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A large majority of patients with obstructive sleep 

apnea (OSA) are currently treated with a device-therapy, 

such as continuous positive airway pressure (CPAP), 
mandibular advancement device (MAD), or hypoglossal 

nerve stimulation (HNS) therapy, or a combination of 

these and other modalities. 1-4 In most cases a one-size-

fits-all approach will be used: CPAP is prescribed as the 

initial treatment for all patients with moderate to very 

severe OSA. This editorial provides a critical viewpoint 

of the strengths and weaknesses of this traditional, 
“CPAP-therapy-first-for-every-OSA-patient” as a one-

size-fits-all approach. 

The effectiveness of a chosen therapy will be mainly 
determined by that therapy's ability to decrease the 

severity of the disease and the adherence to said therapy. 

The net overall clinical effectiveness can be expressed as 

the Mean Disease Alleviation (MDA), ranging from 0 to 
100 percent. 5, 6 Data from the literature suggest that 

MDA group values for CPAP and MAD are similar, 

being around 50% at one-year follow-up. 7, 8 This equal 
effectiveness of MAD and CPAP at the group level can 

be explained by the greater efficacy of CPAP being offset 

by inferior patient adherence with CPAP, relative to 
MAD, potentially explaining the similar health outcomes 

for both therapies. 6, 9 Improving adherence to CPAP is 

obviously a key step in increasing the effectiveness of 

CPAP, whereas the MDA of MAD can be significantly 
boosted by precision medicine, standardization of the 

titration process, and improved patient selection. 10-16 

Among others, the results of the SAVE trial were 
puzzling. 17 In this trial, which included up to 2.717 OSA 

patients with established cardiovascular disease, the 

mean duration of CPAP usage was 3.3 hours per night. 17 
Moreover, a recent study based on the analysis of 

480,000 OSA patients in a French nationwide database 

who had started CPAP indicated that the overall CPAP 

termination rates after one, two and three years were 23, 
37 and 49 percent, respectively. 18 If half of CPAP users 

discontinue this therapy after 3 years while the average 

overnight usage in the continuing CPAP users is around 
3.3 hours per night, long-term mean MDA values for 

CPAP at 3-year follow-up are estimated to be around 20 

percent. This leaves four out of five patients ineffectively 

treated or untreated with the “gold standard” therapy.  

This editorial has no ambition to make another non-

CPAP therapy the new “gold standard” for the treatment 

of OSA. On the contrary, the “trial-and-error” approach 
when defining MAD treatment as the first-line 

alternative for CPAP has the same limitations. It also 

seems to confirm what they want us to believe is the 
current first-line standard therapy for all OSA patients:  

CPAP. 

In patient-centered care, which was proclaimed a 

core health system aim in a 2001 Institute of Medicine 
report, an individual’s specific health needs and desired 

health outcomes are the driving force behind all health 

care decisions and quality measurements. 19 
Personalized medicine warrants the health care 

providers to design and manage a customized, 

comprehensive care plan in each individual patient.  

There is growing understanding that the endotype, 
being the underlying etiology, and the phenotype, being 

the clinical manifestation, in an individual OSA patient 

are not well described by the apnea/hypopnea-index 
(AHI).20 The so-called pathophysiological OSA 

endotypic traits need to be added to the decision-making 

process in OSA therapy, as these traits influence clinical 
treatment decisions and allow treatments to be 

individualized on the basis of the underlying cause of 

OSA. 14, 20-22 Using this approach, the MDA could be 

much higher than 20 or 50 percent in this carefully 
selected individual. Multimodality management (adding 

another therapy in order to effectively control OSA) can 

be an effective strategy when the chosen therapeutic 
option would eventually lead to a limited effect.23 

Combination therapy for OSA should indeed not be a 

taboo. If successful, it truly highlights the personalization 
and adaptability of OSA therapy to suit patient needs and 

to increase the true clinical effectiveness. 4, 23   

In conclusion, there is a high need for ”change 

management” in the field of sleep medicine and, more 
specifically, in the treatment algorithm of OSA. Based on 

evidence in the literature, the traditional ”one-size-fits-

all” approach, prescribing CPAP first to all OSA patients, 
is not only too simplistic, too expensive, not evidence 

based, etcetera…, it simply cannot be accepted anymore 

in the era of patient-centered personalized medicine. 

After all, this traditional approach does not consider the 
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heterogeneity of the individual OSA patients, reflected 

by varying risk factors, pathophysiological causes, 
clinical manifestations, and consequences. 24 The only 

appropriate method of operation is to provide an effective 

OSA treatment for the individual OSA patient in an 

“upfront” setting. An increasing armory of endotyping 
methods and treatment selection criteria exists in order to 

select the therapeutic option that is most likely to be 

successful in the individual patient. This approach would 
allow better prognostication, leading to a precision 

medicine approach in the field of OSA. 24   

Time has come to move beyond ‘one-size-fits-all’ 
and ‘trial-and-error’ in patients with moderate to very 

severe OSA – please spread the word.  
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