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The recent position statement from the American Academy 
of Sleep Medicine (AASM) on the scoring of arousal- based 
respiratory events is noteworthy.1 The apnea-hypopnea in-
dex (AHI) has been shown to change significantly when 
hypopneas are scored based on the “recommended” crite-
ria.2 Hypopneas associated with arousals and/or associated 
with milder desaturations can have clinically significant ef-
fects.3,4 Patients whose studies have been scored using the 
“acceptable” criteria alone and based on this have been told 
that they do not have obstructive sleep apnea (OSA) may ac-
tually have OSA were their studies to be scored using the 
“recommended” criteria. Thus, the use of the “acceptable” 
criteria alone may be falsely reassuring. These patients who 
may actually have OSA may not receive the correct diagno-
sis, be deprived of treatment with positive airway pressure 
(PAP) therapy, and may possibly undergo a Multiple Sleep 
Latency Test (MSLT) and potentially receive a diagnosis of 
hypersomnia and started on stimulants when in reality they 
may have benefitted from PAP therapy alone. This position 
statement will hopefully encourage sleep providers and sleep 
centers to re-review the studies of such patients using the 
“recommended criteria.”

Unfortunately, so far, the Centers for Medicare & Med-
icaid Services has rejected the use of the “recommended” 
criteria and only adjudicate treatment coverage based on 
the “acceptable” criteria. As a prior article pointed out, the 
scoring of respiratory events seems to have evolved in part 
to accommodate what health insurances accept.5 Imagine 
having a “recommended” and “acceptable” definition for 
hypertension or coronary artery disease. It may be time for 
the AASM to educate insurers and other stakeholders about 
the importance of the “recommended” criteria, the poten-
tial risks associated with not treating these patients who 
have OSA based on the “recommended” criteria but who do 
not meet the “acceptable” criteria, and to use the “recom-
mended” criteria as the single definition for hypopneas. This 
may be crucial to not only help our patients but to also con-
tinue to keep our field relevant.

On a separate note, much progress needs to be made in 
the scoring of arousals. As some prior studies have shown, 
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the interscorer reliability for scoring arousals can range from 
low to moderate.6–8 The current scoring criteria for arous-
als also excludes subcortical autonomic arousals, which may 
be precursors to full EEG arousal and which by themselves 
have been shown to be clinically relevant.9,10 Techniques such 
as analysis of heart rate, respiratory rate, pulse transit time, 
peripheral arterial tonometry, pulse wave amplitude, chin 
electromyography, and limb electromyography may help bet-
ter characterize arousals when an obvious respiratory event 
is seen but there is no associated desaturation or clearly dis-
cernable change on the electroencephalogram.11–15 One recent 
paper showed that the AHI determined by peripheral arterial 
tonometry was higher compared to polysomnography, thus 
possibly indicating that peripheral arterial tonometry may be 
better at detecting arousal-based respiratory events.16 The use 
of such techniques may also possibly increase the interscorer 
reliability for scoring arousals.
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