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Editorial
Obstructive Sleep Apnea (OSA) is a prevalent disorder, characterized with repetitive
interruptions of breathing during sleep owing to the collapse of pharyngeal airway. It has been
linked to a myriad of diseases or conditions (comorbidities) which may have more or less influence
on the health outcome and life quality of the affected patients [1]. Among comorbidities in OSA
patients, cardiovascular diseases are prevalent and most often studied [1,2] Evidence has shown
that cardiovascular diseases, such as coronary atherosclerosis, heart failure and atrial fibrillation
can be triggered or aggravated by OSA [2,3]. The additive impact of OSA has also been observed in
subjects with coexisting non-cardiovascular diseases. For instance, patients with combined Chronic
Obstructive Pulmonary Disease (COPD) and OSA have more profound nocturnal hypoxemia,
more arrhythmia and a worse prognosis compared those with OSA alone [4,5].
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The close relationship between OSA to common comorbid diseases has been employed as a
way to pick out undiagnosed OSA patients. The consensus guideline by the Adult Obstructive
Sleep Apnea Task Force of the American Academy of Sleep Medicine recommended patients with
congestive heart failure, atrial fibrillation, refractory hypertension, type 2 diabetes, stroke, nocturnal
dysrhythmias, and pulmonary hypertension should be evaluated for OSA symptoms [6]. As well,
Continuous Positive Airway Pressure (CPAP) therapy has been recommended for OSA patients,
particularly for those of moderate to severe severity (Apnea-Hypopnea Index [AHI] 15 events
per hour). A lower AHI threshold for initiating CPAP therapy is considered in presence of certain
comorbid diseases. According to the Centers for Medicare and Medicaid Services (CMS) in the
United States, CPAP therapy is reimbursed for mild OSA (AHI: 5-14 events per hour) with coexisting
mood disorders or insomnia, or hypertension, ischemic heart disease, or stroke [7]. Despite this, the
impact of comorbidities on the important outcomes of OSA still needs to be evaluated, especially via
a systemic approach to tell the differential role of each disease.
Our previous work has tried to utilize a nationwide database-Taiwan National Health Insurance
Research Data base to probe into the impact of co morbidities on the mortality of OSA patients
[1]. We enrolled 9853 adult OSA patients with their baseline comorbidity profile recorded. During
an average follow-up period of 5.3 years, 311 (3.2%) subjects died. The leading cause of death was
cardiovascular diseases. Presence of any comorbidity in OSA patients carry a much higher risk
for mortality compared to those without comorbidity (Hazard ratio [HR] = 11.01, p< 0.001).
Furthermore, we identified age and ten co morbidities related to increased overall mortality, from
which the CoSA (Comorbidities of Sleep Apnea) index was devised. We assigned point to each
selected comorbidity based on it HR. The CoSA index was calculated as the total of the patient’s co
morbidities similar to the Charlson index [8]. The results showed the utility of this easy-to-use index
in stratifying the mortality risk of OSA patients based on the comorbidity burden.
Nonetheless, it is worth noting that the relationship of a given comorbidity to OSA may vary
across individuals. Take hypertension for example: high blood pressure in OSA patients may
attribute to increment of blood pressure secondary to OSA or primary hypertension, or both.
Although further characterization of such patients (eg: Dipper vs. non-dipper, refractory vs. nonfractory) may be more close to the exact etiology of high blood pressure [9,10], the efficacy of these
effort is still limited as evidenced by the small effect size of the reduction of BP in OSA patients
by CPAP therapy in randomized clinical trials [11]. Moreover, for OSA with multiple comorbid
diseases, to dissect the tangled interrelationship is a difficult task.
After all, the decision to initiate therapy for OSA patients should base on comprehensive
assessment of symptoms, disease severity gauged by Apnea-Hypopnea Index (AHI), efficacy of
treatment modalities, anticipated adherence to therapy, economics and patient preference. As well,

1

2018 | Volume 2 | Issue 1 | Article 1008

Chou Kun-Ta

Annals of Sleep Medicine Research

it seems that evaluation of comorbidities have to be incorporated as a
part of an integral approach.
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