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TREATING  
ALL PATIENTS  
INDIVIDUALLY

THE HIDDEN VALUE  
OF SLEEP PATIENT 

REVIEWS

Mark T. Murphy, DDS, 
D-ABDSM shares data on why 

physicians have resisted prescribing 
OAT more often and why that 

trend is changing. 

Justin Elikofer, DDS, defines success 
by realizing that there is no “one 
size fits all” treatment and that 

each patient needs to be counseled 
differently for optimum results.

Marc Fowler, Founder at Bullseye 
Media, discusses the importance 
of online patient reviews, how to 
use them and the role they play in 
promoting your DSM practice.

OVERCOMING THE  
FOUR REASONS 

PHYSICIANS RESIST OAT

EVIDENCE THAT 
DEMANDS A VERDICT
BY DR. KEITH THORNTON, DDS



The diagnosis of sleep apnea has almost 
become a moot point.  The acceptance 
of HST’s and telemedicine has virtually 
eliminated the need for the PSG for the 
diagnosis of OSA. Today, national sleep 
testing companies are marketing directly 
to primary care physicians, dentists, and 
even to the public. Not only do they 
provide diagnostic services, but some 
also prescribe and sell devices, and then 
do the follow up management. All of 
which is covered by insurance. Recently, 
the AADSM has advocated that dentists 
also should be able to order, administer, 
and titrate appliances with HSATs.  The 
Covid pandemic has led to more direct to 
patient/consumer opportunities for many 
practitioners, health care providers, DME 
companies, and HMO’s. The demand 
for the myTAP has increased significantly 
since  patients can fit and titrate 
themselves with virtual coaching. Also, 
outcomes have been superior due to 
objective titration. One large HMO 
is now offering either cpap or myTAP 
as first line therapy even for severe 
patients. 

So where does that leave the dentist? I 
still believe what I wrote in 1998 in the 
California Dental Association Journal: 
“SRBD is a dental problem with a dental 

This trend has certainly been  
accelerated by the Covid-19  

pandemic. Although the sleep physician 
has been the gate keeper and main source 
for therapy, the dentist is the practitioner 
who is best suited to manage these patients 
for a lifetime. However, an evidenced 
based standard of care that is a com-
prehensive management-based approach 

rather than marketing, device based 
one is critical. 

Three aspects of “chronic disease manage-
ment” of SRBD need to be addressed

1. Diagnosis

2. Standardized long term  
management 

3. Best practice business model
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solution.” However, the dentist must 
provide the evidence that his therapy 
is not only working initially but is 
a superior and more cost-effective 
solution over time. 

Standard of Care  
in Dentistry

Since the first Tap in 1992, my 
focus has always been to create 
the most user friendly, effective, 
and clinically validated devices 
available. Our team at AMI has 
always been proud of the fact 
that it is an R&D company with a 
plethora of superb, independent studies 
in peer reviewed journals. These studies 
are the basis of the acceptance of oral 
appliances by Medicare and the features 
that are required for acceptance. In 
other words, Medicare based their 
decisions on the evidence. Physicians 
generally are interested in the evidence 
first before deciding on therapy. 
Unfortunately, that is not true of most 
dentists and is of very little interest of 
the “marketing” manufacturers who 
promote “fit” or “precision” while 
utilizing mechanics that were designed 
for orthodontics 50 to 100 years ago. 
(Lipstick on a 50 year old pig). For 
universal acceptance as a primary  
therapy prior to cpap, a strategy that 
tests both the efficacy and effectiveness 
of an oral appliance for any individual is 
necessary prior to fabricating a custom 
appliance. This is no different than 

Precision™ unique property of the material 
allows the trays to fit the teeth precisely 
with the proper resiliency necessary to 
maintain appropriate retention with 
a passive fit. The trays themselves are 
thinner and take up less space in the oral 
cavity than any other non-custom device. 
Additionally, it can be refit an unlimited 
amount of times to create the correct 
amount of retention for that patient 
which is critical for a patient fitting 
themselves at home.

The myTAP is a modified version of 
the original TAP. The TAP has over 
40 peer reviewed, independent studies 
and is both the most efficacious and 
effective device on the market. In the 
2015 AASM guidelines, the TAP was 
the only appliance that was successful 
in treating all levels of apnea to below 
10 AHI.1

EVIDENCE
THAT DEMANDS A VERDICT:

By Dr. Keith Thornton, DDS 

Why Standard of Care  
Should Include the myTap 
The diagnosis and management of Sleep Related Breathing 

Disorders (SRBD) has been changing over the years from 

Sleep Physician/ PSG/ CPAP centric to one of patient and 

outcomes focus independent of the practitioner or therapy.

the requirements for a trial of CPAP.  
Clearly, the only option today to apply 
this strategy is the myTAP. 

Why myTAP? 

The myTAP is the culmination of more 
than 25 years of incremental improve-
ments and developments. It is unique in 
that it not only positions the mandible 
protrusively but also vertically and 
encourages nasal breathing utilizing 
the proprietary mouth shield.

All oral devices have two characteristics 
in common: They all have a tray system 
for attaching to the teeth, and all have 
some kind of mechanism for positioning 
the mandible.

 The myTAP is not made on casts. 
Instead, it is directly fit to a patient’s teeth 
without any interim steps that can lead to 
errors with fit and retention. The Flexible 

PATIENT “JS”  
BEFORE

AFTER USING   
THE myTAP

·

·



MyTAP has changed the way dentists 
can treat and manage patients. Read 
Dr. Thornton’s interview about the 
development of adjustable mandibular 
positioning devices and the treatment 
of sleep apnea by dentists. https://den-
talsleeppractice.com/clinician-spotlight/
driven-help-world-sleep/

1.  Ramar, Kannan, et al. “Clinical Practice Guideline for the 
Treatment of Obstructive Sleep Apnea and Snoring with 
Oral Appliance Therapy: An Update for 2015.” Journal of 
Clinical Sleep Medicine, 11, no. 07, 2015, pp. 773–827., 
doi:10.5664/jcsm.4858. 

• In three studies by Hoekema, the 
average AHI before treatment was 3 
while the average afterward was 6 – an 
85% reduction. All six studies on the 
TAP met the AASM oral appliance 
success criteria (greater than 50% 
reduction, less than 10 AHI.)

• In six studies, dorsal-style devices 
failed to reduce the AHI to below 10 
even though the average starting AHI 
was only moderate.

• Herbst had three studies with only 
mild to moderate patients. One failed 
to achieve the 10 AHI criteria while 
the other two only reduced the AHI 
by 60%.

• An Army study (N=497) using 
TAP, had patients with an average 
pre-treatment of 30 (severe) while 
post-treatment it was 8.3, virtually 
the same as CPAP.

The newest feature improvements to 
the myTAP are vertical adjustments 
and a mouth shield to encourage 
nasal breathing.

The myTAP has 3 vertical shims available 
to give a 6mm, 9mm, and 12mm vertical 
opening. In the studies by both Hoeke-
ma and the Army, the “size of the box” 
of the oral cavity correlated to successful 
outcomes. Further studies have shown 
that the size of the tongue is dependent on 
weight, and it affects the severity of OSA. 
To compensate for tongue size, a larger 
vertical opening is necessary. Preliminary 
data from ACTA (Amsterdam) shows sig-
nificant outcome improvements utilizing 
the 6mm for women (9mm for obese) and 
9mm for men (12mm for obese).

The mouth shield encourages physiologic 
(nasal) breathing as most healthy sleepers 
tend to nasal breathe during sleep. The 
Guilleminault study found that  

airway resistance, and the risk for 
OSA, is significantly lower when 
breathing nasally. Physiologic breathing, 
which maintains proper CO2 levels,  
controls respiratory drive, reduces 
sympathetic tone, humidifies, heats, and 
filters the air. It also provides an uptake 
in nitric oxide. Studies are now underway 
to evaluate the use of the myTAP and the 
mouth shield in patients with severe,  
complex sleep apnea. One patient, JS, 
was an 80 yo male, with an 18 inch 
neck and an AHI of 78. On ASV at 
18/12 CMW his AHI was 35, 11 of 
which were centrals. He was not able to 
wear the cpap. With the myTAP, 12mm 
shim, and mouth shield, his AHI was 
reduced to 20 and he was able to wear 
the myTAP every night. 

Future Implications

The future is already here – NOW! The 
opportunity to develop a standard of care 
for evaluation and treatment of SRBD 
via telemedicine exists today. The value 
for the physician and dentist is the 
added perceived, and real, value in the 
“chronic disease management” of these 
patients through yearly follow-up to 
assess efficacy and coach the patient. 
In-office visits can be minimized to 
device replacement or repair.

In many situations, patients can effectively 
treat and manage their SRBD at home 
with a device such as the myTAP; it is 
the interface with their Dental Sleep 
Medicine professional for diagnosis,  
treatment, guidance, and follow-up 
that will be key in achieving superior 
outcomes. Clinicians are encouraged to 
develop a comprehensive approach,  
utilizing both CPAP and oral appliances, 
for SRBD evaluation and treatment.
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a number of medical devices that 
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apnea and has 72 issued patents. 

He is the founder, owner, CEO and 
chief technical officer for Airway 

Technologies, Inc.
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IMMEDIATE  TREATMENT 
PROVEN TECHNOLOGY

TREAT PATIENTS IMMEDIATELY WITH 
THE TAP SLEEP CARE SYSTEM

From predictor appliance to custom solutions, the TAP System offers a range of 
advanced devices for comfortable and effective treatment. For more information on 
treating patients remotely with telemedicine and the myTAP interim oral appliance, 

email contactami@amisleep.com or call 866.264.7667 

866.264.7667

         contactami@amisleep.com


