain fused to metal three unit bridge 

with gingival porcelain masking on the pontic 

to cover for the ridge defect portion. 

After the patient’s oral prophylaxis was done, 

diagnostic models of both arches were made. 

A facebow and a centric record was made and 

the models were mounted on a semi-

adjustable articulator (Hanau wide vue). A 

diagnostic wax-up (Type I inlay wax, MDM 

Corp, India) was made along with a 

temporary bridge using tooth coloured self-

cure acrylic (SC 10, DPI).  Tooth preparation 

on 11,22 was done to receive all ceramic 

bridge following all the required parameters 

and principles with a radial shoulder finish 

line. Final impression was made using dual 

stage putty wash impression after adequate 
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gingival retraction and isolation (Zhermack, 

Germany).   Digital photograph (Canon EOS 

2000D) was taken for later selection of 

gingival shade and the tooth shade selection 

was done following which the temporary 

bridge was luted. 

The middle portion of the ridge defect area 

from the photo taken was used for the 

gingival shade, which was found to be G3. 

After the metal try-in, porcelain was added 

according to tooth shade selected, final to 

which a gingival porcelain was added under 

the pontic. Modified ridge lap type of pontic 

was given. The bridge was tried in, glazed, 

checked for consent and luted using Type I 

GIC (GC, Fuji). Patient was explained and 

instructed to follow regular oral hygiene 

instructions. 

Discussion  

Gingival defects can be treated with either 

surgical or prosthetic approach. A properly 

done successful surgical technique mimics 

the original tissue contours, but the surgical 

costs, healing time, discomfort and 

unpredictability of the outcome and the 

technique sensitivity makes this choice 

unpopular. Rather, prosthetic replacement 

with gingival masking using acrylics, 

composite resins, porcelains and silicones, is 

a more predictable approach to replace lost 

tissue architecture and enhance aesthetics.[20]   

Ideal tissue contours for a patient can be 

moulded, waxed, processed and then 

coloured to match the surrounding tissue. The 

patient need not have any additional surgeries 

and receives an aesthetically pleasing and 

functional restoration. It is possible to show 

the patient a waxed-up result or ask for a try-

in of temporary prosthesis directly in the 

mouth before treatment is initiated.[21] 

Several materials are available for the 

fabrication of gingival veneer, ranging from 

silicone to composites to porcelain and even 

zirconia and all have their specific 

advantages and disadvantages and should be 

carefully selected on a case to case basis. A 

fixed prosthesis using porcelain veneer gives 

the patient significant comfort and peace of 

mind, as well as self-confidence (because the 

prosthesis is always present). However, its 

application may be limited to certain clinical 

situations where oral hygiene is manageable, 

the desired aesthetic result is achievable or 

when a fixed prosthesis is already planned for 

the immediate area. With a removable 

prosthesis, the main advantage is that hygiene 

maintenance is very effective. It is easier to 

create an ideal contour with prosthodontic 

materials, and missing tissue can be replaced 

without disturbing the other orofacial 

structures and is a non-invasive treatment 

option. Therefore, the use of gingival veneer 

is a quick, simple, and inexpensive option for 

restoring lost gingival tissues.[22] 

Conclusion 

The prosthetic restoration of the pink 

aesthetics offers a reliable and consistent 

alternative to resolving cases with uncertain 

surgical outcome or cases in which patients 

do not want to undergo regenerative surgical 

procedures and understanding of the 

indications and procedures involved in this 

particular technique will help in a proper case 

selection. 
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Pre-operative Frontal View,   11 missing with 
localized residual ridge defect. (Seibert’s class III) 

 

Pre-operative Occlusal View 

Tooth preparation to receive PFM 

bridge in frontal View 

Post-operative PFM  bridge restoration with 

gingival porcelain masking the defect area 
Post-operative occlusal view 

Provisional prosthesis given using 

tooth colored acrylic 


