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AASM Practice Parameters (2015) 

2015 American Academy of Sleep Medicine Practice Parameters 

•  We recommend that sleep physicians prescribe oral appliances, rather than no therapy, for 
adult patients who request treatment of primary snoring (without obstructive sleep apnea). 
(STANDARD) 

•  When oral appliance therapy is prescribed by a sleep physician for an adult patient with 
obstructive sleep apnea, we suggest that a qualified dentist use a custom, titratable appliance 
over non-custom oral devices. (GUIDELINE) 

•  We recommend that sleep physicians consider prescription of oral appliances, rather than no 
treatment, for adult patients with obstructive sleep apnea who are intolerant of CPAP therapy 
or prefer alternate therapy. (STANDARD) 

•  We suggest that qualified dentists provide oversight—rather than no follow-up—of oral 
appliance therapy in adult patients with obstructive sleep apnea, to survey for dental-related 
side effects or occlusal changes and reduce their incidence. (GUIDELINE) 

AASM Practice Parameters (2015) 

 
2015 American Academy of Sleep Medicine Practice Parameters 

•  We suggest that sleep physicians conduct follow-up sleep testing to improve or confirm 
treatment efficacy, rather than conduct follow-up without sleep testing, for patients fitted with 
oral appliances. (GUIDELINE) 

•  We suggest that sleep physicians and qualified dentists instruct adult patients treated with 
oral appliances for obstructive sleep apnea to return for periodic office visits—as opposed to 
no follow-up—with a qualified dentist and a sleep physician. (GUIDELINE) 
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What do they have in common? 

      Chad        Justin        Mike 

Age: Mid 30’s (33, 33, 39) 
Overweight 

Neck Circumference > 17” 
All are diagnosed with obstructive sleep apnea 

All died from complications from their 
obstructive sleep apnea 

Obstructive Sleep Apnea (OSA) 

Obstructive Sleep 
Apnea (OSA) is a 
situation in which 
the entire upper 
airway is blocked 
causing air flow to 
stop. 
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Pathophysiology of Sleep Apnea 7 

This is why we are here – Sleep Apnea 
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The “Big Picture” – why we’re all here 

}  How common is OSA? 

}  40% of adults over 40 snore 
(approx. 87 million Americans) 

}  18% of men and 8% of women 
between 30-70 suffer from 
some form of OSA. 
National Healthy Sleep Awareness Project 
American Academy of Sleep Medicine – Sep 2014 
 

}  Less than 10% of OSA sufferers 
have been diagnosed 
}  Of those, less than 25% have been 

successfully treated. 

q All people with OSA 

q People diagnosed with OSA 

q People who have successfully treated their OSA 

What’s wrong with the current model? 

•  101 PCP patients studied 

•  34 % flagged as “high risk” for obstructive 
sleep apnea (Based on STOP 
questionnaire) 

•  GREAT! 

•  What percent of patients do you think 
were sent for a sleep study? 

•  2%!!!!! 

•  Over 3x more patient’s were referred for 
psychiatry consults than sleep studies 
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Treatment 

•  The most common type 
of treatment is CPAP 
(continuous positive air 
pressure) 

•  Although highly effective, 
patients are frequently 
non-compliant with CPAP 

•  Other treatments include 
oral appliances, surgery 
and weight loss 

Mike & Molly - CPAP 
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CPAP works excellent – If you wear it! 

The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have 
been corrupted. Restart your computer, and then open the file again. If the red x still appears, you may have to delete the 
image and then insert it again.

Why is there a market for oral appliances? 
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Pure Sleep 

•  This is why we focus on APNEA, not 
snoring. 

•  No adjustability 
•  Bulky 
•  Cheap 
•  Very poor success 
•  Disclaimer when you order specifically 

questions you about sleep apnea 
symptoms and only lets the order 
proceed if the patient likely does not 
have OSA. 

Can’t I just treat snoring? 

Problem with “just treating snoring” 

• How do you know they just snore? 

• Over 70% of the time loud snoring is indicative 
of some form of OSA 

• How do you follow up? 

• Risk of creating “silent apnea”  
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Treating Snoring 

Treating snoring alone is like turning off the alarm, but not putting out the fire. 

Children are not immune from the 
dangers of OSA 
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The time is NOW! 

1980    1990    2000    2010     2014 

1992: First Sleep 
Disorders Dental 
Society meeting held 
with 25 attendees 

2003: AADSM 
Membership surpasses 
300 dentists 

2013: AADSM 
Membership 
surpasses 3000 
dentists 1993: Studies estimate 

4% of men and 2% of 
women suffer from 
OSA New Engl Jrnl Med 

OSA Prevalence 
Academy Membership 
Industry Advancements   

2004: Studies estimate 
that 1 in 5 adults has at 
least mild OSA Young et 
al J Am Med Assoc 

2011: US Obesity rate 
hits 27.8% according 
to CDC Data 

US Obesity 
projected to hit 
50% by 2030 

1982: TRD appliance 
 
 
 
 
 
 

1984: MAD 
(Mandibular 
Advancement Devices) 
Introduced  

2005: AASM Practice parameters 
recommend Oral appliances as first 
line therapy option 

2008: Home sleep 
testing accepted for 
diagnosis 

2011: 
Medicare 
formally 
announces 
paying for 
oral 
appliances 

Sleep Apnea 

}  Apnea: “Without Breath” 
}  Suffocating    

 
}  Sleep Apnea: Without breath – during sleep 

}  Suffocating & Choking in your sleep 

 
}  Obstructive Sleep Apnea: Breathing stoppage caused by mechanical 

obstruction of the airway 
}  Your body choking on itself at night 

 
}  Central Sleep Apnea: Breathing stoppage caused by neurological 

condition 
}  Your brain forgetting to tell you to breathe 
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Obstructive Sleep Apnea 

 
}  Obstructive Sleep Apnea (OSA) 

}  One of the most common sleep 
disorders. 

}  Breathing is impaired (hypopnea) or 
completely stopped (apnea) due to 
an obstruction in the upper airway. 

}  A single event lasts at least 10 
seconds. 

}  A typical sufferer has hundreds of 
events per night. 

Definitions to Remember 
OSA: Obstructive Sleep Apnea 

OSA Diagnostic Index & Severity 

}  OSA is comprised of two types of events 
}  Apnea – 100% flow limitation for at least 10 seconds 
}  Hypopnea – Partial airflow blockage accompanied by a decrease in oxygen saturation of at 

least 4% 

}  Diagnosis is made using the Apnea Hypopnea Index or AHI 
}  Total number of Apneas + Hypopneas 

           # of hours of sleep 

Apnea Severity  

AHI 5-15                 AHI 15-30             AHI > 30 
Mild                 Moderate             Severe 
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Oxygen Saturation & OSA 

}  Oxygen saturation is a major component of OSA 
}  Repeated breathing stoppages inhibit the bodies ability to process oxygen. 
}  Typically it is cause for concern if oxygen levels get below 90% 

}  Most hospitals will put patients on oxygen masks if they drop below 92% 
}  It is not uncommon to see people with OSA drop into the 80’s, 70’s 60’s and even 50% 

range. 
}  Consequences of low oxygen saturation (hypoxemia) range from irreversible brain 

damage to heart attack and stroke. 

Interesting Fact:   
How long do you have to hold your breath to get to 90% saturation? 

30 seconds? 1 minute? 2 minutes?  Its almost impossible to get 
someone to drop to 90% by simply holding their breath – further 
emphasizing the point of how severe sleep apnea is. 

Definitions to Remember 
Desaturation: Decrease in oxygen saturation of at least 4% 

(ex: O2 sat drops from 98% to 94%) 

Signs & Symptoms of OSA 

}  Most Common Symptoms 
}  SNORING 
}  Excessive Daytime Sleepiness 
}  Hypertension (High Blood Pressure) 

}  Other Symptoms 
}  Acid Reflux (GERD – Gastro Esophageal Reflux Disease) 
}  Morning Headaches 
}  Diabetes 
}  Sexual Dysfunction 
}  Social Problems 
}  Memory Problems – Alzheimer's / Dementia 
}  Dental Symptoms (Abfractions from nocturnal bruxism) 
}  Nocturia 

}  Contributing Factors 
}  Obesity & Large Neck Circumference 
}  Menopause 
}  Mouth Breathing 
}  Family History 
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Signs & Symptoms - Snoring 

}  Why is SNORING a symptom? 
}  The pathology behind snoring and 

obstructive sleep apnea is the same; A 
narrow, collapsible, airway. 

}  Snoring noise is caused by passing air 
through a small hole, the tissues vibrate 
making the ‘snoring’ sound. 

}  Someone who ‘just snores’ who gains a few 
pounds or has a few alcoholic drinks could 
become someone with apnea. 

}  Ask the Question! “DO YOU SNORE?” 
}  “Have you been told you occasionally snore?” 
}  What’s the best thing about this question? 
}  You never get a simple “no”…you’ll always 

end up hearing a story about the husband, 
wife, father or brother who is a terrible snorer. 

 

Sleep 
Lab 

Why its important to ask EVERYONE…you want to 
hear the story about the snoring husband 
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Signs & Symptoms – Excessive Daytime Sleepiness 

“I want to die the way my grandfather did – peacefully in his sleep… 
Not scared and screaming like the passengers in his car.” 

People with untreated sleep apnea are twelve times more likely to be involved 
in an automobile accident. 

Tired driving is the #1 cause of car accidents and is statistically more 
dangerous than drunk driving. 

A 1997 Study showed annual cost $12.4billion due to sleep related accidents 

Bus Accident – January 2008 

            NTSB Report: April 2009 
 
“The bus driver, Welland Lotan, was going at least 88 mph down a 
winding 2-lane road in southeastern Utah when the bus began to 
skid off the roadway on Jan. 6, 2008, investigators found. Lotan, 
who also complained of a head cold and is diagnosed with sleep 
apnea, told investigators he hadn't slept well in the days leading up 
to the accident.” 
 
“Among the factors that supported their conclusion: the bus' 
internal video shows passengers bracing for the bus to crash while 
Lotan's expression remains unchanged.” 
 
HE WAS SLEEPING! 
 
9 PEOPLE DIED, 50 OTHERS SEVERELY INJURED 
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Signs & Symptoms – Excessive Daytime Sleepiness 

}  Why is excessive sleepiness, lack of energy & fatigue a 
symptom? 
}  Frequently when your body pulls you out of an apneic event it is 

accompanied by a micro-arousal. 
}  A micro arousal doesn’t necessarily wake you up from sleep, but it pulls you 

out of whatever sleep stage you were in. 
}  The result is a disrupted sleep pattern and insufficient amounts of sleep. 
}  OSA patients spend significant amounts of time at night in a ‘fight or flight’ 

state with elevated blood pressure, heart rate and respiration.  
}  People do not feel rested in the morning because they spent the night 

fighting to breath. 
}  Impact of excessive sleepiness. 

}  Social implications, mood changes, irritability, lack of energy. 
 
 

Signs & Symptoms - Hypertension 

}  Why is high blood pressure a symptom? – Two reasons 
}  There is a sympathetic (emergency) response in the body every time an 

apnea or hypopnea occurs. 
}  Heart rate and blood pressure increase 
}  OSA Patients have hundreds of events per night, thus the body remains in a 

constant state of elevated blood pressure. 
 

}  Because the body is not getting sufficient oxygen, it is not converting 
enough into nitric oxide. 
}  Nitric oxide is a vasodilator, without nitric oxide blood vessels narrow. 
}  The endothelial lining of the arteries breaks down, making them more 

susceptible to plaque and fatty tissues building up. 
}  Narrow arteries with high risk of blockage = High Blood Pressure, heart attack 

and stroke. 
 

}  OSA increases hypertension risk by 45% 
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Signs & Symptoms – Acid Reflux 

}  Why is acid reflux or G.E.R.D 
(Gastro Esophageal Reflux 
Disease) a symptom? 
}  When breathing is stopped, the 

body increases efforts to take in air. 
}  Abdominal contractions are 

exaggerated, and get worse if 
breathing does not begin. 

}  These contractions squeeze the 
stomach and force acid up. 

}  Negative pressure builds up in the 
esophagus because of efforts to 
breathe. This helps pull acid up as 
well. 

Signs & Symptoms - Headaches 

}  Why are headaches a symptom of 
OSA? 
}  Three types of headaches have been 

directly linked to the presence of OSA. 
}  Migraine 
}  Cluster Headaches 
}  Dull Morning Headaches 

}  All are caused by different things, morning 
headaches and cluster headaches have 
been linked to oxygen desaturation events. 

}  Migraine headaches are coorelated with 
REM & Delta sleep patterns which are 
severely disrupted in patients with OSA. 
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Dental Symptoms of OSA 

}  OSA Dental Symptoms 
}  OSA has been linked to nocturnal 

bruxism. Clenching and bruxing 
occur when patients come out of an 
apneic event - the body activates 
muscles to regain control of the 
airway. 

 
}  Tongue thrusting and a scalloped 

tongue are also caused by muscle 
activity relating to efforts to keep 
the airway open. 

Bruxism 
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 Image courtesy of Jerald H. Simmons MD 
from the Sadler Sleep Disorders Clinic 

Anterior Tooth Wear 

 
Problem: Obstructed Airway 
Solution: Brux and activate the tongue to bring 
forward thereby opening the airway longer 

Flat Plane Bite Splint – Be Aware Of Airway! 

•  Flat Plane Splint 

•  One small study which provided a 
flat plane splint to 20 OSA patients 
showed that it worsened the 
apnea in ALL cases when tested 
with follow up sleep studies 

•  Another study showed a 50% 
increase in AHI when a flat plane 
night guard was used on sleep 
apnea patients 
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Heart Attack Risk Factor Increase 

Independent Predictors of Myocardial Infarction 

Risk Factor   Odds Ratio 

Standard    1.0 
Overweight       7.1  
Hypertension   7.8 
Smoking    11.1 
OSA               23.3 

Hung, et.al http://www.ncbi.nim.nih.gov/pubmed/1973968 

OSA Prevalence among medical conditions 
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OSA Risk Factors – Obesity & Large Neck 

}  Why does obesity and large neck circumference contribute to OSA? 
}  Fat deposits in the neck put outside pressure on the airway tissues making it more 

narrow. 
}  Larger tongues obstruct the airway. 
}  Thousands of studies have documented the correlation between weight & OSA 

111 kg 100 kg 97 kg 95 kg 85 kg 0 
10 
20 
30 
40 
50 

70 
60 

Weight 

A
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OSA Fact: 
A neck size of >17” for men and 
>15” for women is a clinically 
significant risk factor for OSA. 

Open your eyes 

These are your patients 
on Monday 
 
look beyond teeth! 
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Leptin & Ghrelin 

•  Leptin is a neurotransmitter 
produced by fat cells that 
regulates appetite, during sleep 
deprivation lower leptin levels 
increase appetite. 

•  Ghrelin is a hormone produced by 
cells lining the stomach that 
stimulates hunger. Ghrelin levels 
are increased during sleep 
deprivation. 
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1985 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14% 

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1986 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14% 
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1987 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14% 

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1988 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14% 
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1989 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14% 

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1990 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14% 
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1991 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14%      15%–19%  

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1992 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14%      15%–19%  
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1993 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14%      15%–19%  

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1994 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14%      15%–19%  
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1995 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14%      15%–19%  

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1996 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data           <10%          10%–14%      15%–19%  
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1997 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data          <10%           10%–14%      15%–19%           ≥20% 

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1998 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data          <10%           10%–14%      15%–19%           ≥20% 
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 1999 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data          <10%           10%–14%      15%–19%           ≥20% 

Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2000 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data          <10%           10%–14%      15%–19%           ≥20% 
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2001 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data          <10%           10%–14%      15%–19%           20%–24%          ≥25% 

Source: CDC Behavioral Risk Factor Surveillance System. 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

Obesity Trends* Among U.S. Adults 
BRFSS, 2002 

No Data          <10%           10%–14%      15%–19%           20%–24%          ≥25% 
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Source: CDC Behavioral Risk Factor Surveillance System. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2003 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data          <10%           10%–14%      15%–19%           20%–24%          ≥25% 

Source: Behavioral Risk Factor Surveillance System, CDC. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2004 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

No Data          <10%           10%–14%      15%–19%           20%–24%          ≥25% 
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Source: Behavioral Risk Factor Surveillance System, CDC. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2005 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

 No Data          <10%           10%–14%      15%–19%           20%–24%          25%–29%           ≥30%  

Source: Behavioral Risk Factor Surveillance System, CDC. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2006 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

 No Data          <10%           10%–14%      15%–19%           20%–24%          25%–29%           ≥30%  
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Source: Behavioral Risk Factor Surveillance System, CDC. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2007 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

 No Data          <10%           10%–14%      15%–19%           20%–24%          25%–29%           ≥30%  

Source: Behavioral Risk Factor Surveillance System, CDC. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2008 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

 No Data          <10%           10%–14%      15%–19%           20%–24%          25%–29%           ≥30%  
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Source: Behavioral Risk Factor Surveillance System, CDC. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2009 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

 No Data          <10%           10%–14%      15%–19%           20%–24%          25%–29%           ≥30%  

Source: Behavioral Risk Factor Surveillance System, CDC. 

Obesity Trends* Among U.S. Adults 
BRFSS, 2010 

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person) 

 No Data          <10%           10%–14%      15%–19%           20%–24%          25%–29%           ≥30%  
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Source: Behavioral Risk Factor Surveillance System, CDC. 

2000 

Obesity Trends* Among U.S. Adults 
BRFSS, 1990, 2000, 2010 

(*BMI ≥30, or about 30 lbs. overweight for 5’4” person) 

2010 

1990 

 No Data          <10%           10%–14%      15%–19%           20%–24%          25%–29%           ≥30%  

Source: Behavioral Risk Factor Surveillance System, CDC. 

Prevalence* of Self-Reported Obesity Among U.S. Adults  
by State and Territory, BRFSS, 2011 

*Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be compared to 
prevalence estimates before 2011. 
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Source: Behavioral Risk Factor Surveillance System, CDC. 

                                         15%–<20%    20%–<25%         25%–<30%         30%–<35%         ≥35%  

Prevalence* of Self-Reported Obesity Among U.S. Adults  
by State and Territory, BRFSS, 2012 

*Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be compared to 
prevalence estimates before 2011. 
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Source: Behavioral Risk Factor Surveillance System, CDC. 

                                         15%–<20%    20%–<25%         25%–<30%         30%–<35%         ≥35%  

Prevalence* of Self-Reported Obesity Among U.S. Adults  
by State and Territory, BRFSS, 2013 

*Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be compared to 
prevalence estimates before 2011. 
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“F” as in Fat…. 

•  If obesity rates continue on their current trajectories, by 2030, 13 states could 
have adult obesity rates above 60 percent, 39 states could have rates above 
50 percent, and all 50 states could have rates above 44 percent.   

•  By 2030, Mississippi could have the highest obesity rate at 66.7 percent, and 
Colorado could have the lowest rate for any state at 44.8 percent. According 
to the latest data from the U.S. Centers for Disease Control and Prevention 
(CDC), obesity rates in 2011 ranged from a high of 34.9 percent in Mississippi 
to a low of 20.7 percent in Colorado. 

 
F as in Fat: How Obesity Threatens America's Future 2012, a report released by Trust for America's Health (TFAH) and 

the Robert Wood Johnson Foundation (RWJF) 

Screening 
 Education 
Testing 
Understanding 
Presentation 

Reinventing the Wheel 

Don’t Try to Reinvent the Wheel 
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Dental Sleep Medicine Protocol 

Step 1: Screening Paperwork 
Epworth Scale 
Other Questionnaires 
 
Are they positive?  
Move to step 2 

Step 2: Sleep Consultation 
Pharyngometer Test 
Rhinometer Test 
STOP questions 
Bed Partner Report 
 
Still Positive? 
Move to step 3 

Step 3: Sleep Study 
Home Sleep Study 
 
Or 
 
In-Lab PSG test 
 
Positive Diagnosis? 
Move to step 4 

Step 4: Consultation 
Sleep MD interprets sleep 
study results and provides 
diagnosis and 
recommendations to be 
presented. 
 
Patient said “Yes” 
Move to step 5 

Step 5: Appliance Records 
Impressions 
Bite Registration 
Re-test w/  
Pharyngometer 
 
Almost Done! 

Step 6: Appliance Delivery 
Deliver and test 
appliance 
 
Follow up w/ step 1 
questionnaires again 
 
Follow up w/ home 
study once there is 
subjective 
improvement 

Step 3a: Verify Benefits for case presentation 
Work with Medical Billing For Dentists to determine oral appliance is a covered benefit. 
 
Prepare financial presentation to be presented to the patient in Step 4 

It all starts with screening 

Cast out a big net to flag the most cases 
 

Likely 
has OSA 
(25%) 

Likely 
doesn’t have 
OSA (75%) 
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The Epworth Sleepiness Scale 

Epworth Sleepiness Scale 
 
Please indicate how likely you are to doze off or fall asleep in the following situations: 
(0=never, 1=slight, 2=moderate, 3=high chance of dozing) 
 
Sitting and reading……………………………………………………  0  1  2  3  
Watching television…………………………………………………… 0  1  2  3 
Sitting in a public place………………………………………………. 0  1  2  3 
As a passenger in a car for one hour……………………………….. 0  1  2  3 
Driving a car stopped for a few minutes in traffic………………….. 0  1  2  3 
Sitting & talking to someone…………………………………………. 0  1  2  3 
Sitting down quietly after lunch without alcohol…………………… 0  1  2  3 
Lying down to rest in the afternoon………………………………..... 0  1  2  3 

  
 
Total Score: ______ OSA Fact: 

The “Epworth” is the gold standard test in the 
sleep world. This is a required part of records 

for all cases. 

Screening 

Step 1: Screening Paperwork 
Watermark Medical 
ARES Questionnaire 
 
Are they positive?  
Move to step 2 

“We are now updating all our patients’ health 
history with a sleep health questionnaire” 
 
GOAL: Get the patient back in for a 
dedicated sleep consult appointment 
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S.T.O.P   B.A.N.G Questionnaire 

•  S: - Do you snore loudly (louder than talking or loud enough to be 
heard through closed doors)?” 

•  T: - Do you often feel tired, fatigued, or sleepy during daytime? 
•  O: - Has anyone observed you stop breathing during sleep? 
•  P: - Do you have or are you being treated for high blood pressure? 

•  B: - Is your body mass index (BMI) > 28? 
•  A: - Are you 50 years of age or older? 
•  N: - Are you male with a neck > 17” or female with neck > 16” 
•  G: - Gender – are you male? 

Bedpartner History 

History from Spouse 

§ Excessive movement during sleep 

§ Snoring 

§ Cessation of Breathing 

§ Gasping for air 

§ Bruxism 
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2nd Hand Snoring 

•  The bed partner of 
snorers and OSA 
patients lose 62 
minutes of sleep per 
night on average due 
to their partners 
condition. 

 
Mayo Clin Proc. 1999 Oct;74(10):955-8. 

The effect of snoring and obstructive sleep 
apnea on the sleep quality of bed 
partners. 

Beninati W, Harris CD, Herold DL, Shepard JW Jr. 

Source 

Sleep Disorders Center, Mayo Clinic Rochester, 
MN 55905, USA. 

Other exams at 1st appointment: 
Mallampati Classification 
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Enlarged Tongue 

Sleep Consultation 

•  A dedicated appointment for airway evaluation – 
nothing to do with dentistry/add on to next appt. 

•  Complimentary (or low) Fee 
•  30 minutes 
 
Appointment Includes: 
•  Pharyngometer/Rhinometer Screening 
•  Explanation of results 
•  Secondary patient evaluation form 
•  Instruct patient on home sleep test use 

   Sleep Consult 
Pharyngometer Test 
Rhinometer Test 
STOP questions 
Bed Partner Report 
 
Still Positive? 
Move to step 3 

 
GOAL: Get the patient to 
take the ARES home sleep 
test. Help the patient 
recognize the fact that they 
have something abnormal 
with their airway 
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Acoustic Rhinometer 

}  Rhinometry 
}  Test is performed upright 
}  Takes approximately 1 minute 
}  Non-invasive 
}  Helps identify location and severity 

of nasal obstruction 
}  Valuable for referrals to ENT 

specialist 
 

Rhinometry Landmarks 

Isthmus Nasi 
(Nasal Valve) 

Anterior 
Inferior 

Turbinate 

Posterior 
Turbinate Area 

Nostril 

Rhinometry Landmarks 
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Acoustic Pharyngometer 

}  Pharyngometry 
}  Test is performed upright 
}  Takes 2-5 minutes 
}  Minimally invasive 
}  Easily identify location and severity of 

hypopharyngeal obstruciton 
}  View instant changes in the airway as a 

result of mandibular advancement 
}  Qualify patients for oral appliance 

therapy 
}  Titrate appliances after delivery 

 

Oropharyngeal 
Junction, OPJ 

Oropharynx 

Oral Cavity 

Glottis  

Hypopharynx 

Pharyngometry Landmarks 
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Consultation - Diagnosis 

}  Patient Consultation 
}  Present the patient with diagnostic options. 

}  They can take the ARES device home now to confirm 
the existence of a problem ($99-$250 out of pocket 
charge) 

}  They can be referred to a local sleep lab for diagnosis. 
 

}  DO NOT talk about treatment or appliances, cpap 
etc…It is not time to present that info to the patient. 
We need a diagnosis before speaking about 
treatment! 

 

   Sleep Study 
Home Sleep Study 
 
Or 
 
In-Lab PSG test 
 
Positive Diagnosis? 
Move to step 4 

GOAL: Get positive OSA 
diagnosis from sleep MD 
 
You cannot provide the 
diagnosis! 
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Sleep Study Results 

HST Results 

Severe (AHI 30+) Mild/Moderate (AHI 5-30) 

Refer to local sleep 
MD for evaluation 
& CPAP titration 

CPAP 
Compliant 

CPAP Non-
Compliant 

Get diagnosis / Medical Necessity from the 
interpreting sleep MD 

Pre-Auth Oral Appliance with insurance or have billing 
company do it for you 

Review Study Finding / Case Presentation 
(2-3 weeks after sleep study) 

CPAP Intolerance 
Form 

Diagnostic records 

Appliance Delivery 

Get appliance RX 
from PCP 

Case Presentation 

PCP 
Prescription

Medical  
Insurance 
Coverage

Signs /  
Symptoms

Sleep
Specialist 
Diagnosis

Eccovision 
Results

Show the patient all the factors 
pointing them in the direction of the 
therapy you can provide…everything 
is indicating this is the way to go. 

Case Presentation
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93 Golden Trilogy of Documents  

}  Must Have: 
}  Diagnosis of Obstructive Sleep Apnea ( ICD-9 Code G47.33) from a sleep 

test (HST or PSG) diagnosed by a board certified sleep physician 

}  Letter of Medical Necessity for an oral appliance – signed by the physician 
(this is essentially a prescription for the appliance). 
}  This can come from the diagnosing physician, the primary care 

physician or another “treating physician” 
}  Does not need to be a separate piece of paper 

}  Documented CPAP intolerance or non-compliance IF the patient has 
attempted CPAP first 
(this can be done with the affidavit of CPAP intolerance form) 

 
 

94 

CPAP Intolerance Affidavit 

 
 
•  This is a necessary patient signed document to 

have for patients of any severity when medical 
insurance will be billed. 

  
 

Dental Sleep Medicine: Case Documentation 
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Airway Metrics 
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Airway Metrics 

Airway Metrics 
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Oral Appliances 

•  Oral Appliances 
•  Oral Devices 
•  Oral Sleep Appliance 
•  Dental Devices 
•  MAD  

“Mandibular Advancement Device” 

•  MRD 
“Mandibular Repositioning Device” 

•  MAS 
“Mandibular Advancement Splint” 

•  OAT 
“Oral Appliance Therapy” 

•  TRD 
“Tongue Retaining Device” 

 

100 
Dorsal Fin Type – Many Available from Multiple Labs 
 

•  Dorsal Fin Appliance 
•  Pro’s 

•  Ability to open 
•  Fine protrusive adjustments 
•  No anterior component to interfere with 

tongue 
•  Relative low on the lab fee scale 
•  “Fin” stays in place as appliance is 

advanced 

•  Con’s 
•  Limited lateral mobility 
•  No built in vertical adjustments 
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101 EMA Appliance 

}  The EMA 
}  Elastic Mandibular Advancement 
}  Available from hundreds of dental labs nationwide 

}  Pro’s 
}  Generous tongue room 
}  Lateral mobility 
}  Vertical and AP adjustments 
}  Sometimes lowest $ on lab fee scale 

}  Con’s 
}  Straps require periodic replacement 

 

Herbst Style Appliances 

•  Herbst Style Appliance 
•  Pro’s 

•  Ability to open 
•  Well established “herbst” style appliance 
•  Fine protrusive adjustments 
•  $299 to $350 lab fee 
•  Comfortable 
•  Some lateral mobility 
•  Many are Medicare Approved  

•  Con’s 
•  No built in vertical adjustments 
•  Advancement bar on side may irritate 

cheek 
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TAP Appliances 

}  The TAP I & II & III, Tap 3 Elite 
}  Pro’s 

}  Fine protrusive adjustability (.25mm) 
}  Variety of acrylics, comfortable 
}  Medicare Approved 

}  Con’s 
}  Advancement mechanism may intrude on 

tongue space 

The Narval 

} Narval  
} Developed in France owned/
distributed by ResMed 

} Pro’s 
} Low Profile 
} Nylon – CAD/CAM construction 
} Extremely lightweight 

} Con’s 
} Expensive 
} 1mm increments for advancement 
} Insertion has to be one piece – may 
be difficult when near max protrusion. 
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Panthera DSAD 

} Panthera D-SAD 
} Panthera Dental 

} Pro’s 
} CAD/CAM Milled  
} Similar to Narval appliance design 
} Flexible non-porous material 
} No pressure on incisors 
} .5mm advancement with 
interchangeable rods 

} Con’s 
}  Expensive 
}  Non-acrylic material is difficult to 
modify later if needed 

 

Appliance Follow up 

}  After initial follow up, adjust appliance if needed. 
}  Repeat documentation until there is a noticeable improvement 

in symptoms. 
}  No more snoring 
}  Awake feeling rested 
}  No more headaches 
}  No reported apneas and limited snoring noted by bed partner 

}  Follow up with a home sleep test to document success 
}  Don’t rush the follow up – allow time for the patient to heal and get 

comfortable with the appliance all night. 

}  If they were referred to you by a sleep MD or other physician 
send them back to the referring doctor AFTER you have 
documented that the appliance is successful. 
}  In most cases there will be no need to do another PSG although some sleep 

docs will still want to. 
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What is DME? 

Durable Medical Equipment 
DME 

Stop thinking like a dentist 

•  As we begin to discuss protocol there are often questions about 
“how much do I charge” 

•  Before we can discuss billing, we need to change your thinking. 
This is a medical condition 
a medical diagnosis 
a medical prescription  
a medical treatment 
 
so we are going to bill it like a physician, not a dentist. 
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As a Dentist you do not 
exist in most of the 
medical databases. 
 
“Out of Network/GAP 
Exceptions” 

Insurance 101 

Insurance Basics 
•  2 Types of codes used for medical insurance 
 

•  ICD-10: (International Classification of Diseases) – 
“what’s broken” 

•  CPT: (Current Procedural Terminology) – “What you 
did to fix it” 
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Diagnosis Codes 

•  Use 2 different diagnostic codes with sleep apnea cases. 

•  G47.33 : “Obstructive Sleep Apnea with Hypersomnia” 

•  Q38.2 : “Macroglossia” (Helps get Pharyngometer paid) 

•  You can put up to 4 ICD codes on the claim form. Always put G47.33 first. 

Codes & Fees for a typical case 

CPT Code Description Fee Reimbursement 
(estimated) 

9920X New patient visit $50-$100 

9921X Established Patient Office Visit – (Evaluation of Progress on 
existing patient) 

$100-$200 

70355 Orthopantogram (Panorex) $50-$100 

92512 Nasal Function Study (Rhinometer) $100-$200 

92520 Laryngeal Function Study (Pharyngometer) $100-$200 

E0486 Custom Fabricated Oral Appliance for sleep apnea $1200-$5,000+ 

95800 
or 

G0399 

Level III Home sleep study 
(Most offices do not bill insurance for HST, this is paid direct 

by the patient) 

$100-$350+ 

TOTAL $2,400 - $6,150 
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G47    33 

Follow Up Appointments – BILL THEM! 
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Medicare 

•  Medicare pays for one code 
related to dental sleep medicine 

•  E0486 

•  It is considered a “global” code 
that covers the appliance and all 
treatment, records, office visits and 
follow-ups for 90 days 

•  This is a DME – Durable Medical 
Equipment code and a dentist 
providing it is considered a DME 
supplier. 

•  The fee paid by Medicare for this 
code varies by region 

Approximate Fees By Region 

$1,800-$1,900 $1,200-$1,300  

$900-$1,100 

$1,300-$1,400  
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Advantage to being a Medicare provider 

Referrals! 
• Saying you are a Medicare provider is 
a valuable tool in building physician 
referral relationships 

Goals 

}  Every office here should start screening every single patient for 
signs and symptoms of OSA. 

 
}  Regardless of if you are going to get involved with appliances or 

not, refer patients for diagnosis. 
 
}  You are front line healthcare practitioners and must do your part 

to identify and treat this deadly condition. 
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Lets go through a case study including the following: 
•  Initial intake records 
•  Airway evaluation with pharyngometer/rhinometer 
•  Diagnostic sleep test 
•  Physician order for appliance/Prescription/Referral           

“Medical Necessity” 
•  Follow up sleep test 

Referred Patient 

Beryl S. 
•  Has DX of Severe OSA 
•  Failed to Comply with CPAP 
•  Referred by local  Physician for “Free 

Consult” 
•  Sleep lab is contacted to get a copy of 

the patients initial diagnostic sleep report 
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Approx. 6 mm Overjet 

Letter to Patients PCP from DDS 
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CPAP Non-compliance Affidavit 

Patients PSG 

•  PSG Observations: 
•  Poor sleep efficiency / no deep sleep or REM 
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Patients CPAP Titration Report 

CPAP Titration shows remaining AHI of 8.6 events per hour even with CPAP 

Rx comes from PCP to DDS – the “permission 
slip” 
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Eccovision - Base Line 

Eccovision - collapse 
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Eccovision – Airway with bite jigs – HUGE 
improvement! 

 Herbst Appliance 
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HST results 

Letter to PCP thanking for the referral 
(“look at what a good job I did”) 
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Case Closed 

•  Patient is appointed for 1 year follow up 
•  Patient feels better than she has in years-She’s Ecstatic 
•  Husband is sleeping in his bed again-He’s Ecstatic 
•  Skeptical Physician can’t fathom the results he has just 

witnessed-He’s a believer in oral appliances now. 
 

Beryl – 1 year follow up w/ appliance. Still working great! 
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Case Study 

•  Patient: T.G. Age: 43 
•  Received TAP appliance from his 

own dentist 10/2010 
•  Advanced himself to max 

protrusion per DDS instructions 
•  Referred for consult 12/2012 
•  Complaining of tooth movement, 

bite change and discomfort 

•  Original diagnosis was MILD OSA 
AHI: 5.7 

Existing appliance 
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What is the existing appliance doing? 

• Pharyngometer readings with & 
without existing appliance in place 

• Based on these readings should the 
appliance work? NO! 
• The airway is the same or worse 
with the appliance in despite the fact 
that it has been advanced to 
maximum protrusion. 
• What’s wrong? What should we do? 
 

Without With Change 

Mean: .98cm² Mean: .91cm² -9% 

Min: .37cm² Min: .43cm² +16% 

We need to do a sleep study 

•  Follow up sleep study with appliance in 
place worsened OSA by 47%  
(AHI went from 5.7 to 8.4) 

•  What’s the plan now? Can we help him? 
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The plan: FIND THE PROPER POSITION 

•  Pharyngometer readings show 
that more vertical and much less 
protrusion provides a more 
optimal result 

•  There was an 81% improvement 
in minimum airway size and 29% 
improvement in overall airway 
size in this position 

•  Patient is comfortable – airway is 
greatly improved 

Bite is taken in new position. Narval Appliance 
Fabricated & Delivered 
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Follow up sleep study 

Follow up study results: 
• AHI: 3 (zero apneas) 
• Zero time under 90% saturation. 
• Average oxygen desaturation only 
2.3% for all events 
• 96% of study in supine position 

Success! 

Tons of Great Patient Videos! 
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Communication Skills 

Ques%ons:		209-527-1995	
Email:		Info@MedicalBillingForDen%sts.com		

www.MedicalBillingForDen%sts.com	
	

DENTAL SLEEP MED SYSTEMS 
  Perfecting the Process of Dental Sleep Medicine 


