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ince the earliest reports, investigators determined that patients often preferred oral appliance (OA) therapy over
continuous positive airway therapy (CPAP).1 The reasons
were relative ease of use and a high rate of success, especially for relief of snoring and other symptoms of obstructive
sleep apnea (OSA). While it was recognized that objective
treatment response was less successful, patients’ use was often better than CPAP, leading to the notion that treatment effectiveness, i.e., efﬁcacy plus compliance, was comparable to
CPAP. Of course this conclusion was tempered by the recognition that most OA users had less than severe OSA and that severe disease required the robust efﬁcacy of CPAP, especially
for oxygenation.
Population studies indicate that the majority of subjects with
abnormal breathing in sleep would be classiﬁed less than severe2 and might be considered for OA use by current guidelines.3
Why, then, are OA used by so few patients? Best estimates are
well south of 10% of all patients with OSA. Patient selection
undoubtedly plays a role, with severe cases more likely to present for diagnosis and treatment. Other factors include cultural
barriers between dentists and physicians, the perception of
excessive cost and other ﬁnancial restraints; and on the other
hand, the association of CPAP with sleep lab technology and
vigorous promotion by the CPAP industry. Perhaps of greatest importance in recent years is the belief that untreated OSA
is associated with cardiovascular disease,4 an association that
has found resonance in the broader medical community and has
created enthusiasm for a medical rationale to prevent stroke and
heart disease with CPAP. However, this concept has not been
validated by a prospective treatment trial, and the evidence of
increased risk is weak in less than severe cases.
In this environment, the study by Almeida5 is a welcome
reminder that OSA patients often prefer OA over CPAP. This
relatively small group of 19 CPAP adherent patients who
completed the trial included a broad range of OSA severities,
including approximately half with AHI 30+ who would not
be recommended for OA by current guidelines. OA treatment
success was no different from previous studies of patients
with similar severity: 47% achieved success (AHI 10-), 32%
failed (AHI 20+), and the rest were in between. After initial
adaptation to OA therapy, patients were given the option to
use either therapy for 3 months. More patients preferred OA,

even though CPAP was recognized to be more efﬁcacious. All
patients used OA some of the time and 8 of 19 chose to use
OA most of the time. OA use was correlated with OA treatment AHI, but the correlation explained only 21% of the variance. The authors’ conservative conclusion is that OA can be
used as an adjunct to CPAP, but I am impressed by the preference data, especially since it is based on actual use in addition
to opinion.
How much should patient preference affect the choice of
therapy? In this age of consumer empowerment, probably quite
a lot. But are patients properly informed of their choice? And
how is the choice presented by the doctor? Several reasons for
incomplete or inaccurate communication come to mind including unfamiliarity with dental therapy by many MD clinicians.
Financial incentives may inﬂuence the advice of sleep specialists who stand to gain by lab income and equipment fees from
CPAP. On a higher plane, the wish to achieve normal breathing,
as occurs more often with CPAP, would seem to argue in favor
of CPAP. But is this goal necessary, and what are the health
consequences of mild to modest OSA, e.g. AHI < 30?: by one
outcome study of cardiovascular disease, nil6; by another of
cognition and vigilance, not much.7
And the OA environment is changing. Financial barriers to
OA therapy are coming down now that Medicare is reimbursing
for the procedure. The number of dentists working in this ﬁeld
is increasing rapidly. New technology may improve the identiﬁcation of patients likely to succeed with OA.8 For all these reasons OA therapy is likely to play a growing role in the treatment
of OSA. In less than severe cases patient preference should be
allowed to determine the choice of therapy.

citation
Schmidt-Nowara W. Preferred treatment. J Clin Sleep Med 2013;9(4):325-326.

references
1. Ferguson KA, Ono T, Lowe AA, Keenan SP, Fleetham JA. A randomized
crossover study of an oral appliance vs nasal-continuous positive airway
pressure in the treatment of mild-moderate obstructive sleep apnea. Chest
1996;109:1269-75.
2. Young T, Palta M, Dempsey J, Skatrud J, Weber S, Badr S. The occurrence
of sleep-disordered breathing among middle-aged adults. New Engl J Med
1993;328:1230-5.

325

Journal of Clinical Sleep Medicine, Vol. 9, No. 4, 2013

W Schmidt-Nowara
3. Kushida C, Morgenthaler T, Littner M, et al. American Academy of Sleep Medicine. practice parameters for the treatment of snoring and obstructive sleep apnea with oral appliances: an update for 2005. Sleep 2006;29:240-3.
4. Marin JM, Carrizo SJ, Vicente E, Agusti AG. Long-term cardiovascular outcomes
in men with obstructive sleep apnoea-hypopnoea with or without treatment
with continuous positive airway pressure: an observational study. Lancet
2005;365:1046-53.
5. Almeida FR, Mulgrew A, Ayas N, et al. Mandibular advancement splint as shortterm alternative treatment in patients with obstructive sleep apnea already effectively treated with continuous positive airway pressure. J Clin Sleep Med
2013;9:319-24.
6. Barbé F, Durán-Cantolla J, Sánchez-de-la-Torre M, et al. Effect of continuous
positive airway pressure on the incidence of hypertension and cardiovascular
events in nonsleepy patients with obstructive sleep apnea: a randomized controlled trial. JAMA 2012:307:2161-8.
7. Kushida C, Nichols D, Holmes T, Quan S, et al. Effects of continuous positive
airway pressure on neurocognitive function in obstructive sleep apnea patients: the apnea positive pressure long-term efficacy study (APPLES). Sleep
2012;35:1593-602.

Journal of Clinical Sleep Medicine, Vol. 9, No. 4, 2013

8. Charkhandeh S, Topor Z, Grosse J, Turner M, Remmers J. Selection of patients for oral appliance therapy using mandibular protrusion during sleep, In
Proceedings of the Associated Professional Sleep Societies 2011. Minneapolis
MN, 2011. Sleep 2011;34(suppl):A117.

submission & correspondence Information
Submitted for publication February, 2013
Accepted for publication February, 2013
Address correspondence to: Wolfgang Schmidt-Nowara, M.D., F.A.A.S.M., 4331
Brookview Dr. Dallas, TX 75220; Tel: (214) 533-5114; E-mail: wolfsn@sbcglobal.net

disclosure statement
The author is on the Medical Advisory Board of Zephyr Sleep Technologies, a
medical company working with oral appliance therapy of OSA.

326

