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Obesity hypoventilation syndrome (OHS) presents a significant management challenge, often requiring 

long-term ventilatory support. Clinicians frequently grapple with the choice between continuous positive airway 

pressure (CPAP) and non-invasive ventilation (NIV), a decision with substantial implications for both patient 

care and healthcare resource allocation. Understanding the feasibility of transitioning patients from NIV to 

CPAP is critical for optimising long-term outcomes and cost-effectiveness.

K E Y  TA K E AWAY S

º The Pivot: The choice between CPAP and NIV for OHS management carries significant economic and 

operational weight for healthcare systems.

º The Data: The decision to switch from NIV to CPAP is complex, balancing patient tolerance, clinical stability, 

and resource implications.

º The Action: Clinicians should carefully assess individual patient profiles and clinical stability before 

considering a switch from NIV to CPAP in OHS.

Patients with obesity hypoventilation syndrome (OHS) often require long-term ventilatory support to manage chronic 

respiratory failure. The two primary modalities for this are continuous positive airway pressure (CPAP) and non-invasive 

ventilation (NIV). While both therapies aim to improve ventilation and reduce hypercapnia, the selection of device has 

important economic and operational implications for healthcare providers and patients alike.1

Arellano-Maric and colleagues explored the feasibility of switching patients with OHS from NIV to CPAP therapy, 

publishing their findings in Respirology in 2020.1 The study investigated whether a transition to CPAP, typically a 

less complex and less expensive therapy, could maintain clinical stability in patients initially managed with NIV. This 

question holds particular relevance given the rising prevalence of OHS and the associated burden on healthcare systems.

The Clinical Rationale for Switching
The rationale for considering a switch from NIV to CPAP in OHS patients is primarily driven by resource optimisation 

and patient convenience. NIV devices are generally more expensive, require more intensive follow-up, and can be less 

comfortable for some patients compared to CPAP. But, NIV offers more sophisticated ventilatory support, including 

pressure support and backup rates, which are often necessary for patients with significant hypoventilation. The challenge 

lies in identifying which patients can safely de-escalate their therapy without compromising clinical outcomes.

OHS is characterised by obesity, daytime hypercapnia, and sleep-disordered breathing, typically obstructive sleep 

apnea (OSA). Many patients with OHS also have severe OSA, which is effectively treated with CPAP. The hypothesis 
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underpinning the switch strategy is that if the primary driver of hypoventilation is severe OSA, and the patient's 

ventilatory drive is otherwise adequate, then CPAP might suffice after an initial period of NIV to stabilise gas exchange. 

This approach could significantly reduce costs and simplify long-term management.

The decision to initiate NIV or CPAP in OHS often depends on the severity of hypercapnia and the presence of 

comorbidities. Patients presenting with acute hypercapnic respiratory failure typically start on NIV. Once stabilised, the 

long-term management plan needs careful consideration. The role of advanced diagnostics, including AI and wearables, 

may further refine these initial assessments in the future.

Assessing Feasibility and Outcomes
The study by Arellano-Maric and colleagues focused on patients already receiving NIV for OHS, evaluating the potential 

to transition them to CPAP. This involved a careful assessment of their clinical stability, gas exchange parameters, and 

tolerance to CPAP. The authors did not provide specific numerical outcomes for a successful switch, such as a percentage 

of patients who successfully transitioned or changes in PaCO2 values post-switch. But, they highlighted the importance 

of individualised assessment.1

The economic implications of device choice are substantial. NIV devices and their associated consumables are more 

costly than CPAP. The need for more frequent clinical monitoring and adjustments with NIV adds to the operational 

burden on clinics and hospitals. If a significant proportion of OHS patients could be safely managed with CPAP, it 

would free up resources and potentially improve patient adherence due to simpler equipment and fewer clinic visits. The 

broader context of obesity management, including bariatric surgery and emerging pharmacotherapies, also plays a role 

in reducing the overall burden of OHS.

Patient tolerance and adherence are critical factors in the long-term success of any ventilatory therapy. CPAP, while still 

requiring a mask, is often perceived as less intrusive than NIV, which can deliver higher pressures and more complex 

breathing patterns. Improved comfort can lead to better adherence, which directly correlates with improved clinical 

outcomes in chronic respiratory conditions. This is particularly relevant for a chronic condition like OHS, where therapy 

is lifelong.

The Importance of Patient Selection
Not all patients with OHS are suitable candidates for a switch to CPAP. The authors implied that careful patient selection 

is paramount. Factors to consider include the severity of baseline hypoventilation, the presence and severity of co-existing 

OSA, lung mechanics, and the patient's ability to maintain adequate ventilation during sleep without the active support 

provided by NIV. Patients with significant intrinsic lung disease or very severe ventilatory pump failure are less likely 

to benefit from CPAP alone.1

The study did not provide a definitive algorithm for patient selection, but it emphasized the need for a thorough clinical 

evaluation. This evaluation would likely include repeat arterial blood gas analysis, polysomnography, and a trial of 

CPAP under close supervision. The goal is to ensure that the patient's hypercapnia does not worsen and that their sleep 

quality and daytime symptoms remain stable or improve. For clinicians managing these complex cases, a comprehensive 

reference like the Oxford Handbook of Respiratory Medicine can be invaluable.

The long-term follow-up of OHS patients, regardless of the chosen therapy, is essential. Regular assessment of gas 

exchange, symptoms, and device adherence helps ensure ongoing efficacy. The potential for patients to develop 
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worsening hypoventilation over time, even with stable OSA, means that a switch to CPAP should not be considered 

a permanent, irreversible decision. Clinicians must remain vigilant for signs of decompensation. This continuous 

monitoring is a cornerstone of managing chronic conditions, similar to the ongoing assessment needed for idiopathic 

pulmonary fibrosis.

The study's focus on feasibility rather than definitive efficacy outcomes means that further research is needed to establish 

clear guidelines for switching. Prospective trials comparing NIV to CPAP in carefully selected OHS populations, with 

robust endpoints such as hospitalisation rates, quality of life, and long-term gas exchange, would provide stronger 

evidence. Such trials would also need to account for the heterogeneity of OHS patients, who often present with a range 

of comorbidities.

The choice between CPAP and NIV for OHS is not merely a clinical decision; it is an economic and operational 

one that impacts the entire healthcare system. Arellano-Maric MP, Respirology 2020The open-label nature of such a 

switch, where both clinicians and patients are aware of the therapy change, is an obvious caveat. This awareness can 

influence patient reporting of symptoms and adherence. Objective measures, such as device usage data and repeat blood 

gas analysis, become even more critical in this context to mitigate potential bias. The trial was not powered to detect 

differences in long-term mortality or major adverse cardiovascular events, and that gap matters for a chronic condition.

CLINICAL IMPLICATIONS

The economic and operational burden of managing obesity hypoventilation syndrome with non-invasive 

ventilation is substantial. If a significant proportion of patients can safely transition to CPAP, it represents a 

clear win for healthcare systems struggling with resource allocation. This is not about compromising care, but 

about optimising it for the right patient at the right time.

Clinicians should view NIV as the initial stabilisation tool for many OHS patients, but not necessarily the 

lifelong default. A careful, evidence-based assessment of each patient's ventilatory needs and underlying 

sleep-disordered breathing should guide the decision to attempt a CPAP trial. This requires a thorough 

understanding of respiratory physiology beyond simply treating the numbers.

The industry, particularly device manufacturers, must recognise the pressure on healthcare budgets. 

Developing more cost-effective NIV solutions or clearer stratification tools to identify CPAP-eligible patients 

earlier would be beneficial. The focus should be on integrated care pathways that allow for flexible device 

selection based on evolving patient needs and clinical stability.

For patients, the prospect of switching to a simpler, potentially more comfortable therapy like CPAP could 

improve adherence and overall quality of life. But, they must understand that this is a clinical decision made 

with careful monitoring, and a return to NIV remains an option if their condition warrants it. The goal is effective, 

sustainable management, not just a cheaper device.

EDITORIAL & AI STANDARDS
AI tools are used solely to structure and summarise evidence from peer-reviewed primary sources. No AI-generated conclusions appear in The 
Life Science Feed without editor verification against the primary source.
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