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Despite extensive data on cardiovascular implications of 
sleep disordered breathing, we, as sleep physicians, have 

somehow managed to steer clear of hospital sleep medicine. 
Whether it was the demand of an over-stretched out-patient 
practice, lack of inpatient diagnostic tools or lack of reimburse-
ment, hospital sleep medicine has been overlooked. This is 
emerging as a key area for improvement of a variety of co-
morbidities and potential area of growth for sleep medicine. 
Amongst hospitalized patients, a high prevalence of sleep dis-
ordered breathing (SDB) in disorders such as congestive heart 
failure (CHF), type-2 diabetes mellitus (DM), hypertension 
(HTN), atrial fi brillation and obesity hypoventilation syndrome 
(OHS) among others, makes the hospital a happy play ground 
for sleep disordered breathing in particular, and other sleep 
disorders in general. A study by Dr. Collop and colleagues in 
2008, revealed a high prevalence (77%) of SDB in hospitalized 
patients.1 Recently, a study by Somers et al. associated SDB 
with sudden cardiac death.2 While several studies have dem-
onstrated improvement of pump function in stable heart failure 
patients, a small RCT performed on acutely decompensated 
CHF demonstrated improved ejection fraction even in hospital-
ized patients.3 The critical question, however, is whether or not 
intervening makes a difference.

In light of these studies and the changing scenario of the 
medical landscape, there are two studies in this issue of JCSM, 
which contribute to our current understanding of hospital sleep 
medicine. The study by Dr. Kauta and colleagues reveals the 
potential benefi ts of early intervention in hospitalized patients. 
The authors evaluated patients admitted to cardiac intermedi-
ate care unit (CICU), for potential SDB. Patients clinically sus-
pected of SDB underwent an in-hospital portable sleep study 
(5 channel). Patients with AHI of 5 or more were offered auto-
CPAP and compliance was monitored. Primary goal was read-
mission in 30 days to the hospital or visit to the emergency 
department (ED). Of the 106 clinically screened patients, 79% 
were found to have SDB. Of these 81 patients, 50 were fi nally 
sent home on Auto-CPAP. The compliance data was available 
on 42 patients, of which 19 were deemed as compliant with 
the therapy. The study demonstrated that patients who were 
non-compliant were more likely to get admitted within 30-day 
period (p = 0.045).4 The study suggests that in patients with 
SDB, early intervention may reduce readmission rate in cardiac 
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patients (the majority of patients had CHF). Somewhat perplex-
ingly, despite predominantly CHF population (86%), only 20% 
of the patients were classifi ed as having central sleep apnea 
(CSA), which is at odds with prior studies on stable and de-
compensated CHF patients.5,6 The most likely explanation for 
this discrepancy may be due to the screening protocol favoring 
OSA (high BMI, loud snoring, oro-pharyngeal crowding). The 
small cohort of central sleep apnea patients in this study still 
raises the question of whether this benefi t extends to CSA or is 
limited to obstructive sleep apnea (OSA). Another limitation of 
the study is the lack of data on medication compliance, which 
may signifi cantly infl uence re-admissions. Nonetheless, these 
fi ndings, if confi rmed with a randomized control trial, will have 
signifi cant implications on the role of hospital sleep medicine 
in addressing the high cost of readmissions in congestive heart 
failure/other cardiac patients.

Fortunately, there are a few large studies pending, looking at 
this very issue. One such trial currently recruiting is the Cardio-
vascular Improvements with Minute Ventilation-targeted ASV 
Therapy in Heart Failure (CAT-HF) study. The primary goal of 
this multi-center randomized controlled trial is to determine 
whether early diagnosis and intervention in patients hospital-
ized with decompensated CHF will improve patient outcome, as 
measured by a composite of six minute walk distance (6MWD), 
cardiovascular hospitalizations, and death. This study will also 
assess changes in functional parameters, biomarkers, quality of 
life (QOL), and sleep and breathing.7

Also in this issue Dr. Arora and colleagues report a 40% 
prevalence of high risk for OSA in elderly hospitalized pa-
tients who were screened by Berlin questionnaire. Using an 
actigraphy watch, the authors reported poor sleep effi ciency 
and reduced sleep time in the high-risk population.8 The au-
thors also highlighted poor awareness of sleep disorders among 
resident physicians, and lack of documentation of sleep history 
and sleep associated symptoms. This is further complicated by 
the lack of hypersomnolence reported in hospitalized patients. 
Since excessive daytime sleepiness is an important component 
of most screening tools, its use and validity in hospitalized pa-
tients needs to be established.

Further exploration is required for cost effective strategies 
of identifying high risk hospitalized patients and determining 
the impact on various quality indices, including length of stay, 
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in-hospital complications, ICU transfer or night-time adverse 
events in high risk populations. Additionally, the motivation 
and compliance of these patients diagnosed “in hospital” com-
pared to established data in outpatient setting, will have an im-
portant bearing on the outcome.

Confirmation of short and long term benefits of hospital 
sleep medicine in conjunction to a cost effective screening 
strategy could lead to a paradigm change on how we practice 
and view sleep medicine in hospitalized patients. As there are 
pressures on hospitals to account for post discharge outcomes, 
optimal management of SDB takes on a greater significance 
and urgency. With such potentially profound implications we 
cannot continue to ignore the elephant in the room…can we?
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