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Obstructive sleep disordered breathing
In 2- to 18-year-old children: diagnosis
and management
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obstructive DB
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existing with SDB (probably
common pathogenesis)

Sep 3: Recognize | Sep 4.
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factors severity of B Indications for
predicting objectively treatment
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Sep 6: Sepwise treatment
approach for DB
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COMPLEX OSA



The prevalence of obstructive
sleep apnea in symptomatic
patients with syndromic
craniosynostosis™

G. Inverso, KA. Brustowicz, E. Katz, B.L. Padwa: The prevalence of obstructive sleep
apnea in symptomatic patients with syndromic craniosynostosis. Int. J. Oral
Maxillofac. Surg. 2016, 45: 167-169. © 2015 International Association of Oral and
Maxillofacial Surgeons. Published by Elsevier Ltd. All rights reserved.
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Fig. 1. Prevalence and severity of OSA by phenotypic diagnosis.




Prader Willi Syndrome and Obstructive Sleep Apnea:
Co-occurrence in the Pediatric Population

Karim Sedky, M.D_, M.Sc."; David S. Bennett, Ph.D #; Andres Pumariega, M.D

J Clin Sleep Med 2014;10(4):403-409.

A Overall OSAS prevalence: 80% (most patients
without symptoms)

A Mild OSAS (apnea -hypopnea index -AHI >1 to
<5 episodes/h): 53.1%

A Moderate OSAS (AHI5 -10 episodes/h):
22.3%

A Severe OSAS (>10 episodes/h): 24.6%



Prevalence of Obstructive Sleep Apnea in Children with Down Syndrome
Mieke Maris, MD'; Stijn Verhulst, MD, PhD?% Marek Wojciechowski, MD?; Paul Van de Heyning, MD, PhD'; An Boudewyns, MD, PhD'

SLEEP, Vol. 39, No. 3, 2016

A 122 children with DS underwent PSG.

A Overall prevalence : 66%
- Majority had severe OSA
- Younger age was associated with more severe OSA

A Prevalence in children + symptoms : 76%
A Prevalence in children 7 symptoms : 54%



Obstructive Sleep Apnea in Young Infants with

Down Syndrome Evaluated in a Down Syndrome
Specialty Clinic medical genetics
Alida Goffinski," Maria A. Stanley,”** Nicole Shepherd,’ Nichole Duvall,” Sandra B. Jenkinson,’
Charlene DaViS,4 Marilyn J. BuII,4 and Randall J. Roper3*

All infants (n=59)°

Average age at diagnosis (days)® 44 + 48
Total sleep time [minutes] 150 +£69
End-tidal CO, mean [mm Hg]) 44+ 8
Mean Apnea Hypopnea Index 194+ 14

| OSA® Criteria Not Met 3 |
Mild OSA [AHI 2—5) ?
Moderate OSA [AHI 6-10) 9

Severe 0SA (AHI >10] 40°



H' Complex OSA

A Children with complex OSA:

- High prevalence of severe OSA

- Increased risk of complications
- Limited coping abillities .
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Outcome of adenotonsillectomy in children with
Down syndrome and obstructive sleep apnoea

Mieke Maris,' Stijn Verhulst,> Marek Wojciechowski, Paul Van de Heyning,’
An Boudewyns'
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Figure 1 Pre- and postoperative obstructive apnoea-hypopnoea index
(0AHI) values in 34 patients with Down syndrome. Left-hand plot
shows median values with upper and lower quartile. Right hand plot
shows individual values.



A Responders
A Non-responders

A Increased risk of post -
operative complications
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Complex OSA

A The indication for surgery should be set
correctly.

A Individualize treatment = identify markers
that could identify the success of a treatment
before the actual intervention




Complex OSA
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Drug-induced sedation endoscopy in surgically naive children with
Down syndrome and obstructive sleep apnea

Mieke Maris 2, Stijn Verhulst ®, Vera Saldien ¢, Paul Van de Heyning ?,
Marek Wojciechowski ®, An Boudewyns **

surgery. Seven patients were non-surgically treated, and three received a combined treannent.h multilevel

' collapse was present in 85.4%.|Tungue base obstruction was present in ten patients (24.4%) and epiglottic
“collapse in48.5%. and postoperative PSG data were available for 25 children (adenotonsillectomy, n = 16;

tonsillectomy, n =7; adenoidectomy, n= 2). A significant improvement in 0AHI from 11.4/h (range, 7.7-
27.0) to 5.5/h (range, 2.1-7.6) was found. Persistent OSA was present in 52% of the children. No significant
association between different DISE findings and persistent OSA could be found.

Conclusion: Most patients with Down syndrome and OSA present % ‘
Adenotonsillectomy results in a significant improvement of the oAHIJhowever more than half of the pa-
tients had persistent OSA, probably due to multilevel collapse.JUpper airway evaluation may provide more
INsignts 1nto the pattern o struction 1n patents with persistent OSA.
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Fig. 1. Overview of the treatment decision-making process.



CPAP IN THE ERS
STATEMENT
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Topic 5: stepwise treatment approach for 0SAS in young children

5.1. What is the hierarchy of treatment interventions for 0SAS in young children?

Evidence summary

a) Interventions for OSAS in young children are individualised according to aetiology, severity and
morbidity.

b) Nasopharyngoscopy or drug-induced sleep endoscopy may be used to determine the type and sequence
of treatment interventions.

¢) In infants with OSAS due to multiple causes, surgical treatment is overall more effective in reducing
symptoms than oxygen administration, use of antireflux medications or continuous positive airway
pressure (CPAP) application. CPAP or non-invasive positive pressure ventilation (NPPV), tracheostomy
and supraglottoplasty are equally effective in reducing the AHL



Pediatric Pulmonology 49:554-560 (2014)

Obstructive Sleep Apnea in Infancy: A 7-Year Experience at
a Pediatric Sleep Center

Sriram Ramgopal, mp,’ Sanjeev V. Kothare, mp,’ Mandeep Rana, mp,' Kanwaljit Singh, mp, mp,?
and Umakanth Khatwa, wp**

In comparing the types of interventions with each other,
we found that 67% percent (16/24) patients who received
medical management, 40% (10/25) patients who received
O, or CPAP treatment, and 76% (19/25) who received
surgical management had symptom resolution. Also, 30%

7/16) patients _who received no__intervention had

symptom resolution. The odds of symptom resolution
increased 1f a patient had surgical management as
compared to OE;CPAP therapy (OR=4.75, P= 001)
but the odds of symptom resolution did not differ

significantly between medical management and CPAP/
O, (P> 0.05).




Evaluating the Management of Obstructive Sleep
Apnea in Neonates and Infants

Rachel L. Leonardis, BS; Jacob G. Robison, MD, PhD; Todd D. Otteson, MD, MPH

Conclusions: Anti—gastroesophageal reflux disease treat-
ment is the most common intervention in each age group.
Although adenoidectomy is the most common surgical
intervention overall, the prevalence increases with age.
Supraglottoplasty is the most common surgical interven-
tion in neonates and infants aged 0 to 3 months and of-
fers the greatest objective improvement in this age group.
Overall, the use of CPAP/BiPAP is associated with the

greatest objective improvement.







