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are less likely to be diagnosed with OSA, despite having higher
average BMIs, suggests that a lack of symptom awareness in these
populations may be leading to delayed presentation or non-
presentation to primary care, or even a systematic under-diagnosis of
OSA in these groups by GPs. Alternatively it could be that there is a
true reduction in prevalence of OSA with increasing levels of
deprivation, but this seems unlikely given evidence on this association
from research groups in other countries, and the well-known
associations between deprivation and adverse health outcomes.10-12

This may indicate a need for health campaigns to publicise the
condition, its symptoms and treatment options, targeted at people
from the more deprived sectors of society.

The authors report that the evident reduction in OSA prevalence
with increasing age could be secondary to discrimination or a focus on
other co-morbidities in the elderly.9 This is a possibility, and given the
impact on quality of life and the potential effects of conditions
associated with OSA, investigation and diagnosis should not be
delayed or ignored in primary care. Another explanation is that these
OSA-associated diseases – and the mortality linked with them – may
be causing the fall in OSA prevalence as age increases, as observed in
this study. 

This study by Wall and colleagues9 gives pointers to future
research on OSA, as well as illustrating the research potential of large
databases derived from electronic primary care records.13 Given the
restricted age-range included in this study’s target population, the
strongly predictive factor of BMI, and the rapidly rising obesity rates
amongst younger age-groups in the UK, additional studies should be
carried out to evaluate the contribution of obesity to OSA in people
aged under 50. This may be especially significant for childhood OSA
sufferers, considering the current childhood obesity epidemic in the
UK and elsewhere. Further research is also required to investigate the
apparent counter-intuitive findings in this paper regarding the
association of OSA with socio-economic status and age. 
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See linked article by Wall et al. on pg 371 The article by Wall et al. in this issue of the PCRJ1 is one of the
largest epidemiological studies ever to be carried out to assess
the link between obstructive sleep apnoea (OSA) and obesity.
Data were analysed from over a million subjects aged 50 years or
over, and the body mass index (BMI) had been calculated in as
many as 88%. The aim of the study was to assess the prevalence
of OSA and snoring, and to evaluate any correlation with BMI,
age, gender and social class.         

The study suffers from the disadvantage that the diagnosis of
OSA was based purely on whether or not this was recorded as a Read
computer code in the primary care notes. This clearly leaves scope for
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significant underestimation, since in most cases the diagnosis would
only be made after referral to secondary care with a confirmatory
sleep study and clinical assessment. OSA would be more likely to be
recorded if it was clinically severe and typical in its presentation, and if
the subject requested (or had access to) secondary care assessment.
These factors may at least partly explain the lower prevalence of OSA
in the lower socioeconomic group as well as the under-diagnosis
overall. Only 0.6% of this population were found to have OSA,1

compared to previously ascertained figures of 4% in men and 2% in
women.2 In addition, OSA was almost four times more common in
males than females in those with a raised BMI,1 but in reality this may
be an exaggeration. Women with OSA are more likely to present with
insomnia or fatigue than men and with less excessive daytime
sleepiness, and are therefore less likely to be diagnosed using
conventional criteria.3

Interestingly, there does appear to be a “dose-response” curve
between BMI and the prevalence of OSA. The odds ratio for OSA was
27.4 if the BMI was greater than 40kg/m2 whereas it was only 6.5 if
the BMI was 30-40kg/km2. This large increase may be real, but there
may also have been inconsistencies in the measurement of BMI since
there was no standardisation of how height or weight were recorded.
There is also no information from the data about the interval between
recording the BMI and the diagnosis of OSA. Other measurements of
obesity such as the neck circumference have been found to be more
closely linked to OSA than the BMI.4 Despite these reservations, the
implication of this dose-response curve is that any reduction in weight
in the obese may well have a significant therapeutic benefit in
reducing the risk of developing OSA5 and probably its severity and
complications such as hypertension, stroke or the obesity
hypoventilation syndrome.6

The peak age prevalence of OSA in this report was between 60
and 64 years which is in line with other epidemiological studies.7,8

However, studies on individual patients with OSA have shown an
increasing prevalence even in older age groups. This discrepancy is
probably because older patients have fewer symptoms of OSA and are
therefore less likely to be recognised in epidemiological studies.9 Apart
from this, there are other reasons why OSA may be missed in older
people. Firstly, they may not present to primary care as readily as
younger subjects since they may feel that their OSA symptoms are
part of normal aging. Secondly, they are less likely to be aware of
some symptoms such as snoring. And thirdly, other co-morbidities
may obscure the clinical features of OSA. For all these reasons, one of
the messages of this study1 is that primary care physicians should be
more alert to the possibility of OSA in older subjects presenting with
unexplained symptoms – even if they are not the classical features of
OSA seen in younger people such as snoring, excessive daytime

sleepiness and witnessed apnoeas.
Many of the same considerations apply to the apparent under-

diagnosis of OSA in the lower socioeconomic group. These patients
may be reluctant to present to medical practitioners, other medical
conditions related to social deprivation can obscure the diagnosis, and
some subjects may have difficulty in expressing the symptoms which
might trigger consideration of OSA as a diagnosis.

Cross sectional studies of this type can never establish a cause and
effect between a diagnosis such as OSA and even closely correlated
features such as a raised BMI, but the findings should make all primary
care clinicians consider OSA when dealing with obese subjects.
Conversely, strenuous attempts to reduce the BMI should be made
once the diagnosis of OSA has been established. This survey highlights
the importance of clinicians being aware of the difficulties in
diagnosing OSA in certain patient groups – especially the elderly,
women, and those in low socioeconomic groups.1 The epidemic of
obesity in almost all developing countries makes Wall and colleagues’
findings relevant to almost every medical practitioner who treats adult
patients. 
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