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Figure 4. Improvements in EDS-Related Impairments in Functional
Status on the FOSQ-10 Were Maintained for the Study
Duration (Group A)?

Figure 2. Improvements in EDS-Related Work/Activity Impairments on the WPAI:SHP Were Maintained for the Study Duration (Group A)?

Background

Excessive daytime sleepiness (EDS) is a prominent symptom of narcolepsy and
obstructive sleep apnea (OSA) with many adverse consequences, including reductions in
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BMI, body mass index; OSA, obstructive sleep apnea; SD, standard deviation. presenteeism, overall work impairment, and activity impairment have been

estimated to be 7.3%, 21.7%, 24.8%, and 33.8%, respectively'®; in matched
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e Participants with OSA were, on average, older, predominately male, and had a higher
BMI compared with participants with narcolepsy

e Atotal of 458 (71.2%) participants (narcolepsy, 66.4%; OSA, 73.9%) completed the
study; of the 185 (28.8%) who discontinued, the most frequently reported reasons

for discontinuation were AEs (narcolepsy, 10.2%; OSA, 9.1%) and lack of efficacy
(narcolepsy, 17.3%; OSA, 3.6%)
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