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As someone who has lost sleep over various practical and 
philosophical questions regarding the use, and misuse, of 

home sleep testing (HST), I was eager to read about the results 
of a large data sample of the ARES diagnostic system.1 The 
goal of the study was to address one key concern in the fi eld: 
is HST being used appropriately. The results show that 90% of 
the cohort was considered high risk of OSA by a self-reported 
pre-screen, and 80% of those turned out to have OSA—de-
fi ned by an ARES test with AHI > 5.

The conclusion that HST was in fact used in patients with a 
high probability of OSA seems straightforward and reassuring. 
However, even if we put aside the 10% to 20% with symp-
toms or medical problems that are potential contraindications 
to HST, and instead focus on the HST data itself, a different 
interpretation arises.

The AASM guideline states, among several requirements, 
that HST should be limited to patients with high pre-test prob-
ability of at least moderate OSA, defi ned as AHI > 15,2 which 
is confi rmed in the UpToDate entry authored by Dr. Collop. 
Using this defi nition of OSA, only about 42% met criteria af-
ter testing, necessitating that the pre-test probability was much 
lower. In fact, Bayes’ theorem says the pre-test probability of 
AHI > 15 is actually less than 5%.

Perhaps the authors were drawn to the AASM technology 
review,3 which used AHI > 5 to defi ne OSA in their explana-
tion of the 80% pre-test requirement, or to the observation that 
HST devices tend to under-estimate the AHI? Here still we 
would not meet the high pre-test probability requirement: to 
achieve the observed 80% post-ARES prevalence of AHI > 5, 
Bayes’ theorem tells us that the pre-test probability would be 
50%, based on the ARES sensitivity and specifi city.

Thus, we are faced with a challenge: To be reassured by this 
data requires that we disregard both the AASM defi nition of 

“high” pre-test probability, and the AASM defi nition of mod-
erate OSA. Although the fi eld might benefi t from discussions 
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of these two issues, they are not even mentioned in a paper 
concluding that HST, or at least the ARES system, is being 
used appropriately. If we are to make progress in addressing 
the optimal use and regulation of HST in sleep medicine, we 
must ensure at a minimum that we are on the same page when 
interpreting results from important data such as these. This 
is particularly critical when changing the defi nitions of AHI 
threshold and pre-test probability can switch the conclusion 
from reassurance of appropriateness to objective evidence 
over-use.
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