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Study Objectives: To evaluate the prevalence of craniofacial/orthodontic abnormalities and oral dysfunctions in a population of children with persistent
sleep-disordered breathing despite adenotonsillectomy.
Methods: Medical charts of 4,000 children with sleep-disordered breathing operated on in a tertiary hospital were retrospectively reviewed. Patients reporting
persistent sleep-disordered breathing symptoms were invited to an orthodontic/myofunctional evaluation following the Sleep Clinical Score), followed by a 1-night
ambulatory type III sleep study.
Results:One hundred nonsyndromic symptomatic patients were examined (mean age 8.8 ± 3.5 years), from 1 to 12 years after surgery (mean 4.6 ± 3.1 years);
24%were overweight/obese; 69 had a sleep study. Although prevalent, oronasal abnormalities andmalocclusions were not specifically associatedwith pathological
sleep parameters (cartilage hypotonia 18%, septal deviation 5%, short lingual frenulum 40%). Malocclusions were associated with a higher respiratory event index
in children under 8 years only, whereas an impaired nasal dilator reflex and tongue immaturity were associated with an increased obstructive respiratory event
index in all patients (1.72 ± 2.29 vs 0.72 ± 1.22 events/h, P = .011) and Respiratory Event Index, respectively (3.63 ± 3.63 vs 1.19 ± 1.19 events/h). Male sex,
phenotype, nasal obstruction, oral breathing, and young age at surgery (< 3 years) were significantly related to higher respiratory event index. Using the Sleep
Clinical Score > 6.5 cut-off, patients with persistent sleep apnea were significantly distinct from chronic snoring (2.72 ± 2.67 vs 0.58 ± 0.55, P < .01).
Conclusions: Oronasal anatomical and functional abnormalities were quite prevalent and various in persistent sleep-disordered breathing after
adenotonsillectomy. Nasal disuse and tongue motor immaturity were associated with a higher obstructive respiratory event index in the long term, whereas
craniofacial risk factors might have a more pronounced impact at younger age.
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BRIEF SUMMARY
Current Knowledge/Study Rationale: Long-term studies of adenotonsillectomy or sole adenoidectomy suggest an incomplete resolution of sleep-
disordered breathing in certain populations or its possible relapse with time. The aim of this study was to evaluate the prevalence of craniofacial, oronasal
abnormalities, and dysfunctions in nonsyndromic children and adolescents with persistent sleep-disordered breathing after surgery.
Study Impact: In our sample of mild to moderate persistent sleep-disordered breathing, several clinical phenotypes were found, including a prevalence of
24% in children and adolescents who were overweight/obese. Oral breathing impaired nasal dilator reflex and tongue motor immaturity were more
associated with increased apnea-hypopnea indexes than were craniofacial features or malocclusions. The Sleep Clinical Record (when score > 6.5) could
adequately discriminate persistent obstructive events from persistent chronic snoring.

INTRODUCTION

Sleep-disordered breathing (SDB), a spectrum of disorders
affecting both pediatric and adult populations, arises from re-
petitive episodes of partial or complete obstruction of the upper
airways during sleep. SDB has various degrees of severity,1

starting with primary snoring, affecting approximately 12% of
children, to obstructive sleep apnea (OSA), which affects from
1.2 to 5.7%.2 Left untreated, OSA has been related to significant
morbidity in children: growth failure, neurocognitive and be-
havioral abnormalities, reduced academic performance, and
also cardiovascular effects.

SDB conditions share a common pathophysiology, ie, the
narrowing of upper airways, resulting from an increased soft
tissue content, a volumetric reduction of the facial skeletal
frame, an alteration of its neuromuscular tone, or a combination
of those factors.

In children, the most described cause of upper airway ob-
struction is the hypertrophyof adenoids and palatal tonsils3 (part
of Waldeyer’s lymphoid ring), potentially aggravated by a
nasal obstruction and associated with mild abnormalities of the
facial skeleton, such as a narrowmaxilla and/or a retruded, steep
mandible.4 The asynchronism of lymphoid growth velocity
compared with skeletal growth5 explains the peak prevalence of
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SDB, clinically observed between 3 and 5 years of age6, but
some patientsmight be affectedwith obesity, similar to themost
frequent type of OSA in adults. Syndromic patients constitute
another phenotype, associated with major alterations of cra-
niofacial growth or neuromuscular tone and they display early
and complex forms of OSA.

In children with symptoms, polysomnography (PSG) is the
gold standard method to score respiratory events. There is
agreement on the definition of pathological indices in children,
with a pathological limit of obstructive apnea-hypopnea
index > 1.5 events/h: an index < 5 defines a mild OSA, an
index between 5 and 10 is a moderate OSA, and an index ex-
ceeding 10 is a severe OSA.

For patientswhose treatment cannot be postponed, especially
those with a high apnea-hypopnea index, adenotonsillectomy
(A&T) is the first-line treatment of OSA. The CHAT (Child-
hood Adenotonsillectomy Trial) study prospectively evaluated
OSA outcomes after A&T and reported an overall success of
79%, defined as an apnea-hypopnea index < 2 events/h and an
obstructive apnea index < 1 events/h. Nevertheless, several
studies report the persistence of SDB in 20 to 40% of patients
after A&T,7,8 the success rate being significantly worse when re-
sidual OSA is defined as an apnea-hypopnea index >1 events/h
on postoperative PSG rather than reported symptoms.9

Data on long-term outcomes of A&T and sole adenoidec-
tomy are scarce,10,11 but it has been suggested that there is an
incomplete resolution of SDB in certain populations, such as
patients with craniofacial abnormalities, especially syndromic
(such as inDown syndrome12), patientswith obesity, or children
with underlying asthma or allergic rhinitis.13 SDB could also
possibly relapse with time.14

Therefore, the aim of the present study was to assess the long-
term prevalence of persistent SDB symptoms following adenoid
and/or tonsil surgery and to evaluate the contribution of various
risk factors, such as obesity, craniofacial nonsyndromic features4

(transverse deficiency of the jaws, maxillary and/or mandibular
sagittal deficiencies—retrognathia—and/or excessive or deficient
vertical growth, with associated malocclusions) and oronasal dys-
functions, that can persist and worsen beyond early childhood.

METHODS

Study design
This is a prospective observational study. The study protocol
was approved by the Ethical Committee of St Justine Hospital,
Montreal, Canada (# 2016-1033), in accordance with the 1964
Helsinki declaration and its later amendments. Consent was
obtained from the children’s legal guardians, and patients
themselves when able to understand and sign the informed
consent forms, for each section of the study.

Participants
Participants were recruited from the Ear Nose and Throat unit
of a pediatric tertiary hospital, who had previously undergone
surgery of adenoids and/or tonsils between January 2000 and
March 2016, with the necessary report of chronic snoring or
witnessed apneas in their preoperative clinical charts. They

were invited to participate in this study, which included 3
separate visits (V1–V3). During V1, participants completed the
hierarchic severity clinical scale (HSCS)15,16 to assess self-
reported persistent SDB symptoms; these results were previ-
ously published.17 Participants who reported chronic snoring
(HSCS > 0) or who scored positive for suspected OSA (HSCS >
2.72) in absence of craniofacial syndrome were invited to
complete the second (V2) and third (V3) study visits (see
Figure 1). V2 consisted of a physical evaluation to assess
craniofacial morphology, oronasal function, and body mass
index (BMI); V3 consisted of a home sleep apnea test (HSAT).
Participants and their parents could choose to complete all or
only 1 of these study visits. All study data were collected and
managed using a secure electronic data capture tool for research,
the RedCap platform (Research Electronic Data Capture),
hosted at the Université de Montréal.

Physical examination
The craniofacial morphology and oronasal functional assess-
ments at V2 were completed by a single trained orthodontist
(JCL). Results from the physical examination were used to
calculate the Sleep Clinical Record total score. This tool was
developed by Villa et al18 to identify children with OSA and
validated for persistentOSAafter treatment19 (see supplemental
material) and includes the clinical history and physical exam-
ination of each participant.

Physical examination comprised the nose (septal devia-
tion, Glatzel mirror test, sniff test, Gudin’s reflex20, Rosenthal’s
test), tongue (relative volume, frenulum21, protraction/elevation
tests), oropharynx (Friedman palate and tonsils scales), cra-
niofacial proportions, and occlusion (see supplemental mate-
rial). Children’s height (in cm) and body weight (kg) were
measured on an electronic scale (Seca column scale).The
BMI was calculated as the body weight divided by the squared
height (kg/m2), BMI z-scores (ie, BMI measured in terms of
standard deviations from the mean according to age and sex)
were calculated using theWHOAnthroplus software (available
at https://www.who.int/growthref/tools/en/; see supplemental
material). Obesity was defined by BMI z-score of > +2 stan-
dard deviations. Clinical history comprised parental report
of Attention Deficit Hyperactivity Disorder or other neuro-
logical symptom, daytime somnolence, headache, frequent
awakenings or agitated sleep, enuresis, and medication.

Home sleep apnea test
The HSAT was a 1-night polygraph study done with a type 3
ambulatory device, the NOX T-3 SleepMonitor (NoxMedical,
Reykjavik, Iceland). The system comprises a microphone, a
wireless oximeter/cardiac pulse meter, thoracic and abdomi-
nal belts, a nasal canula, and oronasal thermistor. This system
demonstrated very good measurement agreement compared
with in-laboratory PSG and a high degree of sensitivity for
detecting even mild OSA.22 Respiratory events were manually
scored by an external sleep laboratory (Sleepstrategies.com,
Ottawa, Canada) following the guidelines of the American
Academy of Sleep Medicine and indexes calculated accord-
ingly:23 REI (number of respiratory events/monitoring time),
obstructive REI (OREI number of obstructive respiratory events/
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monitoring time), and oxygen desaturation index (ODI; number of
3% desaturation/monitoring time events).

Statistical analysis
All results were presented as mean ± standard deviation for
continuous variables and as percentage (%) for nominal variables.
Statistical analyses were carried out using IBM-SPSS Statistics for
Windows (Version 24) for descriptive statistics, parametric (t test),
and nonparametric tests (Mann-WhitneyU test, Kruskal-Wallis
test). The null hypothesis was rejected at P < .05.

RESULTS

Demographics
Overall, persistent SDB symptoms were reported in 448 par-
ticipants among those who completed V121 (Figure 1). They
were invited to continue onto V2 and V3 between April 2016
and May 2017. However, 70 participants reported spontaneous
resolution in the meantime (60 from chronic snoring group,

10 from suspected OSA group). Mild SDB was suspected in
301 children (HSCS>0with chronic snoring, 25.59%),whereas
77 (6.54%) had an HSCS > 2.72, suggesting persistent OSA.
Among 378 candidates for V2 and V3, 43 were excluded
because of a syndromic or compromised medical condition,
152 declined to participate, and 13 missed their scheduled
appointments. Thus, 100 consecutive participantswith reported
persistent SDB symptomswhowere representative of the entire
cohort underwent the physical examination (V2, see Table 1).
Finally, 69 participants completed the HSAT (V3), since 17
declined and 14 refused to repeat their HSAT after it failed
initially. For 2 participants, sleep study results were taken from
an in-hospital PSG study done at the same study center and
within 3 months of V1.

General characteristics of the participants at V2 and V3 are
described in Table 1. These visits were done between 1 and
15 years after surgery. The study sample was predominantly
male, between 63 and 64.4%. Male patients had been operated
significantly younger than girls (3.63± 1.84 vs 4.92 ± 2.67 years,
P = .02). Patients were from various origins (Table 2): 53%

Figure 1—Flowchart.

A&E = adenotonsillectomy, HSCS = hierarchic severity clinical scale, SDB = sleep-disordered breathing.
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of white European origin, 36% from black Africa or Haiti,
13% from North Africa, 5% from other regions. Ethnicity did
not influence respiratory events (P = .187 Kruskal-Wallis).

Still, children of black African origin tended to be operated at
younger age compared with non-African children (3.50 ± 1.79
vs 4.45 ± 2.43 years, P = 0.051). Mean BMI z-score was

Table 1—Characteristics of the surgical cohort, questionnaire, and examined children samples.

Male Sex Age of Surgery (years) Age at Survey (years) Years from Surgery

Database: surgical SDB cohort
n = 4,000

57.7% 4.23 ± 2.1
(0–18)

10.57 ± 3.7
(2–19)

6.30 ± 3.4
(1–17)n = 2,306

V1 Questionnaire Sample
n = 1,176

56.3% 4.34 ± 2.2
(0–18)

9.54 ± 3.7
(1.9-19.5)

5.19 ± 3.4
(1–16)n = 663

V2 Examined Symptomatic Children
n = 100

63% 4.09 ± 2.2
(0–12)

8.78 ± 3.5
(2.5-17.5)

4.64 ± 3.1
(1–15)n = 63

V3 Sleep study
n = 69

61.4% 4.11 ± 2.3
(1–12)

9.27 ± 3.6
(4–17)

4.11 ± 2.3
(1–15)n = 43

SDB = sleep-disordered breathing.

Table 2—General anthropometric and surgical factors tested in the symptomatic sample.

Studied Factors Frequency (V2 n = 100) REI (V3 n = 69) P Value and Test

Sex

P = 0.042 Mann-Whitney UMen 63% (n = 63) 2.12 ± 2.55 (60.9%, n = 42)

Women 37% (n = 37) 1.19 ± 1.65 (39.1%, n = 27)

Ethnicity*
Mann-Whitney U tests:

/other non-East African P = .638
/other non-North African P = .064
/other non-European P = .229
Kruskal-Wallis test: P = .187

East African/Haiti 36% (n = 36) 2.29 ± 2.67 (30.5%, n = 21)

North African 13% (n = 13) 0.84 ± 2.40 (17.4%, n = 12)

European 53% (n = 53) 1.80 ± 2.24 (55.1% n = 38)

Other 5% (n = 5) -

Type of surgery

Sole adenoidectomy 21% (n = 21) 1.89 ± 1.89 (20.3% n = 14) / A&T P = .160
/ sole adenoidectomy P = .02/A&T P = .07

(Kruskal-Wallis test)
Tonsillectomy (previous adenoidectomy) 13% (n = 13) 1.11 ± 0.70 (10.1% n = 7)

Adenotonsillectomy 66% (n = 66) 1.91 ± 2.45 (69.6% n = 48)

Age at surgery

< 3 years of age 26% (n = 26) 2.93 ± 3.18 (27.6% n = 19)
P = .007 t test (bilat)

vs ≥ 3 years 74% (n = 74) 1.31 ± 1.64 (72.4% n = 50)

> 7 years of age 8% (n = 8) 1.25 ± 1.82 (11.6% n = 8)
P = .504 t test (bilat)

vs ≤ 7 years of age 92% (n = 92) 1.83 ± 2.33 (88.4% n = 61)

BMI z-score (long term after surgery)

< 2 SD 74% (n = 74) 1.82 ± 2.65 (65.2% n = 45)
P = .837 t test (bilat)

≥ 2 SD 26% (n = 26) 1.70 ± 1.42 (34.8% n = 24)

WtHR (follow-up)

≥ 0.5 (weight dependent risk) 48% (n = 48) 1.79 ± 1.67 (50.7% n = 35)
P = .898 t test (bilat)

< 0.5 (low risk) 52% (n = 52) 1.72 ± 2.78 (49.3% n = 34)

HSCS

P = .802 t test (bilat)≥ 2.72 30% (n = 30) 1.85 ± 1.90 (34.8% n = 24)

< 2.72 70% (n = 70) 1.71 ± 2.46 (65.2% n = 45)

Sleep Clinical Score

P < .001 t test (bilat)≥ 6.5 56% (n = 56) 2.72 ± 2.67 (55.1% n = 38)

< 6.5 44% (n = 44) 0.58 ± 0.55 (44.9% n = 31)

P values appear in bold when < .05. *Total exceeds 100 as some children had mixed origins. A&T = adenotonsillectomy, HSCS = hierarchic severity clinical
scale, REI = respiratory event index, WtHR = waist-to-height ratio.
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1.23 ± 1.51 (range: −1.71 to 5.94), whereas mean waist-to-
height ratio was 0.53 ± 0.22 (range: 0.38 to 1.71).

Sleep
A subgroup of 69 participants with reported SDB symptoms
completed a level 3 HSAT. Results showed 32 participants
(46.37%) with persistent OSA (REI > 1), with a mean REI of
3.28 ± 2.60 events/h (range 1.1–12.8 events/h), mean OREI of
2.22 ± 2.16 events/h, and mean ODI of 3.87 ± 2.36 events/h.
Their mean age was 9.06 ± 3.79 years, and they were evalu-
ated 5.66 ± 3.84 years after surgery. Male sex was signifi-
cantly associated with higher REI and ODI (P = .04 and
P = .03, respectively).

Five patients (7%) had moderate OSA (REI > 5), and only 1
had severe OSA (REI > 10). They were not under any medi-
cation and had a variety of phenotypes and ages. These patients
with moderate to severe OSA were effectively screened with
SCS (all had an SCS score > 6.5) but only 2 of 5 had a positive
HSCS score (> 2.72).

In the full sample (N = 100), 66% had had an A&T, 21% a
sole adenoidectomy, and 7% had had a tonsillectomy as a
second surgery (previous adenoidectomy in early childhood).
In the HSAT subgroup, revision surgery had significantly re-
duced REI when compared to A&T and sole adenoidectomy
(Kruskal-Wallis testwithBonferroni correction,P= .07 and .02,
respectively), but REI was not significantly different in the long
termwhen comparing adenoidectomywithA&T. Childrenwho
had been operated before 3 years of age (n = 19 of 69) had
significantly more abnormal respiratory events than patients
operated at a later age (REI of 2.93 ± 3.18 vs 1.31 ± 1.64 years);
8 children were operated after 7 years of age and they did not
have more severe REI than the rest of the sample.

Obesity affected 24–26%(26of 100 inV2, 17 of 69 inV3): 15
were obese (BMI z-score comprised between 2 and 3 standard
deviations; mean REI = 1.77 ± 1.55), 11 were severely obese
(BMI z-score > 3 standard deviations, mean REI = 1.59 ± 1.25
for 9 patients who completed the HSAT).

Obese participants did not have more severe REI than lean
patients in this sample when comparing both BMI z-score
(1.82 ± 2.65 for < 2 standard deviations vs 1.70 ± 1.42 for ≥ 2
standard deviations) and waist circumference to height ratios
(1.72 ± 2.78 for waist-to-height ratio < 0.5 vs 1.79 ± 1.67
for waist-to-height ≥ 0.5).

Craniofacial, oronasal anatomical and
functional factors
Children from the full sample showed long/dolichofacial faces
in 45%; 39%had a labial incompetencewith lip strain (Table 3).
Almost 3 of 4 children had a convex profile (74%), 56% had an
increased facial height, and 53% a malocclusion: posterior
crossbite 13%, anterior crossbite 10%, Angle’s class II 31%,
class III 5%, increased overjet 52%, dental crowding 61%; 8%
had had an orthodontic treatment. None of these craniofacial
featureswas associatedwith differences inREI.A narrowpalate
(42% of subjects) tended to be associated with higher REI
(P = .05; Table 4).

With children of 8 years of age or less (n = 34) from theHSAT
subgroup, the OREI was significantly higher when presenting

with at least 1 dental malocclusion (2.19 ± 2.65 events/h, n = 19)
compared with normal occlusion (0.63 ± 1.04 events/h, N = 15)
but not for a specific malocclusion type.

SDB phenotypes according to SCS scoring (including
patients with adenoid faces and obesity) were significantly
associated with REI (P < .05). Subjects with convex profiles
had been operated on significantly younger (3.63 ± 1.84 vs
4.92 ± 2.67 years, P = .02).

Oronasal abnormalities were overrepresented: cartilage
hypotonia was found in 18 children (all white), with sponta-
neous nasal collapse on forced inspiration in 13 children
(unilateral 4, bilateral 9, see Figure 2A); septal deviation was
found in 5 patients. Nasal obstruction (32%) and oral breathing
mode (62%) were both significantly associated with a higher
REI. Gudin’s and Rosenthal tests were failed in 55% and
44% respectively, a failed Gudin’s test being significantly as-
sociated with higher OREI (P = .011, Mann-Whitney U test,
see Figure 3A).

A short lingual frenulum was found in 40% of patients
(Figure 2B), relative macroglossia in 38%, and tongue motor
immaturity in 24% (patients were unable or did not under-
stand how to elevate the tip of the tongue against the pal-
ate when asked). This tongue inability/motor imprecision
was significantly associated with increased REI, OREI and
ODI (Mann-Whitney U test P < .001, P < .01, and P = .08
respectively, Figure 3B).

DISCUSSION

The American Academy of Pediatrics suggests that children
with SDB “should be reevaluated postoperatively to determine
whether further treatment is required…. and objective testing
should be performed in patients who are high risk or have
persistent symptoms/signs of OSA after therapy.”2 With the
limitation of the HSCS questionnaire survey, adenoidectomy
and A&T seemed to be effective in the resolution of SDB
symptoms in the long term in about 60% of participants of this
study.MildSDBpersistencewas reported in 25%, andOSAwas
suspected in about 7% of nonsyndromic children. When ob-
jectively analyzed with a HSAT in a subset of patients, mild to
moderate OSA was found in half of examined symptomatic
patients: 32 of 69 children had anREI >1 (46.37%),with amean
REI of 3.28 ± 2.60 events/h (1.1–12.8).

A younger age at surgery (under 3 years) was associated
with a higher REI in the long term, confirming the findings
from Thadikonda et al24 on adenoidectomy alone andMitchell
et al25 on A&T. On the other hand, surgery performed after
7 years of age did not affect REI, contrary to the results of
Bhattacharjee et al.10 They had performed a large retro-
spective study of 578 children who underwent A&T and
reported that, when assessed with PSG with a strict criterion
of apnea-hypopnea index < 1 event/h, children who were op-
erated on over the age of 7 years were more likely to have
persistent OSA.

This different outcome might be related to both timing
and sleep study method. We chose an HSAT that is less
accurate in the pediatric population than for adolescents and

Journal of Clinical Sleep Medicine, Vol. 16, No. 8 August 15, 20201361

J Cohen-Levy, M-C Quintal, P Rompré, et al. Malocclusions and oral dysfunctions in children
D

ow
nl

oa
de

d 
fr

om
 jc

sm
.a

as
m

.o
rg

 b
y 

49
.1

45
.2

34
.1

86
 o

n 
M

ar
ch

 1
7,

 2
02

2.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 N
o 

ot
he

r 
us

es
 w

ith
ou

t p
er

m
is

si
on

. 
C

op
yr

ig
ht

 2
02

2 
A

m
er

ic
an

 A
ca

de
m

y 
of

 S
le

ep
 M

ed
ic

in
e.

 A
ll 

ri
gh

ts
 r

es
er

ve
d.

 



Table 3—Craniofacial factors tested in the symptomatic sample.

Craniofacial Factors Frequency (V2 n = 100) REI (V3 n = 69) P Value and Test

Facial type (Vertical)

Mesofacial (normal) 38% (n = 38) 2.03 ± 2.08 (31.9%, n = 22)
P = .137

Kruskal-Wallis testBrachyfacial (short face) 17% (n = 17) 1.94 ± 1.60 (20.3%, n = 14)

Dolichofacial (long face) 45% (n = 45) 1.50 ± 2.63 (47.8%, n = 33)

Increased facial height 56% (n = 56) 1.93 ± 2.76 (58.0%, n = 40)
P = .957 Mann-Whitney U

vs Normal/Reduced height 44% (n = 44) 2.40 ± 1.79 (42.0%, n = 29)

Labial incompetence 39% (n = 39) 1.82 ± 3.02 (37.7%, n = 26)
P = .336 Mann-Whitney U

vs labial competence 61% (n = 61) 1.71 ± 1.70 (62.3%, n = 43)

Phenotype

P = .023 Mann-Whitney UPositive (adenoid or obese) 62% (n = 62) 2.10 ± 2.48 (68.1%, n = 47)

Negative 38% (n = 38) 1.03 ± 1.54 (31.9%, n = 22)

Convexity

Straight profile 20% (n = 20) 2.27 ± 2.26 (17.4%, n = 12)
P = .129

Kruskal-Wallis testConvex profile 74% (n = 74) 1.74 ± 2.33 (76.8%, n = 53)

Concave profile 6% (n = 6) 0.42 ± 0.15 (5.8%, n = 4)

Maxilla position

Normal 65% (n = 65) 1.73 ± 2.30 (66.7%, n = 46)
P = .154

Kruskal-Wallis testRetruded 14% (n = 14) 0.80 ± 0.59 (17.4%, n = 12)

Protruded 21% (n = 21) 2.90 ± 2.88 (15.9%, n = 11)

Narrow palate 42% (n = 42) 2.24 ± 2.67 (40.6%, n = 28)
P = .054 Mann-Whitney U

vs Normal-shape palate 58% (n = 58) 1.43 ± 1.91 (59.4%, n = 41)

Mandible position

Normal 25% (n = 25) 2.96 ± 2.74 (26.1%, n = 18)
P = .080

Kruskal-Wallis testRetruded 67% (n = 67) 1.36 ± 1.99 (69.6%, n = 48)

Protruded 8% (n = 8) 0.97 ± 0.91 (4.3%, n = 3)

Dentition

Primary 18% (n = 18) 2.85 ± 1.53 (15.9%, n = 11)

P = .281 Kruskal-Wallis testMixed 60% (n = 60) 1.53 ± 2.18 (56.5%, n = 39)

Permanent 22% (n = 22) 1.60 ± 2.00 (27.5%, n = 19)

Malocclusion (any) 53% (n = 53) 1.94 ± 2.6 (52.2%, n = 36)
P = .750 Mann-Whitney U

vs Normal occlusion 47% (n = 47) 1.56 ± 1.9 (47.8%, n = 33)

Posterior crossbite* 13% (n = 13) 1.07 ± 0.68 (8.7%, n = 6) P = .183 Mann-Whitney U

Anterior crossbite* 10% (n = 10) 0.79 ± 0.63 (13.0%, n = 9) P = .909 Mann-Whitney U

Open bite* 8% (n = 8) 0.98 ± 1.18 (7.2%, n = 5) P = .258 Mann-Whitney U

Deep bite* (> 35%) 45% (n = 45) 1.68 ± 1.88 (46.4%, n = 32) P = .926 Mann-Whitney U

Increased overjet*(> 3 mm) 52% (n = 52) 1.82 ± 2.62 (50.7%, n = 35)
P = .987 Mann-Whitney U

Normal or reduced overjet 48% (n = 48) 1.73 ± 1.85 (47.8%, n = 33)

Angle’s classification*

Class I (normal) 64% (n = 64) 1.80 ± 2.79 (65.2%, n = 45)

Kruskal-Wallis test: P = .894Class II 31% (n = 31) 1.74 ± 2.08 (29.0%, n = 20)

Class III 5% (n = 5) 1.32 ± 1.85 (5.8%, n = 4)

Dental crowding 61% (n = 61) 1.68 ± 2.27 (68.1%, n = 47)
P = .624 Mann-Whitney U

vs no crowding/spacing 39% (n = 39) 1.93 ± 2.31 (31.9%, n = 22)

P values appear in bold when < .05. *Total exceeds 100% as some children have combined malocclusions. REI = respiratory events index.
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adults.26 We also performed the recording a long time after
surgery and not in the 6 months to 1 year following surgery;
as the maximum peak of lymphoid tissue growth is about age
8 years, residual disease, originating from residual lymphoid
tissue, is thenmore likely to be seenwhen the study is performed
at age 7 or 8 years.

Various craniofacial abnormalities were described in pre-
school children as predisposing factors for SDB, including
decreased mandibular and maxillary lengths, skeletal retrusion,
and increased lower facial height.27

In this study, we could not establish any direct relationship
between abnormal respiratory events during sleep and specific
malocclusions, such as crossbite, deep bite, or class II occlusion,
whose prevalence in this sample was not significantly different
from that in the general population.

This finding was a surprise, as a strong association is
depicted in the literature. In the PANIC study,28 conducted on

491 Finnish children 6–8 years of age, children with crossbite
had a 3.3 times higher risk of having SDB (based on a ques-
tionnaire) than those without crossbite, and children with a
convex facial profile had a 2.6 times higher risk of having
SDB than those with a normal facial profile. A recent Italian
study,29 comparing a group of 139 children with OSA to a
control group of 137 children (range 2–10 years, all diag-
nosed with PSG), described several orthodontic factors in-
dependently associated with OSA: posterior crossbite (odds
ratio = 3.38), reduced overbite (odds ratio = 2.43), increased
overbite (odds ratio = 2.19), and increased overjet (odds
ratio = 4.25).

The difference in our trial might be that we studied a different
age group. Only when performing a subgroup analysis of
children under the age of 8 years were sleep parameters
influenced by malocclusion (Mann-Whitney U test P = .01 for
OREI and ODI, respectively).

Table 4—Nasal, oral, and oropharyngeal factors tested in the symptomatic sample (underlined items are from SCS scoring)

Nasal & Oropharyngeal factors (Sleep
Clinical Record) Frequency (n = 100) REI (n = 69) P Value, Test

Oral breathing 62% (n = 62) 2.16 ± 2.6 (76.8%, n = 53)
P = .017 Mann-Whitney U

Nasal breathing 38% (n = 38) 1.17 ± 1.50 (23.2% n = 16)

Nasal cartilage hypotonia 18% (n = 18) 1.35 ± 1.25 (20.3%, n = 14)
P = .939 Mann-Whitney U

vs no collapsus on inspiration 82% (n = 82) 1.87 ± 2.48 (79.7%, n = 55)

Deviated nasal septum 5% (n = 5) 0.60 ± 0.20 (4.3%, n = 3) P = .387 Mann-Whitney U

Nasal obstruction 32% (n = 32) 2.51 ± 2.42 (30.4%, n = 21)
P = .017 Mann-Whitney U

No obstruction 68% (n = 68) 1.43 ± 2.14 (69.6%, n = 48)

Palatal tonsils

Score III or IV 9% (n = 9) 1.13 ± 0.63 (10.1%, n = 7)
P = .424 Mann-Whitney U

Score 0 (removed), I, II 91% (n = 91) 1.83 ± 2.38 (89.1%, n = 62)

Palate position

P = .059 Mann-Whitney UScore III or IV 58% (n = 58) 1.51 ± 2.4 (55.1%, n = 38)

Score I or II 42% (n = 42) 2.06 ± 2.1 (44.9%, n = 31)

Tongue

Short frenulum 41% (n = 41) 2.25 ± 2.78 (40.6%, n = 28)
P = .281 Mann-Whitney U

vs normal tongue motility 59% (n = 59) 1.42 ± 1.80 (59.4%, n = 41)

Relative macroglossia 38% (n = 38) 2.14 ± 2.66 (29.0%, n = 24)
P = .126 Mann-Whitney U

vs normal tongue volume 62% (n = 62) 1.56 ± 2.03 (65.2%, n = 45)

Motor immaturity (tasks) 26% (n = 26) 3.63 ± 3.63 (23.2%, n = 16)
P < .001 Mann-Whitney U

vs ability to elevate tongue 74% (n = 74) 1.19 ± 1.19 (76.8%, n = 53)

Atypical swallowing 54% (n = 54) 2.08 ± 2.60 (52.2% n = 36)
P = .327 Mann-Whitney U

vs mature swallowing 46% (n = 46) 1.52 ± 1.97 (47.8% n = 33)

Other factors

Parafunctionals habits (> 1) 51% (n = 51) 1.58 ± 1.95(50.7%, n = 35)
P = .656 Mann-Whitney U

vs none 49% (n = 49) 1.94 ± 2.57 (49.3%, n = 34)

Reported sleep bruxism 27% (n = 27) 1.94 ± 1.95 (29.0%, n = 20)
P = .643 Mann-Whitney U

No reported sleep bruxism 73% (n = 73) 1.69 ± 1.95 (71.0%, n = 49)

Nasal corticoid treatment 9% (n = 9) 1.32 ± 1.36 (13.0%, n = 9)
P = .986 Mann-Whitney U

No medical treatment 91% (n = 91) 1.82 ± 2.38 (87.0%, n = 60)

P values appear in bold when < .05. REI = respiratory event index.
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Interestingly, we also noted that patients with convex
profiles were operated at a significant younger age than those
with straight and concave profiles. These anatomical factors
might have influenced the surgical decision, as described in
the study by Sato et al30 in a group of Japanese preschool
children (mean age 5 years). Surgeons might be more prone
to operate on patients with adenoid facies or retrognathia.
Whether this facial convexity might have affected the
severity of SDB before surgery in our sample remains
hypothetical, but the relative importance of skeletal ab-
normalities in SDB pathogenesis could be reduced with
continued growth.

The growth rate of the jaws describes a plateau in childhood
before an acceleration at puberty, the mandible having a more
extended and pronouncedperiod than themaxilla,31 so that profile
convexity tends to reduce with normal growth. Furthermore,
A&T has been shown to normalize maxillomandibular growth
compared with baseline,32 in a group of 17 children (mean
age 5.6 years). The authors found no statistically signifi-
cant differences in the maxillomandibular values at a 5-year
follow-up between the patients with OSA and control patients.
These results were reproduced in several studies,33,34,35 where
improvements were found in the face and dental arches, 1 year
after surgery.36

Our results are in accordance with findings of a recent meta-
analysis37 that could not support a direct causal relationship
between craniofacial structure and pediatric SDB.

Compilation of worldwide data and large age groups
might hide phenotype-specific patterns, with potentially
different natural history. These may be elucidated only by
complex cluster analysis38 or longitudinal samples of relatively
homogeneous populations.

The airway patency is linked to its anatomical structure
and to the muscular tone/activity of its dilator muscles, which
counteract the inspiratory depression forces. Oral breath-
ing, “nasal disuse,”39 and abnormal oral reflexes have been
implicated both in the pathogenesis of SDB and malocclusions:
oronasal function grading strategies have beenwidely described
in the field of orthodontics and sleep medicine.40

Several nasal abnormalities, such as cartilage hypotonia
(18%), deviated nasal septa (5%), and nasal obstruction

Figure 2—Photographs depicting cartilage hypotonia and
short lingual frenulum.

(A) Cartilage hypotonia (spontaneous unilateral or bilateral collapse
during forced inspiration) was overrepresented in this symptomatic
population, but was not related to postoperative sleep parameters nor
hierarchic severity clinical scale. (B)Short lingual frenulum (limited tongue
elevation in relation to maximal aperture of 60% or less).

Figure 3—Obstructive respiratory events index, Gudin’s
nasal reflex, and tongue immaturity.

(A)Obstructive respiratory events index (OREI) per total sleep time (TST)
according Gudin’s test (median). (B) OREI index per TST according
tongue elevation test (median).
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(32%) were found in this study but do not explain why the
majority of these patients with SDB were mouth breathers
(62%). Other oral abnormalities, such as a short lingual
frenulum (40%) or narrow palate (42%), could favor a low
tongue posture and be a factor in the maintenance of an oral
breathing mode. This is in accordance with the study of
Guilleminault et al,41 who described a phenotype of patients
with narrow high arch palate with a short mandibular lingual
frenulum between the ages of 2 and 6 years old, who all had
SDB when it was left untreated.

It must be recognized that surgical, orthodontic, and medical
treatments of SDB generate structural modification of the air-
ways, but do not necessarily lead to any neuromuscular mod-
ification or switching of the child’s ventilatory mode.

Myofunctional exercises have been shown to reduce re-
sidual OREI in young children after A&T compared with a
control group.42 The critical role of this re-education has al-
ready been described,43 following patients in adolescence
after A&T and palatal expansion. When oral rehabilita-
tion was not performed despite an indication, recurrence
of SDB symptoms were observed at 1 year, whereas in the
same interval of time, rehabilitated children had normalized
sleep parameters.43

In our sample, residual pathological OREI was significantly
associated with a failed Gudin’s test. The alar muscles, which
control the nostril caliber, have active contraction only during
deep inspiration and sniffing; their reflex contraction, during
inspiration, makes it possible to oppose inspiratory collapse,
and an absence of active contraction could testify of uncommon
use of the nasal passage. Then, when asked to elevate the tip of
the tongue against the palate or outside of the mouth toward
the nose, 26% of patients were unable to spontaneously do so.
This motor immaturity was also associated to higher REI,
OREI, and ODI.

These simple clinical tests could help identify children re-
quiring re-education in the postoperative follow-up period.

Other risk factors have been involved in pediatric
SDB, including male sex and race/ethnicity,44 but also sys-
temic inflammation, allergy/atopy, asthma, visceral obesity,
and prematurity.

Male predominance and male younger age at surgery in
pediatric SDB could be explained by a less mature craniofacial
skeleton, together with a degree of sexual dimorphism or an-
droid pattern of fat distribution of the older adolescent. OSA
becomes more prominent in males after puberty.45

Anatomical variationswith ethnicity have been suggested for
black African children, who could present soft tissue differ-
ences. These variations could also be present in Asian pop-
ulations, where some authors could not find any cephalometric
characteristic associatedwithOSAseverity in children,46 except
for a lowered hyoid position,47 which could be related to a low
tongue position.

Some of the weaknesses of our study relate to surgical data,
which were retrospectively collected and which would not
provide precise assessment of SDB severity or obesity status
prior to surgery.

TheAmericanAcademyofSleepMedicine48 and theAmerican
Academy of Otolaryngology Head and Neck Surgery Foundation

(AAO-HNSF)49 clearly stated that an attended full night PSG
is the gold standard for diagnosis of pediatric SDB. Unfor-
tunately, PSG is a complex test, expensive, and not readily
available. Given the rarity of qualified sleep laboratories
to offer pediatric studies, priority is given to severe or syn-
dromic cases, patients with obesity, or patients under 2 years
of age,50 and there can be an extended waiting period be-
tween referral and when sleep studies are done. In the exam-
ined charts, baseline SDB diagnosis prior to surgery was mostly
made through clinical picture (witnessed apnea reported by
parents) or oximetry. No PSG was available at baseline to
confirm the severity of SDB and to assess whether persistent
symptoms were the continuation of a previously severe dis-
ease, a recurrence of symptoms, or even a new form of SDB
that could be related to weight gain or allometric changes in
craniofacial growth.

Katz et al51 found that the BMI score increased more in
children who underwent A&T compared with those in the
watchful waiting group, but we could not trace the weight
gain of each of the subjects studied. Almost 1 of 4 children
in our symptomatic sample and about 40% of the moderate
suspected OSA cases (HSAT sample) were overweight or
obese, even if no direct relationship could be drawn between
BMI z-score and sleep parameters. In obese children, fatty
infiltration of the pharyngeal walls and muscles, particu-
larly tongue base and lateral pharyngeal fat pads, gradually
reduces the respiratory tract, which mechanically explains
the obstruction.

Going further, BMI z-score measure surplus weight relative
to height and not body fat, whereas the distribution of adipose
tissue seems to be more important than its total mass for the risk
of developing obesity-associated diseases. We added a quali-
tative assessment of body fat distribution, the waist to height
ratio, as a marker of central obesity, but neither did we show a
significative difference in the REI. Several other methods
could have been used, including skinfolds, bioelectrical im-
pedance analysis, air displacement plethysmography, or
hydrodensitometry and dual energy x-ray absorptiometry, but
these tools were not available.

Still, obesity is not systematically associated with OSA;
Yuan et al52 showed that, despite a narrowed upper airway
from adipose tissue, certain adolescents with obesity were
protected from developing OSA by upper airway neuro-
motor activation. More studies are required to assess tongue
motor immaturity in different obesity levels at a range of
age groups. However, as the association between BMI and
the severity of the obstructive apnea-hypopnea index is
low before puberty, but becomes significant at the time of
adolescence, dietary management and follow-up of these
children is recommended.53

In the light of our results, it also appears that the HSCS score
was not a reliable tool to separate chronic snoring from OSA,
but this outcome was not anticipated. We chose this simple
and validated pediatric questionnaire, which was developed in
both English and French as a first-line tool for pediatric sleep
apnea, because to our knowledge, no validated questionnaires
existed to screen specifically for persistent SDB following
surgery. We can explain this unexpected result by our different
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population (a postsurgical sample) and its wide age group, in
particular. HSCS was designed on children aged 5 to 9 years
and our sample was 4 to 17 years. On the other hand, the sleep
clinical record, combining various clinical parameters, seemed
to be accurate in screening persistent OSA from snoring, with a
cut-off score ≥ 6.5. This is in accordance with the original
publications of Villa et al in older age groups and postsurgical
populations.18,19 We had the limitation of a parental report of
Attention Deficit Hyperactivity Disorder instead of a clinician
diagnosis for most subjects, which could have influenced
our results.

Among the other limitations of this study, we could not
perform a PSG and the HSAT could not be done in all examined
patients (V2). Probably because of these relatively mild
symptoms and lack of clinical complaint, children’s and par-
ents’motivation was quite low. Many of them refused the sleep
study or refused to perform another test after failing a first test.
Therewas a reduced sample size fromV2 toV3,with an increase
in the populations who were overweight and oral breathers
performing the HSAT.

Last, examinations were performed by an orthodontist
and not an ear, nose, throat surgeon; no nasofibroscopy was
performed to assess directly the location of the obstacle and
search for adenoid regrowth, lingual tonsil hypertrophy,
turbinates, or nasal mucosa swelling and no allergy diag-
nosis or tests could be performed. More deviated septa
located in a more posterior aspect of the nasal cavities
could have been found. Similarly, as enlargement of the
lingual tonsils has been described as relatively common in
children with persistent OSA after A&T,54 it could have
played some part in the observed macroglossias, which could
have been overestimated.

Other factors, such as prematurity, could play a role, as this
sample was extracted from a tertiary hospital with a significant
number of premature births. A longitudinal study demonstrated
that a large number of infants born prematurely had generalized
hypotonia,55 a tendency to exhibit mouth breathing during sleep
and a narrow palatal vault.

CONCLUSIONS

Residual SDBwas present in a small proportion of children after
A&T in the long term: patients in our persistent SDB sample had
mild tomoderate OSA and presented various phenotypes with a
high prevalence of morphological abnormalities and dysfunc-
tions and 24% were obese. The SCS (> 6.5) seemed to indi-
vidualize patients adequately with persistent OSA from chronic
snoring, but should not be substituted for PSG, the gold standard
method for pediatric OSA.

Oral breathing, impaired nasal dilator reflex (failed Gudin’s
test), and tongue motor immaturity were associated with in-
creased OREI in this population, underlying the neuromuscular
component of persistent SDB.

Craniofacial risk factors might have had a significant impact
in the severity of SDB at a younger age, influencing the age of
surgery, but were not associated with sleep parameters in the
long term after surgery.

ABBREVIATIONS

A&T, adenotonsillectomy
BMI, body mass index
HSAT, home sleep apnea test
HSCS, hierarchic severity clinical scale
ODI, oxygen desaturation index
OREI, obstructive respiratory event index
OSA, obstructive sleep apnea
PSG, polysomnography
REI, respiratory event index
SDB, sleep-disordered breathing
SCS, sleep clinical score
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Faciale. 1989;23:407–425.

21. Kotlow LA. Ankyloglossia (tongue-tie): a diagnostic and treatment quandary.
Quintessence Int. 1999;30:259–262.

22. Cairns A, Wickwire E, Schaefer E, Nyanjom D. A pilot validation study for the
NOX T3(TM) portable monitor for the detection of OSA. Sleep Breath.
2014;18(3):609–614.

23. Berry RB, Brooks R, Gamaldo CE, et al; for the American Academy of Sleep
Medicine. The AASM Manual for the Scoring of Sleep and Associated Events:
Rules, Terminology and Technical Specifications. Version 2.4. Darien, IL:
American Academy of Sleep Medicine; 2017.

24. Thadikonda KM, Shaffer AD, Stapleton AL. Outcomes of adenoidectomy-alone
in patients less than 3-years old. Int J Pediatr Otorhinolaryngol.
2018;106:46–49.

25. Mitchell RB, Kelly J. Outcome of adenotonsillectomy for obstructive sleep
apnea in children under 3 years. Otolaryngol Head Neck Surg.
2005;132(5):681–684.

26. Collop NA, Anderson WM, Boehlecke B, et al. Clinical guidelines for the
use of unattended portable monitors in the diagnosis of obstructive
sleep apnea in adult patients. Portable Monitoring Task Force of the
American Academy of Sleep Medicine. J Clin Sleep Med.
2007;3(7):737–747.

27. Marino A, Malagnino I, Ranieri R, et al. Craniofacial morphology in preschool
children with obstructive sleep apnoea syndrome. Eur J Paediatr Dent.
2009;10(4):181–184.
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29. Galeotti A, Festa P, Viarani V, D’Antò V, Sitzia E, Piga S, Pavone M. Prevalence
of malocclusion in children with obstructive sleep apnoea. Orthod Craniofac Res.
2018;21(4):242–247.

30. Sato K, Shirakawa T, Sakata H, Asanuma S. Effectiveness of the analysis of
craniofacial morphology and pharyngeal airway morphology in the treatment of
children with obstructive sleep apnoea syndrome. Dentomaxillofac Radiol.
2012;41(5):411–416.

31. Proffit W, ed. Contemporary Orthodontics, 5th ed. Philadelphia:Elsevier; 2012.

32. Zettergren-Wijk L, Forsberg CM, Linder-Aronson S. Changes in
dentofacial morphology after adeno-/tonsillectomy in young children with
obstructive sleep apnoea-a 5-year follow-up study. Eur J Orthod.
2006;28(4):319–326.

33. Pereira SR, Weckx LL, Ortolani CL, Bakor SF. Study of craniofacial alterations
and of the importance of the rapid maxillary expansion after tonsillectomy. Braz J
Otorhinolaryngol. 2012;78(2):111–117.

34. Petraccone Caixeta AC, Andrade I Jr, Bahia Junqueira Pereira T, et al. Dental
arch dimensional changes after adenotonsillectomy in prepubertal
children. Am J Orthod Dentofacial Orthop. 2014;
145(4):461–468.

35. Mattar SE, Valera FC, Faria G, et al. Changes in facial morphology after
adenotonsillectomy in mouthbreathing children. Int J Paediatr Dent.
2011;21(5):389–396.

36. Souki BQ, Pimenta GB, Franco LP, et al. Changes in vertical dentofacial
morphology after adenotonsillectomy during deciduous and mixed dentitions
mouth breathing children-1 year follow-up study. Int J Pediatr Otorhinolaryngol.
2010;74(6):626–632.

37. Katyal V, Pamula Y, Martin AJ, et al. Craniofacial and upper airway morphology
in pediatric sleep-disordered breathing: Systematic review and meta-analysis.
Am J Orthod Dentofacial Orthop. 2013;143(1):20–30.

38. Freeman K, Bonuck K. Snoring, mouth-breathing, and apnea trajectories in a
population-based cohort followed from infancy to 81 months: a cluster analysis.
Int J Pediatr Otorhinolaryngol. 2012;76(1):122–130.

39. Lee SY, Guilleminault C, Chiu HY, Sullivan S. Mouth breathing, “nasal disuse,”
and pediatric sleep-disordered breathing. Sleep Breath.
2015;19(4):1257–1264.

40. Chauvois A, Fournier M, Girardin F. Rééducation des fonctions dans la
thérapeutique orthodontique. Paris: S.I.D.; 1991.

41. Guilleminault C, Huseni S, Lo L. A frequent phenotype for paediatric
sleep apnoea: short lingual frenulum. ERJ Open Res.
2016;2(3):00043-02016.

42. Villa MP, Evangelisti M, Martella S, et al. Can myofunctional therapy increase
tongue tone and reduce symptoms in children with sleep-disordered breathing?
Sleep Breath. 2017;21(4):1025–1032.

43. Guilleminault C, Huang YS, Monteyrol PJ, et al. Critical role of myofascial
reeducation in pediatric sleep-disordered breathing. Sleep Med.
2013;14(6):518–525.

44. Goldstein NA, Abramowitz T, Weedon J, et al. Racial/ethnic differences in the
prevalence of snoring and sleep-disordered breathing in young children. J Clin
Sleep Med. 2011;7(2):163–171.

45. Ronen O, Malhotra A, Pillar G. Influence of gender and age on upper-airway
length during development. Pediatrics. 2007;120(4):1028–1034.

46. Ping-Ying Chiang R, Lin CM, et al. Systematic analysis of cephalometry in
obstructive sleep apnea in Asian children. Laryngoscope.
2012;122(8):1867–1872.

47. Au CT, Chan KCC, Liu KH, et al. Potential anatomic markers of obstructive
sleep apnea in prepubertal children. J Clin Sleep Med. 2018;
14(12):1979–1986.

48. Kirk V, Baughn J, D’Andrea L, et al. American Academy of Sleep
Medicine position paper for the use of a home sleep apnea test for the
diagnosis of OSA in children. J Clin Sleep Med. 2017;
13(10):1199–1203.

49. Roland PS, Rosenfeld RM, Brooks LJ, et al. American Academy of
Otolaryngology—Head and Neck Surgery Foundation. Clinical practice
guideline: polysomnography for sleep-disordered breathing prior to
tonsillectomy in children. Otolaryngol Head Neck Surg.
2011;145(1):S1–S15.

50. Friedman NR, Ruiz AG, Gao D. Pediatric obstructive sleep-disordered
breathing: updated polysomnography practice patterns. Otolaryngol Head
Neck Surg. 2019;161(3):529–535.

51. Katz ES, Moore RH, Rosen CL, et al. Growth after adenotonsillectomy for
obstructive sleep apnea: an RCT. Pediatrics. 2014;134(2):282–289.

52. YuanH, Schwab RJ, KimC, et al. Relationship between body fat distribution and
upper airway dynamic function during sleep in adolescents. Sleep.
2013;36(8):1199–1207.

53. Ievers-Landis CE, Redline S. Pediatric sleep apnea: implications of the
epidemic of childhood overweight. Am J Respir Crit Care Med.
2007;175(5):436–441.

54. Lin AC, Koltai PJ. Persistent pediatric obstructive sleep apnea and lingual
tonsillectomy. Otolaryngol Head Neck Surg. 2009;141(1):81–85.

55. Huang YS, Paiva T, Hsu JF, et al. Sleep and breathing in premature infants at
6 months of age. BMC Pediatr. 2014:14–303.

ACKNOWLEDGMENTS

Author contributions: Dr. JC-L performed collection of data, drafted the initial
manuscript and figures, and approved the final manuscript as submitted; PR gave advice
to the statistical analyses, reviewed and revised the manuscript, and approved the final
manuscript as submitted. Dr. NH served as senior author and mentor for Dr. JC-L;
Dr. NH and Dr. FA conceptualized the project, reviewed and revised the manuscript,
and approved the final manuscript as submitted.

Journal of Clinical Sleep Medicine, Vol. 16, No. 8 August 15, 20201367

J Cohen-Levy, M-C Quintal, P Rompré, et al. Malocclusions and oral dysfunctions in children
D

ow
nl

oa
de

d 
fr

om
 jc

sm
.a

as
m

.o
rg

 b
y 

49
.1

45
.2

34
.1

86
 o

n 
M

ar
ch

 1
7,

 2
02

2.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 N
o 

ot
he

r 
us

es
 w

ith
ou

t p
er

m
is

si
on

. 
C

op
yr

ig
ht

 2
02

2 
A

m
er

ic
an

 A
ca

de
m

y 
of

 S
le

ep
 M

ed
ic

in
e.

 A
ll 

ri
gh

ts
 r

es
er

ve
d.

 



SUBMISSION & CORRESPONDENCE INFORMATION

Submitted for publication June 27, 2019
Submitted in final revised form April 24, 2020
Accepted for publication April 24, 2020
Address correspondence to: Nelly Huynh, PhD, Clinique d’Orthodontie de l’Université
de Montréal, 3525 chemin Queen Mary, Montréal H3V 1H9, Québec Canada;
Email: nelly.huynh@umontreal.ca

DISCLOSURE STATEMENT

All authors have seen and approved the manuscript. Work for this study
was performed at the orthodontic clinic, Université de Montréal and CHU
Sainte-Justine; recruited participants were from the community in Montreal
and surrounding areas (Canada). This project was funded by the
SickKids Foundation, Toronto, Canada. The authors report no conflicts
of interest.

Journal of Clinical Sleep Medicine, Vol. 16, No. 8 August 15, 20201368

J Cohen-Levy, M-C Quintal, P Rompré, et al. Malocclusions and oral dysfunctions in children
D

ow
nl

oa
de

d 
fr

om
 jc

sm
.a

as
m

.o
rg

 b
y 

49
.1

45
.2

34
.1

86
 o

n 
M

ar
ch

 1
7,

 2
02

2.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 N
o 

ot
he

r 
us

es
 w

ith
ou

t p
er

m
is

si
on

. 
C

op
yr

ig
ht

 2
02

2 
A

m
er

ic
an

 A
ca

de
m

y 
of

 S
le

ep
 M

ed
ic

in
e.

 A
ll 

ri
gh

ts
 r

es
er

ve
d.

 

mailto:nelly.huynh@umontreal.ca

	Prevalence of malocclusions and oral dysfunctions in children with persistent sleep-disordered breathing after adenotonsill ...
	Outline placeholder
	Study design
	Participants
	Physical examination
	Home sleep apnea test
	Statistical analysis
	Demographics
	Sleep
	Craniofacial, oronasal anatomical and functional factors



