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The prevalence of obesity in children has increased significantly both in the 
USA (see Figures 1) and across the world (Figures 2 and 3)1,2. Obese children 
are at an increased risk for obstructive sleep apnea (OSA). Whereas 1-4% of nor-
mal weight children have OSA, up to 50% of symptomatic obese children who 
snore have OSA and 25% of asymptomatic obese children have moderate to se-
vere OSA3. OSA in children is associated with a decreased quality of life, as well 
as behavioral, neurocognitive, cardiovascular, metabolic, endocrine, and psychi-
atric complications. Not surprisingly, pediatric OSA has been shown to lead to 
increased healthcare utilization, and this increase in utilization, is likely to be more 
significant in obese children. 

Figure 1. The increasing prevalence of childhood obesity. Data obtained from the National 
Health and Nutrition Examination Survey (NHANES)

The etiology of OSA in obese children is multifactorial. Dysfunction in neu-
romotor control leads to upper airway collapse that is worsened by constriction by 
adipose tissue deposited around the pharynx and neck as well as adenotonsillar hy-
pertrophy 4,5. Adenotonsillectomy (T&A) is the treatment of choice for OSA in obese 
children and has been shown to improve respiratory sleep parameters, quality of life 
and behavior in these patients 6,7. However, T&A only addresses one of many fac-
tors that lead to OSA in obese children. Studies to date show that T A significantly 
reduces the severity of OSA in obese children but is rarely curative. Indeed, up to 80 
percent of obese children have persistent OSA post-operatively 8-11.
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 This may be because obese 
children are more likely to have 
severe OSA than normal weight 
children. A higher preoperative 
AHI makes normalization of sleep 
less likely after T&A in all children. 
However, increased risk of persis-
tent OSA in obese children has been 
demonstrated even after controlling 
for preoperative disease severity 12. 
Thus obesity in children leads to a 
higher prevalence of OSA, more se-
vere OSA, and a higher likelihood 
of persistent OSA after T&A. As a 
result routine use of polysomnog-
raphy before and after surgery is 
recommended in all obese children 
with OSA 12.

The treatment of persistent 
OSA in obese children after T&A 
requires a multidisciplinary ap-
proach. Weight loss and avoiding 
further weight gain is central to 
management. However, simple 
measures may also be beneficial. 
The level of airway obstruction 
needs to be evaluated. This is eas-
ily achieved by flexible endoscopy 
in the office. The relief of nasal 
obstruction, by local medical treat-
ments, may obviate the need for 
therapy in obese children with re-
sidual mild OSA. CPAP should be 
considered in obese children with 
moderate to severe persistent OSA 
after T&A but may also have a role 
in obese children with symptom-
atic mild OSA 13. There are few  
studies that have looked at the ef-
ficacy of CPAP in obese children 
but several reports are encourag-
ing and this area clearly requires 
further study. More sophisticated 
investigations such as sleep endos-
copy and cine magnetic ressonance 
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Figure 3. Obesity trends across the 
world: Changes in waist sizes rela-
tive to television sizes over time
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image (MRI) allow for assessment of the dynamic airway while the patient is 
under sedationand are likely to play an increasing role in the future. In children 
with moderate to severe persistent OSA who do not tolerate CPAP, tongue base 
and palatal surgeries are increasingly considered and performed with good success 
rates. Finally, a tracheostomy may be considered in obese children with severe 
OSA who do not improve with, or are not candidates, for other interventions. 

Weight loss may be the most effective therapy in resolving pediatric OSA in 
obese children but is limited by compliance issues. Furthermore, there is increas-
ing concern that T&A, while initially improving sleep, can also lead to weight gain 
over time. eight gain may not only reverse any initial benefit in sleep but may 
worsen things in the long run 14. One of the arguments for treating OSA in obese 
children is to improve their quality of life so they are able to exercise more and 
reduce their weight. Studies have shown a clinically significant improvement in 
quality of life in obese children with OSA from a severe impact on quality of life 
preoperatively to a mild impact postoperatively. However, there is little current 
evidence that this translates into weight reduction. 

Thus children with OSA exhibit significant improvements in respiratory 
sleep parameters, disease-specific quality of life, and behavior following T A. 
Interestingly, severity of OSA does not correlate with degree of quality of life or 
behavioral impairment or improvements after surgery 15. A multidisciplinary ap-
proach to managing obese children with OSA is needed. This requires expertise 
in otolaryngology, sleep medicine, endocrinology and nutrition. Further investiga-
tion into the relationship between obesity, OSA, quality of life and behavior is 
warranted. 
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