UNIVERSITY OF

UNIVERSITY OF ILLINOIS
ILLINOIS CHICAGO (R ST
College of Dentistry

HOSPITALIZED COVID-19 PATIENTS WITH A HISTORY OF
OBSTRUCTIVE SLEEP APNEA

K.G. Howard?, G. Viana!, B. Prasad?, R.S. Monson3, B. Rydzon3, B.T. Layden3, K.K. Danielson3, and M.T. Galang-Boquiren

! Department of Orthodontics, College of Dentistry, UIC, Chicago, IL, USA
2 Division of Pulmonary, Critical Care, and Sleep Medicine, Department of Medicine, UIC, Chicago, IL
3 Division of Endocrinology, Diabetes & Metabolism, Department of Medicine, UIC, Chicago, IL

ABSTRACT INTRODUCTION

Introduction: COVID-19 is caused by the novel coronavirus SARS-CoV-2. Existing literature COVID-19 is caused by the novel coronavirus SARS-CoV-2. Symptoms range from mild
indicates that COVID-19 patients have risk factors that are also associated with obstructive sleep (fever, cough, fatigue) to severe (dyspnea and chest pain). While many people tend to
apnea (OSA), such as hypertension and diabetes mellitus. experience a mild to moderate disease course and recover with no major complications,
Objective: The objective of this analysis was to evaluate the characteristics and clinical course of risk factors such as older age and underlying medical conditions such as hypertension,
patients with a history of OSA who were hospitalized for COVID-19. diabetes mellitus, and coronary heart disease can increase one’s risk for more severe
Materials and Methods: UIC’s COVID Registry for Research, a database secured in UIC’s REDCap | !llness or death due to COVID-19." Obstructive sleep apnea (OSA) is a chronic sleep-

system which contains data regarding the demographics, clinical risk factors, and clinical outcomes | rélated breathing disorder in which the soft tissues of the upper airway partially or
of the first case series of 239 inpatients who tested positive and were hospitalized for COVID-19 at completely collapse during sleep. Thus, the individual experiences a brief episode of
UIH between March 18 - May 6, 2020, was examined to identify patients with a documented history | hypopnea (reduced airflow) or apnea (absent airflow) despite the continuous effort to
of diagnosed or suspected OSA. Data exists for up to 20 days post-positive COVID test. breathe. Blood oxygen saturation may decrease, and these pauses in breathing often are

Results: Of the initial 239 patients hospitalized for COVID-19, 36 (15.1%) were either diagnosed or | accompanied by sudden awakenings which diminish sleep quality.' Wh__i_le OSA is likely
suspected to have OSA. Ages ranged from 24-89 years, half were male. Most patients were African | underdiagnosed, it is estimated to affect 12% of the US adult population.' It also tends to

American and non-Hispanic/non-Latino. BMI ranged from 18.5-61.7 kg/m2, mean + standard be more prevalent among older adults. Since OSA impairs sleep quality, affected
deviation of 40.1, + 9.6. Comorbidities present included hypertension, history of smoking, type 2 iIndividuals are at greater risk for impaired cognitive function, motor vehicle accidents, and
diabetes mellitus, and congestive heart failure. Most of the patients were admitted for under one cardiovascular disease.V COVID-19 and OSA have been shown to have shared risk
week. Most frequently noted symptoms at baseline included cough, fever, dyspnea, and respiratory | factors, such as hypertension, diabetes, obesity, and older age. Patients with OSA have
distress. Most patients required nasal cannula as the maximum degree of oxygen support. Most also been indicated to be at a higher risk for having a worse COVID-19 disease course,
patients had recovered at day 20 after testing positive. and OSA has been shown to be an independent risk factor for severe COVID-19."

Conclusion: This study revealed a slightly higher prevalence of OSA in hospitalized COVID-19
patients compared to the general population. These patients tended to exhibit respiratory-related

signs/symptoms and medical history associated with severe COVID-19. O BJ ECTIV E

M ETH O DS The objective of this observational study is to evaluate the characteristics and clinical
courses of patients with a history of OSA who were hospitalized for COVID-19 at the
N University of lllinois Hospital (UIH).
UCRR patients diagnhosed with or suspected to have OSA R ES U I_TS
g /
Demographics Signs and symptoms * Most patients only required
. « 36 patients (15.1%) —  Cough - 75% nasal cannula as their
 Demographics . N\ . .
et sfap -srz/ggl;)f oxygen diagnosed with OSA or OSA « Fever — 69.4% maximum level of oxygen
o i it] probable * Dyspnea - 69.4% support (see Fig. 1)
|gns.an §ymptoms upon admission e ICQ adm!SSIOQ | . 50% male. 50% female 59 204 orevalent comorbidity (see
e Baseline vital SIgNS e Patient dISpOSIthn / e Race — predgminanﬂy African « Mean respira’[ion rate Flg 2)
— - . = . American (61.1%) (baseline) - 22.5, = 5.5+ Most patients recovered 20
Descriptive st.atl.stlcal analysis was .utlllze.d to obtain means, - Ethnicity — predominantly breaths per minute days after testing positive
sta}ndard deviations, and frequencies using SPSS Statistics for non-Hispanic/Latino (63.9%) « Mean O2 sat level and being admitted to the
Windows (v27.0, IBM, Armonk, NY: IBM Corp.) and Excel . BMI — 18.5-61.7 kg/m2: mean (baseline) - 92.5, = n 1 for COVID-19. b
(v16.0, Microsoft, Redmond, WA) ' ' ’ T ospital tor -19, but
’ ’ ’ and SD 40.1, = 9.6 6.7% 5.6% of pati '
: . .6% of patients died (see
Fig. 3)
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