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FIG. 2

Define a Measurement Interval

Define a Baseline Range of Oxygen
Saturation of Hemoglobin During the
Measurement Interval

Identify Each Desaturation Event
Occurring Within the Measurement
Interval Below the Baseline Range

Compare Each Desaturation Event
With Known Parameters For
Physiologic Apnea

Mark Each Desaturation Event
Having Parameters Consistent
With Physiologic Apnea

[

Print Oxygen Saturation as a
Function of Time Including the
Marked Desaturation Events
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METHOD AND APPARATUS FOR THE
DIAGNOSIS OF SLEEP APNEA UTILIZING A
SINGLE INTERFACE WITH A HUMAN BODY

PART

This is a continuation-in-part of PCT/US93/07726
filed Aug. 19, 1993, and of Application Ser. No.
07/931,976, filed Aug. 19, 1992, now abandoned.

BACKGROUND AND SUMMARY OF THE
INVENTION

Disorders of breathing during sleep are now known
to constitute a major health problem throughout the
world. Obstructive sleep apnea is an extremely common
disease which manifests itself in variable degrees of
severity. The disease develops when muscle tone of the
upper airway diminishes during sleep and negative pres-
sures associated with inspiration result in collapse of the
upper airway, preventing air movement and resulting in
airway obstruction. The sleeping patient inhales more
forcibly, thereby, further lowering upper airway pres-
sures and causing further collapse of the upper airway.
During this time, substantially no air movement into the
chest occurs ‘and the patient becomes progressively
more hypoxic and hypercarbic. Both hypoxemia and
hypercarbia produce central nervous system stimula-
tion resulting in arousal. Upon arousal, increase in air-
way muscle tone opens the airway and the patient rap-
idly inhales and ventilates quickly to correct the abnor-
mal arterial blood gas values. Generally, the arousal is
only modest and the patient is not aware of the arousal.
Once blood gas parameters have been corrected, the
patient begins to sleep more deeply, upper airway tone
again diminishes, and the upper airway collapses result-
ing in sequential and cyclic apneic arousal episodes.

The duration and severity of each apnea is quite vari-
able from patient to patient and with the same patient
throughout the night. Indeed, the disease process repre-
sents a spectrum of severity from mild snoring, which is
associated with incomplete and inconsequential airway
obstruction, to severe apneas which can result in fatal
hypoxemia.

This disease commonly results in excessive daytime
sleepiness and can disrupt cognitive function during the
day due to fragmentation of sleep during the night asso-
ciated with recurrent arousals of which the patient is
not aware.

Although this disease commonly affects obese pa-
tients, it may occur in patients with any body habitus.
Because this disease is so common and because it pres-
ents with the subtle and common symptoms of excessive
daytime sleepiness, morning headache, and decreasing
ability to concentrate during the day, it is critical that an

. inexpensive technique for accurately diagnosing and
treating this disease be developed. Traditionally, this
disease has been diagnosed utilizing 2 complex and ex-
pensive multi-channel polysomnogram. This is gener-
ally performed in a sleep lab and involves the continu-
ous and simultaneous measurement and recording of an
encephalogram, electromyogram, extraoculogram,
chest wall plethysmogram, electrocardiogram, mea-
surements of nasal and oral air flow, and pulse oximetry.
These, and often other, channels are measured simulta-
neously throughout the night and these complex re-
cordings are then analyzed to determine the presence or
absence of sleep apnea.
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The problem with this traditional approach is that
such complex sleep testing costs between one-thousand
to thirty five hundred dollars. Since sleep apnea is so
common, the cost of diagnosing obstructive sleep apnea
in every patient having this disease in the United States
would exceed Ten Billion Dollars. It is critical that a
new, inexpensive technique of accurately diagnosing
sleep apnea be developed.

Nocturnal oximetry alone has been used as a screen-
ing tool to screen patients with symptoms suggestive of
sleep apnea to identify whether or not oxygen desatura-
tions of hemoglobin occur. Microprocessors have been
used to summarize nocturnal oximetry recordings and
to calculate the percentage of time spent below certain
values of oxygen saturation However, oxygen desatura-
tion of hemoglobin can be caused by artifact, hypoven-
tilation, ventilation perfusion mismatching. For these
reasons, such desaturations identified on nocturnal ox-
imetry are not specific for sleep apnea and the diagnosis
of sleep apnea has generally required expensive formal
polysomnography. .

The present invention comprises a system and tech-
nique for deriving and utilizing the analysis of graphical
pulse oximetry-derived waveforms as a function of time
to accurately diagnosis sleep apnea with adequate speci-
ficity to, in many cases, eliminate the need for expensive
formal polysomnography.

It is the purpose of this invention to provide an inex-
pensive system for the collection and analysis of pulse
oximetry values as a function of time during sleep to
provide a diagnosis of sleep apnea with a high degree of
specificity.

This invention provides a reliable and specific means
for the diagnosis of obstructive sleep apnea which can
be performed in the patient’s home without attendance
of technical personnel. It is further the purpose of this
invention to provide an inexpensive and accurate means
to both screen for and specifically diagnose obstructive
sleep apnea by a single overnight recording in the pa-
tient’s home without the need for multiple connections
to different parts of the patient’s body. It is further the
purpose of this invention to define a technique for diag-
nosing obstructive sleep apnea utilizing the calculation
of the ascending and descending slope ratio of phasic
oxygen desaturations measured during sleep.

Specifically, the present invention defines a device
for diagnosing sleep apnea, that has the following com-
ponents. First, a means must determine an oxygen satu-
ration of a patient’s blood. This saturation value is cou-
pled to a means for identifying a desaturation event
based on the saturation value. The desaturation event is
one in which said oxygen saturation falls below a base-
line level by a predetermined amount and for a prede-
termined time. The slope of the event is calculated by
means for calculating a slope of said desaturation event
representing a rate of change per unit time of fall of
oxygen saturation. This slope is used by a means for
comparing said calculated slope with a value of slope
which is determined in advance to be indicative of sleep
apnea, and determination of diagnosis of sleep apnea is
made based on said comparing.

The comparing can be done by:

1) comparing with an absolute number which is likely

to indicate a sleep apnea, or

2) comparing with other slopes taken at different

times.

The identifying means can also identify a resatura-
tion, immediately following said desaturation and cou-
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pled with said desaturation, in which the oxygen satura-
tion rises, and wherein the determination can also be
based on a slope of said resaturation.

Many other ways of calculating the slope are also
disclosed herein.

These and other aspects of the invention will now be
described in detail with reference to the accompanying
drawings, wherein:

BRIEF DESCRIPTION OF THE DRAWINGS

FIG. 1 shows a block diagram of the basic system of
the present invention;

FIG. 2 shows a basic flowchart of operation of the
present invention;

FIGS. 3 and 4 show basic desaturation events and
many of the parameters associated therewith,;

FIG. 5 shows a specific way in which a comparison
can utilize the calculation of the area above each desatu-
ration event compared to area above each coupled
resaturation event.

FIG. 6 shows slope of oxygen saturation as a function
of time.

DESCRIPTION OF THE PREFERRED
EMBODIMENTS

The inventor of the present invention found, relative
to sleep apnea diagnosis, that the waveform pattern of
oximetry during a sleep recording can be considered in
relation to the physiologic parameters Which affect
oxygen saturation over time. Specifically, during an
apneic period, arterial oxygen saturation initially falls as
a function of the oxygen saturation of mixed venous
blood and oxygen uptake from residual exchangeable
oxygen within the lungs. Subsequently, arterial oxygen
saturation falls directly as a function of oxygen con-
sumption and global oxygen stores. These stores of
oxygen are very limited. The sources of oxygen avail-
able during an apneic period include residual exchange-
able oxygen within alveoli and airways, the oxygen
bound to hemoglobin, dissolved oxygen within body
tissues and oxygen stored as myoglobm These stores
are rapidly depleted during an apneic period as a func-
tion of global oxygen consumption. As oxygen stores
are depleted, the cellular oxygen levels fall, and mixed
venous oxygen saturation progressively diminishes.
Since a small amount of exchangeable oxygen supply
exists within alveoli and airways, arterial oxygen satura-
tion, as measured by the pulse oximeter is briefly unaf-
fected by the initial fall in body oxygen storage. How-
ever, since oxygen stores within the alveoli are ex-
tremely limited, arterial oxygen saturation then progres-
sively falls toward that of mixed venous arterial blood
saturation since little significant gas exchange occurs as
mixed venous blood passes by essentially unventilated
alveoli. The partial pressure of oxygen in arterial blood
therefore progressively falls toward the mean partial
pressure of oxygen in body tissues at the cellular level.

Itis p0551ble to measure indirectly the partial pressure
of oxygen in arterial blood by measurement of arterial
oxygen saturation of hemoglobin utilizing a pulse oxim-
eter 12. If the probe 13 of pulse oximeter is placed on a
patlent’s finger or other body part durmg a prolonged
apneic period, a progressive decrement in arterial satu-
ration will be identified as a function of the fall in arte-
rial oxygen partial pressure. Although the initial decline
in arterial oxygen saturation is greatly dependant on
mixed venous oxygen saturation, since body oxygen
stores during a apnea cannot be repleted, the subsequent
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portion of the fall in arterial oxygen saturation as mea-
sured by a pulse oximeter over time will be directly
correlated to the oxygen consumption of the patient.
The average oxygen consumption of a resting human
(approx. 3.5 ml/kg/min) has a relatively constant rela-
tionship to average body arterial oxygen stores (approx.
25 mi/kg). Although substantial variability exists in
body oxygen stores in chronically ill patients with low
cardiac output states (resulting in lower mixed venous
oxygen storage), a finite range of oxygen stores exists.
Indeed, even in the presence of severe compensated
disease, mixed venous oxygen saturation generally
ranges from 50-80%. Therefore, a sleeping human has a
definable and predictable range of slopes of arterial
oxygen saturation decrement as a function of the base-
line mixed venous oxygen saturation initially and of
oxygen consumption and body oxygen stores termi-
nally. Although augmented body muscular activity
associated with obstructive apnea could modestly in-
crease oxygen consumption and although a decrease in
oxygen consumption may occur below a critical levels
of tissue oxygenation, the declining range of slope of
desaturation is still predictable within only modest vari-
ances.

To understand the predictable parameters of arterial
pulse oximetry waveform, it is important to consider the
way in which pulse oximetry reflects total body oxygen
stores. Total body oxygen stores can be conceived as
representing four major compartments:

1. The Lung Compartment,

2. The Arterial Compartment,

3. The Tissue Compartment, and

4. The Venous Compartment.

Oxygen enters the lungs and is stored sequentlally in
each of these compartments. When oxygen is depleted
during apnea, depletion occurs first in the tissue com-
partment, second in the venous compartment, third in
the lung compartment, and fourth in the arterial com-
partment. Whereas, when oxygen is repleted, oxygen
appears first in the lung compartment, second in the
arterial compartment, third in the lung compartment,
and fourth in the venous compartment. It can be seen,
therefore, that since pulse oximetry measurements re-
flect oxygen stored within the arterial compartment, if
sequential depletion of arterial saturation occurred due
to phasic apneas that the initial apneic episode would
result in depletion of the arterial compartment only
after the substantial depletion of other compartments
has developed.

Using the above, the inventor of the present invention
realized that he could predict with reasonable certainty
whether or not a desaturation occurring during a con-
tinuous nocturnal oximetry measurement falls within
the anticipated range of parameters which define the
slope of arterial oxygen desaturation of hemoglobin
which can physiologically occur during an apneic epi-
sode. In this manner, each desaturation episode can be
defined, as a function of the characteristics of the wave-
form of deflection, as either consistent with an apneic
episode or inconsistent with an apneic episode. Satura-
tions which decrease too rapidly to be accounted for on
the basis of physiologic oxygen depletion due to apnea
would be identified as inconsistent with an apneic epi-
sode and therefore identified as being secondary to
artifact. On the other hand, the desaturation episodes
which decrease too slowly to be accounted for on the
basis of physiologic oxygen depletion and would be
identified as inconsistent with an apneic episode and
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therefore secondary to either hypoventilation, alter-
ations in ventilation perfusion matching, or to artifact.
The means for identifying a desaturation event is prefer-
ably a processor; and according to the first embodiment
of this invention, as described above, the .processor
compares a calculated slope of the event with a value of
slope which is determined in advance to be indicative of
sleep apnea. A diagnosis of sleep apnea is made based on
that comparison.

More specifically, the preferred embodiment of the
sleep apnea diagnosis system 10 of the present invention
is shown in FIG. 1. It includes a conventional pulse
oximeter (12) with a probe (14) for transillumination or
reflection from a human body part such as a finger (16).
The oximeter is connected to a microprocessor (20)
which records oxygen saturation and pulse as a function
of time. A printer (24) is connected to the microproces-
sor. The microprocessor analyzes the oxygen saturation
values as a function of time, as will be discussed in detail
herein. In one preferred embodiment, the system is used
in the following way:

The microprocessor is disposed in connection with
the oximeter with a probe and printer for recording the
oxygen saturation as a function of time, and the oxime-
ter probe is attached to a patient. The oxygen saturation
of hemoglobin is recorded as a function of time while
the patient sleeps.

A measurement interval of, for example, 10 minutes is
defined along the sleep recording as shown in step 200
of FIG. 2. Step 202 defines a mean maximum baseline
range of oxygen saturation of hemoglobin (3% satu-
ration) is defined over the measurement interval.

A desaturation event can be defined as at least a 4%
substantially uninterrupted decrement in saturation
below the defined baseline mean of oxygen saturation.
A lower percentage can be used to increase sensitivity.
Each desaturation event is identified in step 204, and the
desaturation change of each desaturation event is mea-
sured. The desaturation interval is defined as the dura-
tion of the uninterrupted decline in saturation of each
desaturation event.

Then, slopes are calculated. The descending slope of
each desaturation event is calculated as:

ASp/ATp

where:

ASp =Desaturation change (in % saturation;

ATp =Desaturation interval (in seconds).

A resaturation event is defined as a substantially unin-
terrupted rise in saturation which terminates the declin-
ing slope of the desaturation event. The resaturation
change of each resaturation event is also measured.

The resaturation interval is measured as the duration
of the uninterrupted rise in saturation of each resatura-
tion event. The ascending slope of each resaturation
event is calculated as:

ASg/ATR.

where:

ASgr=Resaturation change (in % saturation );

AT gr=Resaturation interval in seconds.

A phasic desaturation event is defined using all cou-
pled desaturation and resaturation events wherein the
sum of the duration of the desaturation event and the
resaturation event is less than 3.5 minutes and wherein
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6
the descending slope falls within a finite range of be-
tween 1.3%/sec and 0.3%/sec.
The descending to ascending saturation slope ratio of
each phasic desaturation event is calculated as:

(ASD/ATD)/(ASR/ATR).

The number of probable apneic events within the mea-
surement interval is defined as the number of phasic
desaturation events falling within the finite range of
ascending to descending slope ratios of between
3.5-10.5.

Each probable apneic event is marked with the iden-
tity marker, PA, and the above steps are repeated for
each additional 10 min. interval along the recording for
the entire sleep recording.

Then, appropriate action is taken: either the pulse
oximetry waveform is printed as a function of time with
each probable apneic event marked PA for identifica-
tion, or treatment of sleep apnea is either manually or
automatically administered.

The probability that a patient has sleep apnea will be
a direct function of the number of phasic desaturations
which meet the above criteria for sleep apnea per hour
of recording and this probability can be calculated and
printed.

Therefore, in the preferred embodiment, each desatu-
ration event is identified as to whether or not it meets
the criteria for physiologic apnea: The number of events
per hour are then calculated and then printed. Each
desaturation event which has been identified by the
miCroprocessor as consistent with a physiologic apnea
is so marked (such as PA for probable apnea or PCA for
physiologically consistent with apnea). The pulse oxim-
etry waveform in the preferred embodiment is then
printed to provide a hard copy. This printed hard copy
includes identification of each desaturation event which
has been determined by the microprocessor as consis-
tent with a physiologic apnea. In addition, the presence
of desaturation slope acceleration, as will be discussed,
by comparing closely spaced consecutive desaturation
slopes as in FIG. 4 and such identification also provided
on the printed hard copy.

This invention therefore provides a compact, single
device which is easily suitable for home use and can be
simply taken home by the patient and interfaced with a
body part, such as a finger, to provide both screening
and a mechanism to provide a specific diagnosis of sleep
apnea with a single overnight recording. The hard
printed copy provides graphical data which can be
overread by the physician since the computer specifi-
cally identifies the desaturation events which have been
interpreted as consistent with sleep apnea. This pro-
vides the physician with the opportunity to determine
whether he or she agrees with the diagnostic interpreta-
tion of the microprocessor.

The diagnosis can be treated by repeating the sleep
recording during nasal CPAP (Continuous Positive
Airway Pressure) therapy. The identification of multi-
ple desaturations with patterns as defined above which
are consistent with the physiology of apnea and which
are eliminated by nasal CPAP therapy is diagnostic of
apnea and further establishes the parameters defining
effective treatment requirements.

The invention includes the system taking additional
action based on the identification of the diagnosis of
sleep apnea based on the above slope comparison. The
action can include, as in FIG. 1, the microprocessor
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activating a range of nasal continuous airway pressures
through a pressure controller within defined limits to
automatically and effectively treat a patient’s sleep
apnea once the diagnosis of sleep apnea has been made
by the microprocessor. Activation of flow is initiated by
the microprocessor on identification-of multiple sleep
apnea-related desaturations meeting the criteria as de-
scribed above. The pressure can be titrated upward by,
for example 1-2 cm HO pressure increments by the
microprocessor upon identification of multiple consecu-
tive desaturations which are not effectively eliminated
by the starting pressure.

In this way, the invention greatly enhances the diag-
nostic sensitivity and specificity of nocturnal oximetry
in the diagnosis of sleep apnea and to further utilize the
identification of oximetry-derived desaturation events
to trigger the storage and/or collection of additional
sensory data concerning each desaturation event and;
furthermore, the system can be utilized to automatically
initiate and adjust therapy to mitigate further after fol-
lowing desaturation events.

In addition to a definable descending desaturation
slope, oximetry measurements during apnea periods
have other definable and predictable parameters. Im-
portantly, apneic episodes have a definable add predict-
able range of duration. It is clear that brief apneic epi-
sodes, for example with brief breath holding does not
result in significant arterial oxygen desaturation as mea-
sured by pulse oximetry. However, when apneic peri-
ods are prolonged as with obstructive sleep apnea, oxy-
gen desaturation progressively declines as a function of
factors, as previously discussed. Unless such an apneic
episode is limited in duration, the patient would die
from hypoxemia. Therefore, each desaturation which
occurs as a function of apnea will have a phasic quality
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with a predictable range of duration. A second aspect of .

the invention analyzes the duration of the apneic epi-
sode to determine if it is of a duration likely to indicate
sleep apnea.

The range of duration generally does not exceed
three minutes. Therefore, for a desaturation event iden-
tified by pulse oximetry to be secondary to an apneic
episode, it should preferably have a duration of less than
three minutes. Oxygen desaturations due to sleep apnea
should b terminated with the resaturation of recovery
within 3-3.5 minutes or less. Oxygen desaturation
events which occur for greater than three minutes are
identified as either secondary to hypoventilation, venti-
lation perfusion mismatching, or artifact.

Another aspect of the invention is based on the recog-
nition that an apneic episode which occurs during sleep
is generally reversed by an arousal. At this point, the
patient’s central nervous system increases upper airway
tone and atmospheric gas rapidly enters the lungs and
exchanges with the oxygen depleted gas within the
alveoli. This exchange occurs within a few seconds.
Since mixed venous blood in pulmonary capillaries
rapidly equilibrates with the partial pressure of oxygen
in the alveoli, arterial oxygenation will recover within
seconds of the repletion of oxygen within alveoli. It
should be noted that the amount of time required for
blood to pass from the pulmonary capillaries to the
peripheral site of pulse oximetry measurement can be
measured is very brief. Therefore, the ascending slope
of oxygen saturation during recovery from an apneic
episode is extremely rapid. Ascending slopes which are
not rapid are unlikely to be secondary to repletion of
oxygen partial pressure within alveoli associated with
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arousal from an apneic episode and rather may be sec-
ondary to a crescendo of increasing respirations follow-
ing a hypoventilation episode as in Cheyne-Stokes res-
pirations or may be secondary to improvement in venti-
lation perfusion matching. In a recent study performed
by the present inventor the mean slope of desaturation
was 0.8% per second, with all desaturation slopes rang-
ing between 0.3% per second and 1.1% per second. The
mean slope of recovery 7.6% per second, with recovery
slopes ranging from 2.5% per second to 8.3% per sec-
ond. The mean recovery to apnea slope ratio was 7.66,
with a range of 3.8 to 10.4. Hence, in yet another aspect
of the invention, the resaturation slope, immediately
following the desaturation, is also determined, and used
in the diagnosis of sleep apnea.

Additional ways of comparing the calculated slope
with a value of slope which is determined in advance to
be indicative of sleep apnea include using other parame-
ters to enhance the specificity of continuous-nocturnal
oximetry in the diagnosis of sleep apnea include com-
parisons of consecutive desaturation slope values and
the identification of alterations in desaturation values as
a function of events occurring immediately prior to the
desaturation event.

Since obstructive sleep apnea events occur by similar
physiologic process each time within the same patient,
consecutive desaturation events will commonly have
similar desaturation slopes. The identification of these
consecutive desaturation events having similar desatu-
ration slopes which have values consistent with physio-
logic apnea provides additional evidence supporting
these events as secondary to cyclic obstructive sleep
apnea.

Furthermore, the preceding desaturation event can
effect the shape and the slope of the desaturation event
which immediately follows. That is, preceding desatu-
ration event may accelerate the initial portion of the
slope of the following desaturation. Although other
factors may contribute to the development of this in-
crease in desaturation slope, the primary factor appears
to be the depletion of body oxygen stores where insuffi-
cient time has developed for repletion for tissue and
venous oxygen stores. In other words, during rapidly
cycling apneic events, recovery time may be inadequate
to replete all body oxygen stores. However, the pulse
oximeter is measuring arteria oxygen saturation. There-
fore, after repletion of oxygen stores within the lung,
arterial oxygen saturation rapidly rises before venous
oxygen stores have been repleted. If an apneic event
recurs before the restoration of venous oxygen stores,
this apneic event will be superimposed upon substan-
tially depleted total body oxygen stores despite the fact
that pulse oximetry may demonstrate normal arterial
oxygen saturation. Since at this time apnea is occurring
in the presence of markedly depleted body oxygen
stores (i.e. a much lower mixed venous oxygen satura-
tion), the initial portion of the slope of the declining
arterial oxygen saturation may be substantially greater
than the slope of the decline of oxygen saturation which
occurred during the preceding desaturation event. This
phenomenon would not be expected to occur in associa-
tion with artifact and would only be expected to occur
in the presence of rapidly cycling changes in body tissue
oxygen stores. Consecutive closely spaced desaturation
events, therefore, interact so that the first desaturation
event can affect the waveform of the second desatura-
tion event provided the interval between the two events
is short enough and the level of desaturation occurring
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in the first event is substantial enough to result in a
sizable depletion of total body oxygen stores.

The greatest portion of oxygen storage is within the
venous compartment. At any given time, therefore, the
amount of global oxygen stored is, in large part, a func-
tion of the extent of excess of oxygen delivered to the
tissues which is stored within the venous pool. In the
absence of arterial hypoxemia or profoundly compro-
mised cardiovascular function, oxygen delivery sub-
stantially exceeds oxygen demand, resulting in consid-
erable oxygen stores within the mixed venous pool. The
amount of oxygen stored within the mixed venous pool
can, therefore, be seen as a dynamically-stored, hidden
buffer which mitigates the decline in saturation atten-
dant any change in alveolar ventilation. Although pa-
tients with profoundly decreased mixed venous oxygen
saturations would be expected to have a more rapid and
greater fall in arterial oxygen saturation for any given
level of change in alveolar ventilation, this still falls
within a definable range.

During very rapidly cycling apneas (i.e. apneas oc-
curring within less than 10~20 seconds of each other),
body oxygen stores can be seen therefore as a moving
wave through consecutive body compartments wherein
the first wave affects the configuration of the second
wave. The identification of this effect should be virtu-
ally diagnostic of rapidly cycling sleep apnea and this
phenomenon can be exploited to assist in the specific
diagnosis of sleep apnea utilizing the recording of noc-
turnal oximetry alone.

Desaturation slope acceleration may occur when
cyclic apneic events occur within less than 10 seconds
of each other and when the depth of arterial saturation
associated with the first cyclic event is greater than
15%. The inter-desaturation event intervals can be de-
fined specifically as that point wherein the first desatu-
ration event recovers substantially to baseline to the
point in time when the second desaturation event begins
to decline from the baseline.

It can be seen, therefore, that a declining waveform
of arterial oxygen desaturation in severe sleep apnea can
be expected to have two major physiologically-derived
components: 1) the slope of the initial declining limb
which is primarily a function of the level of mixed ve-
nous oxygen saturation at the onset of apnea and the
amount of exchangeable oxygen in the lung remaining
after the onset of apnea. 2) the second component or
terminal limb is primarily a function of global oxygen
consumption relative to body oxygen stores. (The ter-
minal limb may not be present if apnea is brief.) The
slope of the initial and terminal limb are generally simi-
lar in patients with normal mixed venous oxygen satura-
tions. However, in patients with significantly low mixed
venous oxygen saturation, the initial limb may have a
much greater slope than the terminal limb, producing an
angled appearance suggesting antecedent depletion of
mixed venous oxygen stores.

The magnitude of the oxygen deficit which is derived
from the preceding apneic event less the intervening
excess oxygen uptake which attenuates this deficit be-
tween the apneas defines the magnitude of the slope
acceleration of the initial limb of the after-following
desaturation event. Therefore, an interval of oxygen
deficit is present following a sustained apnea but it is
hidden since arterial oxygen saturation is normal.

FIG. 3 illustrates a desaturation event and many of
the parameters as discussed supra which define the
event. The parameters shown include:
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ASp Fall in saturation (in % sat.)

ASpg Rise in saturation (in % sat.)

ATp Duration of the fall in Saturation/desaturation
(in seconds)

ATpg Duration of the rise in saturation/desaturation
(in seconds)

Mp=ASp /ATp=Mean Slope of Desaturation

Mpr=ASgr/ATr=Mean Slope of Resaturation.

We also define the following terms:

Al The apnea interval—(the actual time wherein the
patient experiences cessation of airflow which pre-
cipitates oxygen desaturation.)

OAI The occult apnea interval—(the interval
wherein apnea has occurred; however, arterial
oxygen stores are maintained by a shift of oxygen
stores form the lung and venous compartment into
the arterial compartment hiding the fall in body
oxygen stores with respect to the oximetry mea-
surement.)

OODI The occult oxygen deficit interval—(the inter-
val immediately following return of oxygen satura-
tion to near baseline after a desaturation event and
wherein mixed venous oxygen desaturation per-
sists. If a second apnea occurs within this interval,
the slope of desaturation may be increased).

Using these parameters and realizations discussed
supra, the inventor of the present invention made a
system and technique which automatically analyzed the
waveform pattern of continuous nocturnal oximetry, to
specifically identify the presence or absence of moder-
ate to severe obstructive sleep apnea-induced arterial
oxygen desaturation. Such a system and technique
makes it possible to diagnose moderate to severe ob-
structive sleep apnea with confidence with a single
channel recording of nocturnal oximetry alone avoiding
the need for complex and expensive polysomnography
in the diagnosis of this disorder. The system and tech-
nique includes a mechanism to achieve the measure-
ment of a compendium of parameters which are repeti-
tively measured and analyzed, each improving the spec-
ificity of the diagnosis.

A summary of one such technique is as follows:

1. Dispose a microprocessor in connection with the
oximeter with a probe and printer for recording the
oxygen saturation of hemoglobin as a function of
time.

Attach the oximeter probe to a patient.

3. Define a measurement interval.

Define the mean maximum baseline range of oxy-

gen saturation of hemoglobin over the measure-

ment interval.

5. Define-a desaturation event as at a specific uninter-
rupted decrement in saturation below the defined
baseline range of oxygen saturation.

6. Measure the duration of the uninterrupted decline
in saturation of each desaturation event.

7. Calculate the descending slope of each desatura-
tion event.

8. Define a resaturation event as an uninterrupted rise
in saturation which terminates the declining slope
of the desaturation event.

9. Calculate the ascending slope of each resaturation
event.

10. Define a phasic desaturation event as all coupled
desaturation and resaturation events wherein the
sum of the duration of the desaturation event and
the resaturation event is less than a specified value
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and wherein the descending slope falls within a
finite range.

11.- Calculate the descending to ascending saturation
slope ratio of each phasic desaturation event.

12. Define the number of probable apneic events
within the measurement interval by comparing said
calculated slope with a value of slope which is
determined in advance to be indicative of sleep
apnea, using any of the above techniques.

13. Identify each probable apneic event with an iden-
tity marker, or alternatively mark each event by its
descending slope or by the slope ratio.

14. Treat the sleep apnea, either automatically, or
manually, based on a diagnosis.

15. Repeat steps 1-14 to confirm the diagnosis and
efficacy of treatment.

The above system represents the general concepts of
one embodiment of the present invention. Other com-
parisons which incorporate the desaturation slope and
the resaturation slope are also included within this
‘teaching.

For example FIG. 5 shows how a comparison can use
the calculation of the area above each desaturation
event compared to area above each coupled resatura-
tion event. With this system, an x-axis is projected from
a point of initial desaturation. A second y-axis is pro-
Jjected upward from the initial point of rise of saturation
which signifies the onset of a resaturation event. The
areas above the sloping lines, defined as D and R in the
above figure, are then compared in a similar manner to
that described in the previous embodiment.

In addition, the specificity and sensitivity of oximetry
with respect to the diagnosis of sleep apnea is greatly
enhanced by another embodiment of the invention
which includes all of the multiple slope comparisons as
described above. In such a system, in combination, the
desaturation slope is compared to a desaturation slope
which is consistent with a diagnosis of sleep apnea;
second, the resaturation slope is compared with resatu-
ration slopes known to be consistent with sleep apnea;
third, desaturation slopes are compared with coupled
resaturation slopes to define a slope index which is
known to be consistent with sleep apnea; fourth, desatu-
ration slopes and resaturation slopes are compared with
other such slopes within the same record to identify
slope similarity of the desaturation slopes and slope
similarity of the resaturation slopes, respectively; fur-
thermore, the similarity of the desaturation-resaturation
slope index of the identified events can be compared;
furthermore, as previously discussed; consecutive
slopes can be compared in relationship to the interval
between desaturation events to determine whether a
preceding desaturation event affects the slope of a
closely after following desaturation event, and; finally,
the mean of all desaturation slopes can be compared to
the mean of all resaturation slopes to define an aggre-
gate index.

In another embodiment, the present invention identi-
fies a phasic desaturation event to trigger storage or
collection of at least one additional parameter of the
patient. These additional parameters can be, for exam-
ple, a recording of sound or video. When the micro-
processor identifies specific coupled desaturation-
resaturation parameters which are physiologically con-
sistent with sleep apnea, the microprocessor initiates the
storage of selected data collected by at least one addi-
tional sensor.
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Sound has been shown to be an important indicator of
airway obstruction, however, many patients spend the
majority of their night without major obstructive ap-
neas. Therefore, if the entire night of sound were re-
corded, it would include a large amount of unnecessary
sound recording, for only a small amount of useful data
surrounding obstructive apneas. In the preferred em-
bodiment shown in FIG. 1, the additional sensor in-
cludes a microphone 30 which can be integral with or
carried by the probe 13 of the pulse oximeter 12 or
which can be positioned in other regions near the pa-
tient during sleep. With this preferred embodiment, the
microphone 30 is connected to an audio processor 32 of
any known type, such as a Sound Blaster(TM) 16-bit
processor. The sound is recorded digitally as a function
of time. Alternately, the sound may be Fast Fourier

_transformed (“FFT”), and the transform information

may be stored. Alternatively, other means of sound or
other recording can be utilized.

Preferably, the sound is continuously recorded
throughout the night and the most recent recording
always maintained in short-term memory. If, after a
finite period of time (for example, 4 minutes), no cou-
pled desaturation-resaturation event occurs which is
specific for sleep apnea, the oldest part of the recorded
sound will be erased or otherwise not marked for re-
trieval. If, however, a coupled desaturation-resaturation
event occurs which is consistent with sleep apnea, the
identification of this event will trigger the marking and
storage of the collected sound data during an interval
preceding, during, and immediately after the event.

In the preferred embodiment, the total sound interval
retained for each desaturation event includes the inter-
val of the coupled desaturation-resaturation event, as
well as one minute preceding and one minute following
each such event; although this recording time can be
further reduced for greater efficiency of memory utili-
zation. In this way, the entire night will be monitored
by oxygen saturation while sound is stored, but the
.information can be rejected to save memory unless a
sleep apnea event is identified by pulse oximetry. If a
sleep apnea event is identified, this will trigger the long-
term storage of sound information surrounding that
event. In this way, the efficiency sampling of sound that
can be greatly enhanced since only small portions of
sound need be collected in relationship to each apnea
event.

Continuous recording of oxygen saturation and
sound when indicated as a function of time can be digi-
tally .stored on any commercially available removable
computer memory media, for example, a high-capacity
floppy disc, or a removable Bernoulli disc, and then
transported to a second microprocessor for evaluation
by the physician and for printing. The entire record can
be printed with a continuous graphical representation of
oxygen saturation as a function of time. The sound can
be graphically represented as a function of time by (for
example, showing the volume as the width of the line
and the frequency as its position along the y-axis). As
discussed previously, such graphical representation of
oxygen saturation can include specific markers indicat-
ing coupled desaturation and resaturation events which
are physiologically consistent with sleep apnea.

Preferably, staccato or interrupted low frequency
sounds may also be graphically represented preceding
an oxygen desaturation event. Subsequently, variable
high frequency sounds of low volume may be identified
immediately preceding the recovery of oxygen satura-
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tion, indicating the presence of post-apnea hyperventi-
lation. The physician can easily, therefore, determine
‘whether these oxygen desaturation events are due to
obstructive sleep apnea by identifying the sound param-
eters with which these coupled desaturation-resatura-
tion events are temporally associated. Of course, all
coupled desaturation events might not necessarily be
associated with a typical sound pattern. However,
throughout the night recording, patients with obstruc-
tive sleep apnea would be expected to have typical
snoring sounds; whereas, patients with central sleep
apnea from a periodic breathing or alterations in venti-
lation-perfusion mismatch would not be expected to
demonstrate such sound parameters in relationship to
such coupled desaturation-resaturation events.

The system is further advantageous in that it allows
the physician to efficiently focus on portions of the
night which are of the greatest interest. For example,
the physician can specify a desaturation event identified
by the microprocessor as an apnea, then either look
graphically at the sound surrounding that event or,
alternatively, listen to digitally-recorded sound which
surrounds a specific desaturation-resaturation event. It
should also be clear that a video recorder could be
activated in a similar manner, along with a sound re-
corder, to obtain critical bytes of a night’s sleep for
efficient evaluation. In this way, the diagnosis of airway
obstruction can be confirmed, along with the diagnosis
of sleep apnea, by utilizing a greatly simplified and less
expensive system than conventional home polysomnog-
raphy.

It is clear that, because of overlap with other disor-
ders, the diagnosis of mild sleep apnea cannot be
achieved by identifying a single coupled desaturation-
resaturation event even when the event and all the asso-
ciated slopes are physiologically consistent with sleep
apnea. For this reason, the identification of a desatura-
tion slope and a resaturation slope and a comparison of
these slopes, even wherein all meet the criteria for sleep
apnea, can only be said to identify an event that is physi-
ologically consistent with apnea from the perspective of
oxygen desaturation and resaturation waveform. It is
the comparison of multiple desaturation events which is
specific for sleep apnea as in the present invention.

Although, as per the previous embodiment, the analy-
sis of slope parameters when multiple events are identi-
fied and counted is specific with respect to moderate to
severe apnea, it is critical to achieve specificity for the
large patient population that has only mild sleep apnea.
Unfortunately, many disorders can produce oximetry
waveform deflections which are repetitive and/or cy-

clical and of equivalent magnitude to those of mild sleep

apnea.

Enhanced sensitivity must be achieved for patents
with mild oximetry deflections due to sleep apnea. In
addition to providing enhanced sensitivity it is impor-
tant for a system to make a rapid diagnosis of the pres-
ence of instant sleep apnea for CPAP titration. The
microprocessor must make a definitive and reliable
assessment of the presence or absence of sleep apnea
within a short interval to allow a higher number of
upward CPAP titrations throughout the night to assure
that the minimum opening therapeutic pressure has
been identified as will be discussed.

One preferred embodiment utilizes the continuous
calculation and comparison of saturation slopes to iden-
tify sleep apnea to thereby enhance sensitivity for mild
apnea and achieve rapid diagnosis of instant sleep ap-
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nea. In this embodiment, as is conventional, oxygen
saturation is measured as a function of time and each
saturation data point is stored as a function of the sam-
pling frequency. The present invention then utilizes
each new data point with a preset number of preceding
data points (for example, four data points wherein the
sampling frequency is 20 Hz) to derive a continuous
instantaneous slope. The instantaneous slope is recorded
as a function of time and can be plotted with saturation
as a function of time on the same graph. In this pre-
ferred embodiment, the instantaneous slope is calcu-
lated as the slope of the line of best fit (as by conven-
tional formulas) drawn through the specified number of
saturation points, such as 3-5 data points. As each data
point is added, the new slope is recorded as a function of
this new data point with the first data point of the group
deleted. This derives a continuous moving waveform of
the calculated slope of oxygen saturation/second,
which is shown graphically in FIG. 6. In the preferred
embodiment, multiple consecutive slopes in the same
direction are considered aggregate slopes and are aver-
aged to produce a mean negative or positive aggregate
slope. The continuous calculation and analysis of this
slope waveform provides an enhanced specificity in the
diagnosis of sleep apnea with minimal compromise in’
sensitivity since it is not dependent on a specific thresh-
old deflection for the identification of apnea.

Since sampling frequency will determine the configu-
ration of any oximetry waveform. The greater the sam-
pling frequency, the more reliable will be the slopes in
the presence of very mild sleep apnea. For mild sleep
apnea, a sample recording interval of.3 seconds
(wherein the lowest recorded saturation with this inter-
val is recorded) is adequate, although a continuous
sampling for each pulse is optimal for this diagnostic
system.

In sleep apnea, oxygen desaturations generally occur

" within clusters. For the purpose of the present inven-
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tion, a cluster is said to be present when at least three
consecutive negative slopes. interrupted by positive
slopes have occurred wherein the intervening interval
between each consecutive negative slope is less than
two minutes. The present inventor has discovered that
the presence of a cluster of at least three negative slopes
meeting these criteria and wherein the consecutive neg-
ative slopes are similar (for example, falling within a
range of the initial slope =60%) and wherein the nega-
tive-positive slope ratios are within 3.5-10.5 is clearly
diagnostic of a sleep apnea cluster and can be said to
comprise a sleep apnea slope cluster complex, referred
to hereinafter as a “slope cluster complex.” Such a slope
cluster complex 50 is graphically shown in FIG. 6.

In the presently preferred embodiment, the identifica-
tion of slope cluster complexes is used to facilitate
CPAP titration. With this system, the microprocessor
can initiate nasal positive pressure at, for example, a
pressure of 4 cm of H,0 upon identification of a slope
complex. As is known in the art, this pressure can be
incremented from an initial O pressure up to 4 cm of
H2O pressure over a period of two to five minutes or
longer to minimize the potential for arousal with initia-
tion of therapy. Throughout this time, the pulse oxime-
try waveform is monitored for any evidence of further
slope cluster complexes. If an additional slope cluster
complex occurs after the CPAP has reached 4 cm of
pressure, the microprocessor again increases the CPAP
level by an additional 1 cm during the final negative
slope of this new complex. If an additional after-follow-
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ing slope cluster complex again occurs the microproces-
sor again increments, the nasal CPAP pressure by an
additional 1 cm during the final negative slope of this
complex. The microprocessor will continue to monitor
for further complexes and similarly, increment the nasal
CPAP by 1 cm upon each recurrence up to a present
pressure limit of, for example, 15 cm. When no further
such complexes occur subsequent to an increment in
CPAP, this level is maintained for a sustained period,
which should preferably be equal to or exceed 15 min-
utes. If any further slope cluster complexes occur
within this interval, the microprocessor will increment
CPAP by 1 cm of H2O pressure and this pressure will
be maintained until no further complexes are identified
for 15 minutes. Once the baseline oxygen saturation has
been without further slope cluster complexes for 15
minutes, the CPAP is eliminated by the microprocessor.
This can occur slowly over a period of, for example 2
minutes, to minimize the potential for arousal to be
induced by sudden reduction of nasal CPAP. The pa-
tient is then monitored again for evidence of recurrent
slope cluster complexes, as previously described. If a
slope cluster complex is again identified, the CPAP is
incremented in a similar fashion to that previously de-
scribed; however, to allow more rapid titration, the
starting level of CPAP is set at a minimum of 2 cm H,0O
below the final therapeutic level, which level was
achieved during the preceding titration. For example, if
the preceding titration achieved a therapeutic CPAP of
10, the starting titration level for the titration would not
be less than 8. (However, the CPAP unit can be ramped
slowly up to 8 over a period of 30 seconds, rather than
suddenly initiating this pressure.) Again, incremental
CPARP titration is utilized for each consecutive slope
cluster complex, as for the initial titration, until no fur-
ther slope cluster complexes occur for the specified
time interval of 15 minutes. After the interval of 15
minutes without a slope cluster complex has concluded,
the CPAP will again be withdrawn, as previously de-
scribed. The patient will be monitored and, if another
slope cluster complex occurs, a new titration will be
initiated. In this way, as many as 12 or more separate
complete CPAP titrations can occur throughout the
night. Actually, however, less CPAP titrations gener-
ally will occur in a majority of patients since often there
are no more than 4-5 separate clusters of desaturation
events in any single night. To increase the number of
titrations, CPAP may be withdrawn after a shorter
specified interval of absent slope cluster complexes,
such as five minutes or upward titration may be more
rapid, for example with each consecutive negative slope
within a slope cluster complex after an initial 3 negative
slopes have occurred. In this way, three or four CPAP
titrations may occur within a single 30 minute desatura-
tion cluster.

The comparison of consecutive slopes within a clus-
ter allows increased specificity with less loss of sensitiv-
ity by accepting the diagnosis of sleep apnea without
requiring a specific magnitude of desaturation from the
baseline. This is particularly true when the slope cluster
complexes are obliterated by initiation or incrementa-
tion of the CPAP levels. There is, of course, a time
delay between the development of apnea and the onset
of oxygen desaturation identified by the pulse oximeter.
Due to this delay, it is not generally possible to arrest a
specific negative slope by the initiation or upward titra-
tion of nasal CPAP during said negative slope unless the
initiation occurs within a very short interval after the
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negative slope has started. Even when initiated early,
substantial desaturation will continue, even if complete
elimination of the obstruction immediately occurs upon
initiation. The initiation of nasal CPAP during a slope
cluster complex, therefore, may effectively treat and
prevent the next negative slope, but unless the slope is
quite prolonged the initiation or upward titration of
CPAP may not interrupt the negative slope which is
already in progress since, indeed, the physiological
mechanisms causing the negative slope may have al-
ready have been completed. Amticipating this delay
(which may be 20 seconds or more) the CPAP can be
initiated or titrated upward immediately upon identifi-
cation of the third negative slope or at the end of the
second negative slope. Arrest of the third negative slope
after the expected delay can provide diagnostic value.

The purpose of this repetitive cyclic titration is to
identify a breakpoint range of CPAP which provides
adequate pressure to break a cycle of desaturations by
preventing further apnea episodes. The effect is diag-
nostic and further identifies the level of CPAP required
for long-term therapy. The presence of even very small
desaturations, which occur with slope cluster com-
plexes and which are consistently eliminated by a finite
range of nasal CPAP pressures, is clearly diagnostic of
sleep apnea and specifies the level of CPAP that is
required for effective therapy. The recording of contin-
uous CPAP pressure (as is known in the art), may be
simultaneously performed and, the recurrent titration of
the breakpoint can be identified by plotting the slope
waveform simultaneously with CPAP to verify that
actual breakpoints are occurring as a function of CPAP
titration, rather than by chance. It is clear that with any
single episode of titration, spontaneous cessation of
sleep apnea cycles may occur at any time during the
titration, providing an initial “breakpoint” which may
actually not be truly a function of adequate therapy.
However, the consistent identification of a single break-
point range (for example, 8-10 cm) at which point, for
example, four separate slope cluster complexes were
terminated and wherein no further slope cluster com-
plexes occurred when this level was maintained would
clearly identify adequate therapy and would 1dent1fy
the lowest adequate therapeutic pressure.

Ideally, the entire titration process occurs over two
nights. The initial titration process involves recurrent
initiation and withdrawal of nasal CPAP, as previously
described, over cycles of 15-30 minutes throughout the
night. The microprocessor identifies the breakpoint
pressure which is adequate to break all slope cluster
complexes throughout the entire night’s study. This
pressure level is designated “the therapeutic breakpoint
CPAP” level and is recorded and stored for the second
night’s study without requiring a second home visit or
modem control for adjustment of the CPAP. Upon
initiation of the second night’s study the microprocessor
automatically ramps the CPAP unit up to the therapeu-
tic breakpoint CPAP value over a specified interval of,
for example 5-30 minutes. The patient is then main-
tained on this pressure level throughout the night to
assure the pressure is adequate.

Importantly, for the sleep apnea diagnostic system to
be utilized in clinical medicine, a hard copy must be
produced so that the physician can overread the inter-
pretation of the computer because many cardiac and
pulmonary disorders, as well as artifact, can produce
deflections with similar magmtude and configuration
with that of mild sleep apnea. It is well known that
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differentiation of mild sleep apnea by visualizing the
patterns of conventional oximetry waveform plots of
oxygen saturation versus time is non-specific. The pres-
ent invention describes a system which derives and
analyzes continuously the multiple slope patterns to
make a definitive diagnosis of sleep apnea quickly, how-
ever, for this to be accepted by the medical community,
the physician must have a new way to interpret the
oximetry tracing waveform and thereby overread the
interpretation of the computer. The present inventor
has discovered that the slope cluster complexes are
easily visualized even in the presence of only mild apnea
by graphically representing the continuous, instanta-
neous slope of oxygen saturation [as A Saturation
(%)/A Time (seconds)] as a function of time, where
slope is placed on the y-axis and time is placed on the
x-axis. Utilizing this representation, the effect of the
limited magnitude of the deflection is greatly mini-
mized, and the effect of the particular slope characteris-
tics are maximized graphically and visually. The effect
of visually and graphically representing continuous
slope as a function of time is shown in FIG. 6. This
graphical representation allows the physician to over-
read the interpretation of the computer by identifying
visually the presence of slope cluster complexes. As
noted, this graph demonstrates the slope of the oxygen
saturation as a function of time where:

slope=change in saturation AS (%)/AT (seconds),

and where time is in minutes.

The y-axis includes marked regions which identify
slopes that are physiologically consistent with sleep
apnea. For example, with respect to negative slopes, the
physiologically consistent region is marked as —0.3 to
— 1.1 and with respect to positive slopes, the physiolog-
ically consistent region is marked as 2.5 to 8.3. As oxy-
gen saturation data points are measured and stored,
continuous slope calculations are made. Alternatively,
consecutive negative or positive slopes may be defined
as a single aggregate positive or negative slope and may
be average for the purposes of graphical representation
and interpretation.

The previously-described apparatus is both a diagnos-
tic tool for sleep apnea and a fixed therapeutic pressure
identifier. Specifically, it identifies the minimum fixed
therapeutic pressure than can reliably prevent substan-
tially all future apnea episodes in a given patient. This
pressure is printed and identified as the minimum thera-
peutic break pressure or optimal nasal CPAP pressure.
In the preferred embodiment, the microprocessor may
set the nasal CPAP pressure on the nasal CPAP unit for
long term therapy so that this pressure is subsequently
maintained for this patient without further adjustment
by patient, physician, or home health personnel. This
therapeutic pressure which had been previously identi-
fied is, therefore, fixed and will be utilized, for example
over the next 6-12 months, until a repeat study is per-
formed at this pressure to confirm that further apneas
have not redeveloped or that a lower pressure might be
therapeutic (such as after loss).

While this language herein refers to oxygen satura-
tion, it should be understood that gas exchange parame-
ters could be determined in ways other than those spe-
cifically disclosed herein, but are included within the
scope of this teaching. For example, sequential and
cyclic time-dependent storage of carbon dioxide in
body compartments during sleep apnea can be similarly
used to diagnose sleep apnea using, for example, the
comparison of consecutive slopes of maximum exhaled
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pCOa2. Also, inspiration-triggered variable pressures,
such as BIPAP, may also be titrated in a similar manner
to that described herein for CPAP.

Many modifications will become evident to those
skilled in the an from this teaching and these modifica-
tions are included within the scope of this teaching.

What is claimed is: ’

1. A sleep apnea treatment device, comprising:

an oximeter, having an output signal indicating an
oxygen saturation of a patient’s blood;

a processor element, responsive to said signal indicat-
ing oxygen saturation, for identifying at least two
consecutive desaturation events, in which said oxy-
gen saturation falls below a baseline level by a
predetermined amount and for a predetermined
time,

said processor element identifies each desaturation
event only when it also includes a resaturation,
immediately following said desaturation and cou-
pled with each said desaturation, in which the oxy-
gen saturation rises,

said processor element for calculating a slope of each
said desaturation. event representing a rate of
change per unit time of fall of oxygen saturation,

said processor element for comparing said calculated
slopes with value of slopes which are determined in
advance to be indicative of sleep apnea and making

a diagnosis of sleep apnea based on said comparing

and wherein said comparing is also based on at least

one slope of said resaturation; and

a positive pressure generating device, constructed
and arranged to administer positive airway pres-
sure through a patient’s nasal pharynx, and wherein
said processing element actuates said positive pres-
sure activating device upon identification of said at
least two consecutive slopes, said positive pressure
generating device being activated by oxygen satu-
ration of the patient to thereby mitigate further
desaturation. :

2. An apparatus as in claim 1 wherein said processing
element compares said consecutive slopes with an abso-
lute number which is likely to indicate sleep apnea.

3. An apparatus as in claim 1 wherein said processing
element compares said consecutive slopes with other
slopes taken at different times.

4. An apparatus as in claim 1 wherein said processing
element includes means for calculating a ratio of resatu-
ration slope to desaturation slope and comparing said
ratio with a predetermined number to diagnose sleep
apnea.

S. An apparatus for treating sleep apnea comprising:

an oximetry sensor of a type which determines an
oxygen saturation of a patient’s blood;

a microprocessor, programmed to recognize outputs
from said sensor and to calculate an oxygen satura-
tion of a patient’s blood as a function of time from
said outputs, and to recognize a coupled desatura-
tion/resaturation occurrence indicative of sleep
apnea, said occurrence including:

a. a desaturation event when said oxygen saturation
falls a predetermined amount in a predetermined
time, and

b. a resaturation event when said oxygen saturation
rises a predetermined amount in a predetermined
time within a predetermined time after said de-
saturation event, .

said microprocessor also including means for com-
paring a slope of desaturation of said desaturation
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event, with a slope of resaturation of said resatura-

tion event, and using said comparison to diagnose

sleep apnea,

a positive pressure generator for administering posi-
tive airway pressure through the patient’s nasal

*  pharynx; and

said microprocessor including means for activating
said positive pressure generator upon identification
of said occurrence of sleep apnea so that upon
identification of said occurrence, said positive pres-
sure generator is activated to the patient to thereby
mitigate further desaturation.

6. A device for diagnosing sleep apnea, comprising:

an oximeter, having an output signal indicating an
oxygen saturation of a patient’s blood;

a processor, operating to:

1) identify a first desaturation event, in which said
oxygen saturation falls below a baseline level by
a predetermined amount for a predetermined
time,

2) identify a second desaturation event, in which
said oxygen saturation falls below a baseline
level by a predetermined amount and for a pre-
determined time; and

3) trigger a storage of said continuously recorded
information for a predetermined time responsive
to said identifying said first and second desatura-
tion events, and otherwise commanding that said
continuously recorded information not be
stored.

7. A method for identification of sleep apnea and for
determining an optimal level of nasal positive pressure
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for the treatment of said identified apnea, the method
comprising the steps of:

a. disposing an oximeter adjacent to a single human
body part and recording continuous measurement
of oxygen saturation as a function of time to derive
an oxygen saturation waveform;

b. defining a time. interval for calculation of a slope of
the oxygen saturation;

C. using a computer to continuously calculate said
slope along said waveform, using said time interval;

d. continuing executing said steps b and ¢ and using
the computer to identify at least two consecutive
slopes which fall within a specific range;

e. upon said identification in said step d), using the
computer to initiate a preset positive pressure to
the nasal pharynx with a positive pressure device;
and

f. subsequent to said initiation of said nasal positive
pressure, continuing to calculate said slopes of said
oximetry waveform to determine efficacy of said
nasal positive pressure in mitigating further pres-
ence of sleep apnea as defined by the absence of
said consecutive slopes.

8. The method of claim 7 further including the step of
comparing at Jeast the first and second slope of said
consecutive slopes and initiating said nasal positive
pressure based on said comparing.

9. The method of claim 7 further including the step of
identifying at least a first and a second consecutive
desaturation event in which the oxygen saturation falls
below a baseline leve] for a predetermined amount and
for a predetermined time, and wherein said calculated

slopes are calculated during said events.
* * ] * *



