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ACTIVE WOUND MANAGEMENT (AWM)

Certified Orofacial Myologists® (COMs®) are 
professionals who receive specialized training in the 
assessment and remediation of Orofacial Myofunctional 
Disorder (OMDs) from the IAOM. Most COMs® are 
speech-language pathologists (SLPs) or registered dental 
hygienists (RDHs) (ASHA, 2016; ADHA,2021). A type of 
OMD is Tethered Oral Tissue (TOTs), a congenital 
anomaly where lingual, labial, or buccal frena are 
unusually short, too thick, too tight or in an atypical 
location (Merkel-Walsh & Overland, 2021a). Researchers 
found frena to be dynamic three-dimensional structure 
that varies in morphology on a spectrum and that it is 
created by sheets of fascia (Mills, Geddes, et al., 2020; 
Mills, Pransky, Geddes, et al., 2020). The COM® is skilled 
to assess and support the functional challenges 
associated with TOTs and will be an important part of a 
TOTs care team. It is important for these professionals to 
understand the specific stages of post-operative care and 
scopes of practice. 

The purpose of this poster is to delineate the goals of 
active wound management (AWM) and neuromuscular 
re-education (NMR) and suggest the varying but specific 
roles of the COM® which will depend on 1) age and 
cognitive status of patient 2) presentation of the 
functional challenges present 3) level of professional 
training and 4) state and national guidelines. For 
example, it is within the scope of practice for specific 
professionals to include AWM in patient care, which 
includes RDHs who are involved with removing sutures, 
placing surgical dressings, removing surgical debris and 
other job duties involving oral surgery (ADHA, 2021). 

1) Participants will be able to list two goals of AWM.
2) Participants will be able to list two goals of NMR.
3) Participants will be able to describe the role of at 

least one professional scope when treating a patient 
post-frenectomy. 

In 2014, de Castro Rodrigues, Marchesan, et al. 
suggested that the frena could not be stretched due to 
the complexity of the collagen fibers that were part of the 
frena anatomy, but rather the facial fibers entwined with 
the collagen would possibly respond to intervention. This 
research has been enlightening however there is a current 
lack of consensus regarding therapeutic aftercare and 
the roles of various professionals in wound management 
versus functionally based therapy to include, feeding, 
speech and/or myofunctional therapy. 

Experts agree that pre- and post-operative care are 
necessary to improve functional symptoms of TOTs 
(Brooks, Landry et al., 2019; Kotlow, 2001; Siegel, 2016). 
There has also been research looking at the importance 
of orofacial myofunctional therapy in conjunction with 
frenectomy (Zaghi, Valcu-Pinkerton et al., 2020). Despite 
the evidence, COMs® face lack of acceptance from other 
colleagues regarding internal and external evidence of 
relevance of therapeutic care to improve frenectomy 
outcomes. This may be due to the confusion of AWM 
versus NMR. 

“AWM care is performed to remove devitalized and/or 
necrotic tissue to promote healing of a wound on the skin 
and helps to prevent scarring and reattachment” (CMS, 
2011). Surgeons prescribe ”stretches” (AWM) to maintain 
the integrity of the wound for guided healing. It is 
important in frenectomies, especially with open wounds, 
because a wound undergoes predictable changes, 
migrates toward the center to eventually zipper together 
with a mucous membrane. Then granulation tissue fills 
the wound and if this migration occurs too quickly, scar 
tissue may form (Larjava 2012). A wound that is open, 
has delayed healing and in which the edges cannot be 
brought together. Training and scope is critical to avoid 
pain, bleeding and/or scarring according to internal 
evidence. 

Despite some controversy on efficacy (Bhandarkar,  Dar, 
et al., 2022), clinical evidence, data and patient feedback 
suggests that working off the wound in a non-aggressive 
manner promotes optimal wound healing and reduces 
the risks of oral aversion. We need AWM because: 1) 
Frena contains fascial restrictions; 2) deep fascia relates 
to pain 3) fascial restriction can cause tightness in the 
area affected and the surrounding muscles 
and 4) guided mobility avoids fibrosis. (Pavan, Stecco, 
Sern, & Stecco, C., 2014).

First intention, also termed primary healing, is 
the healing that occurs when a clean laceration or a 
surgical incision is closed primarily with sutures, Steri-
Strips, or skin adhesive. These types of wounds often do 
not require AWM.
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2 Stages of Care

In contrast, COM®s direct NMR toward functional goals 
and consider the patient’s underlying oral sensory-motor 
skills that are impacted by TOTs. NMR deals with 
retraining the brain and spinal cord in voluntary and reflex 
motor activities (Huddleston, 1954). NMR focuses on 
goals to reduce compensatory patterns that have 
resulted from impaired range of motion as well as fascial 
restrictions (Merkel-Walsh & Overland, 2021b). This may 
include sleep, feeding and/or speech (Baxter, Merkel-
Walsh et al., 2020) or other manifestations of form and 
function such as: poor oral resting posture, dental 
malocclusion and /or noxious oral habits.  

Examples of Professionals with AWM in Scope of Practice

The variations of AWM and NMR are: 1) NMR is based 
on a functional assessment that helps create an 
individualized treatment program plan specific to each 
patient and 2) NMR is important for primary (closed 
wound) and secondary (open wound) healing. 
Examples are as follows:
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problem

• muscle
• motor

Task 
Analysis

• Pre-
feeding

• Pre-
speech

Treatme
nt plan

• Assists movements to provide muscle contraction
• Facilitates movement against resistance to improve strength

Beckman Oral Motor

• Applies gentle sustained pressure into connective tissues
• Eliminates pain and restores motion

Myofascial Release

• Incorporates strength and resistance training, motor planning 
and habitualization principles to improve oral rest posture, 
feeding, speech, swallowing and sleep and supports optimal 
orofacial growth 

Orofacial Myofunctional Therapy 

• Provides the task analysis of pre-feeding, feeding, oral 
placements and speech

• Uses oral sensory motor tools to map sensory information to 
facilitate the target motor plan and facilitates muscle-memory

TalkTools®
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Examples of Professionals with AWM in Scope of Practice

SIMILARITIES

What should be considered, is that the professional 
therapists who are trained in NMR have noted that the 
individualized, goal directed techniques can be used by the 
surgeons for AWM. For example, the authors have found 
that specific techniques implemented in therapy can often 
improve the wound healing process while also improving 
functional remediation goals.

For example, Merkel-Walsh & Overland (2018) developed 
“manual lingual elevation” with the use of a Sensi tool,  and 
"V Stretch" which are quite like the tongue lifts surgeons 
prescribe manually (gloved fingers).

After performing the V Stretch task, 3 sets of 10 lifts in 
therapy, for the goals of: 1) lingual alveolar phonemes, 2) 
improved oral resting posture, and 3) tongue-tip elevation 
for swallowing, it was noted that a patient’s wound changed 
from horizontal to vertical by the end of the therapy session.
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In summary, it is important for professionals treating TOTs 
to understand the variations of AWM and NMR. Techniques 
are often overlapping, but it is imperative to be cognizant of 
the specific goals targeted, one’s professional scope and 
be knowledgeable of internal and external evidence to 
provide the most ethical patient care.
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according to the 
ADHA and many 
state licensure 
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