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Untreated pediatric obstructive sleep apnea leads to both adverse
cardiopulmonary and neurocognitive outcomes. Adenotonsillec-
tomy iscurrently recommendedbyboth theAmericanAcademyof
Pediatrics1 as well as theAmericanAcademy ofOtolaryngology
Head and Neck Surgery2 as effective treatment for pediatric
obstructive sleep apnea with a success rate of approximately
80%.3,4 The overall frequency of adenotonsillectomy has de-
creased in recent years as the indication for surgical intervention
due to infection has dropped in both theUnited States5 as well as
England6 whereas adenotonsillectomy performed as surgical
treatment for sleep-disordered breathing has increased. Ade-
notonsillectomy comes with attendant risks of general anes-
thesia in addition to complications including postoperative
respiratory compromise as well as postoperative bleeding. The
potential for irreversible hypoxic-ischemic encephalopathy and
even death from respiratory compromise in an unmonitored
setting highlights the need for clear guidelines for inpatient
admission as well as clear recommendations for intensity of
monitoring during hospitalization. In the era of preferential
outpatient procedures, it is imperative to identify those children
at risk for perioperative respiratory compromise to ensure that
they are in a monitored setting until this risk is minimized.

In the current issue of the Journal of Clinical SleepMedicine,
Katz et al7 report on analysis of respiratory complications oc-
curring anytime during hospitalization immediately following
adenotonsillectomy in 374 children who were studied with
preoperative polysomnography and underwent adenotonsillectomy
from January 2010 through December 2016 at a tertiary children’s
hospital. This study is an excellent example of the utility of a
retrospective review to assess risk in specific clinical scenarios.
Their patient population consisted mostly of preschool and
school aged children (average age 6.1 years).More than 75% of
the children had medical comorbidities and nearly 50% of the
population had two or more comorbidities. Obesity was highly
prevalent as approximately 35% of the study population had a
body mass index (BMI) above the 95th percentile for age and
sex. The apnea-hypopnea index (AHI) reported on preoperative
polysomnography showed an approximately even distribution

of mild (AHI 1–5 events/h), moderate (AHI 5–10 events/h) and
severe (AHI >10 events/h) obstructive sleep apnea. Nearly 20%
of the children had at least one postoperative respiratory
complication consisting mostly of need for supplemental ox-
ygen for desaturation but also including intubation, bag valve
mask ventilatory support or physical maneuvers to support the
airway (jaw thrust, oropharyngeal airway, etc.). Their findings
demonstrate that patients with comorbid craniofacial, genetic,
cardiac, airway anomaly or neurologic conditions are at higher
risk for airway complications. Age less than 3 years was the
strongest predictor of perioperative respiratory compromise,
but children aged 3–6 years had a nearly 2-fold increased risk
compared to school-age children. Both severity of sleep apnea
and depth of oxyhemoglobin desaturation were independent
predictors of postoperative respiratory compromise.

Despite the strengths of this study in assessing perioperative risk
for respiratory compromise in a referral population with highly
prevalent medical comorbidities, this study does not provide sig-
nificant insight into the management of otherwise healthy children
in a community setting who are undergoing adenotonsillectomy.
This is important because a large number of adenotonsillectomies
are performed outside of a tertiary referral center andmanyof these
children may not have undergone preoperative polysomnography
to stratify risk. The utility of preoperative polysomnography in the
evaluation of all children undergoing adenotonsillectomy remains
controversial, with the American Academy of Otolaryngology
Head and Neck Surgery recommending polysomnographic eval-
uation only for children less than 2 years of age, those with obesity,
specific medical comorbidities or in situations where there are not
comorbiditiesbut theneedfor tonsillectomyisuncertainor there is a
discordance between the physical examination and the reported
severity of sleep apnea.2 In contrast, the American Academy of
Sleep Medicine guidelines recommend preoperative poly-
somnographic evaluation for all children undergoing adeno-
tonsillectomy for a sleep-related breathing disorder.8

The well-conducted, retrospective chart review study by
Katz et al7 adds important information to the published literature
about risk stratification for children in a tertiary referral
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population undergoing adenotonsillectomy. Their findings in-
dicate that younger children remain at higher risk as well as
those children with complex comorbid medical disease. Their
results indicate that children with severe sleep apnea or sig-
nificant oxyhemoglobin desaturation are likewise at higher
risk of postoperative respiratory compromise—emphasizing the
need for preoperative polysomnography—particularly in a ter-
tiary setting where many patients have medical comorbidities.
This study does not address the utility of polysomnography in
community based populations of otherwise healthy children. It is
imperative to accurately ascertain risk so perioperative planning
can ensure the safety of children at higher risk following adeno-
tonsillectomy; however, there remains a paucity of studies assessing
the cost-effectiveness as well as the positive and negative predictive
value of polysomnographic findings. This study highlights the need
for community based studies of otherwise healthy children un-
dergoing adenotonsillectomy to ensure that children at risk receive
appropriatemonitoring in an inpatient settingwhereas those at lesser
risk are not unnecessarily hospitalized postoperatively.
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