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Sleep-related breathing disorders (SRBDs) are an
unmet public health problem1 and dentists, as primary
care providers, are primed as great contributors to
resolving this problem.
The Frost and Sullivan report2, commissioned by
the American Academy of Sleep Medicine (AASM),
portrays conditions in the best light, that 12% of the adult
population has obstructive sleep apnea (OSA). This
report further clarifies that approximately 10% of those
who have OSA are managed by current protocols,
leaving 90% untreated.
In contrast, epidemiologists3 report that more than
25% of the adult US population have OSA and research
on outcomes of gold-standard treatment protocols4-8
indicates that less than 2% of the population with OSA
are treated with these therapies. In reality, more than 98%
of those with OSA in the United States are untreated.
This startling finding illustrates that the current
approaches in managing OSA in the United States are
unsuccessful because a large number of individuals with
OSA do not receive treatment due to lack of access to
diagnosis and/or care. Snoring, a less severe form of
SRBD, is addressed to an even smaller degree with
current AASM protocols, leaving a more profound gap
in health care and access to care. This gap in sleep health
care was formally reported in the landmark 2006 Institute
of Medicine report1, which summarized that more of the
healthcare work force, specifically including dentistry as
a discipline, must be recruited to help address the unmet
need in otherwise noncomplex cases. Essentially, more
healthcare workers, including those from neuroscience,
dentistry, nursing and pharmacy, are needed to provide
access to care for the many individuals in whom SRBD
is undiagnosed and untreated.
It is a myth, based on opinion and territorialism9,
that properly trained dentists cannot diagnose and treat
most SRBD conditions. Enabling dentists in the
diagnosis and management of SRBD mitigates some of
the access to care issues that prevent most patients with
SRBD from being treated. Dentists, like physicians and
nurse practitioners in some states, with adequate training,
can make a diagnosis of most SRBD conditions by taking
a detailed sleep history and reviewing the results of a
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sleep study they potentially prescribe, that is interpreted
by a qualified sleep physician. Dentists can provide an
oral appliance and other therapies that address SRBD
conditions. Dentist-provided therapies, such as oral
appliance therapy for SRBD, are clinically validated as
effective and most often are more tolerable and more
frequently used than gold- standard positive airway
pressure treatment options.
When a dentist provides care for sleep disorders,
that dentist is liable for outcomes. This liability is not
transferred but perhaps shared with a co-treating
physician. With this liability comes the responsibility to
practice sleep medicine according to the standard of care
within the community. This is no different for
management of other dental/medical conditions such as
periodontal disease, oral cancer, and orofacial pain
disorders. Because dentists are liable for treatment
outcomes they provide for SRBD, these same treating
dentists also share liability in the other aspects of the
SRBD care, including accurate diagnosis and treatment
options given to patients.
A recent “legal" opinion published by a giant
California-based dental laboratory encourages dentists to
provide treatment for SRBD without diagnosis, due to
extended sleep physician evaluation wait times10.
Enabling diagnosis is the solution not indirectly enabling
treatment of an unknown disorder and then hoping the
patient will arrive at a diagnosis that fits the treatment11.
Enabling diagnosis requires health care leadership to
both support those dentists who can help address this
public health problem as primary care providers and
encourage more dentists to gain this expertise.
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