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ABSTRACT. Objective. Supplemental oxygen treatment of
patients on mechanical ventilation is crucial in maintaining
the patients’ oxygen levels in the normal range. The purpose
of this study was to evaluate the e¡ectiveness of a closed-loop
controller for automatic adjustment of the fraction of inspired
oxygen, FIO2. More speci¢cally, the aim of the study was to
assess the robustness of the controller in correcting hypoxe-
mia as well as its e¡ectiveness in prevention of hyperoxemia
and oxygen toxicity. Methods. The microprocessor-based
feedback control system combines a rapid control algorithm
with a proportional-integral-derivative (PID) control proce-
dure to automatically adjust FIO2. The system is designed to
prevent hypoxemia by applying a stepwise control procedure
in response to rapid declines in arterial oxygen saturation
while ¢ne-tuning FIO2 and avoiding hyperoxemia by resum-
ing to the PID control procedure when appropriate. The
system includes a sophisticated safeguard unit which is de-
signed to communicate any oxygenation problems or meas-
urement artifacts to the medical personnel while keeping
FIO2 at a safe and su⁄ciently high level. The control system
has been tested by using computer simulations as well as
animal studies. Results. In response to di¡erent disturbances,
the arterial oxygen saturation returned to the normal safe
range within less than 20 seconds, thereby avoiding any
untoward e¡ects of hypoxemia. Under steady state condi-
tions, the variations in arterial oxygen saturation were kept
within �3% of the mean value. The controller corrected
hypoxemia within seconds while preventing hyperoxemia,
rejecting artifacts, and minimizing exposure to high concen-
trations of oxygen. Conclusion. The results of the study
attest to the reliability of the proposed closed-loop control
scheme for automatic adjustment of FIO2. Further evaluation
of the controller will require testing the e¡ectiveness of the
system on di¡erent patient groups.
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INTRODUCTION

Oxygen supplementation and adequate control of arte-
rial partial pressure of oxygen are crucial to the care of
patients on mechanical ventilation. Prevention of hypo-
xemia and avoidance of hyperoxemia are important in
all patient populations. In current mechanical ventila-
tors, FIO2 is manually controlled. In acutely ill patients,
achievement of stable and safe levels of arterial oxygen
saturation by manual control is both di⁄cult and time
consuming and necessitates almost constant attention of
the medical personnel.
There have been several attempts to automatically

control FIO2 in ventilatory therapy [1, 9]. In a paper by



Mitamura et al. [1], oxygen saturation of arterial blood
was monitored in order to open or close an oxygen £ow
valve. In their system if arterial oxygen saturation fell
below a certain level, oxygen was added to the inspired
gas. This system could be used e¡ectively if the varia-
tions in arterial oxygen saturation were small. Under
acute conditions, the system failed to respond e¡ec-
tively to serious disturbances in oxygen balance of the
patient. In an early article by Beddis et al. [2], a servo
control system was proposed that used invasive meas-
urement of arterial partial pressure of oxygen, PaO2.
The results of the study showed improvement over
manual control but still the arterial partial pressure of
oxygen was outside the set limits in 12.2% of the time
when the servo control system was used. In another
article by Sano and Kikucki, a system for adaptive
control of PaO2 in infants was presented [3]. The resul-
tant plots of measured transcutaneous pressure of oxy-
gen versus time showed long transient periods and wide
£uctuations. Yu et al. [4] proposed an adaptive control
system for automatic control of FIO2 that used pulse
oximetry for measurement of arterial oxygen satura-
tion, SpO2. In this system SpO2 could be corrected to
normal range within four minutes of control time. In
another paper [5] a microprocessor-based system was
presented to control SpO2 of infants automatically. The
results showed improvement over manual adjustment
of FIO2 but there were still large £uctuations in SpO2 of
infants under automatic control. In another article a
proportional-integral control system was described for
the automatic adjustment of FIO2 that used pulse oxi-
metry as the non-invasive technique for measuring
SpO2 [6]. The results of the study showed that PaO2
could be brought back to the safe range within about 2
minutes of control. In another paper [7], a PID system
for supplemental oxygen treatment of newborn infants
was presented which used pulse oximetry for measuring
SpO2. The results showed that PaO2 could be corrected
to the safe limits within about 2.5 minutes of control
time. In another article [8], a closed-loop system was
presented for automatic adjustment of FIO2 based on
feedback control from a pulse oximeter. The system
used PID control and had safeguards against erroneous
measurements. According to the results shown in the
study, the closed-loop controller brought SpO2 to the
target level within about 3 minutes.
An overview of these closed-loop control systems

[1, 8] indicate that although most of them are sophis-
ticated and microprocessor controlled, they either are
not e⁄cient in the presence of serious disturbances in
oxygen balance of the patient, or they require several
minutes of control time to bring SpO2 back to the safe
range under acute conditions which can be hazardous

when the oxygen level of the patient falls abruptly. The
present paper describes an oxygen control system for
automatic adjustment of FIO2 which is designed to
respond to hypoxemia within seconds while preventing
hyperoxemia and minimizing exposure to excessive
inspired oxygen levels. The system, whose design was
brie£y presented before [9], uses feedback of arterial
oxygen saturation measured by using a pulse oximeter.
It has been suggested by many researchers that pulse
oximetry can provide reliable measurement of arterial
oxygen saturation and is less a¡ected by peripheral
factors compared to other non-invasive techniques
for measuring the oxygen level of the patient [10^14].
The system presented in this paper uses pulse oximetry
for continuous monitoring of oxygen and providing
input to the controller. Capnography which has also
been reported to be a very useful non-invasive tech-
nique for monitoring the end-tidal carbon dioxide,
PETCO2, [13, 14], is used in the study to continuously
monitor the patient’s CO2 level. In the control proce-
dure, two di¡erent algorithms are incorporated and
combined. The system is designed to prevent hypoxe-
mia by using a rapid stepwise control system if SpO2
falls abruptly. After £uctuations of SpO2 are stabilized
and reach the safe levels, control returns to a ¢ne-tuned
PID algorithm. If SpO2 does not decline abruptly, the
control will remain in the PID routine and does not
resort to the rapid stepwise algorithm. The system is
designed to correct hypoxemia within seconds instead
of minutes. It is equipped with a fault detection and
alarm unit that disregards any erroneous measurements
and informs the medical personnel of any untoward
condition in the patient’s oxygenation. The system has
been tested by using computer simulations as well as
animal experiments.

METHODS AND MATERIALS

Description of the control system

The con¢guration of the FIO2 control system is shown
in Figure 1. The arterial oxygen saturation of the patient
is continuously measured by a pulse oximeter. The out-
put of the oximeter is provided to the FIO2 controller as
shown. The SpO2 signal is converted to digital and
processed by a microprocessor. The output of the micro-
processor which is the FIO2 control signal is converted
to analog and is provided to the mixer regulator unit
which in turn controls the oxygen £ow valve and there-
by the inspired fraction of oxygen, FIO2, of the patient
on the ventilator.
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Control algorithm

Figure 2 shows the steps taken in the FIO2 controller.
The algorithm uses the combination of two di¡erent
techniques to control FIO2. As shown in the ¢gure, at
the beginning the alarms are deactivated. Then the set-
point for PaO2 is de¢ned and the initial value of FIO2 is
sent to the output port. Next, all the threshold values
for SpO2 and a loop indicator called LP are de¢ned, LP
is initially set at 1.5, and the main loop is started at A. It
should be noted that the set-point value for PaO2 and
all the threshold values for SpO2, are de¢ned at this
stage by the medical personnel and are read from the
input ports. These values are set based on the conditions
of the patient and the desired level of oxygenation. As
the main loop is started at A, the measured value of
SpO2 of the patient is read from one of the input ports.
Next, based on the blood hemoglobin dissociation
curve, PaO2 is calculated. The default equation built
into the algorithm for this calculation is the following
[15, 16]:

PaO2 ¼ ð�ln½1� ðSpO2Þ0:5�=0:046Þ þ CF ð1Þ

The factor CF in the above equation is a correction
factor that can be set by the medical personnel to correct
and shift PaO2 based on the patient’s blood acidity. CF
is set to zero if the patient’s pH level remains in the
normal range (i.e. 7.45^7.55). This factor is adjusted by
3.5 mm Hg per 0.1 deviation in blood pH from the
normal range [16].
In the next step, the value of PaO2 is compared to a

minimum threshold value to detect the possibility of

any artifact. If PaO2 turns out to be less than the
minimum value, the algorithm is transferred to B,
where the SpO2 reading is discarded and an artifact is
assumed. In this case, the routine considers PaO2 to be
the same as what it was de¢ned or calculated before, and
the algorithm is transferred to the next step. If on the
other hand, PaO2 is found to be higher than the mini-
mum threshold level, its value is accepted and the
routine continues. At this point, SpO2 is compared to a
minimum safe value (the ¢rst threshold value) de¢ned
initially for the patient. The algorithm is designed to
prevent SpO2 of the patient from falling below this
minimum safe value. Therefore, if SpO2 is found to be
less than or equal to the minimum safe limit, a new
loop is started at C and FIO2 is increased to 60% (or
another level if adjusted initially in the software), the
loop indicator LP is de¢ned to be 2.5, the routine is
continued for 0.75 seconds and then returns again to A
and the procedure is repeated. If on the other hand,
SpO2 is found to be higher than the minimum safe
value, at the next step, it is compared to a second thresh-
old value which is higher than the ¢rst one. If SpO2 is
less than the second threshold value, the loop indicator
LP is checked and control remains in the same loop. It
should be noted that there are four loops incorporated
in the main loop which starts at A. These four loops are
shown at C, D, E, and F in the £ow-chart of Figure 2.
In the loop shown at C, FIO2 is set at 60%. In the loop
at D, FIO2 is lowered stepwise to 45%. In the loop at E,
FIO2 is further lowered to 30%, and in the loop at F,
¢ne-tuned control is performed by using a PID control
procedure. The loops C, D, and E provide most rapid,
stepwise control of FIO2 to avoid any untoward e¡ect
of hypoxemia while reducing FIO2 downward if SpO2
rises adequately. By using this procedure, the controller
is very sensitive to abrupt falls in SpO2. If such falls are
detected, FIO2 is increased instantly to prevent any
prolongation of hypoxemia. At the same time, the
controller keeps watching SpO2 and decreases the value
of FIO2 step by step if SpO2 improves. The PID control
loop which is started at F in Figure 2, is designed to
provide ¢ne regulation of FIO2 in the absence of sharp
and hazardous declines in SpO2. It should be noted that
control remains in the PID loop and does not resort to
the rapid stepwise routine unless sharp declines in SpO2
are detected. In the PID loop, as shown in Figure 2, the
derivative, proportional, and integral errors are calcu-
lated. The equations that are used to calculate these
values are as follows:

Y0ðKÞ ¼ PaO2 ðset-pointÞ � PaO2 ð2Þ

Y00ðKÞ ¼ ½Y0ðKÞ � Y0ðK� 1Þ�=T ð3Þ

Fig. 1. Block diagram of the FIO2 control system.
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Fig. 2a. Flow-chart of the control algorithm.
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Fig. 2b. Flow-chart of the control algorithm.
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YðKÞ ¼ YðK� 1Þ þ TY0ðKÞ ð4Þ

GðKÞ ¼ �Y0ðKÞ þ �YðKÞ þ �Y00ðKÞ þ � ð5Þ

In the above di¡erence equations, Y0(K), Y00(K), and
Y(K) are the proportional, derivative, and integral
components of error respectively. G(K) is the calculated
value of FIO2 and T is a sampling interval chosen at 0.75
seconds in the program. The parameters � , �, � , and �
are set at 6.45 � 10�5 , 3.22 � 10�5 , 7.29 � 10�6 , and
0.21 respectively. The values of these parameters were
tuned to minimize steady-state oscillations and to keep
the overshoot/undershoot in FIO2 response of the PID
controller below 25% of the change. The calculated
value of FIO2 is compared to a minimum value of 0.21
(21%) and a maximum value of 0.8 (80%) as shown in
the £ow-chart. If FIO2 is between these two levels, its
value is accepted and sent to the output port. However,
if the calculated value of FIO2 is too high or too low, its
value is adjusted. In case the calculated FIO2 turns out to
be less than 80% but higher than or equal to 60%, or if
it is less than 21%, appropriate alarm signals are gener-
ated and sent to the output ports.

Computer simulation studies

The performance of the FIO2 controller was investi-
gated in a number of simulation experiments. In these
tests, the patient was represented by a detailed mathe-
matical model. The structure of this model is shown in
Figure 3. The plant shown in this ¢gure is a part of a
mathematical model of the human respiratory system
developed previously [17]. Since the patient in the
simulation experiments is under mechanical ventilation,
only the plant as shown in Figure 3 and not the respira-
tory controller was simulated in the experiments. The
plant consists of lungs, body tissues, the brain tissue, an
arterial transport delay, and cardiac output and cerebral
blood £ow controllers. The equations describing the
plant constitute a 12th order non-linear system. The
detailed description of this model and its equations can
be found in Reference 17 and are not repeated here for
brevity.
In the simulation tests, the delay introduced by the

oxygen air mixer shown in the block diagram of
Figure 1was represented by the following equation:

T1dFIO2=dtþ FIO2ðtÞ ¼ GðtÞ ð6Þ

In this 1st order equation, G(t) is the analog control
signal applied to the oxygen air mixer and T1 is the time
constant of the mixer which was set at a typical value

of 30 seconds in the simulation experiments. Using the
above-mentioned model and equations, the FIO2 control
system of Figure 1was simulated in a number of tests.

Animal studies

The control system was tested on sixYorkshire pigs. All
experiments were performed in accordance to the
standards of the Animal Care Committee at Loma
Linda University Medical Center. The animals weighed
120� 12 lbs and were aged 4.5� 0.5 months.The initial
preparation consisted of atropine 0.05 mg/kg and tela-
zol/xylazine (100 mg/ml each mixed 1 : 1) 0.25 ml/kg.
The animals were weighed and placed in the supine
position on a heated table. Pulse oximetry and ECG
probes were placed. A 20 gauge angiocath was placed in
an ear vein to provide vascular access for £uid replace-
ment and sedation. The animals were tracheally intu-
bated ¢beroptically with a 7.5 mm endotracheal tube
(ETT). Once the ETT was placed, the animal was
sedated and paralyzed with a continuous infusion of
fentanyl 30 mcg/kg/hr and pancuronium bromide 0.2
mg/kg/hr. A percutaneous arterial catheter was placed
in the groin for arterial blood gas measurements and
blood pressure monitoring.

Equipment set-up for animal experiments

Figure 4 shows the set-up of the equipment for the
animal experiments. It is composed of a Siemens Servo
Ventilator 300A which is controlled via an external
cable, a Siemens Servo Screen 390 monitor, a Nellcor

Fig. 3. Model block diagram for the plant (patient) in the simulation
experiments. =====: O2 and CO2 main blood circulation.
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N-200 pulse oximeter, a BCI9000 capnograph, a Hewlett
Packard HP78534C monitor/terminal for ECG and
blood pressure, a computer system equipped with Lab-
View software, and a prototype of the FIO2 controller.
The FIO2 controller comprised of a Micromint BCC52
microprocessor board, A/D and D/A boards, an artifact
detector and an alarm circuit designed for this system.
The control algorithm was saved on an EPROM on the
microprocessor board of the controller.
The Siemens Servo 300A ventilator was controlled

externally via its analog I/O terminal N81. Appropriate
jumpers were mounted on one of the ventilator’s inter-
nal PC boards according to the service manual instruc-
tions of the ventilator. This was done in order to allow
for the automatic control of the oxygen concentration
from the FIO2 controller as well as to gain access to and
monitor some of the ventilator’s internal signals. The
ventilator was set in the volume control mode and
the settings, except FIO2, were manually adjusted for
di¡erent animals.
The capnograph and the pulse oximeter were used to

monitor the end-tidal CO2 (PETCO2) and SpO2 of the
subject continuously. The SpO2 from the oximeter was
provided as input to the FIO2 controller. The outputs of
the capnograph and the oximeter as well as the ventila-
tor and the FIO2 controller’s outputs were provided to a
computer monitoring system equipped with the Lab-
View software package. The transient and steady state
responses of the system were obtained and constantly
monitored. This data was recorded and analyzed
throughout the experiments. Statistical analysis was
performed on the recorded data to determine the mean
values and the standard deviations of data. A p-value
< 0.05 was considered to indicate statistical signi¢cance.

RESULTS

Computer simulation results

Two examples of the transient response of the system
in the simulation experiments are shown in Figures 5
and 6. Figure 5 shows the response of the system in
hypoxemia induced initially by low oxygen breathing.
The alveolar-arterial oxygen di¡erence in this test is
20 mm Hg. As shown, in the ¢rst 100 seconds, PaO2
falls under 70 mm Hg and SpO2, falls to around 92%.
After this initial period when the controller is turned
on, FIO2 rises sharply and PaO2 is brought back to the
normal range within a few seconds. The FIO2 value
returns to around 21% as PaO2 is stabilized and SpO2
settles around 95.5%.
Figure 6 shows another set of simulation results. In

Fig. 4. General description of the equipment set-up in the animal
experiments.

Fig. 5. Transient simulation responses of the control system to 100
seconds of 18% oxygen breathing. The alveolar-arterial oxygen
di¡erence is 20 mm Hg. The symbols ^ ^ ^ and �� in (a)
correspond to SpO2 and FIO2, and the symbols � and ~ in (b)
correspond to PaO2 and PaCO2 respectively.
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this test, hypoxemia is initially induced by 14% oxygen
breathing and the alveolar-arterial oxygen di¡erence is
25 mm Hg. As seen in the ¢gure, PaO2 falls initially to
about 50 mm Hg and SpO2 goes down to 82% due to
low concentration of inspired oxygen. When the con-
troller is turned on after 100 seconds, FIO2 rises instantly
to 45% to correct hypoxemia and PaO2 is brought back
to the normal range within several seconds. The FIO2
control is returned automatically to the ¢ne-controlled
PID loop as PaO2 stabilizes around the set-point of 95
mmHg and SpO2 settles around 95.5%.
As seen in the simulation tests, hypoxemia is cor-

rected within seconds while hyperoxemia and exposure
to high inspired oxygen concentrations are minimized.

Animal experiment results

In these tests hypoxemia was induced by continuously
mixing up-to 40% additional nitrogen into the ventila-
tor’s air inlet. Figures 7 and 8 show two examples of the

transient response of the controller. For the purpose of
the experiments, the PaO2 set-point was 85 mm Hg and
the four SpO2 threshold values were de¢ned at 90%,
93%, 95%, and 97% respectively. As shown in Figure 7,
hypoxemia is induced by low oxygen breathing. As a
result, SpO2 falls to about 91% within 3.5 minutes. As
seen in the ¢gure, hypoxemia is corrected promptly by
the controller which brings back SpO2 to around 93%
within 10 seconds and further increases SpO2 to 98%
within less than 20 seconds. The time lag observed
between the output of the mixer and SpO2 is due to the
typical 20^30 seconds mixing time of the blender.
In Figure 8 another example of the transient response

of the system to induced acute hypoxemia is shown. As
can be seen, SpO2 initially falls abruptly to about 69%
due to the addition of high concentrations of nitrogen
to the air entering the mixer. The intervention of the
controller results in the correction of hypoxemia and
bringing back the SpO2 level to more than 91% in
about 15 seconds. As seen in the ¢gure, despite continu-
ous dilution of the inspired gas with high concentra-

Fig. 6. Transient simulation responses of the control system to
hypoxemia induced by 14% oxygen breathing in the ¢rst 100 seconds.
The alveolar-arterial oxygen di¡erence is 25 mm Hg. The symbols
^ ^ ^ and �� in (a) correspond to SpO2 and FIO2, and the
symbols � and~ in (b) correspond to PaO2 and PaCO2 respectively.

Fig. 7. An example of the response of the controller to induced
hypoxemia in animal studies. SpO2 falls initially to about 91%
within 3.5 minutes.The controller brings back SpO2 to around 93%
in 10 seconds and further increases SpO2 to 98% within less than
20 seconds.
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tions of nitrogen, the controller which adjusts the £ow
of additional oxygen to the mixer, corrects the inspired
oxygen concentration and SpO2 rises to around 98%
within 20 seconds and stabilizes around this value in
about 5 minutes.
The summary of the steady state results of the experi-

ments is shown in Table 1. In this table, SpO2, FIO2 (the
oxygen concentration at the mixer output under steady
state conditions), PETCO2, PaO2, PaCO2 (arterial parti-
al pressure of CO2), and blood pH results are shown.
The last three columns of data were obtained by check-
ing blood gases intermittently. It should be noted that
the ‘‘air’’ coming into the mixer was diluted in advance
by addition of high concentrations of nitrogen to in-
duce hypoxemia. The values of FIO2 listed in Table 1
represent the oxygen concentration at the output of the
mixer under steady state conditions as a result of addi-
tion of the controlled concentrations of oxygen to the
diluted low oxygen air coming into the mixer unit. It
can be seen in the results that the variations in SpO2
were quite small with the largest standard deviation of
� 1. SpO2 remained above 93% all of the time and
above 94% most of the time (p < 0.0028) in the results
shown inTable 1.The mean oxygen concentration at the
mixer output varied from 16.2% to 31.2% depending
on the animal and the ventilator settings.

DISCUSSION

A closed-loop system for automatic control of the
inspired fraction of oxygen in mechanical ventilation is
proposed. The system uses the non-invasive measure-
ment technique of pulse oximetry. Two di¡erent
closed-loop control mechanisms are incorporated and
combined in this system. One is a rapid stepwise control
system which responds instantly to fast declines in the
arterial oxygen saturation of the patient. The other is a
more slow, ¢nely controlled PID control system that
provides ¢ne control of the inspired fraction of oxygen
in the absence of sharp declines in the arterial oxygen
saturation. The parameters of the PID controller are
tuned to minimize steady state oscillations and to keep

Table 1. Summary of the steady state results of the animal experiments

Test Experimental settings Experimental results

Pig
nr.

Sex Weight
(lbs)

Duration
of experi-
ment
(min)

VE

(lit/
min)

F
(breaths/
min)

VT

(lit)
Mixer output
(%)
mean� std.

SpO2

(%)
mean� std.

PETCO2

(mmHg)
mean� std.

PaO2

(mmHg)
PaCO2

(mmHg)
pH

1 F 120 71 6.5 11.3 0.58 18.21� 1.08 96.10� 1.00 39.86� 0.66 83 37 7.5
2 M 128 102 7.3 12.6 0.58 19.10� 0.21 96.17� 0.25 32.72� 1.52 106 36 7.48
3 M 132 77 8.2 15.7 0.53 23.40� 0.12 96.16� 0.21 32.10� 1.38 81 32 7.56
4 F 118 57 8.9 16.4 0.54 18.51� 0.81 95.00� 0.58 36.21� 0.87 76 33 7.53
5 F 126 60 9.3 15.7 0.59 16.23� 2.66 96.08� 0.49 34.10� 0.44 103 34 7.52
6 F 108 55 8.1 13.9 0.58 31.24� 0.95 95.87� 0.53 30.89� 0.77 116 33 7.51

Fig. 8. An example of animal studies. Response of the controller to
induced hypoxemia. SpO2 initially falls to about 69%. The con-
troller corrects hypoxemia and brings back SpO2 to around 91% in
about 15 seconds. SpO2 further rises to 98%within 20 seconds.
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the overshoot/undershoot in the FIO2 response of the
controller below 25% of the change. The stepwise
controller is designed with three loops, each with de¢ned
minimum and maximum SpO2 threshold values. The
controller switches from the PID control to the rapid
stepwise algorithm only if rapid declines are observed
in SpO2. Once in the stepwise control mode, the con-
troller continuously checks SpO2 and reduces FIO2 to
minimize the exposure of the patient to high concen-
trations of inspired oxygen and avoid oxygen toxicity.
The system is designed to correct hypoxemia within
seconds while preventing high oxygen breathing and
hyperoxemia. Both the computer simulation and the
animal study results show that by using this system
hypoxemia as well as hyperoxemia are prevented. The
arterial oxygen saturation in the experiments was
brought back to the safe range within 15 seconds of the
intervention of the controller. The results also show
that the standard deviations of the arterial oxygen
saturation were kept within �1.04% of the mean value
under steady state conditions in all experiments. In order
to discard artifacts and to avoid masking respiratory
problems, the controller is provided with a fault/artifact
detection and alarm system that discards erroneous
measurements and informs the medical personnel of
any undesirable conditions in the patient’s oxygenation.
The control algorithm enables the medical personnel

to de¢ne the desired oxygenation levels for individual
patients. This is done by de¢ning a desired PaO2 set-
point, by setting four threshold values for SpO2, and by
correcting and shifting the oxygen dissociation curve
based on the patient’s blood pH level.
The simulation tests were done on a detailed model

for humans and the animal experiments were carried
out onYorkshire pigs weighing 108^132 lbs. Although
there are signi¢cant similarities between the plant param-
eters in the animal experiments and those of humans,
there are still some di¡erences that need to be explored.
Further studies are needed to evaluate the e⁄ciency of
the controller for di¡erent patient groups. Also, further
research is recommended to combine this automatic
FIO2 control system with other aspects of closed-loop
control in mechanical ventilation.

REFERENCES

1. MitamuraY, Mikami T,Yamamoto K, Mimura K. A dual
control system for assisting respiration. Med Biol Eng
1975; 13 (6): 846^854

2. Beddis IR, Collins P, Levy NM, Godfrey S, Silverman M.
A new technique for servo-control of arterial oxygen ten-
sion in preterm infants. Arch Dis Child 1979; 54: 278^280

3. Sano A, Kikucki M. Adaptive control of arterial oxygen
pressure of newborn infants under incubator oxygen
treatments. Proc IEE 1985; 132 (Pt. D., No. 5): 205^211

4. Yu C, HeWG, So JM, Roy R, Kaufman H, Newell JC.
Improvement in arterial oxygen control using multiple
model adaptive control procedures. IEEE Trans Biomed
Eng 1987; BME-34 (8): 567^574

5. Morozo¡ PE, Evans RW. Closed-loop control of SaO2
in the neonate. Biomed Instr Tech 1992; 26: 117^123

6. Tehrani FT. A microcomputer oxygen control system for
ventilatory therapy. Ann Biomed Eng 1992; 20 (5): 547^
558

7. Tehrani FT, Bazar AR. A feedback controller for supple-
mental oxygen treatment of newborn infants: A simula-
tion study. Med Eng Phys 1994; 16: 329^333

8. Raemer DB, Ji X,Topulos GP. FIx controller: An instru-
ment to automatically adjust inspired oxygen fraction
using feedback control from a pulse oximeter. J Clin
Monit 1997; 13: 91^101

9. Tehrani FT. A control system for oxygen therapy of
premature infants. Proc IEEE Eng Med Biol Conf 2001;
23 (2): 2059^2062

10. Solimano AJ, Smyth JA, Mann TK, Albersheim SG,
Lockitch G. Pulse oximetry advantages in infants with
bronchopulmonary dysplasia. Pediatrics 1986; 78 (5): 844^
849

11. Fanconi S, Doherty P, Edmond JF, Baker GA, Bohn DJ.
Pulse oximetry in pediatric intensive care: Comparison
with measured saturations and transcutaneous oxygen
tension. J Pediatr 1985; 107 (3): 362^366

12. Bierman MI, Stein KL, Snyder JV. Pulse oximetry in the
postoperative care of cardiac surgical patients: A random-
ized controlled trial. Chest 1992; 102 (5): 1367^1370

13. Bongard F, Darryl S. Pulse oximetry and capnography
in intensive and transitional care units.West J Med 1992;
156 (1): 57^64

14. Roizen MF, Schneider B, Austin W, Carter C, Polk S.
Pulse oximetry, capnography, and blood gas measure-
ments: Reducing cost and improving the quality of care
with technology. J Clin Monit 1993; 9 (4): 237^240

15. Visser BF. Pulmonary di¡usion of carbon dioxide. Phys
Med Biol 1961; 5: 155^166

16. Riley RL. Gas exchange and transportation. In: Ruch
TC, Patton HD, eds. Physiology and biophysics. Phila-
delphia and London:W. B. Saunders Co., 1966: 761^787

17. FinchamWF, Tehrani FT. A mathematical model of the
human respiratory system. J Biomed Eng 1983; 5: 125^
133

376 Journal of Clinical Monitoring and Computing Vol 17 No 6 2002


