
From the authors:

We are grateful to J. Nasiłowski and colleagues for having
pointed out the important problem of the use of noninvasive
ventilation (NIV) in Eastern European countries. Unfortunately,
we were unaware of the survey conducted in Poland [1],
mentioned by the authors, simply because it was not found
using any medical search engine (i.e. Pubmed and similar).

We agree with J. Nasiłowski and colleagues that the use of NIV
may be different in some geographical locations. However,
as stated in the Methods section of our study: ‘‘The survey
was sent to all members of the Respiratory Intensive Care
Assembly from the European Respiratory Society (ERS),
members of the Acute Respiratory Failure Group from the
European Society of Intensive Care Medicine (ESICM), and
physicians working in the emergency department (ED) known
to be involved in NIV practice or to have published articles on
the topic’’ [2]. This means that, as pointed out by the authors
and as we stated in the Strengths and limitations section of our
manuscript, our data cannot be generalised, as we may have
missed physicians who are not members of any of these
associations. Thus, surveying individuals meeting specific
criteria (members of European societies) may have biased the
results, but the use of associations’ rosters to send out these
surveys is common practice for this type of study; therefore
there is an a priori bias that could not be easily solved.

Finally, we would like to point out that, as stated in the
manuscript’s introduction section, the primary aim of our
study was to characterise the pattern of NIV utilisation,
‘‘placing emphasis on the technical aspects of NIV use’’ [2]
(ventilator and interface type) in different scenarios among
European NIV users, rather than identify the prevalence of
NIV utilisation in European countries per se.

Concerning the specific points raised by J. Nasilowski and
colleagues, we have the following comments.

1) ‘‘[The authors] arbitrarily divided Europe geographically
into Northern, Central and Southern regions’’. This division
has been employed by several other surveys [3, 4] and is
therefore commonly accepted.

2) ‘‘[…] only 16 departments/wards (35% of responders) had
been providing NIV to patients with respiratory failure.’’ We
do not see a large difference between these data and the results
of our survey (52.9% of pulmonologists reported .20% of
patients treated with NIV per yr versus 34.3% intensivists/
anaesthesiologists and 12.6% others).

3) ‘‘The study […] represents the extent of NIV use among
European leaders in NIV treatment’’. We respectfully disagree
with this point. Being a member of a scientific association does
not necessarily mean that you are an expert. About 3% of our
respondents stated that they had no experience with NIV, and the
large majority of the intensivists reported treatment of a small
percentage of patients (see point 2). Indeed, of the 272 respon-
dents, only a small minority (,15–20%) have published at least
one paper on the subject, confirming that our survey mainly
reflects daily ‘‘perceived’’ practice, rather than an ‘‘elite’’ snapshot.
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Sleep apnoea in Asians and Caucasians: comparing

apples and oranges
To the Editors:

We read with great interest the recent study in the European
Respiratory Journal by YAMAGISHI et al. [1]. The study sheds new
light on our understanding of ethnic differences in susceptibility

to obstructive sleep apnoea (OSA). Previous studies have shown
consistently that among patients referred to sleep laboratories,
Asians present a higher apnoea/hypopnoea index (AHI) than
Caucasians matched for age and body mass index (BMI).
Conversely, when matched for AHI, Asians have a lower BMI c
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than Caucasians. These observations have lead to the concept that
Asians are at increased risk of OSA [2]. One attractive explanation
is that Asians have decreased cranial base dimensions that would
render the upper airways more prone to collapse. However, if
Asians were more prone to OSA, one would predict a higher
prevalence of OSA among Asians compared with Caucasians. In
contrast, due to cultural and dietary aspects, Asians would be
protected from OSA on the basis that obesity is less common than
among white Americans. Previous independent epidemiological
studies from Asia and the USA showed similar prevalence of
OSA in these populations [3, 4]. YAMAGISHI et al. [1] took a step
forward and directly compared the prevalence of OSA among
Hispanic and white Americans (from the Minnesota field centre,
St Paul, MN, USA) with the prevalence of OSA drawn from three
community-based cohorts in Japan. The strength of this study
was that the authors used identical procedures to detect sleep-
disordered breathing in the US and Japanese populations. The
authors showed that the prevalence of OSA in the Japanese
population was lower than in the US population. The lower
prevalence of OSA in Asians was explained by the fact that the
Japanese had a lower BMI. The authors concluded that the
majority of the race/ethnic differences in OSA prevalence were
explained by differences in BMI among populations.

We would like to add to this discussion the concept that
comparing BMI between Asians and Caucasians is not appro-
priate. This concept is not new and the World Health Orga-
nization (WHO) defined overweight and obesity among Asians
with BMI cut-offs (23 and 25 kg?m-2, respectively) that are
therefore lower than the cut-offs used for Caucasians (25 and
30 kg?m-2, respectively). These guidelines reflect the knowledge
that Asians are at increased cardiovascular risk at lower BMI.
The reason is well established and Asians have proportionally
more fat for a similar BMI compared with Caucasians. São
Paulo, Brazil, has the largest Japanese community outside Japan
and therefore provided us the opportunity to observe that
Japanese-Brazilians referred for polysomnography had a lower
BMI than Caucasians with a similar severity of OSA. Multiple
regression showed that being Japanese, increasing age, BMI,
neck circumference and sleepiness were independently asso-
ciated with OSA. This observation would lead to the impression
that Japanese were at higher risk of OSA. However, when the
WHO criteria for obesity was taken into consideration, obesity
was actually more common among Asians than Caucasians and
being Asian was no longer a risk factor for OSA on multiple
regression [5]. We conclude that more studies that consider both
craniofacial anatomy and body composition (rather than BMI)
and compare Asians and Caucasians are necessary to better
understand the ethnic differences in OSA presentation. These
studies will also improve our understanding of the pathophys-
iology of the disease. Meanwhile, all authors should remember
that the absolute BMI level is not a good surrogate marker of
obesity when Asians and Caucasians are compared.
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From the authors:

We thank P.R. Genta and G. Lorenzi-Filho for their interest in
and comments on our study [1]. One of our major findings was
that the prevalence of sleep-disordered breathing (SDB) was
similar among the community-based samples of Caucasians,
Hispanics and Japanese within the same body mass index (BMI)
stratum. However, a major point of the critique from P.R. Genta
and G. Lorenzi-Filho was that ethnic differences in body fat
composition need to be considered when comparing the
prevalence or severity of SDB. Based on their clinical findings
[2], they suggested using different cut-offs for defining obesity
(i.e. o30 kg?m-2 for Caucasians and o25 kg?m-2 for Asians).

In response to P.R. Genta and G. Lorenzi-Filho we recalculated
the prevalence of SDB by ethnicity using their recommended
dichotomous obesity cut-offs. The SDB prevalence remained
higher among Americans than Japanese regardless of obesity
stratum. In the re-defined obese stratum, SDB prevalence was
21% for Japanese, 40% for Hispanics (p,0.001 for difference
from Japanese) and 44% for white Americans (p,0.001); and in
the non-obese stratum, 17% for Japanese, 32% for Hispanics
(p50.001) and 27% for Whites (p50.01). These findings do not
support their hypothesis that Japanese have higher SDB
prevalence within these new obesity categories.

We agree that BMI may not be the best body composition
marker to compare ethnicities; however, no better markers
than BMI have been reported for the general population.
Further cross-cultural studies in community settings should be
performed to address this issue.
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