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StudyObjectives:Uncertainty exists over whether continuous positive airway pressure (CPAP) treatment improvesmoderate to vigorous physical activity levels
in those with obstructive sleep apnea. We aimed to determine effects of CPAP on moderate to vigorous physical activity among participants with co-occurring
cardiovascular disease and obstructive sleep apnea.
Methods: The Sleep Apnea cardioVascular Endpoints (SAVE) trial recruited participants with confirmed cardiovascular disease history and obstructive sleep
apnea, 45–75 years old. The 2,687 participants (1,346 randomized to CPAP plus usual care and 1,341 to usual care alone) were followed up for a mean of
3.7 years. Self-reported physical activity was recorded at baseline, 6, 24, and 48 months using the Godin-Shepard Leisure Time Exercise Questionnaire (LTEQ).
We also determined effects on any limitation of physical activity reported on the physical functioning subscale of the 36-item short form questionnaire (SF-36)
and proportions of participants reaching guideline recommended physical activity levels.
Results: Among 2,601 participants with available data, those in the CPAP group reported significantly more physical activity compared to the usual care
group, with approximately 20% higher reported moderate activities on the LTEQ during follow-up (adjusted mean 95% confidence interval) scores: 8.7, 7.5–9.9
vs 7.3, 6.1–8.5; P = .003). Those in the CPAP group also reported less limitation in physical activity (adjusted between-group difference in SF-36 physical
functioning subscale score 1.66, 95%confidence interval 0.87–2.45;P <0.001), andmore reported sufficient levels of physical activity tomeet recommendations.
Conclusions: CPAP has positive effects on improving physical activity levels, consistent with long-term health benefits.
Clinical Trial Registration: Registry: ClinicalTrials.gov; Name: Continuous Positive Airway Pressure Treatment of Obstructive Sleep Apnea to Prevent
Cardiovascular Disease (SAVE); URL: https://clinicaltrials.gov/ct2/show/NCT00738179; Identifier: NCT00738179; and Registry: Australian New Zealand Clinical
Trials Registry; Name: Sleep Apnea cardioVascular Endpoints study—An investigation of continuous positive airway pressure for the treatment of obstructive
sleep apnea to prevent cardiovascular disease; URL: https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=83062&isReview=true;
Identifier: ACTRN12608000409370.
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BRIEF SUMMARY
Current Knowledge/Study Rationale: Continuous positive airway pressure (CPAP) therapy for obstructive sleep apnea improves quality of life, yet it is
unclear whether this extends to increased physical activity. As regular physical activity is beneficial to cardiovascular health, it was important to examine
whether CPAP increased self-reported physical activity in a large prospective cohort.
Study Impact:Prescription of CPAP resulted in increased self-reported physical activity, alongwith self-report reductions in limitations to undertake physical
activity. Therefore, CPAP may encourage positive lifestyle changes consistent with long-term health benefits, complementing CPAP with improvements
in health.

INTRODUCTION

Obstructive sleep apnea (OSA) is defined by repetitive episodes
of partial (hypopnea) or complete (apnea) upper airway ob-
struction during sleep that cause oxygen desaturation, sleep

fragmentation, and daytime sleepiness. OSA has been linked to
cardiometabolic conditions such as type 2 diabetes mellitus,1

hypertension,2 cardiovascular (CV) events3 and neurocognitive
dysfunction.4 Increasing severity of OSA is associated with
reduced levels of physical activity,5 with many affected
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individuals classed as overweight or obese.6 The impact of
continuous positive airway pressure (CPAP), the gold standard
treatment of OSA, on activity levels is uncertain. Although
CPAP reduces daytime sleepiness7 and improves self-reported
quality of life8,9 and mood,10 4 short duration studies (2 un-
controlled and 2 randomized controlled trials), have produced
conflicting results for effects on physical activity.11–14 Diamanti
et al12 showed improved sleepiness and mood in 24 CPAP-
adherent participants over 6 months, but no change in objec-
tively measured activity, whereas Jean et al13 found that both
self-reported and objectively measured levels of activity in-
creased in 62 participants on CPAP over 7 months. Batool-
Anwar et al11 showed a small increase in self-reported recre-
ational activity in women, but not men, after 4 months of CPAP
vs sham CPAP. West et al14 failed to show changes in physical
activity levels over 3 months between 16 participants who used
therapeutic CPAP and 20 participants who had placebo CPAP.

As regular exercise reduces the risks ofCVevents and improves
quality of life,15,16 the American College of Sports Medicine and
American Medical Association recommend a minimum of 150
minutes (or 30 minutes on 5 days) of moderate to vigorous
physical activity (MVPA) per week for health benefits.17,18

The aim of this study was to determine whether long-term
CPAP treatment affects self-reported physical activity among
participants with moderate-severe OSA and comorbid CV
disease of the Sleep Apnea cardioVascular Endpoints (SAVE)
study, an international randomized controlled trial ofCPAPplus
usual care vs usual care alone.19,20

METHODS

Design
SAVEwas an international,multicenter, randomized controlled
trial, the details of which have been described previously.19,20 In
brief,male and female participants, aged 45–75 years old, with a
prior diagnosis of coronary and/or cerebrovascular disease,
were invited to participate. OSA was defined as an oxygen
desaturation index of ≥ 12 events/h with peripheral oxygen
saturation reduction at least 4%, measured by respiratory poly-
graphy (Apnealink, ResMed, San Diego, CA). Participants
were excluded from the SAVE study if they had severe excessive
daytime somnolence (Epworth Sleepiness Scale score > 15/24),
severe nocturnal hypoxemia (oxygen desaturation ≤ 80% for >
10% of the sleep time recording), and/or had predominantly
Cheyne-Stokes respiration pattern, indicating central sleep
apnea. Those who met the inclusion criteria underwent a 7-day
trial of sham CPAP, where pressure was set at subtherapeutic
levels, to identify those who would be able to tolerate the CPAP
mask and thus be more likely to adhere to study procedures.
Those who recorded a nightly sham CPAP use less than 3 hours
were excluded.

Randomization and interventions
Eligible participants were randomly assigned centrally to re-
ceive either CPAP treatment plus usual care (CPAP group) or
usual care alone (Usual Care group). Randomization was
performed with the use of a minimization procedure to balance

the group assignments according to site, type of CV disease
(cardiac, cerebrovascular, or both), and severity of daytime
sleepiness (Epworth Sleepiness Scale score < 11 vs≥11). CPAP
group patientswere providedwith an automated positive airway
pressure machine (REMstar Auto, M or PR series, Philips
Respironics, Murrysville, PA) that was initially set in auto-
matic mode for 1 week and thereafter fixed to the 90th per-
centile of pressure that was calculated by the automated
positive airway pressure device from the recorded data.
Concomitant management of CV risk factors was performed
in accordance with national guidelines. All participants
were given advice on healthful sleep habits and lifestyle changes
to minimize OSA symptoms, but there was no specific di-
etary or exercise intervention.

The SAVE trial was conducted according to the amended
Declaration of Helsinki. Local institutional review boards, or
independent ethics committees at recruiting sites, approved the
protocol. All participants or appropriate surrogate provided
written informed consent.

Procedures
Information on demographic and clinical characteristics, medical
history, medications, and health behaviors was recorded at
the time of enrolment.

Physical activity was reported using the Leisure-Time Ex-
ercise Questionnaire (LTEQ)21 at baseline and at follow-up
appointments at 6, 24, and 48 months. The LTEQ records the
frequency of vigorous, moderate, andmild intensity of physical
activity, of at least 15 minutes duration, during the past week. A
total score was calculated by weighted multiplication of the
reported number of episodes for each intensity level of exercise:
number of vigorous, moderate and mild episodes by × 9, 5, and
3, respectively. Although mild physical activity was recorded,
current evidence suggests that moderate and vigorous activity is
most likely to convey substantial health benefits,22 with an
LTEQ score of 24 or greater from moderate and vigorous
categories shown to equate to the American College of Sports
Medicine and American Medical Association recommenda-
tions of at least 150 minutes of MVPA per week.22,23

Responses to questions on the Medical Outcomes Study 36-
item short-form questionnaire (SF-36) physical functioning
subscale (PFS, items 3 to 12) at the same timepointswere used to
ascertain self-perceived limitations (not limited, somewhat
limited, very limited) in undertaking physical activities of
differing intensities (eg, walking more than 1 km, walking
500 m, walking 100 m).24 Responses were converted to a nu-
meric PFS score on a 0 (most disability) to 100 (perfect
health) scale.

Statistical analysis
Linear mixed models were used to assess differences between
the CPAP and Usual Care groups during follow-up for each
intensity level of exercise and the total LTEQ score. Baseline
age, sex (male vs female), ethnicity (Caucasian vs Asian vs
other), presence of diabetes mellitus, smoking status (current vs
former vs never), body mass index, oxygen desaturation index,
daytime sleepiness (measured by the Epworth Sleepiness
Scale), baseline physical activity (on the LTEQ) and type of
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co-occurring CV disease (coronary, cerebral, or combination)
were included in the models based on clinical relevance to
prognosis and levels of physical activity. To test whether there
were effects in subgroups of participants, interaction terms for
variables of interest with CPAP treatment were each added to
the linear mixed model.

To assess the importance of adherence to CPAP therapy, we
assessed LTEQ outcomes in comparison to average nightly
adherence to CPAP to 24months as a continuous value.We also
assessed outcomes according to per-protocol treatment ad-
herence groups: participants who achieved good adherence to
CPAP (average ≥ 4 h/night to 24 months), those allocated to
CPAP with poor use (average < 4 h/night to 24 months), and
Usual Care participants who never used CPAP, identified as
previously described.20

Linear mixedmodels were used to assess whether SF-36 PFS
scores differed by treatment group during follow up. Ordinal
regression analyses were subsequently used to determine
whether responses to component questions of the SF-36 PFS
differed according to treatment allocation, adjusted for age,
ethnicity, diabetes mellitus, smoking status, CV event type,
baseline body mass index, oxygen desaturation index, Epworth
Sleepiness Scale, and SF-36 scores.Adjusted ordinal regression
was also used to determine effects of CPAP on guideline rec-
ommended levels of physical activity based on the MVPA
LTEQ score, where participants were classed as no (score 0),
insufficient or some benefit (score 1–23; combining insufficient
[1–14] or some [15–23] benefit), and active (score ≥ 24, sub-
stantial health benefits) of MVPA.

A two-tailed standard significance level (P < .05) was used.
All analyseswere performed in SPSS (v23, IBM,Armonk,NY).

Data availability
Individual deidentified participant data used in these analyses
may be shared by request from qualified investigators with
approval of a protocol and signed data access agreement via
contacting the chief investigators or the research office of The
Adelaide Institute for Sleep Health, South Australia.

RESULTS

After exclusion of participants who died or lacked LTEQ or SF-
36 data during follow-up, there were 2601 included with
available data (Figure 1). Table 1 shows there were no sig-
nificant differences in characteristics between the CPAP and
Usual Care groups at baseline.

During follow-up, the CPAP group reported higher total
LTEQ scores compared to the Usual Care group (adjustedmean
26.6 points, 95% confidence interval [CI] 24.7–28.5 vs 24.4
points, 95%CI22.5–26.3;P=0.003). Individual components of
the LTEQ (Figure 2) demonstrated that the CPAP group re-
ported significantly higher levels of moderate physical activity
during follow-up compared to the Usual Care group (adjusted
mean 8.7 points, 95% CI 7.5–9.9 vs 7.3, 95% CI 6.1–8.5; P =
0.003). There were no significant differences between treat-
ment groups for vigorous physical activity (adjusted mean
during follow-up 3.4 points, 95%CI 2.6–4.2 vs 2.9 points, 95%

CI 2.1–3.7; P = 0.125) or mild physical activity (adjusted
mean 14.4 points, 95% CI 13.5-15.3 vs 14.2 points, 95% CI
13.3–15.1; P = 0.599). Interaction testing between treatment
and follow-up timepoint was not significant (Pinteraction = .252
for total exercise score), suggesting that, considering the var-
iable length of follow-up, the reported activity at an individual
level plateaued after early improvement.

Interaction testing also showed no indication that the effect
of CPAP on physical activity levels during follow-up differed
according to sex (Pinteraction = .516), ethnicity (Pinteraction = .804),
diabetes status (Pinteraction = .513), category of CV disease
history (cardiac/cerebrovascular/both; Pinteraction = .628), or
age (Pinteraction = .516). There was a negative association evi-
dent with body mass index (Pinteraction = .020), suggesting that
higher follow-up physical activity was more likely to be re-
ported during follow-up in participants with lower baseline
body mass index.

When CPAP participants were divided into 2 groups using a
threshold of 4 h treatment use per night (Table S1 in the
supplemental material), only the group with good adherence to
treatment had significantly higher total and moderate activity
LTEQ scores compared with Usual Care participants who never
used CPAP (Table S2). Similar to the primary analysis, there
were no significant differences between adherence groups for
either vigorous or mild activity scores (data not shown).
However, the association between nightly CPAP adherence
level in hours per night as a continuous measure and reported

Figure 1—Flow diagram of included participants.

A full CONSORT diagram for the main SAVE study is available in McEvoy
et al.17 Participantswere excluded from this secondary analysis if they died
during the course of follow-up or had no physical activity data from the
LTEQ or SF-36 questionnaires during follow-up. LTEQ = Leisure Time
Exercise Questionnaire, SAVE = Sleep Apnea cardioVascular Endpoints,
SF-36 = Medical Outcomes Study 36-item short-form questionnaire.
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moderate exercise did not reach statistical significance (0.23
points improvement per hour of adherence, 95%CI−0.06–0.53,
P = .118).

Figure 3 shows health benefit classifications of participant
LTEQ responses during follow-up. Althoughmany participants
in each group reported no strenuous physical activity, those
allocated to CPAP were more likely to report MVPA levels
consistent with recommendations for more health benefits
during follow-up compared to those in the Usual Care group
(odds ratio for CPAP treatment 1.20, 95% CI 1.07–1.35;
P = .002).

SF-36 PFS scores were higher in the CPAP group during
follow-up (adjusted between-group difference 1.66, 95% CI
0.87–2.45; P < .001). To assess whether this difference may
have been driven by particular items, responses to individual
questions in the PFS were examined at all-timepoints (Figure
S1). Ordinal regression analyses indicated that the CPAP group
was significantly positively associatedwith responses to several
of these questions, as shown inTable 2. The activities for which
CPAP users reported fewer limitations generally corresponded
to more vigorous or demanding activities, whereas no signifi-
cant differences in limitationswere found between the treatment

groups for less intense activities, for which most participants in
both groups reported no limitations.

DISCUSSION

This secondary analysis of the SAVE trial has shown that in
patients with co-occurring OSA and CV disease, the addition of
CPAP treatment to usual guideline-directed CV care results in
higher levels of self-reported physical activity and fewer self-
reported limitations to activities of daily living. The observed
self-reported increase in physical activity as a result of CPAP
treatment is likely be real: thefindings from the 2 questionnaires
(ie, the LTEQ and SF-36 PFS) were consistent with each other,
the effect was evident after adjusting for potential confounders,
and no exercise interventionwas explicitly prescribed for any of
the trial participants. Moreover, participants who were able to
adherewell to CPAP therapy (ie, usedCPAP for 4 ormore hours
per night) showed greater benefit compared with their coun-
terparts who did not adhere well to treatment, although this
improvement did not appear to have a strictly linear relationship
with adherence measured in hours per night.

Table 1—Baseline characteristics of included SAVE participants.

Allocated Treatment

CPAP (1,305) Usual Care (1,296)

Male 1,058 (81.1%) 1,039 (80.2%)

Cardiovascular disease history

Coronary 662 (50.7%) 648 (50.0%)

Cerebral 597 (45.7%) 592 (45.7%)

Combination 46 (3.5%) 56 (4.3%)

Diabetes mellitus 389 (29.9%) 377 (29.2%)

Smoking status

Never 572 (43.9%) 590 (45.6%)

Previous 526 (40.4%) 516 (39.9%)

Current 204 (15.7%) 187 (14.5%)

Ethnicity

Caucasian 326 (25.0%) 324 (25.0%)

Asian 828 (63.4%) 820 (63.3%)

Other 151 (11.6%) 152 (11.7%)

Age, mean (range), years 61.2 (45.0–75.7) 61.1 (44.7–75.8)

BMI, kg/m2 28.8 ± 4.6 28.5 ± 4.3

ODI, events/h, 4% SpO2 28 ± 14 28 ± 14

Epworth Sleepiness Scale score 7.3 ± 3.6 7.5 ± 3.6

LTEQ moderate-vigorous physical activity

Score 11.9 ± 23.1 12.8 ± 29.3

Minutes/w conversion 31.7 ± 57.9 34.0 ± 71.7

SF-36 PFS 76 ± 20 75 ± 21

CPAP adherence, average hours/night to 24 months 3.49 ± 2.22 -

Continuous data are presented as means ± SD, except age. Count variables are presented as n (%). BMI = body mass index, CPAP = continuous positive
airway pressure, ODI = oxygen desaturation index, LTEQ = Leisure Time Exercise Questionnaire, PFS = physical functioning subscale, SD = standard
deviation, SF-36 = short-form health survey 36 item.
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Baseline activity levels in this older, overweight, comorbid
population were low, in keeping with previous reports in pa-
tients with CV disease25–29 and also some populations with
noncomorbid OSA30,31: only 22% of participants met current
health guidelines for 150 minutes or more of moderate or
vigorous physical activity per week at baseline.22,23,32 The
proportion of participants in the Usual Care group meeting this
threshold declined during follow-up, whereas it increased
among CPAP group participants, suggesting a net benefit of
CPAP treatment.

Results of previous studies have been mixed: our results are in
agreementwith Jean and colleagues, 13 who, in a small uncontrolled
7-month study, found that CPAP-adherent patients with OSA re-
ported increased physical activity, which was confirmed by daily

pedometer step counts. On the other hand, in a similar, albeit small
and shorter-duration study, Diamanti and colleagues12 showed no
increase in actigraphy-measured physical activity. Batool-Anwar
et al,11 using self-reported physical activity, found women using
therapeutic CPAP reported significant increases in recreational
physical activity compared to those using sham CPAP. In contrast,
men using therapeutic CPAP reported no change in recreational
physical activity; however, those using sham CPAP reported a
significant reduction in recreational physical activity.Ourfinding of
CPAP-related improvement in theSF-36physical function subscale
isconsistentwithsome,33,34 but not all,35,36 previous studies.None
of these above studieswere, however, conducted in a population
with co-occurring OSA and CV disease and low baseline levels
of physical functioning.

Figure 2—Physical activity scores from LTEQ.

Mild, moderate, and vigorous physical activity point scores from the Leisure Time Exercise Questionnaire (LTEQ) in Continuous Positive Airway
Pressure (CPAP, dark gray) and Usual Care (UC, light gray) treatment groups at the indicated timepoints. Data are observed mean and 95% confidence
interval scores, with significance from linear mixed models.
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Recent studies have challenged the assumption that health
benefits occur linearly with increasing volumes of exercise. A
pooled analysis of over 650,000participants over 14years showed a
20% lower mortality risk for people performing less than the rec-
ommended150minutesofMPVAperweekcompared to thosewho
undertooknoexercise at all.37 Evidenceassessed for the formulation
ofUSphysical activityguidelines alsohighlight that there appears to
be no minimum threshold duration of MVPA for health benefits.38

Thus, the 20% higher self-reported MVPA shown in the CPAP
group compared to Usual Care group here would likely convey

substantial health benefits over longer periods of time beyond the
duration of follow-up in SAVE.

The strengths of this study were the large, international
cohort; the relatively long duration of follow-up; and the sys-
tematic prospective collection of the LTEQ and SF-36 data. The
LTEQ questionnaire used in this study has been validated
against the recommended 150 minutes of moderate vigorous
physical activity per week recommendations.39,40 Furthermore,
theLTEQhas beenutilized in other chronic disease populations,
including CV disease,41,42 cancer,43 and multiple sclerosis.44

There are some shortcomings of this study. There was no
objective measure of physical activity. It would have been
logistically difficult to collect such information in the inter-
national SAVE trial in which participants were recruited from
diverse socioeconomic and health care settings and were fol-
lowed for several years. Future studies of CPAP treatment of
OSA should take advantage of recent technological advances
and the widespread availability of activity tracking devices to
incorporate objective measurement of physical activity and sed-
entarybehavior levels.TheLTEQitselfonlyexamined leisure time
physical activity and did not examine incidental physical activity,
such as gardening or housework, meaning CPAP-induced im-
provements in incidental physical activity have not been captured.
Incidental physical activity, such as gardening, conveys health
benefits to older adults.45 Other questionnaires, such as theActive
Australia,46 examine for incidental physical activity, along with
leisure time physical activity, and could be used in future studies.
Finally, as individuals with severe hypoxemia or excessive sleep-
inesswere excluded fromSAVE, the results of this studymaynot be
generalizable to all patients with OSA.

CONCLUSIONS

This study shows that individuals with moderate-severe OSA
and co-occurring CV disease when treated with CPAP therapy

Figure 3—Participants meeting guidelines from LTEQ.

Percentage of valid participant responseswithmoderate-vigorous Leisure
Time Exercise Questionnaire (LTEQ) scores consistent with substantial
health benefits (dark gray, ≥ 24 points) or insufficient or some health
benefits (light gray, 1–23 points) at the indicated timepoints in Continuous
Positive Airway Pressure (CPAP) and Usual Care (UC) treatment groups.
Participants reporting no leisure time physical activity are not shown.

Table 2—Effect of CPAP treatment on SF-36 physical functioning subscale scores during follow-up (6, 24, and 48 months).

SF36 Question Does your health now limit you in these activities? Odds Ratio (95% CI) for CPAP P

3 Vigorous activities, eg, running, lifting heavy objects,
participating in strenuous sports

1.28 (1.14–1.43) < .001

4 Moderate activities, eg, moving a table, pushing a
vacuum cleaner, bowling, playing golf

1.31 (1.18–1.47) 8.58 × 10−7

5 Lifting or carrying groceries 1.12 (0.98–1.28) .098

6 Climbing several flights of stairs 1.23 (1.10–1.37) < .001

7 Climbing one flight of stairs 1.10 (0.93–1.29) .268

8 Bending, kneeling, or stooping 1.15 (1.02–1.29) .018

9 Walking more than one kilometer 1.26 (1.11–1.42) < .001

10 Walking half a kilometer 1.22 (1.04–1.43) .016

11 Walking 100 meters 1.08 (0.87–1.34) .473

12 Bathing or dressing yourself 1.24 (0.99–1.55) .057

Odds ratios for allocation to CPAP treatment arm; from ordinal regression for higher responses during follow-up, to the SF-36 physical functioning subscale
questionnaire items. Adjusted for cardiovascular disease history (coronary, cerebrovascular, or both), ethnicity, sex, corresponding baseline value for the
question of interest, and Epworth Sleepiness Scale score, body mass index, diabetes and smoking status at baseline. CI = confidence interval, CPAP =
continuous positive airway pressure, SF-36 = short form health survey 36 item.
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report higher levels of physical activity and fewer physical
health limitations than their counterparts receiving usual CV
care alone. Therefore, although CPAP did not directly reduce
the risk of secondary CV events during the SAVE trial,19 the
results of this analysis suggest that CPAP users are more likely
to engage in physical activity that, if sustained over a longer time
horizon and confirmed by objective activity measures, could
reduce the recurrence of CV events aswell as provide other long
term positive benefits for health and wellbeing.

ABBREVIATIONS

CI, confidence interval
CPAP, continuous positive airway pressure
CV, cardiovascular
LTEQ, Leisure Time Exercise Questionnaire
MVPA, moderate-vigorous physical activity
PFS, physical functioning scale
SAVE, Sleep Apnea cardioVascular Endpoints
OSA, obstructive sleep apnea
SF-36, Medical Outcomes Study 36-item short-

form questionnaire
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40. Kružliaková N, Estabrooks PA, You W, et al. The relationship between the
Stanford Leisure-Time Activity Categorical Item and the Godin Leisure-Time
Exercise Questionnaire among rural intervention participants of varying health
literacy status. J Phys Act Health. 2018;15(4):269–278.

41. Siow E, Leung DYP, Wong EML, Lam WH, Lo SM. Do depressive symptoms
moderate the effects of exercise self-efficacy on physical activity among patients
with coronary heart disease? J Cardiovasc Nurs. 2018;33(4):E26–E34.

42. Smith PJ, Sherwood A, Mabe S, Watkins L, Hinderliter A, Blumenthal JA.
Physical activity and psychosocial function following cardiac rehabilitation: One-
year follow-up of the ENHANCED study. Gen Hosp Psychiatry. 2017;49:32–36.

43. Amireault S, Godin G, Lacombe J, Sabiston CM. Validation of the Godin-
Shephard Leisure-Time Physical Activity Questionnaire classification coding
system using accelerometer assessment among breast cancer survivors.
J. Cancer Surviv. 2015;9(3):532–540.

44. Motl RW, Bollaert RE, Sandroff BM. Validation of the Godin Leisure-Time
Exercise Questionnaire classification coding system using accelerometry in
multiple sclerosis. Rehabil Psychol. 2018;63(1):77–82.

45. Nicklett EJ, Anderson LA, Yen IH. Gardening activities and physical health
among older adults: a review of the evidence. J App. Gerontol. 2016;35(6):
678–690.

46. Australian Institute of Health andWelfare. The Active Australia Survey: a Guide
and Manual for Implementation, Analysis and Reporting. Vol CVD 22. Canberra,
Australia: AIHW; 2003.

ACKNOWLEDGMENTS

The authors thank the SAVE investigators for their contribution to this work. A full list of
the SAVE investigators and staff is in the online supplement of McEvoy et al. 2016,
available at https://www.nejm.org/doi/full/10.1056/NEJMoa1606599. Author
contributions: DS and KAL had full access to all the data in the study and take
responsibility for the integrity of the data and the accuracy of the data analysis. DS, KAL,

MPB, and RDM planned the analyses. DS and KAL carried out analyses and drafted
the manuscript. YL, GLF, FEB, CSA, and RDM were key investigators in the SAVE
trial responsible for data collection. All authors contributed to interpretation and revising
the manuscript.

SUBMISSION & CORRESPONDENCE INFORMATION

Submitted for publication April 23, 2020
Submitted in final revised form September 1, 2020
Accepted for publication September 2, 2020
Address correspondence to: Kelly A. Loffler, PhD;
Email: kelly.loffler@flinders.edu.au and R. Doug McEvoy, MD; Email: doug.mcevoy@
flinders.edu.au

DISCLOSURE STATEMENT

All authors have seen and approved this manuscript. The SAVE trial was supported by
project grants (1006501 [2011–2015] and 1060078 [2014–2016]) from the National
Health and Medical Research Council (NHMRC) of Australia and by Respironics Sleep
and Respiratory Research Foundation and Philips Respironics. Supplementary trial
funding was provided by Fisher & Paykel Healthcare, the Australasian Sleep Trials
Network (enabling grant 343020 from the NHMRC), the Spanish Respiratory Society
(grant 105-2011), and Fondo de Investigaciones Sanitarias (Grant 13/02053). In-kind
donations were provided by Respironics for CPAP equipment and by ResMed for sleep
apnea diagnostic devices. All funders had no involvement in the study design, in the
collection, analysis, and interpretation of data; in writing of the report; and in the decision
to submit the paper for publication. D.W.D. is a Senior Research Fellow of the National
Health and Medical Research Council of Australia (NHMRC). F.E.B. received a research
grant from ResMed (an Australian company that develops products related to sleep
apnea), Philips and the Health Research Fund, Spanish Ministry of Health. C.S.A. holds
anNHMRCSenior Principal Research Fellowship and has received fees fromBoehringer
Ingelheim and Amgen for participating in advisory panels, from Takeda China and
Boehringer Ingelheim for speaking at seminars, and a research grant from Takeda China
paid to his institution. R.D.M. held a practitioner fellowship from the NHMRC and reports
grants and nonfinancial support from Philips Respironics, nonfinancial support from
ResMed, grants from the NHMRC, and grants from Fisher & Paykel, during the conduct
of the study; nonfinancial support from Air Liquide; and speaker fees from ResMed.
The other authors report no conflicts of interest. Some of these results were presented
in abstract form at the 24th Congress of the European Sleep Research Society in
Basel, 2018 (P405 in Journal of Sleep Research 27(S1) DOI: 10.1111/jsr.12751.

Journal of Clinical Sleep Medicine, Vol. 17, No. 2 February 1, 2021148

D Stevens, KA Loffler, MP Buman, et al. CPAP increases physical activity
D

ow
nl

oa
de

d 
fr

om
 jc

sm
.a

as
m

.o
rg

 b
y 

49
.1

45
.2

27
.8

5 
on

 F
eb

ru
ar

y 
14

, 2
02

2.
 F

or
 p

er
so

na
l u

se
 o

nl
y.

 N
o 

ot
he

r 
us

es
 w

ith
ou

t p
er

m
is

si
on

. 
C

op
yr

ig
ht

 2
02

2 
A

m
er

ic
an

 A
ca

de
m

y 
of

 S
le

ep
 M

ed
ic

in
e.

 A
ll 

ri
gh

ts
 r

es
er

ve
d.

 

https://www.nejm.org/doi/full/10.1056/NEJMoa1606599
mailto:kelly.loffler@flinders.edu.au
mailto:doug.mcevoy@flinders.edu.au
mailto:doug.mcevoy@flinders.edu.au
https://doi.org/10.1111/jsr.12751

	CPAP increases physical activity in obstructive sleep apnea with cardiovascular disease
	Outline placeholder
	Design
	Randomization and interventions
	Procedures
	Statistical analysis
	Data availability



