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METHOD FOR THE DIAGNOSIS OF SLEEP
APNEA

This is a continuation of U.S. patent application Ser.No.
08/151,901 filed Nov. 15, 1993, now U.S. Pat. No. 5,398,
682 which is a continuation-in-part of U.S. patent applica-
tion Ser. No. 07/931,976 filed Aug. 19, 1992 now aban-
doned.

BACKGROUND AND SUMMARY OF THE
INVENTION

Disorders of breathing during sleep are now known to
constitule a major health problem throughout the world.
Obstructive sleep apnea is an extremely common discase
which manifests itself in variable degrees of severity. The
diseasc develops when muscle tone of the upper airway
diminishes during slecp and negative pressures associated
with inspiration result in collapse of the upper airway,
preventing air movemenl and resulting in airway obstruc-
tion. The slecping patient inhales more forcibly, thereby,
further lowering upper airway pressures 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
stimulation resulting in arousal. Upon arousal, increase in
airway muscle tone opens the airway and the patient rapidly
inhales and ventilates quickly to correct the abnormal arte-
ral blood gas values. Generally, the arousal is only modest
and the patient is not awarc of the arousal. Once blood gas
parameters have been corrected, the patient begins to sleep
more deeply, upper airway tonc again diminishes, and the
upper airway collapses resulting in sequential and cyclic
apneic arousal episodes.

The duration and severity of each apnea is quite variable
from patient to patient and with Lhe same patient throughout
the night. Indeed, the disease process represents 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 resulls in excessive daytime
sleepiness and can disrupt cognitive function during the day
duc to fragmentation of sleep during the night associated
with recurrent arousals of which the patient is not aware.

Although this disease commonly affects obese patients, it
may occur in patienls with any body habitus. Because this
disease is so common and because it presents with the subtle
and common symptoms of excessive daylime sleepiness,
moming headache, add decreasing ability 10 concentrate
during the day, il is critical that an inexpensive technigue for
accuralely diagnosing and treating this disease be devel-
oped. Traditionally, this disease has been diagnosed utilizing
a complex and expensive multi-channel polysomnogram as
the first diagnostic step. This is generally performed in a
sleep lab and involves the continuous and simultaneous
measurement and recording of an encephalogram, elec-
tromyogram, extraoculogram, chest wall plethysmogram,
electrocardiogram, measurements of nasal and oral air flow,
and pulsc oximetry. These, and often other, channels are
measured simultaneously throughout the night and these
complex recordings are then analyzed to determine the
presence or absence of sleep apnea.

From the perspective of the primary care physician, the
identification of patients with obstructive sleep apnea (OSA)
within a primary care practice represents a daunting chal-
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lenge. This challenge is derived primarily by the fact that
OSA presents with extraordinarily common signs and symp-
toms. These include varying degrees of daylime sleepiness
(which may bc difficult 10 distinguish hislorically from
fatigue), inabilily 1o concentrate, irritability, headache, and
habitual snoring. In addition, the physical findings of OSA
arc also common and include hypertension, lower extremity
swelling, and obesity. Any of these signs may be completely
absent and the patient may appear cntirely normal to the
physician,

There are, thereforc, no clear distinguishing historical or
physical finds of OSA. In fact, a recent study has shown
specificity and sensitivity of clinical evaluation alone to be
only 60% and 63%, respectively. The complete lack of
sensilivity and specificity of clinical evaluation for the
disease is confounded by the fact that it occurs so frequently
specific population groups. In the U.S., OSA is a co-morbin
condition in up to 20% of paticnts with coronary arery
disease and 30% of patients with hypertension. The primary
care physician, understanding the frequency of this associa-
tion and the lack of sensitivity of clinical cvaluation, is faced
with the clear recognition that the majority of patients with
OSA within any primary care practicc will remain undiag-
nosed unless a prohibitive number of patients are evaluated
by polysomnography.

Since OSA is more common than diabetes and its symp-
loms are just as subtle, it is critical that all primary care
physicians have an inexpensive test which helps assess the
pretest probability of the discase. The optimal diagnostic
system should easily fall within the budget of the primary
care physician for capital expenditures (e.g. $500-$1000)
and should be able to be performed within the requirement
of complex patient attachments and additional medical tech-
nologists, which many primary care physicians would find
prohibitive. Indeed, the ideal syslem would not require
complex sctup in the home, but rather would require only
very simple instructions to the patient. Furthermore, the test
should be repeatable, as with a weekend study at no addi-
tional cost Lo the primary care physician, so that multiple
consecutive nights could be recorded Lo assess night-to-night
variabilily in selected patients. In addition, and perhaps most
important, patient costs for a diagnostic study should be less
than $100 for a single or multiple consecutive night evalu-
ation.

It 1s also optimal that the home test not be duplicative of
conventional polysomnography which, because of its
complexity, is best performed in a laboratory sctting.
On the contrary, the ideal home systcm would be
synergistic with laboratory polysomnography. It is con-
sidered advantageous to avoid the use of “mini-poly-
somnograms” in the home environment. It has been
suggested that such conventional multi-channel home
systems may actually increase the number of in-lab
studies to be performed to “sort out” abnormal home
studies (see New Directions for Pulse Oximetry in
Sleep Disorders. Mayon Clinic Proceedings, Tobert ct
al. June 1995; 70:591-92). Furthermore, HMOs and
insurance carriers often consider the conventional
home multi-channel home studics are done first. Fur-
thermore, in actual practice, such home multi-channel
studies often must be repeated or require home setup by
a trained medical technologist, which greatly increases
the expense.

The issue of sensitivity and specificity with respect to an
OSA home diagnostic system must be placed in per-
spective since the disease is relatively unique in that the
“state of disease” is not finite. It is important to
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recognize that, with OSA there is no clear definition of
the lowest threshold of severity which constitutes dis-
ease. Indeed, in a recent study, 26% of middle-age adult
males met the minimum criteria for OSA based on the
apnea/hypopnea index alone. Clearly, a gray arca exists
between normal and milder forms of airway instability
and heightened airway resistance which may or may
not require therapy. Indeed, home diagnostic systems
which positively identify paticnis with heightened air-
way resistance or very mild or normal levels of OSA
may simply increase cost through the identification of
the vast pool of patients for which further diagnostic
evaluation and intervention has no clearly definable
indication (again, see New Directions for Pulse Oxim-
ctry In Sleep Disorders, Mayo Clinic Proceedings.
Tobert et al. June 1995; 70:591-92). The critical chal-
lenge is lo identify the vast number of undiagnosed
patients having OSA of significant severity such that
therapeutic intervention has established efficacy. These
arc the patients most likely to develop the cardiovas-
cular sequelae of OSA. Furthermore, the increased risk
of automobile accidents is directly correlated with
severity of discase. The ideal home diagnostic system
should be selectively sensitive for disease of significant
severity such that treatment has established efficacy.

The problem with this traditional approach of using the
sleep lab as a first test for case-finding is that such complex
slecp testing costs beiween one-thousand to thirly five
hundred dollars. The available resources for performing the
procedure are relatively scarce. Since the patients often
perceive the symptoms (e.g. sleepiness) as non-life threat-
ening, many paticnts find the cost for the evaluation pro-
hibitive, even if the physicians chooses to refer the patient.
In addition, primary care physicians managing HMOs with
limited equipment budgets will be understandably reluctant
to send patients with subtle symptoms or in high risk groups
for such an expensive initial evaluation without first having
an inexpensive means to better assess lhe probability of
disease, and thercby better focus these limited resources. For
these reasons, the majority of patients with OSA in the U.S.
remain undiagnosed. 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 crilical that a new, inexpensive tech-
nique of accurately diagnosing sleep apnea be developed.

Nocturnal oximetry alone has been used as a screening
tool to screen patients with symptoms suggestive of sleep
apnea to identify whether or not oxygen desaturaiions of
hemoglobin occur. Microprocessors have been used to sum-
marize nocturnal oximetry recordings and to calculate the
percentage of time spent below certain values of oxygen
saturation However, oxygen desaturation of hemoglobin can
be caused by artifact, hypoventilation, ventilation perfusion
mismatching. For these reasons, such desaturations identi-
fied on noctumal oximetry 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 technique
for deriving and utilizing the analysis of graphical pulse
oximetry-derived waveforms as a function of time to accu-
rately diagnose sleep apnea. This invention is therefore
synergistic with conventional steep lab testing since the
convention slecp lab can subsequently be used in a more
efficient and focused manner to assure mitigation of arousals
and sleep fragmentation by therapy.

1t is the purpose of this invention to provide an inexpen-
sive system for the collection and analysis of pulse oximetry
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values as a function of lime during sleep to provide a
diagnosis of slecp 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 altendance of
technical personnel. It is further the purpose of this invention
to provide an incxpensive and accurate means to both screen
for and specifically diagnose obstructive sleep apnea by a
single overnight recording in the patient’s home without the
need for multiple connections to different parts of the
patient’s body. 1t is further the purpose of this invention to
definc a technique for diagnosing obstruclive sleep apnca
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 componcnts.
First, a means must determine an oxygen saturation of a
paticnt’s blood. This saturation value is coupled 10 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 baseline level by a predectermined
amount and for a predetermined time. The slope of the event
is calculated by means for calculating a slopc of said
desaturation evenl representing a rate of change per unit
time of fall of oxygen sawration. This slope is used by a
means for comparing said calculated slope with a valuec of
slope which is determined in advance to be indicalive 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 resaturation,
immediately following said desaturation and coupled with
said desaturation, in which the oxygen saturation rises, and
wherein the determination can also be based on a slope of
said resaturation.

Many other ways of calculating the slope are also dis-
closed 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 desaturation
event compared to area above each coupled resaturation
cvent.

FIG. 6 shows a graph of oxygen saturation versus time
which can be used to determine sleep apneas.

Description of the Preferred Embodiments

The inventor of the present invention found, relative to
sleep apnea diagnosis, that the waveform patiern of oxim-
etry during a sleep recording can be considered in relation 10
the physiologic parameters which affect oxygen saturation
over time. Specifically, during an apneic period, arterial
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oxygen saturalion initially falls as a function of the oxygen
saturalion of mixed venous blood and oxygen uptake from
residual exchangeable oxygen within the lungs. Subse-
quently, arterial oxygen saturation falls directly as a function
of oxygen consumption and global oxygen stores. Thesc
stores of oxygen are very limited. The sources of oxygen
available 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 myoglobin. Thesc stores are rapidly
depleted during an apneic period as a function of global
oxygen consumption. As oxygen stores arc depleled, the
cellular oxygen levels fall, and mixed venous oxygen satu-
ration progressively diminishes. Since a small amount of
cxchangcable oxygen supply exists within alveoli and air-
ways, aricrial oxygen saturation as measured by the pulse
oximeler is bricfly unaffected by the initial fall in body
oxygen storage. However, since oxygen stores within the
alveoli are extremely limited, arterial oxygen saturation then
progressively 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 pres-
sure of oxygen in body tissues at the cellular level.

It is possible to measure indirectly the partial pressure of
oxygen in arterial blood by measurement of arterial oxygen
saturation ol hemoglobin utilizing a pulse oximeter 12. If the
probe 13 of pulse oximeter is placed on a patient’s finger or
other body parl during a prolonged apneic period, a pro-
gressive decrement in arterial saturation will be identified as
a function of the fall in arterial 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 portion of the fall in arterial oxygen saturation as
measured 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 relationship to
average body arterial oxygen stores (approx. 25 ml/kg).
Although substantial variability exists in body oxygen stores
in chronically ill patients with low cardiac output states
(resuliing in lower mixed venous oxygen storage), a finite
range of oxygen slores exists. Indeed, even in the presence
of severc compensated disease, mixed venous oxygen satu-
ration generally ranges from 50% -80%. Therefore, a sleep-
ing human has a definable and predictable range of slopes of
arterial oxygen saturation decrement as a function of the
baseline mixed venous oxygen saturation initially and of
oxygen consumption and body oxygen stores terminally.
Although augmented body muscular activity associated with
obstructive apnea could modestly increase oxygen con-
sumption 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 variances.

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 storcd sequentially in each of these compartments.
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When oxygen is depleted during apnea, depletion
occurs first in the tissuc compartment, second in the
venous compartment, third in the lung compartment,
and fourth in the arterial compartment. Whereas, when
oxygen is repleted, oxygen appears first in the lung
compartment, sccond in the arterial compartment, third
in the tissue compartment, and fourth in the venous
compartment. It can be seen, therefore, that since pulse
oximelry measurcments reflect oxygen stored within
the arterial compartment, if sequential depletion of
arterial saturation occurred due to phasic apncas that
the initial apneic episode would result in depletion of
the arterial compartment only afier 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 continuous
nocturnal oximetry measurement falls within the anticipated
range of parameters which define the slope of arterial
oxygen desaturation of hemoglobin which can physiologi-
cally occur during an apneic episode. In this manner, cach
desaturation episode can be defined, as a function of the
characteristics of the waveform of deflection, as either
consistent with an apneic ecpisode or inconsisient with an
apneic episode. Saturations 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 episode 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 cpisode and thercfore secondary
to either hypoventilation, alterations in ventilation perfusion
matching, or to artifact. The means for identifying a desatu-
ration event is preferably 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 10 be indica-
tive of sleep apnca. 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 (13) for transillumination or reflection from a
human body part such as a finger (16). The oximeter is
connected t0 a microprocessor (20) which records oxygen
saturation and pulse as a function of time. A printer (24) is
connected to the microprocessor. The microprocessor ana-
lyzes the oxygen saturation values as a function of time, as
will be discussed in detail herein. In one preferred embodi-
ment, the system is used in the following way:

The microprocessor is disposed in connection with the
oximeler with a probe and printer for recording the oxygen
saturation as a function of time, and the oximeter probe is
attached 1o 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 siep 200 of
FIG. 2. Step 202 defines a mean maximum baseline range of
oxygen saturation of hemoglobin (+3% saturation) is defined
over the measurement interval.

A desaturation event can be defined as al 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 desatu-
ration event is identified in step 204, and the desaturation
change of cach desaturation cvent is measured. The desatu-



5,605,151

7

ration interval is defined as the duration of the uninterrupted
declinc in saturation of each desaturation cvent.

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

ASJAT,,

wherc:

AS=Desaturation change (in % saturation;

AT ,=Desaturation interval (in scconds).

A resaturation event is defined as a substantially uninter-
rupied rise in saturation which terminates the declining 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 risc in saturation of each resaturation
event. The ascending slope of each resaturation event is
calculated as:

AS /ATy,

where:

AS=Resaturation change (in % saturation);

ATg=Resaturation interval in seconds.

A phasic desaturation event is defined using all coupled
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 the descending slope
falls within a finite range of between 1.3%/sec and 0.3%/scc.

The descending to ascending saturation slope ratio of each
phasic desaturation event is calculated as:

(AS/ATp) (AS/ATR).

The number of probable apneic events within the measure-
ment 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 identity
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 oxim-
etry waveform is printed as a function of time with each
probable apneic event marked PA for identification, or
treatment of sleep apnea is either manually or automatically
administered.

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

Therefore, in the preferred embodiment, each desatura-
tion 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 oximetry waveform in the preferred
embodiment is then printed lo provide a hard copy. This
printed hard copy includes identification of each desatura-
tion event which has been determined by the microprocessor
as consistent with a physiologic apnca. In addition, the
presence of desaturation slope acceleration, as will be dis-
cussed, by comparing closely spaced consecutive desatura-
tion 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
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simply taken home by the patient and interfaced with a body
part, such as a finger, 1o providc both screening and a
mechanism to provide a specific diagnosis of slecp apnea
with a single overnight recording. The bard printed copy
provides graphical data which can be overread by the
physician sincc thc compuler specifically identifies the
desaturation events which have been interpreted as consis-
tent with sleep apnea. This provides the physician with the
opportunity to determine whether he or she agrees with the
diagnostic interpretation of the microprocessor.

The diagnosis can be treated by repeating the sleep
recording during nasal CPAP (Continuous Positive Airway
Pressure) therapy. The identification of multiple desatura-
lions with pattems as defined above which are consistent
with the physiology of apnea and which are eliminated by
nasal CPAP therapy is diagnostic o apnea and further estab-
lishes the parameters defining cffective treatment require-
ments.

The invention includes the syslem 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 F1G. 1, the microprocessor aclivating a range
of nasal continuous airway pressures through a pressure
controller within defined limits to automatically and cflec-
tively treat a patient’s sleep apnca once the diagnosis of
sleep apnea has been made by the microprocessor. Activa-
tion of flow is initiated by the microprocessor on identifi-
cation of multiple sleep apnea-related desaturations meeting
the criteria as described above. The pressure can be titrated
upward by, for example 1-2 cm H,O 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 cnhances the diagnostic
sensitivity and specificity of nocturnal oximetry in the
diagnosis of sleep apnea and to further utilize the identifi-
cation of oximetry-derived desaturation events to trigger the
storage and/or collection of additional sensory data concern-
ing each desaturation event and; furthermore, the system can
be utilized 1o automatically initiate and adjust therapy (o
mitigate further after following desaturation events.

In addition to a definable descending desaturation slope,
oximetry measurements during apnea periods have other
definable and predictable parameters. Importantly, apneic
episodes have a definable add predictable range of duration.
It is clear that brief apneic episodes, for example with brief
breath-holding does not result in significant arterial oxygen
desaturation as measured by pulse oximetry. However, when
apneic periods are prolonged as with obstructive sleep
apnea, oxygen desaturation progressively declines as a func-
tion 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 with a
predictable range of duration. A second aspecl of the inven-
tion analyzes the duration of the apneic episode 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 identified 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 be termi-
nated with the resaturation of recovery within 3-3.5 minutes
or less. Oxygen desaturation events which occur for greater
than three minules are identified as either secondary to
hypoventilation, ventilation perfusion mismaiching, or arti-
fact
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Another aspect of the invention is based on the recogni-
tion 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 tonc 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 capillarics 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 capillarics to the
peripheral site of pulse oximetry measurement can be mea-
sured 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 arousal from an
apneic episode and rather may be secondary to a crescendo
of increasing respirations following a hypoventilation epi-
sode as in Cheyne-Stokes respirations or may be secondary
to improvement in ventilation perfusion maiching. In a
recent study performed by the present inventor the mean
slope of desaturation was 0.8% per second, with all desatu-
ration slopes ranging 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
second. 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 diag-
nosis of sleep apnea.

Additional ways of comparing the calculated stope with a
value of slope which is determined in advance to be indica-
tive of sleep apnea include using other parameters to
enhance the specificity of continuous noctumal oximetry in
the diagnosis of sleep apnea include comparisons of con-
secutive 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 desaturation slopes which
have values consistent with physiologic apnea provides
additional evidence supporting these evenis 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 desaturation event
may accelerate the initial portion of the slope of the follow-
ing desaturation. Although other factors may contribute to
the development of this increase in desaturation slope, the
primary factor appears to be the depletion of body oxygen
stores where insufficient time has developed for repletion for
tissuc and venous oxygen stores. In other words, during
rapidly cycling apneic events, recovery time may be inad-
equale to replete all body oxygen stores. However, the pulse
oximeler is measuring arterial oxygen saturation. Thercfore,
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 substantially depleted total body oxygen
stores despite the fact that pulse oximetry may demonstrate
normal arterial oxygen saturation. Since at this time apnea is
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occurring in the presence of markedly depleted body oxygen
stores (i.c. a much lower mixed venous oxygen saturation),
the initial portion of thc slope of the declining arterial
oxygen saturalion may be substantially greater than the
slope of the decline of oxygen saturation which occurred
during the preceding desaturation cvent. This phenomenon
would not be expected to occur in association with artifact
and would only be expected 10 occur in the presence of
rapidly cycling changes in body tissue oxygen stores. Con-
secutive closely spaced desaturation cvents, therefore, inter-
acl so that the first desaturation event can affect the wave-
form of the second desaturation event provided the interval
between the two cvents is short enough and the level of
desaturation occurring in the first cvent 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 parl, a function
of the extent of excess of oxygen delivered Lo the tissues
which is stored within the venous pool. In the absence of
arterial hypoxemia or profoundly compromised cardiovas-
cular function, oxygen delivery substantially cxceeds oxy-
gen demand resulting in considerable oxygen stores within
the mixed venous pool. The amount of oxygen stored within
the mixed venous pool can, therelore, be seen as a dynami-
cally-stored, hidden buffer which mitigates the decline in
saluration attendant any change in alvcolar ventilation.
Although patients with profoundly decreased mixed venous
oxygen saturations would be expected 1o 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 occurring
within less than 10-20 seconds of each other), body oxygen
stores can be seen therefore as a moving wave through
consecutive body compartments whercin the first wave
affects the configuration of the second wave. The identifi-
cation of this effect should be virtually 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 noctumnal oximetry alone.

Desaturation slope acceleration may occur when cyclic
apneic events occur within less than 10 seconds of cach
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 defined specifically as
that point wherein the first desaturation event recovers
substantially 1o baseline to the point in time when the second
desaturation event begins to decline from the baselinc.

It can be seen, thercfore, that a declining waveform of
arterial oxygen desaturation in severe sleep apnea can be
expected to have two major physiologically-derived com-
ponents: 1) the slope of the initial declining limb which is
primarily a function of the level of mixed venous oxygen
saturation al the onsel of apnea and the amount of exchange-
able 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 terminal limb may not be present if
apnea is brief.) The slope of the initial and terminal limb are
generally similar in patients with normal mixed venous
oxygen saturations. 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 aniecedent depletion of
mixed verious oxygen stores.

The magnitude of the oxygen deficit which is derived
from the preceding apneic event less the intervening excess
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oxygen uptakc which attenuates this deficit between the
apncas defines the magnitude of the slope acceleralion of the
initial limb of the after-following desaturation event. There-
fore, an interval of oxygen deficit is present following a
sustained apnea but it is hidden since arlerial oxygen satu-
ration is normal.

FIG. 3 illustrates a desaturation event and many of the
parameters as discussed supra which definc the event. The
parameters shown include:

AS,, Fall in saturation (in % sat.)

AS, Risc in saturation (in % sat.)

AT,, Duration of the fall in Sawration/desaturation (in

seconds)

AT, Duration of the risc in saturation/resaturation (in

seconds)

M ,=AS /AT ,=Mean Slope of Desaturation

M ;=AS /AT =Mean Slope of Resaturation.

We also define the following terms:

Al The apnea interval—(the actual time whercin the
patient experiences cessation of airflow which precipi-
lates oxygen desaturation.)

OAIl The occult apnea interval—(the interval wherein
apnea has occurred; however, arterial oxygen stores arc
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 Lo the
oximetry measurement.)

0O0DI The occult oxygen deficit interval—(the interval
immediately following return of oxygen saturation to
near baseline after a desaturation event and wherein
mixed venous oxygen desaturation persists. If a second
apnea occurs within this interval, the slope of desatu-
ration 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 pal-
tem of continuous nocturnal oximetry, lo specifically iden-
tify the presence or absence of moderate to severe obstruc-
tive sleep apnea-induced arterial oxygen desaturation. Such
a system and technigue makes it possible to diagnose
moderate to severe obstructive sleep apnea with confidence
with a single channel recording of nocturnal oximelry alone
avoiding the need for complex and expensive polysomnog-
raphy in the diagnosis of this disorder. The system and
technique includes a mechanism to achieve the measurement
of a compendium of parameters which are repetitively
measured and analyzed, each improving the specificity 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.

2. Attach the oximeler probe to a patient.

3. Define a measurement interval.

4. Define the mean maximum baseline range of oxygen
saturation of hemoglobin over the measurement interval.

5. Definc 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 desaturation
event.

8. Define a resaturation event as an uninterrupted rise in
saturation which terminates the declining slope of the
desaturation event.
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9. Calculate the ascending slope of cach resaturation
cvent,

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 valuc and wherein the descending
slope falls within a finite range.

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

12. Define the number of probable apneic cvenls within
the measurcment interval by comparing said calculated
slope with a valuc of slope which is determined in advance
to be indicative of slecp apnea, using any of the above
techniques.

13. ldentify each probable apneic event with an identity
marker, or alternatively mark each event by its descending
slope or by the slope ratio.

14. Treat the sieep apnea, either automatically, or manu-
ally, based on a diagnosis.

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

The above system represents the general concepts of one
embodiment of the present invention. Other comparisons
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 com-
pared to area above each coupled resaturation event. With
this system, an x-axis is projected from a point of initial
desaturation. A second y-axis is projecied upward from the
initial point of rise of saturation which signifies the onsel of
a resaturation event. The areas above the sloping lincs,
defined as D and R in the above figure, are then compared
in a similar manner to that described in the previous embodi-
ment.

In addition, the specificity and sensitivity ol 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 resaturation slopes known to be
consistent with sleep apnea; third, desaturation slopes arc
compared with coupled resaturation slopes to define a slope
index which is known lo be consistent with sleep apnea;
fourth, desatluration slopes and resaturation slopes are com-
pared with other such slopes within the same record Lo
identify slope similarity of the desaturation slopes and slope
similarity of the resaturation slopes, respectively; further-
more, the similarity of the desaturation-resaturation slope
index of the identified events can be compared; furthermore,
as previously discussed conseculive 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 definc an aggregate
index.

In another embodiment, the present invention identifies a
phasic desaturation event to trigger storage or collection of
at least one additional parameter of the patient. Thesc
additional parameters can be, for example, a recording of
sound or video. When the microprocessor identifies specific
coupled desaturation-resaturation paramelers which are
physiologically consistent with sleep apnea, the micropro-
cessor initiates the storage of selected data collecied by at
least one additional 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 apneas.
Therefore, if the entire night of sound were recorded, il
would include a large amount of unnecessary sound record-
ing, for only a small amount of useful data surrounding
obstructive apneas. In the preferred embodiment shown in
FIG. 1, the additional sensor includes a microphone 30
which can be integral with or carried by the probe 13 of the
pulsc oximeter 12 or which can be positioned in other
regions near the patient during sleep. With this preferred
embodiment, the microphone 30 is connected to an audio
processor 32 of any known type, such as a Sound Blast-
er(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 coupled 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 retrieval. If, however, a coupled desaturation-resatura-
tion 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
retainced for cach desaturation event includes the interval 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 utilization. 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 digitally stored
on any commercially available removable computer
memory media, for example, a high-capacity floppy disc, or
aremovable 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 representa-
tion of oxygen saturation can include specific markers
indicating coupled desaturation and resaturation events
which are physiologically consistent with sleep apnea.

Preferably, staccalo 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 pre-
ceding the recovery of oxygen saturation, indicating the
presence of post-apnea hyperventilation. The physician can
easily, therefore, determine whether these oxygen desatura-
tion events are due to obstructive sleep apnea by identifying
the sound parameters with which these coupled desatura-
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tion-resaturation events are lemporally associated. Of
coursc, all coupled desaturation events might not nccessarily
be associated with a typical sound pattern. However,
throughout the night recording, patients with obstructive
slecep apnea would be expected 10 have typical snoring
sounds; whereas, paticnis with central sleep apnea from a
periodic breathing or alterations in ventilation-perfusion
mismaltch would not be expected to demonstraie such sound
paramelcrs 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, altenatively, listen to digilally-
recorded sound which surrounds a specific desaluration-
resaturation event. It should also be clear that a video
recorder could be aclivated in a similar manner, along with
a sound recorder, to obtain critical bytes of a night’s slecp
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 expen-
sive system than conventional home polysomnography.

It is clear thal, because of overlap with other disorders, the
diagnosis of mild sleep apnea cannot be achieved by iden-
tifying a single coupled desaturation-resaturation event even
when the event and all the associaled slopes are physiologi-
cally consistent with sleep apnea. For this reason, the
identification of a desaturation 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 physiologically consistent with apnea from the per-
spective of oxygen desaturation and resaturation waveform.
It is the comparison of multiple desaturation cvents which is
specific for sleep apnea as in the present invention.

Although, as per the previous embodiment, the analysis of
slope parameters when multiple events are identified 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 cyclical and of equivalent mag-
nitude to those of mild sleep apnea.

Enhanced sensitivity must be achieved for patents with
mild oximetry deflections due to slecp apnea. In addition to
providing enhanced sensitivity it is important for a system to
make a rapid diagnosis of the presence of instant sleep apnca
for CPAP titration. The microprocessor must make a defini-
tive 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 identi-
fied as will be discussed.

One preferred embodiment utilizes the continuous calcu-
lation and comparison of saturation slopes to identify slecp
apnea o thereby enhance sensitivity for mild apnea and
achieve rapid diagnosis of instant sleep apnea. In this
embodiment, as is conventional, oxygen saturation is mea-
sured as a function of time and each saturation dala point is
stored as a function of the sampling 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 instantancous 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
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preferred embodiment, the instantancous slope is calculated
as the slope of the line of best fit {(as by conventional
formulas) drawn through the specificd number of saturation
points, such as 3-5 daia points. As each data point is added,
the new slopc 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 cmbodiment, multiple consccutive
slopes in the same dircction are considered aggregate slopes
and arc averaged to produce a mean negalive or positive
aggregate slope. The continuous calculation and analysis of
this slope wavcform provides an enhanced specificity in the
diagnosis of sleep apneca with minimal compromise in
sensitivity since it is not dependent on a specific threshold
deflection for the identification of apnea.

Since sampling frequency will determinc the configura-
tion of any oximetry waveform, the greater the sampling
frequency, the more reliable will be the slopes in the
presence of very mild slecp apnea. For mild sleep apnea, a
sample recording interval of 3 seconds (wherein the lowest
recorded saturation with this interval is recorded) is
adequate, although a continuous sampling for each pulsc is
optimal for this diagnostic system.

In sleep apnea, oxygen desaturations generally occur
within clusters. For the purpose of the present invention, 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
ncgative 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 negative slopes are similar (for example, falling
within a range of the initial slope +60%) and wherein the
negative-positive slope ratios are within 3.5-10.5 is clearly
diagnostic of a sleep apnca 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 identification
of slope cluster complexes is used to facilitate CPAP titra-
tion. With this system, the microprocessor can initiate nasal
posilive pressure at, for example, a pressure of 4 cm of H,O
upon identification of a slope complex. As is known in the
art, this pressure can be incremented from an initial O
pressure up 1o 4 cm of H,O pressure over a period of two to
five minutes or longer to minimize the potential for arousal
with initiation of therapy. Throughout this time, the pulse
oximetry waveform is monitored for any evidence of further
slope cluster complexes. If an additional slope cluster' com-
plex occurs afier the CPAP has reached 4 cm of pressure, the
microprocessor again increases the CPAP level by an addi-
tional 1 cm during the final negative slope of this new
complex. If an additional after-following slope cluster com-
plex again occurs the microprocessor again increments, the
nasal CPAP pressure by an additional | 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 cim upon each recurrence up
to a presenl 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 minutes. If any
further slope cluster complexes occur within this interval,
the microprocessor will incremeat CPAP by 1 cm of H,O
pressure and this pressure will be maintained until no further
complexes are identified for 15 minutes. Once the baseline
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oxygen saluration has been without further slope cluster
complexes for 15 minutes, the CPAP is climinated by the
microprocessor. This can occur slowly over a period of, for
example 2 minutes, 1o minimize the potential for arousal to
be induced by sudden reduction of nasal CPAP. The patient
is then monilored 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 described; however, to
allow more rapid Litration, the starting level of CPAP is set
at a minimum of 2 cm H,0 below the final therapeulic 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 unil can be ramped
slowly up to 8 over a period of 30 scconds, rather than
suddenly initiating this pressure.) Again, incremental CPAP
titration is utilized for each consecutive slope cluster com-
plex, as for the initial titration, until no further slope cluster
complexes occur for the specified time interval of 15 min-
utes. After the interval of 15 minutes without a slope cluster
complex has concluded, the CPAP will again be withdrawn,
as previously described. 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 morc scparatc
complete CPAP titrations can occur throughout the night.
Actually, however, less CPAP titrations generally 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 abscnt slope
cluster complexes, such as five minutes or upward tilration
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 litrations may occur within a single 30 minutc desatu-
ration cluster.

The comparison of consecutive slopes within a cluster
allows increased specificity with less loss of sensitivity 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 incrementation of the CPAP
levels. There is, of course, a time delay between the devel-
opment 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 litration of nasal CPAP during said
negative slope unless the initiation occurs within a very
short interval after the 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 pro-
longed 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 already have been completed.
Anticipating this delay (which may be 20 seconds or more)
the CPAP can be initiated or titrated upward immediately
upon identification 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 repetilive cyclic titration is to identify
a breakpoint range of CPAP which provides adequate pres-
sure to break a cycle of desaturations by preventing further
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apnea episodes. The effect is diagnostic and further identifics
the level of CPAP required for long-term therapy. The
presence of even very small desaturations, which occur with
slope cluster complexcs and which are consistently climi-
nated by a finile range of nasal CPAP pressures, is clearly
diagnostic of sleep apnea and specifies the level of CPAP
that is required for cffective therapy. The recording of
continuous CPAP prcssure (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
simultancously with CPAP to verify that actual breakpoints
arc 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 “break-
poinl” which may actually not be truly a function of
adequate therapy. However, the consistent identification of a
single breakpoint range (for example, 8-10 cm) at which
point, for example, four separate slope cluster complexes
werce terminated and wherein no further slope cluster com-
plexes occurred when this level was maintained would
clearly identify adequate therapy and would identify 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 micro-
processor identifies the breakpoint pressure which is
adequatc to break all slope cluster complexes throughout the
cntirc 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 thc second night’s study the
microprocessor automatically ramps the CPAP unit up to the
therapeutic breakpoint CPAP value over a specified interval
of, for example 5-30 minutes. The patient is then maintained
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 interpretation of the
computer because many cardiac and pulmonary disorders, as
well as artifact, can produce deflections with similar mag-
nitude and configuration with that of mild sleep apnea. It is
well known that differentiation of mild sleep apnea by
visualizing the patterns of conventional oximetry waveform
plots of oxygen saturation versus time is non-specific. The
present invention describes a system which derives and
analyzes continuously the multiple slope pattens to make a
definitive diagnosis of sleep apnea quickly, however, for this
to be accepted by the medical communily, the physician
must have a new way 1o interpret the oximetry tracing
waveform and thereby overread the interpretation of the
computer. The present inventor has discovered that the slope
cluster complexes arc easily visualized even in the presence
of only mild apnea by graphically representing the continu-
ous, instantaneous slope of oxygen saturation [as ASatura-
tion (%)/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 mag-
nitude of the deflection is greatly minimized, and the effect
of the particular slope characteristics are maximized graphi-
cally 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 overread the interpretation of the computer by identifying
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visually the presence of slope clusier complexes. As noied,
this graph demonstrates the slopc of the oxygen saturation as
a function of time where:

slopc=change in saturation AS (% )YAT (scconds),

and where time is in minutes.

The y-axis includes marked regions which identify slopes
that arc physiologically consistent with slecp 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 physiologically consistent region is
marked as 2.5 to 8.3. As oxygen saturation dala points are
measured and stored, continuous slopc calculations are
made. Alternatively, consecutive negative or posilive slopes
may be defined as a single aggregate positive or negative
slope and may be average for the purposes ol graphical
representation and interpretation.

The previously-described apparatus is both a diagnostic
tool for sleep apnea and a fixed therapeutic pressure iden-
tifier. Specifically, it identifics the minimum fixed therapeu-
tic pressure than can reliably prevent substantially all future
apnca episodes in a given patient. This pressurc is printed
and identified as the minimum therapeutic 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 pressurc
is subsequently maintained for this patient without further
adjustment by patient, physician, or home health personnel.
This therapeutic pressure which had been previously iden-
tified is, therefore, fixed and will be utilized, for example
over the next 6—12 months, until a repeat study is performed
at this pressurc 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 saturation, it
should be understood that gas exchange parameters could be
determined in ways other than those specifically 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 pCO,. Also, inspiration-triggered variable pres-
sures, 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 modifications are
included within the scope of this teaching.

What is claimed is:

1. A method of evaluating a patient for diagnosis of sleep
apnea using an oximeter having a sensor, the method com-
prising steps of:

(1) disposing said oximeter sensor adjacent a human body
part, said oximeter having an output signal indicating
an oxygen saturation of a patient’s blood and a pro-
cessor element responsive to said signal indicating
oxygen saturation, and generating an oxygen saturation
waveform as a function of time,

(2) using a computer for:

a) repetitively calculating slopes along said oxygen
saturation waveform,

b) continuously comparing said slopes to a first prede-
termined range of slopes and identifying a first slope
comprising a desaturation slope which falls within
said first predetermined range of slopes,

c) further comparing said slopes to a second predeter-
mined range of slopes and said computer identifying
a second slope comprising a resaturation slope which
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falls within the second predetermined range of
slopes, immediately following said desaturation
slope,

d) comparing said desaturation slope to said resatura-
tion slope 1o identify al least onc coupled pair of
desaturation and resaturation slopes wherein said
comparison yields a result consistent with said
coupled pair of slopes being induced by sleep apnea,

e) continuously repeating at least steps b through d
along said waveform,

(3) using at least said comparing step d) to determine the
diagnosis of slecp apnea.

2. The method of claim 1 further including using said

computer for the steps of:

a) defining a time interval subsequent at least one of said
desaturation slope and said resaturation slope,

b) further comparing said slopes 1o a third predetermined
range of slopes and identifying a third slope, compris-
ing a desaturation slope falling within said third pre-
determined range of slopes, within said time interval,

c) using said identification of said third desaturation slope
in addition to said comparing of said coupled slopes to
determine said diagnosis of sleep apnea.

3. The method of claim 2 further including using said

computer for the steps of:

a) comparing said third slope to said first slope,

b) using said comparing of said third slope to said first
slope in addition to said comparing of said coupled
slopes to determine said diagnosis of slecp apnea.

4. The method of claim 1 further including using said

computer for the sieps of:

a) defining a 1ime interval subsequent at least one of said
first desaturation slope and said resaturation slope,

b) identifying a second pair of said coupled slopes within
said interval,

c) using said identification of said second coupled pair of
slopes in addition 1o said comparing of said first
coupled pair of slopes to determine said diagnosis of
sleep apnea.

5. The method of claim 1 wherein said comparing of said
coupled slopes comprises the step of using said computer to
calculate a ratio of said slopes.

6. The method of claim 5 including using said computer
to compare said ratio to a range of slope ratios consistent
with said coupled slopes being induced by sleep apnca.

7. The method of claim 1 further including steps of:

a) disposing at least a second sensor having an output
indicating patient exhaled gas flux in juxtaposition with
said patient,

b) using said second sensor output in addition to said
comparing step d) to determine said sleep apnea diag-
nosis.

8. The method of claim 1 further including the step of:

1) administering positive pressure through a paticnt’s
nasal pharynx,

2) activating said positive pressure upon at least the
identification of said coupled pair of slopes,

3) repeating at leasl steps a and b subsequent said acti-
vation to determine the efficacy of said positive pres-
sure in mitigating further said desaturation slopes.

9. The method of claim 8 wherein step 3 further comprises
the step of repeating steps a through e subsequent said
activation of said positive pressure.

10. A method of evaluating a patient for diagnosis of sleep
apnea using an oximeter having a sensor, the method of
comprising steps of:
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a) disposing said oximetcr sensor adjacent a human body
part, said oximeler having an output signal indicating
an oxygen saturation of a patient’s blood and processor
clement responsive to said signal indicating oxygen
saturation, and generating an oxygen saturation wave-
form as a function of time,

b) defining a primary interval for calculation of a slope of
oxygen saturation as a function of time,

c) using a computer for continuously calculating said
slope along said waveform over said interval, and

d) identifying a first slope, comprising a desaturation
slope, which falls within a first predetermined slope
range, and,

¢) identifying a second slope, comprising a resaturation
slope, which falls within a second predetermined slope
range, immediately following said desaturation slope,

f) mathematically comparing, using said computer, said
desaturation slope to said resaturation slope to identify
at least one coupled pair of desaturation and resatura-
lion slopes consistent with sleep apnea,

g) continuously repeating steps b through f along said
waveform;

h) using at least said step of mathematically comparing to
determine the diagnosis of sleep apnea.

11. The method of claim 10, wherein the step of defining

a primary interval comprises the step of defining a primary
lime interval.

12. The method of claim 11 wherein the step of defining
a primary lime interval comprises the step of defining a time
interval of less than, or about equal to, 12 seconds.

13. The method of claim 11 wherein the step of defining
a primary interval comprises the step of defining a time
interval of less than, or aboutl equal to, 3 seconds.

14. The method of claim 10 wherein said oximeter is a
pulse oximeter capable of detecting a cardiovascular pulse
of a patient, the step of defining a primary interval com-
prising the step of defining said interval as a function of a
cardiovascular pulsc rate of said patient.

15. The method of claim 10 wherein the step of defining
said interval comprises said interval being defined by con-
secutive cardiovascular pulses of the patient.

16. A method of evaluating a patient for diagnosis of sleep
apnea comprising steps of:

a) using a pulse oximeter to detect the cardiovascular
pulse of a patient, said oximeter having a sensor, said
oximeler having an output signal indicaling an oxygen
saturation of a patient’s blood and a processor element
responsive to said signal indicating oxygen saturation
and generaling an oxygen saturation waveform as a
function of time,

b) disposing said pulse oximeter sensor adjacent a human
body part,

c) defining an interval for calculation of a slope of oxygen
saturation,

d) using a computer for repetitively calculating sequential
slopes along said waveform at said interval, and for,
¢) identifying a first slope, comprsing a desaturation
slope, which falls within a first predetermined slope

range, and for,

f) identifying a second slope, comprising a resaturation
slope, which falls within a second predetermined slope
range, immediately following said desaturation slope,

g) mathematically comparing, using said computer, said
desaturation slope 1o said resaturation slope to identify
at least one coupled pair of desaturation and resatura-
tion slopes consisient with sleep apnea,
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h) automatically repeating al least steps ¢ through I

i) dctermining the diagnosis of sleep apnea bascd on at
lcast said comparing.

17. The method of claim 16 further including the step of:

1) using said computer to define said interval, said interval
being variable,

2) rtepeating steps b through f, using said interval, to
determine the diagnosis of sleep apnea.

18. The method of claim 17 wherein the step of defining
said interval comprises the step of defining said interval as
a function of a cardiovascular pulse rate of said patient.

19. The method of claim 16 wherein said comparing of
said coupled slopes comprises the siep of calculating a ratio
of said slopes.

20. The method of claim 16 further including steps of:

a) disposing at least a second sensor having an output
indicating patient exhaled gas flux in juxtaposition with
said paticnt,

b) using said second sensor output in addition to said
comparing to determine said sleep apnea diagnosis.

21. The method of claim 16 further including the step of
repetitively calculaling substantially all sequential slopes
along said waveform using said interval.

22. The method of claim 17 wherein the step of defining
said interval further includes the step of defining said
interval as a function of consecutive cardiovascular pulses of
said patient, said interval for said calculation of said sequen-
tial slopes changing with a pulse rate of said patient.

23. Amethod of evaluating a patient for diagnosis of sleep
apnea using an oximeter having a sensor, the method of
comprising steps of:

1) disposing said oximeter sensor adjacent a human body
part, said oximeter having an output signal indicating
an oxygen saturation of a patient’s blood and a pro-
cessor element responsive to said signal indicating
oxygen saturation and generating an oxygen saturation
waveform as a function of time,

2) using a computer for:

a) repetitively calculating slopes along said oxygen
saturation waveform,

b) continuously comparing said slopes to a first prede-
termined range of slopes and identifying a first slope
comprising a desaturation slope which falls within
said first predetermined range of slope,
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¢) further comparing said slopes Lo a second predeter-
mined range of slopes and said computer identifying
a second slope comprising a resaturation slope which
falls within the second predetermined range of
slopes, immediately following said desaturation
slope,

d) comparing said dcsaturation slope 10 said resatura-
tion slope to identify al Icast onc coupled pair of
desaturation and resaturation slopes wherein said
comparison yields a result consistent with said
coupled pair of slopes being induced by sleep apnea,

e) continuously repeating at leasl steps b through d,

f) calculating a frequency of said coupled slopes as a
function of time,

g) determining the diagnosis of sleep apnea based on at
least said frequency calculation,

h) plotting said oxygen saturation waveform for visual
inspection and comparison with said sleep apnea
determination.

24. The method of claim 23 further including the step of
plotting said slopes of oxygen saturation as a funclion of
time to derive a slope-time waveform for visual inspection
and comparison with said slecp apnea diagnosis.

25. The method of claim 23 further including steps of:

a) disposing al least a sccond sensor having an output

indicating patient exhaled gas flux in juxiaposition with

said patient,

b) using said second sensor output in addition Lo said

comparing to determine said sleep apnca diagnosis.

26. The method of claim 23 further including steps of:

a) disposing at least a sccond sensor, in juxtaposition with

said patient, said second sensor having an output indi-

cating at least onc of the presence or absence of patient
exhaled gas movement,

b) using said second sensor output in addition 10 said

comparing to determine said slecp apnea diagnosis.

27. The method of claim 23 further including steps of:

a) disposing at Ieast a second sensor, in juxtaposition with

said patient, said second sensor having an output indi-

cating carbon dioxide, said carbon dioxide indicating
output further indicating patient exhaled gas flux.

b) using said second sensor output in addition to said

comparing to determine said slecp apnea diagnosis.

* * * * *



