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Abstract
The interdisciplinary treatment of excessive 
gingival display (i.e., a “gummy smile”) can be 
very challenging, particularly when the patient 
has high esthetic expectations. To achieve the 
optimal predictable clinical outcome, adequate 
diagnosis, treatment planning, staging, and 
execution of the periodontal and restorative 
procedures are essential. The purpose of this 
article is to introduce a new protocol that 
facilitates and reduces the number of clinical 
steps to treat a gummy smile, while ensuring 
maximum comfort for the patient throughout 
the treatment and maximum esthetics at its 
conclusion.

Key Words: gummy smile, excessive gingival 
display, crown lengthening, lip repositioning, 
veneers 

David Montalvo-Arias, DDS, MS
Giovanni Molina Rojas, DDS
Michael A. Apa, DDS

The "Gummy Smile"

A Novel Multidisciplinary Approach

CHALLENGE

Learning Objectives

After reading this article, the participant 
should be able to:

1. Understand the etiology of gummy 
smiles and their treatment limitations.

2. Evaluate the consequences of various 
methods of sequencing treatment for a 
patient with a gummy smile.

3. Implement a new protocol for 
achieving maximum esthetics and 
patient comfort when treating a 
gummy smile.
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Careful diagnosis and treatment 
planning, combined with a meticulous 
execution of the treatment steps, 
help to ensure a predictable outcome 
with results that are esthetically and 
functionally satisfactory.
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Introduction

Gummy Smile
An esthetically pleasing smile comprises many factors, 
including balanced upper and lower lip lines, healthy 
gingivae, correct anatomy, and well-proportioned 
teeth.1 The amount of gingival display also plays an 
important role in a smile’s attractiveness.2 Excessive 
gingival display, also known as “gummy smile,” af-
fects approximately 10% of the population between 
the ages of 20 and 30.3 It is more prevalent among 
women and decreases with age due to loss of muscle 
tone in both the upper and lower lip.4 

Causes and Treatments
Gummy smile can be caused by hypermobility of 
upper lip elevator muscles, altered passive eruption, 
accentuated vertical maxillary growth, maxillary den-
toalveolar extrusion, and/or a thin upper lip.5 It is 
extremely important to determine the etiology of the 
gummy smile before deciding on the treatment plan, 
to establish realistic treatment expectations for the pa-
tient.

Different treatment methods have been developed 
to decrease gingival display. Several authors have de-
scribed preventing the muscles responsible for gingi-
val display from contracting by injecting botulinum 
toxin, although this is considered as a temporary so-
lution.6-9 Another approach is to increase the crown 
length, which consequently decreases the gingival dis-
play.10-12 Removing a strip from the upper labial mu-
cosa (i.e., “lip repositioning”), which diminishes the 
upper lip mobility, has also been suggested as an al-
ternative treatment.13-15 Cases with multiple etiologies 
require more than one technique to achieve desirable 
outcomes. For example, some studies have reported 
using the lip repositioning method associated with 
gingivectomy to treat excessive gingival display.16,17

The traditional approach for cases that require 
restorations and crown lengthening is to perform 
the surgical procedure three to six months prior to 
the restorative treatment, the main reason being 
possible postoperative position changes of the 
gingival margins.18 However, this can cause problems 
for some patients who might not easily accept having 
exposed roots for such a long period of time, due to 
sensitivity and poor esthetics. To avoid this, temporary 
restorations can be inserted at the time of surgery. 
Nevertheless, problems can occur during the healing 
process, such as provisional material discoloration, 
staining, chipping, or even decementation of the 
temporary restorations. These situations are especially 
complicated when the patient finds it hard to come to 

appointments due to a busy schedule or distance and travel logistics, not 
to mention the chair time needed to fix them.

The authors propose a novel approach to decrease the time needed to 
accomplish treatments that involve crown lengthening and restorations. 
The objective of this protocol is to achieve long-term predictable results 
while increasing patient comfort.  

Case Report

Chief Complaint, Examination, and Findings
The patient, a fashion photographer in her early 30s, presented with 
the chief complaint that her gums showed too much when she smiled. 
She also had frequent chipping on two anterior composite restorations  
(Figs 1-7).

A comprehensive extraoral and intraoral examination was conducted. 
The patient’s dental history included orthodontic treatment, extraction 
of #5, #12, #21, and #28; composite restorations on #2, ##7-9, #18, 
and #19; and amalgam restorations on ##30-32. An esthetic evaluation, 
which included mounted models, radiographs, and photographs, was 
also performed. Her health history was unremarkable and there were no 
contraindications to surgical treatment.

Findings were as follows:
• excessive maxillary gingival display
• filtrated and chipped composite restorations on #8 and #9
• dental midline canted in relation to the facial midline
• occlusal and gingival plane not parallel to the interpupillary line
• unattractive proportions of the anterior teeth
• discolored teeth 
• labial line asymmetry.

Treatment Options
The patient’s gummy smile was determined to be muscular, skeletal, and 
dentogingival in origin. Following the guidelines described by Garber 
and Salama,19 she could be classified as having degree 1 of vertical max-
illary excess (2 to 4 mm of gingival display). The treatment alternatives 
proposed were orthodontics only, orthodontics and periodontics, or peri-
odontics and restorative dentistry.19 

Treatment Sequence
The patient declined to undergo orthodontics again. Therefore, it was de-
cided that the best option would be to combine restorative treatment 
with porcelain veneers; and periodontal treatment, including crown 
lengthening and lip repositioning.

Because the patient lived in a different country and it was not easy 
for her to travel to our office, she requested an optimized sequence of 
treatment to decrease the number of appointments. The treatment was 
sequenced as follows:
1. diode laser gingivectomy, final preparation, final impression, and 

provisional restorations 
2. after 10 days, insertion of final veneers
3. after 1 month, full thickness flap elevation and bone recontouring
4. one week after Step 3, asymmetric lip repositioning.
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Figure 1: Patient’s smile at presentation.

Figure 2: Close-up smile, frontal view. Figure 3: Close-up smile, right lateral view.

Figure 5: Retracted frontal view.

Figure 4: Close-up smile, left lateral view.

Figure 6: Retracted right lateral view. Figure 7: Retracted left lateral view.
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It is extremely important to determine the etiology of the 
gummy smile before deciding on the treatment plan…
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Treatment
Gingivectomy, impressions, and provisionals: 
Having determined the causes of the patient’s 
gummy smile, we used the Digital Smile De-
sign (DSD) approach20 to preview the correc-
tions needed (Fig 8). Once the desired outcome 
was achieved digitally, we transferred those cali-
brated measurements onto a wax-up to guide us 
through the surgical and restorative treatment 
(Fig 9). Several silicone indexes were fabricated 
(Zetalabor, Zhermack SpA; Badia Polesine [RO], 
Italy). First they were used to guide the incisal and 
buccal reduction that had been determined in 
the DSD. Then an indirect mock-up (Luxatemp, 
DMG America; Englewood, NJ) was conducted; 
this would be used both as a surgical guide for 
the gingivectomy and also for the provisional ve-
neers (Fig 10). With the mock-up in place and 
following the gingival scallop defined by this pro-
totype, very subtle incisions were marked with a 
#15C scalpel (Hu-Friedy; Chicago, IL) (Fig 11). 
The mock-up was then removed (Fig 12) and the 
gingivectomy was performed using a diode laser 
(Picasso Lite, AMD Lasers; Indianapolis, IN) fol-
lowing the above-mentioned incisions (Fig 13). 
Final veneer preparation was achieved (Fig 14) 
and final impressions were made (Impregum, 3M 
ESPE; Seefeld, Germany). 

Achieving adequate hemostasis at the time of 
final impressions is of paramount importance.21 
The use of the diode laser to perform the gingi-
vectomy, along with temporary gingival retracting 
paste (Expasyl, Kerr; Orange, CA) and hemostatic 
agents (Viscostat Clear, Ultradent Products; South 
Jordan, UT; and Superoxol, Henry Schein; Mel-
ville, NY) ensured the stability of the soft tissues 
during impression and provisional restoration 
delivery.

After final impressions, bite registration was 
recorded (Regisil 2X, Dentsply Sirona; Salzburg, 
Austria) and stump shade images were taken. A 
spot-etch technique was used to cement the tem-
porary restorations. The provisional restorations 
were refined and polished, particularly in the 
gingival margin area, to ensure proper healing of 
the gingival tissues (Fig 15). The patient received 
home care instructions to control possible inflam-
mation during the healing process. At this time, 
deliberate invasion of the biologic width was 
achieved (Tables 1 & 2).

Figure 8: DSD.

Figure 9: Calibrated wax-up based on DSD.

Figure 10: Mock-up.
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Figure 11: New gingival margin incisions following mock-up. Figure 12: Mock-up removal for gingivectomy.

Figure 13: Diode laser gingivectomy. Figure 14: Final preparation prior to final impression.

Figure 15: Provisional veneers with planned invasion of the biologic 
width.

The patient’s gummy smile was 
determined to be muscular, skeletal, 
and dentogingival in origin.
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Insertion of final veneers: Ten days after the previous 
appointment, the patient returned for insertion of the fi-
nal veneers (Figs 16 & 17). The temporary restorations 
were removed under local anesthesia and any remain-
ing bonding material was removed from tooth surfaces 
and interproximal spaces. After the veneers were tried in 
with water and checked for appropriate fit, the intaglio 
of the layered lithium disilicate restorations (IPS e.max 
Press, Ivoclar Vivadent; Schaan, Liechtenstein) was condi-
tioned for adhesive cementation following manufacturer 
instructions. Localized bleeding was controlled with the 
previously mentioned hemostatic agents and partial iso-
lation was achieved with a retractor (Optragate, Ivoclar 
Vivadent). The veneered teeth were etched (Ultra-Etch, 
Ultradent) for 15 seconds and rinsed with water for 30 
seconds. A desensitizing adhesive (Gluma Comfort Bond 
+ Desensitizer, Heraeus Kulzer GmbH; Hanau, Germany) 
was applied prior to the bonding agent (Optibond Solo 
Plus, Kerr). After light-curing for 20 seconds, a flowable 
composite (LuxaFlow B1, DMG America; Englewood, 
NJ) was used to cement the veneers. Any excess cement 
was removed with brushes and floss to ensure the proper 
healing of the tissues. A final check of the occlusion was 
done with articulating paper (AccuFilm, Parkell; Edge-
wood, NY).

Full thickness flap elevation and bone recontour-
ing: Because the biologic width was voluntarily invaded 
by the restorations, osseous recontouring had to be per-
formed to reestablish the adequate parameters for gingi-
val health and stability. One month after insertion of the 
final veneers (Fig 18), the bone was sounded around the 
veneered teeth and a full thickness flap was raised to al-
low us to remodel the excessive bone around the restored 
teeth (Fig 19). The veneers’ margins guided precisely the 
amount of bone that needed to be removed (2.5 to 3 mm 
from the veneer margin to the bone margin) (Fig 20). Af-
ter bone remodeling, the root surface was scaled to avoid 
tissue regrowth. Vertical mattress sutures (5-0 polypropyl-
ene, Hu-Friedy) were employed, leaving the knots on the 
palatal aspect to improve the patient’s esthetics (Fig 21).

Tooth # 3 5 6 7 8 9 10 11 12 14

Probing depth 
(mm) 3 4 4 4 4 4 5 4 4 3

Table 1. Bone Sounding Before Laser Gingivectomy

Tooth # 3 5 6 7 8 9 10 11 12 14

Probing depth 
(mm) 3 2 2 2 2.5 2.5 3 3 4 3

Table 2. Bone Sounding After Laser Gingivectomy

Figure 16: Temporaries and gingival tissues after 10 days.

Figure 17: Lithium disilicate final restorations.

Figure 18: Smile one month after veneers were inserted. Note localized 
inflammation due to violation of the biologic width.
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Asymmetric lip repositioning: This surgery was 
performed one week after the crown-lengthening pro-
cedure, following the LipSta technique protocol.22 The 
patient returned two weeks later; healing was unevent-
ful, with no pain, infection, or paresthesia. Stitches 
from both surgeries were removed two weeks after the 
previous intervention (Figs 22 & 23).

After both of the surgical procedures, the patient 
was prescribed ibuprofen 600 mg every 8 hours for 
5 days and 0.12 % chlorhexidine digluconate rinse 
every 12 hours for 2 weeks. The patient was advised 
to use cold compresses and limit lip movement for 
the first few days after the surgical lip repositioning. 
A one-year postoperative photograph (Fig 24) shows 
stable margins and gingival tissues. The final images 
show a significant reduction in gingival display, ad-
dressing the patient’s chief concern (Figs 25 & 26).

Discussion
The treatment of excessive gingival display is chal-
lenging and requires a multidisciplinary approach 
with accurate planning. The current study proposes a 
new protocol for the staging of the restorative phase 
and the crown-lengthening surgical procedure. Previ-
ous studies proposed an anticipated restorative phase 

Figure 19: Full thickness flap for bone visualization. Note the 
deliberate invasion of the biologic width by the margin of the 
restoration.

Figure 20: After bone recontouring for biologic width reposition.

Figure 21: Full thickness flap reposition 
with vertical mattress suture.

Provisionals were delivered 
immediately after the gingivectomy 
and replaced with the final restorations 
10 days after the surgery.
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Figure 22: The tissue was removed via a partial thickness dissection 
with tissue removal from first molar to first molar.

Figure 23: Final suturing with polyglycolic acid resorbable sutures.

Figure 24: One-year postoperative gingival margins.

Figure 25: One-year postoperative full-face smile. Figure 26: One-year postoperative close-up smile.
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immediately after the resective surgery.23,24 Delivering 
immediate temporaries the same day as the crown 
lengthening was found to be beneficial for the patient, 
since it avoided showing the unesthetic gingival reces-
sion in the anterior quadrant during the healing pe-
riod. It was also found to be useful for the clinician, 
because it allowed easier access and identification of 
the preparation margins that would guide precisely 
the amount of bone remodeling needed.

Previous Protocols
Conventional protocols discussed in the literature 
usually contain the following recommendations: to 
perform the gingivectomy, with or without osseous 
recontouring, before the teeth are prepared; or to 
place the provisional restorations either immediately 
after surgery—if hemostasis can be achieved—or after 
a minimum of two weeks to perform the final abut-
ment preparations, only subsequent to the complete 
maturation of soft tissues (three to six months after 
the surgical phase).24,25

The purpose of these protocols is to ensure the sta-
bility of the soft tissues before the beginning of the 
prosthetic phase. However, such protocols may not be 
suitable for patients with very high esthetic expecta-
tions, since they involve either a transitional phase 
with unesthetic gingival recession; or long-term pro-
visionals, which are prone to staining, discoloration, 
and leakage. 

Alternative Protocol
The study discussed here proposes an alternative pro-
tocol, the purpose of which is to provide the patient 
with comfortable and esthetically pleasing restora-
tions from the very first appointment. Provisionals 
were delivered immediately after the gingivectomy 
and replaced with the final restorations 10 days after 
the surgery. By doing this, the patient’s esthetic com-
plaint was corrected just 10 days after treatment began.  
The osseous recontouring to reestablish the biologic 
width was performed one month after cementation of 
the final restorations; this helped the clinician to es-
tablish the new bone margin position very accurately. 

Achieving adequate hemostasis at the time of final 
impressions, delivery of the temporaries, and then of 
the final restorations is of paramount importance. The 
use of the diode laser to perform the gingivectomy, 
combined with the use of hemostatic agents, ensured 
stability of the soft tissues during impression and pro-
visional restoration delivery. Particular attention was 
paid to the marginal adaptation and emergence pro-
file of the provisional restorations; properly shaped 
temporaries were found to be crucial for healing and 
stability of the soft tissues. 

After two weeks of healing the soft tissues were stable enough to pro-
ceed with cementation without any surface contamination. The final ce-
mentation was carried out with the aid of hemostatic agents and partial 
isolation. When possible, adhesive cementation should be performed 
with rubber dam isolation; however, due to the reduced or absent gin-
gival sulcus at the time of cementation, it was not possible to use the 
rubber dam in this case. Adhesive cementation without rubber dam has 
nonetheless shown excellent survival rates and low rate of complications 
when the correct adhesive protocol is followed.26

The location and stability of the free gingival margin after the resective 
osseous surgery is probably this protocol’s most delicate parameter. Soft 
tissue alterations have been documented up to 12 months after crown 
lengthening.18 Performing the crown lengthening after the final restora-
tion cementation might result in unwanted recessions and exposed mar-
gins. However, having the final restorations in place at the time of the 
crown-lengthening procedure facilitates the osseous recontouring. The 
preparation margins are easily identifiable so that the crestal bone can 
be reduced precisely, making the reestablishment of the biologic width—
and therefore the final gingival margin position—very predictable.  The 
soft tissue healing was found to be more favorable around ceramic resto-
rations after the open flap procedure. 

It should be noted that before performing this technique, its limita-
tions must be recognized. These include cases where interproximal bone 
reduction is needed, or there is severe malposition of the teeth in the arch, 
or very discolored roots. Appropriate case selection is critical, since the de-
scribed protocol should be followed only in straightforward veneer cases 
with minimal or no tooth discoloration, to increase the predictability of 
the final result. 
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Achieving adequate hemostasis 
at the time of final impressions, 
delivery of the temporaries, and 
then of the final restorations is of 
paramount importance. 
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Summary
The innovative surgical and prosthetic approach dis-
cussed in this article is proposed for patients with a  
gummy smile who have very high esthetic expecta-
tions. Careful diagnosis and treatment planning, com-
bined with a meticulous execution of the treatment 
steps, help to ensure a predictable outcome with re-
sults that are esthetically and functionally satisfactory. 

References

1. Rosenblatt A, Simon Z. Lip repositioning for reduction of exces-

sive gingival display: a clinical report. Int J Periodontics Restor-

ative Dent. 2006 Oct;26(5):433-7.

2. Kaya B, Uyar R. Influence on smile attractiveness of the smile arc 

in conjunction with gingival display. Am J Orthod Dentofacial 

Orthop. 2013 Oct;144(4):541-7.

3. Tjan AH, Miller GD, The JG. Some esthetic factors in a smile. J 

Prosthet Dent. 1984 Jan;51(1):24-8.

4. Desai S, Upadhyay M, Nanda R. Dynamic smile analysis: changes 

with age. Am J Orthod Dentofacial Orthop. 2009 Sep;136(3):310.

e1-10; discussion 310-1. 

5. Silberberg N, Goldstein M, Smidt A. Excessive gingival display—

etiology, diagnosis, and treatment modalities. Quintessence Int. 

2009 Nov-Dec;40(10):809-18.

6. Polo M. Botulinum toxin type A (Botox) for the neuromuscu-

lar correction of excessive gingival display on smiling (gummy 

smile). Am J Orthod Dentofacial Orthop. 2008 Feb;133(2):195-

203. 

7. Hwang WS, Hur MS, Hu KS, Song WC, Koh KS, Baik HS, Kim 

ST, Kim HJ, Lee KJ. Surface anatomy of the lip elevator muscles 

for the treatment of gummy smile using botulinum toxin. Angle 

Orthod. 2009 Jan;79(1):70-7. 

8. Suber JS, Dinh TP, Prince MD, Smith PD. Onabotulinumtox-

inA for the treatment of a “gummy smile”. Aesthet Surg J. 2014 

Mar;34(3):432-7.

9. Dinker S, Anitha A, Sorake A, Kumar K. Management of gum-

my smile with botulinum toxin type-A: a case report. J Int Oral 

Health. 2014 Feb;6(1):111-5.

10. Cairo F, Graziani F, Franchi L, Defraia E, Pini Prato GP. Periodontal plastic 

surgery to improve aesthetics in patients with altered passive eruption/gummy 

smile: a case series study. Int J Dent. 2012;(2012):837658.

11. Batista EL Jr, Moreira CC, Batista FC, de Oliveira RR, Pereira KK. Altered pas-

sive eruption diagnosis and treatment: a cone beam computed tomography-

based reappraisal of the condition. J Clin Periodontol. 2012 Nov;39(11):1089-

96.

12. Ribeiro FV, Hirata DY, Reis AF, Santos VR, Miranda TS, Faveri M, Duarte 

PM. Open-flap versus flapless esthetic crown lengthening: 12-month clini-

cal outcomes of a randomized controlled clinical trial. J Periodontol. 2014 

Apr;85(4):536-44.

13. Gupta KK, Srivastava A, Singhal R, Srivastava S. An innovative cosmetic tech-

nique called lip repositioning. J Indian Soc Periodontol. 2010 Oct;14(4):266-

9. 

14. Dayakar MM, Gupta S, Shivananda H. Lip repositioning: an alternative 

cosmetic treatment for gummy smile. J Indian Soc Periodontol. 2014 Jul-

Aug;18(4):520-3.

15. Gaddale R, Desai SR, Mudda JA, Karthikeyan I. Lip repositioning. J Indian Soc 

Periodontol. 2014 Mar-Apr;18(2):254-8. 

16. Ribeiro-Júnior NV, Campos TV, Rodrigues JG, Martins TM, Silva CO. Treat-

ment of excessive gingival display using a modified lip repositioning tech-

nique. Int J Periodontics Restorative Dent. 2013 May-Jun;33(3):309-14. 

17. Gabric Panduric D, Blaskovic M, Brozovic J, Susic M. Surgical treatment of 

excessive gingival display using lip repositioning technique and laser gingivec-

tomy as an alternative to orthognathic surgery. J Oral Maxillofac Surg. 2014 

Feb; 72(2):404.e1-11.

18. Pontoriero R, Carnevale G. Surgical crown lengthening: a 12-month clinical 

wound healing study. J Periodontol. 2001 Jul;72(7):841-8. 

19. Garber DA, Salama M. The aesthetic smile: diagnosis and treatment. Peridon-

tol 2000. 1996 Jun;11:18-28.

20. Coachman C, Calamita M. Digital Smile Design: a tool for treatment planning 

and communication in esthetic dentistry. In: Duarte S, editor.  QDT 2012. 

Hanover Park (IL): Quintessence Pub.; 2012. p. 1-9.

21. Magne P, Belser U. Bonded porcelain restorations in the anterior dentition: a 

biomimetic approach. Hanover Park (IL): Quintessence Pub.; 2002. 

CE — CLINICAL APPLICATION



 61 Journal of Cosmetic Dentistry 

Dr. Montalvo-Arias practices in Jumeirah, Dubai, United Arab Emirates 
(UAE). He can be contacted at dmontalvo@apaaesthetic.ae

Dr. Molina Rojas practices in Jumeirah, Dubai, UAE. He can be contacted at 
gmolina@apaaesthetic.ae

Dr. Apa is a clinical assistant professor and instructor at New York University 
College of Dentistry, in New York City. He owns practices in New York City 
and Jumeirah, Dubai, UAE. He can be contacted at mapa@apaaesthetic.ae

22. Bhola M, Fairbairn PJ, Kolhatkar S, Chu SJ, Morris T, de 

Campos M. LipStaT: the lip stabilization technique- indi-

cations and guideline for case selection and classification 

of excessive gingival display. Int J Periodontics Restorative 

Dent. 2015 Jul-Aug;35(4):549-59.

23. Carnevale G, Di Febo, G, Biscaro L, Sterrantino SF, 

Fuzzi, M. An in vivo study of teeth reprepared during 

periodontal surgery. Int J Periodontics Restorative Dent. 

1990;10(1):40-55.

24. Zucchelli G, Mazzotti C, Monaco C. A standardized ap-

proach for the early restorative phase after esthetic crown-

lengthening surgery. Int J Periodontics Restorative Dent. 

2015 Sep-Oct;35(5):601-11.

25. Lee EA. Aesthetic crown lengthening: classification, bio-

logic rationale, and treatment planning considerations. 

Pract Proced Aesthet Dent. 2004 Nov-Dec;16(10):769-78.

26. Fradeani M, Redemagni M, Corrado M. Porcelain lami-

nate veneers: 6- to 12-year clinical evaluation—a retro-

spective study. Int J Periodontics Restorative Dent. 2005 

Feb;25(1):9-17.  jCD

 Montalvo-Arias/Molina Rojas/Apa

Excessive gingival display, also known as 
“gummy smile,” affects approximately 10% of 
the population between the ages of 20 and 30.
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AACD Self-Instruction Continuing 
Education Information

General Information
This continuing education (CE) self-instruction program has 
been developed by the American Academy of Cosmetic Den-
tistry (AACD) and an advisory committee of the Journal of Cos-
metic Dentistry.

Eligibility and Cost
The exam is free of charge and is intended for and available to 
AACD members only. It is the responsibility of each participant 
to contact his or her state board for its requirements regarding 
acceptance of CE credits. The AACD designates this activity for 
3 continuing education credits.

Testing and CE
The self-instruction exam comprises 10 multiple-choice ques-
tions. To receive course credit, AACD members must complete 
and submit the exam and answer at least 70% of the questions 
correctly. Participants will receive tests results immediately 
after taking the examination online and can only take each 
exam once. The exam is scored automatically by the AACD’s 
online testing component. The deadline for completed exams 
is one calendar year from the publication date of the issue 
in which the exam appeared. The exam is available online at  
www.aacd.com. A current web browser is necessary to complete 
the exam; no special software is needed.

Note: Although the AACD grants these CE credits, it is up to 
the receiving governing body to determine the amount of CE 
credits they will accept and grant to participants.

Verification of Participation (VOP)
VOP will be sent to AACD members via their MyAACD account 
upon pass completion. Log into www.aacd.com to sign into 
your MyAACD account. 

For members of the Academy of General Dentistry (AGD): 
The AACD will send the AGD proof of your credits earned on a 
monthly basis. To do this, AACD must have your AGD member 
number on file. Be sure to update your AGD member number 
in your AACD member profile on MyAACD.com. 

All participants are responsible for sending proof of earned 
CE credits to their state dental board or agency for licensure 
purposes. 

Disclaimer
AACD’s self-instruction exams may not provide enough com-
prehensive information for participants to implement into 
practice. It is recommended that participants seek additional 
information as required. The AACD Self-Instruction Program 
adheres to the guidelines set forth by the American Dental As-
sociation Continuing Education Recognition Program (CERP), 
and the AGD Program Approval for Continuing Education 
(PACE). Exams will be available for a maximum of 3 years from 
publication date for dentists, and 1 year from publication date 
for laboratory technicians.

Questions and Feedback
For questions regarding a specific course, information regard-
ing your CE credits, or to give feedback on a CE self-instruction 
exam, please contact the AACD Executive Office by e-mailing 
info@aacd.com or by calling 800.543.9220 or 608.222.8583.

ADA CERP is a service of the American Dental Association to assist dental professionals 
in identifying quality providers of continuing dental education. ADA CERP does not 
approve or endorse individual courses or instructors, nor does it imply acceptance 
of credit hours by boards of dentistry. AACD designates this activity for 3 continuing 
education credits. Concerns or complaints about a CE provider may be directed to the 
provider or to ADA CERP at www.ada.org/goto/cerp.

CE
CREDIT

3 Hours Credit
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(CE) Exercise No. jCD30

  Fixed Prosthodontics AGD Subject Code: 250

The 10 multiple-choice questions for this Continuing Education (CE) self-instruction exam are based on the article The "Gummy 
Smile" Challenge by Dr. David Montalvo-Arias, Dr. Giovanni Molina Rojas, and Dr. Michael A. Apa. This article appears on pages 
50-61. 

The examination is free of charge and available to AACD members only, and will be available for 3 years after publication for 
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Note that only Questions 1 through 5 appear in the printed and digital versions of the jCD; they are for readers’ information 
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1. Which of the following would likely result in a gummy smile? 

a. hypomobility of the upper lip’s elevator muscles and altered 
passive eruption 

b. accentuated vertical maxillary growth and maxillary dentoalveo-
lar intrusion 

c. a thin upper lip and hypermobility of the upper lip’s elevator 
muscles 

d. maxillary dentoalveolar extrusion and hypomobility of the up-
per lip’s elevator muscles 

2. Which of the following would decrease the amount of gingiva 
displayed in a full smile? 

a. increasing muscle contraction by using botulinum toxin  
injections 

b. esthetic crown lengthening
c. lip repositioning to increase upper lip mobility
d. all of the above

3. Excessive gingival display affects 10% of the population and 

a. is more dominant in men and decreases with age. 
b. is less dominant in women and decreases with age. 
c. is more dominant in women and increases with age. 
d. is more dominant in women and decreases with age. 

4. What is the origin of the patient’s gummy smile in the case 
presented? 

a. muscular 
b. skeletal 
c. dentogingival 
d. all of the above

5. In the case presented, two of the products used for tissue man-
agement during the impression phase were

a. Hemodent and retraction cord. 
b. gingival retraction paste and Hemodent. 
c. Superoxol and retraction cord. 
d. gingival retraction paste and Superoxol. 
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