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Introduction

● One billion people across the world have moderate to severe OSA
● PAP therapy is the most commonly used treatment modality
● Uniqueness of OSA follow up visit - tele monitoring
● Telemonitoring - Day to day information on adherence and efficacy 

by measuring residual AHI



Residual AHI

● 2006 study showed 17% of patients with OSA treated with CPAP had a 
residual AHI > 10

● Two recent studies examined efficacy of APAP in alleviating OSA 
showed 26% of patients with rAHI >5 and 18% had rAHI >10 

● Mean rAHI gives poor information of day to day AHI variability
● Higher variability can cause OSA symptoms and partial PAP failure. 
● CPAP factors- type of mask, fit and high pressure settings
● Clinical factors - variation in cardiac function, stroke etc



Research Question

What are the clinical factors associated with a high residual 
apnea-hypopnea index (rAHI) level and variability?



Methods

● Retrospective analysis of two merged French telemonitoring 
databases

● 1126 patients in total
● APAP or CPAP > 90 days between Jan 2018 to May 2021
● Hidden Markov model was applied to analyze the day-to-day 

residual AHI variability





                                               Group Characteristics



                                                                           Groups of rAHI with variability                                                                             



      Factors Associated with rAHI instability in moderate and high variability groups



Discussion

❖ First study to identify factors associated with trajectories of rAHI 
variability

Clinical Contributors

CPAP-related factors

Heart Failure
TIA/Stroke
Older age

High AHI at Dx
Mental/Behavioral

Opioids
Alcohol use

Oronasal mask

High leaks with CPAP

High
variability risk 
factors



Limitations

● Unselected patient group of routine follow-ups
● Lifestyle related confounders reported as mean values (eg. 

variability in daily alcohol use, weight, physical activity)
● Telemonitoring of some CPAP brands do not distinguish between 

central and obstructive events
● Did not consider insomnia

Found association between clinical factors, CPAP-related factors             
and rAHI variability but causal association cannot be confirmed



Future implications

● Automated identification of trajectories of rAHI variability in CPAP                       
telemonitoring-> Early identification of Treatment Emergent CSA-> 
prevent discontinuation of CPAP or switch to suitable ventilatory 
support

● Potential warning signal for deterioration of cardiac function
● Patients with high rAHI variability with oronasal mask-> consider 

nasal mask (while monitoring evolution of rAHI variability)





Introduction

● Excessive daytime sleepiness (EDS) is a prominent symptom in OSA and 
narcolepsy; associated with poor health related quality of life. 

● OSA is highly prevalent and EDS can be seen upto 33 % of patients despite PAP 
treatment. 

● Stimulants like amphetamines are commonly used but there are no long term
Safety and efficacy data in patients with narcolepsy.

● Modafinil and armodafinil have clear efficacy data but not helpful in some 
patients. 

● Goal of this study is to demonstrate long term efficacy of Solriamfetol in patients 
who already completed phase 3 clinical trial. 



Amphetamine skeletonSolriamfetol Bupropion

Dopamine

Norepinephrine



Patient Enrollment

Subjects with Narcolepsy or OSA who had previously completed a phase 2 or phase 3 trial of 
Solriamfetol.

2 groups defined based on subject’s timing relative from previous study:

Group A
Completed Phase 3, 12-week study

          Either Narcolepsy or OSA

Enrolled immediately into this study for 40 weeks

Group B
Completed Phase 2 study or 6-week Phase 3 study

Either Narcolepsy or OSA

Enrolled some time later into this study for 52 weeks.



Study design

Group A 
n = 519

Group B 
n = 124

Subject assessments taken 
at these visits

RW phase, n = 282:
Narcolepsy, n = 79
OSA, n = 203

Groups A+B 
n = 643



Primary endpoint: a change in the ESS from the start to the end of the RW phase

Secondary endpoints: percentage of subjects with any worsening on PGI-C or 
CGI-C at the end of the RW phase.

Subject assessment tools
PGI-C and CGI-C



Drop in ESS seen as early as 2 weeks, and sustained 

Primary endpoint - 
improvement in ESS

p < 0.0001



Improvement in PGI-C mirrors drop in ESS



Participants who reported as worse



No rebound hypersomnia upon sudden withdrawal

?
T ½ ~ 7 hours



Adverse effects of Solriamfetol 482 (75%) subjects had at least 1 TEAE,
Narcolepsy (74.8%), OSA (75.1%)



○ Safety profile similar to previous 12 week studies 
○ Similar reduction in ESS in both groups although narcolepsy subjects 

had higher baseline ESS
○ Narcolepsy subjects more likely to withdraw due to lack of efficacy
○ No rebound hypersomnia upon withdrawal or evidence of developing 

tolerance. 
○ 43% with narcolepsy, 85% with OSA reported normal ESS at the end of 

study period 

Highlights



       


