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Abstract
Background: Oropharyngeal myofunctional therapy is a multi- component therapy ef-
fective to reduce the severity of obstructive sleep apnoea (OSA). However, existing 
protocols are difficult to replicate in the clinical setting. There is a need to isolate the 
specific effectiveness of each component of the therapy.
Objective: To assess the effects of a 6 weeks tongue elevation training programme in 
patients with OSA.
Methods: We conducted a multicentre randomised controlled trial. Eligible partici-
pants were adults diagnosed with moderate OSA who presented low adherence to 
continuous positive airway pressure therapy (mean use <4 h per night). The inter-
vention group completed a 6 weeks tongue elevation training protocol that con-
sisted in anterior tongue elevation strength and endurance tasks with the Iowa Oral 
Performance Instrument. The control group completed a 6 weeks sham training 
protocol that involved expiratory muscle training at very low intensity. Polygraphy 
data, tongue force and endurance, and OSA symptoms were evaluated pre-  and post- 
intervention. The primary outcome was apneoa- hypopnea index (AHI).
Results: Twenty- seven patients (55 ± 11 years) were recruited. According to modi-
fied intention- to- treat analysis (n = 25), changes in AHI and c did not significantly 
differ between groups. Daytime sleepiness (Epworth Sleepiness Scale) and tongue 
endurance significantly improved in the intervention group compared to the control 
group (p = .015 and .022, respectively). In the intervention group, 75% of participants 
had a decrease in daytime sleepiness that exceeded the minimal clinically important 
difference.
Conclusion: Six weeks of tongue elevation muscle training had no effect on OSA 
severity.

www.wileyonlinelibrary.com/journal/joor
mailto:
https://orcid.org/0000-0002-7686-2294
http://creativecommons.org/licenses/by/4.0/
http://clinicaltrials.gov
mailto:william.poncin@uclouvain.be


1050  |    PONCIN et al.

1  |  BACKGROUND

Obstructive sleep apnoea (OSA) is a common sleep disorder with an 
estimated prevalence of 19% in the general population of Lausanne 
(Switzerland).1 Untreated, OSA is an important cause of morbidity 
and mortality.2 Continuous positive airway pressure (CPAP) is the 
first- line treatment option offered to these patients.3 However, be-
tween 17% and 85% of patients with OSA do not comply with CPAP 
therapy and remain untreated.4 Alternative treatment options have 
therefore been investigated, including myofunctional therapy (MFT) 
of the upper airways.5

The rationale for MFT stems from evidence showing that upper 
airway dilator muscles are dysfunctional and play a role in the patho-
physiology of OSA.6 Indeed, this disorder is characterised by recur-
rent upper airway collapse that lead to partial or complete airway 
occlusion. Upper airway dilator muscles, including genioglossus 
which forms the bulk of the tongue and is the largest upper air-
way dilator, are pivotal in the maintenance of upper airway patency 
during sleep.7 However, poor genioglossus muscle activation during 
sleep is a physiologic feature contributing to OSA which, in suscep-
tible individuals, may lead to the narrowing or collapse of upper 
airways.8 Moreover, histological changes in the genioglossus and 
reduced cerebrovascular reactivity in the motor areas that control 
the upper airway musculature are found in patients with OSA.9,10 
These neuromuscular deficits are associated with sensorimotor de-
fects of the tongue8,11 and result in a greater propensity to upper 
airway muscle fatigue.9

The MFT is a multi- component intervention that typically com-
prises a combination of exercises covering various oropharyngeal 
structures, such as tongue, palate, pharynx, or epiglottis,12 and 
aims to act positively on the impaired sensorimotor deficits in the 
upper airway muscles encountered in patients with OSA.9,11,13– 15 
The efficacy of MFT in reducing the severity of OSA, daytime 
sleepiness and quality of life has been demonstrated in several 
reviews and meta- analyses.5,16– 19 Two previous randomised con-
trolled trials conducted in patients with moderate OSA showed 
that, compared to sham therapy, MFT including soft palate, 
tongue, facial muscle exercises, as well as stomatognathic func-
tion exercises (i.e. suction, breathing, speech, swallowing, chew-
ing) resulted in a reduction of apnoea- hypopnea index (AHI) by 
50% of its initial value.12,20 The improvement in AHI seems related 
to upper airway remodelling, thereby reducing the collapsibility of 
upper airways during sleep.

However, since MFT protocols involve a variety of exercises,20,21 
the specific effectiveness of each exercise is unknown. Besides, the 
frequency and duration of existing protocols are challenging to rep-
licate in the clinical setting.20 In addition, the time- consuming aspect 
of this therapy might alter treatment adherence on the long run, 

which is considered as the main drawback of MFT.22 Identifying the 
effective parts of MFT and deciphering the underlying mechanisms 
of this multi- component therapy may lead to a better understanding 
of how the therapy works and facilitate its implementation in the 
clinical setting. Assessing the efficacy of few, simple and easy ex-
ercises is thus needed. Because the genioglossus is the main upper 
airway dilator muscle,23 focusing on the tongue may represent an 
interesting anatomical target. Another argument that endorse the 
strategy to focus on the tongue is the presence of lower lingual tone 
in children and adults with sleep- disordered breathing compared to 
healthy controls.24– 26 Interestingly, recent studies have shown that 
the improvement of AHI with MFT correlates significantly with the 
improvement of tongue strength.14,27,28

Therefore, we aimed to assess the specific effectiveness of a 
tongue elevation muscle protocol in reducing OSA severity. We hy-
pothesised that a 6 weeks tongue strength and endurance training 
programme would reduce AHI in patients with OSA.

2  |  METHODS

2.1  |  Design and participants

This is a multicentre randomised controlled study. Participants 
were either allocated to receive a tongue muscle training protocol 
(therapy group) or a sham protocol (control group) for 6 weeks. Adult 
patients previously diagnosed with moderate OSA (AHI via poly-
somnography between 15 and 30 events/h) who were registered in 
the database of the Sleep Investigation and Research Center of the 
Lausanne University Hospital and the Sleep Medicine Center of the 
Cliniques universitaires Saint- Luc (Brussels, Belgium) were eligible if 
they presented a low adherence to CPAP therapy (mean use <4 h per 
night). Change in OSA severity classification between the diagnostic 
polysomnography and the AHI measured at inclusion was allowed. 
Exclusion criteria were craniofacial malformations, current use of 
hypnotic medications, history of stroke, a concurrent neuromuscu-
lar disease or a severe obstructive nasal disease. If participants were 
still on CPAP therapy, they were invited to discontinue this therapy 
at least 1 week before the start of the protocol.29 Eligible patients 
were identified in the database of both recruiting Centers and were 
invited to participate in this trial.

All included patients provided written informed consent to 
participate in the study. The study was approved by the local eth-
ics committees (Commission Cantonale d'Ethique de la Recherche 
sur l'être humain [CER- VD, Lausanne, central Ethic Committee] and 
the Comité d'Ethique Hospital- Facultaire of Saint- Luc- UCLouvain 
[CEHF, Brussels, local Ethic Committee]) and is registered in Clini 
calTr ials.gov (NCT03846349).

K E Y W O R D S
Iowa oral performance instrument, obstructive sleep apnoea, oropharyngeal Myofunctional 
therapy, Polygraphy, tongue muscle training, upper airway muscles

http://clinicaltrials.gov
http://clinicaltrials.gov


    |  1051PONCIN et al.

2.2  |  Iowa oral performance instrument

Both measurements and training of the tongue were performed 
using the Iowa Oral Performance Instrument (IOPI, IOPI Medical 
LLC). The IOPI has demonstrated excellent interrater reliability to 
measure tongue strength and endurance30 and reference data have 
been published.31 The two models of the IOPI were used for the 
purpose of this study: the IOPI Pro (Model 3.1) and the IOPI Trainer 
(Model 3.2). The IOPI Pro device was used for the measurements. 
It consists of a portable device measuring the pressure that an in-
dividual can produce by squeezing a small air- filled bulb with the 
tongue against the hard palate with an upward movement of the an-
terior part of the tongue. The pressure obtained is displayed on the 
LCD screen of the instrument and is expressed in kilopascals (kPa). 
A series of LED lights representing percentages in 10% increments 
of a manually set pressure allows to evaluate tongue endurance by 
assessing the time an individual can hold this set pressure. The IOPI 
Trainer device is similar to the IOPI Pro although it cannot meas-
ure pressure. It is intended for use in the home environment of the 
patient during the therapy period. A target pressure can be fixed 
and modified for the exercises protocol. The data of the training 
are stored in this device, allowing to measure compliance with the 
training protocol. A IOPI Trainer device was given to each participant 
randomised in the therapy group during the whole duration of their 
training programme.

2.3  |  Training protocol

The training protocol consisted in anterior tongue elevation 
strength and endurance tasks. Participants were instructed to per-
form the training exercises once a day, 4 times a week for 6 weeks. 
A typical session duration was 15 minutes. The load, sets and rep-
etitions gradually increased each week to account for the expected 
strength and endurance improvement over the successive weeks 
and followed the recommendation of the American College of Sport 
Medicine.32

Tongue elevation strength task was performed by instructing 
participants to raise their tongue against the hard palate in order 
to squeeze the IOPI bulb positioned immediately posterior to 
the central incisors. In the first week of training, the participants 

had to perform 3 sets of 10 repetitions, while achieving 60% of 
their maximal elevation force (i.e. maximal pressure exerted on 
the tongue bulb) measured beforehand (see below). The rest be-
tween sets lasted 2 min. In the last week of training, they had 
to perform 4 sets of 12 repetitions while achieving 80% of their 
baseline strength value. The full training protocol is summarised 
in Table 1.

After the strength task, the participants were invited to com-
plete a tongue isometric endurance elevation task. Participants were 
asked to maintain an isometric lingual pressure on the IOPI bulb 
equivalent to 50% of the baseline strength value until task failure, 
corresponding to a pressure drop >10% (visible by the LED lights of 
the IOPI device) for more than 2 s. During the first 3 weeks, partici-
pants had to perform 2 sets of this task interspersed with 2 min rest 
intervals. In the the last 3 weeks, the number of sets increased to 3 
(Table 1).

The first session was realised face- to- face with the investigator. 
Oral and written instructions were given to patients to assist them 
in setting up the IOPI Trainer device independently. In addition, par-
ticipants were contacted by phone once a week to ensure proper 
utilisation of the IOPI device.

2.4  |  Sham protocol

The sham protocol consisted in exhaling 10 repetitions for 3 consecu-
tive sets with 2 min rest between series in a positive expiratory pres-
sure device (Threshold PEP) with a resistance set at the lowest output 
(4 cmH2O), 4 sessions per week for 6 weeks. The resistance increased 
slightly from 4 to 6 cmH2O over the 6 weeks to simulate a real train-
ing programme and favour adherence of participants randomised in the 
control group.

2.5  |  Adherence

All patients had to fill a diary recording adherence to exercises (yes 
or no). Adequate adherence was defined by the completion of at 
least 75% of all exercise sessions. In the therapy group, all exercise 
sessions were recorded in the IOPI Trainer device, which was then 
additionally controlled.

Week 1 Week 2 Week 3 Week 4 Week 5 Week 6

n sessions/week 4 4 4 4 4 4

Strength task

Load (% baseline Pmax) 60% 65% 70% 70% 75% 80%

n repetition/set 10 10 10 12 12 12

n sets/session 3 3 3 4 4 4

Endurance task

Load (% baseline Pmax) 50% 50% 50% 50% 50% 50%

n sets/session 2 2 2 3 3 3

TA B L E  1  Description of the training 
protocol
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2.6  |  Outcome measures

Physical characteristics of the subjects (body mass index, abdomi-
nal and neck circumference) and all the following outcome measures 
were evaluated pre-  and post- intervention.

2.6.1  |  Polygraphy

Ambulatory respiratory polygraphy was performed at home using 
the Somnolter device (Nomics). The signals acquired were the follow-
ing: chest and abdominal respiratory inductance plethysmography 
belts, nasal flow with a pressure transducer, oxygen saturation with 
a digital oximeter (Nonin; Nonin Medical) and mandibular movement 
(MM) recording. The MMs were recorded during polygraphy with a 
midsagittal MM magnetic sensor (Brizzy; Nomics), which measures 
the distance between two parallel, coupled, resonant circuits placed 
on the forehead and on the chin.33 The position and motion of the 
mandible is thus recorded during sleep. This signal has been shown 
to be a reliable marker of respiratory effort (RE) during sleep.33

Polygraphy scoring was performed by an experimented thera-
pist (OC) blinded to the randomisation of the subjects and accord-
ing to the guidelines provided by the American Academy of Sleep 
Medicine 2012.34 Accordingly, a minimum of 4 h of total sleep time 
was required for analysis.

The parameters recorded during ambulatory polygraphy were 
AHI, oxygen desaturation index, the minimal pulse oxygen satura-
tion recorded during sleep (SpO2 min), the proportion of RE during 
the total sleep time and a respiratory effort index derived from the 
episodes of mandibular movement (MM- REI).

2.6.2  |  Tongue muscle assessment

The IOPI Pro device was used to assess tongue muscle elevation 
strength and endurance. Tongue strength is measured by obtaining 
maximal tongue elevation pressure. Anterior tongue elevation strength 
was assessed by asking the participants to squeeze as hard as possible 
and for 3 s the IOPI bulb positioned as mentioned above. Three trials 
interspersed by a 2 min resting period were allowed and the greatest 
value will be registered. Tongue endurance was assessed 5 min later by 
measuring the duration the participants were able to sustain the bulb 
squeeze at 50% of the maximal strength value recorded. Timing began 
when the participants achieved the target pressure and was discon-
tinued when the recorded pressure dropped below 10% of the target 
for more than 2 s. The mean duration of two trials was reported. To 
ensure accurate measurement, calibration was checked and adjusted, 
if necessary, prior to obtaining measurements from each participant.

2.6.3  |  Questionnaires

Subjective daytime sleepiness was measured by the Epworth 
Sleepiness Scale (ESS) which evaluate the propensity to sleep from 

‘no chance of falling asleep’ (scored 0) to ‘high chance’ (scored 3) 
in eight different situations. Total score greater than 10 indicates 
excessive daytime sleepiness.35 Quality of sleep was evaluated 
with the Pittsburgh sleep quality index (PSQI), which is a question-
naire that evaluates seven sleep components on a scale from 0 (no 
difficulty) to 3 (severe difficulty). The results are expressed as a 
global score (ranging from 0 to 21). Total score greater than 5 in-
dicates poor sleep quality.36 Finally, fatigue was assessed through 
the Pichot questionnaire.37 The questionnaire comprised 24 items 
including three homogenous sub- scales of eight items each, measur-
ing, respectively, the depressive mood, the asthenia- fatigue and the 
anxiety dimensions. Only the asthenia- fatigue scale was used in the 
protocol which consisted of eight questions scored from ‘0’ (not at 
all) to ‘4’ (extremely).

2.7  |  Randomisation

Patients were randomised in a 1:1 ratio arranged into block sizes 
of 6. Allocation concealment was performed using sequentially 
numbered sealed opaque envelopes prepared by an independent 
researcher not involved in the trial. The investigators (WP, NC, JT) 
opened the envelope after the collection of baseline measurements.

2.8  |  Data analysis

The primary outcome was the AHI recorded by polygraphy. Sample 
size was calculated to be 32 patients (16 per group) to have at least 
80% power to detect a difference in mean AHI reduction of 5 units 
between both groups assuming a standard deviation of difference of 
4.8 units and a two- sided α level of .0520,38 (PASS 14, NCSS, LLC). To 
anticipate a 10% risk of dropout rate, we aimed to recruit 36 patients.

Given the sample size, we chose to carry out non- parametric 
tests. Therefore, data are presented as median and interquartile 
range (IQR). The results were analysed on a modified intention- to- 
treat basis, including all randomised participants who had at least 
started one session of the sham or training protocol. Wilcoxon test 
was applied for within- group changes between the different time 
points. Between- group differences were compared using Mann– 
Whitney U test. All tests were two- sided and p- values ≤.05 were 
considered significant. Statistical analyses were performed using 
SPSS version 27 (IBM).

3  |  RESULTS

3.1  |  Flow of participants through the study

Between February 2019 and May 2021, 957 patients were screened 
from the sleep centers database. A total of 135 patients were eli-
gible, and 27 (20%) were recruited (CONSORT flow diagram in 
Figure 1). Because of the slowing down of the recruitment process 
due to COVID- 19 pandemic, we could not reach the aimed sample 
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size within the funding period. After excluding 2 patients who did 
never start the allocated intervention, 25 patients remained. Their 
baseline demographic data, sleep characteristics and symptoms are 
provided in Table 2. There were no differences in any characteristics 
between both groups at baseline. Despite all included patients had 
been diagnosed with moderate OSA as reported on medical records, 
9 patients (36%) had an AHI < 15 events/h and 6 patients (24%) had 
an AHI > 30 events/h at baseline polygraphy assessment.

3.2  |  Adherence to therapy

A total of 23 participants (92%) filled in and returned their train-
ing diary. One participant in the therapy group fulfilled only 46% 

of all exercise sessions. All other patients realised at least 75% of 
the training programme. Reported adherence with sham and study 
protocols was high in both groups (median [IQR] control: 100% [100– 
100]; therapy: 96% [79– 100]). In the therapy group, there was no 
difference between the reported adherence on the diary and the 
adherence data recorded and retrieved from the IOPI device (mean 
difference: 0.03, 95% CI - 2.29 to 2.36).

3.3  |  Effects of the tongue training protocol

No changes in weight, neck and abdominal circumferences during the 
study period were observed in each group. In addition, there was no 
significant changes in AHI and other polygraphy- derived parameters 

F I G U R E  1  Study flow diagram
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between groups at the end of the 6- week trial period. In the con-
trol group, only tongue force significantly improved. In the therapy 
group, tongue force and endurance as well as subjective sleepiness, 
quality of sleep and fatigue significantly improved (Table 3, Figure 2). 
Comparing the changes between groups after 6 weeks of interven-
tion, only the ESS score and tongue endurance differed significantly, 
in favour of the intervention group (Table 3, Figure 2). Per- protocol 
analysis yielded to the same results.

4  |  DISCUSSION

This study showed that a 6 weeks tongue elevation strength and 
endurance training programme did not influence OSA severity. 
However, improvements in tongue endurance and daytime sleepi-
ness were observed.

The effects of the tongue task training protocol proposed is 
this study is not comparable to the acknowledged benefits of MFT 
on OSA severity. A recent review reported that AHI is reduced by 
approximately 50% in adults and 62% in children receiving MFT 
exercises.16 This therapy was also shown to reduce episodes of de-
saturation.16 However, the main drawback of MFT is adherence22 
which has been reported to be around 80%, but it can be as low as 
50%.18,39 Key factors favouring adherence to prescribed exercises 

are, among other things, short duration of exercises, visual feedback, 
as well as exercise frequency monitoring.40,41 These factors were in-
tegrated in our protocol by using the IOPI device and by constructing 
a non- burdensome protocol, which may explain the high adherence 
level objectively measured in this study despite the realisation of ex-
ercises at home. O'Connor- Reina et al. have recently found that 35% 
of their patients were nonadherent to an MFT protocol composed of 
exercises lasting 15 min/day and performed at a frequency of 5 days/
week.28 It is worth noting that adherence to MFT programmes are 
related to improvements in AHI, OSA symptoms and tongue muscle 
strength.28,42

Since we obtained good patient adherence with our training pro-
gramme, the lack of change on AHI may be due to the fact that only 
the tongue was targeted in this study, whereas previous MFT studies 
proposed a combination of exercises covering various oropharyngeal 
structures. Therefore, we assume that focusing on tongue elevation 
tasks may not represent a sufficiently well- rounded programme to 
elicit a detectable effect on polygraphy measurements. Interestingly, 
although we did not find a change in AHI or oxygen desaturation 
index, a large improvement in the ESS score was found in the tongue 
training group. In addition, 9 out of 12 participants (75%) had an ESS 
score decrease that exceeded three points, the minimum clinically im-
portant difference.43 Although this result should be interpreted with 
caution given that it is a secondary endpoint, it still argues in favour 

Parameters

Control (n = 13) Therapy (n = 12)

p- valueMedian [IQR] Median [IQR]

Age (year) 56.0 [51.0– 62.0] 48.0 [44.8– 55.5] .121

Sex, No. males (%) 6 (46) 8 (66) .302

BMI (kg/m2) 28.9 [21.1– 33.1] 26.5 [24.5– 29.6] .744

Neck circumference (cm) 37.0 [31.5– 39.3] 38.0 [34.0– 40.8] .604

Abdominal circumference (cm) 102.0 [76.5– 112.0] 93.5 [88.5– 102.0] .744

Total sleep time (min) 415.6 [383.1– 472.4] 383.8 [348.1– 412.2] .157

Supine sleep time (%) 42.2 [31.7– 62.0] 42.6 [21.4– 60.3] .644

AHI total (events/h) 16.8 [9.7– 31.7] 18.9 [10.3– 37.5] .624

AHI Supine (events/h) 19.2 [13.4– 36.1] 20.1 [16.7– 43.6] .514

AHI Nonsupine (events/h) 12.0 [8.1– 22.3] 8.4 [5.6– 23.9] .765

ODI (events/h) 16.7 [8.1– 31.6] 20.3 [9.4– 37.7] .786

MM- REI (events/h) 25.2 [18.7– 37.3] 30.7 [19.8– 46.8] .369

Respiratory effort (%) 47.2 [36.3– 60.0] 47.0 [32.6– 66.0] .935

SpO2 min (%) 83.0 [78.0– 87.0] 81.5 [80.0– 86.8] .935

Tongue Force (kPa) 62.0 [51.0– 65.5] 54.5 [51.0– 62.0] .286

Tongue Endurance (s) 22.7 [18.8– 29.3] 22.5 [17.0– 31.4] .807

ESS score 8.0 [4.5– 11.0] 10.0 [4.5– 15.3] .445

PSQI score 7.0 [3.5– 11.5] 8.0 [7.0– 9.0] .956

Pichot scale score 15.0 [8.5– 19.5] 11.0 [2.3– 21.0] .604

Note: All data are presented are presented as median (25%– 75%).
Abbreviations: AHI, apnoea- hypopnea index; BMI, body mass index; ESS, Epworth Sleepiness 
Scale; MM- REI: mandibular movement- based respiratory effort index; ODI: oxygen desaturation 
index; PSQI, Pittsburgh sleep quality index questionnaire; SpO2 min, minimal pulse oxygen 
saturation value recorded during polygraphy.

TA B L E  2  Baseline characteristics of 
participants
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of a more efficient sleep. Likewise, albeit Randerath et al. did not find 
an improvement in AHI after a 8 weeks program of focused tongue 
muscle training by electrical intraoral neurostimulation, snoring epi-
sodes significantly decreased, suggesting a reduction in supraglottic 
resistance.44 Vranish and Bailey showed that 6 weeks of inspiratory 
muscle strength training reduced the number of arousals without 
achieving an improvement in AHI.45 It should be highlighted that re-
spiratory events recorded by our ambulatory polygraphy device do 
neither measure the relative effort intensity of these events, nor the 
respiratory effort- related arousals. Although these arousals generally 
do not wake the patient, this sleep fragmentation is considered as 
the primary cause of excessive daytime sleepiness in individuals with 
OSA.46 Therefore, a possible reduction in the intensity of respiratory 
efforts or in the number of arousals would not be captured.

Targeting tongue muscle exercises was based on anatomopatho-
logical data. Indeed, changes in the distribution of tongue muscle 
fibre types have been observed in untreated patients with OSA, 
making them more vulnerable to upper airway dilator muscles fa-
tigue.9,13 This may explain why some patients exhibit a poor genio-
glossus muscle responsiveness to negative pharyngeal pressure, a 
factor identified as contributing to the pathogenesis of OSA.8 The 
improvement in tongue endurance in the intervention group may 
thus have accounted for the improvement in OSA- related symp-
toms. Future studies should determine if tongue endurance train-
ing is accompanied with a restoration of the proportion of fast-  and 
slow- twitch muscle fibres.

The human tongue comprises an extensive array of mus-
cle fibres aligned at various angles, thereby allowing the tongue 
to generate an almost infinite variety of shapes and motions. 
Hydrostatic deformation of the human tongue is then the result 

of synergistic contractions of orthogonally aligned extrinsic and 
intrinsic fibres.47 We speculate that the integrative approach of 
the MFT interventions described in the studies of Diaferia et al.12 
and Guimaraes et al.20 adequately addresses the upper airway 
dysfunction underpinning the physiopathology of OSA by stim-
ulating synergistic co- activation of extrinsic and intrinsic tongue 
fibres. However, it should be noted that a simple isometric tongue 
protrusion training during a 1 h session on seven consecutive 
days was associated with an increase in the tongue musculature 
corticomotor excitability and a significant decrease in AHI.48,49 It 
remains unclear whether these changes are the result of a short 
but intensive training protocol, or the isometric tongue protrusion 
task, or a combination of both factors. Further investigations are 
thus needed to explore how specific tongue motion (protrusion, 
elevation, lateralisation) and function (endurance, force, power) 
may remodel upper airways and improve OSA severity.

Six- week of tongue training protocol might also explain in part 
the lack of significant effect in the primary outcome. Indeed, pub-
lished MFT protocols which have demonstrated clear benefits in 
patients with OSA typically lasted 2– 3 months.12,20,26,50 Ethical 
concerns influenced the choice of the 6 weeks training period. In 
fact, our patients were selected based on their low adherence to 
CPAP therapy, some having abandoned CPAP while others have 
been asked to discontinue CPAP during the protocol. A longer trial 
duration was deemed difficult to accept by clinicians and ethics 
committees. However, this duration was also based on a scientific 
rationale. As highlighted above, short tongue- training protocols of 
1 week have been found to reduce AHI and to induce neuroplastic 
changes in the corticomotor area of the tongue musculature.48,49 
In accordance with these findings, we observed an increase in the 

F I G U R E  2  Effects of tongue training 
on OSA severity, daytime sleepiness and 
tongue muscle function. The graphs show 
individual pre-  and post- intervention 
values for (A) apnoea- hypopnea index, (B) 
daytime sleepiness, (C) tongue elevation 
muscle strength and (D) tongue elevation 
isometric endurance in both control (sham 
intervention) and therapy (tongue training 
protocol) groups. AHI, apnoea- hypopnea 
index, ESS, Epworth Sleepiness Scale
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tongue muscle strength and endurance with our 6 weeks tongue 
training protocol. Whether or not this improvement in muscle func-
tion would be associated with a decrease in AHI was unknown and 
deserved to be studied.

The improvement of tongue muscle strength in the sham therapy 
was an unexpected finding. The sham therapy consisted of positive 
expiratory pressure at low resistance (4 to 6 cmH2O). Yanagisawa 
et al. found that expiratory muscle training can stimulate the genio-
glossus muscle, especially when the expiratory pressure load was 
high.51 This may explain the improvement in tongue muscle strength 
observed in the group who received sham therapy.

The main strength of our study is the objective measurement of 
patient adherence by the training device, which was missing in most 
previous trials. Our study had however several limitations. First, we 
did not achieve the estimated sample size due to the COVID- 19 pan-
demic. Nonetheless, the data collected in roughly three- quarter of the 
anticipated sample size (achieved power: 70%) suggest that the re-
cruitment of more patients would likely yield to the same conclusions. 
Second, selection bias could not be avoided. Inclusion of patients with 
moderate OSA was attempted based on a recent meta- analysis that 
evaluated the impact of MFT.16 The vast majority of patients had mod-
erate OSA, and the group data showed an average of 50% reduction 
in AHI. Based on these findings, we attempted to recruit this category 
of patients based on their initial diagnostic polysomnography to assess 
the effectiveness of an isolated tongue muscle elevation task proto-
col. However, some included patients had mild or severe OSA. The 
discrepancies between expected and measured baseline AHI could be 
due to different measurement methods (polysomnography at diagno-
sis vs polygraphy at start of the present study)52 or the natural course 
of the disease due to time elapsed between diagnosis and study in-
clusion. Nonetheless, recent studies have found that MFT also brings 
benefits in patients with mild or severe OSA.14,53,54 Therefore, albeit 
MFT protocols should not be confounded with our tongue task train-
ing protocol, we hypothesise that this selection bias had a negligible 
impact on our results. Third, we did not assess the phenotype traits of 
our cohort. Presumably, the best candidates for MFT are those who 
present low pharyngeal muscle responsiveness.8 Future studies aim-
ing to identify individuals who will potentially benefit the most from 
this therapy are needed.55 Finally, we did not include anatomical vari-
ables in our exclusion criteria such as Mallampatti score, dental maloc-
clusion and tongue tie. How these variables interact with the effects 
of tongue training in patients with OSA is unknown.

5  |  CONCLUSION

Our data suggest that 6 weeks of isolated tongue muscle elevation 
task has no effect on OSA severity.

AUTHOR CONTRIBUTIONS
W. Poncin and O. Contal had full access to all of the data in the study 
and take responsibility for the integrity of the data and the accu-
racy of the data analysis. Concept and design: W. Poncin, O. Contal. 

Acquisition of data: W. Poncin, J. Tam, N. Correvon. Analysis or inter-
pretation of data: All authors. Drafting of the manuscript: W. Poncin. 
Critical revision of the manuscript for important intellectual content: 
All authors. Statistical analysis: W. Poncin. Supervision: O. Contal.

ACKNOWLEDG EMENTS
The authors thank the company Nomics from Belgium for their kind 
support by providing the ambulatory polygraph free of charge dur-
ing the time of the study. They also thank all the patients for their 
participation in this study. Finally, the authors thank the HES- SO 
University of Applied Sciences and Arts Western Switzerland, the 
European Respiratory Society, the Belgian Respiratory Society and the 
Foundation Saint- Luc for having supported this study. Open Access 
Funding provided by Haute Ecole Specialisee de la Suisse Occidentale.

FUNDING INFORMATION
This was a researcher- initiated study, supported with fund-
ings from the HES- SO University of Applied Sciences and Arts 
Western Switzerland, the European Respiratory Society, the Belgian 
Respiratory Society and the Foundation Saint- Luc.

CONFLIC T OF INTERE S T
All authors declared no conflict of interest.

PEER RE VIE W
The peer review history for this article is available at https://publo 
ns.com/publo n/10.1111/joor.13369.

DATA AVAIL ABILIT Y S TATEMENT
The data that support the findings of this study are available from 
the corresponding author upon reasonable request.

ORCID
William Poncin  https://orcid.org/0000-0002-7686-2294 

R E FE R E N C E S
 1. Heinzer R, Vat S, Marques- Vidal P, et al. Prevalence of sleep- 

disordered breathing in the general population: the HypnoLaus 
study. Lancet Respir Med. 2015;3(4):310- 318. doi:10.1016/
S2213- 2600(15)00043- 0

 2. Punjabi NM. The epidemiology of adult obstructive sleep 
apnea. Proc Am Thorac Soc. 2008;5(2):136- 143. doi:10.1513/
pats.200709- 155MG

 3. Epstein LJ, Kristo D, Strollo PJ Jr, et al. Clinical guideline for the 
evaluation, management and long- term care of obstructive sleep 
apnea in adults. J Clin Sleep Med. 2009;5(3):263- 276.

 4. Askland K, Wright L, Wozniak DR, Emmanuel T, Caston J, Smith 
I. Educational, supportive and behavioural interventions to im-
prove usage of continuous positive airway pressure machines in 
adults with obstructive sleep apnoea. Cochrane Database Syst Rev. 
2020;4(4):Cd007736. doi:10.1002/14651858.CD007736.pub3

 5. de Felicio CM, da Silva Dias FV, Trawitzki LVV. Obstructive sleep 
apnea: focus on myofunctional therapy. Nat Sci Sleep. 2018;10:271- 
286. doi:10.2147/nss.s141132

 6. Cori JM, O'Donoghue FJ, Jordan AS. Sleeping tongue: current 
perspectives of genioglossus control in healthy individuals and 

https://publons.com/publon/10.1111/joor.13369
https://publons.com/publon/10.1111/joor.13369
https://orcid.org/0000-0002-7686-2294
https://orcid.org/0000-0002-7686-2294
https://doi.org/10.1016/S2213-2600(15)00043-0
https://doi.org/10.1016/S2213-2600(15)00043-0
https://doi.org/10.1513/pats.200709-155MG
https://doi.org/10.1513/pats.200709-155MG
https://doi.org/10.1002/14651858.CD007736.pub3
https://doi.org/10.2147/nss.s141132


1058  |    PONCIN et al.

patients with obstructive sleep apnea. Nat Sci Sleep. 2018;10:169- 
179. doi:10.2147/nss.S143296

 7. White DP. Pathogenesis of obstructive and central sleep apnea. 
Am J Respir Crit Care Med. Dec 1 2005;172(11):1363– 70. 10.1164/
rccm.200412- 1631SO

 8. Eckert DJ, White DP, Jordan AS, Malhotra A, Wellman A, Defining 
phenotypic causes of obstructive sleep apnea. Identification of novel 
therapeutic targets. Am J Respir Crit Care Med. 2013;188(8):996- 
1004. doi:10.1164/rccm.201303- 0448OC

 9. Carrera M, Barbe F, Sauleda J, Tomas M, Gomez C, Agusti AG. 
Patients with obstructive sleep apnea exhibit genioglossus dys-
function that is normalized after treatment with continuous positive 
airway pressure. Am J Respir Crit Care Med. 1999;159(6):1960- 1966. 
doi:10.1164/ajrccm.159.6.9809052

 10. Buterbaugh J, Wynstra C, Provencio N, Combs D, Gilbert M, 
Parthasarathy S. Cerebrovascular reactivity in young subjects with 
sleep apnea. Sleep. 2015;38(2):241- 250. doi:10.5665/sleep.4406

 11. Guilleminault C, Huang YS, Quo S. Apraxia in children and adults 
with obstructive sleep apnea syndrome. Sleep. 2019;42(12):zsz168. 
doi:10.1093/sleep/zsz168

 12. Diaferia G, Santos- Silva R, Truksinas E, et al. Myofunctional ther-
apy improves adherence to continuous positive airway pres-
sure treatment. Sleep Breath. 2017;21(2):387- 395. doi:10.1007/
s11325- 016- 1429- 6

 13. Eckert DJ, Lo YL, Saboisky JP, Jordan AS, White DP, Malhotra 
A. Sensorimotor function of the upper- airway muscles and re-
spiratory sensory processing in untreated obstructive sleep 
apnea. J Appl Physiol (1985). 2011;111(6):1644- 1653. doi:10.1152/
japplphysiol.00653.2011

 14. O'Connor- Reina C, Ignacio Garcia JM, Rodriguez Ruiz E, et al. 
Myofunctional therapy app for severe apnea- hypopnea sleep ob-
structive syndrome: pilot randomized controlled trial. JMIR Mhealth 
Uhealth. 2020;8(11):e23123. doi:10.2196/23123

 15. Rodríguez- Alcalá L, Martínez JM, Baptista P, et al. Sensorimotor 
tongue evaluation and rehabilitation in patients with sleep- 
disordered breathing: a novel approach. J Oral Rehabil. 
2021;48(12):1363- 1372. doi:10.1111/joor.13247

 16. Camacho M, Certal V, Abdullatif J, et al. Myofunctional therapy 
to treat obstructive sleep apnea: a systematic review and meta- 
analysis. Sleep. 2015;38(5):669- 675. doi:10.5665/sleep.4652

 17. Rueda JR, Mugueta- Aguinaga I, Vilaró J, Rueda- Etxebarria M. 
Myofunctional therapy (oropharyngeal exercises) for obstructive 
sleep apnoea. Cochrane Database Syst Rev. 2020;11(11):Cd013449. 
doi:10.1002/14651858.CD013449.pub2

 18. Carrasco- Llatas M, O'Connor- Reina C, Calvo- Henríquez C. The 
role of Myofunctional therapy in treating sleep- disordered breath-
ing: a state- of- the- art review. Int J Environ Res Public Health. 
2021;18(14):7291. doi:10.3390/ijerph18147291

 19. Meghpara S, Chohan M, Bandyopadhyay A, et al. Myofunctional 
therapy for OSA: a meta- analysis. Expert Rev Respir Med. 2021;22:1- 
7. doi:10.1080/17476348.2021.2001332

 20. Guimaraes KC, Drager LF, Genta PR, Marcondes BF, Lorenzi- Filho 
G. Effects of oropharyngeal exercises on patients with moder-
ate obstructive sleep apnea syndrome. Am J Respir Crit Care Med. 
2009;179(10):962- 966. doi:10.1164/rccm.200806- 981OC

 21. Puhan MA, Suarez A, Lo Cascio C, Zahn A, Heitz M, Braendli 
O. Didgeridoo playing as alternative treatment for obstruc-
tive sleep apnoea syndrome: randomised controlled trial. BMJ. 
2006;332(7536):266- 270. doi:10.1136/bmj.38705.470590.55

 22. Koka V, De Vito A, Roisman G, et al. Orofacial myofunctional 
therapy in obstructive sleep apnea syndrome: a pathophysi-
ological perspective. Medicina. 2021;57(4):323. doi:10.3390/
medicina57040323

 23. Remmers JE, deGroot WJ, Sauerland EK, Anch AM. Pathogenesis 
of upper airway occlusion during sleep. J Appl Physiol Respir Environ 
Exerc Physiol. 1978;44(6):931- 938. doi:10.1152/jappl.1978.44.6.931

 24. de Felício CM, da Silva Dias FV, Folha GA, et al. Orofacial motor 
functions in pediatric obstructive sleep apnea and implications for 
myofunctional therapy. Int J Pediatr Otorhinolaryngol. 2016;90:5- 11. 
doi:10.1016/j.ijporl.2016.08.019

 25. O'Connor- Reina C, Plaza G, Garcia- Iriarte MT, et al. Tongue peak 
pressure: a tool to aid in the identification of obstruction sites in 
patients with obstructive sleep apnea/hypopnea syndrome. Sleep 
Breath. 2020;24(1):281- 286. doi:10.1007/s11325- 019- 01952- x

 26. Villa MP, Evangelisti M, Martella S, Barreto M, Del Pozzo M. Can 
myofunctional therapy increase tongue tone and reduce symp-
toms in children with sleep- disordered breathing? Sleep Breath. 
2017;21(4):1025- 1032. doi:10.1007/s11325- 017- 1489- 2

 27. Suzuki M, Okamoto T, Akagi Y, et al. Efficacy of oral myofunctional 
therapy in middle- aged to elderly patients with obstructive sleep 
apnoea treated with continuous positive airway pressure. J Oral 
Rehabil. 2021;48(2):176- 182. doi:10.1111/joor.13119

 28. O'Connor- Reina C, Ignacio Garcia JM, Rodriguez Alcala L, et al. 
Improving adherence to Myofunctional therapy in the treatment 
of sleep- disordered breathing. J Clin Med. 2021;10(24):5772. 
doi:10.3390/jcm10245772

 29. Kohler M, Stoewhas AC, Ayers L, et al. Effects of continuous posi-
tive airway pressure therapy withdrawal in patients with obstruc-
tive sleep apnea: a randomized controlled trial. Am J Respir Crit Care 
Med. 2011;184(10):1192- 1199. doi:10.1164/rccm.201106- 0964OC

 30. Adams V, Mathisen B, Baines S, Lazarus C, Callister R. A system-
atic 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- 369. doi:10.1007/
s00455- 013- 9451- 3

 31. Clark HM, Solomon NP. Age and sex differences in orofacial strength. 
Dysphagia. 2012;27(1):2- 9. doi:10.1007/s00455- 011- 9328- 2

 32. Garber CE, Blissmer B, Deschenes MR, et al. Quantity and qual-
ity of exercise for developing and maintaining cardiorespiratory, 
musculoskeletal, and neuromotor fitness in apparently healthy 
adults: guidance for prescribing exercise. Med Sci Sports Exerc. 
2011;43(7):1334- 1359. doi:10.1249/MSS.0b013e318213fefb

 33. Martinot JB, Le- Dong NN, Cuthbert V, et al. Mandibular move-
ments as accurate reporters of respiratory effort during sleep: 
validation against diaphragmatic electromyography. Front Neurol. 
2017;8:353. doi:10.3389/fneur.2017.00353

 34. Berry RB, Budhiraja R, Gottlieb DJ, et al. Rules for scoring respira-
tory events in sleep: update of the 2007 AASM manual for the scor-
ing of sleep and associated events. Deliberations of the sleep apnea 
definitions task force of the American Academy of sleep medicine. J 
Clin Sleep Med. 2012;8(5):597- 619. doi:10.5664/jcsm.2172

 35. Johns MW. A new method for measuring daytime sleepiness: the 
Epworth sleepiness scale. Sleep. 1991;14(6):540- 545.

 36. Buysse DJ, Reynolds CF 3rd, Monk TH, Berman SR, Kupfer DJ. 
The Pittsburgh sleep quality index: a new instrument for psychi-
atric practice and research. Psychiatry Res. 1989;28(2):193- 213. 
doi:10.1016/0165- 1781(89)90047- 4

 37. Pichot P, Brun JP. Brief self- evaluation questionnaire for depres-
sive, asthenic and anxious dimensions. Ann Med Psychol (Paris). 
1984;142(6):862- 865. Questionnaire bref d'auto- évaluation des 
dimensions dépressive, asthénique et anxieuse.

 38. Kim J, Tran K, Seal K, et al. Interventions for the Treatment of 
Obstructive Sleep Apnea in Adults: A Health Technology Assessment. 
Canadian Agency for Drugs and Technologies in Health; 2017 
CADTH Optimal Use Reports.

 39. Goswami U, Black A, Krohn B, Meyers W, Iber C. Smartphone- 
based delivery of oropharyngeal exercises for treatment of snoring: 
a randomized controlled trial. Sleep Breath. 2019;23(1):243- 250. 
doi:10.1007/s11325- 018- 1690- y

 40. Collado- Mateo D, Lavín- Pérez AM, Peñacoba C, et al. Key fac-
tors associated with adherence to physical exercise in patients 
with chronic diseases and older adults: an umbrella review. 

https://doi.org/10.2147/nss.S143296
https://doi.org/10.1164/rccm.200412-1631SO
https://doi.org/10.1164/rccm.200412-1631SO
https://doi.org/10.1164/rccm.201303-0448OC
https://doi.org/10.1164/ajrccm.159.6.9809052
https://doi.org/10.5665/sleep.4406
https://doi.org/10.1093/sleep
https://doi.org/10.1007/s11325-016-1429-6
https://doi.org/10.1007/s11325-016-1429-6
https://doi.org/10.1152/japplphysiol.00653.2011
https://doi.org/10.1152/japplphysiol.00653.2011
https://doi.org/10.2196/23123
https://doi.org/10.1111/joor.13247
https://doi.org/10.5665/sleep.4652
https://doi.org/10.1002/14651858.CD013449.pub2
https://doi.org/10.3390/ijerph18147291
https://doi.org/10.1080/17476348.2021.2001332
https://doi.org/10.1164/rccm.200806-981OC
https://doi.org/10.1136/bmj.38705.470590.55
https://doi.org/10.3390/medicina57040323
https://doi.org/10.3390/medicina57040323
https://doi.org/10.1152/jappl.1978.44.6.931
https://doi.org/10.1016/j.ijporl.2016.08.019
https://doi.org/10.1007/s11325-019-01952-x
https://doi.org/10.1007/s11325-017-1489-2
https://doi.org/10.1111/joor.13119
https://doi.org/10.3390/jcm10245772
https://doi.org/10.1164/rccm.201106-0964OC
https://doi.org/10.1007/s00455-013-9451-3
https://doi.org/10.1007/s00455-013-9451-3
https://doi.org/10.1007/s00455-011-9328-2
https://doi.org/10.1249/MSS.0b013e318213fefb
https://doi.org/10.3389/fneur.2017.00353
https://doi.org/10.5664/jcsm.2172
https://doi.org/10.1016/0165-1781(89)90047-4
https://doi.org/10.1007/s11325-018-1690-y


    |  1059PONCIN et al.

Int J Environ Res Public Health. 2021;18(4):2023. doi:10.3390/
ijerph18042023

 41. Goto M, Takedani H, Haga N, et al. Self- monitoring has poten-
tial for home exercise programmes in patients with haemophilia. 
Haemophilia. 2014;20(2):e121- e127. doi:10.1111/hae.12355

 42. Kim J, Oh EG, Choi M, et al. Development and evaluation of myo-
functional therapy support program (MTSP) based on self- efficacy 
theory for patients with obstructive sleep apnea. Sleep Breath. 
2020;24(3):1051- 1058. doi:10.1007/s11325- 019- 01957- 6

 43. Patel S, Kon SSC, Nolan CM, et al. The Epworth sleepiness scale: 
minimum clinically important difference in obstructive sleep apnea. 
Am J Respir Crit Care Med. 2018;197(7):961- 963. doi:10.1164/
rccm.201704- 0672LE

 44. Randerath WJ, Galetke W, Domanski U, Weitkunat R, Ruhle KH. 
Tongue- muscle training by intraoral electrical neurostimulation in 
patients with obstructive sleep apnea. Sleep. 2004;27(2):254- 259. 
doi:10.1093/sleep/27.2.254

 45. Vranish JR, Bailey EF. Inspiratory muscle training improves sleep 
and mitigates cardiovascular dysfunction in obstructive sleep 
apnea. Sleep. 2016;39(6):1179- 1185. doi:10.5665/sleep.5826

 46. Gottlieb DJ, Punjabi NM. Diagnosis and management of ob-
structive sleep apnea: a review. JAMA. 2020;323(14):1389- 1400. 
doi:10.1001/jama.2020.3514

 47. Gilbert RJ, Napadow VJ, Gaige TA, Wedeen VJ. Anatomical basis of 
lingual hydrostatic deformation. J Exp Biol. 2007;210(Pt 23):4069- 
4082. doi:10.1242/jeb.007096

 48. Svensson P, Romaniello A, Wang K, Arendt- Nielsen L, Sessle BJ. 
One hour of tongue- task training is associated with plasticity in 
corticomotor control of the human tongue musculature. Exp Brain 
Res. 2006;173(1):165- 173. doi:10.1007/s00221- 006- 0380- 3

 49. Rousseau E, Silva C, Gakwaya S, Sériès F. Effects of one- week 
tongue task training on sleep apnea severity: a pilot study. Can 
Respir J. 2015;22(3):176- 178. doi:10.1155/2015/583549

 50. Villa MP, Brasili L, Ferretti A, et al. Oropharyngeal exercises to re-
duce symptoms of OSA after AT. Sleep Breath. 2015;19(1):281- 289. 
doi:10.1007/s11325- 014- 1011- z

 51. Yanagisawa Y, Matsuo Y, Shuntoh H, Mitamura M, Horiuchi N. 
Change in tongue morphology in response to expiratory resistance 
loading investigated by magnetic resonance imaging. J Phys Ther Sci. 
2013;25(6):667- 669. doi:10.1589/jpts.25.667

 52. Masa JF, Corral J, Pereira R, et al. Therapeutic decision- making 
for sleep apnea and hypopnea syndrome using home respiratory 
polygraphy: a large multicentric study. Am J Respir Crit Care Med. 
2011;184(8):964- 971. doi:10.1164/rccm.201103- 0428OC

 53. Çakmakcı S, Özgen Alpaydın A, Özalevli S, Öztura İ, İtil BO. The ef-
fect of oropharyngeal exercise in patients with moderate and severe 
obstructive sleep apnea using CPAP: a randomized controlled study. 
Sleep Breath. 2022;26(2):567- 574. doi:10.1007/s11325- 021- 02423- y

 54. Baz H, Elshafey M, Elmorsy S, Abu- Samra M. The role of oral my-
ofunctional therapy in managing patients with mild to moderate 
obstructive sleep apnea. Pan Arab J Rhinol. 2012;2(1):17- 22.

 55. Borrmann PF, O'Connor- Reina C, Ignacio JM, et al. Muscular 
assessment in patients with severe obstructive sleep apnea 
syndrome: protocol for a case- control study. JMIR Res Protoc. 
2021;10(8):e30500. doi:10.2196/30500

How to cite this article: Poncin W, Correvon N, Tam J, et al. 
The effect of tongue elevation muscle training in patients 
with obstructive sleep apnea: A randomised controlled trial. J 
Oral Rehabil. 2022;49:1049-1059. doi: 10.1111/joor.13369

https://doi.org/10.3390/ijerph18042023
https://doi.org/10.3390/ijerph18042023
https://doi.org/10.1111/hae.12355
https://doi.org/10.1007/s11325-019-01957-6
https://doi.org/10.1164/rccm.201704-0672LE
https://doi.org/10.1164/rccm.201704-0672LE
https://doi.org/10.1093/sleep
https://doi.org/10.5665/sleep.5826
https://doi.org/10.1001/jama.2020.3514
https://doi.org/10.1242/jeb.007096
https://doi.org/10.1007/s00221-006-0380-3
https://doi.org/10.1155/2015
https://doi.org/10.1007/s11325-014-1011-z
https://doi.org/10.1589/jpts.25.667
https://doi.org/10.1164/rccm.201103-0428OC
https://doi.org/10.1007/s11325-021-02423-y
https://doi.org/10.2196/30500
https://doi.org/10.1111/joor.13369

	The effect of tongue elevation muscle training in patients with obstructive sleep apnea: A randomised controlled trial
	Abstract
	1|BACKGROUND
	2|METHODS
	2.1|Design and participants
	2.2|Iowa oral performance instrument
	2.3|Training protocol
	2.4|Sham protocol
	2.5|Adherence
	2.6|Outcome measures
	2.6.1|Polygraphy
	2.6.2|Tongue muscle assessment
	2.6.3|Questionnaires

	2.7|Randomisation
	2.8|Data analysis

	3|RESULTS
	3.1|Flow of participants through the study
	3.2|Adherence to therapy
	3.3|Effects of the tongue training protocol

	4|DISCUSSION
	5|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST
	PEER REVIEW
	DATA AVAILABILITY STATEMENT

	REFERENCES


