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This analysis reported a single clinical sleep center’s (Kaiser 
Permanente, Fontana, CA) experience using Provent nasal EPAP 
as a treatment option for OSA patients who were intolerant of 
CPAP. Patients underwent a clinic orientation session, in-home 
acclimation trial, and portable monitoring to confirm effective
ness. A total of 94 OSA patients were offered nasal EPAP; 86 
patients (91.5%) continued with in-home evaluation. 36 (41.9%) 
returned for a nasal EPAP post-test study using portable 
monitoring. Among those completing a post-test, AHI was 
reduced from 22.7 to 8.9 (p<0.00001) and ODI 4% from 21.8 to 
12.1 (p=0.002). Treatment response rate for mild, moderate and 
severe OSA patients was 63.6%, 70.0%, and 38.5% respectively. 
The authors concluded that Provent nasal EPAP is an important 
therapeutic option for the treatment of OSA.
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This retrospective analysis included OSA patients in a community 
based sample that were treatment naive, or had previously tried 
and rejected CPAP. Of patients offered Provent nasal EPAP, 64% 
had rejected CPAP, 32% were treatment naive and 4% had tried 
non-CPAP therapies. In the 70 patients in which follow up was 
completed, 41 (59%) accepted therapy after an initial trial period. 
An additional 11 were continuing with Provent nasal EPAP ther-
apy based on subjective symptom response and repeat physician 
evaluation. PSG data for 30 patients with paired PSG data sets 
revealed a treatment success of 80% (24 patients). Treatment suc-
cess was defined as a decrease in AHI �*50% or an AHI <10. Me-
dian AHI was reduced from 17.1 to 4.9 (p<0.001) and there was 
a trend toward lower Epworth scores [7.2 to 5.5 (p=0.07)]. The 
authors concluded that the Provent�nasal EPAP device is both an 
effective and well tolerated treatment option for mild to moder-
ate OSA patients or for patients who have rejected CPAP.

Responder Analysis
A pooled analysis of the data from the first five published 
Provent nasal EPAP studies17 shows that 57% of patients in the 
analysis are responders (defined by AHI improvement >50%) and 
another 11% of patients are partial responders (defined by AHI 
improvement of 30-50%) [Figure 4].

Figure 4. Pooled analysis of Provent Therapy Responders, based on data 
from the first five published studies17 

It is important to note that patients in clinical practice should 
confirm efficacy of the Provent nasal EPAP device since 
response can vary from patient to patient, as the pooled analysis 
confirms. In-lab PSG or portable monitoring are preferred. 
A specialized Provent cannula that snaps onto the nasal 
EPAP device may be used and can interface with standard 
PSG and portable monitoring equipment [Figure 5]. The use 
of confirmatory testing is helpful in quickly assessing which 
patients are receiving adequate treatment response. Responders 
to Provent nasal EPAP have an average of 72% reduction in AHI, 
with a mean treatment AHI of 7.3 [Figure 6].

�
Figure 5. The Provent nasal cannula can be used with in-lab PSG or 
portable monitors

Figure 6. Mean AHI, ODI, and ESS in a responder subgroup, based on 
pooled data from the first five published Provent nasal EPAP studies17

Real World Implications
Recommended patients for Provent nasal EPAP include:

1)	 Patients (mild, moderate or severe) who have rejected or are 
non-compliant with prescribed CPAP 

2)	 Newly diagnosed mild/moderate OSA patients without 
significant co-morbidities

3)	 CPAP compliant patients looking for alternatives for travel

As noted previously, CPAP is considered the gold standard 
treatment for OSA and is associated with an excellent response 
rate based on reductions in AHI. However, many patients are 
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not tolerant of or compliant with CPAP and alternative therapies 
must be considered. OSA treatment alternatives include Provent 
nasal EPAP, oral appliances and various surgical interventions. 
Each of the alternative OSA therapies requires confirmatory 
testing to determine efficacy. However, a trial of Provent 
therapy requires minimal investment compared to a custom 
oral appliance (averaging >$1000 per appliance) or surgical 
intervention. Finally, real world compliance of Provent nasal 
EPAP can be tracked by monitoring the frequency of refills.

The Importance of Acclimation
It may take several days for patients to acclimate to wearing 
and breathing through the Provent nasal EPAP device. The 
healthcare provider plays an important role in setting acclimation 
expectations for the patient as well as providing important 
recommendations to facilitate acclimation. These include:

1)	 Informing the patient that the first few nights using nasal 
EPAP may be difficult, but that it improves over the ensuing 
days

2)	 Suggesting the patient remove the device during initial nights 
if he/she has difficulty sleeping with the device

3)	 Instructing the patient to breathe through the mouth while 
awake and falling asleep

4)	 Letting the patient know it may take up to ten nights or more 
to acclimate to the device 

Summary
Multiple clinical studies of Provent nasal EPAP have been 
published including a large sham-controlled randomized trial. 
These studies have consistently demonstrated that the device 
is associated with excellent compliance and highly significant 
reductions in AHI in patients with mild, moderate and severe 
OSA, including patients who have previously failed CPAP. Snoring 
reductions and improvements in sleepiness have also been 
consistently demonstrated across these studies. Provent nasal 
EPAP represents an important new treatment option for patients 
with OSA and the healthcare providers who care for them.

Disclosures
Dr Doshi is the Chief Scientific Officer of Ventus Medical. Dr 
Westbrook is the Chief Medical Officer of Ventus Medical and 
Advanced Brain Monitoring, a manufacturer of portable sleep 
recording equipment. 
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