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been described in some patients with sleep apnea and there is early 
evidence emerging that it could be a clinical phenotype. The aim of 
this study was to characterize this phenotype in a large cohort of 
patients with sleep apnea confirmed by overnight polysomnography
Methods: The setting was a community sleep center. We performed 
a retrospective review of patient charts. We included patients who 
underwent full-night diagnostic PSG. OSA was defined as an apnea 
hypopnea index (AHI) of > 5.  Epworth score, body mass index 
(BMI), neck circumference, and upper airway size using Modified 
Friedman (MF) were recorded. Low ArTH was calculated using 
AHI, fraction of hypopneas and O2 nadir.Abnormal airway nar-
rowing was defined by MF >2. Large neck was defined by neck 
circumference ≥ 17 inches in males or ≥ 16 in females. Obesity was 
defined by BMI>30 kg/m2.
Results: 652 patients were included - 421(65%) were male, and 230 
(35%) female. 299 (46%) of patients had a low ArTH phenotype. 
Mean age was similar in both groups 54 +/- 14 vs 55 +/- 13 years. 
Male % was less pronounced in the low ArTH group (57% of pa-
tients with low ArTH male vs 71% of without low ArTH; p<0.05). 
Patients with a low ArTH had lower percentage of abnormal airway 
narrowing (53.5 vs 62.6%, p<0.001),  large neck circumference ( 64.6 
vs 78.8%, p<0.001) and obesity (65.6 vs 77.9%, p<0.001). Average 
BMI was lower in the low ArTH group (34.8 +/- 8 vs 36.9 +/- 8; p < 
0.005), and neck circumference was also lower in low ArTH group 
(NC 16.5 +/- 1.8 vs 17.4 +/- 1.8 respectively). Epworth sleepiness 
scale was lower in low ArTh group (10 +/- 8 vs 11 +/- 9; p 0.007)
Conclusion: We describe the phenotypic characteristics of low 
ArTH phenotype in a large cohort of patients with OSA. Patients 
with low ArTH have lower BMI, lower neck circumference, and 
lower Modified Friedman. Further research studies should focus 
on whether there are differences in therapeutic responses to this 
phenotype, and what clinical characteristics might help clinicians 
more effectively detect this phenotype.
Support (If Any): NA
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Introduction: Sleep disordered breathing (SDB) is defined 
based on clinical complaints and polysomnography events. 
Obstructive sleep apnea (OSA) was initially diagnosed based 
on the apnea hypopnea index (AHI), but the ICSD-3 has de-
fined the respiratory disturbance index (RDI) as the actual 
diagnostic criteria. This study aimed to evaluate and compare 
clinical outcomes related to daytime function in OSA patients 
defined by AHI and RDI.
Methods: This study was derived from the São Paulo Epidemiological 
Sleep Study (EPISONO), in its 3rd edition (2007) and follow up edi-
tion (2015). A total of 557 individuals had polysomnographies evalu-
ated according to the 2012 American Academy of Sleep Medicine 
Scoring Manual in both editions. The scores of the Epworth Sleepiness 
Scale (ESS), Chalder Fatigue Scale (CFS), Pittsburgh Sleep Quality 
Index (PSQI), Beck Anxiety and Depression Inventories (BAI and 
BDI) and Insomnia Severity Index (ISI) were compared between in-
dividuals who sustained the same AHI level in both editions (either 
AHI<15 or AHI≥15). We did the same comparison between individ-
uals who had either RDI<15 or RDI≥15.
Results: The grouping by AHI included 348 participants with 
AHI<15 and 107 with AHI≥15; while the grouping by RDI was 

composed by 335 with RDI<15 and 118 with RDI≥15. Considering 
the AHI grouping, there was no statistically significant differences 
in ESS, PSQI, BDI and ISI scores after 8 years of follow up (p=0.2, 
p=0.3, p=0.09 and p=0.7 respectively), but a significant increase 
in the CFS and BAI scores (p=0.05 and p=0.01, respectively) was 
observed. Considering the RDI grouping, there was no statistically 
significant difference on ESS, PSQI and ISI scores after 8 years of 
follow up (p=0.3, p=0.1 and p=0.4 respectively), but there was a 
significant increased on CFS, BAI and BDI.
Conclusion: OSA diagnosed by either AHI or RDI is associated 
with increase in fatigue levels. However, when OSA is diagnosed ac-
cording to RDI, a worse depression score is observed. Depression 
complaints can significantly impair quality of life and should be 
consider an important SDB outcome.
Support (If Any): AFIP, CNPq, CAPES.
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Introduction: The VOTE score, critical closing pressure (Pcrit), 
and therapeutic CPAP levels are assessments that quantify upper 
airway collapse by either subjective visual scoring or objective 
pressure-flow analysis. We hypothesized that there would be an as-
sociation between collapse severity and physiologic metrics (VOTE 
versus Pcrit and PAP levels, respectively) acquired during drug-
induced sleep endoscopy (DISE).
Methods: This prospective cohort study evaluated 100 consecu-
tive patients with obstructive sleep apnea (OSA) who underwent 
DISE with application of nasal positive airway pressure between 
June 3rd, 2020 and June 11th, 2021. Patients were assigned a 
VOTE score of 0, 1, or 2 indicating no collapse, partial collapse, 
or complete collapse at the velum, oropharynx, tongue base, and 
epiglottis, respectively. We assessed two metrics of pharyngeal 
collapsibility with progressive increases in nasal pressure: (1) the 
pressure at which inspiratory airflow commences (critical pressure, 
Pcrit), and (2) the pressure at which inspiratory flow limitation 
is abolished (pharyngeal opening pressure, PhOP). Our analysis 
examined the association between the composite VOTE score [0-8 
units] and collapsibility metrics.
Results: Ninety-one patients met inclusion criteria for VOTE 
scoring; of these, 87 were included for PhOP analysis and 79 for 
Pcrit analysis. The cohort was 76% male, mean (SD) age was 54.7 
(14.1) years, body-mass index was 29.7 (4.9), and AHI was 30.3 
(20.9). Composite VOTE score was positively associated with Pcrit 
(β = 0.88 ± 0.38 cm H2O per unit, standardized estimate = 0.26, 
p=0.023). We found no significant association between the com-
posite VOTE score and PhOP (β = 0.57 ± 0.40 cm H2O per unit, 
standardized estimate = 0.15, p=0.162).
Conclusion: Our findings suggest that visual and physiological as-
sessments of upper airway collapsibility provide both overlapping 
and complementary information in characterizing upper airway 
mechanics. Measures of pharyngeal collapsibility during DISE can 
be used to model the ultimate impact of therapeutic maneuvers on 
OSA. Future studies investigating the utility of each assessment 
both in isolation and in combination for predicting OSA therapy 
outcomes are indicated.
Support (If Any): National Institutes of Health: 1R01HL144859
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