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T here is no doubt that the ability to summon extraordinary el-

oquence during a debate provides a compelling tendency for 

endorsement of any reasonably valid argument in which oppo-

site and contradictory opinions on certain details are discussed. 

Furthermore, we routinely tend to side with the “underdog,” and 

will more willingly support minority opinions, especially when 

such opinions deal with a sector of our population for whom we 

are genetically and evolutionarily conditioned to protect, namely 

our children. In their rendering of an opinion on integrated sleep 

centers, Owens et al. demonstrate in a superlative manner the 

persuasive nature of such skills and circumstances. However, in 

spite of an almost relentless inner drive to cede to my esteemed 

colleagues, I will try to delineate some of the drawbacks of the 

proposal they so eloquently formulate.

Access to Care

Under the auspices of the most recent consensus focused on 

indications for PSG in children with respiratory symptoms,1

and similar guidelines originating from different countries and 

medical disciplines over the last decade,2-9 and with the ever 

increasing awareness among pediatricians and primary care 

physicians on the importance of healthy sleep in children’s 

well-being, it is indeed predictable that a progressive increase 

in the utilization of sleep services will occur in the pediatric age 

range. The major problems with this proposition are that access 

to pediatric sleep specialists is quite limited in the US, and even 

further restricted in other countries around the world. As such, 

the access to care will be further compromised particularly 

considering that only a very small number of pediatricians are 

formally trained in sleep medicine on a yearly basis. Therefore, 

although relying on a different perspective of medical practice, 

I will wholeheartedly agree with Owens et al. that demand 

will defi nitively increase for pediatric clinical services. What 
remains unclear is whether such services will require in-labora-

tory PSG, or whether similar to the current trends in adult sleep 

medicine, we will witness a progressive transition to alternative 

diagnostic methods relying on polygraphic respiratory record-

ings at home10 or on innovative urine biomarkers.11 Such uncer-

tainties are likely to dampen any “business-oriented” initiatives 

to expand the current capacity of sleep laboratories. However, 

the increased demand in a setting of declining activity around 

adult patients will, at least temporarily, shift the current trends 

to increase the current proportion of children being evaluated in 
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sleep medicine centers around the country. Under such circum-

stances, there is no doubt that the accrediting bodies will have 

to incorporate improved methods for ascertaining the adequacy 

of resources and capabilities embedded in the accreditation pro-

cess of sleep laboratories and centers that evaluate and manage 

children. In other words, the accreditation process is not in need 

of change, but rather the specifi c content as it relates to children 
will need to gain more specifi c attention during the accredita-
tion and reporting process.

medical Home Concept
The conceptual framework of patient centered care and med-

ical home is not novel but has received more recent attention 

in the context of the emerging radial changes in the delivery of 

healthcare in our country.12 As part of this trend, the AASM has 

indeed fostered a vibrant discussion process that is still in its 

initial operational implementation stages.13,14 Under such con-

ceptual framework, there is clearly a need for revising the cur-

rent accreditation standards and implementing a new revised set 

of well-validated and standardized defi nitions and metrics for 
assessing health outcomes, in the context of the full spectrum of 

sleep disorders. There is no doubt that lack of inclusion of any 

specifi c constituent into the overall operational set of guidelines 
may have detrimental effects and result in substandard care for 

patients. However, the concepts enunciated are not exclusive of 

children or geriatric patients or any other specifi c patient group, 
and therefore, we need to operate as collaboratively as possible 

to ascertain that the common goals are fulfi lled and that specifi c 
differences pertaining to any special group of patients or dis-

eases are addressed. Efforts in this direction have clearly been 

implemented in many of the practice guidelines documents 

emanating from the AASM, whereby pediatric experts have 

consistently been included and have contributed to the content 

and specifi c items prescribed in such guidelines.

the multidisciplinary Aspects of sleep medicine
The most attractive characteristic of our fi eld of sleep medi-

cine is the fact that we operate in a multidisciplinary contex-

tual setting, whereby the classic specialties are incorporated 

into the overarching umbrella of sleep. A potential consequence 

of requiring specifi c and distinctly separate sets of operational 
guidelines and accreditation standards in the context of pediat-

ric patients could create a domino effect, whereby all the “silo” 
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subspecialties represented in AASM may see as pertinent the 

need to segregate and formulate separate documents and rules. 

In other words, do we need then specific sub-accreditations for a 
sleep program or center, if patients with neurological, psychiat-

ric, psychological, cardiovascular, pulmonary, etc…diseases are 

evaluated and treated in such center? I firmly believe that the 
AASM, as the leading organization responsible for establishing 

professional guidelines in sleep medicine, should merge all of 

these silos and provide a set of standard guidelines for accredita-

tion that are operationally sound, protect the welfare of the pa-

tient, promote optimized outcomes, and overall improve health. 

If any specific unpredictable adverse consequences result form 
such efforts in the context of the continuous self-critical evalu-

ation and appraisal process that is implemented as part of such 

efforts, then, and only then, specific corrections will be needed.
Before I address each of the 7 arguments enunciated as being 

detrimental to the outcomes of pediatric patients, I will have to 

point out that none of such arguments relies on objective data that 

have been critically assessed, and as such, they are more akin to a 

“gut feeling” rather than being based on specific facts and figures.

(1) Inappropriate or substandard pediatric sleep testing 
drives up healthcare costs.

Owens et al. contend that if pediatric sleep studies are inap-

propriately conducted, interpreted, or scored by sleep medicine 

providers inadequately trained in pediatrics, then excessive 

healthcare costs will result, and that therefore the implementa-

tion of specialized pediatric accreditation standards would sub-

stantially reduce this risk. The problem with this statement is that 

there is absolutely no evidence to support this contention. For 

example, ~90% of all children with habitual snoring are current-

ly undergoing evaluation and treatment by Ear Nose and Throat 

specialists in the absence of any evaluation by Sleep Medicine 

physicians.15 However, there are no studies documenting that 

the outcomes of such pediatric patients are worse than similar 

patients being evaluated in pediatric sleep centers. Furthermore, 

there is no evidence that habitually snoring children referred by 

pediatricians to either sleep centers or ENT practices present with 

significant differences in the prevalence of PSG-diagnosed sleep 
apnea.16 In addition, I could contend that implementation of PSG 

in children in the US alone to establish the definitive diagnosis 
of OSA among the estimated 500,000 habitually snoring children 

undergoing adenotonsillectomy each year, would not only be un-

feasible when considering the current number of sleep centers 

that are proficient in pediatric sleep issues, but would also un-

doubtedly and excessively delay access to treatment, potentially 

aggravating end-organ morbidity, and furthermore increasing the 

already elevated healthcare costs among these children.17-19 One 

could further propose that increased access to the existing large 

network of accredited adult sleep laboratories in the US could 

markedly reduce the current resistance to include a PSG as part 

of the diagnostic process, and thus overall favorably impact the 

outcomes in the pediatric population.

(2) Conducting, scoring, and interpreting sleep studies 
in children require specialized training of both health 
care providers and technologists.

There is no doubt that the statements regarding the difficulties 
and challenges regarding delivery of optimal sleep medicine ser-

vices to pediatric populations are correct and point out the formi-

dable barriers that will need to be overcome. Most, if not all of the 

arguments advanced regarding the training experience acquired 

during fellowship and the scarcity of comprehensive pediatric 

sleep centers available as well as the high degree of variability 

in experience by physicians and technologists encompass likely 

contributions to the less than optimal standard performances by 

most sleep centers that are not extensively engaged in pediatrics. 

However, requesting specific accreditation standards that can 
not be pragmatically implemented due to the lack of appropriate 

training opportunities will not change the current reality. Instead, 

a more realistic evolutionary process that implements a set of 

desirable performance milestones and quality control supervision 

by the AASM might provide a more tangible solution and resolve 

some of the more acute problems in this area.

(3) Family-centered care is a mandatory component of 
pediatric sleep diagnostic and treatment services.

In this area, reason and extensive experience in pediatrics 

clearly mandate the implementation of requirements to enable 

adequate facilities and accommodations to the family unit dur-

ing diagnostic and treatment phases of children. Although the 

current prescriptive requirements for accreditation do not man-

date a detailed set of guidelines, there is no doubt that most of 

these requirements should be easily delineated and could be-

come rapidly enforceable in sleep programs aiming to expand 

their pediatric scope of clinical activities.

(4 and 5) Appropriate triaging of pediatric patients 
is fundamental to successful integration of pediatric 
sleep services. Comprehensive clinical care, 
including follow-up care for pediatric sleep patients 
undergoing diagnostic procedures, and evaluation and 
management of children with the full range of sleep 
disorders is a necessary component of an integrated 
sleep medicine program.

The premise that accredited adult sleep labs would be al-

lowed to restrict the scope of clinical services to exclusively 

testing for sleep disordered breathing is not a viable proposi-

tion. However, we could contemplate the option that many 

of the screening and post-test functions could be assumed by 

physicians with expertise in pediatrics, whereby the lab unit 

performing the test would be responsible for providing a “dry 

assessment and interpretation” of the test, rather than integrat-

ing the test results into the conglomerate of complexities asso-

ciated with each individual patient. This approach alone could 

clearly reduce the substantial bottleneck and waiting periods 

associated with pediatric diagnostic ad treatment services. One 

could further argue that the training and certification of sleep 
physicians has clearly endorsed the view of sleep as a continu-

um from prematurity to geriatrics, and that therefore we should 

believe that medicine is not practiced by professional associa-

tions, but is rather practiced by individual physicians, such 

that the burden of responsibility and accountability falls on the 

sleep specialists to deliver the best possible care and ascertain 

optimal outcomes. Thus, one could easily view the evolution 

and emergence of hierarchically structure sleep programs, in 

which the degree of complexity in both the diagnosis and man-

agement would enable provision of different levels of service. 
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Of course, such service structure may not be ideal and will like-

ly evolve over time. However, improved timely access to diag-

nosis is the first step of the process, and one that, as discussed 
earlier, is markedly deficient in pediatric settings.

(6) Adequate evaluation, treatment, and follow-up of 
pediatric sleep disorders, including sleep disordered 
breathing, may not be available in the community.

It is not only evident that both primary care pediatricians 

and other specialists are deficiently trained in the diagnosis and 
management of children with sleep disorders,20 but it is further 

disappointing that the vast majority of such physicians do not 

adhere to the existing professional guidelines.21,22 Therefore, 

before we blame those who wish to help children in “adult-

oriented” facilities, we first need to fix things at home.23

(7) Ultimately, failure to include special considerations 
for the pediatric population in planning for the future 
of sleep medicine would represent the loss of a major 
opportunity to improve the health of children and 
advance the field.

Mandating accreditation standards for the delivery of sleep 

services for children by the AASM will not solve the extreme 

shortages in well-trained pediatric sleep specialists, and the 

unique disparities to access to care that are pervasively en-

grained in our society and healthcare systems.

The future of pediatric sleep medicine is dependent on those 

of us who will assume the leadership roles of promoting Sleep 

Medicine to our students, our colleagues, and our own pediatric 

professional organizations, through stringent demonstration of 

evidence and progress across the translational planes. If we be-

lieve that children are our future, then it is on us to make sure 

that those of us who have chosen the path of caring for children 

will build and prepare their future as best as we can. In this re-

gard, I am confident that the AASM will prove to be a valuable 
and worthy partner in such efforts.
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