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Study Objectives: To address some of the questions about
“‘who” has been tested for OSA (in terms of pretest risk and
study outcomes) using a leading national portable recorder
(PR; “home sleep test")

Design: This was a retrospective analysis of a large repository
of de-identified test results and pretest OSA risk from 2009 to
2013.

Setting and Patients: A total of 244,602 patients were
referred for testing from a variety of clinical practices across
North America. A total of 193,221 studies were included in the
final analyses.

Interventions: NA.

Measurements and Results: The final sample was
predominately male (59%), middle-aged (53.5 + 14.2 years),
obese (BMI > 30; 54%), with a large neck circumference
(males = 16.9 £ 1.2 in; females = 15.0 + 1.3 in) and a mild
degree of reported sleepiness (ESS 8.7 + 5.3). Approximately
50% of the sample endorsed a history of hypertension. The
majority of patients (89.6%) were at a high risk for OSA as
assessed by the ARES screening questionnaire. Of this group,

that screened at no apparent risk for OSA indeed had AHIs < 5
events/h. Those with a high pretest risk for OSA but low test
outcomes (AHI < 5) were twice as likely to be female and
approximately 20% to 30% more likely to report a history of
insomnia, lung disease, and/or stroke.

Conclusions: The majority of PR has been conducted on
patients with a high degree of suspicion for OSA. These
data suggest that PR has been used in patients with a high
pretest probability of OSA. Patients with a history of insomnia,
stroke, and/or lung disease may especially benefit by a
comprehensive evaluation by a physician trained in sleep
medicine, especially if PR results are negative for OSA. Future
studies should evaluate the utility of gender-appropriate
screening measures. Although questionnaire-based screening
is helpful in determining OSA risk, it is imperative that it be
used in conjunction with clinical decision-making.
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79.9% had an AHI =2 5 (M, = 18.2 + 18.1) and 98% had an
RDI =5 (M., = 28.0 + 19.6). The majority of patients (~60%)
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bstructive sleep apnea syndrome (OSA) is a serious

medical condition associated with increased morbidity,
mortality, and high direct and indirect costs. Diagnosing OSA
has traditionally required an attended polysomnogram (PSG).
However, ambulatory testing, also known as “home sleep test-
ing,” “out of center sleep testing,” or “portable recording (PR)”
is rapidly gaining traction, in part because it is less costly and
more convenient for patients than traditional attended studies.
The American Academy of Sleep Medicine (AASM) has con-
cluded that PR can be a reliable, valid alternative to traditional
in-lab testing for carefully selected individuals with a high pre-
test probability of moderate to severe OSA without underlying
complicating sleep/wake disorders or other significant medical
conditions that may hinder accurate results.'

However, many providers in the sleep medicine community
remain concerned about the use of PR, partly due to questions
about the controls (or lack thereof) in place to regulate “ap-
propriate” use including patient candidacy (i.e., high risk for
moderate to severe OSA without contraindications), test inter-
pretation, treatment recommendations, and follow-up care. For

BRIEF SUMMARY

Current Knowledge/Study Rationale: To address some of the con-
cerns about “who” has been tested for OSA using a portable recorder
(PR), we aim to describe a large national sample of patients that have
been tested for OSA using a leading PR. Findings from this study sug-
gest that providers in the sleep medicine community recognize that ap-
propriate patients to be evaluated by PR for OSA should be high pretest
probability without contraindicated comorbidities.

Study Impact: This study suggests that the vast majority of patients
tested for OSA using a common PR were at high risk for OSA and had
test outcomes in line with said risk (AHI = 5). It also adds to the body of
knowledge in reference to prevalence of comorbidities and patient symp-
toms, and supports the notion that questionnaire-based screening for
OSA should always be done in conjunction with a comprehensive sleep
evaluation, as all screening instruments have limitations.

example, much concern surrounds lack of consensus about who
should be tested vs. who has been/is being tested, as many in-
surance carriers and managed care companies now require PR
as a first-line diagnostic strategy®* over PSG, and such require-
ments may not strictly adhere to AASM recommendations.* The
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aim of this study is to address some of the questions about who
is/has been tested for OSA using PR with regard to pretest risk
for OSA, self-reported medical conditions and demographics,
anthropometric risk factors, and geographical region of testing.

METHODS

The SleepMed, Inc. Apnea Risk and Evaluation System
(ARES) model 610 consists of a head-worn Unicorder, inte-
grated OSA risk assessment, web-based data management
platform, study quality review, and coordinated board certified
physician interpretation. The ARES Unicorder simultaneously
records airflow by nasal pressure via nasal cannula, oxygen
saturation (SpO,) and heart rate by forehead reflectance pulse
oximetry, snoring via a calibrated acoustic microphone, and
head position/movement via forehead accelerometry. Electro-
encephalogram data is recorded from 2 frontal lobe derivations
(FP1 and FP2) and is used to discriminate REM from NREM
sleep.” The device’s algorithm estimates sleep time using sur-
rogate behavioral indicators of quiescence (non-movement and
regularity in nasal flow and/or snoring). Automated respiratory
event analysis scores obstructive events as apnea when flow
is reduced by > 90% for > 10 sec, and hypopnea when flow is
reduced by > 50% for > 10 sec and is associated with a > 4%
desaturation. Flow-limited events are scored when a hypop-
nea terminates with > 1 surrogate arousal indicators (increased
movement, snoring, or pulse rate) and a > 1% desaturation. The
ARES model 610 and associated autoscoring algorithm has
demonstrated adequate sensitivity (0.98) and specificity (0.76)
when compared to simultaneously recorded PSG using an AHI
cutoff > 5 events per hour (4% desaturation).®

The ARES pretest screening questionnaire (Appendix)
quantifies OSA risk (none, low, high) based on self-reported
symptoms of OSA (snoring, witnessed apneas, and sleepiness)
as well as anthropomorphic risk factors (BMI and neck circum-
ference) and common comorbid medical risk factors (hyper-
tension, diabetes, cardiovascular disease, and stroke). Data on
sleepiness are acquired from an embedded Epworth Sleepiness
Scale. The screener also inquires about potentially contraindi-
cated sleep/wake conditions (insomnia, restless legs syndrome
[RLS], and narcolepsy) as well as medical conditions that may
reduce the accuracy of PR (lung disease and opioid use).! The
questionnaire is available in both electronic and paper (Appen-
dix) versions and has demonstrated adequate sensitivity (0.94)
and specificity (0.79) compared to PSG using an AHI cutoff > 5
events per hour (4% desaturation) in high-risk candidates.’

Data were retrieved from the SleepMed repository of de-
identified ARES study outcomes from the study’s final inter-
pretation report. All studies were conducted using the ARES
model 610. Studies were ordered by a variety of providers in-
cluding board certified sleep specialists, pulmonologists, neu-
rologists, and dentists, etc. As we only accessed de-identified
study outcomes, no data were available on provider type or if/
which studies opted for local scoring and/or self-interpretation.
If available, data were also acquired on pretest OSA “risk” as
per the SleepMed ARES screening questionnaire (Appendix).
Studies were excluded from analyses if there were missing pre-
test risk or anthropometric/demographic data. Studies were also
excluded if valid recording time (defined as the length of the
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sleep period [time in bed] minus wake after sleep onset and pe-
riods of poor signal integrity) was < 2 h. The apnea-hypopnea
index (AHI) and a respiratory disturbance index (RDI) were
calculated as the average number of apneas and hypopneas per
hour of valid recording time and the average number of apneas,
hypopneas, and flow-limited events per hour of valid record-
ing time, respectively. Analyses were performed using SPSS
16.0 (SPSS Inc., Chicago, IL). Descriptive analyses were com-
pleted to analyze the shape, central tendency, and dispersion
of all variables. Sex differences in continuous variables were
analyzed using univariate analysis of variance (ANOVA) with
eta squared (n?) to estimate effect size. Differences between
nominal or dichotomous variables were analyzed using y* with
phi coefficient () or logistic regression with odds ratios (OR)
and Nagelkerke R? to estimate effect size. P-values < 0.05 were
considered statistically significant.

RESULTS

A total of 244,181 patients were tested for the presence of
OSA using the ARES between January 2009 and October, 2013.
A total 0f 43,760 patients (17.9%) were excluded from analyses
because of missing anthropomorphic or demographic data. A
total of 1,227 (< 1%) tests were missing pretest risk informa-
tion. Approximately 3% of the studies had <2 h of valid record-
ing time.

Demographics and Comorbidities

The final adult sample consisted of 193,221 patients and was
predominately male (59%), middle-aged (53.5 + 14.2 years),
and obese (BMI > 30 kg/m?; 54%), with a large neck circum-
ference and a mild degree of reported sleepiness (Table 1). The
most common self-reported sleep diagnoses were insomnia and
restless leg syndrome. The most common self-reported medi-
cal/other diagnoses were hypertension, depression, and diabe-
tes (% endorsed yes to “have you been diagnosed or treated
for any of the following conditions?”). In this sample, females
were slightly older, had larger BMIs, and had a higher incidence
of nearly all self-reported comorbidities. However, males had
tests results indicative of more severe OSA (Table 2). Modal
number of study nights was 1 (78.5%) with a mean recording
duration of 6.4 + 1.2 h and mean valid sleep time of 5.5 £ 1.1
hours. Patients who had > 2 study nights were similar in terms
of OSA risk, anthropometrics, demographics, medical history,
and test outcomes to those with only 1 study night.

Geographical Breakdown

The majority of studies were conducted in North America
(88.6% United States and 10.8% Canada). Fewer than 1% of
ARES studies were completed in Europe. Within the United
States, 36.3%, 24.8%, 17.2%, and 10.5% of studies were com-
pleted in the Southern US, Western US, Northeastern US, and
Midwest.* A small number of studies (n = 81; < 0.1%) were
completed in Alaska and Hawaii. Compared to the United
States, patients from Canada were younger (50.8 + 13.6 vs.
53.9 £ 14.2 years; Fl’ 102034 = 899.0; p < 0.001; n? = 0.005),
leaner (BMI; 30.5 + 5.4 kg/m? vs. 31.4 £5.8; F| 4005 = 505.1;
p < 0.001; n? = 0.003), generally healthier (Table 3), and had
PR outcomes indicative of less severe OSA (AHI 15.8 £ 17.6
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Table 1—Demographics.

Overall Male
n=193,221 n = 113,394
Age (year) 535+14.2 529+14.2
BMI (kg/m?) 31357 30.7+5.2
Neck circumference (in) 16.1+£-15 169+ 1.2
ESS 8753 86+53
Medical conditions (%)®
Hypertension 46.9% 46.1%
Depression 25.4% 17.5%
Insomnia 17.4% 12.9%
Sleep medication 17.4% 13.6%
Diabetes 16.6% 15.2%
Heart disease 13.3% 14.2%
Restless legs 1.4% 8.9%
Lung disease 7.1% 5.7%
Stroke 3.6% 3.3%
Narcolepsy 1.3% 1.2%

Female

n=79,827 Analyses?

544 +£14.2 F, o521 = 539.2, p < 0.001; n? = 0.003

322+64 F, 165210 = 3004.1, p < 0.001; > = 0.015

150+£1.3 F, 1gs010 = 99157.8, p < 0.001; * = 0.339
89+54 F, 105216 = 102.5, p < 0.001; * = 0.001
48.0% ¥2=(1,193221)=70.2, p < 0.001, ® = 0.02
36.6% ¥ =(1,193221) =9017.0, p < 0.001, ® = 0.22
23.8% = (1,193221) = 3872.0, p < 0.001, ® = 0.14
22.9% ¥2=(1,193221) = 2829.0, p < 0.001, ® = 0.12
18.4% ¥ =(1,193221) = 351.8, p < 0.001, @ = 0.04
12.1% ¥ =(1,193221) = 168.7, p < 0.001, @ = 0.03
14.7% ¥ =(1,193221) = 1713.0, p < 0.001, ® = 0.09
9.1% = (1,193221) = 810.7, p < 0.001, ® = 0.07
4.1% ¥ =(1,193221) = 94.7,p < 0.001, ® = 0.02
1.5% ¥ =(1,193221) = 20.6, p < 0.001, ® = 0.01

Values represent mean + standard deviation or %. BMI, body mass index; ESS, Epworth Sleepiness Scale. ?Analyses represent males vs. females.
®% endorsed yes to “have you been diagnosed or treated for any of the following conditions?”

Table 2—Portable recording data from 193,221 patients being tested for OSA using the ARES between January 2009 and

October 2013.
Overall Male Female
n=193,221 n=113,394 n=79,827 Analyses?
Breathing Data
AHI (events/h) 171+£17.8 20.1£19.3 128 £14.3 F, gaor, = 2391.0; p < 0.001;1* = 0.012
RDI (events/h) 27.5%19.5 30.9+204 226+16.9 Fi 10321, = 2631.0; p < 0.001; * = 0.013
Supine AHI 221225 26.5+ 241 15.7+£18.0 F, g1, = 3903.0; p < 0.001; 1> = 0.018
Supine RDI 3371249 38.7+25.8 26.6 +21.6 F, g1, = 3391.0; p < 0.001; 1% = 0.017
Non-supine AHI 11.8+£15.9 13.8+£17.7 89+126 F, g1, = 1079.0; p < 0.001; 1* = 0.006
Non-supine RDI 204 +18.9 23.0+20.1 16.8 £ 16.1 Fi 13010 = 1313.0; p < 0.001; v* = 0.007
REM AHI 209+224 240+23.9 16.4£19.3 F, g1, = 1560.0; p < 0.001; * = 0.008
REM RDI 329+24.0 36.3+24.7 28.2+221 F, g1, = 1523.0; p < 0.001;1* = 0.008
Pulse Oximetry®
Heart rate 68.1 £ 10.0 66.4 9.7 70.5+£98 Fi 103160 = 805.9; p < 0.001; > = 0.040
Mean SpO, 945+20 94.5% +2.0 94.6% + 2.0 F, a1 = 307.0; p < 0.001; n* = 0.002
% below 89% 3.5%+8.3 3.8%+85 3.1% £ 8.1 F, 1ga01 = 267.3; p < 0.001; * = 0.001
% below 88% 25%+7.0 27% %71 22%+6.8 Fi 103021 = 274.6; p < 0.001; 1> = 0.001

Values represent mean =+ standard deviation. 2Analyses (breathing data only) controlling for age, BMI, neck circumference, and history of heart disease,
hypertension, diabetes, and stroke. "Heart rate (beats per minute) and oxygen saturation (SpO,) acquired from forehead reflectance pulse oximetry. AHI,

apnea-hypopnea index; RDI, respiratory disturbance index.

vs. 17.2+17.Tevents/h; F |, ., = 121.3;p<0.001; n>=0.001).
Gender breakdown was similar to that of the United States.

Pretest Risk and Test Outcomes

The vast majority of patients (89.6%) were at a high risk
of OSA as assessed by the ARES screening questionnaire
(Figure 1) and was similar for Canadian vs. the United States
(US =90.0% vs. Canada = 85.2%). Of the high OSA risk group,
79.9% had an AHI > 5 (M, = 18.2 & 18.1) and 98% had an
RDI =5 (M, = 28.0 + 19.6). A small percentage of patients
(n = 6,677; 3.5%) were screened as having no apparent risk

for OSA based on the ARES questionnaire. Of this group, the
majority of patients (58.0%) indeed had studies with AHIs <5
events/h, but many had some indication of OSA (42% AHI > 5
and 86.1% RDI > 5 events/h). Very few patients screened as no
apparent risk for OSA had test results in the severe category (>
30 events/h; 3.5% using AHI, and 9.2% using RDI).

Predictors of a Negative Test Result (AHI < 5) Despite
High OSA Risk

A multiple logistic regression analysis was employed to
identify factors that predicted a negative test result (AHI < 5)
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Table 3—Geographical differences in self-reported medical conditions.

Medical Conditions USA (n =171, 498) Canada (n = 20, 838) Analyses
Hypertension 48.7% 32.8% » = (1,192036) = 1889.5, p < 0.001, ® = 0.10
Heart disease 14.0% 8.0% ¥2 = (1, 192036) = 576.5, p < 0.001, @ = 0.06
Diabetes 17.2% 1.7% ¥ = (1, 192036) = 403.6, p < 0.001, @ = 0.05
Stroke 3.8% 2.3% ¥ =(1,192036) = 123.8, p < 0.001, ® = 0.03
Restless legs 11.3% 12.2% ¥2=(1,192036) = 14.0, p < 0.001, ® = 0.01
Lung disease 72% 6.1% ¥ =(1,192036) = 36.5, p < 0.001, ® = 0.01
Sleep medication 17.7% 15.6% ¥ =(1,192036) = 59.2, p < 0.001, ® = 0.02
Insomnia 17.8% 13.9% ¥2=(1,192036) = 198.3, p < 0.001, ® = 0.03
Depression 25.5% 24.5% 12 =(1,192036) = 9.3, p < 0.001, @ = 0.01
Narcolepsy 1.4% 0.5% ¥ =(1,192036) = 121.5, p < 0.001, ® = 0.03

% endorsed yes to “have you been diagnosed or treated for any of the following conditions?”

Figure 1—Bar graph showing ARES portable recording outcomes (AHI and RDI severity) based on pretest risk and severity for

OSA using the ARES Screener Questionnaire.
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despite being pre-screened as being at high risk of OSA as per
the ARES screening questionnaire (n = 39,989). Predictor
variables included sex, age, obesity (BMI > 30), sleepiness
(ESS > 12), use of sleep and pain medication, valid recording
time (as per PR), and a history of narcolepsy, RLS, depression,
insomnia, stroke, heart disease, hypertension, diabetes, or lung
disease. Valid recording time, use of pain medication, and his-
tory of diabetes, RLS, and narcolepsy were removed from the
final model as they did not reach statistical significance. The
final model was significant, y*> (11, N = 193,221) = 19381.8,
p < 0.001, R? = 16.8%, and the most robust predictors were
female sex (= 0.80; OR: 2.2), obesity (f =-0.65; OR: 0.5), use
of sleep medication (f = 0.25; OR: 1.3), and a history of lung
disease (f = 0.26; OR: 1.3), hypertension (f = -0.17; OR: 0.8),
and/or stroke (f = 0.14; OR: 1.2).

Predictors of a Positive Test Result (AHI 2 5) Despite
Low OSA Risk

Compared to patients accurately screened as high risk
of OSA (i.e., had a positive PR outcome; AHI > 5), patients
incongruently pre-screened as no risk for OSA (i.e., had a
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positive PR outcome; AHI > 5) were younger (53.4 + 14.1 vs.
55.8 £ 13.5 years; F, ., =85.1,p<0.001; 1’ = 0.001), leaner
(25.6 £ 4.1 vs. 31.9 + 5.7 kg/m’; F| .., = 341.4, p < 0.001;
n*=0.023), less sleepy (5.0 £ 4.6 vs. 8.9+ 5.3, F, ..., = 143.1,
p<0.001;1?>=0.010), and had test results with less severe OSA
(AHL 18.1 £ 16.3 vs. 27.7 £ 23.0; F, ., = 566.7, p < 0.001;
n? = 0.004. They were also more likely to be male (50.0% vs.
36.0%, y* (1, N = 143,976) = 214.3, p < 0.001; ® = 4.0%) and
were generally healthier, as almost none (< 0.01%) reported a
history of hypertension, diabetes, heart disease, or stroke.

DISCUSSION

The present study suggests that the majority of ARES stud-
ies have been conducted on adult patients with a high degree
of suspicion of sleep apnea. Although we do not know if these
findings can be extrapolated to other devices, these data are en-
couraging because they suggest that a significant portion of re-
ferring PR providers have been utilizing PR based on published
guidelines.' The majority of ARES testing has been conducted
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in the southeastern region of the United States. Although it is
unknown if these findings are generalizable to a// portable test-
ing or simply due to more active sales efforts in this region, it
may be an approximate of utilization trends. The finding that
Canadian patients were younger and generally healthier may
be at least partially due to the differences in healthcare systems
between the USA and Canada, however these data require fur-
ther investigation.

This study is the first to elucidate the discriminatory ca-
pacity of a PR device to detect OSA in patients with varying
levels of pre-test OSA risk' and indeed suggests that (1) the
ARES screening questionnaire (Appendix) has good predic-
tive capacity in determining OSA risk and (2) PR is most ap-
propriately and efficiently used in patients with a high pretest
probability of moderate to severe OSA. The latter conclusion
is based on the null finding using AHI in approximately half of
patients pre-screened as “anything but” high pretest probability
of OSA. This study also supports that empirical screening for
OSA should always be done in conjunction with a comprehen-
sive sleep evaluation as no screening instrument is “perfect.”
This conclusion is based on the finding that several patients had
test results indicative of OSA despite being at “low or no risk
for OSA” using the ARES screening questionnaire (Appendix)
and vice versa. For example, it is possible that a provider may
have observed risk factors for OSA that are not assessed in the
screener, for example, a low hanging soft palate, craniofacial
risk factors, etc. The finding that patients with a history of in-
somnia, stroke, and lung disease were 20% to 30% more likely
to have incongruent test results compared to pretest screening
highlight the need for studies evaluating the accuracy of PR in
patients with “more complicated” OSA. In the meantime, how-
ever, said patients may be most appropriately evaluated in a
comprehensive fashion by a physician trained in sleep medi-
cine, especially if PR results are negative for OSA.

Data from this study highlight the need for gender-appro-
priate screening for OSA. This conclusion is based on data
from this study as well as others’ that found that females may
have a more delayed diagnosis, as they are likely to be older
and more ill by the time they got tested for OSA. Females
in this study were also more than twice as likely to have a
negative test result despite being screened as high risk for
OSA. This suggests that there may be different and/or differ-
ently-weighted factors that predict OSA in females compared
to males.'” It could also mean that there are gender and/or gen-
der x age related differences in how OSA manifests (e.g. de-
saturation vs. arousal). It has been hypothesized that females
may have different and age-dependent factors that contribute
to the development of OSA and/or OSA symptoms. In gen-
eral, females with OSA may be more likely than males to re-
port symptoms of disturbed sleep (insomnia) and depressed
mood'" rather than snoring and witnessed apneas.” However,
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witnessed apneas, snoring, and sleepiness may become more
prominent during the peri/postmenopausal period compared
to earlier because of the effects of reduced progesterone on
upper airway patency and adiposity.'®"" More data are needed
on the utility of, for example, RDI as opposed to AHI in fe-
males, especially those of premenopausal age.

Conclusions drawn from this study must be made with limi-
tations in mind. First, all medical history data were self-report in
nature and may not align with practitioner-provided diagnoses.
Second, these data were collected using one particular portable
recording system and may not represent what occurs with other
devices. Further data is needed on how “more subtle” respira-
tory events (flow limitation associated with autonomic arous-
als) impact long-term health outcomes. Finally, these data need
to be underscored by the importance of appropriate treatment
and treatment adherence as well as long-term disease manage-
ment and health outcomes to maximize patient wellness.
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Appendix—SleepMed ARES Screening Questionnaire

SleepMed ARES Questionnaire @ SLE EPMED
PRINT IN CAPITAL LETTERS — STAY WITHIN THE BOX
First Name Middle Initial Last Name Tally ARES
Risk Points
Pounds Years Gender
Weight Age :
Male O Female O || heskSze
Feet Inches Inches +2 Female>15.0
Height MNeck Size
Score
Month Day Year Optional
Date of Birth ID Number j
COMPLETELY FILL IN ONE CIRCLE FOR EACH QUESTION — ANSWER ALL QUESTIONS
Have you been diagnosed or treated for any of the following conditions? B pirircad
High blood pressure  Yes () No () Stroke Yes () No (O fesponse
Heart disease Yes () No (O Depression Yes () No O Score
Diabetes Yes () No (O Sleepapnea Yes () Mo O
Lung disease Yes (O MNo (O Nasal oxygen use Yes O No O
Insomnia Yes (3 No (O Restless leg syndrome Yes () No O Eﬁrﬁm
Marcolepsy Yes O No (O Moming Headaches Yes O No O mﬁ:ﬂ
Sleeping Medication Yes (2 Mo () Pain Medication e.g., vicodin, oxycontin Yes () No O

Epworth Sleepiness Scale: How likely are you to doze off or fall asleep in the following situations, in
contrast to just feeling tired? This refers to your usual way of life in recent times. Even if you have not done || Epworth Score

some of these things recently, try to work out how they would have affected you. Use the following scale to “_%;::Ea”
mark the most appropriate box for each situation. (M. Johns, Sleep 1991) 8 questions,
0 =would never doze 1 = slight chance of dozing 0 1 2 3 If 11 or less
2 = moderate chance of dozing 3 = high chance of dozing Score=10
Sitting and reading O O @ ) 'f;fo‘:?":’zm
Watching TV O O O @)
Sitting, inactive, in a public place (theater, mesting, etc) O O @] O Score
As a passenger in a car for an hour without a break O O O O l
Lying down to rest in the afternoon when circumstances permit O O O O
Sitting and talking to someone ) ) O O
Sitting quietly after lunch without alcohol O O O O
In a car, while stopped for a few minutes in traffic {
! Ppe O O O O Assign paints for

Frequency 0 - 1 times/week 1-2 times/week 3-4timesiweek 5 - 7 times/week oesfaluritci

On average in the past month, how often have you snored or been told that you snored?

Never (O Rarely (O Sometimes oL Frequently () -z Almost always O =4 I

Do you wake up choking or gasping?
Never () Rarely (O Sometimes () .,  Frequently () Almost always () +4

]
Have you been told that you stop breathing in your sleep or wake up choking or gasping?

Never () Rarely (O,  Sometimes ~y.» Frequenty .5 Amostalways O ., j

Do you have problems keeping your legs still at night or need to move them to feel comfortable?
Never () Rarely (O Sometimes ) Frequently () Almost always )

Signature Area Code Phaone Mumber Total all 6 boxes from abowve Point Total

If point total = 4 or 3 (low risk), & to 10 I
{high} and 11 or more (very high risk)
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