
P.R. Mohapatra and D.T. Hari also point out that we do not
consider the benefits of using intermittent therapy. Again, the
primary objective of our study was to consider gains that could
be made by switching to a WHO-supported standardised
regimen, one in which daily therapy is recommended wher-
ever feasible [2].
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Estimated population prevalence of obstructive sleep

apnoea in a community of German third graders

To the Editors:

We read with interest the article by URSCHITZ et al. [1] which
estimated the population prevalence of obstructive sleep
apnoea (OSA) in an urban community of German third
graders. This article highlights the fact that OSA is one of the
most common chronic respiratory diseases in childhood and
requires more attention from paediatric health services and
clinicians. However, we are concerned that the methods
employed in the study to diagnose OSA were suboptimal.

The authors correctly state that full sleep laboratory based
polysomnography is the gold standard for the diagnosis of
OSA in children. However, for the purposes of their study,
abbreviated home polysomnography (HPSG) without electro-
encephalography was utilised for a final diagnosis of OSA.
This was not referenced to the gold standard in this study.

The most recent American Academy of Sleep Medicine manual
on scoring of sleep and sleep-related events emphasises the need
to record and score not only respiratory events, but also arousals
throughout a polysomnography [2]. The manual states that if
hypopnoeas are to be scored (and form part of the apnoea/
hypopnoea index), they must be followed by either arousal or
desaturation. The abbreviated HPSG used in this study does not
have the ability to detect respiratory events that lead to arousal.
On this basis, we feel that the authors may have underestimated
the prevalence of OSA in their study population.
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From the authors:

We thank D. Finn and P. McNally for their comments on our
recent publication in the European Respiratory Journal [1].

We agree that full sleep laboratory-based polysomnography
(PSG) including electroencephalography (EEG) may have a
higher sensitivity in detecting obstructive sleep apnoea (OSA) in
children, and that its use may have led to a higher estimate for
the prevalence of OSA in our study. However, our study was
designed in 2000, long before the relevant guideline of the
American Academy of Sleep Medicine (AASM) was published
[2]. At that time, there was widespread debate about the way in
which hypopnoea and arousals should be scored and about the
significance of these events in children. Many authors used
definitions for hypopnoea that were based solely on a reduction
in airflow or on both a reduction in airflow and desaturation. In
a study by MCNAMARA et al. [3], only 38–39% of respiratory
events (including hypopnoea) were followed by cortical arousal,
while all hypopnoeas were followed by a desaturation of o4%.
In addition, the occurrence of a cortical arousal following
respiratory events depended on age. In contrast to the current
AASM guideline, the minimal required duration for a cortical c
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arousal was 1 s (actually 3 s in the AASM guideline). It can be
assumed that increasing the minimal required duration to 3 s
would lead to a further reduction in the proportion of
hypopnoeas that were terminated with a cortical arousal. This
was later confirmed by a study showing that only 51% of
hypopnoeas were terminated by cortical arousal in children [4].
In a study on normative data for hypopnoea in children,
WITMANS et al. [5] reported that only one out of six children with
hypopnoeas had their hypopnoea terminated with cortical
arousals. Because of this lack of clarity and the problems with
establishing EEG recordings at home, other large-scale epide-
miological studies, such as the Children’s Sleep and Health
Study [6], also used abbreviated PSG without EEG at that time.

Despite this, we agree that nowadays epidemiological studies
should use full PSG with EEG to identify OSA in children,
particularly because appropriate devices are now available.

In conclusion, it remains to be shown if and how another
definition for hypopnoea that incorporates cortical arousal
criteria would have changed our estimate of the prevalence of
OSA in children.
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