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OSA DIAGNOSIS:

AHI: ≥15/hour or RDI: ≥15/ hour in asymptomatic patient.

AHI: ≥5/hour or RDI: ≥5/ hour in a patient with symptoms or signs of disturbed
sleep

DISEASE SPECTRUM:

Mild OSA: AHI:5-15/hour.

Moderate OSA :AHI:15-30/hour.

Severe OSA :AHI >30/hour or SaO2<90%more than 20% total sleep time.
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نهاري نعاس
ABGs : N, PFTs: N
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HCO3Sao2

24.194.7%

FEV1FEF25-75%

53%27% 53%27%

PHPO2PCO2

7.496732.4

FEV1/FVCFVCFEV1

68%63%53%

ABGsABGs

PFTsPFTs

68%63%53%
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 OSA+PAP(5-15%)

 Persistence or emergence of central apneas
and hypopneas during titration of PAP
without backup RR for OSA.
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ICSD-3 criteria:
 Confirmed OSA(obstructive AHI≥5/h).
 Upon PAP titration without a backup RR:
 Resolution of obstructive events,
 AHI≥5/h,
 Central apnea and hypopnea≥50% AHI,
 Central AHI≥5/h,
 CSA is not better explained by another CSA

disorder.
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Comorbid heart failureMale sex

PSG: Mixture of obstructive and
central apneasSevere OSA PSG: Mixture of obstructive and
central apneasSevere OSA

Use of a high -PSHigher levels of CPAP
(0vertitration)

Oral breathingHigh altitude

Supine sleep positionOpioid narcotics
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Continuing CPAP as initial therapy rather than
switching to an alternative mode, and repeat
PSG  or HAST 2 to 3 months later.
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If persistent CSA on CPAP

ASV
(preferable)                                      BPAP

with backup
RR

If persistent CSA on CPAP

ASV
(preferable)                                      BPAP

with backup
RR

If persistent CSA on CPAP

ASV
(preferable)                                      BPAP

with backup
RR

If persistent CSA on CPAP

ASV
(preferable)                                      BPAP

with backup
RR



If other modes are unavailable, continuing CPAP is
preferable to discontinuing the treatment of OSA
altogether.
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ASV should be avoided in patients with HF
and a reduced EF (↑cardiovascular
mortality).

BPAP without a backup  RR may be harmful
in patients with treatment-emergent CSA.
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