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Abstract: Introduction: Tongue thrust (TT) occurs when abnormal tongue movements cause the 
tongue to push against or between the teeth, potentially affecting eating, swallowing, breathing and 
speaking. There is limited literature on the diagnostic and treatment approaches for TT, as well as 
involvement of health practitioners in its management. This study aims to examine the current 
knowledge and practices related to TT diagnosis and treatment among health professionals in 
Australia. Methods: A two-phase explanatory sequential mixed methods approach was adopted, 
comprising an online survey that collected participants’ demographic information and details on 
assessment, diagnosis, management, referral practices, and relevant experience and training. Phase 
one involved 47 health professionals from various disciplines in Australia who completed an online 
survey in its entirety. Phase two included in-depth interviews with seven speech-language 
pathologists (SLPs) to gain further insights into their experiences in managing TT. Survey data were 
analysed descriptively, and interview data was analysed thematically. Results: The majority of 
participants diagnosed TT using clinical assessments, such as general observation and oral motor 
examinations. Treatment approaches commonly included orofacial myofunctional therapy and the 
use of myofunctional devices. Interviews with SLPs identified four key themes; tongue thrust as a 
symptom rather than a diagnosis, facilitators to effective treatment, find your tribe - multidisciplinary 
approaches to management, and still so much to learn – training and education gaps. Conclusion: 
This study provides valuable insights into how TT is identified, assessed, diagnosed, and managed 
by health professionals in Australia. It highlights the perspectives of SLPs' on treatment approaches, 
as well as their views on the availability and adequacy of training and education in this field. The 
findings suggest the need for a broader understanding of TT management, emphasising the 
importance of multidisciplinary collaboration and professional development. These insights are 
globally relevant, as they stress the shared challenges and the value of international collaboration in 
improving TT diagnosis and treatment practices. 

Keywords: tongue thrust; anterior swallow; Australia; tongue; management 
 

1. Introduction 

Tongue Thrust (TT) is defined as an atypical movement pattern that involves the individual 
pushing the tongue against or between their teeth during swallowing and speech production [1]. TT 
can be categorised as one of the conditions that fall under the umbrella term of orofacial 
myofunctional disorders, and is also referred to as a reversed swallow, anterior swallow, infantile 
swallowing pattern, deviated swallow, deviated deglutition, or abnormal swallow, and is a type of 
swallowing pattern that infants use in the very early developmental stages of life [2]. If the tongue 
function and infantile swallow pattern does not develop into a more mature swallow over time, it 
can turn into a persistent habit [2,3]. The tongue plays a vital role in several bodily functions, allowing 
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for speaking, as well as safe breathing, swallowing chewing, speech and improved quality of life [2–
6]. Therefore, adverse effects associated with TT include dental deformities from the tongue 
consistently pushing against the teeth, breathing difficulties, anterior open bite and articulation 
inaccuracies.  

The prevalence of TT is variable by age and gender [7]. An India study reported a prevalence 
rate of 4.9% in children aged six to ten years with TT, and this rate typically decreases between the 
ages of ten to twelve years of age [7]. TT is most common in children aged eight to ten years old and 
is also more common in females compared to males [8]. TT can persist in later childhood, adolescence 
and adulthood; however, prevalence rates are lacking for older patients [9]. Overall, there is a 
significant lack in the literature surrounding the prevalence and developmental nature of TT, 
particularly in Australia. 

Research suggests that there are multiple contributing factors to the aetiology of TT. Otitis 
media, allergies and prolonged respiratory disease, prolonged mouth breathing, enlarged tonsils, 
anterior malocclusion, marked lip movement during swallowing, and digit and dummy sucking 
have all been found to be associated with TT [10–12]. It remains unclear whether TT affects speech or 
if a speech or articulation impairment increases the likelihood of a TT. However, individuals with a 
TT often experience speech issues to some extent [11]. 

A multidisciplinary team is reported to be advantageous with assessment and differential 
diagnosis of TT due to the complex nature of diagnosis and contributing factors [13,14]. The 
practitioners typically involved in the diagnosis and treatment of anterior swallow includes dentists, 
orthodontists, SLPs, ear nose and throat specialists (ENT), orofacial myofunctional therapists, 
paediatricians and general practitioners [13,15–17]. Several methods for diagnosing and assessing the 
severity of TT have been reported, however, the literature is ambiguous around which methods are 
most efficacious. Ultrasound measures and devices or appliances, such as intraoral sensory 
instruments, have been reported as effective diagnostic methods [7,9,18–23]. Rating scales including 
the Expanded Orofacial Myofunctional Evaluation with Scores (OMES-E) Scale [24], and the Tongue 
Thrust Rating Scale (TTRS) [25] have also been highlighted as useful diagnostic tools for identifying 
the presence and severity of TT.  

 Untreated TT can cause ongoing health complications; therefore, early detection and 
intervention is advantageous [26]. Different treatment methods to remediate and/or minimise TT and 
related orofacial myofunctional disorders include orofacial myofunctional therapy (OMT), use of 
myofunctional devices20 and orthodontic treatment including tongue cribs [21,27]. The aim of these 
treatment approaches is to improve oral functions and remediate the TT by correction or 
repositioning tongue placement during swallowing and speech production [26]. However, there is 
still limited knowledge about other interventions used by health professionals managing TT in 
practice. Additionally, there is limited research on the efficacy of myofunctional devices and which 
of these are most effective in treating TT. 

Health professionals involved in the assessment, differential diagnosis, and treatment of TT 
require a comprehensive understanding of TT to provide effective patient care [2]. For instance, if TT 
is not recognised as a contributing factor—or if an underlying orofacial myofunctional disorder is 
missed in a client with an articulation disorder—treatment outcomes may be suboptimal, as the root 
cause may not be adequately addressed [14]. There is a notable overlap in the scope of practice among 
orthodontists, SLPs, and ENTs in the identification and management of TT [4,17]. Additionally, a lack 
of consensus exists regarding the processes and methods used in TT management, highlighting a 
significant gap in the knowledge, education, and practices of health professionals managing TT in 
Australia. 

1.1. Aim 

The aim of this study was to explore current approaches to TT assessment, diagnosis and 
treatment, experience and training by health professionals, particularly in SLPs managing TT in 
Australia.  
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1.2. Objectives 

 To investigate the current practices of Australian health professionals with the identification, 
assessment, diagnosis and management of TT. 

 To explore Australian health professionals’ perceptions and experiences of training and 
education in TT management.  

2. Methods 

2.1. Research Design  

This study incorporated a two-phase explanatory sequential mixed methods approach [28]. 
Phase one was an online survey, which included quantitative and qualitative components. The 
second qualitative phase, informed by phase one, involved online semi-structured interviews [28]  

2.2. Participants 

Phase One - Online Survey: Health practitioners based in Australia involved in the assessment, 
diagnosis and treatment of TT were eligible to participate in the online survey. This included SLPs, 
orthodontists, dentists and orofacial myofunctional therapists. A total of 58 participants commenced 
the online survey, but 11 health professionals did not complete the survey in its entirety, resulting in 
a sample of 47 participants who completed the survey in full. Results will be reported for the 
maximum sample sizes who completed each question in the survey 

Phase Two – Clinician Interviews: A total of 17 SLPs who completed the survey expressed 
interest in participating in an online interview and were then invited to participate in an online 
interview. Seven responded to the invitation and participated in online interviews.  

2.3. Materials 

Phase One – Online Survey: Survey questions were developed to gather demographic 
information on participants and details on assessment, diagnosis, management, referral, experience 
and training in TT. Survey questions were entered into the Qualtrics online software to create and 
distribute the online surveys to participants. 

 Phase Two – Clinician Interviews: Interview questions were generated based on survey 
responses, to expand on survey answers and provide more in-depth explanations of SLPs experiences 
with TT. Data was coded using NVivo software prior to analysis. 

2.4. Procedures 

Phase One – Online Survey: A recruitment flyer was prepared which included a link to an 
online survey in Qualtrics. The flyer was distributed to special interest groups on Facebook, which 
were identified as significant for targeting potential participants. Survey links were also disseminated 
via professional organisations including the Australian Association of Orofacial Myology, Australian 
Dental Association, Australian Society of Orthodontics and Speech Pathology Australia. Participants 
were advised to click ‘next’ if they consented to proceed to participate in the survey. This concluded 
the section of research that gathered data allowing the comparison of assessment and treatment 
methods between the different health professionals. At conclusion of the online survey, only SLPs 
were invited to provide contact details if they were interested in participating in a follow-up 
individual online interview. The online survey was open from February to April 2024. 

Phase Two - Clinician interviews: Fifteen SLPs provided contact details to participate in a 
follow-up interview. Since the research team consisted of SLPs, this discipline specific knowledge 
and experience was used by the SLP interviewers to gather more in-depth information regarding SLP 
management of TT. Consenting interview participants were emailed a participant information sheet 
to take part in an online interview and return an electronic consent form. They were then contacted 
by a member of the research team by email or phone to schedule a suitable interview date and time. 
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No prior relationship was established between the interviewers and interviewees. Online interviews 
were conducted by two of the study supervisors who are highly experienced female SLPs with 
extensive knowledge and experience in TT assessment and management. The nature of the semi-
structured interview guide was open-ended to reduce interviewer bias. These were pilot tested with 
the researchers prior to the interviews commencing. All interviews were video recorded with a 
backup audio recording on an iPhone and de-identified field notes were taken. No interviews were 
conducted more than once. The transcripts were then checked for accuracy and de-identified by the 
project team. Interview transcripts were emailed to each participant for cross-checking, and they were 
given the opportunity to make amendments, to which two of the seven participants made brief 
changes. Interview transcripts were then coded by four researchers using NVivo software.  

2.5. Data Analysis 

Online survey responses were analysed descriptively to describe demographic information and 
data on knowledge and approaches to TT management. NVivo was used to code the qualitative data 
from the clinician interviews, which highlighted the most frequently discussed topics across the 
interviews. Due to the nature of the semi-structured interviews, data was then analysed using Braun 
and Clarke’s six phases of reflexive thematic analysis, i.e. familiarising the data, generation of initial 
codes, searching for themes, review of themes, defining and naming themes and producing the report 
[29]. The research team met on several occasions to search, review, define and rename themes, which 
was accomplished by placing prevalent codes into tables, looking for similarities, differences and 
most significant areas among these, and defining/naming. Once themes were identified and defined, 
themes were organised with indicative quotes from participant transcripts (see Table 2).  

2.6. Ethical Considerations 

Ethical approval was obtained through the Curtin University Human Research Ethics 
Committee prior to commencing the study (HRE2023-0225, 9 May 2023). All survey data was de-
identified prior to analysis. Interview participants were identifiable and were provided with a 
participant number. All electronic documents and data with participant details were stored 
electronically in a password-protected folder on a secure network.  

3. Results 

3.1. Phase One – Online Survey 

3.1.1. Participant Demographics 

Participants were located in all states and territories of Australia. Most participants (40%) were 
from Western Australia (n=22) followed by 11 participants (20%) from New South Wales and seven 
each from Queensland and Victoria (13%). 

Table 1. University Qualifications and Other Training of Participants (n = 47). 

Qualifications Frequency 

Speech Pathology 
 Bachelor of Speech Pathology/Speech and Hearing/Human 

Communication Science/with or without Honours 
 Masters in Speech Pathology  

 

42 

 

 

Doctor of Philosophy (PhD) 3 

Master of Audiology 1 

Dental Surgery  8 
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 Bachelor of Dental Surgery 
 Master of Dental Surgery  

Bachelor of Applied Science (Oral Health) 3 

Postgraduate Orthodontics 1 

Bachelor of Science (Psychology) 1 

Bachelor of Health Science 1 

Bachelor of Biomedical Science 1 

Graduate Certificate in Education 1 

Other Training 

Orofacial Myofunctional Therapy (OMT) Training 2 

Diploma in Breastfeeding Management 1 

Associate of Dental Therapy 1 
NB] Some participants had obtained more than one qualification. 

3.1.2. Assessment and Diagnosis of Tongue Thrust 

Clinical assessments were employed by 37 survey participants for a total of 63 responses to 
clinical assessments to evaluate and diagnose TT. The most frequently used clinical assessments were 
swallow assessments and observations, oral motor evaluations, speech observations and analyses, 
and observations of malocclusion or facial structure (Figure 1). 

  
Figure 1. Clinical Assessments Used to Diagnose and Assess Tongue Thrust (n = 63). 

Across the 37 participants, a total of 59 types of clinical assessments were reported. Table 2 
provides a breakdown by profession. 
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Table 2. Total Number of Clinical Assessments Used to Diagnose and Assess Tongue Thrust by Profession (n = 
37). 

Profession  Feeding and 

Swallowing 

Observation 

Oral Motor 

Examination 

Speech 

Analysis  

Malocclusion  

Observation 

 

Speech-language 

pathologist  

21 17 8 2  

Dentist  1     2  

Orofacial 

myofunctional 

therapist 

1 2      

Orthodontist 1   1 1  

Other    2      

Total  24 21 9 5 59 

The top three clinical assessments used by SLPs to assess TT were swallowing assessments and 
observations, oral motor evaluations and speech analysis and observation. The most frequently used 
clinical evaluations used by dentists and orthodontists were malocclusion and swallowing 
observations with one orthodontist reporting also using speech observations as evidence of TT. OMTs 
reported using mainly oral motor evaluations and swallowing observations in TT assessments. 

Collaboration with other health professionals regarding assessment and diagnosis of TT was 
reported by participants in the survey. From the multiple selection options, inter-disciplinary liaising 
in TT management was found to be prominent (n = 121) including by SLPs (23%), orthodontists (20%), 
dentists (13%), ENT’s (13%), OMTs (12%), and others (5%), while no interdisciplinary collaboration 
was noted by 8% of respondants Other health professionals were naturopaths, chiropractors, 
craniosacral therapists and osteopaths (0.8%) (see Figure 2).  
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Figure 2. Health Professionals Involved in Diagnosing and Assessing Tongue Thrust (n = 121). 

3.1.3. Confidence in the Assessment and Diagnosis of Tongue Thrust 

Participants rated their confidence in the assessment and diagnosis of TT on a scale from zero 
(not confident at all) to 10 (very confident). The overall average score was 7.81 (SD = 2.41). 
Oromyofunctional therapists (n = 3) had the highest confidence (M = 10, SD = 0), followed by 
orthodontics (n = 3) (M = 9, SD = 1). The average confidence scores of SLPs (n = 40) were 7.63 (SD = 
2.34), followed by dentists (n = 4) with an average confidence of six (SD = 4). Two other health 
professionals, including an oral health therapist and dual qualified SLP and oromyofunctional 
therapist (n = 2) reported an average confidence of 8.5 (SD = 2.12).  

3.1.4. Treatment of Tongue Thrust 

Participants (n = 39) reported three main treatment methods for TT, including orofacial 
myofunctional therapy (59%), myofunctional devices (20%), and orthodontic treatment (18%). ‘Other’ 
(3%) was also selected as a response and the method used was tongue surgery. Of the eight 
participants who reported using myofunctional devices, eight used the MyoMunchee, one used 
Myospots and another a different band. Orthodontic treatment methods used (n = 7) included three 
reports of palate expansion, and one participant report each for fixed appliances, tongue crib brace, 
orthognathic surgery and stoma adhesives. Of participants who reported using OMT (n = 22), the 
most common (n = 8) was tongue exercises. Alternative OMT exercises are provided in Figure 3.  

0

5

10

15

20

25

30

35

Speech
Pathologist

(30)

Orthodontist
(25)

Dentist (17) ENT (17) Oro
Myofunctional
Therapist (15)

Have not
worked with

other
professionals

(10)

Other (7)

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 12 March 2025 doi:10.20944/preprints202503.0860.v1

https://doi.org/10.20944/preprints202503.0860.v1


 8 of 20 

 

 

Figure 3. Orofacial Myofunctional Therapy Methods Used for Treatment (n = 22). 

Participants were asked to report how they measured the effectiveness of intervention with free 
text. Of the 40 participant who responded to this item, a total of 67 responses were reported and 
ranked from highest to lowest. Frequency reportedly used; observations (25%), assessment of current 
swallowing ability (21%), N/A or no method reported (16%), reassessment using same methods 
(13%), client/caregiver/stakeholder reports (9%), pre-treatment and post-treatment picture or video 
comparison (7%), accuracy of speech sounds in conversation (4%) comparison in efficacy of exercise 
performance pre-treatment and post-treatment (3%), and Payne paste (2%). 

3.1.5. Education and Training in the Assessment and Treatment of Tongue Thrust 

Participants (n = 21) reported their exposure to TT assessment and diagnosis whilst studying at 
university. Most reported no exposure (86%) at university and of three participants who reported 
exposure, one participant reported learning about clinical diagnosis and assessment (orthodontist), 
one within the university curriculum (SLP), and one from observations of the swallowing pattern 
(SLP).  

Participants reported whether they had received further training to diagnose and assess TT (n = 
54). Most received additional training (41%). Participants (n = 31) rated the level of adequacy of their 
further training from mostly and very adequate (46%), to mostly inadequate or not adequate at all 
(16%), with 19% reporting neutral responses. 

Of the 47 participants, 51% reported having received further training to treat TT. Participants 
who had attended training (n = 24) reported attending formal training, (58%) informal training, (29%) 
or both informal and formal training (13%). Formal training (n = 23) included orofacial myofunctional 
therapy (87%), training in dental therapy (4%), research (4%) and training within an orthopaedic 
course (4%). Informal training (n = 15) included research (53%) and training from peers (47%).  

SLPs (n = 46) reported whether they had received further training to diagnose and assess TT (n 
= 25). Other professionals including orthodontists, dentists, orofacial myofunctional therapists, dental 
therapists, dental hygienists, oral health therapists and orofacial myofunctional therapist/SLP (n = 14) 
also reported whether they had received further training to diagnose and assess TT (n = 7). Of the 
SLPs (n = 25) received formal training (n = 11), informal training (n = 5) or both formal and informal 
training (n = 8). One SLP gave no response on the type of further training they received. The most 
common further training for diagnosis and assessment methods among SLPs included partaking in 
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orofacial myology courses (formal) (n = 17), reading literature/journal articles (informal) (n = 7) and 
mentoring/supervision (informal) (n = 4). Other professionals (n = 7) also reported receiving formal 
training (n = 4), informal training (n = 1) or both formal and informal training (n = 2). The most 
common further training method for TT diagnosis and assessment among other professionals 
included partaking in orofacial myofunctional therapy courses (both formal and informal) (n = 2). 

SLPs (n = 46) reported whether they had received further training to treat TT (n = 18). Other 
professionals including orthodontists, dentists, orofacial myofunctional therapists, dental therapists, 
dental hygienists, oral health therapists and orofacial myofunctional therapist/SLP (n = 6) also 
reported whether they had received further training (n = 6). Of the SLPs (n =18) who reported 
receiving formal training (n = 10), informal training (n = 3) or both formal and informal training (n = 
5). The most common further training methods for treatment of TT among SLPs also included 
partaking in orofacial myology courses (formal) (n = 11), reading literature/journal articles (informal) 
(n = 4) and mentoring/supervision (informal) (n = 3). Other professionals (n = 6) also reported 
receiving formal training (n = 4) or both formal and informal training (n = 2). The most common 
further training method for treatment of TT among other professionals included partaking in a 
variety of courses such as orthodontic and orthopaedic (formal) (n = 4). 

Participants rated their level of adequacy of their further training in TT on a scale from zero (not 
adequate at all) to 10 (very adequate). The overall average adequacy rating was 7.71 (SD = 2.02). The 
single orthodontist and orofacial myofunctional therapist/SLP reported the highest adequacy of 
training with scores of 10, followed by oromyofunctional therapists (n = 2) and dental hygienists (n = 
2) both with a score of 8.5 and standard deviations of 2.12. The average adequacy of training scores 
of SLPs (n = 24) was 7.42 (SD = 2.06), followed by a sole dentist (M = 7). 

3.2. Phase Two – Clinician Interviews  

Key themes were generated based on the 45-minute-long interviews with SLPs who shared their 
detailed experiences assessing, diagnosing and treating tongue thrust. The overarching themes 
generated were: 1) Tongue thrust is a symptom, not a diagnosis, 2) barriers to effective treatment, 3) 
multidisciplinary approaches to management, and 4) education and training gaps (Table 2). 

Table 2. Themes Generated from Interviews with Speech-Language Pathologists on their Experiences Assessing, 
Diagnosing and Treating Tongue Thrust. 

Main theme Sub-theme Indicative Quotes  

Tongue 
thrust is a 
symptom, not 
a diagnosis 

 

It’s part of a 

bigger picture. 

 

“An anterior tongue thrust is a symptom for the tongues 

overall posture, strength, where it sits in the mouth, restriction 

etc. It usually comes along with articulation difficulties and 

even mouth breathing. So it's often not just the tongue thrust 

that we actually treat at the end of the day.” (P1) 

 

“Frequently when I see children with tongue thrust they 

actually present with a lot of other things.” (P3) 

 

“I don’t think that is a diagnosis. A tongue thrust...is really just 

a part of a much bigger picture.” (P7) 

 

“I think it, I mean, I remember from uni, where we had 

different lectures and they were always saying, you know, ‘if 

you're not, if you're gonna work on speech, work on speech 
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Main theme Sub-theme Indicative Quotes  

like you can't improve speech unless you're speaking’ type of 

thing. Which to some degree is true, but and if there's 

underlying, something underlying that's causing the speech 

issue, if we're not addressing that, then we're going to be 

practising speech for a long time and not getting very far.” (P4) 

The hidden 

realities of TT 

“I think that tongue thrust within the umbrella of oral facial 

myofunctional disorders should be treated as a topic as equal 

to speech as equal to language. OK, because it underlines a 

child's ability for language and a child's for speech. So it has to 

have equal weighting and without it having equal weighting, 

we're never going to get this holistic view of what, of how we're 

treating the client. And it comes in voice. I mean, if we look at 

it, it affects voice as well. It affects oral phase swallowing. I 

mean, it affects every area except for AAC I would argue.” (P1) 

 

“And I guess in a way, sometimes when I identify the tongue 

thrust swallow, that’s not the priority of the parents, or the 

parents haven’t noticed it and its not until I do the assessment 

and I’ve been like “have you noticed it?,” they’ll be like “oh,” 

and so it might not be a priority for them in therapy to target 

that whereas the speech or the breathing might be a priority for 

them so it also really depends on I guess what’s important for 

the family” (P3) 

Facilitators to 

effective 

treatment  

 

Motivation 

makes a 

difference 

 

“The awareness of the child and their motivation makes a 

difference.” (P4) 

 

“…. . home practice and definitely the child and how self-

aware they are.” (P3) 

 

“I wouldn't try and do it any younger than eight. They've got 

to have the right kind of maturity and motivation,” (P5) 

 

“He wasn't interested. He didn't care, 'cause really, if no one's 

telling them in their peers, they really don't get motivated. I'm 

now seeing him again at 14 because he's got an interest in girls. 

So now his tongue thrust is a real issue because he's got an 

interest in girls and they go ‘Why do you speak like that?’ as 

well as he's also got a tongue tie, which he's like, ‘Now I need 

to fix my tongue thrust, I need to fix my tongue tie. I know I've 

got to do the pre therapy’, so he's super motivated.” (P1) 
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Main theme Sub-theme Indicative Quotes  

What’s it going 

to cost? 

“Obviously being in private practice, finance is a big 

consideration for families.” (P7) 

“And also the cost of coming to see us.” (P2) 

“I do choose some clients that if they can't continue therapy 

financially, then I will give them some pro bono sessions 'cause 

I'm like, ‘let's get this done because he's motivated’.” (P1) 

Partnerships 

with parents 

and clients: A 

key to success  

“The biggest barrier is the availability of the parent to work 

with the child.” (P1) 

“And then it just comes down to the motivation of the child 

and the child which is the child parent relationship 'cause I'm 

very much about pushing the child through what they can do, 

whereas the parents will often go, you know, if you don't do 

this, you won't get that. If you don't do this and if we're just 

hearing that repeatedly and there's no consequence, then the 

child knows that. But I don't want that kind of, you know, 

therapy. I want the therapy to be ‘We're going to do this 

because it's going to help this’.” (P1) 

Confidence and 

support from 

health 

professionals 

“….upport from other professionals” (P7) 

“I suppose attitude and just not having the full team around to 

get the best outcomes, and finances, would be the biggest 

issues that I experience.” (P7) 

“I had a supervisor who said to me, when I went back to her I 

said ‘what are we going to do?’ She said, ‘well, you're the third 

speechie so you've just got to hope that they move on and go 

elsewhere and they're no longer your problem’. And I didn't 

get it as a mature aged student to go ‘We can't actually’” (P1) 

Find your 
tribe: 
Multidiscipli
nary team 
(MDT) 
approaches 
to 
management  

 

Relationships 

with other 

health 

professionals 

 

“We have a really strong relationship with an orthodontist in 

our area and they refer all their tongue thrust, a lot of their 

tongue thrust clients to us” (P3) 

 

“I used to mostly get the referrals after the treatment, the 

orthodontic treatment had finished. And so they would send 

me, when I requested it, they would send me their records with 

their pre and post photos and the measurements and stuff that 

they had done. And often the reason that they were referring 

at that point was because there was some dental relapse 

because obviously the tongue was just pushing everything 

back to where it had been. 
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Main theme Sub-theme Indicative Quotes  

After treatment, they would obviously go back to the 

orthodontist and often then have the finishing touches of their 

treatment finalised,” (P7) 

 

“We do also often refer people to specialist dentists with 

crossbites and other things going on with their teeth as well, 

which is, you know, likely caused from the tongue not being in 

the correct place as well.” (P2) 

“a lot of our referrals come from a paediatric dentist, who, she 

works in the area of tongue, she gets a lot of tongue tie referrals 

because she does releases. Then we have at least two other 

paediatric dentists who refer to us as well.” (P4) 

 

“So my referrals, predominantly within the hospital will come 

from a GP and or a paediatrician and or Perth Children's 

Hospital. The referrals that I will send... maybe ENT. Majority 

have already got a medic involved, because that's where our 

referral comes from. It may be a dietician if there are issues 

around intake and nutrition and or hydration. Within the 

health service, we're not allowed to specify or recommend, it's 

parents choice as far as where they seek their providers from, 

so I will give them a choice for them to select. So say for 

example they had I wanted to refer to ENT. They would kind 

of select who if it would be for a tongue tie revision, it may be 

a paediatric surgeon, it may be a dentist. And I'm aware that 

some of the dentists that the parents go to may request a 

craniofacial.” 

 

There could also be dentist if I'm concerned around 

malocclusion issues because, I feel these are the ones that are at 

risk of you needing your orthodontic work kind of later down 

the line. If we don't intervene early enough.” (P6) 

Same same, but 

different: 

Variation in 

management 

approaches 

“I think [orofacial myology is] kind of like I said, it's the 

foundations of, you know, our assessment and our treatment. 

So I think it's definitely, there are still gaps there and I find 

when we get community therapists in to work because I work 

within a hospital base, I'm doing a lot of that kind of, gap filling 

because the impression that I get is we, there's still kind of not 

enough knowledge and awareness of this area.” (P6) 
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Main theme Sub-theme Indicative Quotes  

“When I reflect on my own career, I think about how many 

years I treated children with speech difficulties without ever 

looking in their mouth. And this whole idea that you wouldn't 

even think about the, you know, what's going on in their 

mouth when that is the organ that is responsible for speech. 

And I still see so many kids who come from, who've been 

transferred from other therapists who are much younger than 

me and who've had more recent training at uni who are still 

not looking in people's mouths. I find that sometimes just 

looking in there, you will see something that will, if you deal 

with it, it will make all of the difference.” (P7) 

Still so much 
to learn: 
Training and 
education 
gaps 

 

Strength in 

collaboration  

“I've got enough sort of knowledge to manage more, but I 

wanna keep it to what I do so I can then, 'cause I'm lucky in 

Melbourne, I can say ‘go see my colleague who does oral motor 

and oral phase feeding’. So, we can kind of share the clients 

across then. So that's a little bit of something that we get in the 

big cities. I suppose it's a little bit easier. We don't have to be 

the all in one person.” (P1) 

 

“I get a lot of dental referrals... So, a lot of my clients will come 

from dental referrals, or they'll come from other speech-

language pathologists who actually say they have gone as far 

as they can with, say, an interdental lisp or a tongue thrust. 

And then they'll say, ‘OK, we've been working with you for, 

say, three months or six months or two years. Let's, see if we 

can send you to somebody else just to look at it from a different 

perspective’.” (P1) 

Polarising 

views 

“When I’ve spoken to other people about TT before it can be 

quite a polar conversation, you’re either for or against it. I think 

my standing is like it’s really nice to just be in the middle – to 

not fully agree, not fully disagree, but find like a nice balance, 

middle ground” (P3) 

 

“I am beyond delighted that there's research being done in this 

area. I know how I live everyday, the controversy around 

myofunctional work and the impact that it can have on speech 

and feeding... I don't understand why this space is so 

controversial” (P7) 

 

“It gets really exhausting just constantly reading when people 

are asking questions in this space around how there's not 
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Main theme Sub-theme Indicative Quotes  

enough evidence, and so therefore we shouldn't be doing this.” 

(P7) 

Hesitation and 

fear 

“I just am terrified that I won't be able to hold my own if 

somebody who just is not really interested in listening, asks me 

a question that I don't feel like I'm quite know the answer to.” 

(P7) 

 

“Basically parents are Googling, trying to find someone who 

can do this therapy, and there's kind of slim pickings. So it's 

yeah, not just any speech therapist who is able to or willing to 

work on that. Even though it is within our scope of practise, 

but people are a bit hesitant to work on the tongue thrusts 

because they're scared of the whole non speech oromotor 

exercise area, and... even just the idea of using a tongue 

depressor for some speechies. I think they’re even too scared to 

have one in the room.” (P4) 

 

“I guess people are a little bit hesitant and scared to venture 

into the world of non-therapy where you're not actually 

working on speech.” (P4) 

3.2.1. Tongue Thrust Is a Symptom, Not a Diagnosis 

A common theme was that tongue thrust (TT) cannot be diagnosed alone, since it is usually an 
indicator of an underlying issue, with participants referring to it as a ‘symptom’ or ‘part of a bigger 
picture’.  

“I think it's really important to understand I see tongue thrust as a symptom, not a  diagnosis.” P1 
Participants explained the importance of considering the underlying issues when planning 

assessment and treatment, since treating a speech issue alone may be inefficient if the underlying 
cause, for example, low-lying tongue posture or limited tongue movement, is not addressed first 
within therapy.  

Participants emphasised that it is critical to take a holistic approach to assessment and treatment, 
so that underlying problems can be prioritised and resolved rather than looking at only TT in 
isolation. Several participants shared similar opinions that TT should be viewed with equal 
importance as an orofacial myofunctional dysfunction as other areas of speech pathology due to the 
potential significant impacts if not addressed.  

3.2.2. Facilitators to Effective Treatment 

Participants discussed barriers and facilitators experienced when treating tongue thrust clients, 
and how these restricted the capacity for the provision of effective management. Some participants 
reported that client attitudes impacted therapy, such as if a child is not engaged or motivated, they 
are unlikely to put the work in that is required to progress. One participant shared their experiences 
with a client who had previously received treatment when they were younger and later returned to 
resume therapy, motivated by external factors when they were at an older age (P1).  
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Another theme generated was finances as a barrier to effective treatment as some clients could 
not afford therapy. However, some participants reported providing pro-bono sessions to 
exceptionally motivated clients. The motivation and availability of parents or guardians to engage 
with treatment was also a barrier to effective therapy. As participants’ tongue thrust caseloads mainly 
consist of younger children, they report that it is critical for parents to have the capacity to prioritise 
therapy in order to see results for their child. 

“When they go home, the parents are in charge of facilitating the practice and  providing the 
feedback, so if the parents aren’t motivated to help the child, in that  respect then it’s probably a later goal.” 
P3 

Another recurring barrier reportedly experienced by participants was confidence levels and 
general support from other professionals. Participants discussed how having limited input or 
guidance from the MDT or professionals around them can hinder positive outcomes, whilst some 
expressed doubts with self-confidence. 

“But I guess another barrier is my own confidence in doing the therapy, I’ve been doing it for ages, but I 
sometimes stop and I’m like ‘Is this actually working?’ because it's really hard to see sometimes, I think 
sometimes I get those moments.” P3 

3.2.3. Find Your Tribe: Multidisciplinary Team (MDT) Approaches to Management  

Another theme across interviews was the importance of working in a multidisciplinary team, 
and the involvement of other health professionals, such as ENT’s, dentists, orthodontists, GP’s, 
paediatricians and the variation in management approaches.  

Participants reported receiving referrals from other health professionals for issues such as 
speech and feeding difficulties. Participants also gave referrals to other health professionals for issues 
such as bite issues, snoring, tight muscles, breathing, tongue tie releases, and others. Other comments 
by participants involved the variation of management approaches between the multidisciplinary 
team, as well as between different SLPs. Participants reported that the difference in education and 
training is a possible link to the variation in management approaches, and the limited number of 
speech-language pathologists who look inside the mouth for a TT. 

3.2.4. Still So Much to Learn: Education and Training Gaps  

A recurring theme amongst participants was the significant lack in research, evidence and 
education in the management of TT. Participants commented on the strength in collaboration 
amongst health professionals, and different perspectives. One participant reported the benefit of 
living in a bigger city, and the availability of health professionals who specialise in TT.  

There was a polarity of arguments, for and against OMT due to a perception of limited evidence 
in this area. Further research into the role of SLPs and the impact of orofacial myofunctional therapy 
on speech and feeding was suggested by all participants.  

There was a sense of hesitation and fear by SLPs to talk about, or practice in orofacial 
myofunctional therapy, and more specifically, TT. Participants reported that the lack of research and 
the fierce controversy surrounding the functional impact of OMT made them hesitant to share their 
experiences with other health professionals and to advocate for therapy approaches in this area.  

“I'm actually terrified at the thought of offering something more formal in terms of training because of 
that whole controversy and how firmly people who are not on the tongue thrust oromyofunctional train are not 
on it.” P7  

Although therapies aligned with OMT for developing feeding and speech skills for underlying 
orofacial myofunctional disorders are within the scope of practice of SLPs, some practitioners 
reported lacking confidence to work in the area of TT to the limited education and evidence. 
Participants felt strongly about the need to include teaching of OMT in the undergraduate curriculum 
at university for Speech Pathology students.  
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“I think it's really irresponsible, bordering on unethical, of us to be treating kids for years and years and 
years without actually looking at the full gamut of things that might be impacting that communication 
impairment. So yes, please, please get it in to the undergrad classes.” P7 

4. Discussion 

The current study was exploratory to investigate approaches to the assessment, diagnosis and 
management of TT in Australia, and health professionals’ perceptions and training experiences in TT. 
In the first phase, the key findings were that health professionals used a range of methods to assess, 
diagnose and treat TT and each possess a variety of training qualifications and experiences in the 
field. In the second phase (clinician interviews), four key themes were generated from interview data 
: 1) Tongue thrust is a Symptom, not a Diagnosis, 2) Facilitators to Effective Treatment, 3) Find your 
Tribe: MDT Approaches to Management, and 4) Still so much to learn: Training and Education Gaps. 
Each theme contributes to client-centred care in TT, highlighting that there are several factors 
influencing an individuals’ accessibility to assessment and treatment of their TT.  

Effective approaches to assessing TT are an important consideration in this area. Across this 
study’s interviews, a range of assessment methods including oral motor examinations, speech 
analysis, observations of eating and drinking, swallowing during meals, speech during 
conversations, and oral structure and function (i.e., tongue movement and positioning of teeth) were 
reported to be used. An investigation of the literature shows that ultrasound [7,18–20] and TT rating 
scales [24,25] are used within TT assessment, which, as above, is contradictory with the most used 
assessment methods reported by Australian SLPs in the current study. This may be a geographical 
limitation due to a variety of research taking place in the United States, when the present study took 
place in Australia. Furthermore, this contradiction may support the theme that is present in existing 
research, suggesting that practitioners use a vast array of tools to assess their clients [21,30]. 

Participants in the online survey indicated OMT approaches to be commonly used for TT 
treatment, which aligns with previous literature [2]. Myofunctional devices and orthodontic 
treatment including tongue cribs are also reported and were discussed by several interview 
participants in the present study [21,27]. However, there is still limited research surrounding efficacy 
of assessment and treatment methods for TT. During interviews, participants were asked about 
barriers they experienced when managing TT so that factors impacting effective assessment and 
treatment could be identified and understood. The main barriers found in this study were financial 
burdens of the client, client motivation and engagement, parent engagement, confidence of the SLP, 
and clinical support from other health professionals. There is some existing literature further 
supporting this theme, although further investigation into this area from a broader range and larger 
number of professionals would be beneficial to increase both clinician and client awareness of 
challenges they may face when managing TT [21].  

Working with other health professionals was reported to promote treatment efficacy for patients 
with TT. While there is insufficient research on the effects of multidisciplinary team approach on TT 
management, it is well-known that the collaboration of efforts from different professionals improves 
patient management, compared to global treatment delivered by a sole professional [31]. Maspero et 
al [31] highlighted that orthodontic treatment alone is not sufficient to treat an atypical swallow, and 
a multidisciplinary approach such as orthodontic and myofunctional rehabilitation has the potential 
to lead to optimal long-term outcomes. The results from the survey and the interviews with 
professional practitioners support the notion that there is strength in collaboration. 

A lack of knowledge and awareness in the management of TT eventually results in controversy 
and hesitation around the implementation of OMT for TT. Most participants in the current study did 
not have further training to diagnose and assess TT, and only some reported adequacy of their 
training. Many clinicians may not be equipped with the training to confidently recognise a TT, which 
can impact the efficacy of intervention provided to clients. The scarcity of conclusive information on 
the efficacy of OMT on oral and tongue strength in patients with TT is reported in the literature and 
within the current study [26,34]. Homem et al [35] found there to be a significant lack of consistent 
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scientific evidence demonstrating the efficacy of OMT on dentofacial and orofacial disorders, which 
impacts the treatment provided to clients, and the overall outcomes as a result. This lack of definitive 
supporting evidence on the functional impact of OMT explains the polarity of views on OMT 
interventions between health care professionals and explains SLPs’ fears of practicing in OMT [33]. 
If the underlying issue of a TT is left untreated, and unrecognised, the efficacy of other treatments 
can be greatly affected, and patients are not provided with the quality care that they require.  

4.1. Clinical Implications 

This study underscores the variability in management approaches among healthcare 
professional assessing and treating clients with TT, identifying key barriers and highlighting the need 
for more standardised and enhanced education in this field. Given the limited existing literature, this 
study provides valuable data to support evidence-based practice, particularly for SLPs in Australia. 
However, discrepancies exist between the current literature and the real-world perspectives of 
professionals working in this area. The insights gained from this study – formulated from clinical 
perspectives – contribute to improved management outcomes for a diverse range of clients, including 
those with undiagnosed TT or related conditions. 

The study’s findings are multifaceted, reflecting the diverse survey and interview responses 
from various professional groups with varying levels of experience. Notably, younger or less 
experienced professionals often differ in their approach compared to more experienced professionals. 
These differences are influenced by variations in education and training, which in turn affect clinical 
practice in the management of TT. 

4.2. Limitations and Future Research  

There are several acknowledged limitations with the present study, including a small sample 
size. While 58 participants commenced the online survey in phase one, only 47 completed the survey 
in its entirety, and seven participants were involved in the interviews during phase two. A larger 
sample size of 12 to 15 participants for the clinician interviews in phase two is necessary for increasing 
the depth of the results and allowing for improved generalisability [36,37]. Furthermore, interviewing 
health professionals beyond SLPs would have contributed to deeper insights and diverse 
perspectives, especially considering that one of the main themes found was ‘MDT approaches to 
management’. Strengths of the study included using a mixed-methods approach, allowing for 
quantitative and qualitative data to be integrated. This allowed for a comprehensive understanding 
of the topic from a range of health professionals as part of the online survey, and detailed exploration 
of perspectives and experiences from SLPs within clinician interviews. This enabled a thorough 
understanding as the survey results informed the interview questions. Furthermore, the diverse 
recruitment process through social media and professional bodies allowed for the targeting of a larger 
and wider audience involved in the field of TT. 

The findings from the current study and existing literature highlight variability in the 
approaches of assessment and treatment Australian health professionals use to manage TT. The lack 
of comprehensive TT training for SLPs in Australia despite the identified clinical need to address TT 
in practice was an overwhelming finding in the study. This gap in research presents an opportunity 
for not only the role of SLPs in TT management to be explored, but also for other health professionals 
involved in TT. Future research should consider conducting interviews with all health professionals 
involved in TT, including internationally, so a deeper understanding of how disciplines differ in their 
approaches to TT management can be gained. Future research should also evaluate the effectiveness 
of commonly used OMT practices in SLP treatment and the alignment to clinical practice. This 
research will enhance the treatment provided to individuals experiencing TT and contribute to 
improvements in their quality of life.  

5. Conclusion  
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This study describes the different approaches to the assessment, diagnosis and management of 
TT across Australian health professionals, with a focus on further exploration of the perspectives and 
practices among SLPs. The themes generated provide valuable information on experiences and 
perceptions of TT diagnosis and treatment from Australian SLPs, highlighting different barriers to 
treatment, underlying causes of TT and the involvement within the MDT. Additionally, the 
consensus among SLPs that TT is a topic with limited awareness and education may drive a 
significant push toward delivering further education and training to SLPs and student SLPs.  

There is a significant variation in how SLPs assess and treat TT, with limited efficacy data to 
support the best methods. Rather than being a standalone diagnosis, TT is more accurately 
understood as a symptom of an underlying issue that requires a broader clinical perspective. 
However, awareness of TT remains low, highlighting the need for increased education, training, and 
research opportunities for SLPs to ensure more informed and effective clinical decision-making.  

While this study focuses on the assessment, diagnosis, and management of TT among Australian 
health professionals—particularly SLPs—its findings hold relevance beyond Australia. The 
identified themes, including barriers to treatment, underlying causes of TT, and the role of the 
multidisciplinary team, reflect challenges that are likely present in many healthcare systems globally. 
The consensus among Australian SLPs regarding the limited awareness and education surrounding 
TT could inspire similar initiatives in other countries, promoting standardised education, training, 
and clinical guidelines for SLPs and healthcare professionals worldwide. Future studies could 
explore whether the challenges are experienced in other countries. Ultimately, this study’s insights 
may contribute to improved global management strategies for TT and enhance patient care across 
diverse clinical settings. 
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