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Thank you for this opportunity to get
together with you. I am a clinical
orthodontist in private practice.
Although I have had teaching and
research experience, my emphasis now
is centered on the most efficient and
lasting case I can achieve for those in
my practice. This short statement of an
objective may help to.explain how my
interest in myofunctional therapy
began.
When graduated as an orthodontist,
one is a highly trained biological
mechanic. Using biological principles,
one must move the teeth and tissues into
balance and harmony. After getting
them there, the balance of forces must
be such that the harmony and stability
are maintained. With such training and
the strong emphasis on mechanics, it is
small wonder that the biology and
muscle function fall behind. Many wish
to know how to move a tooth; but fewer,
why and where. (Similarly, a speech
pathologist or myofunctional therapist
may wish to know new exercises, but
may express no interest in the anatomy
and physiology.) As the orthodontist
grows in experience, it is hoped that the
mechanics takes a secondary place and
the diagnosis and other factors will
come more strongly into view. If one
does not look for tongue thrust, it quite
obviously is not seen. If one does not
check joints or ask questions about
them, one sees few joint problems, and
so on down the line.
As a practice progresses, some cases
linger for an excessively long time, and
others return after a period of time with
a result far different and less acceptable
than at the time of retention. Some of
these problem cases may be attributed
to poor cooperation from the patients.
This is no small factor. Others may be
due to a growth pattern which may be
far from a desired or planned outcome.
Still other interfering factors may
include the third molars or wisdom
teeth, the transeptal fibers, or other
involvements from a lengthy list. In
training, all the muscles and bones are
covered in detail with actions,
everything
and
enervations

conceivable; but why is the tongue
considered an adaptable organ which,
when the teeth are corrected, adapts
and falls quietly and sedately into place?
Why is the beautiful orthodontic case
falling apart in spite of retention, no
third molars and much prayer? Could
not the tongue play a part in relapse?
What about the problem of thrust?
Some feel the answer to tongue thrust
lies in the various thwarting devices,
such as cribs and spurs. With a
mechanical background, this, at first,
appeals to the orthodontist. The devices
are quite cheap to make and install and
require little thought or effort. I fell into
this trap and worked hard with spurs for
some years before feeling this just was
not the answer.
In reports of their "research," some
writers tell us that, in the presence of a
tongue thrust, tongue pressures are not
against the anterior teeth in a Class II
malocclusion. They neglect to say
whether the mouth was open or closed
at the time of measurement, as this was
felt to be unimportant.
The next step is to get a cookbook on
myofunctional therapy with some steps
and exercises. Again, at the chair giving
a few exercises or a book with checks
once per month is doomed to failure and
cannot be called myofunctional
therapy. However, the seeds of
correcting tongue habits through
therapy are planted. A new interest and
logical thinking will lead one to a path of
continued study and work on muscle
balance and the tongue. (Why did I not
think of this years ago?)
Following is a brief description of
procedures in my office. First, of
course, is a careful orofacial
examination. Evidence of lip strain,
peach seeding on the chin, open bites,
crossbites, and thrust seem to demand
your attention. When checking the bite,
the patient is told to touch his tongue as
far back on the palate as possible, which
shows almost automatically if the
tongue is tied down and demonstrates
the coordination of the tongue. The pa
tient is relaxed while doing this activity,
and one can quickly pick up a wealth of

information. Consider this: if the
maxillary arch is collapsed with the
buccal segments in crossbite, and one
finds an ovoid mandibular arch form,
one is also almost certain to find a low
tongue posture. (No wonder the buccal
crossbite was feared; if the posture of
the tongue was not altered, a corrected
buccal crossbite often collapsed.) The
naries and any presence of breathing
problems, allergies, and other
contributing factors are noted during
this examination.
The parents are present during the
initial visit. As the problems are
described, the concepts of muscle
balance, tongue, jaw, teeth, and lip are
explained to the parents and the patient.
They are informed that mechanically we
may correct the bite, but the light
constant forces of the tongue muscle
will soon overcome and prevail.
Reinforcement in consultation with
headplates, casts, etc., is the second
step. This initial introduction to the
problem of tongue thrust, though short,
is most important. When ready to begin
myofunctional therapy, the patient is
already primed, and the prescription of
therapy does not seem like an
afterthought. To wait until after
treatment, or even late in treatment, to
say, "Oh, by the way, you have a
tongue thrust and we are going to send
you off to someone else at an additional
fee," has three strikes against the
therapist, the therapy, and the result.
In my office, the myofunctional
therapist has her own room and has full
access to records, headplates and
x-rays, models, etc. Her treatment
sheet is in the patient's general folder,
but is a different color. The outside of all
charts in the myofunctional program
has a yellow tag which alerts me
automatically to this fact. When
possible, myofunctional therapy and
orthodontic
appointments
are
combined to save the patients from
having to make extra trips, but, for
myofunctional therap y to be effective,
the patient needs to be seen more
usual
the
than
frequently
orthodontic
once-per-month

