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Orofacial Myofunctional Therapy in Orthodontics - A Review

Abstract

Patients who have problems with their orofacial musculature are given Orofacial Myofunctional Therapy. These troubles encompass 
a huge amount of disorders including hyperactive mentalis, mouth breathing, tongue thrusting etc. These disorders together are re-
ferred to as Orofacial Myofunctional Disorders. During tongue thrusting, the tongue is moved forwardly/laterally while swallowing. 
Along with this there is improper functioning of lips and facial muscles as well. These problems occur in many cases and should be 
treated before they cause any sort of malformation of the dental arches. Any abnormality in the functions and postures of the mus-
culature as seen in Orofacial Myofunctional Disorder can have a detrimental effect on dental growth. The purpose of this article is to 
discuss integral features of Orofacial Myofunctional Therapy as well as its detailed role in orthodontics. 
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An area of specialisation branching out of Orthodontics, Oral Myofunctional Therapy (OMT) is popular for its uniqueness in equipping 
the orthodontist to help patients in making life enhancing changes. [1] All through the 1800s and early 1900s, numerous dentists cor-
related the improper tongue position, mouth breathing and other oral habits to discrepancies in occlusion. [2] Dr. Alfred P. Rogers, who 
wrote an article entitled “Living Orthodontic Appliances”,[3] began the first OMT program in 1918. In the United States, he was one of the 
first doctors to establish that proper occlusion could be influenced by proper muscle function and tonicity which in turn can be developed 
by corrective exercises. At present, the International Association of Orofacial Myology Therapy (IAOM) happens to be the only organisa-
tion in the world that promotes and develops Orofacial Myofunctional Therapy. [4]

OMT not only helps patients in providing ideal muscle patterns which enforce proper occlusion, it also eliminates various noxious 
habits which hamper craniofacial development. It rectifies mouth breathing habits and helps in remodelling of the nasal airway for ideal 
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Habit elimination therapy cannot be achieved in a single appointment and requires at least three to five visits. This involves combat-
ing various habits such as nail biting, thumb, finger, tongue and lip sucking and/or biting and many more. 

For young children, the Mini-Myo therapy is beneficial as it helps to develop positive growth factors and eliminates negative growth 
pressure. In order for it to be successful, the program needs to be fast and relatively entertaining for the child. This program lasts all 
of three to six months but leaves the child with everlasting results. Encouraging proper breathing, lip seal, palatal tongue posture and 
bilateral chewing are a few of the aims of the Mini-Myo Program. 

breathing habits. [5] Myofunctional therapy provides the soft tissues to grow to their full potential in the oral cavity. These appliances 
restrict the abnormal forces or occlusion and prevent deleterious effects on the dentofacial structures. Though the golden time for the 
orthodontist to plan for OMT is either prior to the onset of fixed therapy or after its conclusion. [6] OMT has to be a part of the treatment 
planning from the very beginning. Myofunctional therapy must supersede other lines of defence (orthodontic or orthognathic treat-
ment) when it comes to combating the problem of proper facial development. 

Types of Orofacial Myofunctional Disorders

Different Types of Orofacial Myofunctional Therapies

1.     Abnormal thumb, finger, lip, and tongue sucking habits. (Figure 1)
2.     Inappropriate mouth-open, lips-open resting posture problem. (Figure 2)
3.     A forward inter-dental rest posture of the tongue problem.
4.     A forward rest position of the tongue against the maxillary incisors problem.
5.     A lateral, posterior inter-dental tongue rest posture problem.

The different types of therapies available are [7]
A.     Habit Elimination Therapy
B.     Mini-Myo program for the young child
C.     Orofacial Myofunctional Therapy
D.     Special Needs Therapy
E.     Cosmetic Muscle Toning for facial fitness

Figure 1: Tongue Thrusting Habit.

Figure 2: Absence of Lip Seal.
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Suitable for patients 7 years and above, the orofacial therapy is a 12 month long program that enhances the muscle function and 
proprioception of facial muscles. The initial eight weeks is considered the intensive period which is succeeded by habituation.

There is a separate program for patients with special needs which is designed to cater to the individual needs and limitations of each 
patient. The ultimate treatment goals do not differ from those of other programs, just the methods to achieve those goals are modified. A 
few cases where patients with incorrect muscle patterns need specialised programs are – TMD, cerebral palsy, autism, Downs syndrome 
etc.

Although the theoretical pillars of OMDs lie within dental science, OMT itself cannot be considered dental treatment per say. While 
dentists and orthodontists primary concern are teeth together relationships, it is the orofacial myofunctional therapies that encompass 
teeth–apart postures and behaviours. It is also noticed that therapy procedures can create or restore an environment such that normal 
development of dental tissues can occur. [8] Some of the common appliances used for myofunctional therapy are as follows. Oral screen 
is used in mouth breathing cases as well as patients with poor control over the orbicularis oris muscle. The oral screen is placed in the 
buccal vestibule and has a hook at its anterior end. The patient can place his thumb in this hook and can exercise the orbicularis muscle 
to gain muscle strength and tonicity. The screen also forces the patients to breathe from his nose as the oral airway is covered. Another 
exceptionally important myofunctional appliance is the Frankel Regulator. It has multiple uses. It is also known as the oral gymnast ap-
pliance. It protects the oral structures from the abnormal forces which are created by the surrounding musculature. It helps the cavity to 
grow from within shielding it from any abnormal forces. 

The term “relapse” seems to have taken on negative connotation in regard to post orthodontic active treatment (Figure 4). 

As age progresses, there are numerous changes in the orofacial posture that are seen within the 40 odd facial muscles that work 
in a group. A patient presenting with chronic non nutritive facial muscle habits will not benefit from cosmetic surgery or orthodontic. 
A better way to achieve equilibrium and develop a desired muscle tone is to change muscle patterns, habits and postures via orofacial 
myofunctional therapy.

How Does Orofacial Myofunctional Therapy (OMT) Differ from Dental Treatment

Orthodontic relapse associated with Orofacial Myofunctional Disorders

Figure 3: Cosmetic Muscle Toning Therapy.

Cosmetic Muscle Toning therapy is aimed more at adults (Figure 3).

Figure 4: Orthodontic Relapse.
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Figure 5:  Retention Phase.

The reason behind this is the fact that orthodontists themselves have not displayed an adequate understanding of the concept of 
relapse and the factors that lead to it. More often than not, it is the tongue that is blamed for unexplained changes in the dentition, post 
treatment. [9] The key to understanding relapse is to appreciate retention. Retention is that phase of orthodontic treatment that begins 
after the removal of orthodontic appliances. 

All orthodontic treatment must be succeeded by one form of retention or the other. [10] The reasons for this are – (1) reorganisa-
tion of the gingival and periodontal tissues after active orthodontic treatment, requires time; (2) Any additional growth taking place 
after the orthodontic treatment, may lead to a change in teeth and jaw positions; and (3) the teeth that have been moved may be relo-
cated such that they lie in unstable positions, thus allowing soft tissue pressures to encourage relapse. 

In order to prevent relapse, it is important for the orthodontist to understand and identify the problems associated with relapse. In 
some cases, correction of lip and tongue positions play an important role in the retention process. Studies conducted by Ingervall and 
Eliasson [11] (1982) as well as Barber and Bonus [12] (1975) have revealed the usage of orofacial myofunctional therapy for numerous 
patients in their growing age wherein the treatment was completed without the use of any fixed orthodontic appliance. All in all, it is es-
sential to understand that the cause of relapse is multifactorial and the identification of such factors begins during the initial treatment 
planning phase along with careful and continuous evaluation of patient records right through. [13]

One of the main reasons for the continuous evolution of orofacial myofunctional disorders is so that OMTs can be used in multidis-
ciplinary activities. It is a field that can change and mould itself in accordance to the research and clinical application it may find its way 
into. In case of airway interference, efforts are made to establish and maintain a pattern of breathing that is nasal. For this, OMTs require 
a team approach in order to understand and comprehend the individual problem that the patients may exhibit. [14]

A multidisciplinary approach is required to address the various opportunities and challenges associated with orofacial myology. It 
seems obvious that many orthodontists have been unimpressed by orofacial myology because of what is said, in the absence of actu-
ally observing what can be accomplished clinically. [15] Various orthodontic programs should target the studying of morphology of a 
patient who has tongue and lip functional and postural variation as well as the degree to which OMT can help in contributing to the 
stability of orofacial-pharyngeal areas. [16]

Although it is only normal for dentists to focus on the functional relationships of teeth and jaws, many patients are very concerned 
about their appearances and it is these concerns that should be addressed. [17] Other than that, correction of various lip position and 
competence abnormalities, as well as resting tongue posture are all things that any clinician aims to achieve while treating his or her 
patient. [18]

It is understood, that besides the correction of the above mentioned discrepancies, it is essential to include speech treatments in the 
overall treatment plan. Patient compliance and motivation is absolutely essential in orofacial myofunctional therapies since most of the 
exercises that have to be done are repetitive and are to be practiced at home. A team approach needs to be adopted to solve compliance 
problems. [19] 

Future of Orofacial Myofunctional Therapies
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Few important studies have been mentioned below, they will give us a better view point on how OMT is effective and to show its re-
sults with control groups. Review of the following study focussed on determining the effectiveness of OMT alone (control group) and in 
combination with orthodontic treatment (experimental group). The study [20], assessed patients with malocclusion, deficiencies in the 
vertical, sagittal and transverse dimensions. It was seen that patients with abnormal orofacial musculature and severe malocclusions 
can be treated with both forms of therapy (OMT + Orthodontics. Researchers found that in patients with hyperactive orbicularis oris 
and anterior open bite [21], OMT in combination with orthodontic treatment was more successful in the correction of lip incompetence 
than the former alone. Although their studies favoured the use of OMT alone was beneficial, the authors reported that the decision re-
garding use of OMT alone or with orthodontic treatment is inconclusive and more studies are needed to analyse the same. 

Another study was reviewed to focus on the effectiveness of OMT as a complement to maintaining closure of anterior open bite 
flowing orthodontic treatment or retreatment. [22] It was seen that the relapse of open bite in the experimental group treatment with 
OMT as well as orthodontics (0.48 ± 0.8 mm) was much less that in the control group treated with orthodontics alone (3.38 ± 1.3 mm) (P 
< 0.0001). Thus, for anterior open bite, authors indicated the use of both forms of therapy. It was also stressed that the documentation 
of oral and functional habits of the patient are of utmost importance. This helps in determining the treatment plan. 

Trawitzki., et al. [23] analysed and documented the effect of orthodontics combined with orthognathic surgery and OMT on the 
masseter muscle thickness in patients with Class III deformity. The authors concluded that treatment with OMT combined with ortho-
dontics showed an improvement in masseter muscle thickness in patients post orthognathic surgery in comparison to the baseline and 
control group. Since one third of the population is in need of orthodontic treatment, it is necessary to carry out further studies with 
more rigorous methods. [24] These include randomized control trials which must be conducted to determine the actual effectiveness 
that OMT has as an adjunct to orthodontic treatment. 

Major life enhancing changes are seen in patients who had previously undergone Oral Myofunctional Therapy. However, there re-
mains a demand for better studies designs with higher standard of quality, so as to establish strong scientific evidence which speaks in 
favour of this form of combined treatment therapy. Working with orofacial myofunctional disorders continues to represent a challeng-
ing and exciting area of clinical endeavour. It is a field that is continually evolving. Efforts to consider orofacial myofunctional variations 
in a broader perspective should result in added recognition of orofacial myofunctional therapy, while also improving patient care at the 
same time.

Discussion

Conclusion
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