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Guest Editorial

Sleep‑Related Disorders and Its Relevance in Dental Practice
Approximately 50–70 million people in the United
States are chronic sufferers from sleep‑related
disorders (SRDs), which affects their health and daily
functioning.[1] A study done on the Indian population
found SRDs in nearly one‑fifth of an apparently healthy,
productive age group of the Indian population.[2]
The
International
Classification
of
Sleep
Disorders (ICDS3)[3] organizes sleep disorders into 6
main categories: (1) insomnia, (2) sleep‑related breathing
disorders, (3) central disorders of hypersomnolence,
(4)
circadian
rhythm
sleep‑wake
disorders,
(5) parasomnias, and (6) sleep‑related movement
disorders.
Sleep‑related breathing disorders such as obstructive
sleep apnea (OSA) and sleep‑related movement
disorders such as sleep‑related bruxism (SRB) are of
particular significance to the dental surgeon. Most often,
they could be the first health professional to recognize
this potential hazard in the patient because of the high
frequency of contact intervals and the regular observation
of the oropharyngeal structures. Approximately 28%
of temporomandibular disorder (TMD) patients
experience sleep apnea.[4] Although no relationship
was found between pain and the number and intensity
of jaw muscle   contractions related to sleep bruxism,[5]
TMD patients displayed more respiratory effort‑related
arousals and higher jaw muscle tone over the course
of the night.[6] It has also been reported that sleep
bruxism and painful TMDs greatly increase the risk
for the development of episodic migraine, episodic
tension‑type headache, and especially for chronic
migraine.[7] Orofacial pain and TMD patients may also
report sleep of poor quality.[8] Hence, it is important for
the oral clinician to identify if transient jaw muscle pain
in the morning in TMD patients is isolated or if it is
secondary to sleep bruxism and/or sleep apnea because
the treatment will then differ.[9] Dental practitioners also
have a significant role to play in the treatment of these
disorders through fabrication of occlusal appliances.[10,11]
Currently, in our country, the dental profession does not
address this life‑threatening ailment adequately because
of lack of awareness and education in the field.
OSA is a chronic medical condition, which can have
serious medical consequences such as hypertension,
myocardial infarction, coronary artery disease, and
arrhythmias.[12] It has also been reported to cause
depression, neurocognitive impairment, structural brain
changes, excessive daytime sleepiness, fatigue, mood
disturbance, and reduced quality of life.[13‑15] Although

continuous positive airway pressure (CPAP) is the
treatment of choice for OSA, there is an important role
for mandibular advancement devices (MADs), especially
in mild to moderate cases, as many patients find it
difficult to tolerate CPAP and use it for a prolonged
period of time.[16] OSA is diagnosed by a comprehensive
sleep history, the presence of characteristic
clinical features, and objective demonstration by a
polysomnography test (PSG).[17] Sleep screening can
be easily introduced in a dental practice by giving a
self‑reported questionnaire like Epworth Sleepiness
Scale   for the patients to fill. A symptomatic patient is
then referred to the sleep physician/specialist for the
final diagnosis, and the dental surgeon could be involved
again if an oral appliance is indicated for the treatment.
The current guidelines on the subject also reiterate that
the physician should consider referring the patient to a
dental practitioner for fabricating appliances in mild
and moderate OSA.[18] Surgical treatment for OSA could
be considered when other modalities of conservative
treatment (such as CPAP and MADs) have been tried
without success, or in select cases when anatomical
abnormalities are readily identified and can be corrected.
SRB is now considered to be a sleep‑related movement
disorder. It is rather doubtful now if occlusion and
presentation of tooth wear are demonstrative of this
entity.[11] Stress and psychological factors, which were
also considered major etiologic factors, have been
found to be true only in a very small percentage of
people.[19] The most recent hypotheses on the etiology
of sleep bruxism support the theory that “sleep‑related
mechanisms under the influence of brain chemicals and
maintenance of airway patency during sleep may increase
motor activity underlying the genesis of sleep bruxism
and rhythmic masticatory muscle activity (RMMA), the
motor manifestation of sleep bruxism preceding tooth
grinding during sleep.”[11] RMMA is currently proposed
to be the main source of pain. The role of the autonomic
nervous system is also very evident now. Only a PSG
test can quantify and qualify SRB. Management of sleep
bruxism needs to be multipronged – a combination
of patient education, avoidance of risk factors and
triggers, sleep hygiene, cognitive behavioral therapy,
and relaxation techniques, although most are not
supported by clinical trials. Maxillary and mandibular
appliances or stabilization splints have also been used
extensively to manage bruxism. Although their exact
mechanisms of action are still under debate, and no
evidence supports their role in stopping sleep bruxism,
they do seem to lower sleep bruxism activity in the first

© 2019 Journal of Interdisciplinary Dentistry | Published by Wolters Kluwer - Medknow

49

[Downloaded free from http://www.jidonline.com on Tuesday, February 1, 2022, IP: 242.216.61.224]
Rangarajan: Sleep-related disorders

2 weeks of treatment, independent of the design of the
appliance.[20] Hence, to successfully treat these patients,
dental practitioners must recognize the paradigm shift
happening in this topic with respect to the etiology and
management of the same.
In clinical practice, it is extremely important that the
dental practitioner includes sleep history as a part
of their routine case history charts. This will help
identify these patients early and also will go a long
way in improving their quality of life. Since it is well
documented that orofacial pain and TMD patients can
present with SRDs and patients with SRDs could present
with pain in the facial region, the dental practitioner
must be trained to recognize these disorders. The sleep
physician will also involve the dental clinician in his/her
team to manage these patients as they also have a role
to play in treatment with oral appliances. A collaborative
and interdisciplinary effort is required to provide
comprehensive care for these patients.
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