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INTRODUCTION 

 

It is the position of the American Academy of 

Dental Sleep Medicine (AADSM) that payers should 

cover oral appliance therapy (OAT) provided by a 

qualified dentist after a physician has determined that the 

patient is intolerant to Continuous Positive Airway 

Pressure (CPAP). 

Current scholarly data indicate that OAT 

successfully manages OSA1,2 and is cost effective.3,4 The 

AADSM convened a task force of experts with the goal 

to review evidence in favor of OAT reimbursement. 

Thus, this paper will explore the evidence in favor of 

OAT reimbursement. 

 

WHAT IS CPAP INTOLERANCE? 
 

Before exploring OAT, it is important to understand 

CPAP intolerance. Although no standard definition of 

CPAP intolerance exists, the two most common reasons 

for patient discontinuation of CPAP therapy are side 

effects affecting the nose or pharynx and the patient’s 

lack of perceived benefit.5 Other reasons may include 

mask-induced feelings of claustrophobia, disturbance 

from noise, and mask leakage.5  

Related to tolerance, The Centers for Medicare and 

Medicaid Services (CMS) define CPAP adherence as use 

of CPAP for “4 or more hours per night on 70% of nights 

during a consecutive 30-day period anytime during the 

first 3 months of initial use”.6 CMS has argued that 12 

weeks (3 months) is sufficient time to determine CPAP 

adherence and tolerance.7 

 
OAT EFFECTIVELY TREATS OSA 

 
Reduction in Apnea-Hypopnea Index and 
Respiratory Disturbance Index 

 
When a patient cannot tolerate CPAP, empirical 

evidence indicates that OAT can be highly effective in 

reducing the severity of major OSA symptoms. 

Numerous studies have shown that use of oral appliances 

(OAs), and in particular, a custom-fit Mandibular 

Advancement Device (MAD), can lead to a reduction in 

apnea-hypopnea index among patients with OSA.1 

Additionally, OAT has been associated with decreased 

respiratory disturbance index (RDI) in those with OSA. 

In one randomized controlled trial, RDI was significantly 

lower among patients with a Mandibular Advancement 

Splint (MAS) compared to patients who received no 

treatment.2 These studies support the use of OAT in favor 

of no treatment. 

 
Improvement in Short-Term Side Effects of OSA 
 

Empirical evidence has shown that OAT can 

improve short-term side effects of OSA, including high 

blood pressure, disturbed sleep, and reduced quality of 

life. 

Reduced Blood Pressure: Sleep-related breathing 

disorders (SRBD) have been associated with 

cardiovascular disease, such as hypertension.8 Studies 

have shown promising results for OAT in reducing blood 

pressure (BP) among patients with OSA. In a 

randomized, controlled trial of OAT on patients with 

OSA, those in the treatment group experienced 

significant reduction in 24-hour diastolic BP compared 

to the control group, over the course of 4 weeks.9 Another 

randomized trial found that OAT was associated with 

significant reduction of nocturnal BP among women with 

OSA, although these findings were not the same for men, 

indicating sex differences in BP response to OAT.10 

Overall, evidence has shown that OA may be similar to 

CPAP in effect on BP.9,11  

Improved Sleep Quality: OAT has been associated 

with improvements in self-reported sleepiness when 

compared with no treatment12,13 and has a similar effect 

on self-reported sleepiness when compared to CPAP.14 

OAT has also been associated with improvements in 

subjective sleep quality and daytime sleepiness.15  

OSA-related drowsiness has been linked with 

higher risk of motor vehicle and workplace accidents.16,17 

Such accidents have been estimated to cost the U.S. 

economy roughly $33 billion annually.17 

OAT may aid in reducing such costs. In one 

randomized controlled trial to compare MAD therapy to 
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CPAP, MAD therapy improved patient-simulated 

driving equally to CPAP. This may indicate that MAD 

therapy can reduce the risk of OSA-related crashes.18 

Improved Quality of Life: Evidence shows that OAT 

can improve the quality of life for those with mild to 

moderate sleep apnea, when compared with no 

treatment.19 OAT has been associated with 

improvements in fatigue and energy levels, as well as 

reduction in symptoms of depression.12 

 

Improvement in Long-Term Side Effects of OSA 
 

OSA has been linked to a number of long-term 

comorbidities including diabetes, heart failure,20 and 

potentially, Alzheimer disease.21 OAT may potentially 

reduce risk of such diseases. One observational study 

indicated that those who were treated with MAD were at 

less risk of a fatal cardiovascular event (e.g. sudden 

cardiac arrest, stroke, myocardial infarction) than those 

who were not treated.22 In fact, OAT may be as effective 

as CPAP therapy in reducing the chance of “fatal 

cardiovascular events in patients with severe OSA.”22 

 

OAT IS COST EFFECTIVE 
 

Considering the high costs of cardiovascular 

disease, accidents, and other side effects of OSA, in 

situations where a patient is unable or unwilling to 

tolerate CPAP, use of OAT is far more cost effective than 

leaving OSA untreated.3,4 Furthermore, economic 

analyses have indicated that as CPAP compliance 

diminishes, the cost effectiveness of OAT increases.3 

When considering lower CPAP compliance, in mild 

cases of OSA, OAT may be even more cost effective than 

CPAP.3  

Overall, studies have indicated that patient 

adherence to CPAP is low.23 Conversely, objective 

measurement of OAT compliance has indicated that 

adherence is quite high. In one study using objective 

measurement of adherence, 93% of patients in the study 

were considered compliant with treatment (>4 hours of 

use per night).24 Although CPAP is generally considered 

to have greater efficacy in improving symptoms of OSA, 

higher compliance rates may increase the relative 

effectiveness of OAT when compared to CPAP.25,26 Data 

on adherence and cost effectiveness indicate that it is 

highly economically advantageous to reimburse OAT 

after CPAP has failed. 

 
CONCLUSION 

 
Empirical evidence supports the use of OAT to 

effectively treat OSA. OAT has demonstrated positive 

effect on health and quality-of-life outcomes. 

Furthermore, when considering patient compliance rates, 

OAT may be as effective as CPAP and is certainly far 

more cost effective than leaving OSA untreated.  

It is the position of the AADSM that all OAT should 

be delivered by a qualified dentist, as OAT requires the 

skills, knowledge, and judgment to appropriately treat 

OSA, recognize improved health outcomes, and manage 

side effects.27 However, when delivered appropriately, 

OAT is far superior to no treatment for patients with 

OSA. Thus, payers should consider reimbursing OAT 

when a patient is unable or unwilling to tolerate CPAP 

therapy.  
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