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 After participating in this session, you should 
be able to to:

• Identify physiological terminology involved 
with sleep medicine.

• Compare and contrast the labeling of sleep 
diagnostics.

• Distinguish among terminology related to 
therapies for sleep disorders.

• Provide additional resources for those 
wishing to learn more about sleep medicine 
vocabulary and terms.  
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 Sleep is composed of two phases

 “Non–rapid eye movement” (NREM)

 “Rapid eye movement” (REM)

 NREM sleep is made up of three phases 

 Each phase represents a progressively deeper 
stages of sleep.

 In adults, during a normal 8-h sleeping period

 NREM and REM stages cycle back and forth 
every 60 to 90 min for a total of 4 or 5 cycles
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 REM
 Named for the presence of the rapid fluttering or rolling 

of the eyes and is characterized by the loss of muscle tone

 25% of the total sleep period 

 Dreaming occurs

 Skeletal muscle semi-paralysis 

 This further reduces VE; may be associated with 
hypoxemia and hypercapnia

 May result in upper airway obstruction

 Physiologic effects of REM may be more profound in 
patients with preexisting pulmonary or cardiac disease  
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 “Epworth Sleepiness Scale”: is commonly used 
subjective test of sleepiness

 “Berlin Questionnaire”: a validated patient 
survey that helps to identify Obstructive Sleep 
Apnea (OSA). It was developed in 1998 at a 
medical conference in Berlin, Germany, by a 
group of family practice physicians and sleep 
researcher

 “STOP-BANG”: Another assessment tool used 
to help diagnose Obstructive Sleep Apnea 
(OSA). 
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Situation Chance of Dozing:  Ratings ➔ 0 = No Chance of Dozing 

3 = Very High Chance

 Sitting and reading . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 Watching TV . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 Sitting, inactive in a public place (e.g. a theatre or a meeting) . . . . . . .

 As a passenger in a car for an hour without a break . . . . . . . . . . . . . . .

 Lying down to rest in the afternoon when circumstances permit . . . . .

 Sitting and talking to someone . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 Sitting quietly after a lunch without alcohol . . . . . . . . . . . . . . . . . . . . . .

 In a car, while stopped for a few minutes in the traffic . . . . . . . . . . . . .

Total Score: 
 0-10 Normal range

 10-12 Borderline

 12-24 Abnormal 
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 Categorizes the amount of open space in the 
oropharynx.

 Ranges from a Score of 1 large opening to 4 
smaller upper A/W

 A Mallampati class of 3 or 4 is highly 
associated with OSA issues



 Polysomnogram-AKA: Sleep Study
 Recording of diagnostic variables the patient’s 

sleep
 Variables  simultaneously measured

 Eye movements
 Airflow
 Respiratory movements
 Leg movements
 EEG
 Pulse oximetry
 ECG

 Split sleep study: If half is diagnostic PCG and 
second half involves PAP titration to identify 
appropriate pressure



AHI= Number of apneas and hypopneas during each hour 
of sleep. 

Hypopnea: When a patient takes in shallow breaths for 10 
seconds or longer while asleep and airflow is at least 30% 
lower than normal.



 Sleep disorders can be broadly classified into: 

 “Sleep-related breathing” disorders

 Obstructive Sleep Apnea (OSA) which is the cessation 
of airflow for more than 10-15 s due to complete 
anatomic upper airway closure and hypopnea 

 “Hypopnea”: When a patient takes in shallow breaths 
for 10 seconds or longer while asleep and airflow is at 
least 30% lower than normal.

 “Central sleep apnea”- Apnea generally resulting from 
neurologic causes whereby there is an absence of 
respiratory efforts.   
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 Combines aspects of OSA and CSA (mixed)

 Without a PSG study, MSA is virtually 
impossible to detect

 Often the PSG study shows CSA first, followed 
by OSA

 Once CPAP pressures are adequate to prevent 
OSA events, the CSA can be addressed
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 There are multiple hypoventilation syndromes 

 Most notable is obesity hypoventilation 
syndrome (OHS)  

 Seen in patients are obese with BMIs >30 

 They have elevated PaCO2 during wakefulness of 
greater than 45 mm Hg

 To make the diagnosis, daytime hypercapnia must 
be present    
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 Sleep disorders can be broadly classified into:

 “Circadian rhythm disorders”

 Result from a disruption of the normal 24-h sleep wake 
cycle and include jet lag and shift work disorder  

 “Parasomnias”

 Undesirable physical events or experiences that occur 
during sleep such as night terrors, and sleep walking 

 “Insomnia”

 Persistent difficulty with sleep initiation, duration, 
consolidation or quality of sleep despite adequate 
opportunity and circumstances for sleep 

 “Hypersomnolence disorders”

 Relate to patients that have symptoms of excessive 
sleepiness and include Narcolepsy 18



 Consequences of untreated OSA
 “Daytime Somnolence”: Chronic sleepiness during the 

day impairing ability to function

 “Decreased administrative function”: Diminished ability 
to organize professional and personal responsibilities.

 “Attention deficit”:  Untreated OSA has a sizable effect 
on the ability to sustain attention over time

 Less on reaction time

 More impact on the quality of the performance
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 Consequences of untreated OSA
 “Refractory Diabetes”- Elevated blood glucose not 

readily responsive to insulin

 “Hypertension”: High blood pressure > 129/90

 Can lead to stroke or MI

 “Psychosocial dysfunction”: Worsening of  anxiety and 
depression.

 Reduced “Quality of Life (QOL)”: Research using  
standardized surveys show that those with untreated 
OSA have a statistically significant lower quality of life 
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 Mainly via Positive Pressure: BiPAP or CPAP

 Determined via pressure titration 

 Other Treatments:

 Address risk factor: 

 Weight Loss

 Avoid Alcohol

 Smoking Cessation

 Dental Appliance

 Surgery: 

 “Uvulopalatopharyngoplasty” (UPPP)



 CPAP-Continuous Positive Airway Pressure-
The administration of positive pressure at a 
fixed level.

 BiPAP- The administration of positive 
pressure at two levels of pressure- one level 
(IPAP) at inspiration and another at expiration 
(EPAP).

 AVAPS-Average volume-assured pressure 
support - Fixed EPAP (baseline) pressure with 
auto-titrating IPAP to achieve targeted tidal 
(and minute) volume.

 “Auto-titrating” NIV-Titrates to give the 
lowest pressure to overcome obstruction. 



 An implantable nerve stimulator 
used to treat moderate to severe 
obstructive sleep apnea (OSA).

 Patient must have failed other 
conventional therapy 
(CPAP/BiPAP)



 Mask-free treatment that helps you stay in a side-sleeping position 
to reduce breathing disturbance.

 Night Balance Lunoa is a clinically proven.

 Has been found to be non-inferior to PAP therapy.

 It is a palm-sized, compact and discreet device that is worn 
comfortably across the chest in a soft, adjustable belt under your 
nightclothes.

 During your sleep, it delivers auto-customized, gentle vibrations 
that prompt you to move off your back without disturbing your 
sleep.



 “Tonsilectomy”—Removal of the 
tonsils for patients with enlarged tonsils 
and adenoids. 



 UP3 – “Uvulopalatopharyngoplasty” or 
uvulectomy —

 A  procedure to remove excess tissue in 
the soft palate to widen the airway.

 May be effective in mild to moderate 
cases of OSA



 MMA surgery – “Maxillomandibular 
advancement”:
 The upper jaw (maxilla) and the lower jaw (mandible) are lengthened and moved 

forward.

 Patients with shortened upper or lower jawbones may benefit 



 “Tongue reduction surgery”— Surgical removal of a 
portion of the tongue 

 May be helpful when the tongue is abnormally 
enlarged.

 “Tracheostomy”- Surgical stoma & airway in the 
throat

 A last Resort



 There is a lot of terminology specific to Sleep 
Medicine.

 It can be categorized by terms  related to 
physiology, diagnostics, clinical consequences 
and treatment. 

 Some terms are similar but not the same… and 
may be confused.

 Understanding the terminology and 
distinctions can help you provide enhanced 
care.  
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