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Pediatric PSG: What one needs?

EEG EOG
Chin EMG (2 .
(2) Microphone
Sa0O,
EKG
Tech Observer Video Camera
Respiratory Effort
3 (RIP)
Documents arousals, Leg EMG (2) O ] Records behavior
parasomnias, abnormal @) -
sleeping position, and attends =1 = 4

to any technical problem

Courtesy of Dr. Carol Rosen with modifications by Dr. Manisha Witmans
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Validity-reliability
bulls eye

/(Babble, 1998) \ f
Both _
valid & reliable Reliable,

but invalid
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*AAP guidelines, 2002

Other Investigations:

e Angillary: measuresisuciras; lieart rate variability,
Of; pulse transitttiime
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e Limited vaIidatiO{/ \\s/
e Signal artifact is a real problem\~

e Needs a)dedlcated éersonnel who know
what they are doing
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A compromise
between validity
/ and reliability:




A compromise
between validity
and reliability

What is
that
JA\ID,
How do
we get
there?
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1) Criilelr2n

e Defining SDB: v
e Symptom complex for OSAS- SDB\

Y Symptem complex and PSG abnormalities

e PSG or ambulatow testing abnormalities
e Cut-offivalues for sta |st|cal S|gn|ﬁcance IS not the
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2 SUEEESIEU CHLEHENOIFSIDE

Major Minor

Obstructive apnea and hypopnea index CRP >0.4 pg/ml
>2 eventsfhour of sleep { [hrTST)
Respiratory arousal index >2/heTST HDL <40 mg/dl
MNadir 5p02 <90% LDL >80 mg/di
Excessive daytime sleepiness Fasting insulin >20 plU/mi
Elevated norepinephrine/creatinine
ratio (>85th percentile)
Academic difficulties Recurrent otitis media andfor s/p
tympanastomy tubes
Hyperactive behaviors =5 visits to primary care physician/
year for respiratory symptoms
Arterial blood pressure >85th Adenoids = +1
percentile
Enuresis Tonsils = +1
Obesity (BMI z score >1.67) Asthma andfor allergic thinitis
Adenoids = +2 and/or tonsils = +2 Family history of O5AS
Madir SpO2 >90% but <93%"

If supported by a history of habitual snoring, we could, as an unvalidated example,
propose the use of any 5 major ariteria or of any 3 major and any 3 minor criteria as
potentially and reliably indicating the presence of OSA that requires referral for

lreatment.

Gozal, 2010, Sleep Medicine
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Normal Inconclusive Abnormal

Oximetry Interpretation
Brouillette, Pediatrics, 2000




EXAMIPIES

thrive
e Healthy.
e Questions?

e 2 yr old boy with OSA with failure to

Pre-op

..............................................................

.................................................................

_2.wks after adenotonsillectomy

...............................................................

................................................................

Primhak, Arch Dis child Educ Prac 2005; 90




Arousal

Wake
REM

Patil S, Chest, July 2007

Limitations: without respiratory bands, can’t tell for
sure whether it Is central or obstructive apneas







SUIMIMENRY

e Ponsomnograbh 4 prbVidgs the most
comprehensive information for-sleep "@
/ related resplratory éomplamt oy f

o It is |m|}brtant to con5|der the duestlon
one Is ésk' C to ob ain the best test for

(/and Lesting rru\/ also help







