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Obstructive sleep apnea (OSA), characterized by partial or
complete airway obstruction that disrupts normal ventilation
and patterns sleep, is seen with increasing prevalence in chil-
dren with obesity compared with children without obesity1

because of factors affecting airway anatomy, altered chest
wall dynamics, and altered ventilatory drive.2,3 Although ton-
sillectomy and adenoidectomy are often curative in children
without obesity, obesity is a major risk factor for residual OSA
and recurrence of OSA.4,5 Positive airway pressure (PAP)
therapy is an alternative treatment for children and adolescents
with obesity with OSA. Although PAP therapy is effective
and relatively safe, poor adherence is a major barrier to this
treatment modality.6

In this issue of the Journal of Clinical Sleep Medicine, Katz
et al7 used a subset of a prospective multicenter study to look at
factors affecting adherence to PAP therapy in older children and
young teens with obesity (defined by body mass index [BMI] ≥
95th percentile for sex and age). Baseline polysomnography
(PSG) data were used to identify youth with moderate-severe
OSA for whom PAP therapy was recommended. Significant un-
derlying medical conditions and recent consistent use of PAP
therapy were exclusionary criteria. Of note, the study aimed to
include patients with obesity hypoventilation as well, but none
of the patients met diagnostic criteria. Patients were followed
for a year, and at the end of the observation period, parent and
patient questionnaires, use diaries, self-report, and objective
PAP use downloads were used to determine PAP adherence.
PAP adherence was defined by use of PAP therapy for an av-
erage of ≥4 h/night on >50% of nights. Of the 14 patients in-
cluded in this study, 79% met the criteria for adherence to PAP
therapy. Of the available baseline PSG data (apnea-hypopnea
index, obstructive apnea-hypopnea index, lowest oxygen sat-
uration, and highest CO2), only the oxygen saturation nadir had
a statistically significant difference. Questionnaire data showed
overall agreement in parent and child perception of PAP use.
Most patients and parents report patient control of PAP use.
Although not examined statistically, there were some notable
trends in individual questions, including those about initial

experience and expectations that suggested a difference be-
tween the adherent and nonadherent groups.

Most limitationswith the study are related to the small sample
size of 11 patients, of which there were only 3 nonadherent
patients (2bilevelpositiveairwaypressureand1continuouspositive
airway pressure users). There were also 2 patients who did not have
objective PAP machine downloads. Presumably, these patients
would have categorize themselves as adherent, as self-report reports
and diaries would tend to overestimate use.8 With such a small
sample size, these may have influenced the data significantly.
Although as a group, there was no difference in baseline BMI, it
would have been helpful to include individual values of BMI on
figure 1 in Katz et al.7 Also, because obesity and OSA have a
bidirectional relationship,9 change in weight or BMI over the
1-year observation period could be important information af-
fecting adherence, because significant weight gain or lossmight
make PAP settings or perception of PAP need change with
time. Additional saturation data fromPSG and titration/PAP setup
wouldalsohaveadded to the study.PediatricOSAismore than just
the obstructive apnea-hypopnea index10 and isolated extremes of
O2 and CO2 data. Other PSG measurements may have been
helpful to see if they affected adherence; for example, presence
of sleep fragmentation and additional saturation data could be
suggestive of chronic partial obstruction. Likewise, quality of
titration, pressure settings, use of comfort settings, and type of
interface that may all have affected early acceptance of PAP.

A benefit from the study is that it highlights some possible
areas of intervention that might lead to improved PAP adher-
ence. Most adherent patients reported “It was easy getting used
to PAP,”whereas none of the nonadherent group did. Similarly,
most of the adherent patients responded positively to “I ex-
pected PAP to make me feel better” compared with the non-
adherent group. All the nonadherent group “expected PAP to be
a hassle.” A very important observation in this study was that
most patients and parents alike identify the patient as being in
charge of their PAP use, the expectation of which may be
somewhat unrealistic given that some patients were as young
as 8 years old. Additional baseline characteristics regarding
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parental education level and other social factors would have
added to interpretation of some of the results.

Looking ahead, future multicentric studies would benefit from a
larger group with increased objective data from baseline PSG and
titration studies allowing a multivariate analysis. However, findings
from this study suggest that even now, we can implement strategies
that may improve patient acceptance of PAP therapy, possibly with
education and comfort measures targeted at adjusting patient ex-
pectations and making early use more easily accepted.
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