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wake and sleep transitions. They can occur in non-rapid eye 
movement (NREM) or rapid eye movement (REM) sleep stages. 
NREM parasomnias are typically more prevalent in pediatric 
populations. One such NREM parasomnia is sleep walking or 
somnambulance. One study estimates somnambulance has a 
prevalence of 17% in ages 3-13 years¹. Somnambulance typically 
occurs during stage 3 sleep which is clustered in the first half  of 
sleep when REM is less prevalent
Report of case(s):  A 4-year-old previously healthy male pre-
sented to clinic for a somnambulance consult. Around 6 months 
prior, his parents awoke around 3 AM to check on their crying 
infant, a sibling of our patient, and noticed the patient was miss-
ing. They noticed the back door open. Two blocks away they 
saw police lights and found he had been hit by a vehicle. He was 
admitted to the hospital for polytrauma, including bilateral pul-
monary contusions with acute respiratory failure, grade 4 liver 
and kidney lacerations, grade 3 adrenal injury, and right pari-
etal lobe parenchymal and subarachnoid hemorrhages. He was 
later discharged in stable condition with persistent but improved 
spasticity, impaired mobility, and cognition. His parents had not 
noticed any prior episodes of somnambulance. However, they 
did report other frequent parasomnias: somniloquy and confu-
sional arousals. These episodes were worse following late eve-
nings. There was a strong family history of somnambulance in 
the parent’s siblings. They denied any sleep disordered breathing 
symptoms. Parents were reassured and educated about parasom-
nia's self-limited nature but to keep a safe environment and avoid 
sleep deprivation.
Conclusion:  The majority of parasomnia in children have 
benign outcomes and eventual self-resolution with age. However, 
rare circumstances arise where these events can be hazardous 
including sleep-cooking, risking fire and burns or, as in this case, 
unknowingly walking into traffic. A sleep study is not always 
needed as parasomnias are a clinical diagnosis. However, it’s 
important to note that if  a patient has a history of parasomnias 
parents should be educated on the importance of keeping a safe 
environment to prevent possible harm.
Support (if any): 
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Introduction:  Many popular tourist destinations are at high-alti-
tude. Visitors commonly report poor sleep quality during the first 
few nights after arriving, but some do not resolve over time and 
daytime symptoms may develop that require medical attention.
Report of case(s):  A previously healthy 76-year-old American man 
presented with progressive fatigue and frequent nocturnal awaken-
ings to a clinic in Bogota, Columbia (altitude 2640 meters), where 
he had been living for eighteen months during the COVID-19 pan-
demic lockdown due to limited ability to travel. An arterial blood 
gas on room air revealed hypocapnia with a partial pressure of CO2 
of 25 mmHg. A polysomnography (PSG) performed in Bogota 
demonstrated an apnea-hypopnea index (AHI) of 98 events/hour 
consisting of predominately central as well as obstructive respira-
tory disturbances (Figure 1). After a titration study, he was placed 
on treatment with continuous positive airway pressure (CPAP) 
at 10 cmH2O along with oxygen 1  L/min, but he had difficulty 

acclimating to treatment. The patient presented to our institution 
two months after returning to the USA with significantly improved 
symptoms despite remaining off CPAP. Repeat PSG revealed a 
substantial reduction in the AHI at 15 events/hour consisting of 
only central respiratory disturbances in the supine position during 
transitional N1/N2 sleep (Figure 2). Positional therapy was recom-
mended. A repeat home sleep study performed three months later 
to reassess disease severity during non-supine sleep showed resolu-
tion of respiratory disturbances (Figure 3). High-altitude periodic 
breathing is a common phenomenon, characterized by alternating 
periods of absent respiratory efforts with periods of hyperventi-
lation without another etiology (1, 2). It occurs due to the inter-
action of hypocapnia and increased loop-gain (2). Central sleep 
apnea (CSA) is considered a disorder only when associated with 
symptoms, not simply due to an elevated central apnea index (3). 
The more rapid ascent and the higher the altitude, the greater risk 
of developing periodic breathing. Descending to a lower altitude 
will often resolve apnea after few days but the phenomenon can 
persist for up to months (2, 4) as our patient.
Conclusion:  CSA develops commonly upon ascent to high alti-
tude. When feasible, symptomatic patients should be encouraged 
to descend to a lower altitude.
Support (if any): 
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Introduction:  Dacryocystorhinostomy (DCR) is a surgical 
procedure that re-opens the nasolacrimal duct in patients with 
nasolacrimal duct obstruction and relieves symptoms of epi-
phora (watery eyes) by allowing tear drainage back to nasal 
mucosa. This procedure, however, can present a unique chal-
lenge for patients with obstructive sleep apnea (OSA) on contin-
uous positive airway pressure (CPAP).
Report of case(s):  We present a 65 year-old man with a history 
of nasolacrimal duct obstruction status-post DCR who initially 
presented with daytime hypersomnolence and multiple nighttime 
awakenings. He underwent polysomnography (PSG) demonstrating 
moderate OSA with Apnea-hypopnea index (AHI) 18.5 events per 
hour. After initiation of CPAP, he reported eye pain, dryness and a 
sensation of air blowing into his eye. Both mandibular advancement 
device and BPAP (bilevel positive airway pressure) were attempted, 
unfortunately neither was found to be sufficiently effective.
Conclusion:  This patient experienced a potential complication of 
DCR called lacrimal duct air regurgitation (LADR), which occurs 
due to the potential for reflux of air through the relatively dilated 
anastomosis from nasopharynx to puncta of the eye. By reducing 
end expiratory pressure, BPAP may in theory relieve expiratory 
LADR. A total-face mask was then employed as, covering the 
eyes allows for pressure equalization across the duct with resultant 
LADR improvement. This improved eye discomfort, but adher-
ence was limited due to bulkiness of the mask. Lacrimal duct plug-
ging may also be explored to reduce air reflux. This is an example 
of an uncommon complication of PAP therapy and highlights the 
unique challenges in maintaining adherence in this setting.
Support (if any): 
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