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We thank Dr. Masoud1 for his important observations 
regarding our paper.2 We offer the following response.

The aim of the study was the comparison of the volume and 
area of the UA with CTCB in healthy and OSA children, diag-
nosed with polysomnography that is the gold standard for this 
diagnosis. Therefore we believe that the size of the tonsils is 
very important but has not been used for the diagnosis of OSA 
and should not be cited in this study.3–5

The purpose of the study was not to measure the size of the 
tonsils but the volume of the UA and sites of major constric-
tions. Recurrence of the clinical condition can happen after 
adenotonsillectomy, and it is believed to be due to concomitant 
craniofacial problems, among others. These alterations can be 
easily recognized and treated by the orthodontist.6,7 The inclu-
sion criterion was based on the presence or absence of disease 
(OSA). The subjects were included or excluded according to 
their clinical symptoms and according to the results of poly-
somnography. The age of children was 7–14 years old; this is 
the age at which regression of lymphoid tissue is expected, 
especially in those who have undergone surgery.

The study and control groups were formed by the results 
of this examination and the complaints of patients. The 
importance of the study was based on detecting locations 
of lower volume and constriction of the UA. These critical 
points of constriction can be caused by numerous anatom-
ical and functional factors; knowledge of these factors is 
essential for professionals involved in research and clinical 
treatment.8,9

The persistence of disease during growth and development 
may lead to or exacerbate dental skeletal changes. One of the 
anatomical factors for persistent OSA can be hypertrophy of 
the soft palate; therefore we wanted to see areas of constric-
tion in UA. To carry out the tests CTBC, we followed previous 
studies protocols. As it was a case-controlled study, the 
measurements were made in both groups in the same way to 
achieve reliability.10–12

The head of the patient has been positioned according to the 
recommendations of the CBCT manufacturer, with the Frank-
fort plane perpendicular to the floor; that position is guided by 
a light beam of the device itself, although the head position in 
CTCB tests can be corrected by software and thus do not inter-
fere with the measurements.13–15
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