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Retinal Nerve Fiber Layer Thickness in Obstructive Sleep Apnea Hypopnea Syndrome. Li Xinyu, Wang Juan, Xu Lingjuan et al. Depart-
ment of Ophthalmology, Tongji Hospital, Tongji Medical College, Huazhong University of Science and Technology, Hubei 430030, China

Abstract Objective To observe the retinal nerve fiber layer (RNFL) thickness in patients with obstructive sleep apnea hypopnea
syndrome (OSAHS). Methods Healthy people and patients complained of sleep apnea were continuously selected, received polysom-
nography and detailed eye examination. Forty three patients with OSAHS whose Apnea — Hypopnea index =5 and 36 healthy people whose
Apnea — Hypopnea index <5 were enrolled in this prospective study. There were no significant differences between the two groups of pa-
tients with age, sex, body mass index. The oxygen saturation and intraocular pressure were examined, and Stratus OCT 3000 was used to
examine the RNFL thickness. The follow up time was 12 months. Results The average oxygen saturation in OSAHS group and the control
group were 89.87% +3.69% and 96.11% =1.51% ,and the difference was statistically significant (¢ =2.43,P =0.04). At the first
visit and the 12th month, there was no significant change in IOP between OSAHS group and the control group (1 =7.32, P=1.37; ¢ =
5.94, P=0.86). The average RNFL thickness at the first visit was 103.47 £6.93um, and decreased progressively to 96.82 +8. 14pum
at the 12th month. In the control group, the average RNFL thickness didn’t differ in Oth and 12th month. In the 12th month, statistically
significance of superior, inferior and nasal RNFL thickness were found between OSAHS patients and controls at the 12th month. There was
a positive correlation between apnea — hypopnea index and RNFL thickness reduction. Conclusion RNFL thickness decreased in some
OSAHS patients, and the decrease was associated with the severity of OSAHS.
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