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Abstract
Background: The etiology of Class II division 2 (CII/2) malocclusion focuses on heredity; however lip, cheek, and
tongue pressures that are associated with the environmental effect are considered to have an effect. The aim of
this study was to evaluate the relation between perioral pressures and the upper incisor inclination in CII/2
malocclusion.
Methods: Twenty patients (8 females, 12 males; mean age 10.29 ± 0.90 years) with CII/2 malocclusion were included
in the study group, and 15 patients (5 females, 10 males; mean age 10.56 ± 1.06 years) with Class I malocclusion were
included. The upper incisors were protruded with a utility arch (0.016 × 0.022 in. blue elgiloy wire). Perioral pressure
assessment was made with the Iowa Oral Pressure Instrument. Upper lip pressure, lower lip pressure, vertical lip
pressure, left-right buccal pressures, swallowing, and maximum tongue pressures were measured. Repeated measure
ANOVA was used to test the intragroup differences. Intergroup comparisons were made using two-way repeated
measure ANOVA with Bonferroni correction. Relationships between the variables were analyzed using rank correlation
(Spearman’s rho). The significance for all statistical tests was predetermined at p < 0.05.
Results: A significant change occurred in the upper lip pressure, lower lip pressure, and vertical lip pressure; however,
significant difference was not found between the groups. Upper lip pressure increased significantly in both groups. In
the CII/2 group, lower lip pressure increased after protrusion and decreased after retention, while vertical lip pressure
decreased and then increased significantly. Left buccal pressure changes between the groups were not parallel. Right
buccal pressure, swallowing, and maximum tongue pressure changes were not statistically significant. Statistically
significant correlation was found between U1-NA (mm) and vertical lip pressure (r −0.467).
Conclusions: In the CII/2 group, upper lip pressure increased only in retention. Lower lip pressure increased and
vertical lip pressure decreased after protrusion. Nevertheless, these changes did not remain stable after the retention
period. The difference between groups was not statistically significant at the end of retention.
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Background
The identification of the etiology is quite important for
the success of the orthodontic treatment. In the etiology
of Class II division 2 (CII/2) malocclusion, genetics is
accepted to be the most important etiologic factor. In
studies among twins and triplets, strong evidences were
obtained regarding the fact that genetics is the fundamental etiologic factor in the development of CII/2
malocclusion [1–3], though other etiologic factors are
lip, cheek, and tongue-related environmental factors.
Previous studies have shown that the lips and cheeks,
rather than the tongue, are the most important environmental factors of teeth position [4–6]. For stable treatment results, it is necessary to determine the effects of
those factors in malocclusion.
Lower lip resting pressure is indicated to be more
affective on the position of the upper incisors rather
than the upper lip [5, 7]. In some studies, high lip line
was shown as the reason behind the retroclined position
of the upper incisors [8–11], while in others, the hyperactive lip or mentalis muscle were shown as the reason
[12–14]. It has been shown that for individuals with CII/
2 malocclusion exposed to significantly higher resting lip
pressure than those with Class I malocclusion, the high
lower lip line and its pressure were found to be related
to the retroclination of the upper incisors in CII/2
malocclusion [10]. Oppositely, in another study, it was
mentioned that the pressure from the lips is a result of
the incisor position [7].
In the early treatment of CII/2 malocclusion, correcting the molar relationship and inclination of the upper
incisors are recommended for the initial phase of treatment. Several appliances such as cervical headgear, removable appliances with anterior bite block, or fixed
appliances can be used to correct the malocclusion. The
study examining the effects of the cervical headgear on
tongue pressure is present in the literature [15]. However, there are no clinical studies examining the effects
of fixed-treatment mechanics, mentioned above, on
perioral soft tissues yet.
The purposes of our study were to evaluate the
changes in perioral pressures after protruding the
upper incisors and to investigate if there is any relationship between the upper incisor inclination and
perioral pressure changes. The null hypothesis is that
protruding the upper incisors does not change the
perioral pressures.
Methods
This prospective study was approved by the Ethics
Committee of Hacettepe University with the approval
number KA-15027. The individuals and their parents
were informed about the treatment process, and all of
them signed consent forms voluntarily.
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The study group was composed of 20 Caucasian
subjects (8 females and 12 males), with the mean age of
10.29 ± 0.90 years, who have CII/2 malocclusion and
applied to be treated at the Hacettepe University, Faculty
of Dentistry, Department of Orthodontics. The inclusion
criteria for the study group were (1) horizontal growth
direction, (2) deep bite, (3) retroclined upper incisors,
(4) cusp to cusp and/or Class 2 molar tooth relation, (5)
not having congenitally missing upper incisors, and (6)
not having orthodontic treatment before.
A control group was also composed to distinguish the
growth effects on perioral pressures when compared to
the study group. Fifteen Caucasian subjects (5 females
and 10 males) with the mean age of 10.56 ± 1.06 years
who had Class I malocclusion with minimum crowding
were included. The inclusion criteria for the control
group were (1) upper incisors with normal inclination
and (2) not using any fixed or removable orthodontic
appliance during the study.
The exclusion criteria for both of the groups were (1)
having any systemic disease or craniofacial deformity
and (2) having any bad oral habits.
Perioral pressure evaluation

The evaluation of the perioral pressure of the subjects in
the study and control groups was done by using the
Iowa Oral Performance Instrument (IOPI). The pressures were recorded before the treatment (T0), at the
end of incisor protrusion (T1), and after the retention
period (T2). Control group records were taken approximately 6 months later from the T1 records, similar to
the study group.
IOPI is a pressure-sensing circuitry and used in conjunction with a connecting tube and measurement bulb
(Fig. 1). The device measures the maximum pressure of
the lips, cheeks, and tongue in an air-filled bulb. Each

Fig. 1 Iowa Oral Pressure Instrument
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measurement was repeated every 10 s, for three times in
total. The pressure values were recorded in terms of
kilopascals (kPa), and the average values were calculated
according to the arithmetic mean.
During the measurement, comfortable, relaxed, and
upright sitting position of the patient was provided to
achieve natural head position. All participants were
trained by verbal training before taking the perioral
pressure records.
The following measurements were done in order to
evaluate the perioral pressure:
 Upper lip pressure (ULP): The measurement bulb













was located between the upper lip and upper
incisors, in the midline between the upper central
incisors.
Lower lip pressure (LLP): The measurement bulb
was located between the lower lip and lower
incisors, in the midline between the lower central
incisors.
Vertical lip pressure (VLP): The measurement bulb
was located between the upper and lower lips, in the
midline without contacting the teeth.
Left buccal pressure (LBP): The measurement bulb
was located on the premolar teeth, aligned distal to
the left canine tooth.
Right buccal pressure (RBP): The measurement bulb
was located on the premolar teeth, aligned distal to
the right canine tooth.
Swallowing tongue pressure (STP): The
measurement bulb was located on the tongue, and
the patient was asked to swallow.
Maximum tongue pressure (MTP): The
measurement bulb was located on the tongue, and
the patient was asked to squeeze the measurement
cap between his tongue and palate.

Cephalometric evaluation

In order to determine the changes of upper incisors’ inclination (U1-SN angle, U1-NA angle, U1-NA distance),
digital lateral cephalometric radiographs were taken in
natural head position for the study group at the T0, T1,
and T2 stages. The cephalometric measurements were
performed by using the 11.8 version of Dolphin software
(Dolphin Imaging & Management Solutions, Chatsworth,
CA, USA).
Orthodontic treatment protocol

Orthodontic treatment started with application of a
transpalatal arch for increasing the anchorage of the
upper molar teeth. Conventional brackets of 0.018-in.
slots (Gemini, 3M Unitek, Monrovia, CA) were bonded
to the upper incisors. A 0.016-in. and/or 0.016 × 0.016in. nickel titanium levelling utility arch was applied
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according to the crowding. After the levelling process, a
protrusion utility arch was bent out of a 0.016 × 0.022in. blue elgiloy wire and was applied. The subjects were
observed every 4 weeks. In order to determine if there is
enough protrusion, the inclination of the incisors was
evaluated clinically. Moreover, whether there was an
interference between upper and lower incisors or not
was controlled by bringing the mandibula towards to the
Class 1 molar-canine tooth relation. When enough
protrusion was achieved, a Hawley retainer was applied
during the 6-month retention period.
Statistical analysis

SPSS Statistics software (version 21, IBM Corp, Armonk,
NY) was used for the analysis of the data. The normality of
the variables is evaluated with the Kolmogorov-Smirnov
test. In repetitious measurements, the intra-observer
reliability was evaluated with intra-class correlation coefficient. All cephalometric measurements were realized by the
first author (….), and the measurements of five patients
were repeated within 15 days. In order to evaluate the
reliability of the perioral pressures, the measurements that
have been repeated before were used.
A power calculation indicated that the achieved power
for the study was 0.98. The descriptive statistics were
expressed as mean ± standard deviation for continuous
variables. The two groups were evaluated using the independent sample t test in terms of quantitative variables
and chi-square test in terms of categorical variables. In
order to observe the difference of the variables within
the group according to the time frames, repeated measure ANOVA was utilized. Two-way repeated measure
ANOVA was used to examine the main effects of the
malocclusion groups within the treatment stages and the
interaction effects between them for the pressure
measurements. The Bonferroni test was used as post
hoc multiple comparisons. Spearman rho correlation
coefficient was calculated to find any correlation
between the upper incisor position and pressure measurements. The results for p < 0.05 were accepted to be
significant statistically.

Results
The data is distributed normally according to the
Kolmogorov-Smirnov normality test. While the intraclass correlation coefficient for cephalometric measurements is between 0.972 and 1.000, for the perioral
pressure, measurements are between 0.924 and 0.986.
In terms of sex distribution, there was no significant
difference between the study and control groups
(p > 0.05). At the same time, no statistically significant
difference between the groups in terms of starting age of
treatment could be identified (p > 0.05). The duration of
orthodontic treatment was calculated as 4 months,
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Table 1 Cephalometric measurements of the study group
p

T0

T1

T2

Mean ± SD

Mean ± SD

Mean ± SD

U1-SN (°)

89.49 ± 5.69

108.91 ± 5.25

106.71 ± 6.00

0.000*

U1-NA (°)

8.69 ± 5.37

28.70 ± 4.67

26.41 ± 3.99

0.000*

U1-NA (mm)

−1.39 ± 1.62

4.90 ± 1.51

4.65 ± 1.24

0.000*

*p < 0.001

retention period as 6 months, and the total duration of
treatment as 10 months.
Cephalometric measurements are shown in Table 1.
All parameters about upper incisor inclination (U1-SN
angle, U1-NA angle, and U1-NA distance) increased significantly (p < 0.001, T1-T0, T2-T0, Table 2).
There are statistically significant changes observed for
the measurements of ULP (p < 0.001), LLP (p < 0.01),
and VLP (p < 0.001) (Table 3). The interaction between
malocclusion and treatment was seen in LLP, VLP, and
LBP (p < 0.01) (Table 3).
The difference between the groups was observed in
LBP at the beginning of treatment (p < 0.05, T0, Table 4)
and in VLP after the protrusion (p < 0.05, T1, Table 4).
The perioral pressure changes in different treatment
stages between the study and the control group are
shown in Table 5. ULP increased significantly after the
retention period in the study group (p < 0.01, T2-T1)
and also in the control group (p < 0.05, T2-T1). These
increases for both groups remained stable at the end of
the study (p < 0.05 for the study group, p < 0.01 for the
control group, T2-T0). In the study group, LLP increased
after protrusion (p < 0.01, T1-T0) and then decreased
back to the initial values after the retention period
(p < 0.001, T2-T1). Meanwhile, VLP decreased after protrusion (p < 0.01, T1-T0) and then increased back
significantly after the retention period (p < 0.01, T2-T1).
While, in the control group, VLP increased during the
study and it was observed that at the end of the study,
the value was statistically significant (p < 0.01, T2-T0).
Moreover, LBP decreased significantly after protrusion
in the study group (p < 0.01, T1-T0). The significance
has not been determined at the RBP, STP, and MTP
measurements (p > 0.05).
The relationship between the changes in the inclination of upper incisors (U1-SN angle, U1-NA angle, U1-

NA distance) as well as the changes in the ULP, LLP,
and the VLP were examined after the protrusion and retention periods. The decrease in the VLP (1.57 kPa) had
a negative and moderate correlation (correlation coefficient −0,467, p < 0.05) with the increase in the U1-NA
distance (6.29 mm), after the protrusion period (T1-T0,
Table 6). The significance has not been found between
the remaining parameters (p > 0.05).

Discussion
Perioral structures play important roles in the development of either a normal occlusion or a malocclusion.
Soft tissues like the lips, cheeks, and tongue affect hard
tissues and orthodontic treatment results by perioral
pressures, muscle forces, and periodontal attachments.
Therefore, soft tissue limitations should be assessed
more precisely by orthodontists, and they should consider not only the genetics but also the environmental
factors.
According to the balance theory defined by Weinstein
et al. [16], the teeth are balanced by the tongue from the
inside and by the lips and cheeks from the outside. At
the same time, even though the magnitude of force is
low, it may cause a movement in the teeth when applied
for a sufficient amount of time [17–19]. Graber [20]
stated that the changes observed in the muscle functions
may change the normal morphology or may compound
the current malocclusion where he examined the muscle
morphologies of the Class I, Class II, and Class III malocclusions. Evaluations regarding the soft tissues are
very important for determining the malocclusion etiology and the stability of the orthodontic treatment.
Thus, in this study, we aimed for clarifying the relationship between the upper incisor protrusion and perioral
pressures.
In the evaluation of the soft tissues, it is possible to investigate thickness or volume measurements as well as
the electromyographic or electrodynamic measurements.
Applying electrodynamic measurement techniques with
strain gauges is a reliable method for evaluating soft tissue forces and pressures [21–31]. Lindeman and Moore
[32], comparing three different methods of evaluating
the perioral pressure and the force, maintained that the
lips cause fluid-like pressure, and thus, they should be
evaluated using devices that are sensitive to pressure

Table 2 Cephalometric measurement changes of the study group in different treatment stages
T1-T0

T2-T1

T2-T0

Mean difference ± SD

p

Mean difference ± SD

p

Mean difference ± SD

p

U1-SN (°)

19.43 ± 1.47

0.000*

−2.21 ± 0.97

0.107

17.22 ± 1.43

0.000*

U1-NA (°)

20.02 ± 1.45

0.000*

−2.30 ± 0.90

0.058

17.72 ± 1.31

0.000*

U1-NA (mm)

6.29 ± 0.43

0.000*

−0.26 ± 0.28

1.000

6.03 ± 0.30

0.000*

*p < 0.001
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Table 3 Two-way ANOVA results for the pressure
measurements

Ingervall [7] found that the ULP on the upper incisors
was at the lowest in CII/2 malocclusion and at the highest in Class II division 1 malocclusion. They also mentioned that the LLP did not show significant difference
between malocclusions. In a study that included both
young and adult individuals, ULP change between Class
I and Class II malocclusions did not show significant difference [40]. Additionally, Lambrechts et al. [39] noted
that among the types of malocclusion, no significant differences could be found in terms of tongue pressure. In
our study, there are no significant pressure differences
except LBP between the study and control groups at the
beginning of the treatment. This difference disappeared
with the decrease of LBP after the protrusion period.
However, this decrease has not been thought to result
from orthodontic treatment. Though a utility arch has
buccal segments, tooth movement apparently occurs at
the anterior region. Additionally, since the utility arch is
a symmetric appliance, we would wait to see the same
effect on the right side. But, a significant change in RBP
has not been determined. It was thought that these differences might be due to transitions in dentition, and although attention is shown, bending and inserting the
utility arch may be different from one side to the other.
Mitchell and Williamson [41] and Posen [42, 43]
stated that the perioral forces increase with age. In the
present study, it was seen that ULP increased during the
retention period in both groups. The retention period
covered a longer phase than the protrusion period. Di
Fazio et al. [40] found an increase in the upper lip pressure with age, and he suggested that this increase might
be described by the maturation of the orbicularis oris
muscle due to growth. Additionally, in another study, it
was indicated that the ULP tended to be high in children
with a large overjet [7]. These observations might be acceptable for our study.
In the present study, LLP increased and VLP decreased after upper incisor protrusion but these changes
did not remain stable in the study group. Some authors
[7, 10] stated that the upper incisor position was

p
Malocclusion

Treatment

Malocclusion
treatment

Upper lip pressure (kPa)

0.271

0.000**

0.414

Lower lip pressure (kPa)

1.000

0.005*

0.001*

Vertical lip pressure (kPa)

0.149

0.000**

0.002*

Left buccal pressure (kPa)

0.578

0.065

0.002*

Right buccal pressure (kPa)

0.864

0.725

0.224

Swallowing tongue
pressure (kPa)

0.751

0.198

0.291

Maximum tongue
pressure (kPa)

0.108

0.826

0.503

*p < 0.01, **p < 0.001

instead of the force. IOPI is a reliable tool that measures
the perioral pressures from the lips, cheeks, and tongue
[33–35]. Additionally, there is no need for additional laboratory processes and no risk of contamination because
of its single use measurement bulbs.
It was mentioned in previous studies that perioral
pressures were affected by the alterations in head posture [6, 36–38]. According to Thüer et al. [6], Ingervall
and Thüer [36], and Hellsing and L’Estrange [37], the
perioral pressures were increased with the head extension than the natural head position. Therefore, in our
study, we paid attention during the pressure records to
the maintenance of natural head position.
Consensus about the relationship between the types of
malocclusion and perioral pressures has not been
achieved yet. Lapatki et al. [10] indicated that the upper
incisors were exposed to more resting lip pressure in
CII/2 malocclusion compared to Class I occlusion. Oppositely in another study, it has been shown that maximum lip pressure was the lowest in individuals with
CII/2 malocclusion [39]. Nevertheless, in both studies,
the individuals were older and also the methodology of
these studies was different from our study. Thüer and

Table 4 Comparison of pressure measurements according to the treatment stages between the study and control groups
T0

T1

T2

Study group Control group p
Mean ± SD Mean ± SD

Study group Control group p
Mean ± SD Mean ± SD

Study group Control group p
Mean ± SD Mean ± SD

Upper lip pressure (kPa)

22.13 ± 3.23 22.17 ± 2.70

0.960

21.68 ± 2.32 23.17 ± 2.13

0.060

24.65 ± 2.90 25.69 ± 3.96

Lower lip pressure (kPa)

23.15 ± 4.24 23.15 ± 4.61

0.956

26.90 ± 5.95 24.20 ± 4.93

0.163

22.95 ± 4.01 25.73 ± 5.80

Vertical lip pressure (kPa)

9.38 ± 2.38

0.593

7.81 ± 2.52

0.013* 9.63 ± 2.79

8.97 ± 1.92

9.81 ± 1.75

11.11 ± 2.30

0.377
0.103
0.105

Left buccal pressure (kPa)

21.93 ± 3.35 18.93 ± 3.21

0.012* 19.00 ± 2.69 20.22 ± 2.88

0.205

20.86 ± 4.07 21.15 ± 3.07

0.820

Right buccal pressure (kPa)

20.90 ± 3.18 20.00 ± 3.26

0.419

19.71 ± 3.34 20.73 ± 3.10

0.364

20.28 ± 4.37 19.66 ± 2.99

0.643

Swallowing tongue pressure (kPa) 23.00 ± 6.71 26.11 ± 12.09

0.339

24.93 ± 7.82 24.75 ± 8.11

0.948

23.00 ± 8.70 22.38 ± 5.06

0.807

Maximum tongue pressure (kPa)

0.257

44.46 ± 8.49 50.11 ± 8.05

0.055

46.18 ± 9.24 49.44 ± 7.26

0.267

*p < 0.05

46.48 ± 7.00 49.55 ± 8.75
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Table 5 Statistical analysis of the pressure changes in different treatment stages between the study and control groups

Upper lip pressure (kPa)

Lower lip pressure (kPa)

T1-T0

T2-T1

T2-T0

Mean difference ± SD p

Mean difference ± SD p

Mean difference ± SD p

−0.45 ± 0.57

1.000

2.97 ± 0.75

0.001**

2.52 ± 0.83

0.014*

Control group 1.00 ± 0.66

0.418

2.51 ± 0.87

0.020*

3.51 ± 0.96

0.003**

Study group

0.003** −3.95 ± 0.79

Study group

3.75 ± 1.03

Control group 1.13 ± 1.19
Vertical lip pressure (kPa)

Study group

1.000

−1.57 ± 0.39

Control group 0.85 ± 0.46
Left buccal pressure (kPa)

Study group

−2.93 ± 0.71

Control group 1.29 ± 0.82
Right buccal pressure (kPa)

Study group

−1.18 ± 0.63

Control group 0.73 ± 0.72
Swallowing tongue pressure (kPa) Study group

Maximum tongue pressure (kPa)

1.93 ± 1.49

1.54 ± 0.91

0.000*** −0.20 ± 0.98

1.000

0.308

2.67 ± 1.13

0.072

0.001** 1.82 ± 0.49

0.002**

0.25 ± 0.47

1.000

0.216

1.29 ± 0.56

0.084

2.13 ± 0.54

0.001**

0.001** 1.87 ± 0.81

0.084

−1.07 ± 0.79

0.565

0.375

0.93 ± 0.94

0.980

2.22 ± 0.92

0.062

0.203

0.57 ± 0.80

1.000

−0.62 ± 0.88

1.000

0.953

−1.07 ± 0.92

0.760

−0.33 ± 1.01

1.000

0.609

−1.93 ± 1.72

0.807

0.00 ± 1.82

1.000

Control group −1.36 ± 1.72

1.000

−2.38 ± 1.99

0.720

−3.73 ± 2.10

0.255

−2.02 ± 1.64

0.678

1.72 ± 1.39

0.678

−0.30 ± 1.73

1.000

1.000

−0.67 ± 1.61

1.000

−0.11 ± 2.00

1.000

Study group

Control group 0.56 ± 1.89
*p < 0.05, **p < 0.01, ***p < 0.001

determined by the increased LLP in CII/2 malocclusion.
In one of the studies that investigated the effect of increased overjet in perioral pressures, it was observed
that LLP increased [7], while in another study, VLP
decreased because tightening of the lips became harder
[39]. These findings are compatible with the findings of
our study. However, these studies had a cross-sectional
study design, and individuals with an increased overjet
were included. Meanwhile, in the control group, VLP
did not increase significantly after protrusion and then
significantly after the protrusion period. Due to these
changes, significant difference occurred at the end of
protrusion between the two groups. In fact, although not
significant, LLP also increased in the control group. All
these lip pressure increases observed in the control
group might be described as mentioned above in ULP.
The only correlation between the incisor inclination and
the lip pressures was found between the increase of the
U1-NA distance and the decrease of VLP. This correlation, even though statistically significant, was moderate.

However, a significant correlation between the increase of
VLP and the decrease of upper incisor inclination was not
observed after the retention. Therefore, VLP which did
not remain stable after retention was not associated with
the mild relapse of upper incisor protrusion. Such as soft
tissue morphology changes, other factors that may be
effective on the perioral pressures need to be investigated
in further studies. Thüer and Ingervall [7] determined that
ULP was correlated with the morphology of the lips, while
Di Fazio et al. [40] found a significant correlation between
ULP and age.
This is the first study to evaluate the perioral pressure
changes in terms of lips by IOPI. Furthermore, IOPI can
be considered as a diagnostic tool for malocclusions and
the progression of myofunctional exercises. Hence,
orthodontists can use IOPI for the malocclusions arising
from bad oral habits in a practical way. The only limitation of this prospective study was that transitions in
mixed dentition might affect the perioral pressure
measurements.

Table 6 Evaluation of the relationship between the upper incisor inclination and pressure measurements
U1-SN (°)
Upper lip pressure (kPa)

Lower lip pressure (kPa)

Vertical lip pressure (kPa)

*p < 0.05

U1-NA (°)

U1-NA (mm)

r

p

r

p

r

p

T1-T0

−0.024

0.920

0.038

0.875

0.045

0.850

T2-T1

−0.132

0.578

−0.181

0.446

−0.400

0.080

T1-T0

−0.312

0.181

−0.193

0.414

0.157

0.508

T2-T1

0.099

0.679

0.157

0.508

0.123

0.604

T1-T0

0.038

0.873

−0.063

0.793

−0.467

0.038*

T2-T1

0.095

0.690

0.105

0.659

−0.045

0.849
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It has been known that soft tissues affect skeletal and
dentoalveolar hard tissues during growth. Our findings
showed that changes that occurred in the anterior teeth
had a temporary effect on the soft tissues. Therefore, it
should be noted that permanent changes could not be
achieved in soft tissue pressures after upper incisor protrusion and relapse resulting from soft tissue pressures
should always be kept in mind. In further studies, perioral pressure changes can be examined by including different malocclusions.

Conclusions
Permanent changes did not occur in perioral pressures with
upper incisor protrusion in CII/2 malocclusion. In addition,
there is a negative moderate correlation between the protrusion of upper incisors and the vertical lip pressure.

Page 7 of 8

4.
5.

6.

7.
8.
9.

10.

11.

12.
Abbreviations
CII/2: Class II division 2 malocclusion; IOPI: Iowa Oral Performance Instrument;
LBP: Left buccal pressure; LLP: Lower lip pressure; MTP: Maximum tongue
pressure; RBP: Right buccal pressure; STP: Swallowing tongue pressure;
ULP: Upper lip pressure; VLP: Vertical lip pressure

13.
14.
15.

Acknowledgements
The authors would like to thank Jale Karakaya for her assistance with the
statistical analysis.

16.

Funding
This study was supported by Hacettepe University Scientific Research
Coordination Unit (Project Number: TDH-2017-10,747).

18.

Availability of data and materials
The data of this study is not available.

20.

Authors’ contributions
IP participated in treating the patients, collecting and interpreting the data,
and writing the manuscript. MA participated in designing the study protocol
and revising the manuscript critically for intellectual content. Both authors
read and approved the final manuscript.
Ethics approval and consent to participate
The study was reviewed and approved by the Ethical Committee of
Hacettepe University (Ankara, Turkey) with the approval number KA-15027.
All procedures followed adhered to the Declaration of Helsinki guidelines. All
patients and their parents were informed of the purpose of this study and
signed an informed consent form voluntarily.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.

17.

19.

21.
22.
23.

24.
25.
26.
27.
28.
29.
30.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

31.
32.

Received: 11 May 2017 Accepted: 27 July 2017
33.
References
1. Litt RA, Nielsen IL. Class II, division 2 malocclusion. To extract–or not extract?
Angle Orthod. 1984;54(2):123–38.
2. Markovic MD. At the crossroads of oral facial genetics. Eur J Orthod.
1992;14(6):469–81.
3. Kloeppel W. Close-bite occlusion in twins. J Orofac Orthop. 1953;14(2):130–5.

34.

Lear C, Decou R, Ng D. Threshold levels for displacement of human maxillary
central incisors in response to lingually directed forces. J Dent Res. 1974;53(4):942.
Proffit WR, McGlone RE, Barrett MJ. Lip and tongue pressures related to
dental arch and oral cavity size in Australian aborigines. J Dent Res. 1975;
54(6):1161–72.
Thüer U, Sieber R, Ingervall B. Cheek and tongue pressures in the molar
areas and the atmospheric pressure in the palatal vault in young adults. Eur
J Orthod. 1999;21(3):299–309.
Thüer U, Ingervall B. Pressure from the lips on the teeth and malocclusion.
Am J Orthod Dentofac Orthop. 1986;90(3):234–42.
Karlsen AT. Craniofacial characteristics in children with Angle Class II div. 2
malocclusion combined with extreme deep bite. Angle Orthod. 1994;64(2):123–30.
Lapatki BG, Baustert D, Schulte-Mönting J, Frucht S, Jonas IE. Lip-to-incisor
relationship and postorthodontic long-term stability of cover-bite treatment.
Angle Orthod. 2006;76(6):942–9.
Lapatki B, Mager A, Schulte-Moenting J, Jonas I. The importance of the level
of the lip line and resting lip pressure in Class II, Division 2 malocclusion. J
Dent Res. 2002;81(5):323–8.
Lapatki BG, Klatt A, Schulte-Mönting J, Jonas IE. Dentofacial parameters
explaining variability in retroclination of the maxillary central incisors. J
Orofac Orthop. 2007;68(2):109–23.
Arvystas MG. Nonextraction treatment of severe class II, division 2
malocclusions: part 1. Am J Orthod Dentofac Orthop. 1990;97(6):510–21.
Beresford J. Limitations in treating class 2 division 2 malocclusion. Br Dent J.
1968;124(8):350.
Logan W. Deckbiss—a clinical evaluation. Trans Eur Orthod Soc. 1959;35:313–7.
Takahashi S, Ono T, Ishiwata Y, Kuroda T. Effect of wearing cervical headgear
on tongue pressure. J Orthod. 2014;27(2):163–7.
Weinstein S, Haack DC, Morris LY, Snyder BB, Attaway HE. On an equilibrium
theory of tooth position. Angle Orthod. 1963;33(1):1–26.
Proffit WR, Sellers K. The effect of intermittent forces on eruption of the
rabbit incisor. J Dent Res. 1986;65(2):118–22.
Proffit WR. Muscle pressures and tooth position: North American whites and
Australian aborigines. Angle Orthod. 1975;45(1):1–11.
Moyers RE, Wainright R. Skeletal contributions to occlusal development. The
biology of occlusal development Monograph. 1977;7:89–111.
Graber T. The “three M’s”: muscles, malformation, and malocclusion. Am J
Orthod. 1963;49(6):418–50.
Abrams IN. Oral muscle pressures. Angle Orthod. 1963;33(2):83–104.
Jacobs RM. Muscle equilibrium: fact or fancy. Angle Orthod. 1969;39(1):11–21.
Jacobs RM, Brodie AG. Tonic and contractile components of the oral
vestibular forces in young subjects with normal occlusion. Am J Orthod.
1966;52(8):561–75.
Winders RV. Forces exerted on the dentition by the perioral and lingual
musculature during swallowing*. Angle Orthod. 1958;28(4):226–35.
Winders RV. Recent findings in myometric research*. Angle Orthod. 1962;
32(1):38–43.
Kydd WL. Maximum forces exerted on the dentition by the perioral and
lingual musculature. J Am Dent Assoc. 1957;55(5):646–51.
Proffit WR, Kydd WL, Wilskie GH, Taylor DT. Intraoral pressures in a young
adult group. J Dent Res. 1964;43(4):555–62.
Proffit WR, Chastain BB, Norton LA. Linguopalatal pressure in children. Am J
Orthod. 1969;55(2):154–66.
Gould M, Picton D. A study of pressures exerted by the lips and cheeks on the
teeth of subjects with normal occlusion. Arch Oral Biol. 1964;9(4):469–78.
Gould M, Picton D. A study of pressures exerted by the lips and cheeks on
the teeth of subjects with Angle's Class II Division 1, Class II Division 2 and
Class III malocclusions compared with those of subjects with normal
occlusions. Arch Oral Biol. 1968;13(5):527–41.
Lear CS, Moorrees CF. Buccolingual muscle force and dental arch form. Am
J Orthod. 1969;56(4):379–93.
Lindeman DE, Moore RN. Measurement of intraoral muscle forces during
functional exercises. Am J Orthod Dentofac Orthop. 1990;97(4):289–300.
Adams V, Mathisen B, Baines S, Lazarus C, Callister R. A systematic review
and meta-analysis of measurements of tongue and hand strength and
endurance using the Iowa Oral Performance Instrument (IOPI). Dysphagia.
2013;28(3):350–69.
Adams V, Mathisen B, Baines S, Lazarus C, Callister R. Reliability of
measurements of tongue and hand strength and endurance using the
Iowa Oral Performance Instrument with healthy adults. Dysphagia.
2014;29(1):83–95.

Partal and Aksu Progress in Orthodontics (2017) 18:29

35. Adams V, Mathisen B, Baines S, Lazarus C, Callister R. Reliability of
measurements of tongue and hand strength and endurance using the Iowa
Oral Performance Instrument with elderly adults. Disabil Rehabil. 2015;37(5):
389–95.
36. Ingervall B, Thüer U. Cheek pressure and head posture. Angle Orthod.
1988;58(1):47–57.
37. Hellsing E, L'Estrange P. Changes in lip pressure following extension and
flexion of the head and at changed mode of breathing. Am J Orthod
Dentofac Orthop. 1987;91(4):286–94.
38. Archer SY, Vig PS. Effects of head position on intraoral pressures in Class I
and Class II adults. Am J Orthod. 1985;87(4):311–8.
39. Lambrechts H, De Baets E, Fieuws S, Willems G. Lip and tongue pressure in
orthodontic patients. Eur J Orthod. 2010;32(4):466–71.
40. Di Fazio D, Lombardo L, Gracco A, D’Amico P, Siciliani G. Lip pressure at rest
and during function in 2 groups of patients with different occlusions. Am J
Orthod Dentofac Orthop. 2011;139(1):e1–6.
41. Mitchell JI, Williamson EH. A comparison of maximum perioral muscle forces in
North American blacks and whites. Angle Orthod. 1978;48(2):126–31.
42. Posen AL. The application of quantitative perioral assessment to orthodontic
case analysis and treatment planning. Angle Orthod. 1976;46(2):118–43.
43. Posen AL. The influence of maximum perioral and tongue force on the
incisor teeth. Angle Orthod. 1972;42(4):285–309.

Page 8 of 8

