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(57) ABSTRACT

A pulse oximeter sensor with a light source optimized for low
oxygen saturation ranges and for maximizing the immunity to
perturbation induced artifact. Preferably, a red and an infrared
light source are used, with the red light source having a mean
wavelength between 700-790 nm. The infrared light source
can have a mean wavelength as in prior art devices used on
patients with high saturation. The sensor of the present inven-
tion is further optimized by arranging the spacing between the
light emitter and light detectors to minimize the sensitivity to
perturbation induced artifact. The present invention opti-
mizes the chosen wavelengths to achieve a closer matching of
the absorption and scattering coefficient products for the red
and 1R light sources. This optimization gives robust readings
in the presence of perturbation artifacts including force varia-
tions, tissue variations and variations in the oxygen saturation
itself.

16 Claims, 14 Drawing Sheets

=
fry] 132
=
o
L, o
83
W
=
=
=]
[ —
._,’—-
S35 E
=
ZE
—_ B\
2 -
—
>z
(¥%)

892
1
Bp
el | IO0SAT
_________ e 1A
== 40% SAT

600 650 700 750

. : : . 0% SAT
800 850 900 950 1000

WAVELENGTH (nm)



US 7,415,298 B2
Page 2

U.S. PATENT DOCUMENTS

3,847483 A 11/1974 Shaw et al.
4,114,604 A 9/1978 Shaw et al.
4,223,680 A 9/1980 Iobsis
4,281,645 A 8/1981 Jobsis
4407,290 A 10/1983 Wilber
4446,871 A 5/1984 lmura
4,623,248 A 11/1986 Sperinde
4,700,708 A 10/1987 New, Ir. et al.
4714341 A 12/1987 Hamaguri et al.
4.859,057 A 8/1989 Taylor et al.
4,908,762 A 3/1990 Suzuki et al.
4,938,218 A 7/1990 Goodman et al.
4975,581 A 12/1990 Robinson et al.
5,058,588 A 10/1991 Kaestle
5,109,849 A 5/1992 Goodman et al.
5,188,108 A 2/1993  Secker
5247932 A 9/1993 Chung et al.
5,253,646 A 10/1993 Delpy et al.
5,299,570 A 4/1994 Hatschek
5353,791 A 10/1994 Tamura et al.
5,355,880 A 10/1994 Thomas et al.
5,385,143 A 1/1995 Aoyagi
5,402,778 A 4/1995 Chance
5,413,100 A 5/1995 Barthelemy et al.
5419321 A 5/1995 Evans
5421329 A 6/1995 Casciani et al.
5431,159 A *  7/1995 Bakeretal. ................. 600/330
5,494,032 A 2/1996 Robinson et al.
5,497,769 A 3/1996 Gratton et al.
5,242,545 A 6/1996 Block et al.
5,575,285 A 11/1996 Takanashi et al.
5,772,589 A 6/1998 Bernreuter
5,782,237 A *  7/1998 Casciani etal. ... 600/323
5,782,756 A 7/1998 Mannheimer
5,782,757 A 7/1998 Diab et al.
5,823,950 A 10/1998 Diab et al.
5,902,235 A *  5/1999 Lewisetal. ................ 600/323
6,011,98 A 1/2000 Diab et al.
6,256,523 Bl 7/2001 Diab etal.
6,272,363 B1* 82001 Cascianietal. ............. 600/323
6,285,896 Bl 9/2001 Tobler et al.
6,298,255 Bl 10/2001 Buschmann
6,334,065 Bl 12/2001 Al Ali et al.
6,397,091 B2 5/2002 Diab et al.
6,584,336 Bl 6/2003 Ali et al.
6,606,511 Bl 8/2003 Ali et al.

6,662,033 B2
6,678,543 B2
6,684,090 B2
6,714,804 B2
6,770,028 Bl
6,792,300 Bl
6,813,511 B2

12/2003 Casciani et al.
1/2004 Diab et al.
1/2004 Al et al.
3/2004 Al Ali et al.
8/2004 Ali et al.
9/2004 Diab et al.

11/2004 Diab et al.

FOREIGN PATENT DOCUMENTS

GB 1595206 8/1981

GB 1595207 8/1981

IP 03-068336 3/1991

WO WO 91/18549 12/1991

WO WO 92/21283 12/1992
OTHER PUBLICATIONS

Merrick et al., “Continuous, Non-Invasive Measurements of Arterial
Blood Oxygen Levels,” Hewlett-Packard Journal, Oct. 1976.
Jobsis, “Noninvasive, Infrared monitoring of cerebral and
Myocardial Oxygen Sufficiency and Circulatory Parameters,” Sci-
ence, vol. 23, Dec. 1977.

Sheperd et al., “Evaluation of Light-Emitting Diodes for Whole
Blood Oximetry,” IEEE Transaction on Biomedical Engineering, vol.
BME-31, No. L1, Nov. 1984, pp. 723-725.

Ertefai et al., “Spectral transmittance and contrast in breast
diaphanography,” Med Phys. 12(4), Jul./Aug. 1985, 1985 Am. Assoc.
Phys. Med.

Bonner et al., “Model for photon migration in turbid biological
media,” J. Opt. Soc. Am., 4:423-432 (1987).

Severinghaus et al., “Accuracy of response of Six Pulse Oximeters to
profound Hypoxia,” Anesthesiology, vol. 67, No. 4, Oct. 1987, pp.
551-558.

Wukitsch, “Pulse Oximetry: Historical review and Ohmeda func-
tional analysis,” International Journal of Clinical monitoring and
Computer, 4:1616-166, 1987.

Mendelson et al., “Design & Evaluation of a New Reflectance Pulse
Oximeter Sensor,” Medical Instrumentation, vol. 22, No. 4., Aug.
1988, pp. 167-173.

Patterson et al., “Time resolved reflectance and transmittance for the
non-invasive measurement of tissue optical properties,” Appl. Opt.
28(12):2331-2336 (1989).

Severinghaus et al., “Frrors in 14 Pulse Oximeters During Profound
Hypoxia,” Journal of Clinical Monitoring, vol. 5, No. 2, Apr. 1989,
pp. 72-81.

Shimada et al., “A Non-lnvasive Reflectance Oximeter as a Useful
Monitor in 1CU,” Anesthesiology, vol. 71, No. 3A, Sep. 1989.
Various excepts from chapter entitled, “Equipment, Monitoring, and
Engineering Technology 1V”, Anesthesiology, vol. 71, No. 3A, Sep.
1989, A366-A373.

Weiss et al., “Statistics of Penetration depth of Photons Re-emitted
from Irradiated Tissue,” Journal of Modern Optics, 1989, vol. 36, No.
3, pp. 349-359.

Cui et al., “In Vivo Reflectance of Blood and Tissue as a Function of
Light Wavelength,” 1IEEE Transactions on Biomedical Engineering,
vol. 37, No. 6, Jun. 1990, pp. 632-639.

Severinghaus et al., “Effect of Anemia on Pulse Oximeter Accuracy
atLow Saturation,” Journal of Clinical Monitoring, vol. 6, No. 2, Apr.
1990, pp. 85-88.

Zijlstra et al., “Absorption spectra of human fetal and adult
oxyhemoglobin, de-oxyhemoglobin, carboxyhemoglobin and
methemoglobin,” Clinical Chemistry, vol. 37, No. 9, pp. 1633-1638
(1991).

Schmitt, “Simple photon diffusion analysis of the effects of multiple
scattering on pulse oximetry,” 1EEE Transaction on Biomedical
Engineering, vol. 38, No. 12, Dec. 1991.

McCormick et al, “Noninvasive measurement of regional
cerebrovascular oxygen saturation in humans using optical spectros-
copy,” Time-Resolved Spectroscopy and lmaging of Tissues (1991),
SPIE vol. 1431, pp. 294-302.

A.C. Dassel et al., “Reflectance Pulse Oximetry in Fetal Lambs,”
Pediatric Research, vol. 31, No. 3, 1992,

Richardson et al., “electrocortical activity, electroocular activity and
breathing movements in fetal sheep with prolonged and graded
hypoxemia,” Am J. Obstet. Gynecol. 167(2):553-558 (1992).
Oeseburg et al., “Fetal oxygenation in chronic maternal hypoxia,
what’s critical?”, in Oxygen Transport to Tissues X1V, ed. R.
Erdmann and D. Bruley, Plenum Press, New York, 1992, pp. 499-502.
Benaron et al., “Noninvasive Methods for Estimating in Vivo Oxy-
genation,” Clinical Pediatrics, May 1992, pp. 258-273.

Takatani et al,, “Experimental and clinical Evaluation of a
Noninvasive Reflectance Pulse Oximeter Sensor,” Journal of Clinical
Monitoring, vol. 8, No. 4, Oct. 1992, pp. 257-266.

Vegfors et al., “The influence of changes in blood flow on the accu-
racy of pulse oximetry in humans,” Acta Anaesthesial Scand, vol. 36,
(1992) pp. 346-349.

Graaff et al., “Optical propeorties of human dermis in vitro and in
vivo,” Applied Optics, vol. 32, No. 4, Feb. 1, 1993.

Graaf, “Tissue optics applied to reflectance pulse oximetry,” thesis,
Rujksuniversiteit Groningen, 1993.

Dildy et al., “Intrapartum fetal pulse oximetry: Fetal oxygen satura-
tion trends during labor and relation to delivery outcome,” Am. J.
Obstet. Gynecol., 171:679-684 (1994).

McNamera et al., “Fetal monitoring by pulse oximetry and DTG,” J.
Perinat. Med. 22:475-480 (1994).

Saidi et al., “Mie and Rayleigh modeling of visible-light scattering in
neonatal skin,” Applied Optics, vol. 34, No. 31, Nov. 1, 1995.



US 7,415,298 B2
Page 3

Flewelling, “Noninvasive Optical Monitoring,” The Biomedical
engineering Handbook, CRC Press 1995.

Nijland et al., “Reflectance pulse oximetry (RPOX): Two sensors
compared in piglets,” Am. J. Gynecol., 172 (1 (part 2)):38X6 (1995).
Mannheimer et al., “Physio-optical considerations in the design of
fetal pulse oximetry sensors,” Furopean Journal of obstetrics &
Gynecology and Reproductive Biology, vol. 72, Suppl. 1 (1997) pp.
S9-S19.

Kaestle et al., “A New Family of Sensors for Pulse Oximetry,”
Hewlett Packard Journal, pp. 1-17 (Feb. 1997).

Mannheimer et al., “Wavelength Selection for Low-Saturation Pulse
Oximetry,” IEEE Transaction on Biomedical Engineering, vol. 44,
No. 3, Mar. 1997.

* cited by examiner



U.S. Patent Aug. 19,2008  Sheet 1 of 14 US 7,415,298 B2

= 100 e e T S
—
S phbog; 0 R IRAED'
= ohy |
g - . |
= red NP 4 OXY-HEMOGLOBIN
t:' "'l Ol_ ———— —\5\ .
= — ° ™ - REDUCED
= HEMOGLOBIN
= ool —1 1t -
550 500 550 600 650 700 750 600 850 900 950 1000
i
FIG [
4 1 LE T L
RED/IR
MODULATION 2 .
RATIO
0 ] 1 1 1
0 20 40 60 80 100
ARTERIAL OXYGEN SATURATION (%)
FlG. 2
20 22 28 30
!\Q =L ,\5, /% l:g

SKIN 12

MUSCLE 16

BONE 18

FIG. 3



U.S. Patent

EXTINGTION-SCATTERING COEFFICIENT

PRODUCT OF TISSUE

Aug. 19, 2008

Sheet 2 of 14

US 7,415,298 B2

=

5.
100% SAT
85%SAT
40% SAT
0 | 1 | 1 1 1 i O%SAT
600 650 700 750 800 850 900 950 1000
WAVELENGTH (am)
FlG. 4A.
EXTINCTION-SCATTERING 660 nm 132 om 892 nm
COEFFICIENT PRODUGT
(L/mmole-cm?)
w's-Bip02 .23 .31 287
u's - Bg5% 267 .63 264
I's - B40% 7.00 2.58 1.84
W's* Bib 10.85 34 .59

Fl6. 48.



U.S. Patent Aug. 19,2008  Sheet 3 of 14 US 7,415,298 B2

F1G. 5.




U.S. Patent Aug. 19,2008  Sheet 4 of 14 US 7,415,298 B2

~n
=
-

e = e — e e - = -

MODULATION
RATIO
i
/
/
!
SATURATION ERROR

1 1 1

1 - 1 1
020 0 00 ‘0 20 40 60 80 100

50
_ perunagp 02 B T i
- BASIS - -BASIS

FIG. 7A. FIG. 78.

~o
=)

MODULATION
RATIO
no

SATURATION ERROR
T
I
I
!

!

!
|
|
|
|
!

1 1 I |
0 20 40 60 8 100 0 20 40 60 8 100

—perrunaep 3902 (! —pegrugegp 5002
—~BASIS - -BASIS

FIG. 8A. FiG. 86.

(=]

MODULATION
RA'LIO

SATURATION ERROR

! ] L 1 - | . | {
O 20 a0 60 80 100 3 40 G080 100
— perupgep 5002 (% _ peRTupgep So02 (R
—- BASIS - BASIS

F16. 9A Fl6. 95.



U.S. Patent Aug. 19,2008  Sheet 5 of 14 US 7,415,298 B2
4 T T T T gzo T T T T
= =
ggz-\\__‘_ 1 80
S S
0 1 1 1 1 57'20 s 1 1 1
0 & 4 6 @ M "0 @ 4 % 8
_perTurgep 002 (%) _perTurgen 5002 (%)
--BASIS —BASIS
FlIG. 10A. FIG. 108
4 T T T T g 20 T T T T
- =
= uJ
=51 1 8- em—==""
= ]z
= -
0 ! 1 1 1 5_20 1 )l 1 {
0 20 40 6 80 100 S0 20 40 60 80 100
_ perTuRgep S0z %) T
- -BASIS ~-BASS
FIG. 1A FIG. //B.
4 L T T 520 Y T T T
S i
%20 40 60 80 w0 X 20 e 6 80 100
—pegruaep 002 (%) _ perrurgep S002 %)
- -BASIS ~-BASIS
FIG [2A. FIG. /2B,
4 1 1 T T ézo T T T T
- &
= =
== | 8
22 T =’
S =
0 ) 1 1 1 ‘-0.20 1 | 1 i
0 2 4 60 & 0 0 2 406 80 10
— peaTuRgep 500 %) _ peRTuRgEp S0 )
- -BASIS ~-BASIS
FIG. /3A. FIG. /3B




U.S. Patent Aug. 19, 2008

Sheet 6 of 14

ION

MODUL
RAT
/
|
[/
L
SATURATION ERROR
o

~NY
=

—
=2 5L

0 1

[
(=]

1 1

0 20 40 60 80
[/
—pERTURBED 002 ()

W 6 44

00 0 20 40 60 80 10
—peRTuRgep 002 (#)

WS a6 148

MODULATION
RATIO
~o
7

~No
=]

. SATURATION ERROR

()
(==

00 0 80 8
—penrugep 002 )
FIG. [5A.

0 40 60 60 100
—pegrupeep S0z o

100

o

““BASIS
FIG. /58.

MODULATION
RATIO
T

/

nNo
o

1
SATURATION ERROR
=4

0 1 I | 1
0 20 40 60 80

—FERTIRRED Soby (k)
FIG I6A.

o 020 a0 8080 00

T AL

- -BASIS
FIG. 168

MODULATION
RATIO
>

0 1

SATURATION ERROR

020 40 &0
—PERTURBED S902 (%)
S F1e 174,

00 0 20 40 60 80 100
— PERTURBED S002 (%)

S F£16 178,

US 7,415,298 B2



U.S. Patent Aug. 19, 2008

Sheet 7 of 14 US 7,415,298 B2

MODULATION
RATIO

~No
o

TURATION ERROR

l | ’ ' & L 1 l .
" w0 w0 0 T % e
—pERTURED "2 — peRTURpED 002 U
—- BASIS -~ BASIS
FIG. /8A. FIG [8B
120
" A2 o
) PSS A
==t — )
/ — ;
I Niig
FlG. 24
16
110 114 mm
120 8 \.l 12
:jj:{;‘ .
/




U.S. Patent Aug. 19,2008  Sheet 8 of 14 US 7,415,298 B2

100

Lo
L=

(= -]
L]

=)
[ =14
L4

<
(=1
oﬂf
o

-

L]
[
O

[+

[~]

L ]

PULSE OXIMETRY (% S5p02)
S
(] ?

(&
<
[]
L g

LA o HEAD
o NECK

N
<>
o

0 w20 30 4 5 6 70 8 %0 00
CO-OXIMETRY (% Sa02)

FIG. /9.



U.S. Patent Aug. 19,2008  Sheet 9 of 14 US 7,415,298 B2

100

30

80 %

1
’ 7k

60 I 2

X+X-X-]

40 o

PULSE OXIMETRY (% Sp02)
[«

(=1 ]

30 P—o
* HEAD

20 : o NECK

0 0 20 30 40 S 60 70 8 90 00
CO-OXIMETRY (%Sa02)

FIG. Z20.



U.S. Patent Aug. 19,2008  Sheet 10 of 14 US 7,415,298 B2

60
90

40

30

g
ny
(=1
@

)

£

o
®

e HEAD —
-50 o NECK __|

CHANGE IN PULSE OXIMETER SATURATION READING DUE TO APPLIED FORCE
(=2

0 0 20 30 4 5 60 70 80 90 100
CO-OXIMETER SATURATION

FIG. 2/,



U.S. Patent Aug. 19,2008  Sheet 11 of 14 US 7,415,298 B2

100 -
90 da
N o8 *
y [ ] ?Oog
80 ' s ‘0'0
o o o T °
g ) S o 5 b
z o
[
g X .
= o| I
5 40 9 $+
> °
30 :
as o HEAD
20 - o NECK
10 .
[ ]
0

0 o 20 30 4 50 60 0 80 S0 100
C0-OXIMETRY (% 5a02)

Fl6. 2z



US 7,415,298 B2

Sheet 12 of 14

Aug. 19, 2008

U.S. Patent

[ R
< &5 —
w L
= -
[ J -]
osje—
(s 2]
.OJ.O.
(- -
L _J <
e o0 e¢
o (=] o = <= o o -} o (= =4 o
© w < o <~ - - o~ 1e] < uw w

30404 Q311ddY 01 30 INIGVIY NOILVENIYS ¥IL3WIX0 3STNd NI maz<=o.

60 70 8 S0 100

50
CO-OXIMETER SATURATION

040
FIG. 23

20

0



U.S. Patent Aug. 19, 2008

>/ 132
40 |
130
2|
114 e
\_ | 1136 144
4138 i3
L] L
FIG. 26A.

Sheet 13 of 14 US 7,415,298 B2

1:%/{%
U LAY~ | ~—~146
% ~~
02,114 =

FlG. 268.



US 7,415,298 B2

Sheet 14 of 14

Aug. 19, 2008

U.S. Patent

Ze 9o

|

HiN3I1Yd
P
-

_
_ SLNdNI _
| T04INOY "
|
| p62/ _
_ |
“ W1dSI0 “
_ —
8227 _
“ 262y _
“ - Imya !
_ ML T N e ———
“ ; 398005
| 0227 052 11917
| 012
_ — WSO [ asv 3LN4 ] dWY | HOLIMS (B3I 1dWYHE0L93130
| NOY | ge3/ | big”
I / 7 7 7 |
| 242 0t2 8c2 92 b2 | RI000%]
_ 4300030/ ||
I wvmu 40193130 o _ QOSN35
_ b2 p |
| bb2 “
_ |
( dr _
" 22~ _
T HILINXO 3SMd 022

e



US 7,415,298 B2

1

PULSE OXIMETER AND SENSOR
OPTIMIZED FOR LOW SATURATION

CROSS-REFERENCES TO RELATED
APPLICATIONS

This application is a divisional of U.S. application Ser. No.
10/698,962, filed Oct. 30, 2003, which is a continuation of
U.S. application Ser. No. 09/882,371, filed Jun. 14, 2001, now
U.S. Pat. No. 6,662,033, which is a continuation of U.S.
application Ser. No. 09/003,413, filed Jan. 6, 1998, now U.S.
Pat. No. 6,272,363, which is a continuation of U.S. applica-
tion Ser. No. 08/413,578, filed Mar. 30, 1995, now U.S. Pat.
No. 5,782,237, which is a continuation-in-part of U.S. appli-
cation Ser. No. 08/221,911, filed Apr. 1, 1994, now U.S. Pat.
No. 5,421,329, the disclosures of which are incorporated
herein by reference.

STATEMENT AS TO RIGHTS TO INVENTIONS
MADE UNDER FEDERALLY SPONSORED
RESEARCH OR DEVELOPMENT

NOT APPLICABLE

REFERENCE TO A “SEQUENCE LISTING,” A
TABLE, OR A COMPUTER PROGRAM LISTING
APPENDIX SUBMITTED ON A COMPACT DISK

NOT APPLICABLE

BACKGROUND OF THE INVENTION

Pulse oximetry is used to continuously monitor the arterial
blood oxygen saturation of adults, pediatrics and neonates in
the operating room, recovery room, intensive care units, and
increasingly on the general floor. A need exists for pulse
oximetry in the delivery room for monitoring the oxygen
status of a fetus during labor and delivery, and for monitoring
the oxygen status of cardiac patients.

Pulse oximetry has traditionally been used on patient popu-
lations where arterial blood oxygen saturation is typically
greater than 90%, i.e., more than 90% of the functional hemo-
globin in the arterial blood is oxyhemoglobin and less than
10% is reduced hemoglobin. Oxygen saturation in this patient
population rarely drops below 70%. When it does drop to
such a low value, an unhealthy clinical condition is indicated,
and intervention is generally called for. In this situation, a
high degree of accuracy in the estimate of saturation is not
clinically relevant, as much as is the trend over time.

Conventional two wavelength pulse oximeters emit light
from two Light. Emitting Diodes (LEDs) into a pulsatile
tissue bed and collect the transmitted light with a photodiode
positioned on an opposite surface (transmission pulse oxim-
etry), or an adjacent surface (reflectance pulse oximetry). The
LEDs and photodetector are housed in a reusable or dispos-
able sensor which connects to the pulse oximeter electronics
and display unit. The “pulse” in pulse oximetry comes from
the time varying amount of arterial blood in the tissue during
the cardiac cycle, and the processed signals from the photo-
detector create the familiar plethysmographic waveform due
to the cycling light attenuation. For estimating oxygen satu-
ration, at least one of the two LEDs’ primary wavelength must
be chosen at some point in the electromagnetic spectrum
where the absorption of oxyhemoglobin (HbO,) differs from
the absorption of reduced hemoglobin (Hb). The second of
the two LEDs’ wavelength must be at a different point in the
spectrum where, additionally, the absorption differences
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between Hb and HbO, are different from those at the first
wavelength. Commercial pulse oximeters utilize one wave-
length in the near red part of the visible spectrum near 660
nanometers (nm), and one in the near infrared part of the
spectrum in the range of 880-940 nm (See FIG. 1). As used
herein, “red” wavelengths or “red” spectrum will refer to the
600-800 nm portion of the electromagnetic spectrum; “near
red”, the 600-700 nm portion; “far red”, the 700-800 nm
portion; and “infrared” or “near infrared”, the 800-1000 nm
portion.

Photocurrents generated within the photodetector are
detected and processed for measuring the modulation ratio of
the red to infrared signals. This modulation ratio has been
observed to correlate well to arterial oxygen saturation as
shown in FIG. 2. Pulse oximeters and pulse oximetry sensors
are empirically calibrated by measuring the modulation ratio
over a range of in vivo measured arterial oxygen saturations
(Sa0,) on a set of patients, healthy volunteers or animals. The
observed correlation is used in an inverse manner to estimate
saturation (SpQ,) based on the real-time measured value of
modulation ratios. (As used herein, Sa0, refers to the in vivo
measured functional saturation, while SpQ, is the estimated
functional saturation using pulse oximetry.)

The choice of emitter wavelengths used in conventional
pulse oximeters is based on several factors including, but not
limited to, optimum signal transmission through blood per-
fused tissues, sensitivity to changes in arterial blood oxygen
saturation, and the intensity and availability of commercial
LED:s at the desired wavelengths. Traditionally, one of the
two wavelengths is chosen from a region of the absorption
spectra (FIG. 1) where the extinction coefficient of HbO, is
markedly different from Hb. The region near 660 nm is where
the ratio of light absorption due to reduced hemoglobin to that
of oxygenated hemoglobinis greatest. High intensity LEDs in
the 660 nm region are also readily available. The IR wave-
length is typically chosen near 805 nm (the isosbestic point)
for numerical convenience, or in the 880-940 nm spectrum
where additional sensitivity can be obtained because of the
inverse absorption relationship of Hb and HbO,. Unfortu-
nately, pulse oximeters which use LED wavelengths paired
from the 660 nm band and 900 nm bands all show diminished
accuracy at low oxygen saturations.

BRIEF SUMMARY OF THE INVENTION

According to the invention, more accurate estimates of low
arterial oxygen saturation using pulse oximetry are achieved
by optimizing a wavelength spectrum of first and second light
sources so that the saturation estimates at low saturation
values are improved while the saturation estimates at high
saturation values are minimally adversely affected as com-
pared to using conventional first and second wavelength spec-
trums. It has been discovered that calculations at low satura-
tion can be significantly improved if the anticipated or
predicted rates of absorption and scattering of the first wave-
length spectrum is brought closer to, optimally equal to, the
anticipated or predicted rates of absorption and scattering of
the second wavelength spectrum than otherwise exists when
conventional wavelength spectrum pairs are chosen, such as
when conventionally using a first wavelength centered near
660 nm and a second wavelength centered anywhere in the
range of 880 nm-940 nm.

The present invention solves a long felt need for a pulse
oximeter sensor and system which provides more accurate
estimates of arterial oxygen saturation at low oxygen satura-
tions, i.e. saturations equal to or less than 80%, 75%. 70%,
65%, or 60%, than has heretofore existed in the prior art. The
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sensor and system is particularly useful for estimating arterial
saturation of a living fetus during labor where the saturation
range of principal importance and interest is generally
between 15% and 65%, and is particularly useful for estimat-
ing arterial saturation of living cardiac patients who experi-
ence significant shunting of venous blood into their arteries in
their hearts and hence whose saturation range of principle
importance and interest is roughly between 50% and 80%. By
contrast, a typical healthy human has a saturation greater than
90%. The invention has utility whenever the saturation range
of interest of a living subject, either human or animal, is low.

In addition to providing better estimates of arterial oxygen
saturation at low saturations, the sensor, monitor, and system
of the invention further provide better and more accurate
oxygen saturation estimates when perturbation induced arti-
facts exist and are associated with the subject being moni-
tored.

When the rates of absorption and scattering by the tissue
being probed by the first and second wavelength spectrums
are brought closer together for the saturation values of par-
ticular interest, improved correspondence and matching of
the tissue actually being probed by the first and second wave-
lengths is achieved, thus drastically reducing errors intro-
duced due to perturbation induced artifacts. For example,
when light of one wavelength is absorbed at a rate signifi-
cantly higher than that of the other wavelength, the light of the
other wavelength penetrates significantly further into the tis-
sue. When the tissue being probed is particularly in-homog-
enous, this difference in penetrations can have a significant
adverse impact on the accuracy of the arterial oxygen satura-
tion estimate.

Perturbation induced artifacts include, but are not limited
10, any artifact that has a measurable impact on the relative
optical properties of the medium being probed. Perturbation
induced artifacts include but are not limited to the following:

(1) variations in the tissue composition being probed by the
sensor from subject to subject, i.e., variations in the
relative amounts of fat, bone, brain, skin, muscle, arter-
ies, veins, efc.;

(2) variations in the hemoglobin concentration in the tissue
being probed, for example caused by vasal dilations or
vasal constrictions, and any other physical cause which
affects blood perfusion in the tissue being probed; and

(3) variations in the amount of force applied between the
sensor and the tissue being probed, thus affecting the
amount of blood present in the nearby tissue.

In one embodiment, the present invention provides a fetal
pulse oximeter sensor with a light source optimized for the
fetal oxygen saturation range and for maximizing the immu-
nity to perturbation induced artifact. Preferably, a far red and
an infrared light source are used, with the far red light source
having a mean wavelength between 700-790 nm. The infrared
light source can have a mean wavelength as in prior art
devices used on patients with high saturation, i.e., between
800-1000 nm. As used herein, “high saturation” shall mean an
arterial oxygen saturation greater than 70%, preferably
greater than 75%, alternatively greater than 80%, optionally
greater than 90%.

The fetal sensor of the present invention is further opti-
mized by arranging the spacing between the location the
emitted light enters the tissue and the location the detected
light exits the tissue to minimize the sensitivity to perturba-
tion induced artifact.

According to a preferred embodiment, electrooptic trans-
ducers (e.g., LEDs and photodetectors) are located adjacent
to the tissue where the light enters and exits the tissue.
According to an alternate embodiment, the optoelectric trans-
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ducers are located remote from the tissue, for example in the
oximeter monitor, and optical fibers interconnect the trans-
ducers and the tissue with the tissue being illuminated from an
end of a fiber, and light scattered by the tissue being collected
by an end of a fiber. Multiple fibers or fiber bundles are
preferred.

The present invention recognizes that the typical oxygen
saturation value for a fetus is in the range of 5-65%, com-
monly 15-65%, compared to the 90% and above for a typical
patient with normal (high) saturation. In addition, a fetal
sensor is subject to increased perturbation induced artifact.
Another unique factor in fetal oximetry is that the sensor is
typically inserted through the vagina and the precise location
where it lands is not known in advance.

The present invention recognizes all of these features
unique to fetal oximetry or oximetry for low saturation
patients and provides a sensor which optimizes the immunity
to perturbation induced artifacts. This optimization is done
with a trade-off on the sensitivity to changes in saturation
value. This trade-off results in a more reliable calculation that
is not obvious to those who practice the prior art methods
which attempt to maximize the sensitivity to changes in the
saturation value. The improvement in performance that
results from these optimizations are applicable to both reflec-
tance and transmission pulse oximetry. An example of a fetal
transmission pulse oximetry configuration usable with the
present invention is described in U.S. patent application Ser.
No. 07/752,168, assigned to the assignee of the present inven-
tion, the disclosure of which is incorporated herein by refer-
ence. An example of a non-fetal transmission pulse oximetry
configurationusable with the present invention is described in
U.S. Pat. No. 4,830,014, assigned to the assignee of the
present invention, the disclosure of which is incorporated
herein by reference.

BRIEF DESCRIPTION OF THE DRAWINGS

FIG. 1 is a chart of the absorption characteristics of oxy-
hemoglobin (HbO,) and reduced hemoglobin (Hb) versus
wavelength showing prior art near red and infrared LED
wavelengths;

FIG. 2 is a graph of red/IR modulation ratio versus oxygen
saturation;

FIG. 3 is a diagram illustrating light penetration through
different layers of tissue at different distances;

FIG. 4A is a chart of the variation in extinction and scat-
tering coefficients over a range of wavelengths for different
saturation values;

FIG. 4B is a table of the values of FIG. 4A;

FIG. 5 is a diagram illustrating the placing of a sensoron a
fetus;

FIG. 6 is a graph illustrating the spectrum of an LED
according to the present invention;

FIGS. 7-18 are graphs showing experimental modeling of
the modulation ratio and saturation error as a function of
saturation for different red and infrared wavelength combi-
nations;

FIGS. 19-23 are charts illustrating saturation and the error
due to applied force for different combinations of emitter
wavelength and emitter-detector spacing from experiments
done on sheep;

FIGS. 24 and 25 are diagrams illustrating the construction
of a sensor according to the present invention;

FIGS. 26A-B are diagrams of a single package, dual emit-
ter package used in the present invention; and

FIG.27 isablock diagram of a pulse oximeter according to
the present invention.
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DETAILED DESCRIPTION OF THE INVENTION

An understanding of the design of the fetal sensor accord-
ing to the present invention requires an understanding of the
environment in which the sensor will operate. FIG. 3 illus-
trates the layers of tissue in a typical fetus location where a
sensor may be applied. Typically, there would be a first layer
of skin 12, perhaps followed by a layer of fat 14, a layer of
muscle 16, and a layer of bone 18. This is a simplified view for
illustration purposes only. The contours and layers can vary at
different locations. For instance, bone would be closer to the
surface on the forehead, as opposed to closer muscle on the
neck. Such variations in sites can produce the first type of
perturbation artifact mentioned in the summary—artifact due
10 variations in tissue composition.

The general paths of light from an emitter 20 to a photo-
detector 22 are illustrated by arrows 24 and 26. Arrow 24
shows light which passes almost directly from emitter 20 to
detector 22, basically shunted from one to the other, passing
through very little blood perfused tissue. Arrow 26, on the
other hand, illustrates the deeper penetration of another path
of the light. The depth of penetration is affected by the wave-
length of the light and the saturation. At low saturation, infra-
red light penetrates deeper than near red, for instance. The
deeper penetration can result in an undesirable variation
between the infrared and red signals, since the IR signal will
pass through more different layers.

Also illustrated in FIG. 3 is the effect of using an emitter 28
which is spaced on the tissue at a greater distance from a
detector 30 than the first pair 20, 22 described. As can be seen,
this greater separation results in the penetration of a larger
amount of tissue, as indicated by arrows 32 and 34. Thus, the
greater spacing increases the depth of penetration, although it
will reduce the intensity of the signal received at the detector
due to more attenuation from more of the light being absorbed
in the tissue and the greater light propagation distances
involved.

The second type of perturbation mentioned in the summary
is variations in the concentration of blood in the tissue from
patient to patient or over time. A lower concentration results
in less absorption, increasing the penetration depth. The
inventors estimate that the mean penetration depth of photons
in a medium is related to the product of the absorption and
scattering coefficients, and this estimate is consistent with the
findings of Weiss et al., “Statistics of Penetration Depth of
Photons Re-emitted from Irradiated Tissue”, Journal of Mod-
ern Optics, 1989, Vol. 36, No. 3,349-359, 354, the disclosure
of which is incorporated herein by reference.

Absorption of light in tissue in the visible and near infrared
region of the electromagnetic spectrurn is dominated by the
absorption characteristics of hemoglobin. Absorption coeffi-
cients of hemoglobin can be found in the literature, for
example Zijlstra et al., “Absorption spectra of human fetal
and adult oxyhemoglobin, de-oxyhemoglobin, carboxyhe-
moglobin and methemoglobin”, Clinical Chemistry, 37/9,
1633-1638, 1991 (incorporated herein by reference). Mea-
sured scattering coefficients of tissue are influenced by the
methodology of measurement and the model used to fit the
data, although there is general agreement in the relative sen-
sitivity to wavelength regardless of method. Tissue scattering
coeflicients used by the inventors are based on diffusion
theory, and are taken from Schmitt, “Simple photon diffusion
analysis of the effects of multiple scattering on pulse oxim-
etry”, [EEE Transactions on Biomedical Engineering, Vol.
38, No. 12, December 1991, the disclosure of which is incor-
porated herein by reference.
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FIG. 4A is a graph showing the product of the absorption
and scattering coefficients for 0%, 40%, 85% and 100% satu-
rations for wavelengths between 600 nm and 1,000 nm. For
85-100% tissue oxygen saturation, good balance or correla-
tion exists between the product of the absorption and scatter-
ing coefficients of conventionally chosen wavelength pairs
(i.e., 660 nm and 892 nm), as illustrated by points A and B on
curve 101.

For low tissue oxygen saturation, points C and D on curve
102 graphically indicate that there is a very significant mis-
match between the product of the absorption and scattering
coeflicients of the 660 nm near red and 892 nm infrared light,
with the near red light being more strongly absorbed and
scattered. This very significant absorption and scattering mis-
match results in very different tissue being probed by the near
red and infrared light which significantly degrades the accu-
racy of the arterial oxygen saturation calculation. In addition,
when a large range of low arterial oxygen saturations need to
be accurately calculated, as when monitoring a fetus during
labor where the range of arterial oxygen saturations can
extend between 15% and 65%, itis evident from FIG. 4A that
not only does a significant mismatch between the rates of
absorption and scattering of the near red and infrared light
exist, but that the amount of mismatch will vary significantly
as arterial oxygen saturation varies, thus causing a differential
inaccuracy of oxygen saturation estimates which varies with
the arterial saturation.

On the other hand, points D and E on curve 102 in FIG. 4A
illustrate advantages of a preferred embodiment of the inven-
tion of choosing first and second wavelengths, i.e., 732 nm
and 892 nm, which have absorption and scattering character-
istics which are more closely balanced as compared to the
prior art pairing of 660 nm and 892 nm for 40% tissue oxygen
saturation. As can be appreciated, since the 732 nm extinction
and scattering coefficients more nearly match the 892 nm
extinction and scattering coefficients, improved overlap of
the tissue being probed by the two wavelengths of light result.
In addition, 732 nm results ina smaller variation ofthe extinc-
tion and scattering coefficients as a function of oxygen satu-
ration as compared to 660 nm, thus resulting in better and
more accurate oxygen saturation estimates over a wider range
of saturations. The tissue oxygen saturation values shown in
FIG. 4A are closely correlated to arterial oxygen saturation
values. In general, a given value of tissue oxygen saturation
corresponds to a higher value of arterial oxygen saturation.
For example, the inventors estimate that 85% tissue oxygen
saturation corresponds to roughly 100% arterial oxygen satu-
ration.

A preferred embodiment of the invention is to optimize the
wavelengths used for a sensor to estimate fetal arterial oxygen
saturation during labor where the saturation of interest is
below 70%, a typical range of interest being between 15% and
65%. Attempting to match or balance the rates of absorption
and scattering of the two wavelengths in a fetal sensor is
particularly useful since the amount of perturbation induced
artifacts is so severe in number and magnitude. For example,
for a surface reflection sensor, it is difficult to know a priori
where on the fetus the sensor will be located. For example,
sometimes it will be on the head, other times the cheek.
Hence, the tissue composition varies from application to
application. In addition, the force by which the sensor is
applied will vary during labor thus introducing still additional
perturbation induced artifacts.

Another preferred embodiment of the invention is to use
the sensor of the invention for cardiac patients whose range of
saturation, where accuracy in calculations is important, is
from 50% to 80%.



US 7,415,298 B2

7

FIG. 5 illustrates the placement of a sensor 410 on a fetus
412. The sensor is connected by a cable 414 to an external
pulse oximeter monitor. As can be seen, sensor 410 is wedged
between a uterine wall 416 and the fetus 412. In this instance,
the sensor is on the side of the fetus’ forehead. This wedging
ofthe sensor applies a force to the skin immediately below the
sensor, which reduces the amount of blood in the local tissue.
This reduces the amount of blood the light signal will pass
through, thus increasing the difficulty of obtaining an accu-
rate blood oxygenation reading.

In choosing an optimumn LED wavelength, it must be kept
in mind that LEDs have a spectral width, and are not a single
narrowband wavelength device like a laser. FIG. 6 illustrates
the spectral spread of one preferred wavelength for a sensor
according to the present invention, showing the far red wave-
length at 735 nm as being the peak wavelength. However,
arrow 510 indicates a distribution of wavelengths which can
be approximately 25 nm wide at which the intensity level is
approximately 50% of that of the peak wavelength. In addi-
tion, when manufacturing LEDs, it is difficult to tightly con-
trol the mean wavelength. Thus, a purchaser specifying a
particular wavelength, such as a 735 nm wavelength in an
embodiment of the present invention, will expect to receive
LEDs whose actual mean wavelength can vary by 10, 20 or
more nanometers from the specified value. A narrow range is
typically achieved by testing and sorting.

FIG. 27 is a block diagram of one embodiment of a pulse
oximeter implementing the present invention. Light from
light source 210 passes into patient tissue 212, and is scattered
and detected by photodetector 214. A sensor 200 containing
the light source and photodetector may also contain an
encoder 216 which provides signals indicative of the wave-
length of light source 210 to allow the oximeter to select
appropriate calibration coefficients for calculating oxygen
saturation. Encoder 216 may, for instance, be a resistor.

Sensor 200 is connected to a pulse oximeter 220. The
oximeter includes a microprocessor 222 connected to an
internal bus 224. Also connected to the bus is a RAM memory
226 and a display 228. A time processing unit (TPU) 230
provides timing control signals to light drive circuitry 232
which controls when light source 210 is illuminated, and if
multiple light sources are used, the multiplexed timing for the
different light sources. TPU 230 also controls the gating-in of
signals from photodetector 214 through an amplifier 233 and
a switching circuit 234. These signals are sampled at the
proper time, depending upon which of multiple light sources
1s illuminated, if multiple light sources are used. The received
signal is passed through an amplifier 236, a low pass filter
238, and an analog-to-digital converter 240. The digital data
is then stored in a queued serial module (QSM) 242, for later
downloading to RAM 26 as QSM 242 fills up. In one embodi-
ment, there may be multiple parallel paths of separate ampli-
fier filter and A/D converters for multiple light wavelengths or
spectrums received.

A detector and decoder module 242 determines the wave-
length of the light source from encoder 216. One embodiment
of circuitry for accomplishing this is shown in commonly
assigned U.S. Pat. No. 4,770,179, the disclosure of which is
hereby incorporated by reference.

Based on the value of the received signals corresponding to
the light received by photodetector 214, microprocessor 222
will calculate the oxygen saturation using well-known algo-
rithms. These algorithms require coefficients, which may be
empirically determined, corresponding to, for example, the
wavelengths of light used. These are stored in a ROM 246.
The particular set of coefficients chosen for any pair of wave-
length spectrums is determined by the value indicated by
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encoder 216 corresponding to a particular light source in a
particular sensor 200. In one embodiment, multiple resistor
values may be assigned to select different sets of coefficients.
In another embodiment, the same resistors are used to select
from among the coefficients appropriate for an infrared
source paired with either a near red source or far red source.
The selection between whether the near red or far red set will
be chosen can be selected with a control input from control
inputs 254. Control inputs 254 may be, for instance, a switch
on the pulse oximeter, a keyboard, or a port providing instruc-
tions from a remote host computer.

The inventors of the present invention use both modeling
and prototypes to achieve the optimized sensor set forth
herein. Several theoretical models exist for describing the
scattering of light within tissue. The models used by the
inventors assume isotropic scattering within a homogeneous
tissue bed. Even though this is a simplification of the true
nature of light scattering in tissue (tissue is inhomogeneous
and light is scattered primarily in the forward direction), these
models are useful for predicting behaviors of pulse oximetry,
and the sensitivity to many design parameters.

Utilizing such a model, different choices of LED wave-
lengths were explored. Tissue characteristics were numeri-
cally defined and the basis (calibration) correlation between
Sa0, and modulation ratio was calculated for each wave-
length pair considered. Change in physiological condition
was simulated by revising one or more of the numerically
defined physical parameters. SpO, was recalculated from the
resulting modulation ratio, and the saturation region where
errors were minimized was noted. For arterial saturations
above 80% the conventional wavelength choice of 660 nm
paired with 890 nm results in optimum performance, while
for arterial saturations below 70%, 735 nm band emitters
paired with 890 nm gives improved stability.

FIGS. 7 through 18 show the predicted errors due to chang-
ing the tissue blood volume to one fourth the basis value for a
variety of red and IR LED wavelength pairs. The A figures
(such as 7A) show the modulation ratio vs. Sa0,. The B
figures (7B) show the saturation error vs. Sa0,. This pertur-
bation simulates the effects of blood volume variations within
the patient population, anemia, ischemia, or localized exsan-
guination of blood in the tissue.

Sensitivity of the calibration to a change in tissue blood
concentration is shown for several pairings of red and IR
wavelengths. In each case, the LED has no secondary emis-
sion, and the perturbation is in going from a nominal 2%
blood concentration in the tissue to 0.5%.

Figure Table
IR LED

red LED 805 nm 890 nm 940 nm
660 nm 7 8 9
700 nm 10

730 nm 11 12 13
760 nm 14 15 16
790 nm 17 18

FIGS. 7-9 show the type of performance found in conven-
tional pulse oximeters. FIGS. 10-18 show shifting of the
optimum performance region from saturations above 80% to
lower saturations when the red LED wavelength is chosen in
the 700-790 nm region of the spectrum. Light scattering is
minimally affected by changes in oxygenation, but light
absorption is significantly affected as reduced hemoglobin in
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the tissue changes to oxyhemoglobin or vice-versa. Pulse
oximetry’s optimum performance region occurs when there
is a balance of the two channels’ scattering and absorption
properties within blood perfused tissue. Balance occurs when
there is a good overlap of the volumes of tissue probed by the
two channels, requiring that the penetration depth of light at
the two wavelengths be matched. At the higher saturations,
this optimum balance occurs with the pairing of wavelengths
with a red emitter in the 660 nm band, while at the lower
saturations the balance improves with the use of a red emitter
in the 730 nm band. The variation ofthe IR LED from 805 to
940 nm does not produce a significant difference in perfor-
mance.

When using an LED pair near 730 nm and 890 nm for pulse
oximetry, the sensitivity of modulation ratio to changes in
oxygen saturation (i.e., the slope of the curve in, for example,
FIG. 1) is reduced relative to the use of 660 nm and 890 nm,
but the measurement becomes more robust to changes in the
tissue characteristics other than oxygen saturation. Noise in
the measurement of modulation ratio due to factors such as
instrument electronics noise, digitization, or ambient light
interference, become more important but can generally be
accounted for with good instrument design and appropriate
signal processing. The bias and deviations due to tissue opti-
cal properties, however, become less significant with the
proper choice of emitter wavelengths when they are chosen
based on the saturation region of primary interest.

The inventors conducted empirical tests on sheep using
prototype sensors. The empirical observations support the use
of 735 nm band red LED:s in the design of a pulse oximeter
that is more robust to perturbation induced artifacts at the
lower saturation region. Reflectance pulse oximetry sensors
were fabricated using conventional 660-890 nm LED pairs,
and with 735-890 nm pairs.

FIGS.19-23 show that measurements were taken at a range
of oxygen saturation values indicated along the X axis from
approximately 100% oxygen saturation to less than 10%. The
plots show the calculated saturation (Sp02) for each actual
saturation (Sa02) value. The actual saturation value is deter-
mined by simultaneously drawing blood samples from an
arterial catheter placed in the left femoral artery. SaO, is
measured on a laboratory co-oximeter (Instrument Labs 1L
282 or Radiometer OSM-3). This is the value used on the X
axis in these figures.

As can be seen, the diagonal line in FIGS. 19, 20, and 22
indicates the desired result where the calculated value is equal
1o the actual value as measured with the catheter. The tests
llustrated in F1GS. 19, 20, and 22 were done with a nominal
force of approximately 50 grams applied to the sensor hold-
ing it against the skin.

Using the 660 nm sensor with center-to-center emitter/
detector spacing of 14 mm at the tissue, FIG. 19 shows that
sensor calibration is very sensitive to the type of tissue
probed. The calibration on the head and neck are very differ-
ent.

Using the 735 nm sensor with a 5.8 mm center-to-center
emitter/detector spacing at the tissue, the bias between the
head and neck is greatly reduced as illustrated by FIG. 20.
There is, however, still substantial sensitivity to surface
exsanguination. This is apparent in FIG. 21 which illustrates
the effect of a perturbation induced artifact (sensor applied
force).

FIG. 22 shows the location insensitivity of a 735 nm sensor
with a 14 mm center-to-center emitter/detector spacing. FIG.
23 shows that this sensor is also insensitive to force applied to
the sensor (perturbation induced artifact).
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It was experimentally confirmed that increasing the emit-
ter/detector center-to-center spacing from 5.8 mm for 735
nm/890 nm LED wavelengths decreased the sensitivity to
perturbation induced artifacts, with good performance being
achieved by an emitter/detector separation equal to or greater
than 10 mm.

Both the modeling and the actual experiments illustrate an
improvement in reliability of a saturation measurement
achieved by optimizing the red wavelength to be within 700-
790 nm range. In addition, reduction of the saturation error
reading in the presence of force artifact is achieved by
increasing the spacing of the emitters from the detector.

The force applied to the sensor causes exsanguination of
the surface tissue, further magnifying the remaining dispari-
ties due to the inhomogeneity of the tissue, or causing shunt-
ing of light between the emitter and detector, thus causing
errors in the saturation calculation. These are compensated
for by wider emitter/detector spacing, which results in the
light from the red and infrared LEDs penetrating deeper into
the tissue, thus increasing the likelihood of their going
through, on the average, the same combination of tissue struc-
tures, as illustrated in FIG. 3.

FIG. 24 is atop view of a sensor according to one embodi-
ment of the present invention. The sensor face 110 supports a
far red LED 112 and an infrared LED 114. These are spaced
by a distance of 14 mm center-to-center from a detector 116.
Preferably, the centers of the far red and infrared LEDs are no
more than 0.5 mm apart. The sensor face is connected by a
cable 118 to a connector 120 for connection to the pulse
oximeter monitor. FIG. 25 shows a side view of the sensor of
FIG. 24, illustrating the fulcrum portion 122 of the sensor and
sensor back 132. When placed in utero, the uterus will apply
a force to the sensor back 132 and deform the fulcrum 122. As
can be seen, this technique results in a force being applied to
the sensor resulting in good sensor-fetus contact but possibly
resulting in local exsanguination of the tissue. It should be
noted that any sensor embodiment will have possible local
exsanguination.

The modeling and empirical tests show that the nature of
the correlation between modulation ratio and saturation in
pulse oximetry is related to tissue optical properties, and that
the sensitivity to varying perturbation induced artifacts can be
affected by choice of emitter wavelengths. For high oxygen
saturations, the choice of 660 nm and 890 nm band emitters is
well suited for stable pulse oximetry calculations, while 700-
790 nm and 890 nm band emitters perform better at low
saturations. Other wavelength combinations may be chosen
from elsewhere in the visible and near infrared portion of the
spectrum by following an analysis similar to the one
described here. Currently, however, overall instrument design
considerations (e.g., electronic signal-to-noise and potential
shunting of light with narrowly spaced components in a
reflectance probe) favor the use of the wavelengths discussed.
By using the analysis described, other improvements to pulse
oximetry are possible. FIGS. 19-23 illustrate the results of
these tests for several prototype sensors.

FIGS. 26A and 26B are front and side views of a single
package containing emitters 112 and 114 of FIGS. 24 and 25.
Both emitters are encapsulated in a single semiconductor
package, to make the package more compact to provide the
miniaturization which is advantageous for a fetal sensor
application. In the embodiment of FIG. 26 A, emitter die 112
is mounted via a conductive epoxy 130 to a substrate 132.
Substrate 132 takes the form of a metal plating, an exterior
portion 134 of which forms the outside lead to the package.
Emitter 114 is mounted on top of metal substrate 136, an
exterior 138 of which forms the second lead.
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The electrical connection to emitter 114 is provided
through lead 138 on one side up through the conductive
epoxy, and through the other side via a wire bond 140, which
connects to the other lead 134. Similarly, lead 134 connects
through conductive epoxy 130 to the second emitter 112, with
the other side of emitter 112 connected via a wire bond 142 to
lead 138. Accordingly, as can be seen, applying a voltage with
a first polarity to the two leads 134 and 138 will turn on one of
the emitters, and turn off the other, while reversing the polar-
ity will reverse which emitter is turned on and which emitter
is turned off. Both of the emitters and their corresponding
substrates are encapsulated in a package 144 which may, for
instance, be plastic.

FIG. 26B is a side view showing the encapsulated package
144 from the side, and illustrating the emitting light 146 from
emitters 112, 114. The structure of FIGS. 26A-26B is com-
pactand usable for a fetal application. Preferably, the distance
between the centers of the two emitter dies 112 and 114 is less
than 2 mm. This way the package’s wiring allows the package
to have two leads, as opposed to four leads which would be
required by using two separate emitter packages.

As an alternative to using a far red and an infrared LED,
other methods for producing selected light spectrums of two
different wavelengths can be used. For example, lasers could
be used rather than LEDs. Alternately, a white light or other
light source could be used, with the wavelength being opti-
mized at the detector. This could be done by using appropriate
filters in front of either the light source or the detector, or by
using a wavelength sensitive detector. If filters are used, they
could be placed in front of alternate detectors or emitters, or
filters could be alternately activated in front of a single emitter
or detector.

A pulse oximeter for use over a broad saturation range can
utilize multiple wavelength pairs (e.g., both 660 nm and 730
nm band emitters coupled with a 900 nm emitter), with the
appropriate emitter pair chosen for use in the calculation of
SpO, based on the estimated value of the oxygen saturation.

Such a pulse oximeter could be implemented with two or
more red LEDs, or alternately could be implemented with a
single light source and multiple filters, or multiple wave-
length sensitive detectors. Different red wavelength spec-
trums could be utilized, based on the saturation ofthe patient.

As will be understood by those with skill in the art, the
present invention can be embodied in other specific forms
without departing from the essential characteristics thereof.
The wavelength could be varied while still optimizing in
accordance with the present invention. Also, light pipes, light
fibers, multiple filters, or multiple detectors could be used in
accordance with the concepts of the present invention. Dif-
ferent sensors than the fulcrum structure as set forth in FIG.
25 could be used, such as a bladder structure for inflating and
holding the sensor against the fetus. Accordingly, reference
should be made to the appended claims for defining the scope
of the invention.

What is claimed is:
1. A method for measuring blood oxygen saturation com-
prising:

emitting light from at least one light source of a pulse
oximeter sensor;

detecting a plurality of light spectrums having time-vary-
ing components from the light with at least one detector
of the pulse oximeter sensor subsequent to the light
being scattered by tissue, the plurality of light spectrums
including a first light spectrum having a wavelength
range optimized for high oxygen saturation, a second
light spectrum having a wavelength range optimized for
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low oxygen saturation, and a third light spectrum having
a wavelength between 800 and 1000 nanometers; and

calculating a blood oxygen saturation reading using a pulse
oximetry algorithm based on at least two of the detected
light spectrums.

2. The method of claim 1, wherein the wavelength range
optimized for high oxygen saturation is from 650 to 670
nanometers.

3. The method of claim 2, wherein the third light spectrum
wavelength is approximately 890 nanometers.

4. The method of claim 1, wherein the wavelength range
optimized for low oxygen saturation is from 700 to 790
nanometers.

5. The method of claim 1, wherein the wavelength range
optimized for low oxygen saturation is from 725 to 745
nanometers.

6. The method of claim 1, wherein the wavelength of the
third light spectrum is from 880 to 940 nanometers.

7. The method of claim 1, wherein the third light spectrum
wavelength is approximately 900 nanometers.

8. A method for measuring blood oxygen saturation com-
prising:

emitting light from at least one light source;

detecting a plurality of light spectrums from the light with

at least one detector subsequent to the light being scat-
tered by tissue, the plurality of light spectrums including
a first light spectrum having a wavelength of approxi-
mately 660 nanometers, a second light spectrum having
a wavelength of approximately 730 nanometers, and a
third light spectrum having a wavelength of approxi-
mately 900 nanometers; and

selecting two of the first, second and third light spectrums

for use in determining a calculated oxygen saturation
value based on an estimated value of oxygen saturation.

9. A method for measuring blood oxygen saturation com-
prising:

emitting a first light including a first light spectrum having

a wavelength range optimized for high oxygen satura-
tion from at least one light source of a pulse oximeter
sensor;

emitting a second light including a second light spectrum

having a wavelength range optimized for low oxygen
saturation from at least one light source of the pulse
oximeter sensor;

emitting a third light including a third light spectrum hav-

ing a wavelength between 800 and 1000 nanometers
from at least one light source of the pulse oximeter
sensor;

detecting the first, second, and third lights with at least one

detector of the pulse oximeter sensor subsequent to the
light being scattered by tissue, the detected lights having
time-varying components; and

calculating a blood oxygen saturation reading using a pulse

oximetry algorithm based on at least two of the detected
lights.

10. The method of claim 9, wherein the wavelength range
optimized for high oxygen saturation is from 650 to 670
nanometers.

11. The method of claim 10, wherein the third light spec-
trum wavelength is approximately 890 nanometers.

12. The method of claim 9, wherein the wavelength range
optimized for low oxygen saturation is from 700 to 790
nanometers.

13. The method of claim 9, wherein the wavelength range
optimized for low oxygen saturation is from 725 to 745
nanometers.
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14. The method of claim 9, wherein the wavelength of the
third light spectrum is from 880 to 940 nanometers.
15. The method of claim 9, wherein the third light spectrum
wavelength is approximately 900 nanometers.
16. A method for measuring blood oxygen saturation com-
prising:
emitting a first light having a wavelength of approximately
660 nanometers;
emitting a second light having a wavelength of approxi-
mately 730 nanometers;
emitting a third light having a wavelength of approxi-
mately 900 nanometers;

10

14

detecting the first light with a detector subsequent to the
first light being scattered by tissue;

detecting the second light with the detector subsequent to
the second light being scattered by the tissue;

detecting the third light with the detector subsequent to the
third light being scattered by the tissue; and

selecting two of the first, second and third lights for use in
determining a calculated oxygen saturation value based
on an estimated value of oxygen saturation.
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