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Abstract: Background: Previous studies have suggested that mucosal height is related to the bone
level and soft tissue thickness. The purpose of this pilot study was to investigate the ratio between
the height and width of the tissues around single implants with a conical connection and platform
switching. Methods: All patients receiving single implants (Anyridge®, MegaGen, Gyeongbuk, South
Korea) and restored with single crowns, in a three-month period, were included in this study. After a
provisionalization of 12 months, precision impressions were taken and stone casts were poured for
measurements. For each implant, two values were collected at the buccal site: the mucosal height
(MH), calculated from the vestibular shoulder of the implant to the upper gingival margin of the
supra-implant tissue; and the mucosal thickness (MT), calculated from the vestibular shoulder of
the analogue to the external mucosa point perpendicular to the implant major axis. Mean, standard
deviation (SD), and confidence intervals (CI 95%) for MH and MT, as well as their ratios, were
calculated. Correlation between MH and MT was assessed by Pearson’s correlation coefficient, with
significance level set at 0.05. Results: 32 single Anyridge® implants were eligible for this evaluation.
The mean MH was 3.44 mm (±1.28), the mean MT was 3.29 (±1.46). The average of the ratio between
MH and MT of the supra-implant mucosa was therefore 1:1.19 (±0.55). The relation between MH and
MT was statistically significant at p ≤ 0.01 (Pearson two-tailed 95% CI). Conclusions: Our study found
a constant relationship between width and height of the peri-implant mucosa. However, our results
are different from those of Nozawa et al., who found a ratio of 1:1.5 between height and thickness
of the peri-implant tissues. This may be determined by the different sample and follow-up period,
as well as by the implants used in our study.

Keywords: implants; aesthetics; tissue height; tissue thickness; conical implant–abutment connection;
platform switching; success

1. Introduction

Nowadays, one of the most challenging tasks in implant dentistry is to fulfill the aesthetic
expectations of patients [1,2]. In the last few years, in fact, attention has shifted from the achievement of
osseointegration (i.e., the formation of a direct interface between implant and bone without intervening
soft tissue) and therefore from implant function, to the long-term aesthetic outcomes [3]. As a result,
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the success criteria in implantology have changed, according to the evolution of implant design and
patients’ requests [4]. Today, the parameters for clinical success published by Alberksson et al. can no
longer be considered the reference standard in implantology [5]. An osseointegrated implant under
functional load, but which does not integrate perfectly in the patient’s oral cavity from the aesthetic
point of view, can no longer be considered acceptable. This is particularly true for single-implant
restorations, where aesthetic outcome plays a fundamental role and is a need for the patient [6].

Since the aesthetic result has become of primary importance in implant rehabilitation, numerous
indices have been developed in order to evaluate the aesthetics of a single restoration along time [7–10].
In 2005, Fürhauser et al. proposed the pink esthetic score (PES) in order to evaluate the aesthetic
outcome of implant-supported single restorations. This index was based on the evaluation of seven
soft-tissue parameters [7]. In 2009, Belser et al. further developed the Furhauser concepts, proposing a
new index called the pink esthetic/white esthetic score (PES/WES); this index takes into account not only
the soft tissues around the implant-supported crown, but also prosthetic parameters [8]. Both of these
evaluations are based on photographs and models and give credit to the peri-implant soft tissue frame,
showing its importance to the final aesthetic outcome [7–9]. More recently, a new three-dimensional
(3D) method has been proposed to evaluate the stability of peri-implant tissues along time [10]; this
method is based on the superimposition of intraoral scans taken at different follow-up times, in a
reverse engineering software, to evaluate any possible modification at a micro-metric level [10].

Nevertheless, what are the factors that determine the aesthetic result of an implant treatment?
Undoubtedly, among the factors that determine the aesthetic quality of an implant-supported restoration,
there are the 3D position of the implant (also intended as depth and inclination) [3,6,9,11] as well as
the quantity and quality of the hard and soft tissues, and their variations over time [11–14]. Important
changes occur on hard and soft tissue following dental extractions and continue until 2 years after
implant insertion and prosthetic rehabilitation [11,12]. These modifications are related to vascular
support and mechanical function [12,13]. In particular, soft tissue should be considered adapting to
the condition of the local setting [12–15]. Buser et al. in 2004 analysed the aesthetic result in relation
to 3D implant positioning, focusing their research on the ideal amount of hard tissue that should
be maintained around a dental implant [16]. Wang et al. in 2011 focused on soft-tissue thickness
around implant-supported restorations while discussing distinct differences between thin and thick
tissue biotypes [17]. Soft tissue biotype is an important parameter to consider in the aesthetic implant
restoration, improving immediate implant success and preventing future mucosal recession [17].
The management of soft tissues during surgical and prosthetic phases is therefore essential [18].
Furthermore, for Wang et al., the prosthetic emergency profile is important to manage soft tissue
around a dental implant; particularly, the proper contour and maintenance of the right amount of
tissue is considered crucial [2].

In any case, the aesthetic outcome of an implant-supported restoration seems to be strictly related
to buccal hard- and soft-tissue height [19–21]. Clinical and histological studies on natural teeth have
correlated height with thickness of soft tissues [20,21]. With dental implants, Bengazi et al. suggested
that the height of the mucosa is related to the bone level and soft tissue thickness [22]. In 1996,
Wennstrom et al. pointed out the relation between the height and the width of the free gingiva around
natural teeth, measuring a ratio of 1.5:1, respectively [23].

Following Wennstrom’s findings, Nozawa et al. analysed the volume of soft tissue around internal
hexagon implants with a flat-to-flat connection (Frialit-2® Dentsply, York, PA, USA) in 2006 [24].
They investigated 14 patients with single implant-supported restorations after an average period of 3
years and 5 months. The ratio between the height and width of implant found by Nozawa et al. was,
respectively, 1:1.5. It was supposed that the changes of the height were regulated by the width [24];
this ratio, moreover, represents the volumetric tendency to maturation of the peri-implant soft tissue.
Especially the horizontal thickness at the connection level seems to be a strong influencing parameter,
capable to prevent recession during tissue maturation and remodelling [24].
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The effect of platform switching, found by Lazzara et al. in 2006 [25], is nowadays well known in
the literature [25]. Implants incorporating platform switching provide a greater quantity of connective
tissue over the shoulder, which prevents bone resorption after healing of screw positioning [25].

The purpose of this study was to verify the findings of Nozawa et al. in a larger implant sample,
and to understand if they are valid one year after the provisional restoration. Hence, the present
research aimed to find correlations between the height and thickness of the buccal periimplant tissue,
when using tapered implants with a 5-mm-deep conical connection (10◦) and integrated platform
switching. In particular, the hypothesis to be verified was whether the ratio between the height
and the thickness of the tissues was stable in all the analyzed models, as demonstrated by Nozawa.
Furthermore, we wanted to verify whether the dimensional relationship between the tissues was the
same as Nozawa, or was represented differently, since the implant system used here was different.

2. Methods

2.1. Patient Selection

All patients treated with single implants (Anyridge®, MegaGen, Gyeongbuk, South Korea) and
restored with single crowns, in a three-month period between May and July 2015, were considered
for inclusion in the present study. These implants featured a knife-edge thread design [26] and
a nanostructured, calcium-incorporated surface [27,28] with a 5-mm-deep conical connection (10◦)
combined with an internal hexagon and integrated platform switching. Further inclusion criteria were
age between 18 and 80 years, good systemic health, good oral hygiene (achieved through professional
oral hygiene sessions, twice per year, and daily domestic care), and consent to participate in this data
collection study, attending all periodic examinations. Conversely, exclusion criteria were pregnancy,
lactation, heavy smoking habit (more than 20 cigarettes/day), severe medical conditions that could affect
periodontal health, use of drugs correlated to periodontal hypertrophy, as well as insufficient bone
volume that required major/minor hard tissue augmentation procedures before implant placement.
The study was conducted in accordance with the principles outlined in the Declaration of Helsinki on
clinical research involving human subjects, 1975 (revised in 2008), and it has been approved by the
ethics committee of Insubria University with number #826-0034086 “Studies on the survival and the
surgical-prosthetic success of dental implants: Influence of the implant–abutment connection”.

2.2. Surgical and Prosthetic Procedures

All implants were placed slightly subcrestally, as recommended by the implant
manufacturer [28,29]. A provisional screw-retained prosthetic restoration was placed after 4 months
from surgery and left for 12 months, waiting for tissue maturation. After 12 months, provisional
restorations were removed and a silicone precision impression (Aquasil®, Dentsply Sirona, York, PN,
USA) was taken with an individualised transfer technique. The emergence profile of the provisional
restoration was reproduced in the final metal-ceramic restoration through the individualised transfer
technique (Figure 1).



Dent. J. 2019, 7, 40 4 of 10

Dent. J. 2019, 7, x FOR PEER REVIEW 4 of 11 

 

 
Figure 1. The individual transfer technique consists of replicating the same emergence profile of the 
provisional crown on the transfer, so as not to induce any further tissue adaptation to the prosthetic 
margins. The provisional is connected to an analogue (A), a silicon impression (Aquasil®, Dentsply 
Sirona, York, PN, USA) of the assembly is performed (B) and, after disconnecting the provisional, a 
transfer is set in place connected to the analogue sitting in the silicone (C). In the gap between the 
silicon and the transfer some flowable composite is light-cured (D). The transfer reproduces the same 
emergence as the provisional (E). 

Stone casts were poured for measurements. All measurements required were collected with a 
calibre on the dental stone cast of the final crown (resolution 10−2 mm), by the same calibrated 
experienced operator. Patients with damaged or missing stone casts, on which it was impossible to 
collect measurements, were excluded. Following Nozawa’s measurements [24], two values were 
collected for each implant in the buccal area.  

The height of the peri-implant mucosa (mucosal height, MH) was calculated from the vestibular 
shoulder of the implant to the upper gingival margin of the supra-implant tissue in buccal position. 
This measurement (MH) corresponds to the depth of the implant referred to the most coronal point 
of the buccal mucosa measured according to the main implant axis. This measure is acquired with 
the posterior part of the caliber dedicated to the depth measurement. The inner tip is slided inward 
until it reaches the analogue shoulder and the rest of the calibre is stranded in contact with the coronal 
gingival margin at the most buccal and apical level.  

The width of the peri-implant mucosa (mucosal thickness, MT) was calculated from the 
vestibular shoulder of the analogue to the external mucosa point perpendicular to the implant major 
axis. In order to acquire this value, one of the tips of the calibre was placed in contact with the 
analogue shoulder and it was closed until the other tip could get in contact with the facial mucosa 
(Figure 2). 

Figure 1. The individual transfer technique consists of replicating the same emergence profile of the
provisional crown on the transfer, so as not to induce any further tissue adaptation to the prosthetic
margins. The provisional is connected to an analogue (A), a silicon impression (Aquasil®, Dentsply
Sirona, York, PN, USA) of the assembly is performed (B) and, after disconnecting the provisional,
a transfer is set in place connected to the analogue sitting in the silicone (C). In the gap between the
silicon and the transfer some flowable composite is light-cured (D). The transfer reproduces the same
emergence as the provisional (E).

Stone casts were poured for measurements. All measurements required were collected with
a calibre on the dental stone cast of the final crown (resolution 10−2 mm), by the same calibrated
experienced operator. Patients with damaged or missing stone casts, on which it was impossible
to collect measurements, were excluded. Following Nozawa’s measurements [24], two values were
collected for each implant in the buccal area.

The height of the peri-implant mucosa (mucosal height, MH) was calculated from the vestibular
shoulder of the implant to the upper gingival margin of the supra-implant tissue in buccal position.
This measurement (MH) corresponds to the depth of the implant referred to the most coronal point
of the buccal mucosa measured according to the main implant axis. This measure is acquired with
the posterior part of the caliber dedicated to the depth measurement. The inner tip is slided inward
until it reaches the analogue shoulder and the rest of the calibre is stranded in contact with the coronal
gingival margin at the most buccal and apical level.

The width of the peri-implant mucosa (mucosal thickness, MT) was calculated from the vestibular
shoulder of the analogue to the external mucosa point perpendicular to the implant major axis. In order
to acquire this value, one of the tips of the calibre was placed in contact with the analogue shoulder
and it was closed until the other tip could get in contact with the facial mucosa (Figure 2).

Statistical analysis was performed with SPSS® (SPSS Inc, Chicago, IL, USA). Mean and SD of
peri-implant mucosal height and width (MH, MT), as well as their ratio, were calculated. Correlation
between MH and MT was assessed by Pearson’s correlation coefficient with significance level set at
0.05 and a confidence interval (CI) set at 95%.
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Figure 2. The height of the peri-implant mucosa (MH), calculated from the vestibular shoulder of the 
implant analogue to the upper gingival margin of the supra-implant tissue according to the implant 
major axis. The width of tissue (MT) at the connection level is calculated from the vestibular shoulder 
of the analogue to the external mucosa point perpendicular to the implant major axis. The 
measurements are taken over the buccal zenith parabola. 

Statistical analysis was performed with SPSS® (SPSS Inc, Chicago, IL, USA). Mean and SD of 
peri-implant mucosal height and width (MH, MT), as well as their ratio, were calculated. Correlation 
between MH and MT was assessed by Pearson’s correlation coefficient with significance level set at 
0.05 and a confidence interval (CI) set at 95%.  

3. Results 

In total, 24 patients were considered for inclusion in this study. These patients had been treated 
with 36 single Anyridge® implants, but only 32 of these were eligible for the evaluation; four implants, 
in fact, were excluded due to lack of precision or bubbles in the measurement area on dental stone 
cast. As a consequence, 20 patients (5 males and 15 females, mean age at implant placement 57 years 
(±, range 37–76 years) were included in this study. These patients were installed with 32 implants (14 
maxilla, 18 mandible). The implant positions were as follows: one incisor, one cuspid, 11 premolars 
and 19 molars (Table 1). The average value of the MH was 3.44 mm (SD 1.28), while the MT mean 
value was 3.29 (SD 1.46). The obtained average of the ratio between MH and MT of the supra-implant 
mucosa was 1:1.19 with an SD of 0.55. The relation between MH and MT was statistically significant 
at p ≤ 0.01 (Pearson two-tailed 95% CI).  

In the present analysis, multiple diameters of implants and positions are considered and 
evaluated. The collection of these measures and positions depends from the need of the patients that 
casually presented in the office during the present perspective evaluation. The system in use presents 
a common prosthetic platform and the diameter occupied by the prosthetic structures in the area 
adjacent to the connection is common to any different implant diameter and rehabilitations. This 

Figure 2. The height of the peri-implant mucosa (MH), calculated from the vestibular shoulder of the
implant analogue to the upper gingival margin of the supra-implant tissue according to the implant
major axis. The width of tissue (MT) at the connection level is calculated from the vestibular shoulder of
the analogue to the external mucosa point perpendicular to the implant major axis. The measurements
are taken over the buccal zenith parabola.

3. Results

In total, 24 patients were considered for inclusion in this study. These patients had been treated
with 36 single Anyridge® implants, but only 32 of these were eligible for the evaluation; four implants,
in fact, were excluded due to lack of precision or bubbles in the measurement area on dental stone
cast. As a consequence, 20 patients (5 males and 15 females, mean age at implant placement 57 years
(±, range 37–76 years) were included in this study. These patients were installed with 32 implants
(14 maxilla, 18 mandible). The implant positions were as follows: one incisor, one cuspid, 11 premolars
and 19 molars (Table 1). The average value of the MH was 3.44 mm (SD 1.28), while the MT mean
value was 3.29 (SD 1.46). The obtained average of the ratio between MH and MT of the supra-implant
mucosa was 1:1.19 with an SD of 0.55. The relation between MH and MT was statistically significant at
p ≤ 0.01 (Pearson two-tailed 95% CI).
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Table 1. Individual measurements of mucosal height (MH), mucosal width (MT) and their ratio
(MH/MT).

Patient
Number

Implant
Number

Implant
Position

Implant
Diameter

Mucosal Height
(MH)

Mucosal
Width (MT)

Height/Width
Ratio (MH/MT)

1 1 36 4 mm 4.5 mm 5.0 mm 0.90
2 2 16 6 mm 4 mm 3.0 mm 1.33
2 3 35 7 mm 5 mm 5.0 mm 1.00
2 4 36 8 mm 5 mm 4.0 mm 1.25
2 5 46 9 mm 4 mm 4.0 mm 1.00
3 6 14 4.5 mm 3 mm 2.0 mm 1.50
4 7 47 4.5 mm 3 mm 3.0 mm 1.00
5 8 26 3.5 mm 3 mm 2.0 mm 1.50
5 9 45 3.5 mm 3 mm 1.0 mm 3.00
5 10 16 4.5 mm 2 mm 1.0 mm 2.00
6 11 36 4 mm 4 mm 5.0 mm 0.80
7 12 47 6 mm 3 mm 4.0 mm 0.75
8 13 13 4 mm 3 mm 1.5 mm 2.00
8 14 11 4.5 mm 3 mm 1.5 mm 2.00
9 15 47 4.5 mm 3 mm 4.0 mm 0.75
10 16 27 6 mm 3 mm 5.0 mm 0.60
10 17 24 4 mm 3 mm 4.0 mm 0.75
10 18 25 4 mm 3 mm 5.0 mm 0.60
11 19 47 4 mm 3.8 mm 3.0 mm 1.26
11 20 35 4 mm 7 mm 6.0 mm 1.16
11 21 37 6 mm 7 mm 6.0 mm 1.16
12 22 45 4 mm 3.5 mm 3.0 mm 1.16
12 23 46 4 mm 3.5 mm 3.5 mm 1.00
13 24 27 4.5 mm 3 mm 2.0 mm 1.50
14 25 35 4 mm 3 mm 1.5 mm 2.00
15 26 25 3.75 mm 3 mm 4.0 mm 0.75
16 27 47 5.5 mm 1 mm 2.0 mm 0.50
17 28 24 4.5 mm 3 mm 2.0 mm 1.50
18 29 37 5.5 mm 1 mm 2.5 mm 0.40
19 30 37 8.5 mm 2.5 mm 3.0 mm 0.83
20 31 14 3.5 mm 4.5 mm 5.0 mm 0.90
20 32 26 5 mm 3 mm 2.0 mm 1.50

In the present analysis, multiple diameters of implants and positions are considered and evaluated.
The collection of these measures and positions depends from the need of the patients that casually
presented in the office during the present perspective evaluation. The system in use presents a common
prosthetic platform and the diameter occupied by the prosthetic structures in the area adjacent to the
connection is common to any different implant diameter and rehabilitations. This could be one of
the reasons why no correlation was found between the MH/MT ratio and: the implant diameter with
p = 0.14 (Pearson two tailed, 95% C.I.) and again between the MH/MT ratio and the implant position
with p = 0.2 (Pearson two tailed, 95% C.I.) as well as the individual MH and MT values are respectively
not significantly correlated with diameter at p = 0.57 and p = 0.3 (Pearson two tailed, 95% C.I.) and
position at p = 0.78 and 0.25 (Pearson two tailed, 95% C.I.)

4. Discussion

Today, aesthetics is one of the factors that distinguish the success of implant-prosthetic
rehabilitation, especially in the case of a single implant. For this reason, the literature has focused in
recent years on the research of the parameters determining aesthetic success; among these we must
remember the correct 3D implant positioning [3,6,9,11,16] and the quantity and quality of peri-implant
hard and soft tissues [11–14,17,19], and their stability in time. Last but not least, of fundamental
importance is the emergence profile of the implant-prosthetic restoration [2], which is decisive. In this
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context, it is essential to have an adequate height of peri-implant soft tissues, which can be conditioned
already during the provisional period, in order to obtain an ideal aesthetic [19–22]. If it is certainly true
that the height of soft tissues is key [20,22]; to date, however, only few studies have addressed this
topic and analyzed the relationship between height and thickness of peri-implant tissues [22–24].

Nozawa et al. measured the relationship between height and thickness of the peri-implant tissues,
finding a ratio of 1:1.5 [24]; this ratio was exactly the opposite of that measured by Wennström on
natural teeth [23].

In our present study, the average value of the MH was 3.44 mm (SD 1.28), while the MT mean
value was 3.29 (SD 1.46); therefore, the ratio between mucosal height and thickness was found to be
1:1.19.

Nozawa’s measurements were taken on 14 implants after final prosthetic load with an average
period of 3 year and 5 months [24]. Compared to Nozawa’s work, in our present study a larger
number of implants (33 fixtures) has been investigated. In addition, our measurements were made
after one year from provisional prosthetic loading, when the tissue maturation process had already
taken place [30–32].

All these intrinsic differences from Nozawa’s original examination may have affected our results,
giving a different ratio in our study; anyway, the relationship between the height and the width is still
present in our study, and statistically strong.

However, a further, important difference between our present study and the previous investigation
of Nozawa et al. [24] could be represented by the implants used, with particular emphasis for the
implant–abutment connection. All the implants analyzed by Nozawa et al. had an internal hexagon
with a flat-to-flat connection (Frialit-2® Dentsply, York, PA, USA), while all our samples presented
a 5-mm-deep conical connection (10◦) combined with an internal hexagon (Anyridge®, MegaGen,
Gyeongbuk, South Korea), with an integrated platform switching [21,22]. The conical connection and
the platform switching of the Anyridge® implants seem to guarantee an excellent quality and quantity
of soft tissues, as confirmed by the tissue height and thickness reported here; these tissues appear to be
stable along time.

In a recent systematic review, results indicated a reduced occurrence of peri-implantitis and
bone loss at the abutment/implant level associated with implants with reduced-diameter platform
switching abutment [33]. Extrapolation of data from previous studies indicates that implants with
platform switching have shown less inflammation and possible bone loss with the peri-implant
soft tissues [33–36]. Platform switching allows a better protection in terms of vascularization and
architecture of the soft tissue around the implant [37]. Moreover, a deep conical connection guarantees
higher mechanical stability [38,39] and better seal against microbial penetration, compared to flat-to-flat
implant–abutment interfaces [39–42]. The formation of microgap is minimized in conical connections,
providing a reduction of bacterial penetration [38,39]. At this level a better seal is associated with a
stabilization of hard and soft peri-implant tissues [38].

Hence, the use of an implant system with a conical connection and integrated platform switching,
as in the present study, may be advantageous from an aesthetic point of view: since the ratio between
height and thickness is more favourable than that of Nozawa et al. [24], there is no need for an excessive
tissue thickness to get an adequate height. In other words, since the ratio between height and thickness
in our present study is more favourable than that reported by Nozawa et al., [24] adequate tissue
height (and therefore better aesthetics) maybe achieved starting from a lower tissue thickness.

This is not a trivial matter, because the final aesthetic outcome of a restoration is strictly related to
peri-implant tissue height [39–43]. Clinicians should therefore use an implant system and surgical
protocols that allow them to obtain a significant sagittal thickness of the peri-implant tissue. This can
be the right way to achieve a vertical height that can be conditioned by the prosthetic restoration,
in order to achieve excellent and stable aesthetic outcomes.

The present study has limits, such as the limited number of implants examined, the heterogeneous
implant distribution by position and diameter, the fact that only one implant system has been evaluated,
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the use of an analog method for the evaluation, no radiographic monitor of the implant relations to
bone and the limited follow-up time; further studies on a larger sample of patients, using modern
digital technologies such as intraoral scanners [44,45] and investigating the variations occurring at
tissue level, should be performed, to better elucidate this issue. Moreover the study of the MH/MT
ratio could have potentialities referring to the horizontal/vertical dimensions of the biologic width
correlated to the implant design. In oder to verify this biological findings a comparative analysis with
larger number of implants should be considered for further findings.

5. Conclusions

In the present study, the average value of the MH was 3.44 mm (SD 1.28) while the MT mean value
was 3.29 (SD 1.46); therefore, the ratio between mucosal height and thickness was found to be 1:1.19.
Our observations, supported by the existing literature, confirmed that there is a constant relationship
between width and height of the peri-implant mucosa. However, our results are different from those
of Nozawa et al., who found a ratio of 1:1.5 between height and thickness of the peri-implant tissues.
The intrinsic differences between our study and that of Nozawa et al. (i.e., the larger sample of implants
investigated, the longer follow-up time, and the different implant system used) may have produced
such a different ratio. However, one of the reasons for this result could be the different implant system
used in our study. In our study, in fact, we have used implants with conical connection and integrated
platform switching. Clinicians should use an implant system and surgical protocols that allow them to
obtain a significant sagittal thickness of the peri-implant tissue. This can be the proper way to achieve
a vertical height that can be conditioned by the prosthetic restoration, in order to achieve excellent and
stable aesthetic outcomes.

Author Contributions: Conceptualization, D.F. and M.M.; Methodology, D.F., M.M.; Software, M.F.; Validation,
D.F., M.F., M.C.; Formal Analysis, D.F., M.M.; Investigation, G.G., M.C.; Resources, M.F.; Data Curation, D.F.,
P.P., A.O.; Writing—Original Draft Preparation, P.P., F.M.; Writing—Review & Editing, F.M.; Visualization, D.F.;
Supervision, D.F., M.F.; Project Administration, D.F.; Funding Acquisition, D.F.

Funding: This research received no external funding. This study was self-funded.

Acknowledgments: The authors are grateful to Mario Zangarini, dental technician, for the technical support in
the preparation of the present study.

Conflicts of Interest: The authors declare no conflicts of interest related to the preparation of the present study.

References

1. Mangano, F.G.; Mastrangelo, P.; Luongo, F.; Blay, A.; Tunchel, S.; Mangano, C. Aesthetic outcome of
immediately restored single implants placed in extraction sockets and healed sites of the anterior maxilla:
A retrospective study on 103 patients with 3 years of follow-up. Clin. Oral Implants Res. 2017, 28, 272–282.
[CrossRef] [PubMed]

2. Steigmann, M.; Monje, A.; Chan, H.L.; Wang, H.L. Emergence profile design based on implant position in
the esthetic zone. Int. J. Periodontics Restor. Dent. 2014, 34, 559–563. [CrossRef] [PubMed]

3. Levine, R.A.; Ganeles, J.; Gonzaga, L.; Kan, J.K.; Randel, H.; Evans, C.D.; Chen, S.T. 10 Keys for Successful
Esthetic-Zone Single Immediate Implants. Compend. Contin. Educ. Dent. 2017, 38, 248–260. [PubMed]

4. Abuhussein, H.; Pagni, G.; Rebaudi, A.; Wang, H.L. The effect of thread pattern upon implant osseointegration.
Clin. Oral Implants Res. 2010, 21, 129–136. [CrossRef]

5. Albrektsson, T.; Zarb, G.; Worthington, P.; Eriksson, A.R. The long-term efficacy of currently used dental
implants: A review and proposed criteria of success. Int. J. Oral Maxillofac. Implants 1986, 1, 11–25. [PubMed]

6. Annibali, S.; Bignozzi, I.; La Monaca, G.; Cristalli, M.P. Usefulness of the aesthetic result as a success criterion
for implant therapy: A review. Clin. Implant Dent. Relat Res. 2012, 14, 3–40. [CrossRef] [PubMed]

7. Fürhauser, R.; Florescu, D.; Benesch, T.; Haas, R.; Mailath, G.; Watzek, G. Evaluation of soft tissue around
single-tooth implant crowns: The pink esthetic score. Clin. Oral Implants Res. 2005, 16, 639–644. [CrossRef]

http://dx.doi.org/10.1111/clr.12795
http://www.ncbi.nlm.nih.gov/pubmed/26913807
http://dx.doi.org/10.11607/prd.2016
http://www.ncbi.nlm.nih.gov/pubmed/25006773
http://www.ncbi.nlm.nih.gov/pubmed/28368133
http://dx.doi.org/10.1111/j.1600-0501.2009.01800.x
http://www.ncbi.nlm.nih.gov/pubmed/3527955
http://dx.doi.org/10.1111/j.1708-8208.2009.00234.x
http://www.ncbi.nlm.nih.gov/pubmed/19673953
http://dx.doi.org/10.1111/j.1600-0501.2005.01193.x


Dent. J. 2019, 7, 40 9 of 10

8. Belser, U.C.; Grütter, L.; Vailati, F.; Bornstein, M.M.; Weber, H.P.; Buser, D. Outcome evaluation of early placed
maxillary anterior single-tooth implants using objective esthetic criteria: A cross-sectional, retrospective
study in 45 patients with a 2- to 4-year follow-up using pink and white esthetic scores. J. Periodontol. 2009,
80, 140–151. [CrossRef] [PubMed]

9. Hof, M.; Umar, N.; Budas, N.; Seemann, R.; Pommer, B.; Zechner, W. Evaluation of implant esthetics using
eight objective indices-Comparative analysis of reliability and validity. Clin. Oral Implants Res. 2018, 29,
697–706. [CrossRef]

10. Mangano, F.G.; Luongo, F.; Picciocchi, G.; Mortellaro, C.; Park, K.B.; Mangano, C. Soft Tissue Stability around
Single Implants Inserted to Replace Maxillary Lateral Incisors: A 3D Evaluation. Int. J. Dent. 2016, 2016,
9393219. [CrossRef]

11. Chappuis, V.; Araujo, M.G.; Buser, D. Clinical relevance of dimensional bone and soft tissue alterations
post-extraction in esthetic sites. Periodontol. 2000 2017, 73, 73–83. [CrossRef]

12. Araújo, M.G.; Lindhe, J. Dimensional ridge alterations following tooth extraction. An experimental study in
the dog. J. Clin. Periodontol. 2005, 32, 212–218. [CrossRef] [PubMed]

13. Araújo, M.G.; Sukekava, F.; Wennström, J.L.; Lindhe, J. Tissue modeling following implant placement in
fresh extraction sockets. Clin. Oral Implants Res. 2006, 17, 615–624. [CrossRef]

14. Covani, U.; Ricci, M.; Bozzolo, G.; Mangano, F.; Zini, A.; Barone, A. Analysis of the pattern of the alveolar
ridge remodelling following single tooth extraction. Clin. Oral Implants Res. 2011, 22, 820–825. [CrossRef]

15. Araújo, M.G.; Wennström, J.L.; Lindhe, J. Modeling of the buccal and lingual bone walls of fresh extraction
sites following implant installation. Clin. Oral Implants Res. 2006, 17, 606–614. [CrossRef] [PubMed]

16. Buser, D.; Martin, W.; Belser, U.C. Optimizing esthetics for implant restorations in the anterior maxilla:
Anatomic and surgical considerations. Int. J. Oral Maxillofac. Implants 2004, 19, 43–61.

17. Fu, J.H.; Lee, A.; Wang, H.L. Influence of tissue biotype on implant esthetics. Int. J. Oral Maxillofac. Implants
2011, 26, 499–508. [PubMed]

18. Rojo, R.; Prados-Frutos, J.C.; Manchón, Á.; Rodríguez-Molinero, J.; Sammartino, G.; Calvo Guirado, J.L.;
Gómez-de Diego, R. Soft Tissue Augmentation Techniques in Implants Placed and Provisionalized
Immediately: A Systematic Review. BioMed Res. Int. 2016, 2016, 7374129. [CrossRef] [PubMed]

19. Viña-Almunia, J.; Candel-Martí, M.E.; Cervera-Ballester, J.; García-Mira, B.; Calvo-Guirado, J.L.;
Peñarrocha-Oltra, D.; Peñarrocha-Diago, M. Buccal bone crest dynamics after immediate implant placement
and ridge preservation techniques: Review of morphometric studies in animals. Implant Dent. 2013, 22,
155–160. [CrossRef] [PubMed]

20. Andlin-Sobocki, A.; Bodin, L. Dimensional alterations of the gingiva related to changes of facial/lingual tooth
position in permanent anterior teeth of children. A 2-year longitudinal study. J. Clin. Periodontol. 1993, 20,
219–224. [CrossRef]

21. Wennström, J.L.; Lindhe, J.; Sinclair, F.; Thilander, B. Some periodontal tissue reactions to orthodontic tooth
movement in monkeys. J. Clin. Periodontol. 1987, 14, 660–668. [CrossRef]

22. Bengazi, F.; Wennström, J.L.; Lekholm, U. Recession of the soft tissue margin at oral implants: A 2-year
longitudinal prospective study. Clin. Oral Implants Res. 1996, 7, 303–310. [CrossRef] [PubMed]

23. Wennström, J.L. Mucogingival considerations in orthodontic treatment. Semin. Orthod. 1996, 2, 46–54.
[CrossRef]

24. Nozawa, T.; Enomoto, H.; Tsurumaki, S.; Ito, K. Biologic height-width ratio of the buccal supra-implant
mucosa. Eur. J. Esthet. Dent. 2006, 1, 208–214.

25. Lazzara, R.J.; Porter, S.S. Platform switching: A new concept in implant dentistry for controlling
postrestorative crestal bone levels. Int. J. Periodontics Restor. Dent. 2006, 26, 9–17.

26. Bechara, S.; Kubilius, R.; Veronesi, G.; Pires, J.T.; Shibli, J.A.; Mangano, F.G. Short (6-mm) dental implants
versus sinus floor elevation and placement of longer (≥10-mm) dental implants: A randomized controlled
trial with a 3-year follow-up. Clin. Oral Implants Res. 2017, 28, 1097–1107. [CrossRef]

27. Mangano, F.; Raspanti, M.; Maghaireh, H.; Mangano, C. Scanning Electron Microscope (SEM) Evaluation of
the Interface between a Nanostructured Calcium-Incorporated Dental Implant Surface and the Human Bone.
Materials 2017, 10, 1438. [CrossRef] [PubMed]

http://dx.doi.org/10.1902/jop.2009.080435
http://www.ncbi.nlm.nih.gov/pubmed/19228100
http://dx.doi.org/10.1111/clr.13261
http://dx.doi.org/10.1155/2016/9393219
http://dx.doi.org/10.1111/prd.12167
http://dx.doi.org/10.1111/j.1600-051X.2005.00642.x
http://www.ncbi.nlm.nih.gov/pubmed/15691354
http://dx.doi.org/10.1111/j.1600-0501.2006.01317.x
http://dx.doi.org/10.1111/j.1600-0501.2010.02060.x
http://dx.doi.org/10.1111/j.1600-0501.2006.01315.x
http://www.ncbi.nlm.nih.gov/pubmed/17092217
http://www.ncbi.nlm.nih.gov/pubmed/21691596
http://dx.doi.org/10.1155/2016/7374129
http://www.ncbi.nlm.nih.gov/pubmed/27517046
http://dx.doi.org/10.1097/ID.0b013e318287a947
http://www.ncbi.nlm.nih.gov/pubmed/23462592
http://dx.doi.org/10.1111/j.1600-051X.1993.tb00347.x
http://dx.doi.org/10.1111/j.1600-051X.1987.tb00954.x
http://dx.doi.org/10.1034/j.1600-0501.1996.070401.x
http://www.ncbi.nlm.nih.gov/pubmed/9151595
http://dx.doi.org/10.1016/S1073-8746(96)80039-9
http://dx.doi.org/10.1111/clr.12923
http://dx.doi.org/10.3390/ma10121438
http://www.ncbi.nlm.nih.gov/pubmed/29258208


Dent. J. 2019, 7, 40 10 of 10

28. Mangano, F.G.; Iezzi, G.; Shibli, J.A.; Pires, J.T.; Luongo, G.; Piattelli, A.; Mangano, C. Early bone formation
around immediately loaded implants with nanostructured calcium-incorporated and machined surface:
A randomized, controlled histologic and histomorphometric study in the human posterior maxilla. Clin. Oral
Investig. 2017, 21, 2603–2611. [CrossRef] [PubMed]

29. Han, C.H.; Mangano, F.; Mortellaro, C.; Park, K.B. Immediate Loading of Tapered Implants Placed in
Postextraction Sockets and Healed Sites. J. Craniofac. Surg. 2016, 27, 1220–1227. [CrossRef]

30. Elian, N.; Tabourian, G.; Jalbout, Z.N.; Classi, A.; Cho, S.C.; Froum, S.; Tarnow, D.P. Accurate transfer of peri-
implant soft tissue emergence profile from the interim crown to the final prosthesis using an emergence
profile cast. J. Esthet. Restor. Dent. 2007, 19, 306–314. [CrossRef] [PubMed]

31. Oates, T.W.; West, J.; Jones, J.; Kaiser, D.; Cochran, D.L. Long-term changes in soft tissue height on the facial
surface of dental implants. Implant Dent. 2002, 11, 272–279. [CrossRef] [PubMed]

32. Juodzbalys, G.; Wang, H.L. Soft and hard tissue assessment of immediate implant placement: A case series.
Clin. Oral Implants Res. 2007, 18, 237–243. [CrossRef] [PubMed]

33. Macedo, J.P.; Pereira, J.; Vahey, B.R.; Henriques, B.; Benfatti, C.A.; Magini, R.S.; López-López, J.; Souza, J.C.
Morse t aper dental implants and platform switching: The new paradigm in oral implantology. Eur. J. Dent.
2016, 10, 148–154. [PubMed]

34. Farronato, D.; Santoro, G.; Canullo, L.; Botticelli, D.; Maiorana, C.; Lang, N.P. Establishment of the epithelial
attachment and connective tissue adaptation to implants installed under the concept of “platform switching”:
A histologic study in minipigs. Clin. Oral Implants Res. 2012, 23, 90–94. [CrossRef] [PubMed]

35. Serrano-Sánchez, P.; Calvo-Guirado, J.L.; Manzanera-Pastor, E.; Lorrio-Castro, C.; Bretones-López, P.;
Pérez-Llanes, J.A. The influence of platform switching in dental implants. A literature review. Medicina Oral
Patología oral y Cirugía Bucal 2011, 16, e400–e405. [CrossRef]

36. Weng, D.; Nagata, M.J.H.; Bell, M.; Bosco, A.F.; de Melo, L.G.N.; Richter, E.J. Influence of microgap location
and configuration on the periimplant bone morphology in submerged implants. An experimental study in
dogs. Clin. Oral Implants Res. 2008, 19, 1141–1147. [CrossRef] [PubMed]

37. Degidi, M.; Iezzi, G.; Scarano, A.; Piattelli, A. Immediately loaded titanium implant with a tissue
stabilizing/mantaining design (‘beyond platform switch’) retrieved from man after 4 weeks: A histological and
histomorphometrical evaluation. A case report. Clin. Oral Implants Res. 2008, 19, 276–282. [CrossRef] [PubMed]

38. Schmitt, C.M.; Nogueira-Filho, G.; Tenenbaum, H.C.; Lai, J.Y.; Brito, C.; Döring, H.; Nonhoff, J. Performance
of conical abutment (Morse Taper) connection implants: A systematic review. J. Biomed. Mater. Res. A 2014,
102, 552–574. [CrossRef]

39. Zipprich, H.; Weigl, P.; Lange, B.; Lauer, H.C. Micromovements at the implant–abutment interface:
Measurement, causes, and consequences. Implantologie 2007, 15, 31–46.

40. Gehrke, S.A.; Delgado-Ruiz, R.A.; Prados Frutos, J.C.; Prados-Privado, M.; Dedavid, B.A.; Granero Marín, J.M.;
Calvo Guirado, J.L. Misfit of Three Different Implant-Abutment Connections Before and After Cyclic Load
Application: An In Vitro Study. Int. J. Oral Maxillofac. Implants 2017, 32, 822–829. [CrossRef]

41. Scarano, A.; Valbonetti, L.; Degidi, M.; Pecci, R.; Piattelli, A.; de Oliveira, P.S.; Perrotti, V. Implant-Abutment
Contact Surfaces and Microgap Measurements of Different Implant Connections Under 3-Dimensional X-Ray
Microtomography. Implant Dent. 2016, 25, 656–662. [CrossRef] [PubMed]

42. Liu, Y.; Wang, J. Influences of microgap and micromotion of implant-abutment interface on marginal bone
loss around implant neck. Arch. Oral Biol. 2017, 83, 153–160. [CrossRef] [PubMed]

43. Marković, A.; Calvo-Guirado, J.L.; Lazić, Z.; Gómez-Moreno, G.; Ćalasan, D.; Guardia, J.; Čolic, S.;
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