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For the past few years, researchers and clinicians 

have challenged the accuracy and clinical predictive 

value of the apnea-hypopnea index (AHI) to assess health 

risk and treatment outcomes.  Such concerns are not 

trivial, considering the consequences of untreated sleep-

related breathing disorders. The current debate highlights 

that we may not be able to rely on a single outcome to 

make all treatment decisions; the patient’s medical 

condition must be assessed at all levels, with more than 

one variable, including psycho-social metrics. 

The Agency for Healthcare Research and Quality 

(AHRQ) is a government-based agency. In April 2021, it 

published a 155-page draft report1 which was 

commissioned by the Centers for Medicare and Medicaid 

Services (CMS). In this report, the AHRQ evaluated 25 

studies which compared continuous positive airway 

pressure (CPAP) to no CPAP treatment. Though the 

report is not meant to be a substitute for clinical 

judgement, it is intended to help healthcare decision 

makers to make well-informed decisions. Thus, it can 

potentially greatly impact the field of sleep. The results 

of the report have shaken the foundations of dogmas 

most thought could not be questioned. The report also 

highlighted two major issues that need our attention.  

First, the report states that CPAP does not affect 

long-term clinically important outcomes.  This statement 

from the AHRQ is bothersome to say the least, as the 

agency suggests more rigorous CPAP studies need to be 

conducted. If one considers the SAVE2 study lasted 10 

years and cost $10 million and the Sleep SMART study,3 

which is due to finish in about two years will have cost 

about $45 million, then it is easy to see it will take some 

time for a fair number of better CPAP studies to be 

published. Furthermore, DSM does not have access to the 

funding, whether private industry or public, to participate 

in such an endeavor. So, while we as clinicians see 

positive outcomes in our patients daily, the value of 

CPAP treatment, as well as the value of OA, oral surgery, 

and ENT surgery for sleep apnea treatment, remain 

somewhat under scrutiny due to this draft report. 

Second, the report questioned the validity of AHI as 

an intermediate surrogate measure of clinical outcome. 

This comes as no surprise as we have, since the 

publication of the SAVE study,2 questioned the value of 

treating a patient based on AHI alone.4-6 In fact, it is not 

rare nowadays to hear physicians choose to recommend 

no therapy to the asymptomatic apnea patient. This has a 

tremendous implication for our field: in the future, 

should asymptomatic snorers evaluated by a medical 

general practitioner continue to be referred to a sleep lab 

before getting an oral appliance? Could we, as dentists, 

treat the asymptomatic snorers without referring to 

doctors, provided we are adequately trained? Please note 

that I am just asking these questions and not trying to 

answer them at this moment... This paradigm change 

would not only democratize the field but allow the 

diminishing number of sleep physicians to concentrate 

on the difficult cases, as my colleague Dr. Michael 

Simmons suggested at one of our annual meetings a 

while ago. 

In response to the report, an AASM task force 

suggested the following concerns (among other things, as 

the response is 20 pages in length):7 the AHRQ did not 

consider excessive sleepiness and improvement in blood 

pressure to be clinically important long-term outcomes 

and thus were excluded from the agency’s analysis. 

These factors should obviously be considered.  So, if one 

is not giving AHI the weight it used to have but looks at 

blood pressure and Epworth’s scale among other metrics, 

an oral appliance becomes a very interesting option. We 

know by looking at the published data from randomized 

controlled trials comparing OA to CPAP that both means 

of treatment score about equally well in theses two 

fields.8-13 If the AASM‘s distinguished task force 

considers that sleepiness and blood pressure are two 

important factors for sleep apnea, then sleep physicians 

should be thinking more about OAT. 

Moreover, a number of sleep physicians have 

suggested that one of the reasons that the AHRQ came 

up with their concern about CPAP utility is the high 

dropout rate of CPAP users. This implies that CPAP 

patient selection was inadequate and CPAP machines 

may be overprescribed. It would then be in the 

physician’s best interest to prescribe less CPAPs and 

more OAs, as their numbers would look better, and the 

population would benefit since OA compliance is vastly 

superior to CPAP compliance.  

Although the AHRQ assessed the strength of AHI 

in relation to CPAP, we must be humble and recognize 

that DSM and our use of OAT is not totally hermetic to 

such concerns.  A mono therapy for which patient 

improvements are assessed on a single outcome is far 
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from what current precision medicine paradigm needs to 

be. For sure, as clinicians in DSM, we should not focus 

on a single variable to make our treatment decisions and 

to assess therapeutic outcome.  Furthermore, some 

patients may benefit of bi- or tri-therapy when we use 

OA, including combination CPAP-OA therapy, addition 

of sleep positioning device or other treatments. By 

broadening our viewpoint of therapies and treatment 

success, we will have a greater impact on the millions of 

patients struggling with sleep apnea.  
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