
Heart Failure, Obesity, 
and Sleep Apnea

To the Editor:

The article written by Zamora et al1 provided an
excellent description of the phenomenon known as the
obesity paradox in heart failure patients, in this case
in a population of heart failure outpatients who had
received adequate concomitant treatment for heart
failure.

Obstructive sleep apnea–hypopnea syndrome
(OSAHS) is highly prevalent among the general
population and is related to the development of various
cardiovascular complications that determine patient
prognosis, among them, ventricular dysfunction, systemic
and pulmonary hypertension, cerebrovascular disease,
and cardiac rhythm disorders.2-5 In addition, obesity is
the main risk factor of OSAHS, with a direct relation
observed between the degree of obesity and the severity
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of the sleep disorder. It has been estimated that as many
as 40% to 90% of obese patients present OSAHS.6

Furthermore, OSAHS is very common in patients with
heart failure, both those with left ventricular systolic
dysfunction and those with normal systolic function.7

There is also evidence that OSAHS in subjects with
heart failure is an additional independent predictor of
mortality in this population.8

Zamora et al1 did not analyze the possibility of OSAHS
in the patients of their series, something also not
undertaken in various previous studies that have
uncovered the phenomenon of the obesity paradox in
heart failure.9 In view of the data discussed, it appears
plausible to assume that OSAHS diagnosis and treatment
in obese subjects with heart failure could widen the
differences in mortality compared to nonobese subjects
even further, something that would enhance the
magnitude of the obesity paradox in heart failure.
Evidently, future studies in this field will provide an
answer to this hypothesis.

Miguel A. Arias, Sonia Bartolomé,
Fernando López, and 

Luis Rodríguez-Padial

Servicio de Cardiología, Hospital Virgen de la Salud,
Toledo, Spain
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Response

To the Editor:

We would like to express our appreciation for the
comments of Arias et al. As mentioned, our study did
not analyze the presence of obstructive sleep
apnea–hypopnea syndrome (OSAHS) and its possible
relationship with patient mortality. It is true that a potential
OSAHS was not actively investigated in a generalized
manner; however, the history of this syndrome was
compiled from the patients’ demographic data despite
the fact that such details were not listed in the article. In
fact, only 18 patients had been diagnosed with OSAHS
(3.6%). An analysis of these patients’ data did not show
significant differences in terms of 2-year mortality, despite
the low number of patients with the syndrome (mortality
of OSAHS patients, 16.6%; mortality of OSAHS-free
patients, 22.3%; P=.57). It is also true that the prevalence
of OSAHS was higher among the obese (BMI≥30): 8.3%
versus 1.4% (P<.001). A comparison of the mortality
rates for obese patients with OSAHS (15%) and obese
patients without OSAHS showed similar results (16%)
(P=.94). Moreover, most of the patients diagnosed with
OSAHS were receiving adequate therapy in the
pneumology department, although exact figures have not
been recorded. The assumption proposed by Arias et al
with regard to the differences in mortality is interesting.
As far as we are aware, however, it has not yet been shown
that continuous positive airway pressure therapy improves
the survival of patients with heart failure and OSAHS,
even though ventricular function can be improved in
some patients.1-3 Therefore, cannot be affirmed that the
difference in mortality in favour of obese persons, would
have been even higher if all obese individuals with
OSAHS had been diagnosed and actively treated. As
Arias et al mentioned, the results of future studies are
needed to answer this hypothesis.

Elisabet Zamora and Josep Lupón

Unitat d’Insuficiència Cardiaca, Hospital Universitari
Germans Trias i Pujol, Badalona, Barcelona, Spain
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The Implications of Name Variations
Among Spanish Cardiologists

To the Editor:

A recent study published in the Revista Española de

Cardiología1 showed important variation and lack of
standardization in the names of Spanish cardiologists.
This may have negative consequences for the diffusion
of research results and the recognition of scientific
authorship.2 Several reasons account for this variation in
the way an author signs; these include all those agents
involved in the process of publication and diffusion of
scientific studies: authors, publishers, and bibliographic
databases. 

The lack of uniformity in the way an author signs
may begin with the authors themselves, as they do not

always use a unique name. For instance, they may
sometimes use just 1 of their 2 surnames and at other
times use both surnames. Additionally, the publishers
and the editorial committees of journals may introduce
their own policies concerning naming, such as
abbreviating names by using just the initial of the first
names of the authors. However, most journals use no
standardized measure and respect the signatures as sent
by the authors. Finally, the bibliographic databases
contribute to this variation, as they usually have their
own norms for indexation. The 2 databases IME (Índice
Médico Español – Spanish Medical Index) and
MEDLINE respect the Spanish language system of
names and use the first surname as the entry and keep
the second surname if given. The SCI (Science Citation
Index) database, on the other hand, has traditionally
failed to respect our system, and imposed Anglo-Saxon
language structures. This database uses our second
surname as the only surname indexable, and this
surname, therefore, appears as the first element in an
entry, with all other names and surnames being reduced
to initials.2 Aware of this situation, some authors have
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