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CITY OF GROSSE POINTE WOODS
20025 Mack Plaza
Zoning Board of Appeal Meeting Agenda
Monday, November 15, 2010

7:35 p.m.
CALL TO ORDER
ROLL CALL
ACCEPTANCE OF AGENDA
PUBLIC HEARING A. Use Variance: Pointe Neurology - Dr. Haranath

Policherla, 20160 Mack

1. Letter 10/14/10 — Wilson & Cain PA
Application to the ZBA
Mortgage Report (04/08/1992
Letter 11/09/10 w/attachment — City Attorney
Memo 10/28/10 — Building Official
Plan Review and Permit Application 11/01/09
Letter 03/11/10 — Pointe Neurology
Memo 08/25/10 — Building Official
Letter 09/08/10 — Building Official/Property-
Electrical Inspector
10. Memo 10/26/10 — Fire Inspector/Investigator
11. Memo 10/30/10 — Fire Inspector/Investigator
12. Memo 10/26/10 — Director of Public Works
13. Affidavit of Legal Publication 10/28/10
14. Affidavit of Property Owners Notified 10/28/10
15. Aerial View

1000 N1 B L b o

IMMEDIATE CERTIFICATION OF MINUTES

ADJOURNMENT
Lisa Kay Hathaway, MMC
City Clerk

IN ACCORDANCE WITH PUBLIC ACT 267 (OPEN MEETINGS ACT)
POSTED AND COPIES GIVEN TO NEWSPAPERS

The City of Grosse Pointe Woods will provide necessary, reasonable auxiliary aids and services,
such as signers for the hearing impaired, or audio tapes of printed materials being considered at
the meeting to individuals with disabilities. All such requests must be made at least five days

prior to a meeting.

Individuals with disabilities requiring auxiliary aids or services should

contact the City of Grosse Pointe Woods by writing or call the City Clerk’s office, 20025 Mack
Plaza, Grosse Pointe Woods, MI 48236 (313) 343-2440 or Telecommunications Device for the
Deaf (TDD) 313 343-9249.



WILSON & CAIN, PA. Recevg, p

Counsellors at Law

18404 Mack Avenue 95T 18 91

Grosse Poianle Farms, Michig&n 48236 Gy OF GHOSSE
IE. Woggg
GARY M. WILSON 313-886.6600
Also admibted tn Massackuselts {acstaile
RANDAIL D. CAIN October 14, 2010 313-886-5604
City Clerk

City of Grosse Pointe Woods
20025 Mack Plaza
Grosse Pointe Woods, Ml 48236

Re: Pointe Neuroiogy, P.C.
Application to the Zoning Board of Appeals

Dear Sir/Madam:

Please find enclosed an Application to the Zoning Board of Appeals on
behalf of my client, Pointe Neurology, P.C. and Dr. Haranath Policherla along
with the required $75.00 application fee. Based on the 14 day filing rule, |
believe the next available meeting of the Zoning Board of Appeals will be
November 1, 2010.

Thank you for your anticipated cooperation. f you should have any
questions, please feel free to contact me.

Very truly yours,

)M{.SON & CAIN, P.A.

ey,

Gary M. Wilson

GMWi/jab
Enclosures



*¥*¥PLEASE TYPE or PRINT NEATLY***

CITY OF GROSSE POINTE WOODS REe
20025 MACK PLAZA Eiyp N
GROSSE POINTE WOODS MI 48236 or ;.
(313) 343-2440 - CITY CLERK o Ty

FAX (313)343-2785 “ GROSsE |
(313) 343-2426 — BUILDING DEPARTMENT ‘“, gy
FAX (313) 343-2439

APPLICATION TO THE ZONING BOARD OF APPEALS

1. Address of the Property _ 20160 MAGL ANE,

(Number and Street)

TO THE ZONING BOARD OF APPEALS

1we) TOINTE. NEUROWE P-C Bi2-992:0737

Name (Please Print) Phone No. (Daytime)
200 MAACE ANE. CHoSSE TOINTE. \WocoS , ML, {5236
Address City State Zip

Hereby appeal to the Zoning Board of Appeals for a variance to:

penoy 50~ 445 (2) THES Secnon DoesH'T Alow

AN TYPE. OF MENCAL PAGILITT PEAMITIWG 0 NERMIGHT
PATIENTS

2. DESCRIPTION OF CASE (Fill out only items that apply)

a. Present zoning classification of the property Q@ 1

@b_

-a Description of property

c\f e (1)  Size and Areaof Lot _—EE. S ME- FTLARN
NI
> g / (2)  Is the lot a corner or interior lot CORNER_ Lo

< Payment Validation
kg\f @(( Ay

o o

*NOTE: When answering questions pertaining 1o use 1
and non-use variances, additional paper may be used
if necessary.




*¥EPLEASE TYPE or PRINT NEATLY**%
¢.  Description of EXISTING structures

(1)  Total square footage of accessory building now on

premises g4 ; of main buildings 4/~ &, 603259 SF

(2} Uses of building on premises MEDICAL /hivdiC

(e T s WL 0

(3)  Percentage of lot coverage of all buildings on ground
level Yo

construeted ~
(4) /Pg::ilage of lot coverage of all bmtgg including
/ proposed %

e. Yard setbac\\ater completm of-4

N!ﬂaﬁ (1) Front Yard (megsri -cd-from lot line)

(2) Side Yard (e tetline)

(3) Rear Yard (measured from lot line) __

P‘ A sketch drawn to s | e depicting the above information shall
Be included herevwith: /\

TYPE OF VA}&{I;CE REQUEST: NON-USE ~ Common regulations subject to

non-use variance requests: setbacks, height or parking'regulations, lot coverage,

bulk or landscaping restrictions. Unigueness: odd S

. $\% natural features, big trees’: '
A finding of practical difficulty, B
evidence on the record, shall requiré-}
following conditions are met (please andw e¥ all reasons):
a) That the ordinance restrictions anrg4
the property for a permitted purpsse.

ape, small size, wetland, creek,

rased on competent, material, and substantial
he petitioner to demonstrate that all of the

Biy, prevent the petitioner from using

*NOTE:When answering questions pertaining to use )
and non-use variances, additional paper may be used
if necessary,



*¥*¥PLEASE TYPE or PRINT NEATLY***

ﬁ?\'

b) That'y variance would do substantial justice to the petitidner as well/as to other

*NOTE: When answering questions pertaining to use 3
and non-use variances, additional paper may be used
if necessary.



¥¥¥PLEASE TYPE or PRINT NEATLY**%

4. TYPE OF VARIANCE REQUEST: USE - A use variance permits a use of land
that is otherwise not allowed in that zoning district. The applicant must present
evidence to show that if the zoning ordinance is applied strictly, an unnecessary
hardship to the applicant will result, and that all of the following requirements are
met . (please answer all reasons):

a) That the property cannot reasonably be used in a manner consistent with
existing zoning.

T POLICHELLA (€ ceeddnls aAc RENMTATON Fod A

SSUEER LAR 2y THE. ArABLL AN ACKDEMY O <L £ MABDICINE.,

M 0lpeR TO BE ACCREDITED , (T 1S NECESSARY THAT THERE
Bl A <Lee? ROoor T STUDM SLEEP PISORDEL S,

b) That the plight of the petitioner is due to unigue circumstances peculiar to the
property and not to general neighborhood conditions.

TR POUCHERLA 2 Bome) CREANEED I NEURLSE f AP

SLEEP MEDICANE. , THUS THE FRECENT  afoNpadce 12 (idiGUE
TO H'S PRACTICE. THE Ardeaichirl ACADEMY gF SLEEP
MEDiCig. TORS NOT HAVE. agd ACCACDITED SLEED (NR (A GEEsE

¢) That the use requested by the variance would not alter the essential character of J%’f‘ﬁg’g
the area and locality. "

B FEAMITTING. THIS CUNTIC TO AAVE & S EeP «guPY
PROGEAM , MILL. HANE NO pDVELSE, Arreer Jlond THE.
ARV GTT _ MEIGHROAS € THE. C@Mﬂdﬁf'?’“}f AT o,

THE Profose woly To 28 Doni j&€ AL ifTeeiod,
WATH Mo EXTEAOL, wWoily ,
d) That the alleged hardship is not self-created or created by any person presently
having an interest in the property.

THE. HALOSHIP [< NOT SR E- CAEATED BY. THE.

Do ol er pulenE. HawiNe sl [NTERFCT N
THE. PROPELTY

*NOTE:When answering questions pertaining to use 4
and non-use variances, edditional paper may be used
if necessary.



*¥¥PLEASE TYPE or PRINT NEATLY ¥ %%

e} That the spirit of the Grosse Pointe Woods Ordinance will be observed, public
safety and welfare secured, and substantial justice done, _ _ T
THS SP(e\T OF THE OEDINONICE WL TR, oS BANVED,
VLG SAPETY AGD WELSARE. willl REMAN SECURE. |
{:‘*'\5 S URETPeITIAL, JUenes Wik BE DopdE (F THE WVAUANCE. |S
5 nterpretation of the Zoning Ordinance is requested because: G AARITED

THE CURREMNT  ORDINAMCE Dobs moT Adewd Fod.
CONEANIGHT  PATIEATS

6. Article and Section of the Zoning Ordinance that is being appealed:

SECTioN 50 -448 (2 )

I hereby depose and say that all the above statements and the statements contained in the

papers submitted herewith are true and correct.
l N -, 5 ! \(. I ! W %
ity (RO Yewelie (550

! Signature of Pet%ioner Signature of Apblicant '

Subscribed and sworn to before me this ; L{"%ﬁ day of ;@dbﬁ@f 20 (O

CW,H‘_M QM Qﬁbcﬁu

i

A Aol BLOCK Jlbid A Bed Notary Public
T O™ Tnacoms Cpy Alyy, Archie (e
mmécmi“'m’mmwmm‘ﬁf”” My Commission expires @ dFIol!

NOTE: The Zoning Board of Appeals (ZBA) may consider evidence from a variety of
sources in making its determination. The Zoning Board of Appeals meets the first and

third Monday of each month at 7:30 PM. The application must be filed with the City Clerk
with a fee in the amount of $75"a minimum of 14 davs prior to council hearing.

*NOTE:When answering questions pertaining to use 35
and non-use variances, additional paper may be used
if necessary,
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CHARLES T. BERSCHBACK MOY = 4 2010
ATTORMEY AT AW :
24MmE TAST JEFFERSON AVEMUE

4

ST. CLAIR SHORES, MICHIGAN 48080-1530 VY OF dirgss FIE. Woons

Pm—
(B@G) 77 7-0400
Fax (BB4) 77 7-0430

S~ HARLES T, BERSCHBASK ' fEwizw @ yahao com SO R, SERECHBACK

OF COUNAEL

November 9, 2010

Honorable Mayor and Council
City of Grosse Pointe Woods
20025 Mack Plaza

Grosse Pointe Woods, MI 48236

RE. Pointe Neurology/ZBA Agenda 11.15.10

Dear Mayor and Council:

I have reviewed Mr. Tutag’s Memo dated October 28, 2010 and have the following general
comments regarding this agenda item: ‘

1.

a3

T have attached a copy of Section 50-149 to provide you with the complete
ordinance standards for reviewing this use variance request. Grapting the request
would require that the petitioner demonstrate that all five conditions referenced in
Section 50-149(0)(1)-(3) have been met.

Since this is a use variance, five affirmative votes are required to grant the
variance regardless of the number of members in attendance at the meeting. See
Section 50-145(a) requiring a two thirds majority of the members of the Board.

Apy motion to either grant or deny the request should include findings of fact
supporting the reasons for the motion. The Board may consider evidence from a
variety of sources in making its determination, including Mr. Tutag’s memo, other
agenda items placed on file, information obtained from the Petitioner or
Administration, and information obtained during the course of the public hearing.

Should you bave any questions, please call.

CTB:nmg
Enclosures

Very truly yours, ‘

CHIP BERSCHBACK.

cel Skip Fincham
Gene Tutag



(7

(8

(9)

{107

(11

Bapp, No, &

TONING § 50-149

Yened, erected and landsvaped fo com-
form harmoniougly with the general #r-
chitecture and plan of such district.

Peripit the erection of & buillding to iy full
height or use, as originally planned, fwhen
foundutions and stractural membets are
designkd to carey such buildings higher.

Permit § partial or complete exception to
the loading space provisions of jsection
50-528 where, after investigation by the
beard, it\s found that the vgiume of
vehicular dervice will not require compii-
ance with Zuch provisions and will not
cauge undueynterferencs with fthe public
use of the strhets or allevs or imperil the
public safety, yod where such modifica-
tion or exceptiop will not be inconsistent
with the purposd and spirit 5f this chap-
ter. ’

Permit a variation or modification in the
required location ofoff-atreet parking fa-
cilities or in the amoupt of off-straet park-
ing facilities required, gr both, if after
investigation by the bolygd it is found that
such variation is pecegyary to secure an
appropriate developmant of a specific par-
cel of land which hals such peculiar or
exceptional grographical donditions, or is
of such size, shape fr dimgnsion, that it
cannot be reasonalily develpped in accor-
dance with the provisions §f section 50-
530, and that any varistion will not be
inconsistent withh the spirit gpd purpose
of thiz chapter/ with public safety and
with subsgtantial justice.

Permit a varigtion, modificationior excep-
tion in the refuired regulations ¥pecified
in article V of this chapter if aftar inves-
tigation by fhe board it is found that such
variation, grodification or exceptior) is nec-
assary begause of peculiar existing|condi-
tions and thet such variation, mogifica-
tion or gxception will not be inconsistent
with tie purpose and spirit of this thap-
ter.

Pertfit additional garage space for build-
ingh having ten roums or more when aAvi-
déhce is presented proving need for the
ddditional space.

(12} Permit open parking lots in R-1 and B-2
districta for the periodic storage of geif-
ropelled passenger vehicles for périods
18es than one day, when the space/ased for
pakking is adjacent to businesy/'and fur-
the complies with article V offthis chap-
ter dnd such use is not injupious to the
surroyniding neighborhood gnd not con-
trary Yo the spirit and pyrpese of this
chaple

{13} The bosxd of appesis jfpay, in speeific
cases and subject to gppropriate condi-
tiona and safeguards, determine and vary
the application of th¢ regulations estab-
lished in thie chapte# upon writben appli-
ecation when tnnecegsary hardship or prac-
tical difficulty is found by a majority of
the board of appeéls, 23 defined in zection
50148, -

(14} Permit a variddion and modification of
front and refr yard minimum require-
ments wherd the\plat of any subdivision
provides fof lota bf 100 feet or less in
depth and fwhere the architectural design
and layout of the biilding structures re-
quire sufh varlation\and modification to
preservé the architectural appointments,
desigry and developmeit of the subdivi-
sion, /provided that the area of the lot
shall be not lesa than G000 square feet
and that the area of thk dwelling and
ackessory buildings shall Yot exceed 25
~Ercent of the lot area. Before any build-
ng permit is issued the planming commis-
sion shall approve the plot plan therefor
or shall have approved a generyl plan of
the subdivision development and Huilding.
locations therson.

tChde 19758, § 5-14-8; Code 1897, § 98-408) Ord.
Jo. 695, § 1, 2-12-1896; Ord. No. 829, 7-6-2008)

Rew. 50-149, Variance standards.

(a) Dimensional or nonuse veriances. The zon-
ing hoard of appeals may grant a dimensional or
nonuse variance only upon a finding that compl-
ance with the restrictions governing area, set-
backs, frontage, height, bulk, density, or other
dimensional provisions would create a practical
difficulty. A finding of practieal difficulty, based on

CD50:35



$ 50-148

competent, material, and substantial evidence o
the record, shall require the petitioner to demon-
gtrate that all of ths following conditions are met:

(1) Thst striet complismes with the restrie-
tiong governing ares, setbacks, frontage,
height, bulk, density, and other mimilar
items would unhreasomably prevent the
petitioner from using the property for a
permitted purpose or would render con-
formity with said regtrictions unnecessar-
ily kmardensoms,

(2) That a variance would do substantial jus-
tice to the petitioner as well as to other
petitioners in the zoning district; or
whether a legser relazation of the restrie-
tions would give substantial relief to the
petifioner and be more consistent with
jastice to others (L., are there other more
regsonable alternatives);

(8) That the plight of the petitioner i¢ due to
. unigue eircumgtances of the property;

(4)  That the pstiticner's problem is not self-
created,

(5} That the spirit of this chapter will be.

observed, public safety and welfare se-
cured, and substantial justice done,

(k) Use variances. The zoning board of appeals
may grant 8 use varianee only npon & fnding that
there js an unpecessary hardship in the way of
cerrying out the requirements of thie chapter. &
finding of wonecessary hardship, based on compe-
tent, material, and substantial evidence on the

record, zhall require the petitioner to demon-

atrate that all of the following conditions are met:

{1y The property cannot reasonably be naed
in & mannér consistént with existing zon-
ing;

(2)  That the plight of the petitioner is due fo
unique cireumstances psculiar to the prop-
erty and not to general neighborhood eon-
ditions;

(3) That, the use to be authorized by the
varianee will not alter the sssentisl char-
acter of the area and locality;

{4) That the problem is not pelf-created;

Supp. No. 3

GROSSE POINTE WOORS (ODE

(5) That the spirit of this chapter will be
ohserved, public safely and welfare ge-
cured, and substantial justice done.

{¢) The zoning board of aé)peals may consider

svidence from a variety of sources in malking its

determinafion. ‘
(Ord. No. 829, 7-6-2009)

Secs, 50-150—50-179. Reserved.
ARTICLE . DISTRICT REGIH;ATﬁONS
DIVISION 1. GENERALLY

Sew, HO-1B0. Districts ennmerated.

For the purpose of this chapter, the city 18
hereby divided inte the following diatricts:

R-1 (4 through B) One-Family Residentisl
Distriata

B2 fewo-Family Residential Tistrict

R-3 Flanned Multiple-Family Ragidential De-
valopraent District

Rt High Denaity Multiple Dwelling District

CLE Commumnity Facilities Distriet

¢ Commmercial Businese Distrist

C-2 High Intensity City Center Disizict

RO-1 Restricted Office District |

P-1 Vehicular Parddng Distriet

(Code 1975, § 5-2-1; Code 1097, § 88-51)

Sec. 50-181. Boundaries of districts estab-
lished.

The bounderies of the districts enumerated mn
seetion 50-180, shown upen the map attached to
the ardinance from which this chapter is derived,
na revised, 2nd on fle in the office of the city clerk,
and made a part of this chapter, are hereby
agtablished, such map being designated as the

poming map, and such map and all motations,

references and other information shown thereon
¢hall be as much a part of this chepter ag if the

_matter and information aet forth by the map were

all fully described in this chapter.
(Code 1975, § 5-2-2; Code 1997, § 98-52)

CDA0:36



CITY OF GROSSE POINTE WOODS

BUILDING DEPARTMENT
MEMORANDUM
TO: Zoning Board of Appeals
FROM: Gene Tutag, Building Official (7
DATE; October 28, 2010

SUBJECT: Use Variance for Pointe Neurology
20160 Mack Avenue

The variance request from Dr Policheria of Pointe Neurology, 20160 Mack Avenue has
been reviewed. The petitioner is requesting a variance to establish a sleep clinic involving
overnight patients. The regulatory provision of the city code s Section 50-448(2) which
indicates the proposed use is not permitted as follows:

In all RO-1 districts, no building or land, except as otherwise provided in this
chapter, shall be erected or used except for ene or more of the following specified uses:

(2) Medical or dental centers, not including veterinary hospitals but including
veterinary practice limited to felines and not including any type of medical facility
permitting overnight patients,

Background:

On November 5, 2009 a building permit application to convert existing basement exam
rooms into sleep exam rooms at 20160 Mack was denied. The change in use would be in
violation of Section 50-448(2) of the city code as the ordinance does not allow a medical
facility permitting overnight patients in this district. This space was previously occupied
by Dr Secord, an orthodontist (copy attached).

On March 11, 2010 the petitioner signed the attached letter requesting a variance to
establish the sleep clinic (copy attached).

On August 25, 2010 the Building Department received a complaint that a sleep clinic had
been established at 20160 Mack. The Public Safety Department was asked to check the
premises (copy attached).

On September 8, 2010 the Building Department sent the attached letter notitying the
petitioner to “cease and desist” the sleep clinic at this location (copy attached).



On October 18, 2010 the variance application is filed with the city.

On October 25, 2010 Fire Inspector Provost and myself inspected the basement of 20160
Mack and verified that the sleep clinic was being operated. (See attached memo dated
October 26, 2010)

Recommendation:

According to Section 50-149(b), the Zoning Board of Appeals may grant a use variance only
upon a finding that there is an unnecessary hardship in the way of carrying out the requirements
of this chapter. A finding of unnecessary hardship, based on competent, material, and substantial
evidence on the record, shall require the petitioner to demonstrate that all of the following
conditions aie met:

(1) The property cannot reasonably be used in a manner consistent with existing zoning;

(2) That the plight of the petitioner is due to unique circumstances peculiar to the
property and not to general neighborhood conditions;

(3) That the use to be authorized by the variance will not alter the essential character of
the area and locality;

(4) That the problem is not self-created;

(5) That the spirit of this chapter will be observed, public safety and welfare secured,
and substantial justice done.
(¢) The zoning board of appeals may consider evidence from a variety of sources

in making its determination,

It is recommended that the requested variance be denied based upon the following facts:

1. The petitioner has failed to present any information that the property cannot be used in
a manner consistent with existing zoning,

2. The information provided by the applicant does not describe any unique circumstances
peculiar to the property and not to general neighborhood conditions,

3. The subject property has residentially zoned property to the east. There currently is no
landscaping or masonry headlight wall to protect the residential property from night time
vehicle or patient activity.

4. The plight of the petitioner is entirely self-created as the use was established after the
original permit was denied.

5 Attachments
i) 11/05/09 Denied Bldg Permit Appl
2) 03/11/10 Variance Request Ltr
3} 08/25/10 Public Safety request
4y 09/08/10 Cease & Desist Lir
5} 10/26/10 Fire Insp Memo



RECEIVED

Ao CITY OF GROSSE POINTE WOODS
Building Department
20025 Mack Plaza, Grosse Pointe Woods, MI 48736 NOV 0 2 2009
(313) 343-2426 GITY OF Grusst PTE Woone
BUILDING DEPT.

PLAN REVIEW AND PERMIT APPLICATION

COMMERCIAL AND RESIDENTIAL
COMMERCIAL — Zoned As — Please Cheok One:
)
}

C —Commercial Business ( 3 RO-! - Resuicted Office { ) P-1-Vehicular Parking
CF — Commmnity Faciliies () C-2 - High Intensity City Ctr

R~iA One Taﬁniy Remdemml ( } m—iD One Fami}}’ Residential { YR-3 Planned Mult-Family Res.
J R-1B One Family Residential ( )} R~1E One Family Residential { Y R-2 High Density Multi-Dwelling
) R-1C Ome Family Reszd@ntaa! ( } R-2 Two Familvy Residential

Property OGwaer Name: ;{ £/ ‘.1! oy ‘é/kx B Vo € wf ;} . Date; 31—~ f-’cé
Property Owner Address: S C VLD (Moo - o
Telephone #: Work "3 R 5 - 07T Home:
Contractor Name: {“\‘ :1 M \ C <« ’:”5” o t;i‘“a' a RCI‘?-”%, oo
Teiephone # Mobile Phone # S R~ 14T -7 = |
Contractor Address: {00y L =a 0o 0 Tao Ll- E myL MHED ? 1?
Wi Builder’s License # ¢ MI Driver's L icenge #: VSO0 TTIAR T E/
Nature of Proposed Work — Plegse Be Specific:
(.A E“w DNAC £ Twacn g A0 e s “tﬁ‘"ff Sl B oy t‘g\*?m
1 N f k] N .
{M I : 4 z;f*\‘ 35 q‘:si%:-ﬁ. 4 g e %‘3"\ i {‘z [ {":g“ﬂf‘ :" i :E{m‘ Cho i %WE;:L \\;

Fa

Value of Construction § E%iﬁ T S S e

Section 23z of State Construction Code Act of 1972, No, 230 of the Public Acts of 1972, being Section 125.1523a of the
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persons who are {o perform work on e residential building or a residential structure. Violations of Section 234 sre subject
civii fines.
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= Board Certified Neurologists
ENERAL NEUROLOGY, BEG, EMG. EVOKED POTENTIALS AND SLEEP DISORDERS
FARANATH POLICHIRLA M.D, ACP

KATHRYN SMITH M.S.N., CRND,

IMarch 11,2010

City of Grogse Pointe Woods
20025 Mack Plaza
Grosse Pointe Woods, M1 48236

RE:  Variance Request at
Pointe Neurclogy
20160 Mack Avenue
Grosse Pointe Woods, MI 48236

To Zoning Board of Appsals:

[ am writing this letier in support of our request for variance at 20160 Mack Avenue, Grosse
Pointe Woods, Michigan 48236,

[ am Haranath Policherla, M.D).. Board Certified Newrologist, Board Certified
by American Sleep Disorders Association and Ame
Board Certified in Clintcal Neurophysiolo
Rehabilitation.

in Sleep Medicine
rican Board of Sleep Medicine, and T am also
gy as well as Certified in American Society of Newro

At 20160 Mack Avenue, we have been providing medical services for the past 15 years and are
applying for accreditation for the sleep lab by American Academy of Sleep Medicine, As a
equirement prior to applving for accreditation, we should follow the guidelines and the
ecommended size of the testing rooms for the sleep disorders should be at Jeast 140 square fzet
and with no dimension shorter than 10 feet. It is our intention to convert 3 rooms from exam
rooms to sleep study rooms. This will be done within the footprint of the existing building no
addition will be necessary. We are aware of the requiremnents of the zoning ordinance and are
requesting relief from section 50-448(2)

20160 Mack Ave
Grosse Pointe Woods, Mi 48236
Tel. 313 BE2 8600, Fax 882 0727

15717 Fifteen M‘rie Road 26635 Woadward Avenue, Suife #1071
Clinton Township, M1 48025 Huntingion Woads, M 48070
Tel $B6 285 3828, Fax 285 3818 Tel 248 548 5400, Fax 548 B8RS



Page: 2
Re: Letter

Please see the enclosure #10, page #3 (how big showld our bedroom be). This is fighlighted.

I'is requirement for applying to the accreditation by American Academy of Sleep Medicine
brought us here in applying for the variance at our building at 20160 Mack Avenus. To gIve 2

background regarding sleep medicine, I routinely praciice sleep medicine. The major disorder i
sieep disorders, which can cause major morbidity and mortality, is obstructive sleep apnes
wrote several newsletters and [ am enclosing in exhibit #1 about steep apnea and its facts and
exhibit #1A shows cardiovascular disease and insulin resistance in sleep apnea, and exhibit #15
shows the sleep apnea, hypertension, and siroke. These are self explanatory and also include the
sleep study what we do.

=t
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Exhibit #2 describes about obstructive sleep apnea, which is published by American Slesp
Disorders Association as a sleep education. Fxhibit #24 talks about overnight sleep study and
multiple sieep latency studies.

Exhibit #3 talls abowt health risks for obstructive sleep apnea, which includes high bicod
pressure, heart disease, stroke, brain damage, depression, diabetes, obesity, and mortality.
Exhibit #4 is a new study published on August 18, 2009 by American Academy of Sles
Medicine showing obstructive sleep apnea increases risk of death. Exhibit #5 is a glossary of all
the technical terms with reference to the sleep study and the sleep testing.

Exhibit #6 talks about the prevalence of sleep disorders in the growing elderly population.
Exhibit #7 talks about sleep disorders in men.
Exhibit #8 explains sleep disorders in women,

Exhibit #9 explains sleep disorders in childre

These presented exhibits explain cbstructive sleep apnea affects more than 135 million people n
the United States and more than 85% of those affected are undiagnosed. Common symptoms of
sleep apnea include excessive daytime sleepiness, loud snoring, choking, gasping during the
sleep, and restless sleep. The way to diagnose sleep studies include nighttime sizep tests, which
checks for the sleep stages, oxygen saturation, breathing patterns, as well as electrocardiogram,
among the other things. Next morning the patients gat multiple sleep latency tests. The patients
get 20 minutes naps separated by two hours to evaluate alertness,

If the patients suffer from obstructive sleep apnea, the patient will be brought back and will be

fitted with a mask, which will be connected to an air-pump called Continuous Positive Airway
Pressure, which will eliminate obstructive sieep apnea. This is done throughout the night and

throughout the night the amount of pressure deliversd through the nasal CPAP will be titrated.

We, at Pointe Neurology, would like to provide the highest level of sleep care in Grosse Pointe
area. By receiving accreditation, we are achieving the national standards. Currently there is no
requirement that any of the sleep labs need to be accredited. We would like to achieve that
higher goal and milestone to provide quality health care to the Grosse Pointe population in



general.  Also to note that as such none of the nospitals in the area or no other
facilities have an accredited sleep lab. By getiing the accredited slee
would serve our community with highest degres of confidence.

health cars
iab 1 Grossze Pointe, we

In view of above all facts, I humbi Y Tequest 1o grant us variance to accommodate accreditation
guidelines, which are enumerated in exhibit #10 page #3. The requirement is that the bedroom
size should be 140 square feet

I'will be available for explaining any of these details if you need further clarifications.

Thank you very much in advance for improving the quality health care in Grosse Pointe area

)»/

Haranath P{}hc‘heﬁ M I, ACP

Board Certified Ne, roloazst

Board Certified Cfinical Neurophysiology

Board Certified Sleen Medicine

Certified by Ayherican Society of Neuro Rehabilitation

uiflf‘el‘ﬂ
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EDITOR- M. POLICHERLA, MD ACF

|
SEPTEMRER, 200% }

SLEEF APNEA: B

Obstructive sleep apnea affects mors than 15
million people in the United States. More than 85%
of those affected are undiagnosed. Both longitudinal
and cross-sectional epidemiological data have dem-
onsirated that obstructive sleep apnea (OSA) is an
independent risk factor for hypertension, stroke,
coronary artery disease and heart failure. Myocardiat
infarction, nocturnal angina and arrhythmias are
common. Studies have also found elevated C-
reactive protein ievels in those with OSA. In addition,
there is an association between OSA and insulin re-
sistance, independent of obesity.
Common symptoms of sieep apnea include:
o Excessive daytime sieepiness
o Loud snoring
» Choking or gasping during sieep
» Restiess sleep
« Observed episodes of discontinued breathing
during sleep
o Headaches, especially in the morning
e Compiaints of insomnia (difficulty with sleep ink-
tiation, intermittent awakenings, early morning
awakening with inability to get back to sleep)
e Difficulties with concentration, memory, and cog-
nitive function, particularly executive functioning
It is important to note that all of the patients
may not have all of the above symptoms.

Patients frequently complain of excessive sieepi-
ness, verbaiizing “I'm tired all the time,” “I have no
energy,” | feel depressed,” “I dont feel rested,” or “I
don't sleep well.”

~ Other common risk factors for OSA includer:
¢ Obesity
« Maie gender

IASIC FACTS

o Age 40 years or older (OSA is even more Con-
mon in older age compared 1o middle age)

o Family history of CSA

« Craniofacial characteristics: retroposed maxilia
and mandible, narrow posterior airway, iarge
tongue and soft palate and large tonsils

o Use of aicohol, sedatives or tranauilizers

o Hypothyroidism

Menopausal status in women

Screening for OSA can be done in different
ways. A careful history from the patient and bed
partner is the first step. Scales to determine sleepi-
ness are also used. The Epworth Sieepiness Scalg,
most commonly used, is an 8-item subjective meas-
urement of one's wakefuiness and ability to engage
in daily activities, including sitting and reading or
sitting in a car while stopped in traffic. The patient
is asked to rate their chance of dozing on a scale of
0 1o 2 in each of 8 situations. A score greater than
10 is considered abnormal. Other validated screen-
ing tools, such as the Insomnia Severity Scale (1SS}
or the Fatigue Severity Scale (FSS), as well as a
steep diary or sleep log may also be used. Clinical
judgment ultimately determines who needs further
evaluation.

Sieep apnea is defined as an apnea-hypopnes
index (AH!) greater than 5, with symptoms of day-
time sleepiness. The combined number of apneas
and hypopneas per hour of steep is known as {he
AHL. Hypopnea is defined as partial (30% or more)
reduction in airflow. Apneas and hypopneas have
similar pathophysiology and clinical significance.
The severity of OSA is measured by the AHL: An AR
iess than 5 can be normal; 5 to 14 is mild OSA; 15
to 30 is moderate OSA; and AHI greater than 30 is
severe 0SA. An AHI of 8 has been determined as
the threshold of OSA based upon epidemiological
data showing risk for adverse outcomes at this
ievel, inciuding hypertension and automobile acci-
dents. Studies have found a 2.5 fo 3 times greater
automobile accident rate in those with untreated

L3

Haranath Policherla, MD  Pointe Neurology — www.pointeneurology.com (over)



sleep apnea. Treatment with nasal continuous posi-
five airway pressure (CPAP) resulted in accident rates
similar to a control group without OSA.

There are two iypes of sieep apnea: obstruc-
tive and central. Obstructive sleep apnea, the more
comman variety, occurs when the muscies in the
wails of the throat relax and coliapse on themselves,
obstructing the flow of air. After 10 to 30 seconds
with no air, the sufferer enters a lighier level of sleep,
the muscles raturn to their normal tone, and breath-
ing resumes. This is often accompanied by snoriing or
gasping, and can occur throughout the night. How-
ever, many individuais are so used to these episcdes
occurring over and over throughout the night that they
don't remember waking and believe they siept weil,

Central sleep apnea sufferers are more iikely
fo remember waking. This condition invoives failure
of the brain to send signais 1c the muscies that con-
trol breathing. The level of carbon dioxide in the blood
rises and the person awakens. A definite diagnosis of
sleep apnea requires an overnight stugy in a sieep
laboratory while mukiple physiological indices are
monitored,

Explaining sleep studies 1o a patient can be
done simply: A sieep study involves coming to the
sleep center in the evening for an overnight stay.
Technicians attach monitors and EEG equipment 1o
the patient, and he or she goes to bed in a private
rcom, which is comfortable and much like a hotel
room. After a night's sleep, which is monitored and
recorded, patients are awakened and are served
breakfast. That morning, additional data is coliected
through a sequence of four naps, and patients go
home in the early afterncon.

If the diagnosis is sleep apnea, patients return 1o
the sieep center for another night's sieep. A CPAP
{continuous positive airway pressure) device deiivers
air at a pressure slightly higher than that of the sur-
rounding air through a mask placed over the nose.
The pressure keeps upper airway passages open, al-
iowing free breathing through the night, It also pre-
vents snoring. Technicians adjust the CPAP machine
sc that just the right amount of air is delivered to the
individual. For most patients with moderate 1o se-
vere sieep apnea, use of the CPAP reiieves their
symptoms. For those with only physical blockages in
the upper airway, in the absence of obesity, surgery
may be an alternative.

in addition to diagnosing sleep apnea, the
polysomnogram is also useful for diagnosing the level
of hypersomnolence, which is impartant for those who

20160 Mack Ave,
Grosse Pointe Woods, Mt 48236
313-882-8600

15717 Fifteen Mile Road
Clintoh Twp., M 4803%
5B6-285-3825

drive or engage in potentially hazardous jobs or activi-
ties. Muliiple sleep latency iests {(MSLTs) are consid-
ered a gold standard obiective measure of sleapi-
ness. After a polysomnogram the individual has a se-
ries of four 20 minuie naps at 2-hour intervals., A
mean sleep latency (defined as the average Uims 0
the first epoch of any stage of sleep) of 10 minutes or
more is considered normal, while average sleap ia-
tency less than 8 minutes is considered excsssive
davtime sieapiness (EDS).

Sleep onset rapid eve movement (SOREM; pe-
riods during 2 or more of the 4 naps during MSLTs is
considered a neurophysiclogic indication of narco-
lepsy. Data from several studies have shown a sen-
sitivity of 0.78 and a specificity of 0.93 for narcolepsy
diagnosis. However, SOREMs are seen in 7% of thoss
with G8A, which makes it important 1o rule cut O%A
with a polysomnogram the night before MELTs.
SOREMSs can also be seen in patients with deprassion
and antidepressant withdrawal, and REM slzep depri-
vation.

Parasomnias can also be diagnosed with a
polysomnogram. These inciude REM behavioral disor-
der, somnambulism (sleep walking) and sleep terrors,
although continuous audiovisual monitoring and more
than one night may be necessary.

Leg movement activily is also recorded during
the polysomnogram. Restless legs syndrome (RLS) or
pericdic limb movement disorder (PLMD}, repetitive
imb movements without the sensory symptoms of
RLS, can also be diagnosed with poiysomnegram. As-
sociated conditions which need fo be considered in-
clude peripheral neuropathy, peripheral vascuiar dis-
ease, anemia, arthritis, spinal cord lesions, antide-
pressants, and caffeine use.

Dr. Haranath Poiicheria is a Diplomate, American
Board of Sieep Medicine, and Fellow, American Sleep
Disorders Association; Diplomate, American Board of

Psychiatry & Neurology; Certified, American Society
of Neurorehabilitation.
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UPDATE ON SLEEP APNEA:
CARDIOVASCULAR DISEASE AND INSULIN RESISTANCE

Obstructive sleep apnea [(OSA} is associated
with a variely of comorbidities, including cardiovas-
cuiar disease, obesity, hypertension, and stroke.
Evigence also points to an association helween ob-
structive sieep apnea ang Insulin resisiance, inde-
pendent of ohesity.

OSA causes repeated obstruction of the up-
per airway white asleep, intermittent oxygen desat-
uration, fragmented sleep, and sponianeous arpus-
als. The combined number of apneas and
hypopneas (partial reduction in airflow} per hour of
sleep is known as the apnea-hypopnea index, or
AHL. The severity of OSA is measured by the AHL
An AHI less than 5 can be normal; 5 to 14 is mild
Q8A; 15 to 30 is moderate OSA; and AH! greater
than 30 is severe OSA.

found & higher mortality (38%) in those with 03A
compared to those without GSA (8%).

\
|
|
|

Mearin et al (200%) did an observational
study comparing fatal and non-fatal cardiovascuiar
events in patients with freated and untreated OSA.
Ten year Tollow-up revealed more fatal and non-fatal
cardiovascuiar events in thase with severe 0SA not
using CPAP {refused treatment with CPAP). Those
with severe OSA using CPAP had cardiovascular
events similar to healthy control subjects. The
treatment of OSA with CPAP reduces cardiovascular

risk in those with severe OSA.

Numerous studies have linked obstructive
sleep apnea with cardiovascular disease. One
study found that 650% of patients with coronary ar-
tery disease (CAD) had OSA. Myocardial infarction,
neart failure and arrhythmias are common. In pa-
fients undergoing Holter monitoring, paroxysmal
asystoie, bradycardia, and sinus node dysfunction
were more freguent in those with OSA. The risk of
cardiac arrhythmias with OSA is related to the sever-
ity of OSA. AHI above 20 {moderaie to severe OSA)
led to a 40% cardipvascular mortality rate in men
after eight years.

The Sleep Heart Health Study reported 0SA
as an independent risk factor for CAD and heart fail-
ure. A five year follow-up of 62 patients with CAD

OSA has also been associated with ischemic
heart disease and idiopathic cardiomyopathy re-
lated to the effects of hypertension on left ventricu-
lar function. The Framingham Heart Study found
right ventricular hypertrophy on ehcocardiogram In
those with OSA. Diastoiic dysfunction is assogialed
with increased risk of OSA. Several studies have
shown that treatment of O3A may improve ejection
fraction. CPAP therapy in patienis with chronic
heart failure decreases left ventricular afterioad,

increases stroke volume, and reduces sympathetic
tone.

Dr. Haranath Policherla, Pointe Neuroiogy, 20160 Mack Ave., Grosse Pointe Woods, M1 48236

Your topic ideas and opinions are always welcome. Please contact us at (313) 882-8600 or fax to (313) 882-0737.
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Brady-tachydysrhythmias frequently ooour
with OSA and generaily reverse with CPAP. Pea-
tients with heart failure and OSA aiso have an in-
creased prevalence of atrial fibrillation. One study
found that approximately one half of the patients
with atrial fibrillation had OSA. Unireated OSA dou-
bles the risk for recurrence of atrial fibriliation
within 12 months in patients who have undergone
elective cardioversion. The presence of GSA shouid
De considered in all patienis with atrial fibritiation.

It has been suggested that OSA ieads to al-
tered vascular endotheiial function, leading to
atherosclerosis. Elevated C-reaclive protein has
been identified in patients with OSA, and may con-
tribute to atherosclerosis. Increased morning tev-
els of fibrinogen have been found in patients with
0SA, accounting for increased cardiovascular
events and stroke. Treatment of 0SA may there-
fore be cardioprotactive. ,

Arpusa! from sleep leads to increased sym-
pathetic activation, and changes in vagal fone due

-to oxyhemoglobin desaturation may coniribute fo
worsening coronary artery disease, leading to in-
creased platelet activation. increased platelet ac-
tivation was found in a group of 42 patients with
OSA compared to a control group. CPAP treat
ment decreases plateiet activation.

Evidence suggests an association between
QSA and insulin resistance, independent of obe-
sity. W nas been poestulated that OSA may actually
contribute 10 development of type 2 diabetes. Re-
searchers have found that patients with OSA had
higher fasting gluccse levels, insulin levels, and
AlCs, regardiess of body weight.

Sieep apnea severily correlates with insulin
resistance. Two studies have shown decreased in-
sulin resistance with CPAP freatment. A Japanme
study Tound that men with sieep apnea were mors
fikely o have metabolic syngrome {(obesity, .,y;e
fension, insulin rnsmtance, dyslipidemia) when oo
pared 1o conirols. The risk was higher in those
moderate or severe sieep apnsea. CHAP has b
associated with ilower blood sugar levels, CFA
treatment increasas insulin sensitivity and improvss
glycemic control in those with type 2 diabetes.

in summary, it is extremely important to diag-
nose and treat obstructive slesp apnea. Snoring
sieepiness, obesity, and hyperiensison are the ms
manifastations. Cardiac dysrhythmias, stroke, haar
faiture, insulin resistance and slevated g'Uqu‘C‘ ies-
els also warrant investigation of OSA. Treatmeant
QSA using nasal coniinuous positive airway pres-
sure (CPAP) can improve and may even prevent ¢o-
morbidities. OSA is a chronic disease that requires
pafient and parther education about ifs conse-
guences and the imporiance of proper treatment.
This reguires ongoing follow-up of patient toterance
and compiiance. Counseiling related to risk factor
management, such as weight ioss, medication man-
agement and smoking cessation are also imporiant.
Periodic assessment of CPAP use, daytime siespi-
ness, snoring or apneic periods when using CPAP,
weight changes, equipment checks, and periodic re-
evailuation of CPAP pressure is necessary for opii-
mal benefit.

i

-y

Dr. Haranath Policherla is a Diplomate, Ameri-
can Board of Sleep Medicine, and Fellow, American
Sleep Disorders Association; Diplomate, American
Board of Psychiatry & Neurology; Certified, Ameri-
can Society of Neurorehabilitation.
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EDITOR- H. POLICHERLA, MD ACP

UPDATE ON SLEEP APNEA:
HYPERTENSION AND STROKE

Obstructive sleep apnea (0SA) affects more
than 15 million people in the Unitad States. The vast
majority of those affected are undiagnosed. This com-
piex syndrome is associated with a variety of comorbid-
ities, including obesity, hypertension, cardiovascular
disease and stroke. Recent avidence also points to an
association between obstructive sleep apnea and insu-
lin resistance, independent of obesity. Those with 0SA
have a significantly higher mortality rate when com-
pared to those without 0SA; as much as a seven-foid
increase. It has been estimated that 03A contributes 1o
40,000 deaths in Americans every year. Qbstructive
sleep apnea is a significant public health problem.

tndividuals with OSA have repeated obstruction
of the upper airway while asleep, intermittent oxygen
desaturation, fragmented sleep, and spontaneous
arousals. Obstructive sleep apnea (0SA) is associated
with choking or gasping, restiess sieep, moming head-
ache; excessive daytime sleepiness, depression and
work and motor vehicle accidents,

The combined number of apneas and hy-
popneas per hour of sieep is known as the apnea-
hypopnea index, or AHL.  An AHI greater than 5 with
symptoms of daytime sleepiness constitutes the diag-
nostic criteria for sleep apnea syndrome. Hypopnea is
defined as partial {30% or more} reduction in airflow.
Apneas and hypopneas have similar pathophysiciogy
and citnical significance. The severity of 0SA is meas-
ured by the AHl: An AH! iess than 5 can be normal; S to
14 is miid GSA; 15 to 30 is moderate OSA; and AH!
greater than 30 is severs OSA. An AHI of © has been
determined as the threshold of 0SA based upon

epidemiociogical data showing risk for adverse ouicomes at
this level, inciuding hypertension and automobile accidenis,
Sleep apnea is more commen in the middie aged individual,
affecting nine percent of middie aged women and 24% of
men. The incidence is increased in ceriain groups: com-
mercial truck drivers have a 468% incidence of 05A, profes-
sionat football players have a 14% incidence of OSA.

The most common risk factors for OSA ars mals
gender, age 40 years or oider, and obesity. Family history
of OBA is aiso an important risk factor. Craniofacial charac-
teristics such as retroposed mauiila and mandible, narrow
posterior airway, large iongue and soft palate and iarges ton-
sils also predispose to steag apnea.

Obesity is present in 60% to 90% of individuals un-
dergoing evaluation in a sleep lak. The severity of 05SA cor-
refates with the severity of obesity. One study of 800 pa-
tients found that an increase of 10 kg. of body weight dou-
bied the odds ratio of having sleep disordered breathing.
Cbesity leads 1o excess fat deposition in pharyngeal tis-
sues,

The prevalence of OSA in hypertension is esti-
mated o be as high as 50%. in those with normal biood
pressure, sieep apnes is associated with the onset of hy-
pertension. (QSA, obesity, and hyperiension often coexist.
The presence of hypertension in sieep apnes patients is
estimated 1o be 60%. Sleep apnea is present in up to 83%
of those with resistant hypertension, defined as blood pres-
sure that remains uncontrolied (> 140/90) despite thres
antihypertensive agenis. 0SA shouid be considered in

those who respond poorly tc therapy.

Numerous studies in the past 20 vears have linked
0O5A and hypertension. The seventh report of the Joint Na-
tional Committee on Prevention, Detection, Evaiuation, and

. Dr. Haranath Policheria, Pointe Neurology, 20160 Mack Ave,, Grosse Pointe Woads, M{ 48238

Your topic ideas and opinions are always welcome, Please contact us at (313) B82-8600 or fax to (3713) 882-0737.
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Treatment of High Blood Pressure (JNC VI iists 08A as
first on the list of potentiai causes of hypertension. The
Sieep Heart Health Study examined the cardiovascular
congequences of slesp apnea in more than 8,000 mid-
diz-aged and oider adults, The AH! was linsarly associ-
ated with blood prassure, after agjusting for body mass
intex (BMI), age, gender, smoking and aicohol use.

The Wisconsin Sleep Cohort Study examined
nyperiension and the severity of 0SA in mora than 700
sdults. Baseling sleep apnsa was linkad to increased
risk for hypertension at four year foilow-up. An AHI of
15 {moderate OSA) or greater was associated with
three times the risk of developing hypertension. A lin-
ear increase in blood pressure (systolic and diastolic)
was seen with increasing AHI

Those with OSA have cardiovascular abnormati-
ties during sieep as weli as during waking hours, due to
increased sympathetic activity caused by repetitive
breathing obstruction, and conseguent sympathetic

response 1o hypoxia and hypercapnia. Treatment of
O5A with nasal CPAP improves blood pressure control in
those with hypertension, especially when measured
over a 24 hour period. The blood pressure is lowered
during both sleep and waking hours, with greater de-
creases seen in those with severe OSA. A recent study
reported that after nine weeks of CPAP therapy, blood
pressure was decreased by 10 mm Hg for both systolic
and diastolic readings, both at night and during the day.
Another study iooked at treatment for moderaie and
severe OSA with therapeutic and subtherapeutic CPAP
treatment over a nine week period. Those with sub-
therapeutic CPAP showed no significant blood pressure
decrease, compared to those with therapeuiic CPAP
treatment, showing a mean arterial biood pressure de-
crease of 9.8 +/- 11.4 mm Hg. This points 1o the impor-
fance of effeciive CPAP treatment, and periodic re-
evatuation of CPAP pressure.

Obstructive sleep apnea has been proposed as
both a risk factor and a consequence of stroke. Several
studies have demonstrated that the risk for stroke in
individuals with O3A is independent of co-existing hy-
periension.

in siudizs of patients with TIA or ischemin
stroke, there was & similar frequency of 034 in both
groups, lending support 1o O3A as a predisposing factor
for ischemic stroke.

0SA is a common ococcurrence afier ischamic
stroke. Obstructive sleep apnea and stroke were com-
pared in hospitalized patients with recent stroke and

individuals in the general population. Researchers
found that 71% of stroke patients and 19% of controls
and had OSA. The four vear mortality rate for those with
stroke was 21%. All who died had O5A.

The Sieep Heart Health Study provides mors
evidence for the link beiween O5A and stroke. Stroks
risk increased incrementally with the AH{ saverity. Even

miid to moderate sleep apnea was associated with
stroke.

There appears to be s diurnal pattern to the
time of onset of stroke. The early morming hours, usu-
ally associated with REM sieep, more apneic periods,
and oxygen dessaturation, have coincided with stroke
occurrence.  The largest study showed that 31% of
strokes occurred upon awakening from sleep. Al pa-
tients with stroke should be screened for 0SA. Those
with TIA or minor stroke may represant a target for sec-
ondary prevention of stroke.

Dr. Haranath Policheria is a Diplomate, Ameri-
can Board of Sleep Medicine, and Feliow, Ameri-
can Sleep Disorders Association; Diplomats,
American Board of Psychiatry & Neurology; Certi-
fied, American Society of Neurorshabilitation,
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Obstructive Sleep Apnea

John had known all his Iife that he snored. Both his dad and his college roommate did too, so he figured it wasn't a big deal.

It became a big deal to his wife, Marie, after they got married. His snoring was so loud that it was keeping her up at night. She
constantly complained about it, but John thought she just had to get used to it

Marie tried to get him to talk to a doctor to see if there was anything that could be done to help. John blew it off because he
didn’t want to admit that he had a problem.

Eventually he got some nasal strips and thought that would be the end of the conflict. But his snoring stilf kept Marie awake.
She finally began to sleep in another room. Since John couldn’t hear himself snore, he thought she was making too big of an
issue out of it,

John was also working at his third job in the past two years., He was fired from the first job because he couid never get o work
on time. It was really hard for him to wake up in the morning,

He tried everything he could think of. He went to bed earty; he used an alarm clock; he left the biinds open so sun would come
in the window. [t didn't matter. He was still tired and struggled to get out of bed on fime.

Since Marie sometimes worked nights at the hospital, she wasn't always there to wake him up. John just figured that he wasn't
a morning person.

He lost his second job because they said he was tazy. He would agree that he didn't have a lot of energy, but he was trying
hard. The problem was that he would get distracted and lose his focus easily. During long meetings he would even doze off
briefly. John blamed it on the office manager for keeping the temperature too warm.

One evening John and Marie were returning from a weekend spent visiting her parents. On the drive home, John fell asleep
and the car drifted into a lane of oneoming traffic. Marie's scream woke him up, and John was able fo swerve back into their
fane just in time. This was the wake-up call that he needed.

Marie pleaded with him to see a doctor, and John finally agreed. It was his first visit to the doctor in years, He found out that he
was 75 pounds overweight and that he had high blood pressure. John told the doctor about his sleepiness and his snoring. His
doctor was concerned and referred John to a nearby sleep center.

John called the center to set up an appointment. A week later, he and Marie went together to meet with a sleep specialist,
They both filled out a questionnaire about John's sleep patterns and how their fives were affected by them. The doctor
reviewed those results and went over John's medical history.

He aiso examined John's nose and throat and measured his neck. His neck was a size 18. The doctor told John his suspicion
that his sleep problems were the result of obstructive sleep apnea.

To find out for sure, he would have to do an overnight sleep study at the sleep center. John agreed, and the study was
scheduled two weeks from then.

He actually felt refieved to find out that there really might be something causing him to be so tired all the time. When he got
home, John called his insurance provider. He was happy to find out that his company insurance plan had just recently started
to cover studies and treatments for sieep disorders,

In two weeks, John showed up at the sleep center with his bag packed for the night. He was shown to his private room, which
was much more comfortable than he expected. It felt more like a hote! room than a medical center. He got situated, changed
into his pajamas and relaxed for a little bit,

Then he had to fill out a few papers. After that, a technician went over all the equipment with him and answered his quastions.
He watched a video that explained about sleep apnea and treatment with continuous positive airway pressure (CPAP). The
sensors were then placed on John, and the equipment was tested.

Once that was done, he watched some TV before turning the lights out around his usual bedtime. Everything felt a little
strange to him at first, but he got used to it and finally drifted off to sleep.

Sometime in the night, the technician came in and woke John up. He said that John had stopped breathing numerous times.
As a result, they wanted him to try to see if he stept better with CPAP. They put & mask over his nose and adjusted the
pressure of the air flow, He quickly fell back to sleep.
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When the technician woke him up again at 6 a.m., John couldn’t believe how quickly the night had passed. He remarked that
using the mask had given him the best sleep he could ever remember. John went home and shared with Marie what the study
had confirmed: he had a severe case of obstructive sleep apnea.

The sleep specialist at the center still had to review and certify the data from Johr's study. The results were then sent to
John's primary doctor. They showed that he had stopped breathing 127 times before being given the CPAP. This caused his
oxygen level to only be 85% instead of the normal range of 90% to 98%.

His doctor wrote an order for John to get a CPAP machine. Within another week, John had been fitted for a mask and was
using a CPAP machine at home.

It took John a little while to get used to sleeping with the machine. The mask felt a littie awkward at first, and the machine
made a constant hurmming hoise.

Matrie told him that the humming was music {o her ears compared to his snoring. But once John got used to i, he began
sleeping fike never before.

Now the machine even goes with him when he has to travel out of town. People at the office have noticed that he seems to be
happier and has more energy. For the first time that he can remember, he actually feels refreshed when he wakes up most
mornings.

Both John and Marie are finally finding joy in being able to share a gocd night of sleep together.

Reviewed by Norman J, Wilder, 8D
Updated on May 11, 2006

Copyright © 2010 American Academy of Sleep Medicine
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Eight Health Risks of OSA

Cbstructive sleep apnea (OSA) is a common sleep disorder that involves pauses in breathing during sleep. If ieft untreated,
OSA can have a detrimental impact on your health and well-being.

OSA occurs when your muscles relax during sleep. This causes soft tissue in the back of the threat to coliapse and block the
airnway. Breathing pauses can last from 10 seconds to a minute or longer. The pauses end when the body briefly wakes up to
gasp for breath. This repetitive cycle of breathing pauses confinues all night tong. A person with severe OSA may have
hundreds of breathing pauses per night.

These breathing pauses produce drastic changes in blood pressure and oxygen levels, while also fragmenting sleep. Over
time, untreated OSA puts a tremendous amount of stress on the body, increasing your risk for many other heaith
problems. These are eight of the health risks related to OSA:

1. High blood pressure

Studies have shown that OSA can cause high blood pressure, also known as “hypertension.” The amount of increase in blood
pressure is related to the severity of OSA; more severe OSA produces greater increases in blood pressure. Elevations
in blood pressure even can oceur in children who have OSA.

2. Heart dissase

Untreated OSA is a risk factor for heart disease, which is the leading cause of death in the U.S. as of 2005. OSA increases
your risk for an irregular heartbeat, coronary artery disease, heart attack and congestive heart failure. A 2006 study in the
Joumal of the American College of Cardiology found that OSA even affects the shape of your heart. Resuilis show that the
hearts of people with OSA are enlarged on one side, have thickened walls and a reduced pump function.

3. Stroke

OSA increases your risk for stroke, the third leading cause of death in the U.S. as of 2005. A stroke is a “brain atiack” that
occurs when blood flow o the brain is interrupted. It can result from either a blood clot that blocks an artery or from a broken
blood vessel,

4. Brain damage

A study in the journal Sfeep in 2008 provided visual evidence of brain damage that occurs in people with OSA, The damage
affects brain structures that help controt functions such as memory, mood and blood pressure.

5. Depression

Research shows that depression is common in peaple with OSA. Even mild OSA gives you a much greater risk of
depression. This risk for depression increases with the severity of OSA.

8. Diabetes

O8A s associated with impaired glucose tolerance and insulin resistance. Type 2 diabetes, a leading cause of death in the
U.S., ocours when the body faiis to use insulin effectively. Research suggests that OSA can contribute to the onset of
diabetes.

7. Obesity

Obesity is a key risk factor for OSA. But there is increasing evidence that OSA also may promote weight gain. OSA can
fragment sleep, reducing daytime energy and physical activity. It also can disrupt metaboiism, OSA may alter the levels of
hormones that regulate your appetite, which may lead you to eat more.

8. Mortality

Two studies in the journal Sleep in 2008 show that people with sleep apnea have a much higher risk of death than people
without sleep apnea. The risk is greater for people whose sieep apnea is more severe, The risk of death also increases when
sleep apnea is untreated.
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There is hope for people who have OSA, it can be treated with a high rate of success. A growing body of research even
shows that treating OSA with continucus positive airway pressure (CPAP) therapy can reduce many of these eight health
risks.

You can get expert help for OSA at a sleep disorders center that is accredited by the American Academy of Sleep Medicine.
Find an AASM-accredited sleep center near you at www steepcenters.org.

Updated August 8, 2008

More Information
Obstructive sleep apnea

Are You at Risk?
Warning Signs for O3A
Five Ways to Fight O8A
Five OSA Myths

CPAP Central

Copyright © 2010 American Academy of Sleep Medicine
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Another Study Confirms that Obstructive Sleep Apnea
Increases Your Risk of Death

A new study shows that people with OSA have a higher risk of death.

American Academy of Sleep Meadicine
AASM | 08/18/2009

A new study provides strong evidence that severe obstructive sleep apnea increases your risk of death,

The study involved a community sample of 6,441 peopfe who were 40 years of age or older. Their sleep was evaluated with a
portable-monitoring system during one night of home sieep testing. An apnea-hypopnea index was calculated for each
person. The Akl represents the average number of times you stop breathing per hour of sleep.

People were grouped according to the severity of their sleep apnea. An AHI of 30 or more breathing pauses per hour of sieap
was considered severe OSA; an AHI of 15 to less than 30 represented moderate sleep apnea, people with an AH! of 5 to less
than 15 had mild OSA.

The health status of participants was monitored during a follow-up period of about eight years. During this time 1,047
participants died; 587 of them were men and 460 were women.

Data analysis shows that the people with severe GSA were 46 percent more likely to die than those who did not have
OSA. The risk of death in people with moderate OSA was increased by 17 percent.

The risk of death was even higher in men between the ages of 40 and 70; those with severe OSA were two times more likely
to die than men their age who did not have OSA.

The study was published today in the onfine journal PLoS Medicine.

“Our study results really raise concern about the potentially harmful effects of sleep apnea,” principal investigator Dr. Naresh
Purjabi said in a Johns Hopkins statement. “Such an increased risk of death warrants screening for sleep apnea as part of
routine heaith care.”

Eight percent of men and three percent of women in the study had severe OSA. High biood pressure, diabetes and heart
disease were more common in people with moderate to severe OSA.

Last year a study in the Aug. 1 issue of the journal Sleep reported similar findings. That study involved 1,522 participants; they
were between 30 and 60 years old when the study began. Their sleep was evaluated during an overnight sleep study in a
sleep lab at a clinical research center.

Their health status was monitored during an 18-year follow-up period. Results show that people with severe sleep apnea were
three times more fikely to die. The study also suggested that treating sleep apnea with regular CPAP use may prevent
premature death.

Learn how CPAP therapy can be a life saver for people with OSA, Answer these questions to learn more about your risk for
sleep apnea. Contact an AASM-accredited sleep disorders center for help with OSA.

On the Sleen Education Blog you will find links to the information cited here,

Copyright © 2010 American Academy of Sleep Medisine

http://www.slecpeducation.com/ArticlePrinterFriendly.aspx?id=1396& D Type=0 11/8/2010



Sleep Education.com Page 1 of 4
. B’ {/ [;\E

Sleep Study Dictionary

AASM American Academy of Sleep Medicine. The only professional society that is dedicated exclusively to the medical
subspecialty of sleep medicine. The AASM is the national accrediting body for sleep disorders centers and laboratories. AASM
accreditation is the gold standard by which the medical community and the public can evaluate the services provided by

a sleep center or sleep lab. A directory of AASM-accredited sleep centers and labs is available at www.sfeapcenters.org,

AHI apnea-hypopnea index. A measurement of the overall severity of sleep apnea. AHI is an average of the combined
episodes of apnea and hypopnea that occur per hour of sleep. An AH! of 15 or more indicates that you have QSA. If you
have symptoms of OSA such as excessive daytime sleepiness or high blood pressure, then a fower AHI of 5 or more confirms
that you have OSA.

APAP autolitrating positive-airway pressure. These PAP units have an automatic, self-adjusting mode that raises or lowers the
gir pressure as needed.

apnea A pause in breathing during sieep that lasts at least 10 seconds. It involvas a reduction in airflow of 90% or more. This
is measured by thermal sensors.

blood oxygen saturation The leve! of oxygen in your blood. Alsc Sa0,. It is measured by an oximeter. Episodes of CSA and
OSA reduce the oxygen in your blood. This can lead to hypoxemia and hy percapnia.

BPAP bilevel positive-afrway pressure. These PAP units provide two levels of air pressure: a higher level when you inhale and
a lower level when you exhale.

cannula A flexible tube that is inserted into your nose. it is used with a nasal pressure transducer to measure airflow.

central sleep apnea Also CSA. A sleep related breathing disorder that occurs when the brain fails fo telt the lungs 10
breathe. It is most common in the elderly and in patients who have heart disease or have had a stroke. In contrast to OSA, it is
unrelated to an obstructed airway.

CPAP confinuous posifive-ainvay pressure. These PAP unifs provide one fixed ievel of air pressure.

CPAP study continuous positive-airway-pressure study. A sleep study that evaluates the effectiveness of CRAP therapy, it
involves the fitration of the CPAP device by a sieep technologlst,

CSA central sleep apnea

EEG elecfroencephalogram. A graphic record of the electrical activity of the brain. The brain waves are recorded by electrodes
that are placed on the head. Different types of brain waves occur during the various sleep stages. Each type of brain wave
has a different frequency.

EKG efectrocardiograph. Also ECG. A graphic record of the electrical activity of the heart. Electrodes are placed below the
collarbone and on the ribcage. Episodes of apnea can cause repeated changes in heart rate and blood pressure.

EMG electromyogram. A graphic record of muscle movements. Electrodes are placed on the chin and the fegs. Muscles relax
during the transition from wake to sleep. Then your brain paralyzes many of your muscles during the stage of R sleep (REM
sleep), afthough muscle twitches may cccur. Leg movements may be a sign that you have restless legs syndrame or periodic
fimb movements.

EOG electrooculogram. A graphic record of eye movements. An electrode is placed on the face near each eye. Slow, rolling
eye movements occur during the transition from wake to steep. Brief, rapid movements occur during the stage of R sleep
{REM sleep).

home sleep test This is one way to detect OSA in adufts. A home steep test involves the use of a portable-monitoring system
that is small enough for you to take home. it consists of a small recording device, sensors, belts and related cables and
accessories. You apply the sensors to your body and turn on the recosding device before going to steep. The sleep recorder
gathers important data as you sleep in your own bed. Standard measurements include airflow, respiratory effort, blood
oxygen saturation and heart activity (EKG). Home sleep tests are classified as Type 2, Type 3 of Type 4.

hypercapnia Having a high level of carbon dioxide in the blood. It can be caused by CSA and OSA.

hypopnea A partial reduction in breathing of at least 30% that lasts at least 10 seconds during sieep. This is measured by
& nasal pressure fransducer.
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hypoxemia Having a low level of blood oxygen saturation. it can be caused by C84 and Q%A Also called hypoxia.

MSLT Multiple Sleep Latency Test. A nap study that measures how quickly you fall asleep during the day. It is used primarity
to detect narcolepsy.

MWT Maintenance of Wakefulness Test. Measures how weil you are able {o stay awake during the day. It is used to evaluate
how well treatment improves the daytime symptoms of a sleep disarder.

N sleep non-rapid eye movement (NREM) sleep. The primary phase for 75% to 80% of an adult’s sleep time. It is made up of
three sleep stages.

nasat pressure transducer Measures airflow into and out of your nose. It can detect a hypopnea because it is sensitive even
to minor changes. it is used with a cannula.

obstructive steep apnea Also OSA. A sleep related breathing disorder that invoives repeated episodes of hypoprea and
apniea despite an ongoing respiratory effort. It occurs when the muscles relax during sieep, causing soft tissue in the back of
the throat to collapse and block the upper airway.

OSA obstructive sleep apnea

overnight sleep study A polysomnogram or Typs 1 sleep study. |t is the standard method of detecting sleep disorders and
evaluating treatiments in children and adults. You stay in a private room that often has the comforts of a hotel room. As you
sieep, electrodes and sensors collect information such as airflow, brain activity (EEG), respiratory effort, eye movements
(EOG), leg movements (EMG), blood oxygen saturation and unusuat behavior.

oximeter A small device that provides continuous monitoring of your blood oxygen saturation. It can be worn on the ear but
most often is placed on a fingertip.

PAP positive airway pressure. This is the most common and effective treatment for obstructive sicep apnea (OSA). It
provides a stream of air through a mask that you wear during sleep. This airflow keeps the airway open, preventing pauses in
breathing and restoring normal bicod oxygen saturation. PAP can be continuous (CPAE), bilevel (BRPAP) or autotitrating
(APAPR).

polysomnogram An overnight slesp study

portabie monitoring A home sleep test

PSG A polysomnogram

R sleep rapid eye movement (REM} sleep. The last of the four sleep stages that make up a complete sleep cycle. The name
comes from the rapid, twitching eye movements that occur during this stage. Most dreams occur during R sieep.

respiratory effort breathing effort, It can be measured by the movements of your chest and stomach. OSA involves pauses in
breathing that cccur even though your body continues making an effort to breathe. In contrast, a pause in breathing with no
effort to breathe is a sign of CSA. The best method of measuring respiratory effort is respiratory inductance
plethysmography.

respiratory inductance plethysmography Also RIP. The most accurate way to measure respiratery effort. You wear belts
around your chest and stomach. These belis contain sensors and wires that carry a small electricai current. Chest or stomach
movements produce changes in the current.

RIP respiraiory inductance plethysmography

RPSGT registered polysomnographic technologist. A professionai credential that a sieep technologist earns by passing the
national certification examination.

$a0, bicod oxygen saturation

sleep architecture A term that refers to all aspects of your sleep pattern, including total sieep time, sleen latency, sieep
efficiency and sleep stages.

sleep center A sleep disorders center. Provides testing and treatments for all sleep disorders. A sieep center can eamn
accreditation from the AASM,.

sleep cycle A transition through all four sieep stages. Each complete cycle lasts about 80 to 110 minutes. Most adults wili go

through four to six cycles in a full night of sleep. Children have much shorter sleep cycles than adults. The sleep cycle of a
one-year-old may last about 45 minutes. Once a child nears 10 years of age, the length of his or her sleep cycle is similar to
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that of an adult,

sleep efficiency The percentage of total recording time that you spend asleep.

sleep lab A laboratory for sleep related breathing disorders. Provides testing for alf sleep disorders and treatments for sieep-
related breathing disorders such as obstructive sleep apnea and snoring. A sleep lab can earn accreditation from

the AASHL

sleep latency The length of time from when the lights are turned out to sizep onset.

sleep onset The moment when you fall asleep.

sleep specialist A licensed doctor who is board certified in the subspecialty of sleep medicine. He or she specializes in
assessing, testing, diagnosing, managing and preventing sleep disorders,

sleep stages The four unigue periods that make up one steep cycle. The nature of your sleep is different in each stage. A
typical sleep cycle consists of three stages of N sieep (N1, N2 and N3) followed by R sleep.

sleep technologist A health-care professional who assists in the evaluation and follow-up care of patients with sleep
disorders, A sleep technologist works under the direct supervision of a sieep specialist.

snoring The vibration of tissue in the back of your throat as you breathe, making a noise during sleep. Frequent, loud snoring
is & wamning sign for obstructive sleep apnea.

split-night study Doing an overnight sleep study and a CPAP study in the same night. During an overnight sleep study, a
CPAP study may be performed right away if you show signs of having severe OSA.

thermal sensors These sensors are placed near your nose and mouth to detect episodes of aprnea by measuring your
airflow. They record changes in temperature as you breathe. Air that you exhale is warmer than the air that you inhale, Two
types are thermistors and thermocouples.

titration The process of setting the air-pressure fevel of a PAP device so that it eliminates episodes of
apnea and hypopnea. A sleep technologist raises and lowers the air pressure to find the best setting for you. An APAP unit
is autotitrating.

total recording time The length of time from “lights out” to “lights on.
total sleep time The total amount of time you spend asleep during the total recording time.

Type 1 sleep study An overnight sieep study

Type 2 sleep test A horme sleep test that records seven or more channels of information. Recorded signals may include
airflow, respiratory effort, blood oxygen saturation, brain activity (EEG), heart activity (EKG), leg movements (ENMG) and
eye movements (EOG).

Type 3 sleep test A home sleep test that records four to seven channels of information. This is the most common type of
home sleep test. Recorded signals may include airflow, respiratory effort, blood oxygen saturation and heart activity
(EKG).

Type 4 sleep test A home sleep test that records only one fo three channels of information. it may record only blood
oxygen saturation using an oximeter. Another recorded measure may be airflow.

WASO Wake affer sfeep onset. The total amount of time you spend awake in bed after sieep onset.

Reviewed by David Kuddmann, BD
Updated March 26, 2008

More Information
Overnight Sleep Study

Home Sleep Test
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Questions: Home Sleep Tests
Sleep Studies: Home or Away?

Is @ Home Sleep Test for You?

Copyright @ 2010 American Academy of Sleep Medicine
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Sleep & Growing Older

MNatlonal instiute on Aging
National institutes of Health
U.S. Department of Health and Human Services

{, introduction

Steep needs change over a person’s lifetime. Children and adolescents need more sleep than adults, Interestingly, oider
adults need about the same amount of sleep as younger aduits -- seven to nine hours of sleep per night.

Unfortunately, many older adults often get less sfeep than they need. One reason is that they often have more trouble falling
asleep. A study of adults over 65 found that 13 percent of men and 36 percent of women take more than 30 minutes to fall
asleep.

Also, older people often sleep less deeply and wake up more often throughout the night, which may be why they may nap
more often during the daytime. Nighttime sleep scheduies may change with age t00. Many older adults tend to get sleepier
earfier in the evening and awaken earlier in the morning.

There are many possible explanations for these changes. Older adults may produce and secrete less melatonin, the hormone
that promotes sleep. They may aiso be more sensitive tc -- and may awaken because of — changes in their environment, such
as noise.

Older adults may also have other medical and psychiatric problems that can affect their nighttime sleep. Researchers have
noted that people without major medical or psychiatric ilinesses report better sleep.

Not sleeping well can lead to a number of problems. Older adults who have poor nighttime sleep are more tikely to have a
depressed mood, attention and memory problems, excessive daytime sleepiness, more nighttime falls, and use more over-the-
counter or prescription sleep aids, Poor sleep is afso associated with a poorer quality of life.

Many people believe that poor sleep is a normai part of aging, but it is not. in fact, many healthy older aduits report few or no
sleep problems. Sleep patterns change as we age, but disturbed sleep and waking up tired every day are not part of normal
aging. If you are having trouble sleeping, see your doctor or a sleep specialist. There are treatments that can help.

il. Sleep Disorders
If you have a sleep disorder it can be hard to get a good night's sleep. Sleep disorders can make it hard to fall asieep or stay

asleep during the night and can make you drowsy during the day. The following are the most common sleep disorders among
older adults:

1. Insomniz
2. Sieep-disordered breathing, such as snoring and sleep apnea
3. Movement disorders, such as restless legs syndrome

Insomnia

Insormnia is the most common sleep complaint at any age. Ii affects almost half of adults 80 and older.
if you have insomnia, you may experience any one or any combination of the following symptoms:

Taking a long ime -- more than 30 to 45 minutes - to fall asleep
Waking up marty times each night

Waking up early and being unable to get back to sleep

Waking up feeling tired

PO

Short-term insomnia, lasting less than one month, may result from a medical or psychiatric condition. Or it may occur after a
change in personal circumstances like losing a loved one, relocating, or being hospitalized. If insomnia lasts longer than a
month, it is considered chronic, even if the original cause has been resoived.

Many factors can cause insomnia. However, the most common reason older adults wake up at night is to go to the bathroom.
Prostate enlargement in men and continence problems in women are often the cause. Unfortunately, waking up to go to the
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bathroom at night also places older adults at greater risk for falling.

Disorders that cause pain or discomfort during the night such as heartburn, arthritis, mencpause, and cancer also can cause
you to lose sleep. Medical conditions such as heart failure and lung disease may make it more difficult to sleep through the
night, too.

Neurologic conditions such as Parkinson’s disease and dementia are often a source of sleep problems, as are psychiatric
conditions, such as depression. Although depression and insomnia are often related, it is currently unciear whether one
causes the other.

Many older people also have habits that make it more difficutt to get a good night's sleep. They may nap more frequently
during the day or may not exercise as much, Spending less time outdeors can reduce their exposure to sunfight and upset
their sleep cycle. Drinking more alcohol or caffeine can keep them from falling asteep or staying asleep.

Also, as people age, their sleeping and waking patterns tend to change. Older adults usually become sleepier earlier in the
evening and wake up earfier in the moming. if they don't adjust their bedtimes to these changes, they may have difficuity
faliing and staying asieep.

Lastly, many older adults take a variety of different medications that may negatively affect their sleep. Many medications have
side effects that can cause sleepiness or affect daytime functioning.

Sieep-Disordered Breathing

Steep apnea and snoring are two examples of sleep-disordered breathing -- conditions that make it more difficult to breathe
during sleep. When severe, these disorders may cause peopie to wake up often at night and be drowsy during the day.

Snoring is a very common condition affecting nearly 40 percent of adults, It is more common amang older people and those
who are overweight. When severe, sncring not only causes frequent awakenings at night and daytime sleepiness, it can also
disrupt a bed pariner's sleep.

Snoring is caused by a partial blockage of the airway passage from the nose and mouth to the lungs. The blockage causes the
tissues in these passages {o vibrate, leading to the noise produced when someone snores.

There are two kinds of sleep apnea; obstructive sleep apnea and central sleep apnea. Obstructive sleep apnea occurs when
air entering from the nose or mouth is either partiaily or compietely blocked, usually because of obesity or extra tissue in the
back of the throat and mouth.

if these episodes accur frequently or are severe, they may cause a person to awaken frequently throughout the night. This
may disrupt their sleep and make them sleepy during the day.

Central sleep apnea is less common. It occurs when the brain doesn't send the right signals to start the breathing process.
Often, both types of sleep apnea occur in the same person.

Obstructive sleep apnea is more common among older adults and ameng people who are
significantly overweight. Obstructive sleep apnea can increase a person's risk for high blood
pressure, strokes, heart disease, and cognitive problems.

However, more research is needed to understand the long-term consequences of obstructive
sleep apnea in older aduits.

Movement Disorders
Two movement disorders that can make it harder to sleep include restless lags syndrome, or RLS, and periodic fimb

movemeant disorder, or PLMD. Both of these conditions cause people to move their fimbs when they steep, leading to poor
sleep and daytime drowsiness. Often, both conditions occur in the same person.

Restless legs syndrome is a common condition in older adults and affects more than 20 percent of people 80 years and older.
People with RLS experience uncomfortable feelings in their tegs such as tingling, crawling, or pins and needles.

This often makes it hard for them to fall asleep or stay asleep, and causes them to be sleepy during the day.

Although scientists do not fully understand what causes restless legs syndrome, it has been finked to a variety of conditions.
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Some of these conditions include iron deficiency, kidney failure and dialysis, pregnancy, and nerve abnormalities.

Periodic fimb movement disorder, or PLMD, is a condition that causes people to jerk and kick their legs every 20 to 40
seconds during sleep. As with RLS, PLMD often disrupts sleep - not only for the patient but the bed partner as well. One
study found that roughly 40 percent of older adults have at least a mitd form of PLMD.

Another condition that may make it harder to get a good night's sleep is rapid eye movement sieep behavior disorder, alse
known as REM sleep behavior disorder (RBD). it is somewhat more common in men over the age of 50,

REM slteep, or rapid eye movement sleep, is the most active stage of sleep where dreaming often occurs. During normal REM
sleep, the eyes move back and forth beneath the eyelids, and muscles cannot move. In more severg forms of REM sleep
behavior disorder, the muscles become guite mobife and sufferers often act out their dreams.

lil. Getting Help for Your Sleep

If you are often tired during the day and don't feel that you sleep well, you shouid discuss this with your doctor or healthcare
provider. Many primary cara providers can diagnose sleep disorders and offer suggestions and treatments that can improve
your sleep.

Before you visit the doctor, it may be very heipful for you {o ask for and keep a sleep diary for a week or more. A sleep diary
will give you and your doctor a picture of your sleep habite and schedules and help determine whether they may be affecting
your sleep.

During your appointment your doctor witt ask you about your symptoms and may have you fill cut questionnaires that measure
the severity of your steep problem.

It is also helpful to have your bed partner come with you to your appointment since he or she may be able to report symptoms
unknown fo you like loud snoring, breathing pauses, or movements during sleep.

Since older people are more likely o take medications and to have medical problems that may affect steep, it is important for
your doctor to be aware of any health condition or medication your are taking.

Don't forget to mention over-the-counter medications, coffee or caffeine use, and alcohol since these also may have an impact
on your sleep.

The doctor will then perform a physical examination. During the exam the doctor will 100k for signs of other diseases that may
affect sleep, such as Parkinson's disease, stroke, heart disease, or obesity. If your doctor feels more information is needed, he
or she may refer you to a sleep center for more testing.

Sleep centers employ physicians and others who are experts in problems that affect steep. If the
sleep specialist needs more information, he or she may ask you to undergo an overnight sleep
study, also called a polysomnogram, and/or a sleepiness, or a nap tesi. A polysomnogram is a
test that measures brain waves, heart rate, breathing patterns and body movements,

A common sleepiness test is the multiple sleep latency test. During this test, the person has an
opportunity to nap every two hours during the daytime. if the person falls asieep 100 quickly it
may mean that he or she has teo much daytime sleepiness.

V. Treatments for Sleep Disorders

Based on your sleep evaluation, your doctor or sleep speciatist may recommend individual treatment options. It is important to
remember that there are effective treatments for most sleep disorders.

i you are diagnosed with a sleep disorder, your doctor may suggest specific treatments. You should ask for information to find
out more about your condition and ways to improve your sleep.

There are a number of therapies available to help you fall asleep and stay asleep. You may want to try limiting excessive noise
and/or tight in your sieep environment.

Or, you could limit the time spent in bed while not sleeping, and use bright fights to help with circadian raythm probiems.
Circadian rhythm is our 24-hour internal body clock that is affected by sunfight.
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Some specialists believe medications also can be useful early in your treatment, and if necessary, you can use them from time
to time if you have trouble falling asieep.

People who are diagnosed with sleep apnea should try to lose weight if possible, but often they may need other treatmenis as
well. Adjusting your body position during the night may benefit you if you experience sleep apnea more often when you lie on
your back.

The most effective and popular treatment for sleep apnea is nasal continuous positive airway pressure, or CPAP. This device
keeps your air passages open by supplying a steady stream of air pressure through your nose while you sleep.

To use the CPAP, the patient puts on a small mask that fits around the nose. Air pressure is delivered to the mask from a
small, quiet air pump that sits at the bedside. The patient not anly wears the mask at night but atso during naps, since
obstructions can occur during these times as well,

If you have a mild case of sleep apnea, sometimes a dental device or appliance can be helpful. if your condition is mare
severe and you don't tolerate other treatments, your doctor may suggest surgery to increase the airway size in the mouth and
throat. One common surgical method removes excess tissue from the back of the throat,

Very often, people who suffer from movement disorders during sleep such as restless legs syndrome or periodic limb
movement disorder are successfully treated with the same medications used for Parkinson’s disease. People with restless legs
syndrome often have low lavels of iron in their blood. [n such cases doctors often prescribe supplements.

Medications can also treat people with REM behavior disorder. If there are reports of dangerous activities such as hitting or
running during these episodes, it may be necessary to make changes to the person's sleeping area to protect sufferers and
their bed partners from injury.

Many sleep problems will improve with changes that you can make on your own. You can often steep better by simply
following the practices of good sleep hygiene,

Sleep hygiene consists of basic habits and tips that help you develop a pattern of heaithy sleep. There are also easy ways to
make your bed and your bedroom more comfortable. See the Resources section of this site to find out how you can start down
the path to better sleep.

You can also take the Sleep and Growing Older Quiz to test yourself on what you read in this article.

Copyright © 2010 American Academy of Sieep Medicine
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Sleep & Men

For many men, sleep is just one more thing at the bottom of the list of all that needs to be done in a day. It seems like wasted
time that prevents them from getting any work dene. These wrong ideas about sleep keep men from tapping into the power of
a weli-rested mind and body.

In reality, steeping is your most valuabie activity of the day. The more you invest in your sleep, the bigger return you will see in
everything else that you do.

Sleep allows your body to actively recharge itself and prepare for the next day. Sleeping well enables you to feel, think, and
perform better. It allows you to maximize your time and your energy during the day.

The best way to do all that you want to do is to make sure that you get the sleep your body needs.
1. What Keeps Men from Getting Enough Sleep?

lack of Awareness

Many men simply don't realize that they need more sleep. They view sleepiness as a positive sign that they must be working
hard. They get used to being tired, and they think that's the way it's supposed to be. They believe that they just have to fight
threugh it.

Every person has their own need for sleep. This need varies from one person to another. Cn average, most adults need seven
to eight hours of sleep each night to feel alert and well rested,

Many men do not get this much sleep on a regular basis. As a result, they are not able fo function at 2 maximum level of
energy and concentration,

The following are signs that you are not getting enough sleep:

You feel tired and lack energy during the day.

You have a hard time paying attention during mestings.

You are unmotivated and have trouble “getting going.”

You are irritable, grouchy or lose your iemper easily.

You must use an alarm clock to wake up on time in the morning.
You start to doze off when you are driving a car.

Sleeping in [ater is not an option for most people who have to be at work early in the moming, Not too many employers are
going to let you take a daytime nap, either. The solution is 10 go 10 bed earlier.

Plan to go to bed early enough so that you will have seven to eight hours before you have to get up in the morning. Setitas a
goat and make it a priority. After doing this for a white, you will have a better idea if you need even more than eight hours of
sleep, or maybe less than seven, to fee! refreshed when you wake up.

Work Demands

A man's job can demand so much of his time that it doesn’t leave much room for sleep. In order to get ahead, you may feel
iike you have to put in extra hours at night, go in on the weekends, or be the first one there in the morning. A tong commute
through heavy traffic may take away even more of your free time,

Even when you are away from the job, your work can consume your time. You may have paperwork that you have to finish at

home. Your cell phone won't stop ringing. Your e-mail needs to be constanily checked. Before you are even aware of it, time
has flown by and # is weli past your normal bedtime.

The stress and pressure of a job can also affect your sieep. Each night might be filled with worries and anxiety about what is
going to happen tomorrow. Your body wants to rest, but your mind won't stop spinning.

As a result, you toss and turn in bed late into the night. Maybe you fall asleep quickly but wake up in the middie of the night
and can’'t go back to sieep. Before fong, the alarm clock says that it's time to get up and start the day.

You need to try your best to leave your work at work. As much as it is possible, don't bring your job home with you. You need
time away to relax both your body and your mind. Set boundaries and protect your personal free time.

http://www.sleepeducation.com/ArticlePrinterFriendly.aspx?id=19&DType=4 11/8/2010



Sleep Education.com Page 2 of 6

This will be very hard ¥ you work from home, You will need to find ways o get out of the house to relax and unwind.

You should aiso find a way to get your worries out of your system during the day. Talk to one of your buddies about them.
Release them at the gym. Simply make sure that your bed is a place of rest, not worry.

Full Schedules

Many men have schedules that are filled with much more than just work. They go to the gym for a regutar workout. They play
sports or go see the local teams in action. They work on the car or on projects around the house. They are involved with a
civic group, fraternat order, or local church.

Single men go on dates or out on the town with friends. Married men pick up the kids from practice or help them with their
homework. The list of peopie, places, and things that can exhaust a man's time is endless.

The key is to set priorities and balance your time. Take an honest jook at your schedule to see if you are doing too much.
Some things are more urgent than others. Not everything has to be done today, and not everything has to be done by you.

Some things that are important can still be re-arranged so that you make better use of your fime. Other things may need to be
scaled back so you don't do them as often or for sa iong. Stili other things that are not a high priority may need to be
eliminated right now. You can always come back to them if you free up more time in your scheduie down the road.

As you are deciding which activities are important, make sure that sleeping is one of them. Put it at the fop of your list, not at
the bottom.

Life Changes
Life is full of changes that can have a big impact upon how you sfeep. Some changes you expect, but
others catch you by surprise. Negative changes will tend to disturb your sleep the most.

But positive changes can affect you too. Along with excitement, good changes bring new duties and stress -
that can keep you up at night.

Examples of these kinds of changes include the following:

m Getting married

s Having a baby

a# Siarting a new job
u Moving

Examples of the negative changes that can greatly affect your sleep include the following:

Losing a loved one

Losing a job

Getting divorced

Being in an auto accident
Having a major iliness
Being involved in a lawsuit
Making a bad investment

These changes can cause you to have feelings of depression. For many men, it begins so siowly that they never become
aware that they are depressed. Over time, it can progress to the point where despair is just a normal part of their jives.

Depression can greatly disrupt the quality of your sleep. You might fie in bed tossing and turning late into the night. You also
might sleep for a long time with no motivation to get out of bed.

As poor sleep progresses, men stop taking care of their bodies in other ways. They stop eating and exercising regularly. They
abuse alcohol and drugs. Overali, they may icse their usual interest and pleasure in the normal activities of daity lie.

Men are more likely to keep these feelings of depression trapped inside. They don't often deal with them openly. In some
cases, these feelings cne day explode in a violent owutburst.

Depressed men often turn this violence on themselves. Statistics show that men are four times as likely as women to kill
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themselves.

Marny men resist seeking help from a counselor. They fear that pecple will think something is “wrong” with them. They need to
understand that these feelings are perfectly normal. But while they are normal, they can alsc be hazardous to their health.

If you are struggling with feelings of depression, then at least start by talking to a spouse, friend, doctor or minister. Any of
them can help you decide if you need to see a counselor. Don't fight this hattle alone.

Bad Habits

Men can develop a number of habits that cause bad sleep. The use of alcohol, nicotine, and caffeine can ait affect your sleep.
You should avoid these substances in the afternoon and at night. Consuming them too close to your bedtime can keep you
from sleeping well.

You may also eat big meals or exercise just before you go to bed. Both of these habits can also disturb your sleep. This can
be hard to avoid if you have a lot going on in the evenings,

If needed, you might want to eat a bigger meal at junch and a smaller meai for dinner. To fit in your workout, perhaps you can
try to exercise before work or on your lunch break.

Men also may keep an irregular sieep schedule. They go to bed and wake up at different times every day. This can dissupt
your internal body clock and keep you from sleeping soundly. You should try to wake up at the same time every day. This
includes weekends and holidays. This will help to keep your intemnal clock set at the right time.

Try to avoid sleeping in later on the weekends to catch up on lost sleep. Instead, go to bed earlier at night when you are tired.
You should also keep naps to less than one hour. Be sure to take them in the early afternoon so you are not wide awake at
bedtime.

Medical Conditions

Many medical conditions can keep you from being able o sieep well. Some of these are only temporary. A sprained ankle, the
flu, or minor surgery will disrupt your sleep for a short while. Other problems may stay with you for the rest of your life. These
ilinesses and medical conditions become more common as you grow older.

The following are examples of medical conditions that can greatly disturb your sleep:
Epilepsy
Asthma and other respiratory diseases

B
]
B Heart disease
w  Arthritis

Medications used to treat these and other problems can aiso hinder you from getting quality sleep. Some drugs might make
you jittery and keep you up at night. Others will cause you to be very sleepy during the day.

Discuss these medications with your doctor. Changing the dose or when you take the drug might make a big difference for
YOu.

il. What Sleep Disorders Affect Men?

There are many men who are unable to get quality sleep even though they spend enough time in bed each night. [t may take
them a fong time to fall asleep. Their sleep may be disrupted and broken. They may sleep through the night but still fee! tired
the next day.

These are all signs of sleep disorders that are common to men, Most men whe have a sleep
disorder are unaware of it. Even when they are aware, many times they will not seex help for i,

Detecting and treating a sleep disorder can cause a dramatic improvement in your sleep. This
wili aliow you to sleep your best at night and fee! your best during the day.

These are some of the most common steep disorders that affect men:

Obstructive sleep apnea (OSA)
Obstructive sieep apnea (OSA) occurs when the tissue in the back of the throat collapses during steep. This keeps air from
getting in to the lungs. This is very common, because the muscles inside the throat relax as you sieep.
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Gravity then causes the tongue to fafl back and block the airway. It can happen a few times a night or several hundred times
per night,

These pauses in breathing briefly wake you up and disturb your sieep. This can cause you to be very fired the next day. Men
are twice as likely as women to have OSA.

Being overweight and having a large neck size also greatly increase your risk of suffering from it. These men have more fatty
tissue in their throat that can block their airway.

The primary signs of OSA are daytime sleepiness and loud snoring, Snoring is due to a partial blockage of the airway during
sieep. It tends to increase as you age. There Is a range of snoring from simple to severe,

Simple, primary snoring is “normal” and is mostly harmiess. But loud, severe snoring with gasps and snorts is a cause for
concern.

Many men do not even know that they snore. it is often a spouse or bed pariner who detects the foud snoring problem.

Some men consider snoring o be a badge of honor. Itis a sign of true masculinity. But they don't realize that there are
dangers that can come along with it.

Steep apnea may make it hard for you to think or concentrate during the day. If left untreated, it may also put you at risk of
heart disease, high blood pressure or diabetes.

Talk to your doctor if you snore loudly and are often tired during the day. He may refer you to a sieep specialist to find out if
you have sleep apnea.

Losing weight and sleeping on one’s side may help in some mild cases of OSA. Severe sleep apnea requires medical
freatment.

Continuous positive alrway pressure (CPAP) is the most common way to treat OSA in adults. CPAP provides a gentle and
steady flow of air through a mask that is worn over the nose. This keeps the airway open and prevents pauses in breathing as
you sleep,

Surgery or the use of an oral appliance (similar to a sports mouth guard) may be a better option for some people.

Narcolepsy
Narcolepsy is the term used to describe people who suffer from extreme sleepiness. It can cause you tc suddenly fall asleep.
These “sleep attacks” can happen while eating, walking or driving.

Narcolepsy usually staris between the ages of 12 and 20 and can last for your entire life. It does not get better without
treatment.

Talk to your doctor if you are so tired that you might falt asleep at any time. He might refer you to a sleep specialist to find out if
you have narcolepsy.

Medications can be used to treat narcolepsy and help you have a more normal pattern of being asleep and awake.

Deiayed sleep phase disorder (DSP)

Busy work and social schedules can cause some men to get in the habit of going to bed very late. Delayed sieep phase
disorder (DSP) is when you can only fall asleep a couple hours or more later than normal. This also causes you to have a hard
time waking up early in the morning.

Your internal body clock makes you feel sleepy or alert at regular times every day. Everyone’s body has this natural timing
system. A consistent habit of staying up and sleeping late can throw off the timing of your body clock. This can prevent you
from being able fo fall asieep at a decent time.

To correct DSP, try to avoid bright light in the iate afternoon and evening. Keep the lights in the house dim and make your
bedroom dark when you go to sleep. Then get plenty of bright sunfight in the morning and early afternoon,

This wili hefp to keep your body clock set at the right time. The key is for your eyes to see the light. They send the signals to
your brain that will be used to set your body clock. Your skin does not need to be exposed to the sunlight.

Jet lag disorder and shift work disorder
Your work conditions can also cause you to have jet lag or shift work disorders. Men who often travel long distances by
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airplane suffer from jet lag. A long trip quickly puts you in a place where you need o sleep and wake at a time that is different
than what your internal body clock expects.

‘Your body clock does not have time to adjust right away to a new location due to the speed of the travel. This makes it very
hard for you to sleep well,

Men who work rotafing, early-morning or night shifts often suffer from shift work disorder. Your schedule requires you to work
when your body wants to sleep. Then you have to try to sleep when your body expects to be awake. This causes you o have
trouble sleeping and to be severely tired.

The use of melatonin supplements has been shown fo help some people who suffer from jet lag. Melatonin is a hormone that
is released by the brain at night. it seems to play a role in making you sleepy,

Light therapy also may help someone with jet lag or shift work. Light therapy is used to expose your eyes to intense amounts
of light. This oceurs for a specific and reguiar length of time.

This light is meant to affect your body clock in the same way that sunlight does. Talk to your doctor to see if either melatonin or
light therapy might help you sleep better.

inadequate slesp hygiens
This insomnia might also be called "bad sleep habits.” it involves the things that you normally do every day. These habits keep
your sleep from being refreshing. They can also keep you from feeling alert during the day.

These activities are all things that you shouid be able to control. They include such things as drinking alcohol or caffeine at
hight, taking long naps during the day, or keeping an irregular sleep schedule.

A sleep specialist can use behavioral therapy or sleep hygiene training 1o help you overcome these bad habits.
iIl. How Can Men Sieep Better?

Most men will sleep much better if they simply develop the habits of good sleep hygiene. Sieep hygiene consists of basic tips
that help you develop a pattern of healthy sleep. See the Resources section of this site to find out haw anyone can start down
the path to better sleep.

Some men think that drinking alcohol wilf heip them sleep better. Alcohol makes you siespy and might help you fall asleep
faster. But it is also likely to cause you to wake up during the night. Many people wake up too early after drinking alcohol in the
evening.

This may be a "rebound” from the use of alcohol. It stays in your system for a long time after you have a drink. To improve
your sleep, you should not have any alcohol within six hours of your badtima. You should also fimit how much and how often
you drink. The heavy use of alcohol can be harmful to your overall heaith.

Men sometimes see sleeping pills as the answer to thelr sleep problems. These drugs can be useful in helping some people
sleep better. But pills should not be seen as a long-term solution for betier sleep. Doctors rarely prescribe them for more than
a few weeks at a time.

You can also find many steep aids on the shelves of your local drugstore. Most of these use antihistamine, the same
ingredient found in many cold medicines. While they can have a positive effect on your sleep, they can aiso make you very
groggy during the day. They should be used with caution.

You should not depend upon drugs to help you sleep on a regular basis. Talk to your doctor about other options that will help
improve your sleep.

If you have trouble sieeping for more than a month, talk to your doctor about it. Don't think that it will just go away over time.
He may encourage you to visit a sleep speciafist to find the source of your sleeping difficulty.

Before going to see a specialist, complete a daily sleep diary for two weeks. The sleep diary wilt help the doctor see your
sleeping patterns. This information gives the doctor clues about what is hindering your sleep and how to help you.

Your sleep is too important for you to ignore the signs of trouble. You have too much te gain by seeking help from a doctor.
Don't put it off. Your sleep will affect the quality of every other area of your life.

Reviewed by Norman J. Wilder, 1D
Updated on May 11, 2006
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Sleep & Women

Sleep plays a vital role in promoting a woman’s heaith and well being. Getting the sleep that you need is likely to enhance your
overall quality of life. Yet as a woman you face many potential barriers that can disrupt and disturb your sleep. Overcoming
these challenges can help you enjoy the daity benefits of feeling alert and well rested.

Experts suggest that most men and women need about seven to eight hours of sleep each night. Yet there are many
differences in how men and women sleep. In general women tend to sleep more than men, going to bed and falling asleep
earlier. A woman's sleep also tends to be lighter and more easily disturbed. Women are more likely to feel unrefreshed aven
after & fult night of sleep.

Women also tend fo describe sleep preblems using differant terms than men, Wamen may be less likely to say that they feel
sleepy during the day. Instead women often describe feeling tired, unrested or fatigued. These expressions reflect feelings of
physical or mentat exhaustion. Women also may report an overall lack of energy or vitality,

There are many complex factors that may affect how a woman sleeps. Scme of these factors change over time. For example,
excessive daytime sleepiness is more comman when women are in their 20s and 30s. In contrast older women appear to
adapt better to periods of sleep loss. This difference has been attributed to the many commitments that compete for a young
woman’s time. In particular working moms must balance the demands of their career, family, friends and personat heaith
needs. Yet a recent study provides encouragement for mothers. It showed that having children does not increase a woman's
risk of daytime sleepiness or fatigue.

Common factors that affect a woman'’s sleep include:

Life events

Depression

lilness

Bad sleep habits

Medication use

Physical or hormonal changes

Other factors that can affect a woman's sleep include:
Sleep Disorders

Millions of women suffer from an ongoing sleep disorder. These problems often remain undiagnosed. These are some of the
81 sleep disorders that are most likely to affect women:

8 Insomnia

Insomnia occurs when a person has trouble faling asleep or staying asteep, wakes up too early, or feets unrefreshed
after sleeping. it is a common sleep complaint that tends to be more common in women than in men. i often is related
to ancther problem such as depression, stress or anxiety, or medication use. In older women it often is caused by other
medical problems.

8 Obstructive sleep apnea

OSA involves pauses in breathing that occur when tissue in the back of the throat coilapses and blocks the airway as
you sleep. it has been linked to other serious health problems such as heart failure, high blood pressure, stroke and
diabetes. OSA occurs in about two percent of women. Yet this problem often is overlooked by both women and their
doctors. Women with OSA are less likely than men to report having pauses in breathing or loud snoring. Instead they
are more likely to have a history of depression or a problem with insomnia.

B Snoring

Snoring oceurs during sleep when breathing causes tissue in the back of your throat to vibrate. Mabitual snoring occurs
in about 24 percent of adult women. Loud and frequent snoring is a warning sign for OSA.
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B Restless legs syndrome

RLS involves an intense urge to move the legs. The intensity of this urge increases at night and as you lie or sit still. It
is refieved only by walking or moving the legs. RLS may occur up to twice as often in women as in men. it can cause
severe sieep distuption.

8 Sleep related eating disorder

SRED consists of repeated episodes of compulsive binge eating and drinking after waking up in the night. It tends to
occur when you are only partially awake. The majority of people with SRED are women.

& jegcramps

Sleep related leg cramps are common in women. They involve sudden and intense feelings of pain in the leg or foot.

B HNightmares

A nightmare is a bad dream that causes you to wake from your sleep. A nightmare disorder may develop if you have
repeated nightmares that cause emotional distress. Recurring nightmares can cause sleep avoidance. They also have
been linked to depression and suicidal thoughts. Women report nightmares more often than men and discuss them
more openly.

Medical Problems

Many medical problems hinder your ability to sleep well. Treating an underlying medical problem often wilt tead to improved
steep. These are some of the most common medical problems that affect the sleep of women:

Acid reflux
Arthritis

Asthkma

Back pain
Epitepsy
Fibromyalgia
Muttiple sclerosis
Parkinson disease

Pregnancy

A woman's body goes through drastic changes during and after pregnancy. These changes can be physical, hormonal and
emotional. All of these changes can affect a woman's sleep.

Most pregnant women experience daytime fatigue even though they may get more sleep. This is because the quality of their
sleep tends to be worse. Physical discomfor and awakenings are common. The third frimester tends fo be the time when it is
hardest to sleep well.

Studies show that snoring often increases during pregnancy. Obstructive sleep apnea (OSA) also may develop as the
pregnancy progresses. Warning signs for O5A may become more evident. These include gasping, choking sounds and
pauses in breathing. OSA is more likely to develop if a woman had a high body mass index (BMI) prior to the pregnancy.

Two other sleep disorders that are more common during pregnancy are restiess legs syndrome (RLS) and sleep refated leg
cramps. RLS affects nearly 25 percent of pregnant women. RLS may be reiated to iow iron. So women who must take iron
supplements during pregnancy may have a lower risk of RLS, Leg cramps occur in about 40 percent of pregnant women. They
tend to go away after delivery.

Menopause

The hormonal and physical changes that occur during and after menopause can affect a woman's sleep. Sleep disturbances
are more common, and sleep quality can decline. Insomnia related to menopause often occurs.
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Obstructive sleep apnea (OSA) is much more common in postmenopausal women. This increase may be due in part to
menopause-related weight gain. But it also appears to be hormone related. Estrogen seems to help protect women against
OSA.

Fibromyalgia often deveiops due to menopause. Eighty percent of people with fibromyaigia are women. i peaks between the
ages of 50 and 70 years. Widespread pain related to fibromyalgia can make it hard 1o sleep weli. Restless legs syndrome
(RLS} and sleep related leg cramps are more common as women age. But this increase is not linked directiy to mencpause.

Mors information
Sleep Tips for Women

Sleep & Pregnancy

Sieep & Fibromyalgia
tnsomnia Advice: Expert Q&A
Taking Sleep Medications

Feviewsd by Rose Franco, MD
Updated August 6, 2007

Copyright © 2010 American Academy of Sieep Medicine
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Sleep & Children

It is important to make sure that your child gets enough sleep and sleeps weil. The value of sleep can be measured by your
child’s smiling face, happy nature and natural energy. A tired child may have development or behavior problems. A child's
sleep problems can also cause unnecessary stress for you and the other members of your family.

Many parents are unsure of how much their child should sieep. Experts recommend that your child get the following amount of
sleep at each stage of growth:

B [nfants (3 to 11 months): 14 io 15 hours
# Toddlers: 12 to 14 hours

® Preschooclers: 11 to 13 hours

= School-age children: 10 to 11 hours

According to reports from parents, many Ametican children are not getting enough sleep. Some children sleep different
lengths of time, either shorter or longer. But most children do have the ability to sleep through the night, Children who do nat
sleep well may have a sleep problem.

These are some signs that your child has a problem with sleep:

& You spend too much time “helping” your child fali asleep.
W Your child wakes up repeatedly during the night.

® Your child snores very loudly or struggles to breathe during steep.
® Your child's behavior, mood or school performance changes.

B Your child who used to stay dry at night begins to wet the bed.

® You lose sleep as a result of your child's bedtime and sleeping patterns.

Two Common Sleep Problems in Young Children

Many children have behavioral insomnia of childhood. This sleep disorder involves one or both of the two following problems:

1. Sleep-onset association
All of us wake up briefly a number of times during the night. This occurs most often during the stage of steep when we have

most of our dreams. This sleep stage is known as rapid eye movement (REM) sleep. Usually, we are unaware of these
awakenings and return to sleep quickly.

Young chitdren may cry when they wake up. Parents naiurally may feei that they need to “help” their child retumn to sieep.
Parents do this by feeding, rocking, holding or lying down with their child. As a result, many young children become unable to
fall asleep on their own.

They depend on their parents’ help instead of leaming to comfort themselves. The child learns to connect of “associate” going
to sleep with a person or activity. If this describes your child, then he or she may have a problem with sleep-onset association.

A parent may recognize this problem by saying something like this:

“I'm exhausted. | have to rock my child to sleep every night and for every nap. if she wakes up during the night, she won't fall
asieep until | rock her again.”

This parent's child appears to be connecting the action of falling asleep with being rocked. She is unable to fall asleep when
that action is missing.

2. Limit-setting problems

http://Ww.sleepeducation,com/ArticlePrinterFriendly.aspx?ide&DType:él 11/8/2010
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Limit-setting problems usually begin after the age of two. It occurs when your child refuses 10 go to bed, stalls, or makes i hard
for you to leave the bedside. Limit-setting problems can occur at bedtime, nap time, or when your child wakes up during the
night.

Parents need to assert that they are the ones who decide when it is time for bed. They shouid enforce this time even if the
child disagrees or seems active and alert, Children can get very creative when they want to stay up later.

They may ask for one more hug, a tissue, a drink of water, another story, to have the light turned off or on, or to “tell you
something important.” It can be hard to know what is real and what is simply a detay tactic,

You need to be firm and consistent when you respond to the delays. Giving in to them will only encourage the behavior,
Parents need to give their children well-defined limits.

These ara some tips to help your child sleep better:

= Follow a consistent bedtime routine. Set aside 10 to 30 minutes to get your child ready to go to sleep each night.
= Establish a relaxing sefting at bedtime.

% Interact with your child at bedtime. Don't let the TV, computer or video games take your place.

® Keep your children from TV programs, movies, and video games that are not right for their age.

= Do not let your chitd fall asleep while being held, rocked, fed a bottle, or while nursing.

» At bedtime, do not allow your child to have foods or drinks that contain caffeine. This includes chocolate and sodas.
Try not to give him or her any medicine that has a stimulant at bedtime. This includes cough medicines and
decongestants.

A chiid who gets enough sleep and sleeps well is more likely to be cheerful during the day. The better the child sleeps, the
happier the entire family will be. Most sleep problems in children are not a result of bad parenting. These problems also do not
mean that there is something seriously wrong with your child.

if your child has an ongoing sleep problem, then you should talk to your child’s doctor or to a sleep speciatist,
By Carin Lamm, MD

AASM Education Commitine
Updated February 3, 2006

Copyright © 2010 American Academy of Sleep Medicine
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AMERICAN ACADEMY OF SLEEP MEDICINE

Serving Sandards 8 Prowmaring Sicaibnes i Soep Medisian

‘5 [iE} Accreditation FAQs %

Answers are provided below to common questions about American Academy of Sleep Medicine
(AASM) accreditation and the application process:

DEFINITIONS

What is the difference between a sleep disorders center and a Inboratery for sleep refated
breathing disorders?

1. Both facilities must be able to diagnose the full spectrum of sleep disorders.

2. The sleep center also must provide follow-up care for patients with all sleep disorders, while the
laboratory must provide follow-up care for patients with sleep-disordered breathing.

3. A facility that provides no sleep specialist consultation, treatment, and follow-up services does not
meet the standards for accreditation.

What is the difference between a referring doctor snd a consultant?

A referring doctor is usually a primary-care physician who refers patients to the sleep center. A
consultant is a clinician who refers patients to the sleep center and also sees patients from the sleep
center for specialized evaluation or treatment.

What s g direct referval?

A direct referral is a patient who is never seen in consultation by a sleep staff physician. The referring
physician (PCP for purposes of this document although it is recognized physicians other than primary
care providers may send patients as direct referrals) orders the sleep study, then treats and provides
longitudinal care for this patient. A patient who is sent by the PCP for a sleep study and is seen in
consultation by a sleep staff physician within 3 months of the sleep study is not a direct referral.

What is a board-certified sleep specialist?

A board-certified sleep specialist is a Diplomate of the American Board of Sleep Medicine, or a
physician who has passed the certification examination in sleep medicine offered by one of the
following member boards of the American Board of Medical Specialties: Internal Medicine,
Otolaryngology, Pediatrics, Family Practice, and Psychiatry and Neurology.
REQUIREMENTS

i just completed a fellowship in sleep medicine and am board eligible. Why can’t T be the board-
certified sleep specialist for my sleep disorders center?

The AASM does not recognize the term “board eligible” for accreditation purposes. However, a
physician who has not yet been board certified in sleep medicine can fulfill Standard 2 for a sleep

http://www.aasmnet.org/Print.aspx 11/8/2010
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disorders center by submitting with the accreditation application a letter indicating acceptance to sit for
the sleep medicine subspecialty exam that is offered every two years by these member boards of the
American Board of Medical Specialties: Internal Medicine, Otolaryngology, Pediatrics, Family Practice,
and Psychiatry and Neurology.

A person who has completed a fellowship in sleep medicine may fulfill Standard 2 for a laboratory for
sleep related breathing disorders.

¥ only test patients at my lab but a board-certified sleep specialist intevprets all the sleep studies.
The patients are treated by their primary care doctors, not the sleep-specialist, Can my lab be
aceredited?

A facility that provides only testing does not meet the A4SM Standards for Accreditation as a sleep
disorders center or a laboratory for sleep related breathing disorders (Standard 1, Intent 1), and,
therefore, cannot be accredited by the American Academy of Sleep Medicine.

What percentage of patients tested in my program can be ‘divect referval’ patients?

A sleep program may accept directly referred patients; however, no program may be 100% direct
referral. A directly referred patient is one who is never seen in consultation by a sleep staff physician.
The referring physician orders the sleep study, then treats and provides longitudinal care for this patient.
A patient who is sent by the referring physician for a sleep study and is seen in consultation by a sleep
staff physician within 3 months of the sleep study is not a direct referral. The medical information
provided by the referring doctor must be reviewed by the medical director or a designated sleep center
staff physician (Standard 4.b.) prior to performance of the sleep study on the directly referred patien.
The site visitor will review cases of direct referrals if a program accepts them.

How many technicians do we need on our staff?

Standard 3.c. of the Standards for Accreditation requires a maximum of two patients for each technician
under usual circumstances. Technicians generally work 40 hours per week. Most programs have
technicians work either three 12-hour shifts (with some daytime work to reach 40 hours) or four 10-hour
shifts. The patient volume statistics on Form V of the application for accreditation should indicate that
these parameters are being followed.

How many Registered Polysomunographic Technologists (RPSGTs) are we reguired to have on our
staff?

Currently, none. However, passing the registry examination provides evidence of the commitment and
level of expertise needed to perform sleep testing. Beginning July 1, 2009, at least one full time
employee of the sleep program must be certified by the Board of Registered Polysomnographic
Technologists (BRPT) or accepted to sit for its certification examination. Additionally, beginning July 1,
2009, all technicians not certified by the BRPT must be enrolled in A-STEP or enrolled in a CoA PSG
training program, or a CoA END or CoARC training program with the add on track for
polysomnography.

How big should sur bedrooms be?

Standard 6.a. provides guidelines for bedroom size. The recommended size is 140 square feet with no
dimension shorter than 10 feet. At least one bedroom and bathroom must be handicap accessible.

http://www.aasmnet.org/Print.aspx 11/8/2010
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THE APPLICATION
What common mistakes can we avoid when submitting our 2 pplication?

The most common mistake is failing to review the application for completeness and accuracy.
Unnecessary delays of up to 8 weeks can be avoided by a detailed review of the application.

Examples of incomplete data in an application:

¢ The medical director’s medical license has expired.
e CPR cards are not submitted for all sleep techs, some are expired, or CPR has not included hands-
on (manikin) training,
 Templates for policies and procedures were purchased but were not revised to include information
specific to your sleep facility,
e Patient cases are incorrect:
o The case is of a patient with periodic leg movements during sleep but no clinical history to
support the diagnosis of restless legs syndrome.
o The insomnia patient is given information on sleep hygiene and a prescription for a
hypnotic. There is no evidence of behavior therapy, i.e., stimulus control, sleep restriction,
relaxation therapy.

Who should eomplete the application for accereditation?

It is expected that the medical director will take a major role in completing the application. The chief
technical person and administrator for the sleep program should work with the medical director. Both
the chief technical person and the medical director should review the application prior to submission.
Onee the application is complete, the medical director must sign a statement attesting that all
information in the application is true (Form I).

Why does Form [ require blographical information?

Form II provides the reviewer and site visitor with information about the training and outside
comimitments of the professional staff. This helps show that the physicians on staff will be able to meet
the needs of the volume of patients you report on Form V.

The Standards for Accreditation require the regular participation of a physician and a board-certified
sleep specialist, or an individual who has been accepted by an American Board of Medical Specialties-
approved board to sit for the certification examination in sleep medicine, in the day-to-day activities of
the facility. All staff physicians should be able to document some formal training in sleep medicine,

I see insomnia patients in the office of my private practice, not at the sicep center, Do they count in
the patient volume statistics on Form V7

This question reflects a common misunderstanding of the nature of the sleep disorders program. A sleep
program is not just a testing facility. Clinical patient care is provided in the form of evaluation,
diagnosis, and treatment. Patient care can be provided in the testing facility, but more often, it is
provided in a private office or clinic.

This means that the office or clinic is part of the sleep disorders program. Your patient volume statistics
and your cumulative database (Standard 17.d.) should include patients seen in the office or clinic who
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do not always need a polysomnogram, such as patients with insommnia or restless legs syndrome. The
statistics also should include patients tested in the facility who are not seen by one of the program’s
professional staff members, that is, direct referrals.

What should I include in my guality assurance program?

This program should consist of regularly measured indicators that encourage continuous improvements
in patient care. The program must provide for a regular review of polysomnogram scoring to ensure
mter-scorer reliability with the board-certified sleep specialist, or with an individual who has been
accepted by an American Board of Medical Specialties-approved board to sit for the certification
examination in sleep medicine.

The program also must include at least three other indicators. Examples include the timeliness of
reports, patient satisfaction, and sentinel events.

What are reviewers looking for in the inter-scorer reliability data?

They want to see that the board-certified sleep specialist, or an individual who has been accepted by an
American Board of Medical Specialties-approved board to sit for the certification examination in sleep
medicine, is the gold standard against which all technicians/technologists who score tests are compared.
Applications that rate one scorer against the technical director or a chief technician are inadequate.
Standard 14.c. on inter-scorer reliability changed as of January 2007. All accredited sleep facilities
should modify their inter-scorer reliability protocols to meet the new Standard.

The gold standard and each scoring tech independently score the chosen epochs. Inter-scorer reliability
is to be completed on 200 continuous epochs of three nocturnal polysomnograms per quarter for a total
of twelve records per year. Inter-scorer reliability is to be compared for respiratory events, sleep stage
scoring, and leg movements. Reliability of sleep stage scoring is on an epoch-by-epoch basis so that a
percentage of agreement is reached.

Each sleep program determines its own acceptable percentage of agreement for each parameter, such as
85 percent or higher. A clear standard for a percent agreement with the gold standard meets the
requirement.

The inter-scorer reliability policy also must include the steps that are taken when a scoring tech falls
below the program-defined level of acceptability. Examples of remedial actions include regular reading
sessions with a more experienced scorer, additional training at a school of sleep technology, or review of
a computerized scoring training program.

Why were my sample cases rejected?

Sample cases are rejected most often because they are incomplete. Many applications include only
polysomnography results. Required supplemental materials include history and physical examination,
results of sleep studies (if any), results of consultation with specialists (if any), and office follow-up to
discuss results of the sleep study and treatment.

Reviewers will check the history and physical exam data to ensure that patients studied with

polysomnography meet the indications in the AASM Practice Parameter. Polysomnographic results are
not required for the insomnia and restless legs syndrome cases.
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A brief summary of the polysomnogram results is not an adequate treatment plan. Submitting a case that
is “lost to follow-up™ is another reason for rejection.

U'm a pulmonologist and I see enly sleep apnes patients. How do I find a restless tegs syndrome
(RLS) natient for my application?

RLS is a common sleep disorder and will be encountered even when the focus of a sleep medicine
practice is on sleep related breathing disorders. Most sleep specialists will have a patient referred for
daytime sleepiness or restless sleep who receives a final diagnosis of RLS. A patient with both a sleep
related breathing disorder and RLS may serve as the sample case for restless legs syndrome.

The requirement of a sample RLS case ensures that the patient history includes questions that are
necessaty to diagnose the syndrome. It also shows that patients with this disorder are treated
appropriately.

Many applications mistakenly include a case of asymptomatic periodic limb movements in sleep in the
place of the RLS case.

ACCREDITED CENTERS AND LABORATORIES
My facility is relocating, merging, or changing ownership. Am | required fo contact the AASM?

Yes. Facilities that are undergoing a significant change such as relocation or change in ownership status
must contact the AASM within 90 days of the change. In most circumstances, a center or laboratory will
be required, under the special circumstances section of the application, to submit a complete application,
Applications fees will be waived. The facility will receive a 90-day extension of accreditation while the
application is being reviewed. This will be followed by a site visit, the direct costs of which will be paid
by the facility. The report of the site visitor will be reviewed by the Executive Committee and, if
approved, accreditation will continue through the original term.

Contact the AASM national office for more information about accreditation.
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CITY OF GROSSE POINTE WOODS

BUILBING DEPARTMENT
MEMORANDUM
TO: Public Safety
FROM: Gene Tutag, Building Official
DATE: Angust 25, 2010
SUBJECT: 20160 Mack Avenue

The Building Department received a complaint that a sleep clinic has been established in
the basement of the above address.

Please check the premises after 10:00 p.m. for either:

1y Cars in the lot; or
2} Operation of ¢linic and staff present

I can be reached on my cell phone #313-363-8337 if you have any questions/comments.

Thank you.

(ene Tutag
Building Official

cel

Joe Provost
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CITY OF GROSSE POINTE WOODS
20025 Mack Plaza Drive
Grosse Pointe Woods, Michigan 48236-7397

1

September &, 2010

SUBJECT: 20160 and 20176 Mack Avenne, Grosse Pointe Woods

Dr. H. Policherla, DDS
20160 Mack Avenue
Grosse Pointe Woods, MI 48236

Dear Dr, Policherla:

In accordance with the attached Michigan Building Code, Seciions 2702.2.7 and
2702.2.3, you are required to hire an electrical contractor io obtain an e}
nstall required emergency exit lights in the stairs and hal]
mspected and approved. Compliance is required by Oc
1ssued.

ectrical permit,
ways, and then have the work
tober 9, 2010 or a ticket will be

In eddition, it has come to our attention that a ‘sleep clinie’ is operating in vour lower
level. This type of business is not approved by the City, no Business License has been
issued, and must cease and desigt immediately. Also, the new sign you bad installe

must be removed immediately, Faiiure to comply immediately will result in the
1ssuance of a ticket.

Sincerely,

¢

0L NA

Gene Tutag
Building Official

George Washnak
Property Maintenance & Electrical Inspector

Encls
MI Bidg Code (Secs #2702.2.4 & #
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2
)
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R

ec:
Fire Inspector Provost
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! : Semiconductor fabrication faciities
gency power shall be provided for semiconductor fabn
GENERAL ‘ 3

Aon facilities in accordance with Section 4158140,

7701.1 Seope. This chapier governs the electrical cornponents,

i

equipment, and systems used in buildings and structures cov- [F] .;7{“;@:2.93viemb%’a‘ne s'Lr;ic.t_azra:. - :t.a@b‘y PQWSRSMA
ered by the code. Electrical compenents, equipment, and sys- be provided for fl\mmﬁy miation SYSISMs 1n A-Coiiance
tems shall be designed and constructed in accordance with the \fﬂm S.@CF"’“ 310*‘8'2' EIMEIgency ?GWS}: shall be proviaec
Michigan c—:lecxriczl} code. B 40830801 to B A0% 30830, for exif signs in temporary (Ents and mﬁm'nra 2 SIMICTUTes 11
& accordance with the Internarional Fire Code.
- R 40830448

standby power shall be providad in occapancies with haz-
— Cm e jur e ardous materials in accordance with Section 4
[F} SECTION 2702 a nals gance wi v

SMERGENCSY AND STANDEY POWER SYSTEMS

[F] 27682230 Hazardows materials, Emergency ¢

A5 A
NS P

[¥] 2762.2.11 Highly texic and toxic materiais. mmer-
77923 Installation. Emergency and standby pOWer Sysiems gency power shall be provided for occupancies with highly
shall be installed in accordance with the Michigan electncal toxic or foxic materials in accordance with the Infernanonal

code, R 408.30801 to R 408.30880. Fire Code.

AC . “x .
R 408.304438 [F] 2762.2.12 Organic perexides. Standby power shall be
[F]2702.1.] Stationary generators. Stalionary emergency plrm}zded IO?‘OCCI;%DCE[E‘EQ \3’1&’1 silane gas in accordance with
. + L k3 1 1 3 3 7 £
and standby power generaiors required by this code shall be the Infernationa fire Lode.

Hsted in accordance with UL 2200. . .
rdan L [¥] 2742.2.13 Pyrophoric materiats. Emergency power

[¥] 2702.2 Where reguired. Emergency and standby power shall be provided for occupancies with silane gas in accor-
i gency VI ) G

systems shall be provided where required by Sections 370221

2. dance with the [nternaiional Fire Code,
throueh 2702.2.20.

- [F1 2702.2.14 Covered mall buildings, Standby power
[F] 2702.2.1 Group A eccupancies. Emergency power shall be provided for voice/alarm communication systams
shall be provided for voice communication syswems in in covered mall buildings in accordance with Section

~ Group A occupancies in accordance with Section 907.2.1.2. AQD 1.

1] 27%‘.2'2'2 Smoke control systems. S}tandby power Si‘?“ﬂ- [F] 2702.2.15 High-rise buiidings. Emergency and

be pfO“dEd for smolce control systems i accordance Wil standby power shall be provided in high-rise buildings in

Section 905.11. accordance with Sections 403,10 and 403.11,

[F7 1702.2.3 Exit signs. Emergency power shall be pro- B} . o

vided for exit signs in accordance with Section 1011.5.3. [F] 2702.2.16 Underground buiidings. Emergency and
standby power snall be provided 1 underground buildings

[F] 27¢2.2.4 Means of egress lumination. Emergency

in accordance with Sections 405.9 and 405.10.
power shall be provided for means of egress ilinmination

accordance with Section 10046.3. [F] 2762.2.17 Group I-3 ocoupancies. Emergency power

shail be provided for doeors in Group 1-3 cccupancies ihl
[F] 270225 easi : { egre 'ators. ; :
LE] ‘71} S A:ccvsgzbie }:_n{e‘mﬂs m, e?rﬂss ‘eie\g ators accordance with Section 408.4.2.
tandby power shall be provided for slevators that are part
of an accessible means of egress in accordance with Section [F] 2702.2.18 Atrport traffic controf towers. Standbv
1007.4. power shall be provided in airport traffic conirol [owers in
. . . , accordance with Secti 12.1.5
‘1 1762.2.6 Accessibie means of egress platform lifts. accordance with Section 412.1.5.
1 ower in accordance with this section and he ’ foo
l Stz_md_oy power i accordanc l_h ‘mi g 001'1_ l,ld N [F12762.2.1% Blevators. Standby power 1o1 elevalors shall
] Michican elevator code, R 408.7001 10 R 408.8695, shalibe e Et L
Lot o ) be provided as set forth in Section 3003.1.
\ provided for platform lifts that are part of an accessible
means of egress in accordance with section 1007.5 of the (F] 2702.2.20 Smokeproof enclesures. Standby power
5 code. shall be provided for smoleproof enclosures as required by
i R 408.30448

Saction 909.20.

[F1 2702.2.7 Horizontal sliding doors. Standby power (F] 2702.3 Maintenance. Emergency and standby power svs-
shall be provided for horizontal sliding doots in accordancs ems shall be maintained and tested in accordance with the
with Section 1008.1.3.3, Tnternarional Fire Code.
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Gene Tutag

From: Joseph Provost

Sent: Tuesday, October 258, 2010 2:13 PM
To: Gene Tutag

Ce: Andrew Pazuchowski

Subject: 28160 Mack Pointe Neurology

CITY OF GROSSE POINTE WOODS
BUILDING DEPARTMENT

MEMORANDUM

TO: Gene Tutag, Building Inspector
FROM: loseph Provost, Fire Inspector/Investigator
DATE: 10-26-2010

SUBIECT: 20160 Mack, Pointe Neurology Sleep Clinic

Mr. Tutag;

Yesterday, an inspection was conducted at Pointe Neurology located at 20150 Mack Ave, after a zoning variance request
was received by your office. The purpose of the inspection was tc determine if the basement of the building where the
praposed Sleep Clinic is located meets all International Fire Codes and Life Safety Codes. The proposed area for the
Sieep Clinic in its current state does not meet all of the required International Fire Codes and Life Safety Codes. I the
zoning variance is granted, these deficiencies will have to be addressed prior to the granting of the business license for
this business use.

loseph Provost

Grosse Pointe Woods Public Safety Department
Fire Inspector/Fire Investigator

20025 Mack Plaza Dr

Grosse Pointe Woods, M| 48236

(313)343-2415

inrovost@epwrmi us

t—



TO: City Administrator/Director Fincham

FROM: PSO J. Provost #35

DATE: 10-30-2010 GIIY OF gy

SUBIJECT: 20160 Mack, Pointe Neurology Sleep Clinic

Dear Sir;

On 10-26-2010, an inspection was conducted at Pointe Neurology located at 20160 Mack Ave,
after a zoning variance request was received by the Building Department, Inspector Gene Tutag.
The purgose of the inspection was to determine if the basement of the building where the
proposed Sleep Clinic is located meets all International Fire Codes and Life Safety Codes. The
proposed area for the Sleep Clinicin its current state does not meet all of the required
international Fire Codes and Life Safety Codes. If the zoning variance is granted, these
deficiencies identified on the attached list, will have to be addressed prior to the granting of the
business license for this business use, to meet all International Fire Codes and Life Safety Codes.

Joseph Provost

Grosse Pointe Woods Public Safety Department
Fire Inspector/Fire Investigator

20025 Mack Plaza Dr

Grosse Pointe Woods, MI 48236
{313)343-2415

iprovost@gpwmi.us
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Listed below are the deficiencies identified during the inspection of the pro@?i’ﬁ@p jsgeep &
Clinic area of Pointe Neurology located at 20160 Mack. The City of Grosse Poinie 2o Fre
Woods follows and has adopted both the International Fire Code and the Life Safety
Code. 1f the item is addressed in both codes, the strictest code is followed. The proposed
Sleep Clinic Classification of Occupancy is Ambulatory Health Care Occupancy.

= All walls shall be made of Non-Combustible or Limited Combustible Material
and must have a minimum Fire Resistance Rating of not less thanl hour and shall
extend from the floor slab below to the floor or roof above. (Life Safety Code
21.3.7.1(1), International Fire Code 803.12).

= All drapes, curtains or loose hanging furnishings and decorations shall be flame
resistant according to NFPA 701 Standard Methods of Fire Test for Flame
Propagation of Textiles and Films. (Life Safety Code 10.3.1).

* Fire Doors including Panic Hardware need to be installed at 21 building exits,
exits from the proposed sleep clinic, and at all doorways adjacent to a stairwell.
All doors must swing outward. (Life Safety Code 8.3.3).

* Al interior doors must be at least 1 ¥ inches thick, solid bonded wood core or the
equivalent, and shall be equipped with positive latches. (Life Safety Code
21.3.7.12)).

*  Doors shall be self closing and shall be kept in the closed position except when in
use (Life Safety Code 21.3.7.1(3)).

= Any windows in these barriers shall be of fixed fire window assemblies in
accordance with section 8.3 (Life Safety Code 21.3.7.1(4)).

*  Occupancy Load must be posted upon calculation being completed by the Fire
Inspector. {Life Safety Code 21.1.7).

* Fire Alarm System shall be installed throughout the entire building. (Life Safety
Code 21.3.4.1).

®» The elevator shall conform to the fire fighters” emergency operations requirement
ASME A17.3 Safety Code for Existing Elevators and Escalators (Life Safety
Code 9.4.3.2)

= The elevator shall be subject to periodic tests and inspections as specified in
ASME A17.1 Safety Code for Elevators and Escalators (Life Safety Code 9.4.6)

= The administration of every ambulatory health care facility shall have, in effect
and available to all supervisory personnel, written copies of a plan for the
protection of all persons in the event of a fire, for their evacuation to areas of
refuge, and for their evacuation from the building when necessary. Additionally,
fire driils shall be conducted quarterly on each shift and employees shall be
instructed in life safety procedures and devices in accordance with this section.
(Life Safety Code 21.7.1).

®  No Smoking regulations shall be adopted and signs posted that read No Smoking.
(Life Safety Code 21.7.4)

= Key Box (or Knox Box) installed containing all keys for all doors of the building.
(International Fire Code 506.1)



MEMO 10 - 49

TO: Lisa K. Hathaway, City Clerk :
FROM: Joseph J Ahee, Jr., Director of Public Works}C\
DATE: October 26, 2010

SUBIECT:  Pointe Neurology at 20160 Mack Avenue

L'have reviewed the ZBA request from Dr. Haranath Policheria of Pointe Neurology,
20160 Mack Avenue, who is requesting a use variance to allow for an over-night sleep
chinic.

I have no objections to this project.

If you have any questions please contact me.

c.c.  Gene Tutag

O/F

dm



AFFIDAVIT OF LEGAL PUBLICATION

86 Kercheval
Grosse Pointe Farms, Michigan 48236
{313) 882-3500

COUNTY OF WAYNE
STATE OF MICHIGAN, §SS.

Peter ] Birkner

being duly sworn deposes and says th

City of Grosse Pointe Woods
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the following date:
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AFFIDAVIT OF PROPERTY OWNERS NOTIFIED

Re. 20160 Mack Avenue
POINTE NEUROLOGY/H. POLICHERLA, MD, PC

State of Michigan )
} 88,
County of Wayne )

IHEREBY CERTIFY that the notice of Hearing was duly mailed First Class Mail on October 28, 2010
to the following property owners within a 300 foot radius of the above property in accordance with the
provisions of the 2067 City Code of Grosse Pointe Woods. A Hearing fee of $250.00 has been received
and acknowledged with check # 1.041775.

Lisa Kay Hathaway
City Clerk

See attached document for complete list.




Maifing List for 20160 Mack Ave (300" Radius)

ownersname ownersname?2 ownersires |ownercity lownerstate | ownerzipco

RAHI, DR DAHER B 17266 MACK GROSSE POINTE Mi 48230
RUSSELL & ASSOC. 130 KERCHEVAL STE 200 GROSSE POINTE FARMS Ml 48236
OTTAWAY, ANDREW W, AND PAULA R, 54 WEBBER PL GROSSE POINTE SHORES |MI 48236
BRODERICK, JEFFREY, LIVING TRUST 1611 S RENAUD | GROSSE POINTE WOODS M 48236
PRUSS, MICHAEL C 1617 S RENAUD GROSSE POINTE WOCDS Ml 48236
BESSETTE, JOHN & JENNIF 1618 S RENAUD GROSSE POINTE WOODS Ml 48236
BOGEN, CLINTON 1620 OXFORD GROSSE POINTE WOODS  Mi 48236
MCATEE, JOHN R. AND VERONICA 1621 OXFORD GROSSE POINTE WOODS M 48236
ROZYCKI, RICHARD J ] 1623 N RENAUD GROSSE POINTE WOODS M 48236
HALOOSTOCK, ART A, HALOOSTOCK, MARARET M. 1629 N RENAUD GROSSE POINTE WOODS  'MI 48236
STANFIELD, WILLARD 1630 FAIRHOLME RD IGROSSE POINTE WOODS (Mi 48236
BLAINE, SCOTT & JAMIE 1630 OXFORD GROSSE POINTE WOODS ™~ 'Mt 48236
DONALDSON, GAIL & 1640 FAIRHOLME RD GROSSE POINTE WOODS ™~ [MI 48236
WORDEN, WILLIAM T. AND ALICE E. 1640 OXFORD , GROSSE POINTE WOODS | MI 48236
LAZARUS, NICHOLAS AND MAHAR, MARY ELLEN 1650 FAIRHOLME RD GROSSE POINTE WOODS M 48236
PEPPLER, JANET L. - 1851 OXFORD |GROSSE POINTE WOODS M 48236
KOVACS, ANDREW 1653 S RENAUD GROSSE POINTE WOODS M 48236
LABADIE, DIANA 1660 FAIRHOLME RD GROSSE POINTE WOODS Ml 48236
COE, PATRICIA 1665 S RENAUD GROSSE POINTE WOODS M 48236
SMITH, VIOLET M 1670 FAIRHOLME RD IGROSSE POINTE WOODS Ml 48236
FRANCES, JAMES W 1670 OXFORD GROSSE POINTE WOODS Ml 48236
JOHNSTON, MICHAEL G 1680 FAIRHOLME RD GROSSE POINTE WOODS ™ Ml 48236
VANDENBOOM, CJ & MARI 1680 OXFORD GROSSE POINTE WOODS M 48236
CIARAVINO, SALVATORE 1681 OXFORD GROSSE POINTE WOODS  Mi 48236
DAUW, RICHARD & BRENDA 1684 RENAUD N GROSSE POINTE WOGDSE IMI 48236
SHENSTONE, BRIAN & JP 1692 RENAUD N GROSSE POINTE WOODS M 48236
MALBOUEF, THOMAS & BARB 1700 S RENAUD GROSSE POINTE WOODS  MI 48236
TRIPP, WILLIAM 1701 N RENAUD GROSSE POINTE WOODS  MI 48236
OCCUPANT ) B 1920 LENNON GROSSE POINTE WOODS | M| 48236
RAHI, DR DAHER B 20100 MACK AVE |GROSSE POINTE WOODS Ml 48236
OXFORD BEVERAGE 20107 MACK AVE GROSSE POINTE WOODRS M 48236
SERRA, SALVATOREP &+~ 20115 MACK AVE GROSSE POINTE WOODS | MI 48236
HENRYS CLEANERS 20119 MAGK AVE GROSSE POINTE WOODS M 48236
OCCUPANT 20129 MACK AVE GROSSE POINTE WOODS M 48236
OTTAWAY, ANDREW W. AND PAULA R, 20136 MACK AVE GROSSE POINTE WOCDS  |Mi 48236
AHEE, EDMUND T, JEWELRY 20138 MACK AVE GROSSE POINTE WOODS M 48236
KOVALCHICK, LOIS, DDS, P.C. 20148 MACK AVE GROSSE POINTE WOODS Mt 48236
GROSSE POINTE COLLECTION 20155 MACK AVE GROSSE POINTE WOODS M 48236
POINTE NEURGLOGY/H. POLICHERLA, MD, PC 20160 MACK AVE GROSEE POINTE WOODS M 48236
SHOWHOUSE INTERIORS 20768 MACK AVE GROSSE POINTE WOODRS (Ml 48236
OCCUPANT 20170 MACK AVE |GROSSE POINTE WOODS  |MI 48236
GOODIS ENDODONTIC SPECIALISTS 120175 MACK AVE GROSSE POINTE WDODS M 48236
MANDS, DEBORAH, D.D.S. . 20178 MACK AVE GROSSE POINTE WOORS Ml 48238
COMERICA WEALTH & INSTITUTIONAL MANAGERMENT 20180 MACK AVE - 2ND FLOOR _ IGROSSE POINTE WOODDS  ME 1 48236
MARCO, WATKING & OWSIANY, LLP 20180 MACK AVE 100 GROSSE POINTE WOODS  [MI 48236
SUMMIT CLEANERS 20183 MACK AVE GROSSE POINTE WOODRS Wl 48236
BANKS POINTE VACUUM CO. 20187 MACK AVE GROSSE POINTE WOODS  MI 48236
BOSTON MARKET #0059 20195 MACK AVE 'GROSSE POINTE WOODS I 48236
COMERICA, MACKILOGHMOOR 161 20200 MACK AVE CROSSE POINTE WOGDS Ml 48238
LABARA, ONOFRIO J 20207 MACK GROSSE POINTE WOODS — MI 48236
SURFSIDE GROUP LLC 611 ROSLYN RD GROSSE POINTE WOODS — MI 48236
SERRA, SALVATORE P 234 LAKEVIEW LAKE ORION M 48362;
COLLIERS INTERNATIONAL ATIN: PROPERTY TAX GROUP |2 CORPORATE DRIVE, STE 300 | SQUTHFIELD Mi 48076
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