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A snore reduction appliance can be constructed for the atrophic mandibular edentulous patient. Two
endosseous implants can be surgically placed that retain a complete mandibular denture and, in
turn, an overlying bimaxillary removable snore reduction appliance. A dual laminate appliance is
vacu-form fitted to the maxillary teeth and the mandibular denture and luted in a protrusive relation
with cold cure acrylic. The appliance maintains the mandible in a protrusive position to open the
upper airway to reduce snoring.
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M
any patients snore during sleep.
Snoring occurs by the vibration of
the soft palate as air passes through
the upper airway. The proximity of
the soft palate to the tongue and
the posterior wall of the pharynx

causes the soft palate to vibrate and produce a
growling noise that can awaken and disturb the sleep
of the patient and any bed partners. Snore reduction
appliances are available for dentate patients and are
successful in most patients in reducing snoring.1,2

Generally, 6–10 natural teeth are required to retain an
oral snore reduction appliance.1 However, a mandib-
ular complete removable denture that restores an
atrophic ridge may not provide enough retention to
keep a snore reduction appliance in place. This article
reports on a successful denture-implant retained snore
reduction appliance for a mandibular edentulous
patient.

CASE REPORT

A 75-year-old woman was treated for an atrophic
edentulous mandible with a complete denture re-
tained by 2 endosseous implants with 2 overdenture
retainers (Locators, Zest Anchors, Escondido, Calif)
(Figure 1). Subsequently, she complained of nocturnal

snoring that disturbed her and her husband’s sleep.
After an evaluation and discussion with the patient’s
physician, a snore reduction appliance was construct-
ed. Maxillary and mandibular casts were made of the
patient’s dentate maxilla and the satisfactory remov-
able implant retained mandibular complete denture.
The patient was then instructed to place her mandible
in a comfortable protrusive position. A large cotton
roll placed between the maxillary and mandibular
incisors was used for the patient to comfortably
maintain this position. The position was recorded with
a fast set polyvinyl siloxane (Futar, RoyDent, Johnson
City, Tenn) on the right and left sides. The records
were then disinfected and taken to the casts. The casts
were mounted using the polyvinyl siloxane records.
Dual laminate vinyl sheets composed of a soft side
and hard side (ProForm, Maple Lake, Minn) were vacu-
formed on each cast with the soft side against the
cast. The laminates were separated from the casts and
trimmed to the apical height of tooth contour. The
two vacu-formed appliance parts were then placed
back on the remounted casts. They were then luted
together in the protrusive relation with cold cure clear
acrylic, heat and pressure cured, and finished and
polished (Figures 2 through 4).

The appliance was delivered and the patient
instructed on its use (Figure 5). The patient was
instructed to place a tiny amount, approximately
0.1 mL, of toothpaste inside the appliance to freshen
the taste and deliver an overnight fluoride treatment
to the remaining natural dentition. At follow-up, she
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