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OEZEIX OMOOQNIAZ TIATIX AIATAPAXEX
THXZ ANATINOHZ 2TON YTINO

AnpocBévn¢ Mmoupog

KaBnyntric Mveupovoloyiag AMO,
AlevBuvtiic Zuvtaéng,

AtevBuvtric Mveupovoloyikic KAVIKIG

Kai Topéa MaBohoyiag, Mavemotnuiakd
Noocokopeio AAe§avdpoumoAng Kat latpiko
TuAua ANG

AMnMoypagia:

AnpooBévng Mmoupog

NMveupovohoyikn KAvikn

Navemotnuiaké Noookopeio Ae€avdpoimong
68100 A\eSavbpoumoAn

Tel. / fax: 25510 76106

e-mail: bouros@med.duth.gr

310 OUUTTANPWHATIKO auTd Te)og dnuoaotevovtal padi ol B€oelg opo-
QWVIag yla Tn BePATEUTIKY AVTIPETWITION TOU ATTOPPAKTIKOU GUVOPOUOU
QTTIVOLWV/UTTOTIVOLWV KATA TOV UTIVO TTOU EKTTOVNOE N opada Slatapaywy tng
avamvor¢ atov Umvo TG ENAnvikri¢ NMveupovoloyiknc Etaipeiag (EME), kaBwg
Kat o1 Béoelg opopwviag yia Tn Sidyvwon kat tn Bepaneia twv Slatapaxwv
NG avamvorig otov Umvo TnG EAANVIKAG ETaipeiag Alatapaywv Ymvou.

Otodnyiec tng EME evappovifovtal e TIG avTioTOIXEG TNG APEPIKAVIKAG
Akadnpiag Yrvou (AASM) kai eoTialovTal 0TOV ammaITOUHIEVO EPYAO0TNPIOKO
g€omhiopo, otnv opOrj xprion Kat cuvtayoypdenon tng cuokeurg CPAP
KaBW¢ Kal oTov TPOTIo TTAPAKOAOUONONC TWV acBEVWV yla ToV EAEYXO TNG
QTOTEAEOHUATIKOTNTOG TNG Beparmeiag.

O1 Béoe1c opogwviac ya tTn didyvwaon kat tn Bepareia twv dlatapa-
XWV TNG avanvorig otov Umvo TG EAAnviki¢ Etalpeiag Alatapaxwv Yivou
xwpilovtal og Tpia pépn. To MPpWTO HEPOC 0TIAlETAL O€ YEVIKA Bépata
Tou cuvdpopou (optopoi, Tadivopnon dlatapaywv otov UTvo, evEeifelg
TTOAUCWHOTOKATAYPAPIKAG HEAETNE), TO SUTEPO HEPOG AVAPEPETAL OTOUG
TPOMOUG Bepaneiag e EUeaacn TNV eQapuoyn BETIKAG TIieoNC, KAl TO TPITO
HEPOG gival aPlEPWHEVO OTO GUVOPOO ATTVOLWV/UTTIOTIVOLWY TNV TTAISIKN
nAIKia.

Ot Slatapay£g TnG avamvorg otov UTVO armoTteAouv KUpLo Béua otnv
Taxéwg avanmtuooodpevn latpikn tou 'Yrvou (sleep medicine). H cuyxpovn
Mveupovohoyia mephapavel tnv latpikr) Tou Ymvou oTig e€€I0IKEVOELG TN,
n omoia amoTeAE( la CUVEXT AVAYKN Yld EKMTAIGEVON OE AUTH TOU TTIVEUO-
voAoyou. H mapoyn EekdBapwy, oo yivetal, Béoewv Bonbd otnv KaAUTePNn
QVTILETWITION TOU acBevoug e To AlydTePO KOOTOC Beparmeiac.



Preface

CONSENSUS STATEMENTS
ON SLEEP APNOEA SYNDROME

Demosthenes Bouros, MD, PhD, FCCP

Department of Pneumonology,
Medical School, Democritus University
of Thrace,

Alexandroupolis, Greece

Correspondence:

Demosthenes Bouros MD, PhD, FCCP
Professor of Pneumonology
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and Chairman, Dept of Internal Medicine,
Democritus University of Thrace

and University Hospital of Alexandroupolis
Alexandroupolis, Greece, 68100

Tel/Fax: +30-25510-76106,

e-mail: bouros@med.duth.gr

In this Supplement are published together two Consensus Statements:
the consensus statement on the management of obstructive sleep ap-
noea/hypopnoea syndrome, which was drawn up by the sleep disorder
group of the Hellenic Thoracic Society (HTS), and the Consesus Statement
on diagnosis and treatment of Sleep-Breathing Disorders of the Hellenic
Society of Sleep Disorders (HSSD).

The HTS guidelines are in agreement with the corresponding guide-
lines of the American Academy of Sleep Medicine (AASM) and focus on
the necessary laboratory equipment, the proper use and prescription of
the CPAP device and the ways of monitoring patients for evaluation of the
effectiveness of treatment.

The Consesus Statement on diagnosis and treatment of Sleep-Breathing
Disorders of the Hellenic Society of Sleep Disorders is divided into three
sections. The first section covers general aspects of breathing disturbances
during sleep (definitions, classification of sleep disturbances, indications for
polysomnographic study), the second section deals with the therapeutic
options, with emphasis on the application of positive pressure, and the third
section is devoted to the apnoea/hypopnoea syndrome in childhood.

Breathing disturbances during sleep constitute a major part of the
rapidly developing subspecialty of Sleep Medicine. Contemporary Pneu-
monology includes Sleep Medicine in its specialty education, and there is
a continuing need among pneumonologists for training in this field. The
provision of consensus statements with guidelines which are as clear as
possible will help in the optimal handling of these problems with a minimal
treatment cost.



O¢oeic Opogwviac Opasdoc Awarapaywv
"Ynvou EN\nvikii¢ Mveupovoloyikiic Erapeiac

OEPAMEVTIKN AVTIMETWTTIOTN ATTOPPUKTIKOU
GUVOPOOU ATTVOLWV-UTTOTIVOLWV KATA TOV
umvo (XAYY) pe CPAP

AnaitoUpevog KAIVIKOG-EpYaoTNPIAKOC EAEYXOC
EpmAekopevor Qopeic/MpoimoBéosig cuvtayoypdenong
ovokevwv CPAP/Tumot cuokevwv/MapakoAouOnon acOevwv

X. ""f"“i\"“‘lc NEPIAHWH. H opaSa tmvou tng ENE petd ané oXeTIKA and@acn
L ZX'(“' Tou AX ¢ EMNE npoéPn otn cuvtaén odnylwv o€ 6,11 agopd Tn
E. Baydkng XP1iON AVaTTVEVOTIKWY GUOKEVWV TUTToL CPAP, Auto-PAP kot BiPAP

o€ a00evei¢ e oUVEPORO ATTVOIWV -UNOTIVOLWV KATA ToV UTVo
(ZAYY). O1 0UyKeKpIEVEG 0ONYiEC EXOUV WG GKOTIO TWV KABOPIoUO
Mo Ty Opda Aatapay@v Ymvou EMAVIKAC KateuBUVOEWV GXETIKA PE TNV KAWVIKI KOl EPYACTNPIAKK EKTIUNON
MveupovooyIKKc Etaipeiag a0o0evwV pe ZAYY amo e€I61KEVEVOUC LATPOUC TWV KEVTPWV UTTVOU
NG XWPAG MG, TOV KABoPIoHO Twv cUYXpovwV 0dnylwv moAuow-
HaToKaTaypa@IKNG HEAETNG UTTVOU yia Sidyvwon Tou ZAYY Kal
EKTiUNoN TG BapUTNTAG TOV, TIC APHOSIOTNTEG ANWV EISIKOTATWV
(QPA, Ypuyidtpwy, veupoldywv) ata mAaicla tTnG S1ayvVwoTIKNAG
TIPOGEYYIONG, TOV KABOPIoHO TWV KPITNPIwV évapéng OepameuTikig
QVTIMETWITIONG JE AVATIVEUOTIKEG GLUOKEVEC TUTTOU CPAP KaBw¢ Kau
TOUG TPOTTOUG TaPaKoAoLONONG TwV acBevwv autwy ota e§eldi-
KEUPEVA KEVTPA YIa EAEYXO TNG AMOTEAECUATIKOTNTAG TNG OUYKE-
KpIpévng Bepamneiag. Baoikog agovag rav ot undpyouoeg odnyieg
¢ Apepikavikng Akadnpiag Ymvou (AASM) 6mwc StatumwvovTat
oTIC MOANATIAEG SNUOGIEVCEIG OTO CUYKEKPIUEVO AVTIKEIEVO.
AnpovpynOnkav mpooxédia Tou Kelpévou mov e0TAAncav ota
KéAN tnG opddag Umvou yia S10pBWACELC KAt EMONUAVOEIC WOTE
va €ival aQevog Pev OUUPWVO Ue Ta urdpyovta dievr dedopéva
aPeTEPOU S EVAPUOVIOUEVO PE TIG UTAPXOUGEG SUVaTOTNTEG OE

AMnhoypagia: TEXVONOYIKO §OTTAIOUO Kall EEEISIKEVPEVO LATPIKO TIPOCWITIKG 0T
Zita 2ogia wpa pac. To Keipevo mou mapatifetal éxel Siapopwoei pe Bdo

Enikoupn KaBnyrtpia Mveupovoloyiag, xwpapac. , H , e , X , Hop® . H B n
Mavematnuaxs Nookopeio Hoakeiou Kpng Ta teevTaia emoTtnuovika dedopéva alld tpormomolraelg Tou Oa
71110 Hparheto, Kpritn yivovtai KaBe @opd Tov N EMOTNOVIKA épeuva odnyei o€ véa an-

TnA.: 2810 392433, Fax: 2810 542650
E-mail: schiza@med.uoc.gr

pavtika 6edopéva. Mvevpwv 2009, 22(Xvuninpwya 1):7-17.



H epappoyr BeTikng SlappIviKnig Tieong otoug agpa-
ywyouc pe xprion €1dikwv cuokeuwv (CPAP) amote)ei T
Bepamneia eKAOYNC Y1a TO HETPLO-0OBAPO ATTOPPAKTIKOU
TUTTOU GUVOPONO ATTVOLWV-UTIOTIVOLWY KATA TOV UTTVO
(ZAYY). H ev Moyw Beparneia éxel amodelyBei amoteAeopa-
TIKA) OTNV QVTIMETWTITION TWV NUEPHAOLWY KAl VUKTEPIVWV
CUUMTTWUATWY Tou ZAYY, aAAd Kal Twv Bpaxu- Kat pa-
KPOTIPOBEoUWY EMITAOKWY TOU cLVSPAUOU ard To Kap-
Slayyelakod, VEUPIKO Kal eVOOKPIVIKO ouoTnua. H évapén
NG Bepameiag ue CPAP mpolmoBétel Tnv 0pBn Siayvwon
TOU UTTOKEIUEVOU OUVOPOUOU, TNV TPOUNOELD KAl TEXVIKN
untooTPIEN TNG AVTIOTOIXNG CUCKEUNG, TNV YUXOAOYIKH
-laTPIKN LTTOOTHPIEN TOU A0OEVOUC 0TO APXIKO SlAcTNUA
gQapuoyne tng Bepamneiag (Mpog amopuyr PAIVoUEVWY
pN amo§OoxG AUTAG) KAl TV TAKTIKI TTapakoAoudnon Tou
a00evoug oe €181ké kévTpo. H damdvn Tou vyelovouikoL
OUOTAMATOC O€ 6,TL APOPA TOV EQOSIACHO TWV AcBEVWV UE
TIC AMAITOUUEVEG CUCKEVEC KA TA AVAAWGIHA e€apTraTa
Tou eival urrormoAAamAdota ekeivng mou Ba TpoKUYEL
O€ TUXOV UN £YKAlpN AVTILETWTTION TOU CUVOPOUOU Kal
EUPAvion Twv SuoueVWV Bpayu- Kal HOKPOTIPOOECUWY
EMMAOKWV aAUTOU.

OtkaTwTépw 0bnyie¢ MpoKUTTOLV BACEL TWV ATTO KAl
poU epapuolduEVWY apXwV S1Ayvwaong Kat avTIETWITIONG
Tou ZAYY oTig HIMA, 6mmou uridpyel ca@rig KaBopIopog TNG
€181KOTNTOC TNG «laTPIKAG TOL UTTVOU» KAl TWV APPOSIwY
KEVTPWV (UE Tov amapaitnto eEOMAIOUO Kal EISIKEUUEVO
lATPOVOONAEUTIKO TIPOCWTIIKO) Yla S1AYVWON -aVTIE-
TWMmon tou ZAYY Kal Tapoxn Twv avaykaiwv 10TpIKWV
OTOIXEIWV V1o KAAUYN EK TWV UYEIOVOUIKWY UTTNPECIWV TOU
ATTAITOUEVOU KOOTOUG Tou BeparmeuTikoU e€OTTAIGHOU.

H amogaon 1 un ya évapén Oepaneiag pe CPAP Sev
e€apTdtal povov amo mMapaPETPOUC TNE TAPAKOAOUBOU-
MEVNE TTOAUCWATOKATAYPAPIKNAG LEAETNG UTTVOU AAAA KAl
amo OTOIXEIN €K TOU IGTOPLKOU KAl TNG KAWVIKAG e€€TaoNG.
Me Bdon auto kaveig dev npémel va unrofalAetal o€
peAéTn Uvou Xwpig e§éTaon amod e§e1dikevpévo LlaTpo
(mou va mAnpoi ta, ané tnv EAAnvikn Mveupovolo-
Yikn Etaipeia, TiI8évta Kpitipla), MpoKeIpévou va
anmo@ev)Oei n dievépyela dokonmwv peEAETWV UTTVOU
Kal va pewOei n avapovi Twv acBevav mov éXouv
€vdelln yla dievépyseia tng oUyKeKpIpévng e€étaong
oTa epyaocThpla umvou. H mpoTtevopevn Siadikacia mpo
NG ouvtayoypagpnong CPAP, ol evbeifeic xopriynong
CPAP, n emoyn Tou KatdAAnAou TUTTOU CUCKEUAG Kal N
TTapakoAoUBNoN Twv acBevwV €xel WG akoAoUBwWC:

1. E€€Ttaon aoBevouc oe e€wTePIKS 1aTPEio KEVTPOU
unrvou amo £§£181keVévo 1aTpo (TTovu va mAnpoi Ta
ano tnv EAAnvikn Mvevpovoloyikn Etaipgia 1iBévta

MINEYMQN Zvpmnpwuartiké Tevyog 1o, Topog 220¢, 2009

KPITHPIA) TIPOKEIMEVOU VA amo@actoBei n avaykaidtntan
pn Stevépyelag peAETNG UTTVOU KaBWE Kat AWV avayKaiwv
Katd mepintwon e€etacewv (QPA exTiunon emni epgavwv
QAVOTOMIKWY QVWHANWY OTOV AVWTEPO AgPAYWYO, TAayia
KEQANOUETPIKN akTIvoypagia, KapSIOAOYIKH EKTiUNGN
emi KAVIKNG umoiag kapSlakig avemdpkelag, EAEYXOG
Bupeoeldiknig Aetrtoupyiag emi umoPiag Bupeoeidomndbelag,
YPUXIaTPIKN EKTIMNON EMi KAWVIKNG UTTOYiag yia Tapouasia
UTTOKEIEVOU YPUXIKOU VOO UATOG OXETI(OUEVOU IE TIG
Slatapayég umvou). H Sievépyela afovikng Topoypagiag
TpaynAou kat omhaxvikol Kpaviou Sev €xel Béan, Bacel
NG umapyouoag BiAloypagiag, wg e€€taon pouTivag,
aAAd evdeikvuTal HOVOV O€ EKEIVEC TIC TIEPUTTWOELC TTIOU
UTTAPXEL KAVIKN uToia (€K Tou e€€18IKEVUEVOU lATPOU TOU
KEVTPOU UTTVOU Kal Tou apuodiou QPA 1atpol) n attiw-
HEVN cuumTwuatoloyia va oQeileTal 0 VEOTTAACUATIKA
eneepyacia j AANEC OTTAVIEC AITiEC TTPOKANCNC AVATOIL-
K¢ amdéppaéng otov avwtepo agpaywyod. H Sievépyeia
AoKOTIWV a§OVIKWV TPAaXiAoU Kal OTTAAXVIKOU Kpaviou,
TIEPAV TOU OIKOVOUIKOU KOGTOUG Y10 TOUC AGPAAICTIKOUC
@opeic, Suvatal va gival emfriuia Aoyw AoKOTNG aKTI-
VOBOANONG AVATOUIKWY SOUWY TWV AVWTEPW TTEPLOXWV.
Katomv Twv avwtépw anmogaoiletat amd tov unmevbuvo
1aTPd TOU KEVTPOU UTTVOU APEVOC HEV N avaykaldtnta
n un dievépyelag mapakohouBoupevng ToAUKATAYPAPL-
KNG MEAETNC UTTVOU, apeTEPOU O 0 XpOVOG SlevEpyelag
auTNG (MePIOTATIKA pe coPapr) CuUMTWHAToAOYia rY/Kal
OuVOONPOTNTEG TIPETIEL VA TIPONYOUVTAL TIPOG AMTOQUYH
SUOUEVWV EMMTWOEWV Yia TouG idloug aAAd Kal yia To
KOIVWVIKO GUVOAO). Z€ TIEPIMTTWOELG AVAPEPOUEVWY TP’
oAiyov Tpoxaiwv atuxnuatwv Aoyw umvnAiag o acBe-
VAG Tpémel va e€eTAleTal AUETA Kal va YivovTal CAPEIC
OUCTACELC OTOV (510 Kal TOUG OIKEIOUC TOU Yla amopuyn
odnynong éwg tnv évapén amoteAecouaTiknig Oepaneiag.
Ta avwtépw Ba kataypdgovTtal 6To PAKENO Tou acOe-
voUG WOTE va xpnolpornolinBouv wg VOUIUO OTOoIXE(o O
TIEPITTTWON TTOU 0 A0BEVNG, TaPA TIG 0ONYIEC, TTPOKANETEL
TPOXaio A EPYATIKO aTtuxnua.

2. MapakoAouBoU eV TOAUCWHUATOKATAYPAPIKN
MEAETN UTTVOUL OTO £pyacTrplo UTTvou. H ev Aoyw e€étaon
amnotelei Tov akpoywviaio AiBo yia tnv dtayvwon tou ZAYY
Kal Tov kaBoplopo tn¢ Paputntag tou. Ta amoteAéopata
QAUTIG G€ GUVSUAGHO ME TA EUPHHATA EK TOU IOTOPLKOU
Kat TNG KAviIkRG e€é€taong 8a kaBopicouv Tnv ava-
yKaiétnta fj pn cuvtayoypdagnong cuokeung CPAP. H
TIOAUCWUATOKATAYPAPIKN MEAETN UTTVOU TTpoUTTOBETEI TNV
KATayPa@Pr NAEKTPOEYKEPANOYPAPHLATOC (UE KEVTPIKEC,
IVIOKEC KAl TIPOOBIEC ATTayWYEC), NAEKTPOOPOAAOYPAPT-
HATOG, NAEKTPOMUOYPAPHATOG (UTTOYEVEISiOU HUOG Kal
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Kvnuiaiwv puwv), nAektpokapdloypagritatog (amaywyr
tumou 1), kaBopiopol pong aépog o€ HUTN Kal OTOPA
(Tautoxpovn KATAYPAPN] i€ CUOKELN BEPIKOU TUTIOU Kal
PIVIKOU JETATPOTIEA TIIECEWG | AVOTIVEUOTIKNG EMAYWYIKNAG
minBuopoypagiag, RIP), maAuikng oupetpiac, {wvwv
€AEYXOU KIVNTIKOTIPAG BWPaKOG Kal KOIAAG, HIKPOPW-
vou poxaAnTtou, avixveutr Béoswg, Bivteookdémnon. H
TomoB£Tnon Tou amapaitntou £€0TAICHOU YiveTal amo
1ATPO N TEXVIKO (VOONAEUTA 1 UN) META Ao KATAAANAN
ekmnaidevon. H eme€epyacia Twv dedopévwy (oTadlomoinon
UTTVOU, KABOoPIoUOC UIKPOAYUTTVIOEWY, KaBopIopdC ava-
TIVEUOTIKWV €MEIo0diwv, ekTipnon HKIuatog kat Kivijoewv
modwv) TS Kataypa@nig yivetat amo e€10IKEVUEVO LOTPO
TOU £pyaoTNPIOU UTTVOU 1 armo TO eEEISIKEVEVO TEXVIKO
TIPOOWTTIKO TOU £PYACTNPIOV UTIVOU UTTO TNV eMPBAeYn
Kal euBuvn Tou e€eldikeupévou 1aTPOL Tou KéVTpou. H
aAUTOMATN (MECW EVOWHATWHEVOU AOYIGUIKOU GTO
KATaypa@iko pnxavnpa) dtayvwon otadiwv vmvov,
HUIKPOAPUTIVIGEWV KAl AVATIVEUCTIKWV EMEICOSiWV
8ev givar amodekti péBodog yia Siayvwon tou ZAYY
Kal emakdhoubn cuvtayoypdenon CPAP. H xprion ma-
PAKOAOUBOUUEVWY TIEPIOPICUEVWY KATAYPAPWY (CE O,TL
apopd tov aptBud Twv xpnotpomolovpevwy HEMkwv ana-
YWYWV /KAl Twv XPNGCILOTIOIOUUEVWY aloBNTHPWY POnq)
€VTOG TOU epyacTtnpiou Suvatal va Yivel O TEPITTWOELS
pN EMAPKELAC TOU avayKaiou TexVIKoU e§0mMAIoUOU Kal
TTAVTOTE UTTO TNV EUBUVN Kal KaBodrynon e&eldikeupévou
LATPOU TOU KEVTPOU. MapakoAouBoUEVEG TTEPIOPICUEVEC
kataypagéc Suvavtal emiong va yivouv og 8dAapo acOe-
vOUG TOU VOOOKOUEIOU (UTTd TNV €UBUVN TOU AVTIOTOLKOU
KévTtpou Umvou) étav n katdotaon Tou acBevoug sivat
TéTola Mou va eumodiCel TNV ao@air LETAPOPA TOU OTO
EPYAOTIPIO UTTVOU TOU VoooKoueiou. H autdpatn €€a-
YWYH amoTEAECUATOC ATIO T CUOKEUN TIEPIOPLOUEVNG
kataypagnc dev gival amodekTH.

Epooov o Asiktng Amvolwv-umomnvolwv (AHI) ava wpa
UTTVOU €ival JIa €K TWV BACIKWVY TTAPAUETPWY Yid anmdpacn
ouvtayoypdagenong f un CPAP, ipémel o KaBopIopog Twv
QVATIVEUOTIKWV €MEICOSIWV va YiveTal He Tov iSlo Tpomo
(Baoel Twv kpitnpiwv tng AASM) e dAa Ta epyacTnpla
UTVou TNG XWpag pag. Qg amvola opiletatl n peiwon tou
€UPOUC TOU OHATOC TOoU BeppikoU avixveutr (thermistor
N thermocouple) o€ MT0600TO >90% anod To Bacikd EUPOG
onpatocg yia Sidpketa =10 Seuteporéntwv. O KaBoPIoHOG
ptag anvolag Sev amaitei Tnv cUyXpovn Mapousia armoko-
peOU alpooealpivng N MIkpoapumvione. O kaBopIloog
TOU KEVTPIKOU, ATTOPPAKTIKOU ] UIKTOU TUTTOU YiveTal
Bdaoel Twv UTTAPXOVTWY £WC TWPA KPITNPIWV.

H unénvola opiletar pe duo tpomou¢

a. TITWOoN TOU ONMATOG EK TOU PIVIKOU PETATPOTIEA
MECEWC (] AVaMVEUOTIKAG EMaywyIK¢ TAnBuouoypa-
@iac) katd 50% o€ oxéon pe TO BACIKO EUPOC ONMATOC
Slapkeiag =10 SeuTeEPOAEMTWY, EPOCOV OLUVOSEVETAL ATIO
€MAKOAOUB0O amoKopeoHO alpoo@alpivng =3% R/kat
HIKpoaUTVION.

[. TTWON TOU CHMATOC €K TOU PIVIKOU LETATPOTIEN
TMECEWC(r) AVATTVEUOTIKNG EMAYWYIKNG TANBUGoYpa®iac)
katd 30% o€ oxéon Pe To aoikd 0POG OrpATOC SIOPKEIAG
>10 deutepOEMTWY £QOoOV cUVOSEVETAL Ao emakOAoBo
QATTOKOPECHO AlOoPalpivng =4%. AUQOTEPOL, oL a Kal B
OPIOWOI Yla TIG UTTOTIVOLEG, TIPETIEL VA XPNOLUOTIOIOUVTAL
KOTA TOoV KOBOPIoUO TWV AVATIVEUOTIKWY EMELO0SIWV. X€
TEPIMTWON XPriong evog pévo ek Twv SVo oplopwv auTo Ba
TIPETIEL VA aAVAPEPETAL OTNV €KOEON TNG HEAETNG UTTVOU.

Eivat cagéc 6Tt 0 KaBoplopdG UTTOTIVOLWV TTALTEL XPrioN
PIVIKOU LETATPOTTEA TIETEWG 1) EVAANAKTIKA AVATTVEUOTIKAG
emaywylknig mMinbuopoypagiag kat dev pmopei va yivel
ME TN Xprion povov Beputkol avixveuth (thermistor i
thermocouple). O teheutaiog eival euaioBnToc yia v
avixveuon anvolwv oxt OPwG umomvolwv. Emi tuxév pn
AelToupyiag Tou PIVIKOU HETATPOTEA TTiEONG KATA TNV
MeEAETN kal aduvapiag §16pOwong Tou TeXVIKOU TIpO-
BAAuaToc (patvéuevo Ox1 acuvnBeg otnv KaBnuepivy
KAWVIKN TIPAKTIKN) 0 KaBopIopog Twy umormvolwy Ba
YiVEL aVaYKOOTIKA HE XPrion Tou BepuIkol avixveuTr. X
auTtnV TV epintwon Ba vgioTatal mMOavr UTToEKTIUNON
Twv uronvolwv (rmou Ba mpémel va avapepOei otnv xo-
pnyouuevn yvwudTteuon, 16iwg o€ TePIOTATIKA TTOU SV
TANPoUV Kpitrpla yia xopriynon CPAP kat mBavwg Ba
Tipémelva uToANBOUV €K VEOU OE HEAETN UE AUPOTEPOUC
TOUG AVIXVEUTEC PONG EAV UTTAPXEL VTOVN KAIVIKN uTtoia
yla avaykaiotnta xpriong CPAP). O Bepuikdg avixveuTrig
SuvaTtal va xpnotpomoinbei w¢ eVaANAKTIK) CUOKEUR
YlO QViXVEUON UTTOTTVOLWV (TTAPA TOUG TIPOAVAPEPOEVTEC
TIEPLOPLOUOUC) HOVOV ETTH N AELTOUPYIOC TOU LUETATPOTTEN
MECEWG. EVAANAKTIKN Kal €alpeTIKA a&lOMMOTN €mMAOYN
€ival Kal n xprion avamveuoTIKAG EMAYWYIKNG TAnBuouo-
ypagiag (n omoia duwe StatiBetal oe meplopiopévo aptBuo
gpyaotnpiwv TN xwpag pag). Emiong eival cagég étin
XPAON NAEKTPOEYKEPANOYPAPLATOC Eival avayKaia yia
K0BoPIoPS TWV UIKPOAPUTTVICEWY, Ol OTToiEC TIEPINAUBA-
VOVTAL GTOV d. OPICHO TNG UTTOTTVOLAG.

3 & KATIOIEC TIEPIMTWOELC AOOEVWV UE NUEPNOLA CUL-
TITWHATOAOYIA Kal [N aveupeon TurmikoL ZAYY duvavTtat
va kaBopifovTal ol HIKPOAPUTIVIOELG OXETICOUEVEG ME
avfavoépevn avanveuoTikn TpooTddela (respiratory
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effort related arousal, RERA) w¢ akohovBwc: RERA: Mia
akolouBia avamvowv Sidpkelag =10 SEUTEPONEMTWY TTOU
Xapaktnpiletat amd avavopevn avamveuoTIKI TTPOOTIA-
Bela pe elkéva emméSWong 6TNV KUUOTOMOP@H TOU PIVIKOU
METATPOMEA TMECEWC TTOU 08NyoUV O€ IKPOoA@UTVION. To
QAVATIVEUOTIKO auTo emeloddio dev Ba mpémel va mAnpoi
KATTOlA €K TWV 0, B KPITNPIWV YIa TIC UTTOTIVOLEC.

Eival yvwotd 6Tt 0 akpiPric kaBopioudc twv RERAs
YiVeTal PE PETPNON OLCOPAYELAC TTIEONC, AOYW OPWE TOU
eMeUPATIKOL XAPAKTAPA AUTAC TNG MéTpNong duvartal
€VAANAKTIKA va KaBoploBei e xprion pvikou peTatpomnéa
MECEWC (1] AVATVEVUOTIKAG EMAYWYIKAS TTAnBuouoypa-
¢iag).

2 € MEPIMTWON TPOCUETPNONG TETOIWV EMELCOSIWY O
Seiktng amvolwy -urromvolwv (AHI) Ba ovopacBei Seiktng
avamveuoTiKig dtatapaxng (RDI, respiratory disturbance
index) WOTE TANV TWV ATTVOLWV KAl UTTOTTVOLWY VA TTEPIAA -
Bavel kai ta RERAS. ZUVETWC 01 ACPANOTIKO{ OpyavIooi
Ba mpémnelva amodéxovtal Suo SEIKTEC «TTEPLYPAPNG» TNG
Baputntag tou cuvdpopou, Tov AHI kat Tov RDI, 18iwg yia
TIEPIOTATIKA L€ £VTOVN NUEPNOLA CUUTTWHATOAOYIA Kal
aveuplokopevo AHI (o omoiog 6ev mepthapufavel RERAS)
TToU va un Sikatohoyei xprion CPAP.

3. KaBoplopodg avaykaidtntag 1 un Ogpamneiag pe
CPAP.

MeTd tn SlevéPyEld TOAUCWHUATOKATAYPAPIKNG LUEAE-
NG UTTVOU Kal Tov oa@r kabBoplouod Tou AHI n amégacn
yla évapén BepameuTIKAC avTipeTwmong e CPAP (uetd
amo véa PeNETN TiTAomroinong méoswv umo CPAP) Ba te-
Bei €dv: O deikTng amvolwv-uTTOTIVOIWVY avd wpa UTTVOU
(AHI) eivat peyahutepoc rj ico¢ tou 15 (AHI =15 avarmveu-
OTIKWV emelcodiwv ava wpa umvou) i AHI =5 kai <15
QAVATIVEUOTIKA €MEICOSIA avd wpa UTTVOU Kal Tapouaia
€VOG I TIEPIOCOTEPWV EK TWV KATWTEPW

a. Huepnola umvnAia
B. vwolakég Satapayég (Statapayn pvApng, TPoooxng,
EKMABNONG, CUYKEVTPWONG K.ATL)
y. Alatapaxr cuvaleOriuatog n admvia
6. Aptnplakn Yméptaon
€. loxaiukn kapdlondBela
oT. loTopikd eyke@alikoU emelcodiov

Awevkpuvioeig

O kaBoplopdg TNE NUePAOLag uTvnAiag yivetarl pe
Baon to avaAuTikd I0TOPIKO Kal TNV EVPEWC ATOSEKTH
KA{HaKa UTTOKEIPEVIKOU KaBoplopoU unvnAiag Epworth
(mapdptnua 1).

O kaBoplopdg yvwaolakwv Sdiatapayxwyv yivetatl pe
[3aon to avaAuTikd 1I0TOPIKO R E@OOOV amalTeiTal Kal pe

MINEYMQN Zvpmnpwuartiké Tevyog 1o, Topog 220¢, 2009

VEUPOMNOYIKN eKTiUNoN. Q¢ yvwolakég Statapayeg dev
BewpouvTal ekeiveg mou oxeTiCovTtal Pe VEUPOAOYIKA
voonpata (AVoleG KAL) 6 NAIKIwEVOUC aoBeVveic.

O kaBoplopog tng adnviag (aduvapia otnv éAevon
aAAd kai SlatApnon Tou UTTVOU) YIVETAL UE CAPEC LIOTO-
PIKO Kal TIPOCKOWUION NUEPOAOYIOU UTTVOU, EVIOTE KAl PIE
TIAPATIOMTTH YO YUXIATPLKY EKTIHNON.

H Satapayr cuvaiodrjuatog, Kupla umo Tn Hopen
KatabAYnc, kaBopileTal e CAPEC IGTOPIKO KAl GUUTTAN-
pwon TG eupéwe amodek TS KAipakag Beck (mapdptnua
2). H mapamounn yla YuxlaTpLkr EKTipnon KpiveTal Katd
nepinTwon. O kaBoplopds UTapéng UTEPTAoNC, IOXALUL-
K¢ kapSiomabelag r eyke@alikou emelcodiou yivetal pue
TIPOOKOMION LOTPIKWY YVWUOTEVOEWV LATPWV AVTIOTOLXWV
€16IKOTATWV.

O vnoloyiopog tou AHI Ba mpémel va Baociletal o
eNaxloTO Kataypapévia xpdvo UTvou 2 wpwv (o€ To-
AuCWPATOKATAYPAPIKY HEAETN UTTVOU). TA TTAPATIAVW
ava@epBEvta apBuNTIKA kpitrpla €xouv emapkr BIBAL-
oypaPIKN TeKuNpiwon kat ivat S1eBvw amodekTd.

210 onueio 6w autéd Ba BéNape va emonudvoupe
OTL 0 1aTPOC Oev Bepamevel aplBPoUC aANd acBeveic pe
mpofAnuata kat cupntwpatoloyia. H ummapén KAvIKAG
ouumntwpatoloyiag, 16iwg TNG urvnAiag, Tou avapévetal
va BertiwBei gival 1oxupod KivnTpo yia Tov acBeviy Kat
Tov 1laTpPd yia TNV évapén tng Oepamneiag. Av Sev urtapxel
OUMMTWUATOAOYIA Kal 0 aoBevng Sev éxel ANEC TTABACEIC
IOV VA KAB1oTOUV TNV UTTVIKA Amvola 1I8laitepa emikivouvn
(m.x. ote@aviaia véoog, appubuieg, 1oTopikd AEE), ToTe
n ocvotaon yia CPAP mipémel va Sidetal pe peyauTtepn
mepiokePn. X' autég TG mepmtwoelg n CPAP sival pia
mpoANTTIKN Bepamneia damavnpotePn KAl T EVOXANTIKN
amé AA\eC avTioTolkeG OMwe n doknon, n diaita, n Stakomm
Kamviopatoc. I8laitepn mpoooxn xpetalovtal Kal 0Toug
NAKIWPEVOUG TTOU €XOUV QUGOLONOYIKA peyaluTtepo AHI
(¢wg 10 Bswpeital PuUCIOAOYIKO Yia NAIKIEC Avw Twv 65
ETWV). ZTOUG NAIKIWUEVOUG EAANOU gival TTIo ap@iBoAn n
Suopevnc eMimTwon TNG UTIVIKAG Arvolag otnyv emPiwon.
Ta apBunTikd Kpitripla pmopei va AneBouv umr'dyiv Kat
0’ auTtoUG KATA TTEPITTWON.

H cuvtayoypdagnon CPAP e Bdon moAucwuatokata-
yYpa@ikn peAétn vmvou tumou split (apyiko dlayvwoTiko
KOMMATI akoAouB0oUEVO 0TO SEUTEPO PEPOG TNG VUKTAG
amnd Tithomoinon méoswv unto CPAP) mpémel va epapude-
TAL O EMAEYUEVEC UOVOV TIEPITTTWOELG KABOTI AQEVOC UEV
SUvartal va UTTOEKTIKA TO GUVOPOO (UIKPS TTOCOOTO 1 Kal
amoucia REM Umnvou 0To mpwTo ARICU TNG VUKTAG) ,aQpE-
T€POU 0 XPOVOG TTOU UTTOAEITTETAL YIa TITAOTIOINGN TIIECEWV
pmopei va gival avemapkrig. Abvatal va epapuoodei o
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TMEPIMTWOELG aoBevwv pe AHI >40/wpa (OTTWE TPOKUTITEL
arro XPOVO UTIVOU KATA TO S1ayVWOTIKO UEPOC TOUAAXIOTOV
2 wpwv). O xpbvog TITAOTTOINONG TTOU UTTOAEITETAL TTPETTEL
va gival Touhdxtotov 3 wpec. H dievépyela peAétng split
Suvartal va yivel kat o€ 101kEC TEPIMTWOELG e AHI >20 kat
<40/wpa, OTAV O VUKTEPIVOG TEXVIKOG SIamMOTWVEL TNV
umapén cofapwv aMoOKOPESUWY 1 KAPSIAKWV appub-
MWV armOTOKWV TWV AVATIVEUOTIKWV EMEIC0SiwV. TNV
nepinTwon auth mpoxwpd o€ Tithomnoinon pe CPAP agou
TIPWTA EVNUEPWOEL TOV EEEIOIKEVEVO 1ATPO TOU KEVTPOU
UTTVOU Kal TAPEL TNV ATTAITOUKEVN EYKPLON KAl TIG OXETIKEG
obnyiec. O aoBevng mapakolouBeital cuxvd WoTe av n
cuunmTwpatoloyia, mapd Tnv epappoyn Tng Bepaneiac,
EUMEVEL T TO ATTOTENECHA UTTOAEITTETAL TOU AVAEVOUEVOU
ouoTAVETAL N SIEVEPYELD €K VEOU PENETNG TITAOTTOINONG
ME ToAUowuaToKaTAYPAPIKA HEAETN UTvou. H cuvtayo-
ypdenon tng cuokeung CPAP yivetal amo e€eI8IKEVUEVO
TIVEUOVOAGYO OTNV LATPIKA TOu UTVou (BAcel Twv €K
¢ ENE T1I0évtwy kpitnpiwv), o omoiog epydletal oto
OUYKEKPIPEVO EpYaoTrplo UTTVou. Baoel Tng umapxouoag
BiBAoypagiag kal Twv SieBvwv epappolOPEVWY apXwV
Sev amartteital umoypa@r 1atpou QPA 1} AAANG e18IkOTNTAG
yla tnv éykplon mpourifelag ouokeuric CPAP.

4. KaBoplopog xpriong CUCKEUWY QUTOUATNG AvaTTpo-
OCApUOYNE BETIKWVY TMECEWVY 0TOUG AVWTEPOUG AEPAYWYOUG
(Auto-PAP), yia Tithormoinon kai Bgparneia

a) O1 APAP cuokeuég be xpnotpormolouvTtat yia Si-
AYVWOTIKOUG AOYOUC. ZUYKEKPIUEVEG CUOKEVEG APAP
TTOU Kataypd@ouv poXaAnTto, Amvoleg, UTTOTIVOLEG HECW
peTaBorwv ponc, Le mMAnBuouoypagia avtiotaong 1 b
TEXVIKNA TTOAATTAWVY UTTOXPEWTIKWV TaAavTwoewv (forced
oscillation technique) umopouv va xpnoipomnoinBouv o
peAéTeEG TITAOTTOINONG pe Mapopola omwe n CPAP amo-
TeNéopaTta.

H Sievépyela Tithomoinong Héow Twv IPOAVAPEPOE-
VWV OUoKeLWY Ba Tpémel va SlevepyeiTal e TTOAUCWHATO-
KATaypa@ikr LEAETN UTIVOU KAl TTapousia eEEIOIKEUUEVOU
TEXVIKOU OTTOTE Kall OE TIEPITTWON EUPAVIONG CUMPBAUATWY
OTWG KEVTPIKOV TUTTOU aTvolwy, eMElodSia UTToagPIoOU,
agumnvicewv mapd tn S16pOwon TWV AVATTVEUCSTIKWY
oupBapdtwy, emelcddia Kiviioewv Akpwv, va aANAleL n
Siadikacia o€ Tumikr TitAomoinon pe armAry CPAP (manual
titration). H Tithomoinon méoswv pe Xprion OCUCKELWV
APAP §gv duvatat va epappooBei og aoBeveic pe: kapdi-
OKI QVeTApKela, Xpovia Ao@pakTikh MNveupovomndBela,
VUXTEPIVOUC ATTOKOPETHOUGE TNG AllOo@AlpivnG Og £6aPOC
AA\wv SlaTapaxwv avamvorg ektog ZAYY émwg m.y. To
oUVS PO UTTOAEPIOUOU-TTIAXUOAPKIAC, O a0BEeVEiG TTOU
6¢e poxaAiouv ) n EAAelPn poxaAnTou gival amoTéEAECA

1"

(POPUYYOTTAACTIKNG KAl O€ A0OEVEIG UE KEVTPIKOU TUTIOU
OUVOPOO ATTVOLWV-UTIOTTVOLWV.

AcBeveic mou n BepameuTikn mieon oto CPAP rj oto
APAP 11poablopicOnke e Tov Tpoava@epOUEVO TPOTIO
Ba npémnel va mapakolouBouvtal Guxvd, e18IKA TIG TTPW-
1eC eBSopadeg Bepaneiag, yia Tov mpoodloplopnd Tn¢
ao@ANELAC KAl TNG AMTOTEAEOUATIKOTNTAG TNG. QOTOC0 av
N CUUTTTWHATOAOYIA TTAPA TNV EQapUOyN TG Bepameiag
EUMEVEL N TO ATTOTENECHA UTTOAEITTETAL TOU AVAIEVOEVOU
ouoTAveTal N SlEVEPYELa €K VEOU HENETNG TITAOTTOINONG
HE TN XPrion tng ouokeung CPAP.

Emonuaivetal 611 n Tithomoinon pe Xxprion aniwv
ouokeuvwv CPAP pe BaBuiaia avénon micoswv and tov
TEXVIKO TOU EPYAOTNPIOU PEXPL TNV AVEVPEDN TNG TTIECNS
TToU €EANEIPEL TO AVATIVEUOTIKA EMEIOOSIA KA TA ATTOTEAE-
OMATA AUTWV (QTTOKOPECHIOL, UIKPOAPUTIVIOELS) KABWE Kal
TO poyXaAnTé og OAa ta atadia UTTVOU Kal OAEG TIG BETELG
unvou (18laitepn éugaon otn @don Umvou REM, Tnv Untia
B¢on kal Tov ouVOUACHO AUTWV) NTAV KA TTAPANEVEL BACEL
Twv VEWV o0dnylwv n mAéov amodektr péBodog Tithomoin-
ong¢. HmpoavagepBeioa mapakolouBoUupevn TitAomoinan
und cUOoKeLEG TUTTOU APAP SUvatal va XpnotpomolnBei
WG eVOAaKTIKA péBodog dTav yla TeXVIKoUg rj AAAoUG
Aéyoug dev duvatal va yivel n TUTTIKN TITAoTToinoN UTIO
amAr) CPAP pe BaBuiaia avénon méoswv.

Baoel tnc unapyxovoac BiBAoypagiag dev cuotrveTtal
N XPrion Toug e Tithomoinon og pehéteg tumou split night.
H cuvtayoypdgpnon twv cuckeuwv APAP yivetal amd tov
£€EIOIKEVEVO LATPO TOU KEVTPOU UTIVOU.

5. KaBoptopog xpriong cuoKeuwv SIPACIKNG X0PN-
yNong mMECEWV 0TOUG aVWTEPOUG agpaywyoug (BiPAP)
o€ aoBeveic pe ZAYY.

'OnTwg €xel €wG TWPA, KAT'emavainyn, avagepOei
mpwtn Oepameutikh emAoyn yia To ZAYY anoteAei To
CPAP. To BiPAP amoteAei BepameuTikn emAoyn O€: q)
TEPITTTWOELG TTOU araiTouvTal I81aitepa LPNAEC BeTIKEG
MEOCELG Yia TNV e§ANePn Tou ZAYY Kal emopévwg Sdu-
OKOAQ AVEKTEC ammo Tov aoBevry, B) emi 1Slaitepng Kat pn
QAVTIPETWTTIOUNG ME TOUC OUVABELC TPOTTOUC SUCKOAIAG
va eKTTVEVOEL 0 A0BEVAC EVAVTI CUYKEKPIMEVNG KAl N
peTaBarAopevng BeTIKNAC Tieong, y) kal oe cuvurapén
UTTIOOEPIOMOU KEVTPLKOU TUTTOU.

Eval\akTika pmopei va xpnotpomoinBei oe cuvdpopua
UTTOAEPIOHOU E OUVOSO NUEPNOLA UTIEPKATTVIA, I} OF
OPIOUEVEG TIEPITTWOELG TIEPIOPLOTIKOU TUTTOU VOO UATWV
TIVEUOVOG.

8) o€ ouvimapén UNTVIKAC Arvolag pe Tdbnon mou Tpo-
KOAei unepkarmvia otnv eypriyopon He uPnAr PaCo,.

6. MapakohouBnon epappoyng TN Bepamneiac.



H Bepameia tou ZAYY pe PAP otdxo €xel n Pekti-
wWon TNG CUPMTWHAToAoyiag, TNG moloTnTag (WNC, TNG
MEiwOoNG Twv TPpOoXaiwv Kal EPYATIKWY ATUXNUATWY Kal
TNV amo@uyn 1 eAaxlotomnmoinon Twv KapdlayyYEIAKWY
emmAokwv. H emiteuén twv otdxwv avtwv eaptdral amd
v amodoxn Kal Tn CUPUOPPWON Tou acBevoug UE TN
Bepaneia o faBo¢ xpdvou. Q¢ cuppdp@waon pe T Os-
pamneia opiletain >4 wpwv Xprion/voxta tov CPAP yia
TOUAAXIOTOV 5 VUKTEG TNV EBSopAda, av Kal TEAEUTAIEC
peNéTeC Beixvouv 0TI 600 TEPIOTOTEPN N XPrON TOU TG00
KaAUTEPN N MpooTacia oTo Kapdiayyelako. MpoyvwoTikoi
TaPAYOVTEC CUMHOPPWONC UE TN Bepameia paivetal va
givain Baputnta tng vooou pe faon 1o AHI, n nueprioila
untvnAia, n UTTOKEIPEVIKN BeATiwon PETA TNV Eappoyn
NG ouokeung CPAP kaBwc kal n ekmaidevon Kat n ouxvn,
€10IKA KATA TIC TIPWTES ELOOUASEC EQAPOYNE TNG CUCKEU-
¢ CPAP, mapakohouBnon tou acBevouc. MNapdyovteg mou
ennpealouv tnv amodoxr Kal GUPUHOPPWON ATTOTEAOUV N
Suoavetia Tou aoBevolg oTn Xoprynon BETIKWY TECEWV
€161KA 0TN PAoN TNG EKTIVONG, TTPOBANMATA EQAPHOYNS
amo TN PAoka T0o0 amo MAeUPAg emAoyn¢ (my. duoa-
ve&ia pIvIknG paokag o€ aobeveic mou €xouv UTOBANBEi
O€ PAPUYYOTIAAOTIKI)) 000 Kal arto MAEUPAC EUPAVIONS
SEPUATIKWV AVEMBUUNTWV EVEPYEIWY, aioBnon Enpdtntag
Twv PAevvoyovwy f pvitidog. Aappdavovtag um’ dYiv ta
TIPOAVAPEPOUEVA CUCTAVETAL BATEL S1EBVWIV 0dNYIWV: N
ekmaidevon Kat avaAuTIKn EVUEPWON TOL aoBevouc Kal
NG oIKoy£évelag Tou yla Tn Bepareia, n mapakololBnon
¢ Bepaneiac amd e€161KeVEVO TTIPOCWTTIKO €10IKA KATA
TIC TPWTEC ELSOPASEC EQAPUOYNC TNG WOTE VA AVAYVW-
piCovtal ueoa mpoPAUATA Kal va EVIOXUETAL N GUVEP-
YQAOIUOTNTA TOU aoBeVOUC. SUCTHVETAL I AVTIKEIPEVIKE
TIAPAKOAOUONON KAl KATAYPAPK) TWV WPWV EPAPOYAE TNG
ouokeun¢ CPAP, n xprion vypavtrpa (n damdvn Tou omoiou
TIPETTEL VA KAAUTITETAL OTTO TOUC AGPAAICTIKOUC POPEIC)
€QOooV, mapd TN ANYPN KATAAANAWY HETPWY, EUUEVEL N
aioBnon Enpotntag SuoxepaivovTag Tn CUVEPYACILOTNTA
Kal KaTd mpoTtiunon, Bacel Twv péxpl twpa dedopévwv
Tou BepUAIVOUEVOU LYPAVTHPA, UE OXONACTIKN TAPNON
TWV KavOVWV ULYIEIVAG Kal TNG XPRONG AnmeCTAYUEVOU
vepoU Kal Ot vepoUL Bplong, yla amo@uyr Hikpofia-
KOU amoIKIoMOoU Twv agpaywywv. Emiong cuotrvetal n
EQAPHOYI] CUCTNUATIKOU TTPOYPAUUATOC eKTTaidEUONG
Kal mapakolouBnong tng Oepamneiag (KAVIKN Tapako-
AouBnong CPAP: CPAP clinic), euBuvn yia To oxedlaouo
KOl TNV EQApPOYN Tou €xel 0 UTTEVBUVOC eEEIOIKEVIEVOC
1aTPOC Tou KévTpou Umvou. H Modafinil evéeikvutal yia
v Bepameia TNG UMTOAEILATIKNAC LUTTVNAIQG O€ aoBeveic
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pe ZAYY mou cuveyifouv va artiwvTal umvnAia mapd tn
owoTh kal emapkr xprion CPAP kal otoug omoioug dev
pmopei va avixveuBei dAAN avayvwpioiun attia urrvnAiag.
H ekTipunon TNG UMTOAEIMUATIKAG UTTVNAIAG KL N avayKal-
oTNTa cuvtayoypdenong Tou @appdkou kabopiletal
amnd tov e€€18IKEVUEVO 1aTPO OTNV LATPLKN TOU UTTVOU.
JUCTAVETAL N HOKPOXPOVIa TTapakolouBnon tng Bepa-
TIEIOC e EAAXIOTN AVA £TOC EMAVEKTIMNGN Ao KATAAANAQ
eKTTAUSEVEVO TIPOCWTTIKO WOTE Va avayvwploBolv Kal
VA QVTIPETWTTIO00UV gyKaAipw¢ TPOBAAUATA UE TN HACKA
EQAPUOYNG, LE TN AEITOUPYIKOTNTA TNG CUOKEUNG, LE TN
OUXVOTNTA KAl TIG WPEC XPONG 1] L€ UTTOAEITTOMEVN CUL-
TITWHATOAOYIO EVW TA OTOIXEID arTd TNV TapakoAouBnon
Kal TNV €€EMEN Tou aoBeVOUC KaTaypAPOVTAL ETTIUEAWC
0TO PAKeMo Tou. H mapakoAolOnon apxikd mpoteivetal
va yivetal BAcel KAIVIKWV TAPAUETPWV: CUUTTTWATONO-
yiag (epwtnuatoloyia, ESS, Beck), kAvikrig e€étaong (kat
BMI), BaoikoU aigatoloyikol eAEyXou, EKTIMNGN TUXOV
ouvoonPOTATWY, A§loAOYNON EKTUTTWOEWY amd TNV KAPTaA
Kataypaeng tng cuokeung PAP (6mou autd gival Suvatov),
EMOKOTTNON UNXAVAHATOC Kal e€apTnUdTwy Tou, emmideién
amoé Tov acBevn) TNS epappoyng tou. Alevépyeta NMMNKMY
ota mAaiola Tou emaveAéyxou 1 yla mlavr avamnpooap-
poyn Twv BepameuTikwy Méoewv Aapupavovtag ur’ oY
OTL avaPePOUAOTE O€ XPOVIO VOONUA, CUOTAVETAL O€
TMEPIMTWON ONUAVTIKAS anmwAELag Bapouc emi cuvumap-
&n¢ mayxvoapkiag, i epdoov o €181KOC 1aTPSC TOu UTTVOU
To Bewproel avaykaio ouoxeTi(ovTag To I0TOPIKO TOU
aoBevoug, TNV avtandkplon Kal mopeia tng Bepamneiag
kal moavég ouvoonpdTNTEC.

O1ao@aloTIKOl 0pyaVIOHOL KAl YEVIKOTEPA TO CUCTNUA
Uyeiag Tng xwpag pag Ba mpéEMmel va KAatavoroouy OTl n
urtooTPIEN Twv aoBevwv Tou TACYOUV armod SLATAPAXEG
TOU UTTVOU KAl TwV EpyacTtnpiwv mou Bétouv T Sidyvwon
kal mpofaivouv og Beparneia ival amapaitntn S16TL N
Béon kal n otdon auth givatl amoAUTWE AvTAmodoTIKN,
amé k&Be amoyn, Ow¢ amoSeixOnKe OTIC UENETEG KOOTOUG
Kal 0@EAoUG TTov £xouv SnpoCLEUBEl éwg Twpa.

EYXAPIZTIEX

©a Bé\ape va euxaploTriooupe Idlaitepa v Kupia Een
BAayoytavvn yla Ti¢ 181aitepa X prOlUE KAl TTAPAYWYIKEG
EMONMAVOELG TNG KABOAN TN Sidpkela SlapdpPwong Tou
Kelpévou. Emiong euxaploToUUE Yia TN CUMMETOXH TOUG
HEe oxOMla Kal EMOoNPAvoEl; Toug ocuvadéd@oug AAxavatn
Mavo, Augihoxiou Avactaoia, Bapouxdkn lewpyto, Aa-
okalomouho Mewpyto, Kapiudin Owtio, Kwotikd Kwv/vo,
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NikoAomouo lwavvn, Mavayou Navaywwtn, Namaddmoulo
lakuvBo, Zrupomoulo Kwvotavtivo, Tepofitou Xpuoauyn,
Todpa Bevetia, Tpugwv Xtavpo.
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NMAPAPTHMA |

KAIMAKA EPWORTH

‘Ovoua Huepopnvia

HAia OUMo:

TimBavdtnta undpyel, 6tav dev aloBAveoTte KoupaAoUEVOC (n) va oag TTAPEL yia Aiyo o UTTvog ) vakolpnBeite TeAeiwg
O€ 10 a1TO TIC TAPAKATW TIEPIMTWOELG; Ol EPWTACELC avapépovTal 0Tov ouvnBIopévo Tpomo {wNn¢ oag mPOcEaATaA.
AKOUN Kat av §ev EXETE KAVEL KATL ATTIO TA TTAPAKATW TTPOOQATA, TTIpooTtadnoTe va Bpeite mwe Ba oag emnpéalav
XpnotuormoleioTe TNV Mapakdtw KAipaka SialéyovTtag Tov aplBuo Tou avtamokpiveTal o€ oag og KABe mepintw-
on
0 = kapia mMBavoTnTa va amokolunow
1 = eANd1otn mBavoTnTa va amokolunow
2 = pétpla mlavoTnTa va amokoluntw

3 = ueydin mBavoTNTa va anokolpuntw
Eival onpavTtiké va anavtiote 600 1Mo OwoTA UIMOPEITE

Katdotaon: ‘Evtaon embBupiag yia urvo (0-3)

1. Alapalovtag kabiouévog (n).

2. BAémovtag tnhedpaon.

3. KaBiopévog (n) kat adpavnc oe dnudaolo xwpo
(m.x. Béatpo, cuykévipwaon).

. EmBatng o€ autokivnto yla pia wpa xwpic otdon.

. Zam\wuévoc (n) To andysupa yia EEkolpacn OTav ol IEPIOTACEIC TO ETIITPETTOUV.

. Kabiopévoc (n) kat UVOUIAWVTAG HIE KATTOLOV.

N oot A

. KaBiopévog (n) og nouxo mepiBAANoOV HETA TO HECNUEPIAVO XWPIG VA EXETE
KOTOVOAWOEL AAKOOA.

8. Xto autokivnTo evw €ioTe oTapatnpévog (n) yia Aiya Aemtd Aoyw Kivnong
YYNOAO

V Tsara, E. Serasli, A. Amfilochiou, T Constadinidis, P. Christaki: Greek Version of the Epworth Sleepiness Scale. Sleep and Breathing
2004,8(2):92
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MAPAPTHMA I

KAIMAKA KATAOAIWHX BECK

Ma kABe pia amd 11¢ emopeveg 21 epwTAOELC eMAEETE TNV amdvTnon (Hia k&Be @opd) mou ekppdlel KAAUTEPA TNV Ka-
Taotaon oag Tnv Tehevtaia efdopdda (cupmepapPavouevng TN onuePIvAS NpéPac). O Babuodcg yia kdbe epwtnon
gival evtog Tng mapévBeong (GBpoton oTo TEAOK).

......... Aev aic0davopal Auttnuévog 0)
......... AwcBdvopat Aurtnuévog (M
......... AlcBdvopat Aurtnuévoc 6Ao Tov Kaipo Kat Sgv Umopw va To EEmepAow (2)
......... AwcBdavopal Tooo Auttnpévog Kat SUOTUXNG TTOU AuTo SeV UTTOPEPETAL (3)
2.

......... Aev éxw 181aitepn amoBappuvon OXETIKA e TO WEANOV oU (0)
......... AwcBdvopat amoBdppuvon OXETIKA e TO PEANOV pou (M
......... AwoBavopat 6Tt Sev €xw TIMoTE MOU VA TTPOGSOKW 2)
......... AwcBdvopat 6Tt To péNNov gival dveu eAmidoc kat 6ti Ta mpdaypata dev gival Suvatov va BertiwBouv (3)
3.

......... Aev a100davopal amotuxnUEVOC (0)
......... AwcBdvopat amotuxnuévog o€ HeyaluTtePo Babud amd Tov yevikd Péco 6po (M
......... KaBwg avatpéxw mpog Ta miow tn {wr You, ekeivo Tou pmopw va dw ival TOAEG ATTOTUXIEG (2)
......... AwcBavopar 6tL oav dtopo gipatl MARPWG amoTuxnuévo (3)
4,

......... AwoBavopar v idla Ikavomoinon e ta dilagopa MPAyHATA OTTWE KAl KATA TO TTAPENBOV (0)
......... Agv amohapfdvw mia ta mpdyuata 6w cuvéPatve oto mapeAOoév (M
......... Aev ailcBavopual Tpayuatikr IKavoroinon He TimoTe mAéov (2)
......... Eipal Sucapeotnuévoc kat Baptépal Pe To KabeTi (3)
5.

......... Aev aioBdavopal 181aitTepa 0TI £Xw EVOXEQ (0)
......... AwcBdavopal evoxég Tou KpatoUV apKETO XpoVviKod Stlaotnpa (M
......... AwcBdavopal peyAAeG eVOXEG TOV TEPLOOATEPO KaLPO (2)
......... AcBdavoual evoxég CUVEXELD 3)
6.

......... Aev aio0davopal 6Tl TipwpoLual otn {wn You (0)
......... AwcBdvopat 6Tt eivat Suvatoév va TIwpoUUalL (M
......... Mepipévw 6T Oa TIpwPENOW (2)
......... AloBdvopat 6TI Tipwpovpatl otn {wr pou (3)
7.

S

......... Aev a100davopal amoyonTeuéVOC amd Tov €QUTO HoU
......... AlcBdvopatl amoyonteupéVog amd Tov eauTo pou
......... AwoBavopar améxBela yla tov autd pou

—_~ o~
N —
— =
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Miow Tov eauTd pou

Aev alcBdavopal 6T ipal Xelpdtepog amnod omolovORmoTe AANoV

KAvw KpPITIKA 0TOV €EQUTO OV Yia Ta AdBn Kal Ti¢ aduvaplieg pou

Pixvw 1o @Taifipo ouvéxela otov €autd pou yia ta Aadn pou

Pixvw to @Taifipo mavta otov eautd pou yla oTISATIOTE KAKO cuufaivel

Agv €£XW OKEPEIG KAl TAOEIG AUTOKTOVIOG

Mou nepvdve amo To HUaAO OKEPEIC auToKTOVIAE aANd Sev TIPOKEITAL VA TIC TTPAYHATOTIONIOW
Oa iBela va autokToviiow

Oa autokTtovouoa gdv pou Sivétav n eukaipia

Agv KA\aiw TTEPLOCOTEPO OE OXEON e AANA QUCIOAOYIKA AToMA

Me mdavouv ta KAApaTa TEPIOCOTEPO TWPA OE OXEDN HE TO TAPENOOV
Me madavouv Twpa ta KAGUATa CuvEXELD

MaAa prmopouca va KAAPw, arld Twpa BEAW va KAAYw Kat Sev umopw

Agv ipal TEPIOCOTEPO VEUPIKOC TWPA O OXEON UE TO TTAPENOOV
Eipat Aiyo meplocdtepo veupikdg amd to ouvnBiopévo
AwcBdavopat eEvoxAnpEVOG KAl VEUPLAOUEVOG VIO APKETO KAlPO
AwcBdavopatl veuplaopévog 6Ao Tov Kalpo

Agv €xw XAoel To evOla@EPOV HOU YIa AANOUG avOBPWTTOUG (KOIVWVIKEG OXETELG K.ATL.)
AwoBdavopat 6Tt €xw xdoet Aiyo To evOla@Epov Hou yia Toug AAAouG avBpwroug
‘Exw xdoel To MEPIO0OTEPO EVOIAPEPOV OV Yia TOUG AAAOUG avBpwToug

Exw xdaoel 6Ao 1o evdlapépov Hou Yia Toug AAAoUG avBpwIToug

Maipvw amo@daocelg 6w Emaipva mavta

AvaaA\w va Taipvw KATIOLEG ATTOPACELG O€ OXEON HE TO TTAPeAOOV

Exw peyaAutepn SUCKOAIO 0TO va TIAipVW AMOQACELG O OXEON UE TO TTAPENBOV
Agv ummopw va mapw KaBOAoU amoQACEL

AwoBavopal 6Tt Sev Seixvw XEIPOTEPA O€ OXEON LE TO TTAPEND OV

Avnouxw ylati volwbw o611 paivoual yé¢pog Kal AoXnog

AwoBdavopat 6Tt €xouv dnuioupynBei HOVIUEG AANOIWOELG OTNV EUPAVION KOV KAl @aivoual AoxXnHog
NopiCw o1 deixvw kat gipat doxnuog

Mmopw va epydlopal TOoo KaAd OTIwE Kal TO TTAPENBOV

Mpénet va kataBaAlw pia emi mAéov mpoomdBela yia va apxiow va Kavw KATL
Mpémel va méow mMOAU ToV €0UTO MOV Yia va apXiow va KAvw KATL

Agv umopw va KAvw Timote

©)
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......... Kolpdpat moAs kKaAd émwe Kat oTo mapeAbov

......... Agv KOIUAUAL TOOO KAAA OTIWG 0TO TApeABOV

......... Zunvaw 1-2 wpeg vwpitepa amd to cuvnBiopévo Kal To Bpiokw SUoKoAo va Eavakolundw
......... ZUTTVAW PEPIKEC WPEC VWPITEPA aTTO TO CLUVNBOICUEVO Kal PETA Sev pmopw va Eavakoiunbw

......... Aev a100davopal TeploodTEPO KOUPATUEVOC ATTO TO oUVNBIoUEVO
......... Koupdlopal 1o eUKOAa G€ Ox€on PE TPWTA

......... Koupdlopat pe to mou kdvw oxedov otidrmote

......... AlcBdvopal ToOAU KOUPACHEVOC YIA VA KAVW TO TTAPAUIKPO

......... H open nou dev gival Atyotepn o€ oxéon e To mMapeAOov
......... H open pou dev gival Tooo KaAr 600 Tav oto mapeA8ov
......... H 6pe&n pou eival moAL xelpdtepn Twpa

......... Aev €xw kaBohou 6pe€n mAéov

......... Aev éxw xaoel oxeddv kabBoAou Bdapog Teheutaia
......... Exw XAaoel mepIoGOTEPO Ao 2,5 KING

......... Exw XAoel TeEPIOGOTEPO ATIO 5 KING

......... Exw xdoel mepioodtepo and 7,5 KINA

......... Agv avnouxw yla TNV LYEia pou TTEPIOCOTEPO Ao To cuvnNOIoUEVO

......... Avnouxw yla S1aPOopPEC CWHATIKEG EVOXAROELC, OTTWG S1APOoPOoUG TTOVOUG
N Bapog oto atopdyt rj SuokolAldTNTA

......... Avnouxw oAU yia S14gopeG CWHATIKEG EVOXANOELG Kal Jou givat SUCKOAO
VA OKEPTW KATI AANO Tiépa amd auTEC

......... Avnouxw TG00 oAU yia S1APOPEC CWUATIKEG OV EVOXAROELG TTOU OEV UTTOPW VA OKEPTW
Timote Mo Tépa amd auTég

......... Agv €xw MapaTNPrioEL TOV TEAEUTAIO KalpO KATIOWA AAAAy 0TO evOIAPEPOV LOU YLa O
......... Exw AiydTepo evllagépov yia o o oxéon P To TapeAbov

......... Ex€l HEIWOET ONUAVTIKA TO EVOIAQEPOV oL Yla OEE

......... Exw evTEAWC XAOEL TO EVEIAPEPOV IOV YIa O

2UVOAIKO aBpolopa

1-10  EvTtog QUOIOAOYIKWV Opiwv

11-16 'Hma datapayn tng Sidbeong

17-21  OpiakoU BaBpou katdOAipn

21-30  Metpiou BaBuou katabhiyn

31-40 Xofapoul Babuol katabhiyn

Mdavw and 40 E€aipetikd cofapn katabAwpn
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Consensus Statement Workgroup for Sleep
Disorders, Hellenic Thoracic Society

The management of obstructive sleep apnoea-
hypopnoea syndrome (OSAHS) with CPAP

Requisite clinical and laboratory evaluation/Authorities involved/
Conditions for prescription of cpap devices/Types of devices/
Patient monitoring

C Mer'migkis SUMMARY. The Hellenic Thoracic Society Workgroup for Sleeping
S. Schl'za _ Disorders (the Sleep Workgroup) developed the Greek guidelines
E. Vagiakis on the therapeutic use of CPAP, Auto-PAP and BiPAP appliances for

patients with sleep apnoea-hypopnoea syndrome (SAHS). Present
aiming to assist Greek physicians working in sleep centres in their
For the Workgroup for Sleep Disorders, clinical and laboratory evaluation of patients with SAHS. This docu-
Hellenic Thoracic Society ment aims to set guidelines for: the use of polysomnography in the
diagnosis of SAHS and the scoring of its severity, the determination
of the role of other medical specialists (ear, nose and throat physi-
cians, psychiatrists, neurologists) in the diagnostic procedure, the
definition of criteria for the therapeutic use of CPAP appliances,
and patient follow-up in sleep centres for the assessment of the
efficacy of the treatment. The development of these guidelines
was based on the current American Academy of Sleep Medicine
(AASM) guidelines, which were included in the numerous publica-
tions and references reviewed by the editing group. In addition,
the members of the HTS Sleep Workgroup offered suggestions
derived from their own experiences and observations, many of
which were used by the editing group to enrich the final document.
Preliminary drafts of the document were sent to all members of the
Sleep Workgroup for proof- editing and for additions in accordance
with current international advances and also consistent with the
adequacy of technological equipment and qualified medical staff

in Greece. Research concerning the epidemic of SAHS and its diag-
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The application of intranasal positive airway pres-
sure with the use of specialized devices, i.e., continuous
positive airways pressure (CPAP), is considered to be the
treatment of choice for medium-severe obstructive sleep
apnoea-hypopnoea syndrome (OSAHS). This method has
been successful in managing the daytime and nocturnal
symptoms of OSAHS, as well as its short and long-term
cardiovascular, neurological and endocrine complications.
The prerequisites for the initiation of CPAP treatment
include correct diagnosis of the underlying syndrome,
provision of the appliance and technical support, training,
psychological and medical support for the patient during
the first days of treatment (in order to avoid non-com-
pliance) and regular patient monitoring at a specialized
sleep centre. The financial burden for national health
systems of supplying the patients with appliances and
expendables is many times less than the costs associated
with late management of OSAHS and its adverse short-
and long-term complications.

The following guidelines have been developed in ac-
cordance with the current guidelines on the diagnosis and
management of OSAHS in the USA, where sleep medicine
has been clearly defined and sleep centres qualified to
diagnose and manage OSAHS have been established
and are fully equipped with the necessary equipment
and staffed by specialized medical and nursing person-
nel. The sleep centres provide the medical information
required by the national health departments for approval
of financial coverage of the treatment.

The decision to initiate CPAP treatment depends not
only on the outcome of attended polysomnographic
study, but also on the information acquired from the
patient’s history and physical examination. For this rea-
son, no person should be subjected to a sleep study
without prior examination and referral by a special-
ized physician (who meets the criteria set by the Hel-
lenic Thoracic Society), in order to avoid unnecessary
sleep studies and to shorten the waiting lists of sleep
centres for those patients who present with compel-
ling indications.

The following sections outline the suggested proce-
dure to be followed before prescribing CPAP, the indica-
tions for CPAP initiation, the choice of the appropriate type
of treatment and the scope of patient monitoring:

1. History and clinical examination. Patients should be
examined in an outpatient sleep centre by a specialized
physician who meets the criteria set by the Hellenic
Thoracic Society, in order to determine the necessity for
conducting a sleep study and possible additional tests,
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such as: ear, nose and throat (ENT) examination in the case
of obvious anatomical deformities of the upper airways,
lateral cephalometric X-ray, cardiological evaluation in the
event of clinical suspicion of heart failure, thyroid func-
tion tests in the case of suspicion of thyroid problems,
psychiatric evaluation if there is a possibility of underlying
mental disease associated with sleep disorder. According
to the current literature, head and neck computed
tomography (CT) has no place as a routine examina-
tion and is indicated only when a malignancy or some
other rare cause of anatomical upper airway obstruction
is suspected by the sleep specialist and the ENT specialist
as being the underlying cause of the symptoms. Unneces-
sary head and neck CT, apart from the financial burden
for the health departments, is also contraindicated due
to the unwarranted and possibly damaging radiation of
tissues in this area. The sleep physician should therefore
decide when an attended polysomnography is required
and schedule it accordingly; for example, patients with
severe symptoms and/or comorbidities should take
precedence, in order to prevent an adverse outcome
for themselves and others. Patients who report sleepi-
ness while driving to the degree of almost causing
a traffic accident should be examined immediately
and advised not to drive until effective treatment
is established. Pertinent recommendations should be
recorded in the patients’ medical files, to be available as a
legal document in the event that they cause an accident
despite having been advised against driving.

2. Attended polysomnography in the sleep labora-
tory. This test is the gold standard for the diagnosis of
OSAHS and determination of its severity. The results of
polysomnography, combined with the data from the
patient history and physical examination, can define
the necessity of prescribing a CPAP device. A full-night
polysomnographic sleep study requires: electroencepha-
logram (EEG) (comprising recordings of central, occipital
and frontal derivations), electrooculogram, electromy-
ogram (EMG) (of the submental and tibialis muscle),
electrocardiogram (ECG) (derivation II), oronasal flow
measurement (simultaneous recording with thermistors
and nasal pressure transducer or respiratory inductive
plethysmography, [RIP]), pulse oximetry, detectors of
thoracoabdominal movements, snoring microphone,
posture detector and video-recording. The equipment
is put in place by a physician or technician (nursing or
otherwise) who has received appropriate training. Data
collection and processing, such as sleep staging, scor-
ing minor arousals and respiratory events, evaluation of
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ECG and leg movements, is completed by a specialized
physician or by a supervised sleep laboratory technician.
Automated (by software incorporated in the record-
ing device) diagnosis of sleep stages, minor arousals
and respiratory events is not considered acceptable
for the diagnosis of OSAHS and prescription of CPAP.
Attended limited recordings (regarding the number of
EEG derivations and/or types of airflow detectors used)
are performed in the sleep laboratory under the super-
vision of a qualified sleep specialist, only when there
is insufficient equipment for the conduct of full-night
polysomnography. Attended limited recordings can also
be performed at the patient’s bedside by the hospital
sleep laboratory personnel, when the clinical condition
precludes safe transport to the hospital sleep laboratory.
Automated results from the limited recording device
are not acceptable.

The apnoea-hypopnoea index (AHI) per hour slept
is one of the primary parameters used to determine the
necessity of prescribing CPAP. The definition of respira-
tory events should therefore follow the standard criteria
for AASM used in all sleep laboratories:

Apnoeais scored as a reduction of 290% from baseline
of the thermistor or thermocouple signal, with a duration
of 210 seconds. This definition of apnoea does not require
the concomitant presence of arousal or haemoglobin
desaturation. Apnoea is classified as central, obstructive
or mixed, based on current criteria.

There are two definitions for hypopnoea:

a. reduction of the nasal pressure signal (or RIP) by
50% from baseline with a duration of =10 seconds, fol-
lowed by haemoglobin desaturation of = 3% and/or
sleep arousal.

b. reduction of the nasal pressure signal (or RIP) by
30% from baseline with a duration of =10 seconds, fol-
lowed by haemoglobin desaturation of =4%. Both
definitions should be used for the characterization of
respiratory events. If only one definition is used, this must
be recorded in the sleep study report.

It is apparent that the definition of hypopnoea re-
quires not only a thermistor or thermocouple, but also
a nasal pressure transducer, or alternatively an RIP. The
thermocouple has great sensitivity in detecting apnoea
but not hypopnoea. In the case of malfunction of the
nasal pressure transducer during the sleep study and
inability to correct the underlying technical problem
(which is quite common in everyday clinical practice),
hypopnoea should be scored with use of thermistors.
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However, the number of events is likely to be underes-
timated and this possibility must be noted in the final
medical report, especially when the results suggest that
the patient is unsuitable for CPAP initiation, when, in the
case of strong clinical suspicion for the necessity of CPAP,
a second sleep study should be conducted with both
detectors. The thermistor can be used as an alterna-
tive device for the detection of hypopnoea (despite
the prementioned limitations) only in the case of
pressure transducer malfunction. Another reliable
alternative is the use of RIP (which, however, is available
in only a limited number of sleep laboratories in Greece).
An EEG is required for scoring sleep arousals, which are
included in the first definition of hypopnoea.

In some patients with daytime symptoms, where it is
not possible to diagnose a typical OSAHS, minor arous-
als can be scored as respiratory effort-related arousals
(RERAs), according to the following definition:

RERAs are respiratory cycles of increasing-decreasing
effort or flattening, recorded by nasal pressure transducer,
that leads to an arousal, with a total duration of =10 sec-
onds. This respiratory event must not meet either of the
criteria given above for hypopnoea.

The precise definition of RERAs is only possible with
oesophageal manometry; however this method is invasive
and has been replaced by nasal manometry or RIP.

When RERAs are included, the AHI should be named
respiratory disturbance index (RDI).

In conclusion, health insurance systems should accept
both indices, AHI and RDI, for determination of the sever-
ity of the syndrome, particularly in patients with severe
daytime symptoms and estimated AHI (which does not
include RERAs) that does not justify use of CPAP.

3. Evaluation of the necessity of treatment with CPAP

Following polysomnographic sleep study and estima-
tion of AHI, therapeutic application of CPAP is indicated af-
ter a second pressure titration study with CPAP, when:

AHlis =15 respiratory events per hour slept, or AHl is
=5 and <15 respiratory events per hour slept, with con-
comitant presence of one or more of the following:

a.Daytime sleepiness

b.Cognitive disorder (memory, attention, learning and
concentration disorders, etc.)

c. Emotional distress or insomnia

d.Arterial hypertension

e.lschaemic heart disease

f. History of stroke.
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(larifications

Daytime sleepiness should be evaluated with a de-
tailed history and by use of the broadly accepted Epworth
sleepiness scale (ESS) for the subjective evaluation of
sleepiness (Appendix 1).

The presence of cognitive disorders should be defined
from the detailed history, or by neurologic evaluation, if
required. Conditions associated with neurological dis-
eases (such as dementia) in elderly patients should not
be considered as cognitive disorders.

Insomnia (difficulty in getting to sleep and in maintain-
ing sleep) should be defined from the detailed history
and study of the patient’s self-recorded sleep calendar,
followed by a psychiatric evaluation if requested.

The presence of emotional disorders, mainly in the
form of depression, should be defined from the detailed
history and completion of the widely accepted Beck’s
depression scale (Appendix 2). Referral for psychiatric
evaluation can be decided on an individual basis.

The presence of hypertension, ischaemic heart disease
or stroke should be defined on the basis of the medical
reports of the relevant specialists.

The estimation of AHI should be based on a minimum
recorded sleeping time of 2 hours during a polysom-
nographic study. All the numerical criteria have been
established by recent publications and are internation-
ally accepted.

At this point, it should be emphasized that the phy-
sician does not treat numbers but patients who are
experiencing problems and symptoms. The presence
of significant clinical symptoms which are likely to be
improved by intervention, especially daytime sleepiness,
is considered, by both the patient and the physician, to be
a strong point in favour of initiation of treatment. If the
patient exhibits no clinical symptoms or comorbidities
that are considered life-threatening when combined with
sleep apnoea (e.g., coronary heart disease, arrhythmias,
history of stroke), then initiation of CPAP should be rec-
ommended only with great caution. In such cases, CPAP
is instituted as a preventive measure that is associated
with greater expense and annoyance for the patient
than the other alternatives, such as exercise, diet or ces-
sation of smoking. It should also be remembered that
elderly patients are normally expected to score a higher
AHI (a score of greater than 10 is considered normal for
people aged over 65 years). In these older patients, the
unfavourable effects of sleep apnoea on survival are less
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certain, and the numerical criteria should be considered
individually.

Prescription of CPAP based on split-night polys-
omnographic study (i.e., an initial diagnostic section
followed by pressure titration with CPAP) should be
decided upon only in selected patients, because it may
underestimate the severity of the syndrome (due to a
lower rate or absence of REM sleep in the first half of the
study) and also because the time remaining for pressure
titration may be insufficient.

Split-night study can be used in patients with AHI
>40/hour, resulting from at least 2 hours slept during the
diagnostic section. The remaining time for CPAP titration
should be at least 3 hours. Split-night study can also be
selected for patients who score AHI >20 and <40 per hour
slept, when serious desaturation or cardiac arrhythmias
secondary to respiratory events are recorded in the first
2 hours slept. In this case, the technician can perform the
second part of the CPAP titration after receiving approval
and appropriate instructions from the sleep physician.
The patient should be closely monitored during the
study so that if the symptoms persist despite initiation
of treatment, or if the outcome is worse than expected,
then the titration should be repeated, with full-night
polysomnography. The CPAP appliance is prescribed by
the sleep laboratory pulmonologist qualified in sleep
medicine (based on the criteria set by the HTS). Ac-
cording to current literature and international guidelines,
approval of an ENT specialist or another specialist is not
required for the prescription of a CPAP device.

4, Determination of the use of automatic positive
airway pressure (APAP) titration devices for pressure
titration and treatment

a) APAP devices are not used for diagnostic purposes.
Certain types of APAP devices record snoring, apnoea and
hypopnoea with airflow detectors, RIP or forced oscilla-
tion technique, and can be used in titration studies with
a degree of efficiency similar to that of CPAP.

Pressure titration with these devices should be
conducted during polysomnography under the su-
pervision of a specialized technician, who can alter the
parameters of the procedure to the standard manual CPAP
titration in the event of adverse episodes such as central
apnoea, hypoventilation, arousals despite correction of
respiratory events and leg movements. Pressure titration
with APAP is contraindicated in patients with heart
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failure, chronic obstructive pulmonary disease (COPD),
nocturnal desaturation secondary to other breathing
disorders such as obesity-hypoventilation syndrome, and
in patients who do not snore or have had pharyngoplasty
for the management of snoring and those with central
apnoea-hypopnoea syndrome.

After therapeutic pressure titration with CPAP or APAP,
patients should be closely monitored, especially during
the first weeks of the treatment, in order to establish its
safety and efficacy. However, if the symptoms persist
despite the treatment, or if the outcomes are disappoint-
ing, titration should be repeated with CPAP.

It should be noted that according to current guide-
lines, the suggested titration procedure is that which uses
manual CPAP, where the laboratory technician gradually
increases the therapeutic pressure up to the maximum
level at which respiratory events and associated disorders,
i.e., desaturation, arousals and snoring, disappear at all
sleep stages and in all body postures, and especially in
REM sleep, in the supine position, or in a combination of
the two. As noted above, attended APAP titration can be
performed as an alternative when manual CPAP titration
with gradual pressure increase is not applicable because
of technical or other problems.

According to the current literature, APAP titration is
contraindicated in split-night studies. APAP appliances
are prescribed by the sleep centre physician.

5. Indications for bilevel positive airway pressure
(BiPAP) in patients with 0SAHS

As noted above, CPAP is considered to be the treat-
ment of choice for OSAHS, but BiPAP can be applied
therapeutically in the following cases:

(@) When the symptoms of OSAHS can be relieved only
with extremely high positive airway pressure, which
is not tolerated by the patient.

(b) When there is considerable difficulty in expiration
under a steady level of positive pressure, to a degree
which cannot be managed successfully with standard
methods.

(c) Inthe presence of central hypoventilation. Alternatively
it can be used in hypoventilation syndromes with
associated daytime hypercapnoea or in certain
constrictive pulmonary disorders.

(d) In the event of coexistence of sleep apnoea with
another disorder that causes hypercapnoea in
wakefulness, with a high level of PaCO,.

TINEYMQN Zvpmnpwuartiké Tevyog 1o, Topog 220¢, 2009

6. Treatment monitoring

Treatment of OSAHS with PAP aims to improve the
patient’s symptoms and quality of life, reduce the number
of traffic and occupational accidents, and prevent or
minimize cardiovascular complications. These goals
can be achieved, provided that long-term acceptance
by the patient and compliance with the treatment are
achieved. Compliance with the treatment is defined
as use of CPAP for >4 hours per night at least 5 nights
per week, although recent studies provide evidence that
more frequent use of CPAP is protective to the cardiovas-
cular system. Factors prognostic of compliance with the
treatment are: severity of the disorder according to AHI,
presence of daytime sleepiness, subjective improvement
after application of CPAP, good patient training, and close
monitoring, especially during positive pressure admin-
istration. Factors that may compromise acceptance and
compliance are patient discomfort during positive pressure
administration, especially during expiration, discomfort
with the type of mask used (for instance, the nasal mask
used in patients who have undergone pharyngoplasty) or
the appearance of complications such as mucosal dryness
or rhinitis. Consequently, international guidelines suggest
provision of training and detailed information about the
treatment for the patients and their families, along with
close monitoring by specialized staff, especially during
the first weeks of the treatment, in order to identify
immediately and alleviate any problems and in this way
to improve patient collaboration. Objective monitoring
and recording of CPAP application and the use of a moistu-
rizer (the financial burden of which must be covered
by the health insurance institutions) are indicated when
mucosal dryness persists despite appropriate measures,
compromising patient compliance. In accordance with
recent data regarding the use of heated moisturizers,
health measures should be closely followed and purified
water should be preferred over tap water for avoidance
of microbiological contamination of the airways. All sleep
centres should set up a routine training and follow-up
programme for patients and their families (a CPAP clinic),
which should be organized and supervised by a qualified
physician. Modafinil is indicated for the management
of residual sleepiness in patients with OSAHS whose
symptoms persist despite correct and adequate use of
CPAP and whose examination failed to detect another
underlying cause of sleepiness. Evaluation of residual
sleepiness and decision about the need for modafinil is
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the responsibility of the sleep physician.

Long-term treatment follow-up requires, at the mini-
mum, yearly reevaluation by appropriately trained staff
for the diagnosis and timely management of possible
problems concerning the CPAP mask, the efficacy of
the appliance, the frequency and duration of use and
any residual symptoms. These follow-up data should
be recorded in the patient’s medical file. It is suggested
that monitoring should initially include the following
parameters: presence of symptoms, assessed by question-
naires (the ESS and Beck’s scale), physical examination,
BMI measurement, standard blood count, identification
of any comorbidities, evaluation of data recorded dur-
ing application of PAP if possible, and inspection of the
appliance and its equipment and demonstration of its
use by the patient.

Due to the chronic nature of the syndrome, the poly-
somnographic study should be repeated as a routine
follow-up or for possible readjustment of therapeutic
pressure levels in the event of significant weight loss
in overweight patients or if it is considered desirable
by the sleep physician, based on the patient’s history,
response to treatment, outcome and possible comorbid
conditions.

Finally, the health insurance agencies and the national
health system in general need to fully comprehend the
necessity for supporting patients who suffer from sleep
disorders and should sponsor the sleep laboratories
responsible for the diagnosis and treatment of these
patients. This approach is considered to be helpful and
compensatory in every way, according to published
studies that have demonstrated unequivocally its cost-
effectiveness.
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APPENDIX

THE EPWORTH SLEEPINESS SCALE

Name: Date:

Age: Gender:

How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? This refers
to your usual way of life in recent times.
Even if you have not done some of these things recently try to work out how they would have affected you.

Use the following scale to choose the most appropriate number for each situation:
0 = no chance of dozing

1 =slight chance of dozing

2 = moderate chance of dozing

3 = high chance of dozing

It is very important that you reply as correctly as you can.
Situation Chance of dozing (0-3)

1. Sitting and reading
. Watching TV

. Sitting inactive in a public place (e.g a theatre or a meeting)

. As a passenger in a car for an hour without a break

. Lying down to rest in the afternoon when circumstances permit

. Sitting and talking to someone

. Sitting quietly after a lunch without alcohol

0o N o0 U B~ W N

. In a car, while stopped for a few minutes in traffic

TOTAL

V. Tsara, E. Serasli, A. Amfilochiou, T Constadinidis, P. Christaki : Greek Version of the Epworth Sleepiness Scale. Sleep and Breathing
2004,8(2):92



PNEUMON Supplement 1, Vol. 22, 2009

APPENDIX 2

BECK DEPRESSION INVENTORY
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Please read each group of 21 statements carefully and then pick out the one statement in each group that best
describes the way you have been feeling during the past week, including today. Circle the number quoted in brackets

beside the statement you have picked and score at the end of the test.

......... | do not feel sad.

......... | feel sad.

......... | am sad all the time and | can't get over it.
......... I am so sad and unhappy that | can’t stand it.

......... I am not discouraged about my future.

......... | feel discouraged about my future.

......... | feel | have nothing to look forward to.

......... | feel my future is hopeless and will only get worse.

......... | do not feel like a failure.

......... | have failed more times than the average.
......... As | look back, | see a lot of failures.

......... | feel 1 am a total failure as a person.

......... I get as much pleasure as | ever did from the things | enjoy.
......... I don't enjoy things as much as | used to.
......... | get very little pleasure from anything.

......... 1 can’t get any pleasure from anything and | find everything boring.

......... | don't feel particularly guilty.

......... | feel guilty for a long period of time.
......... | feel quite guilty most of the time.
......... | feel quilty all of the time.

......... I don't feel | am being punished.
......... | feel I may be punished.

......... | expect to be punished.

......... | feel | am being punished.

......... | don't feel disappointed in myself.
......... | am disappointed in myself.

......... | feel appalled with myself.

......... | hate myself.
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| don't criticize or blame myself more than any other person.
| am critical of myself for my faults and weaknesses.

| criticize myself all the time for all of my faults.

| blame myself for everything bad that happens.

| don’t have any thoughts of killing myself.

| have thoughts of killing myself, but | would not carry them out.
I would like to kill myself.

I would kill myself if | had the chance.

| don't cry more than other people.

| cry more than | used to.

| cry all the time.

| used to be able to cry, but now | feel like crying, but | can’t

I am no more restless or nervous than | used to.
| feel more restless or nervous than usual.

| am very nervous or agitated most of the time.
| am very nervous or agitated all of the time.

I have not lost interest in other people (social activities, etc).
I am less interested in other people than before.

| have lost most of my interest in other people.

| have lost all interest in other people.

I make decisions about things as well as | ever did.

| postpone making some decisions compared to what | used to.
[ find it more difficult to make decisions than | used to.

| have trouble making any decisions.

| do not feel | look worse than in the past.

| am worried that | look old and ugly.

| feel that | have permanent damage in my appearance and | look ugly.
| feel that | am and look ugly.

I am able to work as well as | ever did.

| have to make a harder effort in order to do something.
| have to force myself in order to do something.

| don't have enough energy to do anything.

| have not experienced any change in my sleeping pattern.
| don’t sleep as well as ever.

| wake up 1-2 hours earlier than usual and have trouble in resuming sleep.

| wake up a few hours earlier than usual and | cannot resume sleep.

= o=
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......... I am no more tired or fatigued than usual.
......... I am more tired or fatigued than | used to.
......... | am too tired or fatigued to do many things.
......... | am too tired or fatigued to do anything.

......... I have not experienced any change in my appetite.

......... My appetite is somewhat less than usual.
......... My appetite is much less than before.
......... | have no appetite at all.

......... | have not lost weight recently
......... | have lost more than 2.5 kg.
......... | have lost more than 5 kg.
......... | have lost more than 7.5 kg.

......... I am not more concerned about my health than usual.

......... I am concerned about certain physical annoyances, such as stomach aches or constipation.

......... I am very concerned about many physical annoyances and | find it hard to think of anything else.
......... I am so concerned about certain physical annoyances that | cannot think of anything else.

......... | have not noticed any recent change in my interest in sex.

......... I am less interested in sex than | used to be.
......... I am much less interested in sex now.
......... | have lost interest in sex completely.

Interpretation

1-10: Within normal range

11-16: Mild Mood Change

17-21: Mild Depression

21-30: Moderate Depression
31-40: Severe Depression

> 40: Extremely Severe Depression
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TpomoL Beparneiag TOU GUVOPOUOU ATTVOLWV-UTTOTIVOLWV UTIVOU,
ne 8laitepn €ugaon otnv e@apuoyn Oetikng mieong. To Tpito
MEPOG, Eival aPIEPWHEVO OTIC SlaTAPAXEC TNG AVATIVONG OTOV
Umvo ota maudid, Kat avamtuooovTal Ta KAVIKA XOPaKTNPLIOTIKA,
n maBoyéveon, n SlayvwoTiKn mpoonéhacn Kat n Bgpaneia Tou
ouvVdpAOL amvolwy UToTVOLWY 6TV MAdIKN NAIKia. Mveduwv
2009, 22(Xuuminpwpa 1):28-52.

O1 Béoeig opogwviag yla tn Sidyvwon kat Beparneia tTwv datapaywv
NG avamvor¢ otov UTvo o€ eVAALKEC Kal Tatdid, StapopewOnkav améd Tig
opdadeg epyaoiag Tng EAAnvikng Etatpeiag Alatapaywv ‘Yrvou (EAEAY) yia
va KOAUYPOUV TO CNUAVTIKO KEVO 0TN oUYXPovN EAANVIKN 1ATPIKE TIPAKTIKT).
MepAaufavouy Tic cUCTACEIC yia T SlayvwoTiKA Kal BgpameuTtikn Siadika-
oia mou gival orjePa amodeKTEC yia va akohouBnBouv og KOs mepinTwon
TaBoAOYIKNAG avaTvorg oTov UTTVO 0TOUG eVAALKEG Kal oTa Tratdid. O Béoelg
opopwviag SlapopPeWONKAvV O [Ia OEIPA CUVAVTHCEWY TWV HEAWV TWV
emrponwy, and 1o Pefpoudplo Tou 2008 £wc TNV TEAKH GUVAVTNON Aro-
Soxnc Tov Noéuppto tou 2008. H Siadikacia kat n TeAKr StlaTumwon Twv
Béoewv opopwviag éytve e evBUvN Tou AX TG EAEAY
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ENITPOMEX
Aoikntiké Tuppovhio

Todpa Bevetia, Aupiroyiov Avaotaaoia, lMamaypnyopdkng |.
MavwAng, lewpydmoudog Anurtpng, AioAio¢ MavwAng

Opiopoi, Tadtvopnon, kataypa@éc Siatapaywv
NG avamvori¢ oTov TV 0ToUC EVIMIKES

AaokalomouAou-BAayoyidvvn Evpnuia, NikoAémoulog
Ndvvne, Kaotavakng Mavwng, Bayidkng MavwAng

E@appoyn Betiki¢ micong agpaywywv

AAeéomoUAou Xpiotiva, Aupthoyiov Avaotaaia, Maviot
XpuooUAa, KuBpewtnc lNpokdnng, Tpakada lcwpyia, Xtel-
poémouoc NaoydAng

Evéootopatikéc ouoKEVEC
Mamaypnyopdkng I. MavwAng, Zuvodivég N. Oikimmog

Xepovpyikn avtipetwmon tov ZAYY
BrAog A. lewpyiog

Adyvwon kat Opameia Twv Slatapaywv Tn¢ avamvorg
atov Unvo ota maudia

Kabitn¢ ABavdaoioc, Koubdouuvdkng EuuavounA, AuAwvitou
Eipnivn, Eumropiadouv Mapia, Toakaviko¢ MixanA, Xat{ng
Avaotdotog, XouAdkng MixariA, Xpouoog lewpyiog

MEPIEXOMENA
Mépo¢ mpwto
A. Ta&ivéunon avamvevuoTikwv Slatapaywv oTov Ummvo
OTOUCG EVHAIKEG
B. Emelo0610/8¢gikteg Slatapaywv avamvong oTov Unvo
Kal apunvioelg (arousals)
I. Kuptdtepa kKAvikd ouvdpopa
A. Tumog peAétng otov UTvVo
E. Evbei€elc moOAUCWUATOYPAPIKNAG MEAETNG

Mépoc bevtepo
Ospaneia

A. Yuvexng Betikn mieon agpaywywv (Continuous Positive
Airway Pressure - CPAP)

B. Ev60oOoTOMATIKA KIVNTA pnxaviuota

I. Xelpoupyikn avtigetwmion tov AXY

Mépog tpito
JUVOPOUO ATTOPPAKTIKWVY ATTVOIWV-UTIOTIVOIWV 0TA
madia
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Mapdaptnua

MEPOX NPQTO

A.TAZINOMHZH ANAMNNEYZTIKQN
AIATAPAXQN ZTON YININO XTOYZX ENHAIKEZ

H mpwtn opyavwuévn mpoondbsia taivounong tTwv
Slatapaywv Tou Umvou, umd Tov TitAo “Diagnostic Classifi-
cation of Sleep and Arousal Disorders”, dnuoocievbnke oto
meP10SIKO Sleep to 1999. H ta&ivounon autr anoté\ece
N Bdon Twv PeTEMeITa PEATIWOEWY Kal avaBewprogwv
TTOU €YIVAV LIE TN OUVEPYATIA TWV HEYaAUTEPWV SlEBVWV
Etaipeiwv "Yrvou. H teheutaia ta&ivéunon, umo tov Titho
“International Classification of Sleep Disorders: Diagnostic
and Coding Manual” (ICSD-2), 5npooietBnke 1o 2005'. O
OKOTIOC TNG OANG MpooTdbelag ftav n utobétnon, and
OAOUC TOUG AOXOAOUMEVOUCG ME TIC SIATApaxEC TOU UTTVOU,
KOIVAC YAWOOOG WOTE VA ETMITUYXAVETAL N EMIKOIVWVIA
HeTa&l Toug MPo¢ 6PeNOC TNG KAIVIKAG KAl EPEUVNTIKAC
npa&ne.

Xtnv maBoloyia TNG avamvong Katd tov UTvo, BAcel
¢ mapandvw Tagivounong, meptdapBdavovtal TEcoEPIC
KUpleC opddec Slatapaywv.

1. 20vOpopa KEVIPIKWV AMVOLWV

1.1. MpwTtomaBbng KeEVTPIKN Amvola

1.2.Avanvor| Cheyne-Stokes

1.3.Meprodikn avamvor Adyw peydAou uPopéTpou

1.4.Kevtpikég amvoleg xwpic avamvory Cheyne Stokes
o@eINOpEvEG O€ S1APopeC TTABONOYIKEG KATACTACELS
(ayYEIAKEC, VEOTTAAOUATIKEG, EKPYUAIOTIKES, TOAUATIKEG
BA&Rec KNZ, Siatapayég kapSiag/veppwv)

1.5.KevTpIKEG ATTVOLEG OPEINOLEVEC OE PAPHAKA 1] OUTIEC

1.6.MpwTtomabn¢ dmvola UTTVOU TWV VEOYVWV

2. L)vdpopa amo@paKTIKWV amvolwv

2.1. Ano@paKTIKN dmvola evnAikwv
2.2. ATo@PaKTIKH amvola madiwv

3. Zivdpopa Ymoagpiopou/YmoSuyovarpiag
oV guvdéovtal pie Tov Umvo

3.1.KupeAISIkOG uToagPIoPOC Slatnpoupévng TG fato-
TNTAG TWV AEPAYWYWY, I810TTABAS

3.2.2UYYEVAG KEVTPIKOG UTTOAEPICHOG

3.3.Ynoagpiopdcg/umouyovaripia og AANeG TABOAOYIKES
KOTaoTAoELG: NOGUATA TTVEUOVIKOU TTAPEYXUHATOG,
KATWTEPWV aEPAYWYWV (.. Xpdvia ATTOQPAKTIKNA
MveupovomnaBeia — XAIM), mveupoviKAg KUKAogopiag
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(m.X. TVELUOVIKA UTTEPTAON), VEUPOUUIKA VOO UaTA,
voorata Bwpakikou KAwRou, mayxucapkia.

4. AN\ec Sratapayég Tng avamvor¢ Katd tov Unvo
— ad1evkpivioTeq/pn €101KkéC

Mpokettal yia diatapaxég xwpic 1dlaitepa Pacika
XOPAKTNPIOTIKE, woTe va ta&ivounBolv o€ pia and Tig
TPELG OHAdEC.

B. EMEIZOAIA/AEIKTEZ AIATAPAXQN
ANATINOHZ XTON YINNO KAI AOYTINIZEIX
(AROUSALS)™3

Optopoi
Anvoia

1. Meiwon Tng por¢ tou aépa =90% tn¢ BacIKAC TIMACY,
OTIWG aVIXVEVETAL ammd TOUG OTOUATOPIVIKOUG aloon-
TAPEC OepudTNTAC 1 EVAANAKTIKA amd aloOnTrpeg
PIWIKAG TTieEoNG

2. Adpkela =10 sec

3. H mpoavagpepBeioa eAdTTwon TnG porg agopd oTo
90% TouAdyloTov TN Sidpkelag Tou eneloodiou.

Taéwvounon twv amvoiwv Aol TG avamvevoTiKi¢
npoomndfeiac

1) ATTO@PAKTIKN drvola: GUVOSEVETAL ATTO AVATTVEUCTIKN
npoomdBela kab' 6An tn Sldpkela Tou emelcodiov

2) KevtpikA dmvola: amoucia TG avanmveUoTIKAG TTPO-
ondBelac kab’ 6An tn SidpKela Tou emelcodiov

3) Meiktry amvola: ocuvdudadel Tnv amouacia Tng ava-
TIVEUOTIKAG TTPOOTIAOELAG KATA TO APXIKO TUNAMA TOU
€MeIc06iov Kal TNV EUPAVION TNEG AVATIVEUCTIKAG
npoomdBelag Katd 1o SeUTEPO UEPOC.

* Baolkn TIUA gival To péoo péyebog Tng oTtabepnc avamvorig Kal
ofuyovwong ta mponyouueva 2 Aemtd Tne évapéng tou emelcodiov
yla Toug aoBeveic e oTabepod TUMO avamvor 1 To PEoo uéyefog Twv
3 HeyaNUTEPWY avVaMVowV Ta TTponyoUeva 2 AemTd yia aobeveig e
un 0taBepo TUMO AvVamnvor|C.

** H Slagopikf Stdyvwon kat n talvéunon Twv UNMoTVOLWY WG
QIMOPPUKTIKES, KEVTPIKEG I HEIKTEC OEV MUMOPE( va Yivel Xwpic T
TIOOOTIKH EKTIUNON TNG AVOTTVEUOTIKAG TPOOTIAOEIOC. AUTO YiveTal e
KATAYPAPH TNG Olo0PAYELAC TTiEONC 1 e PaBUovounpévn EMaywYLKN
mAnBuopoypagia 1 pe nAektpopuoypdenua Slagpdayuatog/
MECOTAELPIWV HUWV. QG TIPOC TOV XAPAKTNPIOUS TNG UTTOTVOLAG, TTPOG TO
TIAPOV CUVIOTATAL VA XPNOLLOTIOLEITAL O TTPWTOG AVAPEPOUEVOC OPICHOC,
Kal o€ KaBe mepimtwon Ba mpémel va SnAWVETAL 0T AMOTEAEOHATA TNG
TIOAUCWHATOYPAPIKAG LEAETNG E TTOLO OPLOUO EXOUV XAPOKTNPLOTEL
Ol UTTOTIVOILEC.
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Ymonvoia

1) Méeiwon Tng pongTou agpa =30% tng PAcIKAG TIMACY,
OmW¢ avixveLeTal amod Tov alodNnTAPA TNG PIVIKAG
mieong 1 N EVOANAKTIKA Ao aloOnTrpEeC EMAYWYIKAG
TANBuUCHOoYPAPIag OTOPATOPIVIKOUG aloONTAPES
BepuodTnTag

2) Awdpkela =10 sec

3) H mpoavagepBeioca eAdttwon tn¢ porig agopd oto
90% TouAdxloTOoV TNG SIAPKELAG TOU emelcodiou

4) MNTWwon Tou KOPECTHUOU KATA =4% o€ Ox€0N UE TOV
Baoikd Sp0,% mptv To emeloddio.

EvaMaktikd: Q¢ vmémvola pmopei va optofei
TO QVATTVEVTTIKO YEYoVA¢ mou ANpPoi Ta mapakdtw
Kprtiipla
1) Meiwon Tng pon¢ Tou aépa Katd =50% TN PACIKAG
TIMAG*¥, OTTWG avixveLeTal amd Tov AloONTAPA TNG PIVL-
KAC TTieong f EVAANAKTIKA armo aloOnTHPES EMAYWYIKNAG
mANBucoypPaPiag 1] OTOHATOPIVIKOUG aloONnTrpEC
BeppoTnTag
2) Adpkela =10 sec
3) H mpoavagpepbeioa eAdttwon Tng porg agopd oTo
90% TouAdxloToV TNG S1ApPKELAC Tou emeloodiou
4) MNtwon tou KopeopoL Katd =3% Og OXEON UE TOV
Baoikd Sp0,% mpv 1o eMeloddIo, 1y To emelcddia va
ouvodeveTal amo arousal.

Agunvion oxetil{Opevn pe avanvevoTikiy mpoomddeia
(RERA: Respiratory effort related arousal)

Eival emel06810 avamveuoTikng Slatapaynig, ou xa-
paktnpeiletal amd amo@PAKTIKAG AITIOAOYIAG TIEPLOPIoHUS
NG PONG TOU 0EPA OTOV AVWTEPO AEPAYWYO (XWPIG OUWG
va AnpoUVTal Ta KpITrpla TNG dmvolag fi uménvolac).

YuvodeveTal ammo auénuévn avanveuoTikn TpooTabela
Kat AOVETaAl JE TNV pgpavion arousal (RERA). Mpotelvopevn
pé€Bodo¢ avayvwplong ival n Kataypagr TnG 0lo0PAYELAG
Tiieang av Kat urmopouv va XpnotponolnBouv alodntrpeg
PIVIKNC TTieong 1 emaywyikr mMAnBuopoypagia. Alayvw-
OTIKA KpLTAPLa:

1) Mia oglpd avamvowv au&avopevnNG/EVTEIVOUEVNG
QVATTVEUOTIKNG TTPOOTIABELAG i} EMITESWONG TNE PONG,
OTWG Kataypdagetal and Tov alodntipa TG PIVIKAG
miieong, mou odnyei o€ arousal, xwpig To emeloddlo va
TANPEOI Ta KPITrpla TNE Arvolag 1 udTTvolag

2) Adpkela =10 sec.

Agiktng anvoiag-umomnvolag unmvou (Apnea-Hypop-
nea Index-AHI): O ap1Bud¢ Twv amvolwV Kat UTTOTTVOLWY
avd wpa MPAYHATIKOU UTTVOU.
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Agiktng avanveuoTtikig diarapaxng (RDI- Respira-
tory Disturbance Index): Eivat o apiBuog twv anvolwy,
unorvolwv kat RERAs avd wpa mpaypaTikoL UTvou.
Yrmoonpeiwon: umopouv va xpnotpomnoinBoulv kat ot 600 SeikTeg
avanveuoTikig Statapayric epdoov opileTal 6T TOAUCWUATOYPAPIKT
MEAETN. Av xpnolpomoleital kataypagr Xwpi¢ HET (uepikry) o RDI
avaQEpeTal oTov aplBpd Twv amvolwy Kal UTTOTIVOLWY avd wpd
Kataypagng umvou.

Arousal («<umroouveidnTtn» a@umvion): alpvidia
aAlayn tng ouxvotntag tou HEMpagripatog, dnAadn
gppavion emeloodiwv pubuou a, B i KUPATWY GUXVOTNTAC
MeYAAUTEPNG TwWV 16 HZ (AAAG OX1 aTPAKTWY UTTVOU) TTOU
Slapkouv amo 3 €wg <15 SeuTEPOAETTTWY, TWV OTTOIWV
mponyeital kat émetal Umvog Stdpkelag Touhdyiotov 10
Seutepolémtwy. To arousal dev gival mpaypatik agu-
TIVION, UTTO TNV évvola 6Tt 0 aoBevng Sev €xel ouveidnon
Tou eneloodiou.

I. KYPIOTEPA KAINIKA XYNAPOMA™'?

Kevtpik Anvola

Eival omavia maBoloyikry kKatdotaon, ayvwotng
artioloyiag. Eival ouvnBéotepn otn péon Kat peydin
nAIKia kat ouxvotepn otoug avdpec. Evoxomoleital n
vPnAR evaloBnaia Twv xnueloimodoxéwv otnv PaCo,
mou odnyei og aotdBela Tou ENEYXOU TOL agpilopov. Ta
EMELCOOIA KEVTPIKWYV amvolwv epgavifovtal cuvriBwe o
NREM otddia 1 kai 2 (rmou givat kat avénuévng Stapkelag
o€ Bapoc Twv otadiwv S3, S4) kat orraviwg og REM Umvo.
Xapaktnpiletal amd emavalapBavépeva emeloodia Ke-
VTPIKWV ammvolwV oTov UTTVO TTou 08nyouv o€ Slatapayn
TNG YUOIONOYIKNG APXITEKTOVIKAG TOU, ATTO VUKTEPIVEC
aQunvicelg, nuepriota urtvnAia i atmvia. H avaiuon twv
aepiwv aipatog o€ eypriyopon, Seixvel vopo 1 umokanvia
(PaCO, <40mmHgq).

Miayvwatikad kprrijpta: A kat B kat T

A. O aoBevng avagépel TouldyloTov éva amd Ta ma-
pakdtw: YrmvnAia tnv nUEPQ, CUXVEC APUTTVIOEIC KATA TOV
unvo i aimvia, agumnvioelg e Suomvola

B. H moAuimvoypa@ikr] HEAETN ATTOKOAAUTITEL =5 Ke-
VTPIKEG ATTVOLEG avA wpa UTTVOU

I. H diatapayn Sev umopei va anmodobei og kamola
AAAN VOOO, XPrioN GAPUAKWY 1) OUCLWV.

Avanvorj Cheyne — Stokes

Xapaktnpiletal amd emavalapPavoueveg KevTpl-
KEC ATTVOIEC KAl UTTIOTIVOLEC EVAOANACOCOUEVEC UE TTAPA-
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TETAUEVA EMEIOOSIA UTIEPTIVOLAG OTA OTIOIA O AEPIOUOC
BaBuiaia av€aveTal kat HEWVETAL LE Pop@n «crescendo
- decrescendo». Ta cupmtwuata eivat urrvnAia ) abmvia,
agurnvioelg, pe i xwpic duonvola. MNpodiabeaikoi mapdyo-
VTEC €lval n GUPOPNTIKN KAPSIAKH AVETTAPKELD, AYYEIOKA
EYKEPAAIKA MEICOBIQ, VEQPIKT AVETTAPKELQ.

lMiayvwatikad kprrijpta: A kat B kat T

A. H moAuowpatoypa@Ikr HEAETN ATTOKAAUTITEL TPEIG
TOUAGXIOTOV, CUVEXEIG KUKAOUG LETABOAWY TOU EVPOUC
NG avarmvong Tou Tumou crescendo-decrescendo Kat
EMMAEOV LA ATTO TIC TTAPAKATW CUVOKEC.

1. TIEvTe N TTEPLOOOTEPEG KEVTPIKEG ATTVOLEG N UTTO-
TIVOLEG avVA wpa UTTVOU
2. O1 KUKAIKEC evallayEg Tou eDPOUC TNE Avamvonic,
Tou TUmou crescendo-decrescendo, Siapkouv Tou-
Aaxlotov 10 ouvexr min.
O kukAo¢ Tn¢ avamvoric Cheyne-Stokes moikiAAel o€
Sidpkela. Xuvnbwc kKupaivetal mepi Ta 60 sec.

B. Zuvimapén oofaprigvooou, OTiwS CUMPOPNTIKA Kap-
SlaKI AVETIAPKELQ, AYYEIOKO EYKEPANIKO EMTEICOBI0 1
VEPPIKNA QVETAPKELQ.

I. H&watapayr 6ev umopeiva amobdobei o€ kamola AAn
VOO0, XPrion ¢apUAKwWY fj OUCLWV.

Lovdpopo Amogpaktiki¢ Anvolag otov Ymvo (XAAY)

Xapaktnpiletal amd emavaiapBavopeva eneico-
O1a AmoPPAKTIKWY ATTVOLWV KAl UTTOTTVOLWY KAtd Tov
Umvo ta omoia cuxva cuvodelovtal amd MapPodIKoUG
ATTOKOPECUOUG TNG Alpoo@alpivng (umouyovaiuia) kai
unoouveidnteg (HEMpagikég) agumviceld.

Meta&v Twv amvowwv mapouataletal poxaAnTtd Kat
ouxva gpgpavifovtal emelcodia SuoTmvolag, aceuéiag
TIVIYHOVNAG KAl KIVACELS, avOpEVa Ta omroia S1aKOTTTouV
N QUOLOAOYIKY] CUVEXELD TOu UTivou. To aioBnua pn-
avalwoyovnTikoU UTTVoU, n KOTIWaon Kat n urvnAia tnv
nUEPA (mou gival kat 1o KUPLOTEPO CUUMTWHA TNG VOOOU),
emnpealouv apvnTIKA TNV motdTnTa {wn¢ Tov acBevouc.
To ZAAY amote)ei aveaptnTo mapayovta Kivéuvou yia
TNV avAantuén cUCTNUATIKAG APTNPIAKNG UTTEPTACNG KAl
kapdSlayyelakwy cupBavtwy. O emmolacudc TG vooou
OTO YEVIKO TANBUONO, HE T AuaTNPOTEPA S1AYVWOTIKA
KPITAPLY, eKTIHATAL OTL €ival 4% oTouG AvOpeg Kal 2%
OTIC YUVAIKEG.

Mpodiabeoikoi mapayovTeg gival n maxuoapkia, ouy-
YEVEIQ N eMKTNTEC AVWHAAIEC TWV SOUWY TOU OTIAQXVIKOU
Kpaviou Kal Tou TpaxfAou, n ppnvonauon, eVvOokpivo-
AOYIKA VOO UATA, EVW TO KATTVIOUA KAl N KATavaAwon
OLVOTIVEUHATWOWY EMSEIVWVOULV TN VOTO.
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Zovdpopo Auénpévne Avtiotaong Avwtepou
Agpaywyov

KAviko¢ StayvwoTikog 6pog yia acBeveic ue RERAs
Kal oupmtwpatohoyia AAY. Ta emeloodia RERAs éxouv
v idla maBoguaotoloyikn Bdon kat Ti¢ iSleg EMMTWOELG
TIOU £XOUV Ol YVAOIEG ATTOPPAKTIKEG ATTVOLEG Kal UTTO-
nvoleG. Etol, To X0vopopo Auénuévng Avtiotaong Avw-
teEpou Aepaywyou Sev anotelei Eexwplotr) maBoloyikn)
ovTOTNTA AAAA ATTOTEAEL CUVIOTWOA TOU GACHATOG TWV
ATTOPPAKTIKWY SLATAPAXWV TNG AVATTVONG KATA ToV UTTVO
Katumé To mpiopa autd Ba mpémet va SlaytyvwoKeTal Kal
va avtipetwmiletal ota maiola Tou ZAAY.

DAiayvworikd kprrripia A, Bkat A1 I'kat A

A. TouldxloTov éva amod Ta TaPAKATW:
1. YrvnAia, akouola emeloodia UTTVou, KOTIwaon 1
atnvia
2. Agunvioelg pe aioBnua mviypovng/acguéiag
3. PoxaAnTo, Slakomég avamvorg avagepoueva and
ouvVTPOYO.
B. Euprjpata moAUCWHATOYPAPIKAG MEAETNG:
1. Anvoleg, umonvoleg p RERAs =5 avd wpa Umvou
2. Kataypa@r avamveuoTIKAG TPooTdbsiag katd
N S1dpKela OAOU 1} HEPOUC TOU EMEICOSIOU TNG
Slatapayrc Tng avamvornc.
I. Euprinata moAUCWUOTOYPAPIKAG LEAETNG:
1. Anvoleg, unonvoleg rp RERAs =15 avd wpa Umvou
2. Kataypagr avanveuoTIKAG TPooTidbestlag katd
TN S1dpKela 6AOU 1} HEPOUC TOU EMEICOSIOU TNG
Slatapayrg TnG avamvorc.
A. H diatapayn 6ev pmopei va amodoBei oe GAAN vooo,
O€ Xprion ¢apUAKwv fj oUCIWV.

Kpitiipia Baputntag

Ta kpitipla Baputntag tou ZAAY kaBopilovtal and
Tn oofapoTnTa TNG NUEPNOLAC umvnAiag kat To emimedo
Tou SeikTn amvolwv-umonvolwv otov Urvo (AHI).

1. H ekTiunon tn¢ Baputntag TG NnUEPNOLag urvnAiag
YIVETAL UE UTTOKEIUEVIKEC KAl AVTIKEIUEVIKEC uEBOSOUC.
TNV MPWTN MEPIMTWON XPNOILOTIOI0UVTAL KA{HOKEC-
OUXVOTEPA XPNOIPOTIOOUEVN €ival n KAipaka Epworth
ME UpO¢ 0-24 kal pualohoyikd oudo 10.

Ynoonpeiwon: n KAipaka eival tautomoinuévn ota EAANVIKA e
@UOIoAOYIKO 0ud0 10. BAéme mapdpTnua.

2. AgikTng amvolwv-umonvolwv avd wpa urvou (AHI A
RDI)
2.1. 'Hmag Baputnrac: 5-15 emeioddia avd wpa
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2.2. Métpiag Baputntag: 15-30 emelcddia avd wpa
2.3. ZnUavTiknG Baputntag: meplocotepa amd 30
EMELCOdIa avd wpa.

Ynoagpiopog

OpiCetat amod v avénon tng PaCO, =10 mmHg otn
S1apKeLa TOU UTTVOU GUYKPIVOUEVA Pe TN PaCO, kata tnv
gypriyopon oe unitia Bon.

1. Hempuévouoa umofuyovaiuia Sev TEKUNPIWVEL EMAP-

KWG TOV UTTOOEPIOMO
2. Auénuévn Tipr tng PaCoO, otn Ay Seiypatog aipatog

AUEOWC HE TNV a@UTVION gival EVOEIKTIKI UTTOAEPL-

opou.

Ynoonpeiwon: H eNdxiotn Sidpkela Tou emelcodiou uTOAEPITUOU
Kat 0 akpIPr¢ mpoadiopiopd Tng PaCo, pe evarakTikéC peBodoug
Sev gival eQIkTOC €M TOL TAPOVTOC. MITOpOULV va Xpnotuomoinfolv

n kataypa@r Tou teAoekmveuaTikol CO,, KaBwg Kal n KaTaypaen
NG Sadepuikng PaCo,, epooov n aglomoTia Toug ENéyxOnke oTnv

KAVIKA TIpAEN.

Zovbpopo KuPehdikol Ymoagpiopol/Ymouyovapiag
otov Umvo (deutepomadéc)

Xapaktnpiletal amd mapateTapévn - EMuévouvoa
untofuyovalipia oTov UTIVo, OTIWG PaiveTal amo o dlatn-
POUEVO YLa LEYANO XPOVIKO S1A0TNHA ATTOKOPECUO TNG
ofuaipoo@aipivng, o omoiog Sev mapouaoidlel SIOKUUAVOELG
N Hop@oloyia mplovwTwy KUHdTwyY (“saw — tooth”) kat
Sev ouvdudleTal pe Amvoleg 1 UTIOTIVOLEG ) TTIEPLOPICHO
NG EIOTIVEUOTIKIAG PONG I} POXAANTO.

AcBeveic pe xaunAotepa emineda kKopeopoL o&ualpo-
ogalpivng, abuvapia Slatripnong emapkKoug KUPeAISIKOU
OEPIOMOU JIE VOPIOKATIVIO KAl YEVIKA UE peyalUTepn diata-
paxn TNG TTVEVHOVIKAG AEITOUPYIOG OE EPYACTNPIOKO ENEY-
XO Katd tnv gypriyopan, dtatpéxouv uPnidtepo kivduvo
avantuénc f emdeivwaong umoagpiopol/umofuyovalpiog
Katd tov Umvo. Ave€dpTnTta amo Tnv aitioloyia, dAol ol
aoBeveic pe ouvépopo Ymoagpiopou/ Ymo&uyovaiuiag
oTov UTvVo, TTapoucidlouv au§nuévo Kivouvo eugaviong
EMIMAOKWV (a6 TN VUKTEPIVH uTTouyovalpia Kupiwg)
OTIWG: TTVEUUOVIKH UTIEPTAON, XPOVIA TIVEUROVIKN Kapdia,
KapSlaKEC appuBpieg, moAugpuBpalpia, vEupo—-CuUTEPL-
(POPIKEC KAL YVWOLAKEG S1aTAPAYEC.

OraoBeveic pe Bapid avamveuoTikr avemdpKeLd, OTTOL-
aodnmote arttioloyiag, dev xpri{ouv amapaitnta mArpoug
TIOAUCWUATOYPAPIKAG MEAETNG. O BACIKOC OTOXOC €ivaln
QVTIPETWTTION TNG AVATTVEVOTIKAG Slatapayng Katd Tov
UTIVO Kal Yla To Adyo auto, Ba mpémel va yivovTtal amo-
OeKTéC ommolaodATIOTE PUONC MENETEC TTOU ATTOCKOTIOUV
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otn S1ldyvwon Kal Kupiwg oTnv ac@aif avTILETWIoN
TNG QVATIVEUOTIKNG AVETTAPKELAG.

lMiayvwatikd kprrijpia: A kat B kat T

A. MNapouacia evog eK TWV KATWTEPWY VOONUATWV:

1. Xpovia AnoppakTikn Mveupovomadela (XAIM) pe
oxéon FEV1/FVC <70% mipoBAenopevng

2. Neupopuiké voonua n diatapaxn wpakikou
TOolWHATOG A mayxuoapkia (maboloyikr «avtiia
QAEPLOMOUY)

3. Nooo¢ mveupovikou TapeyxUatog (my. diaxutn
Sidueon mveupovondbela) rj VOOOG TIVEUUOVIKNAG
KUKAO@OpIag (1.x. TVEVUUOVIKA UTTépTaon).

B. MoAucwuatoypa@ikr HEAETN A Kal avAAuon agpiwv
apTNELAKOL Aiatog KATA Tov UTIVO amoKAAUTTTOUV
€va amd Ta MapaKATw:

1 SpO, katd Tov uTvo <90% yta >5 min pe HEYLOTN
peiwon (vadip) SpO, o€ Tiun Touhayiotov 85% (SpO,
min <85%)

2. Meploadtepo tou 30% Tou CUVOALIKOU Xpdvou UTTVoU
o¢ emineda Tipwv Sp0, <90%

3. Twrj PaCO, >45mmHg katd tov Umvo i Sucavdaloya
avénuévn og oxéon pe Ta emimeda Tou aoBevoug
KOTA TNV EYpriyopon.

I. H&watapayn 6ev umopei kahUtepa va e€nynOei pe pia
AAAN VOO0, XPrion GApUAKWY 1 OUCLWV.

A.TYNOX MEAETHX ZTON YTNNO3**

1. Mqpn¢ moAvowpatoypa@ikn i mipng
moAvunvoypagia

Anartel Tn cuvexn Kal TAUTOXPOVN KATAYPA®Pr) TTOA-
AWV QUOIOAOYIKWYV TTIAPAMETPWYV TTPOC TTPOCSIOPICUO
Twv oTadiwv Kal TNG APXITEKTOVIKAG TOU UTTVOU Kal TNG
KapSloavanveuoTIKNG Aeitoupyiag. Mepthappavel tou-
Aaxiotov: HET 600 amaywywv (C3A2, CAAT1), HOT dvo
amaywywyv, HMI vroyeveidlou puog, HMI mpocBiwv
Kvnuiaiwv puwv, HKT, po aépa 6tn pUTn Kat 0To OTOHA
(6nw¢ mpoavagépBnke 0Toug OPIoUOUC), Kivnon Bwpaki-
KOU Kal KOIAOKOU TOLXWHATOG, KOPECUOS Alpoo@alpivng,
KaTtaypa@r poxaintou, BECEIC CWHUATOC KATA TOV UTIVO
Kat BivteomapakolovOnon. Alevepyeital povov o€ Xwpo
IOV TTANPOI( OPLoUEVEC TTPOUTIOBE0EIG KAl ATTOTENEL TNV
ac@ahéotepn puéBodo (gold standard) Sidyvwong kat
Bepameutikng epappoyrig CPAP 1 BiPAP pe emituyr mpoo-
S10p106 TWV KATAAANAWY PUOUICEWY TWV TTAPAUETPWV
Aeltoupyiag Toug (titration).
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2. Mepikiy moAvumvoypa@iki pehérn (M)

MepAapPdavel TNV TAUTOXPOVN KAl CUVEXT Kataypa-
@1} TOUAGXIOTOV TWV AVATIVEUGTIKWY KAl KAPSIOAOYIKWY
TAPAUETPWV. Agv eMITPETEL TOV TTPOOSIOPICHUS TOU CU-
VOAIKOU XpOVoU UTTVOU Kal T VEUPO@UGIOAOYIKH oTadI-
omnoinor Tou. H Mepikn MoAuvunvoypa@ikr) HENETN, WG
ETITNPOVMEVN KAl HOVOV, ATTOTEAEL XPr o110 S1ayVWOTIKO
epyaleio otav Sievepyeital amd e€eISIKEVPEVO 1ATPO KAl
UTTO OUYKEKPIUEVEC AUOTNPEC TTPOUTIOBEDEIC. AlaQOPETIKA
pmopei va amofei dxpnotn 1 kal emkivéuvn. Exel 6éon otn
SlayvwoTik mpooméhaon kat tn Bepareia Twv acOevwv
UTTd TIC TAPAKATW AmapaitnTeg mPoUmoBEoelC:

1. Mpémel va Slevepyeital amoKAEIOTIKA Kal JOVO oTa
mAaiola evog epyactneiou Tou KAAUTTTEL TIG TTpoUTIO-
Béoeig

2. Alevepyeital oe aoBeveig pe coPapn A HéTpla mba-
véTtnTa va maoxouv amo YAAY dlaitepa 6tav avtoi
maoyxouv ané Bapid unvnAia r; mapouactalouv onua-
VTIKOUC TTAPAYOVTEC KIVOUVOU yia KApSIlayYEIaKES
ETMIMAOKEC

3. HkataAAnAdTNTA TNG S1aYVWOTIKNAG AUTAC TTPOCEYYL-
ong npémnel va a&lohoyeital amo e€el8IKeVEVO YIATPO
WOTE va amo@eLyeTal 0Tav givat amapaitntn n MAReng
MoAuumvoypagia rj AAAn StayvwoTikn pébodoc, 6mmwe
TLX. 0TA OUVOPONA KEVIPIKWY ATTVOLWY, GTO OUVOpO-
Mo Twv MEPLOSIKWV KIVAOEWV TWV AKpwv, oTn REM
CUUTTEPLPOPIKN Slatapaxr], 0TN VAPKOANYIa K.ATT.

4. HxpnOIUOTIOIOUEVN KATAYPAPIKT) CUOKELT Ba TIpETel
va Sivel Tn duvatdtnta emefepyaoiac Twv amotele-
OUATWV a6 TOV EIOIKO

5. Ma ™V avdluon Twv amoTeAecpATwWY Ba Mpémel va
XPNOIHOTTIOIOUVTAL TA {510 JE TNV TTOAUCWUOTOYPAPIKK
MEAETN KPLTAPLA YA TO XAPAKTNPIOUO TWV AVATTVEU-
OTIKWV YEYOVOTWV

6. Ta dedopéva Ba mpémel va aflohoyouvTal Kal va €p-
pnvevovTal amoé uPnAng e€eldikeuong, 0TO YVWOTIKO
auto medio, yiatpd

7. Aedopévou tou uPnAoL aptBol Peudwe apvNTIKWY
amoteheoudtwy (17%), ot acBeveic Oa mpémel va umo-
BaANovtal og MAPN TTOAUCWUATOYPAPIKY UEAETN
otav undpyel cofapn umovola yia XAAY mou Sgv
TEKUNPIWVETAL HE TN Mepikn MoAvunvoypagia

8. Mrmopei va xpnotpomoinBei yia tnv mapakohoudnon
aoBevwv urid CPAP 1 acBevwv ou éxouv uroBAnOsi
O€ XELPOUPYIKA EMEUBACH TWV AVWTEPWY AEPAYWYWV
11 XPNOIMOTIOIOUV EVOOOTOUATIKEG 0pOOSOVTIKES OU-
OKEVEC, EQOOOV N KALVIKH TOUG €IKOVA €XEL BeATIWOEI
Kal N cupnmtwpatohoyia Toug Exel e€alelpOei



34

9. H xpnolpomoloUpevn KaTtaypagIkr CUCKELT Ba Tpémel
va €xEl €va eAAXIOTO TEXVIKWVY TTPoSIaypa@wy TTou
avageEpovTal TapaKATw.

Texvikéc mpodiaypapéc

Mpokelpévou va amodwaoel éva, Katd 1o duvatédv all-
OTIIOTO, ATTOTEAEGA Ol GUOKEUEG TNG LEPIKAG TTOAUUTIVO-
ypagiag Ba mpémel va €X0UV TIG TTAPAKATW TOUAAXIOTOV
duvatotnTec:

1. Kataypagn Twv BE0ewv 0WUATOC OTO KPERATL

2. Kataypagn poxaAntou

3. Kataypagn kapdioypagpruatoc rj kapdiakol pubuou

4. Kataypar TNG porg Tou aépa e aloBnTrpeS PIVIKAG
mieonc¢ ri/kat petafolic tng Oeppokpaciac (Bepuioto-
pe¢, Beppolevyn)

5. Kataypa@r Twv avamveuoTIKWV KIVAoEWV Bwpaka

Kat KOW\AG

6. Kataypagr tou Sp0O,% pe 0§UUETPO PE HEYIOTO XPOVO
Héoou 6pou GriHaToC <3 sec yla kapdlakd pubuo =80
o@ULEewvV/min

7. Kataypagn tou xpovou

8. Eppeon kataypaen eypriyoponc/umvou.

3. Emtnpoupeve¢/EmPBAemopeveg pehéteg

Juvexwg, ko’ 6An tn SIAPKELD TNG KATAYPAPAG, ETTL-
BAenmdpevn e€étaon amo ekMaAISEVPEVO TTAPAIATPIKO
TIPOOWTIKO (TEXVOAOYOC ] VOONAEUTNG). ZUCTHVETAL
W¢ N amdAuta eVOEIKVUOUEVN Kal amapaitntn e€étaon
TIARPOUC 1 HEPLKAG TTOAUUTIVOYpa®iag yia Tn Sidyvwon
Tou ZAAY, aANA Kal TwV AAAWV SLATapaXWV TNG AVATIVONG
oTtov Unvo.

4, Mn Emnpovupeve¢/Mn EmpBAenopeveg pehéteg

JuvnBwc Sievepyouvtal e @opnTd CUCTANATA, TTE-
ploPIoEVOU aplOUoL TTAPAPETPWY Kataypapnic. Ekmal-
Seupévo MPoowTIKG emMTAPNONG TNG €€TAONC KATA TN
S1dpkela TNg Kataypagrg amouctddel, cuVENWE n alomi-
OTia TNG MEAETN €ival au@iBoAn. Aev CUCTAVETALTTPOG TO
TTAPOV WG HeAETN Slayvwong kal Bepareiag Slatapaywv
NG avamvong otov UTvo.

5. OMovOKTIa GuvEXOpEVN MOAVOWPATOYPAPIKY) PENETN
Kataypagr kad’ 0An tn xpovikn Sidpkela Tou UTTVou
TNV VUKTA, GUVOAIKOU Xpdvou TOUAAXIOTOV 6 WPWV, TIOU
amoteAel peAétn Sidyvwong i puBuiong Bepaneiac.
6. Nepropiopévn
Mikpdtepn TwV 6 WPWV. 2UVNOWG «HECNUPPIVEGH
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HeNETEG. Ta péxpt Twpa dedopéva dev umootnpifouv
EMAPKWE TN YEVIKEVUUEVN XPriON AuTNG TNG HeBoSou.
Mmopei va xpnotpomnoinBei und mpoiunoBéoel oe aoBeveig
ue epyacia Bapdiag ) dANoug cofapougAdyoug mou Sev
ETITPETIOVV TN VUXTEPIVH KATAYPAPH).

7. hiaywpiopévn o€ duo pépn ohoviktia
moAvowpatoypa@iki pehétn (split night)

O TUTTOC AUTOC TNG MEAETNG eMIQUAACOETAI Yia aoOe-
VEiC ue pétpla kat ooPapr mbavétnTa mapouciog TAAY
Kal vtoBeTeital yia AOyoug olkovopiag (XpovoG-KOoTo ).
Mponyeitat SlayvwoTiKr HEAETN N omoia akoAhouBeital
amd epappoyn Tng cuokeung CPAP otn Sldpkela TG
i6l1a¢ vOkTac peAétng. Ot amapaitnteg mpoUmoBEoelg yia
‘split night” peAétn kat amodoxr Twv amoTeEAECUATWY TNG
avagépovTal oTo €181k6 Ke@AAalo.

E. ENAEIZEIZ NOAYZQMATOIPADIKHZ
MEAETHX3#

1. Mehére¢ Miayvwong

Mpoc umooTtripién Sidyvwong n dteukpivnong data-
paxng oe:

1.1. K\vikij vmévota mapouvaiag auvépdpov
anmo@paxTikii¢c dmvolag atov vmvo (2AAY)

a) AcBeveiq e 1oTOPIKS £VTOVOU POXAANTOU Kal €VTO-
vNG unvnAiag TNV NUEPA 1 KAl AVAPEPOEVES ATTVOLEC
nmapouactalouv vPnAn mBavéTnTa yia Siayvwaon ZAAY.
Eav ocuvundpyouv Kpiolpung ac@Aalelag amaoxoAnon n
Kapdlayyelakn voooc, TOTE CUCTNVETAL TIPWTNG TTPOTE-
padtntag Sievépyela perétng umvou. O1 acBeveic autoi
Suvavtal und mpolUmoBéaoelg, va urmoSAnBoUV Ge UePIKNA
TOAVUTTIVOYPAQIKN MENETN

) AoBeveic pe poxahnto (m.x. 8éong ocwuatog oTov
UTvo), Ama nueProla urrvnAia Kat wpig Kpiolung acea-
Aelag amaoxoAnon n kapdlayyelakry véoo, CUCTHVETAL
Slevépyela HEAETNG UTTVOU AN N emeiyouoa (SelTepNg
POTEPAIOTNTAK).

1.2. laBrioeic avamvevaTiKwy HuwV - veupopvikd
voorjpata, mabroeic Owpakikol Tolywuatog
I mvevpdvwy, (m.x. puomd@eiec, kupoakoliwan, XAl)

AcBeveic pue mveupovorndBela (mm.y. XAl) kat eMITAOKEG,
onw¢ 6e€1d kapdlakn avemdpkela, moAuepuBpaipia i
UTTEPKATTVIKI] AVATTVEUOTIKN avemdpkela, Sucavaioya
oo apéC CUYKPITIKA e TN Slatapayn TNG AVATIVEUOTIKAG
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A&tToupyiag, OTTWE EKTILATAL ATTO TOV NIEPIOLO AEITOUPYIKO
€\eyxo TNC avamvorng, ival moAU mBavd va macxouv amnd
YAAY 11 ouvSpopo KUPEASIKOU UTTOAEPIOHOU. SUCTHAVETAL
peAETN UTvou, 18laitepa av mapouctdlouv maxuoapkia
1 KaBnpePIVO poxaAnTo.

AcBeveic e VEUPOUUIKO vOoNnUa i} TAPAUOPPWOH
BwpakikoL Tolwuatog, duvatdv va avantuooouV Co-
Bapo kKuPeMSIKO UTTOAEPIOHO KATA TOV UTTVO, TIPLV YiVel
EM@AVAC N AEITOUPYIKN SlaTapayr TOU avVaTTVEUCOTIKOU
OUOTAMATOC TNV NUEPA A TPV TNV avanTtuén de€1dc kap-
S1aKNAC aveMAPKELAC. ZUVETIWGE, O€ AUTOUC TOUC aoBeVveic,
ouOoTAVETAL PEAETN UTTVOU, 181aitepa dTav UTTAPXEL NPE-
POl UTTEPKATTVIA I} OTAV AVAQEPOVTAL CUUTTTWUATA TTOU
amodidovtal og Statapaypévo UTVO 1) EUPAVIOTOUV onuEia
TIVEUMOVIKIAG UTTEPTAONC 1 AAANG SuoA&ttoupyiac.

1.3. K\wvikrj umévota dtatapayri¢ tne avamvorj¢ otov
Unvo o€ yvwatij mpodlabétovoa vooo eKTo¢ Tov
aVamveVaTIKOU GUOTIJUATOC, OTTWS GUUPOPNTIKI
Kapdiakn avemdpkela, voooyovo mayvoapkia,
axpopeyalia, veupoloyikéc mabrioeic

2 & aoBeveic auTAC TNG KATNYOPIAG CUCTAVETAL LEAETN
unvou, 18laitepa OTav avagépetal £vtovn umvnAia tnv
nuépa i emdeivwon TnG KapSloavamveuaTIKNG AeIToupyiag
mou dev e€nyouvtal andé dAAa aitia.

2. Mehéteg epappoyri¢/puBpiong Bepanciag

la epappoyn Kal mpoadloplopod pubuicewv Asltoup-
yiag BepameuTikng cuokeung 1 empPePaiwon amotele-
opaTIKOTNTAG plag véag Beparmeiag. Omwe avagépetal
oTo €161KO KEPAAAalo.

3. Mehéte¢ mapakohovOnong

‘Onwc avagépetal oTo €ISIKO Ke@AAalo.

ZYMMEPAZMA

® H mArpng mMoAUCWUATOYPAPIKI MENETN gival n evOel-
Kvuopevn e€€taon yla tn Slamiotwon Twv dlatapaxwy
NG avamvong otov UTVo

¢ H e€¢taon amaitei e161kd e§omhiopévo xwpo Kat €el-
SIKELEVO TIPOCWTTIKO

® EVaAAGKTIKA, WITOpPOUV va xpnaotpomotnBolv kataypa-
QEC UEPIKNG TTOAUCWATOYPAPIAC, EQOTOV UTIAPXOUV Ol
KAWVIKEG eVOEi€eIC kal TNpoUVTaAL Ol TTPOUTIOBETELG TTOU
AQOPOUVV TIG TEXVIKEG TIPOSIAYPAPEG TWV CUCKEVWV
kat tn Siadikacia tng e€étaong.
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MEPOX AEYTEPO
OEPANEIA

A. XYNEXHX OETIKH MIEXH AEPATQIrQN
(CONTINUOUS POSITIVE AIRWAY PRESSURE-CPAP)

H un emepfatikn epappoyr ouvexoug BeTIKNG TTieong
M€ OUOKEUEC 0TABEPNG 1) EVOANACCOUEVNG TTiEDNC, €ival
n Oeparneia MPWTNG YPAUMAG YIa TOUG aoBeveic pe ZAYY.
INuepa eival SlaBéaiun peydin TotKIAia LAOKWV PIVIKWV
1 PIVOOTOMATIKWY, WG TTPOG TO UEyeBOC Kal To oxAKa,
KOTAOKEVACOMEVEC amd QIAKA TIpo¢ To d€pua LAIKA. Ma-
POKATW AVAPEPOVTAL Ol UTTOOTNPIKTIKEG EVOEI€eIC epap-
poyrig B€TIKNG TTiEONC, TA XAPAKTNPIOTIKA Kal ol evOei&elg
€MAOYNC TUTIOU CUCKEUNC.
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1. Meiwon AHI

Ano v undapyouvoa BipAoypagia’? @aivetal 6TL n
CPAP mieplopilel TIG avamveuoTIKEG SIATAPAXEC, MEIWVO-
vtag tov AHI.

‘ONEC Ol KAIVIKEC MEAETEC TTOU €PEVVNOAV AUTO TO
anotéAeopa édei€av oti n CPAP rtav KaAUTepn amo Tnv
SHAM CPAP3*810 10 g1KoVIKO QAPUAKO,'? TN CUVTNENTIKN
Bepameia™ kal tn Bepamneia Oéong cwpatoc.”® Autd To
ATOTENEGUA PAVNKE UE TTOAUCWHOTOKATAYPAPIKI LENETN
mapakoAoubnong Yetd amo 168 1 65 pépeg,'® wia,>>°" dvo,”
6éka™n eikoottéooeplc' eBSouddec, f TpelC urveg? amd
Vv évapén Tng mapéuaonc.

2. ApYITEKTOVIKI) UTIVOV

Ta amoTeAéoPATA KAVIKWV HEAETWV I OPASEC ENEYXOU
Oev Seixvouv 011 n CPAP ennpedlet 18laitepa 10 GUVONIKS
XPOvo UTIVou dTav cuykpiveTal e sham cpap,®* EIKOVIKO
@appako® i} Tn 6éon Tou cwpatog.” Ta oTolxEia TTOU
unootnpilouv Tnv enidpacn tng CPAP otn Sidpkela Kat
TO MOC00TO TwVv oTadiwv 1 1 2 eival pelktd o€ S1APopPEC
eheyxoueveg peéteg e placebo, amé tig omoieg ANAeg ixav
Betikd amoteAéopaTa® ™" ka AANEG OXL.3* AVO eENEYXOUEVEC
peNéTeC Ue placebo €deiav Sapopd otn didpkela Tou
unvou REM.3Y Y& Tpelg®?V and mévte eAeYXOUEVES UE
placebo peAéte®421277 avagépeTal BeAtiwon ota otddla
314 Tou UTTVOU. AlAPOPEC TUXALOTIOINUEVES KAVIKEG 60~
Kipég €dei€av ot1 n Bepaneia pe CPAP Sev tav KaAUTePn
ano 1o placebo®'2 i Tn Bepaneia Béong owpatoc™ doov
a@opd 0To GUVOAIKS XPOVO A@UTVIONG 1 OTNV EMAPKELQ
Tou Umvou. Emriong ta ototxeia yia tnv emidpacn tng CPAP
oto Seiktn agumvicewv gival ap@ireyopeva. MNMavtwg
APKETECG peNéTeC emméSou | kat Il Seixvouv oTolyeia Tou
unootnpifouv 4Ti 0 SeiKTNG APUTTVICEWV gival LIKPOTEPOG
pe TN CPAP am’ 011 pe o placebo®?' kal povo pia perétn
gixe AA\o amotéeopa.?

3. Huepnota vmvnhia

H emidpaon tn¢ CPAP 0TnV avTIKEIUEVIKI KAl UTTO-
KEIMEVIKN nUEPRola umvnAia 18iwg o RITIo Kal PETPLO
TAYY, éxel e€eTaoTel ekTEVWC. H TAElOPN®ia auTwV Twv
MEAETWV €XOUV EKTIMNOEL TNV UTTOKEIMEVIKA UTTVNAIQ
Kupiwg pe tnv KAipaka YrrvnAiag Epworth (ESS). Anté Tig
eheyxopeveg peréteg pe placebo mou xpnotpomoinoav
TNV ESS,*#12161819-23.27 o mepioodtepeg €6e1€av 0TI n CPAP
MEIWOE TNV UTTOKEIUEVIKA NUEPNOLA UTTVNAiQ.*+121720-24.27

Ta otoixeia emmédou | kat Il yla TV avTIKEIPEVIKNA
untvnAia eival TepPIOoOTEPO CUYKEXUMEVA. AUO?2 amd TIC
TPELG'S 222 peghéteg MoV Xpnotpomoinoav sham CPAP kat
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EKTIUNOAV TNV AVTIKEIUEVIKT UTTVNAIO XPNOILOTIOIWVTAG
n Aokipaoia MNapapovrig o Eypriyopon (Maintenance of
Wakefulness Test) oe aoBeveic e ESS >10 Bprikav peyalv-
tepn enidpacn tnG CPAP og oxéon pe sham CPAP. Opwgotn
M HEAETN TNG omroiag Ta amoteAéopata Slapépouv anod
Twv AWV Suo peleTBNKav acBeveic xwpig urrvniia mpv
TNV mapéUPaon, evw HETPNONKE N AVTIKEIUEVIKH UTTVNAIQ
pe Multiple Sleep Latency Test. AU0?"* amd £€'>18-20.27.28
peéteg €6ei€av 0TI n CPAP uneptepovoe ot BeAtiwon
NG umvnAiag cuyKpITikA pe placebo.

3 € Mla PeTavAAuon? mou a@opd OTo ATTIO — HETPLO
2AYY o€ aoBeveic pe ESS >10, pavnke étin CPAP ueiwoe
TNV UTTOKEIMEVIKA NUEPNOLA UTTVNAia Katd 1,2 fabpoug,
aL&NOE TNV AVTIKEIUEVIKT TTAPAKOVH OE EYPHYOPOoN Katd
2,1 Aentd (MWT), aAAd OV eMNpPEACE TNV AVTIKEIUEVIKH
nueprola umvnia (MSLT).

4, Neupooupmepipoplki) AerToupykoTnTa
Kat Yuyohoyikd amoteAéopata

ATO TIC 29 eleyxopeveg pehéteg pe placebo,
Oékq38121618-20.2227.28 qyedelav tnv emidpaon tng CPAP
0TI VEUPOOUUTIEPLPOPIKN AelTOUupYIKSTNTA. Ot TapAayo-
VTEC TNG AEITOUPYIKOTNTAG CUMTEPIAAUBavav avTiAnyn
Kal evaiodnoia, dlatripnon mpoooxng, avapadbuiopévn
Aertoupyia, pvrpn kat 81abeon. Movo duo? amnd Tig evvéa
armd TIg eAeyXOUEVEG MENETEC e placebo TTou ekTipnoav Tn
Aettoupyia avtiAnyng kat evaioOnoiag#121618-202527 B pkav
n CPAP kalUTepn amo 1o placebo. Opwcg dev untdpyouv
OPIOTIKA CUPTTEPACHATA OGOV AYOopPd 0TN BeATiWoN TNG
npoooxng amnd tn CPAP os oxéon ue placebo.38121618-202527
O18U0 peléTeg Tou CUYKPIVAV TN CUVTNENTIKN Ogpameia
pe tn CPAP gixav appifola amoteAéopata 6cov agopd tn
Aertoupyia avtiAnyng kat evaiodnaoiag.?*28 Ot peNéTeC yia
Vv ouykplon TG CPAP pe Tn ouvtnenTikn Bepareia otn
Slatripnon TNE MPOCOXNG Eival TTOAU Aiyeg Kat Sev umopouv
va e§axBouv cupunepdopata. H CPAP Sev itav kahutepn
a6 1o placebo,618 duw¢ ATAV ATTOTEAECHATIKOTEPN OE
OX€0N LE TN ouVTNENTIKA Bparmeia, OTWC VYLEIVH UTTVOU
kat anwAela Bdpouc.*?® And g perétec emméedou | kat ll
TTOU EKTINOAV QVWTEPEC AEITOUPYIEC,>121416192025:27 Njyec KO-
Tagpepav va dei§ouv 6t n CPAP Tav amoteAeouaTIKOTEPN
amé 1o placebo.3'#1020.27 Yrigpyel uévo pia perétn emmédou
| Tou ouykpivel tn CPAP pe tn cuvtnenTikn Bepamneia wg
TIPOC TIC AVWTEPEC AeITOUpYieC, N omoia €8e1€e KAAUTEPN
enidpaon tng CPAP. Ta amoteAéopata amod eAeYXOHEVES
peNéTeG pe placebo Sev ftav kaBoploTika éoov agopd
otnv enidpaon tng CPAP otn 8100g0r).10-1218-20.2527

Ta ToIkiAa ATTOTEAECUATA TWV LEAETWV TTIOU APOPOUV
OTN VEUPOCUUTTIEPLPOPIKN AEITOUPYIKOTNTA TTIBavOTNTA
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ogeilovtal oTnv TOIKIAa TWV PHEBGSWV EKTIUNONG AUTWV
Twv ekPdoswv Kabwg kat otnv mMbavotnta beta error.

5. Mowotnta {wii¢

APKETEG MENETEC €XOUV CLYKPIVEL TNV EMiGpaon TNG
CPAP og ouykplon pe placebo,'6182327.2930 gyyTnpnTIKA
Bepameia?™ pe v moldtTNTa (WNG. AUTEC Ol UENETEG
€XOuV Xpnoluomolnoel TOOO YeVIKEG (SF36, Nottingham
Health Profile) 6co kal €181ké¢ yia tn vooo (Functional
Outcomes of Sleep Questionnaire) ueBddouc. Metall Twv
peAetwv emmédou | kat Il pe placebo, Ta amoteAéopata
gival 1oapBpa BeTika'21920232527 ka1 ApPVNTIKA'®18:20:24:29
6oov apopd otnv uniepoxn tng CPAP. Amé 3 tuxalorol-
NUEVEG HENETEC Ol omroieg cUyKpivav tn CPAP pe tn ou-
vINENTIKA Bepareia, n pia €6eiée Behtiwon og 2 and T 6
UTTOKATNYOPIEG (KOIVWVIKA AmMOpOVWon Kal EVEPYELQ) TOU
Nottingham Health Profile? evw n dgUtepn pehétn mou
XPNOLOTIOINOE YEVIKN Kal EIOIKN Yia vOoo néBodo katn
TPITN LEAETN TTOU XPNOIUOTIOINCE POVO YeVIKN HEB0S0¥
Oev Bpnkav onuavtikn eitiwon. Mia pehétn mou e€étaoe
NV motdtnTa (WG UE YeVIKN UéBodo oe aobeveic mou
Tuyatoroibnkav oe CPAP 1} Bepaneia Béong owpatog
Oev Bprike va uneptepei n CPAP.

6. Kapdiayysiakn voonpotnta

H emidpaon tng CPAP otic kapdiayyelakég mabnoelc,*
1Slaitepa oTNV UTIEPTAON, AMTOTEAE GTOXO TTOANWV TIPOOPa-
TWV HEAETWV. 131618212733 H mAg10vOTNTA TWV EAEYXOUEVWV
pe placebo peleTwy MOU XPNOIOTIOINCAV TOUAAXIOTOV
19 WpPEC Kataypagr TNG Mieong Tou aipatog Sev Bprnkav
va BeAtiwvel n CPAP tn péon aptnplakn mieon.+>12161821
MNavtwe apketéc peéteg emmédou | kat Il €dei€av 6t n
CPAP gixe peyalUtepn emidpaon oTn vuxtepLvr Tieon
o€ oUyKplon e To placebo®?'33 kal SUo pehéteg édei€av
XapnASTePN péon SlacToAKr TTieon o€ acBeveic ue CPAP
o€ oXéon e TNV opada eAéyxou.2'33 Mia ueNétn emmédou |
€6e1ée peydAn peiwon otn péon aptnpeLakn mieon avaioyn
HE QUTHV TTOU £YIVE AMO AVTIUTTEPTACIKA @APUAKA,? Kal
pa perétn emmédou Il n allaynr otnv 24wpn GUCTOAIKN,
8100 TOAIKI KAl H€oN apTnPLaKr TTieon He tn xprion CPAP
ntav peyaiutepn an’ 6Tt e placebo og autoug pe meplo-
00TEPOUC amod 20 amokopeapolg (>4%/wpa Urvou).?’ Mia
peNéTn ou ouykptve tn CPAP pe T cuvTtnpntiky Bepareia
(ammwAela Bdpoug, diaita Kat vylelvr UTTVOU) BPAKE OTL N
TI{EON TOU A{HATOC TTOU PETPHONKE PE GPUYHOUAVOUETPO
otou¢ acBeveic pe CPAP dev Siépepe anod Toug aoBeveic
IOV TIPAV ouvTnENTIKN Oepareia.?* H pehétn mou e&é-
TOOE TNV aAAAyr OTNV TTIECN TOU AiATOC OE OX€ON UE
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n Oepameia Tou ZAY XPNOILOTTOWWVTAG MIA TAUTTAETA
placebo anmétuxe oo va bei€el Slapopég petald Tng CPAP
ka1 Tn¢ Bepamneiag pe placebo.? O1 0o peréteg emmédou
[l Tou ektipnoav tnv enidépaocn tng CPAP o oxéon ue
placebo otnv kapdiakr cuxvoTNTa €iXav AVTIKPOUOUEVA
amoteAéoparta.?

To cuUTEPACHA aTTO ONEG AUTEG TIG MENETEC ival OTLN
CPAP éxel TotkiAn emidpaon oTnv aptnpElakn uéptacn
oTtoug aoBeveiq pe ZAYY, kal @aivetal va €xel KaAUTEPQ
amoteAéopata oToug acBeveic pe coapotepo ZAYY,
avOEeKTIKA UTTEPTACN Kal KAAUTEPN CUUUOPPWON HE TN
CPAP.

Ta dedopéva yia n oxéon petadl ZAYY Kal ayyEIOKOU
gYKEQPAMKOU emeloodiou gival emiong meploptopéva. Od-
VNKE O€ LA LEYAAN JENETN TTapaTipnong* 0TI ol aoBeveig
pE ooBapo ZAYY éxouv TPIMAACIO Kivduvo va urmtoeTouv
AYYELOKO EYKEPAANIKO ETTEIOOBI0 AKOUA Kal UTTO aywyn Yla
70 XAYY. Ouwg €V UTTAPXOUV TUXOIOTIOINUEVEG UENETEG
mou va kaBopilouv Tnv anoteAeopaTikoTnTa TNG CPAP
OTO CUYKEKPIEVO BEua.

TéNog, o Martin kat ouv®® édelfav o€ pa HeAétn mma-
patrpnong yla 10 €tn o1t ot acBeveic pe coapo TAYY
Xwpic Bepameia pe CPAP eixav moAw auénuévo kivduvo
yla polpaia kat un cupBdvta kabe idoug an’ 1o kapdiay-
YEIOKO oUOTNUA O€ OXE0N ME TOUG aoBEVEiG TTou ékavav
xprion CPAP.

7. Baputnra XAYY

Owmeploootepec pehéteg emmédou | kai ll tng emidpaong
¢ Bepaneiag pue CPAP €xouv yivel o€ aoBeveic e péTpla
(AHI 15 - 30) ka1 ooBapry (AHI >30) vooo énw¢ opiletal
amno tnv Apepikavikr Akadnuia latpikng Ymvou.3 O1 Tpelg
peAéteg emmeédou 121 kat tpeig emmédou 1819 mou mepl-
opiotnkav o€ acBeveic pe Nag mpog HETPLAC BapltnTag
ZAY Bpnkav 0Tt n CPAP pgiwoe Tov AHI ' aAAG Sev Bel-
TIWOE TNV UTTOKEIMEVIKN UTTVNAID'> 1181927 ) TV apTnpLoKn
migon.>318 Avtikpouodueva amoteAéopata Bpédnkav
KAl O€ AVTIKEIYEVIKN EKTIINON TNC UTTVNALQg,'> 14181927
TNG VEUPOOUUTTIEPIPOPIKAC AEITOUPYIKOTNTAG, > 13181927
O1d0eon' 4181927 ki motdTNTAG (WG 14181927 Xpelado-
VTOL TEPIOOOTEPEG PEAETEG Yia va amodelxBei av n CPAP
EXELXPNOIMOTNTA OTNV €KPBaon yla auTv TNV KaTnyopia
BaputnTag tng véoou.

AN\eg peréteg emmédou | kat ll ypnopomoinoav ugn-
Aotepo kpitnplo Baputntag Tng vooou (AHI > 30) kat
€dellav ot1, ouykpivopevn ue placebo, n CPAP pelwvel
TIG ATTVOLEG KAl TIG UTTOTTVOLEG,>>2 ™ aufdvel To Xpovo
Tou Umvou REM3° kat BeAtiwvel Tnv ofuyovwaon.38 M
Ydpxouv avtiKpououeva OTolXEla yia TNV emidpaon
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NG CPAP o€ AGA\a onpgia TNG APXITEKTOVIKIG TOU UTTVOU,
OVTIKEIPEVIKN KOl UTTOKEIMEVIKN UTTVNAiQ, veupoouuTe-
pLPOpIKN AetToupylkoTNTa, S1d0eon, molotnTa (WG Kat
apTnplakn mison.

Aev umdpyxouv pehéteg emmédou | kat Il mou va pehe-
Tave TNV enidépaon tn¢ CPAP otnv Bepamneia tou ZAYY o€
aoBeveic pe AHI <5.'Exouv yivel apKeTEG HENETEG ETTESOU
Ill, mou avaluovtal og éva apBpo avaokoémnong mou
e€€taoav tn xprion Tng CPAP oto Zuvdpopo AvtioTaong
Twv Avwtepwv Agpaywywv (e AHI <5) kat og aoBeveic
pe AHI <10. Ta ototxeia eival avemapkn yla va e§axBouv
amoteAéopata yia tn §pAacn Kal TNV amoTEAECUATIKOTNTA
¢ Oepamneiag pe CPAP otov mAnBuoud autd.

2YMIMEPAZMATA

H Bepaneia pe CPAP neplopiel Tnv avamveuoTikn O1-
atapayxn, pewvovtag tov AHI cuykpivouevn pe placebo,
Tn ouvtnpNnTikn Bepamneia n tn Béon cwpatoc.

YTApxouV 1I0XUpdA OTOLXEID TTOL UTTOOTNPI(OUV OTL PE
n CPAP Bektiwvovtal Ta oTddla 3 kal 4 Kal HElvovTal
Ol NAEKTPOEYKEPANIKEG AQUTTVIOELG O€ Oxéon e To pla-
cebo.

Aev gival aképa EgkabBapo av n CPAP mpoopépel
ONMAVTIKA 0T GUVOAIKH OPXITEKTOVIKH TOU UTTVOU 1| TOV
KATOKEPUATIONO TOU UTTVOU.

Ta oTotxeia yia to av n CPAP BeATIWVEL TNV UTIOKEIEVIKN
NUEPNOLA UTTVNAIQ, TN VEUPOCUUTTEPLPOPLKI AEITOUPYIKO-
TNTA, TNV YPUXOAOYIKN AEITOUPYIKOTNTA KAl TNV TToldTNTA
{wn¢ gival akéua dipopoupeva.

H emnidépaon tng CPAP otov kapdiayyelako kivbuvo,
1blaitepa otnv unéptaon, o€ Sidpopa emimeda aputnTag
Tou ZAYY napapével acapnc. Paivetat wotdoo n un xprion
CPAP otouc aoBeveic pe coPfapd ZAYY va oxetietal pe
avénuévn eppdvion Bavatneopwyv cuufdaviwy an’ To
KapSlayyelaKO GUOTNUA.
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PYOMIZH THX APIZTHZ NMIEXHX CPAP'>

1. Mehétn epappoync/puBpiong misong Bepamnciag

H A png, und mapakoAouBN G, TOAUCWUATOYPAPIKN
peAétn otn Movada/epyaotrplo UTTvou gival 0 amoSeKTOG
TPOMOG PUBUIONG TNG AploTNG TiEong yia Bepameia pe
OUOKeUN BeTIKAC Tieong oToug aoBeveic pue ZAYY.

Y& aoBeveic pe ZAAY, gival anmapaitntn n HEAETN
£Qapuoyn¢/pubuiong mieong Bepameiag e OKOTO:

a) EmpBePaiwon e Batdtntag Tou agpaywyol und CPAP
Kal TN¢ amokatdotaong Twv enelcodiwv urmofuyoval-
piag, ka®’ 6An tn Sidpkela Tou UTTVOU

B) EmBeBaiwon g e€agpdaviong Tou poxaAntol og OAeG
TI¢ Béoe1c Kal TN Mapadoéng KIvnTIKOTNTAC ToL Bwpaka
Kal TNG KOWAIAG

y) Tpomnomoinon puBuicswy, mpooBrkn i ahhayn Bepa-
TIEUTIKOU PEOOU, EAV TTAPAPEVOUV PAIVOEVA UTTOAE-
plopou i umo&uyovaipiag und TNV KATAAANAN TavtoTe
Kal EMTNEOVUEVN WEAETN UTTVOU TIPOG ETTITEVEN TOU
BéAtioTou BepameuTiKoU amoTEAECUATOC.

2. Mehétn Sranpepévng voKTag

H pUBuion Tng dplotng mieong umod mapakoloudnon
katd tn Sidpkela piag vuxtag (SlayvwoTikn — BepameuTikh)
givat emiong amodektn dtadikacia und tnv Mpolmodeon
OTI TANPOoUVTAIL TA TTAPAKATW KPITAPLA:

a) EKTevic evnuépwon Tou acBevouc yid TIC CUVONKEC
NG MEAETNC KAl TIPOEMAOYH TNG KATAAANANG HACKAC
yla TNV TTEPIMTWON MOV aKoAouBnoel e@appoyr| Os-
PATTEVTIKAG OUOKEUNG
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B) Katdtn SiayvwoTtikr mohuunvoypagia, otn SidpKela
2 wpwv TouAdxlotov o acBevrg mapouatalet: Asiktn
AvanvevoTikwyv Alatapayxwv >40/wpa fy 20-40/wpa, pe
TTOPOUCIA ATTOPPAKTIKWY ETEIC0SIWV HEYAANG Siap-
Kelag  ouvdualovtal Pe 0oapous amOKOPECHOUG

y) Nava Bewpeital emapkngn pUBUION TNG TiEong amal-
TOUVTAL TOUAAXIOTOV 3 WPEC UTTVOU

8) Xtnv gpapuoyn Tng ovokeuric CPAP, Ba mpémnel va
napatnpenBei e€apavion fj oxedoév e€agpavion twv
AVATVEVUOTIKWY YeyovoTwv otov Unvo REM kat NREM
ouunepINAUBavopéVwY Kal Twv EMElCodiwv oTov UTTVo
REM pe tov aoBevn o€ umtia Béon.

Edv éxelmoTomoinBein Stayvwaon aAld dev mAinpouvTat
TO TAPATTAVW KPITAPLA amalteital pia 6e0Ttepn MARPNG
TIOAUCWHATOYPAPIKN HENETN.

3. Hpepriowa minpn¢ mapakoAouBolpevn
TOAVOWATOYPAPIKI) PENETN

Ta péxpt Twpa dedopéva dev umootnpilouv emap-
KWC TN YEVIKEVUMEVN XPAOoN AuTAS TNG HeBodou yia
pUBUIoN TNG APloTNG TTiEoNC OTN CUOKELN BETIKAG
niieong. Mmopei va xpnotpomotnBei umd mpoimoBéaoeig oe
aoBeveic e epyacia Bapdiag ri aAoug cofapouc Adyoug
MOV SEV EMTPETOUV TN VUXTEPLVI KATAYPAP).

4. NapakohovBolpevn pePIKA Kataypapn

Mmopei va xpnatpomnoinBei uné mpoimoBéoelg dmwg
AVAPEPETAL OTO KEPANAIO S1AYVWOTIKEG EEETATELC.

5. Mn mapakohovBoupevn PEPIKA Kataypapn
0TO0 €pYacTi)plo UTIVoV

Agv untapyouv S1a0éoipeg peNéTeg yia aflohdynon
Kat 6ev MPOoTEivETAl TTPOG TO TTAPOV Yla pUBICN TTiEONC
CPAP.

6. [\ pn¢ mapakolovBolpevn Kat un mapakoAovBolpevn
TOAVOWATOYPAPLKI) HEAETN OTO OMiTL

Agv uTTAPXOUV SIODECIUEG PEAETEG OXETIKA UE AUTH
n dtadikacia. Emi Tou mapdvtog dev mpoTeiveTal yia tTn
Sidyvwon ZAYY rj pUBuion mieang CPAP. Ouwe n pébodog
pmopei va xpnotpomoinBei umd mpoimoBéoelg dpeong
avaykng Sievépyelag Tng e€€taong kat aduvapiag Peta-
Kivnong Tou aoBevouc.

7. NapakolouBoupevn pepIKR Kataypagn 6To omiTL

A&V TTPOTEIVETAL TTPOC TO MAPOV W WG HEB0SOC yia
pLOUIoN TG mieong CPAP.
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8. Mn mapakohouBolpevn PEPIKI Kataypagn 6To omitl

Ta péxpt orjuepa dtabéaoipa otolxeia Sev emrtpénouv
v amodoyn Tng peBodou wg diadikacia pubuong TN
AaploTNG Mieong yla mepaitépw Bepareia kat dev mpoTei-
veTal we pEBodoc yla puBUIon Tng cuokeung CPAP.

ZYXKEYEX'3*

A. Luokevn ouveyoug Betiknc micong (CPAP)

H Bepameia mpwTNS YPAUUAS Yia Toug aoOeveic pe
ZAYY gival ol CUOKEUEG ouveXoUG OeTikNG TTieonc (CPAP).
3 € OPIOUEVEC TIEPITTTWOELG UTTOPOUV Va XPNolomoin8ouv
OUOKEVEC e peTaBaropevn autopdtwg mieon (Auto
Positive Airway Pressure-APAP) n cuokeuég S1paaotkig
niieong (Bilevel Positive Airway Pressure - BiPAP), pe ta
XAPOKTNPIOTIKA TTOU AVAPEPOVTAL TTAPAKATW.

B. Zuokevéc Autopatng Ostiki¢ Micong
(Automatic Positive Airway Pressure- APAP)

1. Otouokevég APAP Sev cuviotwvTal yia S1ayvwon Tou
SAYY
2. Agv mpénel eni Tou MapoOvTOoG va gival uoPrR@Lot yia
puBuIoN 1 Bepaneia pe cuokevég APAP, aoBeveic
Ve
a) ZupeopPnTIKH KapSlakr avemapKela
) ZoPapr mveupovikn vooo, 6w XA
y) AoBeveic mou avauévetal va mapoucidoouv Sia-
Tapayn TG avamvong and AAla aitia ektog ZAYY
(m.x. cUVOpOO UTTOAEPIOHOU ETTT TTAXUOAPKIAK)
8) AcBeveigmou 6ev poxahiouv ite puaololoyikd ite
WG ATMOTENECUA XEIPOUPYIKNG TTapéufBaong
€) AcBeveic pe cUVOPOUO KEVTPIKWV ATTVOIWV OTOV
uTvo.
3. Otouokevéc APAP emi Tou mapovTog Sev cuvioTwvTal
yla HeAéTeC Slalpepévng VOKTAC
4. Yuokevuég APAP pmopouv va xpnotpomoinBouv katd
N Si1dpkela dokipaciag pubuiong mieong yia Beparneia
pétplou éwg oofapou Babuou ZAYY umd mapakoAov-
Onon pe MTOAUCWHATOYPAPIKH MEAETN
5. Zuokeuég APAP pmopoUv va xpnotpomnolnfouv Xwpig
mapakoAouBnaon yla Tov KaBoplouod TN mieong yla
Bepameia pe cuokeur) CPAP og aoBeveic pe pétplou
£€w¢ oofapou Babuou ZAY xwpic onuavtikd cuvodd
voonpata (cupgopnTikr Kapdlakn avendpkela, XAT,
OUVOPOO KEVTPIKWY ATTVOLWY OTOV UTIVO 1} GUVSpOoUo
UTTOOEPLOMOU)
6. AcBeveic mou Bpiokovtal o Bepareia pe amin ou-
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okeur CPAP, n mieon Tng omoiag puBuiotnke pe APAP
1 aoBeveic mou Ppiokovtal o€ Beparneia pe GUoKeUN
APAP, mpémnel va mapakoAouBouvtal yia tn Slamiotw-
onN TNG AMOTEAECUATIKOTNTAG KAl TNG AOPAAELQG TNG
Bepaneiag. Autd Bewpeital 1dlaitepa oNUAVTIKO KATd
™ S1apkela Twv mpwtwv Souadwy amd Tng évapéng
Bepareiag ue CUOKEUEC DETIKWY TTIECEWVY

7. Amaiteital emavekTipnon kat edv eival amapaitnto véa
unté mapakoAoLONon emavapEUOUIoN TNG TTiEONG HE
ouokeur CPAP edv ta cupntwpata Sev unoxwpouv 1y
€av n Bepaneia pue APAP dev gival anmoteAeoUaATIKN.

I. Zuokeun Aipactkn¢ Octiki¢ Micong
(Bilevel Positive Airway Pressure -BPAP)

H BPAP w¢ xpovia epappoyr og evANIKeG Exel EvOEIEn
OTO VOO iLATA TTOU TIPOKAAOUV UTIOAEPIOHO KAl OE 0pL-
OMEVEC TEPIMTWOELG ZAYY:

1. Nooruata mou POKAAOUV KEVTPIKAG I TIEPIPEPIKAG
artioloyiag uoagpIopd cUVSpouo MPwToTaBoUC
UTTOQEPLOMOU, KEVTPLKN ATvola, TTaxuoapKia-uto-
AEPIOPOC, VOOHUATA TOU BWPAKIKOU TOIXWHATOG
(KupookoAiwaon, aykuhomolnTikr ommovuAiTIda, PeTd
anmo BwpPaKoMAACTIKN), TABACEIC SlaPpAayuaTog

2. NooAuaTa Tou MVEVUOVIKOU TTAPEYXUMATOG TTOU TIPOKA-
AoUV avamveuoTIKN AVETTAPKELA (XPOVia MTOQPAKTIKH
TIVEUMOVOTTABELQ, KUOTIKA ivwon)

3. Neupopuikd vooruata (Luikr ductpoia, cUvOpopo
Guillain - Barre, fA&PN vwTiaiou puehol, cuvdpouo
META amd moAuopueAiTida, okApuvon Katd mAd-
Kag)

4. 310 ZAYY n ouokeury BPAP pmopei va SokipaoTei
O€ TIEPITTTWOELG N avoxng TNG ouokeung CPAP A un
BeAtiwong tng avamveuoTikig dtatapayrig Adyw Ba-
puTNTAC i cLVUTTAPENG KAl AAAOU VOO ATOC OTIWE
XAl (oUvépopo emMKANUYNC, TTAXUOAPKIAG K.ATL).

H katdAANAN €IOTIVEUOTIKI KAl EKTTVEVOTIKN TTiEON
TpEMeL va puBuileTal og kKABe aoBevr Kal va eKTIUATAL
TO AMOTENECHA PE TNV €€€TACN TWV AEPiWV aipaTog Kat
VUXTEPIVH TTapakoAoUONnaon TouldxloTtov pe o§uueTpia
r Kamvoypagia.

> € TOANEC TTEPITITWOEIC AVATIVEUOTIKAC AVETIAPKELAC,
XpPeladeTal va mpoodloploToUv EKTOC Ao TNV EICTIVEUCTIKN
KOl EKTTVEUOTIKI TTiE0N Kal AANEC TTAPAETPOL AEITOUpYIag
TWV CUOKELWV OTTWG 0 PUBUOC avamvowy, 0 oTadlakdg
XPOVOG évapéng E@appoyng Twv TIIECEWY, O HEYLOTOG
ELOTIVEUGTIKOG XPOVOG, UTTOXPEWTIKA TTAPEXOUEVOG OYKOG
KTYX. H emAoyr] Tng GUOKEUNG Kal N KAatdAAnAn pubuion
TIPETIEL VA YIVETAL HETA OTTO EKTIUNON TWV AVAYKWVY TOU
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a00gvoUC og TTVEUOVOAOYIKH KAVIKE amtd €€181IKEVPEVO
TIPOCWTTIKO UE TNV apwyn Twv duvatoTtritwy TG Movd-
Sag/Epyaotnpiou Yrivou.

Tig mepImTWoElg mov Xpeldletal n xopriynon ouydvou
Umopei va yivel ue mpooBnkn otn pdoka n T - CUCTAUATOC
0TO KUKAWWA aoBevouc/GUoKEUNC, Kal va opileTtaln pon
HETA amd extipnon Tou SpO, Kal agpiwv aipaTog.

4. Amodoyn-ouppdpewan otn CPAP

Ot aoBeveic pe ZAYY otoug omoioug €xel xopnynOei
CPAP, mpérel va xpnOIOTIOI0UV TN CUCKEUT KAOE VOKTA
OAn Tnv eBSopada. Ot wpPeg xprong TMPETEL va ival
TouAdxloTov 4 KaBe Bpdadu av Kal meEPIOCOTEPO Ao
6WPEG/VUKTQ, £XEL KAAUTEPA AMTOTEAECUATA OTNV NUEPHOLA
unvnAia Kat oTtnv Kadnuepivr AelToupytkdTnTa.

H xprijon tng ouokeung Sev mpémel va S1aKOTTETAL,
npénel va epappoletal fpadu kabwg pia poévo vokta
Xwpi¢ Bepamneia pmopei va emavagépel Tov aobevr| 6To
emninedo mpo Beparneiag.

H xpnon tng CPAP amé tov acBevi mpémel va eAEyxeTal
QVTIKEIUEVIKA, WG TTPOG TIG WPEG EPAPHUOYNG.

Ka&Be Movada/Epyaotriplo UTIvou o@eilel va eAEYXEL
TN CUPUOPPWON Twv dcBevwv pe Tn Bgpameia kat va
Slo0pBwvel katd TNV MapakoAoLONGCN TIC TAPAUETPOUG
woTe va auénBei n cuppdpewon Twv acbevwv. Ot Ta-
PAKATW TTAPAYOVTEG TIPETIEL VA EAEYXOVTAL APXIKA Kal
mePLOBIKA KaBWE umopouv SuvnTikd va TpoAéPouv
ouppopewon otn CPAP:

® PUBuion tn¢ mieong olp@wva e TIC TPoUTOBETEIC
OTWC €Xouv avaepOei

e EmAoyr] owoTAG HAoKag Kat SuvatotnTa EQApPUOYNG
1 aAAayr¢ OmoTe Kpivetal amapaitnto

® BeATiwon-peiwon Twv PIVIKWY avTIoTAcEwV. [pocBrkn
Ogpuatvopevou vypavtnpa

® Xpeldletai véa puBuion tng mieong 6tav €xouv aANaSeL

ONUAvTIKOi TAPAYoVTEG T.Y. SPAMATIK UEIWoN Tou

Bapouc i mapauovn nuepriotag umvnAiag (ESS >10)

1 AAAWV CUPTITWHATWY

® ‘EAeyxo¢ epappoyng Tnv mpwtn eSoudda Bepanei-
ag. YuvioTtdtal cuxvr EmaQn Kat TapakoAoudnon og
avaloya xpovikd SdiaoTripata

o Npémel va mpoPAEMETAL O TEXVIKOG ENEYXOC TNG OU-

OKEUNG KAl N QVTIKATACTACN TWV AVAAWGCIHWY (LAOKA,

OWANVAE) Kal YeVIKA KABe TiTou Ba au€oel TIC WPEC

Kal TN SIAPKELD EQAPHUOYNS TNG CUOKEUNG

e |Slaitepa yla Toug aoBevei Ue AVaMVEVOTIKN AVETTAP-

Kela Ba mpémel va mponyeital e€oikeiwon Kat eKpuabnon

TNG EPAPHUOYNG TNG CUCKEUNG.
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MEAETEZ NAPAKOANOYOHXHX XE AZOENEIZ
MNOY EYPIZKONTAI HAH XE ©EPATMEIA

TNV mapakoAouBnon twv acBevwv umd aywyn e
Betikn mmigon, xpeldletal va yivel TAPNG 1 LEPIKN TTOAU-
CWUOTOYPAPIKA MEAETN OTAV:

a) NapatnpnBei EMAVEREQAVION GUUTTTWHATWVY OTTWG
POXAANTO, nuePnota umvnAia f avénon Bdpouc, mba-
vov va evoeikvutal emavaAnPn HEAETNG SLAYVWOTIKAG
1 epapuoyn¢ Bepaneiag

) EmMuévouv CUPMTWHATA, OTIWC N NUEPOLA UTTVNAIQ,
mapd 1o Bewpolevo opB6 MPoacdloploud mapaé-
TpwV TNG Bepameiag Kat TNV IKAVOTIOINTIKA CUPUOP-
@won Tou acBevolg o’ autn

y) Agv gival amapaitnTeg 6TAV TA CUUTMTTWHATA £€XOUV
AVOOTPAQE( ) UTTOXWPNOEL Kal 0 aoBeVNG eival aou-
MITTWHATIKOC 1 BEATIWUEVOC ONUAVTIKA

6) Y& aoBeveic pe fmac Baputntag dtatapayn Kat mt-
Seivwon TN KAVIKAG €IkOvVaC.
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B. ENAOZTOMATIKA KINHTA MHXANHMATA

H gpappoyr evbooTtopatikwv opBodovTikwv pnxa-
vnudtwyv npénel maviote va diepeuvdral, 18laitepa oe
TIEPIMTWOELS AMAG- HETPLAS BapuTtnTag ZAYY, LE GKOTIO
Vv e€AAelPn ) (TOUAAXIOTOV) TO ONUAVTIKO TIEPIOPICHO
TWV AVATTVEUOTIKWV eMeloodiwv oTn SIAPKELa TOU UTTvou.?
H diayvwon kat n ektipnon tng Bapvtntag Tou ZAYY
TIPETIEL VA €XEL YIVEL CUPQWVA UE TIG TTPOUTTODETEIG TTOU
€xouv avapepOei.

Tpomog Apdong

Ta ev600TOUATIKA INXAVALOTA TIOU £XOUV EQAPHOOTEL
€ival Kivntd pnxavnpata mou XpnotpornolouvTal and Tov
acBevr katd tn S1dpKELa TOU UTTVOU Kal avAAoyd JE TNV
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KOTOOKEUH, OTOXEVOLV:

1. Ztnv avuPpwon tnG palaknig unmepwag (soft palate
lifters)

2. Xtnv e€aoknon tng Béong Tng yY\wooag (tongue posture
trainers)

3. Ztn peTatémon/peTdbeon TnG YAWOOAG TIPOG TA EUITPOG
(tongue retaining devices)

4. ¥tn petatomon/petadeon tng kKatw yvabou mpog
Ta epmpog (mandibular repositioning/advancement
appliances).

Ta pNXavApoTa TWV TPLWV TPWTWVY KATNYOPLWY, EXOUV
TIPAKTIKA £YKATAAEIPOE KUpIWG AOyw TNG aveMapKoug
OTTOTEAECUATIKOTNTAG TOUG O TNV AVTIPETWTION Twv Slata-
PAXWV TNG avamvorig otov UTTVo aAAd kat Tng Suoavediag
TWV acBevwv 01N XPNHON TOUC.

H tétaptn katnyopia unxavnudatwy givat n pévn mou
£X€EL EVPUTEPN amodoxr Kal XpnolpoToleiTal ouxvoTepa
ot Kabnuepiv KAVIKA Tpdaén. Ztnv Katnyopia auth
mepAapBdavovtal pia oglpd PnXavnUATwy TTou €iTe gival
TIPOKOTACKEVAOHEVA Kal E£ATOMIKEVOVTAL IE AVAYOWON
¢ BAaong Toug oto oToua 1 Kataokeualovtal €€ oho-
KANPOU OTO £pyacTrplo He BAon KAIVIKEG KATAYPOAPES
KOl OTTOTUTTWHATA TWV 080VTIKWY @paypwv. Mmopei va
€XOUV gviaia KaTaoKeun mou e@apuolel Tautoxpova
oTi¢ Svo yvdaboucg i va amote ovvTal amod duo TuRuata
EexwploTtd yia kdOe pia yvabo mou apBpwvouv petalld
TOUC O€ pia mpoemAeypévn Béon.

H cuykpdtnon Twv pnxavnuATwy HETATOMONG/UETA-
Beoncg TNE KATW yvabou mpoc¢ ta eumpoc e€ac@alileTal
ME TNV EQAPUOYH CUPHATIVWV OQAIPOEISWV aYKIoTpwY
oTa HecodOVTIA SIACTAPATA, OTIC MUAEC TwV omoBiwv
S0oVTIWV, CUPUATIVWY TIPOCTOUIOKWVY TOEWV oTa pdabia
TUAMATA TWV 000VTIKWY PPAYMWY KAl AKOUN, TNG KAAAC
£QApPHOYNG TNG BAong Toug amd akpPUAIKO 1) BeppomAa-
OTIKO UANIKO OTO OTOMATIKO BAevvoydvo.

H epappoyn Twv evE0OTOMATIKWV UNXAVNHATWY
AUTWV OTOXEVEL 0TN HETABEON TNG KATW YvABou og TTpo-
0610 Béon ocuumapacVpPoVTAC Kal TN YAwood TTPo¢ TNV
610 katevBuvon. H petatdmon tng Katw yvabou mpog
TA UMPOC TTPOKAAEL EVEPYOTIOINON TWV MUWV AvwBev
Tou U0EId0UG HUEG, TOU YeVEIOUOEISN Kal yvaBouoeldn
KaBwc¢ Kal yeveloyhAwoolkoU pudc. H evepyomoinon tou
YEVEIOYAWOGIKOU HUOC, EXEL WG ATTOTEAECA TN PETABOAN
NG B€ong Kat Tou oxNUATog TNG padag TnG y\wooag Kat
Vv mapeunmodion Tng oAicBnong/mtwong Tng Y\wooag
(AOyw NG BaputnTag) mpog to omicBlo PapuyyIKo Toi-
Xwpa. Mpokakeital emiong avadlataén Twv OKEAETIKWV
Kal HUTKWV LIOTWV 0TO XWPO, AOyw TNG TPOTOTIOINUEVNG
Béong Tng kKatw yvdabou, kat petaBoAn tng Béong kat
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TIPOCAVATOAIOHOU TTPOC TA EUITPOE TOU UOEISOUC 00TOU,
ME AmMOTENECUA TNV AVENON TOU EUPOUC TOU PAPUYYIKOU
AUAOU GTN TIEPLOXT TTOU AVTIOTOLXEL 0TO UPOC TNG MAAAKNAG
UTTEPWAC Kal TNG Bdong TnG YAwooag.

Kpitipa eappoyri¢
H kAwvikn epappoyr Twv MARs/MADs g acBeveig pe
Slatapayég Tng avamvong otov UTvo TipoTeivetal:’™
1. Q¢ apyikn BepamneuTikn emAoyn o€ aoBeveiG pe: pw-
TOYEVEG POXOANTO, cUVSPOIO auEnuévng avtiotaong
AVWTEPWY AEPAYWYWY, ATTIAC EWE METPLAC BapuTnTag
TAYY
2. Q¢ evaANaKTIKN BepameuTiKr mMAOYN 0€ AoOeveic pe
Slatapayég TnG avamvorg otov UTTVO E ATTIO-UETPLO
ZAYY pe IKkavo apBuo SovTiwy
3. H kAwvikr} epappoyn Twv MARs/MADs npoUmoBétel
olokAnpwpévn opBodovtikn diayvwoTikr pebodo-
Aoyia mou mepIAapBavel:
3.1. AEMTOUEPEC LATPIKO KAl 0SOVTIATPIKO IOTOPLKO
3.2.Evdootopatikn kat e§woTtopatike KAIVIKN e€€Taon,
N AeIToupyikn €€taon Tou oTopatoyvadikoL
OUOTAMATOG
3.3. MeANETN pYacTNPIOKWY SIAYVWOTIKWVY UECWV: EK-
payeia HEAETNC, KEQANOUETPIKE AKTIVOYypagia Kal
TOUOYPAPIKH ATTEIKOVION TWV KPOTAPOYVABIKWY
SlapBpwoewv. Me Tig ueBddoug auTég eAéyyovtat:
n 6€on tou VoeIdoUC 00TOU, N Ywvia emimédou Ba-
OEWE TN KATW YvAbou, To KATw Tpdodio UPog Tou
TPOCWITOU, N TTPOGBIA FA0N TOU KPAVIOU, TO KOG
NG Avw yvdabou, To URKOG TNG MAAAKNG UTTEPWAC
KaIL TO EUPOC TOU PAPUYYIKOU agpaywyou, n duva-
TOTNTA TTPOWONONC TNS KATW YvAabou, o SeikTng
CWMATIKOU BAPOUC, N TTEPIPEPELD TOU AQIOU, N
NAKia Kal o S€(KTNG ATTVOLWV/UTTIOTIVOLWV
4. HkAwvikn epappoyr] twv MARs/MADs pe pehétn Omvou.
H peiwon tou AHI kat Twv aAwv emelcodiwyv Kpivel
TNV EMTUXIA TNG EQAPHUOYAG
5. H aupAuvon twv KAVIKWOV CUUMTTWHATWY TTOU OXETI-
Covtal pe TNV uToKeipevn dlatapayn TngG Avamnvorg
OTOV UTTVO O€V Eival AVTIKEIPMEVIKO HETPO TNG ATTOTE-
Aeopatikotntag Twv MARs/MADs
6. HkAwikn epappoyn twv MARs/MADs npémnel mavtote
va aloNoYE(Tal O€ TOKTA XPOVIKA SIACTHATA WG TTPOG
TO evOEXOUEVO TTIPOKANONG AVEMIBUUNTWY TIOPEVEP-
YEIWV OTIC B€0EIC TV SovTIWY 1} 0TN PUGIOAOYia ToU
OTOUATOYVABIKOU CUCTANATOC
7. H kA\wikn epapuoyr Twv MARs/MADs mpémel va emt-
Xelpeitatamd 181kd exmaideupévoug opBodovTikoug
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o1 omoiol £xouv AR PN Yvwon Twv SuvatoTATWY Kal
TWV TTEPIOPICUWY TWV UNXAVNUATWY QUTWV Kal givat
EVNEPOL O BEPATA TTOU APOPOUV OTIC SIATAPAXEC
NG Avamvong otov UTvo.

Mapevépyereg

Ol ouxVOTEPEC TAPEVEPYELEG €ival N evaloBnoia Twv
SovTiwy, Tou oTopaTikoU BAevvoydvou Kal Twv yvadwy,
auvénuévn olaldppola Kal EnpooTtopia. Alydtepo cuxva
mapaTnEouVTal Auénuévo avTavakAAOTIKO EUETOU, TTE-
plodovTikéc BAAPeC kat odovTiKd Tpavuata. Ta TePLo-
006TEPQ Ao TA CUPTITWUATO AUTA TTapaTnEOoUVTAlL LOVO
oTNV apxIKA TEPioS0 EPAPHUOYNE TWV UNXAVNUATWY Kal
UTTOXWPEOUV UETA aTTO KATTOLO XPOVIKO SlacTnia.

3 € OUYKEKPIUEVEG TTEPITTWOELG N EQAPOYH OPIOUEVWV
TUTTWV UNXAVNUATWVY UITOPEl va TpokaAéoel SUOUEVEIG eTTI-
TITWOEIC OTN PUCIoAOYia TwV KpoTapoyvabikwy SiapBpw-
OEWV Kal QVEMOUUNTECG LETAKIVIOELG SOVTIWY, TTAPOSIKEC
1 HOVIHEG. OL EMITTWOELG AUTEG UTOPOUV VA TIEPLOPLOTOUV
He T SlatAPNon Twv opiwv TNG VEUPOUUIKAS lOOPEOTTIOG
TWV SOHWV TOU OTOMATOYVABIKOU CUCTAUATOC, EVW YId
TNV amo@uyr avemoOUuUNTwV 0S0VTIKWY PETAKIVACEWY
18laitepn pépipva mpémel va Sivetal otn vapBnkomoinon
Twv SoVTIWV PECW TOU Pnxavruatog. H mpowdnon tng
KATW YvABou UE TNV EQAPHOYN TOU HnXavhuatog dev
nipénel va umepfaivel to 70% tng duvatdtnTdcg TN yia
mPooAicBnon kal og kKapia mepimtwon ta 15 xIAlooTd,
EVW N KATaomaon tnG ta 5 xihloota.
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I XEIPOYPTIKH ANTIMETQIMIZH TOY ZAYY

H Bepameia mpwtng YPaupNG yia to ZAYY gival n
gpappoyn ouvokeung CPAP. Z& OplOUEVEG TIEPUTTWOELG
KOl O€ EMAEYUEVEC TIEPIMTWOELC A0OEVWY, N TTPOCEKTIKY
eKTIMNON amo €101KEC TOU UTTVOU EIOIKOTNTEC UMTOPEL va
emAeyei Kal va oXeSI00TEl XEIPOUPYIKN AVTILETWTION' -
OTIWG AVAPEPETAL OTO TTAPAPTNHUA-UETA ATTO EVNUEPWON
Kal PE TN CUP@WVN YVWN Tou aoBevoUc.

1. 'Evdeién yia xetpovpyikn Oepaneia

MmopoUv va odnynBouv o xelpoupyikn emépfaon
aoBeveig ol omoiol mapouactdlouv Amag/pETplag faputntag
TAYY, aA\d n ouvtneNnTiKr Beparmeia Tou TPOoRARHATOC
Toug pe CPAP 1 BiPAP gival avamoteAeOHATIKH 1] N AVEKTN
arno touc idlouc.

2. Kprtipra emtuyiag e xelpoupytkic Oepameiag

la va BewpnBei emtuynC pia Xelpoupyikn eméuPacn,
Ba mpémel PeTEYXEPNTIKA va onuelwveTal AYA (oog e
€KEIVOV TIOU €XEL KATAYPAPE( e TOV aoBevn e papuoyn
CPAP.

Av 8gv uIdpxXOUV OTOLXEIO TTOAUCWUATOYPAPIKAG
MENETNC pe Tov aoBevr) uno CPAP, Bewpeital emTuxng pia
XELPOUPYIKA EMEUBAON, AV EKTTANPWVOVTALKAT apXdg oL
€€n¢ 6vo mpolmobéaeic:

1. O peteyxelpntikog AHI va éxel ehattwBei Touhdyiotov

KOTA 50% O€ OXE0N UE TOV TTPOEYXEIPNTIKO

2. O peteyxelpnTikdg AHI va gival pikpotepog Twv 20
€Mel008iwv avd wpa UTVou

3. O peteyXelpnTikdg SpO, Oa mpémel va gival uaololo-
YIKOG

4. H apXITEKTOVIKI) TOU UTTVOU Ba TTpETEL va gival IKavo-
TIOINTIKA

5. BeAtiwon g unvnAiag katd tn Sidpkela Tng nuépac.

Kd&Be acBevrig, Ba mpémel va aflohoyeital mpoeyxel-
PNTIKA UE QUOIKA e&€Taon (CuumepIANaUBavouévng TnG
PIVOQAPUYYOOKOTNONG UE XElPIopod Miller) kat ameiko-
VIOTIKEG TEXVIKEC (TTAAYIQ KEPANOUETPIKN OKTIVOYPAYIa,
a&ovIKn A HayVvNTIKY TOPOYPA®Ia) WOTE VA AVTIMETWTTI-
{eTal n oTévwon TE agpPoPopou 060U GTO AVATOMIKO
emninedo n emineda Tou aulol Tou PApuUyya oTa omoia
auth oupPaivel. OLaoBeveic mou mapouactdlouv ugavn
OKEAETIKNA atTioloyia otnv ekdriAwaon Tou ZAAY, Adyw avw
omoBoyvabiopoy, katw omoboyvabiouou, pikpoyvabdiag
otnv dvw 1} otnv KAatw yvdbo, r} suvOUAGOU AUTWY, TIPETTEL
va aflohoyouvTal yla XELPOUPYIKH AVTIPHETWITION.

Oa mpémel va dnuioupyeital MNpwTtokoAAo xelpoup-
YIKNG avTiueTwmong tou ZAAY yia tov kdOe acbevri. 2to
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mapdptnua avapépovtai ol evOeiEeic kal Ta amoteAéopata
XEIPOUPYIKWV Texvikwv. Ot aoBeveig mpémel va umoAA-
AovTal PETEYXEIPNTIKA O€ VEQ WEANETN UTTVOU, WOTE va
a&lohoynBei o anotéAeopa.
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MEPOZ TPITO

2YNAPOMO ANMOOPAKTIKQN AMNOIQN-
YMOMNOIQN ZTA MAIAIA

To oUVSPOUO ATIOPPAKTIKWY ATTVOLWV-UTIOTIVOLWV
(XAAY) otov Unvo ota madid xapaktnpiletat anod Si-
aleimouoa peptkn i MAREN anoé@pa&n Tou avwTEPOU
agpaywyoul (amo@EAKTIKA UTTOTIVOLA | ATTOPPAKTIKA
amvola). H diakomn fj eANdtTwon TNG pong aépa givat
SuvaTtdv va cuvodeveTal amd UTTOAEPICHUO TWV TTIVEUUO-
vwv Kat uroalpia rj kat va emnpeddlel Tn GUOIOAOYIKN
QPXLTEKTOVIKH TOU UTTVOU.

Optopoi mov agopoiv ta maidid

O 0po¢ amoppakTikoU TUIoU SIaTapayéq TG avamvonc
otov Unvo, iepIAapBdvel éva eupl PACUA KATAOTACEWY
armé To MPWTOMABEC POXaANTO Kal To GUVOPOO auénuévng
avTIOTAONE TOU AVWTEPOU AEPAYWYOU UEXPLTO CUVOPOUO
ATTOPPAKTIKNAG ATTVOLAG-UTIOTTVOLAG OTOV UTIVO.

Anvoua: Eival n armoucia pong aépa amoé tn poTn Kat
TO OTOMA Yla S1A0TNHA TOUAAXIOTOV SUO AVATIVEUCTIKWV
KUKAwV. H dmvola KevtpikoU TuUmou (KeVTPIKN dmvola)
xapaktnpiletal amd Tnv amouasia avanveuoTIKNAG TPOCTIA-
Belag, evw n Amvola ano@PaKTIKoU TUTIOU (AMO@PAKTIKNA
Amvola) amo tn cuveXI{OPEVN AVATTVEUOTIKY TTPOOTIABELa
XWpPiG Opwe por agpa. Xtn PEIKTOU TUTTOU Amvola GUVU-
TTAPXOLV KEVTPIKOU KAl ATTOPPAKTIKOU TUTTOU OTOIXEIA
Xwpi¢ va mapeUPANAETAL AVAUECA TOUG PUCIOAOYIKN
avarvorn.

H dnvola amo@pakTikol TUmou Bewpeital KAVIKA
ONMAVTIKH AOXETA amd TNV TAPOUCia AmOKOPEGHUOU
1 agumvionc. H amvola KevTpikou TUTIOU &ival KAIVIKA
ONUAVTIKH £QOCOV AKOAOUBE(TAL A0 ATTOKOPECUO TNG
alpoo@alpivng katd 3% r mepIocOTEPO A armd a@UTIVION.
Eniong afloloyeital étav Slapkei meplocotepo amo 20
OeuTEPOAETTA, AOXETA AMTd TNV TAPOUGCIa a@UTVIONG N
QATTOKOPECHOU.
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Ynonvoua: Eival n eAdttwon tou é0poUg TNG KUPA-
TOMOPYPNG TNG PONG aépa Katd 50% 1 ePIOCOTEPO OE
OX£0N € TO €UPOC TTOU TTAPATNPEITAL OTO PEYANUTEPO
HE€POG Tou UTVOU Yia Stldotnua Touldylotov dvo ava-
TIVEUOTIKWV KUKAWV. Q¢ KAIVIKA onuavTikéG BewpolvTal
01 UTTIOTIVOLEG e SIAPKELA LEYANUTEPN EKEIVNG TTOU £XOUV
S0 avamveuoTikoi KUKAOL, Epdoov cuvodelovTtal and
ATTOKOPECHUS TNG Aloo@alpivnG KAatd TouAdxiotov 3%
| and agumvion.

MpwtomaBéc poxaAnté: O 6pog auTtodg MEPLYPAPEL
TNV mapoucia poxaAntou Xwpi¢ amvola r unrénvola,
unepkarnvia, ummoaipia, peydio aplbuo agunvicswy,
Slatapayr TN APXITEKTOVIKAG TOU UTTVOU ) CUMTITWHATA
o1n SIdpKela TNG NUEPAG.

Eménpiodoyia

Ordlatapayég Tng avamvorg otov Umvo eugavifovtat
0€ ONEC TIC NAIKIEC, ATTO TNV VEOYVIKA W¢ TNV £pnPiki. H
ouxvotntatou kab' €§lv poxaAnTou (>3 vukTec/eBSoudda)
untoloyietatl o€ 3,2% ¢w¢ 12,1%,%° evw n oUXVOTNTA TOU
2AAY o€ 0,7-2,9%. X& HEAETN TTOU €YIVE OTN XWPA HAG
(@ecoalia) o€ 3680 dtopa nAikiag 1-18 eTwv SlamotwOnke
10TopIkS KaB' €€1v poxaAnTou 070 4,2% Ttwv madiwv Kat
n ouxvétnta ZAAY Atav 4,3%.’

Khviki) eikova

To poxaAnté (peyxaoudc) sivat To cuxvOoTEPO Kal Xa-
POKTNPIOTIKOTEPO CUUTTWHA Tou TAAY otn Sidpkela
TOU UTIVOU, TO OTIOI0 OPEiAeTAL OTN HEPIKN amoppadn
Tou @apuyya. [Mpodkeltal yla Ao mou TapAyeTal KATA TN
S1dpkela tn¢ elomvonc. Mmopei va gival xapnAng ouxvo-
NTag otav mpokaeital and SovAoEIG TG OTAPUAAG, TNG
MAAAKAG UTTEPWAC, TNE YAWOOAE KAl TWV AAAWV HAAAKWY
HOopiwvV TNC 10050V Tou oToPATOPAPLYYA I UPNASTEPNC
ouxvotTnTag, 4TavV N UTIEPTPOPIA TWV AUUYSAAWVY Kal
Twv adevoeldwv mapeumodifel Tnv Kivnon TG HaABakng
UTIEPWAC.

Apketd maidid pe ZAAY gugavifouv avénuévo €pyo
avamvong katd tn S1dpKela Tou UTVoU. Xnueia Tng £p-
ywdou¢ avamvori¢ givai n E\00AKH TWV MECOTIAEVPIWV
Sl1a0TNUATWY, XPrioN TWV EMKOUPIKWY AVATIVEUOTIKWY
MLV Kal mapddoén avamvorn.

Ot dnvoleg yivovtal cuvABw avTIANTITEG amd TOUG
yoveic w¢ Bpayeiec mavoeic TnG avamvoric.t° Emmiéov
10 XAAY umopei va cuvodeletal and aviiouxo UTvo,
agunvioelg, Ajn acuvnBiotwv Bécewv, UTIEPBOAIKN
£Qidpwon Kal otopatikn avamvor).' ' Katd tn Sidpkela
™G nuépag, Ta madld pe AAY eival Suvato va mapou-
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o1alouv umvnAia, UTTEPKIVNTIKOTNTA KAl SLATapaxEg tng
CUUTEPLPOPAG. 14716

MaBoyévela Tov TAAY kat Yreptpogia Gapuyyikig
kat MapioOpuwv Apuydaiwv

To ZAAY gival To amoTtéAeopa cuvOUAGHOU AVATOUIKWV
KOl VEUPOUUIKWVY TTapayovTwv. O gapuyylkog agpaywyog
o€ avtiBeon Ye tn puTN, T0 Addpuyya Kat tnv tpaxeia, dev
untootnpiletal amod 0otd f xovdpoug aAAd oxnuatifetat
Kupiwc amoé paAakoU¢ 1I0TouC. Katd tny lomvor| n cuoTacn
Tou Slappayuatog dSnuioupyei apvnTIKN (Avappo@nTIKN)
TTiEoN O0TO PAPUYYIKO agpaywyo. H apvnTikr autr mieon
YiveETal akOUN apvNnTIKOTEPN OTAV CUVUTIAPXEL AUENUEVN
avTioTaon Tou avWTEPOU agPAywyou (UTEPTpOYia @a-
PUYYIKAC apuydalnig, umeptpogia apuydaiwy, pivitida)
Kat €101 SNUIoUPYEITAl TAON CUPTTTWONG TWV TOXWHATWY
TOU @Apuyya. Xtnv Tdon auth avutifevtal pia ogipda
and MUEC (YeEVEIOYAWOOIKOG, YEVEIOUOEISNG, oTEPVOD-
0&181¢, otepvoBupeoeldrg, Bupeoeldrig), 0 TOVOC TwV
omoiwv e€aoc@alilel Tn BatdTnTa TOL AEPAywWYyoU.
‘Otav 0pw¢ otn didpKela Tou UTVou (Kat I8IKA 0T pdon
REM) o 1évo¢ Twv Juwv TTou S1atneouv ToV @apUYYIKO
QEPAYWYO AVOIKTO EAATTWOE(, N ApVNTIKK EIGTIVEVOTIKNA
miieon pmopei va odnynoel o€ PepIkn N AR pn andéepaén
UE amoTéAECA TNV EAATTWON 1 TNV TIAREN S1OKOTTA TNG
PONG aépa (amo@PAKTIKN UTTOTTIVOLA 1] ATTOPPEAKTIKN
amvola, avtioTolxa).

H kAaokn yvwon gival 6Tt to XAAY éxel tov uPnAotepo
EMITONACHO OTIC NAIKiEG 2-8 TWV ETIEION TOTE O PAPUYYIKOG
AePPadEVIKOC 10TOC avanTuooeTal o€ OAa Ta maidid oe
Bapog Tou auhou Tou avwTtePou agpaywyou.? Avdiuon
ofeAaiwv TOUWV PayvNnTIKAG TOHoYPAiag eyKEQAAOU
o€ 189 maudid kal eVAMIKEG xwpig KAIVIKEG evOEei€elg uTiep-
Tpopiac adevoeldwyv €6e1€e OTI N APUYYIKN apLySaln
£XEL TO MEYIOTO PEYEDOC TNG OTIC NAIKiEG 7-10 €TWV Kal
TO EAAX10TO 0TV NAIKIA TwV 60 €TWV.?' TN HEAETN AUTN
Oev a&lohoynBnke n oxéon peyéBoug adevoeldwv Kat
AUAOU TOU OVWTEPOU AEPAYWYOU. Z€ Hia SeUTEPN HENE-
N KE MAYVNTIKA Topoypagia malbiwv Xwpeic poxainto
(PAVNKE OTL N AUENON TOU PAPUYYIKOU AEUPASEVIKOU
10TOU €ival CUPETPN UE EKEIVN TOU AUAOU TOU AEPAYW-
YOU.%2 ETTOEVWC, N UTTEPTPOPIA TWV TTAPICOMIWY KAl TNG
@ApPUYYIKAG auuySaAng ival TaboAoylkd @alvVOUEVO
TIoU TIapaTnpEital og umoopdda matdiwv Ta omoia Kat
eugavifouv ZAAY. 2%

Mapd tnv mpdodo mou éxel onuelwbei otn PipAo-
ypagia 6cov agopd tTnv mepypa®r TG avénong Tou
AeppadevikoL 1I0ToU Tou @ApUYYa OTA TTIPWTA XPOVIA TNG
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{wng, ol PENETEC TTOU €XOUV PEXPL ONPEPA ONUOCIEVOEI
givat ohtyap1Bpeg. EmmAéov kapia amo autég dev €xel
TepLypAaYEel TN HETABOAR Tou peyéBoug Twv adevoeldwv
Kat Twv apuySalwv katd tnv matdikn nAikia o aoBeveic
UE ATOPPAKTLIKY) ATTvola 0ToV UTTVO XPNOIHOTTOWVTAG TE-
XVIKEG aOVIKAG I} HayVNTIKNAG Topoypagiag. Emopévwg, n
KAQGIKN YVWGnN OT1 0 AEUPASEVIKOC IOTOG TOU pApuyya O
maidS1d e poXaAnTo mapouctalel Tn HeyaAUTepn avénon
Tou PeTady 2 Kal 8 ETWV ival KUPIWG EUTIELPIKT).

MaBoyévela Tov TAAY kat Mayvoapkia

Eival yvwoTo 0Tt n maxuoapKia amote\ei onuavTiko
mapayovta KivdUvou yla Tnv mapousia amo@pakTIKAG
amvolag 6tov UTTVO 0TOUG EVAAIKEG, LOAOVOTL O aKPIPAG
TMAB0YEVETIKOG UNXAVIOHOG gival péxpt orjpuepa adlev-
Kpiviotoc. AvtiBeta, otnv maidatpikn BiAoypaia, n
OUOXETION avapeoa oto SeikTn Padag ocWUATOG KAl 0TO
SeikTn amvolwv-umomvolwv TOIKIAAEL amd oAU 1oxupr
WG MOV a0Bevnc.26%

Amo peNéTn og EAANVOTTOUAQ TIPOKUTITEL 0TI OTIG NAIKIES
<6 gTWV, Ta Maxvoapka f unépPapa maidid €xouv Tov
i610 kivbuvo yla amo@pakTikr Slatapayr TNG Avamvong
oToV UTIVO CUYKPIVOUEVA HE Ta TTAISIA @UGIOAOYIKOU
OWMATIKOU Bdpouc.’® Autd mBavov opeileTal 0ToV Ku-
piapxo poro mou Stadpapatifel KATA TNV TTPOOXOAIKN
nAia n ureptpo@ia adevoeldwy Kal apuySalwv otnv
améepaén Tou avwtePou agpaywyou. O Kivouvog dpwg
yla ta unépPBapa iy maxvoapka maidid apyifel va avdavel
KaBw¢ n nAkia Tou Taidiov yivetal eyaAUTEPN. ZTOIXEI
amoé TNV MPOoomTIKY madlatpikr pehétn tou Cleveland
Seixvouv EekdBapa 6Tt oTa 13-16 €1 NG (WG Ot TTaXV-
ocapkol i umépRapot EpnPol éxouv auénuévo Kivduvo yla
ATTOPPAKTIKI ATTVOLA CUYKPIVOUEVOL JE TOUG EQrBoug
@uaolohoyikou Bdpoug.*

Adyvwon

O1 SiayvwoTikég pébodol mou €xouv avamtuyOei
OTOXEUOULV OTNV AViIXVEUON 00BEVWV LIE ATTOPPAKTIKOU
TUTIOL SlaTapPaXEG TNG AVamvorG oTov UTTVO Ol OTToioL
€xouv o€ au€nuévo Kivouvo yla Tnv avantuén eMmoKwv.
O nuéBodol mou €xouv aflohoynOsi e emdpkela gival To
IOTOPIKO Kal N QUOLKA €€€Taon, n MaAuK o§uueTpia,
N TTOAUCWHATOYPAPIKY MEAETN HECNUPBPLIVOU UTIVOU, N
HEPIKT) TTOAVUTTVOYPAQIKI) LEAETN VUKTEPIVOU UTTVOU XWPIG
eMBAeYN Kal N TTARPNG TTOAVUTIVOYPAQPIKT) HEAETN.

To 10T0pIKG KAl N QuOotkn e€étaon v umopouv va
Slaxwpioouv Ta matdid pe TAAY amo ekeiva e TPWTOTABEC
POXOANTO, AAAA XPNOIUEVOULV YIa TNV EMAOYHA TWV ATOUWVY
mou mipémel va urmoAnBolv oe éleyxo yia ZAAY oto
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£pyaoTnplo UTVou.3*33 H gpuyuikr oéuuetpia amoTeAei
pia a&iémotn e€€taon, emeldr To BeTIKO TNG ATTOTEAECHA
€ival TPOYVWOTIKO Yla TTAB0AOYIKH TTOAUCWUATOYPAPIKH
MEAETN. Z€ MEPIMTWON OPWE APVNTIKOU ATTOTEAECUATOC
Sev amokAeieTal n aveupeon mMaBoAoyIKWY EUPNUATWY
OTNV TOAUGWHATOYPAPIKY] MEAETN. 3435

H moAvowuatoypagikn ueAétn katd tn Sidpkeia Tou
HeaNUPBPIVOU UITVoU QAiVETAL VA EXEL IKAVOTIOINTIKE OETIKNA
TIPOYVWOTIKN a&ia, woTe TuXOV mMaboloyikd euprjuata va
AapBavovtatcofapd um’ oYty kat ta maidid va odnyouvTal
og Beparneia Tou ZAAY xwpic va amaiteitat véa peAéTn Katd
v Sidpkela ¢ vukTag. Otav Opwe Ta amoTeAéopata givat
apvnTika Ba mpémel va emPBeRalwvovTal e VUKTEPLVI TTO-
Auowpatoypa@Iki LENETN.23 H uepIkr moAvummvoypagIki
UEAETN oTO OmiTt €ival Hia UEBOSOC OIKOVOUIKOTEPN ATIO
€Keivn 0TO €pyacTtriplo UTTVOU AAAG UTTOEKTIUA TOV
aApIBUO TWV ATTOPPAKTIKWY UTIOTIVOLWY KAl UTTEPEKTIMA
TIG KEVTPLKOU TUTTOU ATVOLEG.*® Agv UTTAPXOUV EMAPKN
Sedopéva ya v epappoyn tng peBddou otnV KAVIKN
mpaén.

H moAvowuatoypaikn ueAétn o€ OAn Tn SidpKela Tou
VUKTEPIVOU UTTVOU €ival n uovn PéBodog mou moooTIKOTOLE
TIC AVWHAAIEC TOU AgPIOUOU KAl TOU UTTVOU, KAl ATTOTEAEI
™ pébodo avapopdg yia tn Siayvwon tou TAAY. Mmopei
va ipaypatomnolnOei pe eukoAia o mauidid kabe nAkiag,
gpooov gival 6100€01uo¢ KataAAnhog e€0MAIOUOG Kal
eKTIAISEUEVO TIPOOWTTIKO. 2TN SIAPKELA TNG MEAETNG
mapakoAouvBouvTal: ol AVATMVEUCTIKEG KIVAOELG, N pon
TOU a€pa amo TN HUTN KAl TO OTOPA, O KOPECUOG TNG
alpgoo@alpivng pe o§uyodvo, To TehoeknveuoTtiké CO,, To
NAEKTPOKAPSIOYPAPNA, TO NAEKTPOEYKEQANOYPAPN A,
TO NAEKTPOOPOANIOYPAPN A KAL TO NAEKTPOUUOYPAPN A
NG umtoyeveiblou TEPIOXNG KAl TNG KVAUNG. H ouvduadopévn
avaluon Twv PoNyoUUEVWY TTapapéTpwy odnyel o€
aKPIBEC S1ayvwoTIKO AMOTENECUA.

Emmokéc tov LAAY

AT TNV apxIKA avayvwplon Kat meptypagn tou ZAAY
otamaidid £yive katavonto &tl ouoxeTiletal e coBapég
EMITAOKEC OTIWC AVETIAPKI CWHATIKA aUENON, TTVEUOVIKN
UTTéPTAON Kat TIVEUPOVIKH Kapdid.! Ta teheutaia xpovia
OTIAVIa TTAPATNEOUVTAL TIEPIMTWOELS KABUOTEPNONG TNG
avénong Moyw tne éykaipng Sidyvwong tng Stlatapaxng tng
avarmvong otov Unvo. Eival evdilagépouoa n mapatipnon
OTL HETA attd AMUYSANEKTOMN Kal adeVOEIOEKTOUN
BertiwveTal o puBudg avénong akdua kat oTa MaxUoAPKA
maidid.> Qaivetal 0TI 0 KUPIOTEPOC TTAPAYOVTAC TTOU
gival urreLBUVOC yIa TNV PETEYXEPNTIKN BeATiwon gival
N EANATTWON TOU €PYOU TNG AVATTVONC.
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YYnASTepeG TIUEC apTNPIAKIG TriEonG (kat omravidtepa
urréptaon) éxouv meplypagei ota maidia pe TAAY n
omoia Slatnpeital kat Katd tnv eypriyopon.*** Maidid
ME MPpWTOMAOEC poXaAnTd TToU MAPATTEUTTOVTAL Yid
Slgpevivnon oTo gpyacTtriplo UTIVou, £Xouv wg ouada,
apTNPLOKNA TiEON UYPNAOTEPN O€ OXEON UE GUCIONOYIKA
maidld.*? To 10Topikd poxaAnTou OpwWG dev amoTeAE(
mapdyovta Kivouvou yia UPnAn apTnPLaKN TTECN OTO
YEVIKO TANBUOUO Taudiwv.*

APKETEC avaPOopEG MEPIMTWOEWV oTn PiIBAloypagia
neptypdgouy maidid pe cofapo ZAAY ta omoia epgavicav
6e€id kapdiakn avemdpkela (MveupovIKn Kapdid) mbavov
e€atiag Twv VUKTEPIVWYV emelcodiwv ummo&aipiag Kat Tng
oUOTIOONG TOU TIVEURIOVIKOU AyYEIOKOU SIKTUOU TToU
auUTA TTPOKAAOLV.*4 MeANéTEC TTOU XpNolomoinoav
pad10icoTOTIKN KOIAloypa®ia Kal uriepnxokapdloypagia
avixveuoav eENATTWON Tou 6yKou TTaApou TnG Se€1AG Kolhiag
aAAd Kat avénon tng padag TnG aploTEPNC KoAiag. 464

Néa dedopéva otnpiouvTnv amoyn 0TI N AMOPEAKTIKN
Siatapayn TNG avamvorg otov UTvVo Katd tnv maidikn
nAkia cvoxetiCetal e peTaforéc mou gival Suvatov
va npodlabétouv otnv avdantuén kapdlayyelakwy
VOO NMATWVY KaTd TNV evnAikiwon. H amo@pakTikr dmvola-
untémvola Katd tnv matdikn nAIkia €xel cUOXETIOOE( pe
Xpovia @Aeypovr (UPnAoTepeg TIpEG C-avTIdpwaoag
TPWTEIVNG),***° petaolikég Slatapayég (LPNAOTEPEC
TIMEG IVOOUAIVNG, XOANOTEPOANG, TptyAukepISiwy),*®
METAPBOAEC TOU TOIXWHATOC TWV aAyYEiwv®*2 aAld Kal
Tou puokapdiou.*® Evw oto mapeBov eixe SoBei épgpaon
otnv avantuén 6£€1A¢ KOINMAKAC UTTEPTPOPIAC, TWPA
yiveTat avTIAnmTo 6Tt uTTapyEL BETIKA CUOKETION avApieoa
oTtn pala Tou puokapdiou TG aploTePG KoIAiag kat oTo
SEIKTN AMmvoLWV-UTIOTIVOLWV.>

H auénuévn ouyvétnta veupoavamtuélakwy Siatapaxwyv
OMWG HaBnolakég SUOKOAIEG Kal TITwYH OXOAIKN emidoon,
TPEOPANUATA CUPTTEPIPOPAC, CUVOPOUO EAAEILMATIKAC
TIPOOOXNG, NHEPHTIA UTTVNAIQ KAl UTIEPKIVNTIKOTNTA Eival
pia akopn moavr emumAokn Tou XAAY ota maidid.>*>
Yndpyouv evSei€elg 0TI eKTOC amo Ta maidid pe ZAAY
Kal eKeiva pe mMpwTomabég poxaAntd éxouv auvénuévo
Kivduvo gug@aviong dlatapaxwv tnG CUPITEPLPOPAG Kal
™G avamtuéng.>® Eival dyvwoTo €av ot Slatapaxég auTté
gival TANPWC avaoTPEYPIUEG META TNV Bepareia.

Oepancia

Q¢ KUplo epyaleio yia tn Siayvwon tou ZAAY oTa
maidid Bewpeital N TOAUCWHATOYPAPIKN UEAETN OTO
gpyaotnplo umvou. O Baocikdg SgikTng Mou Xpnotpo-
moleital yla tn ANyn BepameuTikwy amo@Acewv givat o
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S€elKTNG ATMOPPAKTIKWY amvolwv-uvmronvolwy (AHI Apnea
Hypopnea Index) &nAadr o aplOuog anmo@pakTIKWy Kal
MEIKTWY ATVOLWV KABWG KAl UTTOTTVOLWY avd wea UTtvou.”’
Emeidn akdpn Kal og Xwpeg e VPnAég Samdveg 0To Xwpo
¢ vyeiag Bewpeitat aduvatn n PEAETN TOU HEYAAOU
apBpou madiwv mou gpavifouv poxaAntd o€ EpyacTi-
pla UTIVOU Kpivetal avaykaia n umapén Kpitnpiwv mou
KAvouv duvartr) TNV avayvwplon Twv acBevwv pe uPnin
mBavdTtnTa va £xouv Amvola oTov UTTVO Kal voonpotnta
mou oxetiletal e auTh.

H Beparmneia eKAOYAC YL TNV AVTIUETWTTION TOU HETPIOU-
ooBapou XAAY (AHI >5/wpa) ota maidid pe umepTpoia
adevoeldwv r/kat apuydaiwv givat n cuvduaopévn apu-
ySahektoun Kat adevoeldekToun.>® Metd Tnv eméufaon
TIAPATNPEITAL UTTOXWPENON TWV KAIVIKWV CUUTTTWHATWY
Kat BeAtiwon Twv upNUATWY TNG TOAUCWHATOYPAPIKAG
peAéTNG UTvou. H apuydalektoun kat adevotopun BeATi-
wvouv TOANG TTaud1d pe ZAAY, eV N ATTOTEAECUATIKOTNTA
™G emépPaong oxeTieTal Pe TNV TIPOEYXEIPNTIKA EAEY-
xouevn Baputnta tng Statapaync.>® H maxvoapkia givat
apVNTIKOG TTPOYVWOTIKOG TTAPAYOVTAG OO0V apopd 0TnV
OmOTEAEOUATIKOTNTA TNG apuydahekTopng/adevotoung.
‘Opwg mpdo@ateg HeNETEG Seixvouv OTL akoun Kat Ta
maxVvoapka maidid mapouotalouv onuavTikn Pektiwon
NG Slaleimouoag amd@Pa&ng Tou AVWTEPOU AEPAYWYOU
01N SLAPKELA TOU UTTVOU PETEYXEIPNTIKA,®' VW EMITTAéOV
TTAPATNPEITAl CNUAVTIKH EAATTWON TOU EMITESOU TNG
OAIKAG XOANOTEPOANG Kal TWV TPIYAUKEPISIWV.%

Ta pIvVIKA KOPTIKOOTEPOELSH €xouv XopnynBei og mal-
814 pe Amo ZAAY OTWG TEKUNPIWVETAL ATIO TNV TIOAU-
owpatoypa@ikry HeAETN Umvou (AHI 1-5 /wpa) kal dpa
XWPIC EVOEIEN XEIPOUPYIKNAG EMEUPBAONC, TA OTTOIA OUWCE
gu@avifouv onUAvTIKA cupnTwpata Adyw tng Stata-
paxng TNG avamvong otov UTVo.%%* Ta ToTiKA pIVIKA
KOpTIKOOTEPOELDH, Xopnyoupeva yia Sidotnua 4-6 e60-
Hadwy, BEATIWVOULV TA CUPMTTWHATA KAl TA EVPHUATA TNG
TIOAUCWHATOYPAPIKAG HEAETNG EVW TA EVEPYETIKA TOUG
amoTeAéopaTa @aiveTal OTL oPeilovTal o€ peiwon Tou
peyéBouc Twv adevoeldwv ekPAaoToewY aAAd Kal TNG
XPOVIAG AEYOVIG TOU pvIKoU BAevvoydvou.®

H xprion Betikig pvikig mieong evdeikvutal ota maudia
UE TTAPAUEVOVTA CUUMTTWHATA ATTOYEAKTIKAG Ammvolag Kat
EUPNATA OTNV TTOAUCWHATOYPAPIKI) LEAETN UTTVOU TTAPA
NV apuySalektoun/adevoToun Kat Tn XprHon PIVIKWV
KopTikooTePOEIdWV.*8 IS1aitepn €vOelEn yia xprion BeTIKNAG
PIVIKAG TTieong €xouv Ta matdLd pe SeikTn ndlag owpatog
oupPatd pe maxuoapkia, 6tav Ssv avtamokpivovtal ota
UTTOAOITTA BEPATTEVTIKA PETPA OTTWE KL EKEIVA UE VEUPOIU-
KA VOO LaTA KAl KPAVIOTIPOCWITIKEG AVWHAAIEC.®® H Tiun
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Tou AHI mavw amod tnv omoia cuvioTatal n xprion B€TIKAC
PIVIKNAG Tieong ota maidia Sev éxel mpoobloplobei duwg
n voonpotnTa n oXeti(opevn Pe tn Slatapayn @aivetal
va avédavel yia AHI >5/wpa.’”

2YMNEPAXMATA

To poxaAntd ota maidia Sev gival mavta kalonBeg
Kat givat Suvatdv va ouvodeveTal and CNUAVTIKEG ETTI-
TIAOKEC.

‘ONa Ta maudid Oa pEmel va EAEYXOVTAL OTIC TOKTIKEC
TTASIATPIKEG ETTIOKEPELC YIA LOTOPIKO POXAANTOU KATA TO
VUKTEPIVO UTTIVO Kal EKEiva TTOU p@avifouv To GUUMTW A
kaB' €€1v va SlepeuvwvTtal TEPAITEPW.

H éykaipn dtayvwon kat avtipetwmon tou ZAAY Bel-
TIWVEL TNV TToloTNTA (WG Tou TTASIoU Kal eVOEXOUEVWE
TPOAAUPBAVEL TNV AVATTTUEN ETTITTAOKWV.

H umeptpo@ia TG @aPUYYIKAG KAl TwV TTapicduwy
apuydalwv aAAd kal n maxvoapkia gival Ta cuxvotepa
aitia Touv ouvdpoduov.

AIATNQZTIKA KPITHPIA

To 10TOPIKO TOU POXAANTOU Kal N PUOIKNA €€€Taon
givat avemapkn amd poéva Toug va yla tn didyvwon tou
ZAAY ota maidid. H mapouacia kat n Baputnta tou ZAAY
SlamoTtwvovTal He Tn BonB&ia TS TOAUCWUATOYPAPIKAG
MENETNG UTTVOU. Opwg, gival TOAD SUoKOMO £w¢ aduvaTto
va uTToBANBei og HEAETN UTTVOU N PEYAAN uTToopAda TwV
TSIV e GUXVO poxaAnTo (mepimou 10% Tou maldikov
TANOUGUOU). EMOEVWC, 0 KAVIKOG YIOTPOC TIPOKEIUEVOU
va avayvwpioel To maidi uPnAov kivduvou yla pétplo-
ocofapo ZAAY Ba npénel va otnpixOei otnv mapouaoia
O€1PAC CUUMTWHATWY ATTOPPAENC TWV AVWTEPWY AEPA-
YWYWV GTOV UTIVO 1} OTOIXEIWV voonpoTNTag (KAIVIKWV
1 €PYAOTNPIAKWY SlATAPAXWV CUCXETICOMEVWVY HE TNV
amnvola).

Mia amAr Ta&ivopunon TETolwv SlayVWOoTIKWVY KPITnpiwv
mapaTiBeTal 0Tn ouvéxela. Oa mpémel va onuelwBel OTL
TA MAPAKATW KPITHPLA SiapoppwOnkav yia maidia
OTd OTIOia N UMTEPTPOPIA TOU (PAPUYYIKOU AEUPIKOU
10700 ij/Kal n mayvoapkKia amoteAoUv To KUpLOo aitio
NG anvolag. Maidid pe veupopuika Voo LaTa, YEVETIKA
oUVOpPOMA ] KPAVIOTIPOOWTTIKEG AVWUAAIEC amoTeEAOUV
18laitepn opdada acBevwv ot omoiol Ba mpémel va aélo-
AoyouvTtal kat va avtipetwmriCovtal and opdda e1dikwv
oTa voonuata autad.

TINEYMQN Zvpmnpwuartiké Tevyog 1o, Topog 220¢, 2009

KAINIKH EIKONA

Tamapakdtw oTolxeia amd To I0TOPIKO, TN YUOIKH €EE-
TAON KAl TOV EPYAcTNPLOKS EAeyxo Sev €xouv a&lohoynOei
OULYKPITIKA 0Tn BiBAloypagia 6oov apopd Tn cupPBoln
Toug otn Stdyvwon tou ZAAY. Emopévwg n oglpd pe Tnv
ormoia mapatiBevtal otn cuvéxela dev givat a&loloyikn.

A. XTOIXEIA ANO TO IXTOPIKO

1. Kupldtepa vuxTEPIVA CUPTTTWHATA

® AuvaTo Kal GUVEXEC POXOANTO

® AVa@pepOEVEC ATTVOLEG ATTd TOUG YOVEIG

® AVioUXOG UTTVOG

® > UXVEG AQUNVIOEILG

® Auénuévn avamveuoTikn mpoomabela otn SidpKela

Tou UTvou

® YTIEPEKTAON TOU auxéva otn S1dpKELa TOU UTTVOU
2. Kupiétepa nUeEPOLa CUPTTTWHOTA

® 3TOMATIKN Avamvon

e AuokoAia agumviong To mpwi

® [pwivoi movokégaol
3. Zrolxeia voonpotntag oxeTi{duevng He amvola

® Huepriola urtvnhia

® YTTEPKIVNTIKOTNTA

e AlaTapayxég ouumePLPoPAC (Y emBetikdTNTA, SI-

atapaxég dlaywyng)

e Aduvapia GUYKEVTPWONG Kal TTIPOCOXNAG

® XaunAn emidoon ota padruata

® NukTepLvr evoupnon.

B.XTOIXEIA ANO TH OYXIKH EZETAXH

1. Tevikn e€étaon
® Métpnon cwpatikoL Bapouc, UPouC Kal UTTOAOYI-
opo¢ Seiktn padag cwUaTog
® MéETpnon apTnPLIOKNG mieong
2. QPA e€€taon
2.1. E€¢taon pvog yia:
® JKoAiwaon pvikou Slagppayuatog
e [ldyuvon pikou BAevvoyovou
® PikoU¢ moAUTTodeC
® >tolxeia cupBatd pe aAAepyikn pvitida
2.2. EAeyxo¢ pvopdpuyya yia:
e Adevoeldeic ekPAaoTAOEIC
® ATpnoia pIVIKWV Xo0vVWwv
* Mopowpuata
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2.3.EAeyxo¢ oTopatopdapuyya yia:
® MéyeBoc yh\wooag
® Mop@oloyia kat péyeboc oTaUANG (mr.x. dtoxi-
ONn¢ oTaguAR)
e E{¢Ttaon popoloyiag umepwag (.. KovTh,
ETMUNKUOUEVN)
® MéyeBocg kal Béon apuydalwv (ta&ivéunon
katd Mallampati)
3. XapaktnploTikd mpoowrikou Kpaviou
3.1. TUTIOC MPOOWTTIOU €K TOU TTAQYiOU:
® OpBoyvabikog
® Kuptog
e Koilog
3.2.Xeiln o€ Béon npepiac:
LDXR (o T0))]
® Aplotapeva
4. Epyaotnplakog EAeyXog
e C-avtuibpwoa mpwteivn (CRP)
® OAKN) XOANOTEPOAN
® | DL XoAnoTePOAn
® HDL XoAnoTEPOAN
® Tpiyhukepidla
Aev unapyel OXeTIKN Tekunpiwon otn BipAoypagia
000V apopd TI¢ urto-opddeg matdiwy mou Ba TPémel va
uTToBAANoOVTAL GTOV AVWTEPW EPYACTNPLAKO ENEYXO.

MPOTEINOMENH OEPAMNEYTIKH
ANTIMETQNIZH

1. Nod1d pe vEUPOUUTKA VOCH AT, YEVETIKA GUV-
Spopa Kat avwpalieg Tou TPOooWMIKOU Kpaviou:
Amotelouv 181aitepo TANBUCUO e CUXVA TIEPITTAOKN
maBo@uaotoloyia. H ektipnon Tn¢ Baputntac Tng
QVATTVEUOTIKG SlaTapay g Kat n BeparmeuTikn aywyr
givat e161ké avTikeipevo, mou amaitei e§16eikeuon Kal
eumelpia.

2. Moudia pe ueptpoia adevoeldwv Kat apuydaiwv
Ta omoia eppavifouv:
® NUKTEPIVA KAl NUEPAOIA CUUMTTWHIATA CupPBata

pe ZAAY
® >tolxeia voonpdtnTag oxeTI(OUEVNG LE ATTVOLa
® Epyaotnplakég Slatapayég oxeTI(OUEVEC e Amvola
oTov UTTVO
® ‘Exouv oAU peydhn mbavétnta onuavtikig PeAti-
wong MeTd amd adevoTtour Kal apuySaAeKTOUN.
H peAétn Umvou ota maidid pe onpeia Kal CUUITTW-
pata daitepng Baputntag pmopei va cupBAaiiel
TIPOEYXELPNTIKA OTO va avixveuboulv gKeiva e au-
ENUévn MOAVOTNTA UETEYXEIPNTIKWY ETTIITAOKWV N
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UTTOAEIUMATIKAG VOOOU HETEYXEIPNTIKA.

. Naudia pe uneptpo@ia adevoeldwv kat mapicOpwv

apuySal@v Kat Amia KAVIKA lKova (X Xwpeig ep-
yaotnplakég diatapayég i ototyeia voonpotnrag):
H avaykaidtnta adevotounc-apuySaAekToURG KpiveTal
ané 1o Bepdmovta 1atpd. Ouwe n diamiotwon AHI
>5/Wwpa amod tn MTOAUCWUATOYPAPIKN MEAETN UTTVOU
EVIOXVEL TNV €VOEI§n XELPOUPYIKNG EMEUPACNC.

H vukteptvr ofupetpia amotehei evaAAak Tk péBodo
gepodoov Sev SiatiBetal epyaoTriplo UTTVoU.

H xopriynon pIVIKWV KOPTIKOCTEPOEIOWV Yia 4-6
eBSopadec pmopei va eAaTTwoel TN faputnTta TNG
AMOPPAKTIKNAG SlaTapayig TnG avamvorg otnv opada
AUTWV TWV TTAISLWV.

. Maxvoapka maidia pe umeptpoia adsvoeldwv

n/kat apuydalwv: Avtipetwmifovtal Xelpoupyikd
Omw¢ Kat ta maidid GuaCloAoyIKoU CwHATIKoU Bdpouc. O
TAUTOXPOVOG EAEYXOG TOU CWHATIKOU BAPOUC amoTEAEL
ONUAVTIKO CUUTTANPWHATIKO BEPameuTIKO PETPO.

. Maxvoapka maidid xwpic vmeptpoia papuyyl-

KAG-MapicOuiwv apuydaiwv: Avtipetwmnifovtal pue
€\eyxo owpaTikoL Bdapoug Kal evdexouévwg xpron
PIVIKNG O€TIKAG TTieoNnc.

. Mad1d pe UMTOAELMUATIKE VOGO (EMpEVOVTa EMEL-

00810 amvolag-umomvolag LETEYXELPNTIKA) AvTL-
petwmifovral pe:

a. Xoprynon PIVIKWY KOPTIKOGTEPOEIOWV (EQOCOV
UTTAPXEL PIVIKN CUUPOPNON)

B. EAeyxo owpaTikou Bdpouc (epooov To maudi eivat
TayVOoaPKO)

Y- Xopriynon BTk pVIKNAG mieong epdoov AHI >5-10
enelc6dl0/wpa (18aitepa os aoBeveic pe moyvoapkia,
VEUPOMUIKA VOO |UOTA, KPAVIOTIPOCWITIKEG AVWANIEC).

2YNONTIKA H MEAETH YTINOY ENAEIKNYTAI

1.

2

Y e maid1d ota omoia uMdpxel apiBolia wg mpog TNV
avaykaldtnTa XEIPOUPYIKAG AVTIMETWTIIONG.

. 2& maidid pe oAU Bapld KAWVIKN CUMTITWHATOAOYIa

KOl GNMAVTIKT amo@paén Tou avwTEPOU AgpAywyoU
01N QUOIKA €€€Taon woTe va aviyveuBouv ekeiva pe
avénuévn mMOavoTNTa SIEYXEIPNTIKWY KAl UETEYXEL-
PNTIKWV ETIITAOKWV KABWCE Kal UTTOAEIUUATIKAG VOOOU
UETA TO XElPOUpYEio.

. 2& emavAaAnPn HeAETNG UTTVOU OTNV AVWTEPW UTIOO-

pada yia Tov Kaboptopd avaykng yla emimAéov Bgpa-
TTIEVTIKA QVTIMETWITION.
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EmmédouV  Yelpég MEPIOTATIKWV

KAIMAKA EPWORTH

‘Ovoua Huepopnvia

HAia OuUMo:
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V Tsara, E. Serasli, A. Amfilochiou, T Constadinidis, P. Christaki: Greek Version of the Epworth Sleepiness Scale. Sleep and Breathing
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SUMMARY. The Consesus Statement on diagnosis and treatment
of sleep disorders published by the Hellenic Society for Sleep
Disorders (HSSD)is divided into three major parts. The first part,
entitled Definition and classification of breathing disorders in adults.
The different types and indications for sleep studies’is devoted to the
various different syndromes related to disordered breathing during
sleep, such as central apnoea syndromes, Cheyne-Stokes respiration,
obstructive sleep apnoea syndrome (OSAS), upper airway resistance
syndrome, and alveolar hypoventilation syndrome. In addition, the
major types of sleep studies, such as polysomnography, limited
sleep study, attended sleep study, unattended sleep study, and
split-night study are listed, along with the indications for diagnostic
and pressure titration sleep studies. The second part, entitled
‘Treatment of obstructive sleep apnoea syndrome (OSAS) in adults’
covers the different types of treatment for OSAS in adults, and
more specifically continuous positive airway pressure (CPAP), oral
appliances and surgical treatment. The different types of positive
airway pressure (PAP) devices are presented, along with the
benefits associated with their application. The issue of compliance
with treatment is addressed in this part. The third part, entitled
‘Obstructive sleep apnoea syndrome (OSAS) in children. Diagnosis
and treatment’ covers the clinical features, pathogenesis, diagnosis
and treatment of OSAS in childhood. Pneumon 2009; 22(Suppl
1):53-74.

Consesus Statement on the diagnosis and treatment of sleep-related
breathing disorders in adults and children have been introduced by the
Hellenic Society of Sleep Disorders (HSSD) Working Group in an attempt
to fill a major gap in current medical practice in Greece. The guidelines
present the theoretical background, followed by practice recommendations
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regarding the diagnostic and therapeutic procedures
that are currently accepted for the individual manage-
ment of adults and children. The Consesus Statement
was formulated after a series of meetings of the working
group from February 2008 till November 2008. The entire
process and final presentation were conducted under the
supervision of the Executive Committee of HSSD.
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PART ONE

A. CLASSIFICATION OF SLEEP-RELATED
BREATHING DISORDERS IN ADULTS

The first effort for the classification of sleep disorders
was published in Sleep in 1999 under the title “Diagnos-
tic Classification of Sleep and Arousal Disorders”. This
classification was further improved and revised with
the collaboration of major international sleep societies.
The most recent classification, entitled “International
Classification of Sleep Disorders: Diagnostic and Cod-
ing Manual (ICSD-2)" was published in 2005.! It aimed to
introduce a common terminology to everyone involved
in the field of sleep medicine, thereby improving com-
munication and promoting good clinical practice and
relevant research.

According to the current classification, there are four
major types of sleep-related breathing disorders.

1. Central apnoea syndromes

. Primary central apnoea

. Cheyne-Stokes respiration
Periodic respiration of high altitude

. Central apnoea without Cheyne-Stokes respiration,
secondary to other disorders (vascular, malignant,
degenerative or traumatic disorders of the central
nervous system, cardiac/renal disorders)

e. Central apnoea caused by medication or other sub-

stances
f. Primary sleep apnoea of the newborn

oan oo

2. Obstructive apnoea syndromes

a. Obstructive apnoea in adults
b. Obstructive apnoea in children

3. Hypoventilation/hypoxaemia syndromes associated
with sleep

a. Non-obstructive alveolar hypoventilation, idiopath-
ic

b. Congenital central hypoventilation

c. Hypoventilation/hypoxaemia secondary to other
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disorders: lung parenchymal, airway (e.g. COPD), or
vascular disorders (e.g. pulmonary hypertension)
neuromuscular disorders, thoracic wall abnormalities,
obesity

4. Undefined/non-specific sleep disorders

Disorders lacking specific characteristics to allow their
classification in any of the previous categories.

B. EVENTS/INDICES OF SLEEP-RELATED
BREATHING DISORDERS AND AROUSALS'3

DEFINITIONS
Apnoea is defined as:

1. Reduction in airflow greater than = 90% of baseline,*
recorded by oronasal thermistors or nasal pressure
cannulas

2. Duration =10 sec

3. Aforementioned reduction in airflow at least 90% of
the event.

Classification of apnoea based on respiratory effort:

1. Obstructive apnoea: respiratory effort is recorded
throughout the event

2. Central apnoea: absence of respiratory effort through-
out the event

3. Mixed apnoea: there is absence of respiratory effort
at the beginning of the event followed by increasing
respiratory effort during the second half.
Hypopnoea is defined as:

1. Reduction in airflow by =30% from baseline,** recorded
by nasal pressure cannulas or alternatively by induc-
tion plethysmography or oronasal thermistors

2. Duration =10 sec

3. The aforementioned reduction in airflow at least 90%
of the event

4. Reductionin saturation by at least >4% from baseline
Sp0,% prior to the event.

Alternatively, Hypopnoea can be defined as a respira-

* Baseline is considered the mean of steady respiration and ventila-
tion during the last 2 minutes prior to the event for patients with a
fixed respiration pattern, or the mean of the 3 longest respirations
during the last 2 minutes prior to the event for patients with a variable
respiration pattern.

** Differential diagnosis and classification of hypopnoea as obstructive,
central or mixed requires measurement of respiratory effort. This is
achieved by oesophageal manometry, calibrated induction plethysmog-
raphy or diaphragmatic/intercostal electromyography. It is suggested
that the first definition is used; however in every polysomnographic
study it should be stated which definition was used.
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tory event that meets the following criteria:

1) Reduction in airflow >50% from baseline, recorded by
nasal pressure cannulas or alternatively by induction
plethysmography or oronasal thermistors

2) Duration =10 sec

3) The aforementioned reduction in airflow lasts for at
least 90% of the event

4) Reduction in saturation >3% from baseline Sp0,%
prior to the event or appearance of an arousal.

Respiratory effort-related arousal (RERA)

This is a breathing disorder characterized by airflow
reduction due to upper airway obstruction (which does
not meet the criteria of apnoea or hypopnoea), associated
with increased respiratory effort and resolves with the
appearance of an arousal (RERA). It is preferably recorded
by oesophageal manometry, although nasal manometry
and induction plethysmography are also appropriate.
Diagnostic criteria are:

1) Aseries of respiratory cycles of increasing/decreasing
effort or flattening, recorded by nasal manometry
and leading to an arousal, that cannot be defined as
apnoea or hypopnoea

2) Duration =10 sec.

Apnoea-hypopnea index (AHI): The number of
episodes of apnoeas and hypopnoeas per hour of real
sleep.

Respiratory Disturbance Index (RDI): The number
of episodes of apnoeas, hypopnoeas and RERAs per hour
of real sleep.

Note: Both indices of breathing disorders can be used in polysom-
nography. In sleep studies that do notinclude electroencephalogram

(EEG) (limited), RDI is defined as the number of episodes of apnoea
and hypopnoeas per hour of sleep recorded.

Arousal (unconscious) is a sudden change of elec-
troencephalogram (EEG) frequency consisting of alpha
and theta activity or waveforms with frequency greater
than 16 Hz (but not sleep spindles) and of duration 3-15
sec. Normal sleep is recorded for at least 10 seconds
before and after the event. An arousal is not considered
wakefulness, in the sense that the patient is unconscious
of the event.

C. MAJOR CLINICAL SYNDROMES'?

Primary Central Apnoea: Primary central apnoea
is a rare disorder of unknown cause. It is more prevalent
in the middle-aged and elderly; and in male patients. It
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is attributed to increased sensitivity of chemoreceptors
for PaCO, leading to derangements in ventilation control.
Events of central apnoea usually occur in NREM stages 1
and 2 (the duration of which is longer than that of stages
S3 and S4) and rarely during REM sleep. They are described
as repeated events of central apnoea resulting in distur-
bance of normal sleep architecture and appearance of
nocturnal arousals, daytime sleepiness orinsomnia. Blood
gas analysis in wakefulness reveals normal or decreased
levels of PaCO, (<40 mm Hg).

Diagnostic criteria: A plus B plus C

A. The patient reports at least one of the following:
daytime sleepiness, frequent arousals or insomnia,
arousals with dyspnoea

B. Polysomnography reveals =5 episodes of central
apnoea per hour slept

C. The disorder cannot be attributed to other conditions,
or to use of medications or substances.

Cheyne-Stokes respiration is characterized by
repeated episodes of central apnoea and hypopnoea
alternating with prolonged periods of hyperpnoea in
a crescendo-decrescendo pattern. The symptoms are
sleepiness orinsomnia and arousals with or without dys-
pnoea. Predisposing factors are congestive heart failure,
cerebrovascular diseases and renal failure.

Diagnostic criteria: A plus B plus C

A. Polysomnography reveals at least 3 consecutive cycles
of crescendo-decrescendo fluctuations in breathing
altitude, combined with at least one of the following
Criteria:

1. Five or more episodes of central apnoea or hypop-
noea per hour slept
2. Duration of crescendo-decrescendo fluctuations is
at least 10 consecutive minutes.
The pattern of Cheyne-Stokes respiration varies in
duration and usually lasts about 60 seconds.

B. Severe cormobid conditions, such as congestive heart
failure, cerebrovascular disease and renal failure

C. The disorder cannot be attributed to other conditions,
or to use of medications or substances.

Obstructive sleep apnoea syndrome (OSAS) is
defined as repeated episodes of obstructive apnoea
and hypopnoea during sleep, frequently followed by
transient haemoglobin desaturation (hypoxaemia) and
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unconscious (EEG) arousals.

Snoring, episodes of dyspnoea, asphyxia or suffoca-
tion and body movements are common between apnoeic
events and can cause sleep fragmentation. The associated
feelings of unrefreshing sleep, exhaustion and daytime
sleepiness (the most common symptom) can severely
impair the quality of life. OSAS is considered an inde-
pendent risk factor for development of systemic arterial
hypertension and cardiovascular events. Its prevalence,
using the most rigid diagnostic criteria, is estimated to
be 4% in men and 2% in women.

Predisposing factors are obesity, congenital or acquired
craniofacial and neck defects, menopause, endocrine
abnormalities, while smoking and alcohol precipitate
the disorder.

Upper Airway Resistance Syndrome (UARS) is
a clinical term diagnostic of patients with RERAs and
symptoms of OSAS. RERAs are similar to true obstructive
apnoeas and hypopnoeas in terms of pathophysiology
and complications. Therefore, UARS is not considered to
be an independent disorder, than rather one aspect of
the spectrum of obstructive sleep disorders, and should
be diagnosed and treated in this context.

Diagnostic criteria: A plus B plus D or Cplus D

A. At least one of the following:
1. Daytime sleepiness, hypersomnolence, exhaustion,
insomnia
2.Arousals with feelings of asphyxiation/suffoca-
tion
3.Snoring, breathing pauses witnessed by sleep part-
ner.
B. Polysomnography findings:
1. Apnoea, hypopnoea or RERAs > 5 per hour slept
2.Recording of respiratory effort during part or the
whole event.
C. Polysomnography findings:
1. Apnoea, hypopnoea or RERAs = 15 per hour of
sleep
2.Recording of respiratory effort during part or the
whole event.
D. The disorder cannot be attributed to other conditions,
or use of medication or substances.

Severity criteria of 0SAS

The criteria are a combination of the severity of daytime
sleepiness and the level of the apnoea-hypopnoeas
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index (AHI).

1. Assessment of the severity of daytime sleepiness can
be subjective or objective. Subjective assessment is
obtained with questionnaires. The most commonly
used is the Epworth scale, which has a range of 0-24
and a minimum normal value of 10.

Note: The Epworth scale has been adjusted to the Greek language
with a normal value of 10 (see Appendix).

2. Apnoea-hypopnoea index per hour slept (AHI or
RDI)
a. Mild: 5-15 events per hour
b. Moderate: 15-30 events per hour
c. Severe: more than 30 events per hour.
Hypoventilation is defined as an increase of PaCO,
level by 210 mm Hg during sleep, compared to PaCO,
levels in wakefulness in the supine position.
1. Persistent hypoxaemia cannot sufficiently establish
the diagnosis of hypoventilation
2. Increased PaCo, levels in a blood sample taken im-
mediately after arousal are suggestive of hypoventila-
tion.
Note: Precise measurement of the minimum duration of hypoventila-
tion and of PaCO, with alternative methods is currently unavailable.

Recordings of end-expiratory CO, and transdermal PaCO, have proved
to be reliable in clinical practice and can also be of use.

Alveolar Sleep Hypoventilation/Hypoxaemia Syndrome
(secondary)

The alveolar sleep hypoventilation/hypoxaemia
syndrome is characterized by prolonged, persistent
hypoxaemia during sleep, reflected by prolonged
oxyhaemoglobin desaturation and absence of saw-tooth
pattern or concomitant events of apnoea-hypopnoea or
inspiration flow reduction or snoring.

Patients with significant oxyhaemoglobin desaturation
and inability to preserve sufficient alveolar ventilation
with normocapnia, and generally those who exhibit
greater breathing difficulty during diagnostic evaluation
in wakefulness, are considered to be at greater risk of
developing or aggravating hypoventilation/hypoxaemia
during sleep. Regardless of its aetiology, the sleep
hypoventilation/hypoxaemia syndrome is associated
with a high risk of complications, mostly due to nocturnal
hypoxaemia, including pulmonary hypertension, cor
pulmonale, cardiac dysrhythmias, polycythaemia and
neuropsychiatric and cognitive disorders.

Patients with severe respiratory failure of any cause
will not usually receive greater benefit from a full-night
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polysomnography than from the successful management
of a sleep-related disorder. Therefore, any diagnostic or
therapeutic method that can offer safety and efficacy
should be considered as a first choice.

Diagnostic criteria: A plus B plus C

A. Presence of one of the following disorders:

1. Chronic obstructive pulmonary disease (COPD) with
FEV1/FCV < 70% of predicted

2.Neuromuscular disorder or thoracic wall abnormality
or obesity (pathologic “ventilation pump”)

3. Lung parenchymal disorders (e.g. diffuse interstitial
lung disease) or vascular disorders (e.g. pulmonary
hypertension).

B. Presence of one of the following findings on poly-
somnography or arterial blood gas analysis during
sleep:

1. SpO, during sleep <90% for >5 min with peak decline
at least 85% (SpO, min <85%)

2.5p0, <90% for more than 30% of total duration of
sleep

3.PaCO, >45 mm Hg during sleep or levels dispro-
portionally increased in comparison to levels in
wakefulness.

C. The disorder cannot be attributed to other conditions,
or to use of medication or substances.

D.TYPES OF SLEEP STUDY?®
1. Full-night polysomnography

It consists of simultaneous recordings of multiple
physiological parameters that distinguish between sleep
stages and architecture and monitor cardiopulmonary
function. It consists of at least: electroencephalogram
(EEG) with two derivations (C3A2, C4A1), electrooculogram
(EOC) with 2 derivations, chin electromyogram (EMG),
anterior tibialis muscle EMG, oronasal manometry (also
described in the section of definitions), and recording of
thoracic and abdominal wall movements, haemoglobin
saturation, snoring, body position during sleep and video
monitoring. It requires a fully equipped laboratory that
meets standard specifications and it is considered to be
the gold standard for diagnosis and for therapeutic ap-
plication of CPAP or BPAP.

2. Limited studies'®"

They are concomitant and consistent recordings of
at least cardiopulmonary parameters. They do not allow
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the estimation and neurophysiological staging of total
sleep duration. An attended limited sleep study is a use-
ful diagnostic tool only when performed by specialized
health care providers and under well-defined conditions,
otherwise it can be useless or even dangerous to the
patient.
Necessary requirements for its diagnostic and thera-
peutic use are:
a) It must be performed exclusively in a qualified sleep
centre
b) It is indicated for patients with severe or moderate
possibility of OSAS, especially when associated with
hypersomnolence or major risk factors for cardiovas-
cular complications
) lts necessity as a diagnostic tool should be evaluated
by a qualified physician and it should be avoided if a
full polysomnography or another diagnostic method
is indicated, for example for possible central apnoea
syndrome, periodic limb movement syndrome, REM
behavioural disorder, narcolepsy, etc
d) The recording appliance must have the option of
processing the results
e) During evaluation of the results, respiratory events
must be scored with the same criteria as full polys-
omnography
f) Data must be evaluated and interpreted by a highly
specialized physician
g) Given the high rate of false negative results (17%) of this
method, a full polysomnography must be performed
when there is a strong suspicion of OSAS that cannot
be confirmed in limited sleep study
h) It can be used for monitoring patients under CPAP or
patients who have undergone upper airway surgery
or use oral dental appliances, provided that there
has been improvement in their clinical picture and
regression of their symptoms
i) Therecording appliance must have a minimum of the
technical specifications listed below.

Technical specifications

The equipment used in limited sleep study should
meet the following specifications, in order to ensure
reliability.

1. Recording of body position during sleep

2. Recording of snoring

3. Recording of ECG or cardiac rhythm

4. Recording of airflow with nasal manometry and/or
thermistors

5. Recording of thoracic and abdominal movements
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6. Recording of SpO, with pulse oximetry and maximum
duration of moderate signal < 3 seconds at a cardiac
rhythm of =80 beats/minute

7. Time recording

8. Indirect recording of wakefulness/sleep.

3. Attended studies

For these there is attendance throughout the proce-
dure by specialized personnel (technician or nurse). At-
tended full or limited polysomnography is recommended
as the study of choice for the diagnosis of OSAS and other
sleep-related breathing disorders.

4. Unattended studies

These studies are usually performed with portable
equipment, record a limited range of data and they are not
attended by specialized personnel. Therefore, the cred-
ibility of the method is uncertain. Unattended studies are
currently not recommended for diagnostic or therapeutic
purposes in sleep-related breathing disorders.

5. Nocturnal continuous polysomnographic study

This is a recording of nocturnal sleep with a duration
of at least 6 hours, which is performed diagnostically or
for treatment adjustments.

6. Split night polysomnography

This type of study is reserved for patients who are at
moderate or severe risk of developing OSAS. It is time-
saving and cost-effective since the diagnostic study is
followed by application of CPAP during the same night.
The specifications of split night study and the terms
of acceptance of its results are discussed in a different
section.

7. Limited daytime polysomnography

This is a daytime study with a duration of less than 6
hours, usually performed at noon. Current evidence does
not fully support generalizing the use of this method. It
can be used under certain conditions in patients who
work in shifts or have other serious reasons that do not
permit night recordings.

E. INDICATIONS FOR POLYSOMNOGRAPHY3#
1. Diagnostic studies

Diagnostic studies are performed in order to confirm
a diagnosis or determine the nature of a disorder when
there is:
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1.1. Clinical suspicion of obstructive sleep apnoea

a) Patients with history of loud snoring and severe day-
time sleepiness or reported episodes of apnoea are
at high risk of a diagnosis of OSAS. In the presence of
occupational hazards or cardiovascular disease, polys-
omnography is indicated as a first priority test. Under
certain conditions, the examination of these patients
can be subjected to limited polysomnography

b) Snorers (e.g.due to body position during sleep) with
mild daytime sleepiness and without occupational
hazards or cardiovascular disease are recommended
to undergo a sleep study as a regular medical visit
(second priority).

1.2. Muscular and neuromuscular disorders, thoracic wall
or pulmonary disorders (myopathies, kyphoscoliosis,
CoPD)

Patients who suffer from pulmonary disease (e.g.
COPD) and who develop complications such as right
heart failure, polycythaemia or hypercapnic respiratory
failure in a degree disproportionally severe for the stage
of the respiratory disorder, estimated by daytime func-
tional respiratory control, are very likely to have OSAS or
alveolar hypoventilation syndrome.

A sleep study is recommended, especially if obesity
or snoring is reported.

Patients with neuromuscular disorders or thoracic wall
abnormalities are at risk of developing severe alveolar
hypoventilation during sleep, even before daytime respi-
ratory functional disorder becomes apparent and before
right heart failure develops. These patients are therefore
recommended to undergo a sleep study, especially if they
report daytime hypercapnia or symptoms attributable to
sleep disturbance or if pulmonary hypertension or some
other dysfunction develops.

1.3. Clinical suspicion of sleep-related breathing disorder

When there is clinical suspicion of sleep-related breath-
ing disorder on the grounds of a well-known predispos-
ing condition unrelated to respiratory system, such as
congestive heart failure, morbid obesity, acromegaly or
neurological disorder, patients are advised to undergo
a sleep study, especially if they report severe daytime
sleepiness or cardiorespiratory deterioration that cannot
be attributed to other causes.

2. Application and pressure titration sleep studies

These are used for the application and determination
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of functional parameters of a therapeutic appliance or
in order to establish the efficacy of the new treatment
method. They are extensively discussed in the relevant
section of the guidelines.

3. Follow-up studies

These are discussed in the relevant section of the
guidelines.
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PART TWO - TREATMENT OF OSAS IN ADULTS

A. CONTINUOUS POSITIVE AIRWAY PRESSURE
(CPAP)

1. Reduction of the Apnoea Hypopnoea Index (AHI)

Evidence derived from current literature'? shows that
CPAP reduces breathing disorders by lowering the AHI.
According to relevant clinical trials, CPAP was associ-
ated with better results compared to sham CPAP3581
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placebo administration,’? conservative therapy'' and
positional treatment.” This effect has been demonstrated
by follow-up sleep study at 16 days,® 65 days,'® two,”
ten,'* or 24 weeks,” or three months'? after the start of
CPAP use.

2. Sleep architecture

It has not been confirmed in controlled clinical studies
that CPAP has any influence on the total duration of sleep,
compared to sham CPAP,3>*placebo,*"? or positional treat-
ment.” The findings of placebo-controlled studies were
ambiguous, as some supported association of CPAP with
the duration and percentage of stages 1 or 2,7 whereas
others did not.>* Two placebo-controlled studies found
differences in the duration of REM sleep.>'” Three®'2" of
five studies®**'2" reported improvement in stages 3 and
4. On the other hand, several randomized clinical trials
demonstrated that CPAP treatment is not superior to
placebo administration®*'? or positional treatment,”” in
terms of total duration of wakefulness or sleep efficiency.
Evidence on the effect of CPAP on the arousal index is
also conflicting. However, several level | and Il studies
produced evidence that the arousal index is lower with
CPAP than with placebo,*'*"” although one study reported
converse results.*

3. Daytime sleepiness

The effect of CPAP on objective and subjective daytime
sleepiness, especially in underlying mild-to-moderate
OSAS, has been extensively studied. The majority of these
studies evaluated subjective sleepiness using the Epworth
Sleepiness Scale (ESS). Most of the placebo-controlled
trials using ESS*'>¢1823 demonstrated that CPAP reduced
subjective daytime sleepiness.*1217:2024.27

Level I and Il evidence on objective sleepiness is less
distinct. Two?22® of three'®?23 studies using sham CPAP
and estimated objective sleepiness by the Maintenance of
Wakefulness Test in patients with ESS >10 found a greater
effect with CPAP than with sham CPAP. In the third study,
with opposite results, patients did not report sleepiness
prior to the therapeutic intervention. Severity of sleepi-
ness was also evaluated with the Multiple Sleep Latency
Test. Two?'?* out of six'2182027.28 stydies found CPAP more
effective in reducing sleepiness compared to placebo.

In a meta-analysis?® of mild-to-moderate OSAS in
patients with ESS >10, CPAP reduced subjective daytime
sleepiness by 1.2 grades, increased objective maintenance
of wakefulness by 2.1 minutes (MWT), but had no effect
on objective daytime sleepiness (MSLT).
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4, Neurobehavioural function and psychological
outcomes

Ten of the 29 placebo-controlled trials,81216.18-20.22.27.28
revealed an effect of CPAP on neurobehavioural func-
tion. The parameters studied were conception and sen-
sitivity, maintenance of attention, advanced functional
status, memory and mood. Only two??” of nine pla-
cebo-controlled studies that evaluated conception and
sensitivity38121618-202527 found CPAP superior to placebo,
and the results concerning improvement in attention
with CPAP3812161820.2527 haye been inconclusive.

The two studies that compared conservative therapy
to CPAP had ambiguous results regarding conception and
sensitivity.?#? Studies comparing maintenance of atten-
tion with CPAP or conservative therapy were very few
and could not reach reliable conclusions. Although CPAP
was not associated with improved outcome compared to
placebo,'>1%'¢ it was more efficient compared to conserva-
tive therapy in parameters such as sleep hygiene and
weight loss.®'® Among level | and Il studies that evaluated
superior cognitive functions,?'21416192025.27 feyw were able
to demonstrate a favourable effect of CPAP compared to
placebo*'21%2027 and only one level | study found greater
efficiency of CPAP than of conservative therapy.” The
results of placebo-controlled studies were indecisive as
on the effect of CPAP on mood.1012182025.27

These variations in the results of CPAP on neurobehav-
ioural function are probably attributable to the variety
of methods used for estimating these outcomes, as well
as to the possibility of beta error.

5. Quality of life

Many studies have evaluated the effect of CPAP on
quality of life, in comparison to placebo'¢'825273° or con-
servative therapy.?>'* These studies have used various
questionnaires, both general (SF36, Nottingham Health
Profile) and disease-specific (Functional Outcomes of Sleep
Questionnaire). The results of level | and Il placebo-con-
trolled studies were equally positive'>920232527 and nega-
tive,'618202429 in terms of the effect of CPAP. Of the three
randomized trials that compared CPAP with conservative
therapy, one found improvement in 2 of 6 subgroups
(social isolation and energy) of the Nottingham Health
Profile,? while the second trial, that used both a general
and a disease-specific questionnaire' and the third that
used the general questionnaire only,” found no significant
improvement. One study, which evaluated quality of life
in patients randomized to CPAP or positional therapy,
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failed to demonstrate any advantage with CPAP.*!

6. Cardiovascular morbidity

The effect of CPAP on cardiovascular disease®? and
especially on hypertension has been the object of many
recent studies."*16182127 The majority of placebo-control-
led trials that recorded blood pressure for a minimum of
19 hours were unable to find any improvement in mean
blood pressure with CPAP4>12161821 However, many level
I and Il studies demonstrated that CPAP had greater ef-
fect than placebo on nocturnal hypertension,>?"* two
of which found lower mean diastolic pressure with CPAP
than in the control group.?* One level | trial noted sig-
nificant reduction in mean arterial pressure, comparable
to the effect of antihypertensive medication therapy,*
whereas one level Il trial found greater reduction in 24-
hour systolic, diastolic and mean arterial pressure with
use of CPAP than the placebo in patients who had more
than 20 episodes of desaturation (>4%/hours slept).”? One
study compared CPAP to conservative therapy in terms of
weight loss, nutrition and sleep hygiene and found that
the blood pressure measured by sphygmomanometer in
patients on CPAP was no different from that of patients on
conservative therapy.?* Another study failed to demon-
strate any differences in blood pressure between the use
of CPAP and administration of placebo p.o.? Two level Il
trials evaluated the effect of CPAP on heart rate compared
with that of placebo, with ambiguous results."?'

The conclusion resulting from these studies is that CPAP
has varying effects on arterial hypertension in patients
with OSAS and it appears to have a more obvious effect
in those patients who exhibit severe OSAS, refractory
hypertension and better compliance with use of CPAP.

Evidence on the correlation between OSAS and stroke
is limited. One large-scale follow-up study?* found that
patients with severe OSAS are at 3-fold greater risk of
having a stroke, even if they are being treated for OSAS.
However, no randomized trials were able to determine
the efficacy of CPAP in these patients.

Finally, in a 10-year observational study Marin et al.*®
demonstrated that patients with severe OSAS who did
not receive treatment with CPAP were at increased risk of
cardiovascular events, fatal or non-fatal, compared with
patients who were on CPAP.

7. Severity of 0SAS

The majority of level | and Il studies that assessed the
effects of CPAP included patients with moderate (AHI
15-30) and severe (AHI >30) disease, as defined by the
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American Society of Sleep Medicine.*® Three level '*'*
and three level Il studies'®'®% in patients with disease of
mild-to-moderate severity showed that CPAP reduced
the AHI score,?™ but failed to improve subjective sleepi-
ness'?14181927 or blood pressure level.'>'3'® Conflicting
results were also reported when objective assessment
of sleepiness,'*'*181927 neurobehavioural function,'2131819.7
mood'214181927 and quality of life were evaluated.'> 4181927
Further studies are required in order to confirm whether
CPAP has a beneficial effect in mild-to-moderate OSAS.

Other level | and Il studies that used more loose
severity criteria (AHI >30) demonstrated that, compared
to placebo, CPAP reduced the number of episodes of
apnoea and hypopnoeas,**#"" increased the duration
of REM sleep*?'* and improved saturation.>*" Evidence
of the effects of CPAP on other parameters, including
sleep architecture, subjective and objective sleepiness,
neurobehavioural function, mood, quality of life and
blood pressure remains inconclusive.

No level | and Il trials have studied the effect of CPAP
on OSAS in patients with AHI <5. Many recently reviewed
level Il studies® assessed the use of CPAP in UARS, in
patients with AHI <5 and in patients with AHI <10. The
evidence is insufficient to extract any conclusions on the
efficacy of CPAP treatment in this population group.

CONCLUSIONS

The therapeutic use of CPAP improves respiratory
disorder and lowers AHIin comparison to placebo adminis-
tration, conservative therapy or body position therapy.

There is strong evidence that CPAP improves sleep
stages 3 and 4 and reduces EEG arousals, compared with
placebo. However, it remains unclear whether CPAP can
play a significant role in sleep architecture or fragmen-
tation.

The effect of CPAP on subjective daytime sleepi-
ness, neurobehavioural function, psychological state
and quality of life is equivocal. It also has an undefined
role in cardiovascular risk and especially in hypertension
at different levels of severity. It has been suggested,
however, that not using CPAP in patients with severe
OSAS is associated with increased occurrence of fatal
cardiovascular events.
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TITRATION OF CPAP PRESSURE'?

1. Pressure application/titration study

Attended full polysomnography at the sleep centre is
the validated method of titration CPAP in the treatment
of patients with OSAS.

CPAP pressure application/titration study is essential
in patients with OSAS in order to:

a) confirm airway patency and restoration of hypoxaemia
with use of CPAP during sleep

b) confirm elimination of snoring in all sleeping posi-
tions and of paradox thoracic and abdominal wall
movements, and

¢) employtitration, addition or modification of a thera-
peutic method if hypoventilation or hypoxaemia
persist, provided that there is always appropriate
attendance during the sleep study, in order to achieve
optimal therapeutic outcome.

2. Split night study

Titration of ideal CPAP pressure during split night study
(diagnostic and therapeutic) is another validated method,
provided that the following criteria are met:

a) The patient has been informed of the procedure and
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has selected the appropriate ventilation maskin case
that a therapeutic appliance is used

b) During 2 hours of diagnostic split study, the patient
reaches RDI >40/hour or 30-40/hour, associated with
long episodes of obstructive apnoea or severe de-
saturation

c) Pressure titration is considered sufficient after at least
3 hours of sleep study

d) After application of CPAP, respiratory events during
REM and NREM sleep should be reduced to a great
extent, if not completely eliminated, including REM
sleep events in the supine position.
If diagnosis has been established but these criteria

are not met, then a second full polysomnographic study

is required.

3. Daytime attended full polysomnography

Current evidence does not support the routine use
of this method for CPAP. However it can be performed
under certain conditions on patients who work night
shifts or who are unable to complete a nocturnal study
due to other causes.

4. Attended limited study

This can be used under certain circumstances, as it is
discussed extensively in the relevant section.

5. Unattended limited study in the sleep centre

There are no available studies evaluating this method
and it is currently not recommended for titration of CPAP
pressure.

6. Attended and unattended full polysomnographic
study at home

There are no available studies evaluating this method
and it is currently not recommended for diagnosis of OSAS
or titration of CPAP. Nevertheless, it can be performed
when there are compelling indications and the patient
cannot be moved.

7. Attended limited study at home

This is currently contraindicated for titration of ideal
pressure in CPAP.
8. Unattended limited study at home

According to current data, this method is not recom-
mended for either therapeutic application of CPAP or
titration of ideal pressure.
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APPLIANCES'*#

A. Continuous Positive Airway Pressure (CPAP)

Application of CPAP is considered the gold standard
for patients with OSAS. Some patients can be treated
with Auto Positive Airway Pressure (APAP) or with Bilevel
Positive Airway Pressure (BPAP), which are described
below.

B. Automatic Positive Airway Pressure (APAP)

1. Theapplication of APAP is currently not recommended
for diagnosis of OSAS

2. The application of APAP is currently contraindicated
in management or treatment of:

a) Patients with congestive heart failure

b) Patients with severe lung disease, e.g. COPD

¢) Patients who are at high risk of developing respira-
tory disorders secondary to other causes (e.g. obese
patients with hypoventilation syndrome)

d) Patients who do not snore either normally or after
having surgical treatment

e) Patients with central sleep apnoea

3. Theapplication of APAP is currently not recommended
for split night study

4. The application of APAP can be performed during
attended full polysomnography and pressure titra-
tion study for the treatment of moderate-to-severe
OSAS

5. The application of unattended APAP can be per-
formed during pressure titration study in patients
with moderate-to-severe OSAS with low comorbidity
(congestive heart failure, COPD, central sleep apnoea
or hypoventilation syndrome)

6. The efficacy and safety should be evaluated in all
patients whose CPAP was titrated with APAP or who
are using APAP. This is particularly important during
the first few weeks of treatment

7. If symptoms fail to subside or in case of limited ef-
ficiency, reevaluation is required and if necessary
titration of ideal CPAP.

C. Bilevel Positive Airway Pressure (BPAP)

Long-term application of BPAP is indicated for dis-
orders that cause hypoventilation and sometimes for
OSAS:

1. Disorders that cause hypoventilation: primary hypov-
entilation syndrome, central apnoea, obesity-hypov-
entilation, thoracic wall abnormalities (kyphoscoliosis,
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ankylosing spondylitis, post-thoracoplasty), disorders

of the diaphragm

2. Lung parenchymal diseases that cause respiratory
failure (COPD, cystic fibrosis)

3. Neuromuscular diseases (muscular dystrophy, Guil-
lain-Barré syndrome, spinal injuries, post- polymyositis
syndrome, multiple sclerosis)

4. Application of BPAP can be tried in patients with
OSAS and intolerance to CPAP or whose respiratory
disorder did not improve due to its severity or to
the presence of cormobid conditions, such as COPD
(overlap syndrome, obesity, etc).

Inhalation and exhalation pressure must be appro-
priately titrated for each patient and outcome must be
assessed with blood gas analysis and overnight monitor-
ing with pulse oximetry or capnography.

In respiratory failure, other functional parameters in
addition to inhalation and exhalation pressures must be
determined, such as respiratory rhythm, time of pressure
initiation, maximum inhalation time, delivered volume,
etc. Selection of the appliance and appropriate titration
must follow a thorough assessment of the patient’s needs
by specialized health care providers in a pulmonary de-
partment with a sleep laboratory.

Oxygen can be administered with a mask or T-system
via patient-appliance circuit and airflow is determined
after evaluation of SpO, and blood gases.

ADHERENCE/COMPLIANCE WITH CPAP

Patients with OSAS who are receiving CPAP should
utilize the appliance every night throughout the week.
The duration of treatment should be at least 4 hours/night,
although a 6-hour application has been associated with
better outcomes in terms of daytime sleepiness and
functionality.

The appliance should not be turned off while oper-
ating and should be used every night, as missing one
session may reconvert the patient to the state prior to
treatment.

The duration of CPAP treatment must be monitored
objectively.

Each sleep laboratory is responsible for the evalu-
ation of patients compliance with the treatment and
for making appropriate adjustments during follow-up.
Initial evaluation and reevaluation should include the
following parameters, which can be useful in predicting
compliance with CPAP.
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® Pressure titration based on the aforementioned pa-
rameters

e Selection of the appropriate mask and option of
replacement with another when necessary

® Reduction of nasal resistance and addition of a heated
humidifier

® Pressure titration when significant parameters have
altered, e.g. dramatic weight reduction or persist-
ence of daytime sleepiness (EES >10) or when other
symptoms develop.

The application must be evaluated after one week
of treatment. Close monitoring and frequent evaluation
is recommended.

Provision must be made for technical repair and re-
placement of any expendables (mask, tube) that could
increase the duration of therapy and life-expectancy of
the appliance.

Patients with respiratory failure, especially, should be
given plenty of time to familiarize themselves with the
appliance and its operation.

FOLLOW-UP STUDIES IN PATIENTS ALREADY
UNDER TREATMENT

Follow-up studies are

a) indicated in the case of recurrence of symptoms
such as snoring, hypersomnolence or weight gain,
for reevaluation of diagnosis or of the treatment
selection

b) indicated in persistence of symptoms such as daytime
sleepiness, despite appropriate titration and satisfac-
tory patient compliance

¢) unnecessary when symptoms have receded and the
patient is asymptomatic or has improved substan-
tially

d) indicated in patients with mild disorder but deterio-
rating clinical presentation.
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B. INTRAORAL PORTABLE APPLIANCES

Use of oral portable appliances should always be
considered, especially for patients with mild-to-moderate
obstructive sleep apnoea, in order to eliminate or limit
the number of adverse breathing events during sleep.'?
Diagnosis and OSAS severity should have been established
according to the previously mentioned criteria.

Mechanism of action

Oral appliances are portable dental devices used by
the patient during sleep. Depending on their design,
they are used as:

1. Soft palate lifters

2. Tongue position trainers

3. Tongue retaining devices or

4. Mandibular repositioning/advancement appliances

(MARs/MADs).

The first three types have been practically abandoned,
mostly because of their ineffectiveness in treating breath-
ing disorders, but also due to patient intolerance.

The fourth type of appliance, MARs/MADs, has been
broadly accepted and is used in routine clinical practice.
These devices are either prefabricated and fitted to
individual dentition or custom-made, based on clinical
data and dental impressions. They can be made in one
piece that is fitted to both sides of the mandible, or in
two pieces connected with a fixed screw.

MARs/MAD:s are attached to interdental regions and
teeth crowns with globular flanges and retained by the
front teeth with wire braces. They are made of acrylic or
thermolabile material that can be molded to the patient’s
oral mucosa.

Dental appliances hold the lower jaw forward and
downward and reposition the tongue in the same direc-
tion. This frontal repositioning causes the suprahyoid,
geniohyoidal, mylohyoid and genioglossus muscles to
reshape and retain the tongue in place, preventing its
collapse towards the posterior pharyngeal walls due to
gravity. Mandibular repositioning also causes remodel-
ling of muscular and skeletal structures and hyoid bone
advancement, resulting in pharyngeal widening at the
anatomical level of the soft palate and tongue base.
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Application criteria

Clinical application of MARs/MADs is recommended
for patients with sleep-related breathing disorders under
certain conditions:>
1. Asaninitial treatment option in patients with primary

snoring, upper airway resistance syndrome, mild-to-

moderate OSAS
2. As an alternative treatment option in patients with

sleep disorders and mild-to-moderate OSAS and a

sufficient number of teeth
3. Application requires a complete dental diagnostic

evaluation including:
3.1 detailed medical and dental history
3.2 intraoral and extraoral clinical examination, func-
tional evaluation of mouth and jaw
3.3 laboratory diagnostic tests, such as dental casts,
cephalometric radiation and computed imaging
of the temporomandibular joints. These methods
are used for estimation of the hyoid bone posi-
tion, the angle of mandible, frontal-low facial
height, frontal cranial base, upper jaw length,
soft palate length, pharyngeal airway diameter,
and mandibular movement capacity. Body mass
index (BMI), neck circumference, age and AHl are
also needed
4. Clinical application of MARs/MADs is considered suc-
cessful when AHI and respiratory events reduction
are recorded in sleep study
5. Remission of clinical symptoms related to the underly-
ing breathing disorder is not considered as objective
measure of MARs/MAD:s efficiency
6. Clinical application of MARs/MADs should be reevalu-
ated at frequentintervals in order to prevent possible
dental or skeletal side effects
7. Clinical application of MARs/MADs should be per-
formed by specialized orthodontists who are fully
aware of their capacities and limitations and up-
to-date with current knowledge on sleep-related
breathing disorders.

Side effects

The most common side effects of MARs/MADs are
dental, mucous and mandibular sensitivity, increased
salivation and dry mouth. An intense vomit reflex and
periodontal and dental injuries are less common. Most of
these symptoms appear on application time and usually
subside after a short period of time.

Sometimes, the use of certain types of appliance can
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have an unfavourable effect on temporomandibular joint
physiology and cause subsequent transient or permanent
dental movements. These complications can be limited
by minimizing neuromuscular derangement in the oral
cavity, while undesirable dental movements can be pre-
vented with stabilization by the appliance. Mandibular
repositioning should not supervene 70% of its moving
capacity, should be less than 15 mm in all circumstances,
and maximal downward movement should be 5 mm.
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C.SURGICAL TREATMENT OF OSAS

The treatment of choice for OSAS is CPAP application.
For a few selected patients, however (see Appendix),
surgical management is indicated after careful evaluation
by sleep experts and informed consent.’

1. Indications for surgical management

Surgical management is indicated for patients with
mild-to-moderate OSAS who failed to improve with, or
were intolerant of therapy with CPAP or BiPAP.

2. Criteria of success of surgical management

Surgical management is considered successful when
postoperative AHI is equal to AHI recorded with CPAP
application.

If the patient had not undergone polysomnography
with CPAP, surgery is considered successful under the
following conditions:



PNEUMON Supplement 1, Vol. 22, 2009

a. Postoperative AHI must be reduced at least 50%
compared to preoperative AHI

b. Postoperative AHI must be lower than 20 events per
hour slept

c. Postoperative SpO, must be within the normal
range

d. Sleep architecture must be satisfactory

e. There must be improvement of daytime sleepiness.

Preoperatively all patients must be evaluated both
physically (including nasopharyngeal endoscopy with
the Moller manoeuvre) and with imaging techniques
(lateral radiographic cephalometry, computed or mag-
netic tomography) in order for upper airway narrowing
at the exact locus to be recognized and restored. Patients
who developed obstructive sleep apnoea secondary to
evident skeletal disfigurement, such as retrognathia,
micrognathia or a combination of the two, should be
assessed for surgical management.

A protocol for surgical management of obstructive
apnoea should be initiated for every patient. The indica-
tions of various surgical techniques and their outcome
are listed in the Appendix. Postoperatively, the patients
must be subjected to a second sleep study for outcome
evaluation.

REFERENCE

1. Boudewyns A, Marklund M, Hochban W. Alternatives for OSHAS
treatment: selection of patients for upper airway surgery and
oral appliances. Eur Respir Rev 2007; 16: 132-45.

PART THREE - OBSTRUCTIVE SLEEP APNOEA
SYNDROME IN CHILDREN

Obstructive sleep apnoea syndrome (OSAS) in child-
hood is characterized by intermittent partial or complete
collapse of the upper airway (obstructive hypopnoea or
apnoea). Airflow reduction or even cessation may be
associated with lung hypoventilation and hypoxaemia
or compromise normal sleep architecture.

Definitions in pediatrics

The term obstructive sleep related breathing disorders
includes a variety of pathological conditions, ranging from
primary snoring and upper airway resistance syndrome
to obstructive sleep apnoea- hypopnoea syndrome.

Apnoea: Apnoea is defined as absence of oral and
nasal airflow for at least two respiratory cycles. Central
apnoea is characterized by the absence of respiratory
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effort, while obstructive apnoea is characterized by con-
tinuous respiratory effort without airflow. Mixed apnoea
shows both central and obstructive features without the
intervention of normal respiration.

Obstructive apnoea is considered clinically significant
regardless of the presence of desaturation or arousals.
Central apnoea is clinically significant only if it is fol-
lowed by haemoglobin desaturation by at least 3% or
by an arousal. It is also evaluated as significant when it
lasts more than 20 seconds, regardless of the presence
of arousal or desaturation.

Hypopnoea: This is defined as reduction in the airflow
waveform width by at least 50% of the width recorded at
the longest period of normal sleep, for at least two respira-
tory cycles. Clinically significant episodes of hypopnoea
have a duration greater than two respiratory cycles and
are associated with haemoglobin desaturation by at least
3% or with an arousal.

Primary snoring: This term describes the presence of
snoring without apnoea or hypopnoea, hypercapnia,
hypoxaemia, high arousal index, disruption of normal
sleep architecture or daytime symptomes.

Epidemiology

Sleep related breathing disorders are observed at all
ages from infancy to puberty.' The prevalence of repeated
snoring (>3 nights/week) is estimated at 3.2% -12.1%,**
and the frequency of OSA is 0.7%-2.9%. A study of 3,680
patients aged 1-18 years from Thessaly, Greece, revealed a
history of repeated snoring in 4.2% and OSAS in 4.3%.

Clinical presentation

Snoring is the most common and characteristic symp-
tom of OSAS. It is produced during inhalation and is
caused by partial pharyngeal occlusion. It may be of low
frequency when it is produced by vibrations of the uvula,
soft palate, tongue and other soft tissues of the oropha-
ryngeal wall, or high, when adenotonsillar hypertrophy
is obstructing movement of the soft palate.

Many children with OSAS show increased respiratory
effort during sleep, the signs of which are intercostal
retraction, use of the auxiliary respiratory muscles and
paradox breathing.

Apnoea is usually witnessed by parents as short breath-
ing intervals.®'* OSAS may be associated with unrefreshing
sleep, arousals, unusual body position, increased sweating
and oral breathing."® Children with OSAS usually suffer
from daytime sleepiness, hyperactivity and behavioural
disorders.141¢
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Pathogenesis of 0SAS and adenotonsillar hypertrophy

The obstructive sleep apnoea-hypopnoea syndrome
in childhood consists of a combination of anatomical and
neuromuscular parameters. Contrary to the nose, larynx
and trachea, the pharyngeal airway is not supported by
bones or cartilage but consists mostly of soft tissues.
During inspiration, diaphragmatic contraction produces
negative (suctional) pressure, which is intensified when
there is increased upper airway resistance (adenoidal
hypertrophy, tonsillar hypertrophy, rhinitis) predisposing
to airway collapse. Airway patency is maintained and
airway collapse is prevented by the combined muscu-
lar tone of the genioglossus, geniohyoid, sternohyoid,
sternothyroid and thyroid muscles.”"” However, this
muscular tone is attenuated during sleep (especially in
the REM stage) and negative inspiratory pressure may
lead to complete or partial collapse, resulting in airflow
reduction or cessation (i.e., obstructive hypopnoea or
apnoea, respectively).

Itiscommon knowledge that the prevalence of OSAS
is highest at the ages of 2-8 years, when the develop-
ment of pharyngeal lymphatic tissue causes maximum
narrowing of airway lumen.? Brain MRI sagittal planes
from 189 children and adults without clinical evidence
of adenoidal hypertrophy revealed that the pharyngeal
tonsil reaches its maximum size at 7-10 years and its
minimum size at the age of 60 years.”’ Adenoidal size
and airway lumen were not correlated in that study. In
a second study, MRI from children who did not snore
showed that the pharyngeal lymphatic volume increases
in parallel with the upper airway diameter.? Palatine and
pharyngeal tonsillar hypertrophy is therefore considered
pathological in subgroups of children, and is associated
with OSAS.2%

Despite recent advancement in the study of pha-
ryngeal lymphatic tissue development during the first
years of age, few studies have been published, none of
which has described alterations in tonsillar and adenoid
volume during childhood using CT or MRI in patients
with obstructive sleep apnoea. The recognition that
pharyngeal lymphatic tissue reaches its maximum volume
in children who snore between 2-8 years old is therefore
mostly empirical.

Pathogenesis of 0SAS and Obesity

Obesity is a well-known significant risk factor for
obstructive sleep apnoea in adults, despite absence of
recognition of a distinct pathogenetic mechanism. In the
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paediatric literature, the reported correlation between
body mass index (BMI) and the apnoea hypopnoea index
(AHI) varies from extremely strong to weak.?*?°

One study in Greek children demonstrated that, in the
under 6 years age group, the risk of developing OSAS is
similar among obese or overweight children and children
with normal body weight.*° A probable explanation for this
observation is that upper airway occlusion is mostly caused
by adenotonsillar hypertrophy at this age. However, older
obese or overweight children appear to be at greater risk,
according to data from a prospective study in Cleveland
which showed that at 13-16 years, obese or overweight
teenagers are at greater risk of developing obstructive
sleep apnoea than those of normal weight.*

Diagnosis

Current diagnostic methods in paediatric aim at de-
tecting patients with obstructive breathing disorders who
are at risk of developing complications. The efficacy of
history and physical examination, pulse oximetry, day-
time polysomnographic study, unattended limited sleep
study and full polysomnography have been adequately
evaluated.

History and physical examination are unable to distin-
guish between children with OSAS and primary snoring;
however they are useful for the selection of those children
who should be screened for OSAS in a sleep centre.323 A
reliable evaluation tool is pulse oximetry, as positive results
are predictive of pathological polysomnographic findings,
although negative results cannot rule out the possibility
of pathological findings on sleep study.3*3*

Daytime polysomnographic study has an acceptable
predictive value and pathological findings should lead
to initiation of treatment of OSAS without the need for
nocturnal polysomnography. Negative results, however,
should be confirmed by nocturnal polysomnographic
study.**’ Limited polysomnography at home is cost-effec-
tive compared to in-laboratory study but it underestimates
the number of episodes of obstructive hypopnea and
overestimates the number of episodes of central apnoea.®
Current data are insufficient to support recommendation
of the application of this method in clinical practice.

Full night polysomnography is the only diagnostic
method capable of fully quantifying sleep-related breath-
ing disorders and is considered the gold standard for the
diagnosis of OSAS. It can be easily performed at any age,
provided appropriate equipment and trained health care
providers are available. The following parameters are
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recorded during polysomnography: respiratory move-
ments, oronasal airflow, haemoglobin oxygen saturation,
end-expiratory CO,, electrocardiogram (ECG), electroen-
cephalogram (EEG), electrooculogram (EOG), chin and
tibial electromyogram (EMG). Combined analysis of these
parameters can provide an accurate diagnosis.

Complications of 0SAS

Since the original recognition and description of OSAS
in children, it has become evident that this condition is
associated with serious complications, such as growth
delay, pulmonary hypertension and cor pulmonale.' In
recent years, growth delay has only rarely been reported,
due to early diagnosis of breathing disorders. One inter-
esting observation is that the growth rate improves after
adenotonsillectomy even in obese children.* It appears
that one major factor responsible for postoperative weight
gain is reduction in respiratory effort.

Higher blood pressure levels (or even hypertension)
have been reported in children with OSAS and this el-
evation appears to persist in wakefullness.**# Children
with primary snoring who are referred to sleep centres
have higher mean blood pressure than normal children*
although a history of snoring is not considered a risk
factor for high blood pressure in the general paediatric
population.®

Several cases have been reported of children with
severe OSAS, who developed right heart failure (cor pulmo-
nale) probably due to episodes of nocturnal hypoxaemia
with resulting pulmonary vasoconstriction.***> Other stud-
ies detected reduction in right ventricular flow volume
and increase in left ventricular mass using radioisotope
ventriculography and ultrasonography.*¢4

Recent data show that obstructive sleep disorders
in childhood are associated with detectable alterations
predisposing to cardiovascular disease in adulthood.
Specifically, OSAS in childhood has been correlated
with chronic inflammation (higher levels of C-reactive
protein),*®4 metabolic disorders (higher levels of insulin,
cholesterol, triglycerides),*® and vascular®** and myocardial
alterations.® Until recently the development of right ven-
tricular hypertrophy was considered of great importance,
while a positive correlation between left ventricular mass
and the AHI has now been recognized.>

Another possible complication of OSAS in children
is increased prevalence of neurodevelopmental disorders
such as learning difficulties and low school perform-
ance, behavioural disorders, attention deficit syndrome,
daytime sleepiness and hyperactivity.>*>> There are in-
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dications that children with primary snoring are also at
risk of developmental and behavioural disorders.* It is
unknown whether these disorders are fully reversible
with treatment.

Treatment

The diagnosis of OSAS in childhood is established
with polysomnographic study in a sleep centre. Selection
of the appropriate therapeutic intervention is based on
the AHI, which corresponds to the number episodes of
obstructive and mixed apnoea and hypopnoea per hour of
sleep.’” Performing sleep studies in all children who snore
is considered impossible even in countries with a wealthy
health system, and development of screening criteria is
required for the identification of patients at high risk of
having sleep apnoea and its associated morbidity.

The treatment of choice for the management of mod-
erate-to-severe OSAS (AHI >5/hour) in children with
adenoidal and/or tonsillar hypertrophy is combined
adenotonsillectomy.*® Polysomnographic data show re-
mission of clinical symptoms and improved AHI findings
following surgery. Many children with OSAS have improved
and the efficacy of the method has been correlated with
preoperative assessment of the severity.> Obesity is a
predictive factor for poor outcome.®® However, recent
studies demonstrate that postoperatively even obese
children show significant improvement of intermittent
airway obstruction during sleep,® and reduction in cho-
lesterol and triglyceride levels.®?

Nasal corticosteroids have been administered to chil-
dren with mild OSAS established by polysomnography
(AHI 1-5/hour) who do not meet the criteria for surgical
intervention but who experience severe breathing symp-
toms during sleep.5*%* Administration of nasal corticoster-
oids for a period of 4-6 weeks improves symptoms and
polysomnographic findings and this benefit has been
attributed to reduction of adenoidal size and to remission
of chronic inflammation in the nasal mucosa.®®

The use of positive nasal pressure is indicated for
children with persistent symptoms and polysomno-
graphic findings of obstructive apnoea, despite tonsil-
lectomy/adenoidectomy and administration of nasal
corticosteroids.’® It is also indicated for children with
BMI indicative of obesity who do not respond to other
therapeutic methods, and for children with neuromus-
cular deficits and craniofacial disorders.%® The level of
AHI beyond which positive nasal pressure is indicated
has not been conclusively determined in children, but
morbidity due to the disorder appears to increase with
AHI >5/hour.*’
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CONCLUSIONS

Snoring in children is not always benign and can be
associated with serious complications.

All children should be screened for snoring during
regular medical visits and those who are found positive
should be referred for further investigation.

Early diagnosis and management of OSAS improves
the quality of life of children and their families, and prob-
ably protects against possible complications.

Pharyngeal and palatine tonsillar hypertrophy and
obesity are the most common causes of OSAS.

DIAGNOSTIC CRITERIA

The diagnosis of OSAS in children cannot be estab-
lished solely on a history of snoring and physical examina-
tion. Determination of the presence and severity of OSAS
requires polysomnographic study. It would be extremely
difficult, if notimpossible, to perform sleep studies on the
large number of children who present frequent snoring
(about 10% of the childhood population). The clinician
should therefore be able to identify those children who
are at high risk of having moderate-to-severe OSAS by
the presence of a number of symptoms indicating upper
airway obstruction during sleep or signs of associated mor-
bidity (apnoea-related clinical or laboratory findings).

The Following section presents a simple classification
of these diagnostic criteria. It should be noted that the
following criteria were developed for children with
pharyngeal lymphatic hypertrophy and/or obesity as
the primary cause of apnoea. Children with neuromus-
cular disease, genetic deformities or craniofacial defects
comprise a separate group of patients and should be
evaluated by specialist physicians.

CLINICAL PRESENTATION

The following parameters in the patients’ history,
physical examination and laboratory tests have not been
evaluated for their comparative contribution to the di-
agnosis of OSAS, and the order in which they are listed
is not related to their relative importance.

A. PATIENT HISTORY

1. Main nocturnal symptoms
® Loud and constant snoring
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® Apnoeic events witnessed by parents
e Unrefreshing sleep
® Frequent arousals
® Increased respiratory effort during sleep
e Cervical stretch during sleep
2. Main daytime symptoms
® Oral breathing
o Difficulty in waking up
® Morning headaches
3. Signs of apnoea-related morbidity
® Daytime sleepiness
® Hyperactivity
® Behavioural disorders (e.g. aggressiveness, bad man-
ners)
e Lack of concentration and attention
® L ow school performance
® Nocturnal enuresis

B. PHYSICAL EXAMINATION

1. General assessment
® Body weight measurement and calculation of BMI
® Blood pressure measurement
2. Ear, nose and throat assessment
2.1 Examination of the nose for:
¢ Nasal diaphragm deviation
® Nasal mucosal thickness
e Nasal polyps
® Signs compatible with allergic rhinitis
2.2 Rhinopharyngeal assessment for:
¢ Adenoidal and tonsillar hypertrophy
¢ Choanal atresia
® Space-occupying lesions
2.3 Oropharyngeal assessment for:
® Tongue size
¢ Uvula morphology and size (e.g., bifid uvula)
e Soft palate morphology (e.g. short, long)
¢ Tonsillar volume and position (classification by
Mallampati)
3. Craniofacial characteristics
3.1 Facial profile
e Orthognathic
e Convex
e Cavernous
3.2 Lips at rest
® |n contact
e Not in contact
4. Laboratory tests
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e C-reactive protein (CRP)

e Total cholesterol

e | DL cholesterol

e HDL cholesterol

e Triglycerides

The subgroups of patients who should undergo this as-
sessment have not been determined in current literature.

SUGGESTED MANAGEMENT

1. Children with neuromuscular disorders, genetic
syndromes and craniofacial disfigurement

These children comprise a special population group
frequently with complex pathophysiology. They should
be referred to a group of relevant specialists in the man-
agement of such conditions.

2. Children with adenotonsillar hypertrophy who
experience

Nocturnal and daytime symptoms compatible with
OSAS, signs of apnoea-related morbidity, or laboratory
findings of apnoea-related disorder are highly likely to
show improvement after adenoidectomy and tonsil-
lectomy.

Sleep study in children with severe signs and symptoms
can lead to preoperative detection of those who are at
higher risk of developing postoperative complications
or relapsing disease.

3. Children with adenoidal and palatine tonsillar
hypertrophy and mild clinical presentation (i.e.,
without laboratory disorders or associated morbidity)

The decision about the necessity for adenotonsil-
lectomy depends on the physician. However, polysom-
nographic estimation of AHI >5/hour is considered an
indication for surgical intervention.

Nocturnal hypoxaemia is an alternative diagnostic
criterion when there is no available sleep centre.

Nasal corticosteroid administration for 4-6 weeks
can limit the severity of obstructive sleep disorder in
these children.

4. Obese children with adenoidal and/or tonsillar
hypertrophy
Surgical management is indicated, just as in children

of normal weight. Concomitant weight control is a sig-
nificant complementary treatment target.
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5. Obese children without pharyngeal/palatine
tonsillar hypertrophy

Weight control and possible use of positive nasal
pressure is indicated.

6. Children with relapsing disease (persisting episodes
of apnoea-hypopoea postoperatively) are managed
with

a. Nasal corticosteroid administration (in the case of
nasal congestion)
Body weight control (in obese children)

¢. Use of positive nasal pressure if AHI >5-10 events/hour
(especially in obese patients, with neuromuscular
diseases or craniofacial disfigurement)

SUMMARY OF INDICATIONS FOR SLEEP STUDY
IN CHILDREN

1. In children for whom the necessity of surgical man-
agement is in question

2. Inchildren with very severe symptoms and significant
upper airway obstruction on physical examination,
in order to detect those patients at higher risk of de-
veloping operative and postoperative complications
or relapsing disease

3. Assessment of need for further management in the
high risk subgroup with a second sleep study.
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APPENDIX

Classification of study design:

Level I: Randomized well-designed trials with low beta error
Level Il: Randomized trials with high alpha and beta error
Level lll: Nonrandomized concurrently controlled studies
Level IV: Nonrandomized historically controlled studies
Level V: Case series

THE EPWORTH SLEEPINESS SCALE

Name: Date:
Age: Gender:
How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? This refers
to your usual way of life in recent times.
Even if you have not done some of these things recently try to work out how they would have affected you.
Use the following scale to choose the most appropriate number for each situation:
0 =no chance of dozing
1 = slight chance of dozing
2 = moderate chance of dozing
3 = high chance of dozing
It is very important that you reply as correctly as you can.
Situation Chance of dozing (0-3)

1. Sitting and reading
Watching TV

Sitting inactive in a public place (e.g a theatre or a meeting)

As a passenger in a car for an hour without a break

Lying down to rest in the afternoon when circumstances permit

Sitting and talking to someone

Sitting quietly after a lunch without alcohol

® N o v s W N

In a car, while stopped for a few minutes in traffic

TOTAL

V. Tsara, E. Serasli, A. Amfilochiou, T Constadinidis, P. Christaki: Greek Version of the Epworth Sleepiness Scale. Sleep and Breathing
2004,8(2):92
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Twv “Uniform Requirements for Manuscripts Submit-
ted to Biomedical Journals mou &dnuoocievtnkav amo
Vv International Committee of Medical Journal Edi-
tors (http://www.icmje.org)” kai tTn diakripuén Tou Hel-
sinki (Declaration of Helsinki).

O1 gpyaociec umodA\ovtal NAEKTPOVIKA HECw email
otn S1evbuvon: pneumon@hts.org.gr padi pe tn oxe-
TIKA €mMOTOAR (cover letter) 6émou Ba avagépovrat:
o TitAo¢ Kkal 1o £idog TN gpyaciag, oTL Sev €xel uTio-
BANOsi yla dnuoacisuon aAhou, 6TL OAoL Ol CUYYPAPEIG
€xouv Slafdoel kal amodexTel TO KeipeEvo TNG Epyaciag,
Kal o€ epinmtwon amodoxn¢ yla dSnuoacisuon, 0Tt peTa-
PE€pouv To copyright oto ePLOBIKO.

2& KABe epyaocia nmephapPfdvovral kal umoBdAlovtal
oe 181aitepn oelida o€ popery Word doc rj PDF ta ma-
PAKATW:

1. Mpwtn oeAida. e autr mep\apBavovTtal Katd ogl-
pa:

a) O TitAo¢ (CUVOTITIKOC Kal TTANPOYOPIAKOC) He TTe(d
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3 € TIEPITITWOELG TTOU €ival avAyKn o TITAOG va TTEPIAA-
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unoTithog, B) Ta ovéuata (uéxpt 10) kat n eldikéTNTA
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€@’'600V TIPOKELTAL VIO TIEPAUATIKA Epyacia rj mapou-
olaon evllagpépovtog meplotatikoy, 6) To dvoua, n
TaxuOpopIKr Kat NAekTpovikn S1evBuvon kabwg Kat
TO TNAéPWVO ToU UrrelBuvou yia Tnv aAAnAoypagia pe
TO TEPLOSIKO CUYYPAPEQ, OTO KATW HEPOC TNG OeAidag,
€) MBavég mnyéc xpnuatodotnong, ot) TpEXovTa TiTAo
HEXPL 40 XapakThpwV (cupmepapBavopévwy ypau-
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2. H mepiAnyn mpémel va €xel éktaon UExpL 250 Aé€eig
Kal va TTEPIEXEL TO OKOTIO, TN MéB0SO, Ta Baoikd amo-
TeEAéOPATA KAl TO CUPTIEPACMATA TNG €pyaciag. XTo
TéNo¢ NG mMePiAnYNng mpémel va avaypd@ovtal Tou-
Naxlotov 5 Aééeig-kAeibia kal oUPPWVA HE EKEIVEG TTOU
nipoteivel n US National Library of Medicine’s Medical
Subject Headings (MeSH) browser at http://www.nIm.
nih.gov/mesh/meshhome.html

3.To KUplo owpa NG Epyaciag, ep’éoov TTPOKELTAL YIa
EPELVNTIKA €pyaoia, MPEMeL va TEpIAapBAavet:
Eicaywyn

MNepA\apuPdavel cuVONTIKA TNV AlTiohoyia TNG UEANETNG
Kal TN OXETIKA undpyxouoa {NTNon. Ag TTpEmel va TiepI-
Aappavel evpripata Kat armoTeAéopata.

MéBobo

H peBodoloyia mpémel va meplypA@ETal UE CAPRVELQ
WOTE O aAvayvwotng va gival BERalog yia tov Tpomo
e&aywync Twv amoteAeopdtwv. H Béon (MOAn, mepioxn,
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VO, TOUG TTIVAKEG Kal TIG EIKOVEG. Ol CUYYPAPEIG TIPETTEL
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2vlnmon
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gupnpata tng oulAtnong. ZulNTACTE TA ATTOTEAECHO-
Ta o€ oxéon Pe TNV unmoBeon TG elcaywynic. E§nynote
Kal urrooTtnpifte eupriuata ta omoia dgv avapévoviav
N ivat avtiBeta pe Tnv unmdBeon. H mBavoloyia mpémnel
va gival 600 1o duvatodv Atyotepn. Ae TpEMEL va €mMa-
valappdavovtal ta amoteAéopata. Opoiwg, Sev Tpémel
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TIOUTTEG O€ TTIVAKEG KAl EIKOVEG.
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EuxapioTieg

Euxaplotieq mpémnel va amgubuvovtal ota dTopa Ta
omoia gixav aAnBry cupBoAr oTnV €pyacia kal Ta omoia
oupPWVNOoAV UE TA EUPAMATA KAl TA CUMITEPACHATA.
2TIG EUXOPLIOTIEG TIPETIEL VA AVAQEPOVTAL KAl TTNYEG
Xpnuatodotnong.

4. O BIBAoypa@IKOG KatAaAoyog TepIAAUPAvEL TIC
TIAPATTOUTTEG KATA TN OEPA TNG apiBunong Toug oto
Keipevo. H BiBAloypagia amod meplodika mephapfBavel
KOTA O€1pd, OAA T OVOLIATA TWV CUYYPAPEWY, TOV TIAR-
pn Titho Tou apBpou (ue meld oTolKEia), TNV EMioCNUN
OUVTNON TOU TITAOU TOU TTEPLOSIKOU, TO £TOC, TOV TOUO
Kal TNV TPpwTN Kal TeAevTaia oelida tng dnuocisuonc.
Av ol cuyypa@eic gival péxpl €1 mapatiBevtal OAa ta
ovouaTa, €AV €ival pTa 1| MEPIOCOTEPOL TTApATIOE-
VTdl JOVOo Ta Tpia MPWTa ovopaTa Kal akoAouBei, “et
al’, mx. Bouros D, Antoniou KM, Light RW. Intrapleural
streptokinase for pleural infection. BMJ. 2006;332:133-
4. 'Otav n mapamounn avagépstal o€ BiAio i Kepa-
QO GUYYPAMMATOC, AVAPEPOVTAL OTN OEIPA TA OVOUA-
TA TWV CLUYYPAPEWY, O TITAOG Tou ApBpou, ol eKSOTEC,
O TITAOG TOU CUYYPAUMATOG, 0 aplBuog TG €kdoong, o
€KSOTIKOC 0iko¢, N TTOAN 01OV €YIVE N £€KSoon, TO €T0C
NG €kO0o0oNG KAl Ol CEMISEG avVaPOPAG TOU KEIPEVOU, TI.X.
yta BiBAio: Siafakas NM, Anthonisen N, Georgopoulos
D. Acute exacerbations of COPD. Marcel Dekker, New
York, 2004 kai yia kegdhaio o€ BiBAio: Kyriakou D,
Alexandrakis M, Bouros D. Pleural effusions in blood
diseases. In: Bouros D. (editor). Pleural Disease. Marcel
Dekker, New York, 2004, pp. 621-638.

5. Ol GUVTMNOELG TWV OVOUATWY TWV TTEPLOSIKWY AKO-
AouBouv tov katdloyo Ttou Index Medicus (BA: http://
www.nlm.nih.gov).
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6. Ol MVAKEG Kal Ol EIKOVEC, TUTTIWUEVA OE EEXWPLoTN
oelida, Tpémel va @EéPouV OTOo EMAVW PEPOC TOV aplB-
MO TOUG Kal 0Tn OUVEXELa ToV TiTAO, T.X. MNivakag 1. Ot
TMVAKEG TTEPIEXOLV TITAO Kal HOvVo opl{ovTieg SIaKpITL-
KEC YPOAUMEG, KABETEC YPAUMEC MOVO OTaV auTO gival
anmoAUTwg amapaitnto. Ot unotithol (AeCavteg) Twv
EIKOVWV KAl TWV oxnuatwv apibuovvtay, m.y. Eikova
1, Zxfna 1 k.o.k. Ot pwTtoypapieg aobevwv Sev TIpEMEel
va gival avayvwpiolueg, ek1dg av autd éxel SnAwOEi
gyypaew¢ amd toug acBeveic. Ot elkdveg Tov yivovtal
Sektég mpémel av gival o€ popon JPEG, TIFF ry EPS.

7. K&Be ouyypag@éag mpémel va €XEl CUMUETAOXEL ap-
KETA OTNV EKTIOVNON TNG EPYACIAG WOTE VA €XEL KAl TN
Onuoola gubuvn. Tétola ocuppeToxr Bewpeitar 1) n
OUAANYN TNC 18€a¢ Kal 0 oXeSIAoNOC TNG MENETNG, 2)
n ouyypaen n n KPITiKA avaBewpnon Tou TTEPLEXO-
pévou Kkat 3) n Tehikn amodoxn TnG umo dnuoocisuon
epyaociac. Kal ol Tpeig avwtépw MPoUTTOOECEIC TIPETTEL
va ouvtpéxouv. H ouppetoxry pévo otnv e€elpeon
XPNHATOdO6TNONG, 1} 0TN CUANOYH) HOVO TWV CTOIXEIWV
N N YeVIKNA emiAePn, && dikalohoyei Tnv 1816TNTA TOU
Ouyypa@EQ.

8. Ads1a dnpociguong. To xelpdypago TPETEL va Ou-
vodeletal amd avtiypago xopriynong adeiag yla ava-
mapaAywyry TPEONYOUUEVWS ONUOCIEVUEVOU  UALIKOU
(elkoveg, mivakeg) R yia dnuooicuon evaiocOntwv mpo-
owmkwv dedopévwy, OTWG gival n avayvwplon acBe-
VWV, KaBW¢ Kal N ava@opd oTIG EUXAPIOTIEG.

9. EpeuvnTikéG Epyacieg ol oToieg €xouv emyopnynOei
OAIKA N peptkd amd Tnv KamvoBlopnxavia kat oxeTi{o-
MEVOUG opyaviopoug 1) Ivotitouta Se yivovtal Sektég
yla dnuooiguon.

Tayxudpopikr dievBuvon;:

Nep1odiko «MNEYMQN»
Noookopeio Noonudatwy Owpakog ABnvwy,
Meooyeiwv 152,11527 ABriva
TnAépwvo & fax: +30-210-74.87.723
www.pneumon.org
www.hts.org.gr
e-mail: pneumon@hts.org.gr
(umoyYn kabnyntou k. A. Mroupovu,
AlevBuvtn Zovtaéng)




