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categories: obstructive sleep apnoea syndrome (OSA), 
central sleep apnoea syndrome (CSA) and sleep-related 
alveolar hypoventilation.

The underlying pathophysiology is different in these 
sleep disturbances. Regarding OSA, which is the most 
common sleep disorder in clinical practice, the upper air-
way obstruction is usually caused by abnormal anatomy 
(e.g. fat accumulation) and/or abnormal control of the 
muscles that maintain the patency of the upper airway. 
In CSA, a dysfunction of the ventilatory control is attrib-
uted to the dysfunction of respective central neurons, 
resulting in loss of ventilatory effort and control.

OSA
Obstructive sleep apnoea (OSA) is highly prevalent 

and its management represents an increasing part of 
clinical respiratory practice in developed countries. OSA 
is supposed to be one of the most common chronic 
respiratory disorders in adults together with asthma 
and Chronic Obstructive Pulmonary Disease (COPD). 
The increasing awareness of the public and medical 
community about the relationships between snoring, 
excessive daytime sleepiness, cardiovascular disease, 
diabetes and OSA has resulted in large numbers of pa-
tients referred to outpatient sleep clinics [3].

A landmark study in 1996 that attempted to estimate 
OSA prevalence in the general middle-aged population 
showed that obstructive sleep apnea syndrome (OSAS) 
affected 4% of males and 2% of females [4]. But the 
prevalence is increasing due to the recent obesity epi-
demic and can be as high as 25% in the sub-population 
of middle-aged men [5]. Approximately 80% of OSA 
patients are obese and obesity is a recognized risk factor 
for OSA. Body weight changes can affect the severity of 
the syndrome. It is known that a 10% weight gain pre-
dicts an approximate 32% increase in apnea hypopnea 
index (AHI), whereas a 10% weight loss predicts a 26% 
decrease in AHI. Several papers have shown a higher 
prevalence of OSAS in the elderly. The age distribution 
of patients first diagnosed with OSAS generally peaks at 
age 50 yrs. Epidemiological studies have shown that OSA 
is much more prevalent in males and the phenotype is 
easily recognized as it is usually characterized by obesity 
and the symptoms of snoring, witnessed apnoeas and 
daytime sleepiness. Females with OSA may have blunt 
symptoms of mood alteration or morning headaches [6].

OSA symptoms can be divided into symptoms rec-
ognized during sleep by the bed partner (night-time 
symptoms) and symptoms experienced by patients 

themselves during the day after the sleep (daytime 
symptoms). Snoring with periods of pause of breathing 
and choking can make the diagnosis straightforward, if 
witnessed and reported by the bed partner. Typically, 
these symptoms become worse in the supine position 
and after alcohol consumption or after a tiring day 
(Table 1) [7].

There are useful clinical scores that can be used in the 
screening of patients eligible for attending a dedicated 
sleep clinic. The most widely used are the Berlin Ques-
tionnaire and the STOP-BANG Questionnaire, which can 
detect OSA symptoms with an acceptable sensitivity up 
to 87% (Table 2) [8][9].

OSA causes arterial hypertension and is a cardio-
vascular risk factor; a high apnoea burden can cause 
cerebrovascular disease, with stroke being the most 
obvious. Moreover, OSA is an independent risk factor 
for developing insulin resistance and diabetes. The sub-
sequent daytime sleepiness is a recognized cause of car 
accidents and fatalities especially when large vehicles 
are involved [10][11].

CSA
CSA is characterized by recurrent cessations of airflow 

and simultaneous reduction of the breathing effort. In 
contrast to OSA, ventilatory impulses generated by the 
brain stem are lacking in CSA. It is estimated that 10% 
of breathing disturbances during sleep are of central 
origin, especially in the elderly. A subtype of CSA is the 
Cheyne-Stokes respiration pattern, which is characterized 
by a periodic shift of overshooting and undershooting 
of the ventilation (crescendo-decrescendo pattern) 
[12]. The most relevant risk factors for central breathing 

Table 1. Daytime and night-time symptoms in OSA.

Daytime symptoms Night-time symptoms

Excessive daytime 
sleepiness

Snoring

Fatigue Witnessed apnoeas

Morning dry mouth Disturbed unrefreshing sleep

Morning headache Enuresis

Difficulty concentrating Nocturnal sweating

Irritability Gastro-oesophageal reflux

Mood changes

Impaired memory




