‘ I‘ DEPARTMENTS

LETTER TO THE EDITOR

Downloaded from jesm.aasm.org by 162.253.68.115 on March 25, 2022. For personal use only. No other uses without permission.

Copyright 2022 American Academy of Sleep Medicine. All rights reserved.

JCSM

Journal of Clinical

Sleep Medicine

Author Response to Chung

Tracey L. Stierer, M.D."; Nancy A. Collop, M.D.?

!Anesthesiology and Critical Care Medicine Johns Hopkins University, Baltimore, MD;
°The Emory Clinic Sleep Disorders Center, Atlanta, GA

We read with interest, Dr. Chung’s letter to the
editor' regarding our manuscript addressing
OSA and ambulatory surgery.> We wholeheartedly
agree that larger scale studies are needed to better
understand the impact of OSA on surgical outcomes;
this was clearly noted in the manuscript’s conclusion.
Furthermore, the statement, “our study supports the
concept that patients with obstructive sleep apnea may
be able to undergo ambulatory surgical procedures
without increased risk of major adverse outcome”
was not meant to be construed as a definitive rec-
ommendation as it was preceded with ...“additional
large scale studies are needed...” We merely sought
to highlight the fact that OSA and the symptoms sug-
gestive of OSA are relatively common in ambulatory
surgical patients, and that not all patients with OSA
will suffer an adverse outcome following ambulatory
surgery. This concept is not new. Sabers and Plevak
first suggested that prior diagnosis of OSA was not a
risk factor for unplanned admission after ambulatory
surgery in 2003.* Additionally, in a study by Warner,
the low incidence of death and adverse outcome after
45,000 consecutive outpatient procedures performed
at the Mayo Clinic in 1993 supports the supposition
that OSA alone may not be a single variable associ-
ated with poor outcome, as one would assume that
many of those patients had previously undiagnosed
OSA.* This is in contrast to patients with OSA under-
going more extensive inpatient surgical procedures
which were referenced in Dr. Gay’s prior editorial.
Regarding Drs. Chung and Gay’s comments con-
cerning the “small” prevalence of patients at risk for
OSA in our population (4.8%), we would like to point
out that there are highly variable reports of prevalence
amongst different epidemiological studies. The epide-
miologic study referred to in Dr. Chung’s letter specifi-
cally quotes the polysomnographic prevalence of OSA
as defined by an AHI.’ The actual prevalence in that
paper were 4% and 2%, respectively, when including
symptoms of OSA, which a predictive questionnaire
such as we used (Maislin) would take into account.
Another factor contributing to the perceived low prev-
alence of OSA in our cohort is the predominance of fe-
male subjects (68%). The authors are unaware of any
predictive model that is capable of identifying patients
at risk of OSA with 100% sensitivity with 100% speci-
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ficity. Historically, with regards to predictive models,
what has been gained in achieving greater sensitivity
has been lost with substantial proportional decreases
in specificity. So although there have been models that
tout nearly 100% sensitivity in identifying the patient
with OSA, in reality, that patient’s chance of not suf-
fering the malady could be equally well determined by
the flip of a coin.

Regarding the patients who reported having a prior
diagnosis of OSA, it is impossible to state with any
certainty in an unobserved ambulatory population,
the rate of compliance with CPAP. Although all pa-
tients presenting to our facility with known OSA are
asked to use their CPAP perioperatively, studies in
some populations have shown compliance to be less
than 25%.” We therefore agree that the use of CPAP
in this population could confound the results because
it was neither evaluated nor controlled for.

The nature of ambulatory surgical procedures is
such that postoperative pain is expected to be manage-
able with no more than low dose narcotics. And while
there were a wide range of ambulatory surgical proce-
dures performed in the process of this study, the peri-
operative care team was blinded to the results of the
questionnaire used to determine the patient’s propensi-
ty to OSA, and therefore it had no impact on their deci-
sion to manage their pain with postoperative narcotics.

The authors agree that further large studies need to
be performed to better understand perioperative risk
in patients with OSA. We agree that it is important to
preoperatively screen patients for signs and symptoms
of OSA; however, this can and should be done with the
recognition that healthcare resources are not infinite.
Just as it is routine for patients to undergo preopera-
tive cardiac risk assessment, the authors believe that
patients should also be assessed for risk of sleep dis-
ordered breathing. And while both pathological pro-
cesses yield patients that may benefit from prolonged
postoperative monitoring after ambulatory surgery,
this costly utilization of precious healthcare resources
may not be necessary for many of these patients.

It is the mission of the perioperative physician to
assess and survey for potential preventable causes of
adverse outcome in surgical patients. However, to ini-
tiate mandatory hospital protocols to manage patients
with OSA as an isolated entity without consideration
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of comorbidities and surgical invasiveness may be a costly ex- 7. Grote L, Hedner J, Grunstein R, Kraiczi H. Therapy with nCPAP: incomplete
ercise for a healthcare system with limited resources. elimination of Sleep Related Breathing Disorder. Eur Respir J 2000;16:921-7.
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