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Objectives: We conducted this study to evaluate the utility of the McGill oximetry score (MOS) to rule out
moderate to severe obstructive sleep apnea syndrome (OSAS) in Korean children. Methods: We performed
a cross-sectional study by using medical and polysomnography (PSG) records from our sleep disorder cen-
ter. We assessed 58 PSG records conducted from September 2011 to December 2015. MOS was calculated
from the overnight oximetry tests performed as part of PSG. We also investigated age, gender, height z-
score, weight z-score, body mass index z-score, obesity, underweight, and pediatric daytime sleepiness
scale. Results: MOS revealed inconclusive (score 1) in 50 (68.2%), and abnormal (2-4) in 8 (13.8%) of PSG
results. And moderate to severe OSAS were diagnosed in 20 (34.5%) records according to the apnea-hypo-
nea index (=5). In a multivariate logistic regression analysis, age [adjust odds ratio (OR) 0.8; p-value=0.013]
and abnormal MOS (adjust OR 39.5; p-value=0.007) showed statistical significance between normal/mild
OSAS group and moderate/severe OSAS group. MOS had a positive predictive value of 88%, a negative pre-
dictive value of 74%, a sensitivity of 35% and a specificity of 97% for detecting moderate/severe OSAS. Con-
clusions: In our small group study, MOS cannot exclude moderate to severe OSAS. Further prospective
studies are needed. J Sleep Med 2016;13(1):15-20
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Table 1. Demographic and clinical characteristics according to MOS

MOS
) S p-value
Age, years 0.689*
Mean 8.2 7.6
SD 3.8 42
n 50 8
Gender, male 0.1391
% 58.0 87.5
n 29 7
Height z-score 0.398*
Mean 0.1 -0.8
SD 1 2.6
n 50 8
Weight z-score 0.547*
Mean 0.2 -0.3
SD 1.0 2.3
n 50 8
BMI z-score 0.557*
Mean 0.3 0.5
SD 1.0 14
n 47 8
Obesity 0.382F
% 43 12.5
n 2 1
Underweight 0.145t
% 0.0 12.5
n 0 1
PDSS 0.307*
Mean 12.5 9.7
SD 6.6 4.0
n 45 6

*Independent t-test, TFisher’s exact test. MOS: McGill oximetry
score, BMI: body mass index, PDSS: pediatric daytime sleepiness
scale, SD: standard deviation
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Table 2. Estimated OR from the univariate and multivariate logistic regression model to predict moderate to severe obstructive sleep

apnea
Univariate Multivariate*
Crude OR (95% CI) p-value Adjusted OR (95% CI) p-value

Age, years 0.80 (0.68 t0 0.96) 0.003* 0.76 (0.61 to 0.94) 0.013f
Gender, male 1.21 (0.39 t0 3.73) 0.739

Height z-score 0.61 (0.38 t0 0.98) 0.040* 0.56 (0.28 to 1.10) 0.094
Weight z-score 0.77 (0.49 to 1.21) 0.260

BMI z-score 1.67 (0.91 to 3.05) 0.100

Obesity 4.93 (0.42 t0 58.6) 0.206

Underweight 0.00 1.000

PDSS 1.0 (0.91 to 1.09) 0.919

MOS>1 19.92 (2.23to 177.75) 0.007* 39.50 (2.78 to 561.90) 0.007t

Y variable: apnea-hyponea index>5 (0=no, 1=yes). *Multivariate unconditional logistic analysis was conducted in variables that showed a
p-value<0.05, TThere was stastical significance between groups only in age and MOS>1, ¥Hosmer and Lemeshow test, x’=4.48 on 8 de-
grees of freedom, p=0.82. OR: odds ratio, CI: confidence interval, PDSS: pediatric daytime sleepiness scale, MOS>1: McGill oximetry

score>1

Table 3. Apnea-hyponea index by McGill oximetry score

AHI
>5, % (n=20) <5, % (n=38)
MOS>1 35% (7) 3% (1)
MOS=1 65% (13) 97% (37)

Sensitivity=35%, specificity=97%, positive predictive value=88%,
negative predictive value=74%. AHI: apnea-hyponea index, MOS:
McGill oximetry score
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