
Citation: Strohm, M.; Daboul, A.;

Obst, A.; Weihs, A.; Busch, C.-J.;

Bremert, T.; Fanghänel, J.; Ivanovska,

T.; Fietze, I.; Penzel, T.; et al.

Association Between Sleep Position,

Obesity, and Obstructive Sleep Apnea

Severity. J. Pers. Med. 2024, 14, 1087.

https://doi.org/10.3390/jpm14111087

Academic Editor: Rick G. Pleijhuis

Received: 29 August 2024

Revised: 4 October 2024

Accepted: 17 October 2024

Published: 1 November 2024

Copyright: © 2024 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

Article

Association Between Sleep Position, Obesity, and Obstructive
Sleep Apnea Severity
Mia Strohm 1,* , Amro Daboul 1, Anne Obst 2, Antoine Weihs 3,4 , Chia-Jung Busch 5 , Thomas Bremert 5,
Jochen Fanghänel 6, Tatyana Ivanovska 7, Ingo Fietze 8, Thomas Penzel 8 , Ralf Ewert 2 and Markus Krüger 1

1 Department of Prosthodontics, Gerodontolgy and Biomaterials, University Medicine Greifswald,
17489 Greifswald, Germany; daboula@uni-greifswald.de (A.D.); markuskr@uni-greifswald.de (M.K.)

2 Department for Internal Medicine B, University Medicine Greifswald, 17489 Greifswald, Germany;
anne.obst@uni-greifswald.de (A.O.); ralf.ewert@med.uni-greifswald.de (R.E.)

3 German Center for Neurodegenerative Diseases (DZNE), 17489 Greifswald, Germany;
antoine.weihs@med.uni-greifswald.de

4 Department of Psychiatry and Psychotherapy, University Medicine Greifswald, 17489 Greifswald, Germany
5 Department of Otorhinolaryngology, University Medicine Greifswald, 17489 Greifswald, Germany;

chia-jung.busch@med.uni-greifswald.de (C.-J.B.); thomas.bremert@med.uni-greifswald.de (T.B.)
6 Department of Orthodontics, Dental School, University of Regensburg, 93053 Regensburg, Germany;

jochen.fanghaenel@klinik.uni-regensburg.de
7 Ostbayerische Technische Hochschule Amberg-Weiden, Fakultät für Elektrotechnik, Medien und Informatik,

92224 Amberg, Germany; t.ivanovska@oth-aw.de
8 Sleep Center, University Hospital Charité Berlin, 10117 Berlin, Germany; ingo.fietze@charite.de (I.F.);

thomas.penzel@charite.de (T.P.)
* Correspondence: s-mistro@uni-greifswald.de; Tel.: +49-3834-867122

Abstract: Background: This study examines the relationship between obstructive sleep apnea severity,
sleep position, and body weight, particularly focusing on the negative impact of sleeping in a
supine position combined with being overweight in a population-based sample. Methods: The
Apnea-Hypopnea Index (AHI) was utilized as a marker of OSA severity and sleep position from a
standardized overnight polysomnography. Participants were categorized by body mass index (BMI)
(kg/m2) into normal weight/underweight (<25) and overweight (≥25). Results and Conclusions:
The results indicated a higher mean Apnea-Hypopnea Index for those sleeping in the supine position
compared to other positions, with overweight individuals experiencing a proportionally greater
impact from sleep position than their normal-weight counterparts.

Keywords: obstructive sleep apnea; OSA; sleep position; BMI; Apnea-Hypopnea Index; AHI; sleep
disordered breathing; population based

1. Introduction

Obstructive sleep apnea (OSA) is one of the most common sleep disorders, with an
estimated prevalence from 9 to 38% in the worldwide adult population [1,2]. OSA is char-
acterized by recurrent events of partial or complete collapse of the upper airways, causing
frequent episodes of apnea and hypopnea. Its symptoms include sleep fragmentation,
excessive daytime sleepiness, and depression, which can lead to a significant decline in
quality of life [3–5] and predispose an individual to a number of chronic cardiovascu-
lar and metabolic disorders [6,7]. The severity of OSA is commonly assessed using the
Apnea-Hypopnea Index (AHI), which measures the frequency of apneas and hypopneas
per hour of sleep [8]. One of the most frequently encountered risk factors that notably
impacts the severity of OSA is a high body mass index (BMI). Also particularly affected are
middle-aged or older men, postmenopausal women, people with specific abnormalities of
the bony and soft tissue structure of the head and neck, smokers, and children with large
tonsils or adenoids, as well as adults and children with Down syndrome [9–11].
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While the exact mechanisms of the disorder remain largely unclear, it is suggested
that the pathophysiology is multifactorial [12,13]. This might involve abnormalities in
oropharyngeal anatomy, such as variations in the upper-airway diameters between patients
with and without OSA. Patients with OSA tend to have smaller upper-airway diameters
compared to those without patients with OSA. Additionally, the retrograde position of
the lower jaw relative to the upper jaw contributes to a reduced size of the upper airways,
leading to increased collapsibility [13–15]. In individuals with a high BMI, the reduced
lung volume and the enlarged parapharyngeal fat pads decrease the traction on the lower
trachea, potentially promoting a collapse in the pharyngeal area [16,17].

Sleep position has a significant impact on the severity, frequency, and duration of
apneas, with most patients having a lower AHI in a non-supine position (i.e., sleeping on
their left or right side) than in the supine position [14,18–20]. Positional dependence can be
determined by questionnaires [19] or positional sensors during a polysomnography (PSG)
examination [21,22].

A possible explanation for the positional dependency is the anatomical structures that
change in the supine position, even though the exact mechanism is largely unclear. It has
been shown using the acoustic reflection technique that the pharyngeal airway becomes
smaller in the supine position [21–23]. Additionally, the tongue base, epiglottis, and soft
tissue show obstruction in the supine position, which improves when the sleep position
changes from supine to lateral, as shown by drug-induced sleep endoscopy, although the
exact mechanism is not fully clear [24].

In some studies involving patients with OSA, an interconnection between the im-
pact of BMI and sleeping position on the AHI has been described [25–27]. Itasaka et al.
(2000) [25] found that normal-weight patients benefited more from a non-supine sleeping
position regarding the parameters AHI, intraesophageal pressure, and the lowest oxygen
saturation than with overweight and obesity. Joosten et al. (2017) [26] studied the conse-
quence of weight loss due to dieting or surgical intervention on the AHI. They found that
more patients benefited from a non-supine sleeping position after weight loss than before.
Furthermore, changes in AHI were more closely related to changes in body weight when
measured in a non-supine sleeping position. This effect was even more pronounced in the
patients that received the surgical intervention, which led to an overall higher weight loss
compared to the patients who were dieting. Therefore, in our current study, we examine the
connection between the severity of OSA and the sleeping position in a population-based
sample. Alongside the well-established better outcomes in non-supine sleeping positions,
we expect a significant interaction between sleep position and overweight in influencing
the severity of OSA as measured by the AHI: the impact of sleeping in a supine position
on the AHI should be more pronounced among individuals with overweight compared to
those with normal or lower weight.

2. Materials and Methods
2.1. Sample

A subsample of the Study of Health in Pomerania (SHIP) was used for our study. SHIP
is a randomly sampled population-based cohort study designed to investigate various
health variables among the residents of Pomerania and monitor their development over
time [28]. We exclusively utilized comprehensive data sets, comprising 1209 individuals
with complete AHI data of SHIP-Trend-0. Out of these, position data was accessible for
1097 people. Participants with implausible position data (i.e., sleeping more than 15 min in
an upright position was considered as an ongoing equipment malfunction) were excluded,
leaving 1045 complete data sets.

The controlled and standardized polysomnography (PSG) adhered to the guidelines
set by the American Academy of Sleep Medicine (AASM) [29]. Various sensors were strate-
gically placed on the participants’ bodies to ensure a comprehensive sleep analysis. The
sensors monitored body movements, respiratory airflow, arterial blood oxygen saturation,
and snoring patterns. As confounders, we used age (in years), BMI (kg/m2), and sex
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(male/female). For the analysis of an interaction effect, participants with a BMI under 25
were considered normal weight or underweight and a BMI of 25 or above as overweight.
See Table 1 for an overview.

Table 1. Variables including Males, Females, supine sleep position, BMI, age, overweight, and normal
or underweight in relation to the different severity levels of AHI.

AHI < 5: Normal 5 ≤ AHI < 15: Mild 15 ≤ AHI < 30:
Moderate AHI ≥ 30: Severe

N = 526 N = 267 N = 161 N = 91

Males [N, %] 232 (44%) 170 (64%) 108 (67%) 69 (76%)

Females [N, %] 294 (56%) 97 (36%) 53 (33%) 22 (24%)

Supine sleep position
(% of total sleep time)

[mean, SD]
49 (± 26.5) 47.6 (SD ± 26.8) 54.1 (± 28.3) 63.4 (± 28.1)

BMI (kg/m2)
[mean, SD]

M = 26.5 (SD = 4.2) M = 29.1 (SD = 4.5) M = 30.8 (SD = 5.3) M = 31.8 (SD = 4.9)

Age (years) [mean, SD] M = 47 years (SD = 14) M = 56 years (SD = 11) M = 58 years (SD = 11) M = 61 years (SD = 11)

Overweight (BMI ≥ 25)
[N, %] N = 324 (62%) N = 226 (85%) N = 145 (90%) N = 87 (96%)

Normal weight and
Underweight

(BMI < 25) [N, %]
N = 202 (38%) N = 41 (15%) N = 16 (10%) N = 4 (4%)

Note: SD: standard deviation; BMI: body mass index; overweight: people with a BMI ≥ 25, normal weight and
underweight: people with a BMI < 25; see Supplementary Materials Table S1 for BMI and AHI in supine and
non-supine positions.

2.2. Sleep Data
2.2.1. Overnight PSG

We conducted an overnight polysomnography in a laboratory setting, following the
guidelines of the American Academy of Sleep Medicine (AASM). ALICE 5 devices from
Philips Respironics (Philips Respironics, Eindhoven, The Netherlands), were used for this
study. The recording setup included six electroencephalogram (EEG) channels, two elec-
trooculogram (EOG) channels, two electromyogram (EMG) channels positioned at the chin
and tibialis muscles, one electrocardiogram (ECG) channel, respiratory inductive plethys-
mography, a nasal pressure sensor, pulse oximetry, a microphone for snoring detection,
and a body position sensor.

2.2.2. Sleep Position

Sensors (body position sensor for ALICE 5 by Philips Respironics) were attached to the
patients during the overnight polysomnography (PSG) to determine their body position.
In this context, the supine position, lateral position, prone position, and upright position
could be measured. This resulted in the categorization as supine, prone, left, and right
sleeping position. Sleeping in an upright position was discarded as a measurement error.
To reduce the complexity of our final analyses, the determination of sleep position was
narrowed down to percent of sleep spent in the supine position.

2.3. Outcome AHI

We used the AHI as our outcome, which is calculated by dividing the total number of
apneas and hypopneas by the total sleep study duration. With the help of the AHI, we can
estimate the severity of OSA. An AHI under 5 is normal, between 5 and 15 is mild, between
15 and 30 is moderate, and over 30 is severe, as can be seen in Table 1.
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2.4. Data Analyses

Data analysis and visualization were conducted using R Statistics (2023.09.0 Build 463)
and splines [30] and the packages haven [31], dplyr [32], tidyr [33], MASS [34], ggplot2 [35],
olsrr [36], and quantreg [37]. Ordinal logistic regression was conducted to test the general
impact of sleeping in a supine position and multiple linear regression to highlight an
interaction with body weight. Models are specified in detail in Section 3.

3. Results
3.1. Descriptive Analysis

The mean AHI was measured for participants sleeping in a supine position, left or
right side, or in a prone position. Descriptively, the mean AHI in the supine position
(m = 16.7, SD = 21.1) deviated from the other positions (left side: m = 6.7, SD = 14.6, right
side: m = 4.1, SD = 10.3, prone: m = 4.8, SD = 13.8). As can be seen in Figure 1, boxplots
show a large number of data points beyond the upper whiskers (1.5 times the interquartile
range from the 75th percentile). These apparent outliers and the high standard deviations
were to be expected, as roughly half of the participants had a healthy AHI of below 5 while
there were relatively few participants with a severely high BMI above 29 (see Table 1).
The boxplot for the supine position indicates a greater number of cases with mild and
moderately high AHI than the boxplots for all other positions.
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For further analysis, the complexity of the data was reduced. For the variable sleep
position, we used the percent of sleeping time participants spent in the supine position (see
Section 2). A visual inspection of the splines, which can be seen in Figure 2, indicates a
close to linear relationship between Sleep Position and BMI. The longer participants spent
in the supine position, the higher their AHI.
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To visualize and subsequently test the assumed interaction between sleep position
and BMI, participants were categorized as normal weight or underweight (BMI below 25)
on the one hand and as overweight (BMI 25 or above) on the other (Figure 3). The linear
trends between the sleep position and AHI indicated a steeper slope for the overweight
(a = 0.092) group compared to the normal-weight and underweight group (a = 0.026).
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3.2. Ordinal Logistic Regression Analysis

Initially, we assessed the potential impact of the sleeping position on the AHI. To
achieve this, an ordinal logistic regression model with the continuous risk indicator sleep
position (percent of time participants spent sleeping in a supine position) and the con-
founders age (in years), BMI (kg/m2), and sex (male/female) on AHI severity (AHI < 5:
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normal, 5 ≤ AHI < 15: mild, 15 ≤ AHI < 30: moderate, AHI ≥ 30: severe) was computed.
The ordinal logistic regression was chosen, as we aimed to assess the relationship between
the severity of sleep apnea, calculate odd ratios (ORs), and account for the non-normal
distribution of the AHI.

For the risk indicator sleep position a, significant effect, p < 0.001, OR 1.02 (CI 1.01;
1.02), was found, indicating 2% higher chance of being in the next higher severity grade
per every percent point spent extra sleeping in a supine position.

3.3. Multiple Linear Regression Analysis

Subsequently, we tested the proposed interaction between the participants’ sleeping
position and their weight. Therefore, a multiple linear regression with the predictors sleep
position (percent of time participants spent sleeping in a supine position), Overweight
(yes/no), and the confounders age (in years) and sex (male/female) on the continuous
outcome AHI was computed. This yielded a significant effect for the interaction between
sleep position and overweight (p < 0.01), being in line with the hypothesis that overweight
participants are more impacted by sleeping in a supine position than normal-weight and
underweight ones (see Figure 3). (This interaction calls into question the interpretability of
the main effect observed in the ordinal logistic regression analysis above. Consequently, the
analysis was repeated without the confounding variable BMI, separately for each weight
group. This yielded significant effects for both overweight participants (p < 0.001, OR 1.02
(CI 1.01; 1.02)) and the normal-weight and underweight ones (p = 0.04, OR 1.01 (CI > 1;
1.03)), substantiating that on a group level, AHI was lower when participants were sleeping
on their side.)

A non-normal distribution of the outcome, and, more importantly, a non-normal
distribution of the residuals from the analysis, can potentially violate the assumptions
in linear regression. However, our relatively large sample might have mitigated such
violation [38]. Nevertheless, additionally, a quantile regression analysis with the same
variables for τ = 0.25 was computed, yielding the same results concerning the interaction.

4. Strength and Limitations

Our study’s primary advantage lies in its design, which is based on the general
population with the utilization of the SHIP-Trend cohort, including 1045 participants, as
opposed to smaller studies with a limited number of patients. This large-scale approach
positions our findings as particularly robust and well suited for drawing comprehensive
conclusions in the realm of sleep research.

Also contributing to this study’s validity were the quality and standardization of
the examinations in SHIP. To ensure an objective measurement of sleep, we utilized PSG,
acknowledged as the gold standard in sleep monitoring, as in other studies [22,39]. This
approach allowed us to minimize reliance on subjective questionnaires. There were dif-
ferences in how sleep data were gathered across the studies. In contrast to other studies,
such as the one conducted by Cerritelli et al. (2022) [19], which determined sleep position
through questionnaires and partner interviews, our method is considered more reliable.

On the other hand, the limitations come from the simplified the model by (a) dis-
tinguishing between the degree of time in supine and non-supine position only and
(b) categorizing participants into overweight and non-overweight groups to present our
results clearly. Furthermore, our study cannot provide information on how the AHI would
change if the supine position was avoided because sleep position was not randomized but
chosen freely by the participants themselves. The retrospective nature of our study and
only one measuring point limit the interpretation of causality. While no indication for a
relevant bias was found in previous studies concerning OSA and our data set, participants
with sleeping disorders or sleeping trouble might be over-represented in our sample [10,11].
It is entirely possible that participants’ sleeping positions differed between sleeping in the
laboratory and in their natural habitat.
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5. Discussion

A relationship between the severity of OSA, as measured by the AHI, and positional
dependency of sleep position was observed (cf. Figure 1, Table 1). Our study confirms that,
in comparison to other sleep positions, the AHI was higher the longer the participant slept
on their back (cf. Figure 2). Furthermore, our study results are in line with a disproportion-
ately increasing AHI in overweight participants when in the supine position compared to
those of normal-weight or underweight participants (cf. Figure 3).

The positional dependence of sleep apnea has been explored in various studies, and
our findings are largely consistent with this body of research [14,18,19,22,24,25,40–48].
As can be seen in Figure 1, the boxplots of sleep position indicate that the AHI in the
supine position deviates from that of the other positions, as previously demonstrated in
other studies. Exploring the dependence on anatomical structures, Walsh, Jennifer et al.
(2008) [49] found that the upper airways transition from a more elliptical shape in the supine
position to a rounder shape in the lateral position, potentially increasing susceptibility to
collapse due to increased permeability. Penzel et al. (2001) [41] pointed out that a lateral
sleeping position might lead to the hypotonic genioglossus muscle inhibiting the tongue
falling back, as well as to a reduction in the surrounding pressure within the tongue.

The supine position in patients can be avoided through relatively simple interventions,
as some studies have investigated, such as using side-sleeper pillows, sewing tennis balls
into nightwear, using electronic warning systems that alert users when they assume a
supine position, or using a lightweight device with vibration in episodes of supine position,
which should prompt the patient to change sleeping position [43,44,47]. This change
alone may not eliminate OSA but presents a straightforward and cost-effective method for
patients to improve their condition, highlighting the importance of a personalized approach
to the diagnosis and treatment of OSA [50].

The interdependence of BMI and sleeping position is of more interest and has not
been examined in a large population-based study before. In contrast to normal-weight
and underweight individuals, Figure 3 elucidates an increase in the AHI with increasing
time spent in the supine position during sleep among overweight participants. Notably, it
exhibits a steeper incline. Similar to the current study, Itasaka et al. (2000) [25] observed
a negative impact of a high BMI and supine sleeping position across all their variables,
such as the AHI, like in our study, intraesophageal pressure, and oxygen saturation, which
worsened with increasing BMI. Accordingly, they were able to observe improvements
in all parameters when the sleep position was changed to lateral. Unlike our current
study, Itasaka et al. [25] used a daytime PSG, where patients took sleeping medication
beforehand and controlled their sleeping position for measuring the change from a supine
to lateral sleeping position. In the study by Joosten et al. (2017) [26], a higher AHI in the
supine position compared to the non-supine position was also affirmed. However, Joosten
et al. (2017) [26] only included participants with overweight with an AHI over 20, as their
emphasis was on the follow-up measurements after their patients experienced weight loss.
With another approach, Oksenberg et al. (2012) [27] analyzed the longitudinal relationship
between OSA, sleep position, AHI, and weight over a span of 6.2 years in 112 patients. They
divided participants in positional patients (i.e., patients with OSA exhibiting over twice the
frequency of breathing irregularities in the supine position compared to the lateral position)
and non-positional patients. They observed that patients who lost weight substantially
had a higher chance of becoming positional patients and vice versa, clearly demonstrating
the connection between obesity and sleep position in the context of OSA. A link between
OSA and pregnancy, with weight gain in pregnant women, was identified as a contributing
factor [48].

Generally, patients with OSA can benefit substantially from weight loss [16,26]. Espe-
cially, the studies by Oksenberg et al. (2012) [27] and Joosten et al. (2017) [26] demonstrate
the possibility of reducing the severity of OSA in the context of sleep position through
weight loss. In a more recent study, the treatment of obesity with tirzepatide proved
effective in improving OSA [51]. One might speculate that the parapharyngeal fat pads
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play an important role here. Pahkala et al. (2014) [16] found proportionally overlarge
parapharyngeal fat pads in patients with OSA compared to weight-matched (but not age
matched) habitual snorers. They also found that weight reduction reduced the AHI in those
patients. It is conceivable that different sleep positions might mediate the impact of the
parapharyngeal fat on the form and diameter of the pharynx. Further anatomical studies
are needed to determine the interplay between fat localization and sleep position and its
impact on sleep-disordered breathing (see Ivanovska et al., 2021 for a recent approach) [51].

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/jpm14111087/s1, Table S1: BMI and AHI in supine and non-
supine positions.

Author Contributions: Conceptualization, M.K., A.D., T.P. and I.F.; formal analysis, M.S. and M.K.;
data curation, M.K.; writing—original draft preparation, M.S.; writing—review and editing, A.D.,
A.W., R.E., C.-J.B., T.B., M.K., T.P., I.F., J.F., T.I. and A.O.; visualization, M.K.; supervision, A.D.; project
administration, M.K.; funding acquisition, A.D. All authors have read and agreed to the published
version of the manuscript.

Funding: Deutsche Forschungsgemeinschaft (DFG), grant DA 1810/2-1 to Amro Daboul; the Bun-
desministerium für Bildung und Forschung, grants 01ZZ9603, 01ZZ0103, and 01ZZ0701; the Deutsche
Stiftung für Herzforschung, grant F/34/10; and the Research Network of Community Medicine,
University Medicine Greifswald. The Study of Health in Pomerania (SHIP) is part of the Community
Medicine Research Network of the University Medicine Greifswald, which is supported by the
German Federal State of Mecklenburg-West Pomerania, the Ministry of Cultural Affairs, and the
Social Ministry of the Federal State of Mecklenburg—West Pomerania.

Institutional Review Board Statement: The data retrospectively analyzed in this study were derived
from the population-based Study of Health in Pomerania (SHIP), which was approved by the ethics
committee of the University Medicine Greifswald (Approval code: No. BB 39/08) and conducted in
full compliance with the ethical standards outlined in the 1964 Declaration of Helsinki and its subse-
quent amendments. Data collection was carried out at the SHIP study center in Greifswald, Germany.

Informed Consent Statement: All participants provided written informed consent prior to data
collection and were informed that they could withdraw their participation at any time without any
consequences. Participants could rescind cooperation at any time without any repercussions.

Data Availability Statement: The data that support the findings of this study are available from the
Transferstelle für Daten- und Biomaterialienmanagement (Office for transfer of data and biomaterials)
of the University Medicine Greifswald, Study of Health in Pomerania (SHIP: https://transfer.ship-
med.uni-greifswald.de/FAIRequest/login). Access is restricted and needs the approval of the board.

Acknowledgments: We gratefully acknowledge the participating population of Greifswald and
the team behind SHIP-TREND. We are especially grateful to Susanne Westphal and the SHIP data
management, who extracted the data for sleep positions for us on such short notice.

Conflicts of Interest: The authors declare no conflicts of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

References
1. Benjafield, A.V.; Ayas, N.T.; Eastwood, P.R.; Heinzer, R.; Ip, M.S.M.; Morrell, M.J.; Nunez, C.M.; Patel, S.R.; Penzel, T.; Pépin, J.-L.;

et al. Estimation of the Global Prevalence and Burden of Obstructive Sleep Apnoea: A Literature-Based Analysis. Lancet Respir.
Med. 2019, 7, 687–698. [CrossRef] [PubMed]

2. Senaratna, C.V.; Perret, J.L.; Lodge, C.J.; Lowe, A.J.; Campbell, B.E.; Matheson, M.C.; Hamilton, G.S.; Dharmage, S.C. Prevalence
of Obstructive Sleep Apnea in the General Population: A Systematic Review. Sleep Med. Rev. 2017, 34, 70–81. [CrossRef] [PubMed]

3. Lopes, C.; Esteves, A.M.; Bittencourt, L.R.A.; Tufik, S.; Mello, M.T. Relationship between the Quality of Life and the Severity of
Obstructive Sleep Apnea Syndrome. Braz. J. Med. Biol. Res. 2008, 41, 908–913. [CrossRef] [PubMed]

4. Vogler, K.; Daboul, A.; Obst, A.; Fietze, I.; Ewert, R.; Biffar, R.; Krüger, M. Quality of Life in Patients with Obstructive Sleep Apnea:
Results from the Study of Health in Pomerania. J. Sleep Res. 2023, 32, e13702. [CrossRef] [PubMed]

5. Hobzova, M.; Prasko, J.; Vanek, J.; Ociskova, M.; Genzor, S.; Holubova, M.; Grambal, A.; Latalova, K. Depression and Obstructive
Sleep Apnea. Neuroendocrinol. Lett. 2017, 38, 343–352.

https://www.mdpi.com/article/10.3390/jpm14111087/s1
https://www.mdpi.com/article/10.3390/jpm14111087/s1
https://transfer.ship-med.uni-greifswald.de/FAIRequest/login
https://transfer.ship-med.uni-greifswald.de/FAIRequest/login
https://doi.org/10.1016/S2213-2600(19)30198-5
https://www.ncbi.nlm.nih.gov/pubmed/31300334
https://doi.org/10.1016/j.smrv.2016.07.002
https://www.ncbi.nlm.nih.gov/pubmed/27568340
https://doi.org/10.1590/S0100-879X2008005000036
https://www.ncbi.nlm.nih.gov/pubmed/18820762
https://doi.org/10.1111/jsr.13702
https://www.ncbi.nlm.nih.gov/pubmed/36053870


J. Pers. Med. 2024, 14, 1087 9 of 10

6. Attal, P.; Chanson, P. Endocrine Aspects of Obstructive Sleep Apnea. J. Clin. Endocrinol. Metab. 2010, 95, 483–495. [CrossRef]
7. Javaheri, S.; Barbe, F.; Campos-Rodriguez, F.; Dempsey, J.A.; Khayat, R.; Javaheri, S.; Malhotra, A.; Martinez-Garcia, M.A.; Mehra,

R.; Pack, A.I.; et al. Sleep Apnea Types, Mechanisms, and Clinical Cardiovascular Consequences. J. Am. Coll. Cardiol. 2017, 69,
841–858. [CrossRef]

8. Sateia, M.J. International Classification of Sleep Disorders-Third Edition. Chest 2014, 146, 1387–1394. [CrossRef]
9. Epstein, L.J.; Kristo, D.; Strollo, P.J.; Friedman, N. Clinical Guideline for the Evaluation, Management and Long-term Care of

Obstructive Sleep Apnea in Adults. J. Clin. Sleep Med. 2009, 05, 263–276. [CrossRef]
10. Fietze, I.; Laharnar, N.; Obst, A.; Ewert, R.; Felix, S.B.; Garcia, C.; Gläser, S.; Glos, M.; Schmidt, C.O.; Stubbe, B.; et al. Prevalence

and Association Analysis of Obstructive Sleep Apnea with Gender and Age Differences—Results of SHIP-Trend. J. Sleep Res.
2019, 28, e12770. [CrossRef]

11. Krüger, M.; Obst, A.; Ittermann, T.; Bernhardt, O.; Ivanovska, T.; Zygmunt, M.; Ewert, R.; Fietze, I.; Penzel, T.; Biffar, R.; et al.
Menopause Is Associated with Obstructive Sleep Apnea in a Population-Based Sample from Mecklenburg–Western Pomerania,
Germany. J. Clin. Med. 2023, 12, 2101. [CrossRef] [PubMed]

12. Agha, B.; Johal, A. Facial Phenotype in Obstructive Sleep Apnea–Hypopnea Syndrome: A Systematic Review and Meta-Analysis.
J. Sleep Res. 2017, 26, 122–131. [CrossRef] [PubMed]

13. Neelapu, B.C.; Kharbanda, O.P.; Sardana, H.K.; Balachandran, R.; Sardana, V.; Kapoor, P.; Gupta, A.; Vasamsetti, S. Craniofacial
and Upper Airway Morphology in Adult Obstructive Sleep Apnea Patients: A Systematic Review and Meta-Analysis of
Cephalometric Studies. Sleep Med. Rev. 2017, 31, 79–90. [CrossRef] [PubMed]

14. Kim, W.Y.; Hong, S.-N.; Yang, S.K.; Nam, K.J.; Lim, K.H.; Hwang, S.J.; Seo, M.Y.; Lee, S.H. The Effect of Body Position on Airway
Patency in Obstructive Sleep Apnea: CT Imaging Analysis. Sleep Breath. 2019, 23, 911–916. [CrossRef]

15. Schwab, R.J.; Pasirstein, M.; Pierson, R.; Mackley, A.; Hachadoorian, R.; Arens, R.; Maislin, G.; Pack, A.I. Identification of Upper
Airway Anatomic Risk Factors for Obstructive Sleep Apnea with Volumetric Magnetic Resonance Imaging. Am. J. Respir. Crit.
Care Med. 2003, 168, 522–530. [CrossRef]

16. Pahkala, R.; Seppä, J.; Ikonen, A.; Smirnov, G.; Tuomilehto, H. The Impact of Pharyngeal Fat Tissue on the Pathogenesis of
Obstructive Sleep Apnea. Sleep Breath. 2014, 18, 275–282. [CrossRef]

17. Dempsey, J.A.; Xie, A.; Patz, D.S.; Wang, D. Physiology in Medicine: Obstructive Sleep Apnea Pathogenesis and Treatment—
Considerations beyond Airway Anatomy. J. Appl. Physiol. 2014, 116, 3–12. [CrossRef]

18. Jackson, M.; Collins, A.; Berlowitz, D.; Howard, M.; O’Donoghue, F.; Barnes, M. Efficacy of Sleep Position Modification to Treat
Positional Obstructive Sleep Apnea. Sleep Med. 2015, 16, 545–552. [CrossRef]

19. Cerritelli, L.; Caranti, A.; Migliorelli, A.; Bianchi, G.; Stringa, L.M.; Bonsembiante, A.; Cammaroto, G.; Pelucchi, S.; Vicini, C. Sleep
Position and Obstructive Sleep Apnea (OSA): Do We Know How We Sleep? A New Explorative Sleeping Questionnaire. Sleep
Breath. 2022, 26, 1973–1981. [CrossRef]

20. Iannella, G.; Cammaroto, G.; Meccariello, G.; Cannavicci, A.; Gobbi, R.; Lechien, J.R.; Calvo-Henríquez, C.; Bahgat, A.; Prinzio,
G.D.; Cerritelli, L.; et al. Head-Of-Bed Elevation (HOBE) for Improving Positional Obstructive Sleep Apnea (POSA): An
Experimental Study. J. Clin. Med. 2022, 11, 5620. [CrossRef]

21. Jeong, J.I.; Gu, S.; Cho, J.; Hong, S.D.; Kim, S.J.; Dhong, H.-J.; Chung, S.-K.; Kim, H.Y. Impact of Gender and Sleep Position on
Relationships between Anthropometric Parameters and Obstructive Sleep Apnea Syndrome. Sleep Breath. 2017, 21, 535–541.
[CrossRef] [PubMed]

22. Richard, W.; Kox, D.; Herder, C.; Laman, M.; Tinteren, H.; Vries, N. The Role of Sleep Position in Obstructive Sleep Apnea
Syndrome. Eur. Arch. Otorhinolaryngol. 2006, 263, 946–950. [CrossRef] [PubMed]

23. Jan, M.A.; Marshall, I.; Douglas, N.J. Effect of Posture on Upper Airway Dimensions in Normal Human. Am. J. Respir. Crit. Care
Med. 1994, 149, 145–148. [CrossRef] [PubMed]

24. Lee, C.H.; Kim, D.K.; Kim, S.Y.; Rhee, C.; Won, T. Changes in Site of Obstruction in Obstructive Sleep Apnea Patients According
to Sleep Position: A DISE Study. Laryngoscope 2015, 125, 248–254. [CrossRef] [PubMed]

25. Itasaka, Y.; Miyazaki, S.; Ishikawa, K.; Togawa, K. The Influence of Sleep Position and Obesity on Sleep Apnea. Psychiatry Clin.
Neurosci. 2000, 54, 340–341. [CrossRef]

26. Joosten, S.A.; Khoo, J.K.; Edwards, B.A.; Landry, S.A.; Naughton, M.T.; Dixon, J.B.; Hamilton, G.S. Improvement in Obstructive
Sleep Apnea with Weight Loss Is Dependent on Body Position During Sleep. Sleep 2017, 40. [CrossRef]

27. Oksenberg, A.; Dynia, A.; Nasser, K.; Gadoth, N. Obstructive Sleep Apnoea in Adults: Body Postures and Weight Changes
Interactions: Body Postures and Weight Changes in OSA Patients. J. Sleep Res. 2012, 21, 402–409. [CrossRef]

28. Stubbe, B.; Penzel, T.; Ewert, R.; Fietze, I.; Obst, A.; Garcia, C.; Zimmermann, S.; Diecker, B.; Glos, M.; Schmidt, C.O.; et al.
Polysomnography in a Large Population Based Study-the Study of Health in Pomerania Protocol. J. Sleep Disord. Manag. 2016, 2,
1–5. [CrossRef]

29. Kapur, V.K.; Auckley, D.H.; Chowdhuri, S.; Kuhlmann, D.C.; Mehra, R.; Ramar, K.; Harrod, C.G. Clinical Practice Guideline for
Diagnostic Testing for Adult Obstructive Sleep Apnea: An American Academy of Sleep Medicine Clinical Practice Guideline. J.
Clin. Sleep Med. 2017, 13, 479–504. [CrossRef]

30. Core R Team. R: A Language and Environment for Statistical Computing, Vienna, Austria. Available online: https://www.r-
project.org/ (accessed on 9 November 2023).

https://doi.org/10.1210/jc.2009-1912
https://doi.org/10.1016/j.jacc.2016.11.069
https://doi.org/10.1378/chest.14-0970
https://doi.org/10.5664/jcsm.27497
https://doi.org/10.1111/jsr.12770
https://doi.org/10.3390/jcm12062101
https://www.ncbi.nlm.nih.gov/pubmed/36983104
https://doi.org/10.1111/jsr.12485
https://www.ncbi.nlm.nih.gov/pubmed/28019049
https://doi.org/10.1016/j.smrv.2016.01.007
https://www.ncbi.nlm.nih.gov/pubmed/27039222
https://doi.org/10.1007/s11325-019-01863-x
https://doi.org/10.1164/rccm.200208-866OC
https://doi.org/10.1007/s11325-013-0878-4
https://doi.org/10.1152/japplphysiol.01054.2013
https://doi.org/10.1016/j.sleep.2015.01.008
https://doi.org/10.1007/s11325-022-02576-4
https://doi.org/10.3390/jcm11195620
https://doi.org/10.1007/s11325-016-1413-1
https://www.ncbi.nlm.nih.gov/pubmed/27704328
https://doi.org/10.1007/s00405-006-0090-2
https://www.ncbi.nlm.nih.gov/pubmed/16802139
https://doi.org/10.1164/ajrccm.149.1.8111573
https://www.ncbi.nlm.nih.gov/pubmed/8111573
https://doi.org/10.1002/lary.24825
https://www.ncbi.nlm.nih.gov/pubmed/25154495
https://doi.org/10.1046/j.1440-1819.2000.00705.x
https://doi.org/10.1093/sleep/zsx047
https://doi.org/10.1111/j.1365-2869.2011.00988.x
https://doi.org/10.23937/2572-4053.1510010
https://doi.org/10.5664/jcsm.6506
https://www.r-project.org/
https://www.r-project.org/


J. Pers. Med. 2024, 14, 1087 10 of 10

31. Wickham, H.; Miller, E.; Smith, D. Haven: Import and Export “SPSS”, “Stata” and “SAS” Files. 2022. Available online:
https://CRAN.R-project.org/package=haven (accessed on 9 November 2023).

32. Wickham, H.; François, R.; Henry, L.; Müller, K. Dplyr: A Grammar of Data Manipulation. 2022. Available online: https:
//CRAN.R-project.org/package=dplyr (accessed on 9 November 2023).

33. Wickham, H.; Girlich, M.; RStudio. Tidyr: Tidy Messy Data. 2022. Available online: https://CRAN.R-project.org/package=tidyr
(accessed on 9 November 2023).

34. Ripley, B.; Venables, B.; Bates, D.M.; Hornik, K.; Gebhardt, A.; Firth, D. MASS: Support Functions and Datasets for Venables and
Ripley’s MASS. 2022. Available online: https://CRAN.R-project.org/package=MASS (accessed on 9 November 2023).

35. Wickham, H.; Chang, W.; Henry, L.; Pedersen, T.L.; Takahashi, K.; Wilke, C.; Woo, K.; Yutani, H.; Dunnington, D. Ggplot2: Create
Elegant Data Visualisations Using the Grammar of Graphics. 2022. Available online: https://CRAN.R-project.org/package=
ggplot2 (accessed on 9 November 2023).

36. Hebbali, A. olsrr: Tools for Building OLS Regression Models 2020. Available online: https://CRAN.R-project.org/web/packages/
olsrr/ (accessed on 9 November 2023).

37. Koenker, R.; Portnoy, S.; Ng, P.T.; Melly, B.; Zeileis, Z.; Grosjean, P.; Moler, C.; Saad, Y.; Chernozhukov, V.; Fernnandez-Val, I.;
et al. Quantreg: Quantile Regression 2023. Available online: https://cran.r-project.org/web/packages/quantreg/ (accessed on 9
November 2023).

38. Gelman, A.; Hill, J. Data Analysis Using Regression and Multilevel/Hierarchical Models; Cambridge University Press: Cambridge,
UK, 2007.

39. Cartwright, R.D.; Diaz, F.; Lloyd, S. The Effects of Sleep Posture and Sleep Stage on Apnea Frequency. Sleep 1991, 14, 351–353.
[CrossRef]

40. Ravesloot, M.J.L.; White, D.; Heinzer, R.; Oksenberg, A.; Pépin, J.-L. Efficacy of the New Generation of Devices for Positional
Therapy for Patients with Positional Obstructive Sleep Apnea: A Systematic Review of the Literature and Meta-Analysis. J. Clin.
Sleep Med. 2017, 13, 813–824. [CrossRef] [PubMed]

41. Penzel, T.; Möller, M.; Becker, H.F.; Knaack, L.; Peter, J.-H. Effect of Sleep Position and Sleep Stage on the Collapsibility of the
Upper Airways in Patients with Sleep Apnea. Sleep 2001, 24, 90–95. [CrossRef] [PubMed]

42. Heinzer, R.C.; Pellaton, C.; Rey, V.; Rossetti, A.O.; Lecciso, G.; Haba-Rubio, J.; Tafti, M.; Lavigne, G. Positional Therapy for
Obstructive Sleep Apnea: An Objective Measurement of Patients’ Usage and Efficacy at Home. Sleep Med. 2012, 13, 425–428.
[CrossRef] [PubMed]

43. Oksenberg, A.; Gadoth, N. Are We Missing a Simple Treatment for Most Adult Sleep Apnea Patients? The Avoidance of the
Supine Sleep Position. J. Sleep Res. 2014, 23, 204–210. [CrossRef]

44. Van Maanen, J.P.; De Vries, N. Long-Term Effectiveness and Compliance of Positional Therapy with the Sleep Position Trainer in
the Treatment of Positional Obstructive Sleep Apnea Syndrome. Sleep 2014, 37, 1209–1215. [CrossRef]

45. De Vries, G.E.; Hoekema, A.; Doff, M.H.J.; Kerstjens, H.A.M.; Meijer, P.M.; Van Der Hoeven, J.H.; Wijkstra, P.J. Usage of Positional
Therapy in Adults with Obstructive Sleep Apnea. J. Clin. Sleep Med. 2015, 11, 131–137. [CrossRef]

46. Ravesloot, M.J.L.; Vonk, P.E.; Maurer, J.T.; Oksenberg, A.; De Vries, N. Standardized Framework to Report on the Role of Sleeping
Position in Sleep Apnea Patients. Sleep Breath. 2021, 25, 1717–1728. [CrossRef]

47. Permut, I.; Gaughan, J.P. Comparison of Positional Therapy to CPAP in Patients with Positional Obstructive Sleep Apnea. J. Clin.
Sleep Med. 2023, 6, 238–243. [CrossRef]

48. Maniaci, A.; Via, L.L.; Pecorino, B.; Chiofalo, B.; Scibilia, G.; Lavalle, S.; Scollo, P. Obstructive Sleep Apnea in Pregnancy: A
Comprehensive Review of Maternal and Fetal Implications. Neurol. Int. 2024, 16, 522–532. [CrossRef]

49. Walsh, J.H.; Leigh, M.S.; Paduch, A.; Maddison, K.J.; Armstrong, J.J.; Sampson, D.D.; Hillman, D.R.; Eastwood, P.R. Effect of
Body Posture on Pharyngeal Shape and Size in Adults With and Without Obstructive Sleep Apnea. Sleep 2008, 31, 1543–1549.
[CrossRef]

50. Garbarino, S.; Bragazzi, N.L. Revolutionizing Sleep Health: The Emergence and Impact of Personalized Sleep Medicine. J. Pers.
Med. 2024, 14, 598. [CrossRef]

51. Ivanovska, T.; Daboul, A.; Kalentev, O.; Hosten, N.; Volzke, H.; Biffar, R.; Worgotter, F. On Efficient Segmentation of Parapharyn-
geal Fat Pads From Population-based MRIs: An Obstructive Sleep Apnea Application. In Proceedings of the 2021 6th International
Conference on Communication, Image and Signal Processing (CCISP), Chengdu, China, 19–21 November 2021; pp. 178–182.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://CRAN.R-project.org/package=haven
https://CRAN.R-project.org/package=dplyr
https://CRAN.R-project.org/package=dplyr
https://CRAN.R-project.org/package=tidyr
https://CRAN.R-project.org/package=MASS
https://CRAN.R-project.org/package=ggplot2
https://CRAN.R-project.org/package=ggplot2
https://CRAN.R-project.org/web/packages/olsrr/
https://CRAN.R-project.org/web/packages/olsrr/
https://cran.r-project.org/web/packages/quantreg/
https://doi.org/10.1093/sleep/14.4.351
https://doi.org/10.5664/jcsm.6622
https://www.ncbi.nlm.nih.gov/pubmed/28212691
https://doi.org/10.1093/sleep/24.1.90
https://www.ncbi.nlm.nih.gov/pubmed/11204057
https://doi.org/10.1016/j.sleep.2011.11.004
https://www.ncbi.nlm.nih.gov/pubmed/22261242
https://doi.org/10.1111/jsr.12097
https://doi.org/10.5665/sleep.3840
https://doi.org/10.5664/jcsm.4458
https://doi.org/10.1007/s11325-020-02255-2
https://doi.org/10.5664/jcsm.27820
https://doi.org/10.3390/neurolint16030039
https://doi.org/10.1093/sleep/31.11.1543
https://doi.org/10.3390/jpm14060598
https://doi.org/10.1109/CCISP52774.2021.9639319

	Introduction 
	Materials and Methods 
	Sample 
	Sleep Data 
	Overnight PSG 
	Sleep Position 

	Outcome AHI 
	Data Analyses 

	Results 
	Descriptive Analysis 
	Ordinal Logistic Regression Analysis 
	Multiple Linear Regression Analysis 

	Strength and Limitations 
	Discussion 
	References

