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Improving Access to
Diagnosis and Treatment of
Sleep-Disordered Breathing

his issue of CHEST includes “Topics in Practice

Management” articles addressing split-night poly-
somnography and portable monitoring.’? Both reviews
are well written, current, and immediately relevant to
the practice of sleep medicine, but they don’t help us
with many daily management conundrums, nor do they
address serious deficiencies in our current approach to
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the diagnosis of sleep apnea. For example, the review
of split-night polysomnography fails to address such
practical questions as, “What do we do when we fail to
accomplish an excellent continuous positive airway
pressure (CPAP) titration, achieving rapid eye move-
ment sleep, supine, for adequate time?” As of this
writing, the infamous “2-h rule” (the Centers for Medi-
care and Medicaid Services [CMS] requires 2 h of
sleep prior to CPAP initiation in a split-night study)
makes it quite difficult to accomplish everything that
needs to be done in an adequate CPAP titration in a
single night, or even a full night. Then what? Options
include trying to get the patient to return for another
study, using the last pressure reached in the attempted
titration, using autotitrating CPAP, or simply guessing
what pressure to apply. Fortunately, that usually turns
out okay; multiple studies®®> of classical obstructive
sleep apnea patients have established that in-laboratory
CPAP titration does not improve outcomes compared
with autotitrating, algorithm-derived, or empiric CPAP
titration. The approach of Hukins et al* is particularly
pragmatic. This group showed that basing CPAP pres-
sure on the patient's body mass index resulted in
outcomes similar use of laboratory-titrated pressures.
Indeed, most people wind up receiving CPAP at
10 =2 ecm HyO. In my view, the main value of
in-laboratory titration is that it gives the patient a
chance to experience and be educated about CPAP by
a competent health-care professional. Of course, this
might be better done during the daytime when every-
one is awake!

The second “Topics in Practice Management”
article addresses portable (home) diagnosis of sleep
apnea, which has long been advocated as a way to
reduce the time and cost of diagnosis.2 Multiple
ambulatory systems exist, and most can monitor the
same parameters as does in-laboratory polysomnog-
raphy. Indeed, the Sleep Heart Health Study
(SHHS) was done using unattended polysomnogra-
phy in the home. Oximetry appears to be the most
reliable and predictive component of portable or
laboratory-based polysomnography.6” The oxygen
desaturation index has been used in the United
Kingdom and much of Western Europe for more
than a decade. In fact, scoring criteria in the SHHS
required a 4% oxyhemoglobin desaturation to score
either an apnea or a hypopnea because scorers could
not achieve interrater reliability of apneas and hy-
popneas otherwise.> In other words, the SHHS
outcome data are essentially based on oximetry.

As of this writing, the CMS is once again evaluat-
ing its policies about the use of portable monitoring
for diagnosis of suspected sleep apnea. Not coinci-
dentally, the Agency for Health Quality Research
(AHQR) recently issued an exhaustive and mostly
positive review of the clinical utility of portable
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monitoring.® Unlike some previous work in which
the apnea-hypopnea index (AHI) generated by porta-
ble monitors was compared to that of in-laboratory
polysomnography, the AHRQ analysis addresses
more valid questions, such as whether or not
portable monitoring can be used to predict clinical
outcomes. Among the key findings of this report
was that although facility-based polysomnography
is the reference method to identify people with
AHI suggestive of sleep apnea, it does not mean
that facility-based polysomnography is an error-
free “gold standard” for the diagnosis of sleep
apnea, which requires a clinical evaluation. For
those with a high probability for obstructive sleep
apnea/hypopnea syndrome, initial management
with facility-based polysomnography does not re-
sult in better outcomes than an ambulatory ap-
proach in terms of diagnosis or CPAP titration.
Based on this report and the burgeoning numbers
of patients with suspected sleep apnea, I think it is
likely that by the time you read this, the CMS will
have endorsed portable monitoring as the primary
diagnostic tool for sleep-disordered breathing.

A colleague’s physician obstructive sleep apnea
was recently diagnosed by his spouse; my colleague
asked me whether he should try CPAP, or just
purchase a machine, with no interest in undergoing
polysomnography. This patient (and many others I
have encountered) made it clear that he would not
be making a trip to the sleep laboratory for overnight
testing: it’s either empiric CPAP or nothing. Consid-
ering this, I chose to give him advice about how to go
about it because I believe that the routine require-
ment of polysomnography prior to safe effective
treatment directly opposes a major public health
principle. We should remove, not impose, barriers
between patients with deadly diseases and safe,
effective treatments.

Faced with the reality that testing (and retesting)
impose fiscal, physical, and temporal barriers to
treatment of sleep apnea, a few intrepid investigators
have evaluated bypassing the sleep laboratory alto-
gether. Mulgrew and colleagues'® applied autotitrat-
ing CPAP to patients with a high likelihood of sleep
apnea and demonstrated comparable outcomes to
those who went through the sleep laboratory. The
only difference was that the group that bypassed the
sleep laboratory had better adherence to CPAP!
Senn at al'! have gone one better; these investigators
recruited classical obstructive sleep apnea patients
and effectively demonstrated excellent outcomes
with the use a therapeutic trial of CPAP as a
diagnostic test.

At this juncture, I must emphasize three caveats.
First, it is clear that empiric CPAP should not be
used in patients with congestive heart failure or
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central sleep apnea. The Continuous Positive Airway
Pressure for Patients With Central Sleep Apnea and
Heart Failure study'?> demonstrated that central
sleep apnea due to congestive heart failure requires
in-laboratory CPAP titration to find out who is
responding to CPAP and who is not because those
who don’t respond are more likely to die. Second,
screening tests (whatever they are) can be used to
rule in sleep apnea, but cannot be used to rule it out.
Individuals with negative oximetry, portable testing,
or empiric CPAP trial results must be carefully
tested for sleep-disordered breathing. Finally, use of
screening tests is applicable only to high-risk groups:
the classic, sleepy, chubby individual with witnessed
apneas.

In truth, I personally don’t see much use for
portable polysomnography. Some people (and if
you have read this far, you know who they are)
should probably be promptly started on autotitrat-
ing or empiric CPAP pressure, with careful, expert
follow-up to address mask issues, reinforce adher-
ence, adjust pressure, and to take care of the patient.
For the atypical patient, what is needed is a carefully
done and meticulously interpreted in-laboratory
polysomnogram. Unfortunately, the end result of our
overemphasis on testing is that we have too few of
these evaluations and have too many “apnea mills.”

I fear that we in organized sleep medicine have
missed the boat by focusing on the test rather than
on the patient. As recently noted by the Institute of
Medicine.!3

Despite the importance of early recognition and treat-
ment, the primary focus of most existing sleep centers
appears to be on diagnosis, rather than on comprehensive
care of sleep loss and sleep disorders as chronic condi-
tions. This narrow focus may largely be the unintended
result of compliance with criteria for accreditation of sleep
laboratories, which emphasize diagnostic standards and
reimbursement, for diagnostic testing.

Sleep apnea is as prevalent (and probably as
deadly) as is asthma. Unlike asthma, however, sleep
apnea kills those who do not have it because it
unquestionably increases the risk of car crashes.'
This makes it a public health problem of significant
magnitude. In our obsession with testing, we have
failed both to address our responsibility for public
health, and to establish the reputation of sleep
medicine clinicians as experts in patient care. Unless
we can offer our generalist colleagues and their
patients genuine expertise in the clinical manage-
ment of sleep-disordered breathing, we will rapidly
become superfluous.

CHEST is second only to the journal Sleep in the
number of publications about sleep apnea.!> Let’s
use our bully pulpit to push the envelope with new
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data about the management of sleep-disordered
breathing that improves the care of our patients and
promotes public health.
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Caring Well for the Families of
Our Patients

In this issue of CHEST (see page 1425), Wall and
associates report that family members of patients
who died in the ICU rated satisfaction with care
higher than families of survivors.! At first glance, this
seems paradoxical. The prime directive for critical
care is to save lives, and while we acknowledge often
struggling against long odds, a patient’s death can
feel like a failure to all involved.

To investigate this phenomenon, the researchers
surveyed family members 4 to 8 weeks after a
patient’s death or discharge from the ICU using a
modified and validated version of the Family Satis-
faction with ICU Care Survey.? Ordinal regression
revealed that decedents’ families were more satisfied
with specific aspects of care, such as being included
in decision making, communication with profession-
als, consideration of their family’s needs, and the
emotional support, respect, and compassion they
received. In fact, these findings are consistent with a
series of studies® to emerge from efforts to integrate
key principles and best practices of palliative medi-
cine within critical care.

One contribution palliative medicine brings to
critical care is the recognition that death is not the
worst possible outcome of serious illness or injury.
Simply put, worse than death is dying badly. In
1995, a study by the SUPPORT Principal Investi-
gators* captured national attention in reporting
that half of all patients who died in five academic
hospitals—including the 38% who had spent = 10
days in an ICU—were believed by families to have
been in moderate or severe pain during their last
days of life.

We have come a long way since then. Pain is
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