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Excessive Maxillary Growth. In patients with vertical maxillary
excess, ones observes longer facial heights, shorter or hypermo-
bile lips, maxillary anterior supra-eruption, or large alveolar
processes.12,13 In an ideal situation, the face may be divided into
three equal proportions from the hairline to the eyebrow, from
the eyebrow to the base of the nose, and from the base of the
nose to the chin. If the lower third appears longer than the other
segments and if the maxillary lip is of regular vertical length
(18 mm to 21 mm), the patient requires orthognathic surgery.11

According to Garber and Salama, bilateral excessive gingival
display of roughly 8 mm in a patient with coincident incisal and
posterior occlusal planes designates the need for a LeFort I pro-
cedure.14 In the case of a 4-mm to 8-mm surplus, orthognathic
treatment may be indicated if traditional periodontal crown
lengthening unacceptably elevates the crown-to-root ratio or
exposes so much radicular structure that it impedes prosthetic
achievement of a natural-looking emergence profile.14

Tooth Malposition. Orthodontic movement corrects gummy
smiles caused by malpositioned teeth. In this scenario, there is
usually an excessive display of 2 mm to 4 mm.14 Specifically, if
there is a step between the incisal and occlusal planes, a deep

overbite exists, resulting in excessive gingival display.12 Here, in
the presence of shallow probing depths, orthodontic intrusion
alone of the maxillary incisors moves the gingival margins api-
cally. Deep probing depths call for additional gingival resection.

When incisor supra-eruption occurs in response to protru-
sive bruxism, a gummy smile with short, abraded incisors
develops. Again, treatment entails orthodontic intrusion with
restoration of the incisal edges.

Gingival Enlargement. Inflammation (ie, periodontal disease), he-
reditary gingivofibromatosis, and certain medications cause
enlarged gingiva. Treatment for inflammation involves oral
hygiene instruction, scaling and root planing, and/or periodon-
tal surgery. If poor plaque control in the presence of orthodon-
tic appliances triggers enlargement, therapy may include the
removal of brackets and bands.

Treatment of gingival overgrowth caused by drugs (ie, anti-
convulsants, immunosuppressants, and antihypertensives) and
gingivofibromatosis requires not only plaque control and
dosage modifications but possibly resective periodontal surgery.

Altered Passive Eruption. As teeth erupt from their crypts, the
gingival margin migrates apically to a level at or 1 mm coronal
to the CEJ.11 This is passive eruption.The four stages of passive
eruption concern the relationship between the junctional
epithelium and the CEJ. In stage 1, the epithelial attachment
rests on the enamel surface. In stage 2, the attachment lies on
the enamel and cemental surface apical to the CEJ. In stage 3,
the junctional epithelium is completely on cementum. Stage 4
occurs pathologically—inflammation causes the attachment to
migrate further apically.

Roughly 12% of patients fail to progress past stage 1 or 2,
and they appear to have short clinical crowns and gingival sur-
plus (Figure 2).This is known as altered passive eruption. Such
patients may or may not have a high osseous crest. Boyle and
coworkers measured the radiographic interproximal bone levels
in a wide age range of subjects (ages 11 to 70).15 They saw that
the distance from the CEJ to the osseous crest increased as
patients aged and insinuated that the crest position was not stat-
ic. Coslet and associates proposed a classification system for
adult delayed passive eruption based on amount of gingiva and
level crestal bone (Table 3A and Table 3B).16

Altered passive eruption treatment always involves some
kind of periodontal resection (ie, crown lengthening), at least of
gingiva if not also of underlying bone.

Treatment Considerations 
for the Gummy Smile
Elimination of a gummy smile rests on appropriate diagnosis of
its etiology. Gingival surgery alone is not a panacea. It must be
realized that the monotherapeutic use of crown lengthening
does not succeed in all circumstances. Periodontal surgery in
some instances functions as an adjunct to orthognathic, ortho-
dontic, or prosthetic treatment. For example, orthodontic intru-
sion ideally moves the dentogingival complex apically, but use of
more forceful mechanics leaves the attachment apparatus at its

TYPE DEFINITION

I • Noticeably wider gingival dimension from FGM to MGJ
than generally accepted mean

• Gingival margin is incisal or occlusal to the CEJ

• MGJ is usually apical to the alveolar crest

II • Gingival dimension from FGM to MGJ falls within
normal mean

• All gingival is located on the anatomic crown

• MGJ is located at the level of the CEJ

Table 3A: Classification of Altered Passive
Eruption Based on Gingiva16

SUBGROUP DEFINITION

A
Alveolar crest is 1.5 mm apical to the CEJ 
(normal position)

B Alveolar crest is at the level of the CEJ

Table 3B: Classification of Altered Passive
Eruption Based on Alveolar16


