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Obstructive sleep apnoea should be considered in
patients who present with snoring, pausing or
gasping during sleep, excessive daytime sleepiness
or resistant hypertension. GPs are ideally placed to
screen, work up, initiate pre-phase treatments and
co-ordinate multidisciplinary management for adult
and paediatric patients with suspected obstructive
sleep apnoea.

bstructive sleep apnoea (OSA) is a chronic, progressive

condition characterised by recurrent upper airway

obstruction during sleep, resulting in intermittent

hypoxia, sleep fragmentation and heightened sympa-
thetic nervous system activity. Prevalence studies estimate that
moderate or severe OSA affects almost one billion people globally,
with higher rates observed in older individuals, males and those
with excess weight.! The primary care setting plays a pivotal role
in the early detection and ongoing management of OSA, par-
ticularly among patients presenting with comorbid conditions
such as resistant hypertension, atrial fibrillation, obesity and
depressive symptoms.

MedicineToday 2025; 26(12): 12-19

Dr Kao is a Sleep Surgery Fellow and ENT Surgeon at Wollongong Hospital and
lllawarra ENT Head & Neck Clinic, Wollongong. Dr Lathif is an ENT Registrar at
Wollongong Hospital, Wollongong. Associate Professor Jones is a Respiratory and
Sleep Disorders Physician and the Head of the Respiratory Department at
Wollongong Hospital, Wollongong. Professor Mackay is a Sleep Surgeon at
Wollongong Hospital and lllawarra ENT Head & Neck Clinic, Wollongong, NSW.

12 MedicineToday | DECEMBER 2025, VOLUME 26, NUMBER 12

OSA has a significant impact on the quality of life of both
patients and their partners and family members. Typical symptoms
include loud snoring, witnessed apnoeas and excessive daytime
sleepiness. Moderate or severe disease is associated with additional
health risks, such as cardiovascular disease and type 2 diabetes,
as well as an increased risk of motor vehicle and workplace acci-
dents caused by excessive daytime sleepiness.

In the paediatric population, symptoms often present as
snoring, gasping, breath-holding and bruxism during sleep.
Daytime consequences in children include hyperactivity, behav-
ioural issues, irritability and reduced attention in school.*
Management in children is different to that in adults.

Pathophysiology and risk factors
The incidence of OSA increases with age, likely due to increasing
body weight as well as age-related hormonal and biological
changes. The pathophysiology of OSA is heterogeneous, involving
a combination of anatomical and physiological factors that
contribute to upper airway obstruction.?

Soft tissue collapsibility from the palate to the larynx plays a
role. Anatomically, narrow upper airways are more prone to
collapse than broader airways. Surgical management, discussed
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KEY POINTS

o Obstructive sleep apnoea (OSA) is a highly prevalent
chronic disorder with major health consequences, and
GPs plays an essential role in early identification, risk
stratification and long-term management.

« Diagnosis in adults relies on validated screening tools and
sleep studies, and management focuses on lifestyle
optimisation, such as weight loss, as foundational steps.

« Positive airway pressure therapy remains the first-line

treatment for moderate or severe OSA in adults, with

adherence improved through tailored mask selection,
sleep physician-supervised troubleshooting and nasal
optimisation.

Adjunctive therapies, including positional vibration

devices and specialised pillows, offer benefit for selected

adult patients.

o Sleep surgery and mandibular advancement splints are
salvage options tailored to patient anatomy and OSA
severity.

« Emerging options, such as hypoglossal nerve

stimulation and weight loss medications, are under

investigation in Australia, and may benefit patients with
specific anatomical and physiological profiles.

In children, GP management prioritises treating allergic

rhinitis, correcting iron and vitamin D deficiency and

referring for adenotonsillectomy when appropriate, as

this is the most effective intervention. i

below, aims to expand the upper airway through soft tissue

reconstruction or bone remodelling procedures.” Patients with

OSA also have reduced pharyngeal dilator muscle tone during

sleep, and clinical trials in Australia are investigating hypoglossal

nerve stimulation to enhance nocturnal upper airway patency.’

Managing obstructive sleep apnoea in adults

The management of OSA in adults is often complex and multi-
factorial, requiring a multidisciplinary approach (Flowchart 1).
OSA is a chronic condition and managed such that the goal is
not necessarily ‘cure’. The aim should be improvement in sleep
symptoms and mitigation of long-term risks associated with
OSA .2 GPs play a key role within the multidisciplinary care model
for OSA. An Australasian Sleep Association position statement
provides a comprehensive overview of the workup, assessment
and management strategies for patients with OSA.?

Effective management of adult OSA begins with identifying the
patient’s primary concerns, whether it be excessive daytime sleep-
iness, disruptive snoring affecting their partner or long-term health
risks. Tailoring treatment goals to these concerns fosters engagement
and improves patient outcomes. OSA management hinges on the
foundational lifestyle strategies of sustained weight loss; avoidance

of sedatives and alcohol; smoking cessation; and optimisation of
nasal patency, sleep position and sleep architecture. Itisimportant
to assess for other comorbid sleep disorders, including insomnia,
periodic limb movement disorder and parasomnias.

In Australia, the initial assessment of suspected OSA begins with
validated screening tools such as the Snoring, Tired, Observed
Apnoea, Pressure, Body Mass Index, Age, Neck Circumference,
Gender (STOP-Bang) and Obesity, Snoring, Apnoea, 50 years of
age (OSA50) questionnaires in adults at high risk of having OSA.
The Epworth Sleepiness Scale (ESS) can be used to help quantify
daytime sleepiness.® The Snoring Severity Scale (SSS) is another
useful tool for assessment in patients pre- and post-treatment.” A
diagnostic sleep study (polysomnography [PSG]) should be arranged
based on clinical suspicion. Type 2 (home-based) studies are suitable
for some patients with a high pre-test probability, whereas type 1
(in-laboratory) PSG remains the gold standard. Medicare rebates
are available for type 1 and 2 sleep study referrals from GPs in
patients who have a high risk of moderate to severe OSA, indicated
by an ESS score of 8 or above and either a STOP-Bang score of 3 or
above or OSA50 score of 5 or above. PSG is essential not only for
diagnosing OSA but also for grading severity, stratifying risk and
establishing a baseline to guide management.’

Moderate to severe OSA is associated with an increased risk of
motor vehicle accidents and, thus, the fitness to drive of affected
individuals mustbe considered for road safety.* Any clinical concerns
should be referred to a sleep physician for assessment, particularly
for individuals with excessive sleepiness or those who hold a com-
mercial driver’slicence, because commercial drivers are on the road
for extended periods and accidents are more likely to involve mem-
bers of the public (e.g. buses carrying passengers).

Weight loss

Weight loss is an important strategy in OSA management. The
progressive nature of OSA is partly attributable to age-related
weight gain, with excess adipose tissue accumulating around
the neck, tongue and palate, narrowing the upper airway and
increasing the risk of collapse during sleep. Multidisciplinary
collaboration is essential for successful weight loss. This includes
dietetics input for optimising dietary habits and exercise phys-
iology input to help implement healthy exercise routines. Referral
to GPs with expertise in obesity or to bariatric surgeons should
be considered in appropriate cases.’

Recentadvances in pharmacotherapy for weightloss have shown
promise. The A Study of Tirzepatide in Participants With Obstruc-
tive Sleep Apnea (SURMOUNT-OSA) trial demonstrated that
12 months of treatment with tirzepatide, a dual glucose-dependent
insulinotropic polypeptide/glucagon-like peptide-1 receptor ago-
nist, led to an average 20% weight loss and a 50% reduction in the
apnoea-hypopnoea index (AHI; the number of apnoeas and hypo-
pnoeas per hour of sleep) among patients with moderate or severe
OSA."° Although these results are encouraging, longer-term studies

MedicineToday ' DECEMBER 2025, VOLUME 26, NUMBER 12 13

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2025. https://medicinetoday.com.au/mt/2025/december



1. MANAGEMENT OF OSA IN ADULTS

Adult patient presents with symptoms suggestive of 0SA

Determine main complaint
Disruptive snoring, excessive daytime sleepiness or long-term health risks

|
\/ Y

Rule out other causes of tiredness Screen for sleep disorder with validated
¢ Hypothyroidism questionnaires

* Comorbid mental health conditions * STOP-Bang and OSA50 for OSA

¢ Low iron levels ¢ ESS for daytime sleepiness

¢ Insomnia ¢

High likelihood of
¢ * ¢ ¢ moderate to severe
. . OSA if:

Low thyroid Mental health Low iron levels Poor sleep

N s . ¢ ESS 28, and
function on comorbidities on bloods architecture

i ) ¢ STOP-Bang =3, or
bloods Consider referral Iron Treat with sleep
. ) ¢ OSA50 25

Treat, as to psychiatry or supplementation psychology or

appropriate psychology

CBTH i

If OSA suspected, refer for PSG

|
\J v

Mild or no OSA Moderate or severe OSA

\

Is there snoring present?

|
\] Y

Optional treatments
No Yes —3p —_—
¢ for snoring
Surveillance

Y v Y v v

Weight loss Optimisation of nasal function PAP trial with sleep Mandibular Adjunctive

¢ Dietary advice and allergies physician advancement therapies

* Exercise therapy o Allergy testing with e Continuous or splint ¢ Positional

* Pharmacotherapy serum-specific IgE testing or auto-titrating ¢ Fitted and vibration devices
(GLP-1 or GIP/ skin prick testing ¢ Consider different titrated by a ¢ Specialised

GLP-1 receptor * Nasal sprays (e.g. intranasal mask interfaces sleep-trained positional pillows

agonist) corticosteroid or combination (e.g. nasal pillow, dentist
* Bariatric surgery corticosteroid and antihistamine) full-face mask,
or service e Allergy exposure minimisation nasal mask)

* Immunotherapy, in select cases

v

* Poor treatment adherence or refusal
e Failure of conservative measures

\

Referral to ENT specialist for salvage surgical option

Abbreviations: CBT-I = insomnia-focused cognitive behavioural therapy; ESS = Epworth Sleepiness Scale; GIP = glucose-dependent insulinotropic polypeptide; GLP-1 = glucagon-like
peptide-1; IgE = immunoglobulin E; OSA = obstructive sleep apnoea; 0SA50 = Obesity, Snoring, Apnoea, 50 years of age; PAP = positive airway pressure; PSG = polysomnography;
STOP-Bang = Snoring, Tired, Observed Apnoea, Pressure, Body Mass Index, Age, Neck Circumference, Gender.

14 MedicineToday | DECEMBER 2025, VOLUME 26, NUMBER 12
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2025. https://medicinetoday.com.au/mt/2025/december



© EYEEM MOBILE GMBH; HENADZI PECHAN/ISTOCKPHOTO.COM

MODEL USED FOR ILLUSTRATIVE PURPOSES ONLY

OBSTRUCTIVE SLEEP APNOEA IN ADULTS AND CHILDREN continued I

are needed to establish safety, side effect
profiles and durability of effect.

Tirzepatide has TGA approval for the
treatment of moderate to severe OSA in
adults with obesity.

Positive airway pressure therapy

The cornerstone of OSA management in
adults is the use of positive airway pressure
(PAP) therapy. It is typically commenced
for those with moderate or severe OSA and
functions by maintaining airway patency
during sleep to prevent upper airway col-
lapse and intermittent hypoxia." PAP ther-
apy has been shown to improve sleep
architecture, reduce daytime sleepiness and
potentially mitigate long-term cardio-
vascular and neurocognitive sequelae
associated with untreated OSA."> Adherence
to PAP is generally defined as device usage
for more than five hours per night on at
least five nights per week.” Despite its
in-laboratory efficacy, adherence remains
a significant challenge in clinical practice.

Over the past two decades, technological
advancements have sought to improve
patient comfort and thereby improve adher-
ence rates. Devices have progressed from
fixed-pressure continuous PAP to auto-
titrating PAP, which dynamically adjusts
pressure in response to airway resistance,
minimising the sensation of excessive pres-
sure and improving tolerability. In parallel,
there has been a diversification of mask
interfaces, including full-face masks, nasal
masks and nasal pillows, tailored to accom-
modate patient anatomy, facial hair, nasal
obstruction and claustrophobia.'?

Despite these innovations, long-term
adherence to PAP therapy remains sub-
optimal, with studies reporting rates of only
40to 50% at 12 months."*"* Factors contrib-
uting to poor adherence include discomfort,
noise, dry mucosa, nasal congestion, mask
leak and a perceived lack of symptom
improvement. Behavioural and educational
interventions, including follow up with
sleep physicians, motivational interviewing
and the use of adherence-tracking apps
may improve outcomes."” Clinicians play
arolein early troubleshooting and tailoring

;“- 4\.{
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Figures 1a and b. Devices addressing nasal valve collapse include externally adherent nasal strips

(a, left) and nasal cones (b, right).

therapy to individual patient needs to max-
imise the sustained benefit.

Nasal management

Optimising nasal patency is a valuable step
in enhancing upper airway function and
overall quality of life. Although it may not
significantly reduce OSA severity or snor-
ing, improved nasal airflow can enhance
apatient’s tolerance and adherence to PAP
therapy by reducing the required pressure
setting.””

Before specialist referral, medical opti-
misation of nasal patency through allergy
identification and intranasal corticosteroid
therapy is a valuable ‘pre-phase’ approach.
Allergy testing for common aeroallergens,
including dust mites, grass pollens, animal
dander and mould, can help identify con-
tributory triggers. Once identified, allergen
avoidance strategies may reduce mucosal
inflammation in patients with allergic rhi-
nitis." The Australasian Society of Clinical
Immunology and Allergy provides evidence-
based algorithms for diagnosing and
managing allergic and nonallergic nasal
conditions.'®

Initiating intranasal corticosteroids
empirically in patients with turbinate
hypertrophy and rhinorrhoea is worth-
while, as they can reduce turbinate hyper-
trophy and dry out excessive nasal mucus,
improving nasal patency. Safe corticoster-
oids often used long term in intranasal
therapy include mometasone furoate and
fluticasone propionate. Studies have
demonstrated these to be effective in the
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management of allergic rhinitis with min-
imal to no systemic adverse effects.”2
Combined corticosteroid and antihistamine
treatments such as fluticasone propionate/
azelastine hydrochloride and mometasone
furoate/olopatadine hydrochloride can be
used to further manage nasal obstruction
associated with allergic rhinitis." Referrals
for allergy desensitisation therapy can be
considered in selected cases; this may be in
the form of sublingual or subcutaneous
immunotherapy.'®

Nasal valve collapse is a common con-
tributor to nasal obstruction. The internal
nasal valve, formed by the junction of
the nasal septum, upper lateral cartilage
and the anterior head of the inferior turbi-
nate, is the narrowest segment of the nasal
airway and a defined site of resistance.
Turbulent airflow can induce dynamic
collapse at this site via the Bernoulli effect.
Before considering surgical intervention, a
range of conservative, over-the-counter
options may be trialled. Externally adherent
nasal strips, silicone nasal pillows and nasal
cones mechanically support the internal
and external nasal valves, helping to
improve nasal airflow, and may guide
ongoing use or surgical stabilisation
procedures (Figures 1a and b).

Differential diagnoses and
comorbidity assessment

Excessive daytime sleepiness, lethargy
and fatigue have a broad differential diag-
nosis and are not always attributable to
OSA. An important step in evaluation is
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OBSTRUCTIVE SLEEP APNOEA IN ADULTS AND CHILDREN continued |

Figure 2. A mandibular advancement splint.

to exclude common, reversible medical
contributors such as iron-deficiency anae-
mia and hypothyroidism.

In patients with OSA, coexisting insom-
nia should also be considered.?> A detailed
history is essential to identify sleep-onset
insomnia, sleep-maintenance insomnia or
both. Patients may report consistently
taking longer than 30 minutes to fall asleep
or prolonged difficulty returning to sleep
after nocturnal awakenings, both of which
suggest an insomnia component.*

In Australia, referral to a sleep psycholo-
gist for insomnia-focused cognitive behav-
ioural therapy (CBT-I) is recommended as
first-line treatment, with studies demon-
strating this method to be effective.”** If
multiple sessions are required, these can

often be incorporated into a mental health
care plan to enable Medicare rebates. Evi-
dence supports CBT-Ias more effective than
pharmacotherapy, including melatonin, for
long-term management of insomnia,” with
further clinical practice guidelines available
via the Australasian Sleep Association.”
The CBT-I provider registry is available at
http://sleepcentral.org.au/central/central/
contents/clinicians-CBTi.aspx. Other
alternatives to CBT-I are available online
through university and government
initiatives.

Mandibular advancement splints
Mandibular advancement splints (Figure 2)
can be used as a primary salvage treat-
ment as standalone therapy or in combi-
nation therapy. Custom-made mandibular
advancement splints are significantly more
effective than over-the-counter ‘boil and
bite’ devices.”® These appliances function
by progressively advancing the mandible,
thereby increasing the retrolingual airway
space and, in some cases, improving lateral
stability of the global airway (Figures 3a
andb).

One limitation is that their effectiveness
can only be assessed after formal fitting
and atrial period, which may be costly. Man-
dibular advancement splints typically cost

between $1000 to $2500, with private health
insurance potentially rebating a portion
depending on the level of cover. Addition-
ally, some patients experience temporo-
mandibular joint discomfort or changes in
occlusion with prolonged use, potentially
leading to reduced adherence.”

Treatment adjuncts

Various minimally invasive interventions
may be trialled before specialist sleep sur-
geon or physician review, including sleep
position trainer devices.

Positional therapy targets the reduction
of supine sleep, which is associated with
increased airway collapse in positional
OSA. Some devices use sensors worn on
the neck, chest or back to detect supine
positioning, and gently prompt the user to
adopt a side-sleeping posture through the
delivery of gentle vibration signals. Addi-
tionally, specialised positional pillows that
physically restrict supine sleep can be effec-
tive, although some patients report shoul-
der discomfort as a side effect.”®

Mouth taping has gained popularity on
social media as a potential remedy for snor-
ing. This approach is not without risk. A
recent systematic review suggests that
mouth taping may be considered in very
few carefully selected patients with primary

a. Without mandibular advancement splint b.

Airway is
restricted

Airway is\
restricted

Lower jaw
moves forward

With mandibular advancement splint

Air flows in

Figures 3a and b. Airway restriction as seen in obstructive sleep apnoea (a, left). Progressive advancement of the mandible with a splint increases the
retrolingual airway, and in some cases the lateral stability of the global airway (b, right).
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OBSTRUCTIVE SLEEP APNOEA IN ADULTS AND CHILDREN continued I

Figures 4a to d. Modified uvulopharyngoplatoplasty with bilateral tonsillectomy. Tonsils (a, left) are removed (b, centre left), followed by repositioning of
the pharyngeal pillars for anterior, lateral and superior advancement of the posterior pillar (c, centre right) and removal of 50% of the uvula (d, right).
Adapted with permission from MacKay SG, et al. J Clin Sleep Med 2013; 9: 117-124.

snoring or mild OSA who have no under-
lying nasal obstruction. Appropriate patient
selection is essential to minimise the risk of
adverse events, including asphyxiation.?

Referral for surgical opinion

Surgical management is typically reserved
for salvage cases in which PAP therapy is not
tolerated by the patient or if conservative
measures prove insufficient. The primary
goalis toimprove upper airway patency and
reduce airway collapsibility? Studies have
shown that surgical management of OSA
can reduce long-term health consequences
compared with no treatment or failed PAP
therapy.* Surgical interventions may be used
alone or as part of a multimodal strategy
alongside mandibular advancement splints,
positional therapy or hypoglossal nerve
stimulation.

The decision to proceed with surgery
should be individualised, considering the
severity of OSA, patient anatomy, treatment
goals and comorbidities.” Contemporary
modifications favour palate repositioning
and reconstruction without soft tissue
resection.”?? An Australian randomised
clinical trial on sleep apnoea multilevel
surgery found improved AHI, ESS and
quality of life scores up to 3.5 years follow-
ing multilevel airway surgery.”*** It is
important to note that weight gain follow-
ing surgery may lead to the recurrence of
snoringand OSA and, thus, the maintenance
of weight postoperatively is important.

Nasal surgery is considered in patients
with OSA who have concurrent nasal
obstruction with anatomical or patholog-
ical abnormalities. The primary goal of this
‘pre-phase’ treatment is to enhance nasal
airflow and improve tolerance and adher-
ence with PAP or other therapy. It is impor-
tant to note that although nasal surgery
may improve comfort and reduce PAP
pressures, it does not independently resolve
OSA or significantly reduce snoring."®

Surgical interventions for OSA are
broadly categorised into bony and soft
tissue procedures, both aiming to enlarge
the upper airway and reduce collapsibility.
The principles of surgery are based on care-
ful dynamic anatomical assessment and
aim to address multiple levels of the airway
(e.g. tonsil, palate, tongue, epiglottis). The
cornerstone of soft tissue pharyngeal sur-
gery is modified uvulopalatopharyngo-
plasty, which involves tonsillectomy and
anterior, lateral and superior repositioning
of the soft palate to increase the retropal-
atal airway space (Figures 4a to d).* This
is often complemented by radiofrequency
coblation of the tongue, a technique used
to reduce oral tongue bulk and enhance
oropharyngeal airflow.

Lingual tonsillectomy can be indicated
in patients with hypertrophic lingual ton-
sils contributing to posterior displacement
of the epiglottis and retrolingual obstruc-
tion. Reducing this lymphoid tissue can
restore space at the tongue base and
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facilitate epiglottic anteversion, thereby
improving laryngeal patency.* Transpal-
atal advancement may be used in patients
with vertically orientated, redundant soft
palates. The procedure involves anterior
mobilisation of a segment of the hard palate
to reposition the soft palate into a more
favourable oblique orientation.*> When
combined with modified uvulopalato-
pharyngoplasty, this approach significantly
enhances anteroposterior expansion of the
retropalatal airway.

These procedures may be performed
concurrently or in a staged manner,
depending on the patient’s anatomical
features.*

Hypoglossal nerve stimulation
Hypoglossal nerve stimulation rose to
prominence in the Stimulation Therapy
for Apnea Reduction (STAR) trial.”” The
trial targeted individuals with moderate
to severe OSA (AHI score of 20 to 50), a
body mass index less than 32kg/m?* and
no complete concentric palatal collapse
on drug-induced sleep endoscopy. The
results showed significant reductions in
the AHI score and improvements in qual-
ity oflife, with a three-year follow-up study
demonstrating ongoing maintenance of
these outcome measures.*® Despite tech-
nological advancements and the global
uptake of hypoglossal nerve stimulation,
it is only available through select clinical
trials in Australia.>*
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OBSTRUCTIVE SLEEP APNOEA IN ADULTS AND CHILDREN continued I

Managing obstructive sleep
apnoea in children

Sleep-disordered breathing in childrenisa
spectrum ranging from habitual primary

snoring to repetitive episodes of airway
obstruction during sleep.* Primary snoring
is not associated with pauses or disruption
in breathing. Paediatric patients with

isolated snoring, no other symptoms and
small tonsils can be placed on surveillance.
Surveillance is defined as six- to 12- monthly
reviews by a GP, ENT specialist or paediatric

2. MANAGEMENT OF OSA IN CHILDREN

Paediatric patient presents with symptoms suggestive of 0SA

\

Primary snoring

¢ Intermittent snoring with no
nighttime or daytime symptoms

e Grade I-Il tonsils on
examination

v

Child with incongruent history and examination

e Sleep symptoms with small tonsils

¢ Intermittent sleep symptoms with large
tonsils

* Parental indecision or if reassurance needed

v

Child with sleep-disordered

breathing

e Nighttime symptoms, including
snoring, choking, gasping,
apnoeas, restlessness, feeling
hot and sweaty

* Daytime symptoms, including
poor energy, poor attention,
misbehaviour

e Grade lll-1V tonsils on examination

l

Rhinitic or allergic symptoms

present:

¢ Allergy testing with serum-

specific IgE testing or skin

prick testing

Nasal sprays (e.g. intranasal

corticosteroid or combination

corticosteroid and

antihistamine)

Allergy exposure minimisation

¢ Immunotherapy, in select
cases

Poor sleep architecture noted:

¢ Sleep psychology, CBT-I

¢ GP management plan for
insomnia

Restless sleeper:

¢ Check iron and vitamin D
levels on blood test

* Supplement, as needed

v

If none of the above

Family interested in a Family interested in
definitive diagnosis seeking a surgical
of sleep-disordered opinion first
breathing l
Refer to ENT
Refer to specialist
paediatric < To consider for
sleep physician airway surgery N
To consider OSA (adenotonsillectomy,
—_— —— : )
PSG present turbinate reduction,
lingual tonsillectomy,
supraglottoplasty) .
A
Y
OSA not
present
Y
20% of patients need
further treatment
Further surgery PAP trial
(by paediatric sleep physician)
\7 Y l v

Surveillance

v

Orthodontic procedure
Rapid maxillary expansion

\

Abbreviations: CBT-I = insomnia-focused cognitive behavioural therapy; IgE = immunoglobulin E; OSA = obstructive sleep apnoea; PSG = polysomnography.
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sleep physician for progression or develop-
ment of OSA symptoms.

If the history and examination are
incongruent (e.g. snoring with small tonsils
or large tonsils with intermittent snoring),
areferral to an ENT surgeon or paediatric
sleep physician for assessment with con-
sideration of a sleep study is warranted.

Similar to OSA in adults, management
of the condition in the paediatric population
has many important considerations
(Flowchart 2). OSA in children typically
presents with snoring in conjunction with
nighttime and daytime symptoms with
grade III or IV tonsils on examination.*
Nighttime symptoms include gasping, feel-
inghot, restless sleep or bruxism. Daytime
symptoms usually reflect the consequences
of disrupted sleep, and include irritability,
hyperactivity, poor concentration, academic
underperformance and lethargy. If there
is diagnostic uncertainty or parental inde-
cision, a formal sleep study can be employed.

Prolonged use of pacifiers beyond the
age of 4 years has been associated with
altered maxillary development, potentially
contributing to OSA later inlife.* Children
with a high-arched palate should be
referred to a specialist orthodontist for the
consideration of rapid maxillary expansion,
ideally once the first molars have erupted,
usually between 6 and 8 years of age.*?

In the primary healthcare setting, opti-
mising nasal patency is an important step
in managing OSA in children, particularly
through the treatment of allergic rhinitis.
Allergy testing, via either serum-specific
IgE testing (previously known as a radio-
allergosorbent test) or skin prick testing by
an immunologist, can help in identifying
relevant triggers. Once identified, allergen
avoidance is a key first-line strategy, espe-
cially when combined with intranasal
corticosteroids.

For patients with confirmed allergies,
combination therapies containing both a
corticosteroid and an antihistamine, such
as fluticasone propionate/azelastine hydro-
chloride and mometasone furoate/olopat-
adine hydrochloride, have demonstrated
improved effectiveness due to their dual

mechanism of action.'* Mometasone furo-
ate and fluticasone propionate are safe for
long-term use, as their systemic bioavaila-
bility is less than 1%. Their effects on the
hypothalamic—pituitary axis and systemic
absorption are exceedingly rare.">*° These
intranasal corticosteroids should be used
for a minimum of six weeks to allow for
adequate absorption into the nasal mucosa
for peak effect.”

Children presenting with feeling hot,
restless sleep without snoring or gasping
should be assessed for iron and vitamin D
deficiency, as correction through supple-
mentation has been shown to improve sleep
quality in patients with periodic limb
movement disorders.*** Studies have sug-
gested aiming for serum ferritin levels
above 50mcg/L and vitamin D levels above
75nmol/L.*>* Vitamin D supplementation
is achieved through 1000 to 2000 units
daily of cholecalciferol (vitamin D3). Oral
iron supplementation is available in various
forms with goals of 3 to 6mg/kg per day.
Iron absorption improves when taken with
asource of vitamin C, such as orange juice.
Vitamin D and iron levels can be rechecked
at three months to assess for improvement
or dose adjustment.

Once nasal anatomy and allergic con-
tributors are optimised, the cornerstone
treatment for paediatric OSA is adenoton-
sillectomy. Large-scale studies report sig-
nificant clinical improvement in up to 80%
of cases following this intervention.*’ For
the remaining 20% who do not experience
adequate symptom resolution, further eval-
uation and tailored management by a pae-
diatric sleep physician or ENT specialist
through a multidisciplinary team is rec-
ommended. These patients are likely to be
complex and would benefit from specialist
input to address persistent contributing
factors.

Conclusion

OSA is a common, chronic condition with
far-reaching health and quality of life
consequences. GPs play a crucial role in
early identification, investigation and
initiation of management, with timely
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referral to sleep or ENT specialists as
appropriate. Management should be indi-
vidualised, addressing both anatomical
and behavioural contributors, and aligned
with patient priorities.

Although PAP therapy remains the cor-
nerstone of treatment in adults, abroad range
of adjunctive therapies and surgical options
are available for patients who are intolerant
of or inadequately treated with conservative
measures. For children, early intervention,
particularly adenotonsillectomy in appro-
priately selected cases, can have significant
developmental and cognitive benefits. A
structured, multidisciplinary approach is
essential to improve adherence, reduce mor-
bidity and enhance long-term outcomes for
both adult and paediatric patients. MT
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