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Sleep Disordered Breathing : Spectrum of 
disease

• Obstructive sleep apnoea

• Central sleep apnoea

• Nocturnal hypoventilation syndromes

• Not uncommon – often missed or neglected



Obstructive sleep Apnoea

• Simple snoring

• Upper Airway Resistance syndrome

• Full blown Obstructive sleep apnoea hypopnea 
syndrome ( OSAHS )



Prevalence OSAHS

• 0.7 t0 10.3 % paediatric population

• Peak  from ages 5 – 10 yrs

• No data for infants and toddlers



Natural History 

• Essentially unknown

• Some studies show resolution in adolescence

• Adolescent OSAHS probably persists into adulthood



Pathophysiology OSA



 Abnormal Craniofacial Skeleton

• Pierre Robin Sequence

• Achondroplasia

• Crouzon’s syndrome

• Other milder midface and palatal hypoplastic 
syndromes



Soft tissue excess / hypertrophy

• Simple fat

• Big tonsils and adenoids

• Severe allergic rhinitis with enlarged turbinates



Neuromuscular impairment

• Impaired neuromuscular tone and reflexes of the upper 
airway

• From a variety of neurological insults and syndromes 
cerebral palsy, brain bleeds, Arnold Chiari



Pathophysiology

• Obstructed airway

• Increasing respiratory effort

• Hypoxia

• Microawakening

• Severely disturbed sleep cycle





Consequences of OSA

• Disabling symptoms

• Chronic inflammatory state ( ROS, hs CRP )

• Brain development, impaired learning

• Hypertension

• LVH, stiff LV

• Pulmonary hypertension and cor pulmonale



ERS- OSA categorisation by age

• Up to 2 years

• Age 2 to 18 yrs



Childhood OSA - symptoms



Older Children
• Symptoms similar  to adults

• Snoring

• Unrefreshing sleep

• Daytime somnolence

• Poor school performance



Clinical Examination

• Obese / small for age , Blood Pressure

• Syndromic disorders

• Adenoid facies- long face, high arched palate. Mouth breathing

• Dental malocclusion and cross bite

• Nose ( metal spatula  

•   Throat ( Mallampati, tonsils grade )
 



Causes of OSA first 2 yrs of life

• Choanal atresia, nasal pyriform aperture stenosis

• Laryngomalacia, subglottic stenosis, vocal cord 

paralysis

• Isolated large adenoids

• Congenital craniofacial abnormalities

• Neuromuscular and syndromic disorders 







Pierre Robin sequence



Crouzon syndrome



Older Children > 2 years





Adenoid Facies – long face appearance



Pathognomonic OSA



Mallampati Score
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Tonsils grading scale- after Brodsky



OSA- confirming the diagnosis

• Polysomnography ( gold standard )

• Polygraphy

• Questionnaires ( Sleep Clinical Record )and 
oximetry ( low resource settings )



Oximetry
• In  children with enlarged  T & A , normal 
oximetry does not exclude OSA

• In children with Trisomy 21 hypoxaemia could 
also  be due to central apnoeas  (Rx is different )



Polysomnography v Polygraphy
• 2016 ERS Consensus

• PG a suitable alternative to PSG for Dx of Paediatric OSA

• Good quality recordings in 95 % cases

• 90 % sensitivity



Pioneers of Sleep Medicine
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Recording Sleep



Polygraphic sleep recorder 



Paediatric Polygraph – nasal cannula and belt sensors





Baby X



Baby X



Baby Y



Baby Y





Rx OSA first 2 yrs ( ERS statement 2017)

• Obvious clinical manifestations of upper airway 

obstruction

• SDB symptoms/signs AND obstructive AHI > 1 event / 

hr.

• Complex disorder associated with SDB and  

obstructive AHI > 1 event /hr



OSA  Rx first two years – ERS 2022



Indications  for  Rx of OSA  ages 2 -18 yr - ERS 
2016 







CPAP device and Mask



Benefits of CPAP

• Better QOL

• Appreciable growth

• Reduced daytime somnolence, irritability , hyperactivity

• Enuresis cured or diminished

• Reduction in systemic BP, PAP and Cor Pulmonale





Childhood OSA is Under recognised

• Think of it !

• Listen to parents – they are observers of their child’s 
sleep

• If unsure, ask for advice .


