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           The practice of sleep medicine and the demand 
for sleep medicine services have grown tremen-

dously in the last decade. Multiple factors are driving 
this growth, including recognition of an increasing 
number of sleep disorders, identifi cation of the link 
between sleep disorders and other medical disorders, 
increased training of medical professionals about 
sleep disorders, and increased understanding in the 
general population of the presence and consequences 
of sleep disorders. 

 The most recent International Classifi cation of Sleep 
Disorders lists  .  70 sleep disorders.  1   Current esti-
mates are that between 50 and 70 million Americans 
suffer from sleep-related problems.  2   In addition to 
the morbidity and mortality from sleep disorders 
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 The demand for sleep medicine services has grown tremendously during the last decade and will 
likely continue. To date, growth in demand has been met by growth in the number of new sleep cen-
ters. The need for more new centers will be dependent on market drivers that include increasing 
regulatory requirements, personnel shortages, integration of home sleep testing, changes 
in reimbursement, a shift in emphasis from diagnostics to treatment, and an increased consumer 
focus on sleep. The decision to open a new center should be based on understanding the market 
dynamics, completing a market analysis, and developing a business plan. The business plan should 
include an overview of the facility, a personnel and organizational structure, an evaluation of the 
business environment, a fi nancial plan, a description of services provided, and a strategy for 
obtaining, managing, and extending a referral base. Implementation of the business plan and 
successful operation require ongoing planning and monitoring of operational parameters. The need 
for new sleep centers will likely continue, but the shifting market dynamics indicate a greater need 
for understanding the marketplace and careful planning.     CHEST 2010; 137( 5 ): 1217 – 1224  

  Abbreviations  :     AASM    5     American Academy of Sleep Medicine    ;    CMS    5     Center for Medicare and Medicaid Services    ; 
   CPAP    5     continuous positive airway pressure    ;    DME    5     durable medical equipment    ;    IDTFs    5     independent diagnostic 
testing facilities    ;    OSA    5     obstructive sleep apnea    ;  PAP   5   positive airway pressure ;    PSG    5     polysomnography     

themselves, including higher rates of workplace and 
automobile accidents,  3  ,  4   sleep disorders have been 
linked to higher rates of hypertension,  5   cardiovas-
cular disease,  6   obesity,  7   diabetes  8   and depression.  9   
To address the increased clinical demand, formal 
Accreditation Council on Graduate Medical Education-
approved training programs in sleep medicine have 
been established, and competency in sleep medicine 
can be demonstrated by passage of an American Board 
of Medical Specialties board examination in sleep 
medicine. This constitutes recognition of sleep med-
icine as an independent subspecialty.  10   

 Diagnosis of sleep disorders is based on a combina-
tion of history and physical examination, monitoring 
of the sleep�wake pattern, and physiologic testing. 
The most common sleep study is overnight polysom-
nography (PSG), the monitoring of multiple physio-
logic parameters during sleep. This study is indicated 
for the diagnosis of obstructive sleep apnea (OSA), 
periodic limb movements of sleep, narcolepsy, and 
parasomnias, and to assess response to therapies for 
these disorders.  11   In-laboratory PSG requires an over-
night stay at a sleep center with attendance by a tech-
nologist trained in sleep technology. 

 There is suffi cient demand to increase the number 
of available sleep centers, laboratories, and related 
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operations. The number of sleep centers and labora-
tories accredited by the American Academy of Sleep 
Medicine (AASM) has increased 400% in the last 10 
years ( Fig 1 ), and they are thought to represent about 
one-third of the centers and laboratories in the United 
States.  12  ,  13   For accreditation purposes, a sleep center 
comprises a clinic and a diagnostic section for sleep 
testing and is directed by a board-certifi ed sleep 
specialist, while a sleep laboratory has the same 
setup, focuses predominantly on sleep-disordered 
breathing patients, and may be directed by a pul-
monologist with training in sleep medicine in lieu of 
a sleep specialist.  14  ,  15       

 Refl ecting the increase in capacity, there has been 
an increase in the amount of testing conducted. The 
Center for Medicare and Medicaid Services (CMS) 
reported that the number of sleep studies performed 
more than doubled from 2000 to 2004 ( Fig 2 ).  16       In 
addition, the number of continuous positive airway 
pressure (CPAP) devices, considered a marker for 
the growth in sleep diagnostic services, has continued 
to rise at an annual rate of 10% to 15% per year.  17       

 Despite the large increase in the number of cen-
ters and sleep studies performed, there still may be a 
shortage of sleep medicine facilities. In 1997, Young 
et al  17   evaluated a population of middle-aged state 
employees with no barrier to health care and found 
that 82% of men and 93% of women with moderate-
to-severe OSA had not yet been clinically diagnosed. 
In 2004, Flemons et al  19   used this information to esti-
mate that 2,310 PSGs per 100,000 people per year 
would be needed to diagnose and treat patients with 
suspected moderate-to-severe OSA, a fi gure  .  10 
times their estimate of capacity. The authors felt this 
indicated a potential problem with access to care. To 
date, problems with access have not been widespread. 
Several surveys have found that wait times for studies 
have not increased despite the increased demand, 
most likely because the number of available facilities 
continues to grow.  13  ,  20   A recent survey found that 
existing sleep centers expected to increase bed capacity 
10% to 20% in the next year.  21   

 Recent developments may affect the structure of 
the industry, but will likely continue to drive the need 
for more sleep medicine operations and new sleep 
centers. This article is designed to assist those inter-
ested in opening new sleep programs in understand-
ing the process involved in starting a sleep center.  

 Market Dynamics 

 When investigating new practice opportunities, it 
is critical to fi rst understand the market dynamics 
affecting the profession that infl uence the growth or 
contraction of the need for sleep medicine services 
( Table 1 ). Identifi cation of these drivers will help those 

 Figure 1.      Increase in American Academy of Sleep Medicine-
accredited sleep centers and laboratories. (Adapted from data from 
the American Academy of Sleep Medicine with permission.)    

considering opening a center make an educated guess 
about the direction the local market is heading. The 
key drivers are outlined in the following sections.

 Integration of Home Sleep Testing 

 Improvements in portable monitoring technology 
have made home sleep testing more feasible. While 
this may reduce the cost per study and improve some 
patients’ tolerance of sleep testing, there is also the 
potential for more widespread testing and increased 
overall cost. New CMS guidelines allow coverage for 
CPAP devices to treat OSA when the diagnosis is 
made using a portable monitor as well as in-laboratory 
PSG.  22   This policy might drive down the need for 
sleep bedrooms and decrease the profi tability of sleep 
centers if the site of study shifts from the laboratory 
to the home. 

 Shift in Emphasis from Diagnostics to Treatment 

 CMS guidelines require demonstration of objec-
tive adherence to CPAP therapy and benefi t from 
use.  23-26   Other third-party payers will likely establish 

 Figure 2.      Increase in the number of sleep studies performed. 
There was a 111% increase in the number of diagnostic sleep 
studies (CPT code 95810) and a 238% increase in the number 
of split-night and titration studies (CPT code 95811) from 
2000 to 2004 ( A ). There was a similar rise in payments of 222% 
for 95810 and 340% for 95811 ( B ). CPT  5  Current Procedural 
Terminology. 16   
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similar guidelines. Sleep centers will need to shift 
their focus to providing long-term care for patients 
with OSA. 

 Increasing Regulatory, Payer, and Accreditation 
Requirements 

 Payers are establishing additional internal guide-
lines to control testing and treatment. Many require 
preauthorization prior to testing, potentially limit-
ing patient eligibility. The CMS, as well as other 
third-party payers, is adding requirements that sleep 
studies be performed under the supervision of 
board-certifi ed sleep specialists and in accredited 
facilities.  23  -  26   The AASM accreditation standards 
focus on providing longitudinal care, maintaining 
quality improvement programs, and raising the 
qualifi cations of the clinical and technical staff. 
While improving quality, these standards may also 
increase cost. New CMS regulations bar indepen-
dent diagnostic testing facilities (IDTFs), but not 
hospitals or physician-owned centers, from per-
forming sleep studies in hotels or motels and pre-
vent positive airway pressure (PAP) providers from 
conducting home sleep testing.  27    

 Finally, the Offi ce of Inspector General’s 2009 
Work Plan includes a proposal to investigate the 
appropriateness of Medicare payments for both sleep 
studies and CPAP devices.  28   In response to the 
increase in Medicare payments from $62 million in 
2001 to $215 million in 2005, the  Offi ce of Inspector 
General “will examine the appropriateness of Medi-
care payments for sleep studies” and “assess provider 
compliance with Federal program requirements.” 
The appropriateness of Medicare payments for CPAP 
devices will also be reviewed. Developers of new 
sleep centers need to ensure that appropriate compli-
ance programs are put in place. 

Personnel Shortages

 Sleep centers must have trained and qualified 
personnel to staff those centers, including sleep 
specialists,  behavioral sleep specialists, nurses, sleep 
technologists, respiratory therapists, and other allied 
health personnel. The 68 Accreditation Council for 
Graduate Medical Education-accredited sleep medi-
cine fellowship programs graduate approximately 200 
new sleep specialists per year on top of the almost 
1,400 physicians who have passed the American 
Board of Medical Specialties sleep medicine board 
certification examination. In addition, 3,445 practi-
tioners passed the previous sleep board certifi cation 
 examination given by the American Board of Sleep 
Medicine. Formal workforce assessments have not 
been performed, but many communities are still 

underserved by board-certifi ed sleep specialists. The 
greatest bottleneck is with trained and certifi ed sleep 
technologists. Multiple states have established train-
ing and licensing requirements for sleep technolo-
gists. CMS IDTF regulations  29   require that in-laboratory 
sleep studies on Medicare patients be performed by 
technicians with appropriate certifi cation: registered 
PSG technologists, registered EEG technologists, or 
registered or certifi ed respiratory therapists. This 
requirement most likely also extends to Medicaid 
sleep studies. Traditionally, tech training has been 
on-the-job training, but recent initiatives have led to 
the establishment of college-based sleep technology 
training programs and the formalization of on-the-job 
training through the AASM-sponsored Accredited 
Sleep Technologist Education Program. Planning 
for a new center must include an assessment of the 
availability of sleep technologists and a strategy for 
obtaining or training new technologists. 

 Anticipated Decline in Sleep Study Reimbursement 

 Health-care reform and the enhanced scrutiny of 
costs will likely lead to a decrease in sleep study reim-
bursement. Already, the CMS has planned a 6% 
decrease in the reimbursement rates for sleep studies 
starting in 2010. Similar cuts are likely to be imple-
mented by other third-party payers. This will impact a 
new center’s budget and necessitate the need to iden-
tify opportunities for effi ciency and cost containment. 

 Continued Search for Alternate Treatments 

 Despite effective therapies for most sleep disorders, 
the search continues for more effective and better-
tolerated therapies. In particular, CPAP is highly 
 effective, but not all patients are adherent. 30  Current 
alternative therapies include different PAP modal-
ities (bilevel and autotitrating PAP), oral appliances, 
and upper airway surgery. On the horizon, fl ow resis-
tance valves, electrical muscle stimulation, and even 
pharmacological agents may be available. The emer-
gence of new therapies will affect the volume of titra-
tion studies and the need for new center services. 

 Table 1   — Sleep Market Dynamics   

  Dynamic
 Integration of home sleep testing
 Shift in emphasis from diagnostics to treatment 
 Increasing regulatory, payer, and accreditation requirements 
 Personnel (eg, sleep technologists, respiratory therapists, sleep 
 specialists) shortages 
 Anticipated decline in sleep study reimbursement 
 Continued search for alternate treatments 
 Increased consumer focus on sleep  
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  Increased Consumer Focus on Sleep

Recent publications have stressed the need to 
increase public awareness about the negative health 
consequences of untreated sleep disorders,  31   and 
professional medical organizations spend a great deal 
of effort to educate the general public. However, 
obesity rates in adults and children continue to 
increase.  32   In addition, regulatory agencies are becom-
ing more aware of the impact of sleep deprivation 
and sleep disorders on performance, absenteeism, 
and accident rates, further increasing the demand for 
sleep medicine services. For instance, the Federal 
Motor Carrier Safety Administration is considering 
regulations to require sleep studies for all truck 
drivers over a certain BMI to screen for OSA. Finally, 
consumers want to play a greater role in their own 
health care. Understanding consumer perspectives, 
attitudes, and needs is a critical success factor. An 
active educational outreach program should be a 
planned component of a new center.  

        Does An Opportunity Exist? 

 Multiple factors go into the decision to open a new 
sleep center. Is there suffi cient need for a new cen-
ter? Are there other centers, and if so, how does a 
new center compete with them? What fi nancial 
resources are required to start and maintain a new 
operation? Can the barriers for entry into the mar-
ketplace be overcome? 

 The fi rst step is completing a market analysis to 
assess the current situation in the prospective catch-
ment area. This will determine if there is suffi cient 
need for a new center. The analysis should include 
an assessment of the local competition, the demo-
graphics of the catchment area, the regulatory envi-
ronment, the reimbursement structure for that area, 
the composition and patterns of the local health-care 
community, and fi nancial requirements. 

 A competitive analysis should include details on 
the number of centers and laboratories in the catch-
ment area, the number of sleep beds, whether the 
competitors provide comprehensive care, the use of 
laboratory testing only and�or home monitoring, 
whether the centers provide durable medical equip-
ment (DME) or rely on DME companies, what insti-
tutions the centers are affi liated with, and the major 
referring provider relationships. This information 
will aid in positioning a new center and contribute to 
the ease of establishing a steady referral pattern. 

 The demographics of the catchment area may 
infl uence the type and size of the new center. Items 
to consider include total population, age distribution, 
recent and predicted population growth, population 
density, local average income, and area type (eg,  urban, 

suburban, rural). Any factor affecting prospective 
patients’ health-care decision making should be inves-
tigated. For instance, while population density may 
be enough to justify opening a center in a suburb, it is 
possible this patient base may prefer to travel into the 
city for its health care. 

 Federal regulations are uniform throughout the 
country. However, their application as well as state 
and local regulations can vary tremendously. Under-
standing all the relevant regulations is important for a 
smooth opening and continued operation. Both fed-
eral and local regulations tend to be different, 
depending on whether the center will be in a hospi-
tal, a physician practice, or an IDTF. An IDTF is a 
facility where diagnostic testing is performed inde-
pendent of a physician’s offi ce or hospital and can be 
a fi xed location, a mobile entity, or run by an individ-
ual nonphysician practitioner. CMS IDTF regula-
tions describe rules for physician and nonphysician 
qualifi cations and responsibilities, procedures for 
ordering tests, and billing procedures.  29   These rules 
also apply when an IDTF supplies diagnostic proce-
dures in a physician’s offi ce. It is important to deter-
mine the requirements for licensing, if necessary, 
and whether the state requires a certifi cate of need or 
some other license to open this type of health-care 
facility. 

 Reimbursement structures vary widely from loca-
tion to location and even between different payers 
in the same location. Reimbursement tends to be 
higher for hospital-based centers than for IDTFs 
and physician practices. Reimbursement analysis 
should identify the different payers, the reimburse-
ment rates by payer, and the rate differentiation 
between hospitals, IDTFs, and physician practices. 
In addition, each payer’s reimbursement require-
ments for the services offered in the new center 
must be determined. 

 Those establishing a new center must also review 
the number of and relationships between area hos-
pitals, physician organizations, and likely referring 
provider groups. The relationships between doctors, 
their employers, local hospitals, and health-care sys-
tems may defi ne a level of loyalty that cannot be eas-
ily penetrated. 

 A complete understanding of the key fi nancial 
requirements such as  salaries for sleep specialists, 
sleep technologists, and other personnel is also 
necessary. These often differ signifi cantly across the 
country. In addition, space costs, such as rent, con-
struction, and parking should be identifi ed. 

 The market analysis may provide enough informa-
tion to aid someone in deciding against opening a 
new sleep center. If not, and the market analysis has 
provided a suffi cient level of comfort, the next step is 
to draft a business plan.   
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 The Business Plan and Implementation 

 The business plan is “a selling document that con-
veys the excitement and promise of your business to 
any potential backers or stakeholders”. 33  Although 
not everyone will need to resort to others for fi nancial 
support, the concept of underlining the excitement 
and promise of an opportunity is integral to business 
planning. A business plan should help determine 
if the opportunity is worthy of time and resources, 
uncover relevant business aspects that would not 
otherwise have been considered, and focus efforts 
on specifi c tactical actions necessary to operate a 
successful enterprise. 

 A completed business plan can run from 10 pages 
to 100 pages. Length is related to the intended use of 
the document. Usually, the most important part is the 
executive summary. This very short segment (maxi-
mum two pages) should highlight all critical aspects of 
the business plan, from start to fi nish. Business plan 
writing can either start or end with the executive sum-
mary. Some people fi nd it easier to draft the executive 
summary up-front, layering the details in as they 
develop the plan, then going back to fi nalize it. Others 
may fi nd it easier to dig into the details fi rst, consoli-
dating the plan into a short summary afterward. 

 The business plan itself should incorporate the 
items ( Table 2 ) outlined in the sections that follow. 
Implementation recommendations are also included.     

 Company Overview 

 This typically defi nes the strategy, management 
team, and ownership. If desired, it can include the 
vision, mission, and values as well. 

 Business Environment 

 The market analysis will influence and aid in 
drafting this section of the plan. This is a good oppor-
tunity to identify strengths, weaknesses, opportuni-
ties, and threats to the new proposed organization. 

 Service Description 

 The sleep center model should be defi ned in this 
section. Is the center intended to be hospital-based or 

physician practice-owned and operated? Will it be 
operated internally, or will a management company 
be hired? Will there be a hospital or physician prac-
tice affi liation? If so, will the facility be located on the 
premises of the affi liated organization? Will this be a 
comprehensive center with a clinic, an integrated cen-
ter with a clinic and DME, or simply a laboratory? Will 
the center conduct research trials, either investigator-
initiated or industry-sponsored, and what is needed 
to provide for patient safety and protection and to 
meet institutional requirements for conducting human 
clinical trials? 

 Population Served 

 Most sleep centers are geared to adult patients 
because clinical work and research has focused on 
this population. However, there is growing awareness 
of the prevalence of sleep disorders in children and 
the negative impact of these disorders on proper 
functioning and development. Sleep centers serving 
pediatric populations have different  requirements for 
facilities, equipment, and staffi ng. Pediatric centers 
must have child-friendly rooms that accommodate 
parents as well as children. Different sensors are 
required for small children, and there is a difference 
in the measurement of carbon dioxide levels to detect 
 hypoventilation. Small children or special-needs chil-
dren require one-to-one tech-to-patient  ratios more 
frequently than adults. These differences drive up 
the cost of caring for children while reimbursement 
remains the same. Provisions must also be made for 
the inclusion and fi nancial impact of providing indi-
gent care,  access for the disabled, and translation ser-
vices for non-English-speaking patients. The center’s 
business plan must take all these into account. 

 Customer Value Strategy 

 Why will customers (ie, patients, referring pro-
viders, hospitals, payers) want to work at the new facil-
ity? This is the place to discuss the experience of the 
key individuals who will be treating patients and the 
relationships with other specialists, such as otolaryn-
gologists, dentists, and behavioral psychologists, if 
they are not part of the center. The market analysis 
may have indicated interest in a specifi c referral 
method (eg, integrated care vs sleep study only) or 
the need for quick turnaround time. 

 Competitive Strateg y

 What differentiates the center from the other 
players in the marketplace? Accreditation for sleep 
centers is becoming more and more important and 
should be highlighted in the marketing strategy. 

 Table 2   — Components of the Business Plan   

  Business Plan Section
 Company overview 
 Business environment 
 Service description 
 Population served 
 Customer value strategy 
 Competitive strategy 
 Operational strategy and implementation 
 Financial plan  
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Starting in 2010, all sleep studies on Medicare patients 
must be performed in an  accredited center or inter-
preted by a board-certifi ed sleep specialist.  23  -  26   Other 
third-party payers are also adopting this standard. 
Accred iting entities include the AASM and the Joint 
Commission (formerly the Joint Commission on the 
Accreditation of Healthcare Organizations). DME 
accreditation will also be necessary for centers inter-
ested in providing integrated care, including PAP 
device set-up and long-term compliance programs as 
part of the center’s clinical services. 

 Operational Strategy and Implementation 

 This section defi nes how the business will operate 
and how the strategies and decisions discussed in the 
business plan will be implemented. Areas of focus 
should include: 

  Personnel:  What does the organization look like, both 
initially as well as over time? What types of people 
are needed (eg, sleep specialists, physician extenders, 
sleep technologists, respiratory therapists, clinic 
administrators, billing�collection personnel), and what 
are each of their roles? How will training be accom-
plished, and how will 24-hour physician coverage 
be provided? The benefi ts, policies, and procedures 
required for personnel management must also be 
taken into account. 

  Facility:  The size of the facility will depend heavily 
on the decisions outlined in earlier sections. It is 
important to note how many bedrooms, exam rooms, 
and offi ces are needed. Space costs, lease vs purchase, 
the length of the lease if applicable, other common 
area costs, and any build-out investments should be 
addressed. What furniture and other furnishings are 
 required? How long will it take to set up the facility? 

  Equipment:  What are the equipment needs includ-
ing sleep diagnostic devices, PAP devices, and other 
devices? Information technology plays a large role 
because it affects data storage needs, communication 
capabilities if there are multiple sites, use of com-
puterized work-fl ow and reporting programs, and 
whether to use an electronic medical record program. 
Implementation requirements should be identifi ed. 

  Regulations:  A plan for adherence to regulatory 
require ments for facility licensure,  patient and worker 
safety, Medicare enrollment and payment rules, and 
antikickback and Stark regulations should be outlined. 

  Reimbursement:  Will billing occur through a hospi-
tal relationship or using the physician fee schedule? 
What is needed with regard to payer contracts? Is it 
possible to bill on day 1? If not, the time it will take to 

contract with the payers in the marketplace should be 
taken into account. 

  Affi liation:  A new center may be affi liated with an 
existing hospital or physician organization. This can 
provide a built-in referral network from day 1 and 
an advertising advantage but can also add restric-
tions depending on the rules of the affi liated orga-
nization. The affi liation legal agreement should 
consider space needs, use of trademarks, provision 
of clinical and technical staff, administrative obliga-
tions, insurance verifi cation, billing, staffi ng privi-
leges, marketing support, equipment, insurance, 
terms, noncompetition, and other aspects. Royalty 
expenses tied to this affi liation should be factored 
into fi nancial planning. 

  Marketing:  How will services be communicated to 
customers? Are there sales and�or marketing person-
nel? Does the center have a logo? How will the Web 
site, brochures, and other signage be developed? 
Other communication methods  include periodic 
newsletters to referring providers or patients, adver-
tisements, press releases, or writing a newspaper col-
umn. Are there opportunities for patient or physician 
educational talks and local radio and television talk 
shows? 

 Financial Plan 

 The preliminary review of the market should pro-
vide relevant information for the fi nancial plan. The 
plan should consider start-up costs, fi nancing require-
ments (eg, working capital needs, equipment fund-
ing), and fi nancing sources. Typically, fi nancial plans 
look ahead 3 to 5 years. Financial statements have 
three components. The profi t�loss statement out-
lines expected revenue and expenses, typically 
on a monthly basis for the fi rst year or two, then 
annually. The balance sheet highlights the health of 
the business by refl ecting the status of assets (things 
that are owned or owed), liabilities (items owed by 
the business), and  equity (investments into the com-
pany) at a specifi c point in time. Finally, the cash-fl ow 
statement refl ects the lifeline of most organizations: 
cash. Some companies are successful in providing 
a positive profi t, but poor cash management runs 
them out of business. 

 At the completion of the business plan, the fac-
tors that will determine the likelihood of success for 
the new venture and the steps to bring it about 
should be in place. With this information, one can 
make an informed decision of whether to start a new 
center. If that decision is yes, the business plan will 
provide a useful roadmap.   
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 Subsequent Planning and Analysis 

 Ongoing planning is necessary to ensure the orga-
nization responds to the changing environment. This 
involves both strategic and tactical planning. 

 Strategic planning typically focuses on the big pic-
ture: Where is the market going, and how do busi-
nesses respond to the market? Managers should hold 
meetings at all levels of the organization (eg, board, 
and medical, technical, and administrative staffs). 
Planning should consider sources of revenue growth 
as well as the resources required to accomplish this 
growth. If analysis shows that a center is in an 
 underserved market, one might consider expanding 
the number of beds in the center or starting new cen-
ters. If a center is in a highly competitive market, it is 
important to seek a competitive advantage. This can 
include adding services, improving the quality of ser-
vices, or creating affi liations with new practice groups. 

 Tactical planning identifi es the actions an organiza-
tion will undertake to accomplish the strategic plan. 
For each project, responsible personnel should be 
identifi ed, a step-by-step plan created, and deadlines 
for completion established. Upon completion, the 
process followed, the performance of personnel, and 
the fi nal outcome should all be evaluated. New ideas 
should be tried as long as there is a process to evalu-
ate outcome measures that will show if the program 
is a success. 

 It is also helpful to identify key operational param-
eters to watch on a daily, weekly, and monthly basis. 
These parameters provide a sense of the progress (or 
lack thereof) of the company ahead of the publication 

 Table 3   — Potential Performance Parameters   

  Parameter   
 Referrals 
  By referring provider, group, or hospital 
  Conversion to visit rate 
  Reasons for nonconversion 
 Patients 
  Demographics 
  Satisfaction 
 Referring providers 
  Satisfaction 
 Sleep studies�clinics 
  Capacity utilization 
  No-show rate 
  Average revenue 
  Type of visit or study 
  Cancellation reasons 
 Technical staffi ng 
  Cost per study 
  Certifi cation 
 Profi tability 
  By center 
  By provider 
  By business segment (laboratory, clinic, DME)  

   DME  5  durable medical equipment.   

of periodic fi nancial statements. Dozens of parame-
ters exist; it is critical to identify those that mean 
something to the specifi c organization ( Table 3 ). 
Once the best parameters are identifi ed, they must 
be reviewed on a trend basis as  opposed to as “snap-
shots.” Here are some parameter considerations:

   Numbers should always be put into context; • 
what spells success for this center?  
  The timing for each parameter should be prede-• 
termined; how frequently should this informa-
tion be provided?  
  It is important to limit the number of parame-• 
ters that are watched and focus on those that 
matter most to the center.  
  When the environment changes, the parame-• 
ters should change.          

 Conclusions 

 Sleep medicine is a new, independent fi eld of med-
icine. New technologies, changes in the health-care 
system, and increased regulatory scrutiny pose chal-
lenges to continued growth of the fi eld. However, an 
increase in the appreciation of the importance of 
good sleep to good health, an increase in the under-
standing and recognition of new sleep disorders, and 
a continued rise in the prevalence of obesity and 
sleep deprivation suggest a continued growth in the 
need for sleep medicine services and new sleep cen-
ters. Deciding to open a new sleep center requires 
analysis of the existing marketplace and market 
 dynamics and careful evaluation of available resources. 
Once the decision is made to open a new center, 
careful planning of the type of center and the 
required equipment and personnel is needed. Once 
established, successful operation is dependent on 
continued evaluation and planning in order to main-
tain and grow a referral base.   
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