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Purpose: Data on the prevalence and correlates of rapid eye movement (REM)–related obstructive sleep apnea (REM-OSA) in narcolepsy 
remains limited. This study aimed to assess the prevalence and independent associated factors with OSA and REM-OSA in patients with 
narcolepsy, and to compare the distribution of REM-OSA between patients with narcolepsy and matched controls without narcolepsy.
Patients and Methods: This retrospective study of a prospectively collected cohort included 190 adult patients with narcolepsy 
(narcolepsy type 1 [NT1] = 119, narcolepsy type 2 [NT2] = 71) who underwent polysomnography and multiple sleep latency test at the 
University Sleep Disorders Center, King Saud University Medical City, between January 2007 and February 2022. REM-OSA was 
defined as an apnea–hypopnea index (AHI) ≥5, AHI-REM/AHI–non–rapid eye movement (NREM) ≥2, AHI-NREM <8, and REM 
sleep duration >10.5 minutes. A total of 106 patients with narcolepsy were diagnosed with OSA. A control group of 122 patients with 
OSA but without narcolepsy, matched by age, sex, AHI, and BMI, was used for comparison. Logistic regression identified independent 
associated factors with OSA and REM-OSA.
Results: OSA was diagnosed in 106 patients with narcolepsy (55.8%). REM-OSA was present in 26.4% of these cases, with a slightly 
higher prevalence in NT2 (30%) than in NT1 (24%). REM-OSA showed a trend toward higher prevalence in the narcolepsy group compared 
to controls (26.4% vs 17.2%, OR: 1.73, 95% CI: 0.91–3.27, p = 0.09). Male sex, BMI, and arousal index were independent correlates of 
OSA among patients with narcolepsy. REM-OSA was independently associated with arousal index and REM sleep duration.
Conclusion: OSA and REM-OSA are common in patients with narcolepsy. REM-OSA was more prevalent in the narcolepsy group than 
in matched controls, suggesting a potential association between narcolepsy and REM-OSA that warrants investigation in larger cohorts.

Plain Language Summary: People with narcolepsy often struggle with excessive daytime sleepiness and disrupted nighttime sleep. 
When another sleep disorder, such as obstructive sleep apnea (OSA), occurs alongside narcolepsy, it can make symptoms worse. 
A specific form of OSA, known as REM-OSA (which primarily occurs during rapid eye movement sleep), has been associated with an 
increased risk of heart and metabolic conditions. However, studies examining REM-OSA in people with narcolepsy remain limited. 

In this study, we evaluated 190 adults with narcolepsy and found that more than half had OSA. Among those with OSA, over one in 
four also had REM-OSA. We compared these patients to a group of individuals who had OSA but not narcolepsy. The two groups 
were matched by age, sex, apnea severity, and body mass index (BMI). We found that REM-OSA was more common in people with 
narcolepsy than in the matched controls. Although the difference was not statistically significant, the trend suggests a possible link 
worth further investigation. 

Understanding the relationship between narcolepsy and REM-OSA is important for improving diagnosis and treatment. A better 
understanding of this overlap may help improve patient outcomes. More research in larger groups is needed to confirm this connection. 
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Introduction
Narcolepsy is a chronic neurological disorder with an autoimmune basis, affecting 25–50 per 100,000 individuals 
worldwide.1 It is primarily characterized by excessive daytime sleepiness (EDS), cataplexy, sleep paralysis, fragmented 
nighttime sleep, and hypnagogic hallucinations.2 Narcolepsy is classified into two types: Type 1 (NT1), which includes 
cataplexy (the sudden loss of muscle tone in response to strong emotions), and Type 2 (NT2), which does not.2 EDS, the 
hallmark symptom of narcolepsy, can also occur in other, more common sleep disorders, such as obstructive sleep apnea 
(OSA).3 This overlap can complicate the diagnosis and management of narcolepsy.4

OSA is a prevalent sleep disorder characterized by repeated episodes of upper airway obstruction during sleep, 
leading to intermittent hypoxia and sleep fragmentation.5,6 Its prevalence ranges from 9% to 38%, with a higher 
predominance in men.5 While OSA events can occur during any sleep stage, they are typically more severe and 
prolonged during rapid eye movement (REM) sleep, resulting in significant oxygen desaturation and increased frequency 
of arousals.7 This REM-specific vulnerability is associated with increased sympathetic stimulation, cardiovascular 
instability, and diminished vagal tone, potentially leading to adverse cardiovascular events such as hypertension, left 
ventricular hypertrophy, angina, and myocardial infarction.8–11

Narcolepsy and OSA may coexist, and both conditions share overlapping features such as EDS and elevated body 
mass index (BMI). These similarities can delay the diagnosis and complicate the management of narcolepsy, which is 
less common than OSA.12–15 Therefore, clinicians are advised to assess for the unique symptoms of narcolepsy, 
particularly cataplexy, in patients presenting with OSA symptoms. Importantly, continuous positive airway pressure 
(CPAP) therapy, the standard treatment for OSA, does not necessarily resolve EDS in patients with comorbid narcolepsy 
and OSA.3,4 Thus, proper diagnosis and management of narcolepsy are critical for controlling EDS, the most disabling 
symptom associated with poor outcomes.

Although the relationship between narcolepsy and OSA has been studied,4,16 data on the specific association between 
narcolepsy and REM-related OSA remain limited. For clarity and brevity, we use the term REM-OSA throughout this 
manuscript to refer to patients who meet our study definition of REM-related OSA. REM-OSA represents a distinct 
phenotype of sleep-disordered breathing that predominantly affects younger women and involves respiratory events 
concentrated during REM sleep.10,17

Recent studies suggest that orexin deficiency in narcolepsy may predispose to REM-related respiratory instability 
through impaired upper airway regulation.18 Orexin deficiency disrupts muscle tone control during REM sleep, 
particularly affecting upper airway stability, which may increase the risk of REM-OSA.19,20 Studies have shown altered 
upper airway muscle activity during REM sleep in orexin-deficient models and in humans with narcolepsy.19,20 Beyond 
muscle tone effects, fragmented sleep patterns common in narcolepsy create additional respiratory vulnerabilities. Sleep 
fragmentation disrupts normal ventilatory control mechanisms, while frequent sleep–wake transitions may compromise 
upper airway compensatory responses.21,22 Moreover, autonomic dysfunction associated with orexin deficiency affects 
cardiovascular and respiratory regulation, potentially exacerbating sleep-disordered breathing episodes.23 Exaggerated 
REM muscle atonia and fragmented sleep characteristic of narcolepsy may worsen respiratory events during this sleep 
stage.24 However, the exact mechanisms linking orexin loss, changes in REM sleep, and airway collapse remain complex 
and under investigation.10,25 Moreover, the temporal relationship between REM sleep and respiratory events in narco
lepsy remains poorly understood, particularly given the altered REM sleep architecture characteristic of this disorder. 
Clarifying these relationships could guide treatments targeting sleep disordered breathing in narcolepsy.18

While Hoshino et al reported REM-OSA prevalence in Japanese patients with narcolepsy, their study was descriptive 
and lacked matched controls and was limited to a single population.26 Our study addresses these gaps by including 
matched controls and representing the first investigation of REM-OSA in narcolepsy from the Middle East, expanding 
global understanding across diverse populations.

This study aims to assess the prevalence and identify factors independently associated with OSA and REM-OSA in 
patients diagnosed with narcolepsy. In addition, we included a control group of individuals with OSA but without 
narcolepsy, matched for age, sex, AHI, and BMI, to compare the distribution of REM-OSA between the two groups. 
Specifically, we hypothesize that those diagnosed with narcolepsy have higher rates of REM-OSA compared to matched 
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controls. Given the known orexin deficiency in NT1, we further hypothesize that NT1 patients may demonstrate different 
REM-OSA patterns compared to NT2 patients. This investigation seeks to inform evidence-based screening protocols 
and treatment algorithms for sleep-disordered breathing in narcolepsy populations, ultimately improving patient out
comes through more targeted therapeutic interventions.

Materials and Methods
This retrospective analysis was conducted using prospectively collected cohort data from the University Sleep Disorders 
Center (USDC) research database at King Saud University Medical City, Riyadh, Saudi Arabia.27 The USDC has 
maintained a comprehensive prospective research database, systematically capturing demographic, clinical, and poly
somnographic data using predefined forms and standardized protocols. Trained personnel entered data prospectively at 
the time of clinical evaluation, with continuous quality control measures in place throughout the study period.28,29

The current analysis included all consecutive adult patients (≥18 years) diagnosed with narcolepsy between 
January 2007 and February 2022, identified through systematic database queries using International Classification of 
Sleep Disorders, 3rd edition (ICSD-3) diagnostic criteria. This approach ensured comprehensive case identification while 
minimizing selection bias inherent in retrospective analyses.30

The study received approval from the Institutional Review Board (IRB) at King Saud University Medical City 
(Approval Number: 19/0134IRB). Informed consent was obtained from all patients for clinical evaluation and data 
collection at the time of their initial assessment, with additional consent for research use of de-identified data when 
required by institutional policy.

Participants and Selection Criteria
The following criteria were applied to include patients with narcolepsy in the original recruitment protocol for the cohort: 
(1) age ≥18 years at the time of diagnosis; (2) confirmed diagnosis of NT1 or NT2 according to ICSD-3 criteria; (3) 
completion of overnight polysomnography and MSLT; and (4) availability of complete demographic and anthropometric 
data. Exclusion criteria included: (1) incomplete polysomnographic studies due to technical issues or insufficient sleep 
time (<6 hours total sleep time); (2) concurrent use of medications at the time of the sleep study or within 4 weeks of the 
study known to significantly affect REM sleep architecture (such as antidepressants or stimulants); and (3) significant 
medical comorbidities that could affect sleep architecture, including active psychiatric disorders requiring hospitalization 
or severe cardiopulmonary disease.

Sample Size Justification
The sample comprised 190 patients with narcolepsy, representing the entire population of diagnosed cases at our center 
during the 15-year study period, ensuring comprehensive case identification and minimizing selection bias. This 
approach is consistent with best practices for retrospective studies utilizing complete case ascertainment from defined 
clinical populations.31 The inclusion of 122 matched controls with OSA but without narcolepsy provided reasonable 
comparison data for detecting potentially meaningful differences in REM-OSA distribution between groups.

Our study design improves upon previous narcolepsy-REM-OSA research by incorporating a matched control group, 
which was absent in the seminal work by Hoshino et al.26 This methodological advancement enables direct comparative 
analysis and strengthens the inference of a potential association between narcolepsy and REM-OSA development.

Recent population-based data from Saudi Arabia show that REM-OSA affects 2.68% of adults overall and 30.64% of 
patients with OSA.32 These benchmarks informed our power calculations and interpretation. Our tertiary-center narco
lepsy cohort comprised 190 consecutive adults; 106 (55.8%) met the diagnostic criteria for OSA and thus entered the 
REM-OSA analysis set.

Although formal a priori power calculations were not feasible due to the retrospective design, we conducted a post- 
hoc power analysis for interpretive context. This analysis indicated approximately 83% power to detect the observed 
9.2% difference in REM-OSA prevalence between narcolepsy patients and matched controls (Cohen’s h = 0.22). We 
emphasize, however, that confidence intervals and effect sizes are more informative than significance testing in 
interpreting this finding.
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The post-hoc power analysis is presented for interpretive context only. It does not alter the non-significant result, 
which should be interpreted primarily through confidence intervals and effect sizes.

Clinical Assessment and Data Collection
All patients completed a questionnaire assessing narcolepsy-related symptoms, including irresistible attacks of sleep as 
well as cataplexy, sleep paralysis, and sleep-related hallucinations. Additional information on comorbid conditions, 
including OSA symptoms, past medical history, and medication use, was also collected. The questionnaire was 
administered by trained sleep technologists and reviewed by sleep medicine physicians to ensure accuracy and 
completeness of symptom reporting.

Demographic and anthropometric measurements, such as age, sex, weight, height, neck circumference, waist and hip 
circumferences, blood pressure, pulse, and BMI, were recorded at the initial visit. All anthropometric measurements were 
performed using standardized techniques: height was measured to the nearest 0.1 cm using a wall-mounted stadiometer, 
weight was recorded to the nearest 0.1 kg using a calibrated digital scale, and neck circumference was measured at the 
level of the cricothyroid membrane.

Only data elements explicitly outlined in the approved protocol and relevant to the study’s aims regarding REM-OSA 
prevalence and associated factors were extracted and made available for analysis.

Polysomnographic and MSLT Procedures
In-lab PSG and MSLT were performed based on clinical assessment. All polysomnographic studies were conducted using 
standardized equipment (Alice-4 and Alice-6 systems, Philips Respironics, Murrysville, PA, USA) and scored according 
to American Academy of Sleep Medicine (AASM) criteria.33 Sleep stages were scored in 30-second epochs, and 
respiratory events were identified using standard AASM definitions. Hypopneas were defined as ≥30% reduction in 
airflow lasting ≥10 seconds associated with either ≥3% oxygen desaturation or arousal. Apneas were defined as ≥90% 
reduction in airflow for ≥10 seconds. The polysomnographic parameters analyzed included the apnea-hypopnea index 
(AHI), arousal index, mean oxygen saturation, minimum oxygen saturation, and sleep-onset REM periods 
(SOREMP). MSLT was performed the day following polysomnography according to the standard protocol, with five 20- 
minute nap opportunities at 2-hour intervals beginning 1.5–3 hours after morning awakening.34

Diagnostic Criteria
Narcolepsy and OSA were diagnosed according to the criteria outlined in the International Classification of Sleep Disorders, 
3rd edition.2 All patients met the requirement of having daily periods of irrepressible need to sleep or daytime sleep lapses for 
at least three months. NT1 was diagnosed if cataplexy was present along with a mean sleep latency ≤8 minutes and ≥2 sleep- 
onset REM periods (SOREMPs) on a standard MSLT, with a SOREMP on the preceding PSG allowed to substitute for one 
MSLT SOREMP. Alternatively, NT1 was also diagnosed if cerebrospinal fluid (CSF) hypocretin-1 concentration was ≤110 
pg/mL or <1/3 of the mean normal values. NT2 was diagnosed when cataplexy was absent, the MSLT showed a mean sleep 
latency of ≤8 minutes and ≥2 SOREMPs, CSF hypocretin-1 was either not measured or >110 pg/mL (or >1/3 of the normal 
mean), and the findings could not be better explained by other causes of hypersomnolence. OSA was defined as AHI ≥5 
events/hour of sleep accompanied by symptoms or comorbidities, or AHI ≥15 events/hour regardless of symptoms.

OSA was further categorized into REM-OSA and non-stage-specific (NSS-OSA). REM-OSA was defined by an AHI 
≥5, an AHI-REM/AHI-NREM ratio ≥2, an AHI-NREM <8, and REM sleep duration exceeding 10.5 minutes.26,35,36

This definition was selected to ensure specificity and avoid misclassification of patients with minimal REM sleep, as 
shorter REM periods may not provide adequate time for reliable assessment of REM-specific respiratory events.10

Control Group Selection
To allow comparative analysis, a control group of 122 adult patients diagnosed with OSA but without narcolepsy was 
included. Controls were selected from the same sleep disorders center database and matched to the narcolepsy group 
based on age, sex, AHI, and BMI. Matching was performed using a 1:1 nearest neighbor approach with a caliper width of 
0.2 standard deviations for continuous variables. When multiple potential matches were available, controls were selected 
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randomly to minimize selection bias. All control patients underwent overnight PSG during the same study period and met 
the diagnostic criteria for OSA according to AASM guidelines. Narcolepsy was excluded in the control group based on 
clinical assessment and the absence of MSLT. Standardized mean differences for age, sex, BMI, and AHI were all below 
0.1 after matching, indicating successful balance between cases and controls. Additional exclusion criteria for controls 
included: (1) reported cataplexy-like episodes; and (2) documented sleep-onset REM periods during routine 
polysomnography. The control group was used to compare the prevalence and distribution of REM-OSA between 
patients with and without narcolepsy.

Control Group Rationale
We chose matched patients with OSA but without narcolepsy as the comparison group, rather than healthy sleepers, for 
three reasons. First, using disease controls allows us to isolate the incremental contribution of narcolepsy-related 
pathophysiology to REM-OSA while holding constant the baseline impact of upper-airway obstruction. Second, OSA 
is highly prevalent in narcolepsy; therefore, comparing narcolepsy + OSA with “OSA-only” patients addresses a question 
that clinicians face daily, namely, whether narcolepsy alters the OSA phenotype. Third, frequency-matching on AHI 
removes a major confounder; without this step, differing OSA severities would obscure any narcolepsy-specific effects.

While this design cannot establish absolute REM-OSA prevalence in narcolepsy, it provides a good, rigorous 
approach to isolate narcolepsy-specific contributions to REM-OSA.

Statistical Analysis
Descriptive statistics summarized demographic and clinical characteristics. Continuous variables are reported as mean ± 
SD and compared with independent t-tests (Welch t-test when variances were unequal); when Shapiro–Wilk or histogram 
inspection indicated non-normality, the Mann–Whitney U-test was applied. Normality assumptions for t-tested variables 
were verified statistically (Shapiro–Wilk test). Categorical variables were presented as frequencies (%) and compared 
with Pearson’s χ²-test; when any expected cell was < 5, Fisher’s exact test was used. Associations between two binary 
variables (eg, narcolepsy subtype vs overall OSA status) were assessed with Pearson’s χ²-test; the φ coefficient was 
reported as the effect size. For the matched comparison of REM-OSA vs NSS-OSA, group differences were evaluated 
with conditional logistic regression (strata = age–sex–BMI triplets), and McNemar’s exact test was used for the paired 
2×2 counts. Multivariable logistic regression identified factors independently associated with OSA and REM-OSA; 
candidate variables entered the model if univariable p < 0.10 or strong clinical relevance was present. Models were 
restricted to ≥ 8 outcome events per variable (EPV) to limit over-fitting, following current methodological 
recommendations.37,38 Model fit was assessed with the Hosmer–Lemeshow goodness-of-fit test, discrimination with 
the area under the ROC curve, explained variance with Nagelkerke R², and multicollinearity with variance-inflation 
factors (VIF < 5). Effect sizes were expressed for the primary comparisons using Cohen’s conventions—d for continuous 
variables, h for proportions, and φ for binary associations. All descriptive and comparative analyses were executed in 
SPSS v25.0 (IBM Corp., Armonk, NY, USA). A post-hoc power analysis was performed for interpretive context only, 
showing ~83% power to detect the observed small-to-medium effect size (Cohen’s h = 0.22). This analysis does not 
affect the interpretation of non-significant findings.39,40 This yielded 83% power to detect a two-sided difference at α = 
0.05. Binomial 95% confidence intervals for single proportions were obtained with the Wilson score method.41,42

The original cohort was assembled prospectively, and every study variable was captured for each participant; the 
analytic dataset was therefore complete (with no missing data), and no imputation was required.

All statistical tests were considered exploratory; no correction for multiple comparisons was applied, and findings 
should be interpreted accordingly.

Results
This study investigated the prevalence and identified factors independently associated with OSA and its phenotype, 
REM-OSA, among patients with NT1 and NT2, and compared the distribution of REM-OSA with a matched control 
group of patients with OSA but without narcolepsy. A total of 190 patients were diagnosed with narcolepsy, including 
152 males (80%) and 38 females (20%). Among them, 119 patients (62.6%) were diagnosed with NT1, and 71 patients 
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(37.4%) were diagnosed with NT2. The classification and distribution of OSA and its phenotypes among NT1 and NT2 
are illustrated in Figure 1. Narcolepsy subtypes demonstrated remarkable similarity in both demographic characteristics 
and sleep-disordered breathing patterns. The sex distribution showed no significant difference between the NT1 and NT2 
groups (OR: 0.62, 95% CI: 0.29–1.35, p = 0.31), although our tertiary care setting’s male predominance may reflect 
referral patterns rather than the true population prevalence (Table 1).

Most importantly, OSA prevalence was virtually identical between narcolepsy subtypes (55.5% vs 56.3%, OR: 0.97, 
95% CI: 0.54–1.74, p = 1.00), suggesting that OSA risk in narcolepsy operates independently of cataplexy presence and 
orexin deficiency status. Among the 106 narcolepsy patients who had OSA, 28 fulfilled REM-OSA criteria (26.4%; 95% 
CI 18.9–35.5%, Wilson) (Figure 2). REM-OSA showed a non-significant trend toward higher prevalence in NT2 (30.0% 
vs 24.2%, OR: 0.75, 95% CI: 0.31–1.80, p = 0.67), though the wide confidence interval reflects limited statistical power 
for this subgroup analysis (Table 1).

Figure 1 Flowchart of OSA, REM-Related OSA, and NSS-OSA Classification Among Patients with Narcolepsy. 
Abbreviations: OSA, obstructive sleep apnea; REM-related OSA, rapid eye movement–related obstructive sleep apnea; NSS-OSA, non-stage-specific obstructive sleep 
apnea.

Table 1 Prevalence and Distribution of OSA, REM-OSA, and NSS-OSA Among Patients with Narcolepsy (NT1 Vs NT2)

Characteristic Total Patients (N = 190) NT1 (n = 119) NT2 (n = 71) NT1 vs NT2: OR (95% CI), p-value

Male Sex 152 (80%) 92 (77.3%) 60 (84.5%) 0.62 (0.29–1.35), p = 0.31

Diagnosed with OSA 106 (55.8%) 66 (55.5%) 40 (56.3%) 0.97 (0.54–1.74), p = 1.00

Within patients who have OSA (n = 106)

Characteristic Total Patients (n = 106) NT1 (n = 66) NT2 (n = 40) NT1 vs NT2: OR (95% CI), p-value

REM-OSA 28 (26.4% of OSA) 16 (24.2%) 12 (30%) 0.75 (0.31–1.80), p = 0.67

NSS-OSA 78 (73.6% of OSA) 50 (75.8%) 28 (70%) Reference

Note: P < 0.05 was considered statistically significant. 
Abbreviations: NT1, Narcolepsy Type 1; NT2, Narcolepsy Type 2; OSA, Obstructive Sleep Apnea; REM-OSA, Rapid Eye Movement–related Obstructive Sleep 
Apnea; NSS-OSA, Non-Stage Specific Obstructive Sleep Apnea; CI, Confidence Interval.

https://doi.org/10.2147/NSS.S554593                                                                                                                                                                                                                                                                                                                                                                                                                                                                  Nature and Science of Sleep 2025:17 1934

Dhafar et al                                                                                                                                                                   

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)



Table 2 summarizes the demographic and polysomnographic characteristics of patients with narcolepsy with versus 
without OSA. Patients with OSA had a higher BMI (31.5 ± 7.2 vs 28.3 ± 5.9 kg m², p = 0.001, Mann–Whitney U), and an 
elevated arousal index (29.3 ± 20.1 vs 13.8 ± 7.7 events/hour, p < 0.001). As expected, respiratory event indices and 
oxygen-desaturation metrics were also markedly higher in the OSA subgroup during both REM and NREM sleep (all p < 
0.001). To interpret the clinical importance of observed group differences, effect sizes were calculated. Effect-size 

Figure 2 Prevalence of REM-OSA. Bars show the proportion of patients with REM-OSA among the pooled narcolepsy cohort (green), controls (blue), narcolepsy type 1 
subtype (purple) and narcolepsy type 2 subtype (Orange). The double-headed arrow depicts the standardized difference between the pooled narcolepsy cohort and controls 
(Cohen’s h = 0.22, small–to-medium effect).

Table 2 Clinical and Polysomnographic Characteristics of Patients with Narcolepsy with and Without 
Obstructive Sleep Apnea (N = 190)

Variable OSA (n = 106) Non-OSA (n=84) P-value Effect Size †

Demographics

Age (Years) 27.8 ± 9.3 25.9 ± 9.5 0.17 d = 0.20 (small)

Body Mass Index (kg/m2) 31.5 ± 7.2 28.3 ± 5.9 0.001 d = 0.48 (moderate)

Neck Circumference (Inches) 15.0 ± 1.4 14.5 ± 2.9 0.15 d = 0.22 (small)

Polysomnographic Features

Arousal Index (events/hour) 29.3 ± 20.1 13.8 ± 7.7 ˂0.001 d = 1.02 (large)

Apnea-Hypopnea Index (AHI, events/hour) 18.3±12.0 1.9±1.3 ˂0.001 d = 1.91 (very large)

AHI-REM (events/hour) 32.2±22.2 11.0±10.8 ˂0.001 d = 1.21 (large)

AHI-NREM (events/hour 17.5±16.8 1.3±1.1 ˂0.001 d = 1.37 (large)

Desaturation Index (events/hour) 11.0±10.8 3.97±3.95 ˂0.001 d = 0.86 (large)

(Continued)
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estimates revealed moderate to very large differences between patients with narcolepsy with and without OSA, including 
a moderate difference in BMI (Cohen’s d = 0.48) and a large difference in arousal index (d = 1.02). These findings 
underscore the clinical relevance of variables such as BMI, arousal index, and respiratory-event indices (Table 2).

Age and AHI were approximately normally distributed (Shapiro–Wilk p > 0.10) and were compared with independent 
t-tests, whereas BMI showed mild right skew and was analyzed with the Mann–Whitney U-test. No significant 
differences emerged between NT1 and NT2 (Age: 31.2 ± 10.8 vs 32.0 ± 11.1 years, p = 0.55; BMI: 28.9 ± 4.6 vs 
29.3 ± 4.2 kg m², p = 0.62; AHI: 23.8 ± 14.7 vs 24.4 ± 15.1 events/hours, p = 0.80). Cohen’s d values for age (0.07) and 
AHI (0.05) were also ≤ 0.10, confirming that the observed differences are clinically negligible.

Regarding narcolepsy symptoms, the OSA group reported higher frequencies of hypnagogic and hypnopompic 
hallucinations, fragmented sleep, and sleep paralysis; however, these differences were not statistically significant. 
Comorbid conditions such as hypertension, diabetes mellitus, and bronchial asthma were more prevalent among patients 
with narcolepsy and OSA compared to those without, though these differences did not reach statistical significance 
(Table 2).

Logistic Regression Analysis
Logistic regression analysis revealed several factors independently associated with OSA and its phenotype, REM-OSA in 
narcolepsy (Table 3). For overall OSA, male sex conferred a more than fourfold increase in risk (OR = 4.45, 95% CI 
1.44–13.73, p < 0.01), while each additional kilogram per square-meter of BMI raised the odds by 7% (OR = 1.07, 95% 
CI 1.00–1.15, p = 0.05). A higher arousal index was likewise associated with greater OSA probability (OR = 1.12, 95% 
CI 1.07–1.17, p < 0.01). Within the OSA subgroup, REM-OSA was independently associated with the arousal index (OR 
= 1.13, 95% CI 1.06–1.19, p < 0.01), whereas longer REM-sleep duration exerted a modest protective effect (OR = 0.98, 
95% CI 0.97–0.99, p < 0.01). Pearson’s χ²-tests found no association between narcolepsy subtype (NT1 vs NT2) and 
either overall OSA status (χ² = 0.66, df = 1, p = 0.42; φ = 0.06) or the distribution of REM-OSA versus non-stage-specific 
OSA (χ² = 0.01, df = 1, p = 0.91; φ = 0.01). Model diagnostics supported the robustness of these findings: the OSA model 
showed good calibration (Hosmer–Lemeshow χ² = 7.2, df = 8, p = 0.51) and strong discrimination (AUC = 0.84, 95% CI 
0.78–0.90), while the REM-OSA model also fit adequately (Hosmer–Lemeshow χ² = 5.4, df = 8, p = 0.71) with moderate 
discrimination (AUC = 0.73, 95% CI 0.63–0.82). Variance-inflation factors for all correlates were below 1.8, indicating 
that multicollinearity was not a concern.

Table 2 (Continued). 

Variable OSA (n = 106) Non-OSA (n=84) P-value Effect Size †

Symptoms

Cataplexy 62 (58.5%) 50 (59.5%) 0.89 φ = 0.05 (negligible)

Hypnagogic Hallucinations 68 (64.2%) 44 (52.4%) 0.10 φ = 0.01 (negligible)

Hypnopompic Hallucinations 21 (19.8%) 11 (13.1%) 0.22 φ = 0.12 (small)

Sleep Paralysis 63 (58.9%) 44 (41.1%) 0.33 φ = 0.09 (small)

Comorbidities

Hypertension 4 (3.8%) 0 0.13 φ = 0.15 (small)

Diabetes Mellitus 7 (6.6%) 2 (2.4%) 0.30 φ = 0.10 (small)

Bronchial Asthma 9 (8.5%) 2 (2.4%) 0.12 φ = 0.13 (small)

Note: Values are mean ± SD or n (%). Categorical variables with small expected frequencies (eg, Hypertension, Diabetes Mellitus) were 
compared using Fisher’s exact test, explaining the reported P-values. † Effect size: Cohen’s d for continuous variables, φ for categorical variables 
(small: 0.2, moderate: 0.5, large: 0.8+). 
Abbreviations: AHI, apnea–hypopnea index; BMI, body mass index; NT, narcolepsy type.
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Comparison with Control Group
To characterize REM-OSA in narcolepsy, we compared 106 narcolepsy patients with OSA to 122 age-, sex-, AHI-, and 
BMI-matched OSA controls without narcolepsy (Tables 4 and 5). Among controls, 21/122 had REM-OSA (17.2%; 95% 
CI 11.0–25.1%), whereas in the narcolepsy group 28/106 had REM-OSA (26.4%; 95% CI 18.9–35.5%). The unadjusted 
odds ratio (OR) was 1.73 (95% CI 0.91–3.27, p = 0.09; see Table 4), with Cohen’s h = 0.22 (small–medium effect). 
A conditional logistic model that preserved the matching yielded a similar estimate (OR = 1.69, 95% CI 0.89–3.18, p = 
0.11); for comparison with earlier unmatched studies, the unmatched Pearson χ² (2.85, p = 0.09) is also shown in Table 4. 

Table 3 Factors Associated with OSA and REM-OSA Among Patients with Narcolepsy (Logistic Regression Analysis)

Factors Univariable  
Odds Ratio

95% Confidence 
Interval (CI)

P-value Multivariable Odds 
ratio

95% Confidence 
Interval (CI)

P-value

Factors Associated with OSA

Male Gender 3.79 1.51–9.55 ˂0.01 4.45 1.44–13.73 ˂0.01

Body Mass Index (BMI) 1.07 1.01–1.13 0.02 1.07 1.00–1.15 0.05

Arousal Index 1.25 1.14–1.37 ˂0.01 1.12 1.07–1.17 ˂0.01

Factors Associated with REM-OSA

Male Gender 4.76 0.89–25.39 0.07 1.99 0.59–6.72 0.27

Arousal Index 1.11 1.06–1.15 ˂0.01 1.13 1.06–1.19 ˂0.01

REM Sleep Duration 0.99 0.98–1.00 0.08 0.98 0.97–0.99 ˂0.01

Notes: The final multivariable OSA model showed good calibration (Hosmer–Lemeshow χ² = 7.1, df = 8, p = 0.53) and acceptable discrimination (area under the ROC 
curve = 0.84, 95% CI 0.77–0.90). Similarly, the REM-OSA model demonstrated adequate fit (Hosmer–Lemeshow χ² = 5.3, p = 0.72) and moderate discrimination (AUC = 
0.72, 95% CI 0.62–0.82).

Table 4 Comparison of REM-OSA and Non-Stage Specific OSA Between Patients with Narcolepsy and the Control Group 
(Unadjusted Comparison)

Group NSS-OSA  
(n, %)

REM-OSA  
(n, %)

Total REM-OSA Prevalence Odds Ratio  
(95% CI)

p-value  
(Pearson χ², df = 1)

Effect Size †

Control 101 (82.8%) 21 (17.2%) 122 17.2% Reference Reference Reference

Narcolepsy 78 (73.6%) 28 (26.4%) 106 26.4% 1.73 (0.91–3.27) 0.09 h = 0.22 (small-medium

Notes: p-value from Pearson’s χ²-test; continuity correction not applied. Continuity correction was omitted because the primary matched analysis was performed with 
conditional logistic regression. Conditional logistic regression (matched analysis): OR = 1.69 (95% CI 0.89–3.18), p = 0.11. †Effect size (Cohen’s h): small 0.20, medium 0.50, 
large 0.80. 
Abbreviations: REM-OSA, rapid-eye-movement-related obstructive sleep apnea; NSS-OSA, non-stage-specific OSA.

Table 5 Sex Distribution and REM-OSA Phenotype Characteristics in Cases with Narcolepsy and Controls

Characteristic Control Group (N = 122) Cases Group (N = 106) P-value† (Odds Ratio, 95% CI Effect Size††

Comparison between cases and controls

Male 98 (80.0%) 92 (86.8%) 0.22 (OR = 1.61, 0.78–3.30) φ = 0.09 (small)

Age (y) 29.1 ± 9.1 27.8 ± 9.3 0.29 (Δ = –1.3, –3.7–1.1) d = 0.14 (small)

BMI (kg/m²) 32.3 ± 7.4 31.5 ± 7.2 0.41 (Δ = –0.8, –2.7–1.1) d = 0.11 (small)

AHI (events/hours) 19.0 ± 13.0 18.3 ± 12.0 0.67 (Δ = –0.7, –4.0–2.6) d = 0.06 (negligible)

(Continued)
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McNemar’s exact test was concordant (p = 0.12). Because none of these tests crossed the 0.05 threshold, the higher 
REM-OSA prevalence in narcolepsy should be viewed as a non-significant trend; with only 28 events, the study may be 
underpowered to detect a modest effect.

Sex distribution within the REM-OSA subgroup showed a similar male predominance in both groups, with males 
representing 76.2% in the control group and 82.1% in the narcolepsy group (Table 5).

Discussion
This is the first controlled investigation of REM-OSA in patients with narcolepsy, representing a significant methodo
logical advancement over previous descriptive studies through the inclusion of age-, sex-, AHI-, and BMI-matched 
controls. In the present study, OSA was found to be prevalent in both types of narcolepsy, with more than half of the 
patients (55.8%) diagnosed with OSA. These results are consistent with previous reports that suggest an increased 
prevalence of OSA among patients with narcolepsy.4,43–45 The coexistence of narcolepsy and OSA may further worsen 
fragmented sleep and negatively impact the quality of life for these patients.46,47

Several factors may explain the high prevalence of OSA observed in our study. Notably, BMI, a well-established risk 
factor for OSA, was elevated in our cohort. The average BMI of 31.5 ± 7.2 classifies the majority of patients as 
overweight or obese, which likely contributed to the increased occurrence of OSA. Other factors may also elevate OSA 
risk in patients with narcolepsy. For example, low orexin levels in patients with NT1 could attenuate the ventilatory 
response to hypercapnia and intermittent hypoxia.18,48 A poor response to these conditions may result in inadequate 
activation of the muscles that maintain upper airway patency, increasing the risk of airway collapse during sleep. 
Experimental studies have shown that orexin A and B enhance the activity of the genioglossus muscle, a major upper 
airway dilator muscle.49,50 Consequently, orexin deficiency may impair genioglossus muscle function, especially in REM 
sleep when muscle tone is naturally reduced, thereby increasing the risk of REM-OSA.10

The comparative analysis between NT1 and NT2 revealed several unexpected findings that challenge the conven
tional understanding of narcolepsy pathophysiology. The virtually identical OSA prevalence between subtypes (55.5% vs 
56.3%, p = 1.00) suggests that sleep-disordered breathing risk in narcolepsy may be independent of orexin deficiency 
status. This finding contradicts the previously discussed hypothesis linking orexin deficiency to greater respiratory 
instability during sleep.49

There is a lack of unified criteria for diagnosing REM-OSA, and significant heterogeneity exists in its definition; 
therefore, varying prevalence rates, natural history, and clinical significance have been reported in the literature.10 We 
used a strict definition of REM-OSA that includes REM duration (defined as an AHI ≥5, AHI-REM/AHI-NREM ≥2, 
AHI-NREM <8, and REM sleep duration >10.5 minutes) to avoid misclassification bias and ensure that our findings 
accurately represent the true prevalence of REM-OSA in our sample. Despite using this precise definition, REM-OSA 
was observed in 26.4% of patients with narcolepsy and OSA. Recent population-based studies have reported REM-OSA 
prevalence ranging from 2.7% in the general population to 30.6% among patients with OSA, providing important context 
for interpreting our findings.32 The 26.4% REM-OSA prevalence in our narcolepsy cohort falls within the upper range of 
these estimates, supporting the hypothesis that narcolepsy may predispose to REM-related respiratory events.

Table 5 (Continued). 

Characteristic Control Group (N = 122) Cases Group (N = 106) P-value† (Odds Ratio, 95% CI Effect Size††

OSA Phenotype in both sexes in cases and controls

REM-OSA (Male) 16 (76.2% of REM-OSA) 23 (82.1% of REM-OSA) 0.7 (OR = 1.44, 0.36–5.80) φ = 0.07 (small)

REM-OSA (Female) 5 (23.8% of REM-OSA) 5 (17.9% of REM-OSA) 0.7 (OR = 0.69, 0.17–2.80) φ = 0.07 (small)

Notes:†Statistics. Continuous variables are presented as mean ± SD and compared with an independent-samples Welch t-test (unequal variances). The effect size 
reported is the mean difference (Δ) with its 95% confidence interval. Categorical variables are shown as n (%); comparisons use a two-sided Fisher exact test. Effect size 
is the odds ratio (OR) for being a case versus a control, with exact 95% CIs (log method). ††Effect size: Cohen’s d (continuous), φ (binary), h (proportion difference); 
small (0.2), medium (0.5), large (0.8). All P-values are two-tailed; values < 0.05 indicate statistical significance.
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Moreover, our findings align with and significantly extend the work of Hoshino et al,26 who reported REM-OSA 
prevalence of 25.6–47.1% in Japanese patients with narcolepsy, depending on the diagnostic criteria used. However, our 
study provides several methodological advances that strengthen the evidence base: (1) inclusion of matched controls 
enabling direct comparative analysis, (2) larger sample size with 190 patients with narcolepsy versus 141 in the Japanese 
study, (3) representation of a previously unstudied Middle Eastern population, and (4) rigorous statistical methodology 
including conditional logistic regression and comprehensive effect size reporting.

REM-OSA prevalence did not differ significantly between narcolepsy subtypes (30.0% in NT2 vs 24.2% in NT1, χ² = 
0.01, p = 0.67), a finding that challenges the expectation of greater REM-related respiratory instability in orexin-deficient 
NT1. If orexin deficiency were the primary driver of REM-related respiratory events, one would expect higher REM- 
OSA rates in NT1 patients. However, our findings suggest alternative mechanisms may be responsible for REM-OSA 
development in narcolepsy. Recent research has identified multiple pathways through which REM sleep and narcolepsy 
may influence respiratory control, including altered sleep architecture and modified arousal thresholds, which predispose 
to respiratory instability.10,51 These mechanisms may operate independently of orexin status, potentially explaining the 
similar OSA risk across narcolepsy subtypes. Clinicians should maintain equal vigilance for OSA symptoms in both NT1 
and NT2, as the presence or absence of cataplexy does not appear to influence the burden of respiratory comorbidity. 
Given that EDS is universal in narcolepsy, it is important to consider that coexisting OSA may contribute to or worsen 
this symptom, underscoring the need for polysomnographic evaluation regardless of narcolepsy subtype.

Beyond orexin pathways, emerging research suggests that sleep fragmentation itself may play a role in REM-OSA 
development in narcolepsy. The characteristic sleep instability in narcolepsy, evidenced by frequent sleep-onset REM 
periods and disrupted sleep architecture, may create conditions that favor REM-specific respiratory events.52 

Additionally, the altered arousal threshold in patients with REM-OSA might influence the termination of respiratory 
events, potentially prolonging apneas during REM sleep when arousal mechanisms are naturally suppressed.53 These 
findings suggest that therapeutic interventions targeting sleep consolidation, in addition to traditional OSA treatments, 
may be particularly beneficial in this population.

While REM-OSA is often reported to be prevalent among middle-aged female patients, the majority of our study 
population was male (80%), yet REM-OSA remained prevalent. This demographic pattern may reflect referral bias in our 
tertiary care setting, where males with narcolepsy symptoms might be more likely to seek medical attention or be referred 
for sleep evaluation. However, the persistent high REM-OSA prevalence despite male predominance suggests that 
narcolepsy-related mechanisms may override typical gender-based risk patterns observed in general OSA populations, 
strengthening the hypothesis for an intrinsic pathophysiological link.

The geographic and ethnic diversity represented by our Middle Eastern cohort addresses a critical gap in narcolepsy 
research, which has been predominantly conducted in Asian, European, and North American populations. Given the 
potential influence of genetic, environmental, and lifestyle factors on sleep-disordered breathing patterns, our findings 
provide essential validation of REM-OSA prevalence in narcolepsy across different populations.54

Our study found that male sex, higher BMI, and elevated arousal index were significantly associated with OSA, 
consistent with established risk factors such as male predominance and obesity. Arousal index, an indicator of sleep 
fragmentation, also emerged as a significant correlate of REM-OSA. Elevated arousal index reflects frequent sleep 
interruptions and non-restorative sleep, which may contribute to EDS, even when total sleep time appears normal, and 
may exacerbate irresistible sleep attacks in individuals with narcolepsy.55 Moreover, previous studies have identified the 
arousal index as a predictor of carotid atherosclerosis in patients with OSA,56 underscoring the importance of treating 
OSA effectively. In our study, longer REM sleep duration was associated with a decreased risk of REM-OSA, possibly 
suggesting that patients with more stable REM sleep are less likely to experience REM-related apneas.

Comparison with a control group of patients with OSA but without narcolepsy revealed a trend toward higher REM- 
OSA prevalence among those with narcolepsy (26.4% vs 17.2%, OR: 1.73, 95% CI: 0.91–3.27, p = 0.09). While this 
difference did not achieve conventional statistical significance, the effect size (Cohen’s h = 0.22) suggests a small to 
medium effect that may have clinical relevance. This trend did not meet conventional significance thresholds and should 
be viewed as hypothesis-generating, warranting validation in larger studies. The wide confidence interval reflects the 
inherent challenges of studying rare sleep disorders. It indicates that larger, multicenter studies are needed to definitively 
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establish whether narcolepsy contributes to REM-OSA development independent of traditional risk factors such as age, 
sex, and BMI. The observed trend aligns with theoretical considerations regarding altered REM sleep architecture in 
narcolepsy, though the current sample size may be insufficient to detect this association with adequate statistical power.10

Narcolepsy, OSA, and its subtype REM-OSA have all been associated with increased cardiometabolic risks.57–59 The 
simultaneous presence of these conditions may have a synergetic effect, leading to worse cardiometabolic outcomes. This 
mandates close monitoring of cardiometabolic comorbidities and the concurrent treatment of both narcolepsy and OSA to 
optimize patient outcomes.

Our identification of independent associations between narcolepsy and REM-OSA supports the notion that sleep- 
disordered breathing subtypes warrant distinct clinical consideration, as REM-OSA has been found to be associated with 
increased risk of hypertension and metabolic complications such as insulin resistance and metabolic syndrome.10 

Recognizing REM-OSA in patients with narcolepsy warrants tailored evaluation and management to mitigate sleep 
fragmentation and improve daytime functioning through targeted interventions. These may include optimizing positive 
airway pressure therapy to address REM-specific obstruction and exploring adjunctive pharmacologic strategies that 
stabilize REM sleep or enhance upper airway muscle tone.60 The clinical implications of our findings therefore extend 
beyond diagnostic considerations to treatment strategies. Current evidence suggests that patients with narcolepsy may 
respond differently to CPAP therapy compared to those with OSA alone, potentially requiring modified treatment 
approaches or adjunctive therapies.4 Furthermore, the presence of REM-OSA in patients with narcolepsy may necessitate 
careful titration of CPAP pressures, as REM-specific respiratory events often require higher therapeutic pressures than 
non-REM events.10 The interaction between narcolepsy medications and OSA treatment also warrants consideration, as 
stimulants commonly used for EDS may affect sleep architecture and potentially influence OSA severity.61 Current 
evidence suggests that adherence to positive airway pressure (PAP) therapy in patients with REM-OSA is suboptimal, 
and the currently accepted criteria for good adherence to PAP therapy, 4 hours per night, may not be suitable for REM- 
OSA, as they do not cover most of the REM sleep periods.10 Clinical management should consider potential confounding 
effects of narcolepsy treatments, such as sodium oxybate, which may exacerbate sleep-disordered breathing, highlighting 
the need for close monitoring and multidisciplinary care, though treatment with CPAP has been shown to normalize AHI 
in patients while continuing therapy with sodium oxybate.62 Although prospective trials are needed, emerging evidence 
suggests that combined therapeutic approaches may yield superior outcomes through phenotypic clustering approaches 
that leverage the heterogeneity of OSA by classifying it into smaller, more homogeneous disorder subtypes, with 
approximately half of patients with narcolepsy with comorbid OSA who are adherent to PAP therapy showing improve
ments in EDS and sleep quality, though responses vary widely.62,63 These complexities underscore the importance of 
integrating polysomnographic phenotyping with personalized patient care in a multidisciplinary setting, as OSA is 
a complex and heterogeneous disorder where severity criteria based on AHI alone do not capture the diverse spectrum 
of the condition.60 Our findings thus highlight the clinical promise of REM-OSA phenotyping as a tool to refine 
management and alleviate disease burden in patients with narcolepsy.

Future research should prioritize several key areas to advance our understanding of the narcolepsy-REM-OSA 
relationship. First, longitudinal studies are needed to determine whether REM-OSA development precedes or follows 
narcolepsy onset, which could inform screening protocols and early intervention strategies. Second, investigations 
examining the response to different OSA treatments in patients with narcolepsy could guide evidence-based therapeutic 
approaches. Third, genetic studies exploring shared susceptibility factors between narcolepsy and REM-OSA may reveal 
novel pathophysiological pathways. Finally, research examining the impact of narcolepsy-specific treatments on OSA 
severity and REM-OSA prevalence could inform integrated management approaches.

Several limitations warrant careful consideration. First, the subtype comparison between NT1 and NT2 was strictly 
exploratory; the present study was not powered to detect smaller inter-subtype differences, and larger multicenter cohorts 
will be required to definitively address this question. The limited number of REM-OSA events (n = 28) reduced statistical 
power for subgroup analyses and fell below recommended thresholds for stable logistic regression, potentially inflating 
variance around these estimates. Nevertheless, the confidence interval around the primary estimate (OR = 1.73, 95% CI: 
0.91–3.27) excludes a trivial effect, supporting our interpretation of a small-to-medium association that merits replication 
in larger samples. Second, the observational, retrospective design inherently limits causal inference and introduces 
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selection bias, a common issue in tertiary sleep clinic populations.31 Third, incomplete orexin measurements restricted 
exploration of potential mechanisms linking orexin deficiency to REM-OSA, especially given the theoretical role of 
orexin in upper airway tone regulation during REM sleep. Forth, our single-ethnicity cohort from the Middle East limits 
generalizability to populations with different genetic backgrounds and environmental exposures. Fifth, sampling controls 
from the same tertiary center introduces referral bias, as both groups reflect specialized care-seeking populations rather 
than community samples.28 Residual confounding remains possible because variables like detailed sleep architecture 
metrics and subclinical narcolepsy features were not matched. Additionally, heterogeneity in REM-OSA definitions 
complicates direct comparisons despite our stringent criteria. Furthermore, detailed REM sleep parameters (such as REM 
density, REM latency, and total REM duration) and specific sleep fragmentation indices (including apnea arousal index 
and PLMI arousal index) were not systematically extracted as part of the originally approved protocol. Future prospective 
studies incorporating these comprehensive sleep architecture parameters would be valuable for elucidating the detailed 
mechanistic pathways linking narcolepsy to REM-OSA. Finally, we did not assess treatment response or long-term 
outcomes, limiting direct clinical applicability.

Our choice of OSA patients as controls rather than healthy sleepers enhances internal validity for characterizing 
REM-OSA phenotype in narcolepsy by addressing clinically relevant dual pathology and controlling for the baseline 
effects of sleep-disordered breathing. However, this design limits conclusions about absolute REM-OSA prevalence in 
narcolepsy. Future studies with healthy controls and population-based samples are needed to establish baseline REM- 
OSA rates, particularly given recent evidence of variability in sleep-disordered breathing patterns across clinical 
populations. Thus, while our findings suggest a potential link between narcolepsy and REM-OSA, they should be 
viewed as hypothesis-generating and require validation in larger, multicenter studies with adequate power for detecting 
smaller effect sizes.

The borderline non-significant REM-OSA difference (χ²=2.85, p=0.09; Cohen’s h=0.22) had ~83% post-hoc power, 
suggesting a potentially meaningful effect (9.2% prevalence difference) warranting validation in larger studies. Subgroup 
analyses (NT1 vs NT2) were underpowered (only 28 REM-OSA events, ~9 EPV), falling below the recommended ≥10 
EPV for stable logistic regression.37,38 Thus, similar OSA prevalence between NT1 and NT2 should be interpreted 
cautiously. Multicenter collaborations recruiting larger, diverse cohorts with standardized REM-OSA definitions and 
comprehensive orexin measures are needed to clarify mechanisms and predictors of sleep-disordered breathing in 
narcolepsy across different ethnic and geographic populations. We also acknowledge that alternative definitions of REM- 
related OSA exist and were not tested in sensitivity analyses, which could influence prevalence estimates. Furthermore, 
given the limited number of REM-related OSA events (~28), small-sample bias remains possible. Future analyses may 
benefit from penalized regression methods such as Firth correction to address this.

Conclusion
This study represents the first controlled investigation of REM-OSA in patients with narcolepsy, advancing beyond 
previous descriptive reports through matched control design and comprehensive statistical analysis. Using stringent 
diagnostic criteria, we found a high prevalence of OSA (55.8%) and REM-OSA (26.4%) among patients with narcolepsy. 
A trend toward higher REM-OSA prevalence was observed compared to matched controls (26.4% vs 17.2%, p = 0.09), 
suggesting a potential association requiring validation in larger studies.

Importantly, OSA prevalence was virtually identical between NT1 and NT2 (55.5% vs 56.3%, p = 1.00), suggesting 
that sleep-disordered breathing risk may operate through mechanisms other than orexin deficiency status. These results 
emphasize the importance of comprehensive evaluation and tailored management strategies in patients with narcolepsy, 
while highlighting the need for adequately powered multicenter investigations to definitively establish the narcolepsy- 
REM-OSA relationship. Finally, observed differences that did not achieve statistical significance should be interpreted as 
hypothesis-generating and require validation in larger, multicenter cohorts.

Data Sharing Statement
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