
ABSTRACT

Purpose: The aim of this study was to determine the relationship between buccal bone 
thickness and gingival thickness by means of a noninvasive and relatively accurate digital 
registration method.
Methods: In 20 periodontally healthy subjects, cone-beam computed tomographic images 
and intraoral scanned files were obtained. Measurements of buccal bone thickness and 
gingival thickness at the central incisors, lateral incisors, and canines were performed at 
points 0–5 mm from the alveolar crest on the superimposed images. The Friedman test was 
used to compare buccal bone and gingival thickness for each depth between the 3 tooth 
types. Spearman's correlation coefficient was calculated to assess the correlation between 
buccal bone thickness and gingival thickness.
Results: Of the central incisors, 77% of all sites had a buccal thickness of 0.5–1.0 mm, and 
23% had a thickness of 1.0–1.5 mm. Of the lateral incisors, 71% of sites demonstrated a 
buccal bone thickness <1.0 mm, as did 63% of the canine sites. For gingival thickness, the 
proportion of sites <1.0 mm was 88%, 82%, and 91% for the central incisors, lateral incisors, 
and canines, respectively. Significant differences were observed in gingival thickness at the 
alveolar crest level (G0) between the central incisors and canines (P=0.032) and between 
the central incisors and lateral incisors (P=0.013). At 1 mm inferior to the alveolar crest, a 
difference was found between the central incisors and canines (P=0.025). The lateral incisors 
and canines showed a significant difference for buccal bone thickness 5 mm under the 
alveolar crest (P=0.025).
Conclusions: The gingiva and buccal bone of the anterior maxillary teeth were found to be 
relatively thin (<1 mm) overall. A tendency was found for gingival thickness to increase and 
bone thickness to decrease toward the root apex. Differences were found between teeth at 
some positions, although the correlation between buccal bone thickness and soft tissue 
thickness was generally not significant.
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INTRODUCTION

Previous studies have shown that the clinical appearance of periodontal tissue differs among 
individuals [1]. Such variations in morphology have been referred to as the gingival biotype [2], 
and periodontal biotypes have been suggested to influence the results of restorative treatments 
[3]. Specifically, the thick gingival biotype has been reported as a prognostic factor for 
aesthetically successful outcomes of periodontal treatment [4,5]. However, patients with a thin 
gingiva are at higher risk for gingival recession after the placement of immediate implants [3] 
and less root coverage after periodontal surgery [6]. Gingival thickness and underlying alveolar 
bone thickness in the aesthetic zone seem to play a decisive role in treatment outcomes. Some 
studies have reported a moderate correlation between soft tissue thickness and the thickness 
of the underlying hard tissue [7,8]. However, due to the lack of standardized techniques for 
measuring hard and soft tissue thickness at identical positions, relatively few studies addressing 
this issue have been conducted. The most commonly used methods to measure alveolar bone 
thickness are calipers [9] and cone-beam computed tomography (CBCT) scans [10,11]. In studies 
using CBCT scans, clear distinctions have been reported among subjects and tooth types.

Several methods have been proposed for assessing soft tissue thickness. The simplest method 
is based on the visibility of the periodontal probe outline through the soft tissue while probing 
the buccal gingival sulcus [12]. If the outline of the probe can be detected visually, the biotype is 
classified as thin; if not, it is classified as thick. However, conflicting results have been reported 
regarding the accuracy of this method [8,13,14]. Another transgingival probing method utilizes 
endodontic needles and has been suggested as a way to measure soft tissue thickness directly 
[15,16]. However, this method is invasive and requires the obtained values to be rounded. 
Alternatively, ultrasonic devices have been proposed to measure gingival thickness [17]. 
Although such ultrasonic methods are noninvasive and exhibit good reliability, their ability to 
accurately determine the thickness of a specific site is limited. Recently, digital scanning and 
assessment methods have been applied to measure the volume of periodontal tissues. This 
approach has been successfully used to assess volumetric changes in soft and hard tissues in 
clinical studies [18]. Indeed, studies have demonstrated the precision and reliability of this 
noninvasive method [19], although the possibility of introducing errors with the impression-
model fabrication procedure has also been described. Several reports have measured soft tissue 
dimensions and hard tissue thickness using CBCT images [7,20]; however, more accurate 
outlines could be obtained through digital scanning files, with substantially higher resolution.

The limitations associated with the above methods of studying the relationship between soft 
and hard tissue thickness, such as their invasive nature and their limited accuracy, warrant 
further studies in this area, in addition to the development of superior methodologies. Based 
on the direct intraoral scanning and superimposing method, we can limit the incidence 
of errors that occur during the impression procedure. Thus, the aim of this study was to 
measure buccal bone thickness and gingival thickness using a noninvasive and relatively 
accurate digital registration method.

MATERIALS AND METHODS

Patient selection
Among patients who visited the Department of Periodontology, Seoul National University 
Gwanak Dental Hospital for annual scaling between October 2015 and June 2016, 21 patients 
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20–65 years of age in whom all maxillary front teeth (#11, 12, 13, 21, 22, and 23) showed no 
signs of marginal or periapical bone loss were included. The following exclusion criteria 
were applied: 1) pregnant women; 2) patients with fixed partial dentures or orthodontic 
appliances; 3) patients with systemic disease or who were taking medication that may have 
affected soft tissue thickness, such as calcium channel blockers or immunosuppressive 
drugs; and 4) patients with signs of either periodontal disease, defined as a periodontal 
probing depth >3 mm, or gingival recession.

After excluding 1 subject due to deficiencies in the quality of their radiographic images, a 
total of 20 participants (10 male and 10 female) were included in this study. Each participant 
provided written informed consent after being presented with a thorough explanation of the 
nature, risks, and benefits of this clinical investigation. The study protocol was approved 
by the Ethics Committee of Seoul National University, and the investigation was carried out 
in the Department of Periodontology, Seoul National University Gwanak Dental Hospital 
(EC/S-D20150029).

Stereolithography (STL) image acquisition and data matching
All subjects received scaling followed by the attachment of 3 radiopaque cylindrical fiducial 
markers on both maxillary second premolars and 1 incisor. After obtaining a CBCT scan 
(CS9300, Carestream, Rochester, NY, USA) of the maxilla, the maxillary arch of each 
participant was optically scanned with a 3-dimensional intraoral scanner (Trios, 3Shape, 
Copenhagen, Denmark). The 3 fiducial markers were used as a reference to match the 
scanned STL files with the CBCT images. Image reconstruction for visual analysis was 
performed using the Platon software (Ezplant, Seoul, Korea) to automatically superimpose 
the images using a series of mathematical algorithms.

Image analysis and measurements
First, 1 of the 2 corresponding teeth in the first and second quadrants was randomly selected 
from the superimposed images. A longitudinal slice that divided the crown mesiodistally into 
2 equal parts was then selected. A line coinciding with the axis of the tooth was then drawn in 
the transversal images of the sections.

Measurements of buccal bone thickness and gingival thickness were performed to the nearest 
0.01 mm, 1–5 mm from the alveolar crest (A) at the mid-buccal aspect of each single rooted 
tooth and (B) perpendicular to the axis of the tooth. The gingival thickness at the alveolar 
crest line (G0) was also determined (Figure 1). All sites were measured by the same clinician. 
To assess intra-examiner reliability, duplicate registration was performed.

Statistical analysis
Data were analyzed using the R statistical software package (Version 3.3.1, R Foundation 
for Statistical Computing, Vienna, Austria), and the level of significance was set at 0.05. 
The Friedman test was used to compare buccal bone and gingival thicknesses for each 
depth between the 3 tooth types (central incisors, lateral incisors, and canines). If a 
significant difference was observed, tooth types were compared in a 2-by-2 manner using 
the Nemenyi post-hoc test. The Spearman correlation coefficient was calculated to assess 
the correlation between buccal bone thickness and gingival thickness at each depth 
according to the tooth type.
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RESULTS

Mean thickness of hard and soft tissues at each level
Buccal bone and gingival thicknesses were measured 1–5 mm from the alveolar crest. Based 
on the mean values at each level, a tendency emerged for gingival thickness to increase and 
for bone thickness to decrease toward the root apex (Table 1, Figure 2). The mean buccal bone 
thickness at the central incisors, lateral incisors, and canines was 0.86, 0.83, and 0.90 mm, 
respectively. The mean gingival thickness at the central incisors, lateral incisors, and canines 
was 0.92, 0.83, and 0.81 mm, respectively.
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Table 1. Mean thickness of hard and soft tissues at each level
Mean thickness (mm) Central incisor Lateral incisor Canine
Gingival thickness

G0 1.58±0.32a) 1.30±0.24a) 1.32±0.26a)

G1 0.76±0.16a) 0.61±0.19 0.64±0.15a)

G2 0.72±0.12 0.63±0.19 0.69±0.27
G3 0.75±0.16 0.70±0.21 0.68±0.20
G4 0.81±0.21 0.80±0.27 0.73±0.24
G5 0.91±0.26 0.94±0.29 0.84±0.22

Alveolar bone plate thickness
A1 0.89±0.19 0.90±0.21 0.93±0.24
A2 0.93±0.20 0.96±0.31 0.98±0.28
A3 0.89±0.19 0.87±0.33 0.94±0.28
A4 0.83±0.18 0.77±0.33 0.87±0.26
A5 0.78±0.18 0.66±0.31a) 0.81±0.25a)

Values are presented as mean±standard deviation.
G0, gingival thickness at the alveolar crest line; G1–5, gingival thickness 1–5 mm inferior to the alveolar crest; A1–5, alveolar bone thickness 1–5 mm inferior to the 
alveolar crest.
a)Statistically significant difference (P<0.05).

A

B

Figure 1. Para-axial slice at the mid-buccal aspect of lateral incisor. Outline of gingiva which is obtained from 
scanned file is marked as yellow line. Thickness measurements at 1–5 mm from the alveolar crest (A); and 
perpendicular to the root axis (B), bar=1 mm.
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Frequency distribution of buccal bone and gingival thickness
A frequency distribution according to tooth type and point of measurement is shown in 
Figure 3. For the central incisors, 77 sites had a buccal thickness of 0.5–1.0 mm, and 23 sites 
had a thickness of 1.0–1.5 mm. No sites had a thickness greater than 1.5 mm or less than 
0.5 mm. At the lateral incisors, 61 sites were 0.5–1.0 mm thick, and 25 sites were 1.0–1.5 
mm thick. A total of 10 sites had a thickness less than 0.5 mm, while only 4 sites exhibited a 
thickness of 1.5 mm or more. For the canines, 63 sites were less than 1.0 mm thick, 37 sites 
were 1.0–1.5 mm thick, and no sites more than 1.5 mm thick were detected. For gingival 
thickness, the proportion of sites less than 1.0 mm thick was 88%, 82%, and 91% at the 
central incisors, lateral incisors, and canines, respectively.

Comparison of buccal bone and gingival thickness with respect to tooth type
According to the results of the Friedman test, a significant difference was found among 
tooth types for G0 (P=0.004), gingival thickness 1 mm inferior to the alveolar crest (G1) 
(P=0.025) and buccal bone thickness 5 mm inferior to the alveolar crest (A5) (P=0.025). 
The post-hoc tests indicated a significant difference in G0 between the central incisors and 
canines (P=0.032) and between the central incisors and lateral incisors (P=0.013). At the G1 
level, a difference was found between the central incisors and canines (P=0.025). Finally, for 
buccal bone thickness 5 mm under the alveolar crest, the lateral incisors and canines were 
significantly different (P=0.025) (Table 1, Figure 4).
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Figure 2. Mean thicknesses of hard and soft tissues in each level (1–5 mm under the alveolar crest level). Blue and green bars indicate gingival and buccal bone 
thicknesses, respectively. (A) Central incisors; (B) Lateral incisors; and (C) Canines.
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Relationship between buccal bone and gingival thickness
The results of the Spearman correlation tests are shown in Table 2. No correlation between 
buccal bone thickness and gingival thickness was found at any depth level according to 
tooth type.
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Figure 3. Frequency distribution of buccal bone and gingival thickness per point of measurement. (A) Frequency of buccal bone thickness at central incisors; (B) 
Frequency of buccal bone thickness at lateral incisors; (C) Frequency of buccal bone thickness at canines; (D) Frequency of gingival thickness at central incisors; 
(E) Frequency of gingival thickness at lateral incisors; and (F) Frequency of gingival thickness at canines.
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DISCUSSION

Accurate measurements of the soft and hard tissue dimensions are important because they 
affect the outcomes of periodontal treatment, particularly in aesthetically critical areas. 
Therefore, the maxillary anterior regions have frequently been analyzed, with the goal of 
developing reliable guidelines for the identification of critical cases with thin gingiva and/or 
alveolar bone [11,16,20]. This report describes a novel technique utilizing superimposed CBCT 
images and optically scanned files that consistently produced images that allowed soft and hard 
tissue dimensions to be measured at identical levels. We used a radiopaque marker attachment 
technique to improve the accuracy of image matching. Using this simple and noninvasive 
technique, it was possible to reconstruct precise para-axial images of teeth, including the 
buccal bone and gingival contour. Compared with other recent studies [17,18], this method was 
associated with a smaller possibility of errors resulting from impression procedures and the 
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Figure 4. Comparison between buccal bone and gingival thicknesses according to tooth types. There was a significant difference among tooth types for G0, G1, and A5. 
CI, central incisor; LI, lateral incisor; CA, canine; G0, gingival thickness at alveolar crest line; G1, gingival thickness at 1 mm inferior to the alveolar crest; A5, 
buccal bone thickness at 5 mm inferior to the alveolar crest. 
a)Statistically significant difference (P<0.05).

Table 2. Spearman correlation values between buccal bone thickness and soft tissue thickness at each level according to tooth type
Tooth type Level Spearman correlation coefficient (ρ) P value
Central incisor G1A1 0.03 0.890

G2A2 0.17 0.483
G3A3 0.21 0.363
G4A4 0.12 0.603
G5A5 0.06 0.793

Lateral incisor G1A1 0.02 0.927
G2A2 −0.27 0.257
G3A3 −0.16 0.494
G4A4 −0.12 0.617
G5A5 −0.22 0.341

Canine G1A1 −0.09 0.710
G2A2 −0.12 0.628
G3A3 −0.14 0.553
G4A4 0.08 0.747
G5A5 −0.16 0.500

G0, gingival thickness at the alveolar crest line; G1–5, gingival thickness 1–5 mm inferior to the alveolar crest; A1–5, alveolar bone thickness 1–5 mm inferior to the 
alveolar crest.
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use of bulky ultrasonic instruments. In addition, the method described here was also able to 
measure bone and gingival thicknesses at identical levels and at various depths.

According to our results, the buccal bone thickness at the central incisors, lateral incisors, 
and canines was 0.86, 0.83, and 0.90 mm, respectively. Overall, the percentage of sites 
with a thin buccal wall (<1 mm) was notably high: 77% at the central incisors, 71% at the 
lateral incisors, and 63% at the canines. Several studies have measured bone thickness using 
CBCT. Younes et al. [17] reported mean values of 1.07, 1.16, and 0.98 mm at the same sites, 
respectively. In other studies, the buccal bone of the maxillary frontal teeth was relatively 
thin [11]. One possible explanation for the relatively thin bone observed in our study is a 
race-related aspect of bony architecture [17]. Consistent with this possibility, a previous study 
performed in Korea reported that the buccal bone was extremely thin [10]. This discrepancy 
could also be the result of a difference in CBCT settings or software inaccuracies during the 
measurement of bone thickness. In the present study, no cases of thick buccal bone walls 
(≥2 mm) were identified, similar to the results reported by Younes et al. [17] and Nowzari et 
al. [21]. Since most tooth sites in the anterior maxilla have a thin facial bone wall, they may 
undergo marked dimensional diminution following tooth extraction.

The mean gingival thickness at the central incisors, lateral incisors, and canines was 0.92, 
0.83, and 0.81 mm, respectively, which are generally thinner than the values reported in the 
literature [16,22]. In those studies,  gingival thicknesses showed a decreasing tendency from 
central incisor to lateral incisor and canine as well as the results of this study. Interestingly, 
the results for mean thickness at each depth level exhibited a similar tendency for the central 
incisors, lateral incisors, and canines. Specifically, the mean values of gingival thickness 
increased and bone thickness decreased toward the root apex. The lack of accuracy in 
measurements of gingival thickness under the mucogingival junction due to mobility of the 
gingiva may have influenced this result.

We also examined the relationship between buccal bone thickness and soft tissue thickness. 
To predict the outcomes of periodontal treatments by detecting gingival thickness alone, it 
may be important to investigate the correlation between soft and hard tissue thickness. A 
perfect match of the hard and soft tissue registration area is necessary to perform such an 
analysis, which was achieved in this study using a digital superimposition method. However, 
this approach did not reveal a significant correlation between hard and soft tissue thickness 
at any depth level, in contrast to previous findings. Specifically, Stein et al. [8] performed a 
comparative study of 60 subjects and reported a positive correlation between buccal bone 
thickness and gingival thickness. However, the comparison in their study was not carried out 
at an identical level. Instead, gingival thickness was evaluated at the supracrestal level, while 
bone thickness was measured under the alveolar crest. In contrast, in an in vivo study of 90 
maxillary teeth, La Rocca et al. [16] observed no significant correlation between the results of 
CBCT scans and transgingival probing, although the comparison in their study was also not 
performed at an identical level. Considering these conflicting results, and despite the limited 
sample size of our study, we believe that our results suggest that gingival thickness is not 
associated with the thickness of the underlying bone.

Comparisons among tooth types have been made in several studies [11,17], due to the 
difference of tooth angulation and convexity of the root shape between the central incisors, 
lateral incisors, and canines. In contrast to the lack of correlation between hard and soft 
tissue thicknesses, we observed a significant difference in thickness among tooth types at 
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G0, G1, and A5. Specifically, proximity to the alveolar crest level (G0, G1) was associated with 
a significant difference in gingival thickness between the central incisors and canines. In 
contrast, buccal bone thickness was only different at A5, close to the root apex, between the 
lateral incisors and canines.

In conclusion, despite morphologic variations of the periodontium, the gingival and buccal 
bone thicknesses of anterior maxillary teeth were found to be relatively thin (<1 mm) overall. 
A tendency emerged for gingival thickness to increase and bone thickness to decrease toward 
the root apex. Finally, a difference was found between teeth at some positions, although 
the correlation between buccal bone thickness and soft tissue thickness was generally not 
significant.

REFERENCES

 1. Olsson M, Lindhe J. Periodontal characteristics in individuals with varying form of the upper central 
incisors. J Clin Periodontol 1991;18:78-82. 
PUBMED | CROSSREF

 2. Weisgold AS. Contours of the full crown restoration. Alpha Omegan 1977;70:77-89.
PUBMED

 3. Evans CD, Chen ST. Esthetic outcomes of immediate implant placements. Clin Oral Implants Res 
2008;19:73-80.
PUBMED

 4. Kois JC. Predictable single-tooth peri-implant esthetics: five diagnostic keys. Compend Contin Educ Dent 
2004;25:895-6, 898, 900 passim.

 5. Hwang D, Wang HL. Flap thickness as a predictor of root coverage: a systematic review. J Periodontol 
2006;77:1625-34. 
PUBMED | CROSSREF

 6. Baldi C, Pini-Prato G, Pagliaro U, Nieri M, Saletta D, Muzzi L, et al. Coronally advanced flap procedure 
for root coverage. Is flap thickness a relevant predictor to achieve root coverage? A 19-case series. J 
Periodontol 1999;70:1077-84. 
PUBMED | CROSSREF

 7. Fu JH, Yeh CY, Chan HL, Tatarakis N, Leong DJ, Wang HL. Tissue biotype and its relation to the 
underlying bone morphology. J Periodontol 2010;81:569-74. 
PUBMED | CROSSREF

 8. Stein JM, Lintel-Höping N, Hammächer C, Kasaj A, Tamm M, Hanisch O. The gingival biotype: 
measurement of soft and hard tissue dimensions - a radiographic morphometric study. J Clin Periodontol 
2013;40:1132-9. 
PUBMED | CROSSREF

 9. Botticelli D, Berglundh T, Lindhe J. Hard-tissue alterations following immediate implant placement in 
extraction sites. J Clin Periodontol 2004;31:820-8. 
PUBMED | CROSSREF

 10. Lee SL, Kim HJ, Son MK, Chung CH. Anthropometric analysis of maxillary anterior buccal bone of 
Korean adults using cone-beam CT. J Adv Prosthodont 2010;2:92-6. 
PUBMED | CROSSREF

 11. Januário AL, Duarte WR, Barriviera M, Mesti JC, Araújo MG, Lindhe J. Dimension of the facial bone wall in 
the anterior maxilla: a cone-beam computed tomography study. Clin Oral Implants Res 2011;22:1168-71. 
PUBMED | CROSSREF

 12. Kan JY, Rungcharassaeng K, Umezu K, Kois JC. Dimensions of peri-implant mucosa: an evaluation of 
maxillary anterior single implants in humans. J Periodontol 2003;74:557-62. 
PUBMED | CROSSREF

 13. De Rouck T, Eghbali R, Collys K, De Bruyn H, Cosyn J. The gingival biotype revisited: transparency of the 
periodontal probe through the gingival margin as a method to discriminate thin from thick gingiva. J Clin 
Periodontol 2009;36:428-33. 
PUBMED | CROSSREF

https://doi.org/10.5051/jpis.2016.46.6.372

Radiographic analysis of bone and gingival thickness

380https://jpis.org

http://www.ncbi.nlm.nih.gov/pubmed/2045523
https://doi.org/10.1111/j.1600-051X.1991.tb01124.x
http://www.ncbi.nlm.nih.gov/pubmed/276261
http://www.ncbi.nlm.nih.gov/pubmed/17956569
http://www.ncbi.nlm.nih.gov/pubmed/17032103
https://doi.org/10.1902/jop.2006.060107
http://www.ncbi.nlm.nih.gov/pubmed/10505811
https://doi.org/10.1902/jop.1999.70.9.1077
http://www.ncbi.nlm.nih.gov/pubmed/20367099
https://doi.org/10.1902/jop.2009.090591
http://www.ncbi.nlm.nih.gov/pubmed/24102580
https://doi.org/10.1111/jcpe.12169
http://www.ncbi.nlm.nih.gov/pubmed/15367183
https://doi.org/10.1111/j.1600-051X.2004.00565.x
http://www.ncbi.nlm.nih.gov/pubmed/21165276
https://doi.org/10.4047/jap.2010.2.3.92
http://www.ncbi.nlm.nih.gov/pubmed/21320168
https://doi.org/10.1111/j.1600-0501.2010.02086.x
http://www.ncbi.nlm.nih.gov/pubmed/12747463
https://doi.org/10.1902/jop.2003.74.4.557
http://www.ncbi.nlm.nih.gov/pubmed/19419444
https://doi.org/10.1111/j.1600-051X.2009.01398.x
https://jpis.org


 14. Kan JY, Morimoto T, Rungcharassaeng K, Roe P, Smith DH. Gingival biotype assessment in the esthetic 
zone: visual versus direct measurement. Int J Periodontics Restorative Dent 2010;30:237-43.
PUBMED

 15. Claffey N, Shanley D. Relationship of gingival thickness and bleeding to loss of probing attachment in 
shallow sites following nonsurgical periodontal therapy. J Clin Periodontol 1986;13:654-7. 
PUBMED | CROSSREF

 16. La Rocca AP, Alemany AS, Levi P Jr, Juan MV, Molina JN, Weisgold AS. Anterior maxillary and mandibular 
biotype: relationship between gingival thickness and width with respect to underlying bone thickness. 
Implant Dent 2012;21:507-15. 
PUBMED | CROSSREF

 17. Younes F, Eghbali A, Raes M, De Bruyckere T, Cosyn J, De Bruyn H. Relationship between buccal bone 
and gingival thickness revisited using non-invasive registration methods. Clin Oral Implants Res 
2016;27:523-8. 
PUBMED | CROSSREF

 18. Sanz Martin I, Benic GI, Hämmerle CH, Thoma DS. Prospective randomized controlled clinical study 
comparing two dental implant types: volumetric soft tissue changes at 1 year of loading. Clin Oral 
Implants Res 2016;27:406-11. 
PUBMED | CROSSREF

 19. Windisch SI, Jung RE, Sailer I, Studer SP, Ender A, Hämmerle CH. A new optical method to evaluate 
three-dimensional volume changes of alveolar contours: a methodological in vitro study. Clin Oral 
Implants Res 2007;18:545-51. 
PUBMED | CROSSREF

 20. Nikiforidou M, Tsalikis L, Angelopoulos C, Menexes G, Vouros I, Konstantinides A. Classification of 
periodontal biotypes with the use of CBCT. A cross-sectional study. Clin Oral Investig 2016;20:2061-71. 
PUBMED | CROSSREF

 21. Nowzari H, Molayem S, Chiu CH, Rich SK. Cone beam computed tomographic measurement of maxillary 
central incisors to determine prevalence of facial alveolar bone width ≥2 mm. Clin Implant Dent Relat Res 
2012;14:595-602. 
PUBMED | CROSSREF

 22. Müller HP, Schaller N, Eger T, Heinecke A. Thickness of masticatory mucosa. J Clin Periodontol 
2000;27:431-6. 
PUBMED | CROSSREF

https://doi.org/10.5051/jpis.2016.46.6.372

Radiographic analysis of bone and gingival thickness

381https://jpis.org

http://www.ncbi.nlm.nih.gov/pubmed/20386780
http://www.ncbi.nlm.nih.gov/pubmed/3531244
https://doi.org/10.1111/j.1600-051X.1986.tb00861.x
http://www.ncbi.nlm.nih.gov/pubmed/23147165
https://doi.org/10.1097/ID.0b013e318271d487
http://www.ncbi.nlm.nih.gov/pubmed/26010518
https://doi.org/10.1111/clr.12618
http://www.ncbi.nlm.nih.gov/pubmed/25720986
https://doi.org/10.1111/clr.12579
http://www.ncbi.nlm.nih.gov/pubmed/17590160
https://doi.org/10.1111/j.1600-0501.2007.01382.x
http://www.ncbi.nlm.nih.gov/pubmed/26689570
https://doi.org/10.1007/s00784-015-1694-y
http://www.ncbi.nlm.nih.gov/pubmed/20491811
https://doi.org/10.1111/j.1708-8208.2010.00287.x
http://www.ncbi.nlm.nih.gov/pubmed/10883873
https://doi.org/10.1034/j.1600-051x.2000.027006431.x
https://jpis.org

