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INTRODUCTION

TweNTY-TWO years ago 1 had the privilege of reading before this Society an
essay entitled “‘Crippled Children?”” This subjeet was chosen because I had
served as dental econsultant to a erippled children’s hospital for the previous
twelve years. From the experience thus gained in observing the treatment of
all types of deformities, T was greatly concerned to learn that there was a eroup
of ehildren for whose treatment there were neither serviees nor funds avail-
able. These were the children afflieted with an aggravated maloeclusion and
a resultant deformity of the face and/or speeeh defect (Fig. 1).
Furthermore, I noticed that some of the techniques used in the treatment
of scoliosis and similar deformities corrected these eonditions but, in turn,
produeed maloeclusions and, in many ecases, severe facial deformitices by exert-
ing too mueh pressure on the mandible (Fig. 2). As a result of these observa-
tions, I attempted to start in that hospital a elinie for the treatment of all OT0sS
malocelusions and oral-facial deformities, with or without speech defeets, hut
to no avail. Later we tried to demonstrate the need for the same type of clinie
at a large university where all diseiplines and teehniques neeessary for success-
ful treatment of these cases are taught, but still the idea was ignored. Con-
currently, we had organized a small group of interested professional men and
had started our own elinic in Lancaster. From that beginning in 1938, our clinic
has now grown into an institutional member of the American Hospital Associa-
tion. Although our interest was in all types of oral-facial and jaw deformities,

Presented before the Northeastern Society of Orthodontists, New York, N. Y,
April 2, 1963,

*Director, Lancaster Cleft Palate Clinie,
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Fig. 1. (For legends, sce opposite page.)
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Fig. 2. 4, This type of appliance has produced a definite malocelusion by having the cast
exert too much pressure on the mandible.

B, When the orthodontist’s efforts were eoordinated with those of the orthopedist, it was
decided that the plaster cast should be ehanged. Note that there is no pressure on mandible,
and no deformity or malocelusion has been produced.

Fig. 1. A4, Maloeelusion with facial deformity. Although this child was considered mentally
retarded, all tests were normal, leaving both patient and family much disturbed and eonfused.
B, Radiograph of oral-facial deformity before and after orthodontic treatment. This was
another disturbed patient with an additional speeeh defeet.

C, A case in which an orthodontic and surgical approach was required for treatment, The
psychological effeet of the deformity was a matter of grave concern to physicians and family.
This patient graduated from college after treatment,
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we called it the Cleft Palate Clinie because many of the cleft palate cases were
the most deforming. I am eertain that if we had named our center the Lan-
caster Orthodontic or Dental Clinie we would never have been recognized as
a needed serviee organization at that time.

At first we had loeal Rotary Club sponsorship, and in order to give the
project a legal birth in a short time a charter was granted the elinic as a non-
profit hospital for specialized services to supplement the services of our local
hospitals. The following exceerpt from the c¢harter explains its objectives:

Arricne 11: That the corporation shall be formed for the purposes of establishing,
equipping, maintaining and operating an institution, hospital for special services, or clinie
for the treatment of all defeetive formations of the mouth, teeth, palate and face; for the
establishment and operation of o school for the training of those with speech or hearing
defeets assoeinted with or without oral defeets; and to conduet researel in, and fto publish
information relative to, the above fields.

No profit from the operations of the ecorporation is to acerue direetly or indirectly to
any member or director thereof.

All of the foregoing led me to ask, in the paper given before this Society
22 vears ago: “Why eannot the treatment ol oral faeial deformitics be carried
out as any other branch of orthopedies?’ I stated that one is almost forced
to regard as doubtful the statement that orthodonties is really dentolacial
orthopedies, and I went on 1o eite a hypothetieal case in which I compared
the plight of two children, one with a crippling condition such as seoliosis
and the other with the cqually erippling deformity of eleft lip or eleft palate.
In this way T demonstrated the bewilderment in the minds of the afflicted and
their families when they realized that existing state and private programs made
treatment and funds available for only certain types of defeets.

I continued in that paper:

We assume that it is the intention of the State that every erippled child should be
made self-supporting and whole, If he is lame, he is made to wallk, o that he can go out
in the world and beeome a useful, self-supporting eitizen. DBut how singular it is that a
¢hild who has a facial deformity, either with or without a speech defeet, neeording to the
standards now established, is relatively so unimportant—yet we try to prepare one child
to walk up to ask For a job, while the other, who can walk there bul eannot as

¢ for it when

he gets there, is negleeted.

It one would take the very definition of a eripple as defined by the Inter-
national Society for the Welfare of Cripples, one could assume that our erippled
children’s hospitals were guilty of gross diserimination, overlooking the indi-
aent or partially indigent child with an oral-facial deformity. It is strange that
it has taken so long to realize that many patients whom we sce in our offices
fit the deseription of a erippled child to the letter, but the facially or dentally
handieapped were never ineluded in any of the erippled children’s programs.
Others had made similar observations long before this time—Kingsley,* Cfase,?
and Ottolengui,* to mention a few. These are some of the men who stood on
the front line while the profession was “‘growing up.”

The present artiele will attempt to show only a few of the many changes
that have taken place sinee that time. Some are good and offer a bright future.
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Others, in my opinion, are poor and require the elosest serutiny by our speeialty
and by the entire dental profession. Some other situations remain much the
same.

TWENTY-FIVE YEARS LATER

One of the first noticeable changes is the change in the name of this or-
ganization Trom the New York Society of Orthodontists to the Northeastern
Society of Orthodontists. Because of that change, I am now a member of the
Middle Atlantie Society. However, T still feel a strong attachment to this com-
ponent society beeause it was my birthplace into orthodonties.

These changes are minor as compared to the professional ones. Ifor example,
the oral surgeon referred to in my former essay is now called the plastie and

4. L.
Fig. 3. 4, Leg deformity caused by poliomyelitis. (From Whitman, R.: Orthopaedic Surgery,
Philadelphia, 1930, by permission of Lea & Febiger.)
B, Facial deformity eaused by temporomandibular ankylosis. (From Thoma, K. T.: Oral
Pathology, St. Louis, 1941, The C. V. Mosby Company.)
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reconstructive surgeon. The oral surgeon of today was the exodontist of that
era. The speech teacher or correetionist of that time is now a speech therapist
or a speeeh pathologist. In the former paper 1 was tryving to promote the idea
of a ““team approach’ to many of our problems, similar to the team approach
used by the orthopedist at that time. I had in mind Webster’s definition of
teamwork as ““work done by a number of associates, all subordinating personal
prominence to the efficiency of the whole.” It is my opinion that in the average
program where dental problems are involved we have not yet reached the state
where this definition ean be applied, for too often ecach serviee sirives to put
the emphasis on its own partieular area of interest.

This trend is noticed in many artieles appearing at one time or another in
current issues of our journals. T am afraid that we are all guilty of emphasizing
the importance of our own field, to the detriment of the patient’s welfare. Our
primary concern should encompass the larger coneept of the total person so that,
for example, we see not only the hole in the mouth of a baby but, rather, the
baby with a hole in his mouth. There is a world of difference.

This procedure of emphasizing one partieular field has ereated quite a
predicament in many areas of health serviee today, and it is particularly notice-
able in the treatment of conditions requiring the services of many disciplines.
One example is found in cleft palate cases in which there have been multiple
operations, with the result that speech and appearance are still poor. Although
further treatment ig indieated, we firmly helieve that no deeision should he made
as to the next procedure without an interchange of views, on an equal basis,
between the surgeon, the experienced dentist, and the speeeh therapist (Fie. 4).

Fig. 4. Treatment-planning conference involving, left to right, speech therapist, prosthodontist,
lastic surgeon, pediatrician, and orthodontist.
geon, )
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The following excerpt from a letter that we received from a family physician
well illustrates what ecan happen when the specialties run in all directions and
without a definite ecoordinated plan:

The individual is now approaching her 16th birthday and is being referred fo your
clinic for eonsultation regarding the question of further treatment. The patient was born
on March 28, 1944, and in August, 1944, a first attempt was made to close the palatal defect.
Further surgery toward this end was made in August, 1945, 1946, 1947, 1948, 1949, and
1951, 1954, 1957, 1958, and October of 1959,

The patient, in addition, had received speech lessons through most of these years, and
during the last five years had been under the care of an orthodontist. Failure to close the
defeet at the last attempt was very disheartening to the patient and the parents, who are
now anxiously secking help elsewhere. What is needed now is a critical review of what has
been done and a frank decision with the patient and the parents as to chances for successful
treatment at this time, and what improvements to her appearance and speeeh might be ex-
peeted to follow, and offer some specific recommendations.

Now this letter obviously was written just 15 years too late. How much
grief and heartache might have been spared the patient—and, 1 suspeet, the
surgeon, the speech therapist, and the orthodontist—had there been an exchange
of views while the treatment was proceeding.” Why twelve operations? Why 5
years of orthodontie treatment and, in addition, all those years of speech
training ?

In the past we have been acecused of prejudices by some surgeons who felt
their procedure was being questioned.'® It would be relevant to state here that
there was never any intention of eriticism of the surgeon per se but, instead,
we have questioned the wisdom of a system which advocated a surgieal approach
only and allowed no alternative in eases where initial surgery has failed to pro-
duce satisfactory results.

We have heen working in complete accord with exeellent plastic surgeons and
have nothing but the greatest praise for their skill. Nor do we minimize the im-
portance of their contribution to the sucecessful treatment of the patient. In
faet, a striet rule in our clinie procedure, as taken from our by-laws, reads as
follows: “In this hospital the plastic surgeon is the chairman of the team. Most
important in the entire program of treatment is properly considered and well-
timed surgery.”

All eleft lip eases require plastie surgery. If this is not done in early in-
fancy, harmful psychological traumas may be carried into the patient’s life.

In eases of cleft palate in infaney, whether or not associated with eleft lip,
the decision ag to type and extent of surgieal intervention is made by the plastie
surgeons. Whenever further surgery on the palate may be indieated in adoleseent
and adult patients or patients who have been operated upon no decision is made
as to procedure without an interchange of views between members of the surgi-
eal, dental, and speech departments. Definitely, there is a place where a pros-
thetic speech aid is indicated long before the surgeon has exhausted every means
at his command.’ In many instances when surgical treatment has failed and/or
an orthodontie-prosthetic approach is attempted, the chanee for a successful
result will be very poor.

Suceessful treatment of eleft palate deformities will always require a closely
integrated program of various serviees. I believe it is safe to say that such a
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Fig. 5. Bilateral cleft of lip and palate. 4, Loose premaxilla. B, Excellent results. Poor lip
gurgery can be a great hindrance to later orthodontic and/or prosthetie treatment.

poliey is pursued at the present time more often than it was in the past, but
we find many places where the dental problems are given low priorvity or con-
sidered only as a last resort. Quite recently I was surprised to reecive a letter
from a medieal member of a so-called “cleft palate team’” which read in part:
“All integrated services have been functioning very satisfactorily except den-
tistry.”” All servieces? How can any group feel that it is functioning properly
with a vital link missing? A chain is only as strong as its weakest link.

Many confliets between medicine and dentistry still exist. In some areas
they are remarkably improved, and in others there is some kind of “‘peaceful
coexistence” whieh at times is not too peaceful.

We reeognize the need for good medical eare in all health® serviees and
agree that such services should have medical supervision. But we cannot help
asking: ““What constitutes a medical examination? Is a dental examination in-
cluded in that? And who does the oral and dental examination?’” T ask these
questions with a desire to promote a better understanding and an improved
relationship with our medical brethren. At the present time it is my humble
opinion, based on the observation of many eases, that too often oral conditions
are overlooked with our existing methods of uncoordinated medical or health
examinations. On the other hand, we in dentistry too often criticize our medical
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brethren for overlooking dental anomalies. In reality they were not overlooked;
they were never observed in the first place, and understandably so sinee these
conditions are beyond their area of training and interest.

In all probability, this type of situation prompted Dr. William J. ({ies® to
state, in 1926

Antagonism between medicine and dentistry is not in the public interest and the only
way at present to give the public a real total health serviee is by earnest cooperation be-
tween the two.

On the subjeet of medieal education, ies wrote:

In the eomplex task of seeking to teach young men in four years, split into many units
of time, these fundamental serviees, the theory and practice of general medicine and medical
specialties, it was inevitable that eertain specialties should be underrated in the medieal
school and others lost to view. The most notable of the omissions has been the absence of
a speeially in medicine relating to diseases of the mouth. This has been due mainly to two
causes, In the first place, only in recent years has it been fully recognized that dental dis-
orders are directly related to the general health. The present courses of medieal edueation
do not include instruction in dentistry comparable to that of diseases of the eye, throat,
nose, and ear. In the seecond place, the unusual mechanical requirements in dentistry have
established an almost universal opinion, even among physicians, that dentistry was a me-
chanical art and not a branch of medicine—notwithstanding the fact that the teeth and
mouth contributed one of the most important fields of medieine,

Twenty-five years ago one of our big problems was that of informing the
publie of the need for early dental care. Although much has been done by our
dental schools, organizations, publications, lecturers, and ‘‘toothpaste manu-
facturers,” we have barely scratched the surface. Many years ago Martin Dewey
stormed the eountry for better dental educational publicity, but his ideas were
turned down by his own profession. (In faet, some of his intimate friends be-
lieve that disappointment over this defeat hastened his untimely death.) The
need is still as ereat as ever.

The orthodontist and the dentist are still seeing our children too late (Fig,
6). Many dental and orthodontie problems have their beginning in the pre-

Fig. 6. A 4-ycar-old child with cleft lip and palate whose teeth are all carious. Fluoridation
and a more realistic preschool dental health program could prevent many of these dental
problems.
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school years. We must find a way for a more realistic program to start at that
time.

The need is particularly noticeable in the ease of the cleft palate child, One
cannot overemphasize the importance of good dental supervision, which not
only instruets the parent eoncerning the need for eonstant care and attention
but also teaches the importanee of saving as mueh as possible of the dentition
which will be so badly needed for future restorations and orthodontic treatment
as the child grows.

Unfortunately, the average school dental health programs consist mainly of
examinations at various intervals. How effective these examinations have been
is still a question, for before we start we know the percentage of caries we
will find. Often many extreme malocelusions are overlooked. Then, if the child
is in the lower bracket cconomically or is truly indigent, we are hampered in
our efforts by those who claim that such serviees, if “freely’’ given, represent
a trend toward socialistie practice. If it is socialistie to treat the indigent child
for caries and/or a deforming maloeclusion, what is it ealled when he beecomes
a part of our aging indigent or partially indigent population?

If anyone doubts the severe oral health situation of our school children, let
him look briefly at the figures taken from the records of young men entering
the Armed IForces. These inductees were in our school system only yesterday.
Their records give us a clue as to how cffective the presehool and school pro-
grams have been.

A reeent study of Army, Navy, and Air Force inductees showed that 90.3
per cent presented dental discase; 8,000 dental treatments of various types were
required per 1,000 inductees. These treatments ineluded restorations, surgical
procedures, full dentures, and partial dentures. Again, let me emphasize the
faet that a few years before these inductees were our school children.

School health examinations® ean he effective and will prevent later problems
and expense if they are followed by the indicated treatment. Unfortunately,
we lack the power to enforee those recommendations. A real paradox scems to
exist in this area. A child with dirty hands or face may be sent home from
school and told not to return until he is clean. However, that is not true so far
as the mouth and teeth are eoncerned. Unfortunately, many of these children
stay right on and are examined vear after year while their mouths remain
neglected, until the boys at least are eligible for the Armed Forees, where they
are finally cared for to the extent that is possible under those circumstances.

In closing this partial review of the past, it is sad to note that help for the
indigent or partially indigent person with severe dental or orthodontie diffieul-
ties is far from satisfactory. If we study the list of recognized services in our
various insurance plans, such as Blue Cross, ete., we find that the specialty
which removes teeth has high priority. However, when we consider that cleft
palate and/or cleft lip alone is the second most frequently found birth defeet,
and when we add all the many other types of facial deformities, we must admit
that efforts on hehalf of these persons are small indeed. It is even more tragie
when we consider the money and effort now being spent on other defects which
are less frequently found.
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The relationship between the need for services and the demand ave still
far apart. Some states and communities have established programs for helping
these individuals, but when these programs are carefully examined they leave
much to be desired. Most of them are still on the drawing hoard.

On the optimistie side, however, we recognize that these efforts represent
a step forward and must be diligently fostered, for they comprise an opening
wedge for further edueation concerning the plight of these handicapped per-
sons, When an aroused publie is fully aware of the need for such services, we
will then have to be prepared to meet that demand.

Itig. 7. This patient was recciving speeeh therapy in a tax-supported erippled children’s pro-
gram. Ile had a severe maloeclusion, extensive ecaries, and aggravated periodontal discase.
Giving speech therapy when such conditions are present is comparable to giving a child
trumpet lessons on a trumpet in which all the valves are stuck. It is firmly believed that a
dentist and an orthodontist should be regular members of the staff of every specch elinie,
Jjust as a speech therapist should have a part in the management of many persons with an
oral-facial and speech handieap.

In this rather sketehy review, one problem scems to be aseending above the
horizon. I refer to the new specialty of pedodonties and its relation to ortho-
donties. Tt seems to me that a real conflict of interests is in the making. Den-
tistry has already had many conflicts with other medical specialties sinee its
beginning. This is especially true in the field of eleft palate and eleft lip and
surgery of the face and jaws. Are we not producing another similar situation
within our own profession? It is true that we are living in an age of specializa-
tion, both in training and in practice. Boundary lines are heing established and
challenged to such an extent that when several specialties have the same area
of interest some very delicate situations ean arise. This can become bad for the
profession and for the specialists involved, and it ean surely be very conlusing
to the patient,

The orthodontist has always been interested in the growth and development
of the infant’s face and jaws from the time of birth. In faet, orthodontists have
engaged in mueh study and cffort in the field of geneties and prenatal in-
fluence in their seareh for the causes of malocelusion,
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These statements are being made in the interest ol better professional rela-
tions. I can find no fault with a trained general practitioner rendering ortho-
dontie care to a child, provided he keeps the c¢hild under treatment until the
case is eompleted, regardless of age. e also should then assume sole responsi-
bility for that ease. 11 pedodonties as a specialty of dentistry has as its purpose
“the limiting of practice to cehildren,” one questions the need for establishing
a speeialty by itself. In that case, it would be just as logical to estahlish a
speeialty of dentistry for adults. However, il the intent is to assume responsi-
bility for “interceptal eare’ for suspected malocclusions, then the practitioner
should assume the entire responsibility for completion of the ecase, regardless
of the patient’s age. Otherwise, we will produce the greatest “‘bhuck-passing”
situation ever known in dentistry.

Dr. Perey T. Phillips, in a reeent article entitled ‘“This T Believe,”” pub-
lished in the New York Jowrnal of Dentistry made the following statement:
1 believe that specialty status, if our people are to be served properly, must
depend upon one thing solely, competency. Limitation of praectice, economies
and other similar regulations can never be true evaluations of specialty status.”

On the other side of the coin, it seems to me, as T review the trends of the
last 25 years, that orthodonties as a speecialty has helped, in part at least, fo
produce this situation. We have become so engrossed in various feechniques that
we seem 1o have lost sight of the parent profession,

IMig, 8, Group therapy proves valuable in motivating patients to improve their attitudes
and general speech habits. This type of therapy can help the orthodontist by aiding in the
correetion of fanlty tongue habits, (See Tig. 10.)
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Anyone who has lived through those years must admit that our concern
with the questions of extraction or nonextraetion, bands or no bands, and all
the other contrivances has caused us to forget or overlook ecaries, periodontal
discase, and again the total person.
This great trend toward overspeeialization generally has produeed the
dilemma that is now of mueh coneern to all who are familiar with the situation.

SPERCH AND ORTHODONTICS

In the carlier paper' that I presented before this Society 1 said:

Let us now consider the problem of speech, . . . We refer to those speech problems
which are cansed by malformation of the jaws and irregularities of the teeth. Does it not
scem strange that every hospital in the country has a well-equipped and well-staffed de-
partment for the treatment of eyes, nose and throat, while the problem of speech . . . is
handed for solution to the speech correctionist in the publie schools before anything is done
to correct the anatomic background which is more often than not the eontributing factor?
Then conceding that the speceh ecorrectionist does find the eanusative factors of this con-
dition, we wonder where, most generally speaking, these patients ean be sent execept to men
in private praectice who cannot afford the time or money required to accept the cases un-
assisted. Speech is extremely pertinent to dentistry, Why it has not been stressed more is
beyond understanding, We have been tanght that the teeth and their associated structures
are primarily organs of mastieation, but the secondary funetion is associated with speech
and estheties, We have stressed mastication and estheties but have ignored the problem
of speech,

It should be pointed out here that speceh therapy is no longer considered in
the field of edueation alone. In reviewing the terminology used in deseribing the
prolessional persons dealing with the treatment of speech problems, one can
see the evolution taking place in that field. In our literature we find the terms
elocution teacher, speech teacher, speech correctionist, and now speech therapist
or speech pathologist. The speeeh profession is now a recognized service in the
public health field, and no longer is it conflined to the elassroom. Let us analyze
the econditions mentioned ecarlier in this disecussion which, by their very nature,
are purely dental or oral and treatable by the dentist and the speech pathologist.

The face is the one part of our anatomy that actually “‘faces’ the world in
which we live, It is the one part of us that is not usually covered. As part of

= | >3 B

Infancy Maturity Senility

Iig, 9, The shape of the face is largely influenced by the teeth and jaws.
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this face we have the oral cavity, with the implications of teeth, jaws, ocelusion,
ete.,, and the effeet that all these have on the growth of the face (Kig. 9). More
than that, these are the structures which the individual uses to communiecate
with the world in which he lives. In addition, these same struetures are also a
great part of his speech-producing mechanism.

We cannot overemphasize the importance of good ecommunication. The
ability to speak elearly makes it possible for one person with a severe physical
handicap of a eertain kind to become President of the United States, while per-
sons with many of the handicaps that we are discussing today will not have the
same opportunity even though they have the same mental capaecity.

I will admit that not all tooth irregularities cause speech problems. How-
ever, there are many orthodontic and speech problems which must be considered
together. We have seen children with lateral lisp (Fie. 10, A) being treated in
a speech elinie when they should have been treated first by an orthodontist, in
whieh ease the speech therapy probably could have been reduced to a minimumn.
Likewise, we have seen just as many persons with poor tongue habits (Fig.
10, B) who should have had speeeh adviee and treatment hefore any orthodontie

b.

Fig. 10. Coordination of the services of the speech therapist and the orthodontist is very
important in the management of oral-facial abnormalities of this type.
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procedure was attempted. It is unfortunate that our large universities, which
arc training physicians, speeeh pathologists, psychologists, and dentists all on
the same campus, do not have a better system for teaching integration in their
training, Most of these professional workers find all this necessary only after
they leave the university.

RESEARCH

Tiver sinee the advent of the first ““sputnik,”” the emphasis on research has
been aceelerated. The recent trends in that direetion are very interesting to
observe. I do not elaim to be a research-oriented person; however, I do feel
qualified to assume a small role as a ““clinical observer.”’

We are constantly hearing men say, “If we only had money we would do
some research.’”’ Consequently, Congress has beeome research conscious, and we
surcly are getting the money. However, it is my sincere opinion that this is
putting the cart before the horse. Research obviously does not start with money.
It begins with an idea coupled with a prepared mind. Money can merely im-
plement the idea. We must learn to differentiate hetween basie researeh, elinical
research, and statistical study if we are to eliminate some of the confusion which
exists in this field. I agree with Sir Thomas Lewis,"* who wrote:

The Iirst and Last must be Clinical:—Knowledge that is to be applied usefully to
the health of mankind will almost come by a series of steps, the first of which is the recog-
nition of the human need, the last of which is the application of a test directly to the human
problem. It is in the nature of things, however many steps may intervene, that the first and
Jast must be clinieal; as it is also in the nature of things that almost all important plysio-
logical discoveries that are immediately applicable to the treatment of disease have their
original source in clinieal observation . . . .

Many years ago someone posed the question: ““Who shall decide when doc-
tors disagree?” Through rescarch and statistical studies in improving our
methods in diagnosis and treatment planning, we ean answer that question, in
part at least, by developing procedures which will help doctors deeide when
they disagree.

Through research conducted at our Lanecaster Clinie we have been able to
demonstrate, by the use of cinefluorography™ with image amplification, the
funetions of mastication and deglutition. Such graphie records of the move-
ment of these parts have heretofore been unknown, and these funetions have
been a source of speculation and controversy. Through einefluorography, we can
now see in motion parts whiech were hard to define when we used a tongue de-
pressor and had the patient say, ““Ah.”’

The sonograph, a machine for recording visible speech, gives a more ac-
curate measurement of the degree of improvement than does the less ecrtain
human ear when used for the interpretation of some speech defects.

I prediet that in the future we shall see eommon usage of such tools in
determining the best position for a pharyngeal flap or a speech aid. Further-
more, the troublesome tongue habits can now be properly evaluated.

Still another area for important studies concerns the rehabilitation of handi-
capped persons. Why does one patient aeeept therapy for his defect while
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another refuses any aid whatsoever? Why does one patient put so much effort
into helping his treatment program while another with the same abilities seem-
ingly refuses to cooperate?

This discussion on research cannot be elosed without a word about fluorida-
tion. The work done in this field by the dental profession has been outstanding.
We have high hopes for the results of fluoridation for future generations. Onee
fluoridation is genervally accepted, the tremendous burden of caries control
should be greatly lightened, especially among our children, It is diffieult to
understand why a referendum on the use of fluorides is still required by so
many communities. That vote has already been east by the people who know
something about it—all publie health agencies, the Ameriean Medical Associa-
tion, the American Dental Association, the Ameriecan Public ITealth Association,
ete., as well as the scientists who have worked so long and well on the various
projects relating to it. Their vote is in, and they have won. Yet we allow the
man on the street, who usually is not too well informed on this subjeet, to make
the decision. It would be dnteresting to know how some of owr other public
health regulations would fare if thel same procedure were followed.

REHABILITATION AND PHYSICAL RESTORATION

Rehabilitation® has been deseribed as ““a coneept of treatment which com-

bines medieal, psychological, sociological and educational methods to give a per-
son independence in respeet to his limitations.”

Sinee the present diseussion deals with modern trends in the management
of persons with oral-facial handieaps, we must ask ourselves a few questions.

Are we becoming confused by the word rehabilitation? Ias not the word
lost some of its semantie strength? Tt seems to have become diluted by the many
teehniques and diseiplines necessary for its development, espeeially in the minds
of the publie. It is common to hear someone say: ‘I rehabilitated him” when
he really means that he gave that person a physieal restoration, by either surgi-
:al, prosthetic, or orthodontic means. One person can be well rehabilitated with-
out any physical restoration; another person with an excellent physical restora-
tion may never be truly rehabilitated. It seems that we are using the term
rehabilitation too lightly, in a more or less superficial manner.® True rehabilita-
tion has been accomplished only when the affected person learns to ““accept
with screnity the things he cannot change, has the courage to change the things
he can, and the wisdom to know the difference.’’ Physical restoration hy surgi-
cal, orthodontie, or prosthetic means does not always indieate rehabilitation of
the total person (Fig. 11).

At this particular time we are hearing a great deal about the mentally
retarded child. This interest is long overdue, and we subseribe wholcheartedly
to the efforts being made in behall of these children. At the same time, some-
thing no less tragie is taking place in our own field. Unfortunately, persons with
oral-facial and speech handicaps all too frequently have also been considered
mentally retarded, Their appearance, speech, or hearing is such that they with-
draw from normal human contact. Think of the many ehildren with oral-facial
and speech handicaps who are not mentally retarded and yet are categorized
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Tig. 11, Residency programs designed to offer physieal restoration, speceh retraining, and
social adjustment are a great aid in the patient’s total rehabilitation,

as such hy society., Consider the many children with ageravated Class 11 and
Class 111 maloeclusions, cach child labeled with an appropriate nickname. -
nally, and most serious of all, consider the eleft lip and cleft palate child with
his or her typieal speech, Fortunately, in the latter cases, most of the lip surgery
done by the well-trained surgeon has improved remarkably (Fig. 5). However,
the many speech and facial growth problems that these eases present arve still
grave and give rise to severe psychological reactions,

Allow me to illustrate. It is not the mentally retarded cleft palate child who
refuses to reeite in school. It is the more normal child with an appearance and
speeeh problem who is wise enough to know the reaction that his specch and/or
appearanee will produee. It is not the retarded person who turns away or
lowers his head when trying to speak. It is the more normal person, who is re-
acting to the way that society reacts to him.

One helpful statement in this conneetion has been published by Dr. Tugene
MeDonald? in a textbook entitled Understand Those Feelings, Dr. MeDonald
compares the problems we face in handling our eases to an iceberg; three-cighths
of 1t, whieh we can see, is above water, hut we are forgetting the five-eighths
of it below water that we cannot see. Many persons who have heen lost to society
might have been rehabilitated had we as a group understood that larger part of
the ieeberg—ihe five-cighths of it that is not scen.

SUMMARY

1. An attempt has been made to show some recent trends in the manage-
ment ol persons with oral-facial and/or speech handieaps,
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2. It ean be truthfully stated that dentistry has made more progress in the
last 25 years than it did in the previous century. Whether dentistry is now or
ever will be considered a braneh of medicine is no longer the question. The fact
remains that dentistry as a part of the publie health services is equal in im-
portance to many of the now accepted branches of medicine.® At times it appears
almost tragic that the teaching of stomatology was separated from medicine.

3. The public should be made to aceept responsibility as a part of the
“team” in helping the oral-facially handicapped person gain his rightful place
in society.

4. It should be a basie assumption that if a person is going to do anything
at all, he should be able to know that he looks like a normal person and he
should be able to speak casily and clearly. Nothing else is so neeessary to his
soeial and educational development. It is difficult to give first importance to
any one of the many other problems with which persons with ecleft palate
speech and/or facial deformities must eontend.
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