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FROM THE EDITOR

Rita Brooks, MED, RST, RPSGT, REEG/EPT
can hardly believe that our Annual
Meeting is upon us again. I am very
much looking forward to seeing many
of you in Boston on June 4-6.

I

I would like to thank the AAST Program
Committee for developing yet another
outstanding Annual Meeting program. Committee members are
LareeFordyce; Ginny Brown; Pamela DeYoung; Peggy Innocenti;
Bernadette M.Moore-Dumas; Leslie Ruoff; Connstance ShiversSmith; Laurie Skinger and AAST board liaison David Wolfe.
I would also like to personally congratulate the following recipients
of the 2017 AAST Awards. They will be recognized at the Annual
Meeting: Robyn Woidtke, the AAST Leadership Award; Joanne
Hebding, the AAST Service Award; Steven Lenik, the AAST
Professional Development Service Award; Tamara Sellman, the
AAST Literary Award and Megan Mackay, the AAST New
Technologist Award.
I would also like to congratulate Stephanie Touhey, who will be awarded
the 2017 Rose Ann Zumstein Scholarship at the Annual Meeting.
As always, I am delighted with the quality and variety of the
articles in this issue of A2Zzz.
Regina Patrick starts off discussing how CPAP treatment may
help to reduce episodes of nocturia. Rui de Sousa delves into the
topic of service animals in the sleep center. Brendan Duffy gives
us a fun look at old school naps and how they are being revamped
for athletes. Rochelle Zozula and Paula Fabbie discuss how
orofacial myofunctional disorders contribute to the development
of sleep-disordered breathing in children.
Education remains a strong theme in this issue. Robyn Woidtke
informs us about nursing and the field of sleep health. Laree
Fordyce informs us of the importance of educating pediatric
patients and their families on their disease and treatment.
Don’t forget to mark your calendar for the 2017 AAST Fall
Course. This AAST course, titled Current Technology Trends in
Sleep Medicine, will be held in conjunction with the Kentucky
Sleep Society at the Louisville Marriott East in Louisville, Ky. on
October 13 - 14, 2017. Registration information will be available
on the fall course registration page in June 2017.
Remember to take advantage of your free member CEC’s; we
have two excellent advanced level educational modules available
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every month. If you are not a member, consider joining in order to
take advantage of this member benefit along with the free CECs
members can earn by reading the A2Zzz magazine!
Stay tuned as the AAST transitions to our new management
company and expands our learning opportunities for members
and non-members alike. There are great things to come!
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AAST members who read A2Zzz and claim their credits online by the deadline can earn 2.00 AAST Continuing Education Credits
(CECs) per issue – for up to 8.00 AAST CECs per year. AAST CECs are accepted by the American Board of Sleep Medicine
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CLAIM CEC CREDITS FOR A2Zzz ONLINE
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your CECs today!
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Readers of A2Zzz should be able to do the following:
• Analyze articles for information that improves their understanding of sleep, sleep disorders,
sleep studies and treatment options
• Interpret this information to determine how it relates to the practice of sleep technology
• Decide how this information can improve the techniques and procedures that are used to evaluate
sleep disorders patients and treatments
• Apply this knowledge in the practice of sleep technology
You must go online to claim your CECs by the deadline of September 2, 2017.
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FROM THE PRESIDENT

By Laura Linley, CRT, RST, RPSGT

W

e will soon be assembling in Boston
for our 39thAnnual Meeting.

If you are attending the meeting in
Boston, make sure to join us for the
AAST General Membership Meeting
and Awards Ceremony from 5:00 to 6:30
p.m. on Monday, June 5. This meeting is
open to all AAST members and provides
an overview of the AAST’s activities over
AAST PRESIDENT
LAURA LINLEY, CRT,
the last year and and
RST, RPSGT
recognizes those who have received
awards for their contributions to the association and the profession.
I am excited to introduce the initiatives our task forces have
completed this year, including a Sleep Educator Curriculum,
Patient Education Curriculum, OSA Care Plan and a Best
Practice for Inpatient OSA Screening Guideline. I hope you will
join me at 4:15 on Monday, June 5, for an update on Trends in
Sleep Technology: An AAST Needs Assessment on the State of the Sleep
Industry.
I welcome two new, and one returning, representatives to the
board of directors: Julie DeWitte, RST, RPSGT, RCP, Brendan
Duffy, RST, RPSGT, and Kevin Asp, RPSGT, CRT. These newly
elected Directors-at-Large will be installed to office during the
General Membership Meeting and Awards Ceremony.
It is always exciting to honor the contributions of AAST
members who go above and beyond. Each of these AAST award
recipients is deserving of their award, and it brings me great
pleasure to recognize them for their efforts.
Robyn Woidtke, MSN, RN, RPSGT, CCSH, is receiving the
AAST Leadership Award; Joanne Hebding, RST, RPSGT, is
receiving the AAST Service Award; Steven Lenik, RST, RPSGT,
CCSH, is receiving the AAST Professional Development Service
Award and Tamara Sellman, RPSGT, CCSH, is receiving the
AAST Literary Award. I am particularly proud to be presenting
the AAST New Technologist Award to Megan Mackay, RPSGT.
This award is presented to a recent graduate of an accredited sleep
technology education program who has passed the American
Board of Sleep Medicine or Board of Registered Polysomnograhpic
Technologists credentialing examination and attained the RST or
RPSGT credential within the past one year.

in an AAST sponsored continuing education program such as the
annual meeting. I am pleased to congratulate Stephanie Touhey, who
will be awarded the 2017 Rose Ann Zumstein Scholarship at the
39th Annual Meeting.
As if you didn’t have enough reasons to attend the AAST Sleep
Conference in Boston, the AAST is hosting a Karaoke event on
Sunday evening and is a co-sponsor of Blues Night! Blues Night will
be held Monday, June 5, from 9 p.m. to midnight at the Storyville
Night Club, 90 Exeter Street in Boston. We expect attendees will
enjoy these special events!
Also, be sure to save the date for the upcoming 2017 Fall Course
“Current Technology Trends”. This course will be held at the Louisville
Marriott East in Louisville, KY on October 13 - 14, 2017, in
conjunction with the Kentucky Sleep Society. Keep an eye on the fall
course page on the AAST website for updates.
The future of our organization is exciting and full of potential. If you
want information on our upcoming move to a new management
company please visit www.aastweb.org/newsandevents/townhall_blog to
listen to the recording of our town hall meeting. If you have questions
about the change, this is a great place to find answers. Just wait until
you see the good things coming to support volunteerism and professional growth!
As I wrap up my term, I can honestly say that I am honored and
blessed to have been able to serve as your President and help carry on
the Mission and Vision of the AAST. This has been one of the most
challenging and rewarding opportunities I have ever had. I leave this
post with a feeling of personal pride, knowing that I have grown with
the support of my many mentors; both past and current leaders, as well
as so many members who passionately love sleep as I do.
I look forward to seeing you in Boston, and in Louisville in October
(don’t mind me if I shed a tear or two—it is due to my immense
pride and joy to work alongside all of you).
Fondly,
Laura A Linley, CRTT, RPSGT

The AAST has established a scholarship named in memorial of
Rose Ann Zumstein, 8th President (2002-2005) and a dedicated
leader in the field of sleep technology. The scholarship is awarded to
a deserving sleep technologist and covers the expenses to participate
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FROM THE EXECUTIVE DIRECTOR
By Abigail Lynn

FOCUSED ON OUR MISSION

It is with great pleasure that I take this opportunity to formally
introduce myself to the AAST membership. My name is Abigail
Lynn and in my new role as Executive Director I look forward
to working hand-in-hand with the AAST Board of Directors to
help achieve the mission of this great organization.
As you are aware, starting July 1 AAST is officially transitioning to SmithBucklin to become its full service association
management firm. SmithBucklin’s mission “is to achieve the
missions of the client organizations we serve.” I’d like to examine
those words through the lens of the strategic goals of AAST,
and address how I plan to work closely with the AAST Board of
Directors to develop and execute plans that achieve results.
GOAL #1: Define who the AAST is and why it exists.
This goal involves redefining the organizational identity of
the AAST through review of the mission, vision and purpose
statement. We will consider all of the potential stakeholders
within a sleep center and embrace the responsibility of developing
and defining membership programs and service offerings targeted
to each of these stakeholders. We must set the tone for the future
of this profession.

many time pressures that can make it difficult to meet the duties
of being a volunteer. Therefore, investing in the right project
management resources, technology and defining the roles and
responsibilities of a volunteer will help with the development and
support of volunteers as future leaders.
GOAL #4: Continue to improve communication with the
stakeholders of the AAST.
Given the changing role of the AAST and its stakeholders,
we must continually communicate in a manner that maintains
relevance with sleep technologists, while building relevance to the
other identified stakeholders. It is imperative that we continually
work to define the right message, develop the best methods of
communication and deliver it in the most appropriate manner.

GOAL #5: Expand the membership base of the AAST.
Achieving this goal will be culmination of our efforts associated
with operations, engagement, financial management, marketing,
communications and publications, technology, and conference
management. We will work diligently to develop new programs
that address the needs of both current and potential stakeholders.
I am very eager to be working alongside the AAST Board of
Directors to help achieve the collective goals of the organization
GOAL #2: Recognize and define the various roles in a sleep
during such a transformational time for the healthcare industry.
program, the skills required and professional standards for each
Emerging trends toward more patient-centered, integrated and
role within the context of the changing healthcare environment.
accountable care, along with the rising prevalence of home sleep
It is our commitment to define the skills, education, experience and
apnea testing and telemedicine, continue to shape the future of
credentials that each of the various stakeholders requires to succeed
this profession. And our members have a tremendous opportunity
in their role in the sleep program. We are focused on developing
to become true leaders.
the essential guidelines, best practices, protocols and standards,
along with building a credentials model, to meet the continuing
We are committed to addressing these changing dynamics, and
education needs of the various stakeholders of the AAST.
to always be at the forefront of providing you with the right tools,
resources and education to achieve results. Your mission is our mission.
GOAL #3: Evolve the AAST from a people-driven organization to a process-driven organization.
I would love to hear from you.
We believe strongly in giving members the ability to develop
into future leaders in the industry. Part of this involves taking
Please contact me at alynn@aastweb.org.
the burden off of our members, and recognizing that you face
ABIGAIL LYNN
Abigail Lynn, a 12-year veteran of
SmithBucklin, has overseen all aspects of
association management. In her role as
AAST Executive Director, Lynn works with the
AAST board of directors to establish strategic
objectives and be accountable for developing
and executing plans that achieve results.
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CPAP TREATMENT MAY REDUCE EPISODES OF NOCTURIA
By Regina Patrick, RPSGT, RST

A

person with nocturia awakens one or more times to urinate
during a sleep period. Nocturia is difficult to treat because it
typically occurs in conjunction with other disorders. Undiagnosed
obstructive sleep apnea (OSA) can contribute to nocturia. However,
physicians often do not ask patients complaining of nocturia about
symptoms of OSA. This oversight may contribute to difficulties in
treating nocturia.
Nocturia may be caused by lower urinary tract disorders (e.g.,
enlarged prostate, overactive bladder, cystitis [bladder inflammation]); systemic disorders (e.g., congestive heart failure, diabetes,
metabolic disorders); kidney disorders (e.g., chronic renal failure);
and drugs (e.g., furosemide) or foods (e.g., caffeine, alcohol) that
cause diuresis (i.e., induce urination). Alpha-adrenergic blockers
and anticholinergic drugs (both of which reduce urine production)
may be used to treat nocturia.
The prevalence of nocturia is unclear because few studies have
specifically focused on this symptom. One study1 in 1996 reported
a prevalence of 58 percent and 66 percent in women and in men,
respectively, who are 50–59 years, and a prevalence of 72 percent
and 31.91 percent in women and men, respectively, who are older
than 80 years. More recent studies report a prevalence of 11
percent–31 percent.2-5 Some research indicates that the prevalence
of nocturia among patients with OSA ranges 40 percent‒50
percent (using the criterion of ≥ 2 voids per night).6
In OSA, the upper airway muscles relax excessively during sleep,
which allows tissues such as the tonsils and adenoids to be drawn
into the airway and block airflow. A person makes increasingly
strong efforts to breathe as the blood oxygen level falls. The
decrease in the oxygen level ultimately triggers a brief arousal.
On arousing, the upper airway muscle tone is restored and the
airway opens, thereby allowing the person to take a few deep
quick breaths to restore the oxygen level. Once the oxygen level
is restored, the person resumes sleep, which may set the stage for
another apnea event.
REGINA PATRICK, RST, RPSGT
Regina Patrick, RST, RPSGT, has been
in the sleep field for more than 20 years
and works as a sleep technologist at
the Wolverine Sleep Disorders Center in
Tecumseh, Mich.

Continuous positive airway pressure (CPAP) is used to counteract
upper airway collapse in OSA. In this treatment, pressurized air
flows through a mask that fits over the nose or nose and mouth
into the upper airway, and pushes against upper airway structures
to prevent their collapse during sleep. As a result, intermittent
collapse and arousals are prevented and a person has more
consolidated sleep.
One theory on how OSA may contribute to nocturia focuses
on the excretion of atrial natriuretic peptide (ANP), a powerful
vasodilator that heart cells release into the bloodstream to reduce
high fluid volume in the body.7 When ANP reaches the kidneys,
it inhibits the secretion of renin and aldosterone secretion. This
inhibition increases urine production.
During the upper airway blockage in an OSA episode, a person
makes increasingly strong efforts to breathe. As the lungs press
against the heart with each effort to breathe, the heart erroneously
senses that there is an excessive fluid volume. In response to this
false signal, the heart cells increase their production of ANP,
which may then induce the production of urine and result in
nocturia.
Another possibility for the interconnection between OSA and
nocturia is the impact of oxidative stress resulting from intermittent episodes of apnea-induced hypoxia. In a study8 that used a rat
model of OSA, the investigators noted increased levels of bladder
oxidative stress markers (e.g., malondialdehyde and oxidation
protein products), instability of the detrusor muscle (when relaxed
this muscle allows the bladder to store urine; it contracts during
urination), bladder noncompliance, increased spontaneous bladder
contractions, and increased urinary frequency and total urine
output in rats exposed to OSA conditions. Oxidative stress may
similarly contribute to nocturia in humans, although this factor
has not been investigated in depth.
How CPAP treatment improves nocturia in people with OSA
is unclear. It may be that CPAP treatment reduces nocturia by
impacting the renin-angiotensin-aldosterone system. Renin
(pronounced “REE-nin”), angiotensin, and aldosterone are three
hormones that work in conjunction (i.e., the renin-angiotensin-aldosterone system) to maintain fluid homeostasis in the body. A
disruption in this system can lead to increased urination.
Various researchers have investigated the impact of CPAP
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treatment on the renin-angiotensin-aldosterone system. For
example, in 1991, Follenius9 and colleagues investigated the effect
of CPAP treatment on plasma levels of renin and aldosterone
in men with OSA. The men were divided into the untreated
group or CPAP-treated group. For two nights, the plasma levels
of renin and aldosterone were measured every 10 minutes. In
the CPAP-treated men, Follenius noted diminished excretion
of urine, increased plasma volume, a significant increase in the
mean levels of plasma renin and aldosterone, and similar plasma
renin activity as that of people without sleep apnea. Continuous
positive airway pressure treatment also restored the circadian
rhythmicity of renin and aldosterone production. Based on these
findings, Follenius concluded that apnea-induced sleep disruption
was associated with the loss of the circadian rhythmicity of renin
production, and that the restoration of the rhythmicity of renin
and aldosterone production may contribute to the normalization
of urine production after CPAP treatment.

To what extent CPAP treatment decreases nocturia episodes is
unclear because many studies investigating this have involved
a small number of patients.11 With this in mind, Rahnama’i12
and colleagues used a large number of participants to assess the
incidence of nocturia in CPAP-treated OSA patients. The study
involved 256 patients. The patients answered a questionnaire
about their nocturia episodes before and after CPAP treatment.
The patients were subdivided into seven groups, based on the
number of nightly nocturia episodes: (1) no nocturia episodes
before or after treatment; (2) one nocturia episode; (3) two
nocturia episodes; (4) three nocturia episodes; (5) four nocturia
episodes; (6) five nocturia episodes; and (7) seven nocturia
episodes. Rahnama’i found that the prevalence of nocturia among
the patients was 69 percent and that CPAP treatment reduced
nocturia episodes in 65 percent of the patients. No patient had an
increase in nocturia with CPAP treatment. Rahnama’i concluded
that a clear relationship exists between OSAS treatment and the
reduction of nocturia episodes.

Some studies10,12,13 have included men and women with nocturia
and OSA, and report a reduction in nocturia episodes in both sexes
when treated for OSA. However, physicians, even those in the ﬁeld
of urology, often do not ask male or female patients complaining of
nocturia about symptoms of OSA. This oversight may contribute
to the difficulty in relieving nocturia episodes and may lead to a
patient being treated for a different problem. For example, some
Many studies that have investigated the beneficial effects of CPAP older men may erroneously be treated for prostate enlargement
treatment on nocturia have focused on older men because the risk when the nocturia is related to OSA. Physicians need to consider
of nocturia increases as men age because of prostate enlargement. asking patients complaining of nocturia, especially patients who do
not have kidney or (in men) prostate problems, about symptoms of
However, some research indicates that CPAP treatment helps
sleep apnea (e.g., loud snoring, awakening gasping for air, daytime
nocturia in younger men, as demonstrated in a study by Takahiro
6
Maeda and colleagues. In their study, the researchers investigated sleepiness). If a sleep study proves the patient has OSA, then
treating it may improve nocturia.
the prevalence of nocturia among men with newly diagnosed
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 Continued on Page 10

For patients who may be unwilling or unable to tolerate CPAP
treatment, some research indicates that nocturia can be improved
when apnea is treated by other means. In a recent Korean study,
Hyoung Keun Park10 and colleagues found that patients whose
OSA was treated by uvulopalatopharyngoplasty (UPPP, a surgery
that opens the upper airway by removing the uvula, tonsils, and
other upper airway tissues) had fewer nocturia episodes after this
surgical treatment. In their study, 66 men with OSA underwent
UPPP. The overall success rate of UPPP in their study was 73
percent. Patients were evaluated preoperatively and postoperatively for lower urinary tract symptoms, based on the International
Prostate Symptom Score and Overactive Bladder Symptom
Score questionnaires. Approximately 53 percent of the patients
experienced a significant decrease in the number of nocturia
episodes and other urinary symptoms (e.g., overactive bladder).
On dividing patients by treatment success or treatment failure
(i.e., apnea episodes did not decrease by 50 percent or more),
Park noted that the success group had a significant posttreatment decrease in the number of nocturia episodes, whereas the
failure group did not. Based on these results, Park concluded
that nocturia and other urinary symptoms can be improved by
surgically correcting OSA.

moderate to severe OSA. They divided the men into two groups
by age: < 50 years and ≥ 50 years. Nocturia was defined as ≥ 2
episodes of nighttime urination. (There is some controversy in
the literature whether one void is “abnormal”; therefore, some
researchers consider two or more voids as “abnormal.”) They
found that the severity of nocturia was correlated with the severity
of OSA in the younger group (i.e., < 50 years old), compared to
the older group (i.e., ≥ 50 years). Treatment by CPAP reduced
the number of nocturia episodes in 75 percent of the younger
patients and in 90 percent of the older patients. Maeda suggests
that, because the number of nighttime urinations can be easily
monitored by urologists and general physicians, this symptom may
be a useful for screening tool for patients with moderate to severe
OSA, especially in patients younger than 50 years old.

 Continued from Page 9
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SERVICE ANIMALS: WHAT WE NEED TO KNOW
Rui de Sousa, RPSGT, RST

S

o, you have a patient walk in with a service animal. The patient is
blind and the service dog is clearly helping him or her along the
way. They request that the dog remain on site. What do you do?
Well, this situation, for the most part, is pretty cut and dry. The
dog in this case is clearly a “seeing eye dog” and the patient is
clearly visually impaired. The law, and just common sense, would
dictate that you allow the dog to stay the night.
Well, what if we muddy up the scenario. Let’s say it isn’t a
dog, but rather a cat. Or a rabbit. Or whatever. And let’s say
your patient is not visually impaired, but rather, has PTSD, or
depression, or agoraphobia, or any one of a myriad of “invisible”
disabilities. What do you do then? What can you ask the patient?
Can you demand proof ?
Let’s review some basics of the Service Animals section of the
ADA (Americans with Disabilities Act of 1990). However, be
aware that regulations at the state and local levels may supersede
or complement some parts of the ADA. You should sit down with
the sleep center manager and iron out a plan of action and include
it in your Policy and Procedures manual (if it isn’t there already).
So, let’s start with defining a few terms...
(1.) What is the Americans with Disabilities Act (ADA)? The
ADA is a US labor law that prohibits unjustified discrimination
based on disability. The ADA also requires covered employers
to provide reasonable accommodations to employees with
disabilities, and imposes accessibility requirements on public
accommodations.
(2.) What is a service animal? Under the ADA, a service animal
is defined as a dog that has been individually trained to do work
or perform tasks for an individual with a disability. The tasks
performed by the dog must be directly related to the person’s
disability. Examples of such work or tasks include guiding
RUI DE SOUSA, RPSGT, RST
Rui de Sousa, RPSGT, RST, is a Canadian
sleep technologist with over 20 years of
experience helping patients sleep better in
and around the greater Toronto area. He is
heavily involved in educating both new sleep
technologists and the public in general,
presenting at several educational forums,
symposia and conferences.

people who are blind, alerting people who are deaf, pulling a
wheelchair, alerting and protecting a person who is having a
seizure, a person with diabetes may have a dog that is trained
to alert him when his blood sugar reaches high or low levels,
reminding a person with mental illness to take prescribed
medications, calming a person with Post Traumatic Stress
Disorder (PTSD) during an anxiety attack, or performing other
duties. Service animals are working animals, not pets. The work
or task a dog has been trained to provide must be directly related
to the person’s disability. Please note, that as of March 15, 2011,
the ADA specifically and explicitly defines a service animal as a
dog, no matter the breed, but no other animal species other than
a dog. See: https://www.ada.gov/service_animals_2010.htm
There are only two questions you are legally entitled to ask someone
when they show up with their service animal.
In situations where it is not obvious that the dog is a service
animal, you may ask: (1) is the dog a service animal required
because of a disability? and (2) what work or task has the dog
been trained to perform? You are not allowed to request any
documentation for the dog, require that the dog demonstrate its
task, or inquire about the nature of the person’s disability.
What about animals that calm the person down during a panic
attack? Do dogs whose sole function is to provide comfort or
emotional support qualify as service animals under the ADA?
The answer is no... and yes. It depends on whether the animal is
considered a “psychiatric service animal” or an “emotional support
animal”. The distinction lies in the dog’s training. If the dog has
been trained to sense that an anxiety attack is about to happen and
take a specific action to help avoid the attack or lessen its impact,
that would qualify it as a service animal. However, if the dog’s mere
presence provides comfort, that dog would not be considered a
service animal under the ADA. It is important to note however,
that local or state authorities may have a wider definition and
include other animals too. They may also include emotional
support animals under similar protection as the service dogs.
Who is responsible for the service animal?
The handler is responsible for the care and supervision of the
service animal, which includes toileting, feeding, and grooming
and veterinary care. Covered entities (that means the hospital,
sleep center, you, doctors, etc) are not obligated to supervise or
otherwise care for a service animal. As we will see next, this is
slightly different in a hospital setting.
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Does a hospital have to allow an in-patient with a disability to
keep a service animal in his or her room? Generally, yes. Service
animals must be allowed in patient rooms and anywhere else
in the hospital the public and patients are allowed to go. They
cannot be excluded on the grounds that staff can provide the
same services. But what happens if the patient is unable to care
for the dog while at the hospital? Remember that under normal
conditions, the handler is responsible to care for the service
animal. However, things are different at a hospital. If the patient
is not able to care for the service animal, the patient can make
arrangements for a family member or friend to come to the hospital
to provide these services, as it is always preferable that the service
animal and its handler not be separated, or to keep the dog during
the hospitalization. If the patient is unable to care for the dog and is
unable to arrange for someone else to care for the dog, the hospital
may place the dog in a boarding facility until the patient is released.

Sleep technologists who work alone and have severe allergies
to pet dander pose an interesting dilemma. This would put the
technologist at risk for an allergic reaction, especially critical if
they go into anaphylactic shock when they are alone. Although
this scenario was not specifically addressed in the background
research I did, the ADA does allude to such allergic reactions
being a viable reason to exclude the service animal from the
premises. I would suggest care here though, especially if the
patient is known to have a service animal and the technologist is
known to have severe allergies. The sleep center should have made
special accommodations to have another technologist working
that night. Even so, although it may be a valid excuse to keep the
service animal from the sleep center, you should still offer to run
the test on the patient if they are willing to stay.

When at the hospital, the sleep center, or anywhere else for that
matter, the service animal is legally entitled to accompany the
person with the disability in all areas that members of the public
are allowed to go. The service animal is seen as an extension of
the person with the disability. That means, at the sleep center, the
service dog can go to the bathroom with the patient, can enter
the patient’s room, enter the set-up room, walk the halls, use the
elevator, go into the kitchen, or wait in the waiting room. Anywhere
a patient is allowed to enter, so too is their service animal.

The service animal does not have to be professionally trained, nor
does it need to carry any proof of training, a special vest or patch
or harness or collar to identify it as a service animal. All service
animals are subject to local licensing, vaccination and registration
requirements. There is no requirement for special registration, for
example, as a service animal. Service animals are not limited to
any breed of dog, and in fact, can even be a breed that is banned
by local authorities. Municipalities that prohibit specific breeds of
dogs must make an exception for a service animal of a prohibited
breed. That means, if the person has a pit bull and they tell you that
it is a service animal, you must accommodate it as a service animal,
even if they are banned locally by the local or state government.

There are provisions in the ADA where certain circumstances would
allow exclusion of service animals.
The ADA: (1) does not require covered entities to modify policies,
practices, or procedures if it would “fundamentally alter” the nature
of the goods, services, programs, or activities provided to the public
(2) does not overrule legitimate safety requirements (3) does not
cover a service animal that is out of control and the handler cannot
take effective action to control it, and (4) does not cover a service
animal if it is not housebroken. Note that for our purposes, the
presence of a service animal does not “fundamentally alter” the
nature of the service we offer, and except under very few exceptions,
there would not be any legitimate safety issue with the presence
of a service animal at the sleep center (we will review this point
shortly, however). Therefore, a likely (legal) reason to exclude a
service animal from the sleep center would be if the patient failed
to effectively keep the dog under control, or if the dog is not
housebroken. The service animal must be harnessed, leashed, or
tethered while in public places unless these devices interfere with
the service animal’s work or the person’s disability prevents use of
these devices. Consequently, the person must use voice, signal, or
other effective means to maintain control of the animal. Therefore,
in the case where the service animal is not adequately controlled by
its handler, you can ask that the service animal be removed. However
you must still accommodate the patient if they decide to stay.

What else do you need to know?

So... plan of action. Get to know the ADA. Get to know the local
and state statutes regarding service animals. Come up with a detailed
and comprehensive plan of action (and possible contingencies) and
include it in the Policy and Procedures manual. Have it written and
reviewed by management and even the legal team if you have one
available. Have all sleep technologists read it and understand it. And
remember, a service animal is there to do a job. It is not a pet. It is
not a toy. It is not there to be petted or played with.
I hope this helped clarify some of the issues around accommodating service animals in the sleep center.
Resources:
https://www.ada.gov/archive/qasrvc.htm
https://www.ada.gov/service_animals_2010.htm
https://www.ada.gov/regs2010/service_animal_qa.html
https://en.wikipedia.org/wiki/
Americans_with_Disabilities_Act_of_1990#Service_animals
https://www.vetinfo.com/pet-dander-allergy-symptoms.html 
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OLD SCHOOL NAPS GETTING REVAMPED FOR ATHLETES
By Brendan Duffy, RST, RPSGT

L

ong before the Cleveland Indians took up the nickname
“Indians” and introduced their controversial mascot Chief
Wahoo, they were named the Cleveland Naps! But, unlike the naps
that help recharge Cleveland Cavalier basketball star LeBron James,
the Cleveland Naps of the early 1900’s were not named after a
favorite activity of MLB, NBA, NHL and NFL athletes, but rather
after the player/manager Napoleon “Nap” Lajoie. Fast forward to
last season, and the Cleveland Indians ended up in the World Series.
One addition to their staff last year…a sleep doctor… Although they
ultimately lost to the Chicago Cubs (who also have sleep staff ), the
Indians valued so highly the positive changes brought about by the
sleep physician and his positive influence on their performance that
they awarded him a World Series ring!
With the Boston Red Sox renovating a nap room this year in
Fenway Park, napping for the professional athlete is back in
the news. It has become a particular topic of interest between
pitches on many baseball TV broadcasts when the Red Sox are
the team being televised. Although many sports fans think this
is a new idea, the nap room for the Red Sox is not entirely a new
phenomenon as they actually built it back in 2013. (It should
be noted they went on to win the World Series that year!) The
current nap room is just a refinement of their earlier designated
sleep room with attention paid to individual player bedding and
pillow preferences!

In one recent article about napping and sleep, Hanley Ramirez,
first baseman for the Red Sox was quoted as saying “How many
hours can I sleep without waking up, that is the big thing for
me. It changes the way you play. It’s unbelievable. When you’re
young you don’t think about stuff like that.”
Unfortunately, the value of sleep in performance is still a topic
that needs more discussion and inclusion by team trainers and
medical staff. Too few are aware of just how important sleep is
to performance, training, and recovery. Too few can recognize
BRENDAN DUFFY, RST, RPSGT
Brendan Duffy, RST, RPSGT is the
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Charles Hospital in Port Jefferson, N.Y.
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a common sleep disorder such as sleep apnea, or they minimize
the health impact of this underdiagnosed health issue. But the
tide is slowly changing as more professional training staff and
athletes experience the game time improvements that comes
from a good night’s rest...or a well-placed nap during the day.
Amy Bender is a Sleep Scientist affiliated with Centre for Sleep
& Human Performance and also University of Calgary Faculty
for Kinesiology. In her work with Canadian Olympic athletes, she
knows firsthand the importance of naps for these elite athletes!
“Napping is key for athletes. We recommend that athletes
schedule in daily naps like they schedule their training sessions.
Ideally the nap should be less than 30 minutes so that the athlete
is not getting into deep sleep and waking up feeling groggy. Naps
are more effective than caffeine at boosting alertness, motor
processing, and mood which are key components for an athlete
to improve performance. We recommend 20 minute naps on
training and competition days and then extend the nap to around
90 minutes on days off in order to reduce some of the sleep
debt accumulation across the week and to get all the stages of
sleep. Naps should occur between 1-4pm which coincides with
the afternoon circadian dip and is not too close to the nighttime
sleep period.”
Dr. Bender’s comments about accumulating sleep debt rang true
with 3-time Irish canoeing athlete Olympian Eoin Rheinisch
when I asked him about the rigors of Olympic competition and
how well prepared with regard to sleep issues he felt he was
during his first Olympics in Athens in 2004. He replied via email
and stated:
“With regard to my sleep at various different Olympic Games
one of the best pieces of information I can give you is that for the
athletes that go out to an Olympics (the biggest competition and
the one they want the most) they lose a lot of control over the
logistics, set up and preparation for their event. Part of this is the
quality of their sleep. An Olympic Village is not always conducive
to quality sleep…. As the events roll on the village itself becomes
a much noisier place as athletes that have finished go in to party
mode. You may have no control over who you are sharing a room
with and their routines and habits good or bad. The beds are
single beds and often quite small and depending on the culture
etc. they can be very different to a western bed (Nanjing Youth
Olympics 2014 – We had to go out and buy mattress toppers
because the beds supplied were like wood!)”
Rheinisch was fortunate enough (and talented enough!) to
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The Boston Red Sox nap room inside Fenway Park was recently redesigned, outfitted with player-personalized BedGear
sheets & pillows. Photo courtesy of Boston Globe Media.
how napping is an important part of their training- right up there
with diet and exercise- but easier!
In the U.S., professional athletes in the major sports are faced
with many sleep obstacles such as late night travel, early morning
arrivals, ill-timed practices, back to back games on the road,
team commitments and training, bad hotel environments, family
concerns, and lack of knowledge as to how to protect their sleep
and create a good routine. Naps are a necessity, not a luxury, in
this type of environment to enhance alertness and maintain good
cognitive skills.
Athletes, fortunately, are fast learners! Many have turned the nap
into an art form! They have certain superstitions and habits that
allow them to rest and prepare to excel. According to one article
in Sports Illustrated, hockey players have been reported to use
their stick tape to make the room dark by taping the blinds, and
use their luggage to push against the bottom of the window to
make sure no light gets in. Others bring their own pillows as they
don’t feel the hotel pillows are best for them. Seeing a marketing
opportunity, many hotels have responded by making their hotels
“nap ready” for athletes and weekend warriors alike. They are
spending time and effort to find the correct décor, temperature,
mattress, blackout curtains and bedding to support the daytime
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participate in three Olympics! He had to learn to protect his sleep
during training and insisted on moving out of the village to a
situation that afforded him a better opportunity to rest and nap
to allow him to perform at his best. His first Olympics in Athens,
while housed on the noisy chaotic campus, he finished 21st. Four
years later in Bejing at age 28 he finished 4th while living away
from the noisy and stressful Olympic Village and a bit wiser about
sleep training perhaps! Even at age 32 in London he managed
to finish 14th another improvement from his first Olympics as a
younger athlete living and sleeping in the Olympic village.
Athletes that compete at a high level are striving to recharge via
naps due to the complexity of the environment in which they
compete. With all of the distractions, time zone changes, and
circadian obstacles, it is no wonder that Rheinisch and other elite
performers place a high value on their nap and rest time. But this
had to be learned at the expense of the first Olympic experience
for him. It was not one of the areas that a focus during the team
preparation. Other countries he competed against have been
sharply focused for years on napping and sleep for their Olympic
hopefuls. Sleep training was a “secret weapon “for many teams.
Many Irish Olympic athletes whom Rheinisch now helps train
may be more fortunate than he was as he coaches them about
his experiences. This is especially important if they only have
one Olympic shot! In his post athletic role at the Irish Olympic
Center, he hopes to instruct and advise these new athletes about

 Continued from Page 15
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nap. They also are offering quiet floors for athletes napping during
the day; holding all phone calls and keeping hotel staff from
disturbing the napping players.
And if you think all this napping is just for elite athletes and no
one is looking out for the rest of us — take heart! Ben and Jerry’s,
Google, Huffington Post, Nike and Zappo’s, St. Leo University
Texas A & M University, and James Madison University are just
a few of the many companies and colleges that now offer napping
quarters for tired employees, weekend warriors, and college
students in need of a refresher boost. Since their inception up to
5 years ago in some colleges, thousands of students, and student
athletes have taken advantage of these napping locales.

So, just as they did as children, athletes and others are returning
to the habit of daily naps albeit with a different purpose. The Red
Sox believe it is one of the many little things they pay attention
to that when added to the other “little things” will make a big
difference. And if that difference gets them to the World Series
Championship, there will be a big parade in Boston. And if you
don’t recognize that person in the white lab coat waving their
World Series ring, it just may be their sleep doctor!
Sleep Well –Compete Best!
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KNOWLEDGE IS POWER. LET’S EDUCATE!
By Laree Fordyce, RPSGT, RST, CCRP

W

hat is patient education? Wikipedia states: Patient education
is the process by which health professionals and others impart
information to patients and their caregivers that will alter their health
behaviors or improve their health status.
As we know there are over 80 different sleep disorders. In the sleep
center, we see a variety of patients with varying sleep disorders and
degrees of illness. Health education is important as it establishes
patient’s awareness and skills, and encourages them to adopt
positive attitudes towards their wellbeing. Health education raises
knowledge about physical, mental, emotional and social health. It
motivates patients to improve and maintain their health, prevent
other diseases, and avoid future unhealthy behaviors.
Training technologists to facilitate patient education is essential.
To ensure high quality education and patient comprehension,
having a Sleep Educator on your team may be beneficial. A Sleep
Educator can help create a successful patient education program
and develop resources to ensure high quality and consistency.
With any type of patient education there are basic priorities that
should be covered:
•

What your patient needs to do and why

•

When your patient can expect results (if applicable)

•

Warning signs (if any) your patient should watch for

•

What your patient should do if a problem occurs

When educating a patient and/or their families, the first step is to
assess the patient’s current knowledge about their condition. Once
you have assessed your patient’s needs, concerns, readiness to
learn, support, and possible barriers to learning, you will need to
know how your patient likes to learn. This can guide your choice
of education materials and methods.
Be sure to review any materials you plan to use before sharing
them with the patient. Keep in mind that no resource is a
substitute for one-on-one patient teaching. When teaching a
patient about their sleeping problem and treatment options,
avoid using fear tactics. Focus instead on the benefits. In some
cases, it may not be possible to obtain the right materials for your
patients’ needs and you might need to create new tools to meet
the patient’s needs.
Focusing on health education improves patient outcomes and
reduces the costs (both financial and human) that individuals,
employers, families, insurance companies, medical facilities, and
communities, would spend on medical treatment. Taking the time
to educate our patients and/or families on their sleep disorder and
treatment does take time and effort, but it is rewarding. Our job as
healthcare professionals is to help our patients and their families.
Remember that successful health education enhances the patient’s
quality of life and health, and reduces premature death in patients
with sleep disorders. 

Patient education that is integrated into electronic workflows
helps streamline processes and ensures greater consistency and
standardization. There are many ways to offer patient education;
brochures or other printed materials, podcasts, videos or DVDs,
posters, models and/or group classes. Always remember that when
dealing with pediatric patients, you not only have to educate the
patient, but also the parent(s) and/or caregiver(s). The technologist
should know how to teach both the patient (based on age) and the
parent regarding sleep disorders and treatment.
LAREE FORDYCE, RST, RPSGT, CCRP
Laree Fordyce, RST, RPSGT, CCRP, has been
in the sleep field for 20 years and is the
Technical Director of Sound Sleep Solutions,
as well as the clinical sleep educator for
Respiratory Homecare Solutions.
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ORAL AIRWAY DYSFUNCTION AND SLEEP DISORDERS IN CHILDREN
By Rochelle Zozula, PhD, DABSM and Paula Fabbie, RDH, BS, COM

S

leep is essential for normal growth, development and mood
regulation in children and adolescents. The impact of these
unresolved sleep issues may present as “sleepy” or “overtired”
children in the daycare setting or classroom, which may actually be a
manifestation of underlying inattention or hyperactivity.

posture, an incorrect positioning of the tongue may contribute to
improper orofacial development and maintenance of the misalignment of the teeth.

Recent evidence by Guilleminault et al. (2016) has shown that
children being evaluated for SDB with short lingual frenula (without
One major underlying cause for sleep disruption in children and
adenotonsil enlargement) had a greater degree of oral anatomic
adolescents is sleep-disordered breathing (SDB). The prevalence
abnormalities than children with normal frenula and enlarged adefor frank obstructive sleep apnea (OSA) in children is estimated to notonsils. In addition, they found that the majority of children with
be between 1-3 percent of children, with a peak age of 2-5 years.
short frenula had at least one direct family member who also had a
The American Academy of Pediatrics recognizes that OSA is a
short frenulum and SDB. They posit that a short lingual frenulum,
common condition in childhood and can result in severe comwhen it is left untreated at birth, is associated with the development
plications if left untreated (Marcus et al., 2012). Potential conseof SDB later on in life. Therefore, when this anatomical finding is
quences of untreated sleep apnea in children are growth failure;
present, a thorough screening for OSA should be considered.
learning, attention and behavioral problems; and cardiovascular
complications (Gozal, 1998). The most current research demonOral myofunctional therapy (OMT) and proper tongue positioning
strates that even one apneic event per hour of sleep can result in
within the oral cavity has been reported as early as 1918 to improve
measurable neurological changes in a child.
mandibular growth, nasal breathing, and facial contours. Guimaraes
(1999) had proposed OMT as a treatment for SDB since the early
While tonsillectomy and adenoidectomy (T&A) can dramatically 1990s. The exercises consist of isotonic and isometric exercises that
target the oral and oropharyngeal structures.
improve SDB in most children, and result in improved daytime
behavior, it has been shown that SDB can relapse in teenage
According to a recent task force (Frey et al., 2014), a certified
years (Guilleminault et al., 2013). Other treatment modalities
for pediatric SDB, include, but are not limited to, positive airway
orofacial myologist must be considered a necessary part of a
pressure (PAP) therapy, oral appliance therapy, and other forms of comprehensive SDB screening protocol: for children, to aid proper
orthodontic devices.
oropharyngeal development and functional breathing patterns;
for adults, to offer support for optimal health as part of a compreMoreover, a subset of pediatric patients may also have co-morbid
hensive treatment approach. A recent literature review conducted
craniofacial abnormalities, which puts them at increased risk for
by Camacho et al. (2015) demonstrated that OMT reduced AHI
failure of the T&A to correct their breathing abnormality. These
by approximately 50 percent in adults and 62 percent in children.
patients may be predisposed to having orofacial myofunctional
This lends support for the role of OMT for the treatment of
disorders, which involve behaviors and patterns created by
SDB, and as adjuvant therapy for those patients undergoing ENT
inappropriate muscle function and incorrect habits, (tongue, lips,
procedures, using PAP therapy, or other forms of orthodontic
jaw and face). During the act of swallowing, and/or during rest
appliances.

ROCHELLE ZOZULA, PHD, DABSM

PAULA FABBIE, RDH, BS, COM
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Neuroscience at Seton Hall University, and recently
developed courses and serves as a Mentor for
online educational programs for training sleep
technologists with Thomas Edison State University

Paula Fabbie, RDH, BS, a Board certified orofacial
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articles on Orofacial Myofunctional Disorders and
how they impact overall health and sleep. Paula
offers a unique prospective on time proven oral
rest posture principles combined with evidenced
based science to assist her patients in achieving
myofunctional goals and functional breathing.
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NURSING AND THE FIELD OF SLEEP HEALTH: AN OFT FORGOTTEN
PARTNERSHIP—NEW OPPORTUNITIES AND RECOMMENDATIONS FOR ACTION
FOR THE AMERICAN ASSOCIATION OF SLEEP TECHNOLOGISTS (AAST)
By Robyn Woidtke, MSN-Ed, RN, RPSGT, CCSH

The history of the field of sleep medicine has been well
documented in several articles over the years. With the inaugural
issue of the Journal of Clinical Sleep Medicine, Shepard et al
(2005) crafted a beautiful review of this field. In the mid-1970’s,
sleep clinics began to appear in academic medical centers with
community hospitals and standalone facilities opening shortly
thereafter. The recognition of sleep medicine in 1995 as a medical
sub-specialty was instrumental in substantiating the field and
spurring growth. The field of sleep technology became a new
profession as the need for qualified individuals to support growth
of this new field emerged.

associate themselves as a nurse (RN/LPN, 1.3 percent of the
membership) and 76 inactive nursing members. The majority of
the active members are also registered polysomnographic technologists, hence these nurses may identify more strongly with the
organization due to their affiliation with the field.

The reasons for the lack of nurses who have entered this field
are not clear. Perhaps there is not a career pathway for nurses
or the issue is that sleep health/medicine or education on sleep
is rarely a part of the nursing curriculum. Indeed, some of the
literature points to a lack of established undergraduate education
about sleep and associated disorders as well as promotion of
sleep in acute care practice (Lee, et.al, 2004; Ye & Smith, 2015).
When I started my career in sleep as a registered nurse in 1985,
A recent article (Radtke, Oberman & Tyner, 2014) discussed
very few other non-advanced practice nurses or doctoral prepared
how the nursing staff in their facility found that their facility
nurses were employed working in the field of sleep medicine/
health. Fewer still worked in hospital or free standing sleep clinics was well versed in the importance of sleep and sleep promotion,
however, in a medical and/or pediatric ward, 58 percent of those
in the United States (personal experience). Although through the
interviewed did not routinely discuss sleep. Spurr et al. (2008) in
years, there has been a robust scientific sleep nursing community
an assessment of the National Hospital Discharge Survey found
mostly employed in the academic environment, the trickledown
that only 5.8 percent of patients identified with sleep apnea were
effect into front-line nurses seems to not have gained much
provided continuous positive airway pressure (CPAP). So, clearly
momentum. This may be due in part to the evolution of sleep
there is an educational and practice gap that nurses can fill in
laboratories, centers and clinics stemming from technology based
the acute care environment. Another recent article discussed the
neurodiagnostic and respiratory care areas in which nurses are
lack of communication between clinicians on sleep; although not
not primarily employed and with whom they may not specifically
identify. Although it is difficult to assess, even today, non-APRN’s limited to nurses, the findings revealed that knowledge and skills
related to sleep in hospitalized patients were lacking, citing the
do not seem to be well employed in sleep health/sleep medicine
facilities, however I do believe that this is changing, more now than following as barriers:” limited understanding of the importance of
sleep, lack of a standardized tool for assessment, and inadequate
before, but again, this is just a personal observation.
communication” (Le, Keane, Johnson & Dykes,2013).
The American Association of Sleep Technologists (AAST)
membership database renders the following information (personal In view of the fact that modules on sleep are often not a part of
the curriculum, these data are not surprising. Nurses may not have
communication). There are currently 69 active members who
a good appreciation of how to apply the nursing process to sleep
related issues, thus such assessment is not conducted on a regular
basis in the hospital setting where the majority of nurses are
ROBYN WOIDTKE, MSN-ED, RN, RPSGT, CCSH
employed. (Nesbitt & Goode, 2014; Gellerstedt, Medin, Kumlin,
Robyn is a registered nurse and a registered
& Rydell Karlsson, 2017).
Hospitals are now becoming more interested in creating environments to improve sleep. The Hospital Consumer Assessment
of Healthcare Providers and Systems (HCAHPS) survey asks
patients about noise in the hospital which relates to sleep
quality. This score is an important measure on patient satisfaction. Furthermore, this has been identified as the lowest rated
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polysomnographic sleep technologist and
has received her credential in Clinical Sleep
Health. She is also certified as a Chronic
Care Professional (CCP) Health Coach.
Robyn has enjoyed a varied career in sleep
medicine and medical device industries
combining research and education, primarily
on sleep related products and topics.
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score on the survey (Cipriano, 2014). This is an area in which
the AAST might well provide guidance to staff nurses. For
example, Massachusetts General Hospital in conjunction with
the Massachusetts General Physicians Organization has drafted
a best practice implementation guide to promote quietness on
hospital units.
Another clinical arena in which nurses may be instrumental in
the assessment and promotion of sleep health is in discharge
planning. As care is moving from acute care to preventive and
interdisciplinary care management, the nurse may become
increasingly involved in the care of patients in these environments
and thus improvement in this clinical care gap, e.g. assessment of
sleep health is needed. There is less information on the provision
of sleep assessment or counseling in the clinic environment than
acute care (California Health Care Foundation, 2015). This is
another area where AAST could offer guidance.
The 2006 Institute of Medicine report states “patient contacts
with the health care system are missed opportunities to diagnose
sleep problems…increasing awareness of healthcare providers
also offers an opportunity to attract health care professionals
into the field”. Thus providing nurses with the knowledge and
tools they need to make sleep health assessments is warranted.
In 2011 (Redeker & McEnany) published the first textbook,
Sleep Disorders and Sleep Promotion in Nursing, specifically geared
toward nurses. This textbook provides a robust overview and
actionable tasks for nurses who work in a variety of settings.
AAST may find information in this textbook to guide entry of
sleep education into nursing programs.
In their strategic plan for 2017-2018 the AAST Board notes that
the organization will need to evolve to attract and expand their
constituency. This includes nurses. However, to encourage nursing
engagement in this field, the AAST must create an organization and
environment that nurses can identify with. According to an article
by Matthews (2012), there are over one hundred nursing organizations, with the majority being specialty groups; the exceptions are
the American Nurses Association and the International Council of
Nurses which provides a broad scope of services to all nurses of all
specialties. Nurses join organizations to have strength in numbers for
advocacy of their profession, to network and to learn and be kept up
to date regarding changes to health care policy.
Many nursing specialty organizations exist based on types of
practice, level of education and specific health related objectives.
To my knowledge, a specific specialty organization for nurses who
work in sleep does not exist, therefore there is a gap in education
which the AAST could potentially fill. Although the AAST
is not a specialty nurse’s organization for sleep health, there is
certainly room for the organization to provide the education and

support to fulfill the needs of front-line nurses. A review of the
AASM and AAST websites (February 27, 2017), did not yield
substantial support for the non-APRN.
For numbers of years, during the annual SLEEP meeting, there
has been a nurse’s breakfast. This is a good place for nurses to
network; however, the meeting seemingly has been directed
towards advanced practice individuals although nurses without
these credentials are also welcome to attend. The AAST might
consider sponsorship of a similar group function and invite their
nursing membership to attend.
There is opportunity for the AAST to encourage front-line
nurses to become involved in the field of sleep health. Increasing
awareness of the field, exhibiting at regional and national nursing
meetings, coordinating educational efforts at local hospitals, and
providing a sleep curriculum to nursing schools enabling a turn-key
educational opportunity in sleep health for nurse educators are
all strong possibilities for expanding the AAST constituency and
developing educational offerings suitable to nursing needs.
Many projects can be imagined such as crafting job descriptions for
nurses within the sleep clinic or the hospital environment (scope,
tasks etc…) to assisting in the hiring of nurses in such roles and
providing specific nursing related courses to include the nursing
process, for example. Offering approved contact hours by becoming a
Board of Registered Nursing (BRN) provider or other course accreditation bodies, would assist nurses to fulfill their state mandated
continuing educational requirements. Currently, it is not clear that
the AAST provides such contact hours (personal communication).
According to the Henry J.Kaiser Family Foundation (2016), there
is approximately 4 million practicing nurses (RN/LPN) combined.
The majority (61%) of the RN workforce are employed in a hospital
based setting (United States Bureau of Labor Statistics, 2015)
whereas only about 7% work in an office based practice. In my
review of the AASM and AAST, the non-APRN practicing nurse
has limited support from sleep professional organizations and
suitable resources are notably absent from their respective websites.
In summary, nurses can play a vital role in the field of sleep health,
but must have the support of professional organizations to feel
like a part of a community, to assure advocacy and to have access
to the tools required to enable success. However, as noted, nurses
may not have an adequate understanding of the significance
of sleep and its relationship to overall health and well-being.
This lack of knowledge in practicing nurses, once they are in a
working environment, may lead to a lack of knowledge necessary
to promote the need for sleep and recognize sleep disorders.
The gap in sleep knowledge, education and training in this area
may provide a signal to new graduates that sleep health is not
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important, thus sleep inquiry may become an afterthought in
the nursing assessment. Although some of the literature points
to adequate knowledge, promoting and administering aspects
of sleep health, there continues to be barriers, particularly in the
acute care environment.
The AAST has many opportunities to increase their nursing
membership by creating opportunities for contact hours, providing
guidance to facilities seeking to employ nurses in sleep health roles
whether in an acute care environment or clinic based practice, and
advocating for intraprofessional collegiality to better support all
patients in need of better sleep. One such opportunity is to promote
the Certificate in Clinical Sleep Health (CCSH) as a mechanism to
establish competency in this field. As many specialties do, we work
in somewhat of a silo, thus it is up to our sleep professional societies
to spread the word and “make sleep inquiry” an always event.
There are millions of nurses who can benefit from more education
in the field of sleep health. The AAST should become the “go
to” organization for nurses in providing education, training and
tools to improve patient care. The nurse can be a huge asset to the
field of sleep medicine. Enhancing the nurse’s ability to query,
assess and triage for an appropriate sleep diagnosis and ultimately,
therapy, for the millions of patients who need and want to have
improved sleep can only be a win for the field and our patients.
•

How Can the AAST Support Nurses?

•

Provide BRN accredited contact hours

•

Exhibit at nursing conferences

•

Provide speakers for nursing events

•

Create a specific nursing “section” within the AAST to
encourage nurses to join in a welcoming atmosphere

•

Host a nurse’s breakfast

•

Create job descriptions for nurses in acute and non-acute
care environments

•

Create a turn-key educational curriculum that can be easily
implemented in nursing programs

•

Encourage nursing programs to have a “sleep” clinical rotation

•

Establish sleep tools which integrate the nursing process and
diagnosis

•

Promote the CCSH credential
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In the Moonlight
In the Moonlight: Q&A with Joanne Hebding, RPSGT, RST

“In the Moonlight” puts an American Association of Sleep
Technologists (AAST) member in the spotlight, giving readers
an opportunity to get to know one of their colleagues. This month
A2Zzz asked Joanne Hebding, RPSGT RST, to complete the
following statements. Hebding has been in the sleep field since
1988. She is a manager, at Tallahassee Memorial Healthcare Sleep
Center in Tallahassee, Fla.

For fun on days off from work I like to…do anything on the
water. I am a PADI scuba diver since 1974, love the beach,
kayaking, swam competitively in college and was a lifeguard.

When I was young I wanted to grow up to be a…bed and
breakfast owner.

The website I visit most often is…Wikipedia.

I decided to become a sleep technologist because…I was
working in a hospital EEG lab. The nursing administrator asked
me to cross train into sleep so they could open a new Sleep Lab.

My favorite TV show is…HGTV home improvement programs.
My favorite singer or musical group is…Garth Brooks.

The person I would most like to meet is…Stephen Hawking.
The biggest change I have seen in the profession since I started
is…paper to digital recording.

I got my first job in sleep technology at…Little Company of
Mary Hospital Sleep Center with Drs. Kern/ McCloud. I was
trained by the University of Chicago (2 weeks) and then set free. I
worked on numeric Grass 78 paper machines.

Words of advice I have for people who are new to the profession
are…always welcome change; it is inevitable, and volunteer!
My professional goals for the next five years are…to start a sleep
educator program in my hospital.

I became an AAST member because…I believe continuing
education escalates personal growth and networking stimulates
social skills. I wanted to support the technical organization that
provides excellent educational venues that provoked my curiosity
and passion for the field.

Sleep is…MY PASSION.

The people who have had the greatest influence on my career
are…Marietta Bellamy Bibbs and Rose Ann Zumstein.
The most challenging part of my profession is…learning to
listen. I appreciate hearing how sleep colleagues approach things
in a different manner.
The thing I like most about my profession is…networking. I
have met some wonderful people over the years; many of whom
have become close friends. I have been honored to have had
many “discussions” with colleagues and
have learned a great deal; not just about
sleep but about human nature.
The food I’m most likely to snack on
while working is…mozzarella cheese
sticks and coffee.

A2 Zzz 26.2 | June 2017

26

CERTIFICATION UPDATE: FROM THE BOARD OF REGISTERED
POLYSOMNOGRAPHIC TECHNOLOGISTS
By James H. Magruder, BRPT Executive Director

PREPARING FOR THE CCSH EXAMINATION –
IMPORTANT RESOURCES

March 31st was the deadline to use the CCSH exam Temporary
Pathway #3 (the CSE Certificate). Many CCSH applicants took
advantage of this and submitted applications by the March 31
deadline; once approved, applicants have up to one year to sit for
the exam.
For all candidates preparing for the exam, be sure to make the
most of the available resources:
•

The CCSH Candidate Handbook has information on the
exam blueprint (http://www.brpt.org/default.asp?contentID=289) and how the exam is scored. Additionally, the
candidate handbook has information on the BRPT policies,
procedures and standards of conduct: http://www.brpt.org/
default.asp?contentID=308

•

The CCSH Exam Study Guide is built against the CCSH
Exam Blueprint and is a valuable resource as you prepare
for the exam. If you’re interested in purchasing a copy
of the Study Guide, go to: http://www.brpt.org/default.
asp?contentID=349

•

The online practice exam features questions similar in type
to those that will be found on the CCSH examination. The
practice exam was designed using the same exam blueprint
as the CCSH exam. The exam consists of 45 questions.
Candidates have 3 hours to take the exam. Feedback is
provided on individual answers, and your results will include
your score.Taking the practice exam is an excellent way to
familiarize yourself with the format of the CCSH exam, and
to become more comfortable with computer-based testing.
If you’re interested in purchasing and taking the practice
exam, go to: http://www.brpt.org/default.asp?contentID=309

•

For a list of primary references to help you prepare for the
exam, go to: http://www.brpt.org/default.asp?contentID=301

•

If you’re curious about how various labs/clinics are using
billing codes today, check out the Reimbursement Guide:
http://www.brpt.org/downloads/CCSH/BRPT_CCSH_
ReimbursementGuide.pdf
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