Current Research on Expansion and OMT in Children

1. What we know about palatal expansion alone in children
Most of the literature is on rapid maxillary expansion (RME); there’s much less for slow expansion, semi-rapid, or devices like ALF.
Systematic reviews / meta-analyses
· Multiple systematic reviews (Camacho et al 2017; Vale et al; Bahammam et al 2020) show that RME in children with obstructive sleep apnea (OSA) often:
· widens the maxilla,
· increases nasal airway dimensions,
· and reduces apnea–hypopnea index (AHI) and improves oxygen saturation, particularly in the short term. cdn.publisher.gn1.link+2PMC+2
· However, more recent critical reviews emphasize that overall evidence quality is low to moderate, with heterogeneous designs and often small, uncontrolled samples. Long-term cure or prevention of OSA is not firmly demonstrated. ScienceDirect+2SciELO+2
Key points
· Short-term: RME reliably expands the maxilla and improves nasal airflow; many children show improved SDB/OSA metrics. PMC+2PMC+2
· Long-term and relapse: data are mixed; some follow-ups (≥3 years) still show improved AHI, others show partial relapse and continued need for multidisciplinary management. cdn.publisher.gn1.link+1
· Evidence for ALF, slow expansion, and skeletal-anchored expanders in kids for airway outcomes is much thinner and mostly extrapolated from RME data.

2. What we know about myofunctional therapy (OMT) alone in children
Sleep-disordered breathing / OSA
· A classic meta-analysis by Camacho et al. (2015) pooling adult + pediatric data reported that OMT reduced AHI by ~62% in children and improved snoring and daytime symptoms. PMC
· A newer systematic review and network meta-analysis (Xu et al. 2025) again found that OMT is effective as an adjunct therapy for OSA, in both adults and children, reducing AHI and improving symptoms; quality and size of pediatric studies remain limited. ScienceDirect
· Guilleminault et al. (2013) showed that children treated for SDB/OSA (e.g., adenotonsillectomy or orthodontics) who didn’t receive myofunctional reeducation had higher rates of residual or recurrent SDB compared with those who did, suggesting OMT helps prevent relapse by correcting dysfunctional muscle patterns. ScienceDirect
General orofacial function and malocclusion/mouth breathing
· A large 2023 study (Liu et al.) of 693 children with OSAHS found that OMT improved craniofacial muscle function and morphology, with greater benefit when therapy was longer and adherence better. PMC
· A non-randomized concurrent controlled trial (Habumugisha et al. 2022) in mouth-breathing children with malocclusion found OMT improved oral muscle function and reduced dysfunctional habits, supporting OMT as a useful adjunct to orthodontic care. SpringerLink
Overall: OMT alone has moderate-quality evidence that it improves orofacial muscle patterns, tongue posture, and can significantly reduce pediatric SDB/OSA symptoms, especially as an adjunct to other treatments.

3. Evidence specifically on palatal expansion + OMT together
This is the heart of your question – and where the literature gets thin.
3.1 Direct combination studies
1. Maxillary expansion + OMT for mouth-breathing, tongue posture
· Wang et al. 2023: 30 children with skeletal Class II and normal airway; 15 mouth-breathing, 15 nasal-breathing controls.
· Mouth-breathing group received maxillary expansion + orofacial myofunctional therapy.
· Cone-beam CT showed significant improvement in tongue posture after combined treatment in the mouth-breathing group. Europe PMC
· This supports the idea that expansion plus OMT can normalize tongue position in growing children.
2. Rapid maxillary expansion with myofunctional exercises in pediatric OSA
· A systematic review on pediatric OSA and OMT (Achmad et al., 2020) summarizes small studies where children with OSA received RME plus myofunctional exercises. One quasi-experimental study (Caprioglio et al. 2014) had 14 children treated with RME and an exercise program for 6 months; they reported improved AHI and oxygen saturation, but there was no randomized control group. Systematic Reviews in Pharmacy
· The same review concludes that OMT can help stabilize orthodontic/expansion results and improve OSA outcomes, but stresses that studies are small, often uncontrolled, and heterogeneous.
3. Models & concepts rather than trials
· Levrini et al. 2014 presented a “model of oronasal rehabilitation” for children with OSA undergoing RME: expansion is combined with breathing retraining, tongue and lip exercises, and multidisciplinary follow-up (ENT, speech therapy, etc.). They argue that expansion improves nasal airflow, while rehabilitation restores nasal breathing and corrects oral posture. The paper, however, is largely conceptual and based on literature plus clinical experience, not a controlled trial. PMC
3.2 Indirect / supportive evidence
· The pediatric OSA OMT systematic review (Achmad et al. 2020) and several case reports (e.g., Shim et al. 2019) emphasize that orthodontic treatment alone does not guarantee resolution of SDB or functional problems, and state that myofunctional therapy “may facilitate successful orthodontic treatment and maintenance.” Systematic Reviews in Pharmacy
· Some long-term OSA studies with RME indicate that relapse or residual OSA is more common when underlying risk factors (such as mouth breathing, low tongue posture, obesity, etc.) are not addressed – which is exactly what OMT targets. cdn.publisher.gn1.link+1
But importantly:
· There are very few true randomized controlled trials that compare:
“Palatal expansion + OMT” vs “palatal expansion alone”
specifically in children, for outcomes like AHI, nasal airflow, relapse, or long-term arch stability. Most combination data are small, non-randomized, or embedded in multifactorial programs (expansion + adenotonsillectomy + OMT, etc.) where you can’t isolate the effect of OMT.

4. What this all suggests in practical terms
Putting the pieces together:
1. Palatal expansion (especially RME) in children
· Good evidence it expands the maxilla and improves nasal airflow.
· Moderate evidence it improves OSA/SDB metrics short-term.
· Long-term cure/prevention of OSA is uncertain; recent reviews explicitly note low-quality and heterogeneous evidence. ScienceDirect+2SciELO+2
2. OMT in children
· Evidence that it improves tongue posture, oral habits, and craniofacial muscle function.
· Meta-analyses show meaningful AHI reduction in pediatric OSA when OMT is part of the plan. SpringerLink+3PMC+3ScienceDirect+3
3. Combination of palatal expansion + OMT
· Biologically plausible and widely used in “airway-focused” or “myofunctional” orthodontic practices.
· Small studies show improved tongue posture and breathing patterns when OMT is added to expansion. Europe PMC+2Systematic Reviews in Pharmacy+2
· Conceptual and observational work strongly suggests the combo may:
· reduce mouth-breathing and abnormal swallowing,
· improve nasal breathing,
· and potentially reduce relapse of both orthodontic and OSA outcomes.
· But we do not yet have strong, large RCTs proving that adding OMT to expansion is superior to expansion alone for hard outcomes (AHI, long-term stability, facial growth patterns).

5. How to interpret this if you’re making decisions
· If a child clearly needs palatal expansion (e.g., maxillary constriction, crossbite, narrow arch, plus mouth-breathing or SDB), the best-available evidence supports expansion as part of a broader plan.
· If that child also has orofacial myofunctional problems (low tongue posture, open-mouth posture, atypical swallow, weak lips/tongue), OMT has its own evidence base and is unlikely to be harmful; it’s reasonable to consider combining OMT with expansion, especially to help normalize function and possibly reduce relapse risk.
· From a strict evidence-based medicine lens, it’s honest to say:
· Expansion alone: evidence moderate for short-term airway and dental effects, weak for long-term OSA cure.
· OMT alone: growing evidence for SDB and orofacial function.
· Expansion + OMT: promising but under-studied; we mostly extrapolate from separate literatures plus small combined studies.

