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Background and aetiology

Obstructive sleep apnoea (OSA) is characterised by repetitive, intermittent

partial and/or complete obstruction of the upper airway during sleep. The

aetiology of the condition is often related to the anatomy of the upper airway,

whereby it is narrower than normal for some reason. For example, a large

tongue and long, narrow soft palate make the airway naturally narrower, and

fat deposits in the neck compress the airway from the outside (Table 1).

Obstruction causes intermittent hypoxia, hypercapnia and disrupted sleep.

The ‘fight or flight’ response is also triggered, with surges in catecholamines

leading to sweating, tachycardia, elevated blood pressure and hyperglycaemia

(Table 2).

OSA affects about 1-2% of children and approximately 5% of adults.

Incidence rises with advancing age and increasing body mass index (BMI).

With an ageing population and rising obesity levels, it is therefore likely to

become more common.

Driving issues

Patients with OSA are at significantly increased risk of motor vehicle

accidents. New Road Safety Authority guidelines require that patients who

have been diagnosed with OSA must notify their driving licence issuing body.

Subsequently, their GP will be asked to complete the D501 form, certifying

their medical fitness to drive. The Road Safety Authority is in the process of

updating the guidelines for commercial drivers (see

http://www.rsa.ie/RSA/Licensed-Drivers/Safe-driving/Medical-Issues/).

Issues for dentists

Maxillary splints aggravate OSA: Research has shown that the severity of

OSA increases in 60% of patients who are provided with a maxillary occlusal

splint. Before making a maxillary splint it is therefore advisable to ask patients

whether or not they snore and suffer from excessive tiredness/sleepiness. If

they do have these symptoms, they may have OSA and should be referred to
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a sleep physician, particularly if they drive a lot or have cardiovascular

conditions. A mandibular splint can be safely made in the mean time.

Bruxism management: Oral appliances for apnoea are the most effective type

of appliance for reducing bruxism activity. This does not mean that they

should be routinely prescribed for patients with bruxism, as they can have

some long-term side effects on the occlusion and on temporomandibular joint

health. However, for apnoeic patients who also brux, they are an excellent

option.

TMD and facial pain: There is a complex interaction between sleep and pain.

Basically, pain conditions such as TMD are aggravated by disturbed sleep. All

patients suffering from persistent facial pain should be asked about their

sleeping habits.

Increased risks in sedation: Patients with OSA are at increased risk of

respiratory complications, including respiratory arrest after receiving

sedation/general anaesthetic. Patients should have their continuous positive

airway pressure (CPAP) machine ready for use following any procedure

(surgical or dental) where sedation/anaesthetic is required and extended

monitoring is necessary. Such procedures should only take place after

consultation with the patient’s general medical practitioner or sleep physician.

The role of the dentist in sleep apnoea management

Diagnosis

The most common complaints of OSA patients are that they snore, are always

tired or have very disturbed sleep. They may present to dental practices

requesting anti-snoring devices, which are the oral appliances described

below. While some of these patients may just be snorers without having

apnoea, others may have moderate or severe OSA and there is no way of

knowing for sure just by talking to them. While dentists may be in a position

to recognise patients with the signs and symptoms of OSA, they are not

licensed or indemnified to make a formal diagnosis. It can be very difficult to

know from a simple clinical history how severe OSA really is. With the

considerable health risks involved, a proper assessment must be carried out by

a medical consultant with appropriate training in sleep medicine prior to any

intervention. A list of sleep clinics and sleep physicians in Ireland can be found

on the Irish Sleep Apnoea Trust Website – www.isat.ie.

The medical consultant will make a diagnosis on the basis of the clinical

picture and an overnight physiological recording of the patient’s sleep and

breathing, called a sleep study or polysomnogram. Sleep studies are normally

carried out in a hospital under controlled circumstances to get the best quality

information possible, but are occasionally done using simpler equipment in the

patient’s home. The sleep physician is the only person who can decide this.

Dentists should not buy a portable sleep study machine and try to diagnose

apnoea themselves, as they do not have the medical training required to

support that diagnosis, particularly if something goes wrong.

At diagnosis, OSA is categorised as mild, moderate or severe, based on the

combined number of apnoeic (complete obstruction) and hypopnoeic (partial

obstruction) events per hour. Mild OSA is defined as 5-15 events per hour,

moderate is 16-30 events and severe is >30.

Treatment – medical

CPAP: The gold standard medical treatment for OSA is with CPAP. This

involves the patient wearing an oral or nasal mask, which is attached to a

machine that blows pressurised air into the airway to keep it patent during

sleep. It is the most effective treatment approach but compliance is estimated

to be only approximately 50% after one year.

Surgery: Surgical intervention to treat OSA is now generally avoided, due to

the favourable profile of the treatment alternatives. Common surgeries in the

past included UPPP (uvulo-palato-pharyngoplasty) performed by ENT

surgeons. Newer surgical treatment options that are more radical but have

higher success rates include MMA – maxillo-mandibular advancement surgery.
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Table 1: Clinical presentation of obstructive sleep apnoea.

CLINICAL SYMPTOMS

Snoring (most common symptom)

Excessive tiredness/sleepiness

Witnessed pauses in breathing during sleep (apnoeas)

Fitful/restless sleep/awakenings

Frequent nocturnal urination/bedwetting in children

Night sweats

Morning headaches

Reduced memory, concentration span

Hyperactivity (attention deficit) in children

PHYSICAL SIGNS

Commonly overweight/obese

Large tongue 

Enlarged tonsils (children)

High arched palate

Narrow airway – Mallampati Class III-IV

Increased neck circumference (collar size >16” in men, >15” in women)

Obvious craniofacial abnormalities (e.g., Down syndrome)

Table 2: Possible consequences of OSA

Possible consequences in adults Possible consequences in children

High blood pressure Stunted growth

Type II diabetes Reduced academic performance

Obesity Obesity

Cardiovascular disease Mood impairment

Cerebrovascular disease Premature cardiovascular 

disease/hypertension

Depression Pulmonary hypertension

Increased risk of motor accidents


