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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
AARC Executive and FinanceCommittee Meetings – April 19, 2012 

Board of Directors Meeting – April 20-21, 2012 
 

 

Thursday, April 19 
5:30 – 7:00 pm Executive Committee Meeting (Committee Members only) 

7:00 – 8:00 pm AARC Finance Committee Meeting (BOD and HOD members   

   are encouraged to attend) 

                
 

Friday, April 20 
8:00am-5:00pm   AARC Board of Directors Meeting 

 

8:00 am  Call to Order 

   Announcements/Introductions 

Disclosures/Conflict of Interest Statements 

Approval of Minutes pg. 11 

   E-motion Acceptance pg. 39 

 

General Reports pg. 41 
    President pg.42 

    Past President pg.43    

Executive Director Report pg. 44 (R) 

  

 

9:00 am  Eileen Keller, Salmon, Sims, & Thomas - Auditor’s Report  

9:30 am  Lawrence M. Wolfish, Wolfish & Newman, P.C.  

Board Member Fiduciary Responsibility & Conflict of Interest 

  

11:00 am  BREAK 

 

11:15 am  CoARC report presented by Tom Smalling pg. 73 (A) 

 

General Reports con’t. 
Government & Regulatory Affairs pg. 74 

House of Delegates pg. 84 

    Board of Medical Advisors pg. 86 

     Presidents Council pg. 91 

    

Standing Committee Reports pg. 92 
Audit Subcommittee pg. 93 (R) 

Bylaws Committee pg. 95 (R) (A)        

 Elections Committee pg. 120     

Executive Committee pg. 121     

 

 

12:00 pm Lunch Break (Daedalus Board Meeting) 

                                                                              

 

1:30 pm Reconvene 
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1:30 pm  Standing Committee Reports con’t. 
Finance Committee pg. 122     

Judicial Committee pg. 123      

Program Committee pg. 124 (R)  

     Strategic Planning Committee pg. 127 

 

   Specialty Section Reports pg. 128 
Adult Acute Care pg. 129 (R)     

Continuing Care-Rehabilitation pg. 131 (R)  

Diagnostics pg. 133 (R)      

Education pg. 134      

Home Care pg. 135 (R)    

Long Term Care pg. 141    

Management pg. 142 (R)     

Neonatal-Pediatrics pg. 144    

Sleep pg. 145 

     Surface and Air Transport pg. 147 (R) 

 

3:00 pm  BREAK 

 

3:15 pm  Special Committee Reports pg. 148 
 Benchmarking Committee  pg. 149      

  Billing Code Committee pg. 151       

 Federal Govt Affairs pg. 152  

Fellowship Committee pg. 155     

 International Committee pg. 156 (R)     

  Membership Committee pg. 168      

  Position Statement Committee pg. 170 (R) 

    Public Relations Action Team pg. 180 

    State Govt Affairs pg. 181 

    

4:15 pm  Nominations for Life & Honorary Membership 

 

5:00 pm  RECESS 
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Saturday April 21 

 
8:00am-5:00pm Board of Directors Meeting 

 

8:00 am  Call to Order 

 

   Special Representatives pg. 182    
AMA CPT Health Care Professional Advisory Committee pg. 183 

    American Association of Cardiovascular & Pulmonary Rehab pg. 184 

    American Heart Association pg. 185 

    American Society for Testing and Materials (ASTM) pg. 186 

    Chartered Affiliate Consultant pg. 187 

    Comm. on Accreditation of Medical Transport Systems pg. 188 

    Extracorporeal Life Support Organization (ELSO) pg. 189 (R) 

    International Council for Respiratory Care (ICRC) pg. 190 

    The Joint Commission (TJC) pg. 193 

    National Asthma Education & Prevention Program pg. 196 

 

9:30 am  BREAK 

 

10:00 am   Special Representatives con’t.  
    National Coalition for Health Professional Ed. In Genetics pg. 197 

National Sleep Awareness Roundtable pg. 198 

    Neonatal Resuscitation Program pg. 199 

     

10:30 am  Roundtable Reports pg. 200 
    Asthma Disease pg. 201     

Consumer (see Executive Director report pg. 44)    

Disaster Response pg. 203 

Geriatrics pg. 204 

     Hyberbaric pg. 205 

Informatics pg. 206 

International Medical Mission pg. 207 

Military pg. 208 

Neurorespiratory  pg. 209    

Research pg. 210 

Simulation pg. 211 

Tobacco Free Lifestyle pg. 212 (R) 

 

11:00 am  Ad Hoc Committee Reports pg. 214 
    Ad Hoc Committee on Cultural Diversity in Patient Care pg. 215 

Ad Hoc Committee on Officer Status/US Uniformed Services pg. 216 

 Ad Hoc Committee on Oxygen in the Home pg. 217 

    Ad Hoc Committee on Leadership Institutes pg. 218 

    Ad Hoc Committee on 2015 & Beyond pg. 227 (R) (A) 

    Ad Hoc Committee to Recommend Bylaws Changes pg. 229 (R) 

    Ad Hoc Committee on Section Membership pg. 230 (R) 

    Ad Hoc Committee to Reduce Hospital Readmissions pg. 233 (R) 

    Ad Hoc Committee for Cont’d Development of Education Competition pg. 235 

 

 

12:00 – 3:00 pm LUNCH BREAK/RECESS 
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3:00 pm  Other Reports pg. 236 
 National Board for Respiratory Care (NBRC) pg. 237 

    American Respiratory Care Foundation (ARCF) pg. 241 

    

3:45 pm  UNFINISHED BUSINESS pg. 242 

           

   NEW BUSINESS pg. 243 

   White Paper for Concurrent Therapy pg. 244 (R) 

    

Policy Review 
 BOD.006 – Executive Session of the Board of Directors pg. 249 

 CA.002 – Chartered Affiliate Requirements and Responsibilities pg. 250 

 CA.006 – Chartered Affiliate Consultant pg. 251 

 CT.005 – Standing Committees pg. 253 

 

 

4:30 pm  ARCF Achievement Award Nominations pg. 254 

Bird pg. 255 

Hudson pg. 258 

  Petty/ Invacare pg. 263 

 

 

 

ANNOUNCEMENTS 

 

TREASURER’S MOTION 

 

ADJOURNMENT 

 
  (R) = Recommendation 

(A) = Attachment  
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Recommendations 

(As of April 5, 2012) 

AARC Board of Directors Meeting 
April 20-21, 2012  Grapevine, TX 

 

 

Executive Office 
Recommendation 12-1-1.1 “That the AARC Board of Directors directs the Management Section 

Chair to initiate a project to encourage respiratory care managers to look for, and seize, 

opportunities described in the manuscript entitled, ‘Creating a Vision for Respiratory Care in 

2015 and Beyond’ Kacmarek, Durbin, Barnes, Kaegler, Walton, O’Neil RESPIRATORY CARE 

2009;54(3):375-389.” 

 

Recommendation 12-1-1.2 “That the following position statement by the Hospital Care 

Collaborative (HCC) be reviewed and reaffirmed by the AARC Board of Directors. 

 

Common Principles for Team-Based Care: The Hospital Care Collaborative (HCC) 

 The HCC believes that healthcare is a “team sport” with respect and recognition for the 

knowledge, talent and professionalism of all team members.  

 The HCC supports clear delineation of team roles and responsibilities with an emphasis 

on a collaborative and non-hierarchical model. 

 The HCC believes in patient centered care, rather than provider-centered care, and that 

the healthcare team members should involve the patient/family/caregiver in developing 

care plans and goals of care. 

 The HCC believes that collaboration of the healthcare team can lead to improved systems 

and processes that provide care more efficiently and result in better patient outcomes. 

Examples include strategies for implementation, improved workflow and the utilization 

of evidence-based processes. 

 The HCC believes that all members of the team within their licensure and scope of 

practice have a role to play in establishing organizational policy, and directing and 

evaluating clinical care.  

 The HCC believes that in a system that involves many team members, all health 

professionals should work to create safe care transitions and handoffs within the 

hospitalization and post-hospitalization episodes of care. 

 The HCC believes that all team members must be as proficient in communications skills 

as in clinical skills.  

 The HCC believes that the appropriate capacity and staffing of the entire team is a 

requirement for providing the best care.” 

 

Audit Subcommittee 

Recommendation 12-1-13.1 “That the AARC Board of Directors (BOD) review the discretionary 

employer contribution percentage amount and determine if this is still within an acceptable limit 

and consider the development of guidelines for future contributions.  An independent benefits 

consultant might be considered.” 

 

Bylaws Committee 
Recommendation 12-1-9.1 “That the AARC BOD accepts and approves the Alaska Society for 

Respiratory Care Bylaws” 



 8 

 

Recommendation 12-1-9.2 “That the AARC BOD accepts and approves the Michigan Society 

for Respiratory Care Bylaws” 

 

Program Committee 
Recommendation 12-1-15.1 “That the AARC Board of Directors approve Las Vegas and the 

Mandalay Bay as the destination and venue for AARC Congress 2014. (Dec 9-12)” 

 

Adult Acute Care Section 
Recommendation 12-1-50.1 “That a study guide be developed in anticipation of the new Adult 

Critical Care Specialty exam due to be available by the NBRC sometime near the end of the 

summer 2012” 

 

Continuing Care Rehabilitation Section 

Recommendation 12-1-51.1 “That the AARC issue a consensus statement that recognizes the 

EPR-3 as the standard for asthma management” 

 

Diagnostics Section 
Recommendation 12-1-52.1 “Offer a six month trial membership to the Diagnostics Section for 

AARC members” 

 

Home Care Section 
Recommendation 12-1-54.1 “Create pilot studies for RT-led programs for reducing 

readmissions” 

 

Recommendation 12-1-54-2 “Survey section members for potentially combining home care and 

long-term care specialty sections” 

 

Management Section 
Recommendation 12-1-55.1 “That the AARC Board of Directors convenes a consensus 

conference on ‘Patient Safety and Respiratory Care Staffing Levels’ with a committee of expert 

stakeholders to review evidence-based literature and best practice to:  

a. Identify research opportunities related to Respiratory Care Department Staffing and 

Productivity 

b. Identify resources for determining safe and effective Respiratory Care Department 

staffing levels 

c. Develop cost-reduction strategies for maintaining safe staffing levels   

d. Develop standards for the following  items: 

 Measuring Respiratory Care Department staff productivity levels 

 Determining safe and effective Respiratory Care Department staffing requirements 

 Determining the appropriate number of direct reports for Respiratory Care 

Department directors, managers, and supervisors 

 Determining minimum or core-staffing requirements for Respiratory Care 

Departments” 

 

Recommendation 12-1-55.2 “That the AARC Board of Directors develop a Position Statement 

for the promotion of patient safety by maintaining appropriate Respiratory Care Departments’ 

staffing levels, and that within this statement include: 
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 A position which encourages the inclusion of all procedures performed to determine 

staffing levels and productivity targets for the safe delivery of Respiratory Care Services 

 A position which identifies the metric of Relative Value Units (RVU’s) as the  standard 

to determine staffing levels and productivity targets for the safe delivery of Respiratory 

Care Services 

 A position which censures the use of inappropriate, inaccurate, and non-validated data to 

determine staffing levels and productivity targets, as these create patient safety issues 

from mathematically impossible workloads and productivity targets for Respiratory 

Therapists and from the chronic understaffing of Respiratory Care Departments.” 

 

Surface to Air Transport Section 
Recommendation 12-1-59.1 “That the AARC BOD appoint a member of the Surface and Air 

Transport Section to be a liason to the American Academy of Pediatrics (AAP) Transport 

Section.” 

 

International Committee 
Recommendation 12-1-23.1 “That the AARC Board of Directors approves the revised 

International Mission/Goals statement and that the statement is added to the International 

Fellowship Program home page on the AARC web site.” 

 

Recommendation 12-1-23.2 “That the AARC Board of Directors approve the AARC 

International Fellows Effectiveness Survey and that it be programmed and administered by the 

Executive Office via the Internet using Survey Monkey or a similar Internet tool to survey the 

new Fellows after their visit and also to survey all pas Fellows if contact information is 

available.” 

 

Recommendation 12-1-23.3 “That the AARC consider funding the creation and production of an 

International Fellow lapel pin.” 

 

Position Statement Committee 

Recommendation 12-1-26.1 “Approve and publish the newly developed position statement on 

“Respiratory Therapists in the Emergency Department.” 

 

Recommendation 12-1-26.2 “Approve and publish the revised position statement on 

“Respiratory Therapists Education.” 

 

Recommendation 12-1-26.3 “Approve and publish the revised position statement on “Continuing 

Education.” 

 

Recommendation 12-1-26.4 “Approve and publish the revised position statement on “Licensure 

of Respiratory Care Personnel.” 

 

Extracorporeal Life Support Organization (ELSO) 
Recommendation 12-1-69.1 “That the AARC consider providing funds to enable the 

Extracorporeal Life Support Liaison to attend biannual ELSO Steering Committee Meetings.” 

 

Tobacco Free Lifestyle Roundtable 
Recommendation 12-1-41.1 “That the BOD discuss how a day-long workshop on tobacco 

treatment skills could be offered during the AARC Congress or as a pre-event” 
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Ad Hoc Committee on 2015 & Beyond 
Recommendation 12-1-32.1 “That the AARC BOD accept the direction for the future of health 

care as recommended by the publication ‘Creating a Vision for Respiratory Care in 2015 and 

Beyond’ by Robert M Kacmarek PhD RRT FAARC, Charles G Durbin MD FAARC, Thomas A 

Barnes EdD RRT FAARC, Woody V Kageler MD MBA, John R Walton MBA RRT FAARC, 

and Edward H O’Neil PhD 

Published -Respir Care 2009;54(3):375–389. © 2009 Daedalus Enterprises 

 

Ad Hoc Committee to Recommend Bylaws Changes 
Recommendation 12-1-30.1 “That the revision to the policy on Bylaws Conflicts be approved by 

the BOD.” 

 

Ad Hoc Committee on Section Membership 
Recommendation 12-1-33.1 “That the AARC ask each Section Chair to review the ‘Section’ 

description and update to better describe the focus of the section.” 

 

Recommendation 12-1-33.2 “That the AARC investigate offering some form of CEU through 

the bulletins as a benefit of section membership.” 

 

Recommendation 12-1-33.3 “That the AARC consider offering a special incentive to recruit 

colleagues to join Specialty Sections. Each time you refer a new Regular Member, the AARC 

will reward you with an appropriate thank you gift.” 

Recommendation 12-1-33.4 “That the AARC create and post to each section webpage a CRCE 

Section Calendar that shows all education activities a member can access as a member of that 

section.” 

Recommendation 12-1-33.5 “That the AARC aggressively promote the fact that the new SDS 

specialty exam has been accepted as an alternative to the RPSGT by the AASM.” 

Recommendation 12-1-33.6 “That the AARC investigate the feasibility of offering a membership 

fee for multiple sections.” 

 

Ad Hoc Committee to Reduce Hospital Readmissions 
Recommendation 12-1-34.1 “Proposes a project to select and fund 3-5 pilot studies exploring the 

benefits of different models of RT-led programs for reducing hospital readmissions in COPD.” 

 

New Business 
Recommendation 12-1-84.1 “That the AARC’s white paper on Concurrent Therapy be 

temporarily pulled from the website.” 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 

Board of Directors Meeting 
November 3, 2011  Tampa, FL 

 

Minutes 

 

Attendance        
Karen Stewart, MS, RRT, FAARC, President 

Tim Myers, BS, RRT-NPS, Past President     

Susan Rinaldo-Gallo, MEd, RRT, FAARC, VP Internal Affairs    

George Gaebler, MSEd, RRT, FAARC, VP External Affairs  

Linda Van Scoder, EdD, RRT, FAARC, Secretary/Treasurer  

Bill Cohagen, BA, RRT, RCP, FAARC    

Debbie Fox, MBA, RRT-NPS     

Lynda Goodfellow, EdD, RRT, FAARC 

Fred Hill, Jr., MA, RRT-NPS  

Denise Johnson, MA, RRT      

Keith Lamb, RRT 

Camden McLaughlin, BS, RRT, FAARC  

Doug McIntyre, MS, RRT, FAARC 

Frank Salvatore, MBA, RRT, FAARC 

Greg Spratt, BS, RRT, CPFT       

Cynthia White, BA, RRT-NPS, AE-C 

 

Consultants 

Tom Lamphere, RRT, RPFT, Past HOD Speaker 

Dianne Lewis, MS, RRT, FAARC, President’s Council President 

Colleen Schabacker, BA, RRT, FAARC, Parliamentarian 

 

Absent 

Joseph Sokolowski, MD, BOMA Chair (Excused) 

 

Staff 

Sam Giordano, MBA, RRT, FAARC, Executive Director 

Tom Kallstrom, MBA, RRT, FAARC, Chief Operating Officer 

Ray Masferrer, RRT, FAARC, Managing Editor, RESPIRATORY CARE 

Steve Nelson, RRT, FAARC, Associate Executive Director 

Cheryl West, State Government Affairs Director 

Anne Marie Hummel, Regulatory Affairs Director 

Miriam O’Day, Federal Government Affairs Director 

Bill Dubbs, MHA, MEd, RRT, Director of Education & Management 

Kris Kuykendall, Executive Administrative Assistant 

 

CALL TO ORDER 

President Karen Stewart called the meeting of the AARC Board of Directors to order at 8:01a.m. 

EDT, Thursday, November 3, 2011.  Secretary/Treasurer Linda Van Scoder called the roll and 

declared a quorum. 
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DISCLOSURE 

President Karen Stewart reminded members of the importance of disclosure and potential for 

conflict of interest.   

 

WELCOME AND INTRODUCTIONS 

Members introduced themselves and stated their disclosures as follows: 

 

 Susan Rinaldo-Gallo – Masimo 

Fred Hill – Alabama State Board of Respiratory Therapy 

Lynda Goodfellow – Teleflex Medical, COBGRTE Steering Committee 

Greg Spratt – Director of Clinical Marketing Oridion Capnography 

Cynthia White – Masimo/Monaghan 

Tim Myers – Dey Labs, Discovery Labs, and Draeger Medical consultant 

  

 

APPROVAL OF MINUTES 

George Gaebler moved “To approve the minutes of the July 21, 2011 meeting of the AARC 

Board of Directors.” 

Motion Carried 

 

George Gaebler moved “To approve the minutes of the July 22, 2011 meeting of the AARC 

Board of Directors.” 

Motion Carried 

 

 

E-MOTION RATIFICATION 

Lynda Goodfellow moved to ratify the E-Motions discussed over the Board AARConnect since 

July 2011 as follows: 

 

EM 11-3-53.1 “To ratify the appointments to the Education Section subcommittees: 

  

 Bachelor’s/Graduate Respiratory Therapy Education (BGRTE): 

Chair – Tom Barnes 

Vice-Chair for Research – Bob Joyner 

Vice-Chair for Communication – David Shelledy 

Secretary/Treasurer – Tim Op’t Holt 

Member at Large – Georgianna Sergakis  

 

Associate Degree Respiratory Education (ADRTE) 

Chair – Peggy James 

Vice-Chair – Carl Eckrode 

Secretary – Charity Bowling 

Member at Large – Kerry George 

Member at Large – Cindy Fouts” 

 

Motion Carried 
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GENERAL REPORTS 
 

President 

President Stewart gave highlights of her written report.   

 

Executive Director/Office 

Sam Giordano gave an overview of the Executive Office written report.  Tom Kallstrom 

discussed the new membership rates that will go into effect in 2012. 

 

President Stewart recalled previous recommendations that were referred to Executive Office. 

 

Recommendation 11-2-6.2 “Resolve that the AARC copy the State Delegates in all routine 

correspondences to Affiliate Board members including, but not limited to, follow up on revenue 

sharing checked which have not been cashed.” 

 

In house procedures have been developed which will assure that all delegates are copied on 

routine communications between AARC and Chartered Affiliate presidents.  This will include 

such business items as revenue sharing and check distribution. 

 

Recommendation 11-2-45.1 “We recommend that the AARC create a fund that will allow 

corporations and individuals to donate money that can be used to support travel to the AARC 

convention for respiratory therapists in the military services that are active duty.” 

 

Executive Office researched and President Stewart will accept for information only and will 

discuss at HOD meeting. 

 

Recommendation 11-3-1.1 “That AARC’s Board of Directors restricts $250,000 of AARC’s 

reserves for the purpose of development of evidence-based clinical practice guidelines.” 

 

Mike Runge moved to accept the recommendation. 

Motion carried 

 

 

Government & Regulatory Affairs 

Federal Government Affairs 

Miriam O’Day, AARC’s Director of Legislative Affairs provided an update on the 

Congressional activities of interest to the RT profession. Congress is entirely focused on budget 

and debt issues, in particularly the potential actions of the “Super Committee” tasked with 

finding $1.3 trillion dollars in savings. Because of this near total focus on cost savings efforts, 

Congressional action on any other legislation, including AARC”s HR 941, the Medicare RT 

Initiative has been stalled. We will continue our efforts to move our bill forward in 2012; our 

focus will be on urging our Congressional supporters to assist with a new CBO cost analysis. We 

will begin to plan for our March 2012 PACT Lobby Day where despite the current climate RTs 

and pulmonary patients who will once again join us, will continue to advocate for our legislation. 

The AARC is also supporting S 1350 and HR 2505 the Pulmonary Fibrosis Research 

Legislation. 

 

Anne Marie Hummel, AARC’s Director of Regulatory Affairs discussed the most recent 

regulatory actions by CMS. Most notably, the final rules that will provide only $37 

reimbursement for the pulmonary rehabilitation code… an unsustainable amount. AARC along 

with its Pulmonary Rehab association partners will meet in December 2011 to develop a 
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response strategy the organizations can take to CMS to try to amend the new payment.  It was 

also reported that CMS has revised aspects of the Medicare Hospital Conditions of Participation 

that will decrease paper work requirements for hospitals. Several of the revisions will be 

advantageous to respiratory departments.  AARC has also written to the Department of Veteran’s 

Administration requesting clarification on the license/credential policy it has for employing RTs 

in the VA system.  

 

State Government Affairs 

Cheryl West, AARC”s Director of Government Affairs provided additional details to the State 

Government Affairs Report. This update included a more detailed discussion on the new 

ABSM’s polysomnography exam and the credential Registered Sleep Technologist-RST.  

Respiratory Care Licensure Boards are receiving requests by the ABSM to formally rule that 

those who hold this non accredited credential should be exempt from the respiratory care 

licensure law, thus be allowed to provide the full scope of practice of the respiratory profession. 

AARC’s response is to recommend that RC Licensure Boards inquire if the new exam has been 

accredited by an independent accrediting agency, such as the NCCA, as being valid and reliable.  

In addition, State Societies were urged to make sure their Legislative Committees were fully 

prepared to address any new challenges and opportunities that will occur once most state 

legislatures come back into session January 2012.  States will continue to look for ways to find 

budget savings, which may include rescinding professional licensure (MI and VT have tried) or 

expanding the scope of practice of para-professionals into clinical areas where competency has 

not been documented.  

 

 

RECESS 

President Stewart recessed the meeting of the AARC Board of Directors at 9:52am EDT, 

Thursday, November 03, 2011. 

 

RECONVENE 

President Stewart reconvened the meeting of the AARC Board of Directors at 10:24am EDT, 

Thursday, November 03, 2011. 

 

 

President’s Council 

Dianne Lewis referred the Board to review her written report. 

 

STANDING COMMITTEES REPORTS 

 

Bylaws Committee 

Recommendation11-3-9.1 “The committee has reviewed the Bylaws submission for Hawaii and 

recommends that the AARC Board of Directors approves them as submitted.” 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

Recommendation 11-3-9.2 “The committee has approved the Bylaws submission for Illinois and 

recommends that the AARC Board of Directors approves them as submitted.” 

Susan Rinaldo Gallo moved to accept. 

Motion carried 
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Recommendation 11-3-9.3 “The committee has approved the Bylaws submission for Missouri 

and recommends that the AARC Board of Directors approves them as submitted.” 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

Recommendation 11-3-9.4 “The committee has reviewed the Bylaws submission for Oklahoma 

and recommends that the AARC Board of Directors approves them as submitted.” 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

Recommendation 11-3-9.5 “The committee has reviewed the Bylaws submission for New Jersey 

and recommends that the AARC Board of Directors approves them as submitted.” 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

Recommendation 11-3-9.6 “The committee has reviewed the Bylaws submission for 

Vermont/New Hampshire and recommends that the AARC Board of Directors approves them as 

submitted.” 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

Recommendation 11-3-9.7 “The committee has reviewed the Bylaws submission for Michigan 

and does not recommend these Bylaws for approval at this time.” 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

 

Finance Committee 

The Board of Directors ratified recent capital purchases by the Executive Office including laptop 

replacement, consulting fees, and software programs for a total of $28,662.49. 

 

Denise Johnson moved to ratify the purchases by the Executive Office since July 2011. 

Motion carried 

 

  

Mike Runge moved “To accept the Standing Committee reports as presented.” 

Motion Carried 

 

 

 

SPECIALTY SECTION REPORTS 
 

Continuing Care Rehabilitation 

Recommendation 11-3-51.1 “Continued liaison work with AACVPR, ACCP and NAMDRC to 

monitor and discuss with CMS changes in PR reimbursement.” 
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Susan Rinaldo Gallo moved to accept for information only. 

Motion carried 

 

 

Education Section 

Lynda Goodfellow gave a brief overview of her written report.  President Stewart asked the 

Board of Directors to read the attachments to Lynda’s report so they can be discussed at the 

meeting on November 4, 2011. 

 

Surface and Air Transport 

Recommendation 11-3-59.1 “To evaluate the potential of offering Surface and Air Transport 

Section membership to the active duty members of the Air Force Critical Care Air Transport 

Team (CCATT).  This would be in keeping with the great support the AARC gives to active 

military.  Their inclusion of the military transport professionals would be a great resource to the 

section as well as give them exposure to the civilian side of medical transport.” 

 

Susan Rinaldo Gallo moved to accept.   

 

Linda Van Scoder moved to amend the recommendation to reflect “To evaluate the potential of 

offering a Section membership to the active duty members of the Air Force Critical Care Air 

Transport Team (CCATT).” 

 

Susan Rinaldo Gallo moved to refer to Executive Office.  Susan Rinaldo Gallo withdrew her 

motion to refer. 

 

Linda Van Scoder moved to make a friendly amendment to read as follows: “To offer a Section 

membership to the active duty members of the Military at no cost.” 

Amended motion carried 

 

 

Susan Rinaldo Gallo moved to accept the Specialty Section reports as presented. 

Motion carried 

 

 

SPECIAL COMMITTEE REPORTS 

 

Billing Codes Committee 

Recommendation 11-3-18.1 “That the current goals for the Billing Codes Committee be 

revised/updated as follows: 

1. Recommend new AMA CPT respiratory care and pulmonary function related codes as 

needed and assist with coding proposals 
2. Act as repository for current respiratory care and pulmonary function codes. 
3. Serve as coding resource for members. 
4. Monitor the Billing Codes list serve postings. 
5. Review and update the AARC’s coding sources such as Coding Resources on aarc.org 

and the Uniform reporting Manual.” 
 

Susan Rinaldo Gallo moved to accept.  Linda Van Scoder moved to refer to President Stewart. 

Motion to refer carried 
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Membership Committee 

Tom Lamphere distributed his report to the Board of Directors at the meeting and gave an 

overview. 

 

Position Statement Committee 

Recommendation 11-3-26.1 “Approve and publish the revised position statement on 

‘Competency Requirements for the Provision of Respiratory Therapy Services’.” (see 

Attachment  “A”) 

 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

 

Recommendation 11-3-26.2 “Approve and publish the revised position statement on ‘Hazardous 

Materials Exposure’.” (see Attachment “A”) 

 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

 

Recommendation 11-3-26.3 “Approve and publish the revised position statement on ‘Pre-

Hospital Ventilator Management Competency’.” (see Attachment “A”) 

 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

 

Recommendation 11-3-26.4 “Approve the current ‘Pulmonary Rehabilitation’ with no 

revisions.” (see Attachment “A”) 

 

Susan Rinaldo Gallo moved to accept. 

Motion carried 

 

George Gaebler moved to refer the inventory, revision, and review process of white papers and 

guidance documents to the President. 

Motion carried 

 

Susan Rinaldo Gallo moved to accept the Special Committee reports as presented except Federal 

Government Affairs and International Committee reports, which will be presented at the Joint 

Session. 

Motion carried 

 

RECESS 

Karen Stewart called a recess of the AARC Board of Directors at 11:37am EDT, Thursday, 

November 3, 2011. 

 

 

JOINT SESSION 

President Stewart convened Joint Session at 1:38pm EDT, Thursday, November 3, 2011.  

Secretary/Treasurer Linda Van Scoder called the roll and declared a quorum. 

 

Suzanne Bollig gave an overview of her written report and announced the 2012 election results. 

 

Cheryl West, Anne Marie Hummel, and Miriam O’Day provided a Government Affairs update. 
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Frank Salvatore discussed Virtual Lobby Day. 

 

John Hiser reported on the recent activities of the International Committee. 

 

EXECUTIVE SESSION 

Linda Van Scoder moved to go into Executive Session to discuss the current 2011 and proposed 

2012 budget with the AARC Board of Directors and House of Delegates at 2:42pm EDT, 

Thursday, November 3, 2011. 

Motion carried 

 

Executive Session ended at 3:30pm EDT, Thursday, November 3, 2011. 

 

George Gaebler moved to approve the 2012 budget. 

Motion carried 

 

Frank Salvatore moved to reconvene Executive Session of the Board of Directors at 3:45pm 

EDT, Thursday, November 3, 2011. 

Motion carried 

 

Executive Session ended at 4:25pm EDT, Thursday, November 3, 2011. 

 

RECESS 

President Karen Stewart recessed the meeting of the Board of Directors at 4:28p.m. EDT, 

Thursday, November 3, 2011. 
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Attachment “A” 
 

Position Statements: 

Competency Requirements for the Provision of Respiratory Care Services 

Hazardous Materials Exposure 

Pre-Hospital Ventilator Management Competency 

Pulmonary Rehabilitation 
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American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Competency Requirements for the 

Provision of Respiratory Care 

Services 

The complexities of respiratory care are such that the public is at risk of injury, and health 

care institutions are at risk of liability when respiratory care is provided by inadequately 

educated and unqualified health care providers rather than by practitioners appropriately 

educated in the specialty of Respiratory care. 

All health care practitioners providing respiratory care services to patients, regardless of the 

care setting and patient demographics, shall successfully complete training and demonstrate 

initial competence prior to assuming those duties. This training and demonstration of 

competence shall be required of any health care provider regardless of credential, degree, 

or license. 

Formal education is defined as a systematic educational activity in the affective, 

psychomotor and cognitive domains. It is intended to develop new proficiencies with an 

application in mind, and is presented with attention to needs, objectives, activities and a 

defined method of evaluation. 

The education shall be approved by a national accrediting entity. In the allied health fields, 

this training includes supervised pre-clinical (didactic and laboratory) and clinical activities, 

as well as documentation of competence accredited by an independent accrediting entity to 

be valid and reliable. The qualifications of the faculty providing this training shall be 

documented and also meet accreditation standards. 

AARC, therefore, supports recognition of individuals with competencies from the 

aforementioned accredited formal education programs for the purpose of providing care 

which includes a subsection of the respiratory care scope of practice with the caveat that 

such provision be limited to the elements contained within each credentialing examination’s 

matrix respectively. 

Effective 11/98 

Revised 12/08, 11/11 
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American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Hazardous Materials Exposure 

The Environmental Protection Agency (EPA) defines a hazardous material as any substance 

or material in a quantity or form that poses an unreasonable risk to health, safety, and 

environment when transported. These materials are extremely hazardous to the community 

during an emergency spill, or release, as a result of their physical or chemical properties. 

The Centers for Disease Control and Prevention (CDC) have classified emergency response 

and hospital personnel as high risk groups for exposure to infectious and toxic substances. 

Additionally, with the potential for attacks with weapons of mass destruction, pre-hospital 

and hospital healthcare workers have an increased risk of exposure to toxic, biological, 

and/or radioactive agents. 

The AARC’s Position 

 The Respiratory Therapist, as well as all other healthcare professionals, must insure 

their personal safety before entering ANY hazardous situation. 

 Respiratory Therapists must be knowledgeable in treating, reversing, and avoiding 

the effects of hazardous materials.  

 Respiratory therapists must be alert to the potential effects of hazardous materials 

and be able to provide care to patients when needed.  

 Respiratory therapists, while providing care, must assure that they do not become 

victims, or carriers, of the same entities that have harmed their patients. This can be 

accomplished through the use of personal protective equipment, isolation and 

decontamination procedures, and quarantine when recommended by professionals 

trained in hazardous materials incidents.  

 The AARC supports efforts toward an epidemiological approach to the prevention of 

hazardous material exposure.  
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 The AARC supports the institutional development of appropriate hazardous material 

exposure guidelines that adhere to standards from both the Occupational Safety and 

Health Administration and The Joint Commission. 

 The AARC encourages and endorses the inclusion and participation of respiratory 

therapists in the development of a community-wide plan for the management of 

exposure to hazardous materials.  

Effective 5/7/02 

Revised 12/08, 11/11 
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American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Pre-Hospital Ventilator 
Management Competency 

It is the position of the American Association for Respiratory Care that all persons involved 

in the setup, initiation, application, and maintenance of mechanical ventilators in the pre-

hospital setting be formally trained in both the clinical and disease-specific applications of 

mechanical ventilation. To meet the goals of mechanical ventilation and promote positive 

outcomes, pre-hospital care givers must be trained to understand the age-specific the 

application of positive airway pressure has on the cardio-pulmonary system, as well as the 

mechanisms available for the monitoring of these interactions. The pre-hospital provider 

must also be familiar with proper assessment of the airway and the indications for changes 

in the settings on a mechanical ventilator. 

The American Association for Respiratory Care promotes the use of standardized 

terminology to promote understanding of the applications and pre-hospital management of 

mechanical ventilators. Furthermore, the AARC recommends that all pre-hospital providers 

of mechanical ventilation be required to demonstrate competence, at regular intervals, in 

the use and manipulation of all mechanical ventilators used during the transport of sick and 

injured patients. 

Effective 9/11 

Revised 11/11 
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American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Pulmonary Rehabilitation 

A pulmonary rehabilitation program is a physician-supervised, evidence based, multifaceted 

approach to providing services designed for persons with pulmonary disease and their 

families. A program includes, but is not limited to, physician prescribed exercise, education 

and training, psychosocial and outcomes assessment. The goals of this respiratory disease 

management approach are to improve, or maintain, the patient’s highest possible level of 

independent function and to improve their quality of life. Pulmonary rehabilitation is a multi-

disciplinary program and should be included in the overall management of patients with 

respiratory disease. The respiratory therapist, by virtue of specialized education and 

expertise, is uniquely qualified to function as the leader of a successful pulmonary 

rehabilitation program. 

Effective 1973 

Revised 12/08 

Reviewed 11/11 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 

Board of Directors Meeting 

November 4, 2011  Tampa, FL 

 

Minutes 

 

Attendance         

Karen Stewart, MSc, RRT, FAARC, President 

Tim Myers, BS, RRT-NPS, Past President  

Susan Rinaldo-Gallo, MEd, RRT, FAARC, VP/Internal Affairs   

George Gaebler, MSEd, RRT, FAARC, VP/External Affairs 

Linda Van Scoder, EdD, RRT, FAARC, Secretary-Treasurer 

Bill Cohagen, BA, RRT, RCP, FAARC   

Debbie Fox, MBA, RRT-NPS 

Lynda Goodfellow, EdD, RRT, FAARC 

Fred Hill, Jr., MA, RRT-NPS 

Denise Johnson, MA, RRT 

Keith Lamb, RRT 

Doug McIntyre, MS, RRT, FAARC 

Camden McLaughlin, BS, RRT, FAARC  

Mike Runge, BS, RRT, FAARC 

Frank Salvatore, MBA, RRT, FAARC 

Greg Spratt, BS, RRT, CPFT 

Cynthia White, BA, RRT-NPS, AE-C 

 

Consultant 

Tom Lamphere, RRT, RPFT, HOD Past Speaker  

Dianne Lewis, MS, RRT, FAARC, President’s Council President 

Colleen Schabacker, BA, RRT, FAARC, Parliamentarian 

 

Guest  

Deborah Waggoner, RRT (Cultural Diversity) 

 

Absent 

Joseph Sokolowski, MD, BOMA Chair (excused) 

 

Staff 

Sam Giordano, MBA, RRT, FAARC, Executive Director 

Tom Kallstrom, MBA, RRT, FAARC, Chief Operating Officer 

Bill Dubbs, MHA, MEd, RRT, Director of Education & Management 

Cheryl West, MHA, Government Affairs Director 

Anne Marie Hummel, Regulatory Affairs Director 

Kris Kuykendall, Executive Administrative Assistant
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CALL TO ORDER 

President Karen Stewart called the meeting of the AARC Board of Directors to order at 

8:00a.m. EDT, November 4, 2011.   Secretary-Treasurer Linda Van Scoder called the roll 

and declared a quorum. 

 

Bill Cohagen moved to accept the Federal Government Affairs and International Cmte 

reports that were presented at Joint Session. 

Motion carried. 

 

Deborah Waggner from Cultural Diversity group was introduced. 

 

SPECIAL REPRESENTATIVES REPORTS 

 
American Association of Cardiovascular & Pulmonary Rehab 

Recommendation 11-3-62.1 “Recommend continued work with AACVPR in regards to 

monitoring and communicating with CMS changes in PR reimbursement changes.” 

 

George Gaebler moved to accept for information only. 

Motion carried 

 

American Heart Association 

Recommendation 11-3-64.1 “Be it resolved, that the AARC Board of Directors contact 

the AHA to offer the support of a Respiratory Therapist on the PALS and ACLS 

subcommittees.” 

 

George Gaebler moved to refer back to himself to discuss with Brian Walsh. 

Motion carried 

 

George Gaebler moved to accept the Special Representatives Reports as submitted. 

Motion Carried 

 

 

ROUNDTABLE REPORTS 

 
Hyperbaric 

Recommendation 11-3-43.1 “Continue to present HBO as an alternative career path to 

respiratory therapists.” 

 

Susan Rinaldo Gallo moved to accept for information only. 

Motion carried 

 

 

Susan Rinaldo Gallo moved to accept the Roundtable Reports as submitted. 

Motion carried 

 

 
House of Delegates 

Bill Lamb discussed his House of Delegates report. 
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Recommendation 11-3-6.1 “That the AARC Board of Directors support non Delegate 

Committee Members to serve on the House ad hoc committee to redesign the annual 

educational competition at the International Conference to be offered beginning in 2013 

and on the ad hoc committee to plan the transitional “Sputum Bowl” type program for the 

2012 International Conference. These additional committee members should include 

present and or formal program committee members, AARC staff and other creative 

individuals to help in design of the best possible program to serve our members.” 

 

Frank Salvatore moved to accept.   

Linda Van Scoder moved to refer to President Stewart for further action. 

Motion carried 

 

President Stewart will create the “2013 Ad Hoc Committee for Educational Competition 

Program”.  Bill Cohagen will chair this Committee.   

 

Recommendation 11-3-6.2 “That the AARC President & Board of Directors consider 

forming an AARC Committee and subcommittee to transition the current House 

Committees into.” 

 

Bill Lamb withdrew this recommendation because it was resolved in the first 

recommendation, Recommendation 11-3-6.1. 

 

House Resolutions 

Resolution: 07-11-05 “Be it resolved that the AARC establish a limit to the amount 

funded to members applying for disaster relief.” 

 

Linda Van Scoder moved to refer to President Stewart.   

Motion carried 

 

 

Resolution 05-11-06 “Be it resolved that the AARC BOD strongly consider the addition 

of the Past Speaker of the AARC HOD as a voting member of the Board of Directors.” 

 

This Resolution was reworded by the House of Delegates and is no longer a 

recommendation to the Board of Directors.  It was presented to the Board for information 

only. 

 

 

AD HOC COMMITTEE REPORTS 

 
Ad Hoc Committee to Recommend Bylaws Changes 

Recommendation 11-3-30.1 “That the BOD accept the policy attached for action to be 

taken when Chartered Affiliate Bylaws are in conflict with the AARC Bylaws.” 

 

George Gaebler moved to accept.   

Linda Van Scoder moved to accept as amended.  (See attachment “A”) 

Motion carried  
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Susan Rinaldo Gallo moved to accept the Ad Hoc Committee Reports as submitted. 

Motion carried 

 

 

RECESS 

President Stewart called a recess of the AARC Board of Directors meeting at 9:25am 

EDT on Friday, November 4, 2011. 

 

RECONVENE 

Karen Stewart reconvened the meeting of the AARC Board of Directors at 9:53am EDT 

on Friday, November 4, 2011. 

 

 

OTHER REPORTS 

ARCF, CoARC, NBRC reports were reviewed 

 

Frank Salvatore moved to accept the agency updates as submitted. 

Motion carried 

 

Denise Johnson moved to accept the House of Delegates report. 

Motion carried 

  

 

OLD BUSINESS 

There was no old business to discuss. 

 

NEW BUSINESS 

Tom Kallstrom reported on the COPD Alliance.  The Board asked for more information 

before making a decision on joining. 

 

 

POLICY REVIEW 

 

Policy No. BOD.001 – Board of Directors – Awards 

The policy was updated in March 2010 and does not need to be reconsidered by 

the Board at this time. 

 

Policy No. BOD.002 – Board of Directors – Liaisons to Committees, Task 

Forces, Focus Groups, Panels, and Special Representatives 

Requires a bylaws change – on hold 

 

Policy No. BOD.007 – Board of Directors – Fiduciary Responsibility 

Frank Salvatore moved to accept with name change from Committee on 

Accreditation of Respiratory Care to Commission on Accreditation for 

Respiratory Care. 

Motion carried 

 

Policy No. BOD.018 – Board of Directors – Position Description/Profiles: VP 

Internal Affairs 
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Will wait to amend until bylaws are changed. 

  

Policy No. BOD.026 – Board of Directors – Open Communication Policy 

Frank Salvatore moved to accept. 

Motion carried 

 

(See Attachment “B” for BOD.007 and BOD.026 updated policies.) 

 

Karen Stewart announced the date for the Spring 2012 Board of Directors meeting.  The 

meeting will be held in Grapevine, TX April 20-21. 

 

Treasurers Motion 

Linda Van Scoder moved “That expenses incurred at this meeting be reimbursed 

according to AARC policy.” 

Motion Carried 

 

MOTION TO ADJOURN 

Linda Van Scoder moved “To adjourn the meeting of the AARC Board of Directors.” 

Motion Carried 

 

ADJOURNMENT 

President Karen Stewart adjourned the meeting of the AARC Board of Directors at 

10:25am EDT, Friday, November 4, 2011. 
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Attachment “A” 

Chartered Affiliates – Chartered Affiliates Bylaws in Conflict with AARC Bylaws 

Policy No.: CA.007 
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American Association for Respiratory Care 

Policy Statement 
Page 1 of 1  

Policy No.: CA.007 

 

SECTION:        Chartered Affiliates   

 

SUBJECT:       Chartered Affiliate Bylaws in Conflict with AARC Bylaws  

 

EFFECTIVE DATE:   November 3, 2011  

 

DATE REVIEWED:   November 4, 2011   

   

DATE REVISED:   
 

Policy Statement:  
The Bylaws of the Chartered Affiliates shall not be in conflict with the Bylaws of the AARC. 

 

Policy Amplification:  
1. Affiliate bylaws will only be reviewed for compliance with AARC Bylaws. Errors in 

grammar, spelling or internal inconsistencies will be the responsibility of the Chartered 

Affiliate. The Bylaws Committee may make recommendations regarding grammar, 

spelling, or internal inconsistencies but will not delay the approval process over such 

issues.  All Affiliate Bylaws shall be submitted to the AARC Bylaws Committee every 5 

years for review and approval.  Failure to submit Bylaws by 5 years will start the process 

below in Section 5. 

   

2. Affiliate Bylaws will be considered in conflict with the AARC bylaws if non-AARC 

members are allowed to vote and/or hold a voting position on the Affiliate's Board of 

Directors.  

 

3. Affiliate Bylaws will be considered in conflict if Active members of the AARC are not 

automatically Active members of the Chartered Affiliate.  

  
4. If affiliates Bylaws are in conflict with the AARC Bylaws the Bylaws Committee will 

notify the Affiliate in writing that The Affiliates Bylaws are in conflict with the AARC 

Bylaws including the reason.    

 

5. The Affiliate will have their Affliliate Charter revoked until the Chartered Affiliate 

makes changes to their bylaws to bring them into compliance with AARC Bylaws. 

a. The charter affiliate shall lose their voting powers in the House of Delegates until 

the              Bylaws are revised and accepted by the AARC Board of Directors.  

b. If after a period of one year the Affiliates Bylaws are still not in compliance, the 

AARC  

Board will take action by withholding Affiliate revenue sharing starting at one 

quarter of revenue sharing every six months. 

c. This would be a three year process whereby revenue would dwindle to zero after 

three  

         years of non-compliance. 

d. The AARC Board of Directors would then revoke the charter of the affiliate. 
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6. The AARC Bylaws Committee shall notify the AARC Board of Directors of the rejection 

of affiliate’s bylaws so the revocation of the charter can proceed through the Executive 

Committee. 
 

 

DEFINITIONS:  

ATTACHMENTS: AARC Bylaws  
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Attachment “B” 

  

Policy No.: BOD.007 – Board of Directors – Fiduciary Responsibility 

Policy No.: BOD.026 – Board of Directors – Open Communication Policy 
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American Association for Respiratory Care 

Policy Statement 
        Page 1 of 3 

         Policy No.: BOD.007 

SECTION:   Board of Directors 
 

SUBJECT:   Fiduciary Responsibility 

 

EFFECTIVE DATE:  December 14, 1999 

 

DATE REVIEWED:  November 2011 

 

DATE REVISED:  July 2005 

 

REFERENCES: 

 

Policy Statement 
Directors and Officers of the AARC shall retain fiduciary duty to manage the Affairs of 

the Association so that its property will be used for the purpose for which it has been 

entrusted. 

 

Policy Amplification: 

 

1. Association Directors and Officers shall be considered “fiduciaries” and therefore 

have a status similar to that of trustees. 

 

2. Directors and Officers shall act solely for the benefit of members of the 

Association in scrupulous good faith and candor. 

 

3. Directors of the AARC shall not serve as voting members of the following 

corporations during the tenure of their directorship: the National Board for 

Respiratory Care, and Commission on Accreditation of Respiratory Care. 

 

4. The fiduciary standards applicable to Directors and Officers of the AARC shall be 

as summarized below to provide background for determining conduct to which a 

Director or Officer should adhere. 

 

A. Duty of Loyalty 

 

The duty of loyalty for an AARC Director or Officer requires that he or she not exploit 

Association opportunities, or misuse inside information, or cast a vote on a matter in 

which a Director or Officer has an adverse interest. 

 

B.  Doctrine of Corporate Opportunity 

 

Where a business opportunity is in line with the Association’s activities, and is one in 

which the Association has a legitimate interest or expectancy, the opportunity belongs to 

the Association. A Director or Officer who diverts the opportunity and embraces it as 

her/his own will be considered a constructive trustee for the benefit of the Association  



 36 

American Association for Respiratory Care 

Policy Statement 
 

 

          Page 2 of 3 

         Policy No.: BOD.007 

 

and holds all of the profits and benefits received there from for the Association. 

 

C.  Use of Inside Information 

 

A Director or Officer who acquires special knowledge or information by virtue of his/her 

fiduciary relationship with the AARC is not free to exploit that knowledge or information 

for his/her own personal benefit. Just as trustees have no right to retain for themselves the 

profits yielded by property placed in their possession, but must account to their 

beneficiaries, and AARC Director or Officer who is entrusted with or obtains potentially 

valuable information may not appropriate that asset for his/her own use. A Director or 

Officer may also be held accountable where he/she has disclosed such information to 

another person who then gains an advantage over members of the general public or the 

Association and its members. 

 

D.  Duty of Care 

 

The duty of care requires that AARC Director and Officers exercise reasonable care and 

good faith in carrying out their responsibilities. A Director or Officer should exercise the 

same care and skill which an ordinarily prudent person would exercise under similar 

circumstances in his or her own personal affairs, by accepting the office, Directors and 

Officers implicitly undertake to give their best judgment to the AARC, and may be held 

liable for negligent or unauthorized acts. 

 

In the event that any Director or Officer of the Association should have any direct or 

indirect interest in or relation with, any individual or corporation which has entered, or 

proposes to enter, into any transaction with the Association, such Director or Officer 

must notify the Board of Directors of such interest or relationship, and must thereafter 

refrain from discussion or voting on the particular transaction in which he or she has such 

interest. Such a Director or Officer must also refrain from otherwise attempting to exert 

influence on the Association, its Officers, Board of Directors, or employees to effect its 

decision to participate or not to participate in such actual or proposed transaction. The 

types of transactions here considered include, but are not limited to, those involving: 

 

1) the sale, purchase, lease or rental of any property, supplies or 

other asset(s) between a Director or Officer and the 

Association. 

 

2) employment or the rendition of services 
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American Association for Respiratory Care 

Policy Statement 
Page 3 of 3 

         Policy No.: BOD.007 

 

3) the award of any grant, contract or subcontract, or 

 

4) investment or deposit of any funds of the Association 

 

If and when the particular transaction is discussed in a meeting, the 

minutes of that meeting must reflect that a disclosure was made by 

the interested Director or Officer. Furthermore, a Director or 

Officer must not in any direct or indirect manner compete with the 

association or secretly act on behalf of creditors. 

           

Any questions not directly answered should be brought before the 

entire Board of Directors. 

 

5.  Each Board member shall complete a “Conflict of Interest” statement as directed 

by the President. 

 

6.  Smoking is prohibited during meetings of the Board of Directors and each Board 

member shall complete a “Tobacco-Free Policy and Pledge”. 

 

 

 

DEFINITIONS: 

 

Conflict of Interest: 

A conflict of interest is defined as any situation in which a Director or Officer has a direct 

or indirect outside personal interest which has the potential of being contrary to the best 

interest of the Association. 

 

Fiduciary Duty: 

A fiduciary duty is the highest form of legal duty owned by one person to another. 

 

 

 

ATTACHMENTS: AARC Conflict of Interest Statement (See Appendix) 

AARC Tobacco Free Pledge (See Appendix) 
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American Association for Respiratory Care 

Policy Statement 
 

          Page 1 of 1 

         Policy No.: BOD.026 

 

 
 

SECTION:   Board of Directors 
 

SUBJECT:   Open Communication Policy  

 

EFFECTIVE DATE:   

 

DATE REVIEWED:  July 2005, November 2011 

 

DATE REVISED:  July 2005 

 

REFERENCES:    GP.1174 - 1997 

 

Policy Statement:  

 
The general membership will be informed as is reasonably possible regarding both the actions and plans of 
its chosen leaders. 
 
 

Policy Amplification: 

 

1. All actions taken by any Board, committee or any other official group of the 

AARC are considered public information insofar as our membership is concerned 

with the exception of  

 

 A. Actions taken by in officially declared “Executive Session”  

 B. Sensitive areas which may tend to unnecessarily embarrass innocent 

 persons. 

 C. Sensitive areas that may lead to legal redress as directed by legal consul. 

 D. Information whose public exposure would tend to cause financial or other 

 hardship to the Association. 

 E. Information clearly marked as “confidential” by the author  

 

2. The Officers and employees of the Association are charged with making such 

public information available to the general membership upon request at the 

earliest possible time and in every reasonable manner. 

 

 

DEFINITIONS: 

 

ATTACHMENTS: 
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E-Motions 
Since Last Board Meeting in November 2011 

 

 

12-1-39.1 “Move that the AARC endorse the 2011 Guidelines for Field Triage 

of Injured Patients.” 

 

 Results – December 1, 2011 

 Yes – 14 

 No – 0 

Abstain - 0 

 Did Not Vote – 3 

  The motion carried 

 

12-1-81.1 “Move that the Board ratify President Stewart’s appointment of Sue 

Meade and Todd Bocklage to the NBRC.” 

 

 Results – December 10, 2011 

 Yes – 14 

  No – 0 

  Abstain - 0 

  Did Not Vote – 3 

  The motion carried 

 

12-1-15-1  “That the AARC Board of Directors approves the membership of 

the 2012 Sputum Bowl Committee as recommended by the 

Program Committee: 

Co-Chair: Deb Hendrickson (WI) 

Co-Chair: Garry Kauffman* (NC) - Program Committee Liaison 

Kelli Chronister* (OH) 

Jim Ciolek (TX) 

Tony Dietz (NC) 

Ashley Dulle* (LA) 

Bill Galvin* (PA) Program Committee Special Representative 

Thomas Hill (GA) 

Tom Lamphere (PA) 

Diane Oldfather* (MO) 

David Panzlau* (MI) 

Sherry Whiteman* (MO) 

* New Committee Member” 

 

   Results – February 7, 2012 

   Yes – 12 

   No – 2 

   Abstain – 1 

   Did Not Vote – 2 

   The motion carried 
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12-1-47.1 “Move to approve the appointment of Jim Fielder as Chair of the 

Informatics Roundtable.” 

 

 Results – February 15, 2012 

Yes – 16 

 No – 0 

Abstain - 0 

 Did Not Vote - 1  

  The motion carried 

 

12-1-24.1  “Move to approve the appointment of Sarah Varekojis as a member 

of the Membership Committee.” 

 

 Results –February 15, 2012 

  Yes – 16 

 No – 0 

  Abstain – 1 

Did Not Vote - 0 

 The motion carried 
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General Reports 
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President Report 
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Past President Report 
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Spring 2012 AARC Executive Office Report 
Sam P. Giordano, MBA, RRT, FAARC 
Chief Executive Officer/Executive Director 
 
Membership  
Membership Campaign 
The membership committee has initiated a membership campaign that will focus on 
managers in hospitals. Identifying the manager/directors who are not members was 
the first step. This was largely accomplished with the help of the HOD and affiliate 
leadership under their direction of the membership committee. The plan is to 
introduce to non-member manager/directors the benefits AARC membership offer 
them professionally as well as to provide the tools to assist them in managing their 
department.  
 
Current membership count is 52,530 members. This compares with 52,400 the 
same time last year ago.  
 

 
 
Meetings & Conventions 
AARC Congress 2011 (Tampa) – AARC Congress 2011 held in Tampa was a very 
successful for the Association. In total, more than 5,400 attendees, exhibitors, and 
patient advocates were in attendance. Despite challenging economic climate, strong 
attendance suggests our members continue to find value in our meeting; despite the 
fact many fail to receive supportive funding through their employers.  
 
The AARC continues to differentiate itself from other competing meetings through 
our exhibitors and speakers. The 2011 meeting hosted international speakers from 
Italy and the UK, as well as representation from government agencies in the exhibit 
hall. We were also fortunate to host speakers from CMS and Blue Cross during a 
Congress pre-course. 
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2012 AARC Program Committee Meeting - The AARC Program Committee met in 
January to create the Program for Summer Forum 2012 and AARC Congress 2012. 
More than 800 individual lecture proposals were submitted for consideration.  
 
The 3-day meeting concluded with a full Program developed for both meetings, and 
were inclusive of pre/post-course meetings for SF, as well as 2 pre-courses for 
Congress.  
 
Summer Forum 2012 - Summer Forum 2012 will be held July 13-15, 2012 in Santa 
Fe, NM. The meeting will be held at the Hilton Santa Fe Golf Resort & Spa at Buffalo 
Thunder. This is both a new location and meeting venue for Summer Forum. 
Preliminary feedback has been strong and we anticipate attendance to meet or 
exceed budget. Many thanks to the Education and Management specialty sections 
who contributed to the Program.  
 
As in 2011, the primary demographics for those who attend will also include 
hospital-based educators. This is a relatively untapped market and one who we 
believe will attend if programmatic content is supportive of their needs.  
 
Pre/post-graduate courses have been scheduled for Summer Forum 2012. We 
believe both courses will target all demographics in attendance. The first post 
graduate course is titled; “Building a Simulation Toolbox”, and second titled; “Getting 
the Best Return on Your Investment: Maximizing Patient Education”. There will be a 
nominal registration fee for each event. 
 
AARC Congress 2012 (New Orleans) - Progress is well underway for the AARC 
Congress 2012 to be held in New Orleans, LA, November 10-13. The program is well 
balanced and representative of all specialty sections and roundtables. The exhibitor 
prospectus is currently posted on the AARC website with several exhibitors already 
committing to both booth rentals and sponsorships. 
 
IT Update 
The IT upgrade remains generally on schedule, and in most areas under budget.  
There were some unexpected problems in the database and accounting upgrades 
due to old, custom software. In the process, we have eliminated most of the old 
programs.  The attached table shows current status.  
 
As you can note, we have not yet started on the network, firewall, document 
management or video production.  The expected completion dates for workstation 
upgrade, Q2 2012: network and firewall, Q4 2102; and document and video, 2013. 
 

 

AARC Upgrade 
     Area Budget Spent Savings Pending Est cost 

Server 82677 55537 8277 7700 7700 

Network 52200 0   52200   

Workstations 78735 19744 -1736 57300 50000 

Firewall 13000 0   13000   
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Member database 14550 22600 -8050 0   

Accounting SW 13200 22000 -8800 2500 2500 

Document mgmt 80000 0       

Video production 35000 0       

Total 369362 119881 -10309 
 

  

  
     DAED Upgrade 
     Area Budget Spent Savings Pending Est cost 

Workstations 30579 11122 8277 11800 9800 

 
 
 
Communications 
   Jan  Feb 
Sections 
Adult Care  1224  1357 
CCR   8  42 
Diagnostics  97  75 
Education  75  74 
Home Care  31  11 
Long Term Care 7  1 
Management  354  357 
Neo/Peds  109  175 
Sleep   8  23 
Transport  47   59 
Adult Acute Care 
Journal Club  131  62 
Leadership  
Book Club  1  25 
 
Roundtables  
Asthma   1  3 
Disaster Response 3  5 
Geriatrics  0  0 
Hyperbarics  0  1 
Informatics  4  0 
International   2  0 
Military  0  0 
Neurorespiratory 1  0 
Research  4  2 
Simulation  3  9 
Tobacco Free 4  6 
 
 
 
Social Networking 
AARC Facebook: Approximately 4,600 visits per week 
Linked In: 2,800 are linked in and approximately 50 new members join every 
week 
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Electronic Communication 
Top ten sites accessed Jan-Feb, 2012 
Index (206,561) 
Ethics Course (120,803) 
Education Index (68,053) 
On –Line courses (59,509) 
Member Services (31,444) 
Resources (26,705) 
Transcript (19,350) 
Exam Central (25,743) 

 
 
Projects 
Safety Checklist for Oxygen Monitoring - Phase 1 of the safety checklist is 
complete. This includes an oxygenation checklist for neonates/newborns, pediatric, 
and adult patients for in-hospital transports. This includes the checklist itself, as 
well as an explanatory article in the AARC Times, and archived webcast. All 3 
checklists are available for FREE (members and non members) download off of the 
AARC website. 
 
Phase 2 is underway. This project will also be a safety checklist, but will target ICU 
patients preparing for discharge to a step-down floor. The checklist will act as a 
triage-scoring tool to identify respiratory patients who are at high risk for 
recidivism. Target completion date for phase 2 (including AT article and webcast): 
Summer 2012. 
 
COPD Toolkit - Funded through an unrestricted grant, the AARC is developing a 
COPD Toolkit to be used by RTs for patients with COPD. This toolkit will be inclusive 
of educational resources. Constructed as an adjunct resource for RTs, the toolkit will 
be of benefit to COPD patients the moment they are admitted to the hospital. 
Designed to identify knowledge gaps by the patient, the toolkit allows the RT to 
educate to those deficiencies through the use of tools within the kit. Devices, flip- 
chart pictures, and COPD-specific medical information written at a 6th grade- 
reading level will prepare the patient to better manage their disease once they leave 
the hospital. This toolkit will be intended for use throughout the patient’s entire 
hospitalization. Once beta-test is complete, a final version will be made available for 
member. Once approved, toolkits will be distributed for beta-test. Target completion 
date: April 2012. Data collection: Ongoing 
 
Peak Performance USA (PPUSA) 
As of April 1, 2012 PPUSA has reached an estimated 45,043 children with asthma. It 
has been implemented in 187 schools in 32 states. Over 30,000 people and over 
182,000 visits have viewed the PPUSA webpage since its launch two years ago.  
 
Drive4COPD 
The Drive4COPD collaboration has entered its third year. We continue to urge 
members to liaison with local businesses, as was the campaign in 2011. In 2012 we 
find that the VFW has expressed an interest in having respiratory therapists present 
a lung education/screener event. In May we will be beta testing our first VFW 
iDrive4COPD event in Dell City, VA. We are also negotiating a contract with COPD 
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Foundation for the next three years in their public campaign. Part of this agreement 
will be that the AARC will secure all respiratory therapists for all public events. 
 
Office Spirometry 
The Office Spirometry education and competency achievement program continues 
to grow.  In Feb, we trained over 150 Clinical Science Consultants from a 
pharmaceutical company in a train-the-trainer program. Our goal is to assure that 
physician’s offices that do spirometry have a trained and competent clinician doing 
the test. There has been interested expressed in the Middle East for the educational 
component of this offering. Thoracic Society of Australian and New Zealand (TSANZ) 
are already in the system. 
 
High Flow Heated Humidity Research Study  
Identifying that there are knowledge gaps, a lack of evidence, and potential misuse 
of this technology, this project is designed to encourage RTs using this therapeutic 
modality to engage in research so that adequate evidence is available to draft a white 
paper/clinical practice guidelines.  
 
Step 1 of the project is to create a generic IRB template that participating RTs can 
use to submit to their respective hospital IRB. Once approved, the research study 
would collect evidence on the clinical effectiveness and safety of this technology. 
Researchers would be expected to report their findings to the AARC for review. Once 
adequate data is collected, the AARC would draft a clinical practice guideline/white 
paper on the proper use of this technology. Target completion date: IRB template – 
April 2012. Data collection: ongoing. 
 
 
Respiratory Care Journal 

Contents of the Journal continue to improve both, in quality and quantity. 
Since our last report, the publication has performed as follows:  
 
 The Journal now mails by the 1st of the month 

 Extended the monthly deadline for online participation in CRCE 

Through the Journal  

 Proceedings from Journal Conferences now published in one issue 

instead of two 

 Two Journal Conferences will be presented this year, one in April on 

Oxygen and the other in September on Adult Mechanical Ventilation in 

Acute Care: Issues and Controversies  

 Assumed responsibility for overseing the development of the AARC’s 

evidence-based CPGs 

 “Quick Look” added to the second page of every original article  

 Our host partner, IngentaConnect, now hosts old issues, back to 

January 2003 

 Fast Track (ePub ahead of printing) now fully implemented whereas 

articles are posted online within 10-14 days of acceptance 
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 RESPIRATORY CARE ranks in the top 100 of more than 10,000 titles 

hosted by IngentaConnect for number of full-text downloads  

 
Online Access of RESPIRATORY CARE since January 2011, when 
IngentaConnect began hosting the Journal: 
 

           Full-Texts Downloads   Abstracts Viewed 
January - June 2011       11004 30428 

July 2011        2977  8310 
August 2011        2514  7127 

September 2011        3688 10648 
October 2011        4789 15991 

November 2011        4758 19659 
December 2011        4306 15071 

January 2012        5220 16970 
February 2012        5798     16905 

 
Who accesses RESPIRATORY CARE online? Of 5798 full-text downloads in 
February 2012: 
  
 1695 were from AARC members through the signed linking 

authorization  

 26 articles were purchased via PPV 

 
Evidence-based CPGs  
 
In 2012 the development of evidence-based CPGs was assigned to the Journal 
RESPIRATORY CARE and its Editorial Board. The Journal began working on this 
project with everyone agreeing that the development of evidence-based CPGs is 
entirely different to what the AARC has done until now; that we all must go 
through a steep learning curve if we are to write evidence-based CPGs; and that we 
will need to use experts to help us learn and to guide us through the process. 
 
We then identified airway clearance as the first evidence-based CPG to be written 
and individuals AARC members were asked to develop and to write this CPG. 
Following a call by the working group we began having preliminary conversations 
with all Evidence-based Practice Centers (EPC) we though could lead us through 
the process, the “experts” in writing evidence-based CPGs.
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Initial Findings: What have we learned? 
 
 Preliminary analysis on an airway clearance CPG using our working group 

criteria to be included (pharmacologic and non-pharmacologic, mechanically 
ventilated and non-mechanically ventilated, acute and chronic, all ages) is 
exceptionally large. The EPCs admit that until they do the preliminary literature 
search, they won’t have an accurate grasp on the project size but anticipate that 
the number of articles will be on the high side (our own PubMed search for 
“airway clearance”––without actually going through and choosing most 
relevant articles––yields 2,134 results).  

 
 The development of an evidence-based CPG in accord with today’s recognized 

standards and using an EPC will be expensive. A less expensive way may be 
using a methodologist from an EPC. This however, provides the least quantity of 
service and requires more extensive labor from our working group. 

 
 We now have a good grasp of the process we need to undertake and how to do 

it, either using an EPC or a methodologist from an EPC. 
 
 It would take at least a year or longer to develop a CPG. 
 
What’s next? 
 
 We anticipate selecting an EPC by May 1st at the latest. This selection will be 

based on the level of assistance provided in telephone conversations, level of 
interested displayed, the most beneficial services to our group considering the 
scope of our project, and our research of their track records. 

 
 We will then meet face to face with the selected EPC for more extensive and 

specific discussions and to cost the project. 
 
 Soon thereafter we should be ready make recommendations on how to proceed.  

 
 

Benchmarking System  
As of March there were 144 facilities participating in the benchmarking service. 
Members of the benchmarking committee continue to personally contact new 
subscribers within one week after they have gained access to the system and offer 
personal assistance to facilities that are within 4 months of their expiration date and 
have not entered at least one quarter of data.  We continue to encourage subscriber 
engagement by holding monthly teleconferences. 

Professors Rounds/Webcasts (see below) 
9 topics and speakers (including one bonus program) constitute the 2012 
Professor’s Rounds series. All production dates have been set and 4 will be 
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completed by the end of March.  All are scheduled for production before the end of 
July. By the end of March we will have conducted 5 webcasts. We have dates for 6 
more and have commitments for 5 more at this time but dates for those have not yet 
been established. We continue to attract a large number of live participants (now 
averaging over 350) to our live webcasts. 
 
Joint Commission (JC) Field Reviews 
The AARC continues to participate in the Joint Commission Standards Field Review 
process.  The volume of standards so far this year is substantially less than in 
previous years. Since the last board report we responded to these reviews relevant 
to respiratory therapy:  

 Field Review on the Proposed National Patient Safety Goal on Overuse 12-6-
11 

 Patient Flow in the Emergency Department Field -12-20-11 
 
VAP Course 
The VAP course was released at the end of January. There have been 200 RTs who 
have taken the course in the first 60 days.  
 
Alpha one Course  
The Alpha one course was released in early February. Over 250 have taken the 
course. We are working closely with the Alpha One Foundation and Alpha One 
Association in an effort to make sure that all practicing respiratory therapists view 
this course and take the exam. As part of outcomes measurement we will be 
contacting those who took the course and received CRCE to determine if they had an 
impact on identifying patients with Alpha One.  
 
Uniform Reporting Manual 
Developing the survey instrument is beta tested by the members of the expert panel 
who are providing favorable reports on its functionality and the instructions that I 
have written for the processes of login, facility selection and survey completion. We 
expect to complete beta testing and have the survey ready for release by April 1. As a 
reminder, this enhanced URM that will focus on acute care hospitals and diagnostic 
laboratories (PFT, blood gases, echo/non-invasive cardiology, and sleep) and 
pulmonary rehabilitation.  While the survey process is on much of the content 
(except the actual time standards of course) can be written. When the statistical 
analysis of the time standards is completed they can be inserted. This will allow the 
availability of the manual in the summer of 2012 prior to the Summer Forum. 
 
 
Affiliation with other associations and agencies 
ACCP COPD Protocol 
The development of the COPD protocol has been completed. Next step will be to beta 
test the protocols. There are three protocols (emergency room, in patient, and post 
discharge). The AARC has had a representative to all three protocols. This will be 
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especially important in the coming years as the Affordable Healthcare Act starts to 
penalize hospitals the experience readmissions for COPD. They will also be 
penalizing hospitals for readmissions for pneumonia and CHF.  
 
Hospital Care Collaborative 
The Hospital Care Collaborative (HCC) committee met in Washington (the day before 
Hill Day). The AARC is a founding member of this group. HCC’s mission is essentially 
collaboration of the healthcare team which leads to improved systems and processes 
that provide care more efficiently and result in better patient outcomes (see 
attached minutes from the March meeting). 
 
Saudi Thoracic Society  
In January an invited group of speakers presented an Asthma/COPD/aerosol device 
workshop in Riyadh, Saudi Arabia. This conference was well attended and resulted 
positive feedback to the association.  
 
Gulf Thoracic Society (GTS) 
In March the same team traveled to Dubai where they where speakers at the GTS 
meeting. In addition to this an Asthma/COPD/aerosol device workshop was held. 
We also had a booth, as was the case last year and there was a great deal of interest 
in AARC membership, online education, and the RC Journal. A regional membership 
meeting was held with RTs from the region. This provided us with much needed 
feedback. As a result a regional live webcast will be presented this spring to 
members in the Middle East. Its purpose will be to let them learn more about the 
AARC and to communicate live with AARC leadership. Dean Hess was invited to 
participate in an Editors-in Chief discussion with the Editors of Thorax, Annals of 
Thoracic Medicine, and Journal of Bronchology & Interventional Pulmonary (see 
below). 
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We also had the opportunity to meet with representatives of the UAE Ministry of 
Health to talk about our education, training and continuing education 
documentation. Our discussions were encouraging and we are awaiting more details 
from the Ministry. 
 
CDC 
CDC approached the AARC in March to solicit comments about a VAP definition 
protocol, which will likely be released the first quarter of 2013. Teams of experts 
from the respiratory care community were on the call and offered opinion. In order 
to make sure all respiratory therapists are made aware of this change we have asked 
(and it has been confirmed) that the lead physician from the CDC working group will 
make a presentation at the 2012 Congress. We have also been invited to be an 
official member of the VAP Surveillance Definition Working Group along with 
representatives from CCSC, IDSA, SHEA, APIC, CSTE, and HICPAC. Dean Hess has 
been selected to be our representative.  
 
Summary 
We hope that the foregoing information proves useful.  If you have any questions 
regarding any of the foregoing, or, if we have failed to report on an activity you are 
interested in, please contact me at your earliest convenience.  I do want to add that I 
hope to submit an addendum report in addition to the foregoing.  The addendum 
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will deal specifically with a recommendation to upgrade our Internet capabilities so 
that the Association can take full advantage of smart phone, iPad, and other apps 
that are becoming so popular with our members.  At this time, I do not have all the 
numbers relating to the cost of the upgrade but hope to get them to you in time for 
the Board’s consideration when it meets later this month.  
 
Recommendation: 
That the AARC Board of Directors directs the Management Section Chair to initiate a 
project to encourage respiratory care managers to look for, and seize, opportunities 
described in the manuscript entitled, “Creating a Vision for Respiratory Care in 2015 
and Beyond” Kazmarek, Durbin, Barnes, Kaegler, Walton, O’Neil Respiratory Care 
2009;54(3):375-389. 
 
Justification: 
While the Association has and continues to work towards evolving the profession 
along the lines of our nation’s health reform initiatives, it is imperative that 
respiratory therapists, especially those employed in hospitals, seize opportunities 
that have been described in the previously mentioned manuscript.  Enhancements 
to our scope of practice need to be driven by the needs of our employers and our 
patients.  As with most cutting edge procedures, we have incorporated into our 
scope of practice over the past several years.  Such opportunities are led by 
managers and RTs who are willing to look for opportunities, to expand their scope, 
and improve their value to employers. Encouragement from the AARC can go a long 
way towards encouraging our members to step forward and seize these legitimate 
opportunities when they present themselves.  This action is consistent with our 
profession’s philosophy of being change agents. 
 
 
Recommendation: 
That the following position statement by the Hospital Care Collaborative (HCC)  be 

reviewed and reaffirmed by the AARC Board of Directors. 

 
Justification: This is a strongly held position by all collaborating partners that each 
organization annually reaffirms and distributes to their affiliates. 
 
Common Principles for Team-Based Care: The Hospital Care Collaborative 
(HCC) 

 The HCC believes that healthcare is a “team sport” with respect and 

recognition for the knowledge, talent and professionalism of all team 

members.  

 The HCC supports clear delineation of team roles and responsibilities with an 

emphasis on a collaborative and non-hierarchical model. 
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 The HCC believes in patient centered care, rather than provider-centered 

care, and that the healthcare team members should involve the 

patient/family/caregiver in developing care plans and goals of care. 

 The HCC believes that collaboration of the healthcare team can lead to 

improved systems and processes that provide care more efficiently and 

result in better patient outcomes. Examples include strategies for 

implementation, improved workflow and the utilization of evidence-based 

processes. 

 The HCC believes that all members of the team within their licensure and 

scope of practice have a role to play in establishing organizational policy, and 

directing and evaluating clinical care.  

 The HCC believes that in a system that involves many team members, all 

health professionals should work to create safe care transitions and handoffs 

within the hospitalization and post-hospitalization episodes of care. 

 The HCC believes that all team members must be as proficient in 

communications skills as in clinical skills.  

 The HCC believes that the appropriate capacity and staffing of the entire 

team is a requirement for providing the best care.  
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Attachment 
 
 

Hospital Care Collaborative 
March 5, 2012 
ASHP Headquarters, Bethesda, MD 
 
In attendance: Ramon Lavandero, Sam Giordano, Tom Kallstrom, Doug Scheckelhoff, 
Paul Abramowitz, Larry Wellikson, Carol Frazier Maxwell, Bona Benjamin 
 
Summary of discussion regarding the future of the HCC: 
 
There was agreement that discussion and information sharing at HCC has been 
helpful to all parties.  One important aspect of the meetings has been that they have 
always been high level, with CEO and/or presidential officer level engagement.  Core 
premises when HCC was formed: (1) the 6 specialties represented make up the core 
workforce caring for patients in the hospital, and there needed to be a forum to 
know more about each other.  As the healthcare system is evolving, there was a need 
to work together collectively.  Many of the involved organizations have had 
individual projects and initiatives with each other, but by pulling together all the 
organizations, it brought the opportunity to bring even more value; (2) we should 
pick a problem that impacts all organizations – and team work was the one chosen.  
There has been discussion of the HCC developing an aggressive advocacy agenda 
(beyond payment and licensure), but advocacy resources from each organization are 
focused on their own issues.  It was concluded that the HCC functions better as a 
“League of Nations” as opposed to an advocacy organization or coalition. 
 
There was a consensus that meeting face-to-face once or twice per year was valuable 
and should be continued.  A conference call between face-to-face meetings could 
help structure the agenda of the meetings and determine the relative urgency and 
timing. 
 
Issues surrounding workforce, teamwork, team-based care, continue to be 
important issues for hospitals, and the role of teams will only grow in importance as 
health care delivery and payment models evolve.  Effective teams will be critical in 
this transition. 
   
Another important aspect of team-based care has been the recognition that 
participation of each team member is important to improving outcome.  The 
Common Principles for Team Based Care (Appendix I) document is as relevant in 
2012 as it was when it was developed in 2009.   
 
Organizations involved need to consider how the goals of HCC intersect with their 
own strategic goals.  There is reasonably good alignment with those around the 
table, and agreement on principles is easy, but the challenge is when it comes to 
resources.   
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Other organizational alliance models were described.  One successful example was 
given of an alliance that is open to any organization who wishes to join, governed by 
a steering group (vs. a Board of Directors), and their focus has been on discussion 
and agreement to common principles.  Then each organization decides how they will 
implement the principles with their constituency and resources.  They have 
intentionally not tried to come up with a joint initiative – because their individual 
size, scope, and resources all differ so much.  Each organization needs to decide 
where these collaborations fit with other priorities.   
 
The potential for HCC to focus more on statements and principles was discussed, 
and it was acknowledged that coming around a big initiative (such as a conference) 
might be difficult since it would compete for individual organizational resources.  
Maintaining a good working relationship between the organizations will allow the 
HCC to mobilize quickly should the environment require assertive action. 
  
There was discussion of what other organizations might be invited to be a part of 
HCC.  But as other provider organizations were discussed, it was concluded that 
their roles differ from those already involved, and would likely not add greatly to the 
discussion. 
  
It was suggested that the HCC consider developing principles on other areas of 
focus, using a process similar to that used to develop the Common Principles for 
Team Based Care.  Ideas included patient safety, hospital acquired infections, 
communications, and readmissions.   
 
There was a suggestion that individual organizations should communicate their 
involvement in HCC to their members.  The collaboration is important, and members 
would appreciate knowing that the dialogue is occurring.   
 
The idea of developing presentations that could occur at individual organizations 
annual meeting was discussed.  The format could include representatives from other 
organizations describing effective teamwork and collaboration, or HCC principles 
could be incorporated into (and highlighted) in regular educational programs.  
Examples of presentations suggested included focusing on the role of TBC in VTE, 
preventing readmissions, heart failure, others.  It could be a good opportunity to 
have teams share what they do.  We would want to make sure that the program is 
something attendees could get excited about, and would want to come to. 
 
The idea of the HCC identifying best practices for team based care and promoting 
those practices was also discussed.  If there was a call for best practices, it might be a 
way to recognize and showcase those organizations that are doing team based care 
well and highlight the key elements of their teams that make them successful.  This 
idea should be discussed further on the next conference call. 
  
The minutes will be summarized and distributed, along with a proposed structure 
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and next steps.  The next call will be targeted for mid to late June.  Carol volunteered 
to schedule the June call. 
 
The meeting was adjourned. 
 
Prepared by:  Doug Scheckelhoff/ASHP 
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DRAFT 

HCC Meeting Structure 
 
 
Spring meeting:   March 
 
Summer conference call:   June  
 
Fall meeting:    October 
 
Winter conference call:  January  
 
 
Rotation: 
 
Hosts of in-person meetings:    Scheduler/host of 
conference calls: 

 
2012: ASHP (March)     2012: SSWLHC (June) 
 SHM (October) 
 
2013:  CMSA (March)     2013:  AARC (January) 
 AACN (October)     ASHP (June) 
   
2014:  SSWLC (March)    2014:  SHM (January) 
 AARC (October)     CMSA (June) 
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The HCC believes that the all team members are accountable for their individual 
performance as a healthcare provider as well as the performance of the entire team. 
While this may be defined by statute or regulation, this also relies on the clinical 
judgment of each member of the team. 
 
The HCC understands that in order to improve quality of care, standards and 
measurement of performance are important. The HCC believes that the 
measurement should be of the outcomes of the team rather than of any individual 
member of the team. 
 
The HCC believes that in order to provide the best care possible appropriate 
information must be readily available to all team members, at the right point of 
decision-making, and in a format that allows for ongoing updating and 
communication to the team. 
 
The HCC believes the current undergraduate and postgraduate professional 
education of team members is inadequate to promote true team functions. The HCC 
calls on the training institutions for health professionals to adopt new curricula and 
experiential models that foster the competencies and the culture that support team-
based care. The HCC also calls on the professional associations to likewise function 
in a team-based manner and develop creative approaches to “teaching” the 
professionals they represent, as well as modeling for other healthcare professionals, 
the skills to be a functioning member of a healthcare team.  Professional associations 
should foster research that demonstrates the effectiveness of team-provided care. 
 
The HCC recognizes that today’s hospital cultures do not foster true teams of 
healthcare professionals. The HCC calls on all stakeholders (e.g. payers, providers, 
administrators, patients) to work together to create a new hospital culture that 
nurtures and rewards high performing teams. 
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Production 

Date 

Program 

Title/Sponsor 
Professor/ 

Moderator 

Description 

Jan 6 

Friday 

 

 

#1 

April 

The Mandate to Reduce 
Hospital Readmissions-
How Respiratory 
Therapists Can Help 
 
Sponsor: Monaghan 

John R. Walton 
MBA RRT FAARC 

Sam Giordano, 

MBA RRT FAARC 

 

This presentation will review the financial impact of 

readmissions from COPD, CHF and pneumonia, and 

explain the forces driving the increasing focus on 

reducing readmissions. Specific actions that can be 

taken by respiratory therapists to improve quality 

reduce readmissions, and control costs will be 

discussed. 

February 10 

Friday 

 

#2 

May 

Medical-Legal 
Implications of the 
Changing Healthcare 
System for Respiratory 
Therapists 

Anthony L DeWitt, 
JD RRT FAARC 

Douglas S. Laher, 

MBA RRT 

 

With the implementation of the Affordable Care Act, 

new medical-legal issues will emerge and present 

challenges for healthcare administrators and 

respiratory therapists. This presentation will review 

these issues and provide advice to address them. 

.   

March 20 

Tuesday 

 

#3 

June 

Reducing Cost while 
Adding Value- Critical 
Roles for Respiratory 
Therapists 
Sponsor: Draeger 

Rick Ford, BS RRT 
FAARC 

Douglas S. Laher, 

MBA RRT 

 

The focus of this presentation is on reducing the total 

cost of care while insuring safety and quality in 

delivering respiratory services. Strategies presented 

include reducing misallocation in inpatients through 

the application of CPGs, use of protocols, and 

application of tools to efficiently manage personnel. 

Emerging performance and risk-based reimbursement 

programs including the preventable admissions of 

respiratory patients, effective discharge of patients 

with chronic pulmonary disease and health promotion 

provide new opportunities for RTs to play a valued 

role in reducing the cost of inpatient care.  

 

March 26 

Monday 

 

BONUS 

Effectively Treating 

Tobacco Dependence: We 

Can Move the Mountain 

Michael Fiore, MD 

MPH MBA 

Sam Giordano, 

MBA RRT FAARC 

 

New and effective treatments for tobacco dependence 

exist and respiratory therapists are in an unequaled 

position to deliver these treatments. Current findings 

have documented that these new treatments can assist 

both smokers willing to make a quit attempt now and 

those not yet ready to quit but willing to reduce their 

smoking. RTs are already on the front line dealing 

with outcomes of tobacco dependence. New tobacco 

dependence treatments position them to now assume 

the key role of preventing these adverse pulmonary 

and other outcomes from tobacco use. 
May 7 

Monday 

#8 

November 

Improving Patient Safety-
How Respiratory 
Therapists Can 
Contribute  

Karen Frush, MD 

Ira Cheifetz, MD 
This presentation will review the history of the current 

focus on patient safety, cite examples of positive 

economic and clinical outcomes resulting from patient 

safety initiatives and discuss how respiratory 

therapists can become change agents to improve 

overall patient safety in their workplace 



2012 AARC Professor’s Rounds Topics and Professors 
 

68 

 

May 29 

Tuesday 

 

#4 

July 

Managing the Chronically 

Ill Pediatric Respiratory 

Patient 

Bruce K Rubin, 

MD MEngr MBA 

FAARC 

Timothy R. Myers, 

BS RRT-NPS 

 

This presentation will focus on management of 

chronic pediatric respiratory diseases including cystic 

fibrosis, asthma, neuromuscular, and long-term 

ventilator-dependent patients in acute care, pulmonary 

clinics and the home. Best practices supporting 

delivery of respiratory services to these patients, and 

the skills and knowledge required of RTs to achieve 

the best outcomes, will be discussed. 

 

May 30 

Wednesday 

 

#5 

August 

Educating Patients with 

Chronic Respiratory 

Disease – RTs Make the 

Difference 

 

Timothy R. Myers, 

BS RRT-NPS 

Tom Kallstrom, 

MBA RRT FAARC 

 

This presentation will identify how RTs can 

effectively provide educational interventions while 

providing therapy or conducting diagnostic testing for 

patients that have asthma, cystic fibrosis or COPD in 

both the inpatient and outpatient setting. The focus of 

these teachable moments is to enhance quality of life, 

assess the efficacy of treatments, and minimize the 

frequency of exacerbations or daily morbidity 
July 24 

Tuesday 

 

#6 

September 

Palliative and End-of-Life 
Care: What Respiratory 
Therapists Need to Know 

 

J.Randall Curtis, 

MD MPH  

Dean Hess, PhD 

RRT FAARC 

 

This presentation will provide an overview of 

palliative and end-of-life care for two patient 

populations: patients with chronic respiratory disease 

and patients with acute respiratory failure and critical 

illness. Areas of knowledge and skill needed by the 

respiratory therapists in caring for these patients and 

identifying key palliative care resources within the 

workplace and community will be covered. 
July 25 

Wednesday 

 

#7 

October 

Get ’Em Movin’ - Early 

Mobility for Ventilator-

Dependent Patients 

 
Sponsor: CareFusion 

Eddy Fan, MD 

FRCPC 

Dean Hess, PhD 

RRT FAARC 

 

This presentation will review a growing body of 

evidence that mobility of ventilator dependent patients 

in ICUs leads to quicker liberation from mechanical 

ventilation. Strategies for developing an effective 

mobility interdisciplinary team and a review of the 

technology involved will be discussed. 
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Date Section 
 

Topic CRCE 
category/ 
Sponsor 
  

Presenter Description 

Jan 18 
Wed 1:00 

Adult 
Acute 
Care 

Advanced Modes of 
Mechanical Ventilation 

Adult 
Acute 
Care 

Rich Branson, MSc, RRT, 
FAARC 

New modes of mechanical ventilation are frequently added 
to ventilators without evidence of improved outcomes or 
efficacy.  This webcast will review the newest modes of 
ventilation with respect to physiologic and clinical 
outcomes.  Proposed advantages will be compared to 
proven advantages.  Cost and complexity of each new 
technique will also be reviewed. 

Feb 2 
Wed 1:00 

Mgt Reducing Hospital 
Readmissions: Evidence and 
Conjecture 
 

 Cheryl A Hoerr MBA RRT 
CPFT FAARC 

Data regarding readmissions to acute care hospitals and 
the financial impact avoidable readmissions have on the 
hospital’s bottom line will be examined. Proven strategies 
and action plans focused on creating untraditional roles for 
the RT to help solve this problem will also be discussed.  

 

Feb 22 
Wed 1:00 

Neo-Peds Pediatric Non Invasive 
Ventilation 

Neo Peds Tom Cahill, BHS, RCP, 
RRT-NPS 

This presentation will discuss the specific challenges that 
occur in the pediatric population for the successful 
application of noninvasive ventilation. Disease states that 
typically require NIV will be reviewed along with an 
assessment of those which respond favorably to non-
invasive approach. The technologic equipment and 
interface challenges of NIV for infants and children will be 
discussed. 

Mar 15 
Thurs 
1:00 Cent 

 Checklists for Safer Intra-

hospital Transport of 

Oxygenated Patients 

Patient 
Safety 

Patrick Dunne, MEd, 

RRT, FAARC 

When patients at risk for oxygen desaturation are 

transported within the hospital, continual monitoring with 

pulse oximetry is essential. Should the patient also require 

supplemental oxygen during transport, the monitoring 

process becomes even more important. Safety checklists 

are now available to ensure patient status, the pulse 

oximeter and the supplemental oxygen delivery device are 

properly assessed for optimum performance prior to 

transport. 
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Mar 28 
Wed 1:00 

CC/Rehab Strategies for Addressing The 
New Pulmonary Rehabilitation 
Reimbursement Reductions 

 Gerilynn Connors, BS 
RRT FAARC /Debbie 
Koehl MS, RRT-NPS, AE-
C 

In January 2012 Medicare drastically cut the 
reimbursement for Pulmonary Rehabilitation G0424 billing 
code. The presenters will explain why this has occurred 
and will provide step by step instruction on how you can 
educate your finance department on the combination of 
services involved in G0424 to gain appropriate 

reimbursement for your facility.   
April 9  
Mon 1 
Central 

 Projected Healthcare 

Employment-What is in the 

Future for Respiratory 

Therapists? 

 Steve Collier PhD  With healthcare employment projected to grow in the 

future, but stagnant at present, what does that mean for 

respiratory therapy? The new Bureau of Labor Statistics 

projections for 2010-2020 will be reviewed and placed 

within the context of recent AARC reports on respiratory 

care and its workforce in 2015 and beyond. 

May 2 
Wed 1:00 
Central 

 Pulse Oximetry: Advances in 
Technology  

 Tim Myers, MBA, RRT-
NPS 

Waiting for a response 

May 23  
Wed 
1:00 CDT 
 

Sleep Home Sleep Apnea Testing  Suzanne Bollig , BHS, 
RRT-SDS, RPSGT, R. 
EEG T., FAARC 

This presentation will provide an overview of home sleep 

apnea testing to include associated clinical challenges, 

practical applications, and its role in the diagnosis and 

treatment of sleep apnea. 

 

June 6  
Wed 1:00 
CDT 

 The Role of Checklists in 

Reducing Critical Care 

Readmissions 

Patient  
Safety 

Charlie Durbin, MD 

FAARC 

In this presentation, common causes for readmission will 

be identified and the impact of readmission on patient 

mortality and hospital costs will be explored.  . Objective 

determination of readiness for ICU discharge is an evolving 

area of interest that may impact this problem. Dr. Durbin 

will discuss a novel data collection and scoring form 

developed by the AARC to be used at ICU discharge to 

identify patients at risk for readmission. Strategies directed 

at this high-risk group should reduce the readmission rate 
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and improve survival 

June 20 
Wed 1:00 
CDT 

 Ventilator Graphics Made 
Easy 

 Felix Kushid Description to be provided 

July 11 
Wed 1:00 
CDT 

Diagnostic Cardiopulmonary Exercise 
Testing: Performing a Quality 
VO2 Max Assessment.   

 Carl  Mottram, BA, RRT, 
FAARC 
 

This presentation will review a how the respiratory therapist 
can influence the test quality of a cardiopulmonary exercise 
test (CPET) using the path of workflow QA model. 

      

TBD Education   Awaiting response from 
Joe Sorbello 

 

Aug 1 
Wed 
1:00 CDT 

Long 
Term 
Care 

New Value-Added Roles for 

RTs in Long Term Acute Care 

Hospitals 

 
 

 Garry Kauffman MPA, 
FACHE, RRT FAARC 

This presentation will provide a review of operations and 

CMS admission criteria for LTACHs, review the discharge 

process, and describe the role of the RT in facilitating a 

smooth transition for the patient from the STACH to the 

LTACH and the LTACH to the next level of care. 

Challenges for LTACHs, including financial penalties for 

discharge/admission between LTACHs and STACHs will 

be discussed. 

Aug 14 
Tues 
1:00 CDT 

 The Future of the Respiratory 
Therapist in Homecare 
(Competitive Bidding, 
Reimbursement) 

 Joe Lewarski Now, more than any other time in the history of homecare, 
the role and value of the home respiratory therapist is being 
questioned The home medical equipment and health care 
business is changing at a rapid pace. National competitive 
bidding, new health care policies, audit pressures and 
continued reimbursement pressures have placed significant 
strain on many providers. This presentation examines the 
potential future role of the home RT. 

Sep 26  
Wed 
1:00 CDT 

Transport Advances in Transport 
Mechanical Ventilation 

 Joe Hylton,  BSRT, RRT-

NPS, FAARC 

Mechanical ventilation requirements in the critical care 
transport arena have progressed significantly. Patient-
ventilator interactions, ventilator induced lung injury and 
lung protective approaches are now commonly 
encountered by transport teams. Technological advances 
are now allowing highly skilled respiratory therapists to 
bring the ICU to the bedside in transport, maintaining a 
high level of specialized critical care. 
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  NON SECTION WEBCASTS    

TBD  NDMS, DMAT, MAC-ST, etc.  Lewis Rubinson, MD, PhD Waiting for a response 

Dec 12 
Wed 
1:00 CDT 

 How Quality Care Impacts 
Payment - What You Need to 
Know 
 

 Ann Marie Hummel This presentation is designed to bring you up-to-date on 

some of the most important aspects of the new Medicare 

programs linked to quality, discuss how providers will be 

impacted by the changes, and examine the role respiratory 

therapists can play in patient care. 
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CoARC Report 
 

 

See Attachments: 

 

“CoARC Update to AARC Board 4.12” 

“Response to AARC on 2015 Recommendations 3.24.12” 

“2011 CoARC Report on Accreditation 3.24.12” 

“Cirriculum Survey Summary _02162012” 
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State Government Affairs Activity Report 
April 2012 

Cheryl A. West, MHA 

Director Government Affairs 

 

 

  

Most state legislatures reconvened in January.  States continue to struggle with a weak economy and the 

continuing pressure to find other sources of revenue to meet the responsibilities of providing both services and 

mandated benefits to its citizens.   In light of budgetary pressures, expansion of existing state health services, 

which could include respiratory therapy, continues to be a very difficult endeavor.  One pattern of legislation 

that is clearly continuing is to raise state revenue through a variety of methods. These range from raising taxes, 

such as tobacco taxes, increasing fees, such as licensing fees  (example  professional licenses including RTs) or 

increasing the cost of state provide services or “products” (tuition at state supported colleges, as a noteworthy 

example) all aimed at bringing more revenue into the state coffers.  

 

Legislation  

 

As always noted, legislation introduced is never guaranteed to be enacted into law.   

 

The bills listed below highlight key legislation.  FYI, many states, too numerous to mention, introduce and often 

pass legislation that limits smoking in public places or raises taxes on tobacco. This year has been no exception.  

 

RT Licensure Legislation  

 

Iowa- legislation that would permit physician assistants and advanced nurse practitioners to write RT orders (in 

addition to physicians). A further amendment to this bill changes the terminology to “qualified health care 

provider” and then defines them as NPs and PAs.  This is in keeping with the recent CMS Medicare HCOPS 

changes which also references “qualified health care provider” 

 

Missouri- similar legislation as in Iowa, but this bill would only extend RT order authority to advanced practice 

nurse 

 

Comment: both of these bills arise from the relaxing of Medicare Hospital Conditions of Participation for RC 

Services, where RTs may take orders from a select set of non physician practitioners without the need of a 

physician co-signature. However, one of the stipulations by CMS for this more lenient policy is that this must 

be “in accordance with state laws”.  If RT licensure laws permit RTs to take orders only from physicians, then 

this less restrictive Medicare policy cannot be implemented.  Therefore, the legislation in MO and IA, (where 

current RT Licensure law only permits the RT to accept orders from physicians) is an effort to change the law in 

order to meet the requirements of CMS’s more flexible policy on RT orders 

 

Arizona, Idaho, Mississippi and Wisconsin -technical corrections to RT licensure law 

 

Arizona- a bill that initially amended the RT Licensure Law to require the RT Licensure Board to issue a 

temporary license  to all applying RTs (removed may and inserted shall) was subsequently revised back to 

‘may”.. This “fix” came about due to the rapid response of the ASRC 

 

California- a bill that would fine up to $100,000 and 1 year in jail if someone impersonates a licensed RCP or 

buys or sells a RCP license   



 

 75 

Oklahoma will raise RT license fee from $75 to $100. Also, FYI a bill that would require RTs to maintain a 

valid NBRC credential for license renewal (although OSRC lobbyists state this bill is dead for this session)  

 

Oregon will raise RT license fees an additional $50 to $100 

 

Generic Health Profession Licensure Legislation that Includes Respiratory Therapists 

 

Colorado, Nebraska, Ohio, and Oregon- these states have legislation that would permit in some way those in 

the military or the spouses of those in the military to more easily obtain a health professional license. In 

essence, the education or testing requirements for licensure, in some fashion would be waved for these 

individuals and their experience accepted in lieu of formal education and testing 

  

Florida- a bill requiring all licensed health professionals to wear name badges with showing professional 

credentials when providing health services 

 

Oklahoma- revises several provisions of various health profession licensure laws, including RTs. The intent is 

to consolidate disciplinary violations under one “roof” for most licensed health professions 

 

Other Legislation of Interest to the Profession of Respiratory Therapy  

 

Kentucky- a bill that would require DME Suppliers whose “principle place of business” is outside of KY and 

who provide DME services and equipment within KY (i.e. crossing state lines) to have a physical office in KY 

 

California, Connecticut, Florida, Georgia, Mississippi, New Hampshire, New York, Pennsylvania, 

Washington State, West Virginia (enacted) Wisconsin - would require pulse oximetry testing (among other 

tests) for newborns. Colorado would study the need for pulse ox for newborns 

 

Connecticut a bill that would establish a Medicaid pilot program to provide home care for vent dependent 

patients with care provided only by LPNs and RNs. CSRC has reached out to legislators to request RTs be 

included as providers of vent care 

 

New Jersey- legislation that would establish a School Asthma Protocol Task Force. NJ also has two Good Sam 

bills protecting against liability for licensed health professionals providing services in an emergency  

 

Florida, Hawaii, Illinois, Kansas, New Jersey, New Mexico, Mississippi and Utah- - have legislation that 

focuses on COPD, requesting more study on the causes of COPD and developing strategies for prevention and 

management  

 

Alabama, Florida, Indiana and Iowa have legislation that either designates a COPD Day or a COPD Month 

 

New York- a bill permitting nebulizers on school grounds. Another NY bill requires when teaching CPR in 

high school, the instructors must include the training on the proper use of nebulizers and these instructors must 

in turn be certified by a nationally recognized entity in the use of nebulizers. Another NY bill would require an 

asthma action plan for pupils who are permitted to use asthma meds on school grounds 

 

Virginia- hospital and “other health care facilities” would have to report on certain health conditions including 

the incidence of asthma 

  

Respiratory Related Rules/Regulations 
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A change in the rules and regulations for the profession of respiratory therapy may have just as much impact on 

how respiratory therapists practice as does amending the licensure laws for RT 

 

Florida- tweaks how to account for continuing education credits for license renewal. Iowa and Delaware also 

make technical changes to continuing ed credits. 

 

Louisiana makes long anticipated changes to RT regs but nothing major 

 

Nevada- amends RT license expiration, technical change  

 

Alabama- will increase reimbursement for nursing facilities that care for vent or trach patients.  

 

Maryland- decreases Maryland Medicaid reimbursement for oxygen and related respiratory equipment from 98 

percent to 90 percent of Medicaid's reimbursement rate. Also requires providers of oxygen and related 

respiratory equipment to document face-to-face encounters with Medicaid recipients within 6 months prior to 

ordering oxygen services, supplies, and equipment 

 

Oklahoma- removes the requirement for a certificate of medical necessity for positive airway pressure devices 

(BiPAP and CPAP) because CMNs are no longer used for authorization decisions 

 

Concerns or Challenges from Other Occupations 

 

We continue to monitor legislative and regulatory activities by other professions and disciplines. Seemingly 

small changes such as who may provide a service, qualifications to provide a service, what is permitted to be 

provided as a service and where services can be provided, can greatly impact and potentially diminish the 

respiratory therapy legal scope of practice.  

 

States continue to introduce legislation that expands the role of paraprofessionals. 

 

Washington State- there is legislation that the Washington RC Society is actively engaged in efforts to amend. 

This legislation would expand the scope of practice for unlicensed medical assistants, including providing 

“respiratory testing”, which among other points of contention, is not defined.  Also in Washington State 

current law permits nurses to delegate various services to certified nursing assistants. New legislation would 

permit nurses to delegate these same services to home health aides, with no reference to whether these home 

health aides have to be certified or meet any training or competency standards. 

 

West Virginia- over the past 2 years WV has enacted laws that expand the role of unlicensed medication 

assistants employed in nursing homes. This year there are proposed revisions under what conditions these 

personnel may administer the approved meds.  

 

Iowa- legislation that would create a new provider category termed “direct care professional” that would care 

for patients in the home and community settings. All very undefined. No set education, scope or competency 

testing, one point was clear this new category would not be required to be licensed. This goes to the overall 

point which is states are looking for ways to expand care provided by less costly paraprofessionals. 

 

Mississippi has legislation that creates an “emergency medical technician-paramedic critical care” designation. 

The bill describes what these individuals may provide such as “advanced care”. MS current law also permits 

EMTs and paramedics to provide services both pre-hospital and inter-hospital care. 

 

Sleep Disorder or Polysomnography State Legislative Activities 
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Maryland 

As noted in other Board Update Reports, the Maryland Polysomnography licensure law, was enacted prior to 

the availability of the American Academy of Sleep Medicine-AASM- the sleep physicians- 80 hour OJT 

training course. The MD Polysom licensure law requires polysom personnel to be graduates of CAAHEP 

accredited education programs. Being unable to meet this education standard, mandatory licensure has been 

delayed (for years) by the legislature several times.  

 

The original law did not include a specific exemption for RTs, but rather a general exemption for other licensed 

health professionals who are practicing within their own scope of practice. It was the opinion of the 

Polysomnography Licensure Board, confirmed by States Attorney General, that if the RT were to provide any 

service or procedure listed in the Polysomnography scope of practice (task specific)  but not specifically listed 

within the RT scope of practice the RT would require a polysom license.  

 

Both the Sleep Community and the MD/DC Respiratory Care Society supported a delay in the 2011 

implementation date. The legislature extended the deadline until 2013. And while mandatory licensure for sleep 

personnel was delayed until 2013, so too was the requirement that RTs providing sleep services under their own 

license will have to obtain a polysom license.  

 

The MD/DC Society has engaged a lobbyist to advance a bill that would provide an exemption (somewhat 

convoluted but an exemption nevertheless) for the RTs.   The Maryland Board of Physicians has weighed in 

requesting that RTs providing sleep must hold, at a minimum, the SDS credential. The MD/DC Society is 

opposing this recommendation.  

 

A panel of RTs testified in at a February hearing in support of an RT exemption. The panel included Dr. Cliff 

Boehm (BOMA rep and MD physician – and former RT).  The legislative situation in Maryland is very fluid, 

and I will provide the most up to date information at the BOD meeting.  

 

Iowa 

The “standard” polysom licensure bill was introduced in this legislative session in Iowa. The bill contained 

objectionable provisions that we have seen in all recent polysom licensure legislation, including no explicit 

exemption for RTs; insertion of the AASM’s OJT A Step course as comparable to CAAHEP accredited 

polysom education programs; and a provision that would provide a backdoor giving the Polysom Licensure 

Board the authority to accept the American Academy of Sleep Medicine’s (AASM) non accredited  test for the 

Registered Sleep Technologist as a measure of clinical competency.  

 

The Iowa Society for Respiratory Care has had an open dialog with the IA Sleep Society, and a number of the 

concerns (education and testing) had been, more or less, satisfactorily addressed. However, the key issue of an 

explicit RT exemption was rejected by the IA Sleep Society.   

 

The ISRC leadership both expressed its concerns to legislators as well as testified at a legislative hearing. The 

ISRC launched a statewide RT grassroots campaign with information and requests that went out to all IA RTs 

asking them to contact their own legislators and oppose the polysom licensure legislation.  As a result of these 

efforts, the ISRC lobbyist has reported that the polysom licensure legislation was killed in committee (at least 

for this year). 

 

New Hampshire and Louisiana- both states legislatures have technical changes to the current polysom 

licensure laws. None having any impact on the RT profession. The Louisiana Society is requesting that RTs be 

included in the revision that addresses supervision of polysom students. 

 

I will provide a verbal update at the Spring Board Meeting. 
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Federal Government Affairs 
Activity Report – April 2012 

 

Cheryl A. West, MHA, Director Government Affairs 

Anne Marie Hummel, Director Regulatory Affairs  

Miriam O’Day, Director Legislative Affairs 

 

 
 
The Congress  

 

The second session of the 112
th

 Congress was convened in mid-January.  For the most part, we can continue to 

expect debate on legislation to continue to be along Party Lines. As the date for the country’s general election 

draws closer there is no reason to expect cooperation among Democrats and Republicans for the reminder of 

this short legislative year.   

 

Certain of the “must pass” legislation such as payroll tax extension, unemployment insurance continuation, and 

the “doc fix” have already been extended through the rest of 2012. However, by the early fall or in a post 

election Lame Duck session these issues, specifically the “doc fix”  will once again be on the agenda for 2013 

and  that may provide vehicle(s) for other legislation to be attached to these must pass bills.  

 

We will continue to look for legislative opportunities to advance our Medicare Pt. B RT Initiative legislation. 

 
Legislation 

 

The Medicare Respiratory Therapy Initiative 

 

The AARC’s advocacy efforts remain focused the Medicare Respiratory Therapy Initiative (HR 941). We 

should all be aware that the sponsor of our bill, Congressman Mike Ross (D-AR) will not run for re-election this 

fall as many speculate he is seeking the Governorship of Arkansas during the upcoming November election.   

 

AARC continues to face the challenge presented by the Congressional Budget Office (CBO) and the inaccurate 

score (i.e. cost) that our bill received during the hectic time of the 2010 health care reform debate.  That score 

came to well over $1 billion. We have consistently maintained that this score could not possibly be that high, 

given the intentional limitations we put into the provisions.   However, that “cost number’ remains “out there”, 

resulting in a hesitation for members of Congress (again given the climate) to embrace our bill. 

 

Because of the intense partisan pressures and focus on the budget and the deficit finding a sponsor for our bill in 

the Senate has been extremely difficult.  

 

The AARC PACT descended on Washington in early March and was joined by four patient advocacy groups 

that included: Alpha-1 Foundation; Alpha-1 Association; COPD Foundation and Pulmonary Hypertension 

Association.  With about 200 participants this is one of our biggest lobby days yet.  PACT members and their 

patient partners garnered additional support in the form of co-sponsors on the House side for HR 941.  The 

lobby day has also generated numerous inquiries about the CBO score which we continue to leverage with 

Congressional Committee Staff to keep the pressure on for a new score or a justification of the past score.  

Many have indicated that there may be a vehicle for HR 941 if the CBO score is revised.  
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With all of the additional participants the AARC learned quite a bit about what it means to be in partnership 

with individuals who face health challenges. Miriam continues to follow-up with offices that are offering 

enquiries and with PACT members who are moving our agenda forward.   

 
New Data Analysis Commissioned by AARC in Support of HR 941 

 

In order to provide a credible response to the CBO cost estimate and to provide incentive for Members of 

Congress to support our bill or insist on a CBO re-score, the AARC commissioned a new independent analysis 

(Dobson/DaVanzo & Associates) of Medicare allowed charges and services between 2005 and 2010 for 21 

respiratory codes expected to be used in the physician office/practice setting by qualified RTs if the bill were 

enacted.  

 

According to the analysis, in 2010 there were 4,416,774 allowed physician services and $131,581,286 allowed 

charges for respiratory services generally furnished in a physician’s office/practice.  The analysis shows the 

costs of services rose less than 10 percent between 2005 and 2010. 

  

The survey data and Medicare analysis clearly suggest that the CBO estimate is vastly overstated and out of line 

with the intent of our Initiative.  This was the key lobby point of the AARC annual Washington, D.C. Hill 

Lobby Day.  

 

This new data provides the rationale for AARC members to ask their members of Congress to insist that CBO 

both provide the respiratory community with an clear explanation of the assumptions it used to calculate the 

over $1 billion dollar cost of our bill and redo the score for our bill.  

 
Virtual Lobby Week 

 

The AARC launched another successful Virtual Lobby Week at the end of February.  We scheduled this event, 

with much fanfare, just prior to our Hill Day. We generated over 12,000 emails that supported our RT 

legislation and showed support from “back home’ before the PACT RTs met with their Congressional 

delegations.  

This year we included a “Countdown Clock to VL Week” on our main page to promote the upcoming event. 

We also enhanced the posting of Hill Day Photos taken by RTs and the Tweets 5 RT PACT reps agreed to post 

as they went about the Lobby Day.   

 

As you know we have always had on Capitol Connection a draft email specifically for pulmonary patients to 

use to reach out to their Members of Congress.  At the request of the Alpha 1 Association we developed a 

specific email message for Alpha 1 patients to send to the Hill in support of our Medicare RT legislation.  

 

We also coordinated our launch of VL Week with the Alpha 1 Association, the COPD Foundation and the 

Pulmonary Hypertension Association. These important patient associations also geared up their members to use 

the AARC’s Capitol Connection to email in their support of our Pt. B Initiative.  

 

AARC Hill Lobby Day 

 

For the 13
th

 year AARC respiratory therapists and pulmonary patients from the Alpha 1 Foundation, the COPD 

Foundation, the Alpha 1 Association and new partner the Pulmonary Hypertension Association jointly went on 

over 350 scheduled Capitol Hill visits. This number of scheduled meetings is the highest number we have ever 

achieved and it is a great accomplishment. This year we had 136 RTs from 46 states and the District of 

Columbia advocating for our legislation. As always, we are grateful to both the dedicated respiratory therapists 
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who took time away from home to come and support their profession and the state respiratory societies who 

provided the funding for the RTs to travel to the Hill Day.  

 

Moreover, as mentioned above, we had the largest contingent of patient advocates (32) and patient association 

(15) staff attend the PACT Monday Briefing, Tuesday Hill Day and Tuesday Evening Reception and 

Debriefing.  Patient participation in voicing their support for the RT Initiative is very important in our efforts to 

advance our Pt. B RT Initiative. We are grateful to the patient advocates and the sponsoring organizations.  

 

Our patient partners have continued to support the request for CBO review and co-sponsorship of HR 941.  In 

addition, they have made requests for additional funding for the National Institutes of Health, and co-

sponsorship of the pulmonary hypertension legislation HR 1810 which calls for a national education program.  

Patient partners encouraged their members to join the COPD Congressional Caucus. 
 

Veterans Affairs Bill on COPD 

 

HR 168, which is the legislation directing the Secretary of Veteran’s Affairs to improve prevention, diagnosis 

and treatment for COPD, is still active.  As reported in the past this bill was introduced by Congressman Cliff 

Stearns and John Lewis and has no known opposition.  

 
NIH to Take Over COPD Plan from CDC 

 

The Senate included language in their appropriations bill that directs the NIH, NHLBI to convene a planning 

meeting with the goal of producing a National Action Plan for COPD.  This is a strategic shift from the previous 

request that this activity be undertaken by the Centers for Disease Control and Prevention.  COPD advocates 

working with the US COPD Coalition felt that we stood a better chance of having this activity take place under 

the auspices of the NIH due to significant budget cuts at the CDC. 

 
Technical Change to Medicare Outpatient Pulmonary Rehabilitation Benefit 

 

When CMS wrote regulations to provide the details for implementation of the new Medicare outpatient 

pulmonary rehabilitation benefit, it held strictly to the wording of the statute passed by Congress which requires 

the programs to be physician supervised (applies to cardiac programs as well).   

 

Senators Schumer (D-NY) and Crapo (R-ID) have introduced S 2057, a no-cost technical amendment that 

would permit physician assistants, nurse practitioners, and clinical nurse specialists to supervise pulmonary 

rehab (and cardiac programs).  This is consistent with other Medicare outpatient therapeutic supervisory 

requirements.    

 

The legislation is being supported by all of the physician professional associations that practice pulmonary care 

and the AARC.   
 

HME Legislation - HR 1041- Fairness in Medicare Bidding Act 

 

When the Home Medical Equipment (HME) industry first introduced legislation to repeal the competitive 

bidding program (HR 3790), it had considerable support from 259 co-sponsors but never made it out of 

committee or picked up a Senate companion bill. It also had been offered without an offset to the $20 billion 

cost to repeal estimated by CBO.  

 

In March 2011, a new repeal bill was introduced by Reps Jason Altmire (D-PA) and Glenn Thompson (R-PA).  
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This time the bill language included a “pay for” by rescinding $20 billion in unobligated balances of all 

discretionary appropriations.  However, it does not appear that the second attempt at appeal is moving forward.    

 

With competitive bid implemented in 9 areas of the country and poised to expand to 91 areas by July 2013, an 

alternative to competitive is now being proposed on the Hill by AAHomecare.  According to AAHomecare, the 

new concept, called the Market Pricing Program (MPP), “preserves more of the HME industry, saves the 

government money and provides better service to Medicare beneficiaries.” They had hoped to have the 

legislation attached to the “doc fix” but efforts were unsuccessful.  

 
S. 1461 – Traditional Cigar Manufacturing and Small Business Job Preservation Act  

 

With the 2009 passage of the Family Smoking Prevention and Tobacco Control Act (PL 111-31), Congress 

gave broad authority to FDA over the manufacture, sale and marketing of all tobacco products, including cigars.  

The tobacco industry, however, has taken exception to the regulation of certain types of cigar products with the 

introduction of  

S 1461.  This bill would exempt certain cigar products that are flavored and most popular among youth. The 

AARC signed onto a joint letter organized by the Tobacco Partners that was distributed to all members of 

Congress opposing S 1461.  

 
Coalition Activities 

 

The AARC continues its practice of participating in a number of Coalitions of like-minded associations and 

organizations to advance particular legislation and/or regulations.  In previous years our participation with 

certain Coalitions was focused on urging greater funding for health and/disease research to promoting issues 

that will enhance the clinical support of patients with particular illnesses. 

As was the case in 2011, Congress is again focused on cutting funding for domestic programs.  And as in 2011, 

most Coalitions are again focused on simply maintaining current budgets and limiting potential cuts to the 

programs of interest.  

 
Asthma Control Funding in the CDC 

Organized jointly by the American Lung Association and the Asthma and Allergy Foundation of America, the 

AARC is one of the many organizations to participate in efforts to enhance asthma education, management and 

control AARC signed on to a joint letter requesting that the CDC maintain it’s current FY2010 funding for 

asthma control initiatives.   

 
Tobacco Partners 

The AARC continues its long-time relationship with the many organizations who participate in the Tobacco 

Partners Coalition (a Coalition organized and supported by the American Heart Association, the American Lung 

Association and the American Cancer Society).  

 

Regulations and Other Issues of Interest 

The majority of final regulations that have any impact or interest to the respiratory profession and AARC 

members in particular are generally published in the spring and fall of each year.  

 

 In our November 2011 update we provided information on a number of on-going activities that involve 

improvements in hospital quality of care, innovation and care coordination, and quality measures that the 

Medicare program will focus on in FY 2012 and future years.  The regulations that had the most impact were 

the final payment rules for hospital outpatient services which severely cut the payment rate for pulmonary 

rehabilitation programs.  
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Outpatient Pulmonary Rehabilitation 

 

It goes without saying that the drastic reduction in payment for hospital outpatient pulmonary rehabilitation 

programs from $68 to $37 per session beginning January 1, 2012, was a blow to all involved in this important 

aspect of caring for patients with COPD.  When the final rules were published, however, it became apparent 

that the problem was with the hospitals, not with CMS. At issue is the hospitals’ oversight in accounting for the 

ancillary services and components that make up the cost of running a PR program that were previously billed 

separately when they set the charge for the new single code.  This action results in under-representing the cost 

of providing the services and can led to a significant adverse impact on future payments.  

 

AARC, together with other pulmonary organizations, has determined the only course of action to improve 

hospital claims reporting is to educate hospitals on the issue.  A multi-society PR Toolkit has been developed as 

a resource tool and several AARC members of our Continuing Care/Rehabilitation have volunteered to serve as 

contacts to assist hospitals in determining the appropriate charge for their individual programs. These RTs were 

also instrumental in contributing to the development of the Toolkit.  

 

The Toolkit will be beta-tested with a diverse group of between 10-15 PR program directors to evaluate its level 

of understanding and usefulness.  The formal launch of the education initiative should be underway by the time 

of the spring Board meeting.  If all goes according to plan, the earliest we could hope to see a real improvement 

in the payment rate will be January 1, 2014.  Unfortunately, there is no short-term solution. 

 

Quality Reporting Measures 

 

CMS made several changes to some of the proposed quality measures that impact COPD patients when final 

rules were published. This does not mean services will be discontinued; it simply means certain measures do not 

have to be reported to CMS. 

 

Effective Jan. 1, 2012, CMS is no longer going to require hospitals to report tobacco-cessation counseling as 

part of the Hospital Quality Reporting System.  The reasons are twofold: one is to reduce the hospital reporting 

burden, and the other is that hospital performance has been uniformly high nationwide with little variability 

among hospitals. The CMS action, however, does not preclude hospitals from continuing to improve their own 

performance on the measure. 

 

CMS originally proposed 65 quality measures in five categories that Accountable Care Organizations must meet 

in order to participate in the program but narrowed it down to 33 in the final rule based on many comments they 

received about the burden and complexity of the original program design. Certain COPD quality measures 

(including spirometry evaluation and bronchodilator therapy) were among the proposed measures that did not 

make the final cut due to CMS’ desire to offer a simpler and more streamlined set of standards to encourage 

ACO participation.  One COPD measure that was retained, however, is aimed at reducing avoidable admissions 

and is outcome focused.  A separate measure for tobacco cessation was also retained which is important for all 

patients.   

 

The final quality measures as part of the voluntary Physician Quality Reporting System for FY 2012l include 

individual and/or group measures for COPD (including spirometry evaluation and bronchodilator therapy), 

asthma, tobacco cessation and sleep apnea.  A pulmonary rehabilitation group measure was recommended for 

inclusion as well, but it lacked the number of measures needed to qualify and did not make the final list. 

However, CMS noted it was interested in including a PR measures group in the future. 
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Hospital Conditions of Participation 

 

At the winter Board meeting a verbal report was given regarding proposed changes to certain Hospital 

Conditions of Participation (COPs).  Changes include 1) allowing use of standing orders, order sets and 

protocols for the preparation and administration of drugs and biologicals as long as they meet certain 

requirements; 2) permitting a practitioner other than the ordering practitioner to authenticate orders in the 

medical record as long as he/she is also the one responsible for the patient’s care and 3) incorporating the 

nursing plan of care into a comprehensive interdisciplinary plan that includes other disciplines such as 

respiratory care. The 48-hour timeframe for authentication of verbal orders would also be eliminated absent a 

state law mandating another timeframe.       

 

CMS also revised its interpretive guidelines in November 2011 to bring them up-to-date with final rules that 

were published in 2008 dealing with who could write orders for rehabilitation and respiratory care services.  We 

reported in previous board reports that CMS expanded the types of practitioners who could write respiratory 

care orders to include practitioners other than a medical doctor or doctor of osteopathy as long as they met 

certain criteria.  When the final guidelines came out, however, they were more restrictive than the regulations 

and caused confusion among the hospital community.  Some respiratory therapists thought rehabilitation orders 

included pulmonary rehab.  They do not.  A written order for rehabilitation services in this context refers to PT, 

OT and speech.  CMS has since withdrawn the original transmittal and amended the guidelines to be consistent 

with the regulations.  

 

Competitive Bidding 

 

Registration for Round 2 of the Medicare Competitive Bidding Program is complete and the deadline to submit 

bids is March 30, 2012. Round 2 expands the program to 91 metropolitan statistical areas. Full implementation 

is scheduled for July 1, 2013. CMS will update Senate staff members on Rounds 1 and 2 in a meeting scheduled 

for March 14, 2012.  

 
Conclusion 

 

The AARC will continue our efforts on Capitol Hill to advance our legislative agenda. We believe our increased 

efforts to partner with patient organizations and other like minded associations will provide forward momentum 

in achieving our goals.  We will also maintain our vigilance on the regulatory side responding to both 

challenges and opportunities.  

 

A verbal update on these or other issues will be provided at the April meeting.  
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HOD Report 

Reporter: Karen Schell 

Last submitted: 2012-03-22 10:05:49.0  

Recommendations 

[No Recommendations at this time] 

Report 

Agenda for the summer House of Delegates meeting in Santa Fe is being developed and will be finalized by 

deadline for the Agenda Book. 

Speaker of House of Delegates has worked closely with the AARC office, (Tina Sawyer and Sherry Milligan) to 

update the HOD roster with new delegates and current photographs, the HOD AARConnect, HOD 

AARConnect Committees, and are currently up to date until affiliate elections are completed. As the results of 

the elections come in, names will be forwarded to the AARC office for quick update. Thank you to the AARC 

staff for their assistance in getting this updated quickly after the winter meeting. 

House officers have been assigned as liaisons for specific committee and are in communication with said 

committees to assist in meeting goals set by the speaker. 

All committees have been communicating via the AARConnect and moving forward with specific goals 

assigned. All have been updated with current members and committee chairs are communicating regularly with 

the Speaker as work continues. We are very pleased with the enthusiasm of committees and their progress on 

goals. 

Notices have been sent out for Delegates Assistance, Outstanding Affiliate Contributor, Life Membership, 

Summit Award, and Resolutions by respective committees in preparation for the summer meeting. 

A survey is going out soon to Delegates from Speaker for "how we are doing" follow-up from survey done last 

fall prior to the winter meeting and to improve summer meeting and HOD processes. 
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ADHOC Committee on policies has been hard at work revising the Delegate Handbook and updating policies. 

All committees have been working with this committee to improve processes and have clear instructions for the 

future. 

Four presentations are ready to go by the Best Practices Committee for the summer meeting. The Past Speaker 

of HOD is updating the tracking template of Resolutions for completeness and is credentialing new delegates 

for the summer meeting. 
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Board of Medical Advisors Report 
 

AMERICAN ASSOCIATION FOR RESPIRATORY CARE 

Board of Medical Advisors Meeting 

November 6, 2011  Tampa, FL 

 

Minutes 

 

 

Attendance        Guests 

Joseph W. Sokolowski, MD, FACP, FCCP (ATS) Chair  Gregg Ruppel, NBRC President 

Robert Aranson, MD, FACP, FCCP, FCCM (ACCP)  Gary Smith, NBRC Executive Director 

Richard Sheldon, MD, FACP, FCCP, FACP (ATS)   Lori Tinkler, NBRC 

Paul Selecky, MD, FACP, FCCP, FAARC, FAASM (NAMDRC) David Bowton, CoARC President 

William Bernhard, MD (ASA)     Tom Smalling, CoARC Executive Director 

Steven Boas, MD (AAP)      Karen Stewart, AARC President 

Cliff Boehm, MD, RRT, (ASA)  

Terence Carey, MD (ACAAI) 

Ira Cheifetz, MD, FCCM, FAARC (SCCM)           

Lori Conklin, MD (ASA) 

Brett Gerstenhaber, MD (ATS) 

Woody Kageler, MD, MBA, FACP, FCCP (ACCP) 

Barrett Kitch, MD (ATS) 

Harold Manning, MD, FCCP (ACCP) 

Phillip Marcus, MD, MPH, FCCP, FACP (NAMDRC) Chair-elect 

Peter Papadakos, MD, FCCM, (SCCM) 

        

Absent 

Bradley Chipps, MD (ACAAI) 

Kent Christopher, MD, RRT, FCCP (ACCP)  

Robin Elwood, MD (ASA) 

Col. Michael Morris, USA, RET 

Christopher Randolph, MD (AAAAI) 

 

Consultant 

Tim Myers, BS, RRT-NPS, AARC Past-President, BOMA Liaison 

 

Staff 

Sam Giordano, MBA, RRT, FAARC, Executive Director 

Tom Kallstrom, MBA, RRT, Chief Operating Officer 

Cheryl West, MHA, Director of Government Affairs 

Miriam O’Day, Federal Government Affairs Director 

Anne Marie Hummel, Regulatory Affairs Director 

Kris Kuykendall, Executive Administrative Assistant
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CALL TO ORDER 

Chairman Sokolowski called the meeting of the AARC Board of Medical Advisors to order at 

10:02 a.m. EST, Sunday November 6, 2011. 

 

INTRODUCTIONS 

Chairman Sokolowski asked members to introduce themselves.  Dr. Sokolowski called roll and 

declared a quorum. 

 

APPROVAL OF MINUTES 

Dr. William Bernhard moved "To accept the minutes of the June 4, 2011 meeting of the AARC 

Board of Medical Advisors.” 

Motion Carried 

 

 

CoARC (Commission on Accreditation for Respiratory Care) REPORT  

David Bowton and Tom Smalling gave highlights of their written report.  A discussion arose 

with CoARC regarding proprietary schools and the standards they set and the lack of jobs when 

students graduate.  This discussion was tabled and Dr. Kageler and Dr. Sheldon were asked to 

create a recommendation to the AARC BOD later in this meeting. 

 

As of October 2011 there are 396 programs offering an Associate’s degree, 53 a Baccalaureate 

and 2 a Master’s.   CoARC will undergo a site review by the Council on Higher Education 

Accreditation (CHEA) after a self-evaluation process this year.   In March 2011 CoARC 

established Ad-Hoc committees on International Accreditation and Master’s Degree 

Accreditation.  As of December 2011 the web site of CoARC will present 3 year aggregate 

program data on both CRT and RRT credentialing success, attrition, job placement and total 

numbers for program enrollees and graduates.  The attrition threshold was recently changed from 

30 to 40%.   Beginning with 2010 as the reporting year CoARC will collect graduate and 

employer data on the overall “satisfaction rating” of respiratory therapy programs. 

 

 

NBRC (National Board for Respiratory Care) REPORT 

NBRC president, Greg Ruppel gave highlights of the written report.  The American Academy of 

Sleep Medicine (AASM) has modified their accreditation standards for Sleep Disorder Centers to 

recognize the CRT-SDS and RRT-SDS credentials.   The Board of Respiratory Therapy in Ohio 

has adopted a workgroup recommendation that the RRT become the minimum requirement for 

licensure in the future.  The NBRC opposes this change.  An Adult Critical Care Exam will be 

available mid-2012.   Licensure examinations are be developed for Saudi Arabia 

 

An active discussion by BOMA members ensued following these presentations by CoARC and 

NBRC relevant to the standards for proprietary versus non-proprietary programs.  Competition 

for clinical sites by these programs has posed an increasing problem.   It is recommended that a 

needs assessment be accomplished before the establishment of new programs with the utilization 

of affirmation forms reflecting a lack of impact on existing local programs. 

AARC Executive Office REPORT 
Tom Kallstrom gave highlights of the AARC Executive Office report.  Two new courses that 

will begin being offered in January 2012 are Alpha 1 and VAP Workshop.  The Aerosol 

Delivery Device book will be translated into its 5
th

 language – Italian. 
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PRESIDENT'S REPORT 
AARC President Karen Stewart gave an overview of her written report.   

 

The AARC Disaster Relief Fund assisted over 45 members and their membership fees were 

waived for one year.  President Stewart is considering raising the cap to $1,000 from $500. 

 

The current Clinical Practice Guidelines are out of date and the AARC will use restricted funds 

up to $250k to create evidence based guidelines.   

 

The AARC Bylaws are being updated and should be complete by April 2012. 

 

LEGISLATIVE AFFAIRS REPORT 

Federal Government Affairs 

Miriam O’Day, AARC’s Director of Legislative Affairs provided an update on the 

Congressional activities of interest to the RT profession. Congress is entirely focused on budget 

and debt issues, in particularly the potential actions of the “Super Committee” tasked with 

finding $1.3 trillion dollars in savings. Because of this near total focus on cost savings efforts, 

Congressional action on any other legislation, including AARC”s HR 941, the Medicare RT 

Initiative has been stalled. We will continue our efforts to move our bill forward in 2012; our 

focus will be on urging our Congressional supporters to assist with a new CBO cost analysis. We 

will begin to plan for our March 2012 PACT Lobby Day where despite the current climate RTs 

and pulmonary patients who will once again join us, will continue to advocate for our legislation. 

The AARC is also supporting S 1350 and HR 2505 the Pulmonary Fibrosis Research 

Legislation. 

 

Anne Marie Hummel, AARC’s Director of Regulatory Affairs discussed the most recent 

regulatory actions by CMS. Most notably, the final rules that will provide only $37 

reimbursement for the pulmonary rehabilitation code… an unsustainable amount. AARC along 

with its Pulmonary Rehab association partners will meet in December 2011 to develop a 

response strategy the organizations can take to CMS to try to amend the new payment.  It was 

also reported that CMS has revised aspects of the Medicare Hospital Conditions of Participation 

that will decrease paper work requirements for hospitals. Several of the revisions will be 

advantageous to respiratory departments.  AARC has also written to the Department of Veteran’s 

Administration requesting clarification on the license/credential policy it has for employing RTs 

in the VA system.  

 

State Government Affairs 

Cheryl West, AARC”s Director of Government Affairs provided additional details to the State 

Government Affairs Report. This update included a more detailed discussion on the new 

ABSM’s polysomnography exam and credential the Registered Sleep Technologist-RST.  

Respiratory Care Licensure Boards are receiving requests by the ABSM to formally rule that 

those who hold this non accredited credential should be exempt from the respiratory care 

licensure law, thus be allowed to provide the full scope of practice of the respiratory profession. 

AARC’s response is to recommend that RC Licensure Boards inquire if the new exam has been 

accredited by an independent accrediting agency, such as the NCCA, as being valid and reliable.  

In addition, State Societies were urged to make sure their Legislative Committees were fully 

prepared to address any new challenges and opportunities that will occur once most state 

legislatures come back into session January 2012.  States will continue to look for ways to find 

budget savings, which may include rescinding professional licensure (MI and VT have tried) or 
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expanding the scope of practice of para-professionals into clinical areas where competency has 

not been documented.  

 

 

RECESS 

Chairman Sokolowski recessed the meeting of the AARC Board of Medical Advisors at 

12:31pm EST, Sunday, November 6, 2011.  

 

RECONVENE 
Chairman Sokolowski reconvened the meeting of the AARC Board of Medical Advisors at 

1:06pm EST, Sunday, November 6, 2011. 

 

MEDICAL ADVISOR REPORTS 

Members gave brief overviews of their respective organizations.  

 

SPECIALTY SECTION REPORTS 

The Specialty Section Reports were reviewed.   

 

Education Section Report 

Dr. Paul Selecky moved that the “AARC President appoint a representative of BOMA to the Ad 

Hoc Committee on 2015”.  Dr. Richard Sheldon was suggested.  This recommendation will be 

presented at the New BOD meeting on Tuesday, November 8, 2011. 

Motion carried 

 

OTHER REPORTS 

ARCF and International Committee reports were reviewed. 

 

Dr. Sokolowski thanked Sam Giordano and the AARC for their assistance with the Haiti 

earthquakes.  There currently are no respiratory therapists in Haiti and Dr. Sokolowski and a 

team of volunteers RTs are going there next month to educate. 

 

Dr. Sokolowski suggested that the term of the BOMA Chair should be extended to two years.  

Dr. Bernhard moved to accept.  This suggestion requires a Bylaws change. 

Motion carried 

 

UNFINISHED BUSINESS 

There was no unfinished business. 

 

NEW BUSINESS 

Dr. Aranson asked for a response from BOMA regarding the rescinding of the RT licensure CE 

requirement in Maine.  Dr. Sheldon moved to “resolve that BOMA support continuing education 

for maintenance of licensure for respiratory therapists in all states.” 

Motion carried 

 

Dr. Aranson moved “that the BOD consider smoke free properties/venue for future annual 

meetings.” 

Motion carried 

 

Drs. Kageler and Sheldon will work together and report on a potential resolution regarding 

proprietary vs. non-proprietary schools. 
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MOTION TO ADJOURN 
Dr. Phil Marcus moved “To adjourn the meeting of the AARC Board of Medical Advisors.” 

Motion Carried 

 

ADJOURNMENT 

Dr. Sokolowski adjourned the meeting of the AARC Board of Medical Advisors at 2:42pm EST, 

Sunday, November 6, 2011. 
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President`s Council 

Sumbitted by Margaret Traband 

4/1/2012 
 

Recommendations 

No Recommendations  

Report 

The President’s Council Meeting occurred on Sunday, November 6, 2011 in Tampa, Florida 

 The 2011 Award Winners were introduced  

 Reports were given from 

o The 2011 AARC President Karen Stewart 

o The 2011 AARC House of Delegates Speaker Bill Lamb 

o International Guests Yuan Yue-hau and Dr. Xiangyu Zahng, Governors for China 

o The 2011 Chair of Commission on Accreditation for Respiratory Care David 

Bowton 

o The 2011 NBRC President Gregg L. Ruppel 

The President’s Council selected Dr. Bruce Rubin the 2012 Jimmy A. Young Medal Winner.  

Dr. Bruce Rubin has made many contributions to the AARC and related organizations such as 

the ARCF, BOMA ICRC to name a few. The results were announced to the Council on February 

9, 2012.  Margaret Traband notified the award winner. 
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Standing 

Committee 

Reports 
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Audit Sub-Committee 
 

Reporter: John Steinmetz 

Last submitted: 2012-03-30 09:20:06.0  

 

Recommendations 

The Audit-Sub Committee recommends that the AARC Board of Directors (BOD) review the 

discretionary employer contribution percentage amount and determine if this is still within an 

acceptable limit and consider the development of guidelines for future contributions.  An 

independent benefits consultant might be considered. 

 

Report 

The AARC Audit-Sub Committee met via phone conference on Thursday, March 8, 2012.  The 

committee reviewed the Consolidated Financial Statements and Independent Auditors’’ Report 

dated December 31, 2011 and 2010 and found the records to be in compliance with accounting 

principles generally accepted in the U.S.  

 

The committee discussed the auditors’’ remarks in Note 7: Employee Benefit Plan.  The plan 

requires a 3% contribution to employee compensation; however, the Organization may make 

discretionary contributions above the 3% minimum.  Actual contribution for 2011 and 2010 total 

8% of eligible employees’’ base salary and were approximately $212,600 and $222,000, 

respectively.  It was unclear to the Audit Sub-Committee, what the decision process is for 

discretionary contribution, what guidelines exist regarding amount of discretionary contribution, 

and how this compares to other similar organizations.  

 

After the phone conference, additional information was received from Bill Sims of the Auditors 

(see below).  Bill presents a historical perspective of the current discretionary contribution. It 

appears that it has been 10 years since the BOD critically reviewed the discretionary contribution 

amount and that no guidelines exist. 

 

 E-mail from Bill Sims, Auditor: 

 

Good morning John, 

 

 I trust you had a good weekend and your Monday is going well so far.   

 

 Tony Lovio contacted me this morning after learning late last week that there was a discussion 

and then a proposal by the Audit committee regarding the compensation discussion we had after 

he dropped off the phone call a couple of weeks ago.  He called me asking about that discussion, 

and I told him my recollection was that the discussion was about overall compensation of AARC 

people relative to other nonprofits.  I also told him that with the change in ED/President, that it 

might make sense to look at it.  I also remember asking if there was a compensation committee 

that was charged with overall review of the compensation and benefits for staff. 

 

 Tony then went on to tell me that the proposal concerned having a plan consultant look at the 

benefit plan, and he asked me if that was my take-away from that part of the meeting; I told him 

what I described above.   
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However, given his understanding, he pulled together the information below on the history of the 

retirement plan contribution.  

 

The history of the 8% contribution is as follows: 

 

•·         The 8% goes back as far as SEPT 1985 (based on the employee manual at that time which 

specifically mentions it). I could not find exactly when the pension / retirement went into place 

but it was approximately in the 1982-85 timeframe that it occurred. I do know it was a different 

type of plan and NOT a 401K 

 

 •·         In April 1997, when Wells Fargo was replaced by Alliance Trust for a short time as the 

trustee, the BOD did have a resolution adopting / ratifying the money purchase (pension) plan at 

that time and within it was a specific 8% Employer contribution reference--thus, the BOD 

approved / ratified the 8% at that time. 

 

•·         When we went to the 401K plan, it was simply adopted and approved by the BOD in July 

1997. However, this plan did not call out a specific figure for an employer contribution. I suspect 

the 8% simply carried forward and was built into the budget process each year since which was 

then approved by the BOD. 

 

 •·         The 3% safe harbor / XX % discretionary employer contribution split (of the current, 

although not specified, 8%) came about 1/1/2003 and was approved by the BOD as an overall 

plan update/ restatement in October 2002. 

 

 •·         The 8% has been built into the budget each year (for at least the last 15 years, probably 

longer) and has been approved by the BOD each year as part of the normal budget process ever 

since. 

 

John, you guys can make any recommendation you choose, but I wanted to reach out to you to 

see if my understanding was incorrect, or if you and/or the committee had gone on beyond that 

discussion to where you are now regarding the plan consultant.    And I wanted to reach out and 

make sure I talked with you prior to what Tony said was the proposal going out today. 

 

 I’m out of my office today, but I’d be happy to talk with you if you so choose. My cell number is 

214.912.8979. 

 

Thanks. 

 

Bill Sims, CPA 

Salmon Sims Thomas 

972.341.9545   888.332.4829 

 

Other 

 

Thank you to the committee; Susan Rinaldo-Gallo, Linda Van Scoder, Ross Haven, John 

Walton, Tony Lovio, and Auditors, Salmon Sims Thomas & Associates 
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Bylaws 

Reporter: Rick Weaver 

Last submitted: 2012-03-23 14:57:25.0  

Recommendations 

 Recommend that the AARC BOD accept and approve the Alaska Society for Respiratory 

Care Bylaws.  

 Recommend that the AARC BOD accept and approve the Michigan Society for 

Respiratory Care Bylaws. 

Report 

They Bylaws Committee has reviewed the bylaws submitted by the Alaska and Michigan 

Societies for Respiratory Care and found that they meet the criteria for approval. 
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Alaska Society for Respiratory Care 
PO Box 773485 
Eagle River, Alaska 99577-3485 
 
AARC Board of Directors, 
 
The Alaska Society Board of Directors submits with this cover letter changes to the Bylaws of 
the Alaska Society for Respiratory Care (ASRC).  The reasons for the changes include: 
 

1. We clarified our voting process; including electronic voting.   
2. We clarified our purpose; to not commit any act which shall constitute unauthorized 

practice of medicine under the laws of the State of Alaska. 
3. We clarified committee membership; consisting of two members. 
4. We clarified how office vacancies would be filled. 
5. We clarified date and place of our annual business meeting. 
6. Office terms were changed prior to this revision.   

 
 
Thank You for your consideration of these issues. 
 
 
 
Sincerely,  
 
 
Janine Forrest 
Vicki Faciance 
Bylaws Committee for the ASRC 
 
Liz Collins, President ASRC 
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BYLAWS OF THE ALASKA SOCIETY OF THE 
 

AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
 
 
 

ARTICLE I 
 

NAME 
 

This organization shall be known as the ALASKA SOCIETY FOR RESPIRATORY CARE (ASRC) 
(hereinafter referred to as the Society), a chartered affiliate of the American Association for 
Respiratory Care (hereinafter referred to as the Association). 
 

ARTICLE II 
 

Affiliation 
 

The ALASKA SOCIETY FOR RESPIRATORY CARE (ASRC) shall be a chartered affiliate of the 
American Association for Respiratory Care and shall abide by the rules and regulations of the 
Association as promulgated from time to time. 
 

ARTICLE III 
 

Boundaries 
 

The area included within the boundaries of this Society shall be the geographical boundaries of 
the State of Alaska. 
 

ARTICLE IV 
 

Object 
 

Section 1. Purpose 
 

a. To encourage and develop on a regional basis educational programs for those 
persons interested in the field of respiratory care. 

 
b. To advance the science, technology, ethics, and art of respiratory care through 

regional institutes, meetings, lectures, and the preparation and distribution of a 
newsletter and other materials. 

 
c. To facilitate cooperation between respiratory care personnel and the medical 

profession, hospitals, service companies, industry, and other agencies within the 
region interested in respiratory care; except that this Society shall not commit 
any act which shall constitute unauthorized practice of medicine under the laws 
of the State of Alaska.   except that this Society shall not commit any act which 
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shall constitute unauthorized practice of medicine under the laws of the State of 
Illinois in which the parent Association is incorporated, or any other state. 

 
d. To participate in public education on health promotion and disease prevention 

within the state of Alaska.  
 
Section 2. Intent 
 

a. No part of the net earnings of the Society shall inure to the benefit of any private 
member or individual. 

 
b. Distribution of funds, income, and property of the Society may be made to 

charitable, educational, scientific, or religious corporations, organizations, 
community chests, foundations, or other kindred institutions maintained and 
created for one or more of the forgoing purposes if at the time of distribution 
the payees or distributees are exempt from income taxation, and if the gifts are 
then exempt from taxation under the provisions of Section 501. 2055. 2522 of 
the Internal Revenue Code, or any later or other sections of the Internal Revenue 
Code which amend or supersede the said actions. 

 
ARTICLE V 

 
Membership 

 
Section 1. Classes 
 

The membership of this Society shall include four (4) classes: Active Member, Associate 
Member, Special Member, and State Associate Member. 
 

Section 2. Eligibility and Classification 
 

a. Each applicant for membership shall meet qualifications of ethical practice and 
suitable moral standards as determined by the membership committee. 

 
b. An individual is eligible to be an Active Member of this Society if he/she is an 

Active Member of the American Association for Respiratory Care, provided 
his/her place of employment is within the defined boundaries of this Society. 
Active Members have all the rights and privileges of membership including: the 
rights to hold office, vote, serve as committee chairs, and serve on committees. 

 
c. An individual is eligible to be an Associate Member of this Society if he/she is 

presently employed within the field of Respiratory Care or a related field and is 
an Associate Member of the American Association for Respiratory Care. 
Associate Members shall have all the rights of membership except that they shall 
not be entitled to hold office, vote, or chair committees. 
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d. An individual is eligible to be a Special Member of this Society is he/she is an 
Honorary, Life, or General member of the American Association for Respiratory 
Care. Life Members have all the rights and privileges of Active Members.  
Honorary and General Members have all the rights and privileges of Associate 
Members. 

 
e. State Associate members are individuals interested in the delivery of respiratory 

care in the state of Alaska. They may opt to join the Society, but not the 
Association. Such individuals will be subject to the payment of dues and will have 
all the rights of Associate membership in the Society, except they will not be 
permitted to vote. They may serve on state committees, though not as 
Chairman. 

 
Section 3. Eligibility for Membership 
 

Association members in good standing who are employed within the geographical 
boundaries of the State of Alaska are members of the Society and do not need to go 
through an additional application process. Individuals interested in respiratory care in 
Alaska may apply to the ASRC for State Associate Membership. State Associate 
Members may be assessed membership dues to be suggested by the Board of Directors 
subject to approval by the general membership. 

 
Section 4. Annual Renewal 
 

Members are eligible for renewal of their Society membership as long as they remain 
members in good standing of the Association. State Associate Members must renew 
their membership annually and pay the applicable dues. 

 
ARTICLE VI 

 
Offices 

 
Section 1. Officers 
 

The officers of the Society shall be: a President, a President-Elect (who automatically 
succeeds to the Presidency when the President’s term ends), a Vice-President, a 
Secretary, and a Treasurer. 

 
Section 2. Directors 
 

There shall be four (4) Directors. Two (2) Directors will be elected each election year and 
others as necessary to fill existing vacancies. 
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Section 3. Term of Office 
 

a. The term of office for officers shall be for two (2) years. The term shall begin 
January 1 of the year following the election.  

 
b. The term of office for Directors shall begin January 1 of the year following the 

election and shall be for four (4) years. 
 
Section 4. Vacancies of Office 
 

a. In the event of a vacancy in the office of the President, the elected President-
Elect shall become acting President to serve the unexpired term, and shall serve 
his own, the successive term, as President.  

 
b. In the event of a vacancy in the office of the Vice-President, the Secretary shall 

assume the duties, but not the office, of Vice-President as well as his own until 
the next meeting of the Board of Directors, at which time the Board shall elect a 
qualified member to fill the vacancy. 

 
c. In the event of vacancy in the offices of Secretary or Treasurer, the Board will 

meet and appoint a replacement.  
 
Section 5. Duties of Officers 
 

a. President 
 

The President shall preside at the annual business meeting and all meetings of 
the Board of Directors; prepare an agenda for all business meetings and each 
meeting of the Board of Directors; appoint standing and special committees, 
subject to approval by the Board of Directors; be an ex-officio member of all 
committees except the Nominations and Elections committee; and present to 
the Board of Directors and membership an annual report of the Society’s 
activities. 

 
b. President-Elect 
 

The President-Elect shall become acting President and shall assume the duties of 
the President in the event of the President’s absence, resignation, or disability; 
he/she shall perform such other duties as shall be assigned by the President or 
the Board of Directors. The President-Elect shall be a member of the Society’s 
Delegation in the House of Delegates. 
 

c. Vice-President 
 

The Vice-President shall assume the duties and office of the President-Elect in 
the event of the President-Elect’s absence, resignation, or disability, and will also 



 

Page 101 

continue to carry out the office of the Vice-President. The Vice-President shall be 
a member of the Society’s Delegation in the House of Delegates. 
 

d. Treasurer 
 

The Treasurer shall have charge of all the funds and securities of the Society; 
disbursing funds as authorized by the Board of Directors and/or in accordance 
with the adopted budget; and depositing funds as the Board of Directors may 
designate.  He/she shall see that full, accurate accounts are kept, make a written 
quarterly financial report to the Board of Directors, and a complete written 
yearly report at the annual business meeting. All other duties, and issues such as 
bonding and endorsement of checks, will be specified in the policies and 
procedures of the Society. At the expense of the Society, he/she shall be bonded 
in an amount determined by the Board of Directors. 
 

e. Secretary 
 

The Secretary shall keep minutes of all meetings of the Society and the Board of 
Directors and shall submit a copy of the minutes of each meeting to the 
governing body of the Society and to the Executive Office of the Association as 
specified in the policies of the Society and the Association. Committee chairs will 
be responsible for keeping their own minutes and must submit those minutes to 
the Secretary for the record. The Secretary shall handle the general 
correspondence and perform all duties as from time to time shall be assigned by 
the President or Board of Directors. 

 
ARTICLE VII 

 
Nominations and Elections 

 
Section 1. Nominations and Elections Committee 
 

The Chairman shall report the slate of nominees to the Board of Directors at least sixty 
(60) days prior to the annual business meeting or scheduled election for review. The 
final slate of nominees shall be approved by the Board of Directors prior to the ballots 
being sent to members. 
 

Section 2. Nominations 
 

The Nominations and Elections Committee shall place in nomination the names of 
candidates for the offices of President-Elect, Vice-President, Secretary, and Treasurer, 
and for each of the Board of Directors positions to be elected. Only Active Members in 
good standing and Life Members shall be eligible for nomination. The Nominations and 
Elections Committee shall provide a pertinent biographical sketch of each nominee’s 
professional activities and services to the organization, all of which shall be a part of the 
ballot.  
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Section 3. Ballot 
 

a. The Nominations and Elections Committee’s slate and biographical sketches shall 
be sent to every Active member in good standing and eligible to vote at least 
thirty (30) days prior to the annual business meeting or scheduled election. 

 
b. The Board of Directors shall specify how the vote is to be conducted at least sixty 

(60) days prior to the election. Elections may be conducted by mail, electronic 
vote, or in person. See the ASRC Procedure Manual for election process. 

 
c. The Nominations and Elections Committee shall consist of at least three (3) 

impartial members. Any member of the committee who wishes to run for office 
must resign membership on the committee.    

 
d. It is the duty of the committee to tally the votes and announce the results in a 

written report to the membership.  
 

e. Only Active Members in good standing and Life Members may vote in Society 
Elections. It is the duty of the Committee to check each member’s voting 
eligibility prior to sending out ballots. 

 
Section 4. Committee Membership 
 

a. The committee shall consist of at least two (2) members. 
 
b. This committee shall prepare, receive, verify, and count ballots for all elections 

held during the calendar year. 
 

c. The duties of the committee are outlined in the ASRC Procedure Manual. 
 

ARTICLE VIII 
 

Board of Directors 
 
Section 1. Composition and Powers 
 

a. The executive government of this Society shall be vested in a Board of nine (9) 
Active or Life members consisting of the President, President-Elect, Vice-
President, Treasurer, Secretary, and four (4) Directors. 

 
b. The President shall be chairman and presiding officer of the Board of Directors.  

The President shall invite such individuals to the meetings of the Board as he/she 
shall deem necessary with the privilege of voice, but not vote. 

 
c. The Board of Directors shall have the power to declare an office vacant by a two-

thirds (2/3) vote upon refusal or neglect of any member of the Board to perform 
the duties of that office or for any conduct deemed prejudicial to the Society. 
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Written notice shall be given to the member that the office has been declared 
vacant. 

 
d. A person may hold only one office on the Board of Directors. 

 
e. The Immediate Past-President shall be invited to attend all meetings of the 

Board of Directors, with the right of voice but not vote. 
 
Section 2. Duties 
 

a. Supervise all business and activities of the Society within the limitation of these 
Bylaws. 

 
b. Adopt and rescind standing rules of the Society. 

 
c. Determine payments, salaries, fund-raising activities, and other related matters, 

after consideration of the budget. 
 
Section 3. Vacancies 
 

a. Any vacancy that occurs on the Board of Directors shall be filled by a qualified 
member appointed by the Board of Directors. Individuals so appointed shall 
serve until the next regular election. 

 
b. Upon vacancy in the office of President, an elected President-Elect shall serve 

until the next scheduled election and then automatically succeed to the 
Presidency. 

 
 

Section 4. Meetings 
 

a. The Board of Directors shall meet immediately preceding and immediately 
following the annual business meeting of the Society and shall not hold fewer 
than two (2) regular and separate meetings during the calendar year. Such 
meetings may be in person, by teleconference, or by other equivalent 
technology, as long as there is a quorum. 

 
b. Special meetings of the Board of Directors shall be called by the President at 

such times as the business of the Society shall require, or upon written request 
of five (5) members of the Board of Directors. 

 
c. A majority of the Board of Directors, five (5), shall constitute a quorum at any 

meeting of the Board. No official Society business may be conducted at a 
meeting without a quorum. 

 
Section 5. Mail Vote 
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If the Board of Directors feels it necessary to present any business to the membership 
prior to the next scheduled meeting, they may instruct the Nominations and Elections 
Committee to conduct a vote of the membership by mail or other equivalent 
technology, subject to the Society’s Bylaws and policies. The question(s) presented in 
the vote, except for amendments to the Bylaws, will be decided by a majority of the 
votes received.  Details for conducting the vote will be specified in the policies and 
procedures of the Society. The procedure for amending the Bylaws is governed by 
Article XVIII of this document. 
 

Section 6. Executive Committee 
 

The Executive Committee of the Board of Directors shall consist of the President, 
President-Elect, Vice-President, Secretary, and Treasurer. The Immediate Past-President 
shall also be a member of the Executive Committee, with the privilege of voice but not 
vote. The committee shall have the power to act for the Board of Directors between 
meetings of the Board of Directors and such action shall be subject to ratification of the 
Board at its next meeting.  

 
ARTICLE IX 

 
Meetings 

 
Section 1. Date and Place 
 

a. The Society shall hold an annual business meeting at a date and time to be 
determined by the Board, but no later than November 15th of each year; 
additional meetings may be held as required to fulfill the objectives of the 
Society.  

 
b. The Program Committee will present recommendations for the place of the 

annual meeting to the Board of Directors. The Board of Directors will choose the 
place by their first meeting of the calendar year. In the event of a major 
emergency, the Board of Directors may cancel the scheduled meeting, set a new 
date and place, if feasible, or conduct the business of the meeting by 
teleconference, mail or other equivalent technology, provided the material is 
sent in the same words to all voting members. 

 
Section 2. Purpose 
 

a. The annual business meeting shall be for the purpose of conducting Society 
business, including committee reports, election results, and other business 
deemed necessary by the membership. 

 
b. Additional business meetings shall be for the purpose of receiving reports and 

other business. 
 
Section 3. Notification 
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Notice of the time and place of the annual business meeting shall be sent to all 
members of the Society not fewer than sixty (60) days prior to the meeting. An agenda 
for the annual business meeting shall be sent to all members not fewer than thirty (30) 
days prior to the annual business meeting. 
 

Section 4. Quorum 
 
A majority of the voting members registered at a duly called business meeting shall constitute a 

quorum. 
 

ARTICLE X 
 

Society Delegates to the AARC House of Delegates 
 
Section 1. Election 
 

The Society’s Delegation shall consist of the President-Elect and the Vice-President.  
  

Section 2. Term of Office 
 

The term of office for Delegates shall be concurrent with their term as President-Elect or 
Vice-President. 

 
ARTICLE XI 

 
Committees 

 
Section 1. Standing Committees 
 

The President may appoint the members of standing committees as needed. Members 
so appointed by the President will be ratified by the Board at the next scheduled 
meeting.  
 
a. Nominations and Elections  
 
b. Program 

 
c. Budget and Audit 

 
d. Judicial 

 
Section 2. Special Committees and Other Appointments 
 

Special Committees may be appointed by the President. Such committees must have a 
designated purpose and an identified expiration date. A committee may continue 
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beyond its expiration date upon notice the purpose has not been met and then only 
with approval by the Board of Directors. 
 

Section 3. Committee Chairman’s Duties 
 

a. The President shall appoint the chairman of each committee. 
 
b. The Chairman of each committee shall confer promptly with the members of his 

committee on work assignments. 
 

c. The Chairman of each committee may recommend prospective committee 
members to the President. When possible, the Chairman of the previous year 
shall serve as a member of the new committee. 

 
d. Non-members or physician members may be appointed as consultants to the 

committees. 
 

e. Each standing committee Chairman requiring operating expenses shall submit a 
budget for the next fiscal year to the Budget and Audit Committee thirty (30) 
days prior to the annual business meeting. 

 
Section 4. Committee Duties of the Board of Directors 
 

a. Serve as the Budget and Audit Committee. 
 

1) This committee shall be composed of the Executive Officers and the 
Board of Directors. 

 
2) They shall propose and approve an annual budget. The membership will 

receive a copy of the budget within thirty (30) days of the meeting. 
 

b. Serve as the Judicial Committee. 
 

1) This committee shall consist of the Executive Officers and the Board of 
Directors. 

 
2) This committee shall review formal written complaints against any 

individual Society member charged with any violation of the Society’s 
Bylaws or otherwise with any conduct deemed detrimental to the 
Society.  Complaints or inquiries may be referred to this Committee by 
the Judicial Committee of the Association. 

 
 
3) If the Committee determines the complaint justifies an investigation, a 

written copy of the charges shall be prepared with benefit of legal 
counsel if deemed advisable. 
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4) A statement of charges shall then be served upon the member and an 
opportunity given the member to be heard before the Committee. 

 
 
5) After careful review of the results of the hearing conducted with the 

benefit of legal counsel, when the Chairman of the Committee deems it 
necessary or advisable, the Committee may recommend to the Board of 
Directors to expel or suspend such a member. A complete report shall be 
forwarded including copies of all documents to the Chairman of the 
Judicial Committee of the Association, after a final decision by two-thirds 
(2/3) vote has been made by the Society’s Board of Directors. 

 
ARTICLE XII 

 
Duties of Committees 

 
 
Section 1. Program Committee 
 

a. This Committee shall consist of at least two (2) members and be so constructed 
as to provide experienced members for program planning. 

 
b. The Medical Advisor(s) or his designate shall be consultant to this committee. 

 
c. The Committee shall be responsible for procuring and maintaining educational 

materials for the Society. 
 

d. The Committee shall encourage and assist regions in their efforts to conduct 
educational programs. 

 
e. The Committee shall concern itself with continuing education programs and 

special education projects of the Society. 
 

f. The Chairman of the Program Committee shall receive all proposed Society 
educational programs for review and approval. 

 
ARTICLE XIII 

 
Society Medical Advisor 

 
The Society shall have at least one (1) Medical Advisor, and shall conform to Article IX, Section 3 
of the Association Bylaws concerning chartered affiliate Medical Advisors. 
 

ARTICLE XIV 
 

Fiscal Year 
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The fiscal year of this Society shall be from January 1 through December 31. 
 

ARTICLE XV 
 

Dues and Assessments 
 
The Society shall have the right to assess membership dues as established by the Board. 
 

ARTICLE XVI 
 

Ethics 
 

If the conduct of any Society member shall appear, by report of the Society or the Association’s 
Judicial Committee, to be in willful violation of the Bylaws or standing rules of this Society or 
prejudicial to this Society’s interests, as defined in the Association’s Code of Ethics, the Board of 
Directors may, by a two-thirds (2/3) vote of its entire membership, suspend or expel such a 
member. Within thirty (30) days after receipt of notice of expulsion, the expelled member shall 
have the right to appeal the decision to the Board of Directors. If such appeal is made, the 
Board, at its next meeting shall uphold, reverse, or modify the action of the Committee. All such 
suspension or expulsion actions shall be reported immediately to the Association’s Judicial 
Committee. 
 

ARTICLE XVII 
 

Parliamentary Procedure 
 

The rules contained in Robert’s Rules of Order, Revised shall be utilized as a reference whenever 
they are not in conflict with the Bylaws of the Society or of the Association. 
 

ARTICLE XVIII 
 

Amendments 
 

To amend these Bylaws, all eligible voting members of the ASRC must be given a copy of the 
proposed change(s) sixty (60) days prior to the scheduled vote. The vote may be by mail or 
other equivalent technology, so long as provisions are made to allow all eligible members the 
opportunity to vote. Amendments are considered approved if they get a two-thirds (2/3) 
majority of the votes received. All amendments must be approved by the Association’s Bylaws 
Committee and shall become effective upon ratification by the Association’s Board of Directors. 
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February 21, 2012 

 

 

 

To:  The AARC BOD 

Re:  Michigan Bylaws amendments 

, 

 

The Michigan Society for Respiratory Care (MSRC) has completed the revision of its bylaws 

with the following changes:  

 

1. The statement that the MSRC has the authority to assess dues. 

 

2. The MSRC has eliminated Article III.G. Chartered Affiliate Member. 

 

3. Clarified that to be a life member of the MSRC you must be an active or life member of the 

AARC.  Life members have to meet the same eligibility criteria as active members.   

The MSRC looks forward to your review of these bylaws and feels that we have done our due 

diligence to assure that our bylaws are acceptable to the AARC.  The MSRC looks forward to 

implementing our revised bylaws.   Please me know if you have any questions.   

 

Sincerely, 

 

MSRC Bylaws Chair 
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BYLAWS OF THE MICHIGAN SOCIETY FOR RESPIRATORY CARE (MSRC) A CHARTERED 

AFFILIATE OF THE AMERICAN ASSOCIATION FOR RESPIRATORY CARE  

AS ADOPTED DECEMBER 1972  
AND AMENDED JUNE 15, 1980  
AND AMENDED JUNE 28, 1985  

AND AMENDED NOVEMBER 16, 1990  
AND AMENDED DECEMBER 5, 1991  
AND AMENDED FEBRUARY 5, 1993  

AND AMENDED JULY 23, 1996  
AND AMENDED DECEMBER 3, 2004 

AND AMENDED ___ ___ ___  
 

 
 

ARTICLE I -NAME  

This organization shall be known as the Michigan Society for Respiratory Care. It is incorporated 
under Public Act No. 327 of 1931 of the State of Michigan. It is a Chartered Affiliate of the American 
Association for Respiratory Care, hereinafter referred to as the AARC, which is incorporated under the 
General Not for Profit Corporation Act of the State of Illinois.  

ARTICLE II -OBJECT  
Section A -Purpose  

1 To encourage and develop educational programs on a regional basis for those persons interested 

in the field of Respiratory Care.  

2 To advance the science, technology, ethics and art of Respiratory Care, through meetings, 

lectures and the preparation and distribution of Society publications and other materials.  

3 To facilitate cooperation between respiratory care personnel and the medical profession, 

hospitals, service companies, industry and other agencies within the State interested in 

respiratory care; except that this Society shall not commit any act which shall constitute 

unauthorized practice of medicine under the laws of the State of Michigan, the state in which the 

parent Society is incorporated, or any other state.  

4 To ensure strict adherence to the principles of the Code of Ethics of the AARC.  

5 To promote education of the general public on pulmonary health promotion and disease 

prevention.  

 
Section B -Intent  

1 No part of the net earnings of this Society shall inure to the benefit of any private member 

or individual, nor shall the Society perform particular services for individual members thereof, 

other than those usually and customarily performed by similar organizations.  

2 Contributions of any kind, except as otherwise defined in this document, may be made 

only to such charitable or other organizations which operate from tax exempt contributions under 

the appropriate sections of the Internal Revenue Code. Such contributions must be authorized by 

a majority vote at any meeting of the House of Representatives.  
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ARTICLE III -MEMBERSHIP  

The MSRC has the authority to assess annual dues. 

Section A -Classification  

The membership of this Association shall include the following classes: Active Member, Associate 
Member, Student Member, Life Member, and Honorary Member. The area included within the boundaries 
of this Society shall be the boundaries of the State of Michigan.  

Section B -Active Member  

An individual is eligible to be an Active Member of the MSRC if the member meets the following 
criteria  

1. Is currently an Active or Life Member of the AARC. 

2. Resides or works in the state of Michigan or has designated Michigan as their affiliate of 
choice to the AARC, 

3. AND meets one of the following criteria: 

a. Currently licensed by the State of Michigan as a respiratory therapist,  OR 

b. Holds a credential issued by the National Board for Respiratory Care, Inc. or its 

successors 

 
Active members in good standing shall be entitled to all the rights and privileges of membership 

of the Society including: the rights to hold office, be a committee chair, and vote.  

Section C -Associate Member  

An individual will be classified as an Associate Member of the MSRC if the member wishes to be 
a member of the MSRC but does not qualify for Active Membership. Associate Members shall have all 
the rights and privileges of the Society except they shall not be entitled to hold office, vote, or serve as a 
chair of any standing committee of the Society.  

This Membership classification would include, but is not limited to,  

1 an individual who has the qualifications for Active Membership in the AARC but is not 

currently a member;  

2 an individual who qualifies, but not necessarily is, an Associate Member of the AARC.  

 
Section D -Student Member  

An individual will be classified as a Student Member of the MSRC if the member is enrolled in a 
CoARC (Commission on Accreditation for Respiratory Care accredited educational program in respiratory 
care or in a an educational program in respiratory care in the process of seeking CoARC (Committee on 
Accreditation of Respiratory Care) accreditation. Student Members shall have all the rights and privileges 
of the Society except they shall not be entitled to hold office, vote, or serve as a chair of any standing 
committee of the Society.  
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Section E -Life Member  

1. Life Members shall be members who have rendered outstanding service to the MSRC 
or the AARC. Life membership may be conferred by a majority affirmative vote of the 
House of Representatives.  

 
2. Life members of the AARC will automatically have life membership conferred upon 

them as long as they meet the following criteria: 
 

a. Reside or work in the state of Michigan or have designated Michigan as their 
affiliate of choice to the AARC, 

b. AND meet one of the following criteria: 

1) Currently licensed by the State of Michigan as a respiratory therapist,  OR 

2) Hold a credential issued by the National Board for Respiratory Care, Inc. or 

its successors 

 
3. Life Members who are also Active Members of the AARC or those members that are 

Life Members because they are AARC Life Members shall have all the rights and 
privileges of membership of the Society, including the right to hold office, serve as 
committee chair, and vote. Life Members shall be exempt from the payment of any 
dues. 

 
Section F -Honorary Member  
 

Honorary Members shall be individuals who have rendered distinguished service to the field of 
Respiratory Care. Honorary membership may be conferred by a majority affirmative vote of the House of 
Representatives. Honorary members shall have all the rights and privileges of membership of the Society, 
except that they shall not be entitled to hold office, serve as committee chair, and vote. Honorary 
Members shall be exempt from the payment of dues for a period as determined by the House of 
Representatives.  

Section G -Application for Membership  

1 An applicant for membership shall submit a completed official application to the MSRC 

office. The MSRC office staff will follow the Membership Application Process as outlined in the 

MSRC policy and procedure manual. 

 
2. Annual Registration, Dues, and Assessments 

 

a. Each member who attains Society membership may renew membership in the 

Society by demonstrating continuing eligibility for such. 

b. Annual dues, or special assessments for the members of the Society, as well as 

policies and procedures regarding payment of such, are established by the 

MSRC House of Representatives. 

c. A requirement for maintaining good standing in each membership category is to be 

current with any dues and assessments required by the MSRC membership policy. 

 
Section H Membership Renewal  
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Membership Renewal will follow the policies as outlined in the MSRC Policy and Procedure Manual. 

 
Section I -Membership Specialty Sections  

Specialty Sections representing particular areas of interest within respiratory care shall be 
made available to all MSRC members. Specialty sections may be added or deleted by a majority vote of 
the House of Representatives.   

Section J -Dues and Assessments 

The amount for dues and dues cycle for each category of membership shall be recommended by the 
MSRC membership committee and follow the policies as outlined in the MSRC Policy and Procedure 
Manual.  Changes in these policies require approval by the House of Representatives 
 

Section K -Suspension or Expulsion from Membership  

If the conduct of any Active member shall appear, by the report of the Society's or AARC's 
Judicial Committee, to be in willful violation of the Bylaws, or standing rules of this Society or that of the 
AARC, or prejudicial to this Society's interest as defined in the AARC's Code of Ethics, the individual's 
name will be submitted to the AARC Judicial Committee for further action. If the conduct of any 
Associate, Student, Life or Honorary member shall appear, by the report of the Society's or AARC's 
Judicial Committee, to be in willful violation of the Bylaws, or standing rules of this Society or that of the 
AARC, or prejudicial to this Society's interest as defined in the AARC's Code of Ethics, the House of 
Representatives may, by two-thirds (2/3) vote of its entire membership, suspend or expel such a 
member. A motion to reconsider the suspension or expulsion of a member may be made at the next 
regular meeting of the House of Representatives. All such suspension or expulsion actions shall be 
reported immediately to the AARC Judicial Committee.  

ARTICLE IV -OFFICERS  
Section A -Officers  

The officers shall be President, President-Elect, Immediate Past President, Treasurer, Secretary, 
and AARC Delegates. The officers of this Society shall be members at large of the House of 
Representatives with full voting privileges.  

Section B -Nominations and Election of Officers  

1. The tabulation of all ballots and election of all officers and Medical Advisors shall be done 

as outlined in the MSRC Policy and procedure manual 

 
Section C -Term of Office  

The term of office shall begin January 1 of the fiscal year following the election. The incumbent 
officers shall remain in office until such date and until their respective successors assume office.  
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Section D -Succession  

No officer may serve more than two (2) consecutive terms in the same office. The President, 
President-Elect, and Past President shall not consecutively serve more than one (1) term in the same 
office.  

Section E -Duties of Officers  

1 President -The President shall be the Chief Executive Officer of the Society; shall serve as 

Speaker of the House of Representatives; preside at all general Society meetings; appoint 

chairs of all standing committees subject to House approval; be an ex-officio member of all 

committees except the Nominations and Elections Committee; present an annual report to 

the House and general membership; direct and administer the business of the Society as 

its Chief Executive Officer;  The term of office shall be as outlined in the MSRC Policy and 

Procedure Manual. 

2 President-Elect -The President-Elect shall become the President pro tem and shall assume 

the duties of the President in the event of the President's absence, resignation or disability; 

be an ex-officio member of all Committees; the term of office shall be as outlined in the 

MSRC Policy and Procedure Manual after which President-Elect will assume the 

responsibilities and duties of the President as described in Article IV, Section E, Subsection 

1 of these MSRC Bylaws.  

3 Immediate Past President -The Immediate Past President shall serve a term as outlined in 

the MSRC Policy and Procedure Manual immediately following the term as President and 

shall carry out duties as directed by the House of Representatives.  

4 Treasurer -The Treasurer shall account for the monies of the Society and disburse funds in 

accordance with the budget approved by the House of Representatives; be responsible for 

the continuing record of all income and disbursements; prepare and submit in writing, an 

annual report of the finances of the Society for the preceding year to the House of 

Representatives within thirty (30) days of the end of fiscal year; be an ex-officio member of 

the Budget Committee. The term of office shall be as outlined in the MSRC Policy and 

Procedure Manual.  

5 Secretary -The Secretary shall keep the minutes of the meetings of House of 

Representatives; attest to the signatures of the officers of this Society and, in general, 

perform all duties assigned by the President; submit a copy of the minutes of every meeting 

of the House and other business of the Society to the members of the House and the 

Director of Membership Services of the AARC within ten (10) days following the meeting. 

The term of office shall be as outlined in the MSRC Policy and Procedure Manual.  

6 AARC Delegates -The Delegates shall represent the MSRC in the AARC House 
Delegates according to the instructions given to them by a quorum of the House of 
Representatives of the MSRC; shall attend all meetings of the MSRC House of 
Representatives; and will perform other duties as assigned by the MSRC House of 
Representatives. The terms of office of the AARC Delegate shall be four years with one 
delegate being elected every two years.  

7 In addition to the foregoing specific duties, the duties of the officers shall be such as 
stated in Robert's Rules of Order Newly Revised except when in conflict with the Bylaws 
of the AARC or MSRC.  
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Section F -Vacancies in Office  

The House of Representatives shall fill any vacancy that occurs in an officer’s position for the 
unexpired term of said vacancy, unless a specified provision is made in these Bylaws in such an 
event. Vacancies may occur due to resignation, assumed resignation, impeachment, or other reasons.  
Details on filling officer position vacancies can be found in the MSRC Policy and Procedure Manual. 

ARTICLE V -HOUSE OF REPRESENTATIVES  

Section A -Composition and Power  

1.  The government of this Society shall be vested in the House of Representatives. The 
president shall serve as Speaker of the House of Representatives. The House Rules shall 
govern the organization and operation of the House of Representatives, provided they are 
not in conflict with these Bylaws or with the Bylaws of the AARC.  

 
2.  The Number of House of Representative districts and boundaries of each House of 

Representative district shall be determined by the House of Representatives.   

 
a. Additional districts or changes in boundaries of existing districts may be established 

on petition of Active MSRC Members within affected areas and as approved the 

House of Representatives. Districts may be combined and the total number of districts 

reduced on petition of Active MSRC Members within affected areas and as approved 

by the House of Representatives. 

 
Section B -Nomination and Election of Representatives  
 

1.  The tabulation of all ballots and election of all Representatives shall be done as outlined in 

the MSRC Policy and Procedure manual  

 
Section C –Representation ratio and Term of Office 

1. The requirements for the ratio of representatives per member in each district, numbers of 
alternates, and term of office is outlined in the MSRC policy and procedure manual. 

Section D -Duties  

1.  Duties of Representatives and Alternate Representatives shall be to represent their 
constituency to the best of their ability. Alternate representatives shall have full voting 
privileges in the absence of the elected Representatives. If an elected district 
representative is also an elected Membership Section Chair, the alternate district 
representative will assume voting privileges if present.  
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Section E -Membership Section Representation  

1 Each Membership Section Chair shall be a member at large of the House of 

Representatives with full voting privileges.  

2 The Chair-elect shall be elected by the Active MSRC Members of the individual sections and 

shall serve a two-year term as Chair-elect and a two-year term as Chair.  

3 If the Chair is not present at any House of Representatives meeting, the Chair-elect if 

present, will assume voting privileges.  

 
Section F -Medical Advisors  

1 There shall be at least two (2) Medical Advisors elected each election year for a term of one year, the 

exact number to be determined annually by the House of Representatives.  

2 The Medical Advisors shall have only such powers as are granted to them in these Bylaws.  

3 A Medical Advisor should attend the meetings of the House of Representatives as a non-voting member.  

 
Section G - Vacancies in the House of Delegates.  

Any vacancy that occurs in a House member’s position shall be filled by appointment by the 
President with approval of a majority of the House of Representatives for the unexpired term of said 
vacancy. Vacancies may occur due to resignation, assumed resignation, impeachment, or other 
reasons.  Details on filling a vacancy in the House of Representatives can be found in the MSRC 
Policy and Procedure Manual. 

 
ARTICLE VI -MEETINGS  

Section A -Regular Meetings  

1.  The House of Representatives shall meet on a regular schedule as approved by the 
House of Representatives.  Details on the meeting schedule can be found in the 
MSRC Policy and Procedure Manual 

Section B -Special Meetings  

1.  Additional meetings of the House of Representatives may be called by the President or at 
the request of a majority of the total membership of that body.  

Section C -Annual Business Meetings  

1 Not less than sixty (60) days prior to the Annual Business Meeting, written notice of the 

time and place of Meeting shall be sent to all members of the Society.  

2 The purpose of this meeting is to report to the general membership the activities of the 

MSRC government.  

 
Section D -Quorums  

1.  Quorum at a regularly called meeting is 12 voting members of whom 3 are officers as 
listed in Article IV, Section A of these bylaws. Any Specially Called Meetings requires 
50% of those eligible (by the Bylaws) to vote be present.  
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ARTICLE VII -COMMITTEES 
Section A –Permanent Standing Committees  

The following are Permanent Standing Committees and shall not be changed without a 
change in Bylaws 
 
a.  Audit Committee  
b.  Bylaws and House Rules Committee  
c.  Professional Development Committee  
d.  Industrial Relations Committee  
e.  Judicial Committee  
f.  Legislative Committee  
g.  Membership Committee  
h. Nominations and Elections Committee  
i.  Program Committee  
 

The Chair of each of these Standing Committees shall be appointed by the President, with House 
approval by simple majority vote, to serve a term one (1) year. All Chairs must be Active members of the 
Society. They need not be members of the House of Representatives. Duties and composition of each of 
the Permanent Standing committees are as follows:  

1.  Audit Committee  

a.  The Committee shall be composed of at least three members whose duty it 
shall be to ensure, by at least quarterly review of the accounts, that the 
Treasurer does not exceed the budget in any account, without approval of the 
House of Representatives.  

2.  Bylaws and House Rules Committee  

a.  The Committee shall be composed of the Clerk Parliamentarian (as defined in 
the Standing Rules of Order) and three other individuals whose duty it shall 
be to review and properly prepare all proposed amendments to these Bylaws 
and House Rules.  

3.  Professional Development Committee  

a.  The Committee shall be composed of at least three individuals whose duty it shall 
be to design and plan the educational activities of the Society. In addition the 
Committee shall administer funds designated for education and research, and for 
procuring and maintaining educational materials for the MSRC.  

4.  Industrial Relations Committee  

a.  The Committee shall be composed of at least three members, with the Program 
Committee Chairperson acting as an ex-officio member. The duty of the 
committee shall be to solicit exhibit hall booth sales, sponsorships and outside 
support funding for the Annual MSRC Convention and other programs and 
activities in conjunction with the President and respective chairpersons of 
committees and membership sections. The Committee will also coordinate exhibit 
hall set-up and operation, ensuring compliance with appropriate regulations.  
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5.  Judicial Committee  

a. The Committee shall be composed of three members. The Committee shall have the duty 
of reviewing formal, written complaints against any individual charged with any violation 
of the Society's Bylaws, AARC Code of Ethics, or otherwise with any conduct deemed 
detrimental to the Society or the AARC and any written requests for impeachment. All 
complaints regarding MSRC Active or Life Members are to be directed to the AARC 
Judicial Committee for resolution. All complaints regarding all other MSRC members are 
to be handled by the MSRC Judicial Committee.  

b.  If the Committee determines that the complaint justifies an investigation, a written copy 
of the charges shall be prepared with benefit of legal counsel if deemed advisable. A 
statement of charges shall then be served upon the member and an opportunity given 
that member to be heard before the Committee.  

c.  After careful review of the results of the hearing conducted with benefit of legal counsel, 
when the Chairperson of the committee deems counsel to be necessary or desirable, the 
Committee may, by two-thirds (2/3) vote of its entire membership, recommend expulsion 
to the MSRC House of Representatives. Counsel shall be retained only to advise the 
MSRC and not for purpose of representing the individual whose membership is being 
reviewed.  

 
6. Legislative Committee  

a. The Committee will be composed of three members and shall have the duty of 
concerning itself with legislation and government regulations pertaining to health 
care or the profession of respiratory care. The Committee shall participate with 
State government agencies as needed and prepare statements of the Society's 
position with regard to legislation or regulations subject to approval of the House of 
Representatives.  

 
7.  Membership Committee  

a.  The Committee shall be composed of at least three members whose duty it shall 
be to monitor a roster of members, bill and collect dues and forward monies to the 
Treasurer. They shall issue certificates of membership annually.  

8. Nominations and Elections Committee  

a.  The Committee shall be composed of at least three members whose duty it shall 
be to present each year the slate of nominees to the House of Representatives at 
least ninety (90) days prior to the election. The Committee will sent ballots to all 
eligible members of the MSRC and/or AARC as described in Article IV, Section B 
and Article V, Section B of these Bylaws. The Committee will further tabulate 
ballots and announce Election Results as noted in Article IV, Section B and Article 
V, Section B of these Bylaws.  

9. Program Committee  

a.  The Committee shall be composed of at least five members whose duty it shall be 
to plan, implement and coordinate the Annual Society Educational Program.  

The House of Representatives may create, combine, or disband non-permanent standing 
committees as necessary to manage the society’s business.  Approval to create, combine or disband a 
non-permanent standing committee requires a 2/3 majority vote of the House of Representatives.  Non-
permanent Standing Committee are committees that generally are expected to continue for a period of 
several years.  The list Duties and composition of non-permanent standing committees can be found in 
the policy and procedure manual. 

 
10. Other special committees may be created and/or chairs appointed by the President with House of 
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Representatives approval. Duties of these committees will be as designated by the President.  Other 
Permanent standing committees may be created by revision of these Bylaws.  

 
11. All committee members must be MSRC members (Active, Associate, Affiliate or Student).  
 
Section B -Membership Sections  
 

Membership sections shall be established or dissolved by approval of two-thirds of the MSRC 
House of Representatives present and voting at any regular or specially called meeting. The Chair shall 
be nominated and elected by those MSRC members who have designated themselves members of the 
respective Membership Sections. The Chair of these sections shall be Active Members of the MSRC and 
members-at-large of the House of Representatives with full privileges.  

Chairs of these Membership sections shall submit a written report to the President and Secretary 
prior to each meeting of the House of Representatives. Each membership section requiring operating 
expenses shall submit a budget for the fiscal year to the Budget and Audit Committee.  

ARTICLE VIII -PARLIAMENTARY AUTHORITY  

The rules contained in the current edition of Robert's Rules of Order Newly Revised shall govern 
the Society in all cases to which they are applicable and in which they are not inconsistent with these 
bylaws, the bylaws of the AARC and any special rules of order the Society may adopt.  

ARTICLE IX –Type of Policies 

The MSRC has the following types of policies. 

1.   Governance and House Rules 

A. These policies are policies that had historically been in the Michigan Society for 

Respiratory Care (MSRC) bylaws and/or described the composition of the House of 

Delegates, voting functions and other MSRC governance issues. 

B. Since these Governance and House Rules policies had been the historical foundation for 

the organization, changes in these governance functions should be considered carefully. 

These Governance and House Rules policies may be amended at any regular or 

specially called meeting of the MSRC House of Representatives, by approval of two-

thirds of those members present and voting. The two-thirds affirmative vote must be 

repeated at a separate meeting held at least 30 days after the first, provided that prior 

notice of all proposed changes to all members of the Society has been made. 

2. Operational Policies and Procedures.  These policies describe the roles and functions of MSRC 

committees and the volunteers that serve on these committees.  Changes in these policies will 

require simple majority vote of the MSRC House of Representatives. 

 

ARTICLE X -AMENDMENT OF BYLAWS  

These Bylaws may be amended at any regular or specially called meeting of the MSRC House of 
Representatives, by approval of two-thirds of those members present and voting. The two-thirds 
affirmative vote must be repeated at a separate meeting held at least 30 days after the first, provided that 
prior notice of all proposed changes to all members of the Society has been made. All amendments to 
these Bylaws shall be submitted to the AARC for adjudication as provided in its Bylaws. The Bylaws or 
amendments thereof, do not become effective until ratified by the Board of Directors of the AARC.  
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Elections Committee 
 

Reporter: Jim Lanoha 

Last submitted: 2012-03-23 09:42:34.0  

Recommendations 

No recommendations at this time. 

Report 

 BOD and HOD members were solicited for ideas for candidate questions with deadline of 

2-15-12  

 Committee members voted on 2012 Candidate questions and submitted to EO 3-08-12  

 AARC On-line Nomination process activated 1-31-12 with BOD, HOD, and appropriate 

sections solicited for nominations (VP of Internal Affairs, VP External Affairs, and 

Secretary/Treasurer, Director X 1, Chair-elects for Neonatal-Pediatrics, Sleep, and Home 

Care.)  

 Committee conference call scheduled for 4-25-12 to review nominations and determine 

final slate of candidates  
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Executive Committee Report 
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Finance Committee Report 
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Judicial Committee 

 

 

Reporter: Patricia Blakely 

Last submitted: 2012-03-20 07:05:50.0  

Recommendations 

No recommendations at this time.  

Report 

The Committee has not received any "Formal Complaints" as of the date of the report. 
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Program Committee 
Program Committee 
AARC Activity Report 

Spring, 2012 
 
Report submitted by: Cheryl Hoerr, MBA, RRT, CPFT, FAARC 
   Program Committee Chair 
 
Recommendations: That the AARC Board of Directors approve Las Vegas and the Mandalay Bay 
as the destination and venue for AARC Congress 2014. (Dec. 9-12, 2014) 
 
Justification: In 1997, the AARC Board of Directors passed a motion “That Las Vegas, Nevada be 
identified as the site for the AARC’s Annual Meeting on a rotation basis of every three years.” 
The last AARC Congress held in Las Vegas, NV was in Dec. 2010. 
 
The Program Committee feels a change in venue is warranted. The hotel formerly known as the 
“Las Vegas Hilton” recently lost its Hilton franchise tag and is currently named the “Las Vegas 
Hotel & Casino”. While the property is convenient to the Las Vegas Convention Center, the 
Executive Office routinely receives complaints from attendees and exhibitors regarding the 
poor quality of the property, guest rooms in disrepair, with low ceilings and poor ventilation in 
the casino that increase exposure to second hand smoke. The Las Vegas Convention Center is 
less than ideal because of limitations on meeting room space and storage. 
 
At the urging of the Program Committee, the Executive Office staff was asked to investigate 
feasibility of other venues in Las Vegas. It was identified that the only other properties in Las 
Vegas large enough to accommodate the AARC Congress are the Mandalay Bay, and the 
Venetian. Both properties were thoroughly investigated with the Mandalay Bay being identified 
as the best option for the AARC. This property would serve as both the HQ hotel and the 
convention center. Mandalay Bay has in excess of 4,500 guest rooms and does have the 
capability of housing all Congress attendees. 
 
Oct/Nov meeting dates were explored for 2014, however space was not available. As such, a 
December meeting date in 2014 was explored and space is currently being held for the 
meeting.  
 
Program Committee Report: 
 

1. Prepare the Annual Meeting Program, Summer Forum, and other approved seminars 
and conferences. 
Status:  The committee met in Dallas, TX on Jan. 26 – 28, 2012 to review nearly 800 
individual lecture proposals submitted in eleven different categories for presentation at 
the Summer Forum and/or the Congress.  Authors of proposals that were not accepted 
by the committee have already been notified.  Communications for authors of proposals 
that have been accepted for presentation are currently taking place.  The structure of 
the final program will be based upon the number of acceptances received; we anticipate 
approximately 40 presentations at the Summer Forum and 275 at the Congress.  
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Keeping with our commitment to infuse new talent into the Association, roughly 50 first 
time presenters have been invited to speak at Congress. The committee would like to 
express our gratitude to all the individuals and groups that submitted proposals and to 
those who support our many programs and activities.   

 
2. Recommend sites for future meetings to the Board of Directors for approval. 

Status:  In addition to solidifying the location for AARC Congress 2014, and with 
direction from the Program Committee, the Executive Office is also investigating 
locations for future Summer Forums (2013-2015) as well as AARC Congress 2016.  
 

3. Solicit programmatic input from all Specialty Sections and Roundtable chairs.   
Status:  Proposals for the Summer Forum and the Congress were received from all 
Specialty and Roundtable Sections.  Each specialty section was appointed a liaison from 
the Program Committee and this liaison worked closely with the Section Chairs to 
review the submitted proposals and ensure a well-rounded representation of section 
interests are included in our programs.   Most Section Chairs were very involved in this 
process this year and are to be commended for their initiative and effort.  

 
4. Develop and design the program for the annual AARC Congress to address the needs of 

the membership regardless of area of practice or location.   
Status:  The Program Committee dedicated a significant amount of time to discussing 
industry priorities and reviewing membership feedback from previous meetings.  The 
committee focused on membership dissatisfaction with overlapping start/stop times for 
presentations, which interfered with earning CRCEs.  The committee explored the 
possibility of starting/stopping all sessions at the same time to eliminate overlap, but 
found it impossible to implement for the entire Congress program without negatively 
impacting program quality.  However, attendees at the 2012 Congress will find a 
significantly larger number of educational sessions do not overlap.  A broad offering of 
topics presented by a wide variety of practitioners are included in the agenda for both 
the Summer Forum and Congress.  
 
Sputum Bowl Sub-Committee Report: 

 
As directed by AARC Program Committee Chair Cheryl Hoerr, the 2012 Sputum Bowl 
Committee; co-chaired by Deb Hendrickson and Garry Kauffman, assembled this year’s 
committee to start the work of delivering the 2012 Sputum Bowl with several 
enhancements.  While the specifics of the changes aren’t finalized at the time of this report, 
the committee’s intent is to create a much more engaging and energetic Sputum Bowl.  The 
enhancements and modifications for this year’s event are being accomplished in direct 
response to members, participants, and audience feedback. 
 
Four (4) workgroups have been created from this year’s committee to allow those new to 
the committee to more quickly get up to speed. 

 
The work groups are as follows: 
 

 Project timeline and contest operations   
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 Marketing 

 Questions   

 Contest Enhancements  
 
The full committee and the workgroups are actively engaged on a daily basis to deliver a ‘new 
and improved’ Sputum Bowl that will meet the request of our various stakeholders. 
 
Respectfully submitted,  
 
Deb Hendrickson and Garry Kauffman 
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Strategic Planning Committee 

Reporter: Timothy Myers 

Last submitted: 2012-03-22 22:10:09.0  

Recommendations 

None at this time 

Report 

Due to transitioning of AARC leadership and ongoing work on the 2015 project, committee 

goals are in a holding pattern. We envision sometime after the Spring BOD meeting, both these 

major endeavors will have some resolution and timelines established that will allow this 

committee to begin its planning for the next 3-5 years. 
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Specialty Section 

Reports 
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Adult Acute Care Section 

Reporter: Keith Lamb 

Last submitted: 2012-03-20 20:59:10.0  

Recommendations 

Recommendation: 

The Adult Acute Care Section recommends that a study guide be developed in anticipation of the 

new Adult Critical Care Specialty exam due to be available by the NBRC sometime near the end 

of the summer 2012.  

It is our understanding that there is not one available, and there are no plans by any other 

organization to develop one. 

There is a matrix made available by the NBRC along with a practice exam. These could be used 

to develop a table of contents by which the remainder of the study guide could be developed. 

There is also now a self – assessment examination that can be purchased by individuals. 

Although these “practice exams” can be helpful, it is believed by the section that there is a real 

need for a study guide to assist RCP’s in preparing for this rigorous test. 

The study guide could be as simple as an “electronic” version listing various resources on each 

topic. It could be as complicated as a printed text with chapters on each topic. 

As far as cost is concerned, it is difficult to anticipate. It would depend on how involved we 

decided to make it. 

Steps that I would take if this project moves forward: 

1) Develop a Committee to oversee this project 

2) Develop TOC using matrix and practice test 

3) Contact experts on each topic (within the AARC) to develop chapters/resources on each topic 

4) Coordinate these resources and develop final study guide 



 

Page 130 

 

Report 

The section continues to improve on its clinical resource offerings to its members in the way of 

our Journal Club, and interactive case studies. Thus far we have held two skype video journal 

club discussions which have both gone very well. We are planning on continuing this effort as 

appropriate.  

We continue to publish our quarterly bulletin allowing new writers to gain experience. 

The section continues to assist other sections, committees and roundtables as asked and 

appropriate. 

Respectfully Submitted, 

Keith 

Keith D. Lamb 

Chair, Adult Acute Care Section 
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Continuing Care-Rehabilitation Section 

Reporter: Debra Koehl 

Last submitted: 2012-03-23 07:21:13.0  

Recommendations 

It has been requested by a member of the MSRC that the AARC issue a consensus 

statement that recognizes the EPR-3 as the standard for asthma management. 

 Jan Fields from the MSRC contacted me to ask if the AARC had such a position 

statement.  

 She stated that the MSRC was looking to write such a document.  

 I agreed to bring this matter to the AARC BOD for continued discussion and support.  

 EPR-3 is the standard of care for asthmatics, AARC support of this document would be 

practical.  

 The EPR-3 report is the Expert Panel Report 3 Guidelines for the Diagnosis and 

Management of Asthma.  It is issued by the National Asthma Education and Prevention 

Program.  The report can be found at: 

http://www.nhlbi.nih.gov/guidelines/asthma/asthsumm.pdf 

Report 

The following items have either been completed or are currently happening in our section: 

 Submissions to the program committee occured.  

o I am very appreciative of the communication Cheryl Hoerr provided to me during 

the process.  

 Uniform Reporting Manual project  

o Continued work on the PR section of that manual with Bill Dubbs  

o Tested it and engaged some additional member of our section to look at prior to 

release.  

 Pulmonary Rehabilitation Toolkit project with AACVPR, AACP, NAMDRC and ATS  

o Joint project of these organizations to address the recent decrease in 

reimbursement from CMS for PR.  

o CMS clearly stated that the bundled code G0424 was most likely not calculated 

correctly by hospitals for reflect proper costs.  

http://www.nhlbi.nih.gov/guidelines/asthma/asthsumm.pdf
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o Respiratory Toolkit document was developed and piloted.  

 Committee felt that massive re-education was needed to correct 

reimbursement problem.  

o Worked with Anne Marie Hummel and incoming section chair Gerilynn Connors 

on this committee.  

o A webcast will occur on March 28th to discuss this project.  

o AARC has also posted many supporting documents and a "Toolkit" button for 

members.  

o We will also alert other sections about this document as well  

 targeting Management Section, Long Term Care and the Coding 

Roundtable  

o Many thanks to Anne Marie for her tireless support and words of wisdom with 

this project.  
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Diagnostics Section 
Reporter: Matthew O'Brien 

Last submitted: 2012-03-23 13:38:00.0  

Recommendations 

Allow us to offer a 6 month trial membership to the Diagnostics Section for AARC 

members.  

Charges: 

•1. Provide proposals for programs at the International Respiratory Congress and Summer Forum 

to the Program Committee to address the needs of the Diagnostic Specialty Section. 

•· Proposals were submitted for the 2012 Congress.  

•2. In cooperation with the Executive Office Staff, plan and produce four section bulletins, at 

least one Section Specific thematic Web cast/chat and 1-2 Web-based section meetings. 

•· Our new bulletin editor is Lisa Becker, she is new to this role but has support from Rick 

Weaver, Debbie Bunch and myself. 

•· A diagnostic specific webinar has been planned for 2012. Carl Mottram will present on 

"Pulmonary Exercise Testing".  

•3. Undertake efforts to demonstrate value of section membership, encouraging membership 

growth. 

•· Ongoing, we are recruiting members and with the goal being the 1000 member mark.  

•· Recommendation: Offer a 6 month trial membership to the Diagnostics Section for AARC 

members.  

•4. Identify, cultivate, and mentor new section leadership. 

•· Ongoing 

•5. Enhance communication with and from section membership through the section Listserv and 

provide timely responses for requests for information. 

•· Ongoing 

•6. Review all materials posted in the AARC Connect library or swap shops for their continued 

relevance. 

•· Ongoing monitoring of sites during the first week of each month. 
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Education Section 
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Home Care Section 

Reporter: Greg Spratt 

Last submitted: 2012-03-22 08:35:05.0  

Recommendations 

1. Proposal to Create Pilot Studies for RT-Led Programs for Reducing Readmissions 

The Hospital to Home Committee proposes a project to select and fund 3-5 pilot studies 

exploring the benefits of different models of RT-led programs for reducing hospital readmissions 

in COPD. Pilot studies would be evaluated and selected based on the criteria designated by the 

committee. (Attachment A following) 

2. Proposal to Survey Section Members for Potentially Combining Home Care and Long-

Term Care Specialty Sections 

I propose a survey of the memberships of the Home Care and Long-Term Care sections to 

understand their attitudes toward the potential of a combined section for the purpose of better 

meeting our mutual objectives. Based on the results of that survey, we would proceed forward or 

not based on the response received. (Detail following) 

Report: 

Political Issues: 

DMEPOS Competitive Bidding Program Moves Forward with Round 2 

The Centers for Medicare & Medicaid Services (CMS) continues to move forward with Round 2 

of the Medicare Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) 

competitive bidding program. 

The Round 2 product categories include: 

 Oxygen, oxygen equipment, and supplies  

 Standard (Power and Manual) wheelchairs, scooters, and related accessories  

 Enteral nutrients, equipment, and supplies  
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 Continuous Positive Airway Pressure (CPAP) devices and Respiratory Assist 

Devices (RADs) and related supplies and accessories  

 Hospital beds and related accessories  

 Walkers and related accessories  

 Negative Pressure Wound Therapy pumps and related supplies and accessories  

 Support surfaces (Group 2 mattresses and overlays)  

The timeline for Round 2 is as follows: 

•· 1/30/2012 - CMS opens 60-day bid window for Round 2 and National Mail-order 

Competitions 

•· 2/9/2012 - Registration closes 

•· 2/29/2012 - Covered Document Review Date for bidders to submit financial documents 

•· 3/30/2012 - 60-day bid window closes 

•· Fall 2012* - CMS announces single payment amounts, begins contracting process 

•· Spring 2013* - CMS announces contract suppliers, begins contract supplier education 

campaign 

•· Spring 2013* - CMS begins supplier, referral agent, and beneficiary education campaign 

•· July 1, 2013* - Implementation of Medicare DMEPOS Competitive Bidding Program Round 

2 and National Mail-order Competition contracts and prices 

HC Section Highlights 

Membership was solicited for submissions of topics for the 2012 AARC Congress. Solicitation 

was done primarily through AARC Connect and the Qtly Newsletter. A number of topics were 

submitted and I have made my suggestions to Patrick Dunne for inclusion in the program. 

Since the last meeting we have released two quarterly newsletters. The December edition was 

guest edited by Bob McCoy and focused on a review of the AARC Congress. The March edition 

was edited by Kim Wiles and featured articles on creating value in the home care therapist and 

coaching patients to self- manage. 
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Membership 

Membership continues to slowly decline and is presently at ~900. In the newsletters we have 

included articles on the importance of increasing membership by each member soliciting one 

friend to join. A joint call with representative section members discussed other potential projects 

to increase membership which we continue to research. 

Based on a number of changes to healthcare structure and reimbursement, post-acute respiratory 

care continues to undergo a significant evolution. The care of the post-acute respiratory patient 

may now reach across multiple "places of service" even for a single patient. While the site of 

care may differ, the modalities, objectives, and strategies for care are quite similar. 

•- Continue the healing process 

•- Promote adherence to the prescribed plan of care 

•- Educate the patient and caregivers for self-care 

•- Adjust therapy based on patient response to maximize management of a chronic process per 

accepted treatment standards 

•- Prevent readmissions to acute care 

•- Assure continuity of care in the post-acute setting 

As such, we believe that it is time to adjust the sections to respond to the changes in the 

healthcare system and the challenges those changes present. 

Objectives of Combining Sections 

•- Improve the continuity of post-acute care across ’’place of service’’ borders 

•- Develop combined strategies to improve care and meet mutual objectives (see above) 

•- Improve communication between care givers in the post-acute arena 

•- Educate members of combined strategies for meeting objectives 
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•- Create a stronger voice both within the AARC and external to the AARC for key initiatives of 

post-acute respiratory care (e.g., recognition of the role of the post-acute respiratory therapist and 

need for appropriate reimbursement) 

Proposition 

We propose a survey of the memberships of the Home Care and Long-Term Care sections to 

understand their attitudes toward the potential of a combined section for the purpose of better 

meeting our mutual objectives.  

Based on the results of that survey, we would proceed forward or not based on the response 

received. 

Hospital to Home Project: 

At the direction of the AARC Executive Office, the Home Care and Management sections of the 

AARC are joining forces in a project called "Hospital to Home". The goal of this project is that 

hospital and home care Respiratory Therapists will work together to improve the transition of 

respiratory care from hospital to home with the objectives of: 

•· Improving patient care and management upon discharge 

•· Reducing hospital readmissions within 30 days of discharge, then beyond 

Actions Completed: 

•· A survey of the membership has been completed and a summary was provided back to the 

BOD at the Summer 2012 meeting.  

•· An exploratory committee to draft a proposal for the AARC to fund and select 3-5 pilot studies 

exploring the benefits of RT-led programs for reducing hospital readmissions due to 

cardiopulmonary diagnoses of pneumonia, heart failure, and COPD" was presented at the 

Summer 2011 BOD meeting and approved. 

•· President Stewart has formed a committee to create the research proposal. Members include: 

Keith Lamb, Bill Cohagen, Bob McCoy, Cindy White and Greg Spratt. 

•· We have had several calls discussing and met at the 2011 AARC Congress.  
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Proposal to Board 

Based on the feedback received from the membership survey, and the input from the exploratory 

committee formed by President Stewart: 

The Hospital to Home Committee proposes a project to select and fund 3-5 pilot studies 

exploring the benefits of different models of RT-led programs for reducing hospital readmissions 

in COPD. Pilot studies would be evaluated and selected based on the criteria designated by the 

committee (Attachment A). 

 

 

Attachment A 

Hospital to Home Pilot Study Objectives 

•1. Study a COPD population 

•2. At least 30 patients each (or calculated to be sufficiently powered) in Treatment and Control 

Arms 

•3. Prospective, Randomized, Controlled Design 

•4. IRB Approved 

•5. Minimum of 1 year follow up data including but not limited to: 

•a. Readmissions (COPD-related and not) 

•b. Cost data including costs to deliver the program and cost savings from the program 

•6. Incorporate standardized RT-directed intervention, (based on literature) that could be applied 

to large populations, which may include but is not limited to: 

•a. Individualized patient needs assessment 

•b. Patient / caregiver education 
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• i. Written and/or web-based materials 

• ii. Pre and/or post-discharge 

•c. Self-management plans 

•7. Potential RT-directed follow up models may include the following (or a combination 

thereof): 

•a. Pre-Discharge Intervention 

•b. Visits to Home 

•c. Calls to Home 

•d. Checklist 

•e. Telemedicine (e.g., Smart Phones, tablets, web-based) 

•f. RT-Directed Long Term Care Facility Involvement 

•g. Novel or Emerging Concepts 

•8. Should be submitted in accordance with the AARC Research Program Grant Application 

•9. Must be completed as outlined in the proposal 

•10. Must be submitted for publication 

Other: None 
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Long Term Care  
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Management Section 

Motions from the AARC Management Section to the AARC Board of Directors 

April 20-21, 2012 
 

Motion # 1 

The AARC Management Section moves that:  

“The AARC Board of Directors convene a consensus conference on ‘Patient Safety and Respiratory 

Care Staffing Levels’ with a committee of expert stakeholders to review evidence-based literature 

and best practice to:  

e. Identify research opportunities related to Respiratory Care Department Staffing and 

Productivity 

f. Identify resources for determining safe and effective Respiratory Care Department staffing 

levels 

g. Develop cost-reduction strategies for maintaining safe staffing levels   

h. Develop standards for the following  items: 

 Measuring Respiratory Care Department staff productivity levels 

 Determining safe and effective Respiratory Care Department staffing requirements 

 Determining the appropriate number of direct reports for Respiratory Care Department 

directors, managers, and supervisors 

 Determining minimum or core-staffing requirements for Respiratory Care Departments” 

 

JUSTIFICATION 

Over the many decades of existence of the Respiratory Care profession, there has been an 

extraordinary amount of informal discussions as to the appropriate number of respiratory therapists 

required to meet the needs of a facility. In addition to these ongoing discussions, in various media 

and forums, presenters have discussed and displayed varied methodologies that they singularly 

employ: 1) to determine productivity, 2) to project shift requirements for staff, 3) as a flex-staffing 

models, 4) to determine budgetary FTE needs, 5) to recommend the appropriate number of 

ventilators assigned to a therapist per shift, and 6) to recommend the appropriate number of 

treatments to be assigned to a therapist per round or shift. These presentations and discussions have 

consistently been inconsistent. 

 

Many principles of Respiratory Care are guided by a national consensus opinion, developed from the 

expertise of the stakeholders. These include standards for educational programs, standards for 

competency requirement, standards for the credentialing programs, and standards for the safe and 

effective administration of clinical respiratory procedures. It seems that it is now appropriate to 

establish a national consensus opinion on some of the principles required to establish appropriate 

staffing levels that will enable the provision of safe, efficient, and effective care to patients receiving 

respiratory care. 

 

The Center for Medicare and Medicaid (CMS) require in its Conditions of Participation for 

Respiratory Care Services that “there must be adequate numbers of Respiratory Therapists and other 

personnel who meet qualifications specified by Medical Staff, consistent with State law”. It would be 

appropriate for a national organization, representing Respiratory Therapists, to provide guidance to 

accomplish this objective by the expression of a national consensus opinion. 
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Motion # 2 

The AARC Management Section moves that: 

“The AARC Board of Directors develop a Position Statement for the promotion of patient safety by 

maintaining appropriate Respiratory Care Departments’ staffing levels, and that within this statement 

include: 

 A position which encourages the inclusion of all procedures performed to determine staffing 

levels and productivity targets for the safe delivery of Respiratory Care Services 

 A position which identifies the metric of Relative Value Units (RVU’s) as the  standard to 

determine staffing levels and productivity targets for the safe delivery of Respiratory Care 

Services 

 A position which censures the use of inappropriate, inaccurate, and non-validated data to 

determine staffing levels and productivity targets, as these create patient safety issues from 

mathematically impossible workloads and productivity targets for Respiratory Therapists 

and from the chronic understaffing of Respiratory Care Departments.” 

 

JUSTIFICATION 

For years, Respiratory Care Department managers have, for the most part, operated in “individual 

facility silos” while developing staffing budgets and productivity targets for their Departments. When 

establishing these budgets and targets, each individual manager may be limited by his/her own skill 

level and experience when making crucial staffing decisions. Without state or national guidance, 

these managers have developed internal and individual methods of counting procedures performed 

by the therapists at their facilities and formulized internal and individual methods for converting the 

number of counted procedures into a projected number of therapists needed to provide care at their 

facilities. As a result, inconsistencies in staffing levels exist within Respiratory Care Departments 

across the United States. These staffing inconsistencies have been derived by using varied 

methodologies to count Respiratory Care Department volume (daily count, monthly count, historical 

trending, count all procedures, count “representative” treatments only) and by using varied metrics to 

project and determine Department staffing levels (Relative Value Units, Total Patient Days, Billable 

Procedures by CPT Code, Average Daily Census, Total Respiratory Care Procedure Volume, Total 

Inpatient Days, and Adjusted Discharges per Patient Day). Recent postings in January 2012 on the 

AARC Management List Serve have provided a small glimpse into this inconsistency, as the 

managers reported a wide range in their requirements for staffing in the provision of care to the 

ventilated patient – the range was from 1 therapist per 4 ventilators to 1 therapist to 8 ventilators.  

 

On many occasions, Department managers are presented with opinions that counter their determined 

number of staff required for the provision of respiratory care services at their facility. Pressure may 

exist from administrators to reduce staffing or avoid hiring solely on financial parameters of the 

institution. On other occasions, these managers may be faced with strategies and potentially 

invalidated data from national benchmarking and productivity consultants with more pressing 

agendas other than to provide recommendations that assure appropriate staffing levels for the 

Respiratory Care Departments.  

 

The AARC currently provides information and guidance on Respiratory Care Department staffing 

and productivity measurement as a resource on its website. A Position Statement on safe Respiratory 

Care Department staffing levels could provide further definitive guidance on what is considered 

minimally safe staffing levels. In addition, a position on appropriate methods of measuring safe 

staffing levels could provide specific guidance on at least two potentially minimally required 

elements – that effective staffing systems should apply well documented Relative Value Units and 

that effective staffing systems should account for all expected tasks and activities performed by the 

therapist.  
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Neonatal-Pediatrics Section 
 

 

Reporter: Cynthia White 

Last submitted: 2012-03-23 13:06:45.0  

 

Recommendations 

No recommendations 

Report 

 Assisted program committee with lecture proposal recommendations for Congress 2012  

 Recruited candidates for section chair elect 

 Participated in Hospital to Home Study conference call and planning committee  

 assisted with articles for AARC Times  

 Assisted with recommendations for Patient Safety Checklists  

 Working on development on Neo-Peds Online Journal Club to begin by next BOD 

meeting  
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Sleep Section 

Reporter: Mike Runge 

Last submitted: 2012-03-21 16:21:58.0  

Recommendations 

No Recommendations at this time. 

Report 

1. Provide proposals for programs at the International Respiratory Congress and Summer Forum 

to the Program Committee to address the needs of your Specialty Section’’s members. Proposals 

must be received by the Program Committee by deadlines in Jan 2011 

-Completed. 

2. In cooperation with Executive Office staff, plan and produce four section bulletins, at least one 

Section Specific thematic web cast/chat, and 1-2 web-based section meetings. Documentation of 

such a meeting shall be reported in the April 2011 Board Report 

-In progress. 

3. Undertake efforts to demonstrate value of section membership, thus encouraging membership 

growth. 

-Co-chair Ad-hoc Committee and report submitted by Lynda Goodfellow. 

4. Identify, cultivate, and mentor new section leadership. 

-Chair Elect candidates submitted to the Elections Committee. 

5. Enhance communication with and from section membership through the section list serve, 

review and refinement of information for your section’s web page and provide timely responses 

to requests for information from AARC members. 

-Have identified key people to assist in monitoring the list serve to assist members. 
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6. Review all materials posted in the AARC connect library or swap shops for their continued 

relevance. Provide a calendar of when the reviews will occur to be report in the April 2012 

Board Report and updated for each Board report. 

-In progress. 
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Surface to Air Transport Section 

Reporter: Steven Sittig 

Last submitted: 2012-03-18 20:18:22.0  

Recommendations 

 Recommendation:  That the AARC BOD appoint a member of the Surface and Air 

Transport Section to be a liason to the American Academy of Pediatrics (AAP) Transport 

Section.   

 I would like to submit Brad Kuch RRT-NPS, FAARC as my nomination. 

  

Justification:  Currently there is no representative listed to this organiztion's transport group or to 

the AAP itself.  Brad Kuch has been very actively involved with the AAP for many years dealing 

with research and transport topics.  Brad is the Program Director of Transport at University of 

Pittsburgh Medical Center.  He has a direct working relationship with Dr RIchard Orr who is 

very active within the AAP as well.  The focus of this liason would be to potentially increase 

transport section membership as well as increase membership to the AARC. It is highly likely 

that there are RT's within the AAP transport section who are not yet members of the AARC.   

Report 

The section bulletins continue to be published on time with quality content. Membership 

continues to slowly increase. I have been working with the executive office to update the 

Transport section’s webpage to better reflect the large percentage of neonatal and pediatric 

patient transport RT’’s care for every day. The current verbiage is somewhat vague in what a 

transport RT is involved in.  

The Section list serve on AARConnect has been busy with posts related to transport issues.  The 

section once again submitted approximately 15 lecture proposals for the AARC Congress in New 

Orleans. I continue to involve Chair Elect Billy Hutchinson in the role of section chair that he 

will assume at the AARC Congress in November. 

I continue to do my transport specialty talk to RT students around the country. I will be speaking 

twice in Nashville at Tennessee State RT program on the 26th and 27th of March prior to my 

attendance of the CAMTS BOD meeting. I have also been invited to Vanderbilt Children’s 

hospital for an afternoon. They are starting a pediatric transport team staffed with an RN and an 

RT. They are looking for my suggestions as to prepare training and education that may be 

helpful as well as meet the transport staff and leadership.  
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Special Committee 

Reports 
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Benchmarking Committee 

Reporter: Richard Ford 

Last submitted: 2012-03-02 15:00:24.0  

Recommendations 

NONE 

Report 

•1. The Benchmarking Committee has been engaged in several education forums to inform both 

potential and existing clients of the features and benefits of the program. These programs include 

Stan Holland and Rick Ford presentations on staffing, best practice, and benchmarking at the 

AARC Congress in which features and benefits of AARC Benchmarking were included. Other 

programs provided by team members included the monthly webinars for existing clients: 

•a. Setting up Compare Groups in January by Rob Chatburn 

•b. Key to Comparisons-The Profile in February by Rick Ford 

•c. Using Filters to Compare in March by Chuck Menders 

•2. Proposal on benchmarking related topics were submitted for the 2012 Summer Forum and 

Congress, with one already accepted for the Summer Forum on "Staffing RC- How Many 

Needed" by Rick Ford. The presentation will demonstrate the utility of AARC Benchmarking in 

determining staffing levels.  

•3. The regional "Client Support" has continued by all members of the team to assist new clients 

and followup with subscribers that are late in entering data, or subscriptions are about to expire.  

•4. Members of the Benchmarking Committee estimate they commit 4 hours per week of 

volunteer work. This includes preparation of educational material and the personalized follow-up 

with clients, as well as committee business. Stan Holland is recognized for his systematic and 

thorough follow-up to guide clients in getting started and solving issues. Stan is also actively 

recruiting a large hospital group in his region to purchase several subscriptions to the program.  
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•5. This year we are using AARC Connect to network with each committee member and now 

have a document library of resources that aid in supporting clients. As of March 1 a discussion 

group specifically for Benchmarking Subscribers has been set up through AARC Connect. It is 

noted that AARC membership is required to access AARC Connect and not all subscribers are 

members. The committee will continue to assess if this is an issue, with a focus of encouraging 

all subscribers to also be AARC members in order to use this recently added feature.  

•6. Committee members held a teleconference on January 31
st
 to discuss the issues presented in 

this report as well as the need to refine the program after the release of the new AARC Uniform 

Reporting Manual.  

•7. As of March 1 there are 144 active subscribers. 

8. Bill Dubbs has continued to support this team and AARC Benchmarking clients by continuing 

early notifications to all users in which subscriptions will terminate or in which data has not been 

entered. Bill also provides a comprehensive monthly e-bulletin that informs clients of recent 

changes, enhancements, and updates. These bulletins also provide helpfull links to other 

resources and are much appreciated.  
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Billing Codes 

 

 

Submitted by Susan Rinaldo-Gallo 

3/21/12 
 

 

 

Activities 

1. Communication of Code Changes 

As you are aware, there were many changes to PFT codes this year.  These changes were 

communicated on the Coding list serve and on the AARC Resources web page under Coding.  

 

2. Monitoring the Billing Codes list serve 

There are 188 members and there have been 80 posts. 

Many coding questions are asked on other communities, mainly the Help line and Management.  

These are more difficult to monitor.   

 

3. I have received numerous phone calls and e mails for coding advice.  

 

4. The AARC along with the ACCP and ATS has proposed a coding change to the 

AMA/CPT.  We are requesting a code for HFO (i.e. Vest).  See the AMA/CPT report for 

more information.  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 



 

Page 152 

Federal Government Affairs Committee 

Reporter: Frank Salvatore 

Last submitted: 2012-03-23 18:01:51.0  

Recommendations 

NO RECOMMENDATIONS 

Objectives: 

Continue implementation of a 435 plan, which identifies a Respiratory Therapist and 

consumer/patient contacts team in each of the 435 congressional districts.  

Work with PACT coordinators, the HOD and the State Governmental Affairs committee to 

establish in each state a communication network that reaches to the individual hospital level 

for the purpose of quickly and effectively activating grassroots support for all AARC 

political initiatives on behalf of quality patient care.  

Assist in coordination of consumer supporters  

Report: 

The first activity of every year for this committee is the coordination and implementation 

of the Virtual Lobby Week (VLW) and PACT Hill day. Planning started late in 2011 with Cheryl 

West sending out the details of the meeting in March of 2012. We began working on the details 

of the VLW in late January/early February. The VLW went live on February 27, 2012 and ran 

through March 8, 2012. The numbers of messages sent to Washington DC during this VLW was 

almost as many as were sent in ALL of 2011. There were 12,542 messages sent during the VLW. 

Michigan, Pennsylvania and Maryland/DC societies had over 1000 messages sent with Michigan 

almost attaining 1,500 messages during the VLW. Overall, there was a good response, but I 

would be remiss if I didn’t point out that we only scrapped the iceberg with the number of letters 

sent. There still needs to be a better mechanism for state societies to get the messages out. 

Looking at the attached spreadsheet for the VLW, there are a few states that don’t even have the 

number of activists equal to the number of people that sit on their boards.  

Looking at the PACT Hill day, I’m sure these will be duplicated in Cheryl West’s report, but we 

saw 135 RTs from 46 states and DC attend this year’s meeting. Over 30 of those attendees were 

there for their first time. We had 32 patient advocates attend as well. There were 349 visits 

scheduled this year which was the most ever in the 13 years we have been going to DC!! At the 

time of this reports creation, 11 new co-sponsors were signed onto HR 941 as a direct result of 

our hill day. We also have gotten some traction on getting someone to advocate for the 
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Congressional Budget Office (CBO) to speak with the AARC to allow us to understand how they 

came up with their fiscal estimates back in 2010. 

 

The committee will continue to push the state societies to keep messages coming into 

Washington DC via Capitol Connection. We will be putting out monthly reports 

of totals so that the states can keep track of how they are doing.  

Other 

I want to thank the members of the Federal Government Affairs committee for their work 

this first quarter. I also would like to once again point out that we’d be stuck in the pond 

without paddles if Cheryl West wasn’t our AARC leader and advocate. Her coordination 

of the PACT Hill Day was once again flawless. And to Miriam O’Day and Natalie 

Napolitano, a hearty hooray for them too!! We are blessed to have such high-powered 

and tireless people working for our profession. 
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AARC Federal Government Affairs 
2012 VLW Messages Spreadsheet 

 # RECIPIENT_STATE TOTAL_ACTIVISTS E_MAIL PRINTED TOTAL_ADVOCACY_MESSAGES 

1 Michigan 381 1468 23 1491 

2 Pennsylvania 462 1416 24 1440 

3 Maryland 239 1046 5 1051 

4 Georgia 243 830 7 837 

5 Ohio 252 721 20 741 

6 Florida 259 714 1 715 

7 Missouri 198 497 11 508 

8 North Carolina 150 416 1 417 

9 South Carolina 122 359 0 359 

10 Connecticut 105 346 1 347 

11 Alabama 68 268 0 268 

12 Louisiana 84 252 2 254 

13 Washington 82 247 4 251 

14 Nebraska 75 218 0 218 

15 Minnesota 68 218 0 218 

16 Wisconsin 69 211 2 213 

17 Nevada 66 199 0 199 

18 South Dakota 50 179 0 179 

19 California 66 170 4 174 

20 Virginia 65 169 1 170 

21 Indiana 69 157 10 167 

22 Kansas 64 157 6 163 

23 West Virginia 59 163 0 163 

24 Illinois 77 157 1 158 

25 Oregon 38 153 0 153 

26 Texas 55 134 3 137 

27 Hawaii 37 136 0 136 

28 Arizona 37 131 0 131 

29 Utah 51 130 0 130 

30 Colorado 42 115 0 115 

31 New York 45 108 1 109 

32 Montana 24 102 0 102 

33 New Jersey 36 95 0 95 

34 Maine 29 80 2 82 

35 Kentucky 29 76 6 82 

36 Arkansas 28 69 0 69 

37 District of Columbia 38 39 27 66 

38 Massachusetts 22 59 5 64 

39 Oklahoma 20 59 0 59 

40 New Mexico 19 46 0 46 

41 Iowa 13 41 0 41 

42 North Dakota 14 41 0 41 

43 Tennessee 16 33 0 33 

44 Idaho 13 32 0 32 

45 Delaware 11 31 0 31 

46 Mississippi 18 30 0 30 

47 New Hampshire 11 25 0 25 

48 Vermont 4 10 0 10 

49 unknown 8 1 8 9 

50 Alaska 1 6 0 6 

51 US - National 5 5 0 5 

52 Rhode Island 1 2 0 2 

4038 12542 
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Fellowship Committee 
 

 

Reporter: Patrick Dunne 

Last submitted: 2012-03-09 14:56:48.0  

 

Recommendations 

 There are no recommendations at this time.  

Report 

The Committee continues to encourage those AARC members who have been recognized as 

FAARC to nominate qualified individuals for this prestigious honor. Nominations and all 

supporting documentation must be received in the Executive Office by the end of August, 2012. 

The Committee will then commence the formal selection process in September.  
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International Committee Report 

Recommendations 

Recommendation 1:  That the AARC Board of Directors approves the revised International 

Mission/Goals statement and that the statement is added to the International Fellowship Program 

home page on the AARC web site. 

Justification:  The AARC BOD charged the International Committee to review their current 

goals and determine if they need to be updated and/or modified.   After extensive review with 

input from all members it is felt by the committee that the current International Mission 

Statement needs to be revised to better reflect all of the international activities the AARC is 

involved in.  The document also needs to be revised to delete the reference to the ARCF as the 

sponsor for the program. The committee spent most of last year and both committee meetings 

discussing proposed changes to the Mission/Goals statement.  Last November with 12 of 15 

members present at our meeting, all of the members present, with the exception of one abstention 

(Jerome Sullivan) voted to approve the proposed changes to the document.  The document has 

been shared with the Executive Committee of the ICRC and will also be shared with the ARCF 

BOT at their upcoming meeting.   

The Mission Statement of the American Association for Respiratory Care in Regard to 

International Activities states that the American Association for Respiratory Care (AARC) seeks 

to “promote communication and fellowship among respiratory care professionals in the United 

States and their counterparts worldwide”…through “cooperation, dialogue, and educational 

exchanges”.  In keeping with this mission, the AARC is offering “International Fellowships in 

Respiratory Care.” This important project is sponsored by the American Respiratory Care 

Foundation. The Fellowships have been established to assist health care professionals in visits to 

the United States to observe the practice of respiratory care as it is performed in a variety of 

settings, and visit the educational programs that teach it. The goals of the Fellowship program 

are to:    Our International Goals are to:  

 promote the exchange, development, and coordination of the art, science and application 

of respiratory care.  

 allow meaningful interaction and cooperation among multi-national colleagues in an 

apolitical, humanitarian context.  

 enhance the awareness and understanding of the profession of respiratory care and its 

vital role on the health care team.  
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 provide encouragement and assistance to those countries seeking to  establish the 

profession of respiratory care as an independent profession. 

 provide encouragement and assistance to those countries seeking to  establish 

professional associations for respiratory therapists. 

 provide encouragement and assistance to those countries seeking to gain legal recognition 

of the profession of respiratory care. 

 provide encouragement and assistance to those seeking to provide and establish seminars, 

programs and schools in their home country. 

 encourage professional and educational organizations to gain recognition of seminars, 

programs and schools through the ICRC International Education Recognition System 

(IERS) . 

 provide encouragement and assistance to those seeking to establish international affiliates 

of the AARC in their country. 

 provide encouragement and assistance to those seeking to establish Governors 

representing their country to the ICRC. 

 encourage and promote the exchange qualified speakers between the AARC and other 

professional associations around the world. 

 encourage respiratory care professionals to participate in medical mission projects. 

 encourage student and faculty exchange programs between respiratory care programs 

around the world. 

 encourage and assist our international colleagues in publishing articles, case studies, or 

abstracts  in Respiratory Care, AARCTimes or other professional journals from their 

country. 

 encourage the sharing of  AARC publications with related foreign publications around 

the world.  

 encourage and assist our international colleagues in providing translations of AARC 

publications. 
 encourage international membership in the AARC. 
 select qualified providers of respiratory care who have a desire to develop the respiratory 

care profession in their country through application to the AARC International 
Fellowship Program in order to assist in visits to the United States to observe the practice 
and education of respiratory care professionals in a variety of settings. 

  invite highly recognized clinical, educational, political, and industrial health care leaders 
through the ARCF Visiting Dignitary Program for structured, individualized visits to the 
United States in order to achieve the globalization of  the Respiratory Care profession.   

 
All of these initiatives are wholeheartedly endorsed by the AARC in an effort to ultimately 
improve the respiratory care of patients throughout the world. 

Recommendation 2:  That the AARC Board of Directors approve the AARC International 

Fellows Effectiveness Survey and that it be programmed and administered by the Executive 

Office via the internet using Survey Monkey or a similar internet tool to survey the new fellows 

after their visit and also to survey all past fellows if contact information is available. 

Justification:  The International Committee was charged with developing both short‐term and 

long term measurable objectives that reflect higher level goals of the AARC.  The objectives 

were developed by the committee and implemented into this survey instrument which can be 

used to evaluate both past and future successes of the international fellowship program.  The 
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survey will also provide useful information regarding the Fellow’s perception/satisfaction with 

AARC resources, the value of international membership and the international congress. 
 
 

Recommendation 3: That the AARC consider funding the creation and production of an 

International Fellow lapel pin. 

  

Justification: Six  years ago the ARCF created and produced several International Fellow lapel 

pins.  The pins were meant to help identify the fellows while at the International Congress and 

also identify them as Fellows at other meetings around the world.  When first produced the pins 

were distributed to the new fellows and also to all of the past fellows.  They were and still are a 

valued item by the Fellows.  Today they are only given to the new fellows.   However since the 

Foundation is no longer funding the Fellowship program and due to the fact that the pins indicate 

"ARCF International Fellow", new pins need to be produced. 

I will have an example of the pin at the meeting. 

Approximate cost would be around $300 

 

AARC International Fellows 

Effectiveness Survey 

 

Family Name:  ________________________________ 

Given Name:   _________________________________ 

Country:          _____________________________________ 

Year of Fellowship:  ___________________________ 

I am an: (mark as many as apply) 

MD __________ 

RN __________ 

PT __________ 

RT _________ 

Other _____________________________   Please identify your specialty. 

1. Have you taken advantage of AARC member resources during your free membership period?   

Yes  ______    No ________ 

2. If Yes, what resources have you found most helpful?  Please rank the following from 1 to 12.  

1 being the most beneficial and 12 being the least beneficial. 

Respiratory Care Journal  ______ 

AARC Times ______ 

Membership registration rates for the AARC International Congress ______ 

News Now Emails  _____ 

Internet Resources _____ 

International News _______ 

Position Statements _______ 

The Clinicians Guide to PAP Adherence  _______ 

Clinical Practice Guidelines ______ 

Protocol Resources ______ 

A Guide to Aerosol Delivery Devices for Respiratory Therapists ______ 
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Webcasts ________ 

AARConnect ________ 

3. Did you or will you renew your membership after your free membership expires? 

Yes ___________   No ____________ 

4. If No, what benefits or services would encourage you to join the AARC? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

5. Have you attended an AARC International Congress since your visit as a Fellow? 

Yes ____________    No  ___________ 

6. If Yes, how many Congresses have you attended?  ______________ 

 

7. If No, what would have to change in order to encourage you to attend? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

8.  Does your country have Respiratory Therapy Schools? 

Yes ______ No ______ 

9. If Yes: 

How many schools are in your country?  _______ 

Where are they located?  Please list the institution and the city. 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

How many are hospital based programs? __________ 

How many are certificate programs? _____________ 

How many are college based 2 or 3 year programs? __________ 

How many are university based BS programs? ________ 

How many are post graduate programs designed for nurses or physiotherapists? __________ 

10. If No, have you worked to establish respiratory therapy programs?   

Yes ______ No________ 

If Yes, please describe your efforts.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

11. Does your country have Respiratory Therapist 

Yes _______        No __________ 

12. If yes, how many Respiratory Therapist are in your country?   _______________ 

 

13. If Yes, do the Respiratory Therapists in your country have legal/governmental recognition? 

Yes ______ No __________ 

14. If No, have you worked to establish recognition in your country? 

Yes ___________  No __________ 

If Yes, please describe your efforts.  

___________________________________________________________________________

___________________________________________________________________________
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___________________________________________________________________________

___________________________________________________________________________ 

15. Does your country have professional associations specifically created for Respiratory 

Therapists? 

Yes _________  No __________ 

If Yes, please provide their names, physical address, email address, and web site address 

along with the current Presidents name and email information. 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

16. If No, have you worked to establish professional associations in your country? 

Yes ___________  No __________ 

If Yes, please describe your efforts.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

17. Have you published articles, case studies or abstracts in Respiratory Care, AARCTimes or 

other professional journals in your country or others? 

Yes ___________  No __________ 

If Yes, please list those publications. 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

18. Have you provided translations of AARC products?  

Yes ___________  No __________ 

If Yes, please provide a list of those products and also names of other individuals who 

worked on the translations. 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

 

19. Have you collaborated with the AARC to publish Respiratory Care or AARCTimes articles in 

publications within your country? 

Yes ___________  No __________ 

If Yes, please describe the publications and the articles that were published. 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

20. Have you attended a meeting of the International Council for Respiratory Care? 

Yes ___________  No __________ 

If Yes, how many meetings have you attended and in what year and what location? 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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21. Do you now or have you ever served as a Governor on the International Council for 

Respiratory Care? 

Yes ___________  No __________ 

 

22. Does the Professional Association in your country hold AARC International Affiliate status?  

Yes ___________  No __________ 

23. If No, have you worked to establish International Affiliate status? 

Yes ___________  No __________ 

If Yes, please describe your efforts.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

__________________________________________________________________________ 

24.  Have you or your colleagues obtained AARC International Education Recognition System 

(IERS) approval for seminars, programs or schools in your country.  

Yes ___________  No __________ 

If Yes, please describe your efforts.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

25. Have you made presentations at the AARC Congress or Summer Forum? 
Yes ___________  No __________ 

26. If Yes, please describe your efforts.  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
27. Have you used the International Fellows List Serve to communicate with members of the 

International Committee and other Fellows? 

Yes ___________  No __________  

28. Have you found the list serve to be helpful? 

 Yes ___________  No __________ 

29. How could the list serve change in order to make it more useful? 

Please provide suggested changes. 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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Report 
1. Administer the International Fellowship Program.  

As you already know the fellowship program continued to be successful in 2011.  That trend 

should continue this year.  The web site is being updated and invitations for hosts and fellows 

have been included in AARCTimes and on the web site.  The online application has been 

revised to provide more useful information.  The application period is January 1 to June 1
st
 

each year.   

2. Collaborate with the Program Committee and the International Respiratory Care Council 

to plan and present the International portion of the Congress.  

The committee continues to work with the ICRC to help coordinate and help prepare the 

presentations given by the fellows to the council. 

3. Strengthen AARC Fellow Alumni connections through communications and targeted 

activities.  

The International Fellows List serve continues to be valued by the past fellows.   

4. Coordinate and serve as clearinghouse for all international activities and requests.  

We continue to receive requests for assistance with educational programs, seminars, 

educational materials, requests for information and help with promoting respiratory care in 

other areas of the world. 

5. Continue collegial interaction with existing International Affiliates to increase our 

international visibility and partnerships. 

We are corresponding with other medical associations and societies periodically throughout 

the year. 

 

6. The AARC BOD direct the International Committee to review their current goals and 

determine if they need to be updated and/or modified. 

 

The committee began work on charges 6, 7 and 8 last year.  All of the members were 

surveyed regarding their thoughts/opinions about each charge.  Results of the surveys were 

discussed at the International Committee meeting in July.  Results of those discussions led to 

the formation of three working groups.  One group worked on revisions to the mission and 

goals for the international activities of the AARC.  One group worked on revisions to the 

International Fellows application and one group worked on the effectiveness survey 

instrument.  The revised Mission/Goals statement was approved by the committee in Tampa 

last November and is presented in this report as Recommendation 1.  The statement has been 

shared with ICRC Executive Committee and will be shared with the ARCF BOT at their next 

meeting.    

 

7.  Direct the International Committee to review the current selection process and determine 

if it is still relevant and appropriate considering the current market environment. 

Surveys and discussions indicated that virtually all members agree the current selection 

process is effective and should not be changed.  Individual members discussed their 

philosophy regarding the selection of fellows.  It was felt that a new version of the 

application may help to better identify individuals who will be successful in achieving the 

goals of the program.   The new application was approved by the committee late last year and 

implemented January 1, 2012.  It is presented below for your information. 

 

8.   That the International Committee develop some short‐term and long term measurable 

objectives that align with the higher level goals of the organization. 
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The AARC International Fellows Effectiveness Survey was unanimously approved by the 

committee in Tampa last November and is presented in this report as Recommendation 2.   

 

I want to thank Kris Kuykendall and April Lynch of the Executive Office and the committee 

members for all of their hard work.   

 

The International Committee: 

John D. Hiser, MEd, RRT, CPFT, FAARC 

Vice Chairs 

Debra Lierl, MEd, RRT, FAARC, Vice Chair for International Fellows 

Hassan Alorainy, BSRC, RRT, FAARC, Vice Chair for International Relations 

Committee members: 

Michael Amato, BA 

Arzu Ari, PhD, MS, MPH, RRT 

Ivan Bustamante, RRT 

John Davies, MA RRT FAARC 

ViJay Desphande, MS, RRT, FAARC 

Hector Leon Garza, MD, FAARC 

Derek Glinsman, RRT, FAARC  

Yvonne Lamme, MEd, RRT 

Dan Rowley, BS, RRT-NPS, RPFT 

Bruce Rubin, MD, FAARC 

Michael Runge, BS, RRT 

Jerome Sullivan, PhD, RRT, FAARC 
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Membership Committee 

Reporter: Frank Salvatore 

Last submitted: 2012-03-23 18:02:09.0  

Recommendations 

NO RECOMMENDATIONS AT THIS TIME 

Charges: 

Review, as necessary, all current AARC membership recruitment documents and toolkits for 

revision, addition and/or elimination based on committee evaluation.  

In conjunction with the Executive office, develop a membership recruitment campaign based on 

survey results for implementation.  

Identify and evaluate methods to recruit respiratory therapy students as ACTIVE members of the 

AARC.  

Develop a scientific, data-driven process to implement and measure the effectiveness of current 

and new recruitment strategies. 

Develop strategy to entice more member use of AARConnect.  

Report 

Recruitment Campaign #1 for 2012: 

The membership committee got a jump on 2012 by sending out a request at the end of December 

2011 to the state societies for them to take lists provided by the AARC and help us determine 

who the “leader” was in each AHA listed hospital in their state. This project was cumbersome 

and by the beginning of March we received XX completed lists from the states. The AARC then 

worked these lists into usable forms and we determined from that work that there were about 

600+ department leaders who were not members of the AARC. 

Target department leaders who are not members of the AARC for membership. 

Create a campaign that is directed toward leadership to show them the value of AARC 

membership and how it may help them lead better. 

Campaign begins around the 3
rd

 full week of April 2012 and goes through May 31, 2012 

(depending on how late the mailer goes out, the end date may be pushed into June). 

We have created a mailer that will be directed to those 600+ department leaders. The 

expected mailing of them will be 
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Mailer will point the prospective member to a special web page that will be set-up and go 

live when the mailer goes out. 

Offer a money back guarantee for joining. We will be giving them a 30 day money back 

guarantee. The new member must contact AARC within 30-days to get membership 

cancelled. 

We will be giving all new leaders who sign up for membership during this campaign a free 

membership in the Management Specialty Section. 

The Membership Committee will track the following and report back to the BOD and HOD 

in July: 

Number of mailers sent out. 

Number of hits on our special web page. 

Number of memberships created by these target leaders during this special 

recruitment campaign. 

Number of memberships cancelled within 30 days. 

Recruitment Campaign #2 for 2012: 

Once campaign #1 gets off the ground, we will be working on the details of our 2
nd

 half of 2012 

membership campaign. We will once again use the list worked upon by the state societies to send 

mailings to “ALL” department leaders (members and non-members) to try to get our recruitment 

campaign inside of as many institutions as possible. Details will be forthcoming. 

Other 

I want to thank the members of the Membership Committee. They hit the ground running and 

had to make many contacts with their states. I’d also like to thank Tom Kallstrom, Sherry 

Milligan and Doug Laher for all their work and guidance they have given during the first quarter 

of the year and on our first recruitment campaign. 
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Position Statement Committee 

Reporter: Colleen Schabacker 

Last submitted: 2012-03-22 08:27:50.0  

Recommendations 

Recommendation # 1: 

Approve and publish the newly developed position statement on "Respiratory Therapists in the 

Emergency Department". This statement is Attachment #1. 

Justification: This resolution from the HOD was approved by the BOD and referred to this 

committee. The motion was as follows: "Be it resolved that the AARC formulate and distribute a 

position statement regarding the rising of free standing emergency rooms (FSER) and the need 

for Respiratory Therapist to be an integral part of the ER Team". Instead of writing a position 

about FSERs only, it was felt a position on all emergency department settings was more 

appropriate. 

Recommendation #2: 

Approve and publish the revised position statement on "Respiratory Therapists Education". This 

statement is submitted for your review as Attachment #2. Text to be deleted appears with 

strikethrough and text to be added appears with underline.  

Justification: Cleaned up some of the verbiage, and made a strong emphasis on furthering one’s 

education. 

Recommendation #3: 

Approve and publish the revised position statement on "Continuing Education". Text to be 

deleted appears with strikethrough and text to be added appears with underline.  See Attachment 

#3 

Justification: It was felt we needed to add the following statement at the end of this position: 

Providers of continuing education are encouraged to review, evaluate and measure their 

activities’’ effectiveness. Providers are also urged to use instructional technology, incorporate 
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multiple learning styles, current research-based learning and assessment theories, and foster 

critical thinking to promote effective learning." 

Recommendation #4: 

Approve and publish the revised position statement on "Licensure of Respiratory Care 

Personnel". Text to be deleted appears with strikethrough and text to be added appears with 

underline.  See Attachment #4 

Justification: Added public’s "health, safety and welfare". 

Report 

Charges: 

•1. Draft all proposed AARC position statements and submit them for approval to the Board of 

Directors. Solicit comments and suggestions from all communities of interest as appropriate. 

•· A draft of the proposed AARC position statement "Respiratory Therapists in the Emergency 

Department" has been proposed. 

•2. Review, revise or delete as appropriate using the established three-year schedule of all current 

AARC position statements subject to Board approval. 

 During 2012, the Committee’s goal is to complete the review of the four (4) position 

statements listed below. Action on each statement to this point is listed following the 

statement title as is the name of the Committee member spearheading the review.  

•1) Respiratory Therapy Education - Deryl Gulliford - presented revisions at April BOD meeting 

•2) Licensure of Respiratory Care - Kathy Deakins - presented revisions at April BOD meeting 

•3) Continuing Education - Jim Allen - presented revisions at April BOD meeting 

•4) Ethics and Professional Conduct - Linda VanScoder - to be presented at the July BOD 

meeting 

•3. Revise the Position Statement Review Schedule table annually in order to assure that each 

position statement is evaluated on a three-year cycle. 

• The schedule (See Attachment #5) is ongoing. 

 

 



 

Page 172 

Other 

A special thank you to committee members Kathleen Deakins, Deryl Gulliford, Jim Allen and 

Nick Widder. A special thanks to committee member Linda VanScoder who always had her 

finger on the pulse and was always there to help. 
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Attachment #1 

 

American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Respiratory Therapists in the 

Emergency Department 

   

Patients are at risk for unanticipated injury or illness requiring emergency services.  This is 

why Emergency Departments rely on Respiratory Therapists for their expertise in a wide 

range of cardiopulmonary treatment modalities. The Respiratory Therapist’s skills in 

assessment, airway management, resuscitation, patient education and mechanical 

ventilation are essential for optimizing care of the compromised patient.  

To provide the quality of care our patients deserve while reducing the risk of liability in 

health care institutions, the AARC recommends the use of qualified Respiratory Therapists 

trained in patient management and complex respiratory care modalities to provide safe and 

effective treatment for the highest risk patients with cardiopulmonary compromise in all 

Emergency Department settings.    
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Attachment #2 

American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Respiratory Therapist Education 
It is the position of the American Association for Respiratory Care (AARC) that in order to 

adequately prepare entry level respiratory therapists for clinical practice, across a broad 

spectrum of sites, and to prepare professional leaders to meet the demands of providing 

clinical leaders for services requiring complex, cognitive abilities and complex patient 

management skills: 

 The minimum education leading required to entry into the practice of respiratory 

care is therapy should be successful completion of an associate degree in respiratory 

care. therapy. educational program.  

 Programs that educate for the education of respiratory therapists, managers, 

researchers, faculty, and professional leaders should be accredited through by a 

body recognized by government, and through a rigorous and ongoing process which 

assures the quality of their programming. , and a process, which will confirm that the 

programs meet minimum educational requirements.  

 Respiratory therapists completing the above-described minimum such education, 

advanced training, and/or experience should be eligible to pursue and to obtain a for  

credentialing to reflect their that acknowledges the didactic preparation and related 

clinical skills required for practice in the respective area of specialization. 

Credentialing should be encouraged in related areas of specialization to include 

Neonatal/Pediatric Care, Adult Critical Care, Sleep Disorders, Pulmonary Function 

Testing and others which  may be added as the field evolves. 

The AARC also encourages the development of accredited, advanced degree programs in 

Respiratory Care at the bachelor’s, master’s and doctoral levels; and encourages therapists 
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to pursue such higher education as a means of expanding career opportunities and 

advancing the Respiratory Care profession. 

Effective 1998 

Revised 03/2009 
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Attachment #3 

American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Continuing Education 

It is critical for all health care practitioners to participate in continuing education in order to 

enhance their knowledge, improve their clinical practice and meet state licensure and 

national credentialing requirements. Participation in continuing education, whether 

mandatory or voluntary, offers the potential to be one of the most powerful tools to ensure 

safe, efficient, and quality patient care. The American Association for Respiratory Care 

(AARC) recognizes the value of, and need for, participation in continuing education and 

recommends that practitioners participate in educational activities each year on a continual 

basis. AARC members may utilize the Continuing Respiratory Care Education (CRCE) system 

as the mechanism for recognition and documentation of such activities. The AARC 

encourages Respiratory Therapists who have completed the required entry level education 

to pursue baccalaureate and graduate degrees relevant to their professional pursuits. 

The AARC encourages Respiratory Therapists to select continuing education activities 

relevant to their personal and professional needs. Providers of continuing education 

activities (which can include clinical institutions, educational institutions, public and private 

associations or organizations, and proprietary corporations) are encouraged to conduct 

needs assessments in order to design and develop valuable educational activities that will 

enable practitioners to meet their professional goals. The use of multimedia, multiple 

instructional techniques, and multiple exposure strategies are also encouraged to improve 

retention.  In addition, providers of continuing education are encouraged to review, evaluate 

and measure their activities’ effectiveness.  Providers are also urged to use instructional 

technology, incorporate multiple learning styles, current research-based learning and 

assessment theories, and foster critical thinking to promote effective learning. 

Effective: 1990 

Revised: 2000 

Revised: 2005 

Revised: 2009                                                                                                                                                     

Revised 2012 
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Attachment #4 

 

American Association for Respiratory Care 

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

Position Statement 

Licensure of Respiratory Care 

Personnel 

The American Association for Respiratory Care staunchly supports the non-restrictive 

licensing of respiratory care personnel at all levels within the defined scope of practice as a 

means of protecting the public by mandating at least minimal levels of competency in 

respiratory care modalities. Respiratory Care licensure is not intended to limit, preclude or 

otherwise interfere with the practice of other persons who are formally trained and licensed 

and who have documented equivalent competency. 

Effective 3/90 

Revised 3/00 

Revised 12/06 

Revised 07/09 
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Attachment #5 
 

Position Statement Review Schedule  

Originally Proposed 02/20/2007; 

Last approved by BOD 12/2009; 12/2010 

Last Update: 11/08/2010, 03/04/11 

 

Statement Title 

Original 

Statement 

Date 

Most 

Recent 

Review or 

Revision 

Years 

Since Last 

Review or 

Revision 

(2012-X) 

Schedule 

Review 

for 2012 

Schedule 

Review 

for 2013 

Schedule 

Review 

for 2014 

Schedule 

Review 

2015 

                

AARC Statement  of 

Ethics and Professional 

Conduct 1994 2009 3 X     X 

                

Administration of 

Sedative and Analgesic 

Medications by 

Respiratory Therapists 1997 2010 2   X     

                

Competency 

Requirements for the 

Provision of Respiratory 

Therapy Services 1998 2011 1     X   

                

Continuing Education 1990 2009 3 X     X 

                

Cultural Diversity 1994 2010 2   X     

                

Definition of 

Respiratory Care 1987 2011 2     X   

                

Delivery of Respiratory 

Therapy Services in 

Long Term Care Skilled 

Nursing Facilities 

Providing Ventilator 

and/or High Acuity 

Respiratory Care 2009 2010 2   X     

                

Hazardous Materials 

Exposure 2002 2011 1     X   

                

Health Promotion and 

Disease Prevention 1985 2011 1     X   

                

Home Respiratory Care 

Services 2000 2010 2   X     
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Inhaled Medication 

Administration 

Schedules 2008 2011 1     X   

                

Licensure of 

Respiratory Care 

Personnel 1990 2009 3 X     X 

                

Pre-Hospital 

Mechanical Ventilator 

Competency 2007 2011 1     X   

                

Pulmonary 

Rehabilitation 1973 2011 1     X   

                

Respiratory Care Scope 

of Practice 1987 2010 2   X     

                

Respiratory Therapist 

Education 1998 2009 3 X     X 

                

Respiratory Therapists 

as Extracorporeal 

Membrane Oxygenation 

(ECMO) Specialists 1998 2010 2   X     

                

Respiratory Therapy 

Protocols 2001 2010 2   X     

                

Telehealth 2001 2010 2   X     

                

Tobacco and Health 1991 2011 1     X   

                

Transport of the 

Mechanically 

Ventilated, Critically 

Injured or Ill, Neonate, 

Child, or Adult Patient 2009 2009 3 X     X 

                

Verbal Orders 1990 2011 1     X   

                

        5 8 9 5 
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Public Relations Action Team 

Reporter: Trudy Watson 

Last submitted: 2012-03-22 17:29:19.0  

Recommendations 

No recommendations at this time. 

Report 

Status of Charges 

1. Each member will agree to do interviews (radio) and provide information for the written press 

release that corresponds to the interview topic. 

 To date, no requests for radio interviews have been received.  

2.Continue to assist Your Lung Health with reading and editing clinical stories, messages, etc. 

for the website. These will be assigned through the EO on a PRN basis. 

 No requests have been received to assist with Your Lung Health activities.  

3. Communicate with each State Affiliate encouraging the establishment of a public relations 

committee. 

 This request was made to the Presidents of the Chartered Affiliates in 2011.  

4. Update the current Public Relations material and develop a mechanism to make the PR "tool" 

more easily available to the State Affiliates. 

 To date, the EO has not requested that PR materials be updated.  
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State Government Affairs Committee Report 

Tom McCarthy, Chair 

April 2012 

 

Several pieces of legislation are progressing through legislatures that will affect Respiratory Care 

Practitioners. 

 

Most notably, Maryland has two major pieces of such legislation. The first, Senate Bill 350, 

provides “that a licensed respiratory care practitioner has the right to practice respiratory care 

within the scope of practice of the respiratory care practitioner’s license, including practicing 

respiratory care in a sleep laboratory”. At this time it appears that this legislation will pass. 

 

The other legislative initiative in Maryland that is of concern to the Respiratory community is 

Senate Bill 776. Essentially, the language in SB 776 would allow individuals who may, or may 

not, be graduates of an accredited education program and who may, or may not, have passed a 

Nationally Accredited Credentialing Board competency examination to be licensed in the State 

to practice Polysomnography with patients. The concern with this language is that, by default, 

these individuals will be practicing Respiratory care as well. The Senate version of the bill 

passed, but the House version (HB 827) was heavily amended before passage. A conference 

hearing is scheduled for April 4th. 

 

The overall appearance of significant Polysomnography related legislation on an annual basis 

continues. The AASM recent publication of, “Innovation Care Delivery and Management 

Program for Patients with OSA” clearly indicates that this trend will continue. In fact, AASM 

sponsored legislative initiatives may increase since, among other things, the above cited 

publication calls for Stark Law waivers for sleep physicians. This would, of course, be a Federal 

matter but there would be ramifications for States with physician self-referral laws.  



 

Page 182 

 

 

 

Special 

Representatives 

Reports 
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AMA CPT Health Care Professional Adv Comm 

Reporter: Susan Rinaldo Gallo 

Last submitted: 2012-03-29 12:09:32.0  

 The AARC, ACCP and ATS proposed a revision of the Chest Wall Manipulation (94667, 

94668) codes at the February meeting. We asked that the code description be changed to 

read (changes in bold): 

•· CPT code 94667: Manipulation chest wall, such as cupping, percussing, vibration and 

oscillation to facilitate lung function; initial demonstration and/or evaluation 

•· CPT code 94668: Manipulation chest wall, such as cupping, percussing, vibration and 

oscillation to facilitate lung function; subsequent CPT code 

When presenting code proposals the performance of the procedures in the outpatient 

clinic and physician office settings must be stressed. Performance of procedures in the 

inpatient setting will not be considered. Inpatient procedures are covered under DRGs. 

One of the panel members asked us how the physician’’s office obtains the device (Vest), 

did they purchase it and if so wouldn’’t that increase the office expense? I indicated that I 

was fairly sure that the companies provide the devices free of charge to the physician’s 

office. However I wasn’t positive and I was truthful about that. A consultant for the Hill 

Rom (The Vest Company) was in the audience and she spoke to this stating that the 

company does supply the machines free of charge. This didn’t satisfy the panel; they 

asked us to return at a future meeting with more information on costs. It is unusual for the 

AMA CPT to ask about costs, that is the role of the RUC. The AMA’s job is to identify 

legitimate services/procedures for patients. In addition, the February meeting is the last 

meeting to have codes considered for the following year’s CPT publication. It is typically 

the busiest meeting of the year. There were approximately 80 codes being considered at 

this meeting. Each code received very little time and many were delayed until the next 

meeting.  

 This code modification proposal was postponed until the May 17th meeting. 
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Am Assn of Cardiovascular & Pulmonary 

Rehabilitation 

Reporter: Debra Koehl 

Last submitted: 2012-03-23 08:39:23.0  

Recommendations 

No current recommendations 

Report 

The following activities are occurring: 

 As part of my AARC responsibilities as well as being the AARC rep to AACVPR we 

have been hard at work working on the Pulmonary Rehabilitation Toolkit.  

o Full report can be found in the Continuing Care report as well.  

o Goal is to reach as many PR programs in the country to alert them to this 

educational piece.  

o It is a joint project of AACVPR, AARC, ATS, NAMDRC and ACCP.  

 Member of the professional liaison committee  

o committee will meet during the AACVPR conference in Orlando in September 

2012  

 Member of the pulmonary subcommittee of the Program Committee of the AACVPR  

o worked to establish the pulmonary education side of the AACVPR Conference  
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American Heart Association 

Submitted by Brian Walsh 

Report 

We continue to develop the 2015 guidelines while trying to achieve the 2020 AHA goals. See 

below. 

 

Other 

In order to try to achieve these lofty goals, the AHA is in the process of piloting service of care 

(SOC) committees. I have chosen to become a member of the “in-hospital” SOC. As you can 

imagine this mixes things up a little as this committee will focus on in-patient only, but the entire 

process from BLS to advance life support regardless of age. We had our first meeting in Dallas 

last week with the SOC and it was exciting. I feel that the SOC concept will not only help the 

AHA achieve their goals, but allow me to represent respiratory therapist in a more meaningful 

way.   
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Amer Soc for Testing and Materials 

Reporter: Robert McCoy 

Last submitted: 2012-03-22 15:42:07.0 

Recommendations 

none 

Multiple respiratory related standards are being reviewed and updated by the committees. Most 

of the ASTM meetings are held out of the country so I have not attended, yet receive updates for 

review. No action to report on at this time. 

Robert McCoy 
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Chartered Affiliate Consultant 

Reporter: Garry Kauffman 

Last submitted: 2012-03-21 13:06:53.0  

Recommendations 

Recommendations: None at this time 

Report: 

I did not conduct any on-site sessions with chartered affiliate leadership, but I do keep in 

communication and provide support to leadership with those states with whom I have worked to 

offer ongoing support with their business plans and operations. I have been requested to work 

with the Virginia Society leadership and have scheduled this for June 2012. 

Respectfully submitted, 

Garry W. Kauffman, MPA, FACHE, RRT, FAARC 
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Committee on Accreditation of Air Medical 

Transport Systems 

Reporter: Steven Sittig 

Last submitted: 2012-03-18 19:17:29.0  

Recommendations 

[No Recommendations at this time 

Report 

The CAMTS BOD met for an additional business meeting January 26th to 28th in Dallas Tx. In 

addtion to needed program deliberations the CAMTS Executive Director Eileen Frazer 

recognized Sam Giordano for his and the AARC’’s long time support of CAMTS by giving Sam 

a CAMTS silver picture frame. COO Tom Kallstrom was also in attendance. During the business 

meeting I was elected to the CAMTS executive committee in the role as secretary. 

The CAMTS Board is scheduled to meet again this month March 28th -31st in Nashville TN in 

conjunction with the Air Medical Physicians Association meeting.  
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Extracorporeal Life Support Organization 

Reporter: Donna Taylor 

Last submitted: 2012-03-26 22:18:53.0  

Recommendations 

Request that the AARC consider providing funds to enable the Extracorporeal Life 

Support Liaison to attend biannual ELSO Steering Committee Meetings 

ELSO over the last 5 years has experienced much increased notoriety and influence. The 

expertise and abilities of the Respiratory Therapist are uniquely suited to extracorporeal life 

support and I continue to champion our involvement in every part of these complex patients’ 

care. Previously, funds were provided for my attendance at one of these conferences. However, 

the last few years, funding for education and travel has been cut, making my attendance at even 

one difficult. Below are several of the ELSO Steering Committee’s agenda items for this past 

meeting in Keystone Colorado that highlight the growing influence and scope of ELSO: 

Update on the newly formed EURO-ELSO and the developing involvement and possible 

addition of similar ELSO chapters in India, Australia, New Zealand, China and Japan 

Expanded presence of ELSO at other medical meetings in presentations and advertising in 

professional journals to increase awareness and attendance 

ELSO credentialing and proceeding with this endeavor 

Report 

I continue my duties in promoting the use of respiratory therapists in ECMO therapy. This past 

quarter I have been consulted by two institutions who are looking at using respiratory therapists. 

These institutions also now have former physicians who have worked closely at our institution 

and seen the abilities of RRTs in caring for ECMO patients. 
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International Council for Respiratory Care 

Submitted by Jerome Sullivan – 3/23/12 

 

Recommendations 

No recommendations @ this time. 

Report 
I. March 16, 2012 Meeting With Abu Dhabi Health Authority Leadership:  The ICRC was 

represented J. Sullivan in a meeting arranged for the AARC during the Gulf Thoracic 2012 

Congress March 14
th

 – 17
th

 in Dubai, United Arab Emirates. The AARC representatives were T. 

Kallstrom, T. Myers and S. Giordano and the Health Authority of Abu Dhabi was represented by 

Hatem Al Ameri, Director of the Health Professionals Licensing Division. Dr. Al Meri is 

responsible for the licensing of all health care professionals in the region. He discussed with the 

group the UAE’s need for 1) Credentialing, 2) Assessment of Respiratory Care Practitioners, 3) 

Continuing Medical Education (CME’s), and 4) Quality approval mechanisms for Respiratory 

Care programs & seminars. These needs were discussed at length and the AARC representatives 

described how many of these needs could be met by existing and future programs and materials 

of the AARC. In addition the ICRC’s  International Education Recognition System (IERS) was 

described and discussion ensued on how this system might answer the need in Abu Dhabi for 

quality control of Respiratory Care educational programs. 
 

    This was a very positive meeting and the AARC/ICRC suggestions were well received. 

Contacts for future communications were established and follow up will occur. 

       

 II. Proposed Strategic Leadership Group of ICRC:  The ICRC Executive Committee and the 

Council at large are considering a structural change in the strategic organization of the ICRC. 

The group would consist of Respiratory Care experts from around the world, qualified by 

experience, credential, and reputation, to provide strategic direction and influence for the 

activities of the Council. Members of the ICRC Executive Committee would join the proposed 

ICRC Strategic Leadership Group. This group would meet infrequently but would set the 

strategic direction and projects of the Council.  This new leadership group would represent a 

structural change for the Council, however, members of the Executive Committee would have 

full voice and vote and direct representation on the Strategic Leadership Group.  
 

III. Development of the Fundamental Respiratory Support Course (FRCSC) & 

Relationship to Haiti Respiratory Education Proposal: For several years the ICRC has been 

exploring ways to develop the above referenced FRCSC which would be directed at basic RC 

training of non-respiratory care givers outside of the United States. The development of this type 

of course could strategically position and assist the AARC to realize the goal of better patient 

care on a global scale. A brief description of the FRCSC follows.    
 

 

Course Purpose: 
Fundamental Respiratory Care Support – Basic: A course with didactic instruction and skill 

stations to expose Non-Respiratory Care professionals outside of the United States to the 
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knowledge and skills required to provide basic Respiratory Care for patients in non-acute 

situations until a Respiratory Care Specialist becomes available or until transfer to appropriate 

facility. The course is intended to be structured so it can be customized to meet the diverse needs 

and requests of specific countries. The course would be approved by the International Education 

Recognition System (IERS) and could be developed in a modular fashion advancing from a basic 

seminar format to a more formal educational offering. 

Basic 2-4 day Seminar 

Three Month Program 

Six Month Program  

Nine Month Program 

Potential Degree Granting Program Offered by Native Country 
 

The Haiti Respiratory Education Proposal recently submitted by Natalie Napolitano, MPH, RRT-

NPS, FAARC and Daniel D. Rowley, B.S. RRT-NPS, RPFT, FAARC may be viewed as an very 

worthy effort which supports the development of programs such as the FRCSC. Although a 

single country program and a subset of the broader FRCSC concept the Haiti Project is supported 

and encouraged by the ICRC (please see attached letter of support). There are a number of 

charitable groups, foundations, agencies and NGO’s which support many types of humanitarian 

activities and projects in Haiti. These organizations can be approached with the potential of 

monetary and logistic support for the Haiti Respiratory Education Proposal.  Ultimately it would 

be of strategic importance to the AARC and the ICRC to succeed in developing specific projects 

such as the one in Haiti and the FRCSC in general.   
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 Karen Stewart MS, RRT, FAARC  President                                         February 10, 2012 

 George Gaebler MSEd, RRT, FAARC President-Elect 

 Timothy Myers MBA, RRT-NPS Past President 

 Thomas Kallstrom MBA, RRT, FAARC Assoc. Ex. Dir. & COO 

 

   

Dear Colleagues: 

  

        In my capacity as President of the International Council for Respiratory Care (ICRC), it is my 

pleasure to provide this letter of support for the Hôpital Sacré Coeur (HSC) Respiratory Care Education 

Program in Haiti. This project, after much time and effort, has been developed by Natalie Napolitano, 

MPH, RRT-NPS, FAARC and Daniel D. Rowley, B.S. RRT-NPS, RPFT, FAARC. Natalie and Daniel 

are well known to the international respiratory care community and are widely respected as clinicians and 

educators. In essence they plan on delivering a 12 month training program to HSC nurses and physicians 

on key theoretical and clinical aspects of respiratory care.  

 

     They have completed a needs assessment which indicates HSC is prepared to move forward in 

advancing the care of their patients by providing advanced Respiratory and Critical Care to their patient 

population. They are developing the curriculum and an evaluation protocol for the training program as 

well as coordinating the participation of other respiratory therapist and physician instructors from the US. 

This cannot be accomplished without the assistance and physical presence of Dan and Natalie as well as 

additional instructors. The project will require funding for developmental, logistical and travel costs. With 

the support of the AARC BOD this project may qualify for funding by the American Respiratory Care 

Foundation. 

 

     The development of this project by two dedicated Respiratory Therapists represents the best of 

intentions, and coincides with the patient-centered mission of our Association to forward the art and 

science of respiratory care.  The quality of the proposal deserves our attention, and the humanitarian 

aspect of the project prompts me to provide my strongest possible recommendation for support. Please let 

me know if I can be of further help in the process.     

 

 

Respectfully, 

 
Jerome M. Sullivan, Ph.D., RRT, FAARC 

President International Council for Respiratory Care 

Professor Emeritus, College of Health Science & Human Service 

University of Toledo 
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Joint Commission - Ambulatory PTAC 

Reporter: Suzanne Bollig 

Last submitted: 2012-03-21 13:33:18.0  

 

 

Recommendations 

No recommendations. 

Report 

The Ambulatory Professional and Technical Advisory Committee (PTAC) has had no activity 

since my last report. The first 2012 meeting is scheduled to take place via conference call on 

April 10, 2012. 
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Joint Commission - Home Care PTAC 

Reporter: Joseph Lewarski 

Last submitted: 2012-03-12 13:10:18.0  

Recommendations 

There are no recommendations 

Report 

The Joint Commission PTAC met via telephone conference on January 31, 2012. This was the 

first call of the year and was attended by Kim Wiles, the PTAC alternate (Lewarski was traveling 

out of the country). There was nothing of significance to report from this meeting. 
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Joint Commission - Lab PTAC 

Reporter: Franklyn Sandusky 

Last submitted: 2012-03-16 08:00:18.0  

Report 

The LAB PTAC first meeting for 2012 was March 1. 

There is nothing to report at this time. 
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National Asthma Education & Prevention 

Program 

Reporter: Natalie Napolitano 

Last submitted: 2012-03-21 13:10:08.0 

Recommendations 

[Recommendations must be SPECIFICALLY INSERTED here!] 

No Report 
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Natl Coalition/Hlth Pro Edu - Genetics 

Reporter: Linda Van Scoder 

Last submitted: 2012-03-12 11:58:45.0  

Recommendations 

No recommendations 

Report 

Nothing new to report. Will continue to monitor Genetic Alliance communications. 
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National Sleep Awareness Roundtable 

Reporter: Mike Runge 

Last submitted: 2012-03-21 16:30:00.0 

Recommendations 

No Recommendations at this time. 

Report 

I have not attended the NSA Roundtable meeting. Ann Marie Hummel may have further 

comments. 
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Neonatal Resuscitation Program 

Reporter: John Gallagher 

Last submitted: 2012-03-23 12:49:49.0  

Recommendations 

No recommendations at this time 

Report 

The NRP Steering Committee (NRPSC) met on March 5-6, 2012 as part of their semi-annual 

meeting schedule. Due to illness, I was not able to attend the meeting. However, minutes are 

being forwarded to me from the Manager of NRP so that I will be able to review them in 

preparation for a follow-up phone conference of the NRPSC in April 2012. 

Current initiatives for the NRPSC include: 

 creating the learning methodologies for future iterations of the program  

 scenario planning; education and delivery of content in the future  

 using learning strategies to generate new patterns of practice  

 instructor development moving forward  

 fostering continuous learning and innovation  

 extending the science of resuscitation  
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Asthma Disease Mgmt Roundtable 
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Consumer 
 

 

 

 

 

See Executive Director Report  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Page 203 

Disaster Response Roundtable 

Reporter: Steven Sittig 

Last submitted: 2012-03-18 19:19:01.0  

Recommendations 

No Recommendations at this time 

Report 

This roundtable submitted a number of lecture submissions of interest to this area of Disaster 

Response for the AARC Congress program. I have not yet heard which lecture proposals were 

approved. We are also working with Lewis Rubinson to help recruit more RT’’s for the 

government disaster teams. We are also planning on a formal roundtable meeting in New 

Orleans to better communicate with RT’’s who have an interest in Disaster Response.  
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Geriatrics Roundtable 
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Hyperbaric Roundtable 

Submitted by Dr. Clifford Boehm 

Nothing to report
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Informatics Roundtable 
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International Medical Mission Roundtable 

 

Reporter: Lisa Trujillo 

Last submitted: 2012-03-27 16:30:22.0  

Recommendations 

Nothing to report 
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Military Roundtable 
 

Reporter: David Vines 

Last submitted: 2012-02-07 00:00:00.0  

Recommendations 

None  

 Nothing new to report.  

Other 
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Neurorespiratory Roundtable 

Reporter: Lee Guion 

Last submitted: 2012-03-10 13:22:13.0  

 

With the encouragement and support of our roundtable’s BOD representative, we submitted a 

proposal for a half-day seminar on current topics in ALS for the 2012 AARC Congress to be 

held in New Orleans. Topics were based on suggestions from members who attended the 2011 

Congress and those on AARC Connect. 

This is part of a long-range strategy to have members of the AARC become a leaders in the 

respiratory management of ALS, much as they have with asthma, alpha-1 antitrypsin deficiency 

and, most recently, COPD. 

Over 90% of people with ALS die of respiratory failure and most will require treatment with 

noninvasive ventilation, secretion mobilization, and lung hyper-expansion therapies. Yet not all 

multidisciplinary clinics include RCPs. Patients referred to pulmonlogists may not receive the 

experienced care of RCPs skilled in delivering the above therapies. Our leadership in ALS care is 

a way of promoting our profession. 

We hope the AARC will partner with ALS advocacy organizations ALSA and the ALS division 

of MDA to publicize this devastating disease, lobby our state and national representatives to 

expand medical coverage, and increase funding for research into cause and cure. We continue to 

encourage roundtable members to submit abstracts to the Motor Neuron Disease Association, 

American Academy of Neurology, and American Academy of Chest Physicians and present our 

research and best-practice models for respiratory management of the ALS patient. 
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Research Roundtable 

Reporter: John Davies 

Last submitted: 2012-03-23 08:59:27.0  

Recommendations 

 

 No new recommendations at this time  

Report 

 Activity has been about the same as in the previous reporting period  
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Simulation Roundtable 

Reporter: Julianne Perretta 

Last submitted: 2012-03-23 13:11:16.0  

Report 

Updates on Simulation within the AARC: 

 The Summer Forum 2012 will be providing a 4 hour pre-conference session on 

simulation entitled "Building a Simulation Toolbox"  

 The Roundtable site on the AARConnect will be featuring a monthly "guest speaker". 

Guest speakers will consist of past simulation presenters at AARC Summer Forums or 

International Congresses, or abstract presenters from 2011. It will begin with a summary 

or abstract posting to the listserv, and then be followed up with an asynchronous 

discussion of the abstract. It will also allow for the guest presenter to share his or her tips 

and tricks, lessons learned, successes and failures, etc. These will begin in April and 

continue through July. If successful, I will continue to invite speakers/abstract presenters 

from 2010 or earlier.  

Other 

Action Items for the AARC (and/or Board of Directors) from the Simulation Roundtable: Use 

these 

 At the International Meeting for Simulation in Healthcare, I met a Canadian RT who has 

some innovative simulation curricula for her RT students. I would like to bring her in as 

one of the guest speakers. Is there a way to get her a "guest login" for AARConnect? She 

is not an AARC member, because she is not in the US points  

 Is there a system for requesting a simulation topic for a webcast through the AARC? Is 

this an opportunity offered to Roundtables? I had this presented as a suggestion during 

one of our forum discussions, which I found intriguing, but I’m not sure how to begin to 

put this forward...  

 What is the maximum size for files posted to the AARConnect website? Simulation is a 

great topic for using video as a training medium. I would like the ability to share videos 

with the members, but am not sure whether this is allowable. Can I be given a tech 

support contact or a point person in the webcenter to assist me with this request?  
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Tobacco Free Lifestyle Roundtable 

Reporter: Jonathan Waugh 

Last submitted: 2012-03-23 12:25:24.0  

Recommendations 

• Given that tobacco-dependence treatment is defined as part of the respiratory therapist scope of 

practice and that the majority of our profession do not have certification for such counseling and 

self-describe as being insufficiently equipped for it, I request that the BOD discuss how a day-

long workshop on tobacco treatment skills could be offered during the AARC Congress or as a 

pre-event. 

Report 

• Steve Nelson notified me that a second sponsor has been identified to do a second printing of 

the AARC patient guide "Why Quit Using Tobacco?" which was written by the Tobacco-Free 

Lifestyle group.  

• Update on the "Clinician Guide for Tobacco Cessation," a joint effort between the TFL 

Roundtable in and the AARC executive office. Co-chairs are Georgianna Sergakis and Rita 

Mangold have assigned the content sections to members of the work group. This is a companion 

text to the aforementioned patient guide on tobacco cessation. The patient guide is a print 

publication but the clinician guide is planned to be an electronic publication. 

• We are hopeful that some of the tobacco-related proposals submitted by TFL members for the 

2012 AARC Congress will be accepted. 

• A number of TFL members have contributed to publications this past year or were "in the 

news" in various ways. 

• The TFL stands ready to assist with educational programs and curricula for tobacco-related 

training. 

Other 



 

Page 213 

• Last week I presented on tobacco prevention/lung health to 3 classes of students at two 

elementary schools with the assistance of five our senior RT students. It turned out to be an 

opportunity to talk about respiratory therapists as well. This could be a good recruiting option for 

programs and hospitals to use to attract students to the profession 

(http://www.facebook.com/media/set/?set=a.399394236756975.105513.130875206942214&type

=3). 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.facebook.com/media/set/?set=a.399394236756975.105513.130875206942214&type=3
http://www.facebook.com/media/set/?set=a.399394236756975.105513.130875206942214&type=3
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Ad Hoc Committee on Cultural Diversity 

Cultural Diversity in Care Management Committee  

AARC Activities Report 

Spring 2012 
 

 

Chair:  Joseph R. Huff   Liaison: Susan Gallo 

    
Recommendation:  None 

  

    

Charge:  Develop a mentoring program for AARC members with the   

   purpose of increasing the Diversity of the BOD and HOD.  

 

Status: The Committee mentored Deborah Waggoner at the HOD Meeting in 

November.  Deborah is from Miami Florida and had the following 

comments about her expierence. 

 

Hi, Joe: 

I had a REALLY good time, thanks to you. I have learned so much about the working phase of the AARC 
(sitting in the front and center kept me Wide Awake).  Seriously, it was a fantastic learning experience 
for me. I am thankful that you gave me the opportunity to participate. Yes, we will definitely keep in 
touch. Thanks again for everything,  

Deborah Waggoner RRT, RN, CHT, MS 

Respiratory Care Manager 

South Miami Hospital 

 

   We are working with New Mexico to have candidates attend the Summer Forum.   

 

                                           

Charge:  The Committee and the AARC will continue to monitor and develop the 

web page and other assignments as they arise. 

 

Status: Currently reviewing material for the Web Page.  Should be completed by 

the Summer Board Meeting 
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Ad Hoc Committee on Officer Status/US 

Uniformed Services 
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Ad Hoc Committee on Home Oxygen 

 

Submitted by Dr. Kent Christopher 

 

 

 

Nothing new to report 
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AARC Leadership Institute 

Reporter: Toni Rodriguez 

Last submitted: 2012-03-23 18:19:19.0  

Recommendations 

None  

Report 

AARC BOD Report: Spring 2012 

Original Charge: That this Ad Hoc Committee develop a Management, Research and 

Educational leadership Institute. 

Vision Statement 

The Learning Institute will be the first AARC sanctioned program designed to provide advanced 

training to ensure the future continuity of leadership, discovery, and education within the 

profession of Respiratory Care. 

Mission Statement 

The mission of the Learning Institute is: 

To foster leadership talent 

To teach the skills of academic leadership 

To advance the science of respiratory care 

Summary of Activities Spring 2012 

Discussion over the current lack of progress. 

•o Problem of recruiting authors for Core Curriculum Modules was attributed to: 1) Content 

areas are not in line with our membership’’s areas of expertise and 2) the money offered to 

complete a module was too low. 

•o Possible suggestions to overcome current stumbling blocks and move forward: 
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•§ Have participants provide proof of attainment of Core Course objectives from another 

appropriate venue. We would then only provide the specialty tracks. It was agreed that this 

would not be the best option given the extra time and cost to program participants. 

•§ Subsume the core competencies in a more generalist form into each specialty track. Specialty 

content experts authoring a module would be better able to speak to core concepts in context. It 

was agreed that this would be the best solution and the committee chair was charged with 

presenting a model for accomplishing this. See Appendix A. Each committee member 

volunteered to rewrite the original track competencies to incorporate the newly developed 

general core competencies. 

•o The committee agreed that we should proceed with development of a model script for the 

purpose of answering some of the questions raised at the end of the final 2011 committee report. 

Rob Chatburn volunteered to work out the Research Track. A meeting between Rob, Toni and 

Tom identified the following points: 

Conclusions used for developing the original RFP: 

•o 5 modules in the Core Track/ 34 competencies to be covered 

•o Total of 45 contact hours for the entire core 

•o 9 hours of instruction per module 

•o 9:1 ratio for instructional development of a module = 81 hours of development time per 

module or 405 hours of instructional development for the entire track. 

•o 81 hours X $30.00 per hour = $2430.00 per module 

•o RFP amount $2500.00 to be paid per module 

New consideration used in developing a new proposal for development: 

•1) Based upon anecdotal data reported in the December 2011 committee report $65 - $150.00 

per hour, based upon developer background and experience, was the standard range for content 

development. In addition consultation fees can be as much as $200.00 per hour. Given this data 

and even factoring in the desire to contribute as a volunteer, $30.00 per hour was an unrealistic 

amount to pay for the development of instructional content.  
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•2) Content authors would not be working on the project full time since they will most likely 

have a full time job. Rob indicated that upon his current commitments the most time he would be 

able to expend on the project is 10 hours per week. Using this time frame as an example, 432 

hours of instructional content would require 43 weeks to complete or approximately 9 months. 

Based upon this information the following conclusions were arrived at: 

The original concept behind the institute was to provide continuing education for our members to 

prepare them for career advancement and/or make them more value as employees. The core was 

generalist skills and the three tracks were chosen because they are pillars of the profession 

essential to its continued growth. The time span of 45 hours was chosen based upon a desire to 

eventually have the courses accepted for credit by a traditional education program ( i.e.: 2 or 4 

year institution). 45 hours correlates with 3 credit hours in a traditional education environment 

(15 hrs = 1 credit). The three tracks plus the core would equal 12 credits in a traditional 

education environment. 

Currently the project is at a standstill. We could not entice our own membership to author the 

Core modules at $30.00 per hour and an outside company intimated that it would cost "mid six 

figures" to produce the five modules. In addition, if membership could be recruited to produce 

course content it would be on a part time basis. Given Rob’’s guesstimate of 10 hr per week to 

work on the project, it would take almost a year to get the instructional material for a track 

completed. 

Given this information we may need to rethink our approach. Going back to our original 

premise, the concept was to provide continuing education. Continuing education is by definition 

training received post formal education to maintain or improve job skills. Continuing education 

is usually awarded CEU’’s over credits. According to Wikipedia one CEU is generally 10 hours 

of participation. Even considering the reference source we have greatly exceed traditional CEU 

standards with our desire to one day to align with a traditional education institution. It may be 

advisable to reduce the number of hours in each track in line with providing general knowledge 

instead of producing and expert.. The goal would be for enlightenment that could peak 

someone’’s interest in pursuing more in depth education in a subject area. For the sake of 

discussion we considered the following based upon a rate of pay for development at $100.00/ hr 

which is the minimum amount Rob would consider to author the Research Track. 

Example A: Research Track: Based on 3 credit format. 
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•o 6 modules in research track/ 30 competencies 

•o Total of 45 - 50 contact hours for the entire track 

•o 8 hours (round up from 7.5 hrs) of instruction per module. 

•o 9:1 ratio for instructional development of a module = 72 hours of development per module or 

432 hours of instructional development for the entire track. 

•o 432 hours X $100.00/hr =$43,200.00 cost for development of the Research track. 

•o 432 hours/10 hr per week = 43 weeks or 10 months to complete. 

Example B: Research Track: Based upon a continuing education model 

•o 6 modules in research track/30 competencies 

•o Total of 15 contact hours for the entire track 

•o 2.5 hours of instruction per module 

•o 9:1 ratio for instructional development of a module = 22.5 hours of development per module 

or 135 hours of instructional development for the entire track. 

•o 135 hours X $100.00/hr = $13,500.00 cost for development of the Research Track 

•o 135 hours/10 hr per week = 13.5 weeks or 3.5 months to complete. 

A conference call of the entire committee was held on February 17
th

. At that time the committee 

voted to move forward based upon "Example B". On March 9
th

 a subcommittee of Rob, Toni, 

Tom and Steve met to further discuss the possible layout of the online modules. Based upon this 

discussion Rob was charged with development of one lesson to be presented to the subcommittee 

by the end of March. This lesson will then be used as a platform for furthering the discussion on 

instructional design. 

Committee Members: 

Chair: Rodriguez, Toni Ed.D, RRT; Members: Chatburn, Robert (Research Institute Chair) 

MHHS, RRT-NPS, FAARC; Ford, Richard (Management Institute Chair) RRT, FAARC; Myers, 



 

Page 222 

Timothy BS, RRT-NPS; Van Scoder, Linda (Education Institute Chair) EdD, RRT, FAARC, 

John Walton MBA, RRT FAARC 

Staff Liaisons: Tom Kallstrom, RRT FAARC 

Appendix A: 

CCC 101 Introduction to Human Communication: 

Course Description: Theory and practice of communication skills in public, small groups and 

interpersonal setting to include: interpersonal and inter-organizational communication, barriers to 

communication, impact of diversity on communication, non-verbal communication and conflict 

resolution. 

Competencies: 

1. Describe the process of interpersonal communication in terms of models and principles. 

2. Describe the nature and function of communication on all levels within organizations. 

3. Identify the components of listening and common barriers to the process. 

4. Identify and explain the elements of nonverbal communication. 

5. Identify strategies for conflict resolution within small groups. 

6. Explain the impact of cultural and gender variables on interpersonal communication. 

7. Prepare and demonstrate the effective delivery of a verbal presentation to a small group. 

Suggested General Communication Competency: 

Demonstrate the ability to listen to others and communicate in an effective manner. 

CCC102 Health Information Management and Informatics: 

Course Description: The use of technology to support and sustain information management 

within the healthcare environment to include: basic word processing, spreadsheet, database, 
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statistical and desktop presentation applications as well as the application, care and management 

of Personal Health Records. 

Competencies - Basic Computer and Health Information Literacy Skills  

Pre-Requsites 

*Demonstrate proficiency in the Windows operating environment. 

*Resolve minor technical problems associated with use of computers. 

*Demonstrate use of email, addressing, forwarding, attachments, and netiquette. 

*Create and name or rename subdirectories and folders. 

*Demonstrate how to save work to a computer file, and printing and copy a file. 

*Create and edit a formatted document using tables and graphs 

*Demonstrate use of the essential aspects of file organization, information storage (such as disk 

or flash drive), protection from data loss, and basic computer skills. 

Competencies: 

1. Demonstrate Internet/intranet communication and topic search skills 

2. Use basic word processing, spreadsheet, database, and desktop presentation applications as 

applicable to your work. 

3. Use statistical analysis packages. 

3. Differentiate between the types and content of patient health records (such as paper- based, 

electronic health records, and personal health records). 

4. Know the architecture and data standards of health information systems. 

5. Demonstrate an understanding of the relationship of telemedicine and its application to all care 

settings. 
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6. Identify legal and regulatory requirements related to the use of personal health information 

and apply policies and procedures for access and disclosure. 

Suggested General Health Information Competency: 

Use health record data collection tools such as input screens, document templates and 

adhere to health record documentation requirements of external agencies and 

organizations. 

CCC 103 Financial Planning and Budgeting Principles: 

Course Description: Fundamental theory of accounting principles and procedures as they relate 

to healthcare to include: generally accepted accounting principles, income statements, balance 

sheets, cost/benefit/ratio analysis, and strategic financial planning. 

Competencies: 

1. Demonstrate generally accepted accounting principles (GAAP). 

2. Explains income statement, balance sheet and cash flow 

3. Prepare a simplified balance sheet and income statement. 

4. Demonstrate knowledge of ratio analysis, cost-benefit analysis and cost-effectiveness analysis 

5. Demonstrate knowledge of strategic planning, strategic financial planning, operational 

planning and capital budgeting. 

Suggested General Financial Management Competency: 

Organize, direct and control the financial activities related to project design and 

implementation 

CCC 104 Small Group Problem Solving and Decision Making 

Course Description: An organized approach to problem solving, decision making and small 

group management to include: group facilitation, conducting meetings, team building, 

intervention strategies and monitoring group progress. 
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Competencies:  

1. Define the role of the facilitator, team leader and team members. 

2. Discuss the impact of group dynamics in facilitating small group communication. 

3. Explain how listening and speaking skills facilitate communication. Identify methods for 

identifying and defining problems 

4. Select a problem and develop a solution based upon established problem solving protocol to 

include: study design, data analysis, selection of best solution, action plan analysis , 

implementation and follow up. 

5. Define the steps in effective team building 

6. Identify effective conflict management and intervention techniques. 

7. Discuss strategies to be used in conducting effective meetings. 

8. Identify ways to monitor group progress. 

Suggested General Small Group Problem Solving Competency: 

Demonstrate the ability to effectively manage and guide group efforts by providing 

appropriate feedback and prevent, manage, and/or resolve conflict. 

CCC 105 Basic Management Skills 

Course Description: The functions of management, specific roles and responsibilities of the 

supervisor and the application of leadership principles in addressing on-the-job situations and 

handling work related conflicts. 

Competencies: 

•1. Demonstrate an understanding of what it is to manage and to lead in the role of a 

successful department manager. 

•2. Describe the roles, functions of management and the responsibilities of supervisors and how 

they impact effective relationships in the workplace. 
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•3. Examine different leadership styles, explaining the advantages and disadvantages of each. 

•4. Explain how to be successful in communicating with others based on their leadership style. 

•5. Demonstrate an understanding of the characteristics of effective leaders, how to identify 

mentors, and gain from the example of others. 

•6. Evaluate how to motivate others and coach them to improved performance 

•7. Demonstrate an appreciation for teams, the importance of prioritizing conflicting demands, 

achieving desired outcomes and accountability for the achievement of outcomes. 

Suggested General Management Competency: 

Demonstrate the ability to support, promote, and ensure alignment with an organization’’s 

vision and values while ensure the effective, efficient, and sustainable use of resources and 

assets. 
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Ad Hoc Committee on 2015 & Beyond 

 

Co-Chair:  Lynda Goodfellow, EdD, RRT, FAARC & John D. Hiser, MEd, RRT, FAARC 

Staff Liaison:      Sam Giordano/Tom Kallstrom/Bill Dubbs 

 

Recommendation 1 

The 2015 ad hoc committee recommends that the AARC BOD accept the direction for the future 

of health care as recommended by the publication Creating a Vision for Respiratory Care in 2015 

and Beyond by Robert M Kacmarek PhD RRT FAARC, Charles G Durbin MD FAARC, 

Thomas A Barnes EdD RRT FAARC, Woody V Kageler MD MBA, John R Walton MBA RRT 

FAARC, and Edward H O’Neil PhD 

Published -Respir Care 2009;54(3):375–389. © 2009 Daedalus Enterprises 

 

Justification:  It is essential that the AARC plan for the future and that we take steps to assure that we are 

prepared to take on the duties and responsibilities that may be required of the respiratory therapist in the 

years to come.  By accepting this recommendation the BOD is sending the message that you agree with 

the findings of the first conference that these may indeed be the types of roles and responsibilities that the 

respiratory therapist of the future may be asked to perform.    

 

Committee Objectives:   

 

1. Review the attributes and compare to the recommendations for areas that required 

additional definition. 

The committee reviewed and compared the attributes to the recommendations from the 

third conference and completed a Gap Analysis which is included with this report. 

 

2. Identify gaps and identify other information that will be necessary to act on the 

recommendations. 

Gaps were identified and are included in the Gap Analysis. 

 

3. Identify groups of organizations and interested parties that would be necessary to obtain 

feedback regarding the recommendations and the attributes. 

ASAHP, NN2, NBRC, CoARC, and the Ohio and California licensing boards were 

contacted in 2011.  BOMA representatives were also asked to communicate with their 

respective organizations.  The CoARC response is attached to this report.  President 

Stewart also made presentations at several state society meetings. 

 

4. Identify a mechanism to obtain additional feedback from members and mangers of 

respiratory care. 
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Surveys went out last year to Education Program Directors, ASAHP deans, Deans of 

Educational Institutions with RT programs and Deans of Educational Institutions without 

RT programs. RT Department directors were also surveyed. 

 

5. Develop a time line of activity the needs to occur and a time line for BOD action. 

 

A teleconference was held on February 28, 2012 4:00 -4:35 CST.  The participants 

included Karen Stewart, Lynda Goodfellow and John Hiser along with AARC Staff 

members Sam Giordano, Tom Kallstrom and Bill Dubbs.  The following timelines were 

accepted by the group and forwarded to the committee for approval: 

Future Directions and Timelines 

April BOD Meeting 

Complete the Gap Analysis revision 

Present the first recommendation to the BOD 

Review responses from NBRC and CoARC 

Send an update of progress to AARC members following the BOD 

meeting 

July BOD Meeting  

Report results of any surveys conducted to in response to information 

needs identified during and after the April BOD meeting. 

November BOD Meeting 

a. Present final 2015 and Beyond recommendations to the BOD  

b. Send an update of progress to AARC members following the BOD meeting 

 
The co-chairs would like to thank President Stewart for her leadership in this effort and also thank 

her for the trust she has placed in us to carry on this initiative.  Also thanks to the members and a 

big thank you to Bill Dubbs for all of his work.   

 

Members: 
Patricia Doorley                                

George Gaebler       

Denise Johnson 

Woody Kageler (BOMA) 

Dianne Lewis                                     

Tim Myers                                          

Toni Rodriguez 

Karen Schell 

Richard Sheldon (BOMA) 

Margaret Traband 
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Ad Hoc Committee to Recommend Bylaws 

Changes 

Reporter: George Gaebler 

Last submitted: 2012-03-26 12:52:00.0  

Recommendations 

The committee made a recommendation to slightly change the policy on Bylaws Conflicts 

to better reflect the actual steps taken when Chartered Affiliate Bylaws are in conflict with 

AARC Bylaws.  (“That the revision to the policy on Bylaws Conflicts be approved by the 

BOD.”) 

Report 

The policy changes proposed will be available on the back table at the meeting. The changes 

only clarify but do not change the intent of the policy we approved at the Dec ember BOD 

meeting. This was done in concert with the Executive Committee and the AARC Bylaws 

committee. 
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Ad Hoc Committee on Section Membership 

Co-Chairs: Lynda Goodfellow & Mike Runge 

 

Recommendations: 

1. That the AARC ask each Section Chair to review the “Section” description and update to 

better describe the focus of the section. 

 

Rationale:  Section descriptions have not been updated and reviewed.  A current description 

which encompasses changes in practice and technology may be warranted.  

2.  That the AARC investigate offering some form of CEU through the bulletins as a benefit 

of section membership 

Rationale:  Many bulletins are publishing best practices and guidelines which may be appropriate 

and eligible for continuing education credits. 

3. That the AARC consider offering a special incentive to recruit colleagues to join 

Specialty Sections. Each time you refer a new Regular Member, the AARC will reward 

you with an appropriate thank you gift.   

Rationale:  Other organizations are offering small tokens of appreciation to incentivize specialty 

section membership.  

4. That the AARC create and post to each section webpage a CRCE Section Calendar that 

shows all education activities a member can access as a member of that section.   

Rationale:  Another venue for posting educational offerings.  

5. That the AARC aggressively promote the fact that the new SDS specialty exam has been 

accepted as an alternative to the RPSGT by the AASM. 

Rationale: To create interest in specialty section and showcases AARC role in sleep 

credentialing. 

6. That the AARC investigate the feasibility of offering a membership fee for multiple 

sections.   

 

Rationale:  Currently, it is an additional $10 per section, and perhaps a flat rate for access to all 

sections, but only be an active member of 2 or 3 sections can be investigated.  
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Charge for Section: 

 Review the membership and the offering of the sections and make recommendations to the 

Board for areas of improvement.  If any of the sections fall below the threshold of maintaining 

that section please make recommendation as to what should be done with that section.   

At the 2011 AARC Congress, section chairs were at the AARC Booth during pre-arranged times.  

Three questions were provided to facilitate a discussion regarding section membership: 

1. Which benefits provides the most value to you as a Specialty Section member? 

2. What benefits would you like to see offered as a Specialty Section member in the future?   

3. As a Specialty Section member, what issues or concerns do you want to pass along to the 

Specialty Section Chair and the AARC Board of Directors? 

Few responses were received at the AARC Congress but section chairs were asked to post the 

questions on AARC Connect.    Suggestions for improvement included: 

 A more detailed description of what each section is about or an update to better describe 

the focus is needed.  For instance, for Transport Section, the types of patients transported 

may be useful. 

 Better involvement of  RTs serving in the military 

 Offer some form of CEU through the bulletins, maybe ½ CEU for some such level of 

benefit.  

 AARC Connect and the Bulletins are great networking tools and are a great way to 

express what you may doing in your current work place. It allows others to maybe think 

outside the box and introduce new ideas to their staff and directors that they may not have 

thought about.  

 The following were specifically mentioned for the sleep section: 

1. Offer a special incentive for to recruit colleagues to join the Sleep Section. Each time 

you refer a new Regular Member for the 2012 membership year, the AARC will 

reward you with a coupon for a free AARC webinar or archive CD-ROM (including 

free shipping and handling). Each member referral also enters you into a Grand Prize 

Drawing to win a complimentary registration to the general session of the 2013 

AARC Annual Meeting.  The AAST has a program like this but why reinvent the 

wheel?   

2. Create a CRCE Calendar that shows all the sleep-related activities a member can 

access to keep up their RPSGT or SDS credential. 

3. Aggressively promote the fact that the new SDS specialty exam has been accepted as 

an alternative to the RPSGT by the AASM. 

4. Enhance the information available to section members (position papers, core 

competencies/CPGs, CRCE information, advocacy information, calendar of events, 

discussion groups). 
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5. Committees (they need to be reinvigorated – I noticed virtually all of the members of 

the committees were the same people I appointed when I was chair.)   

6. The Resources page is outdated (and still has my name and old email on it).  Most 

people in sleep go to the AAST, BRPT, and AASM websites because they have far 

more resources available.  If there are 1,000 + members and each one were asked to 

provide just one policy, protocol, etc.  that would be a nice resource library. 

 A fee for multiple sections.  Currently, it is an additional $10 per section, and it would be 

nice if there were a flat rate for access to all sections, but only be an active member of 2 

or 3 

 I like the bulletin. It gives younger members the opportunity to publish in a very low 

stress format. Great experience for them. Great medium for us to communicate 

 Continue to attempt to improve on our newer projects (journal club etc.)  

 focus on ways to target new therapist's, maybe approach schools with "discounted" 

section memberships for the first year to get them interested 

 address AARC members as often as possible and demonstrate benefits and advantages of 

becoming section members. Maybe mass e-mailings to help-line, schools, hospitals etc.  

  Have section demo/booth at the AARC conferences 

 

Recommendations for consideration were crafted from these comments. 
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Ad Hoc Committee to Reduce Hospital 

Readmissions 

Reporter: Greg Spratt 

Last submitted: 2012-03-22 08:39:24.0  

Recommendations 

Proposal to Board 

Based on the feedback received from the membership survey, and the input from the exploratory 

committee formed by President Stewart: 

The Hospital to Home Committee proposes a project to select and fund 3-5 pilot studies 

exploring the benefits of different models of RT-led programs for reducing hospital readmissions 

in COPD. Pilot studies would be evaluated and selected based on the criteria designated by the 

committee (Attachment A). 

Attachment A 

Hospital to Home Pilot Study Objectives 

1. Study a COPD population 

2. At least 30 patients each (or calculated to be sufficiently powered) in Treatment and Control 

Arms 

3 Prospective, Randomized, Controlled Design 

4. IRB Approved 

5. Minimum of 1 year follow up data including but not limited to: 

a. Readmissions (COPD-related and not) 

b. Cost data including costs to deliver the program and cost savings from the program 
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6. Incorporate standardized RT-directed intervention, (based on literature) that could be applied 

to large populations, which may include but is not limited to: 

a. Individualized patient needs assessment 

b. Patient / caregiver education 

i. Written and/or web-based materials 

ii. Pre and/or post-discharge 

c. Self-management plans 

7. Potential RT-directed follow up models may include the following (or a combination thereof): 

a. Pre-Discharge Intervention 

b. Visits to Home 

c. Calls to Home 

d. Checklist 

e. Telemedicine (e.g., Smart Phones, tablets, web-based) 

f. RT-Directed Long Term Care Facility Involvement 

g. Novel or Emerging Concepts 

8. Should be submitted in accordance with the AARC Research Program Grant Application 

9. Must be completed as outlined in the proposal 

10. Must be submitted for publication 
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Ad Hoc Committee for Continued 

Development of Education Competition 

Reporter: Bill Cohagen 

Last submitted: 2012-03-30 14:14:43.0  

Report 

The group has been put together with to create a competition program for the International 

Congress for 2013 and beyond that; 

 Increases attendee involvement  

 Is more modern  

 Meets the spirit and intent of the sputum bowl.  

 Is more fiducially responsible.  

The group had several suggestions tossed around and we are taking the top 2 and drilling down 

to ensure the requirements are met. 

The final recommendation will be sent to the Program Committee by the summer meeting in 

Santa Fe. 
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MEMORANDUM 

 
 
Date:  March 26, 2012 
  
To: AARC Board of Directors, House of Delegates and Board of Medical 

Advisors 
 
From: Kerry E. George, RRT, MEd, FAARC, President 
 
Subject: NBRC Report 
 
I appreciate the opportunity to provide you my first update on activities of the NBRC as 
President. Since the last report, the Board of Trustees and its committees met in 
December 2011, and the Adult Critical Care Examination Committee and new members 
of the Board convened in Kansas City in February 2012. The Board of Trustees will hold 
its spring meeting April 23-28 in Kansas City to conduct examination development 
activities and discuss business related items pertinent to the credentialing system. The 
following details the current status of examinations and significant activities in which the 
Board and staff are currently involved.  
 
Adult Critical Care Specialty Examination 
 
The much awaited Adult Critical Care Specialty Examination is set to launch on July 17, 
2012. Details regarding admission policies, fees, test specifications, practice and self 
assessment examinations can be found on the NBRC website, www.nbrc.org, under the 
Examinations tab. Individuals who apply and schedule an examination appointment 
prior to August 31, 2012 will receive a free self assessment examination.  
 
Ohio Examination Requirements Workgroup 
 

I served as the NBRC representative to the Ohio Examination Requirements Workgroup 
since early 2011. The workgroup’s purpose was to evaluate whether the Ohio 
Respiratory Care Board should amend OAC 4761-5-01 and related rules to require the 
candidates for licensure in the state of Ohio to pass the written and clinical simulation 
portions of the RRT Examination as a condition for initial licensure issuance in the state 
of Ohio. The Ohio Board has now accepted this workgroup’s recommendations and is in 
the process of drafting amendments to its rules to require the RRT be the minimum 
credential for initial licensure in the future. As you are likely aware, the NBRC supports 
the CRT credential as the minimum requirement for licensure and we submitted a 
minority report opposing the proposed recommendations, as well as made a personal 
appearance at their February 2012 public hearing. We continue to be involved in a 
stakeholder group providing input into the rule drafting process. 
 

http://www.nbrc.org/
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California Respiratory Care Board Meeting 
 
At the request of the California Respiratory Care Board, we also traveled to their 
February 2012 board meeting to discuss their interest in elevating the credential 
requirement for licensure in that state. It is not likely they will be proposing any change to 
their existing requirements. 
 
Credentialing System Evolves 
 
As a result of extensive, ongoing internal research the NBRC conducts regarding testing 
and measurement, the Board of Trustees voted at its December 2011 meeting to 
evaluate implementing significant changes to the respiratory therapy credentialing 
system beginning in 2015. These changes are coincidental with, and not in response to 
information arising from the Respiratory Care 2015 and Beyond process. To date, none 
of the recommendations from the third conference relative to credentialing have been 
acted upon by the AARC Board of Directors. Changes will include a single multiple 
choice examination with separate passing points for the CRT credential and eligibility for 
the Clinical Simulation Examination which will include a larger number of shorter 
simulation problems. Details regarding these significant changes will be announced 
during the Jimmy Young Memorial Lecture at the AARC Summer Forum in Santa Fe, 
New Mexico on July 15, 2012. 
 
2012 Officers Elected 
 
The following individuals have been elected to a one-year term beginning January 1, 
2012: 
 
President:  Kerry E. George, RRT, MEd, FAARC 
Vice President : Brian W. Carlin, MD, FCCP, FAARC 
Secretary:  Linda A. Napoli, MBA, RRT, RRT-NPS, RPFT 
Treasurer:  Alan L. Plummer, MD, FCCP, FAARC 
At-Large Member: Carl Haas, MLS, RRT, AE-C, FAARC 
At-Large Member: Katherine Fedor, RRT, RRT-NPS 
At-Large Member: Dorre Nicholau, MD, PhD 
 
 
2011 Examination and Annual Renewal Participation 
 
For 2011, we received over 40,500 applications across all examination programs; this 
represents approximately 3,600 more applications than the previous year. 2012 is 
shaping up to be right in line with 2011 activity. 
 
For 2011, we processed a record number of active status renewals totaling over 44,000. 
2012 annual renewal notices were mailed to credentialed practitioners in early October 
and credentialed practitioners were encouraged to renew their status by December 31. 
To date, we have received 38,666 active status renewals.  
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Examination Statistics – January 1 – December 31, 2011 
 
The NBRC administered just shy of 40,000 examinations in 2011. Pass/fail statistics for 
the respective examinations follow: 
 
Examination       Pass Rate 
 
CRT Examination – 13,683 examinations    
        Entry Level  Advanced 
First-time Candidates     72.6%   78.7% 
Repeat Candidates      19.7%   26.8% 
 
Therapist Written Examination – 12,922 examinations 
 
First-time Candidates     66.6% 
Repeat Candidates      30.4% 
 
Clinical Simulation Examination – 11,451 examinations 
 
First-time Candidates     61.4% 
Repeat Candidates      54.5% 
 
Neonatal/Pediatric Examination – 1178 examinations 
 
First-time Candidates     73.9% 
Repeat Candidates      44.8% 
 
Sleep Disorders Specialty Examination – 38 examinations 
 
First-time Candidates     97.1% 
Repeat Candidates      66.7% 
 
CPFT Examination – 342 examinations 
 
First-time Candidates     69.1% 
Repeat Candidates      41.8% 
 
RPFT Examination – 75 examinations 
 
First-time Candidates     83.6% 
Repeat Candidates      66.7% 
 
 
Your Questions Invited 
 
I look forward to working with you during my term as President. If you have any 
questions or concerns about any credentialing related matter, the NBRC and I are 
interested in providing whatever information you need. In addition, the Board of 
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Trustees is committed to maintaining positive relationships with the AARC and all of the 
sponsoring organizations of the NBRC, as well as the accrediting agency. We have 
significant issues to consider in the future, and I am confident that by working together 
and promoting understanding of the topics under discussion we will continue to advance 
the profession and ensure the integrity of the credentialing process. 
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American Respiratory Care Foundation 
 

ARCF Report to AARC Board of Directors 
Spring 2012 
Submitted by Michael T, Amato, MBA 
 
The Foundation is planning to hold its annual Trustees meeting in early May.  At that time, Trustees will 
review the Strategic Plan and consider additional projects and activities. 
 
You may recall that as I mentioned in my report to you last Fall, the Foundation was busy soliciting 
financial support for the RESPIRATORY CARE Journal’s conference on Oxygen.  I am happy to report that we 
have been able to identify approximately $50,000 in support of the planning, implementation, 
publication, and distribution of conference proceedings. 
 
As you may recall, last year the Foundation voted to transfer responsibility for funding International 
Fellows to the AARC.  The Trustees are now in the early consideration stages of developing a special 
International Fellowship that will target highly placed individuals in other country’s healthcare delivery 
systems.  It has been suggested for several years by the ICRC that the Foundation consider developing a 
special program for “high powered” representatives of foreign governments, especially Ministries of 
Health who may be invited for special visits to the United States in order to understand the value, 
education, training, and service delivery models of respiratory therapists in the United States.  Please 
consider this a work in progress.  I will provide updates as we move forward. 
 
I want to thank the AARC for allowing us to promote the Foundation to its members through a special 
article in AARC Times last year.  We hope to be able to repeat that effort this year. Individual member 
solicitations have been somewhat disappointing (less than $6,000).  However, the Trustees will continue 
efforts to make the activities of the Foundation much more relevant to the day-to-day practice of our 
members. 
 
I also want to thank the Board and the House of Delegates leadership for their support of the 
International Reception.  In 2011, we realized a small net gain after expenses.  The future of the 
reception will be discussed and addressed when the Board meets in May and discussions will revolve 
around cost benefit since it takes quite a bit of time to plan and execute the reception, especially as it 
involves our International Council governors and their guests. 
 
On behalf of the Trustees, I want to thank the AARC Board of Directors for their continued support of 
the Foundation and its goals.  Please feel free to contact me with any questions you may have regarding 
this report or the Foundation. 

 

 

 

 

 

 

 

 

 



 

 

Page 242 

 

Unfinished Business 
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New Business 
 

 

 

White Paper on Concurrent Therapy recommendation pg.244 (R) 

 
Policy Review 

 BOD.006 – Executive Session of the Board of Directors pg.  

 CA.002 – Chartered Affiliate Requirements and Responsibilities  

 CA.006 – Chartered Affiliate Consultant 

 CT.005 – Standing Committees 
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Submitted by Susan Rinaldo-Gallo 
 
Recommendation: That the AARC’s white paper on Concurrent Therapy be temporarily pulled 
from the web site.  
 
Justification:  The paper needs to be updated as it is 10 years old and some of the references are 
unobtainable (i.e. JC web references). The CMS citations are from 2001 SNF regulations and 
there is an implication in our paper that somehow based on these regulations, Medicare 
prohibits Concurrent Therapy in all sites. This is not true, including the SNF setting, the only 
provider setting where Medicare does address this concern.   
 
These issues affect the White Paper's credibility.  
 
The paper is attached below. 

AARC White Paper on Concurrent Therapy 

Introduction 

The American Association for Respiratory Care (AARC) has been made aware of the practice of 

concurrent therapy (sometimes referred to as "stacking") within the context of respiratory care. 

The following information is made available because there are major concerns of respiratory 

therapists which center on the issues of patient safety and quality of care.  

This paper outlines causes, ramifications and alternatives to providing respiratory therapy 

concurrently.  

The Current Health Care System Places Increased Demands on Health Care Providers  

Patients with cardiopulmonary diseases need access to safe, cost-effective care. Respiratory 

therapists provide care that can improve patient outcomes and reduce morbidity, mortality and 

costs.  

Under the current health care system, increasing demands are placed on providers due to the 

aging population and a decrease in the supply of health care professionals. Respiratory therapy is 

impacted by these shortages as well. In 2000, we observed a 5.9% vacancy rate of staff positions 

for respiratory therapists. This fact, when coupled with the lack of sufficient respiratory therapy 

graduates to fill these vacancies has resulted in increased workloads for respiratory therapists.1, 2 

In some cases, respiratory therapists feel pressured to provide treatments concurrently (stacking) 

although it is against their best professional judgment. In providing care, respiratory therapists 

are bound by ethical and professional principles, and in most cases, state practice acts.3  

Although today's health care system demands increased efficiency, it is imperative to balance 

that demand with the need for appropriate, effective and skilled patient care. In order to provide 

safe, cost-effective care, the respiratory therapy profession must address the issue of concurrent 

therapy (sometimes referred to as "treatment stacking").  
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In respiratory therapy, concurrent therapy occurs when one therapist administers treatments 

utilizing small volume nebulizers, metered dose inhalers, or intermittent positive pressure 

treatments to multiple patients simultaneously.  

The Joint Commission on Accreditation of Health Care Organizations (JCAHO) cites concurrent 

therapy as a problem. According to JCAHO, if concurrent therapy is done, there must be a clear 

indication for it and a policy and procedure that govern its application. It must be differentiated 

from treatments given individually. Concurrent treatments, when provided in order to meet the 

convenience needs of the respiratory therapy staff, is considered inappropriate by JCAHO.4  

The Federal Government's Response to Concurrent (Stacking) Therapy  

In a Federal Register notice dated May 10, 2001, related to the Prospective Payment System 

(PPS) for Skilled Nursing Facilities (SNF), the Centers for Medicare and Medicaid Services 

(CMS) raised the issue of concurrent therapy. According to CMS, "concurrent therapy is the 

practice of one professional therapist treating more than one Medicare beneficiary at a 

time -- in some cases, many more than one individual at a time. Concurrent therapy is 

distinguished from group therapy, because all participants in group therapy are working 

on some common skill development and the ratio of participants to therapists may be no 

higher than four to one."5  

Furthermore, CMS goes on to state "A beneficiary who is receiving concurrent therapy with 

one or more beneficiaries likely is not receiving services that relate to those needed by any 

other participants. Although each beneficiary may be receiving care that is prescribed in 

his individual plan of treatment, it is not being delivered according to Medicare coverage 

guidelines: that is, the therapy is not being provided individually, and it is unlikely that the 

services being delivered are at the complex skill level required for coverage by Medicare."5  

Sources of Concern Regarding Concurrent (Stacking) Therapy  

Medical Errors: The appropriate administration of respiratory therapy involves assessing and 

monitoring the patient. Assessment and monitoring include the need for therapy, administration 

of medications, the type of medication delivery device, patient education, patient tolerance, 

patient coordination, and outcomes documentation.6,7,8 Concurrent therapy may encourage the 

elimination of one or more of these essential elements and could result in medical errors. 

According to recent reports by the Institute of Medicine, there are serious problems associated 

with medical errors, particularly medication errors.9  These errors are often associated with 

inadequate staffing levels. Again, an increased demand for efficient care coupled with work force 

shortages, has resulted in increased workloads. In some instances, such demands far exceed a 

facility's resources.  

Billing Errors: Concurrent therapy can cause billing problems and result in possible fraud. 

According to Medicare policy for Medicare Part A services (i.e., hospital inpatient services, 

skilled nursing facility services and intermediate are services), "respiratory therapy services 

cannot be recognized when performed on a mass basis with no distinction made as to the 

individual patient's actual conditions and need for such services."5 This language, in addition to 

the concerns raised by CMS in the May 10, 2001 Federal Register notice cited previously 
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indicate that concurrent therapy associated with respiratory services is not covered under 

Medicare. Although Medicare payments are made according to a prospective payment system, 

these payments are based on professional standards and the therapist's time spent in providing 

patient care.  

Alternatives to the Practice of Concurrent (Stacking) Treatments  

The American Association for Respiratory Care (AARC) appreciates the fact that even though 

human resources temporarily may not be adequate to meet the demand for respiratory services, 

there exist service delivery models and strategies which can close the gap between the demand 

for services and an institution's ability to meet that demand without jeopardizing patient safety, 

care quality and cost containment objectives. Brief descriptions of alternatives to concurrent 

therapy are presented in the following paragraphs.  

Protocols  

The use of established protocols may help respiratory therapists deliver appropriate and efficient 

care under conditions of an increased workload. Protocols are based on scientific evidence and 

include guidelines and options at decision points.10 The use of protocols can help assure that all 

treatments have established indicators but also are highly effective in reducing the volume of 

unnecessary care. Evidence based literature exists supporting the use of protocols to minimize 

unnecessary treatments11 and provide self-administration options for patients who demonstrate 

their ability to do so as documented by the respiratory therapists.12 Research has shown that there 

exists a high percentage of misallocated respiratory therapy treatments. Indeed the range of 

misallocation, according to the scientific literature, goes from a low of 25% to a high of 60% 

depending on the modality.13,14 It is important to note that numerous studies have concluded that 

protocols can reduce the volume of unneeded care, and therefore, contribute to an overall 

reduction in workload. For patients who require bronchodilator therapy, protocols can be 

effective in switching patients from small volume nebulizers, to the less time-consuming metered 

dose inhalers administered via hand held spacer devices. Other technology such as breath-

activated nebulizers can be incorporated into protocols to increase efficiency without 

jeopardizing patient safety or quality of care.  

Developing a Formal Procedure to Assess Patients' Needs  

The AARC recognizes that not all health care provider organizations are in a position to take 

advantage of the benefits of patient-driven protocols. The Association recommends that a policy 

and procedure be developed which governs the application of the practice of concurrent therapy. 

This policy should include assessment of the appropriateness of the order for respiratory therapy 

utilizing AARC's Clinical Practice Guidelines (CPGs). Numerous studies have observed that 

CPGs are an invaluable tool in assessing whether the therapy in question is an appropriate 

allocation of resources. Moreover, if the therapy is appropriate, frequency of its administration 

should be evaluated as well.  

Assessment of the patient is an indispensable component to this process, with patient safety and 

quality of care foremost. The patient's cognitive status, understanding of therapeutic goals, 

coordination and tolerance of the therapy must be considered. Moreover, the patient's attitude 
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and ability to cooperate with the therapy should be recognized as indispensable to the success of 

the treatment itself. The incidence of cognitive impairment among older people ranges from 30-

50% in acute care hospitals, and 50-80% in skilled nursing facilities.15 Finally, the proximity of 

the therapist should be taken into consideration, to assure adequate monitoring for quality and 

safety purposes.  

Self-Administration  

There are many instances where patients can be transitioned to a self-treatment program and thus 

avoid a significant demand for the therapist's time. You are encouraged to investigate this 

alternative in order to decrease workload for respiratory therapists without compromising care 

quality and patient safety. Policies and procedures must be developed which govern patient self-

administration of respiratory therapy treatments. This process should include a thorough 

assessment of the patient similar to the one described in the previous alternative. Patients can 

then be categorized as those who require the services of a respiratory therapist or those, who 

after appropriate instruction from a respiratory therapist can self-administer their therapy. 

Patients in the first group would be treated the traditional way, while those in the latter group 

should be assessed and observed on a daily basis in order to assure that the therapy ordered is 

still appropriate, the patient's clinical condition has not worsened and the patient can still 

demonstrate correct technique regarding self-administration of the treatment.  

The foregoing alternatives are not intended to be all-inclusive. The recurrent themes contained in 

each are patient assessment, safety, quality of care, appropriateness of the order, monitoring all 

aspects of the patient's response to therapy, and organizing a formal policy and procedure to 

implement the alternative in question.16  

Conclusions 

Patient safety is the primary reason for respiratory therapists not to deliver care via concurrent 

therapy without a thorough patient assessment. Indiscriminate use of concurrent therapy may 

lead to declines in quality and may jeopardize patient safety. Aerosolized medications 

administered during treatments have potential adverse reactions. Recognition of these reactions 

is not possible if the patient is left unattended and thus a safety hazard exists.  

Action should be taken to remedy situations that cause concern for patient safety and 

appropriateness of care. Possible actions include establishing protocols and other procedures, as 

well as conferences with managers and supervisors, if necessary. Additional actions may include 

reporting unsafe practices to appropriate authorities within the hospital or other health care 

agencies. Concurrent therapy may not only adversely affect quality of care and patient safety, but 

can lead to a decline in job satisfaction and a loss of trained personnel. Such adverse results 

further exacerbate the health care work force shortage. Ultimately, it is the ethical and 

professional responsibility of respiratory therapists to assure their patients receive both safe and 

effective care of the highest quality.  
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American Association for Respiratory Care 

Policy Statement 
          Page 1 of 1 

          Policy No.: BOD.006 
 

SECTION:   Board of Directors 

 

SUBJECT:   Executive Session of the Board of Directors 

 

EFFECTIVE DATE:  December 14, 1999 

 

DATE REVIEWED:  July 2007 

 

DATE REVISED: 

 

REFERENCES: AARC Bylaws; Robert’s Rules of Order 

 

Policy Statement: 
All Executive Sessions of the Board of Directors shall be held in strict accordance with 

Association policy, and Robert’s Rules of Order. 

 

Policy Amplification: 

 

1. Executive session shall be an important mechanism for conducting confidential business 

of the Board of Directors 

 

2. All items discussed in executive session shall be held in strict confidence by all who are 

in attendance and may not be divulged to individuals other than the Board. 

 

3. The Board of Directors shall review a member of the Board who is suspected of violating 

this policy in accordance with the due process provisions of AARC policy. 

 

4. A member of the Board found to be in violation of this policy shall be subject to 

disciplinary action up to and including removal from office. 

 

A. The Board shall also file a complaint with the Judicial Committee regarding such 

member found in violation of this policy. 

 

5. Any executive session information that is germane to the effective functioning of the 

Board of Directors shall be disseminated to all board members in the most timely fashion 

possible (e.g. Executive, Budget, and other special committees’ business and rough drafts 

of proposed documents). 

 

DEFINITIONS: 

 

ATTACHMENTS: 
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American Association for Respiratory Care 

Policy Statement 
 

 

          Page 1 of 1 

          Policy No.: CA.002  
 

SECTION:   Chartered Affiliates      

 

SUBJECT:   Chartered Affiliate Requirements and Responsibilities   

 

EFFECTIVE DATE:  December 14, 1999 

 

DATE REVIEWED:  March, 2009 (was referred to Chart. Affil. Cmte to update 

    by summer 2009) 

 

DATE REVISED: 

 

REFERENCES: 

 

Policy Statement: 

Chartered affiliates shall be responsible for providing necessary formal documentation required 

for Chartered Affiliate Membership in the AARC. 

 

Policy Amplification: 

 

1. Chartered Affiliates shall be required to provide the following written documentation to the 

AARC. 

 

A. Proof of state and federal exempt tax status. 

 

B. Proof of Chartered Affiliate Treasurers and other checking account signatories being 

bonded. 

 

2. The Affiliate Charter shall remain the property of the Association, and replacement or 

additional copies must be purchased at cost plus handling. 

 

3.   It shall be the responsibility of the Chartered Affiliates Committee to solicit and maintain  

      documentation. 

 

 

DEFINITIONS: 

 

ATTACHMENTS: 
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American Association for Respiratory Care 
Policy Statement 

 

Page 1 of 2 

Policy No.:  CA 006 

 

SECTION:   Chartered Affiliate 

 

SUBJECT:   Chartered Affiliate Consultant 

 

EFFECTIVE DATE:  January 1, 2008 

 

DATE REVIEWED:  December 2007 

 

DATE REVISED:  December 2007 

 

References: 

 

Policy Statement: 

 

The American Association for Respiratory Care (AARC) has established a mechanism to offer 

consultation services to its state societies (chartered affiliates). 

 

Policy Amplification: 

 

The role of the consultant is to assist the state societies, in regard to resolution of problems 

and/or disputes associated with the operation of the state society at the direction of the AARC 

President. 

 

1.  The President may appoint an AARC member volunteer with Board of Director or Executive 

Committee experience to serve as AARC State Society Consultant.  The Consultant serves at the 

pleasure of the President.  The position will be subject to reappointment on a yearly basis. 

 

2.  The Consultant’s role is strictly voluntary with no pay for services, but state societies 

requesting a consultation will accept responsibility for any expenses incurred with the AARC 

matching up to $500 of the total expense. 

 

3.  While the consultant may be engaged with state societies on a wide range of topics related to 

arbitration, the consultant is not empowered to represent the AARC without its written 

authorization to do so from the AARC President. 

 

4.  When the Consultant provides advice in the execution of a consultation it must be clearly 

stated that the advice is not a position, opinion, recommendation or other form of direction from 

the AARC, but rather represents the best opinion of the consultant given his/her extensive 

experience and expertise in this area. 
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American Association for Respiratory Care 
Policy Statement 

 

Page 2 of 2 

Policy No.:  CA 006 

 

5.  If the consultant feels that it is necessary and appropriate for the AARC to undertake a formal 

recommendation or other action, the consultant will contact the AARC’s President and make the 

appropriate recommendation(s).  The President will in turn consider the recommendation(s) and 

after consideration with appropriate parties take any subsequent action. 

 

6.  The consultant will communicate on a regular basis with the AARC’s President regarding any 

activities undertaken in fulfillment of this appointment and will generate a written report after 

any consultation be copied to the AARC’s President and Executive Director within ten days post 

meeting. 

 

7.  The consultant will submit a report that summarizes activities participated in on behalf of the 

AARC for each BOD meeting. 

 

8.  All communications from the consultant to the State Affiliate must be copied to the AARC 

President and Executive Director. 

 

9.  Any brochures, publications and/or e-mails that the consultant desires to send out to the 

affiliates promoting services provided through the position must first be approved by the AARC 

President and Executive Director. 

 

10.  All requests for services of the consultant must first be submitted to the AARC President.  

The President will make the decision regarding approval of the consultation and travel grant 

funding by the AARC Travel Assistance Grant Fund. 

 

11.  The Chartered Affiliate Consultant will be required to sign a Letter of Agency which will 

describe scope and limitations of authority. 

 

 

DEFINITIONS: 

 

ATTACHMENTS: 
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American Association for Respiratory Care 

Policy Statement 
 

 

          Page 1 of 1 

          Policy No.: CT.005  
 

SECTION:   Committees      

 

SUBJECT:   Standing Committees 

 

EFFECTIVE DATE:  December 14, 1999 

 

DATE REVIEWED:  March 2008 

 

DATE REVISED:  March 2008 

 

REFERENCES:    

 

Policy Statement: 
The standing committees of the Association shall be the Bylaws, Elections, Executive, Finance, 

Judicial, Program and Strategic Planning Committees. 

 

Policy Amplification: 

1. The Association’s standing committees are designated by the Association’s Bylaws and only 

may be changed by initiation of a Bylaws change as designated in the Association’s Bylaws 

in Article XII, sec 2.2. 

 

2. Committee chairs and committee members of standing committees, not otherwise designated 

in the Association’s Bylaws and/or policy shall be appointed by the President and subject to 

the approval of the Board of Directors. 

 

3. Committee terms of appointment shall be for one (1) year with the exception of the Elections 

and Bylaws Committees. 

 

 A.  Elections committee terms shall be for two (2) years. 

 B.  Bylaws committee terms shall be for two (2) years. 

 

4. Decisions of the standing committees of the Association, except as specified in Article XII, 

Section 2 (a) (3), may be appealed to the Board of Directors. 

 

A. A two-thirds (2/3) vote of the Board of Directors shall be required to sustain an 

appeal. 

 

DEFINITIONS: 

ATTACHMENTS: 
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ARCF Achievement Awards 
 

 

 

 

 

 

Forrest M. Bird  

Lifetime Scientific Acheivement Award 
 

 

 

Dr. Charles H. Hudson Award  

for Cardiopulmonary Public Health 
 

 

 

Thomas L. Petty, MD Invacare Award  

for Excellence in Home Respiratory Care 
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Memorandum 

DATE: February 2012 

TO: 
Karen J. Stewart, MS, RRT,FAARC, AARC President 

Kerry George,MEd,RRT, FAARC, NBRC President  

Steve Mikles, EdS, RRT, FAARC, CoARC President 

 

FROM: 
Michael T. Amato 

ARCF Chair 

SUBJECT: Forrest M. Bird Lifetime Scientific Achievement Award 2012—

Solicitation of Nominations 

This award was established in 1983 to acknowledge “outstanding individual scientific contributions in the 

area of respiratory care of cardiopulmonary disorders.”  The annual award is funded by a $25,000 

endowment from Dr. Forrest M. Bird, founder of Bird Products Corporation, a developer and 

manufacturer of respiratory equipment.  Dr. Bird has been not only an outstanding innovator of 

respiratory care equipment, but has inspired and encouraged many investigators to continue the search for 

methods of improving respiratory care.  He is recognized as an international educator and promoter of 

excellence in respiratory care.  

In recognition, the recipient will receive an inscribed plaque, airfare (coach or less), one night 

lodging, and per diem to attend the Awards Ceremony at the AARC International Respiratory 

Congress. 

Previous recipients of this prestigious award have been:  

 2011   Brian Carlin, MD, FAARC 

 2010   Louise Nett, RN, RRT, FAARC 

 2009   James K. Stoller, MD, MS 

 2008   Bruce K. Rubin, MD, FAARC 

 2007   Robert L. Chatburn, RRT-NPS, FAARC 

 2006   Robert M. Kacmarek, PhD, RRT, FAARC 

 2005   Richard D. Branson, MS, RRT, FAARC 

 2004   Joseph L. Rau, Jr., PhD, RRT, FAARC 

 2003   Robert Kirby, MD    

 2002   Charlie G. Durbin, Jr., MD, FAARC   

 2001   Neil R. MacIntyre, MD, FAARC  

 2000   Martin J. Tobin, MD   

 1999   Dean Hess, PhD, RRT, FAARC  

 1998   Walter O’Donohue, Jr., MD  
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 1997   Alan H. Morris, MD 

 1996   David J. Pierson, MD,FAARC 

 1995   Leonard D. Hudson, MD  

 1994   John F. Murray, MD  

 1993   Peter Safar, MD   

 1992   George A. Gregory, MD 

 1991   Edward A. Gaensler, MD 

 1990   John W. Severinghaus, MD 

 1989   Roger C. Bone, MD 

 1988   William F. Miller, MD, FAARC 

 1987   H. Fredrick Helmholz, Jr., MD 

 1986   Thomas L. Petty, MD 

 1985   Claude Lenfant, MD 

 1984   C. Everett Koop, MD, Surgeon General 
       

Each year nominations are invited from the AARC Board of Directors, ARCF Board of Trustees, 

the National Board for Respiratory Care and the Committee on Accreditation for Respiratory 

Care.   
 

1. Your organization may consider as many candidates as you choose; however, you must 

declare one as your nominee. 

2. In fairness to your nominee, you must submit a complete current curriculum vitae and 

biographical summary. 

3. We wish to simplify the process by asking each group to simply vote as a group for the 

candidate of your choice and tell us why you have made your choice, keeping the purpose of 

the award as designated by the donor. Your nominee must have made “outstanding 

individual scientific contributions in the area of respiratory care of cardiopulmonary 

disorders.”  This should include activities in research and education of physicians, therapists 

and nurses, through publications and lectures. 

4. Each organization must provide a personal statement from their nominee of interests and 

activities outside of medicine as well as the candidate’s opinion of what their most significant 

contributions are.   

5. Remember, it is your job to sell your nominee to the selection group. 

Any submission that does not meet the criteria of the award will be eliminated.  The deadline for 

receipt of your nomination in the Executive Office is June 1, 2012. 

 

cc: AARC Board of Directors 

 ARCF Trustees 
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Forrest M. Bird Lifetime Achievement Award 

The award was established in 1983 to acknowledge "outstanding individual scientific 

contributions in the area of respiratory care of cardiopulmonary disorders." 

The annual award is funded by a $25,000 endowment from Dr. Forrest M. Bird, founder of Bird 

Products Corporation, a manufacturer of respiratory equipment.  This award consists of $2,000 

cash, a plaque, airfare, one night lodging and registration for the AARC's International 

Respiratory Congress. 

Nominations are solicited from the AARC Board of Directors, the ARCF Board of Trustees, 

BOMA, NBRC, and CoARC.  The recipient will be selected by September 1, and the award 

presented by the American Respiratory Care Foundation during the Awards Ceremony at the 

International Respiratory Congress. 
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AMERICAN RESPIRATORY CARE FOUNDATION 
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706  
(972) 243-2272, Fax (972) 484-2720 
http://www.arcfoundation.org, E-mail: info@arcfoundation.org 

 

 

 

 

 

 

 

Memorandum 

DATE: February 2012 

TO: 
Karen J. Stewart, MS, RRT,FAARC, AARC President 

Kerry George, MEd, RRT, FAARC, NBRC President  

Steve Mikles, EdS, RRT, FAARC, CoARC President  

 

 

FROM: Michael T. Amato, MBA 

ARCF Chair 

SUBJECT: Dr. Charles H. Hudson Award for Cardiopulmonary Public 

Health 2012—Solicitation of Nominations 

The American Respiratory Care Foundation (ARCF) has initiated this year’s selection process 

for the Dr. Charles H. Hudson Award for Cardiopulmonary Public Health.  We are requesting one 

nomination. 

The purpose of this award is to recognize “efforts to positively influence the public’s 

awareness of cardiopulmonary health and wellness.” 

Previous recipients include: 

 Congressman Mike Ross- 2011 

 Not awarded in 2010 

 John Kattwinkel, MD - 2009 

 Ted and Grace Anne Koppel – 2008 

 Senator Michael D. Crapo – 2007 

 John W. Walsh - 2006 

 Christopher Reeve Foundation - 2005 

 Thomas L. Petty, MD, FCCP, FAARC - 2004 

 Barbara Rogers - 2003 

 National Lung Health Education Program (NLHEP) - 2002 

 David Satcher, MD, PhD, Surgeon General of the United States - 2001 

 Stephen Wehrmen, RRT, RPFT - 2000 

 Mike Moore, Attorney General, State of Mississippi - 1999 

 Jackie Joyner-Kersee - 1998 

 William W. Burgin, Jr., MD, FACP, FACCP - 1997 
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 Respiratory Care Dept., Toledo Hospital - 1996 

 American Lung Association - 1995 

 Allergy & Asthma Network-Mothers of Asthmatics, Inc. - 1994 

 Lansing Area Respiratory Care Practitioners - 1993 

 Debra Koehl, RRT - 1992 

 Louise M. Nett, RN, RRT - 1991 

 Dr. Louis Sullivan – 1990 

 Senator Frank Lautenberg - 1989 

 Congressman Richard Durbin - 1988 

 Terry H. duPont, CRT - 1987 

 New York Society for Respiratory Care - 1986 

The nomination procedure and other details concerning the award are included on the 

enclosed information sheets.  Nominations are due in the Executive Office no later than  

June 1, 2012. 

cc:  Board of Directors 

  ARCF Trustees 
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Dr. Charles H. Hudson Award for 

Cardiopulmonary Public Health 

The purpose of the award is to recognize "efforts to positively influence the public's awareness of 

cardiopulmonary health and wellness." The award is funded by a $25,000 endowment from 

Hudson Respiratory Care Inc. and was established in 1986 in honor of the company's founder, 

Charles H. Hudson, DDS. 

This award consists of a plaque, airfare (coach or less), one night lodging, and registration for the 

AARC's International Respiratory Congress. 

Nomination Procedure: 

Please submit a typed letter of one thousand words or less that answers each of the following questions as 

appropriate for the nominee.  Nominees may include individuals, groups or organizations whose primary 

effort has promoted cardiopulmonary health and wellness. 

1. How has the nominee promoted cardiopulmonary health and wellness?  Outline and describe major 

activities, events, research, or public policy the nominee has affected. 

2. Describe how public cardiopulmonary health and awareness has been influenced through the efforts 

of the nominee. 

3. Why is the nominee a role model for others in terms of public health? 

4. How has the nominee promoted the objectives relative to Healthy People 2010 (see attachment), the 

federal agenda for a healthier America? 

Please include any supporting documentation and, in case of an individual, a curriculum vitae, if 

available. 

Nominations will be accepted through June 1, 2012.  Please submit nominations to: 

ARCF Executive Office 

9425 N MacArthur Blvd., Suite 100 

Irving, TX  75063 

(972) 243-2272 

(972) 484-2720 FAX 

The award will be presented by the American Respiratory Care Foundation during the Awards Ceremony 

at the AARC's International Respiratory Congress. 
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Fact Sheet 

Healthy People 2010 

 

National Health Promotion and  

Disease Prevention Objectives 

 

 

Healthy People 2010 Goals  
 

 Increase quality and years of healthy life. 

 Eliminate health disparities.  

 

The Nation’s progress in achieving these goals will be monitored through 467 objectives in 28 

focus areas.  Many objectives focus on interventions designed to reduce or eliminate illness, 

disability, and premature death among individuals and communities.  Others focus on broader 

issues, such as improving access to quality health care, strengthening public health services, and 

improving the availability and dissemination of health-related information.  Each objective with 

baseline data for tracking has a target for specific improvements to be achieved by the year 2010.  

As data sources are established for those developmental objectives currently without data sources 

or baseline data (see Data Tracking Volume of Healthy People 2010), targets will be set.   Each 

objective is placed in only one focus area so that there is no duplication of objectives in Healthy 

People 2010.   Each focus area, however, has a list of related objectives in other focus areas, 

indicating the linkages among the focus areas.   

 

Healthy People 2010 Focus Areas 
 

Access to Quality 

Health Services  

Arthritis, Osteoporosis, and Chronic Back Conditions  

Cancer  

Chronic Kidney 

Disease  

Diabetes  

Disability and Secondary Conditions  

Educational and Community-Based Programs  

Environmental Health  

Family Planning  

Food Safety  

Health Communication 

Heart Disease and Stroke  

HIV  

Immunization and Infectious Diseases  

Injury and Violence Prevention  

Maternal, Infant, and Child Health  

Medical Product Safety  

Mental Health and Mental Disorders  

Nutrition and Overweight  

Occupational Safety and Health  
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Oral Health  

Physical Activity and Fitness 

Public Health Infrastructure  

Respiratory Diseases  

Sexually Transmitted Diseases  

Substance Abuse  

Tobacco Use  

Vision and Hearing 

 

 Leading Health Indicators 
 

The Leading Health Indicators, set forth in the publication “Healthy People 2010: Understanding 

and Improving Health,” reflect the major public health concerns in the United States and were 

chosen based on their ability to motivate action, the availability of data to measure their progress, 

and their relevance as broad public health issues.  They illuminate individual behaviors, physical 

and social environmental factors, and important health system issues that greatly affect the health 

of individuals and communities.  Underlying each of these indicators is the significant influence 

of income and education.  In addition, the Leading Health Indicators are intended to help 

everyone more easily understand the importance of health promotion and disease prevention and 

to encourage wide participation in improving health in the next decade.  Developing strategies 

and action plans to address one or more of these indicators can have a profound effect on 

increasing the quality of life and the years of healthy life, and on eliminating health disparities – 

thus creating healthy people in healthy communities. 

 

The Leading Health Indicators have been developed as a short list of measures that will monitor 

national success in targeting certain behaviors, environmental factors, and community health 

interventions that impact on health.  The set of Leading Health Indicators addresses physical 

activity, overweight and obesity, tobacco use, substance abuse, responsible sexual behaviors, 

mental health, injury and violence, environmental quality, immunizations, and access to quality 

health care.  By tracking and communicating progress on individual indicators, it will be possible 

to spotlight both achievements and challenges in improving the Nation’s health.  It is hoped that 

the Leading Health Indicators will allow the public to more easily understand the importance of 

health promotion and disease prevention, and invite their participation and partnership. 

 

The Office of Disease Prevention and Health Promotion (ODPHP), United States Department of 

Health and Human Services, is the Coordinator of the Healthy People 2010 Initiative. 

 

Additional information can be accessed online at: 
Healthy People 2010 

http://www.health.gov/healthypeople  
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AMERICAN RESPIRATORY CARE FOUNDATION 
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706  
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Memorandum 
DATE: February 2012 

TO: Karen J. Stewart, MS, RRT,FAARC, AARC President 

Kerry George, MEd, RRT, FAARC, NBRC President  

 

FROM: Michael T. Amato 

ARCF Chair 

SUBJECT: Thomas L. Petty, MD Invacare Award for Excellence in 

Home Respiratory Care 2012—Solicitation of Nominations 

This award was established in 1992 with a grant from Invacare Corporation to recognize 

“outstanding individual achievement in home respiratory care.” 

Previous recipients include:  

 Brian P. Wilson, RCP, EMT-I – 2011 

 Louise Nett, RN, RRT, FAARC - 2010 

 John R. Loyer, MS, RRT - 2009 

 Nancy T. Martin, BS, RRT – 2008 

 Claude Dockter, BS, RRT – 2007 

 Robert M. McCoy, RRT, FAARC - 2006 

 Vernon Pertelle, MBA, RRT - 2005 

 Timothy W. Buckley, RRT, FAARC - 2004 

 Gene Andrews, BS, RRT, RCP - 2003 

 Robert Fary, RRT – 2002 

 Joesph Lewarski, RRT - 2001 

 David A. Gourley, BS, RRT - 2000 

 Patrick J. Dunne, MEd, RRT, FAARC - 1999 

 Regina D. Marshall, BS, RRT - 1998 

 Robert J. Jasensky, RRT - 1997 

 Linda Ann Farren, RRT - 1996 

 Scott Bartow, MS, RRT - 1995 

 Susan Lynn McInturff, RRT - 1994 

 Linda Chapman Maxwell - 1993 
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We are now accepting nominations for this award.  Please submit a one-page, typed description 

of how the nominee embodies excellence in home respiratory care relative to the following 

criteria: 

 Must currently be working in home respiratory care. 

 Must be a respiratory care practitioner. 

 May not be employed by a manufacturer. 

 May be involved in education as well as the management and 

organization of patient care. 

 Should serve as an active patient advocate in home respiratory 

care, with specific achievements that demonstrate leadership. 

In recognition, the recipient will receive an inscribed plaque, airfare (coach or less), one night 

lodging and registration to the AARC International Respiratory Congress. 

Preference will be given to individuals who have participated in volunteer community efforts 

related to home respiratory care, in addition to meeting the medical needs of their patients. 

A curriculum vitae is required and supporting documentation should be included, if available.  

Please submit nominations to: 

Nominations should be received by the Executive Office no later than  

June 1, 2012. 

 

cc: Board of Directors 

 ARCF Trustees 
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Thomas L. Petty, MD Invacare Award for Excellence 
in Home Respiratory Care 

 
The award was established in 1992 with a grant from Invacare Corporation to recognize 

“outstanding individual achievement in home respiratory care”. The annual award includes a 

cash award of up to $500 and an engraved crystal sculpture, plus airfare and one night’s lodging 

to attend the Awards Ceremony at the AARC Annual Convention. 

 

Invacare will make a contribution of a minimum of $5000 per year until the $25,000 endowment 

status is reached. Invacare should be invoiced for this amount each year in March. Until the 

award reaches endowment status, Invacare will provide the necessary funds to cover the award 

and travel to the annual meeting. Invacare will also be responsible for providing the crystal 

sculpture award and having it engraved with the winner’s name.  

 

The ARCF will, through a series of press releases and announcements, inform the trade press, its 

readers, and of course, the AARC members of the existence of the award and its criteria. These 

releases will go to all chartered affiliate newsletters, all trade press, selected public press, AARC 

Board of Directors and House of Delegates, the Board of Medical Advisors and Specialty 

Sections. 

 

Nomination Procedure: 
 

Please submit a one page typed description of how the nominee embodies excellence in home 

respiratory care relative to the following criteria: 

 

1. Must currently be working in home respiratory care; 

 

2. Must be a respiratory care practitioner; 

 

3. May not be employed by a manufacturer; 

 

4. May be involved in education, as well as the management and organization of patient 

care; 

 

5. Should serve as an active patient advocate in home respiratory care, with specific 

achievements that demonstrate leadership; 

 

6. Preference is given to individuals who have participated in volunteer community 

efforts related to home respiratory care, in addition to meeting the medical needs of 

their patients. 

 

A curriculum vitae is required and supporting documentation should be included, if available. 

 

 

 

Nominations will be accepted through June 1, 2012.  Please submit nominations to: 
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    ARCF-Invacare Award 

    9425 N MacArthur Blvd, Ste 100 

    Irving, Texas 75063 

    (972) 243-2272 

 

The award presented by the American Respiratory Care Foundation during the Awards 

Ceremony at the AARC Annual Convention. 
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INTRODUCTION 
 


It is my great pleasure to provide to you, on behalf of the Board of Commissioners and Executive 
Office Staff of the Commission on Accreditation for Respiratory Care (CoARC), the 2011 Report on 
Accreditation in Respiratory Care Education. The CoARC has developed this report to provide critical data 
in the following three areas: 


 
• Descriptive statistics of CoARC Programs as of December 31, 2011; 
• Accreditation actions taken in 2011; and 
• Aggregated statistics of graduate, enrollment, and outcomes data. 


 
This is the first edition of this report. It presents information on accreditation actions and accredited 


programs on an annual basis. The decisions presented in this report were all made at CoARC Board 
meetings that occurred in March, July, and November 2011. There were a total of 93 accreditation visits in 
2011 involving 66 volunteers. The level of commitment from these volunteers is remarkable and truly 
appreciated. The CoARC expresses its gratitude to each of them for sharing their time and talent in the 
critically important work of ensuring the quality of accredited professional degree programs and applicant 
programs in respiratory care. 


 
In 2011, the CoARC began collecting annual report data using its new annual reporting tool 


developed and maintained by Liaison International. The Annual Report of Current Status (RCS) was 
completed by a total of 440 programs.  We would also like to acknowledge the considerable efforts of 
these programs in completing the important information encompassed by the RCS.  The charts included in 
this report are designed to provide aggregated information on accredited respiratory care educational 
programs and graduates that can be used by the profession and the public to evaluate local, state, 
regional, and national needs. Beginning with the 2012 Report, the CoARC will be able to compare data 
year-to-year and note significant changes.    


 
In conclusion, I hope you agree this report serves as a valuable communications tool that will prove 


useful to accredited programs, the public, and the profession. Please feel free to share suggestions for 
improvements or changes by contacting our Executive Director, Tom Smalling, PhD, RRT, FAARC, at 
tom@coarc.com.   


 
 
 
Thank you for your support, 


 
 
 


 
 
 
 


Stephen P. Mikles, EdS, RRT, FAARC, 
President 



mailto:tom@coarc.com
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MISSION AND SCOPE 
 


The mission of the Commission on Accreditation for Respiratory Care (CoARC) is to serve the 
public by ensuring high quality respiratory care education through accreditation services. 
 


CoARC accredits first professional respiratory care degree programs at the Associate, 
Baccalaureate, and Master’s Degree level in the United States and internationally.  The CoARC also 
accredits professional respiratory care degree programs offering certificates in polysomnography.  
 
THE VALUE OF PROGRAMMATIC ACCREDITATION         
 


Accreditation provides consumer protection, advances and enhances the profession, and protects 
against compromise of educational quality.  Accreditation also assists in the further improvement of these 
educational programs as related to resources invested, processes followed, and outcomes achieved. 
 


CoARC is responsible for evaluating respiratory care educational programs and publicly recognizing 
those which meet agreed-upon standards of quality, i.e., the Accreditation Standards for the Profession of 
Respiratory Care (the “Standards”).  CoARC only accredits degree-granting, post-secondary programs 
throughout the U.S. and internationally that prepare graduates for entry into practice as respiratory 
therapists.  Respiratory therapists are members of a team of health care professionals working in a wide 
variety of clinical settings to evaluate, treat, and manage patients of all ages with respiratory illnesses and 
other cardiopulmonary disorders. 
 
HISTORICAL BACKGROUND 
 


The Medical Society of the State of New York formed a Special Joint Committee in Inhalation 
Therapy on May 11, 1954. One of its purposes was "... to establish the essentials of acceptable schools of 
inhalation therapy (not to include administration of anesthetic agents) ..." In June 1956, the House of 
Delegates of the AMA adopted its Resolution No. 12, introduced by the Medical Society of the State of 
New York. The delegates "Resolved, that the Council on Medical Education and Hospitals is hereby 
requested to endorse such or similar 'Essentials' and to stimulate the creation of schools of inhalation 
therapy in various parts of these United States of America."  A report entitled, "Essentials for an Approved 
School of Inhalation Therapy Technicians," was adopted by sponsor participants (AAIT, ACCP, AMA, and 
ASA) at an exploratory conference in October 1957. The AMA's House of Delegates granted formal 
approval in December 1962. The first official meeting of the Board of Schools of Inhalation Therapy 
Technicians was held at AMA's Chicago headquarters on October 8, 1963.  
 


The Joint Review Committee for Respiratory Therapy Education, the successor group to the Board 
of Schools came into being on January 15, 1970 as a recommending body to the Committee on Allied 
Health Education and Accreditation (CAHEA). The JRCRTE was dissolved in 1996 and the Committee on 
Accreditation for Respiratory Care became its successor organization, as a recommending body to the 
newly formed Commission on Accreditation for Allied Health Education Programs (CAAHEP). In 2008, the 
Committee on Accreditation for Respiratory Care began the process of becoming an independent 
accrediting body: the Commission on Accreditation for Respiratory Care (CoARC). The Commission on 
Accreditation for Respiratory Care became a freestanding accreditor of respiratory care programs on 
November 12, 2009. 
 


For the past 25 years, CoARC has used an outcomes-centered approach to its accreditation review 
process.  This approach focuses on a specific set of outcomes which include the following: a) Graduate 
performance on the national credentialing examination for entry into practice; b) Programmatic 
retention/attrition; c) Graduate satisfaction with program; d) Employer satisfaction with program; and e) Job 
placement.  The CoARC routinely monitors the program’s outcomes results in relation to the thresholds via 
an Annual Report of Current Status (RCS).  Any program not meeting all the thresholds must document in 
the RCS a detailed analysis of each deficiency and provide a specific action plan to address that 
deficiency. 
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PROGRAMS BY COARC LEVEL 
 


CoARC accredits first-professional1 respiratory care degree programs and program options2 at the 
Associate, Baccalaureate, and Master’s Degree level in the United States and internationally.   The CoARC 
also accredits professional respiratory care degree programs offering certificates in polysomnography.  
Programs are categorized into one of four levels and are assigned a unique 6-digit number:  


 
1. (100-level): Programs that prepare graduates with demonstrated competence in the cognitive 


(knowledge), psychomotor (skills), and affective (behavior) learning domains of respiratory care 
practice as performed by Certified Respiratory Therapists (CRTs).  100-level program provides 
graduates have the opportunity to earn the National Board for Respiratory Care (NBRC) Certified 
Respiratory Therapist (CRT) examination. Note: CoARC is discontinuing accreditation of 100-level 
programs.  Students enrolled in a 100‐level program must graduate by December 31, 2012, to be 
recognized as graduates of a CoARC‐accredited program. All 100‐level programs must voluntarily 
withdraw effective December 31, 2012; 
 


2. (200-level): Programs that prepare graduates with demonstrated competence in the cognitive 
(knowledge), psychomotor (skills), and affective (behavior) learning domains of respiratory care 
practice as performed by Registered Respiratory Therapists (RRTs).    200-level program graduates 
have the opportunity to earn both the NBRC CRT credential and RRT credential. The CRT 
credential is a prerequisite for admission to the Registry Examination; 
 


3. (300-level): A U.S. or International satellite campus geographically separate from the main program 
at which didactic, laboratory, and clinical instruction occurs for all or some of the 200-level students 
are enrolled;   
 


4. (400-level): Programs that prepare sleep disorder specialists with demonstrated competence in the 
cognitive (knowledge), psychomotor (skills), and affective (behavior) learning domains of 
polysomnography practice as performed by sleep disorder specialists (SDS).  400-level program 
graduates have the opportunity to earn both the NBRC SDS credential and Board of Registered 
Polysomnographic Technologists (BRPT) Registered Polysomnographic Technologist (RPSGT) 
credential.   


As of December 31, 2011, there were a total of 451 programs and program options under an 
accreditation review by CoARC.  These programs are sponsored by public and private higher education 
institutions as well as two programs sponsored federally by the U.S. Army and Air Force.  


 
Of these 451 programs, a total of 43 programs held a Letter of Review (pre-accreditation status)3 


signifying that a program seeking Initial Accreditation has demonstrated sufficient compliance with the 
accreditation Standards through a self-study and other documentation.  Further, there were a total of 3 
programs that received an Approval of Intent- the approval of an application which is the first step in 
developing an accredited program.  As mentioned previously, the CoARC also accredits sleep disorders 
specialist programs as add-on program options to accredited respiratory care programs. There were 7 such 
accredited program options with 1 receiving an Approval of Intent. There were also a total of 19 domestic 
satellite campuses and one international satellite program (National Institute for Specialized Health located 
in Riyadh, Saudi Arabia).   


                                                           
1 A First-Professional Degree Program is an educational program designed to provide students who possess no prior competence in respiratory 
care, with the knowledge and clinical skills required to function competently as a registry-eligible respiratory therapist [see CoARC Policy 12.02.]  
 
2 Program options include domestic satellites, international satellites, and sleep disorders specialist add-ons- each of which is assigned a separate 
CoARC program number. 
 
3 As of March 24, 2012, CoARC replaced the term Letter of Review with Provisional Accreditation. 
 



http://www.nbrc.org/

https://www.nbrc.org/Examinations/CRT/tabid/61/Default.aspx

https://www.nbrc.org/Examinations/RRT/tabid/60/Default.aspx

https://www.nbrc.org/Examinations/SDS/tabid/92/Default.aspx

http://www.brpt.org/

http://www.brpt.org/default.asp?contentID=34
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Table 1 (below) provides a breakdown of program numbers by CoARC level. 
 


 
 
PROGRAMS BY DEGREE OFFERED 
 


CoARC accredits first professional respiratory care degree programs at the Associate, 
Baccalaureate, and Master’s Degree level in the United States and internationally.  Programs accredited by 
the CoARC are located in institutions which are accredited by a regional or national accrediting agency that 
is recognized by the U.S. Department of Education (USDE) and authorized under applicable law or other 
acceptable authority to award graduates of the program an associate or higher degree at the completion of 
the program (CoARC Standard 1.01).     


 
As of December 31, 2011, there were a total of 444 respiratory care programs and satellites.  Of 


these, 384 (87%) offer the Associate degree upon graduation and 49 (11%) programs offer the 
Baccalaureate degree.  Nine programs (2%) offer both the Associate degree and Baccalaureate degree.  
Two programs (0.5%) offer the Baccalaureate and the Master’s degree (Rush University and Georgia State 
University).  Seven institutions offer a certificate upon completion of the sleep specialist program option.   


 


 
 
 


 
 
 


87% 


11% 


0.5% 2% 


Figure 1 - RC Programs & Satellites by 
Degree Offered (n=444) 


Associate (n=384)


Baccalaureate (n=49)


Baccalaureate & Masters
(n=2)


Associate &
Baccalaureate (n=9)


Table 1 – Program Numbers by CoARC Level as of December 31, 2011 (n=451) 


 100-level 200-level 300-level 400-level 


Accredited 5 376 20 7 


Letter of Review N/A 43 N/A N/A 


Approval of 
Intent 


N/A 3 N/A 1 


Letter of Intent 3– applications in progress N/A 1 
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CoARC further categorizes programs into one of 14 possible degree types/combinations.  Table 2 
provides a breakdown of program numbers by degree and accreditation status.  The Associate of Science 
(AS) degree accounted for the largest (58%) of the degree types offered in 2011. 


 
PROGRAMS BY INSTITUTIONAL TYPE 
 


CoARC assigns programs to one of six categories that define the type of institution sponsoring the 
respiratory care program.  These categories are: (1) Academic HSC/Medical Center; (2) Career or Technical 
College; (3) Community College or Junior College; (4) Four-Year College or University; (5) Technical or 
Vocational School, and (6) U.S. Military. As of December 31, 2011, there were 255 respiratory care 
programs and satellites offered at a community or junior college.  This category was the largest (57%) of all 
the categories.  Ninety-two (21%) programs were offered at a Four-Year College or University.  Seventy-six 
(17%) programs were offered at a Technical or Vocational School.  Twelve (3%) programs were offered at 
an Academic Health Sciences Center/Medical Center.  Seven (2%) programs were offered at a 
Career/Technical College.  Programs offered at a U.S. Military facility accounted for the fewest (0.5%).  
Figure 2 illustrates these categories.     


 


 
 
 
 
 


57.4% 


20.7% 


17.1% 
2.7% 1.6% 0.5% 


Figure 2 - RC Programs and Satellites by 
Institutional Type (n=444) 


Community College or Junior
College (255)
Four-Year College or University (92)


Technical or Vocational School (76)


Academic HSC/Medical Center (12)


Career or Technical College (7)


U.S. Military (2)


Table 2 – RC Programs and Satellites by Degree as of December 31, 2011 (n=444) 


 Letter of Review 
(n=43) 


Accredited 
(n=376) 


Associate of Science (AS) 21 235 
Associate in Applied Science (AAS) 17 106 


Associate in Specialized Technology (AST) 3 
 


Associate in Occupational Studies (AOS) 1 1 
Bachelor of Science/Masters of Science (BS/MS) 1 1 


Bachelor of Science (BS) 
 


49 
Associate of Science/ Bachelor of Science  (AS/BS) 


 
4 


Associate in Applied Science/ Bachelor of Science  (AAS/BS) 
 


5 
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PROGRAMS BY INSTITUTIONAL CONTROL/FUNDING 
 


CoARC assigns programs to one of four categories based on whether an institution is operated by 
publicly elected or appointed officials and derives its major source of funds from public sources (Public/Not-
For-Profit), by privately elected or appointed officials and derives its major source of funds from private 
sources (Private/Not-For-Profit or Private/For Profit), or by a branch of the Armed Forces and derives its 
major source of funds from federal appropriations (Federal Government).  As of December 31, 2011, 349 
(79%) institutions sponsoring a respiratory care program were operating under a Public/Not-For-Profit 
status.  Sixty (13.5%) institutions were operating under a Private/For-Profit (Proprietary) status.  Thirty-three 
(7%) institutions were operating under a Private/Not-For-Profit status.  Two (0.5%) of institutions were 
controlled and funded by the Federal Government. Figure 3 illustrates these categories and results.     
 


 
 
PROGRAMS BY GEOGRAPHIC LOCATION 
 
 CoARC tracks the official address (street, city, state, and zip code) of each program and satellite 
option.   Figure 4 illustrates the number of programs and satellites by region*.  Sixty-two (14%) are located in 
the Northeast.  One hundred seven (24%) are located in the Midwest.  One hundred ninety-two (43%) are 
located in the South.  Eighty-two (19%) are located in the West. 
 


 
 


78.6% 


13.5% 
7.4% 0.5% 


Figure 3 - RC Programs and Satellites by 
Institutional Control/Funding (n=444) 


Public/Not-For-Profit
(349)


Private/For-Profit
(Proprietary) (60)


Private/Not-For-Profit
(33)


Federal Government (2)


18 
44 


67 
40 


84 


39 
69 


34 48 


Northeast                         Midwest                                South                          West  


Figure 4 - RC Programs and Satellites by Region* 
(n=443) 


* As defined by the U.S. Census Bureau (www.census.gov) 
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  Respiratory care programs are located in every state except Alaska.  Figure 5 provides a breakdown 
from largest to smallest, of the number of respiratory care programs and satellites in each state (and 
includes the one program satellite located in Riyadh, Saudi Arabia.)  The two states with the largest number 
of programs and satellites are Texas and California- each with 38.  States with only one program include 
Wyoming, Vermont, New Hampshire, Hawaii, and the District of Columbia.  Not included in Figure 5 are the 
7 sleep disorders specialist program options which are located in New York, Florida, Alabama, Texas, Ohio, 
Indiana, and Georgia. 
 


 
 
 
 
 


 
 
 
  


DC, HI, NH, VT, WY, Saudi Arabia


DE, ME, MT, ND, RI, SD


ID, NV


NE, OR


CO, CT, MN, NJ, WA


IA, NM, WV, AL


AZ, MA, OK, SC, UT, VA, WI


MD, MS


KS


TN, IN


AR, LA, MS, NY


MI


IL, KY, NC, GA


OH


FL


PA


CA, TX


1 


2 


3 


4 


5 


6 


7 


8 


9 


11 


12 


13 


14 


22 


25 


27 


38 


Bars represent the number of 
programs and satellites for 


each location. 


Figure 5 - Respiratory Care Programs and Satellites by 
Geographic Location (n=444) 
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ACCREDITATION DECISIONS 


 
CoARC makes most accreditation decisions during its Board meetings three times per year (typically 


in March, July, and November.)  The statuses of Administrative Probation, Voluntary Withdrawal of 
Accreditation and Voluntary Inactive Accreditation do not require a vote by the CoARC Board and are 
handled by the Executive Office throughout the year.   
 


Table 3 is a summary of accreditation actions taken in 2011.   The three columns (March, July, and 
November) correspond with the number of specific actions taken during each of CoARC’s meeting.  Note: 
This summary only includes substantive change actions if the program was placed on a meeting for full 
Board consideration. 
 


Table 3 – Summary of CoARC Accreditation Actions for 2011 


Commission Actions March 2011 July 2011 Nov 2011 Total 


Letter of Intent (LOI) Application - In Progress 5 1 4 10 


Approval of Intent (application approved) 5 7 0 12 


Letter of Review (pre-accreditation status) 2 3 8 13 


Initial Accreditation – Base Program 1 7 7 15 


– Satellite Option 0 0 0 0 


– Sleep Disorders Specialist Option 0 0 0 0 


Continuing Accreditation – Base Program 6 30 20 56 


– Satellite Option 0 2 1 3 


– Sleep Disorders Specialist Option 0 1 2 3 


Probationary Accreditation 0 2 1 3 


Withdrawal of Accreditation – Involuntary 1 0 0 1 


Substantive Change* 0 0 3 3 


Voluntary Withdrawal* 2 5 4 11 
Total Number of Accreditation Actions taken in 2011 


*Substantive Changes and Voluntary Withdrawals not included 130 


 


   CoARC has processes that call for CoARC to inform the public about its accreditation decisions.  
One of the ways CoARC does this is to provide the public with information about the accreditation decision 
process.  CoARC provides the public with a description of the nature and scope of CoARC accreditation 
activity as well as the importance and value of accreditation (http://www.coarc.com/46.html).  CoARC also 
provides the public with detailed descriptions of its accreditation policies and procedures by publishing its 
Accreditation Policies and Procedures Manual (http://www.coarc.com/31.html).  In addition, CoARC provides 
a list of programs scheduled to be reviewed prior to each Board meeting as well as the final accreditation 
actions taken following each meeting (http://www.coarc.com/11.html).   


 


 



http://www.coarc.com/46.html

http://www.coarc.com/31.html

http://www.coarc.com/11.html
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The following section lists the specific accreditation actions taken by the CoARC Board during 2011. 


Approval of Intent Granted  
  Approval of Intent is an authorization by CoARC indicating that a sponsoring institution’s plan to 
start a Respiratory Care program is acceptable and that the sponsor may submit a Self-Study Report (SSR). 


                                                                                                                                             Effective  
200597- Concorde Career College-Dallas (LOI 1-20-2011)  Dallas, TX           03-05-2011 
200598- Hutchison Community College (LOI 10-20-2010)  Hutchison, KS           03-05-2011 
200599- New England Institute of Tech (LOI 9-24-2010)  Warwick, RI           03-05-2011 
200600- Sullivan Resp. Care Consortium (LOI 9-17-2009)  Loch Sheldrake, NY          03-05-2011 
200601- Virginia College at Austin (LOI 7-7-2009)   Austin, TX           03-05-2011 
200602- American Institute College (LOI 1-19-2011)   Celebration, FL                       07-18-2011  
200603- Concorde Career Institute-Orlando (LOI 1-20-2011)  Orlando, FL                             07-18-2011  
200604- Jefferson College (LOI 3-14-2011)     Hillsboro, MO                          07-18-2011  
200605- Mid-South Community College (LOI 3-30-2011)   W. Memphis, AR                     07-18-2011  
200606- Pima Medical Inst-Houston (LOI 1-7-2011)   Houston, TX                            07-18-2011  
200607- San Joaquin Valley Coll-Temecula (LOI 9-17-2009)  Temecula, CA                         07-18-2011  
200608- YTI Career Institute-Altoona (LOI 12-07-2010)   Altoona, PA                             07-18-2011 


Letter of Review Granted  
   This status signifies that a program seeking Initial Accreditation has demonstrated sufficient 
compliance with the Standards through the Letter of Review Self Study Report (LSSR) and other 
documentation.  The conferral of a Letter of Review authorizes the sponsor to admit its first class of 
students.  The conferral of Letter of Review status denotes a developmental program, in which assurances 
are expected to be provided that the program may become accredited as programmatic experiences are 
gained, generally, by the time the first class has graduated.   


                                                                                                                                                          Effective 
200590- Penn Commercial Business/Tech (AOI 4-15-2010) Washington, PA                        03-05-2011 
200596- Platt College – Alhambra (AOI 12-1-2010) Alhambra, CA                        03-05-2011 
200593- Concorde Career Inst-San Antonio (AOI 12-31-2010)  San Antonio, TX                       07-18-2011  
200597- Concorde Career College-Dallas (AOI 3-11-2011)   Dallas, TX                                07-18-2011  
200601- Virginia College – Austin (AOI 3-11-2011)  Austin, TX                                07-18-2011 
200595- Missouri State University-W Plains (AOI 12-1-2010) West Plains, MO 11-19-2011 
200598- Hutchison Community College (AOI 3-11-2011) Hutchison, KS 11-19-2011 
200599- New England Institute of Tech (AOI 3-11-2011) Warwick, RI 11-19-2011 
200603- Concorde Career Institute-Orlando (AOI 7-18-2011) Orlando, FL 11-19-2011 
200604- Jefferson College (AOI 7-18-2011) Hillsboro, MO 11-19-2011 
200605- Mid-South Community College (AOI 7-18-2011) W. Memphis, AR 11-19-2011 
200606- Pima Medical Inst-Houston (AOI 7-18-2011) Houston, TX 11-19-2011 
200607- San Joaquin Valley College (AOI 7-18-2011) Temecula, CA 11-19-2011 


Initial Accreditation Granted                                                                                                 
  This status is conferred for a limited defined period of time (five years) to a developing program that, 
at the time of the initial site visit, has demonstrated compliance with the Standards. At the end of the allotted 
time, the CoARC may confer either Continuing Accreditation or Withhold of Accreditation. 
                                                                                                                                                  Initial End Date 
200553- St. Louis College of Health Careers (LOR 5-23-2008)   Fenton, MO 03-31-2016 
200527- South Texas College (LOR 1-24-2007)  McAllen, TX  07-31-2016  
200541- Southern W Virginia CC (LOR 8-8-2007)  Williamson, WV  07-31-2016  
200542- Carrington College California (LOR 6-19-2007)  Pleasant Hill, CA  07-31-2016  
 







COMMISSION ON ACCREDITATION 
FOR RESPIRATORY CARE 


2011 CoARC Report on Accreditation in Respiratory Care Education 13 


 
 


 


200548- Elizabethtown Community College (LOR 1-9-2008)  Elizabethtown, KY  07-31-2016  
200550- Walters State Community College (LOR 3-13-2008)  Morristown, TN  07-31-2016  
200552- Pima Medical Institute-Renton (LOR 3-26-2008)  Renton, WA  07-31-2016  
200556- Mercyhurst College-North East (LOR 8-20-2008)  Erie, PA  07-31-2016 
200538- Cisco College (LOR 6-20-2007) Cisco, TX   11-30-2016 
200549- Santa Fe Community College (LOR 5-16-2008) Santa Fe, NM  11-30-2016 
200554- American Career College-Anaheim (LOR 6-3-2008)    Anaheim, CA  11-30-2016 
200555- N Michigan U/Marquette General (LOR 6-6-2008) Marquette, MI  11-30-2016 
200559- Concorde Career Institute-Miramar (LOR 5-22-2009) Miramar, FL  11-19-2011 
200560- Platt College (LOR 12-19-2008) Moore, OK  11-30-2016 
200561- Fortis College (LOR 2-17-2009) Erie, PA  11-30-2016 
200568- Stevens-Henager College (LOR 7-24-2009) Boise, ID  11-30-2016 


Continuing Accreditation Granted                                                                                    
    This status is conferred when 1) an established, currently accredited program demonstrates 
continued compliance with the Standards following submission of a continuing self-study report and 
completion of an on-site visit, or 2) a program holding Initial Accreditation has demonstrated continued 
compliance with the Standards during the Initial Accreditation period. Continuing Accreditation remains in 
effect until the program withdraws from the accreditation process or until accreditation is withdrawn for 
failure to comply with the Standards.    


                                                                                                                                           Next Re-evaluation  
200132- Crafton Hills College Yucaipa, CA  2021  
200224- Medical College of Georgia Augusta, GA  2021 
200288- Southern Maine Community College S. Portland, ME  2021 
200512- CHI Institute-Franklin Mills Campus (Initial 9-2011) Philadelphia, PA  2018 
200532- Somerset Community College (Initial 9-2011) Somerset, KY  2018 
200543- US Air Force School of Health (Initial 5-2011) Sheppard AFB, TX  2018  
200010- Community College of Allegheny County Pittsburgh, PA  2021 
200044- Manchester Community College Manchester, CT  2021 
200050- St. Louis Community College-Forest Park St. Louis, MO  2021 
200071- Macomb Community College-Detroit Macomb Clinton Township, MI  2021 
200073- Kettering College of Medical Arts Kettering, OH  2021 
200090- Norwalk Community College/Norwalk Hospital Norwalk, CT  2021 
200110- Lane Community College Eugene, OR  2021 
200133- St. Alexius Med Ctr/University of Mary Bismarck, ND  2021 
200187- Bergen Community College Paramus, NJ  2021 
200202- Pima Community College-Tucson Tucson, AZ  2021 
200228- Prince George’s Community College Largo, MD  2021 
200233- The University of Akron Akron, OH  2021 
200247- Youngstown State University Youngstown, OH  2021 
200255- Wallace State Community College Hanceville, AL  2021 
200258- Saint Paul College Saint Paul, MN  2021 
200287- Allegany College of Maryland Cumberland, MD  2021 
200298- Madisonville Community College Madisonville, KY  2021 
200305- University of Hartford West Hartford, CT  2021 
200309- Oregon Institute of Technology Klamath Falls, OR  2021 
200326- Eastern Gateway Community College Steubenville, OH  2021 
200357- Metropolitan Community College Omaha, NE  2021 
200359- Seminole State College Sanford, FL  2021 
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200392- Bossier Parish Community College Bossier City, LA  2021 
200396- Northeast Iowa Community College Peosta, IA  2021 
200402- Dona Ana Community College Las Cruces, NM  2021 
200429- West Kentucky Comm & Tech College  Paducah, KY  2021 
200460- Naugatuck Valley Community College Waterbury, CT  2021 
200468- The University of Montana-Missoula Missoula, MT  2021 
200505- Goodwin College (Initial 1-31-2012) E. Hartford, CT  2019 
200511- Idaho State University (Initial 1-31-2012) Pocatello, ID  2019 
300025- Monroe City Hall Annex (200392 satellite) Monroe, LA  2021 
300026- Learning Ctr for Rapides Parish (200392 satellite) Alexandria, LA  2021 
400247- Youngstown State University Youngstown, OH  2021 
200005- Chattanooga State Community College Chattanooga, TN  2021 
200084- Nassau Community College  Garden City, NY  2021 
200095- HCCS-Coleman College  Houston, TX  2021  
200121- Sinclair Community College  Dayton, OH  2021 
200129- Mt. Hood Community College Gresham, OR  2021  
200134- Stony Brook University Stony Brook, NY  2021 
200142- Butte College Oroville, CA  2021  
200181- University of Alabama-Birmingham Birmingham, AL  2021 
200251- Louisiana State University New Orleans, LA  2021 
200263- Roane State Community College Harriman, TN  2021  
200294- Mott Community College Flint, MI  2021  
200299- Delaware Technical & Community College Wilmington, DE  2021 
200339- Bowling Green State U-Firelands College Huron, OH  2021  
200349- Berkshire Community College Pittsfield, MA  2021 
200358- Florence-Darlington Tech College Florence, SC  2021  
200378- Robeson Community College Lumberton, NC  2021 
200397- Frederick Community College Frederick, MD  2021  
200407- Catawba Valley Community College Hickory, NC  2021  
200461- Northeast Kentucky Consortium Morehead, KY  2021 
200504- U of Rio Grande/ Rio Grande CC/Buckeye Hills Rio Grande, OH  2018 
300009- Lorain Co Community College (Satellite) Elyria, OH  2021  
400134- Stony Brook University (Sleep Specialist Option) Stony Brook, NY  2021 
400181- University of Alabama-Birmingham (Sleep Specialist Option) Birmingham, AL  2021 
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Probationary Accreditation     
   This is a temporary status conferred when an accredited program is not in compliance with one or 
more Standards and/or Policies following submission of one or more progress reports, and has not corrected 
deficiencies identified earlier by the CoARC Board. The program must file a Probation Report as directed by 
the CoARC Executive Office. However, if at any time during the year, the program is able to rectify all the 
deficiencies that resulted in Probationary Accreditation and achieve compliance with the Standards, the 
CoARC Board will consider removing the probationary status when review of the Probation Report so 
warrants. If compliance with the Standards is not demonstrated within one year, accreditation will be 
withdrawn. A program may remain on probation for no longer than one year without demonstrable and 
remarkable extenuating circumstances, in which case probation may be extended for an additional year. In 
no case will probation status exceed 2 years.      


                                                                                                                                                        Effective* 
*This action does not become final until after the program has exhausted its rights to seek reconsideration (see CoARC 
Policy 1.07 – Reconsideration and Appeal). 


200297- Lamar Institute Beaumont, TX    07-18-2011 
200543- United State Air Force  Sheppard AFB, TX    07-18-2011 
200321- Florida A&M University Tallahassee, FL    11-19-2011 


Withdrawal of Accreditation - Involuntary  
    This status is conferred when a program is no longer in compliance with the accreditation 
Standards.  Specific circumstances warranting a withdrawal of accreditation are described in Accreditation 
Policy 1.058.  A program that has had its accreditation status withdrawn shall no longer be allowed to admit 
students. 
                                                                                                                                                        Effective* 
*This action does not become final until after the program has exhausted its rights to seek reconsideration and to file an 
appeal (see CoARC Policy 1.07 – Reconsideration and Appeal). 


100084- AMEDD Ctr & School - Army (Probation 7-18-2009) Ft. Sam Houston, TX  03-05-2011 
200486- Olive-Harvey College (Inactive 8-23-2010 & Admin Pro 3-1-2011) Ft. Sam Houston, TX  07-18-2011 


Voluntary Withdrawal 
      This status is conferred when a sponsor notifies CoARC that its program(s) be removed from the 
accreditation process.  
                                                             Effective 
100049- Our Lady of Holy Cross/Ochsner College New Orleans, LA 08-31-2011 
200159- Triton College River Grove, IL 09-01-2011 
200473- Hannibal Career & Technical Ctr Hannibal, MO 12-15-2011 
200547- Career Technical College (LOR 10-16-2007) Monroe, LA 01-05-2012 
200594- Faulkner State Community College (AOI 12-1-2010) Bay Minette, AL 10-31-2011 
100092- Concorde Career College-N Hollywood  N. Hollywood, CA 05-07-2011 
200056- University of Central Florida Orlando, FL 07-01-2011 
100183- Bossier Parish CC Bossier City, LA 05-25-2011 
200056- University of Central Florida Orlando, FL 07-01-2011 
200401- University of Arkansas-Texarkana Texarkana, AR 06-27-2011 
200414- Mississippi Gulf Coast CC Gautier, MS 07-01-2011 
200479- Everest Institute-DeKalb (LOR 1-31-2008) Decatur, GA 02-22-2011 


 
 







COMMISSION ON ACCREDITATION 
FOR RESPIRATORY CARE 


2011 CoARC Report on Accreditation in Respiratory Care Education 16 


 
 


 


2011 ANNUAL REPORT OF CURRENT STATUS (RCS) 
 
Overview 
 


CoARC defines program outcomes as “performance indicators that reflect the extent to which the 
goals of the program are achieved and by which program effectiveness is documented. Examples include 
but are not limited to: program completion rates, job placement rates, certification pass rates, and program 
satisfaction” (Standards, p.10).  Outcomes measures used by CoARC reflect metrics of program 
effectiveness and student achievement.  CoARC uses an outcomes-centered approach to its accreditation 
review process. This approach focuses on a specific set of outcomes which include the following: a) 
Graduate performance on the national credentialing examination for entry into practice; b) Programmatic 
retention/attrition; c) Graduate satisfaction with program; d) Employer satisfaction with program; and e) Job 
placement.  


CoARC believes that assessment, planning, implementation and evaluation of the educational 
quality of a respiratory care program (inclusive of distance education modalities and program options), that 
is broad-based, systematic, continuous and designed to promote achievement of program goals will 
maximize the academic success of the enrolled students in an accountable and cost-effective manner. 


CoARC routinely monitors the program’s outcomes results in relation to the thresholds via an 
Annual Report of Current Status (RCS).  CoARC provides definitions of each of the minimum performance 
criteria in its Interpretive Guidelines (p.23), it Accreditation Policies & Procedures (p. 38), and on its website 
(http://www.coarc.com/15.html).   
 
  In May 2011, CoARC launched its online Annual RCS submission with a deadline of July 1st, 2011.  
In an effort to minimize potential reporting burdens to programs seeking and maintaining accreditation, 
CoARC redesigned its reporting tool. The main focus of this redesign was to simplify and increase the 
accuracy of data entry for programs. To achieve this goal, CoARC adopted a reporting system that is driven 
by student data.   Programs can now capture and record cohort information that includes students’ status 
from start to finish. Once a cohort has been created, and students for that cohort have been entered into the 
reporting system, the program can update the student status, such as graduation, attrition, credentials 
earned, and job placement. This student-specific information is then used to automatically generate 
aggregate programmatic outcomes data.  


The outcomes will be updated on an annual basis following the submission and verification of each 
program’s Annual RCS.  CoARC works with programs throughout the data submission and validation 
phases to ensure that the performance data is accurate.  In the future, CoARC will add overall employer and 
graduate satisfaction, as well as on-time graduation rates to the outcomes metrics reported to the public 
once a sufficient amount of aggregate data has been gathered and analyzed. 


CoARC completed the verification of the outcomes data from the 2011 Annual Report of Current 
Status (RCS) in January 2012. A total of 440 programs and program options (98%) submitted annual reports 
in 2011.  The remaining 11 new programs were not eligible to submit an annual report at the time of the July 
1, 2011 deadline.   


 
This data is self-reported by respiratory care programs to CoARC and reflects the aggregate data 


for the three-year time period being reported (January 1, 2008 through December 31, 2010.) 
 


 
 



http://www.coarc.com/15.html
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Total New Enrollments 
 


2011 RCS data provides the total number of new program enrollees during the 3-year time period 
being reported (i.e., January 1, 2008 through December 31, 2010). This does not include students that were 
already enrolled in prior years.  Programmatic enrollment begins at the point at which the respiratory student 
enrolls in the first core respiratory care course (non-survey) that is available only to students matriculated in 
the respiratory care program. This may be different than the enrollment or matriculation date determined by 
the institution. This definition is used only for calculating programmatic attrition and on-time graduation rates. 


 
Figure 6 shows total new enrollments for 2008 through 2010.  Enrollments for 2010 are compared to 


the total maximum annual enrollment capacity4.  CoARC did not track maximum annual enrollment capacity 
for 2009 and 2008.  The data shows 2010 new enrollments reaching 75% of capacity.    


 
The average maximum annual enrollment capacity per program for 2010 was 32.  The average 


number of new enrollments per program was 24 in 2010, 24 in 2009, and 23 in 2008.  There was a 3% 
increase in new enrollments between 2008 and 2009 and a 2% increase between 2009 and 2010. 


 


 
 


  Not included in Figure 6 are the enrollment data for the 7 sleep specialist program options.  There 
were a total of 33 new enrollments in 2010 with a maximum annual enrollment capacity of 102 (32%).  In 
2009, there were 59 new enrollments.  In 2008, there were 57 new enrollments.  The average number of 
new enrollments per program option in 2010 was 5 with an average maximum annual enrollment capacity 
per program of 15.  In 2009 and 2008, the average number of new enrollments per program option was 8. 
 
 
 
 


                                                           
4 The maximum annual enrollment capacity is defined as the maximum number of potential new students that can be enrolled 
in a calendar year (defined as January 1 through December 31).  This number is established by CoARC and can only be 
increased upon approval of a substantive change in enrollment.  Only base programs and program options with a status of Initial 
or Continuing Accreditation without any pending Progress Reports or on Administrative Probation are eligible to request an 
increase in their annual enrollment. 
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Figure 6 - Total New RC Program and Satellite 
Enrollments and Maximum Annual Enrollment Capacity 
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New RC Enrollments by Degree Offered 
 


  
 Table 4 shows the new annual respiratory care enrollments in relation to the degree offered.  
Programs offering only associate degrees accounted for 86.1% of the total number of programs submitting 
annual reports in 2011.  There were 10,421 new students enrolled in 2010; of this total, 9,404 were enrolled 
in Associate degree programs.  This represents the largest category (90.2%) and is a 1.8% increase 
compared to 2009.  There was a 3.3% increase in new enrollments for this category between 2008 and 
2009.  New enrollments reached 75% of maximum annual enrollment capacity in 2010 for associate degree 
programs.   The average number of new enrollments per program for this category was 25 in 2009 and 
2010, and 24 in 2008.  
 
 Programs offering both associate and baccalaureate degrees accounted for 2.1% of the total 
number of respiratory care programs submitting annual reports in 2011.  In 2010, there were 116 new 
students (1.1% of total) enrolled in programs that offered both an associate and baccalaureate degree.  This 
represents a 22% increase from 2009.  In contrast, there was a 15% decrease in new enrollments for this 
category between 2009 and 2008.  New enrollments reached 57% of maximum annual enrollment capacity 
in 2010 for programs that offer both associate and baccalaureate degrees.  The average number of new 
enrollments per program for this category was 13 in 2010, 11 in 2009, and 12 in 2008. 
 
 Programs offering only baccalaureate degrees accounted for 11.3% of the total number of 
respiratory care programs submitting annual reports in 2011.  In 2010, there were 839 new students (8.1% 
of total) enrolled in Baccalaureate degree programs.  This represents a 2.4% increase from 2009.   There 
was a 1.1% increase in new enrollments for this category between 2008 and 2009.  New enrollments 
reached 79% of maximum annual enrollment capacity in 2010 for baccalaureate degree programs.  The 
average number of new enrollments per program for this category was 17 in 2008, 2009, and 2010.   
     
 Programs offering both baccalaureate and master’s degrees accounted for 0.5% of the total number 
of respiratory care programs submitting annual reports in 2011.  In 2010, there were 62 new students (0.6% 
of total) enrolled in programs that offered both a baccalaureate and master’s degree.  This represents a 
3.1% decrease from 2009.  In contrast, there was a 31.3% increase in new enrollments for this category 
between 2009 and 2008.  New enrollments reached 84% of maximum annual enrollment capacity in 2010 
for programs that offer both baccalaureate and master’s degrees.   The average number of new enrollments 
per program for this category was 31 in 2010, 32 in 2009, and 22 in 2008. 
 
 
 
 
 
 
 
 


Table 4 – New RC Enrollments by Degree Offered (n=433) 


Degree Offered 


Max Annual 
Enroll 


Capacity 


New 
Enrollments 


2010 


New 
Enrollments 


2009 


New 
Enrollments 


2008 
Total Avg Total Avg Total Avg Total Avg 


Associate only (n=373) 12,573 34 9,404 25 9,234 25 8,937 24 
Associate & Baccalaureate (n=9) 202 22 116 13 95 11 112 12 


Baccalaureate only (n=49) 1,064 22 839 17 819 17 810 17 
Baccalaureate & Masters (n=2) 74 37 62 31 64 32 44 22 







COMMISSION ON ACCREDITATION 
FOR RESPIRATORY CARE 


2011 CoARC Report on Accreditation in Respiratory Care Education 19 


 
 


 


New RC Enrollments by Institutional Type 
 


  
 Table 5 shows the new annual respiratory care enrollments in relation to the institutional type.   
Programs offered in community or junior colleges accounted for 57.7% of the total number of respiratory 
care programs submitting annual reports in 2011.  There were 5,605 new enrollments in 2010.  This 
represents the largest category (54%) and is a 6.1% increase compared to 2009.  In contrast, there was a 
1.2% decrease in new enrollments between 2008 and 2009.  New enrollments reached 83% of maximum 
annual enrollment capacity in 2010 for community colleges or junior colleges.  The average number of new 
enrollments per program for this category was 22 in 2010 and 21 in 2008 and 2009. 
 


Programs offered in four-year colleges or universities accounted for 21.0% of the total number of 
respiratory care programs submitting annual reports in 2011.    There were 1,840 (17.7% of total) new 
enrollments in 2010.  This represents a 1.2% decrease compared to 2009.  In contrast, there was a 6.0% 
increase between 2008 and 2009.  New enrollments reached 75.6% of maximum annual enrollment capacity 
in 2010.  The average number of new enrollments per program for this category was 20 in 2009 and 2010 
and 19 in 2008. 
 


Programs offered in technical or vocational schools accounted for 16.4% of the total number of 
respiratory care programs submitting annual reports in 2011.  There were 2,534 (24.3% of total) new 
enrollments in 2010.  This represents a 5.4% decrease compared to 2009.  In contrast, there was a 10.2% 
increase between 2008 and 2009.  New enrollments reached 62.5% of maximum annual enrollment capacity 
in 2010.  The average number of new enrollments per program for this category was 36 in 2010, 38 in 2009, 
and 34 in 2008. 
 


Programs offered in academic HSC/medical centers accounted for 2.8% of the total number of 
respiratory care programs submitting annual reports in 2011.  There were 193 (1.9% of total) new 
enrollments in 2010.  This represents a 12.2% increase compared to 2009.  There was an 8.9% increase 
between 2008 and 2009.  New enrollments reached 77.5% of maximum annual enrollment capacity in 2010.  
The average number of new enrollments per program for this category was 16 in 2010, 14 in 2009, and 13 in 
2008. 
 


Programs offered in career or technical colleges accounted for 1.6% of the total number of 
respiratory care programs submitting annual reports in 2011.  There were 173 (1.7% of total) new 
enrollments in 2010.  This represents a 13.8% increase compared to 2009.  A 6.3% increase occurred 
between 2008 and 2009.  New enrollments reached 75.6% of maximum annual enrollment capacity in 2010.  
The average number of new enrollments per program for this category was 25 in 2010, 22 in 2009, and 20 in 
2008. 
 


Programs offered in the U.S. military accounted for 0.5% of the total number of respiratory care 
programs submitting annual reports in 2011.  There were 76 (0.7% of total) new enrollments in 2010.  This 
represents an 18.8% increase compared to 2009.  In contrast, there was a 6.3% decrease between 2008 
and 2009.  New enrollments reached 40.4% of maximum annual enrollment capacity in 2010.  The average 
number of new enrollments per program for this category was 38 in 2010, 32 in 2009, and 34 in 2008. 


Table 5 – New RC Enrollments by Institutional Type (n=433) 


Institutional Type 


Max Annual 
Enroll 


Capacity 


New 
Enrollments 


2010 


New 
Enrollments 


2009 


New 
Enrollments 


2008 


Total Avg Total Avg Total Avg Total Avg 


Community College or Junior College (n=250) 6,757 27 5,605 22 5,282 21 5,344 21 


Four-Year College or University (n=91) 2,433 27 1,840 20 1,862 20 1,757 19 


Technical or Vocational School (n=71) 4,057 57 2,534 36 2,680 38 2,433 34 
Academic HSC/Medical Center (n=12) 249 21 193 16 172 14 158 13 


Career or Technical College (n=7) 229 33 173 25 152 22 143 20 
U.S. Military (n=2) 188 94 76 38 64 32 68 34 
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New RC Enrollments by Institutional Control/Funding  
 


 
 Table 6 shows the new annual respiratory care enrollments in relation to the institutional 
control/funding.   Programs under control/ funded by public/not-for-profit institutions accounted for 79.7% of 
the total number of respiratory care programs submitting annual reports in 2011.  There were 7,165 new 
enrollments in 2010.  This represents the largest category (68.8%) and is a 6.6% increase compared to 
2009.  In contrast, there was a 0.6% decrease in new enrollments for this category between 2008 and 2009.  
New enrollments reached 81.8% of maximum annual enrollment capacity in 2010 for programs under 
control/funded by public/not-for-profit institutions.  The average number of new enrollments per program for 
this category was 21 in 2010, 19 in 2009, and 20 in 2008. 
 


Programs under control/funded by private/for-profit (proprietary) institutions accounted for 12.5% of 
the total number of respiratory care programs submitting annual reports in 2011.  There were 2,685 (25.8% 
of total) new enrollments in 2010.  This represents an 8.9% decrease compared to 2009.  In contrast, there 
was an 11.8% increase for this category between 2008 and 2009.  New enrollments reached 63.8% of 
maximum annual enrollment capacity in 2010 for programs under control/funded by private/for-profit 
(proprietary) institutions.  The average number of new enrollments per program for this category was 50 in 
2010, 55 in 2009, and 49 in 2008. 
 


Programs under control/funded by private/not-for-profit institutions accounted for 7.4% of the total 
number of respiratory care programs submitting annual reports in 2011.  There were 495 (4.8% of total) new 
enrollments in 2010.  This represents a 2.9% increase compared to 2009.  There was a 10.1% increase for 
this category between 2008 and 2009.  New enrollments reached 65.5% of maximum annual enrollment 
capacity in 2010 for programs under control/funded by private/not-for-profit institutions.  The average 
number of new enrollments per program for this category was 15 in 2010 and 2009, and 14 in 2008. 
 


Programs under control/ funded by the federal government accounted for 0.5% of the total number 
of respiratory care programs submitting annual reports in 2011.  There were 76 (0.7% of total) new 
enrollments in 2010.  This represents an 18.8% increase compared to 2009.  In contrast, there was a 6.3% 
decrease for this category between 2008 and 2009.  New enrollments reached 40.4% of maximum annual 
enrollment capacity in 2010 for institutions under control/funded by the federal government.  The average 
number of new enrollments per program for this category was 38 in 2010, 32 in 2009, and 34 in 2008. 
 
 
 
 
 
 
 
 
 
 


Table 6 – New RC Enrollments by Institutional Control/Funding (n=433) 


Institutional Control/Funding 


Max Annual 
Enroll 


Capacity 


New 
Enrollments 


2010 


New 
Enrollments 


2009 


New 
Enrollments 


2008 


Total Avg Total Avg Total Avg Total Avg 
Public/Not-For-Profit (n=345) 8,762 25 7,165 21 6,719 19 6,760 20 


Private/For-Profit (Proprietary) (n=54) 4,207 78 2,685 50 2,948 55 2,638 49 
Private/Not-For-Profit (n=32) 756 24 495 15 481 15 437 14 
Federal Government (n=2) 188 94 76 38 64 32 68 34 
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New RC Enrollments by State and Degree 
 


Table 7 provides data on new respiratory care enrollments for 2008-2010 by state and degree 
offered. 


 


Table 7 – New RC Enrollments by State and Degree (n=432) 


State Degree 
Maximum 


Annual Enroll 
Capacity 


New 
Enrollments 


2010 


New 
Enrollments 


2009 


New 
Enrollments 


2008 


AL (n=6) Total 203 143 155 144 


 Associate 150 81 96 89 


 Baccalaureate 53 62 59 55 


AR (n=11) Total 223 118 89 84 


 Associate 151 88 57 56 


 Baccalaureate 72 30 32 28 


AZ (n=7) Total 663 417 459 446 


 Associate 663 417 459 446 


 Baccalaureate 0 0 0 0 


CA (n=37) Total 2,092 1,619 1,630 1,508 


 Associate 2,070 1,605 1,622 1,497 


 Baccalaureate 22 14 8 11 


CO (n=5) Total 235 139 158 110 


 Associate 235 139 158 110 


 Baccalaureate 0 0 0 0 


CT (n=5) Total 113 101 89 85 


 Associate 95 85 79 69 


 Baccalaureate 18 16 10 16 


DC (n=1) Total 24 17 17 24 


 Associate 24 17 17 24 


 Baccalaureate 0 0 0 0 


DE (n=2) Total 35 28 31 25 


 Associate 35 28 31 25 


 Baccalaureate 0 0 0 0 


FL (n=24) Total 923 626 593 623 


 Associate 898 596 582 611 


 Baccalaureate 25 30 11 12 


GA (n=14) Total 335 263 257 252 


 Associate 245 182 180 165 


 Baccalaureate 40 43 34 43 


 Bacc & Masters 50 38 43 44 


HI (n=1) Total 16 16 17 17 


 Associate 16 16 17 17 


 Baccalaureate 0 0 0 0 
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IA (n=6) Total 128 115 99 87 


 Associate 128 115 99 87 


 Baccalaureate 0 0 0 0 


ID (n=3) Total 80 73 70 27 


 Associate 55 47 45 1 


 Baccalaureate 25 26 25 26 


IL (n=14) Total 431 316 334 289 


 Associate 407 292 313 289 


 Bacc & Masters 24 24 21 0 


IN (n=11) Total 237 230 214 203 


 Associate 207 200 184 173 


 Baccalaureate 30 30 30 30 


KS (n=8) Total 180 140 112 107 


 Associate 156 122 103 95 


 Baccalaureate 24 18 9 12 


KY (n=14) Total 282 205 171 231 


 Associate 267 205 160 218 


 Baccalaureate 15 0 11 13 


LA (n=12) Total 207 134 116 101 


 Associate 172 112 94 83 


 Baccalaureate 35 22 22 18 


MA (n=7) Total 139 123 118 118 


 Associate 139 123 118 118 


 Baccalaureate 0 0 0 0 


MD (n=8) Total 193 157 163 513 


 Associate 133 133 124 390 


 Baccalaureate 60 24 39 33 


ME (n=2) Total 34 36 34 35 


 Associate 34 36 34 35 


 Baccalaureate 0 0 0 0 


MI (n=13) Total 467 375 354 389 


 Associate 457 365 344 384 


 Assoc & Bacc 10 10 10 5 


 Baccalaureate 0 0 0 0 


MN (n=5) Total 123 103 91 88 


 Associate 83 79 64 68 


 Baccalaureate 40 24 27 20 


MO (n=10) Total 377 216 243 177 


 Associate 353 203 230 166 


 Baccalaureate 24 13 13 11 


MS (n=8) Total 162 139 123 134 


 Associate 162 139 123 134 
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 Baccalaureate 0 0 0 0 


MT (n=2) Total 31 28 28 23 


 Associate 31 28 28 23 


 Baccalaureate 0 0 0 0 


NC (n=14) Total 296 258 268 258 


 Associate 296 258 268 258 


 Baccalaureate 0 0 0 0 


ND (n=2) Total 24 16 22 24 


 Associate 0 0 0 0 


 Baccalaureate 24 16 22 24 


NE (n=4) Total 98 61 83 73 


 Associate 59 44 57 50 


 Baccalaureate 15 6 11 11 


 Assoc & Bacc 24 11 15 12 


NH (n=1) Total 16 11 13 13 


 Associate 16 11 13 13 


 Baccalaureate 0 0 0 0 


NJ (n=5) Total 162 155 128 152 


 Associate 122 128 112 114 


 Assoc & Bacc 40 27 16 38 


NM (n=6) Total 173 112 92 111 


 Associate 173 112 92 111 


 Baccalaureate 0 0 0 0 


NV (n=3) Total 187 167 137 140 


 Associate 187 167 137 140 


 Baccalaureate 0 0 0 0 


NY (n=12) Total 429 345 325 306 


 Associate 355 273 263 243 


 Baccalaureate 74 72 62 63 


OH (n=22) Total 585 491 472 437 


 Associate 493 408 387 349 


 Baccalaureate 92 83 85 88 


OK (n=7) Total 157 121 120 88 


 Associate 157 121 120 88 


 Baccalaureate 0 0 0 0 


OR (n=4) Total 119 86 99 72 


 Associate 94 71 84 56 


 Baccalaureate 25 15 15 16 


PA (n=27) Total 706 478 422 440 


 Associate 608 398 348 367 


 Baccalaureate 70 63 58 51 


 Assoc & Bacc 28 17 16 22 
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RI (n=1) Total 24 21 26 21 


 Associate 24 21 26 21 


 Baccalaureate 0 0 0 0 


SC (n=7) Total 167 128 131 127 


 Associate 167 128 131 127 


 Baccalaureate 0 0 0 0 


SD (n=2) Total 24 20 16 23 


 Associate 24 20 16 23 


 Baccalaureate 0 0 0 0 


TN (n=11) Total 328 238 207 207 


 Associate 274 187 157 164 


 Baccalaureate 54 51 50 43 


TX (n=34) Total 1,244 814 790 886 


 Associate 1,107 693 682 780 


 Baccalaureate 137 121 108 106 


UT (n=7) Total 403 303 481 430 


 Associate 303 252 443 395 


 Assoc & Bacc 100 51 38 35 


VA (n=7) Total 320 265 180 194 


 Associate 290 239 153 173 


 Baccalaureate 30 26 27 21 


VT (n=1) Total 27 20 19 21 


 Associate 27 20 19 21 


 Baccalaureate 0 0 0 0 


WA (n=5) Total 152 132 125 141 


 Associate 152 132 125 141 


 Baccalaureate 0 0 0 0 


WI (n=7) Total 155 148 136 134 


 Associate 155 148 136 134 


 Baccalaureate 0 0 0 0 


WV (n=6) Total 139 117 121 94 


 Associate 109 107 95 64 


 Baccalaureate 30 10 26 30 


WY (n=1) Total 15 13 9 11 


 Associate 15 13 9 11 


 Baccalaureate 0 0 0 0 
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Total Graduates 
 


2011 RCS data (Figure 7) provides the total number of graduates during the 3-year time period 
being reported (i.e., January 1, 2008 through December 31, 2010).  Graduation numbers include those 
students that graduate on-time as well as students graduating after their expected graduation date. 


 
The average number of graduates per program was 18 in 2010, 17 in 2009, and 15 in 2008.  There 


was a 7.8% increase in overall graduates between 2008 and 2009 and an 8.1% increase between 2009 and 
2010. 


 


 
 


 
Not included in Figure 7 are the graduate data for the 7 sleep specialist program options.  There 


were a total of 45 graduates in 2010.  In 2009, there were 40 graduates.  In 2008, there were 50 graduates.  
The average number of graduates per program option in 2009 and 2010 was 6.  In 2008, the average 
number of graduates per program option was 7. 
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Figure 7 - Total RC Program and Satellite 
Graduates (n=433) 
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RC Graduates by Degree Offered 
 


Table 8 – RC Graduates by Degree Offered (n=433) 


Degree Offered 
2010 Graduates 2009 Graduates 2008 Graduates 
Total Avg Total Avg Total Avg 


Associate only (n=373) 6,919 19 6,353 17 5,858 16 
Associate & Baccalaureate (n=9) 103 11 61 7 83 9 
Baccalaureate only (n=49) 675 14 703 14 663 14 


Baccalaureate & Masters (n=2) 35 35 36 36 33 33 
 
 Table 8 shows the number of respiratory care graduates in relation to the degree offered.  Programs 
offering only associate degrees accounted for 86.1% of the total number of programs submitting annual 
reports in 2011.  There were 7,732 graduates in 2010; of this total, 6,919 graduated from Associate degree 
programs.  This represents the largest category (89.5%) and is an 8.9% increase compared to 2009.  There 
was an 8.5% increase in graduates for this category between 2008 and 2009.  The average number of 
graduates per program for this category was 19 in 2010, 17 in 2009, and 16 in 2008.      
 
 Programs offering both associate and baccalaureate degrees accounted for 2.1% of the total 
number of respiratory care programs submitting annual reports in 2011.  In 2010, there were 103 graduates 
(1.3% of total) from programs that offered both an associate and baccalaureate degree.  This represents a 
68.9% increase from 2009.  In contrast, there was a 2.7% decrease in graduates for this category between 
2009 and 2008.   The average number of graduates per program for this category was 11 in 2010, 7 in 
2009, and 9 in 2008.   
 
 Programs offering only baccalaureate degrees accounted for 11.3% of the total number of 
respiratory care programs submitting annual reports in 2011.  In 2010, there were 675 graduates (8.7% of 
total) from Baccalaureate degree programs.  This represents a 4.0% decrease from 2009.   In contrast, 
there was a 6.0% increase in graduates for this category between 2008 and 2009.  The average number of 
graduates per program for this category was 14 in 2008, 2009, and 2010.       
     
 Programs offering both baccalaureate and master’s degrees accounted for 0.5% of the total number 
of respiratory care programs submitting annual reports in 2011.  In 2010, there were 35 graduates (0.5% of 
total) from programs that offered both a baccalaureate and master’s degree.  This represents a 2.8% 
decrease from 2009.  In contrast, there was a 9.1% increase in graduates for this category between 2009 
and 2008.  The average number of graduates per program for this category was 35 in 2010, 36 in 2009, and 
33 in 2008.    
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RC Graduates by Institutional Type 
 


 
Table 9 shows the number of respiratory care graduates in relation to the institutional type.  


Programs offered in community or junior colleges accounted for 57.7% of the total number of respiratory 
care programs submitting annual reports in 2011.  There were 4,143 graduates in 2010.  This represents 
the largest category (53.6%) and is a 3.7% increase compared to 2009.  There was a 5.8% increase in 
graduates between 2008 and 2009.  The average number of graduates per program for this category was 
17 in 2010, 16 in 2009, and 15 in 2008. 
 


Programs offered in four-year colleges or universities accounted for 21.0% of the total number of 
respiratory care programs submitting annual reports in 2011.  There were 1,361 (17.6% of total) graduates 
in 2010.  This represents a 6.8% increase compared to 2009.  In contrast, there was a 0.2% decrease 
between 2008 and 2009.  The average number of graduates per program for this category was 15 in 2010 
and 14 in 2009 and 2008. 
 


Programs offered in technical or vocational schools accounted for 16.4% of the total number of 
respiratory care programs submitting annual reports in 2011.  There were 1,965 (25.4% of total) graduates 
in 2010.  This represents a 21.3% increase compared to 2009.  There was a 20.5% increase between 2008 
and 2009.  The average number of graduates per program for this category was 28 in 2010, 23 in 2009, and 
19 in 2008. 
 


Programs offered in academic HSC/medical centers accounted for 2.8% of the total number of 
respiratory care programs submitting annual reports in 2011.  There were 118 (15.3% of total) graduates in 
2010.  This represents a 5.6% decrease compared to 2009.  In contrast, there was a 17.9% increase 
between 2008 and 2009.  The average number of graduates per program for this category was 10 in 2010 
and 2009, and 9 in 2008. 
 


Programs offered in career or technical colleges accounted for 1.6% of the total number of 
respiratory care programs submitting annual reports in 2011.  There were 125 (1.6% of total) graduates in 
2010.  This represents a 0.8% increase compared to 2009.  In contrast, a 4.6% decrease occurred between 
2008 and 2009.  The average number of graduates per program for this category was 18 in 2010 and 2009, 
and 19 in 2008. 
 


Programs offered in the U.S. military accounted for 0.5% of the total number of respiratory care 
programs submitting annual reports in 2011.  There were 20 (0.3% of total) graduates in 2010.  This 
represents a 33.3% increase compared to 2009.  There was a 400% increase between 2008 and 2009.  The 
average number of graduates per program for this category was 10 in 2010, 8 in 2009, and 2 in 2008.  Note: 
The 2011 RCS did not capture data from the 100-level military programs since those programs voluntarily 
withdrew prior to the July 1, 2011 RCS submission deadline. 
 


Table 9 – RC Graduates by Institutional Type (n=433) 


Institutional Type 
2010 


Graduates 
2009 


Graduates 
2008 


Graduates 


Total Avg Total Avg Total Avg 
Community College or Junior College (n=250) 4,143 17 3,994 16 3,776 15 


Four-Year College or University (n=91) 1,361 15 1,275 14 1,278 14 
Technical or Vocational School (n=71) 1,965 28 1,620 23 1,344 19 
Academic HSC/Medical Center (n=12) 118 10 125 10 106 9 


Career or Technical College (n=7) 125 18 124 18 130 19 
U.S. Military (n=2) 20 10 15 8 3 2 
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RC Graduates by Institutional Control/Funding  
  


 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 10 shows the number respiratory care graduates in relation to the institutional control/funding.   
Programs under control/ funded by public/not-for-profit institutions accounted for 79.7% of the total number 
of respiratory care programs submitting annual reports in 2011.  There were 5,216 graduates in 2010.  This 
represents the largest category (67.5%) and is a 1.8% increase compared to 2009.  There was a 4.8% 
increase in graduates for this category between 2008 and 2009.  The average number of graduates per 
program for this category was 15 in 2010 and 2009, and 14 in 2008. 
 


Programs under control/funded by private/for-profit (proprietary) institutions accounted for 12.5% of 
the total number of respiratory care programs submitting annual reports in 2011.  There were 2,144 (27.7% 
of total) graduates in 2010.  This represents a 28.5% increase compared to 2009.  There was an 18.3% 
increase for this category between 2008 and 2009.  The average number of graduates per program for this 
category was 40 in 2010, 31 in 2009, and 26 in 2008. 
 


Programs under control/funded by private/not-for-profit institutions accounted for 7.4% of the total 
number of respiratory care programs submitting annual reports in 2011.  There were 352 (4.6% of total) 
graduates in 2010.  This represents a 1.4% increase compared to 2009.  There was a 3.6% increase for this 
category between 2008 and 2009.  The average number of graduates per program for this category was 11 
in 2010 and 2009, and 10 in 2008. 
 


Programs under control/ funded by the federal government accounted for 0.5% of the total number 
of respiratory care programs submitting annual reports in 2011.  There were 20 (0.3% of total) graduates in 
2010.  This represents a 33.3% increase compared to 2009.  The average number of graduates per program 
for this category was 10 in 2010, 8 in 2009, and 2 in 2008.  Note: The 2011 RCS did not capture data from 
the 100-level military programs since those programs voluntarily withdrew prior to the July 1, 2011 RCS 
submission deadline. 
 
 
 
 
 
 
 
 
 
 
 
 
 


Table 10 –RC Graduates by Institutional Control/Funding (n=433) 


Institutional Control/Funding 
2010 


Graduates 
2009 


Graduates 
2008 


Graduates 


Total Avg Total Avg Total Avg 
Public/Not-For-Profit (n=345) 5,216  15 5,122 15 4,888 14 


Private/For-Profit (Proprietary) (n=54) 2,144  40 1,669 31 1,411 26 
Private/Not-For-Profit (n=32) 352  11 347 11 335 10 
Federal Government (n=2) 20 10 15 8 3 2 
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RC Graduates by State and Degree 
 


Table 11 provides data on respiratory care graduates for 2008-2010 by state and degree offered. 
 


Table 11 –RC Graduates by State and Degree (n=432) 


State Degree 2010 
Graduates 


2009 
Graduates 


2008  
Graduates 


AL (n=6) Total 124 112 115 


 Associate 79 77 61 


 Baccalaureate 45 35 54 


AR (n=11) Total 62 61 45 


 Associate 48 40 32 


 Baccalaureate 14 21 13 


AZ (n=7) Total 341 334 290 


 Associate 341 334 290 


 Baccalaureate 0 0 0 


CA (n=37) Total 1270 1020 943 


 Associate 1262 1009 932 


 Baccalaureate 8 11 11 


CO (n=5) Total 116 80 76 


 Associate 116 80 76 


 Baccalaureate 0 0 0 


CT (n=5) Total 64 63 66 


 Associate 50 57 63 


 Baccalaureate 14 6 3 


DC (n=1) Total 11 20 15 


 Associate 11 20 15 


 Baccalaureate 0 0 0 


DE (n=2) Total 25 15 25 


 Associate 25 15 25 


 Baccalaureate 0 0 0 


FL (n=24) Total 486 442 362 


 Associate 475 422 351 


 Baccalaureate 11 20 11 


GA (n=14) Total 237 194 197 


 Associate 165 121 129 


 Baccalaureate 37 37 35 


 Bacc & Masters 35 36 33 


HI (n=1) Total 11 14 14 


 Associate 11 14 14 


 Baccalaureate 0 0 0 


IA (n=6) Total 66 69 78 


 Associate 66 69 78 
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 Baccalaureate 0 0 0 


ID (n=3) Total 32 36 21 


 Associate 10 12 6 


 Baccalaureate 22 24 15 


IL (n=14) Total 245 250 243 


 Associate 245 250 243 


 Baccalaureate 0 0 0 


 Bacc & Masters 0 0 0 


IN (n=11) Total 174 163 141 


 Associate 146 139 119 


 Baccalaureate 28 24 22 


KS (n=8) Total 83 110 83 


 Associate 73 103 67 


 Baccalaureate 10 7 16 


KY (n=14) Total 160 170 139 


 Associate 146 158 133 


 Baccalaureate 14 12 6 


LA (n=12) Total 83 83 70 


 Associate 67 62 51 


 Baccalaureate 16 21 19 


MA (n=7) Total 104 72 71 


 Associate 104 72 71 


 Bacc 0 0 0 


MD (n=8) Total 110 96 106 


 Associate 87 69 83 


 Baccalaureate 23 27 23 


ME (n=2) Total 24 21 22 


 Associate 24 21 22 


 Baccalaureate 0 0 0 


MI (n=13) Total 277 235 234 


 Associate 274 235 234 


 Assoc & Bacc 3 0 0 


 Baccalaureate 0 0 0 


MN (n=5) Total 65 70 67 


 Associate 46 48 46 


 Baccalaureate 19 22 21 


MO (n=10) Total 173 135 116 


 Associate 161 122 106 


 Baccalaureate 12 13 10 


MS (n=8) Total 96 91 89 


 Associate 96 91 89 


 Baccalaureate 0 0 0 
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MT (n=2) Total 18 14 19 


 Associate 18 14 19 


 Baccalaureate 0 0 0 


NC (n=14) Total 182 165 182 


 Associate 182 165 182 


 Baccalaureate 0 0 0 


ND (n=2) Total 22 23 18 


 Associate 0 0 0 


 Baccalaureate 22 23 18 


NE (n=4) Total 57 47 61 


 Associate 40 34 41 


 Assoc & Bacc 12 10 12 


 Baccalaureate 5 3 8 


NH (n=1) Total 11 11 11 


 Associate 11 11 11 


 Baccalaureate 0 0 0 


NJ (n=5) Total 92 106 118 


 Associate 76 87 101 


 Assoc & Bacc 16 19 17 


 Baccalaureate 0 0 0 


NM (n=6) Total 72 79 64 


 Associate 72 79 64 


 Baccalaureate 0 0 0 


NV (n=3) Total 108 100 90 


 Associate 108 100 90 


 Baccalaureate 0 0 0 


NY (n=12) Total 244 240 226 


 Associate 183 181 177 


 Baccalaureate 61 59 49 


OH (n=22) Total 343 333 344 


 Associate 265 258 271 


 Baccalaureate 78 75 73 


OK (n=7) Total 104 90 86 


 Associate 104 90 86 


 Baccalaureate 0 0 0 


OR (n=4) Total 64 61 62 


 Associate 49 45 45 


 Baccalaureate 15 16 17 


PA (n=27) Total 289 343 306 


 Associate 229 284 255 


 Assoc & Bacc 17 15 11 


 Baccalaureate 43 44 40 
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RI (n=1) Total 14 20 15 


 Associate 14 20 15 


 Baccalaureate 0 0 0 


SC (n=7) Total 81 91 101 


 Associate 81 91 101 


 Baccalaureate 0 0 0 


SD (n=2) Total 13 21 18 


 Associate 13 21 18 


 Baccalaureate 0 0 0 


TN (n=11) Total 134 144 145 


 Associate 93 102 109 


 Baccalaureate 41 42 36 


TX (n=34) Total 623 693 516 


 Associate 533 599 413 


 Baccalaureate 90 94 103 


UT (n=7) Total 326 168 181 


 Associate 271 151 138 


 Assoc & Bacc 55 17 43 


 Baccalaureate 0 0 0 


VA (n=7) Total 150 132 137 


 Associate 130 111 119 


 Baccalaureate 20 21 18 


VT (n=1) Total 14 18 12 


 Associate 14 18 12 


 Baccalaureate 0 0 0 


WA (n=5) Total 114 84 73 


 Associate 114 84 73 


 Baccalaureate 0 0 0 


WI (n=7) Total 109 98 113 


 Associate 109 98 113 


 Baccalaureate 0 0 0 


WV (n=6) Total 85 77 76 


 Associate 75 59 57 


 Baccalaureate 10 18 19 


WY (n=1) Total 7 11 12 


 Associate 7 11 12 


 Baccalaureate 0 0 0 
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Overall Programmatic Attrition 
 
  Programmatic attrition is defined by CoARC as, “Students formally enrolled in a respiratory care 
program that began fundamental (non-survey) respiratory care core coursework and have left for academic 
or non-academic reasons.5”  Students who leave the program with a full tuition refund, and those students 
transferring to satellites are not included in program attrition.  Programmatic enrollment, as defined by 
CoARC, begins at the point at which the respiratory student enrolls in the first core respiratory care course 
(non-survey) that is available only to students matriculated in the respiratory care program. This may be 
different than the enrollment or matriculation date determined by the institution. This definition is used only 
for calculating programmatic attrition and on-time graduation rates. 
 
 
 
 
 
 
  
 2011 RCS data on programmatic attrition (Table 12 and Figure 8) show a total of 426 programs 
reporting programmatic attrition rates for 2008-2010.   Seven new programs did not have any attrition data to 
report for 2008-10.  The average attrition rate was 17% with the highest rate of 52% (n=1) and the lowest 
rate of 0% (n=16).  A total of 13 programs (3.1% of total) reported attrition rates above the CoARC-
established threshold of 40%.  As per CoARC Standard 3.14, these programs began a dialogue with CoARC 
to develop an appropriate plan of action (i.e., a progress report) for program improvement. 
 


 
 


   Not included in Table 12 and Figure 8 are the attrition data for the 7 sleep specialist program 
options.  There were a total of 7 program options reporting data in 2011.  The average attrition rate was 10% 
with the highest rate of 30% (n=1) and the lowest rate of 0% (n=1).  All 7 program options reported attrition 
rates below the CoARC-established threshold of 40%. 


                                                           
5 This was the definition in use at the time of the submission of the 2011 RCS.  The definition of attrition in use for the 2012 RCS (effective March 
24, 2012) is “Students formally enrolled in a respiratory care program that began fundamental (non-survey) respiratory care core coursework and 
have left for academic or non-academic reasons. Students who leave the program before the fifteenth calendar day from the beginning of the term 
with fundamental respiratory care core coursework and those students transferring to satellites are not included in program attrition.” 
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Figure 8 - RC Programmatic Attrition (n=426) 


Table 12 – RC Programmatic Attrition (n=426) 
# of Programs 


Reporting Data 
CoARC 


Threshold Avg Max Min # of Programs 
Above Threshold 


n=426 40% 17.0% 52% 0% 13 



http://www.coarc.com/15.html

http://www.coarc.com/15.html

http://www.coarc.com/57.html
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Attrition by Degree Offered, Institutional Type, and Institutional Control/Funding 
 


Table 13 – RC Programmatic Attrition by Degree Offered (n=426) 
Degree Avg Attrition 


Baccalaureate & Master’s (n=2) 21.1% 
Associate only (n=366) 17.8% 


Baccalaureate only (n=49) 12.3% 
Associate & Baccalaureate (n=9) 8.5% 


 
 Table 13 shows programmatic attrition data in relation to the degree offered.  RC Programs offering 
both Baccalaureate & Master’s degrees demonstrated the highest attrition rate (21.1%).  RC Programs 
offering only the Baccalaureate degree demonstrated a lower attrition rate (12.3%) on average when 
compared to programs offering only the Associate degree (17.8%).  RC Programs offering both the 
Associate & Baccalaureate degree demonstrated the lowest attrition rate at 8.5%.   
 


Table 14 – RC Programmatic Attrition by Institutional Type (n=426) 
Institutional Type Avg Attrition 


Academic HSC/Medical Center (n=12) 24.3% 
Community College or Junior College (n=246) 18.1%  


Technical or Vocational School (n=68) 17.7% 
Four-Year College or University (n=91) 13.3% 


Career or Technical College (n=7) 12.7% 
U.S. Military (n=2)   1.6% 


 
Table 14 shows programmatic attrition data in relation to institutional type.  RC Programs located in 


Academic HSC/Medical Centers demonstrated the highest attrition rate (24.3%).  Attrition rates decreased 
to 18.1% on average for RC Programs located in Community Colleges or Junior Colleges.  Attrition rates 
decreased slightly to 17.7% on average for RC Programs located in Technical or Vocational Schools.  Four-
Year Colleges or Universities demonstrated an attrition rate of 13.3% on average with the rate decreasing 
slightly further to 12.7% for Career or Technical Colleges.  RC Programs located at U.S. Military facilities 
demonstrated the lowest attrition rate at 1.6%. 


 


Table 15 – RC Programmatic Attrition by Institutional Control/Funding (n=426) 
Institutional Type Avg Attrition 


Private/For-Profit (Proprietary) (n=52) 17.7% 
   Public/Not-For-Profit (n=340) 17.3% 
Private/Not-For-Profit (n=32) 13.2% 
Federal Government (n=2) 1.6% 


 
Table 15 shows programmatic attrition data in relation to institutional control/funding.   Programs 


under control/funded by private/for-profit (proprietary) institutions demonstrated the highest attrition rate, on 
average, at 17.7%.  Programs under control/funded by public/not-for-profit demonstrated a slightly lower 
attrition rate (17.3%) compared to the for-profit sector.  Attrition rates were even lower, on average (13.2%) 
for programs under control/funded by private/not-for-profit institutions.  RC Programs under control/funded 
by the federal government demonstrated the lowest attrition rate at 1.6%. 
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Overall Positive (Job) Placement 
    
  Positive (job) placement is defined by CoARC as, “a graduate who within ten (10) months after 
graduation is: a. employed in respiratory care (i.e. full- or part-time, per diem, etc.), or b. enrolled full- or part-
time in another degree program, or c. serving in the military, or d. employed in the polysomnography field 
(i.e. full- or part-time, per diem, etc. for graduates of the polysomnography option of programs offering the 
same).6” 


 


Table 16 – RC Positive (Job) Placement (n=399) 
# of Programs 


Reporting Data CoARC Threshold Avg Max Min # of Programs 
Below Threshold 


n=399 70% 88.5% 100% 0% 21 
 
 2011 RCS data on positive placement (Table 16 and Figure 9) show a total of 399 programs 
reporting positive placement rates for 2008-2010.   Thirty-four programs did not have any placement data to 
report for 2008-10.  The average placement rate was 88.5% with the highest rate of 100% (n=64) and the 
lowest rate of 0% (n=1).  A total of 21 programs (5.3% of total) reported placement rates below the CoARC-
established threshold of 70%.  As per CoARC Standard 3.14, these programs began a dialogue with CoARC 
to develop an appropriate plan of action (i.e., a progress report) for program improvement. 


 
Not included in Table 16 and Figure 9 are the placement data for the 7 sleep specialist program 


options.  There were a total of 7 program options reporting data in 2011.  The average placement rate was 
92% with the highest rate of 100% (n=3) and the lowest rate of 76.9% (n=1).  All 7 program options reported 
placement rates above the CoARC-established threshold of 70%. 
 


                                                           
6 This was the definition in use at the time of the submission of the 2011 RCS.  The definition for (positive) job placement in use for the 2012 RCS 
(effective March 24, 2012) is “a graduate who within twelve (12) months after graduation is: a. Employed utilizing skills as defined by the scope of 
practice within the respiratory care profession. (i.e. full- or part-time, or per diem), or b. enrolled full- or part-time in another degree program, or c. 
serving in the military.” 
 


1 0 0 0 1 0 2 0 3 3 3 2 2 4 


24 30 34 
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111 
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Figure 9 - RC Positive (Job) Placement (n=399) 



http://www.coarc.com/15.html

http://www.coarc.com/15.html

http://www.coarc.com/57.html
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Placement by Degree Offered, Institutional Type, and Institutional Control/Funding 
 


Table 17 – RC Positive (Job) Placement by Degree Offered (n=399) 
Degree Avg Placement 


Associate & Baccalaureate (n=9)  96.9% 
Baccalaureate only (n=48)  92.1% 


Baccalaureate & Master’s (n=1)  90.4% 
Associate only (n=341)  87.7% 


 
 Table 17 shows positive (job) placement data in relation to the degree offered.  RC Programs 
offering both Associate & Baccalaureate degrees demonstrated the highest placement rate (96.9%).  RC 
Programs offering both the Baccalaureate and Master’s degree demonstrated a lower placement rate 
(90.4%) on average when compared to programs offering only the Baccalaureate degree (92.1%).  RC 
Programs offering only the Associate degree demonstrated the lowest placement rate at 87.7%.   
 


Table 18 – RC Positive (Job) Placement by Institutional Type (n=399) 
Institutional Type Avg Placement 
U.S. Military (n=1)    100% 


Academic HSC/Medical Center (n=10)  97.7% 
Four-Year College or University (n=87)  91.4% 


Career or Technical College (n=6)  89.0% 
Community College or Junior College (n=238)  88.6%  


Technical or Vocational School (n=57)  81.5% 
 


Table 18 shows positive (job) placement data in relation to institutional type.  RC Programs located 
at U.S. Military facilities demonstrated the highest placement rate (100%).  Placement rates decreased 
slightly to 97.7% on average for RC Programs located in Academic HSC/Medical Centers.  Placement rates 
decreased to 91.4% on average for RC Programs located in Four-Year Colleges or Universities.  Career or 
Technical Colleges demonstrated a placement rate of 89.0% on average with the rate decreasing slightly 
further to 88.6% for Community Colleges or Junior Colleges.  RC Programs located in Technical or 
Vocational Schools demonstrated the lowest placement rate at 81.5%.  


 


Table 19 – RC Positive (Job) Placement by Institutional Control/Funding (n=399) 
Institutional Type Avg Placement 


Federal Government (n=1)  100% 
   Public/Not-For-Profit (n=330) 89.4% 
Private/Not-For-Profit (n=27) 89.4% 


Private/For-Profit (Proprietary) (n=41) 79.6% 
 


   Table 19 shows positive (job) placement data in relation to institutional control/funding.   Programs 
under control/funded by the federal government demonstrated the highest placement rate, on average, at 
100%.  Programs under control/funded by public/not-for-profit and private/not-for-profit both demonstrated a 
placement rate of 89.4%, on average.  RC Programs under control/funded by private/for-profit (proprietary) 
institutions demonstrated the lowest placement rate at 79.6%. 
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Overall CRT Credentialing Success 
 
   CRT Credentialing Success is defined by CoARC as, “the percentage of graduates who obtain the 
CRT credential upon successful completion of the NBRC Entry-Level Examination (ELE) independent of the 
number of ELE exam attempts.”  The calculation is derived by dividing the total # of CRTs (numerator) by 
the # of graduates (denominator) in a three year reporting period.  The Entry-Level Certified Respiratory 
Therapist (CRT) Examination administered by the National Board for Respiratory Care (NBRC) is designed 
to objectively measure essential knowledge, skills, and abilities required of entry-level respiratory therapists. 
Individuals holding the CRT credential are eligible to practice respiratory care as defined by their state’s 
practice act. 


 


Table 20 – Overall CRT Credentialing Success (n=399) 


# of Programs 
Reporting Data CoARC Threshold Avg Max Min # of Programs 


Below Threshold 
n=399 80% 93.1% 100% 27.3% 20 


 
   2011 RCS data on CRT credentialing success (Table 20 and Figure 10) show a total of 399 
programs reporting CRT credentialing success for 2008-2010.   Thirty-four programs did not have any CRT 
credentialing success to report for 2008-10.  The average CRT credentialing success rate was 93.1% with 
the highest rate of 100% (n=108) and the lowest rate of 27.3% (n=1).  A total of 20 programs (5.0% of total) 
reported CRT credentialing success rates below the CoARC-established threshold of 80%.  As per CoARC 
Standard 3.14, these programs began a dialogue with CoARC to develop an appropriate plan of action (i.e., 
a progress report) for program improvement. 
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Figure 10 - Overall CRT Credentialing Success (n=399) 
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CRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding 
 


Table 21 – CRT Credentialing Success by Degree Offered (n=399) 
Degree Avg CRT Credentialing Success 


Associate & Baccalaureate (n=9) 97.5% 
Baccalaureate & Master’s (n=1) 97.1% 


Baccalaureate only (n=48) 95.3% 
Associate only (n=341) 92.7% 


 
 Table 21 shows CRT credentialing success data in relation to the degree offered.  RC Programs 
offering both Associate & Baccalaureate degrees demonstrated the highest CRT credentialing success 
(97.5%).  RC Programs offering both the Baccalaureate and Master’s degree demonstrated a slightly lower 
credentialing success (97.1%) on average.  Programs offering only the Baccalaureate degree demonstrated 
a credentialing success of 95.3%, on average.  RC Programs offering only the Associate degree 
demonstrated the lowest credentialing success at 92.7%.   
 


Table 22 – CRT Credentialing Success by Institutional Type (n=399) 
Institutional Type Avg CRT Credentialing Success 


Academic HSC/Medical Center (n=10) 98.4% 
Four-Year College or University (n=87) 95.0% 


Community College or Junior College (n=238) 93.3% 
Career or Technical College (n=6) 91.8% 


Technical or Vocational School (n=57) 88.8% 
U.S. Military (n=1)   86.8% 


 
Table 22 shows CRT credentialing success data in relation to institutional type.  RC Programs 


located in Academic HSC/Medical Centers demonstrated the highest CRT credentialing success at 98.4%.  
CRT credentialing success decreased to 95.0% on average for RC Programs located in Four-Year Colleges 
or Universities.  Community Colleges or Junior Colleges demonstrated a credentialing success of 93.3% on 
average with the rate decreasing slightly further to 91.8% for Career or Technical Colleges.  RC Programs 
located in Technical or Vocational Schools demonstrated a credentialing success at 88.8%. RC Programs 
located at U.S. Military facilities demonstrated the lowest credentialing success at 86.8%. 


 


Table 23 – CRT Credentialing Success by Institutional Control/Funding (n=399) 
Institutional Type Avg CRT Credentialing Success 


   Public/Not-For-Profit (n=330) 93.8% 
Private/Not-For-Profit (n=27) 93.1% 


Private/For-Profit (Proprietary) (n=41)  88.0% 
Federal Government (n=1)  86.8% 


 
   Table 23 shows CRT credentialing success data in relation to institutional control/funding.   
Programs under control/funded by public/not-for-profit institutions demonstrated the highest CRT 
credentialing success, on average, at 93.8%.  This was followed by the private/not-for-profit sector at 93.1%.  
Programs under control/funded by private/for-profit (proprietary) institutions demonstrated a credentialing 
success at 88.0%, followed by the lowest credentialing success rate (86.8%) for programs under 
control/funded by the federal government. 
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Overall RRT Credentialing Success 
 
 RRT Credentialing Success is defined as the percentage of graduates who obtain the RRT 
credential upon successful completion of the NBRC Written Registry Examination (WRE) and Clinical 
Simulation Examination (CSE) independent of the number of WRE or CSE exam attempts. The calculation is 
derived by dividing the total # of RRTs (numerator) by the # of graduates (denominator) in a three year 
reporting period.  The Registered Respiratory Therapist (RRT) Examination administered by the National 
Board for Respiratory Care (NBRC) is designed to objectively measure essential knowledge, skills, and 
abilities required of advanced respiratory therapists. Note: Currently, this credential is not required by any 
state to enter practice. Graduates of CoARC-accredited programs can choose to forego the RRT 
examinations after earning the CRT credential.  Programs are still required to provide RRT outcomes data 
on the RCS; however, no accreditation actions are taken based on RRT credentialing success.  For more 
information related to this outcomes measure, download CoARC’s March 13, 2010 position statement 
regarding exam-based outcomes measures available at www.coarc.com/15.html.  
 


Table 24 – RC Overall RRT Credentialing Success (n=394) 


# of Programs 
Reporting Data CoARC Threshold Avg Max Min # of Programs 


Below Threshold 
n=394 N/A 61.2% 100% 0% N/A 


 
2011 RCS data on CRT credentialing success (Table 24 and Figure 11) show a total of 394 


programs reporting RRT credentialing success for 2008-2010.   Thirty-nine programs did not have any RRT 
credentialing success to report for 2008-10.  The average RRT credentialing success rate was 61.2% with 
the highest rate of 100% (n=7) and the lowest rate of 0% (n=3).    
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Figure 11 - RC Overall RRT Credentialing Success 
(n=394) 
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RRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding 
 


Table 25 – RC RRT Credentialing Success by Degree Offered (n=394) 
Degree Avg RRT Credentialing Success 


Baccalaureate & Master’s (n=1) 87.5% 
Baccalaureate only (n=48) 73.1% 


Associate & Baccalaureate (n=9) 69.1% 
Associate only (n=336) 59.2% 


 
 Table 25 shows RRT credentialing success data in relation to the degree offered.  RC Programs 
offering both Baccalaureate and Master’s degrees demonstrated the highest RRT credentialing success 
(87.5%).  RC Programs offering only the Baccalaureate degree demonstrated a lower credentialing success 
(73.1%) on average.   Programs offering both the Associate & Baccalaureate degrees demonstrated a 
credentialing success of 69.1%, on average.  RC Programs offering only the Associate degree 
demonstrated the lowest credentialing success at 59.2%.   
 


Table 26 – RC RRT Credentialing Success by Institutional Type (n=394) 
Institutional Type Avg RRT Credentialing Success 


Academic HSC/Medical Center (n=10) 81.7% 
Four-Year College or University (n=85) 67.7% 


Community College or Junior College (n=236) 60.1% 
Career or Technical College (n=6) 58.6% 


Technical or Vocational School (n=56) 52.7% 
U.S. Military (n=1)   52.6% 


 
Table 26 shows RRT credentialing success data in relation to institutional type.  RC Programs 


located in Academic HSC/Medical Centers demonstrated the highest RRT credentialing success at 81.7%.  
RRT credentialing success decreased to 67.7% on average for RC Programs located in Four-Year Colleges 
or Universities.  Community Colleges or Junior Colleges demonstrated a credentialing success of 60.1% on 
average with the rate decreasing slightly further to 58.6% for Career or Technical Colleges.  RC Programs 
located in Technical or Vocational Schools demonstrated a credentialing success at 52.7%. RC Programs 
located at U.S. Military facilities demonstrated the lowest credentialing success at 52.6%. 


 


Table 27 – RC RRT Credentialing Success by Institutional Control/Funding (n=394) 
Institutional Type Avg RRT Credentialing Success 


   Public/Not-For-Profit (n=327) 63.1% 
Private/Not-For-Profit (n=25) 58.0% 
Federal Government (n=1)  52.6% 


Private/For-Profit (Proprietary) (n=41) 47.7% 
 


   Table 27 shows RRT credentialing success data in relation to institutional control/funding.   
Programs under control/funded by public/not-for-profit institutions demonstrated the highest RRT 
credentialing success, on average, at 63.1%.  This was followed by the private/not-for-profit sector at 58.0%.  
Programs under control/funded by the federal government demonstrated a credentialing success at 52.6%, 
followed by the lowest credentialing success rate (47.7%) for programs under control/funded by private/for-
profit (proprietary) institutions. 
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BYLAWS OF THE ALASKA SOCIETY OF THE


AMERICAN ASSOCIATION FOR RESPIRATORY CARE

ARTICLE I

NAME

This organization shall be known as the ALASKA SOCIETY FOR RESPIRATORY CARE (ASRC) (hereinafter referred to as the Society), a chartered affiliate of the American Association for Respiratory Care (hereinafter referred to as the Association).


ARTICLE II

Affiliation

The ALASKA SOCIETY FOR RESPIRATORY CARE (ASRC) shall be a chartered affiliate of the American Association for Respiratory Care and shall abide by the rules and regulations of the Association as promulgated from time to time.


ARTICLE III

Boundaries

The area included within the boundaries of this Society shall be the geographical boundaries of the State of Alaska.


ARTICLE IV

Object

Section 1.
Purpose


a. To encourage and develop on a regional basis educational programs for those persons interested in the field of respiratory care.


b. To advance the science, technology, ethics, and art of respiratory care through regional institutes, meetings, lectures, and the preparation and distribution of a newsletter and other materials.


c. To facilitate cooperation between respiratory care personnel and the medical profession, hospitals, service companies, industry, and other agencies within the region interested in respiratory care; except that this Society shall not commit any act which shall constitute unauthorized practice of medicine under the laws of the State of Alaska.   except that this Society shall not commit any act which shall constitute unauthorized practice of medicine under the laws of the State of Illinois in which the parent Association is incorporated, or any other state.


d. To participate in public education on health promotion and disease prevention within the state of Alaska. 


Section 2.
Intent


a. No part of the net earnings of the Society shall inure to the benefit of any private member or individual.


b. Distribution of funds, income, and property of the Society may be made to charitable, educational, scientific, or religious corporations, organizations, community chests, foundations, or other kindred institutions maintained and created for one or more of the forgoing purposes if at the time of distribution the payees or distributees are exempt from income taxation, and if the gifts are then exempt from taxation under the provisions of Section 501. 2055. 2522 of the Internal Revenue Code, or any later or other sections of the Internal Revenue Code which amend or supersede the said actions.


ARTICLE V

Membership

Section 1.
Classes


The membership of this Society shall include four (4) classes: Active Member, Associate Member, Special Member, and State Associate Member.


Section 2.
Eligibility and Classification

a. Each applicant for membership shall meet qualifications of ethical practice and suitable moral standards as determined by the membership committee.


b. An individual is eligible to be an Active Member of this Society if he/she is an Active Member of the American Association for Respiratory Care, provided his/her place of employment is within the defined boundaries of this Society. Active Members have all the rights and privileges of membership including: the rights to hold office, vote, serve as committee chairs, and serve on committees.


c. An individual is eligible to be an Associate Member of this Society if he/she is presently employed within the field of Respiratory Care or a related field and is an Associate Member of the American Association for Respiratory Care. Associate Members shall have all the rights of membership except that they shall not be entitled to hold office, vote, or chair committees.


d. An individual is eligible to be a Special Member of this Society is he/she is an Honorary, Life, or General member of the American Association for Respiratory Care. Life Members have all the rights and privileges of Active Members.  Honorary and General Members have all the rights and privileges of Associate Members.


e. State Associate members are individuals interested in the delivery of respiratory care in the state of Alaska. They may opt to join the Society, but not the Association. Such individuals will be subject to the payment of dues and will have all the rights of Associate membership in the Society, except they will not be permitted to vote. They may serve on state committees, though not as Chairman.


Section 3.
Eligibility for Membership


Association members in good standing who are employed within the geographical boundaries of the State of Alaska are members of the Society and do not need to go through an additional application process. Individuals interested in respiratory care in Alaska may apply to the ASRC for State Associate Membership. State Associate Members may be assessed membership dues to be suggested by the Board of Directors subject to approval by the general membership.


Section 4.
Annual Renewal

Members are eligible for renewal of their Society membership as long as they remain members in good standing of the Association. State Associate Members must renew their membership annually and pay the applicable dues.


ARTICLE VI


Offices


Section 1.
Officers


The officers of the Society shall be: a President, a President-Elect (who automatically succeeds to the Presidency when the President’s term ends), a Vice-President, a Secretary, and a Treasurer.


Section 2.
Directors


There shall be four (4) Directors. Two (2) Directors will be elected each election year and others as necessary to fill existing vacancies.


Section 3.
Term of Office


a. The term of office for officers shall be for two (2) years. The term shall begin January 1 of the year following the election. 


b. The term of office for Directors shall begin January 1 of the year following the election and shall be for four (4) years.


Section 4.
Vacancies of Office


a. In the event of a vacancy in the office of the President, the elected President-Elect shall become acting President to serve the unexpired term, and shall serve his own, the successive term, as President. 


b. In the event of a vacancy in the office of the Vice-President, the Secretary shall assume the duties, but not the office, of Vice-President as well as his own until the next meeting of the Board of Directors, at which time the Board shall elect a qualified member to fill the vacancy.


c. In the event of vacancy in the offices of Secretary or Treasurer, the Board will meet and appoint a replacement. 


Section 5.
Duties of Officers


a. President


The President shall preside at the annual business meeting and all meetings of the Board of Directors; prepare an agenda for all business meetings and each meeting of the Board of Directors; appoint standing and special committees, subject to approval by the Board of Directors; be an ex-officio member of all committees except the Nominations and Elections committee; and present to the Board of Directors and membership an annual report of the Society’s activities.


b. President-Elect


The President-Elect shall become acting President and shall assume the duties of the President in the event of the President’s absence, resignation, or disability; he/she shall perform such other duties as shall be assigned by the President or the Board of Directors. The President-Elect shall be a member of the Society’s Delegation in the House of Delegates.

c. Vice-President


The Vice-President shall assume the duties and office of the President-Elect in the event of the President-Elect’s absence, resignation, or disability, and will also continue to carry out the office of the Vice-President. The Vice-President shall be a member of the Society’s Delegation in the House of Delegates.


d. Treasurer


The Treasurer shall have charge of all the funds and securities of the Society; disbursing funds as authorized by the Board of Directors and/or in accordance with the adopted budget; and depositing funds as the Board of Directors may designate.  He/she shall see that full, accurate accounts are kept, make a written quarterly financial report to the Board of Directors, and a complete written yearly report at the annual business meeting. All other duties, and issues such as bonding and endorsement of checks, will be specified in the policies and procedures of the Society. At the expense of the Society, he/she shall be bonded in an amount determined by the Board of Directors.


e. Secretary


The Secretary shall keep minutes of all meetings of the Society and the Board of Directors and shall submit a copy of the minutes of each meeting to the governing body of the Society and to the Executive Office of the Association as specified in the policies of the Society and the Association. Committee chairs will be responsible for keeping their own minutes and must submit those minutes to the Secretary for the record. The Secretary shall handle the general correspondence and perform all duties as from time to time shall be assigned by the President or Board of Directors.


ARTICLE VII


Nominations and Elections


Section 1.
Nominations and Elections Committee


The Chairman shall report the slate of nominees to the Board of Directors at least sixty (60) days prior to the annual business meeting or scheduled election for review. The final slate of nominees shall be approved by the Board of Directors prior to the ballots being sent to members.


Section 2.
Nominations


The Nominations and Elections Committee shall place in nomination the names of candidates for the offices of President-Elect, Vice-President, Secretary, and Treasurer, and for each of the Board of Directors positions to be elected. Only Active Members in good standing and Life Members shall be eligible for nomination. The Nominations and Elections Committee shall provide a pertinent biographical sketch of each nominee’s professional activities and services to the organization, all of which shall be a part of the ballot. 

Section 3.
Ballot


a. The Nominations and Elections Committee’s slate and biographical sketches shall be sent to every Active member in good standing and eligible to vote at least thirty (30) days prior to the annual business meeting or scheduled election.


b. 

c. The Board of Directors shall specify how the vote is to be conducted at least sixty (60) days prior to the election. Elections may be conducted by mail, electronic vote, or in person. See the ASRC Procedure Manual for election process.

d. The Nominations and Elections Committee shall consist of at least three (3) impartial members. Any member of the committee who wishes to run for office must resign membership on the committee.   


e. It is the duty of the committee to tally the votes and announce the results in a written report to the membership. 


f. Only Active Members in good standing and Life Members may vote in Society Elections. It is the duty of the Committee to check each member’s voting eligibility prior to sending out ballots.


Section 4.
Committee Membership

a. The committee shall consist of at least two (2) members.


b. This committee shall prepare, receive, verify, and count ballots for all elections held during the calendar year.


c. The duties of the committee are outlined in the ASRC Procedure Manual.

ARTICLE VIII


Board of Directors


Section 1.
Composition and Powers


a. The executive government of this Society shall be vested in a Board of nine (9) Active or Life members consisting of the President, President-Elect, Vice-President, Treasurer, Secretary, and four (4) Directors.


b. The President shall be chairman and presiding officer of the Board of Directors.  The President shall invite such individuals to the meetings of the Board as he/she shall deem necessary with the privilege of voice, but not vote.


c. The Board of Directors shall have the power to declare an office vacant by a two-thirds (2/3) vote upon refusal or neglect of any member of the Board to perform the duties of that office or for any conduct deemed prejudicial to the Society. Written notice shall be given to the member that the office has been declared vacant.


d. A person may hold only one office on the Board of Directors.


e. The Immediate Past-President shall be invited to attend all meetings of the Board of Directors, with the right of voice but not vote.


Section 2.
Duties


a. Supervise all business and activities of the Society within the limitation of these Bylaws.


b. Adopt and rescind standing rules of the Society.


c. Determine payments, salaries, fund-raising activities, and other related matters, after consideration of the budget.


Section 3.
Vacancies


a. Any vacancy that occurs on the Board of Directors shall be filled by a qualified member appointed by the Board of Directors. Individuals so appointed shall serve until the next regular election.


b. Upon vacancy in the office of President, an elected President-Elect shall serve until the next scheduled election and then automatically succeed to the Presidency.


Section 4.
Meetings


a. The Board of Directors shall meet immediately preceding and immediately following the annual business meeting of the Society and shall not hold fewer than two (2) regular and separate meetings during the calendar year. Such meetings may be in person, by teleconference, or by other equivalent technology, as long as there is a quorum.

b. Special meetings of the Board of Directors shall be called by the President at such times as the business of the Society shall require, or upon written request of five (5) members of the Board of Directors.

c. A majority of the Board of Directors, five (5), shall constitute a quorum at any meeting of the Board. No official Society business may be conducted at a meeting without a quorum.


Section 5.
Mail Vote


If the Board of Directors feels it necessary to present any business to the membership prior to the next scheduled meeting, they may instruct the Nominations and Elections Committee to conduct a vote of the membership by mail or other equivalent technology, subject to the Society’s Bylaws and policies. The question(s) presented in the vote, except for amendments to the Bylaws, will be decided by a majority of the votes received.  Details for conducting the vote will be specified in the policies and procedures of the Society. The procedure for amending the Bylaws is governed by Article XVIII of this document.

Section 6.
Executive Committee


The Executive Committee of the Board of Directors shall consist of the President, President-Elect, Vice-President, Secretary, and Treasurer. The Immediate Past-President shall also be a member of the Executive Committee, with the privilege of voice but not vote. The committee shall have the power to act for the Board of Directors between meetings of the Board of Directors and such action shall be subject to ratification of the Board at its next meeting. 


ARTICLE IX


Meetings


Section 1.
Date and Place


a. The Society shall hold an annual business meeting at a date and time to be determined by the Board, but no later than November 15th of each year; additional meetings may be held as required to fulfill the objectives of the Society. 


b. The Program Committee will present recommendations for the place of the annual meeting to the Board of Directors. The Board of Directors will choose the place by their first meeting of the calendar year. In the event of a major emergency, the Board of Directors may cancel the scheduled meeting, set a new date and place, if feasible, or conduct the business of the meeting by teleconference, mail or other equivalent technology, provided the material is sent in the same words to all voting members.


Section 2.
Purpose


a. The annual business meeting shall be for the purpose of conducting Society business, including committee reports, election results, and other business deemed necessary by the membership.


b. Additional business meetings shall be for the purpose of receiving reports and other business.


Section 3.
Notification


Notice of the time and place of the annual business meeting shall be sent to all members of the Society not fewer than sixty (60) days prior to the meeting. An agenda for the annual business meeting shall be sent to all members not fewer than thirty (30) days prior to the annual business meeting.


Section 4.
Quorum


A majority of the voting members registered at a duly called business meeting shall constitute a quorum.

ARTICLE X


Society Delegates to the AARC House of Delegates


Section 1.
Election


The Society’s Delegation shall consist of the President-Elect and the Vice-President. 


Section 2.
Term of Office


The term of office for Delegates shall be concurrent with their term as President-Elect or Vice-President.


ARTICLE XI


Committees


Section 1.
Standing Committees


The President may appoint the members of standing committees as needed. Members so appointed by the President will be ratified by the Board at the next scheduled meeting. 


a. Nominations and Elections 

b. Program


c. Budget and Audit


d. Judicial


Section 2.
Special Committees and Other Appointments


Special Committees may be appointed by the President. Such committees must have a designated purpose and an identified expiration date. A committee may continue beyond its expiration date upon notice the purpose has not been met and then only with approval by the Board of Directors.

Section 3.
Committee Chairman’s Duties


a. The President shall appoint the chairman of each committee.


b. The Chairman of each committee shall confer promptly with the members of his committee on work assignments.


c. The Chairman of each committee may recommend prospective committee members to the President. When possible, the Chairman of the previous year shall serve as a member of the new committee.


d.
Non-members or physician members may be appointed as consultants to the committees.


e.
Each standing committee Chairman requiring operating expenses shall submit a budget for the next fiscal year to the Budget and Audit Committee thirty (30) days prior to the annual business meeting.


Section 4.
Committee Duties of the Board of Directors


a. Serve as the Budget and Audit Committee.


1) This committee shall be composed of the Executive Officers and the Board of Directors.


2) They shall propose and approve an annual budget. The membership will receive a copy of the budget within thirty (30) days of the meeting.


b. Serve as the Judicial Committee.


1) This committee shall consist of the Executive Officers and the Board of Directors.


2) This committee shall review formal written complaints against any individual Society member charged with any violation of the Society’s Bylaws or otherwise with any conduct deemed detrimental to the Society.  Complaints or inquiries may be referred to this Committee by the Judicial Committee of the Association.


3) If the Committee determines the complaint justifies an investigation, a written copy of the charges shall be prepared with benefit of legal counsel if deemed advisable.


4) A statement of charges shall then be served upon the member and an opportunity given the member to be heard before the Committee.


5) After careful review of the results of the hearing conducted with the benefit of legal counsel, when the Chairman of the Committee deems it necessary or advisable, the Committee may recommend to the Board of Directors to expel or suspend such a member. A complete report shall be forwarded including copies of all documents to the Chairman of the Judicial Committee of the Association, after a final decision by two-thirds (2/3) vote has been made by the Society’s Board of Directors.


ARTICLE XII


Duties of Committees


Section 1.
Program Committee


a. This Committee shall consist of at least two (2) members and be so constructed as to provide experienced members for program planning.


b. The Medical Advisor(s) or his designate shall be consultant to this committee.


c. The Committee shall be responsible for procuring and maintaining educational materials for the Society.


d. The Committee shall encourage and assist regions in their efforts to conduct educational programs.


e. The Committee shall concern itself with continuing education programs and special education projects of the Society.


f. The Chairman of the Program Committee shall receive all proposed Society educational programs for review and approval.


ARTICLE XIII


Society Medical Advisor


The Society shall have at least one (1) Medical Advisor, and shall conform to Article IX, Section 3 of the Association Bylaws concerning chartered affiliate Medical Advisors.


ARTICLE XIV


Fiscal Year


The fiscal year of this Society shall be from January 1 through December 31.


ARTICLE XV


Dues and Assessments


The Society shall have the right to assess membership dues as established by the Board.


ARTICLE XVI


Ethics


If the conduct of any Society member shall appear, by report of the Society or the Association’s Judicial Committee, to be in willful violation of the Bylaws or standing rules of this Society or prejudicial to this Society’s interests, as defined in the Association’s Code of Ethics, the Board of Directors may, by a two-thirds (2/3) vote of its entire membership, suspend or expel such a member. Within thirty (30) days after receipt of notice of expulsion, the expelled member shall have the right to appeal the decision to the Board of Directors. If such appeal is made, the Board, at its next meeting shall uphold, reverse, or modify the action of the Committee. All such suspension or expulsion actions shall be reported immediately to the Association’s Judicial Committee.


ARTICLE XVII


Parliamentary Procedure


The rules contained in Robert’s Rules of Order, Revised shall be utilized as a reference whenever they are not in conflict with the Bylaws of the Society or of the Association.


ARTICLE XVIII


Amendments


To amend these Bylaws, all eligible voting members of the ASRC must be given a copy of the proposed change(s) sixty (60) days prior to the scheduled vote. The vote may be by mail or other equivalent technology, so long as provisions are made to allow all eligible members the opportunity to vote. Amendments are considered approved if they get a two-thirds (2/3) majority of the votes received. All amendments must be approved by the Association’s Bylaws Committee and shall become effective upon ratification by the Association’s Board of Directors.
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ARTICLE I -NAME 

This organization shall be known as the Michigan Society for Respiratory Care. It is incorporated under Public Act No. 327 of 1931 of the State of Michigan. It is a Chartered Affiliate of the American Association for Respiratory Care, hereinafter referred to as the AARC, which is incorporated under the General Not for Profit Corporation Act of the State of Illinois. 

ARTICLE II -OBJECT 

Section A -Purpose 

1 To encourage and develop educational programs on a regional basis for those persons interested in the field of Respiratory Care. 

2 To advance the science, technology, ethics and art of Respiratory Care, through meetings, lectures and the preparation and distribution of Society publications and other materials. 

3 To facilitate cooperation between respiratory care personnel and the medical profession, hospitals, service companies, industry and other agencies within the State interested in respiratory care; except that this Society shall not commit any act which shall constitute unauthorized practice of medicine under the laws of the State of Michigan, the state in which the parent Society is incorporated, or any other state. 

4 To ensure strict adherence to the principles of the Code of Ethics of the AARC. 

5 To promote education of the general public on pulmonary health promotion and disease prevention. 



Section B -Intent 

1 No part of the net earnings of this Society shall inure to the benefit of any private member or individual, nor shall the Society perform particular services for individual members thereof, other than those usually and customarily performed by similar organizations. 

2 Contributions of any kind, except as otherwise defined in this document, may be made only to such charitable or other organizations which operate from tax exempt contributions under the appropriate sections of the Internal Revenue Code. Such contributions must be authorized by a majority vote at any meeting of the House of Representatives. 

ARTICLE III -MEMBERSHIP 

The MSRC has the authority to assess annual dues.

Section A -Classification 

The membership of this Association shall include the following classes: Active Member, Associate Member, Student Member, Life Member, and Honorary Member. The area included within the boundaries of this Society shall be the boundaries of the State of Michigan. 

Section B -Active Member 

An individual is eligible to be an Active Member of the MSRC if the member meets the following criteria 

1.	Is currently an Active or Life Member of the AARC.

2.	Resides or works in the state of Michigan or has designated Michigan as their affiliate of choice to the AARC,

3.	AND meets one of the following criteria:

a. Currently licensed by the State of Michigan as a respiratory therapist,  OR

b. Holds a credential issued by the National Board for Respiratory Care, Inc. or its successors



Active members in good standing shall be entitled to all the rights and privileges of membership of the Society including: the rights to hold office, be a committee chair, and vote. 

Section C -Associate Member 

An individual will be classified as an Associate Member of the MSRC if the member wishes to be a member of the MSRC but does not qualify for Active Membership. Associate Members shall have all the rights and privileges of the Society except they shall not be entitled to hold office, vote, or serve as a chair of any standing committee of the Society. 

This Membership classification would include, but is not limited to, 

1 an individual who has the qualifications for Active Membership in the AARC but is not currently a member; 

2 an individual who qualifies, but not necessarily is, an Associate Member of the AARC. 



Section D -Student Member 

An individual will be classified as a Student Member of the MSRC if the member is enrolled in a CoARC (Committee Commission on Accreditation of for Respiratory Care accredited educational program in respiratory care or in a an educational program in respiratory care in the process of seeking CoARC (Committee on Accreditation of Respiratory Care) accreditation. Student Members shall have all the rights and privileges of the Society except they shall not be entitled to hold office, vote, or serve as a chair of any standing committee of the Society. 


Section E -Life Member 

1.	Life Members shall be members who have rendered outstanding service to the MSRC or the AARC. Life membership may be conferred by a majority affirmative vote of the House of Representatives. 



2.	Life members of the AARC will automatically have life membership conferred upon them as long as they meet the following criteria:



a.	Reside or work in the state of Michigan or have designated Michigan as their affiliate of choice to the AARC,

b.	AND meet one of the following criteria:

1) Currently licensed by the State of Michigan as a respiratory therapist,  OR

2) Hold a credential issued by the National Board for Respiratory Care, Inc. or its successors



3.	Life Members who are also Active Members of the AARC or those members that are Life Members because they are AARC Life Members shall have all the rights and privileges of membership of the Society, including the right to hold office, serve as committee chair, and vote. Life Members shall be exempt from the payment of any dues.



Section F -Honorary Member 



Honorary Members shall be individuals who have rendered distinguished service to the field of Respiratory Care. Honorary membership may be conferred by a majority affirmative vote of the House of Representatives. Honorary members shall have all the rights and privileges of membership of the Society, except that they shall not be entitled to hold office, serve as committee chair, and vote. Honorary Members shall be exempt from the payment of dues for a period as determined by the House of Representatives. 

Section G -Application for Membership 

1 An applicant for membership shall submit a completed official application to the MSRC office. The MSRC office staff will follow the Membership Application Process as outlined in the MSRC policy and procedure manual.



2.	Annual Registration, Dues, and Assessments



a.	Each member who attains Society membership may renew membership in the Society by demonstrating continuing eligibility for such.

b.	Annual dues, or special assessments for the members of the Society, as well as policies and procedures regarding payment of such, are established by the MSRC House of Representatives.

c.	A requirement for maintaining good standing in each membership category is to be current with any dues and assessments required by the MSRC membership policy.



Section H Membership Renewal 

Membership Renewal will follow the policies as outlined in the MSRC Policy and Procedure Manual.



Section I -Membership Specialty Sections 

Specialty Sections representing particular areas of interest within respiratory care shall be made available to all MSRC members. Specialty sections may be added or deleted by a majority vote of the House of Representatives.  

Section J -Dues and Assessments

The amount for dues and dues cycle for each category of membership shall be recommended by the MSRC membership committee and follow the policies as outlined in the MSRC Policy and Procedure Manual.  Changes in these policies require approval by the House of Representatives



Section K -Suspension or Expulsion from Membership 

If the conduct of any Active member shall appear, by the report of the Society's or AARC's Judicial Committee, to be in willful violation of the Bylaws, or standing rules of this Society or that of the AARC, or prejudicial to this Society's interest as defined in the AARC's Code of Ethics, the individual's name will be submitted to the AARC Judicial Committee for further action. If the conduct of any Associate, Student, Life or Honorary member shall appear, by the report of the Society's or AARC's Judicial Committee, to be in willful violation of the Bylaws, or standing rules of this Society or that of the AARC, or prejudicial to this Society's interest as defined in the AARC's Code of Ethics, the House of Representatives may, by two-thirds (2/3) vote of its entire membership, suspend or expel such a member. A motion to reconsider the suspension or expulsion of a member may be made at the next regular meeting of the House of Representatives. All such suspension or expulsion actions shall be reported immediately to the AARC Judicial Committee. 

ARTICLE IV -OFFICERS 

Section A -Officers 

The officers shall be President, President-Elect, Immediate Past President, Treasurer, Secretary, and AARC Delegates. The officers of this Society shall be members at large of the House of Representatives with full voting privileges. 

Section B -Nominations and Election of Officers 

1.	The tabulation of all ballots and election of all officers and Medical Advisors shall be done as outlined in the MSRC Policy and procedure manual



Section C -Term of Office 

The term of office shall begin January 1 of the fiscal year following the election. The incumbent officers shall remain in office until such date and until their respective successors assume office. 


Section D -Succession 

No officer may serve more than two (2) consecutive terms in the same office. The President, President-Elect, and Past President shall not consecutively serve more than one (1) term in the same office. 

Section E -Duties of Officers 

1 President -The President shall be the Chief Executive Officer of the Society; shall serve as Speaker of the House of Representatives; preside at all general Society meetings; appoint chairs of all standing committees subject to House approval; be an ex-officio member of all committees except the Nominations and Elections Committee; present an annual report to the House and general membership; direct and administer the business of the Society as its Chief Executive Officer;  The term of office shall be as outlined in the MSRC Policy and Procedure Manual.

2 President-Elect -The President-Elect shall become the President pro tem and shall assume the duties of the President in the event of the President's absence, resignation or disability; be an ex-officio member of all Committees; the term of office shall be as outlined in the MSRC Policy and Procedure Manual after which President-Elect will assume the responsibilities and duties of the President as described in Article IV, Section E, Subsection 1 of these MSRC Bylaws. 

3 Immediate Past President -The Immediate Past President shall serve a term as outlined in the MSRC Policy and Procedure Manual immediately following the term as President and shall carry out duties as directed by the House of Representatives. 

4 Treasurer -The Treasurer shall account for the monies of the Society and disburse funds in accordance with the budget approved by the House of Representatives; be responsible for the continuing record of all income and disbursements; prepare and submit in writing, an annual report of the finances of the Society for the preceding year to the House of Representatives within thirty (30) days of the end of fiscal year; be an ex-officio member of the Budget Committee. The term of office shall be as outlined in the MSRC Policy and Procedure Manual. 

5 Secretary -The Secretary shall keep the minutes of the meetings of House of Representatives; attest to the signatures of the officers of this Society and, in general, perform all duties assigned by the President; submit a copy of the minutes of every meeting of the House and other business of the Society to the members of the House and the Director of Membership Services of the AARC within ten (10) days following the meeting. The term of office shall be as outlined in the MSRC Policy and Procedure Manual. 
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7 AARC Delegates -The Delegates shall represent the MSRC in the AARC House Delegates according to the instructions given to them by a quorum of the House of Representatives of the MSRC; shall attend all meetings of the MSRC House of Representatives; and will perform other duties as assigned by the MSRC House of Representatives. The terms of office of the AARC Delegate shall be four years with one delegate being elected every two years. 
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9 In addition to the foregoing specific duties, the duties of the officers shall be such as stated in Robert's Rules of Order Newly Revised except when in conflict with the Bylaws of the AARC or MSRC. 



Section F -Vacancies in Office 

The House of Representatives shall fill any vacancy that occurs in an officer’s position for the unexpired term of said vacancy, unless a specified provision is made in these Bylaws in such an event. Vacancies may occur due to resignation, assumed resignation, impeachment, or other reasons.  Details on filling officer position vacancies can be found in the MSRC Policy and Procedure Manual.

ARTICLE V -HOUSE OF REPRESENTATIVES 

Section A -Composition and Power 

1. 	The government of this Society shall be vested in the House of Representatives. The president shall serve as Speaker of the House of Representatives. The House Rules shall govern the organization and operation of the House of Representatives, provided they are not in conflict with these Bylaws or with the Bylaws of the AARC. 



2. 	The Number of House of Representative districts and boundaries of each House of Representative district shall be determined by the House of Representatives.  



a. Additional districts or changes in boundaries of existing districts may be established on petition of Active MSRC Members within affected areas and as approved the House of Representatives. Districts may be combined and the total number of districts reduced on petition of Active MSRC Members within affected areas and as approved by the House of Representatives.



Section B -Nomination and Election of Representatives 



1. 	The tabulation of all ballots and election of all Representatives shall be done as outlined in the MSRC Policy and Procedure manual 



Section C -–Representation ratio and Term of Office

1.	The requirements for the ratio of representatives per member in each district, numbers of alternates, and term of office is outlined in the MSRC policy and procedure manual. 

Section D -Duties 

1. 	Duties of Representatives and Alternate Representatives shall be to represent their constituency to the best of their ability. Alternate representatives shall have full voting privileges in the absence of the elected Representatives. If an elected district representative is also an elected Membership Section Chair, the alternate district representative will assume voting privileges if present. 


Section E -Membership Section Representation 

1 Each Membership Section Chair shall be a member at large of the House of Representatives with full voting privileges. 

2 The Chair-elect shall be elected by the Active MSRC Members of the individual sections and shall serve a two-year term as Chair-elect and a two-year term as Chair. 

3 If the Chair is not present at any House of Representatives meeting, the Chair-elect if present, will assume voting privileges. 



Section F -Medical Advisors 

1 There shall be at least two (2) Medical Advisors elected each election year for a term of one year, the exact number to be determined annually by the House of Representatives. 

2 The Medical Advisors shall have only such powers as are granted to them in these Bylaws. 

3 A Medical Advisor should attend the meetings of the House of Representatives as a non-voting member. 



Section G - Vacancies in the House of Delegates. 

Any vacancy that occurs in a House member’s position shall be filled by appointment by the President with approval of a majority of the House of Representatives for the unexpired term of said vacancy. Vacancies may occur due to resignation, assumed resignation, impeachment, or other reasons.  Details on filling a vacancy in the House of Representatives can be found in the MSRC Policy and Procedure Manual.



ARTICLE VI -MEETINGS 

Section A -Regular Meetings 

1. 	The House of Representatives shall meet on a regular schedule as approved by the House of Representatives.   Details on the meeting schedule can be found in the MSRC Policy and Procedure Manual

Section B -Special Meetings 

1. 	Additional meetings of the House of Representatives may be called by the President or at the request of a majority of the total membership of that body. 

Section C -Annual Business Meetings 

1 Not less than sixty (60) days prior to the Annual Business Meeting, written notice of the time and place of Meeting shall be sent to all members of the Society. 

2 The purpose of this meeting is to report to the general membership the activities of the MSRC government. 



Section D -Quorums 

1. 	Quorum at a regularly called meeting is 12 voting members of whom 3 are officers as listed in Article IV, Section A of these bylaws. Any Specially Called Meetings requires 50% of those eligible (by the Bylaws) to vote be present. 




ARTICLE VII -COMMITTEES

Section A –Permanent Standing Committees 

The following are Permanent Standing Committees and shall not be changed without a change in Bylaws



a. 	Audit Committee 

b. 	Bylaws and House Rules Committee 

c. 	Professional Development Committee 

d. 	Industrial Relations Committee 

e. 	Judicial Committee 

f. 	Legislative Committee 

g. 	Membership Committee 

h.	Nominations and Elections Committee 

i. 	Program Committee 



The Chair of each of these Standing Committees shall be appointed by the President, with House approval by simple majority vote, to serve a term one (1) year. All Chairs must be Active members of the Society. They need not be members of the House of Representatives. Duties and composition of each of the Permanent Standing committees are as follows: 

1. 	Audit Committee 

a. 	The Committee shall be composed of at least three members whose duty it shall be to ensure, by at least quarterly review of the accounts, that the Treasurer does not exceed the budget in any account, without approval of the House of Representatives. 

2. 	Bylaws and House Rules Committee 

a. 	The Committee shall be composed of the Clerk Parliamentarian (as defined in the Standing Rules of Order) and three other individuals whose duty it shall be to review and properly prepare all proposed amendments to these Bylaws and House Rules. 

3. 	Professional Development Committee 

a. 	The Committee shall be composed of at least three individuals whose duty it shall be to design and plan the educational activities of the Society. In addition the Committee shall administer funds designated for education and research, and for procuring and maintaining educational materials for the MSRC. 

4. 	Industrial Relations Committee 

a. 	The Committee shall be composed of at least three members, with the Program Committee Chairperson acting as an ex-officio member. The duty of the committee shall be to solicit exhibit hall booth sales, sponsorships and outside support funding for the Annual MSRC Convention and other programs and activities in conjunction with the President and respective chairpersons of committees and membership sections. The Committee will also coordinate exhibit hall set-up and operation, ensuring compliance with appropriate regulations. 


5. 	Judicial Committee 

a.	The Committee shall be composed of three members. The Committee shall have the duty of reviewing formal, written complaints against any individual charged with any violation of the Society's Bylaws, AARC Code of Ethics, or otherwise with any conduct deemed detrimental to the Society or the AARC and any written requests for impeachment. All complaints regarding MSRC Active or Life Members are to be directed to the AARC Judicial Committee for resolution. All complaints regarding all other MSRC members are to be handled by the MSRC Judicial Committee. 

b.	 If the Committee determines that the complaint justifies an investigation, a written copy of the charges shall be prepared with benefit of legal counsel if deemed advisable. A statement of charges shall then be served upon the member and an opportunity given that member to be heard before the Committee. 

c. 	After careful review of the results of the hearing conducted with benefit of legal counsel, when the Chairperson of the committee deems counsel to be necessary or desirable, the Committee may, by two-thirds (2/3) vote of its entire membership, recommend expulsion to the MSRC House of Representatives. Counsel shall be retained only to advise the MSRC and not for purpose of representing the individual whose membership is being reviewed. 



6.	Legislative Committee 

a.	The Committee will be composed of three members and shall have the duty of concerning itself with legislation and government regulations pertaining to health care or the profession of respiratory care. The Committee shall participate with State government agencies as needed and prepare statements of the Society's position with regard to legislation or regulations subject to approval of the House of Representatives. 



7. 	Membership Committee 

a. 	The Committee shall be composed of at least three members whose duty it shall be to monitor a roster of members, bill and collect dues and forward monies to the Treasurer. They shall issue certificates of membership annually. 

8.	Nominations and Elections Committee 

a. 	The Committee shall be composed of at least three members whose duty it shall be to present each year the slate of nominees to the House of Representatives at least ninety (90) days prior to the election. The Committee will sent ballots to all eligible members of the MSRC and/or AARC as described in Article IV, Section B and Article V, Section B of these Bylaws. The Committee will further tabulate ballots and announce Election Results as noted in Article IV, Section B and Article V, Section B of these Bylaws. 

9.	Program Committee 

a. 	The Committee shall be composed of at least five members whose duty it shall be to plan, implement and coordinate the Annual Society Educational Program. 


The House of Representatives may create, combine, or disband non-permanent standing committees as necessary to manage the society’sies business.  Approval to create, combine or disband a non-permanent standing committee requires a 2/3 majority vote of the House of Representatives.  Non-permanent Standing Ccommittee are committees that generally are expected to continue for a period of several years.  The list Duties and composition of non-permanent standing committees can be found in the policy and procedure manual.



10. Other special committees may be created and/or chairs appointed by the President with House of Representatives approval. Duties of these committees will be as designated by the President.  Other Permanent standing committees may be created by revision of these Bylaws. 



11.	All committee members must be MSRC members (Active, Associate, Affiliate or Student). 



Section B -Membership Sections 



Membership sections shall be established or dissolved by approval of two-thirds of the MSRC House of Representatives present and voting at any regular or specially called meeting. The Chair shall be nominated and elected by those MSRC members who have designated themselves members of the respective Membership Sections. The Chair of these sections shall be Active Members of the MSRC and members-at-large of the House of Representatives with full privileges. 

Chairs of these Membership sections shall submit a written report to the President and Secretary prior to each meeting of the House of Representatives. Each membership section requiring operating expenses shall submit a budget for the fiscal year to the Budget and Audit Committee. 

ARTICLE VIII -PARLIAMENTARY AUTHORITY 

The rules contained in the current edition of Robert's Rules of Order Newly Revised shall govern the Society in all cases to which they are applicable and in which they are not inconsistent with these bylaws, the bylaws of the AARC and any special rules of order the Society may adopt. 

ARTICLE IX -AMENDMENT OF BYLAWS 

These Bylaws may be amended at any regular or specially called meeting of the MSRC House of Representatives, by approval of two-thirds of those members present and voting. The two-thirds affirmative vote must be repeated at a separate meeting held at least 30 days after the first, provided that prior notice of all proposed changes to all members of the Society has been made. All amendments to these Bylaws shall be submitted to the AARC for adjudication as provided in its Bylaws. The Bylaws or amendments thereof, do not become effective until ratified by the Board of Directors of the AARC. 

ARTICLE IX –Type of Policies

The MSRC has the following types of policies.

1.  	Governance and House Rules

A.	These policies are policies that had historically been in the Michigan Society for Respiratory Care (MSRC) bylaws and/or described the composition of the House of Delegates, voting functions and other MSRC governance issues.

B.	Since these Governance and House Rules policies had been the historical foundation for the organization, changes in these governance functions should be considered carefully. These Governance and House Rules policies may be amended at any regular or specially called meeting of the MSRC House of Representatives, by approval of two-thirds of those members present and voting. The two-thirds affirmative vote must be repeated at a separate meeting held at least 30 days after the first, provided that prior notice of all proposed changes to all members of the Society has been made.

2.	Operational Policies and Procedures.  These policies describe the roles and functions of MSRC committees and the volunteers that serve on these committees.  Changes in these policies will require simple majority vote of the MSRC House of Representatives.



ARTICLE X -AMENDMENT OF BYLAWS 

These Bylaws may be amended at any regular or specially called meeting of the MSRC House of Representatives, by approval of two-thirds of those members present and voting. The two-thirds affirmative vote must be repeated at a separate meeting held at least 30 days after the first, provided that prior notice of all proposed changes to all members of the Society has been made. All amendments to these Bylaws shall be submitted to the AARC for adjudication as provided in its Bylaws. The Bylaws or amendments thereof, do not become effective until ratified by the Board of Directors of the AARC. 
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Preface


The Expert Panel Report 3 (EPR—3) Summary
Report 2007: Guidelines for the Diagnosis and
Management of Asthma was developed by an expert
panel commissioned by the National Asthma
Education and Prevention Program (NAEPP)
Coordinating Committee (CC), coordinated by the
National Heart, Lung, and Blood Institute (NHLBI)
of the National Institutes of Health.


Using the 1997 EPR—2 guidelines and the 2002
update on selected topics as the framework, the
expert panel organized the literature review and
updated recommendations for managing asthma 
long term and for managing exacerbations around
four essential components of asthma care, namely:
assessment and monitoring, patient education,
control of factors contributing to asthma severity, and
pharmacologic treatment. Subtopics were developed
for each of these four broad categories.


The EPR—3 Full Report and the EPR—3 Summary
Report 2007 have been developed under the excellent
leadership of Dr. William Busse, Panel Chair. The
NHLBI  is grateful for the tremendous dedication of
time and outstanding work of all the members of the


expert panel, and for the advice from an expert 
consultant group in developing this report. Sincere
appreciation is also extended to the NAEPP CC and
the Guidelines Implementation Panel as well as other
stakeholder groups (professional societies, voluntary
health, government, consumer/patient advocacy
organizations, and industry) for their invaluable
comments during the public review period that
helped to enhance the scientific credibility and 
practical utility of this document.


Ultimately, the broad change in clinical practice
depends on the influence of local primary care 
physicians and other health professionals who not
only provide state-of-the-art care to their patients,
but also communicate to their peers the importance
of doing the same. The NHLBI and its partners will
forge new initiatives based on these guidelines to
stimulate adoption of the recommendations at all 
levels, but particularly with primary care clinicians at
the community level. We ask for the assistance of
every reader in reaching our ultimate goal: improving
asthma care and the quality of life for every asthma
patient with asthma


Gregory Morosco, Ph.D., M.P.H. James Kiley, Ph.D.
Director Director
Division for the Application of Research Discoveries Division of Lung Diseases
National Heart, Lung, and Blood Institute National Heart, Lung, and Blood Institute                    
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More than 22 million Americans have asthma, and 
it is one of the most common chronic diseases of
childhood, affecting an estimated 6 million children.
The burden of asthma affects the patients, their 
families, and society in terms of lost work and school,
lessened quality of life, and avoidable emergency
department (ED) visits, hospitalizations, and deaths.
Improved scientific understanding of asthma has 
led to significant improvements in asthma care, and
the National Asthma Education and Prevention
Program (NAEPP) has been dedicated to translating
these research findings into clinical practice through 
publication and dissemination of clinical practice
guidelines. The first NAEPP guidelines were 
published in 1991, and updates were made in 1997,
2002, and now with the current report. Important
gains have been made in reducing morbidity and
mortality rates due to asthma; however, challenges
remain. The NAEPP hopes that the “Expert Panel
Report 3: Guidelines for the Diagnosis and
Management of Asthma—Full Report 2007”
(EPR—3: Full Report 2007) will support the efforts
of those who already incorporate best practices and


will help enlist even greater numbers of primary care 
clinicians, asthma specialists, health care systems 
and providers, and communities to join together in 
making quality asthma care available to all people
who have asthma. The goal, simply stated, is to help
people with asthma control their asthma so that they
can be active all day and sleep well at night.


This EPR—3: Summary Report 2007 presents the
key recommendations from the EPR—3: Full Report
2007 (See www.nhlbi.nih.gov/guidelines/asthma/
asthgdln. htm). Detailed recommendations, the levels
of scientific evidence upon which they are based,
citations from the published scientific literature,
discussion of the Expert Panel’s rationale for the 
recommendations, and description of methods used
to develop the report are included in that resource
document. Because EPR—3: Full Report 2007 is 
an update of previous NAEPP guidelines, highlights
of major changes in the update are presented below,
and figure 1 presents a summary of recommended
key clinical activities.


1Introduction


Introduction
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HIGHLIGHTS OF MAJOR CHANGES IN EPR—3:  FULL REPORT 2007


The following are highlights of major changes. Many recommendations were updated or expanded
based on new evidence. See EPR—3: Full Report 2007 for key differences at the beginning of each 
section and for a full discussion.


New focus on monitoring asthma control as the goal for asthma therapy and distinguishing between
classifying asthma severity and monitoring asthma control.
n Severity: the intrinsic intensity of the disease process. Assess asthma severity to initiate therapy.
n Control: the degree to which the manifestations of asthma are minimized by therapeutic interventions and the 


goals of therapy are met. Assess and monitor asthma control to adjust therapy.


New focus on impairment and risk as the two key domains of severity and control, and multiple 
measures for assessment. The domains represent different manifestations of asthma, they may not correlate
with each other, and they may respond differentially to treatment.
n Impairment: frequency and intensity of symptoms and functional limitations the patient is experiencing currently 


or has recently experienced.
n Risk: the likelihood of either asthma exacerbations, progressive decline in lung function (or, for children, lung 


growth), or risk of adverse effects from medication.


Modifications in the stepwise approach to managing asthma long term.
n Treatment recommendations are presented for three age groups (0–4 years of age, 5–11 years of age, and 


youths ≥12 years of age and adults). The course of the disease may change over time; the relevance of 
different measures of impairment or risk and the potential short- and long-term impact of medications may 
be age related; and varied levels of scientific evidence are available for these three age groups.


n The stepwise approach expands to six steps to simplify the actions within each step. Previous guidelines had 
several progressive actions within different steps; these are now separated into different steps.


n Medications have been repositioned within the six steps of care.
— Inhaled corticosteroids (ICSs) continue as preferred long-term control therapy for all ages.
— Combination of long-acting beta2-agonist (LABA) and ICS is presented as an equally preferred option, with


increasing the dose of ICS in step 3 care, in patients 5 years of age or older. This approach balances the
established beneficial effects of combination therapy in older children and adults with the increased risk for
severe exacerbations, although uncommon, associated with daily use of LABA.


— Omalizumab is recommended for consideration for youths ≥12 years of age who have allergies or for adults
who require step 5 or 6 care (severe asthma). Clinicians who administer omalizumab should be prepared
and equipped to identify and treat anaphylaxis that may occur.
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New emphasis on multifaceted approaches to patient education and to the control of environmental
factors or comorbid conditions that affect asthma.
n Patient education for a partnership is encouraged in expanded settings.


— Patient education should occur at all points of care: clinic settings (offering separate self-management 
programs as well as integrating education into every patient visit), Emergency Departments (EDs) and hospitals,
pharmacies, schools and other community settings, and patients’ homes.


— Provider education should encourage clinician and health care systems support of the partnership (e.g.,
through interactive continuing medical education, communication skills training, clinical pathways, and 
information system supports for clinical decisionmaking.


n Environmental control includes several strategies:
— Multifaceted approaches to reduce exposures are necessary; single interventions are generally ineffective.
— Consideration of subcutaneous immunotherapy for patients who have allergies at steps 2–4 of care (mild 


or moderate persistent asthma) when there is a clear relationship between symptoms and exposure to an
allergen to which the patient is sensitive. Clinicians should be prepared to treat anaphylaxis that may occur.


— Potential benefits to asthma control by treating comorbid conditions that affect asthma.


Modifications to treatment strategies for managing asthma exacerbations. These changes:
n Simplify the classification of severity of exacerbations. For the urgent or emergency care setting: <40 percent 


predicted forced expiratory volume in 1 second (FEV1) or peak expiratory flow (PEF) indicates severe 
exacerbation and potential benefit from use of adjunctive therapies; ≥70 percent predicted FEV1 or PEF is a 
goal for discharge from the emergency care setting.


n Encourage development of prehospital protocols for emergency medical services to allow administration of 
albuterol, oxygen, and, with medical oversight, anticholinergics and oral systemic corticosteroids.


n Modify recommendations on medications:
— Add levalbuterol.
— Add magnesium sulfate or heliox for severe exacerbations unresponsive to initial treatments.
— Emphasize use of oral corticosteroids. Doubling the dose of ICS for home management is not effective.
— Emphasize that anticholinergics are used in emergency care, not hospital care.
— Add consideration of initiating ICS at discharge.
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Figure  1. SUMMARY OF RECOMMENDED KEY CLINICAL ACTIVITIES FOR THE DIAGNOSIS AND MANAGEMENT OF ASTHMA


Clinical Issue Key Clinical Activities Action Steps


DIAGNOSIS 


Establish asthma diagnosis.


MANAGING ASTHMA
LONG TERM


Assessment and
Monitoring


Four Components of Care


Assess asthma severity to initiate therapy.


Assess asthma control to monitor and
adjust therapy.


Schedule followup care.


Use severity classification chart, assessing both domains of impairment and
risk, to determine initial treatment.


Use asthma control chart, assessing both domains of impairment and risk, to
determine if therapy should be maintained or adjusted (step up if necessary,
step down if possible).


Use multiple measures of impairment and risk: different measures assess 
different manifestations of asthma; they may not correlate with each other; 
and they may respond differently to therapy. Obtain lung function measures by
spirometry at least every 1–2 years, more frequently for not-well-controlled
asthma.


Asthma is highly variable over time, and periodic monitoring is essential. In
general, consider scheduling patients at 2- to 6-week intervals while gaining
control; at 1–6 month intervals, depending on step of care required or duration
of control, to monitor if sufficient control is maintained; at 3-month intervals if
a step down in therapy is anticipated.


Assess asthma control, medication technique, written asthma action plan,
patient adherence and concerns at every visit.


Use medical history and physical examination to determine that symptoms of
recurrent episodes of airflow obstruction are present.


Use spirometry in all patients ≥5 years of age to determine that airway
obstruction is at least partially reversible.


Consider alternative causes of airway obstruction.


Goal of asthma therapy is asthma control:


n Reduce impairment (prevent chronic symptoms, require infrequent use of short-acting beta2-agonist 
(SABA), maintain (near) normal lung function and normal activity levels).


n Reduce risk (prevent exacerbations, minimize need for emergency care or hospitalization, prevent loss of 
lung function, or for children, prevent reduced lung growth, have minimal or no adverse effects of therapy).


Education Provide self-management education. Teach and reinforce:


n Self-monitoring to assess level of asthma control and signs of worsening 
asthma (either symptom or peak flow monitoring shows similar benefits for 
most patients). Peak flow monitoring may be particularly helpful for patients
who have difficulty perceiving symptoms, a history of severe exacerbations,
or moderate or severe asthma.


n Using written asthma action plan (review differences between long-term 
control and quick-relief medication).


n Taking medication correctly (inhaler technique and use of devices).


n Avoiding environmental factors that worsen asthma.


Tailor education to literacy level of patient. Appreciate the potential role of a
patient’s cultural beliefs and practices in asthma management.
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Figure  1. SUMMARY OF RECOMMENDED KEY CLINICAL ACTIVITIES FOR THE DIAGNOSIS AND MANAGEMENT OF ASTHMA (continued)


Clinical Issue Key Clinical Activities Action Steps


Education (continued Develop a written asthma action plan 
in partnership with patient.


Integrate education into all points of
care where health professionals 
interact with patients.


Agree on treatment goals and address patient concerns.


Provide instructions for (1) daily management (long-term control medication, if
appropriate, and environmental control measures) and (2) managing worsening
asthma (how to adjust medication, and know when to seek medical care).


Involve all members of the health care team in providing/reinforcing education,
including physicians, nurses, pharmacists, respiratory therapists, and asthma
educators.


Encourage education at all points of care: clinics (offering separate self-
management education programs as well as incorporating education into every
patient visit), Emergency Departments and hospitals, pharmacies, schools and
other community settings, and patients’ homes.


Use a variety of educational strategies and methods.


Control Environmental
Factors and Comorbid
conditions


Medications


Recommend measures to control 
exposures to allergens and pollutants or
irritants that make and asthma worse.


Treat comorbid conditions.


Select medication and delivery 
devices to meet patient’s needs and 
circumstances.


Determine exposures, history of symptoms in presence of exposures, and
sensitivities (In patients who have persistent asthma, use skin or in vitro testing
to assess sensitivity to perennial indoor allergens.).


Advise patients on ways to reduce exposure to those allergens and pollutants,
or irritants to which the patient is sensitive. Multifaceted approaches are bene-
ficial; single steps alone are generally ineffective. Advise all patients and preg-
nant women to avoid exposure to tobacco smoke.


Consider allergen immunotherapy, by specifically trained personnel, for patients
who have persistent asthma and when there is clear evidence of a relationship
between symptoms and exposure to an allergen to which the patient is sensitive.


Consider especially: allergic bronchopulmonary aspergillosis; gastroesophageal
reflux, obesity, obstructive sleep apnea, rhinitis and sinusitis, and stress or
depression. Recognition and treatment of these conditions may improve 
asthma control.


Consider inactivated influenza vaccine for all patients over 6 months of age.


Use stepwise approach (See below.) to identify appropriate treatment options.


Inhaled corticosteroids (ICSs) are the most effective long-term control therapy.
When choosing among treatment options, consider domain of relevance to 
the patient (impairment, risk, or both), patient’s history of response to the 
medication, and patient’s willingness and ability to use the medication.


Four Components of Care (continued)
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Figure  1. SUMMARY OF RECOMMENDED KEY CLINICAL ACTIVITIES FOR THE DIAGNOSIS AND MANAGEMENT OF ASTHMA (continued)


Clinical Issue Key Clinical Activities Action Steps


General Principles for
All Age Groups


Incorporate four components of care.


Initiate therapy based on asthma severity.


Adjust therapy based on asthma control.


Include medications, patient education, environmental control measures, and
management of comorbidities at each step. Monitor asthma control regularly
(See above, assessment and monitoring.).


For patients not taking long-term control therapy, select treatment step based 
on severity (See figures on stepwise approach for different age groups.).
Patients who have persistent asthma require daily long-term control medication.


Once therapy is initiated, monitor the level of asthma control and adjust therapy
accordingly: step up if necessary and step down if possible to identify the 
minimum amount of medication required to maintain asthma control.


Refer to an asthma specialist for consultation or comanagment if there are 
difficulties achieving or maintaining control; step 4 care or higher is required
(step 3 care or higher for children 0–4 years of age); immunotherapy or 
omalizumab is considered; or additional testing is indicated; or if the patient
required 2 bursts of oral systemic corticosticosteroids in the past year or a
hospitalization.


Stepwise Approach


Young children may be at high risk for severe exacerbations, yet have low 
levels of impairment between exacerbations. Initiate daily long-term control
therapy for:


n Children who had ≥4 episodes of wheezing the past year that lasted 
>1 day and affected sleep AND who have a positive asthma risk profile,
either (1) one of the following: parental history of asthma, physician 
diagnosis of atopic dermatitis, or evidence of sensitization to aeroallergens 
OR (2) two of the following: sensitization to foods, ≥4 percent blood 
eosinophilia, or wheezing apart from colds.


Consider initiating daily long-term control therapy for:


n Children who consistently require SABA treatment >2 days per week 
for >4 weeks.


n Children who have two exacerbations requiring oral systemic 
corticosteroids within 6 months.


If no clear and positive response occurs within 4–6 weeks and the
patient’s/caregiver’s medication technique and adherence are satisfactory,
stop the treatment and consider alternative therapies or diagnoses.


If clear benefit is sustained for at least 3 months, consider step down to 
evaluate the continued need for daily therapy. Children this age have high
rates of spontaneous remission of symptoms.


Ages 0–4 Years Consider daily long-term control therapy.


Monitor response closely, and 
adjust treatment.







7Introduction


Figure  1. SUMMARY OF RECOMMENDED KEY CLINICAL ACTIVITIES FOR THE DIAGNOSIS AND MANAGEMENT OF ASTHMA (continued)


Clinical Issue Key Clinical Activities Action Steps


Stepwise Approach (continued)


Address child’s concerns, preferences, and school schedule in selecting 
treatments.


Encourage students to take a copy of written asthma action plan to school/
afterschool activities.


Treat exercise-induced bronchospasm (EIB) (See below.)  Step up daily therapy
if the child has poor endurance or symptoms during normal play activities.


Treatment will not alter underlying progression of the disease, but a step up in
therapy may be required to maintain asthma control.


Address youth’s concerns, preferences, and school schedule in selecting 
treatment.


Encourage students to take a copy of written asthma action plan to
school/afterschool activities.


Treat EIB. Step up daily therapy if the child has poor endurance or symptoms
during normal daily activities.


Establish reversibility with a short course of oral systemic corticosteroids.


Consider, for example: calcium and vitamin D supplements for patients who
take ICS and have risk factors for osteoporosis; increased sensitivity to side
effects of bronchodilators with increasing age; increased drug interactions
with theophylline; medications for arthritis (NSAIDs), hypertension, or 
glaucoma (beta blockers) may exacerbate asthma.


Ages 5–11 Years Involve child in developing a written 
asthma action plan.


Promote physical activity.


Monitor for disease progression and loss
of lung growth.


Involve youths in developing written 
asthma action plan.


Promote physical activity.


Assess possible benefit of treatment in
older patients.


Adjust medications to address 
coexisting medical conditions common
among older patients.


Treatment strategies to prevent EIB include:


n Long-term control therapy.


n Pretreatment before exercise with SABA, leukotriene receptor antagonists 
(LTRAs), cromolyn or nedocromil; frequent or chronic use of long acting 
beta2-agonist (LABA) for pretreatment is discouraged, as it may 
disguise poorly controlled persistent asthma.


n Warmup period or a mask or scarf over the mouth for cold-induced EIB.


Exercise-Induced
Bronchospasm (EIB)


Prevent EIB


Monitor asthma control during all prenatal visits; asthma worsens in one-third
of women during pregnancy and improves in one-third; medications should 
be adjusted accordingly.


It is safer to be treated with asthma medications than to have poorly 
controlled asthma. Maintaining lung function is important to ensure oxygen
supply to the fetus.


Albuterol is the preferred SABA. ICS is the preferred long-term control 
medication (Budesonide is preferred because more data are available on this
medication during pregnancy.).


Pregnancy Maintain asthma control through 
pregnancy.


Assess asthma control prior to surgery. If lung function is not well controlled,
provide medications to improve lung function. A short course of oral systemic
corticosteroids may be necessary.


For patients receiving oral systemic corticosteroids during 6 months prior 
to surgery, and for selected patients on high dose ICS, give 100 mg 
hydrocortisone every 8 hours intravenously during the surgical period, and
reduce the dose rapidly within 24 hours after surgery.


Surgery Reduce risks for complications during 
and after surgery.


Ages 12 and Older
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Figure  1. SUMMARY OF RECOMMENDED KEY CLINICAL ACTIVITIES FOR THE DIAGNOSIS AND MANAGEMENT OF ASTHMA (continued)


Clinical Issue Key Clinical Activities Action Steps


Managing Exacerbations


Include assessment and monitoring, patient education, environmental control,
and medications.


Instruct patients how to:


n Recognize early signs, symptoms, peak expiratory flow (PEF) measures that 
indicate worsening asthma.


n Adjust medications (increase SABA and, in some cases, add oral systemic 
corticosteroids) and remove or withdraw from environmental factors 
contributing to the exacerbation.


n Monitor response and seek medical care if there is serious deterioration or 
lack of response to treatment.


Home Management Incorporate four components of care.


Develop a written asthma action plan.


Treatment strategies include:


n Assessing initial severity by lung function measures (for ages ≥5 years) 
and symptom and functional assessment


n Supplemental oxygen


n Repetitive or continuous SABA


n Oral systemic corticosteroids


n Monitoring response with serial assessment of lung function measures,
pulse oximetry, and symptoms


n Considering adjunctive treatments magnesium sulfate or heliox in severe 
exacerbations (e.g., forced expiratory volume in 1 second (FEV1) or 
PEF <40 percent predicted) unresponsive to initial treatment


n Providing at discharge:


— Medications: SABA, oral systemic corticosteroids; consider 
initiating ICS


— Referral to followup care


— An emergency department asthma discharge plan


— Review of inhaler technique and, whenever possible, environmental 
control measures


Management in the
Urgent or Emergency
Care Setting


Assess severity.


Treat to relieve hypoxemia and airflow
obstruction; reduce airway inflammation.


Monitor response.


Discharge with medication and patient
education







Definition and Pathophysiology


Asthma is a complex disorder characterized by variable
and recurring symptoms, airflow obstruction, bronchial
hyperresponsiveness, and an underlying inflammation.
The interaction of these features determines the clinical
manifestations and severity of asthma (See figure 2,
“The Interplay and Interaction Between Airway
Inflammation and the Clinical Symptoms and
Pathophysiology of Asthma.”) and the response to
treatment. The working definition of asthma is as 
follows:


Asthma is a chronic inflammatory disorder of the airways
in which many cells and cellular elements play a role:  in
particular, mast cells, eosinophils, neutrophils (especially in
sudden onset, fatal exacerbations, occupational asthma,
and patients who smoke), T lymphocytes, macrophages,
and epithelial cells. In susceptible individuals, this inflam-
mation causes recurrent episodes of coughing (particularly
at night or early in the morning), wheezing, breathlessness,
and chest tightness. These episodes are usually associated
with widespread but variable airflow obstruction that is
often reversible either spontaneously or with treatment.


Airflow limitation is caused by a variety of changes in
the airway, all in influenced by airway inflamation:


n Bronchoconstriction—bronchial smooth muscle 
contraction that quickly narrows the airways 
in response to exposure to a variety of stimuli,
including allergens or irritants.


n Airway hyperresponsiveness—an exaggerated 
bronchoconstrictor response to stimuli.


n Airway edema—as the disease becomes more 
persistent and inflammation becomes more 
progressive, edema, mucus hypersecretion, and 
formation of inspissated mucus plugs further 
limit airflow.


Remodeling of airways may occur. Reversibility 
of airflow limitation may be incomplete in some
patients. Persistent changes in airway structure 
occur, including sub-basement fibrosis, mucus 
hypersecretion, injury to epithelial cells, smooth 
muscle hypertrophy, and angiogenesis.


Recent studies provide insights on different phenotypes
of asthma that exist. Different manifestations of
asthma may have specific and varying patterns of
inflammation (e.g., varying intensity, cellular mediator
pattern, and therapeutic response). Further studies 
will determine if different treatment approaches 
benefit the different patterns of inflammation.
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Figure 2. THE INTERPLAY AND INTERACTION BETWEEN 
AIRWAY INFLAMMATION AND THE CLINICAL SYMPTOMS AND
PATHOPHYSIOLOGY OF ASTHMA


Inflammation


Airway
Hyperresponsiveness


Clinical Symptoms


Airway
Obstruction


Asthma Definition and Implications 
for Treatment







Causes of Asthma


The development of asthma appears to involve the
interplay between host factors (particularly genetics)
and environmental exposures that occur at a crucial
time in the development of the immune system. A
definitive cause of the inflammatory process leading
to asthma has not yet been established.


n Innate immunity. Numerous factors may affect the 
balance between Th1-type and Th2- type cytokine 
responses in early life and increase the likelihood 
that the immune response will downregulate the 
Th1 immune response that fights infection and 
instead will be dominated by Th2 cells, leading to 
the expression of allergic diseases and asthma.
This is known as the “hygiene hypothesis,” which 
postulates that certain infections early in life,
exposure to other children (e.g., presence of older 
siblings and early enrollment in childcare, which 
have greater likelihood of exposure to respiratory 
infection), less frequent use of antibiotics, and 
“country living” is associated with a Th1 response 
and lower incidence of asthma, whereas the 
absence of these factors is associated with a 
persistent Th2 response and higher rates of
asthma. Interventions to prevent the onset of
this process (e.g., with probiotics) are under study,
but no recommendations can yet be made.


n Genetics. Asthma has an inheritable component,
but the genetics involved remain complex. As 
the linkage of genetic factors to different asthma 
phenotypes becomes clearer, treatment approaches 
may become directed to specific patient 
phenotypes and genotypes.


n Environmental factors.


— Two major factors are the most important in 
the development, persistence, and possibly 
the severity of asthma: airborne allergens 
(particularly sensitization and exposure to 
house-dust mite and Alternaria) and viral 
respiratory infections (including respiratory
syncytial virus [RSV] and rhinovirus).


— Other environmental factors are under study:
tobacco smoke (exposure in utero is associated 
with an increased risk of wheezing, but it is not
certain this is linked to subsequent development
of asthma), air pollution (ozone and particular
matter) and diet (obesity or low intake of
antioxidants and omega-3 fatty acids). The
association of these factors with the onset of
asthma has not been clearly defined. A number
of clinical trials have investigated dietary and 
environmental manipulations, but these 
trials have not been sufficiently long term or
conclusive to permit recommendations.


Implications for Treatment


Knowledge of the importance of inflammation to the
central features of asthma continues to expand and
underscores inflammation as a primary target of
treatment. Studies indicate that current therapeutic
approaches are effective in controlling symptoms,
reducing airflow limitation, and preventing 
exacerbations, but currently available treatments do
not appear to prevent the progression of asthma in 
children. As various phenotypes of asthma are defined
and inflammatory and genetic factors become more
apparent, new therapeutic approaches may be 
developed that will allow even greater specificity to
tailor treatment to the individual patient’s needs 
and circumstances.
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To establish a diagnosis of asthma, the clinician
should determine that symptoms of recurrent
episodes of airflow obstruction or airway 
hyperresponsiveness are present; airflow 
obstruction is at least partially reversible; and 
alternative diagnoses are excluded.


n Episodic symptoms of airflow obstruction or 
airway hyperresponsiveness are present.


n Airflow obstruction is at least partially reversible,
measured by spirometry. Reversibility is deter-
mined by an increase in FEV1 of >200 mL and ≥12
percent from baseline measure after inhalation of
short-acting beta2-agonist (SABA). Some studies
indicate that an increase of ≥10 percent of the 
predicted FEV1 after inhalation of a SABA may
have higher likelihood of separating patients 
who have asthma from those who have chronic
obstructive pulmonary disease (COPD).


n Alternative diagnoses are excluded. See discussion 
below.


Recommended methods to establish the diagnosis
are:


n Detailed medical history. See figure 3, “Suggested 
Items for Medical History,” for questions to 
include.


n Physical examination may reveal findings that 
increase the probability of asthma, but the 
absence of these findings does not rule out 
asthma, because the disease is variable and signs 
may be absent between episodes. The examination
focuses on:


— upper respiratory tract (increased nasal 
secretion, mucosal swelling, and/or nasal polyp;


— chest (sounds of wheezing during normal 
breathing or prolonged phase of forced 
exhalation, hyperexpansion of the thorax, use 
of accessory muscles, appearance of hunched
shoulders, chest deformity); and


— skin (atopic dermatitis, eczema).


n Spirometry can demonstrate obstruction and assess 
reversibility in patients ≥5 years of age. Patients’
perceptions of airflow obstruction are highly 
variable. Spirometry is an essential objective 
measure to establish the diagnosis of asthma,
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KEY SYMPTOM INDICATORS FOR CONSIDERING 
A DIAGNOSIS OF ASTHMA


The presence of multiple key indicators increases the 
probability of asthma, but spirometry is needed to establish 
a diagnosis.


n Wheezing—high-pitched whistling sounds when 
breathing out—especially in children. A lack of wheezing 
and a normal chest examination do not exclude asthma.


n History of any of the following:


— Cough (worse particularly at night)


— Recurrent wheeze


— Recurrent difficulty in breathing


— Recurrent chest tightness


n Symptoms occur or worsen in the presence of:


— Exercise


— Viral infection


— Inhalant allergens (e.g., animals with fur or hair,
house-dust mites, mold, pollen)


— Irritants (tobacco or wood smoke, airborne chemicals)


— Changes in weather


— Strong emotional expression (laughing or crying hard)


— Stress


— Menstrual cycles


n Symptoms occur or worsen at night, awakening the patient.


Diagnosis of Asthma
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because the medical history and physical 
examination are not reliable means of excluding 
other diagnoses or of assessing lung status.
Spirometry is generally recommended, rather than 
measurements by a peak flow meter, due to wide 
variability in peak flow meters and reference values.
Peak flow meters are designed for monitoring, not as 
diagnostic tools.


A differential diagnosis of asthma should be 
considered. Recurrent episodes of cough and 
wheezing most often are due to asthma in both 
children and adults; however, other significant causes
of airway obstruction leading to wheeze must be 
considered both in the initial diagnosis and if there 
is no clear response to initial therapy.


n Additional studies are not routinely necessary 
but may be useful when considering alternative
diagnoses.


— Additional pulmonary function studies will
help if there are questions about COPD 
(diffusing capacity), a restrictive defect 
(measures of lung volumes), or VCD 
(evaluation of inspiratory flow-volume loops).


— Bronchoprovocation with methacholine,
histamine, cold air, or exercise challenge may 
be useful when asthma is suspected and 
spirometry is normal or near normal. For 
safety reasons, bronchoprovocation should be 
carried out only by a trained individual. A 
positive test is diagnostic for airway hyperre
sponsiveness, which is a characteristic feature 
of asthma but can also be present in other 
conditions. Thus, a positive test is consistent
with asthma, but a negative test may be more 
helpful to rule out asthma.


— Chest x ray may be needed to exclude other 
diagnoses.


— Biomarkers of inflammation are currently
being evaluated for their usefulness in the 
diagnosis and assessment of asthma.
Biomarkers include total and differential cell
count and mediator assays in sputum, blood,
urine, and exhaled air.


n Common diagnostic challenges include the 
following:


— Cough variant asthma. Cough can be the 
principal—or only—manifestation of
asthma, especially in young children.


DIFFERENTIAL DIAGNOSTIC POSSIBILITIES FOR ASTHMA
Infants and Children


Upper airway diseases


n Allergic rhinitis and sinusitis


Obstructions involving large airways


n Foreign body in trachea or bronchus


n Vocal cord dysfunction (VCD)


n Vascular rings or laryngeal webs


n Laryngotracheomalacia, tracheal stenosis, or 
bronchostenosis


n Enlarged lymph nodes or tumor


Obstructions involving small airways


n Viral bronchiolitis or obliterative bronchiolitis


n Cystic fibrosis


n Bronchopulmonary dysplasia


n Heart disease


Other causes
n Recurrent cough not due to asthma


n Aspiration from swallowing mechanism dysfunction 
or gastroesophageal reflux


Adults


n Chronic obstructive pulmonary disease (COPD) 
(e.g., chronic bronchitis or emphysema)


n Congestive heart failure


n Pulmonary embolism


n Mechanical obstruction of the airways 
(benign and malignant tumors)


n Pulmonary infiltration with eosinophilia


n Cough secondary to drugs (e.g., angiotensin-
converting enzyme [ACE] inhibitors)


n Vocal cord dysfunction (VCD)
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FIGURE 3. SUGGESTED ITEMS FOR MEDICAL HISTORY*


1. Symptoms
Cough
Wheezing
Shortness of breath
Chest tightness
Sputum production


2. Pattern of symptoms
Perennial, seasonal, or both
Continual, episodic, or both
Onset, duration, frequency (number of days or nights,


per week or month)
Diurnal variations, especially nocturnal and on awakening 


in early morning


3. Precipitating and/or aggravating factors
Viral respiratory infections
Environmental allergens, indoor (e.g., mold, house-dust 


mite, cockroach, animal dander or secretory products) 
and outdoor (e.g., pollen)


Characteristics of home including age, location, cooling and 
heating system, wood-burning stove, humidifier, carpeting
over concrete, presence of molds or mildew, presense of
pets with fur or hair, characteristics of rooms where 
patient spends time (e.g., bedroom and living room with 
attention to bedding, floor covering, stuffed furniture)


Smoking (patient and others in home or daycare)
Exercise
Occupational chemicals or allergens
Environmental change (e.g., moving to new home; going on 


vacation; and/or alterations in workplace, work processes,
or materials used)


Irritants (e.g., tobacco smoke, strong odors, air pollutants,
occupational chemicals, dusts and particulates, vapors,
gases, and aerosols)


Emotions (e.g., fear, anger, frustration, hard crying or laughing)
Stress (e.g., fear, anger, frustration)
Drugs (e.g., aspirin; and other nonsteroidal anti-inflammatory


drugs, beta-blockers including eye drops, others)
Food, food additives, and preservatives (e.g., sulfites)
Changes in weather, exposure to cold air
Endocrine factors (e.g., menses, pregnancy, thyroid disease)
Comorbid conditions (e.g. sinusitis, rhinitis, gastroesophageal


reflux disease (GERD)


4. Development of disease and treatment
Age of onset and diagnosis
History of early-life injury to airways (e.g., bronchopulmonary


dysplasia, pneumonia, parental smoking)
Progression of disease (better or worse)
Present management and response, including plans for 


managing exacerbations


Frequency of using short-acting beta2-agonist (SABA)
Need for oral corticosteroids and frequency of use


5. Family history
History of asthma, allergy, sinusitis, rhinitis, eczema, or 


nasal polyps in close relatives


6. Social history
Daycare, workplace, and school characteristics that may 


interfere with adherence
Social factors that interfere with adherence, such as 


substance abuse
Social support/social networks
Level of education completed
Employment


7. History of exacerbations
Usual prodromal signs and symptoms
Rapidity of onset
Duration 
Frequency
Severity (need for urgent care, hospitalization, intensive 


care unit (ICU) admission.)
Life-threatening exacerbations (e.g., intubation, intensive care


unit admission)
Number and severity of exacerbations in the past year.
Usual patterns and management (what works?)


8. Impact of asthma on patient and family
Episodes of unscheduled care (emergency department (ED),


urgent care, hospitalization)
Number of days missed from school/work
Limitation of activity, especially sports and strenuous work
History of nocturnal awakening
Effect on growth, development, behavior, school or work 


performance, and lifestyle
Impact on family routines, activities, or dynamics
Economic impact


9. Assessment of patient’s and family’s perceptions 
of disease
Patient’s, parent’s, and spouse’s or partner’s knowledge of 


asthma and belief in the chronicity of asthma and in 
the efficacy of treatment


Patient’s perception and beliefs regarding use and long-
term effects of medications


Ability of patient and parents, spouse, or partner to cope 
with disease


Level of family support and patient’s and parents’,
spouse’s, or partner’s capacity to recognize severity 
of an exacerbation


Economic resources
Sociocultural beliefs


A detailed medical history of the new patient who is known or thought to have asthma should address the following items


* This list does not represent a standardized assessment or diagnostic instrument. The validity and reliability of this list have not been assessed.







Monitoring of PEF or bronchoprovocation may
be helpful. Diagnosis is confirmed by a posi-
tive response to asthma medications.


— VCD can mimic asthma, but it is a distinct 
disorder. VCD may coexist with asthma.
Asthma medications typically do little, if any
thing, to relieve VCD symptoms. Variable 
flattening of the inspiratory flow loop on 
spirometry is strongly suggestive of VCD.
Diagnosis of VCD is from indirect or direct 
vocal cord visualization during an episode,
during which the abnormal adduction can be 
documented. VCD should be considered in 
difficult-to-treat, atypical asthma patients 
and in elite athletes who have exercise-related 
breathlessness unresponsive to asthma 
medication.


— Gastroesophageal reflux disease (GERD),
obstructive sleep apnea (OSA), and allergic 
bronchopulmonary aspergillosis (ABPA) may 
coexist with asthma and complicate diagnosis.
See the section on “Comorbid Conditions,” for 
further discussion.


— Children ages 0–4 years. Diagnosis in infants 
and young children is challenging and is 
complicated by the difficulty in obtaining 
objective measurements of lung function in 
this age group. Caution is needed to avoid 
giving young children inappropriate 
prolonged asthma therapy. However, it is 
important to avoid underdiagnosing asthma,
and thereby missing the opportunity to 
treat a child, by using such labels as “wheezy 
bronchitis,” “recurrent pneumonia,” or 
“reactive airway disease” (RAD). The chronic 
airway inflammatory response and structural 
changes that are characteristic of asthma can 
develop in the preschool years, and appropriate
asthma treatment will reduce morbidity.


n Consider referral to an asthma specialist if signs 
and symptoms are atypical, if there are problems 
with a differential diagnosis, or if additional 
testing is indicated.
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Achieving and maintaining asthma control requires
four components of care: assessment and monitoring,
education for a partnership in care, control of envi-
ronmental factors and comorbid conditions that
affect asthma, and medications. A stepwise approach
to asthma management incorporates these four 
components, emphasizing that pharmacologic 
therapy is initiated based on asthma severity and
adjusted (stepped up or down) based on the level of
asthma control. Special considerations of therapeutic
options within the stepwise approach may be 
necessary for situations such as exercise-induced
bronchospasm (EIB), surgery, and pregnancy.


Four Components of Asthma Care


Component 1: Assessing and Monitoring Asthma
Severity and Asthma Control


The functions of assessment and monitoring are 
closely linked to the concepts of severity, control, and 
responsiveness to treatment:


n Severity: the intrinsic intensity of the disease 
process. Severity is most easily and directly measured
in a patient who is not receiving long-term control 
therapy. Severity can also be measured, once 
asthma control is achieved, by the step of care 
(i.e., the amount of medication) required to 
maintain control.


n Control: the degree to which the manifestations of
asthma are minimized by therapeutic intervention 
and the goals of therapy are met.


n Responsiveness: the ease with which asthma 
control is achieved by therapy.


Asthma severity and asthma control include the
domains of current impairment and future risk.


n Impairment: frequency and intensity of symptoms
and functional limitations the patient is currently 
experiencing or has recently experienced.
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Managing Asthma Long Term


GOAL OF THERAPY:  CONTROL OF ASTHMA


Reduce Impairment


n Prevent chronic and troublesome symptoms (e.g., coughing or breathlessness in the daytime, in the night, or after exertion).


n Require infrequent use (≤2 days a week) of inhaled SABA for quick relief of symptoms (not including prevention of 
exercise-induced bronchospasm [EIB]).


n Maintain (near) normal pulmonary function.


n Maintain normal activity levels (including exercise and other physical activity and attendance at school or work).


n Meet patients’ and families’ expectations of and satisfaction with asthma care.


Reduce Risk


n Prevent recurrent exacerbations of asthma and minimize the need for ED visits or hospitalizations.


n Prevent loss of lung function; for children, prevent reduced lung growth.


n Provide optimal pharmacotherapy with minimal or no adverse effects of therapy.







n Risk: the likelihood of either asthma exacerbations,
progressive decline in lung function (or, for 
children, reduced lung growth), or risk of adverse 
effects from medication.


This distinction emphasizes the multifaceted nature
of asthma and the need to consider separately 
asthma’s current, ongoing effects on the present 
quality of life and functional capacity and the future
risk of adverse events. The two domains may
respond differentially to treatment. For example,
evidence demonstrates that some patients can 
have adequate control of symptoms and minimal
day-to-day impairment, but still be at significant 
risk of exacerbations; these patients should be 
treated accordingly.


The specific measures used to assess severity and 
control are similar: symptoms, use of SABAs for quick
relief of symptoms, limitations to normal activities due
to asthma, pulmonary function, and exacerbations.
Multiple measures are important, because different
measures assess different manifestations of the disease
and may not correlate with each other.


The concepts of severity and control are used as 
follows for managing asthma:


n Assess severity to initiate therapy. See section on 
“Stepwise Approach for Managing Asthma” for 
figures on classifying asthma severity and initiating 
therapy in different age groups. During a patient’s 
initial presentation, if the patient is not currently 
taking long-term control medication, asthma severity
is assessed to guide clinical decisions for initiating 
the appropriate medication and other therapeutic 
interventions.


n Assess control to adjust therapy. See section on 
“Stepwise Approach for Managing Asthma” for 
figures on assessing asthma control and adjusting 
therapy in different age groups. Once therapy is 
initiated, the emphasis for clinical management 
thereafter is changed to the assessment of asthma 
control. The level of asthma control will guide 
decisions either to maintain or to adjust therapy 
(i.e., step up if necessary, step down if possible).


n For assessing a patient’s overall asthma severity,
once the most optimal asthma control is achieved
and maintained, or for population-based evalua-
tions or clinical research, asthma severity can be
inferred by correlating the level of severity with the
lowest level of treatment required to maintain 
control.


However, the emphasis for clinical management is 
to assess asthma severity prior to initiating therapy
and then to assess asthma control for monitoring 
and adjusting therapy.


For the initial assessment to characterize the patient’s
asthma and guide decisions for initiating therapy, use
information from the diagnostic evaluation to:


n Classify asthma severity.


n Identify precipitating factors for episodic symp-
toms (e.g., exposure at home, work, daycare, or
school to inhalant allergens or irritants).


n Identify comorbid conditions that may impede 
asthma management (e.g., sinusitis, rhinitis, GERD,
OSA, obesity, stress, or depression).


n Assess the patient’s knowledge and skills for 
self-management.


For periodic monitoring of asthma control to guide
decisions for maintaining or adjusting therapy:


n Instruct patients to monitor their asthma control in
an ongoing manner. All patients should be taught
how to recognize inadequate asthma control.


— Either symptom or peak flow monitoring is 
appropriate for most patients; evidence suggests
the benefits are similar.


— Consider daily peak-flow monitoring for 
patients who have moderate or severe persistent
asthma, patients who have a history of severe 
exacerbations, and patients who poorly perceive
airway obstruction or worsening asthma.


n Monitor asthma control periodically in clinical
visits, because asthma is highly variable over time
andtherapy may need to be adjusted (stepped up 
if necessary, stepped down if possible). The 
frequency of monitoring is a matter of clinical 
judgment. In general:
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Lowest level 
of treatment
required to 
maintain 
control


(See “Stepwise
Approach for
Managing
Asthma”
for treatment
steps.)


Classification of Asthma Severity When
Asthma Is Well Controlled


Persistent


Intermittent   Mild      Moderate    Severe


Step 1          Step 2 Step 3 Step 5
or or


Step 4 Step 6
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FIGURE 4. SAMPLE PATIENT SELF-ASSESSMENT SHEET FOR FOLLOWUP VISITS*


Name:___________________________________  Date:________________________


Your Asthma Control
How many days in the past week have you had chest tightness, cough, shortness of breath, or
wheezing (whistling in your chest)? 


_____ 0 _____ 1 _____ 2 _____ 3 _____ 4 _____ 5 _____ 6 _____ 7 


How many nights in the past week have you had chest tightness, cough, shortness of breath, or
wheezing (whistling in your chest)? 


_____ 0 _____ 1 _____ 2 _____ 3 _____ 4 _____ 5 _____ 6 _____ 7


Do you perform peak flow readings at home? ______ yes ______ no 


If yes, did you bring your peak flow chart? ______ yes ______ no 


How many days in the past week has asthma restricted your physical activity? 


_____ 0 _____ 1 _____ 2 _____ 3 _____ 4 _____ 5 _____ 6 _____ 7


Have you had any asthma attacks since your last visit? ______ yes ______ no 


Have you had any unscheduled visits to a doctor, including to the emergency department,
since your last visit?    ______ yes ______ no 


How well controlled is your asthma, in your opinion? ____ very well controlled


____ somewhat controlled


____ not well controlled


Average number of puffs per day of quick-relief 
medication (short acting beta2-agonist)      ____________________


Taking your medicine
What problems have you had taking your medicine or following your asthma action plan?


Please ask the doctor or nurse to review how you take your medicine.


Your questions
What questions or concerns would you like to discuss with the doctor?


How satisfied are you with your asthma care?____ very satisfied


____ somewhat satisfied


____ not satisfied


* These questions are examples and do not represent a standardized assessment instrument. Other examples of asthma control questions:
Asthma Control Questionnaire (Juniper); Asthma Therapy Assessment Questionnaire (Volmer); Asthma Control Test (Nathan); Asthma Control
Score (Boulet)
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— Schedule visits at 2- to 6-week intervals for 
patients who are just starting therapy or who 
require a step up in therapy to achieve or 
regain asthma control.


— Schedule visits at 1- to 6-month intervals, after 
asthma control is achieved, to monitor whether
asthma control is maintained. The interval will
depend on factors such as the duration of asthma
control or the level of treatment required.


— Consider scheduling visits at 3-month intervals
if a step down in therapy is anticipated.


n Assess asthma control, medication technique,
the written asthma action plan, adherence, and
patient concerns at every patient visit. See figure
4 for a sample patient self-assessment of overall
asthma control and asthma care.


n Use spirometry to obtain objective measures of lung 
function.


— Perform spirometry at the following times:


• At the initial assessment.


• After treatment is initiated and symptoms 
and PEF have stabilized.


• During periods of progressive or prolonged 
loss of asthma control.


• At least every 1–2 years; more frequently 
depending on response to therapy.


— Low FEV1 indicates current obstruction 
(impairment) and risk for future exacerbations 
(risk). For children, FEV1/forced vital capacity 
(FVC) appears to be a more sensitive measure 
of severity and control in the impairment 
domain. FEV1 is a useful measure of risk for 
exacerbations, although it is emphasized that 
even children who have normal lung function 
experience exacerbations.


n Minimally invasive markers (called biomarkers) 
such as fractionated exhaled nitric oxide (FeNO) 
and sputum eosinophils may be useful, but bio
markers require further evaluation before they 
can be recommended as clinical tools for routine 
management.


Component 2: Education for a Partnership in Care


A partnership between the clinician and the person
who has asthma (and the caregiver, for children) is
required for effective asthma management. By working
together, an appropriate treatment can be selected, and
the patient can learn self-management skills necessary
to control asthma. Self-management education
improves patient outcomes (e.g., reduced urgent care
visits, hospitalizations, and limitations on activities as
well as improved health status, quality of life, and 
perceived control of asthma) and can be cost-effective.
Self-management education is an integral component
of effective asthma care and should be treated as such
by health care providers as well as by health care policies
and reimbursements.


KEY EDUCATIONAL MESSAGES: TEACH AND REINFORCE
AT EVERY OPPORTUNITY


Basic Facts About Asthma


n The contrast between airways of a person who has and a 
person who does not have asthma; the role of inflammation.


n What happens to the airways during an asthma attack.


Role of Medications:  Understanding the Difference
Between:


n Long-term control medications: prevent symptoms, often by 
reducing inflammation. Must be taken daily. Do not expect 
them to give quick relief.


n Quick-relief medications: SABAs relax airway muscles to 
provide prompt relief of symptoms. Do not expect them to 
provide long-term asthma control. Using SABA >2 days 
a week indicates the need for starting or increasing long-
term control medications.


Patient Skills


n Taking medications correctly
— Inhaler technique (demonstrate to the patient and have 


the patient return the demonstration).
— Use of devices, as prescribed (e.g., valved holding  


chamber (VHC) or spacer, nebulizer).
n Identifying and avoiding environmental exposures that  


worsen the patient’s asthma;  e.g., allergens, irritants,
tobacco smoke.


n Self-monitoring
— Assess level of asthma control.
— Monitor symptoms and, if prescribed, PEF measures.
— Recognize early signs and symptoms of worsening asthma.


n Using a written asthma action plan to know when and how to:
— Take daily actions to control asthma.
— Adjust medication in response to signs of worsening asthma.


n Seeking medical care as appropriate.
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Develop an active partnership with the patient and 
family by:


n Establishing open communications that consider 
cultural and ethnic factors, as well as language and 
health care literacy needs, of each patient and family.


n Identifying and addressing patient and family 
concerns about asthma and asthma treatment.


n Developing treatment goals and selecting 
medications together with the patient and family,
allowing full participation in treatment decision
making.


n Encouraging self-monitoring and self-management
by reviewing at each opportunity the patient’s 
reports of asthma symptoms and response to 
treatment.


Provide to all patients a written asthma action 
plan that includes instructions for both daily 
management (long-term control medication, if
appropriate, and environmental control measures) 
and actions to manage worsening asthma (what signs,
symptoms, and PEF measurements (if used) indicate
worsening asthma; what medications to take in
response; what signs and symptoms indicate the need
for immediate medical care). Written asthma action
plans are particularly recommended for patients who
have moderate or severe persistent asthma (i.e.,
requiring treatment at step 4, 5, or 6), a history of
severe exacerbations, or poorly controlled asthma.
See figures 5 and 6 for samples of written asthma
action plans.


Integrate asthma self-management education into
all aspects of asthma care. Asthma self management
requires repetition and reinforcement. It should:


n Begin at the time of diagnosis and continue through 
followup care. See figure 7, “Delivery of Asthma 
Education by Clinicians During Patient Care Visits,”
for a sample of how to incorporate teaching into 
routine clinic visits.


n Involve all members of the health care team, including
physicians, nurses, pharmacists, respiratory 
therapists, and asthma educators, as well as other 
health professionals who come in contact with 
asthma patients and their families.


n Occur at all points of care where health care profes-
sionals interact with patients who have asthma.
The strongest evidence supports self-management


education in the clinic setting. Evidence also 
supports education provided in patients' homes,
pharmacies, targeted education in EDs and hospi-
tals, and selected programs in schools and other
community sites. Proven community programs
should be considered because of their potential to
reach large numbers of people who have asthma
and encourage “asthma-friendly” support from
their families and community environments.


n Use a variety of educational strategies to reach 
people who have varying levels of health literacy 
or learning styles. Individual instruction, group
programs, written materials (at a 5th grade reading
level or below), video- or audiotapes, and comput-
er and Internet programs all provide effective 
educational opportunities. See figure 8, “Asthma
Education Resources,” for a sample of available
resources.


n Incorporate individualized case/care management
by trained health care professionals for patients
who have poorly controlled asthma and have 
recurrent visits to the emergency department 
or hospital. This will provide tailored 
self-management education and skills training.


Encourage patients' adherence to the written 
asthma action plan by:


n Choosing treatment that achieves outcomes and 
addresses preferences that are important to the
patient, and reminding patients that adherence 
will help them achieve the outcomes they want.


n Reviewing with the patient at each visit the success
of the treatment plan to achieve asthma control
and make adjustments as needed.


n Reviewing patients' concerns about their asthma 
or treatment at every visit. Inquire about any 
difficulties encountered in adhering to the written
asthma action plan.


n Assessing the patient's and family's level of social
support, and encouraging family involvement.


n Tailoring the self-management approach to the
needs and literacy levels of the patient, and 
maintaining sensitivity to cultural beliefs and 
ethnocultural practices.


Encourage health care provider and health care 
system support of the therapeutic partnership by:


n Incorporating effective clinician education strategies,
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FIGURE 5. SAMPLE ASTHMA ACTION PLAN—ADULT


Adapted and reprinted with permission from the Regional Asthma Management and Prevention (RAMP) Initiative, a program of the Public Health
Institute, to include terms used in the EPR—3: Full Report 2007.


Source: http://www.calasthma.org/uploads/resources/actionplanpdf.pdf; San Francisco Bay Area Regional Asthma Management Plan,
http://www.rampasthma.org
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FIGURE 6. SAMPLE ASTHMA ACTION PLAN—CHILD


Adapted and reprinted with permission from “The Asthma Action Plan” developed by a committee facilitated by the Regional Asthma
Management and Prevention (RAMP) Initiative, a program of the Public Health Institute.


Source: http://www.calasthma.org/uploads/resources/actionplanpdf.pdf; San Francisco Bay Area Regional Asthma Management Plan,
http://www.rampasthma.org
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FIGURE 7. DELIVERY OF ASTHMA EDUCATION BY CLINICIANS DURING PATIENT CARE VISITS


Assessment Questions Information Skills


Focus on:
n Expectations of visit
n Asthma control
n Patients’ goals of treatment
n Medications
n Quality of life
Ask relevant questions
“What worries you most about your asthma?”
“What do you want to accomplish at this visit?”
“What do you want to be able to do that you can’t do


now because of your asthma?”
“What do you expect from treatment?”
“What medicines have you tried?”
“What other questions do you have for me today?”
“Are there things in your environment that make your 


asthma worse?”


Recommendations for Initial Visit


Teach in simple language:
n What is asthma?  Asthma is a chronic lung disease.


The airways are very sensitive. They become
inflamed and narrow; breathing becomes difficult.


n The definition of asthma control: few daytime symp-
toms, no nighttime awakenings due to asthma, able 
to engage in normal activities, normal lung function.


n Asthma treatments: two types of medicines are
needed:
— Long-term control: medications that prevent 


symptoms, often by reducing inflammation.
— Quick relief: short-acting bronchodilator relaxes 


muscles around airways.
n Bring all medications to every appointment.
n When to seek medical advice. Provide appropriate 


telephone number.


Teach or review and demonstrate:
n Inhaler and spacer or valved holding chamber 


(VHC) use. Check performance.
n Self-monitoring skills that are tied to a written 


asthma action plan:
— Recognize intensity and frequency of asthma 


symptoms.
— Review the signs of deterioration and the need 


to reevaluate therapy:
s Waking at night or early morning with asthma
s Increased medication use
s Decreased activity tolerance


n Use of a written asthma action plan (See figures 5
and 6.) that includes instructions for daily 
management and for recognizing and handling
worsening asthma.


Focus on:
n Expectations of visit
n Asthma control
n Patient’s goals of treatment
n Medications
n Patient’s treatment preferences
n Quality of life
Ask relevant questions from previous visit and
also ask:
“What medications are you taking?”
“How and when are you taking them?”
“What problems have you had using your 


medications?”
“Please show me how you use your inhaled 


medications.”


Recommendations for First Followup Visit (2 to 4 Weeks or Sooner as Needed)


Teach in simple language:
n Use of two types of medications.
n Remind patient to bring all medications and the 


peak flow meter, if using, to every appointment
for review.


n Self/assessment of asthma control using symptoms
and/or peak flow as a guide.


Teach or review and demonstrate:
n Use of written asthma action plan. Review and 


adjust as needed.
n Peak flow monitoring if indicated 
n Correct inhaler and spacer or VHC technique.


Focus on:
n Expectations of visit
n Asthma control
n Patients’ goals of treatment
n Medications
n Quality of life
Ask relevant questions from previous visits and 
also ask:
“Have you noticed anything in your home, work, or


school 
that makes your asthma worse?”


“Describe for me how you know when to call your 
doctor or go to the hospital for asthma care.”


“What questions do you have about the asthma 
action plan?”


“Can we make it easier?”
“Are your medications causing you any problems?”
“Have you noticed anything in your environment that


makes your asthma worse?”
“Have you missed any of your medications?”


Recommendations for Second Followup Visit


Teach in simple language:
n Self-assessment of asthma control, using symptoms 


and/or peak flow as a guide.
n Relevant environmental control/avoidance strategies:


— How to identify home, work, or school exposures
that can cause or worsen asthma


— How to control house-dust mites, animal 
exposures if applicable


— How to avoid cigarette smoke (active and 
passive)


n Review all medications.


Teach or review and demonstrate:
n Inhaler/spacer or VHC technique.
n Peak flow monitoring technique.
n Use of written asthma action plan. Review and


adjust as needed.
n Confirm that patient knows what to do if 


asthma gets worse
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such as interactive formats, practice-based 
case studies, and multidimensional teaching
approaches that reinforce guideline-based care.


n Providing communication skills training to 
clinicians to enhance competence in caring for 
all patients, especially multicultural populations.


n Using systems approaches, such as clinical pathways
and clinical information system prompts, to
improve the quality of asthma care and to support
clinical care decisionmaking.


Component 3: Control of Environmental Factors
and Comorbid Conditions That Affect Asthma


If patients who have asthma are exposed to irritants or
inhalant allergens to which they are sensitive, their
asthma symptoms may increase and precipitate an
asthma exacerbation. Substantially reducing exposure
to these factors may reduce inflammation, symptoms,
and need for medication. Several comorbid conditions
can impede asthma management. Recognition and
treatment of these conditions may improve asthma
control. See questions in figure 3, “Suggested Items 
for Medical History,” above, for questions related to
environmental exposures and comorbid conditions.


Allergens and Irritants


Evaluate the potential role of allergens (particularly
inhalant allergens) and irritants.


n Identify allergen and pollutants or irritant 
exposures. The most important allergens for both


children and adults appear to be those that are
inhaled.


n For patients who have persistent asthma, use skin 
testing or in vitro testing to assess sensitivity to 
perennial indoor allergens. Assess the significance 
of positive tests in the context of the person’s 
history of symptoms when exposed to the allergen.


Advise patients who have asthma to reduce exposure 
to allergens and pollutants or irritants to which they
are sensitive.


n See figure 9, “How To Control Things That 
Make Your Asthma Worse,” for a sample patient 
information sheet.


n Effective allergen avoidance requires a multifaceted,
comprehensive approach; single steps alone are 
generally ineffective. Multifaceted allergen-control 
education programs provided in the home setting 
can help patients reduce exposures to cockroach,
dust-mite, and rodent allergens and, consequently,
improve asthma control.


n Advise patients who have severe persistent asthma,
nasal polyps, or a history of sensitivity to aspirin or 
nonsteroidal anti-inflammatory drugs (NSAIDs) 
about their risk of severe and even fatal exacerba-
tions from using these drugs.


n Indoor air-cleaning devices (high-efficiency 
particulate air [HEPA] and electrostatic precipitating
filters), cannot substitute for more effective 
dust-mite and cockroach control measures because 


FIGURE 7. DELIVERY OF ASTHMA EDUCATION BY CLINICIANS DURING PATIENT CARE VISITS (continued)


Assessment Questions Information Skills


Focus on:
n Expectations of visit
n Asthma control
n Patients’ goals of treatment
n Medications
n Quality of life
Ask relevant questions from previous visits and 
also ask:
“How have you tried to control things that make 


your asthma worse?”
“Please show me how you use your inhaled 


medication.”


Recommendations for All Subsequent Visits


Teach in simple language:
n Review and reinforce all:


— Educational messages
— Environmental control strategies at home, work,


or school
— Medications
— Self-assessment of asthma control, using 


symptoms and/or peak flow as a guide


Teach or review and demonstrate:


n Inhaler/spacer or VHC technique.
n Peak flow monitoring technique, if appropriate.
n Use of written asthma action plan. Review and


adjust as needed.
n Confirm that patient knows what to do if asthma 


gets worse.


Sources: Adapted from Guevara et al. 2003; Janson et al. 2003; Powell and Gibson 2003; Wilson et al. 1993.







24 Guidelines for the Diagnosis and Management of Asthma


FIGURE 8. ASTHMA EDUCATION RESOURCES


Allergy & Asthma Network Mothers of Asthmatics 1–800–878–4403
2751 Prosperity Avenue, Suite 150 1–703–641–9595
Fairfax, VA 22030
www.breatherville.org


American Academy of Allergy, Asthma and Immunology 1–414–272–6071
555 East Wells Street, Suite 100
Milwaukee, WI 53202-3823
www.aaaai.org


American Association For Respiratory Care 1–972–243–2272
9125 North MacArthur Boulevard, Suite 100
Irving, TX 75063
www.aarc.org


American College of Allergy, Asthma, and Immunology 1–800–842–7777
85 West Algonquin Road 1–847–427–1200
Suite 550 
Arlington Heights, IL 60005
www.Acaai.Org


American Lung Association 1–800–586–4872
61 Broadway
New York, NY 10006
www.lungusa.org


Association of Asthma Educators 1–888–988–7747
1215 Anthony Avenue
Columbia, SC 29201
www.asthmaeducators.org


Asthma and Allergy Foundation of America 1–800–727–8462
1233 20th Street, NW., Suite 402
Washington, DC 20036
www.aafa.org


Centers for Disease Control and Prevention 1–800–311–3435
1600 Clifton Road
Atlanta, GA 30333


Food Allergy & Anaphylaxis Network 1–800–929–4040
11781 Lee Jackson Highway, Suite 160
Fairfax, VA 22033
www.foodallergy.org


National Heart, Lung, and Blood Institute Information Center  1–301–592–8573
P.O. Box 30105
Bethesda, MD 20824-0105
www.nhlbi.nih.gov


National Jewish Medical and Research Center (Lung Line) 1–800–222–Lung
1400 Jackson Street
Denver, CO 80206
www.njc.org


U.S. Environmental Protection Agency 1–800–490–9198
National Center for Environmental Publications
P.O. Box 42419
Cincinnati, OH 45242-0419
www.airnow.gov
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these particles do not remain airborne. The devices
can reduce airborne dog and cat allergens, mold 
spores, and particulate tobacco smoke; however,
most studies do not show an effect on symptoms or
lung function.


n Use of humidifiers or evaporative (swamp) coolers 
is not generally recommended in homes of patients
who are sensitive to dust mites or mold.


Consider subcutaneous allergen immunotherapy for
patients who have persistent asthma when there is
clear evidence of a relationship between symptoms
and exposure to an allergen to which the patient
is sensitive. Evidence is strongest for use of subcuta-
neous immunotherapy for single allergens, particularly
house dust mites, animal dander, and pollen. The 
role of allergy in asthma is greater in children than in
adults. If use of allergen immunotherapy is elected,
it should be administered only in a physician’s office
where facilities and trained personnel are available 
to treat any life-threatening reaction that can, but
rarely does, occur.


Consider inactivated influenza vaccination for
patients who have asthma. This vaccine is safe for
administration to children over 6 months of age and
adults, and the Advisory Committee on Immunization
Practices of the Centers for Disease Control and
Prevention (CDC) recommends vaccination for per-
sons who have asthma because they are considered to
be at risk for complications from influenza. However,
the vaccine should not be given with the expectation
that it will reduce either the frequency or severity of
asthma exacerbations during the influenza season.


Dietary factors have an inconclusive role in asthma.
Food allergenies are rarely an aggravating factor in 
asthma. An exception is that sulfites in foods (e.g.,
shrimp, dried fruit, processed potatoes, beer, and wine)
can precipitate asthma symptoms in people who 
are sensitive to these food items. Furthermore,
individuals who have both food allergy and asthma 
are at increased risk for fatal anaphlylactic reactions 
to the food to which they are sensitized.


Comorbid Conditions


Identify and treat comorbid conditions that may
impede asthma management. If these conditions are
treated appropriately, asthma control may improve.


n Allergic Bronchopulmonary Aspergillosis (ABPA) 
may be considered in patients who have 
asthma and a history of pulmonary infiltrates,


immunoglobulin E (IgE) sensitization to 
Aspergillus, and/or are corticosteroid dependent.
Diagnostic criteria include: positive immediate 
skin test and elevated serum IgE and/or IgG to 
Aspergillus, total serum IgE >417 IU (1,000 
ng/mL), and central bronchiectasis. Treatment 
is prednisone, initially 0.5 mg per kilogram 
with gradual tapering. Azole antifungal agents 
as adjunctive therapy may also be helpful.


n Gastroesophageal Reflux (GERD) treatment may 
benefit patients who have asthma and complain of
frequent heartburn or pyrosis, particularly those 
who have frequent nighttime asthma symptoms.
Even in the absence of suggestive GERD symptoms,
consider evaluation for GERD in patients who 
have poorly controlled asthma, especially with 
nighttime symptoms. Treatment includes: avoid-
ing heavy meals, fried foods, caffeine, and alcohol;
avoiding food and drink within 3 hours of retiring;
elevating the head of the bed on 6- to 8-inch
blocks; using proton pump inhibitor medication.


n Obese or overweight patients who have asthma 
may be advised that weight loss, in addition to 
improving overall health, might also improve 
asthma control.


n Obstructive Sleep Apnea (OSA) may be considered
in patients who have not well controlled asthma,
particularly those who are overweight or obese.
Treatment for OSA is nasal continuous positive air
way pressure (CPAP). However, this treatment may 
disrupt the sleep of asthma patients who do not 
also have OSA. Accurate diagnosis is important.


n Rhinitis or sinusitis symptoms or diagnosis should
be evaluated in patients who have asthma, because 
the interrelationship of the upper and lower 
airway suggests that therapy for the upper airway
will improve asthma control. Treatment of
allergic rhinitis includes intranasal corticosteroids,
antihistamine therapy, and the consideration of
immunotherapy. Treatment of sinusitis includes 
intranasal corticosteroids and antibiotics. Evidence
is inconclusive regarding the effect on asthma 
of sinus surgery in patients who have chronic 
rhinosinusitis.


n Stress and depression should be considered in 
patients who have asthma that is not well 
controlled. Additional education to improve 
self-management and coping skills may be helpful.
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FIGURE 9. HOW TO CONTROL THINGS THAT MAKE YOUR ASTHMA WORSE


You can help prevent asthma episodes by staying
away from things that make your asthma worse.
This guide suggests many ways to help you do this.


You need to find out what makes your asthma worse.
Some things that make asthma worse for some 
people are not a problem for others. You do not 
need to do all of the things listed in this guide.


Look at the things listed below. Put a check next to
the ones that you know make your asthma worse,
particularly if you are allergic to these things. Then,
decide with your doctor what steps you will take.
Start with the things in your bedroom that bother your
asthma. Try something simple first.


Tobacco Smoke


nn If you smoke, ask your doctor for ways to help you 
quit. Ask family members to quit smoking, too.


nn Do not allow smoking in your home, car or around 
you.


nn Be sure no one smokes at a child’s daycare 
center or school.


Dust Mites


Many people who have asthma are allergic to dust
mites. Dust mites are like tiny “bugs” you cannot 
see that live in cloth or carpet.


Things that will help the most:
nn Encase your mattress in a special dust-mite proof 


cover.*
nn Encase your pillow in a special dust-mite proof 


cover* or wash the pillow each week in hot water.
Water must be hotter than 130 °F to kill the 
mites. Cooler water used with detergent and 
bleach can also be effective.


nn Wash the sheets and blankets on your bed each 
week in hot water.


Other things that can help:
nn Reduce indoor humidity to or below 60 percent,


ideally 30–50 percent. Dehumidifiers or central air
conditioners can do this.


nn Try not to sleep or lie on cloth-covered cushions 
or furniture.


nn Remove carpets from your bedroom and those 
laid on concrete, if you can.


nn Keep stuffed toys out of the bed, or wash the 
toys weekly in hot water or in cooler water with 
detergent and bleach. Placing toys weekly in a 
dryer or freezer may help. Prolonged exposure 
to dry heat or freezing can kill mites but does not 
remove allergen.


*To find out where to get products mentioned in this guide, call:


Asthma and Allergy Foundation of America (800–727–8462)


Allergy & Asthma Network Mothers of Asthmatics (800–878–4403)


American Academy of Allergy, Asthma, and Immunology (800–822–2762)


National Jewish Medical and Research Center (Lung Line) (800–222–5864)


American College of Allergy, Asthma, and Immunology (800–842–7777)
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Animal Dander


Some people are allergic to the flakes of skin or dried saliva
from animals.


The best thing to do:
nn Keep pets with fur or hair out of your home.


If you can’t keep the pet outdoors, then:
nn Keep the pet out of your bedroom, and keep the 


bedroom door closed.
nn Remove carpets and furniture covered with cloth from 


your home. If that is not possible, keep the pet out of 
the rooms where these are.


Cockroach


Many people with asthma are allergic to the dried 
droppings and remains of cockroaches.


nn Keep all food out of your bedroom.
nn Keep food and garbage in closed containers 


(Never leave food out).
nn Use poison baits, powders, gels, or paste 


(for example, boric acid). You can also use traps.
nn If a spray is used to kill roaches, stay out of the room 


until the odor goes away.


Vacuum Cleaning


nn Try to get someone else to vacuum for you once or 
twice a week, if you can. Stay out of rooms while they 
are being vacuumed and for a short while afterward.


nn If you vacuum, use a dust mask (from a hardware store),
a central cleaner with the collecting bag outside the 
home, or a vacuum cleaner with a HEPA filter or a 
double-layered bag.*


Indoor Mold


nn Fix leaking faucets, pipes, or other sources of water.
nn Clean moldy surfaces.
nn Dehumidify basements if possible.


Pollen and Outdoor Mold


During your allergy season (when pollen or mold spore
counts are high):
nn Try to keep your windows closed.
nn If possible, stay indoors with windows closed during the 


midday and afternoon, if you can. Pollen and some mold 
spore counts are highest at that time.


nn Ask your doctor whether you need to take or increase 
anti-inflammatory medicine before your allergy season 
starts.


Smoke, Strong Odors, and Sprays


nn If possible, do not use a wood-burning stove, kerosene 
heater, fireplace, unvented gas stove, or heater.


nn Try to stay away from strong odors and sprays, such as 
perfume, talcum powder, hair spray, paints, new carpet,
or particle board.


Exercise or Sports


nn You should be able to be active without symptoms.
See your doctor if you have asthma symptoms when 
you are active—such as when you exercise, do sports,
play, or work hard.


nn Ask your doctor about taking medicine before you 
exercise to prevent symptoms.


nn Warm up for a period before you exercise.
nn Check the air quality index and try not to work or play 


hard outside when the air pollution or pollen levels 
(if you are allergic to the pollen) are high.


Other Things That Can Make Asthma Worse


nn Sulfites in foods: Do not drink beer or wine or eat 
shrimp, dried fruit, or processed potatoes if they cause 
asthma symptoms.


nn Cold air: Cover your nose and mouth with a scarf on 
cold or windy days.


nn Other medicines: Tell your doctor about all the 
medicines you may take. Include cold medicines, aspirin,
and even eye drops.


Key: HEPA, high-efficiency particulate air







Component 4: Medications


Medications for asthma are categorized into two 
general classes: long-term control medication and
quick-relief medication. Selection of medications
includes consideration of the general mechanisms
and role of the medication in therapy, delivery 
devices, and safety.


General Mechanisms and Role in Therapy


Long-term control medications are used daily to
achieve and maintain control of persistent asthma.
The most effective are those that attenuate the
underlying inflammation characteristic of asthma.
Long-term control medications include the 
following (listed in alphabetical order):


n Corticosteroids are anti-inflammatory medications
that reduce airway hyperresponsiveness, inhibit 
inflammatory cell migration and activation, and 
block late phase reaction to allergen. Inhaled 
Corticosteriods (ICSs) are the most consistently 
effective long-term control medication at all steps 
of care for persistent asthma, and ICSs improve 
asthma control more effectively in both children 
and adults than leukotriene receptor antagonists 
(LTRAs) or any other single, long-term control 
medication do. ICSs reduce impairment and risk
of exacerbations, but ICSs do not appear to alter
the progression or underlying severity of the dis-
ease in children. Short courses of oral systemic
corticosteroids are often used to gain prompt con-
trol of asthma. Oral systemic corticosteroids are
used long term to treat patients who require step 6
care (for severe persistent asthma).


n Cromolyn sodium and nedocromil stabilize mast
cells and interfere with chloride channel function.
They are used as alternative, but not preferred,
medication for patients requiring step 2 care (for
mild persistent asthma). They also can be used as
preventive treatment before exercise or unavoidable
exposure to known allergens.


n Immunomodulators. Omalizumab (anti-IgE) is a 
monoclonal antibody that prevents binding of IgE 
to the high-affinity receptors on basophils and mast 
cells. Omalizumab is used as adjunctive therapy 
for patients 12 years of age who have sensitivity to
relevant allergens (e.g., dust mite, cockroach, cat, or 
dog) and who require step 5 or 6 care (for severe 
persistent asthma). Clinicians who administer 
omalizumab should be prepared and equipped to 
identify and treat anaphylaxis that may occur.


n Leukotriene modifiers interfere with the pathway
of leukotriene mediators, which are released from
mast cells, eosinophils, and basophils. These med-
ications include LTRAs (montelukast and zafir-
lukast) and a 5-lipoxygenase inhibitor (zileuton).
LTRAs are alternative, but not preferred, therapy for
the treatment of patients who require step 2 care
(for mild persistent asthma). LTRAs also can be
used as adjunctive therapy with ICSs, but for youths
12 years of age and adults, they are not preferred 
adjunctive therapy compared to the addition of
LABAs. LTRAs can attenuate EIB. Zileuton can be 
used as alternative, but not preferred, adjunctive 
therapy in adults; liver function monitoring is 
essential.


n LABAs (salmeterol and formoterol) are 
inhaled bronchodilators that have a duration of
bronchodilation of at least 12 hours after a 
single dose.


— LABAs are not to be used as monotherapy for 
long-term control of asthma.


— LABAs are used in combination with ICSs for 
long-term control and prevention of symptoms 
in moderate or severe persistent asthma (Step 3 
care or higher in children ≥5 years of age and 
adults and Step 4 care or higher in children 0–4 
years of age, although few data are available for 
0–4-year-olds.).


— Of the adjunctive therapies available, LABA is 
the preferred therapy to combine with ICS in 
youths ≥12 years of age and adults.


— A LABA may be used before exercise to prevent 
EIB, but duration of action does not exceed 
5 hours with chronic, regular use. Frequent 
or chronic use before exercise is discouraged,
because this may disguise poorly controlled 
persistent asthma. See also the section “Safety 
Issues for Inhaled Corticosteroids and Long-
Acting Beta2-Agonists.”


n Methylxanthines. Sustained-release theophylline 
is a mild to moderate bronchodilator used as 
alternative, not preferred, therapy for step 2 care 
(for mild persistent asthma) or as adjunctive therapy
with ICS in patients ≥5 years of age. Theophylline
may have mild anti-inflammatory effects. Monitoring
of serum theophylline concentration is essential.
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Quick-relief medications are used to treat acute
symptoms and exacerbations. They include the 
following (listed in alphabetical order):


n Anticholinergics inhibit muscarinic cholinergic 
receptors and reduce intrinsic vagal tone of the air-
way. Ipratropium bromide provides additive benefit 
to SABA in moderate or severe exacerbations in the 
emergency care setting, not the hospital setting.
Ipratropium bromide may be used as an alternative 
bronchodilator for patients who do not tolerate 
SABA, although it has not been compared to SABAs.


n SABAs—albuterol, levalbuterol, and pirbuterol—are
bronchodilators that relax smooth muscle. They are 
the treatment of choice for relief of acute symptoms 
and prevention of EIB. Increasing use of SABA 
treatment or the use of SABA >2 days a week for 
symptom relief (not prevention of EIB) generally 
indicates inadequate asthma control and the need 
for initiating or intensifying anti-inflammatory 
therapy. Regularly scheduled, daily, chronic use of
SABA is not recommended.


n Systemic corticosteroids. Although not short-
acting, oral systemic corticosteroids are used for
moderate and severe exacerbations in addition to
SABA to speed recovery and to prevent recurrence of
exacerbations.


Complementary and alternative medications
(CAMs) and interventions generally have insuffi-
cient evidence to permit recommendations. Because
as much as one-third of the U.S. population uses com-
plementary alternative healing methods, it is important
to discuss their use with patients.


n Ask patients about all the medications and 
interventions they are using. Some cultural 
beliefs and practices may be of no harm and can 
be integrated into the recommended asthma 
management strategies, but it is important to 
advise patients that alternative healing methods are
not substitutes for recommended therapeutic 
approaches. Clinical trials on safety and efficacy 
are limited, and their scientific basis has not been 
established.


n Evidence is insufficient to recommend or not 
recommend most CAMs or treatments for 
asthma. These include chiropractic therapy,
homeopathy and herbal medicine, and breathing 
or relaxation techniques. Acupuncture is not 
recommended for the treatment of asthma.


n Patients who use herbal treatments for asthma 
should be cautioned about the potential for 
harmful ingredients and for interactions with 
recommended asthma medications.


Delivery Devices for Inhaled Medications


Patients should be instructed in the use of inhaled
medications, and patients’ technique should be
reviewed at every patient visit. The major 
advantages of delivering drugs directly into the lungs
via inhalation are that higher concentrations can be
delivered more effectively to the airways and that 
systemic side effects are lessened. Inhaled medications,
or aerosols, are available in a variety of devices that 
differ in the technique required. See figure 10, “Aerosol
Delivery Devices,” for a summary of issues to consider
for different devices.


Safety Issues for Inhaled Corticosteroids and Long-
Acting Beta2-Agonists


Inhaled Corticosteroids


n ICSs are the preferred long-term control therapy in 
children of all ages and adults. In general, ICSs are 
well tolerated and safe at the recommended dosages.


n Most benefits of ICS for patients who have mild or 
moderate asthma occur at the low- to medium-dose 
ranges. Data suggest higher doses may further 
reduce the risk of exacerbations. Furthermore,
higher doses are beneficial for patients who have 
more severe asthma. The risk of adverse effects 
increases with the dose.


n High doses of ICS administered for prolonged 
periods of time (e.g., >1 year) have significantly 
less potential than oral systemic corticosteroids for 
having adverse effects. High doses of ICS used for 
prolonged periods of time (e.g., >1 year), particu-
larly in combination with frequent courses of oral
corticosteroids, may be associated with risk of
posterior subcapsular cataracts or reduced bone 
density. Slit-lamp eye exam and bone densitometry 
may be considered. For adult patients, consider 
supplements of calcium and vitamin D, particularly 
in perimenopausal women. For children, age-
appropriate dietary intake of calcium and vitamin
D should be reviewed with parents or caregivers.


n To reduce the potential for adverse effects, the 
following measures are recommended.


— Advise patients to use spacers or VHCs with 
nonbreath-activated metered-dose inhalers 







(MDIs) to reduce local side effects. There are 
no clinical data on use of spacers with ultrafine 
particle hydrofluoroalkane (HFA) MDIs.


— Advise patients to rinse the mouth (rinse and 
spit) after inhalation.


— Use the lowest dose of ICS that maintains 
asthma control. Evaluate the patient’s inhaler 
technique and adherence, as well as environ-
mental control measures, before increasing 
the dose.


— Consider adding a LABA, or alternative 
adjunctive therapy, to a low or medium dose 
of ICS rather than using a higher dose of ICS
to maintain asthma control.


Inhaled Corticosteroids and Linear Growth in Children


n The potential risks of ICSs are well balanced by 
their benefits.


n Poorly controlled asthma may delay growth.
Children who have asthma tend to have longer 
periods of reduced growth rates before puberty.


n Growth rates are highly variable in children.
Short-term evaluation may not be predictive of
final adult height attained.


n The potential for adverse effects on linear growth 
from ICS appear to be dose dependent. In 
treatment of children who have mild or moderate 
persistent asthma, low-to medium-dose ICS 
therapy may be associated with a possible, but 
not predictable, adverse effect on linear growth 
(approximately 1 cm). The effect on growth 
velocity appears to occur in the first several 
months of treatment and is generally small and 
not progressive. The clinical significance of this 
potential systemic effect has yet to be determined.


n In general, the efficacy of ICSs is sufficient to out
weigh any concerns about growth or other systemic
effects. However, ICSs should be titrated to as low 
a dose as needed to maintain good control of the 
child’s asthma, and children receiving ICSs should 
be monitored for changes in growth by using a 
stadiometer.


Long-Acting Beta2-Agonists


n The addition of LABA (salmeterol or formoterol) 
to the treatment of patients who require more than
low-dose ICS alone to control asthma improves 


lung function, decreases symptoms, reduces 
exacerbations and use of SABA for quick relief in 
most patients to a greater extent than doubling the 
dose of ICSs.


n A large clinical trial comparing daily treatment 
with salmeterol or placebo added to usual asthma 
therapy resulted in an increased risk of asthma-
related deaths in patients treated with salmeterol 
(13 deaths among 13,176 patients treated for 
28 weeks with salmeterol versus 3 deaths among 
13,179 patients treated with placebo). In addition,
increased numbers of severe asthma exacerbations 
were noted in the pivotal trials submitted to the 
U.S. Food and Drug Administration (FDA) for 
formoterol approval, particularly in the arms of the
trials with higher dose formoterol. Thus, the 
FDA determined that a Black Box warning was 
warranted on all preparations containing a LABA.


n The established beneficial effects of LABA for 
the great majority of patients who require more 
therapy than low-dose ICS alone to control asthma 
(i.e., require step 3 care or higher) should be 
weighed against the increased risk for severe 
exacerbations, although uncommon, associated 
with the daily use of LABAs.


n Daily use of LABA generally should not exceed 
100 mcg salmeterol or 24 mcg formoterol.


n It is not currently recommended that LABA be 
used for treatment of acute symptoms or 
exacerbations.


n LABAs are not to be used as monotherapy for long-
term control. Patients should be instructed not to 
stop ICS therapy while taking LABA, even though 
their symptoms may significantly improve.


Stepwise Approach for Managing Asthma


Principles of The Stepwise Approach


A stepwise approach to managing asthma is recom-
mended to gain and maintain control of asthma in
both the impairment and risk domains. These
domains may respond differentially to treatment.


For children, see:


Figure 11, “Classifying Asthma Severity and
Initiating Therapy in Children”
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FIGURE 10. AEROSOL DELIVERY DEVICES


Device/Drugs Population Optimal Technique*


Metered-dose inhaler (MDI)


Beta2-agonists


Corticosteroids


Cromolyn sodium


Anticholinergics


Breath-actuated MDI


Beta2-agonist


≥5 years old


(<5 with spacer or
valved holding 
chamber (VHC) or
mask)


≥5 years old


Actuation during a slow (30 L/min 
or 3–5 seconds) deep inhalation,
followed by 10-second breathhold.


Under laboratory conditions, open-
mouth technique (holding MDI 2
inches away from open mouth)
enhances delivery to the lung. This
technique, however, has not been
shown to enhance clinical benefit
consistently compared to closed-
mouth technique (inserting MDI
mouthpiece between lips and teeth).


Tight seal around mouthpiece and
slightly more rapid inhalation than 
standard MDI (see above) followed 
by 10-second breathhold.


Slow inhalation and coordination of actuation during inhalation 
may be difficult, particularly in young children and elderly.
Patients may incorrectly stop inhalation at actuation. Deposition 
of 50–80 percent of actuated dose in oropharynx. Mouth washing
and spitting is effective in reducing the amount of drug swallowed
and absorbed systemically.


Lung delivery under ideal conditions varies significantly between
MDIs due to differences in formulation (suspension versus solution),
propellant (chlorofluorocarbon [CFC] versus hydrofluoralkane [HFA]),
and valve design. For example, inhaled corticosteroid (ICS) delivery
varies from 5–50 percent.


May be particularly useful for patients unable to coordinate 
inhalation and actuation. May also be useful for elderly patients.
Patients may incorrectly stop inhalation at actuation. Cannot be
used with currently available spacer/valved holding chamber 
(VHC) devices.


Therapeutic Issues


Dry powder inhaler (DPI)


Beta2-agonists


Corticosteroids


Anticholinergics


≥4 years old Rapid (60 L/min or 1–2 seconds),
deep inhalation. Minimally effective
inspiratory flow is device dependent.


Most children <4 years of age may
not generate sufficient inspiratory
flow to activate the inhaler.


Dose is lost if patient exhales through device after actuating.
Delivery may be greater or lesser than MDI, depending on device
and technique. Delivery is more flow dependent in devices with
highest internal resistance. Rapid inhalation promotes greater 
deposition in larger central airways. Mouth washing and spitting 
is effective in reducing amount of drug swallowed and absorbed.


Spacer or valved holding
chamber (VHC)


≥4 years old


<4 years old VHC
with face mask


Slow (30 L/min or 3–5 seconds)
deep inhalation, followed by 
10-second breathhold immediately
following actuation.


Actuate only once into spacer/VHC
per inhalation.


If face mask is used, it should have 
a tight fit and allow 3–5 inhalations
per actuation.


Rinse plastic VHCs once a month
with low concentration of liquid
household dishwashing detergent
(1:5,000 or 1–2 drops per cup of
water) and let drip dry.


Indicated for patients who have difficulty performing adequate 
MDI technique.


May be bulky. Simple tubes do not obviate coordinating actuation
and inhalation. The VHCs are preferred.


Face mask allows MDIs to be used with small children. However,
use of a face mask reduces delivery to lungs by 50 percent.
The VHC improves lung delivery and response in patients who 
have poor MDI technique.


The effect of a spacer or VHC on output from an MDI depends 
on both the MDI and device type; thus data from one combination 
should not be extrapolated to all others. Spacers and/or VHCs
decrease oropharyngeal deposition and thus decrease risk of 
topical side effects (e.g., thrush).


Spacers will also reduce the potential systemic availability of ICSs 
with higher oral absorption. However, spacer/VHCs may increase 
systemic availability of ICSs that are poorly absorbed orally by 
enhancing delivery to lungs.


No clinical data are available on use of spacers or VHCs with 
ultrafine-particle-generated HFA MDIs.


Use anti-static VHCs or rinse plastic non-anti-static VHCs with 
dilute household detergents to enhance delivery to lungs and 
efficacy. This effect is less pronounced for albuterol MDIs with 
HFA propellant than for albuterol MDIs with CFC propellant.


As effective as nebulizer for delivering SABAs and anticholinergics 
in mild- to moderate-exacerbations; data in severe exacerbations
are limited.







Figure 12, “Assessing Asthma Control and
Adjusting Therapy in Children”


Figure 13, “Stepwise Approach for Managing
Asthma Long Term in Children, 0–4 Years of Age
and 5–11 Years of Age”


For adults, see:


Figure 14, “Classifying Asthma Severity and
Initiating Treatment in Youths 12 Years of Age 
and Adults”


Figure 15, “Assessing Asthma Control and
Adjusting Therapy in Youths ≥ 12 Years of Age and
Adults”


Figure 16, “Stepwise Approach for Managing
Asthma in Youths ≥12 Years of Age and Adults”


For medication dosages, see:


Figure 17, “Usual Dosages for Long-Term Control 
Medications”


Figure 18, “Estimated Comparative Daily Dosages
for Inhaled Corticosteroids”


Figure 19, “Usual Dosages for Quick-Relief
Medications”


n The stepwise approach incorporates all four 
components of care: assessment of severity to 
initiate therapy or assessment of control to monitor
and adjust therapy; patient education; environmental
control measures, and management of comorbid 
conditions at every step; and selection of medication.


n The type, amount, and scheduling of medication is 
determined by the level of asthma severity or 
asthma control.


— Therapy is increased (stepped up) as necessary 
and decreased (stepped down) when possible.


— Because asthma is a chronic inflammatory 
disorder, persistent asthma is most effectively 
controlled with daily long-term control 
medication directed toward suppressing 
inflammation. ICSs are the most consistently
effective anti-inflammatory therapy for all age
groups, at all steps of care for persistent asthma.


— Selection among alternative treatment options 
is based on consideration of treatment 
effectiveness for the domain of particular
relevance to the patient (impairment, risk, or 
both), the individual patient’s history 
of previous response to therapies (sensitivity 
and responsiveness to different asthma 
medications can vary among patients), and the 
willingness and ability of the patient and family
to use the medication.


n Once asthma control is achieved, monitoring and 
followup are essential, because asthma often varies 
over time. A step up in therapy may be needed,
or a step down may be possible, to identify the 
minimum medication necessary to maintain 
control.
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FIGURE 10. AEROSOL DELIVERY DEVICES (continued)


Device/Drugs Population Optimal Technique* Therapeutic Issues


Nebulizer


Beta2-agonists


Corticosteroids


Cromolyn sodium


Anticholinergics


Patients of any age
who cannot use MDI
with VHC and face
mask.


Slow tidal breathing with occasional
deep breaths. Tightly fitting face
mask for those unable to use 
mouthpiece.


Using the “blow by” technique (i.e.,
holding the mask or open tube near 
the infant’s nose and mouth) is not
appropriate.


Less dependent on patient’s coordination and cooperation.


Delivery method of choice for cromolyn sodium in young children.


May be expensive; time consuming; bulky; output is dependent 
on device and operating parameters (fill volume, driving gas flow);
internebulizer and intranebulizer output variances are significant.
Use of a face mask reduces delivery to lungs by 50 percent.
Nebulizers are as effective as MDIs plus VHCs for delivering bron-
chodilators in the ED for mild to moderate exacerbations; data in
severe exacerbations are limited. Choice of delivery system is
dependent on resources, availability, and clinical judgment of the cli-
nician caring for the patient.


Potential for bacterial infections if not cleaned properly.


Key: ED, emergency department; SABAs, inhaled short-acting beta2-agonists


*See figures in component 2—Education for a Partnership in Asthma Care for description of MDI and DPI techniques.
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The stepwise approach and recommended treat-
ments are meant to assist, not replace, the clinical
decisionmaking necessary to determine the most
appropriate treatment to meet the individual
patient’s needs and circumstances.


Referral to an asthma specialist for consultation or
comanagement is recommended if there are diffi-
culties achieving or maintaining control of asthma,
if the patient required >2 bursts of oral systemic
corticosteriods in 1 year or has an exacerbation
requiring hospitalization, if step 4 care or higher is
required (step 3 care or higher for children 0–4
years of age), if immunotherapy or omalizumab is
considered, or if additional testing is indicated.


To achieve control of asthma, the following
sequence of activities is recommended:


n For patients who are not already taking long-term 
control medications, assess asthma severity and 
initiate therapy according to the level of severity.


n For patients who are already taking long-term 
control medications, assess asthma control and 
step up therapy if the patient’s asthma is not well 
controlled on current therapy. Before stepping up,
review the patient’s adherence to medications,
inhaler technique, and environmental control 
measures.


n Evaluate asthma control in 2–6 weeks (depending 
on level of initial severity or control).


— In general, classify the level of asthma control 
by the most severe indicator of impairment 
or risk.


— The risk domain is usually more strongly 
associated with morbidity in young children 
than the impairment domain because young 
children are often symptom free between 
exacerbations.


— If office spirometry suggests worse control than
other measures of impairment, consider fixed 
obstruction and reassess the other measures.
If fixed obstruction does not explain the lack of
control, step up therapy, because low FEV1 is a 
predictor of exacerbations.


— If the history of exacerbations suggests poorer 
control than does assessment of impairment,
reassess impairment measures, and consider a 


step up in therapy. Review plans for handling 
exacerbations and include the use of oral 
systemic corticosteroids, especially for patients 
who have a history of severe exacerbations.


n If asthma control is not achieved with the above 
actions:


— Review the patient’s adherence to medications,
inhaler technique, environmental control 
measures (or whether there are new 
exposures), and management of comorbid 
conditions.


— If adherence and environment control 
measures are adequate, then step up one step 
(if not well controlled ) or two steps (if very 
poorly controlled).


— If an alternative treatment was used initially,
discontinue its use and use the preferred 
treatment option before stepping up therapy.


— A short course of oral systemic cortico-
steroids may be considered to gain more 
rapid control for patients whose asthma 
frequently interrupts sleep or normal daily 
activities or who are experiencing an 
exacerbation at the time of assessment.


— If lack of control persists, consider alternative 
diagnoses before stepping up further.


— If the patient experiences side effects,
consider different treatment options.


To maintain control of asthma, regular followup con-
tact is essential because asthma often varies over time.


n Schedule patient contact at 1- to 6-month intervals;
the interval will depend on such factors as the level 
or duration of asthma control and the level of
treatment required.


n Consider a step down in therapy once asthma is 
well controlled for at least 3 months. A step down 
is necessary to identify the minimum therapy 
required to maintain good control. A reduction 
in therapy should be gradual and must be closely 
monitored. Studies are limited in guiding therapy 
reduction. In general, the dose of ICS may be 
reduced 25 percent to 50 percent every 3 months 
to the lowest possible dose.


n Consider seasonal periods of daily long-term 
control therapy for patients who have asthma 







symptoms only in relation to certain seasons (e.g.,
seasonal pollens, allergens, or viral respiratory 
infections) and who have intermittent asthma the 
rest of the year. This approach has not been 
rigorously evaluated; close monitoring for 2–6 
weeks after therapy is discontinued is essential to 
assure sustained asthma control.


Stepwise Treatment Recommendations for 
Different Ages


Recommendations for treatments in the different
steps are presented in three different age groups 
(0–4 years, 5–11 years, and 12 years and older)
because the course of the disease may change over
time, the relevance of measures of impairment or risk
and the potential short- and long-term impact of
medications may be age related, and varied levels of
scientific evidence are available for the different ages.


Steps for Children 0–4 Years of Age


See figure 13, for recommended treatments in the 
different steps and figures 17–19 for recommended
medication dosages. In addition to the general 
principles of the stepwise approach, special consider-
ations for this age group include initiating therapy,
selecting among treatment options, and monitoring
response to therapy.


The initiation of daily long-term control therapy in
children ages 0–4 years is recommended as follows:


n It is recommended for reducing impairment and 
risk of exacerbations in infants and young children 
who had four or more episodes of wheezing in the 
past year that lasted more than 1 day and affected 
sleep AND who have a positive asthma predictive 
index (either (1) one of the following: a parental 
history of asthma, a physician’s diagnosis of
atopic dermatitis, or evidence of sensitization 
to aeroallergens; OR (2) two of the following:
evidence of sensitization to foods, >4 percent 
peripheral blood eosinophilia, or wheezing apart 
from colds).


n It should be considered for reducing impairment 
in infants and young children who consistently 
require symptomatic treatment >2 days per week 
for a period of more than 4 weeks.


n It should be considered for reducing risk in infants 
and young children who have two exacerbations 
requiring systemic corticosteroids within 6 months.


n It may be considered for use only during periods,
or seasons, of previously documented risk (e.g.,
during seasons of viral respiratory infections).


The decision about when to start long-term daily
therapy is difficult. The chronic airway inflammatory
response in asthma can develop in the preschool
years; for example, between 50–80 percent of children
who have asthma developed symptoms before their
fifth birthday. Adequate treatment will reduce the
burden of illness, and underdiagnosis and undertreat-
ment are key problems in this age group. Not all
wheeze and cough are caused by asthma, however,
and caution is needed to avoid giving inappropriate,
prolonged therapy.


Initiating long-term control therapy will depend 
on consideration of issues regarding diagnosis 
and prognosis.


— Viral respiratory infections are the most 
common cause of asthma symptoms in this age
group, and many children who wheeze with 
respiratory infections respond well to asthma 
therapy even though the diagnosis of asthma is 
not clearly established. For children who have 
exacerbations with viral infections, exacerba-
tions are often severe (requiring emergency 
care or hospitalization), yet the child has 
no significant symptoms in between these 
exacerbations. These children have a low level 
of impairment but a high level of risk.


— Most young children who wheeze with viral 
respiratory infection experience a remission 
of symptoms by 6 years of age, perhaps due to 
growing airway size.


— However, two-thirds of children who have 
frequent wheezing AND also have a positive 
asthma predictive index (see above) are likely 
to have asthma throughout childhood. Early 
identification of these children allows appropriate
treatment with environmental control 
measures and medication to reduce morbidity.


Select medications with the following considerations 
for young children:


n Asthma treatment for young children, especially 
infants, has not been studied adequately. Most 
recommendations are based on limited data and 
extrapolations from studies in older children and 
adults. Preferred treatment options are based on 
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individual drug efficacy studies in this age group;
comparator trials are not available.


n The following long-term control medications are 
FDA approved for the following ages in young 
children: ICS budesonide nebulizer solution (1–8 
years of age); ICS fluticasone dry power inhaler 
(DPI) (>4 years of age); LABA salmeterol DPI,
alone or in combination with ICS (>4 years of age);
LTRA montelukast (chewable tablets, 2–6 years of
age; granules, down to 1 year old).


n Several delivery devices are available, and the doses 
received may vary considerably among devices and 
age groups. In general, children <4 years of age 
will have less difficulty with a face mask and either 
(1) a nebulizer or (2) an MDI with a VHC. (See 
figure 10 above.)


n ICSs are the preferred long-term control medication
for initiating therapy. The benefits of ICSs out
weigh any concerns about potential risks of a small,
nonprogressive reduction in growth velocity or 
other possible adverse effects. ICSs, as with all 
medications, should be titrated to as low a dose 
as needed to maintain control.


n For children whose asthma is not well controlled 
on low-dose ICS, few studies are available on 
stepup therapy in this age group, and the studies 
have mixed findings. Some data on children ≤4 
years old and younger show dose-dependent 
improvements in the domains of impairment and 
risk of exacerbation from taking ICS. Data from 
studies on LABA combined with ICS have only 
small numbers of 4-year-old children, and these 
data show improvement in the impairment but 
not risk domain. Adding a noncorticosteroid 
long-term control medication to medium-dose 
ICS may be considered before increasing the dose
of ICS to high dose to avoid potential risk of side
effects with high doses of medication.


Monitor response to therapy closely, because 
treatment of young children is often in the form of
a therapeutic trial.


n If a clear and beneficial response is not obvious 
within 4–6 weeks and the patient’s/family’s med-
ication technique and adherence are satisfactory,
treatment should be stopped. Alternative therapies
or alternative diagnoses should be considered.


n If a clear and beneficial response is sustained for
at least 3 months, consider a step down to evalu-
ate the need for continued daily long-term control
therapy. Children in this age group have high rates
of spontaneous remission of symptoms.


Steps for Children 5–11 Years of Age


See figure 13, “Stepwise Approach for Managing
Asthma Long Term in Children, 0–4 Years of Age and
5–11 Years of Age,” for recommended treatments in
different steps and figures 17, 18, and 19 for recom-
mended medication dosages. Special considerations
for this age group include the following:


Promote active participation in physical activities,
exercise, and sports because physical activity is an
essential part of a child’s life. Treatment immediate-
ly before vigorous activity usually prevents EIB 
(see section on “Exercise-Induced Bronchospasm”).
However, if the child has poor endurance or has
symptoms during usual play activities, a step up 
in therapy is warranted.


Directly involve children ≥10 years of age (and
younger children as appropriate) in developing
their written asthma action plans and reviewing
their adherence. This involvement may help address
developmental issues of emerging independence by
building the children’s confidence, increasing person-
al responsibility, and gaining problem-solving skills.


Encourage parents to take a copy of the written
asthma action plan to the student’s school, or 
childcare or extended care setting, or camp.


Consider the following when selecting treatment
options:


n ICSs are the preferred long-term control therapy.
The benefits of ICSs outweigh any concerns about
potential risks of a small, nonprogressive reduction
in growth velocity or other possible adverse effects.
ICSs, as with all medications, should be titrated 
to as low a dose as needed to maintain control.
High-quality evidence demonstrates the effective-
ness of ICS in children 5–11 years of age, and 
comparator studies demonstrate improved control
with ICS on a range of asthma outcomes compared
to other long-term control medications.


n Step up treatment options for children whose asth-
ma is not well controlled on low-dose ICS have not
been adequately studied or compared in this age
group. The selection will depend on the domain 
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SAMPLE RECORD FOR MONITORING THE RISK DOMAIN IN CHILDREN:  RISK OF ASTHMA PROGRESSION 
(INCREASED EXACERBATIONS OR NEED FOR DAILY MEDICATION, OR LOSS OF LUNG FUNCTION), AND 
POTENTIAL ADVERSE EFFECTS OF CORTICOSTEROID THERAPY


Patient name:


Date


ICS daily dose*


LTRA


LABA


Theophylline


Other


FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; ICS, inhaled corticosteroid; LABA, long-acting beta2 agonist; LTRA, leukotriene
receptor antagonist


*Consider ophthalmologic exam and bone density measurement in children using high doses of ICS or multiple courses of oral corticosteroids.


Long-term control medication


Significant exacerbations


Long-term control medication


Potential risk of adverse corticosteroid effects 
(as indicated by corticosteroid dose and duration of treatment)


Exacerbations (number/month) 


Oral systemic corticosteroids (number/year)*


Hospitalization (number/year) 


Prebronchodilator FEV1/FVC


Prebronchodilator FEV1 percent predicted


Postbronchodilator FEV1 percent predicted


Percent bronchodilator reversibility


Height, cm


Percentile
Plots of growth velocity







of particular relevance (impairment, risk, or both)
and clinician–patient preference.


— For the impairment domain:


• Children who have low lung function and >2
days per week impairment may be better served
by adding a LABA to a low dose of ICS (based 
on studies in older children and adults).


• Increasing the dose of ICS to medium dose can
improve symptoms and lung function in those
children who have greater levels of impairment
(based on studies in children).


• One study in children suggests some benefit in
the impairment domain with adding LTRA.


— For the risk domain:


• Studies have not demonstrated that adding 
LABA or LTRA reduces exacerbations in children.
Adding LABA has the potential risk of rare 
life-threatening or fatal exacerbations.


• Studies in older children and adults show that
increasing the dose of ICS can reduce the risk of
exacerbations, but this may require up to a four-
fold increase in the dose. This dose may increase
the potential risk of systemic effects, although 
the risk is small within the medium-dose range.


n The need for step 4 care usually involves children
who have a low level of lung function contributing
to their impairment. The combination of ICS and
LABA is preferred, on the basis of studies in older
children and adults.


n Before maintenance dose of oral corticosteroids is
initiated in step 6, consider a 2-week course of oral
corticosteroids to confirm clinical reversibility,
measured by spirometry, and the possibility of an
effective response to therapy. If the response is poor,
a careful review for other pulmonary conditions or
comorbid conditions should be conducted to ensure
that the primary diagnosis is severe asthma.


Monitor asthma progression. Declines in lung func-
tion or repeated periods of worsening asthma 
impairment may indicate a progressive worsening 
of the underlying severity of asthma. Although there
is no indication that treatment alters the progression
of the underlying disease in children, adjustments 
in treatment may be necessary to maintain asthma
control.


Steps for Youths 12 Years of Age and Adults


See figure 16, “Stepwise Approach for Managing
Asthma in Youths 12 Years of Age and Adults,” for
recommended treatment options in different steps
and figures 18 and 19, for recommended medication
dosages for youths 12 years of age and adults.


Special considerations for this age group include 
the following:


For youths:


n Involve adolescents in the development of their 
written asthma action plans and reviewing their 
adherence.


n Encourage students to take a copy of their plan 
to school, after school programs, and camps.


n Encourage adolescents to be physically active.


For older adults:


n Consider a short course of oral systemic 
corticosteroids to establish reversibility and the 
extent of possible benefit from asthma treatment.
Chronic bronchitis and emphysema may coexist 
with asthma.


n Adjust medications as necessary to address 
coexisting medical conditions. For example,
consider calcium and vitamin D supplements for 
patients who take ICS and have risk factors for 
osteoporosis. Consider increased sensitivity to side 
effects of bronchodilators, especially tremor and 
tachycardia with increasing age, and increased 
possibilities for drug interactions with theophylline.
Consider also that NSAIDs prescribed for arthritis 
and the beta-blockers prescribed for hypertension 
or glaucoma may exacerbate asthma.


n Review the patient’s technique and adherence 
in using medications, and make necessary 
adjustments. Physical or cognitive impairments 
may make proper technique difficult.


Consider the following when selecting treatment
options:


n Recommended treatment for step 3 weighs the 
high-quality evidence demonstrating the benefits of
adding LABA to low-dose ICS against the potential 
risk of rare life-threatening or fatal exacerbations 
with the use of LABA. The selection will depend 
on the domain of particular relevance (impair-
ment, risk, or both) and clinician–patient preference.
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— Adding LABA more consistently results in 
improvements in the impairment domain 
compared to increasing the dose of ICS.


— If the risk domain is of particular concern, then
a balance of potential risks needs to be considered.


• Adding LABA to low-dose ICS reduces the fre-
quency of exacerbations to a greater extent than
doubling the dose of ICS, but adding LABA has 
the potential risk of rare life-threatening or fatal
exacerbations.


• Increasing the dose of ICS can significantly reduce 
the risk of exacerbations, but this benefit may
require up to a fourfold increase in the ICS dose.
This dose may increase the potential risk of
systemic effects, although the risk is small within
the medium-dose range.


n Comparator studies demonstrate significantly 
greater improvements with adding LABA to ICS 
compared to other adjunctive therapies.


n Clinicians who administer omalizumab are advised 
to be prepared and equipped for the identification 
and treatment of anaphylaxis that may occur, to 
observe patients for an appropriate period of time 
following each omalizumab injection (the optimal 
length of the observation is not established), and to
educate patients about the risks of anaphylaxis and 
how to recognize and treat it if it occurs (e.g., using
prescription auto injectors for emergency self
treatment, and seeking immediate medical care).


Managing Special Situations


Patients who have asthma may encounter situations
that will require adjustments to their asthma manage-
ment to keep their asthma under control, such as 
EIB, pregnancy, and surgery.


Exercise-Induced Bronchospasm


EIB should be anticipated in all asthma patients. A
history of cough, shortness of breath, chest pain or
tightness, wheezing, or endurance problems during
exercises suggests EIB. An exercise challenge,
in which a 15 percent decrease in PEF or FEV1
(measured before and after exercise at 5-minute inter-
vals for 20–30 minutes) will establish the diagnosis.


An important dimension of adequate asthma control


is a patient’s ability to participate in any activity he or
she chooses without experiencing asthma symptoms.
EIB should not limit either participation or success 
in vigorous activities.


Recommended treatments for EIB include:


n Long-term control therapy, if appropriate.
Frequent or severe EIB may indicate the need to
initiate or step up long-term control medications.


n Pretreatment before exercise:


— Inhaled beta2-agonists will prevent EIB for 
more than 80 percent of patients. SABA used 
shortly before exercise may be helpful for 2–3 
hours. LABA can be protective up to 12 hours,
but there is some shortening of the duration of
protection when LABA is used on a daily basis.
Frequent or chronic use of LABA as pretreat-
ment for EIB is discouraged, as it may disguise
poorly controlled persistent asthma.


— LTRAs, with an onset of action generally hours 
after administration, can attenuate EIB in up 
to 50 percent of patients.


— Cromolyn or nedocromil taken shortly before 
exercise is an alternative treatment, but it is 
not as effective as SABAs.


— A warmup period before exercise may reduce 
the degree of EIB.


— A mask or scarf over the mouth may attenuate 
cold-induced EIB.


Pregnancy


Maintaining asthma control during pregnancy is
important for the health and well-being of both the
mother and her baby. Maintaining lung function 
is important to ensure oxygen supply to the fetus.
Uncontrolled asthma increases the risk of perinatal
mortality, preeclampsia, preterm birth, and 
low-birth-weight infants. It is safer for pregnant
women to be treated with asthma medications than
to have asthma symptoms and exacerbations.


n Monitor the level of asthma control and lung 
function during prenatal visits. The course of
asthma improves in one-third of women and 
worsens for one-third of women during pregnancy.
Monthly evaluations of asthma will allow the 
opportunity to step up therapy if necessary and to
step down therapy if possible.
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n Albuterol is the preferred SABA. The most data 
related to safety during human pregnancy are 
available for abuterol.


n ICSs are the preferred long-term control 
medication. Budesonide is the preferred ICS
because more data are available on using budesonide
in pregnant women than are available on other ICSs,
and the data are reassuring. However, no data 
indicate that the other ICS preparations are unsafe
during pregnancy.


Surgery


Patients who have asthma are at risk for complica-
tions during and after surgery. These complications
include acute bronchoconstriction triggered by 
intubation, hypoxemia and possible hypercapnia,
impaired effectiveness of cough, atelectasis, and 
respiratory infection, and, if a history of sensitivity 
is present, reactions to latex exposure or some 
anesthetic agents.


The following actions are recommended to reduce
the risk of complications during surgery:


n Before surgery, review the level of asthma control,
medication use (especially oral systemic cortico-
steroids within the past 6 months), and pulmonary 
function.


n Provide medications before surgery to improve 
lung function if lung function is not well 
controlled. A short course of oral systemic 
corti costeroids may be necessary.


n For patients receiving oral systemic corticosteroids 
during the 6 months prior to surgery and for 
selected patients on long-term high-dose ICS, give
100 mg hydrocortisone every 8 hours intravenously
during the surgical period, and reduce the dose
rapidly within 24 hours after surgery.


Disparities


Multiple factors contribute to the higher rates of
poorly controlled asthma and asthma deaths among
Blacks and Latinos compared to Whites. These 
factors include socioeconomic disparities in access to
quality medical care, underprescription and under-
utilization of long-term control medication, cultural
beliefs and practices about asthma management, and
perhaps biological and pathophysiological differences
that affect the underlying severity of asthma and
response to treatment. Heightened awareness of


disparities and cultural barriers, improving access
to quality care, and improving communication
strategies between clinicians and ethnic or racial
minority patients regarding use of asthma 
medications may improve asthma outcomes.
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FIGURE 17. USUAL DOSAGES FOR LONG-TERM CONTROL MEDICATIONS*


Medication
0–4 Years
of Age


Methylprednisolone


2, 4, 8, 16,
32 mg tablets


Prednisolone


5 mg tablets,
5 mg/5 cc,
15 mg/5 cc


Prednisone


1, 2.5, 5, 10, 20,
50 mg tablets;
5 mg/cc,
5 mg/5 cc


0.25–2 mg/kg
daily in single
dose in a.m. or
qod as needed
for control


Short-course
“burst”: 1–2
mg/kg/day, maxi-
mum 60 mg/day
for 3–10 days


5–11 Years
of Age


0.25–2 mg/kg
daily in single
dose in a.m. or
qod as needed
for control


Short-course
“burst”: 1–2
mg/kg/day, maxi-
mum 60 mg/day
for 3–10 days


≥12 Years of
Age and Adults


7.5–60 mg daily
in a single dose
in a.m. or qod
as needed for
control


Short-course
“burst”: to
achieve control,
40–60 mg per
day as single or
2 divided doses
for 3–10 days


n Short-term use: reversible
abnormalities in glucose metabo-
lism, increased appetite, fluid
retention, weight gain, mood
alteration, hypertension, peptic
ulcer, and rarely aseptic necrosis.


n Long-term use: adrenal axis
suppression, growth suppression,
dermal thinning, hypertension,
diabetes, Cushing’s syndrome,
cataracts, muscle weakness,
and—in rare instances
—impaired immune function.


n Consideration should be given to
coexisting conditions that could
be worsened by systemic corti-
costeroids, such as herpes virus
infections, varicella, tuberculosis,
hypertension, peptic ulcer, dia-
betes mellitus, osteoporosis, and
Strongyloides


Potential Adverse Effects


Inhaled Corticosteroids (See Figure 18, “Estimated Comparative Daily Dosages for ICSs.”)


Key: DPI, dry powder inhaler; EIB, exercise-induced broncospasm; HFA, hydrofluoroalkane; ICS, inhaled corticosteroids; IgE, immunoglobulin E; MDI, metered-dose inhaler; 
NA, not available (either not approved, no data available, or safety and efficacy not established for this age group); SABA, short-acting beta2-agonist


*Note: Dosages are provided for those products that have been approved by the U.S. Food and Drug Administration or have sufficient clinical trial safety and efficacy data 
in the appropriate age ranges to support their use.


Comments (not all inclusive)


n For long-term treatment of severe 
persistent asthma, administer single 
dose in a.m. either daily or on alternate
days (alternate-day therapy may 
produce less adrenal suppression).


n Short courses or “bursts” are effective 
for establishing control when initiating
therapy or during a period of gradual 
deterioration.


n There is no evidence that tapering 
the dose following improvement in 
symptom control and pulmonary function
prevents relapse.


n Children receiving the lower dose 
(1 mg/kg/day) experience fewer 
behavioral side effects, and it appears 
to be equally efficacious.


n For patients unable to tolerate the liquid
preparations, dexamethasone syrup at 
0.4 mg/kg/day may be an alternative.
Studies are limited, however, and the
longer duration of activity increases the
risk of adrenal suppression.


Oral Systemic Corticosteroids                    (Apply to all three corticosteriods.)


Salmeterol


DPI 50 mcg/
blister


Formoterol


DPI 12 mcg/
single-use 
capsule


NA


NA


1 blister 
q 12 hours


1 capsule
q 12 hours


1 blister
q 12 hours


1 capsule
q 12 hours


n Tachycardia, skeletal muscle
tremor, hypokalemia, prolongation
of QTc interval in overdose.


n A diminished bronchoprotective
effect may occur within 1 week
of chronic therapy. Clinical signif-
icance has not been established.


n Potential risk of uncommon,
severe, life-threatening or fatal
exacerbation; see text for addi-
tional discussion regarding safety
of LABAs.


n Should not be used for acute 
symptom relief or exacerbations.
Use only with ICSs.


n Decreased duration of protection against
EIB may occur with redgular use.


n Most children <4 years of age cannot
provide sufficient inspiratory flow for 
adequate lung delivery.


n Do not blow into inhaler after dose is 
activated.


n Each capsule is for single use only; addi-
tional doses should not be administered
for at least 12 hours.


n Capsules should be used only with the
inhaler and should not be taken orally.


Inhaled Long-Acting Beta2-Agonists (LABAs) (Apply to both LABAs.)
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FIGURE 17. USUAL DOSAGES FOR LONG-TERM CONTROL MEDICATIONS* (continued)


Medication
0–4 Years
of Age


Fluticasone/Salmeterol


DPI
100 mcg/50 mcg,
250 mcg/50 mcg,
or 500 mcg/
50 mcg


HFA
45 mcg/21 mcg
115 mcg/21 mcg
230 mcg/21 mcg


NA


5–11 Years
of Age


1 inhalation bid,
dose depends on
level of severity 
or control 


≥12 Years of
Age and Adults


1 inhalation bid;
dose depends on
level of severity 
or control


n See notes for ICS and LABA.


Potential Adverse Effects Comments (not all inclusive)


n There have been no clinical trials in 
children <4 years of age.


n Most children <4 years of age cannot
provide sufficient inspiratory flow for 
adequate lung delivery.


n Do not blow into inhaler after dose is 
activated.


n 100/50 DPI or 45/21 HFA for patients
who have asthma not controlled on 
low- to medium-dose ICS


n 250/50 DPI or 115/21 HFA for patients
who have asthma not controlled on 
medium to high dose ICS.


Combined Medication


Budesonide/
Formoterol


HFA MDI
80 mcg/4.5 mcg
160mcg/4.5 mcg


NA 2 puffs bid, dose
depends on level
of severity or 
control


2 puffs bid; dose
depends on level
of severity or 
control


n See notes for ICS and LABA.


Cromolyn


MDI 
0.8 mg/puff


Nebulizer
20 mg/ampule


Nedocromil


MDI
1.75 mg/puff


NA


1 ampule qid
NA <2 years of
age


NA <6 years of
age


2 puffs qid


1 ampule qid


2 puffs qid


2 puffs qid


1 ampule qid


2 puffs qid


n Cough and irritation.
n 15–20 percent of patients 


complain of an unpleasant taste
from nedocromil.


n Safety is the primary advantage 
of these 


Cromolyn/Nedocromil 


n One dose of cromolyn before exercise 
or allergen exposure provides effective
prophylaxis for 1–2 hours. Not as 
effective as inhaled beta2-agonists for 
EIB as SABA.


n 4- to 6-week trial of cromolyn or
nedocromil may be needed to determine
maximum benefit.


n Dose by MDI may be inadequate to 
affect hyperresponsiveness.


n Once control is achieved, the frequency 
of dosing may be reduced.


n There have been no clinical trials in 
children <4 years of age.


n Currently approved for use in youths 
≥12 years of age. Dose for children 
5–12 years of age based on clinical 
trials using DPI with slightly different
delivery characteristics.


n 80/4.5 for patients who have asthma 
not controlled on low- to medium-dose
ICS.


n 160/4.5 for patients who have asthma 
not controlled on medium- to high-dose
ICS.
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FIGURE 17. USUAL DOSAGES FOR LONG-TERM CONTROL MEDICATIONS* (continued)


Medication
0–4 Years
of Age


5–11 Years
of Age


≥12 Years of
Age and Adults Potential Adverse Effects Comments (not all inclusive)


Omalizumab 
(Anti IgE)


Subcutaneous 
injection, 150 mg/
1.2 mL following 
reconstitution with 
1.4 mL sterile 
water for injection


NA NA 150–375 mg SC
q 2–4 weeks,
depending on
body weight and
pretreatment
serum IgE level


n Pain and bruising of injection sites
in 5–20 percent of patients.


n Anaphylaxis has been reported in
0.2% of treated patients.


n Malignant neoplasms were 
reported in 0.5 percent of patients 
compared to 0.2 percent receiving
placebo; relationship to drug is
unclear.


n Do not administer more than 150 mg 
per injection site.


n Monitor patients following injections; be
prepared and equipped to identify and
treat anaphylaxis that may occur.


n Whether patients will develop significant
antibody titers to the drug with 
long-term administration is unknown.


Leukotriene Receptor
Antagonists (LTRAs) 


Montelukast


4 mg or 5 mg
chewable tablet


4 mg granule 
packets


10 mg tablet


Zafirlukast


10 mg tablet


20 mg tablet


4 mg qhs
(1–5 years of
age)


NA


5 mg qhs
(6–14 years of
age)


10 mg bid
(7–11 years of
age)


10 mg qhs


40 mg daily
(20 mg tablet 
bid)


n No specific adverse effects have 
been identified.


n Rare cases of Churg-Strauss
have occurred, but the 
association is unclear.


n Postmarketing surveillance has
reported cases of reversible 
hepatitis and, rarely, irreversible
hepatic failure resulting in death
and liver transplantation.


Leukotriene Modifiers


n Montelukast exhibits a flat dose-response
curve. Doses >10 mg will not produce 
a greater response in adults.


n No more efficacious than placebo in
infants ages 6–24 months.


n As long-term therapy may attenuate 
exercise-induced bronchospasm in some
patients, but less effective than ICS therapy.


n For zafirlukast, administration with meals 
decreases bioavailability; take at least 
1 hour before or 2 hours after meals.


n Zarfirlukast is a microsomal P450 enzyme
inhibitor that can inhibit the metabolism 
of warfarin. Doses of these drugs should
be monitored accordingly.


n Monitor hepatic enzymes (ALT). Warn
patients to discontinue use if they 
experience signs and symptoms of liver
dysfunction.


Immunomodulators


5-Lipoxygenase
Inhibitor


Zileuton
600 mg tablet


NA NA 2,400 mg daily
(give tablets qid)


n Elevation of liver enzymes has
been reported. Limited case
reports of reversible hepatitis and
hyperbilirubinemia.


n For zileuton, monitor hepatic enzymes (ALT).
n Zileuton is a microsomal P450 enzyme


inhibitor that can inhibit the metabolism
of warfarin and theophylline. Doses 
of these drugs should be monitored
accordingly.


Theophylline


Liquids, sustained-
release tablets,
and capsules


Starting dose 
10 mg/kg/day;
usual maximum:
n <1 year of


age: 0.2 (age
in weeks) + 5
= mg/kg/day


n ≥1 year 
of age:
16 mg/kg/day


Starting dose 
10 mg/kg/day;
usual maximum:
16 mg/kg/day


Starting dose
10 mg/kg/day up
to 300 mg
maximum; usual
maximum:
800 mg/day


n Dose-related acute toxicities
include tachycardia, nausea and
vomiting, tachyarrhythmias (SVT),
central nervous system stimula-
tion, headache, seizures,
hematemesis, hyperglycemia,
and hypokalemia.


n Adverse effects at usual 
therapeutic doses include
insomnia, gastric upset,
aggravation of ulcer or reflux,
increase in hyperactivity in
some children, difficulty in 
urination in elderly males
who have prostatism.


Methylxanthines


n Adjust dosage to achieve serum
concentration of 5–15 mcg/mL at steady
state (at least 48 hours on same dosage).


n Due to wide interpatient variability 
in theophylline metabolic clearance,
routine serum theophylline level 
monitoring is essential.


n Patients should be told to discontinue 
if they experience toxicity.


n Various factors (diet, food, febrile illness,
age, smoking, and other medications) 
can affect serum concentrations. See
EPR—3 Full Report 2007 and package
inserts for details.
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FIGURE 18. ESTIMATED COMPARATIVE DAILY DOSAGES FOR INHALED CORTICOSTEROIDS


Beclomethasone HFA
40 or 80 mcg/puff


Budesonide DPI
90, 180, or 200
mcg/inhalation


Budesonide Inhaled
Inhalation suspension
for nebulization


Flunisolide
250 mcg/puff


Flunisolide HFA 
80 mcg/puff


Fluticasone 
HFA/MDI: 44, 110, or 
220 mcg/puff
DPI: 50, 100, or
250 mcg/inhalation


Mometasone DPI
200 mcg/inhalation


Triamcinolone 
acetonide
75 mcg/puff


NA


NA


0.25–0.5 mg


NA


NA


176 mcg


NA


NA


NA


80–160 mcg


180–400 mcg


0.5 mg


500–750 mcg


160 mcg


88–176 mcg


100–200 mcg


NA


300–600 mcg


80–240 mcg


180–600 mcg


NA


500–1,000 mcg


320 mcg


88–264 mcg


100–300 mcg


200 mcg


300–750 mcg


NA


NA


>0.5–1.0 mg


NA


NA


>176–352 mcg


NA


NA


NA


Key: DPI, dry power inhaler; HFA, hydrofluoroalkane; MDI, metered-dose inhaler; NA, not available (either not approved, no data available, or safety and efficacy not established for this age group)


>160–320 mcg


>400–800 mcg


1.0 mg


1,000–
1,250 mcg


320 mcg


>176–352 mcg


>200–400 mcg


NA


>600–900 mcg


>240–480 mcg


>600–
1,200 mcg


NA


>1,000–
2,000 mcg


>320–640 mcg


>264–440 mcg


>300–500 mcg


400 mcg


>750–
1,500 mcg


NA


NA


>1.0 mg


NA


NA


>352 mcg


NA


NA


NA


>320 mcg


>800 mcg


2.0 mg


>1,250 mcg


≥640 mcg


>352 mcg


>400 mcg


NA


>900 mcg


Drug


>480 mcg


>1,200 mcg


NA


>2,000 mcg


>640 mcg


>440 mcg


>500 mcg


>400 mcg


>1,500 mcg


Therapeutic Issues:


n The most important determinant of appropriate dosing is the clinician’s judgment of the patient’s response to therapy. The clinician must monitor the patient’s response on several
clinical parameters and adjust the dose accordingly. Once control of asthma is achieved, the dose should be carefully titrated to the minimum dose required to maintain control.


n Preparations are not interchangeable on a mcg or per puff basis. This figure presents estimated comparable daily doses. See EPR—3 Full Report 2007 for full discussion.


n Some doses may be outside package labeling, especially in the high-dose range. Budesonide nebulizer suspension is the only inhaled corticosteroid (ICS) with FDA-approved 
labeling for children <4 years of age.


n For children <4 years of age: The safety and efficacy of ICSs in children <1 year has not been established. Children <4 years of age generally require delivery of ICS (budesonide
and fluticasone HFA) through a face mask that should fit snugly over nose and mouth and avoid nebulizing in the eyes. Wash face after each treatment to prevent local corticos-
teroid side effects. For budesonide, the dose may be administered 1–3 times daily. Budesonide suspension is compatible with albuterol, ipratropium, and levalbuterol nebulizer
solutions in the same nebulizer. Use only jet nebulizers, as ultrasonic nebulizers are ineffective for suspensions. For fluticasone HFA, the dose should be divided 2 times daily; 
the low dose for children <4 years of age is higher than for children 5–11 years of age due to lower dose delivered with face mask and data on efficacy in young children.


Potential Adverse Effects of Inhaled Corticosteroids:


n Cough, dysphonia, oral thrush (candidiasis).


n Spacer or valved holding chamber with non-breath-actuated MDIs and mouthwashing and spitting after inhalation decrease local side effects.


n A number of the ICSs, including fluticasone, budesonide, and mometasone, are metabolized in the gastrointestinal tract and liver by CYP 3A4 isoenzymes. Potent inhibitors of 
CYP 3A4, such as ritonavir and ketoconazole, have the potential for increasing systemic concentrations of these ICSs by increasing oral availability and decreasing systemic 
clearance. Some cases of clinically significant Cushing syndrome and secondary adrenal insufficiency have been reported.


n In high doses, systemic effects may occur, although studies are not conclusive, and clinical significance of these effects has not been established (e.g., adrenal suppression,
osteoporosis, skin thinning, and easy bruising). In low-to-medium doses, suppression of growth velocity has been observed in children, but this effect may be transient, and 
the clinical significance has not been established.


Child 0–4
Years of Age


Child 5–11
Years of Age


≥12 Years 
of Age and


Adults


Low Daily Dose


Child 0–4
Years of Age


Child 5–11
Years of Age


≥12 Years
of Age and


Adults


Medium Daily Dose


Child 0–4
Years of Age


Child 5–11
Years of Age


≥12 Years
of Age and


Adults


High Daily Dose
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FIGURE 19. USUAL DOSAGES FOR QUICK-RELIEF MEDICATIONS* 


Medication
<5 Years
of Age


MDI


Albuterol CFC


90 mcg/puff,
200 puffs/canister


Albuterol HFA


90 mcg/puff,
200 puffs/canister


Levalbuterol HFA


45 mcg/puff,
200 puffs/canister


Pirbuterol CFC
Autohaler


200 mcg/puff,
400 puffs/canister


1–2 puffs
5 minutes before
exercise


2 puffs every 
4–6 hours, as
needed for 
symptoms


NA <4 years of
age


NA


5–11 Years
of Age


2 puffs
5 minutes before
exercise


2 puffs every 
4–6 hours, as
needed for 
symptoms


NA


≥12 Years of
Age and Adults


2 puffs
5 minutes before
exercise


2 puffs every 
4–6 hours, as
needed for 
symptoms


n Tachycardia, skeletal muscle
tremor, hypokalemia,
increased lactic acid,
headache, hyperglycemia.
Inhaled route, in general,
causes few systemic
adverse effects. Patients
with preexisting cardiovas-
cular disease, especially the
elderly, may have adverse
cardiovascular reactions
with inhaled therapy.


Potential Adverse Effects Comments (not all inclusive) 


n Drugs of choice for acute bronchospasm.
n Differences in potencies exist, but all 


products are essentially comparable on a 
puff per puff basis.


n An increasing use or lack of expected effect 
indicates diminished control of asthma.


n Not recommended for long-term daily treat-
ment. Regular use exceeding 2 days/week 
for symptom control (not prevention of EIB)
indicates the need for additional long-term
control therapy.


n May double usual dose for mild exacerbations.
n For levalbuterol, prime the inhaler by releasing 


4 actuations prior to use.
n For HFA: periodically clean HFA actuator, as


drug may plug orifice.
n For autohaler: children <4 years of age 


may not generate sufficient inspiratory flow 
to activate an auto-inhaler.


n Nonselective agents (i.e., epinephrine,
isoproterenol, metaproterenol) are not recom-
mended due to their potential for excessive
cardiac stimulation, especially in high doses.


Inhaled Short-Acting Beta2-Agonists


Key: CFC, chlorofluorocarbon; ED, emergency department; EIB, exercise-induced bronchospasm; HFA, hydrofluoroalkane; IM, intramuscular; MDI, metered-dose inhaler; 
NA, not available (either not approved, no data available, or safety and efficacy not established for this age group); PEF, peak expiratory flor; SABA, short-acting beta2-agonist


*Dosages are provided for those products that have been approved by the U.S. Food and Drug Administration (FDA) or have sufficient clinical trial safety and efficacy data in the
appropriate age ranges to support their use.


Nebulizer solution


Albuterol


0.63 mg/3 mL
1.25 mg/3 mL
2.5 mg/3 mL
5 mg/mL (0.5%)


Levalbuterol 
(R-albuterol)


0.31 mg/3 mL
0.63 mg/3 mL
1.25 mg/0.5 mL
1.25 mg/3 mL


0.63–2.5 mg in 
3 cc of saline 
q 4–6 hours, as
needed


0.31–1.25 mg 
in 3 cc 
q 4–6 hours, as
needed for symp-
toms


1.25–5 mg in 
3 cc of saline 
q 4–8 hours, as
needed


0.31–0.63 mg,
q 8 hours,
as needed for
symptoms


1.25–5 mg in 
3 cc of saline 
q 4–8 hours, as
needed


0.63 mg–
1.25 mg
q 8 hours,
as needed for
symptoms


(Same as with MDI)


(Same as with MDI)


n May mix with cromolyn solution, budesonide
inhalant suspension, or ipratropium solution
for nebulization. May double dose for severe
exacerbations.


n Does not have FDA-approved labeling for 
children <6 years of age.


n Compatible with budesonide inhalant 
suspension. The product is a sterile-filled 
preservative-free unit dose vial.


Dose applies 
to Albuterol.


Dose applies
to
Albuterol/and
Levalbuterol.


Dose applies
to all four
SABAs


Apply to all four (SABAs)
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FIGURE 19. USUAL DOSAGES FOR QUICK-RELIEF MEDICATIONS* (continued)


Medication
<5 Years
of Age


5–11 Years
of Age


≥12 Years of
Age and Adults Potential Adverse Effects Comments (not all inclusive)  


Ipratropium HFA


MDI


17 mcg/puff,
200 puffs/canister


Nebulizer solution


0.25 mg/mL 
(0.025%)


Ipratropium with     
albuterol


MDI


18 mcg/puff of 
ipratropium 
bromide and 
90 mcg/puff of   
albuterol


200 puffs/canister


Nebulizer solution


0.5 mg/3 mL 
ipratropium 
bromide and 
2.5 mg/3 mL       
albuterol


NA


NA


NA


NA


NA


NA


NA


NA


2–3 puffs 
q 6 hours


0.25 mg 
q 6 hours


2–3 puffs
q 6 hours


3 mL
q 4–6 hours


n Drying of mouth and 
respiratory secretions,
increased wheezing in
some individuals, blurred
vision if sprayed in eyes.
If used in the ED, produces
less cardiac stimulation
than SABAs.


n Multiple doses in the emergency department
(not hospital) setting provide additive benefit 
to SABA.


n Treatment of choice for bronchospasm due 
to beta-blocker medication.


n Does not block EIB.
n Reverses only cholinergically mediated 


bronchospasm; does not modify reaction 
to antigen.


n May be an alternative for patients who 
do not tolerate SABA.


n Has not proven to be efficacious as 
long-term control therapy for asthma.


n Contains EDTA to prevent discoloration of 
the solution. This additive does not induce
bronchospasm.


Anticholinergics


Methylprednisolone


2, 4, 6, 8, 16,
32 mg tablets


Prednisolone


5 mg tablets,
5 mg/5 cc,
15 mg/5 cc


Prednisone


1, 2.5, 5, 10, 20,
50 mg tablets; 
5 mg/cc,
5 mg/5 cc


Short course
“burst:”
1–2 mg/kg/
day, maximum 
60 mg/day, for
3–10 days


Short course
“burst”: 
1-2 mg/kg/day 
maximum 
60 mg/day
for 3–10 days


Short course
“burst”:
40–60 mg/day 
as single or 
2 divided doses
for 3–10 days


n Short-term use: reversible
abnormalities in glucose
metabolism, increased
appetite, fluid retention,
weight gain, facial flushing,
mood alteration, hyperten-
sion, peptic ulcer, and
rarely aseptic necrosis.


n Consideration should be
given to coexisting condi-
tions that could be wors-
ened by systemic corticos-
teroids, such as herpes
virus infections, varicella,
tuberculosis, hypertension,
peptic ulcer, diabetes 
mellitus, osteoporosis,
and Strongyloides.


(Applies to the first three corticosteroids.)


n Short courses or “bursts” are effective for
establishing control when initiating therapy 
or during a period of gradual deterioration.
Action may begin within an hour.


n The burst should be continued until patient
achieves 80 percent PEF personal best or 
symptoms resolve. This usually requires 
3–10 days but may require longer. There is
no evidence that tapering the dose following
improvement prevents relapse in asthma
exacerbations.


n Other systemic corticosteroids such as 
hydrocortisone and dexamethasone given 
in equipotent daily doses are likely to be as
effective as prednisolone.


Systemic Corticosteroids


Dosages apply to first three corticosteroids.
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FIGURE 19. USUAL DOSAGES FOR QUICK-RELIEF MEDICATIONS* (continued)


Medication
<5 Years
of Age


5–11 Years
of Age


≥12 Years of
Age and Adults Potential Adverse Effects Comments (not all inclusive) 


Repository 
injection


(Methylprednisolone
acetate)


40 mg/mL
80 mg/mL


7.5 mg/kg IM
once


240 mg IM once 240 mg IM once n May be used in place of a short burst of 
oral steroids in patients who are vomiting or 
if adherence is a problem.


Systemic Corticosteroids (continued)







Asthma exacerbations are acute or subacute episodes
of progressively worsening shortness of breath, cough,
wheezing, and chest tightness, or some combination of
these symptoms. Exacerbations are characterized by
decreases in expiratory airflow; objective measures of
lung function (spirometry or PEF) are more reliable
indicators of severity than symptoms are. Individuals
whose asthma is well controlled with ICSs have
decreased risk of exacerbations. However, these
patients can still be vulnerable to exacerbations, for
example, when they have viral respiratory infections.


Effective management of exacerbations incorporates
the same four components of asthma management
used in managing asthma long term: assessment 
and monitoring, patient education, environmental
control, and medications.


Classifying Severity


Do not underestimate the severity of an exacerba-
tion. Severe exacerbations can be life threatening
and can occur in patients at any level of asthma
severity—i.e., intermittent, or mild, moderate, or
severe persistent asthma. See figure 20, “Classifying
Severity of Asthma Exacerbations in the Urgent or
Emergency Care Setting.”


Patients at high risk of asthma-related death require
special attention—particularly intensive education,
monitoring, and care. Such patients should be
advised to seek medical care early during an exacer-
bation. Risk factors for asthma-related death include:


n Previous severe exacerbation (e.g., intubation or 
ICU admission for asthma)


n Two or more hospitalizations or >3 ED visits in the 
past year


n Use of >2 canisters of SABA per month


n Difficulty perceiving airway obstruction or the 
severity of worsening asthma


n Low socioeconomic status or inner-city residence


n Illicit drug use


n Major psychosocial problems or psychiatric disease


n Comorbidities, such as cardiovascular disease or 
other chronic lung disease


Home Management


Early treatment by the patient at home is the best 
strategy for managing asthma exacerbations.
Patients should be instructed how to:


n Use a written asthma action plan that notes when 
and how to treat signs of an exacerbation. A peak 
flow-based plan may be particularly useful for
patients who have difficulty perceiving airflow
obstruction or have a history of severe 
exacerbations.


n Recognize early indicators of an exacerbation,
including worsening PEF.


n Adjust their medications by increasing SABA and,
in some cases, adding a short course of oral 
systemic corticosteroids. Doubling the dose of
ICSs is not effective.


n Remove or withdraw from allergens or irritants in
the environment that may contribute to the 
exacerbation.


n Monitor response to treatment and promptly
communicate with the clinician about any serious
deterioration in symptoms or PEF or about
decreased responsiveness to SABA treatment,
including decreased duration of effect.


The following home management techniques are
not recommended because no studies demonstrate
their effectiveness and they may delay patients from
obtaining necessary care: drinking large volumes of
liquids; breathing warm, moist air; or using over-the-
counter products, such as antihistamines or cold
remedies. Pursed-lip and other forms of breathing
may help to maintain calm, but these methods do not
improve lung function.


Managing Exacerbations
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FIGURE 20. CLASSIFYING SEVERITY OF ASTHMA EXACERBATIONS IN THE URGENT OR EMERGENCY CARE SETTING


Symptoms and Signs


Mild


Moderate


Severe


Subset:  Life
threatening


Dyspnea only with
activity (assess 
tachypnea in young
children)


Initial PEF (or FEV1)


PEF ≥ 70 percent 
predicted or personal best


Clinical Course


n Usually cared for at home
n Prompt relief with inhaled SABA
n Possible short course of oral 


systemic corticosteroids


n Usually requires office or ED visit
n Relief from frequent inhaled SABA
n Oral systemic corticosteroids; 


some symptoms last for 
1–2 days after treatment is begun


n Usually requires ED visit and 
likely hospitalization


n Partial relief from frequent 
inhaled SABA


n Oral systemic corticosteroids; 
some symptoms last for 
>3 days after treatment is begun


n Adjunctive therapies are helpful


n Requires ED/hospitalization; 
possible ICU


n Minimal or no relief from 
frequent inhaled SABA


n Intravenous corticosteroids
n Adjunctive therapies are helpful


Key: ED, emergency department; FEV1, forced expiratory volume in 1 second; ICU, intensive care unit; PEF, peak expiratory flow;
SABA, short-acting beta2-agonist


Note: Patients are instructed to use quick-relief medications if symptoms occur or if PEF drops below 80 percent predicted or personal best. If
PEF is 50–79 percent, the patient should monitor response to quick-relief medication carefully and consider contacting a clinician. If PEF is below
50 percent, immediate medical care is usually required. In the urgent or emergency care setting, the following parameters describe the severity
and likely clinical course of an exacerbation.


Dyspnea interferes with 
or limits usual activity


PEF 40–69 percent 
predictedor personal
best


PEF <40 percent 
predicted or personal best


PEF <25 percent 
predicted or personal best


Dyspnea at rest; 
interferes with 
conversation


Too dyspneic to speak;
perspiring


Management in the Urgent or Emergency Care and 
Hospital Settings


Emergency medical services providers should have
prehospital protovols that allow administration of
SABA, supplemental oxygen, and (with appropriate
medical oversight) anticholinergics and oral systemic
corticosteriods to patients who have signs or symp-
toms of an asthma exacerbation.


Treatment strategies for managing moderate or severe
exacerbations in the urgent or emergency care setting
are described below. Also see figure 21 for a detailed
sequence of recommended actions for monitoring
and treatment and figure 22 for dosages of drugs for
asthma exacerbations.


n Administer supplemental oxygen to correct signifi-
cant hypoxemia in moderate or severe exacerbations.


n Administer repetitive or continuous administra-
tion of SABA to reverse airflow obstruction rapidly.


n Administer oral systemic corticosteroids to
decrease airway inflammation in moderate or
severe exacerbations or for patients who fail to
respond promptly and completely to SABA 
treatment.


n Monitor response to therapy with serial 
assessments.


— For children:
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FIGURE 21. MANAGEMENT OF ASTHMA EXACERBATIONS:  EMERGENCY DEPARTMENT AND HOSPITAL-BASED CARE


Key: FEV1, forced expiratory volume in 1 second; ICS, inhaled corticosteroid; MDI, metered-dose inhaler; PCO2, partial pressure carbon dioxide;
PEF, peak expiratory flow; SABA, short-acting beta2-agonist; SaO2, oxygen saturation
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FIGURE 22. DOSAGES OF DRUGS FOR ASTHMA EXACERBATIONS


Medication Child Dose* Adult Dose


Albuterol
Nebulizer solution


(0.63 mg/3 mL,
1.25 mg/3 mL,
2.5 mg/3 mL,
5.0 mg/mL) 


MDI
(90 mcg/puff)


Bitolterol
Nebulizer solution 


(2 mg/mL)


MDI
(370 mcg/puff)


Levalbuterol 
(R-albuterol)


Nebulizer solution
(0.63 mg/3 mL,
1.25 mg/0.5 mL
1.25 mg/3 mL)


MDI
(45 mcg/puff)


0.15 mg/kg (minimum dose
2.5 mg) every 20 minutes for 
3 doses then 0.15–0.3 mg/kg up to 
10 mg every 1–4 hours as needed, or 
0.5 mg/kg/hour by continuous 
nebulization.


4–8 puffs every 20 minutes for 3 doses,
then every 1–4 hours inhalation maneu-
ver as needed. Use VHC; add mask in
children <4 years.


See albuterol dose; thought to be half as
potent as albuterol on mg basis.


See albuterol MDI dose.


0.075 mg/kg (minimum dose 1.25 mg)
every 20 minutes for 3 doses, then
0.075–0.15 mg/kg up to 5 mg every 
1–4 hours as needed.


See albuterol MDI dose


2.5–5 mg every 20 minutes
for 3 doses, then 2.5–10 mg
every 1–4 hours as 
needed, or 10–15 mg/hour 
continuously.


4–8 puffs every 20 minutes
up to 4 hours, then every
1–4 hours as needed.


See albuterol dose.


See albuterol MDI dose.


1.25–2.5 mg every 
20 minutes for 3 doses,
then 1.25–5 mg every 
1–4 hours as needed.


See albuterol MDI dose.


Only selective beta2 agonists are recommended.
For optimal delivery, dilute aerosols to minimum of 
3 mL at gas flow of 6–8 L/min. Use large volume 
nebulizers for continuous administration. May mix 
with ipratropium nebulizer solution.


In mild-to-moderate exacerbations, MDI plus VHC is 
as effective as nebulized therapy with appropriate 
administration technique and coaching by trained 
personnel.


Has not been studied in severe asthma exacerbations.
Do not mix with other drugs.


Has not been studied in severe asthma exacerbations.


Levalbuterol administered in one-half the mg dose of
albuterol provides comparable efficacy and safety.
Has not been evaluated by continuous nebulization.


Comments (not all inclusive)


Dosage


Inhaled Short-Acting Beta2-Agonists (SABA)


Epinephrine
1:1,000 (1 mg/mL)


Terbutaline
(1 mg/mL)


0.01 mg/kg up to 0.3–0.5 mg every 
20 minutes for 3 doses sq.


0.01 mg/kg every 20 minutes for 
3 doses then every 2–6 hours as 
needed sq.


0.3–0.5 mg every 
20 minutes for 3 doses sq.


0.25 mg every 20 minutes
for 3 doses sq.


No proven advantage of systemic therapy over aerosol.


No proven advantage of systemic therapy over aerosol.


Systemic (Injected) Beta2-Agonists


Ipratropium bromide
Nebulizer solution


(0.25 mg/mL)


MDI
(18 mcg/puff)


0.25–0.5 mg every 20 minutes for 
3 doses, then as needed


4–8 puffs every 20 minutes as 
needed up to 3 hours


0.5 mg every 20 minutes for
3 doses, then as needed


8 puffs every 20 minutes as
needed up to 3 hours


May mix in same nebulizer with albuterol. Should not 
be used as first-line therapy; should be added to 
SABA therapy for severe exacerbations. The addition 
of ipratropium has not been shown to provide further
benefit once the patient is hospitalized.


Should use with VHC and face mask for children 
<4 years. Studies have examined ipratropium bromide 
MDI for up to 3 hours.


Anticholinergics


Pirbuterol
MDI


(200 mcg/puff)


See albuterol MDI dose; thought to be 
half as potent as albuterol on a mg basis.


See albuterol MDI dose. Has not been studied in severe asthma exacerbations







• No single measure is best for assessing severity or
predicting hospital admission.


• Lung function measures (FEV1 or PEF) may be 
useful for children ≥5 years of age, but these 
measures may not be obtainable during an 
exacerbation.


• Pulse oximetry may be useful for assessing the 
initial severity; a repeated measure of pulse 
oximetry of <92–94 percent after 1 hour is 
predictive of the need for hospitalization.


• Signs and symptoms scores may be helpful.
Children who have signs and symptoms after 1–2
hours of initial treatment and who continue to 
meet the criteria for a moderate or severe 
exacerbation have a >84 percent chance of
requiring hospitalization.


— For adults:


• Repeated lung function measures (FEV1 or 
PEF) at 1 hour and beyond are the strongest 
single predictor of hospitalization. Such 
measures may not be helpful, or easily obtained,
during severe exacerbations.


• Pulse oximetry is indicated for patients who are 
in severe distress, have FEV1 or PEF <40 percent 
predicted, or are unable to perform lung 
function measures. Only repeat assessments 
after initial treatment, not a single assessment 
upon admission, are useful for predicting the 
need for hospitalization.


• Signs and symptoms scores at 1 hour after 
initial treatments improve the ability to predict 
need for hospitalization. The presence of
drowsiness is a useful predictor of impending 
respiratory failure and is reason to consider 
immediate transfer to a facility equipped to 
offer ventilatory support.
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FIGURE 22. DOSAGES OF DRUGS FOR ASTHMA EXACERBATIONS (continued)


Medication Child Dose* Adult Dose Comments (not all inclusive)


Dosage


Ipratropium with albuterol
Nebulizer solution
(Each 3 mL vial 
contains 0.5 mg 
ipratropium bromide 
and 2.5 mg albuterol.)


MDI
(Each puff contains 
18 mcg ipratropium 
bromide and 90 mcg 
of albuterol.)


1.5-3 mL every 20 minutes for 3 doses,
then as needed


4–8 puffs every 20 minutes as needed up
to 3 hours


3 mL every 20 minutes for 3
doses, then as needed 


8 puffs every 20 minutes as
needed up to 3 hours


May be used for up to 3 hours in the initial 
management of severe exacerbations. The addition 
of ipratropium to albuterol has not been shown to 
provide further benefit once the patient is hospitalized.


Should use with VHC and face mask for children 
<4 years.


Anticholinergics (continued)


Prednisone


Methylprednisolone


Prednisolone


1-2 mg/kg in 2 divided doses (maximum =
60 mg/day) until PEF is 70 percent of
predicted or personal best


40–80 mg/day in 1 or 2
divided doses until PEF
reaches 70 percent of 
predicted or personal best


For outpatient “burst,” use  40–60 mg in single or 
2 divided doses for total of 5–10 days in adults 
(children: 1–2 mg/ kg/day maximum 60 mg/day for
3–10 days).


Systemic Corticosteroids (Apply to all three corticosteriods.)


* Children ≤ 12 years of age
Key: ED, emergency department; MDI, metered-dose inhaler; PEF, peak expiratory flow, VHC, valved holding chamber


Notes:
• There is no known advantage for higher doses of corticosteroids in severe asthma exacerbations, nor is there any advantage for intravenous administration over oral therapy 


provided gastrointestinal transit time or absorption is not impaired.
• The total course of systemic corticosteroids for an asthma exacerbation requiring an ED visit of hospitalization may last from 3 to 10 days. For corticosteroid courses of less than


1 week, there is no need to taper the dose. For slightly longer courses (e.g., up to 10 days), there probably is no need to taper, especially if patients are concurrently taking ICSs.
• ICSs can be started at any point in the treatment of an asthma exacerbation.







n Consider adjunctive treatments, such as 
intravenous magnesium sulfate or heliox, in
severe exacerbations, if patients are unresponsive to
the initial treatments listed above (e.g., FEV1 or
PEF <40 percent predicted or personal best after
initial treatments).


n Provide the following to prevent relapse of the 
exacerbation and recurrence of another 
exacerbation:


— Referral to followup asthma care within 1–4 
weeks. In addition, encourage the patient to 
contact (e.g., by telephone) his/her asthma care
provider during the first 3–5 days after 
discharge. A followup visit is essential to
review the patient’s written asthma action plan,
adherence, and environmental control and to 
consider a step up in therapy. If appropriate,
consider referral to an asthma self-management
education program.


— An ED asthma discharge plan. See figure 23a, b
“Emergency Department—Asthma Discharge 
Plan.”


— Review of inhaler technique whenever possible.


— Consideration of initiating ICS.


n Treatments that are not recommended in the
emergency care or hospital setting include:
methylxanthines, antobiotics (except as needed for
comorbid conditions), aggressive hydration, chest
physical therapy, mucolytics, or sedation. Inhaled
ipratropium bromide is a helpful adjunctive 
therapy in the emergency care setting, but does not
provide additional benefit after a patient is 
hospitalized for a severe exacerbation.
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FIGURE 23a. EMERGENCY DEPARTMENT—ASTHMA DISCHARGE PLAN


Reprinted by permission from Carlos Camargo, M.D., Principal Investigator of Agency for Health Care Research and Quality. Grant No.
R13H31094.


Source: Camargo CA Jr, Emond SD, Boulet L, Gibson PG, Kolbe J, Wagner CW, Brenner BE. Emergency Department Asthma Discharge
Plan. Developed at "Asthma Education in the Adult Emergency Department: A Multidisciplinary Consensus Conference," New York
Academy of Medicine, New York, NY; 2001 April 1–5. Boston, MA: Massachusetts General Hospital, 2001. 2 pp.


EMERGENCY DEPARTMENT—ASTHMA DISCHARGE PLAN


Name: _________________________ was seen by Dr.________________ on ___/___/___


•• Take your prescribed medications as directed—do not delay!
•• -term treatment plan.
•• Even when you feel well, you may need daily medicine to keep your asthma in good


control and prevent attacks.
•• Visit your doctor or other health care provider as soon as you can to discuss how to


control your asthma and to develop your own action plan.


Your followup appointment with ________________ is on: ___/___/___. Tel: ____________


YOUR MEDICINE FOR THIS ASTHMA ATTACK IS:


Medication Amount Doses per day, for # days
Prednisone/prednisolone
(oral corticosteroid)


Inhaled albuterol


_____ a day for _____ days
Take the entire prescription, even when you
start to feel better.


_____ puffs every 4 to 6 hours if you have
symptoms, for _____days


YOUR DAILY MEDICINE FOR LONG-TERM CONTROL AND PREVENTING ATTACKS IS:


Medication Amount Doses per day
Inhaled corticosteroids


YOUR QUICK-RELIEF MEDICINE WHEN YOU HAVE SYMPTOMS IS:


Medication Amount Number of doses/day
Inhaled albuterol


ASK YOURSELF 2 TO 3 TIMES PER DAY, EVERY DAY, FOR AT LEAST 1 WEEK:


“How good is my asthma compared to when I left the hospital?”


If you feel much
better:
• Take your daily
long-term control
medicine.


If you feel better, but
still need your quick-
relief inhaler often:
• Take your daily long-
term control
medicine.


• See your doctor as
soon as possible.


If you feel about the
same:
• Use your quick-
relief inhaler.


• Take your daily
long-term control
medicine.


• See your doctor as
soon as possible—
don’t delay.


If you feel worse:
• Use your quick-
relief inhaler.


• Take your daily
long-term control
medicine.


• Immediately go to
the emergency
department or call
9–1–1.


YOUR ASTHMA IS UNDER CONTROL WHEN YOU:


Can be active daily
and sleep through the
night.


Need fewer than 4
doses of quick-relief
medicine in a week.


Are free of
shortness of breath,
wheeze, and cough.


Achieve an
acceptable “peak flow”
(discuss with your
health care provider).
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FIGURE 23b. EMERGENCY DEPARTMENT—ASTHMA DISCHARGE PLAN:  HOW TO USE YOUR METERED-DOSE INHALER


Clean your inhaler as needed, and know when to replace your inhaler. For instructions, read the package insert or talk to your doctor,
other health care provider, or pharmacist.


Using an inhaler seems simple, but most patients do not use it the right way. When you use your inhaler the wrong
way, less medicine gets to your lungs.


For the next few days, read these steps aloud as you do them or ask someone to read them to you. Ask your doctor,
nurse, other health care provider, or pharmacist to check how well you are using your inhaler.


Use your inhaler in one of the three ways pictured below (A or B are best, but C can be used if you have trouble with
A and B). (Your doctor may give you other types of inhalers.)


Steps for Using Your Inhaler


A. Hold inhaler 1 to 2 inches in 
front of your mouth (about 
the width of two fingers).


C. Put the inhaler in your 
mouth. Do not use for 
steroids.


B. Use a spacer/holding 
chamber. These come in 
many shapes and can be 
useful to any patient.


Getting ready 1. Take off the cap and shake the inhaler.
2. Breathe out all the way.
3. Hold your inhaler the way your doctor said (A, B, or C below).


Breathe in slowly 4. As you start breathing in slowly through your mouth, press down on the inhaler one time.
(If you use a holding chamber, first press down on the inhaler. Within5 seconds, begin to 
breathe in slowly.)


5. Keep breathing in slowly, as deeply as you can.


Hold your breath 6. Hold your breath as you count to 10 slowly, if you can.
7. For inhaled quick-relief medicine (short-acting beta2 agonists), wait about 15–30 seconds 


between puffs. There is no need to wait between puffs for other medicines.







For More Information


The National Heart, Lung, and Blood Institute (NHLBI) Health Information Center 
(HIC) is a service of the NHLBI of the National Institutes of Health.  The NHLBI HIC 
provides information to health professionals, patients, and the public about the 
HIC treatment, diagnosis, and prevention of heart, lung, and blood 
diseases and sleep disorders.  For more information, contact:


NHLBI Health Information Center
P.O. Box 30105
Bethesda, MD  20824-0105
Phone:  301-592-8573
TTY:  240-629-3255
Fax:  301-592-8563
Web site:  http://www.nhlbi.nih.gov


DISCRIMINATION PROHIBITED:  Under provisions of applicable public laws enacted by
Congress since 1964, no person in the United States shall, on the grounds of race,
color, national origin, handicap, or age, be excluded from participation in, be denied
the benefits of, or be subjected to discrimination under any program or activity (or, on
the basis of sex, with respect to any education program and activity) receiving Federal
financial assistance.  In addition, Executive Order 11141 prohibits discrimination on
the basis of age by contractors and subcontractors in the performance of Federal 
contracts, and Executive Order 11246 States that no federally funded contractor may
discriminate against any employee or applicant for employment because of race,
color, religion, sex, or national origin.  Therefore, the National Heart, Lung, and Blood
Institute must be operated in compliance with these laws and Executive Orders.
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No


AVG # CREDITS CAPPED AT 73 FOR ASSOCIATES (n=127 valid responses)
AVG # CREDITS CAPPED AT 121 FOR BACHELOR'S (n=12  valid responses)


Does your STATE mandate the number of credits allowed for awarding the degree?


answered question


Yes


Yes 
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No 
30% 


Not Sure 
20% 


State Mandate of Credits 







Answer Options Response Count


147
answered question 147


skipped question 152


Number Response Text
1 71
2 68
3 76
4 60-72
5 72
6 110


7
The state does mandate a minimum number of 


credits, not maximum.
8 70
9 73


10 71
11 72
12 76
13 76
14 72
15 72
16 62
17 120
18 76
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20 60
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22 70
23 76
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25 76
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27 71
28 changing
29 89
30 73
31 72
32 72
33 90 Minimum
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35 74
36 76
37 84
38 78
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If your answer to Question #3 is YES, please indicate the maximum 
number of credits allowed for the degree?







40 120
41 78
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43 120
44 80?
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46 147
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50 70
51 72
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55 68
56 90
57 72


58
we have been asked to reduce the number of 


credits closer to 70
59 76
60 70
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63 60
64 72
65 76
66 120
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68 120
69 60
70 64
71 74
72 78
73 60
74 68
75 76
76 68
77 84
78 76
79 72
80 72
81 73
82 80
83 76
84 60
85 60
86 120
87 70
88 76
89 72
90 73







91 72
92 66
93 72
94 76
95 72
96 80
97 72
98 68
99 72


100 72
101 61 semester hours minimum
102 62
103 80
104 68
105 89
106 72
107 65
108 78
109 76
110 97
111 76
112 72
113 76
114 No Maximum
115 66 with exception
116 72
117 80
118 76
119 60
120 70
121 76
122 70
123 84
124 75
125 currently 80, but want to change to 60
126 76
127 72
128 120-125
129 108
130 76
131 80
132 76
133 76
134 76
135 72
136 66
137 73
138 73
139 68
140 72 semester
141 120
142 89
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Not Sure


Answer Options


Yes 
49% 


No 
40% 


Not 
Sure 
11% 


Institution Mandate of Credits 







Answer Options Response Count


137
answered question 137


skipped question 162


Number Response Text
1 71
2 68
3 71
4 76
5 60-72
6 72
7 110
8 70
9 71


10 88
11 72
12 72
13 72
14 64
15 72
16 89
17 120
18 76
19 78
20 72
21 62
22 72
23 60
24 92
25 76
26 113 Qtr.
27 60
28 70
29 71
30 changing
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If your answer to Question #5 is YES, please indicate the 
maximum number of credits allowed for the degree?
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72, but since there 
are accreditation 
requirements we 


exceed this number 
of credits 


significantly.Also 
the institution has 


recently mandated 
an increase in gen 


ed requirements 
which has 


contributed 
significantly to the 
number of credits 


required for 
graduation.


32 73
33 72
34 73
35 72
36 90 MINIMUM
37 76
38 74
39 74
40 120
41 69
42 78
43 120
44 128
45 72
46 89
47 64


48
62 ninimum no 


maximum
49 76
50 110
51 93
52 76
53 100
54 60
55 130SH
56 72
57 76
58 70
59 73
60 112 qtr hrs
61 70
62 60
63 72
64 78
65 120
66 120
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68 86
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70 129
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72 80
73 72


74


But encourages us 
to keep it 


reasonably for AA 
degree


75 130
76 133 Quarter Hours
77 76
78 84
79 67
80 71
81 99
82 73
83 99.5
84 120
85 70
86 92
87 62
88 72
89 78
90 64
91 75
92 76
93 73
94 78
95 68
96 75
97 110 quarter hours
98 72
99 124


100 63
101 85
102 68
103 72
104 65
105 60
106 112
107 60-65
108 76
109 97
110 76
111 2016
112 71
113 No Maximum
114 follow state rules
115 72







116 120
117 60
118 70
119 Follows ADHE
120 72
121 76
122 108
123 89
124 80
125 72
126 71
127 120
128 72 semester
129 120
130 89
131 74
132 89


133


60 Semester units 
minimum; no upper 


limit.
134 70
135 122
136 126 minimum


137


There is a minimum 
of 125.  No firm 


maximum.







Answer Options Response Count


268 Avg: 869 hrs
answered question 268 Mode: 800 hrs


skipped question 31 Min: 240 hrs
Max: 2140 hrs


Number Response Text
1 870
2 960
3 780
4 720
5 1100
6 832
7 1152
8 840
9 1200


10 816
11 700
12 1200
13 840
14 960
15 800
16 960
17 585
18 1000
19 788
20 756
21 700
22 840
23 No minimum
24 856
25 800
26 600
27 780
28 800
29 Classroom, Clinical, Total??
30 768
31 1008
32 900
33 1200
34 860 hours
35 928
36 1050
37 532
38 840
39 840
40 600
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What is the minimum number of clock hours required for completion of 
the clinical portion of your program?


253 valid responses







41 1400
42 1100
43 660
44 771
45 600
46 760
47 690
48 720
49 685
50 768
51 600
52 1064
53 800
54 800
55 800
56 880
57 1400
58 960
59 45?
60 900
61 640
62 810
63 480
64 640
65 1000
66 750 hrs
67 2128
68 63
69 750
70 1125
71 852
72 720
73 656
74 500
75 553
76 1000
77 506
78 1080
79 1000
80 700
81 880
82 900
83 656
84 600
85 960
86 900
87 1200
88 605
89 810
90 800
91 988
92 800







93 900
94 978
95 725
96 960
97 712
98 800
99 1000


100 1008
101 1100
102 700
103 864
104 950
105 756
106 594
107 500
108 900
109 1028hours
110 800
111 380
112 832
113 1008
114 696
115 756
116 approx 800
117 960
118 820
119 1250
120 650
121 960
122 n/a
123 2140
124 910
125 944
126 577
127 980
128 1000
129 832
130 750
131 1080
132 850
133 2085
134 950
135 864
136 800
137 800
138 415
139 NA
140 1300
141 630
142 300
143 1044
144 855







145 900
146 682
147 600
148 500
149 936
150 783
151 480
152 1000
153 800
154 1104
155 1008
156 960
157 1000
158 575
159 45 clock hours per credit.  We have 540 clinical hours.
160 na
161 960
162 1922
163 800
164 1300
165 we don't go by clock hours.
166 670
167 720
168 1092
169 1376 clock / 14 contact
170 750
171 900
172 875-900
173 1048
174 1000
175 900
176 980
177 1000
178 720
179 780
180 1120
181 820
182 835 hours
183 915
184 1150
185 800
186 900 hours
187 1344
188 48
189 600
190 50
191 810
192 850
193 1100
194 840
195 1865
196 640







197 900
198 840
199 1088
200 928
201 2077
202 660
203 600 hrs
204 1080 hours
205 750
206 480
207 1000
208 800
209 600
210 825
211 800
212 540
213 960
214 960
215 680
216 960
217 700
218 650
219 750
220 380
221 720
222 466
223 2
224 810
225 54
226 880
227 800
228 10 credit hours
229 850
230 768
231 240
232 900
233 468
234 912
235 720
236 1024
237 720
238 700
239 1000
240 756
241 900
242 950
243 900
244 864
245 900
246 768
247 810
248 810







249 prfofiency based not clock hours
250 912
251 765
252 1000
253 1000
254 766
255 720
256 1080
257 1072
258 800
259 640
260 32.85
261 1000
262 900
263 800
264 1248
265 1000
266 1100
267 approx 1000
268 624







Yes No
Response 


Count
91 149 240


200 58 258
70 170 240


259
40skipped question


the laboratory?


Do your students have access to Human Patient Simulators in...(Please note: This question is not in 
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Answer Options
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Answer 
Options


Response Count


214
214


83


Number Response Text


1
airway management, neonatal, pediatric, adult advanced resuscitation techniques to include 
defibrillation, IV access, ventilator labs; including graphic display analysis


2 Patient assessment, identifying and treating disease, mock codes.


3 ACLS, PALS, NRP, rapid response team scenarios and ventilator management.
4 Airway Management.  Ventilator Care.  Patient Assessment


5


Intubation, IV, CPR All in our Techniques and Procedures courses. We also have an new more 
complex simulators that have just (this month) been deliverd so we have not yet integrated 
them into our teaching.


6 Airway management, CPR, mechanical ventilation and patient assessment


7
Simulators are used from the outset, each semester progressing from simple vital signs and 
patient interaction to airway and ventilator management and other acute care situations


8


We have an HPS lab at another campus and we have some mobile HPS options. Mechanical 
ventilation, airway management, pharmacology, EKG interpretation, patient assessment, CPR, 
are some of the key areas in which we use HPS.


9 emergency response, airway management, CPR training, ventilator management


10 Airway management, ACLS prep, PALS prep, Patient Assessment, Basic Patient Care Skills


11
Patient assessment, oxygen delivery devices, various procedures and therapies, providing 
mechanical ventilation.


12


Assessment
Oxygen Therapy
Bronchial Hygiene
Lung Expansion


13 Airway Management, Advanced Patient Assessment, Cardiac monitoring/changes


14
airway management
ACLS


15 All Laboratory courses


16
We are just beginning to use simulation. We currently do ACLS and PALS. Patient assessment 
and airway management are slated for next semester.


17


airway management
suctioning
intubation
mechanical ventilation


wered question
kipped question


If any of your answers to Question #8 is YES, please describe the course content where patient simulation is 
used (e.g., airway management)?
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18


Airway management, emergency care, simulated arrests, ventilator management, 
hemodynamics, basic patient assessment, vital signs, chest physical examination, EKG 
recognition, neonatal assessment and monitoring


19
Basic Clinical Therapeutics, Patient Assessment, Airway Management, Cardiopulmonary 
Stabilization, Mechanical Ventilation.


20 Vital signs, intubation, extubation, suctioning, trach care, BLS/ACLS, ABG


21


intubation & airway mgmt, ventilator mgmt, patient assessment, disease mgmt, pediatrics, 
neonatal medicine, hemodynamics, IABP monitoring, bronchial hygiene, pharmacology - All 
patient management in acute and sub acute situations.


22 Airway management, mechanical ventilation, team building, team communication, ACLS


23


Cardiopulmonary Disease - Assessment
Airway Management
Mechanical Ventilation
Hemodynamic Monitoring
Mock Code
Vital Signs


24
RESP 128: Clinical Simulation I
RESP 228: Clinical Simulation II


25
Airway mgt, ACLS, Chest assessment, Placement to 02masks, suctioning. Tube holding, Neo 
births


26
airway management, childbirth, neonatal assessment, patient assessment, CPR, therapy 
modification, intubation.


27
theoretically the students have access in the nursing laboratory, but practically there are 
various barriers.


28


We have acess but the simulator is in another building and scheduling has been an issue. We 
are hoping to complete a health science building in which the siimulator would be used more 
frequently by the respiratory students.


29 Airway Management, BLS, lung compliance and resistance, mechanical ventilation.


30 Used in Advanced Cardiovascular Life Support and Pediatric Advanced Life Support testing.
31 airway trainers, ABG puncture arms, breath sounds chest.
32 Airway management, mechanical ventilation, breath sounds, assessment techniques,


33


Airway management
Patient assessment
Oxygen therapy
Breath sounds


34


Airway management
Mechanical ventilation
Patient assessment


35
Airway Management, mechanical ventilation, drawing ABG,s, infant intubation, breath sounds, 
ACLS, EKG, patient care (positioning, communication skills)


36 Simulation will be used for almost all competencies including pre-clinical.


37 Neb, CPT, PFT, ABG sticks, Airway management, ventilator management.


38


Breathsounds-lifeform auscultation trainer
Airway Management- intubation, extubation, trach care, etc. 
CPR
Arterial blood gas draws







39 Some clinical sites have patient simulators for critical care and ACLS practice


40 ACLS,Patient Assessment, EKG, Hemodynamic Monitoring,Airway Management


41
for explanation and student practice in classroom: airway management, bedside assessment, 
placement of BiPap, aerosol treatments, patient interviews,


42
Patient assessment, cardiac rhythms, intubation/ventilation, emergency care, disaese 
management scenario


43
Patient assessment, Airway management, Mechanical ventilation, BiPAP application, Code 
Blue scenarios


44


O2 delivery and setup, medication delivery, airway management, suctioning, mechanical 
ventilation, ACLS scenarios.  It is NOT used for task training or testing.  We try to create a 
realistic and safe place to fail.


45
sim man lab for intubation and appropriate rate/depth of ventilation, CPR, assessment (pulse, 
Heart sounds, lung sounds, BP, talking to "pts",,


46


We have access to medi simulators and sim man and a state of the art simulation lab. We are 
in the process of developing our curriculum for the sim lab and expect to use it frequently in the 
future. The content areas will include airway management, patient assessment - especially at 
the critical care level, mega code, initiation of and liberation from mechanical ventilation.


47
For laboratory competency evaluations prior to attending clinical rotations at the hospitals, 
ACLS, PALS, and NRP


48 patient assessment; airway management
50 airway management, mechanical ventilation


51
Patient assessment, oxygen systems, signs and symptoms of hypoxia, airway management, 
mechanical ventilation, BLS and ACLS.


52 Patient assessment


53


Our BLS and ACLS classes are projected to use the Human simulator next Spring.
Airway mangement Emergencies
Practice set-up of basic RT Equipment.
Practice performance of basic procedures.


54 Airway management, Electrocardiogram, Arterial blood gas sampling, patient assessment


55 Patient assessment, airway management, ventilator management, ACLS
56 Intubation & ACLS simulations


57


The Program's uses patient simulators for all of their lab courses which include procedures 
such as: patient assessment, ausculation, postural drainage and percussion, nubulizer therapy 
administration, intubation, mechanical ventilation, ABG sampling, tracheostomy care, EKGs, 
and all neonatal procedures. The Program also has access to an iStan human patient simulator 
that we use during the Seminar in Respiratory Medicine I course to conduct patient clinical 
simulations to prepare graduates for their NBRC Credentialing exams.







58


1. Airway management and intubation
2. Patient assessment skills
3. ABG Techniques
4. Aerosol administration
5. Oxygen administration
6. Auscultation.
7. Critical thinking skills.
8. Ventilator management
9. Basic equipment set up and delivery


59 We have ordered it and will receive by Dec. 15, 2011.  I will give this to CoARC later if needed.


60 We use patient simulation as part of clinical to simulate various clinical situations.
61 Airway, ACLS, PALS


62


UPMC, an affiliate uses the sims for airway management and ventilation during clinical 
rotations. The only draw back is that there is not consistency for all groups and no guarantee 
that every group will participate. We want a lab here because we can ensure consistency for all 
students.


63 lab portion of the intro to equipment and mechanical ventilation course


64


Laderal, Meti Man, General, 
Patient Assessment, ACLS, PALS, Codes, CPT, Airway Managment, Lung Expansion therapy, 
Patient interaction,


65


Respiratory therapy funcamentals, patient communication, healthcare team communication, 
critical care mangement, ventilator troubleshooting, airway management, and various other 
case study scenarios


66


We incorporate patient simulator scenarios twice during the of the program: at the end of the 
student's second term of clinical prior to them beginning any ICU rotations, and as part of our 
clinical competency course the final term of the program. The first use is for demonstration of 
basic skills learned during the first year of the program. For Clinical Competency the students 
complete scenarios that cover basic assessment, treatments, ventilator extubation and airway 
management, and  participate in a code blue simulation with second year nursing students. we 
also have ACLS software for the simulator for use in our Emergency and Critical Care Medicine 
2 class for ACLS training and certification.


67
Gas administration, aerosol therapy, assessment, mechanical ventilation, airway care, 
cardiology, ABG, BCLS/ACLS,


68
airway management
scenarios for emergency management of ventilation


69


Airway management
Ventilator management
Anatomy and physiology


70
The patient simulations are utlized in the laboratory section of the course. This is with vital 
signs, oxygen therapy, airway managaement, and for adult critical care.


71
Basic to advanced assessment; managing clinical scenarios from basic to advanced using 
ventilators and hemodynamic monitoring


72


The simulator is used throughout the entire program.  From communication, vital signs, breath 
sounds, o2 therapy, aerosol therapy, airway care, noninvasive ventilation, mechanical 
ventilation, pedi, infants, ACLS, critical thinking and respiratory care scenarios.







73


Mega Code
Airway Management
Mechanical Ventilation


74 Limited access for ACLS scenarios.


75 vital signs, patient assessment, airway management, BLS, PALS, ACLS, NRP
76 SIMs man can be used for EKG, breath sounds, intubation


77


Airway Management (Intubation and troubleshooting problems with a trach tube)
ACLS Algorithm for Pulseless V-Fib/VTach
EKG lead placement and cardiac monitoring


78 Emergency airway, patient assessment, airway extubation,
79 airway management, emergency procedures


80 Airway management, auscultation, BLS/ACLS/PALS, Disease Management, Vent Management


81


We do not use Human Patient Simulators but we use manikens for the following courses:
Procedures course (auscultation, phlebotomy, arterial blood gases)
Airway Management (Tracheostomy care, intubation, extubation, suctioning)
Hemodynamic Monitoring Course (demonstration of line insertions CVC, PAC, and chest tube 
insertion/ management and arterial line)
Just one additional comment, I really see the relevance for Human Patient Simulators in other 
areas and in the above mentioned coursework. We do not have this available to our students 
but hopefully in the near future with a clinical site.


82 Patient assessment, oxygen therapy, ariway care, ventilation, CPR, PALS


83


Currently: During pre-clinical phase prior to initial Clinical Rotation
In the Future: Incorporate within laboratory portion of Mechanical Ventilation course and 
Second Year Clinical Seminar


84
Advanced critical care:  ACLS, Hemodynamic, Vent and Airway Management, basic and 
advanced respiratory therapy procedures.


85
All courses, all content
Can't think of course where simulation is not used


86
All clinical skills (airway management, EKGs, Suctioning, assessment, etc. are done on 
simulations


87 Airway management, ACLS, PALS, NRP


88
airway management, ACLS, PALS, PEARS, NRP, ABG's, IO insertion, haptic IV insertion, 
bronchoscopy assist, defibrillation, cardiac rhythm identification, BLS


89


We use intubation manikins and full body manikins during lab training. 
Michigan Lung simulator is used for ventilator training where we change compliance and 
resistance.







90


Basic Patient Assessment:  Vital Signs & Breath sounds
Advanced Patient Assessment:  Inspection, Palpation, & Percussion
Electrocardiography
Hemodynamic Monitoring
Noninvasive Monitoring
Oxygen Administration
Humidity & Aerosol Therapy
Bronchial Hygiene Therapy
Airway Management
Mechanical Ventilation
Pharmacology


91
O2 therapy, bronchial hygeine, airway management and clearance, mechanical ventilation, 
patient assessment


92 Airway management, vital signs, assessment, ACLS, PALS, NRP, clinical simulations


93
Airway management, assessment, laboratory competencies not able to be done on fellow 
students.


94 Patient assessment, Airway management, Ventilator management


95


Patient Assessment
Airway Management
Basic Therapeutics ( aersol medication therapy, suctioning)
Ventilator Management


96 airway management; resuscitation; ventilator setup and management


97


We have 2 manikins that can be intubated or trached and ventilated via BVM Volume Vent or 
pressure vent. These manikins can have some changes adjusted  allowing simulation as 
pneumothorax.  We also have 2 intubation manikins that allow training and practice on 
intubation and extubation as well as suction. We have a special lung disease simulator that 
allows ventilator attachment where compliance and Air Way resistance can be changed to 
simulate different patient diseases process.


98


Airway managment
Basic Life Support
Mechanical ventilation management


99 critical care courses primarily
100 Airway Management, Pt. assessment, Vital Signs


101
Patient Assessment, Therapsutics, Mechanical Ventilation, High Frequency Ventilation, 
Physiologic Monitoring


102


Airway Management
Mechanical Ventilation
ABG Sampling
BLS/ACLS/PALS


103 CPR, ACLS, PALS, AIRWAY MANAGEMENT, B/P, ABG PUNCTURE.
104 Breath sound assessment, airway management, ACLS preparation


105
For patient assessment, vital signs, oxygen therapy, assisting in developing critical thinking 
skills in patient managment.


106


Resp Care clinical experience, mostly during mechanical ventilation simulations. We give a 
scenario and ask students  to  set up the vent or adjust the vent for change in pt. status. We 
also do some scenarios in conjunction with nursing students as in a ICU situation.


107 Airway management & Mechanica Ventilation







108
Airway management, BLS, ACLS, PALS, NRP, pt assessment, ventilator management, disease 
management, EKG, ABG puncture, hemodynamic set up and arterial sampling.


109 We use full body and airway management HPS.
110 Application of clinical based skills; basic skills, ventilators, monitoring


111 Ventilator management, oxygen therapy, aerosol therapy, airway management


112


Patient simulation is done in part within all lab classes.  Introductory course (RCP101) the 
students are required to perform competencies on Sim-Man I,  RCP 103 Simulation is done 
with arm for arterial blood gas puncture, RCP 105 Simulation with airway trainers (intubation) 
and Sim-Man I (mechanical ventilation);  RCP 201 neonatal training occurs with Sim-NewB 
(intubation and mechanical ventilation)


113


We teach 'studio classes' where the lecture is blended into simulation scenarios, and we 
collaborate with CVIS and Nursing students in megaCodes, asthma, and other scenarios....We 
also do competency check off in simLab with EKG and vitals, monitors to create a more 
realistic feel in our assessment of their readiness to act


114 airway management, vital signs, vent management, IPE activities
115 Acquiring Sim 3G


116


Students have access to lung simulators in the classroom and laboratory exercises in 
mechanical ventilation.  Clinical affiliates offer total human patient simulators which are used by 
our students during ACLS and BCLS courses.


117
Low to medium fidelity for airway managment, CPR, ACLS, auscultation, BP and VS, ABG, 
Chest Tubes, mechanical ventilation,


118


Mechanical Ventilation
Neonatal and Pediatric Critical Care
Advanced Critical Care


119 Patient assessment,  basic therapeutics, airway management,  ACLS


120


We use a variety of manikins to simulate patient care. We start with assessment and then move 
to oxygen administration. We use airway manikins for airway management. Mega Code Kelly is 
the most sophisticated manikin we have access to. We use these manikins along with test lung 
simulators to create mechanical ventialtion scenarios which include set-up, patient-vent 
assessment and weaning. Arterial blood gas performance is assessed initially via simulated 
arm punctures. Chest tube management is simulated. BLS, ACLS, PALS and NRP all use 
simulators. There is some type of simulation in the class and lab with almost every concept 
taught. The clinical sites utilized by the program have simulator labs in use or that are under 
development.


121 ACLS, RN/RT rapid response team training


122
airway management. pt assessment. practicing with Vest, NIPPV, O2 masks, ventilator 
management, mock codes situations







123


patient assessment (including interview)
communication skills (with patient, patient's family, physicians, multidisciplinary team)
therapeutic assessment (labs, radiology, EKG, ABG)
oxygen therapy
airway management
BiPAP/CPAP
mechanical ventilation
BLS/ACLS/NRP


124


Airway management
Mechanical ventilation
ACLS


125


Human Patient Simulators is a broad term: We have an annual mock code that is 
interdisciplinary with BS nursing students and Family Practice Medical Residents. This takes 
place in a regular simulation laboratory with high fidelity simulated patients and recordings. 
Later the event is played and a review session is held. We also instituted this spring term a 
neonatal resuscitation simulation with Noelle and twin premature neonatal manikins. This 
simulation included a Pediatrician, a Hospital OB nurse manager, two hospital RTs, Two 
program faculty, 4 Emergency personnel from the fire department, Radiography students a 
transport ambulance. We have a transport incubator that works so one group of students were 
the the regional referal childrens hospital. This group was called to transport one of the twin 
neonates. Also regular 911 was callled.


126 Basic Assessment skills, airway management, ACLS


127


We have a SimMan Essential Simulator.  We use it for a wide variety of teaching circumstances 
from taking vital signs and listening to breath sounds to simulating codes or other clinical 
conditions which we wish to demonstrate.


128 Clinical scenario's involving airway mgmt, disease states, and hemodynamics.


129 Airway management, ACLS, patient assessment, ventilation, disease management.


130


RESP109:  Emphasis is on comprehension of the role and job duties of the RT as part of 
healthcare team.
General care-O2 therapy, SVN, MDI, DPI, bronchopulmonary hygiene, patient assessment 
techniques, documentation skills and exhibit good communication skills.
RESP210:  Emphasis is on cardiac and pulmonary monitoring  and basic respiratory care 
therapeutics.  Gather, record and interpret pertinent patient data, recommendation, initiation 
and modification of respiratory care procedures in home and acute care settings.  PFT's, 
ECG's, CXR's, intubation rounds, physician rounds, ABG's, adult critical care and pulmonary 
rehab.

RESP211:  Emphasis is on in-depth study of invasive and noninvasive mechanical ventilation.  
Recognition of respiratory failure, oxygenation failure, knowledge of the physiological effects of 
invasive and non-invasive mechanical ventilation.  Utilization of varied modes of ventilation-
CMV, PRVC, PCV, etc. The creation and outline of care plan to initiate, monitor and manage 
invasive and non-invasive mechanical ventilation and the weaning processess.


131
Patient assessment, airway management, mechanical ventilation, human anatomy & 
physiology, cardiopulmonary A & P, cardiopulmonary diagnostic testing


132 airway management, advanced life support training and simulation.







133 We try to incorporate  most of the course content throughout the curriculum.


134
AIRWAY MANAGEMENT AND CASE SCENARIOS FOR TEAM DECISION MAKING WITH 
NURSING


135
airway management, mechanical ventialtion, bronchial hygiene, patient assessment, ACLS, 
BLS, hyperinflation therapy, O2 therapy, peds


136 ACLS, EKG's, Patient Management ect.....


137


Airway management
Mechanical ventilation
Pathophysiology
Pharmacology
Oxygen therapy
Aerosol therapy
Clinical education


138


Patient Assessment
Oxygen Therapy
Humidity/Aerosol Therapy
Hyperinflation Therapy
Bronchial Hygiene Therapy
Bedside Ventilatory Assessment
Airway Management


139
Oxygen devices, airway management, arterial blood gas aquisition, ventilator management, 
ACLS, PALS, NRP, etc.


140


Ventilator management
airway management & CPR/ACLS skills
communications skills
general therapy
lab assessments/pulmonary functions


141


Aiway managment
ACLS
NRP


142


We utilize both SimMan and SimBaby in our program curriculum.  We use the SimMan in the 
first semester for breath sounds, patient assessment, basic therapies, and interdisciplinary 
activities (i.e. we have our students paired with  nursing students during some simulations). We 
use both Sim Man and SimBaby during the adult critical care/ACLS and neonatal courses to 
simulate resuscitation scenarios.


143


The HPS classroom and lab are used for Pt. assessment course; Mechanical Ventilation 
courses. Some componets of the Intro. to Resp. Care. O2 Tx, etc.We measure competencies 
for these classes.
The Units are used for Demo. in Blood gases, CardioPul. A&P, and Critical Care monitoring, 
EKG Hemodynamics.


144


airway management
patient assessment, vital signs, breath sounds
hemodynamic monitoring
ECG recognition and monitoring


145 CPR


146 airway management, codes, suctioning, trach care, ABG sticks, breath and heart sounds







147
Pt introduction, vitals, oxygen therapy, airway management, patient assessment, mechanical 
ventilation. Scenarios with nursing and radiography programs.


148


airway management 
ventilator management
trach care
ABG sampling


149
We have just received our SimMan.  We currently have simulations built for oxygen therapy, 
airway management.  We are also using it to teach our ACLS class.


150


I assume you are refering to some versions of the METI manikin or its competitors. 
Airway management - to practice intubation prior to going to the OR for intubation practice as 
well as practicing various method of securing an ETT. 
ACLS (our program awards provider cards at the completion of the ACLS training) 
PALS (our program awards provider cards at the completion of the PALS training)


151
Oxygen therapy, humidity therapy, aerosol drug administration, hyperinflation therapy, airway 
management, arterial blood gas punctures, CPR.


152 Pt assessment, O2 therapy, CPR, ACLS, Airway management, Vent management


153
We have incorporated human simulation into the entire curriculum beginning with the first 
semester including:


154 pt. assessment, ventilator managment, airway managment


155
Bedside Patient Assessment, Airway Management, Aerosol and O2 Therapy, Adult Mechanical 
Ventilation,


156 Basic patient assessment, airway management.
157 pt assessment, airway management, arterial puncture


159


patient assessment
airway management
ventilator set-up, management, and troubleshooting,and discontinuance,


160
Patient Assessment, Airway management, Mechanical Ventilation scenarios; Cardiopulmonary 
Medicine scenarios and critical care scenarios (Adult and pediatric; we have 2 simulators).


161
oxygen administration, ventilator management, airway management, suctioning , ACLS, NRP, 
mock codes, patient assessment, disease management


162


Airway management
Set up and application of PPV/NPPV
CPR sequence and debriefing
Head to toe pt assesment


163 Patient Evaluation, performance of EKGs, Airway Management, Critical Care Senarios


164
Airway management, CPR, various treatment and pathology modalities, ventilators critical care, 
interdisciplanary exercises.


165 Airway management, ABG's, mechanical ventilation


166
Airway management, vital signs, CPR, ACLS, breath sounds and respiratory assessment, 
mechanical ventilation, compliance and resistance, blood gases sticks


167 Mannequins for airway management, ACLS and rhythm interpretation, patient positioning







168
airway management, patient assessment, vital signs, arterial a-line monitoring, patient 
monitoring, ect.


169 intubation, AMBU, transport of airway


170 Airway management, ventilator management, assessment (Physical and Diagnostic)


171 Airway Management, Patient Assessment, Aterial Blood Gas procedures, Suctioning.
172 Airway mangement, ACLS, clinical simulations at the bedside


173 Patient assessment, hemodynamic monitoring, cardiac arrest, airway management


174


Currently, it is utilized only for basic patient assessment (before students go to clinical sites) 
and ACLS training in the laboratory setting.  The time spent with the HPS is in addition to time 
spent at the clinical sites.


175 General Patient care, CPR/ACLS, Airway Management, Mechanical ventilation


176


Patient/Physical Assessment
Advanced Cardiac Life Support
Critical Care; i.e. function of chest drainage systems


177


Physical assessment
oxygen therapy 
aerosol therapy
Airway management
Ventilator management


178 airway management, arterial puncture, breath sounds, trach care


179
Airway management, patient assessment, ventilator management, ACLS, ICU experience. 
Adult, peds and neonatal  simulations.


180 Airway management, equipment management


181
Lab courses for pt assessment, airways, mechanical ventilation, oxygen and aerosol therapy, 
critical care i.e. cardiac arrest


182 basic therapy, airway management


183


Airway assessment, airway management, head to toe assessment, education/instruction, 
oxygen administration, patient scenarios, hemodynamic monitoring, arterial blood gas 
sampling, etc...


184


Used for basic assessment skills
Critical thinking with airway management/mechanical ventilation
ACLS training/certification


185
It is used in all 4 semesters of the program both prior to clinical and during clinical for both 
formative learning , and skill demonstration and assessement of "clinical" skills.


186 Patient assessment, airway management, evaluating response to therapy, megacode


187


airway management,intubation, trach care mechanical ventilation,pathophysiology class for 
diseases. 
patient assessment, oxygen therapy, ACLS,


188
We use it in Emergencey Med., Critical Care, CV Diagnostics, Advanced patient assessment, 
ACLS and clinical labs.


189
oxygen therapy, aerosol medication therapy, airway management, mechanical ventilation, 
basic life support, advanced life support







190


Airway management, Mechanical Ventilation, Arterial Blood gases, Pulmonary function, 
Bronchial Hygiene Therapy, Aerosol drug delivery, humidication and oxygen therapy, 
Hyperinflation Therapy, Contineous Positive Airway Pressure Therapy.


191 We have airway manikins, not simulators that we use for airway and vent management,


192 Performing clinical scenarios, learning and performing vital signs, Patient assessment
193 Airway management, ventilator training, patient assessment


194


Patient simulation is used in our Fundamentals lab, the students learn about airway 
managment (intubation and extubation skills).  They are also used in our ACLS class, the 
students have access to SimMan.  The students can work through full code situation.


195
Trach care, intubation, extubation, IPPB, BiPAP, Mechanical Ventilation, etc no simulation man 
or medi-man


196
Vital Signs, Patient Assessment, Breath Sounds,  Airway Management, Mechcanical 
Ventilation,ACLS training,


197


patient assessment
emergency care
mechanical ventilation
airway care
suctioning
oxygen therapy


198


The standarized patient's are used for the pre clinical competencies prior to clinical practice 
one for patient assessment skills. This includes interviewing, physically examining the patient 
for vital signs, chest assessment, breath sounds, oximetry, and then decision making based on 
findings. The student may initate oxygen therapy, bronchodilators or hyperinflation therapy.


199
We have airway mannequins, we also have a ventilator lung simulator and ecg simulators, but 
not an actual computerized human simulator


200 Clinical lab practice, procedure checkoffs, clinical lab finals, ACLS
201 Megacode in the ACLS course
202 airway management, abg's,clinical codes


203
Mechanical Ventilation, Airway Management, Patient Assessment, Introduction to first Clinical, 
Pass/Retake for Second Clinical, Respiratory Disease, Neonatal Pediatric, NRP, ACLS


204
airway mgmt, mechanical ventilation, troubleshooting, standardized patients (actors), CPR, 
hemodynamics


205
Program is not currently running.  However, it will be used during RT Fundamentals, A&P, and 
all relevant courses.


206
airway care
mechanical ventilation


207


full ACLS, airway management, ABG procurement (phase 1 training), ABG arterial-line 
procurement (phase 1 training), intubation, suctioning, mechanical ventilation, crisis 
management


208
basic procedures: oxygen therapy, aerosol therapy, CPT, lung expansion therapy, 
bronchodilator & MDI therapy using placebo meds


209 Airway management, advanced life support







210


We have a Sim Man 3 G that is used for many different clinical practice areas, such as airways, 
vent management, blood gases, etc.  We are also using it as an interdisciplinary tool so that 
'codes' can be run with many of our allied health students here on our campus.


211


Mechanical Ventilation
IV insertion
Chest examination and aucultation of the heart, lung, and bowel
Airway management
Arrythmia analysis


212 The HPS is used to supplement leanring of all clinical tasks.
213 For all clinical skills


214
Multiple courses including equipment application and critical thinking modules related to 
therapy courses


215 ACLS, basic patient assessment, interdisciplinary health delivery
216 Airway management, ACLS, arterila puncture, mechanical ventilation.
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Number Response Text


1


difficult to provide all (and frequency) of the critical and invasive scenarios to all students in 
the clinical setting. By using these in the lab, various scenarios can be presented and the 
students can become proficient in intubation, rhythm recognition, advanced resuscitation 
techniques in a controlled setting. With the use of simulators with ventilators different 
parameters and patient scenarios can also be presented for students to interpret and treat 
which may not present in the clinical setting or would be detrimental to the patient to cause 
the scenario for the sake of practice or proof of competency.


2


Faculty's ability to force students to accurately assess patients and to think critically with 
changing scenarios.  All of this is done in a controlled environment where patient safety is 
protected.


3
Use of patient simulations increases student allows for development of patients scenarios 
that force the student to apply what they have learned and develop critical thinking.


4
Better student learning as they cannot "hurt" the patient.  Lack of accessibility to certain 
procedures (es<  intubation, bronchoscopy, medication outcomes).  Lack of clinical space.


5 Dah!!  THey are safer than learning on real people.  Or, do I not understand this question?


6
Hands on, real time, high intensity experiences.  Critical thinking required, and mistakes 
are not life threatening


7


Patient simulation allows for doing simple to complex patient interactions/care and is fully 
controllable; whereas, in clinicals it is often uncotrollable and diffiucult to have/predict 
patient care situations that are infrequent and the need for rapid and appropriate responses 
from students is required. It is also easy to repeat scenarios in order to increase 
compentencies, especially for those situations that usually occur infrequently.


8


Simulation is a fantastic bridge between static/task oriented mannequins and the live 
patient population. Students are able to put into action and learn from their mistakes prior to 
implementing at their clinical sites. It also helps alleviate some of the fear (of the unknown) 
for those that are new to health care. We have also used HPS to increase the 
interdisciplinary care amongst the students in the other health care program at the college. 
This teaches them the importance of communication and teamwork.


9
Simulation of stressful situations, practice of procedures prior to real patient contact, 
reproducibile scenarios for student problem solving, procedure practice.


answered question
skipped question


Answer Options


2011 CoARC Curriculum Information Survey


If any of your answers to Question #9 is YES, please describe the rationale for using patient simulation.







10


It gives the students practice before they work with patients.  We are able to simulate what 
it would be like with a real patient.  We can assess what they would do in an emergency 
situation.


11


It allows us to acquaint the student with various breath sounds, heart rate, ekg rhythm. BP  
and respiratory rates that cannot be simulated on real persons.  They need to know these 
before starting clincal rotations.


12


We you human patient simulation in the classroom and lab to demostrate lifelike situation 
that the student may be involved in, make them more comfortable in touching and 
communicating to patients.  This is especially important when the student is placing an 02 
device on the patient, aucutating, or teaching various therapies such as EzPAP, SVN, IS, 
BiPAP, etc.  In the clinical setting the student may perform the items listed below on a 
preceptor prior to performing it on a "live" patient to gain the trust of the preceptor, build 
confidence in the student, and to assure that the student knows the equipment at a 
particular site.


13


To ensure patient safety, to promote better preparation of new respiratory therapists, to 
support the curriculum and innovative teaching strategies, to provide immediate feedback, 
to allow independent decision-making and delegation, to support repetitive practice in a 
controlled environment.


14 simulate CODE type situation


15


Not currently although we are currently building a high fidelity simulation laboratory for our 
students to use particularly for such practice as gaining proficiency in high level 
competencies that are hard to acheive in the clinical setting. Additionally, the lab will also 
be utilized to simulate interdisciplinary experiences between programs such as RT & ST 
that we currently conduct in our standard labs. We feel that these types of experiences will 
enhance student learning and increase practice time for high level competencies in a 
patient-safe environment. We anticipate this lab to be completed in the early part of 2012.


16
Expose students to a variety of situations prior to interacting with live patients and exposure 
to situations not commonly encountered.


17 it works


18
Allows consistent exposure to critical cases.  The quality of learning that occurs during 
debriefing of the scenario is exceptional.  Student interaction with material.


19


The ever increasing acuity for the patients in our 11 clinical affiliates mandates that the 
students are at a higher clinical threshold prior to engaging in patient care. We have found 
that the simulation environment improves basic skills, comfort level with pt and colleague 
communication, team building and bedside critical thinking  skills.  Our students now spend 
apx. 120 hours in the simulation lab and 900+ hours in the defined patient care 
environment.,  The exception is for transferring students with a professional patient care 
preparation (i.e MD, RN, paramedic  or RCIS); they must meet the minimum clinical hours 
exposure defined earlier in our survey.


20 Develop critical thinking skills in simulated situations. Realistic hands-on experience.


21
high fidelity simulation use in the lab and classroom provides a level of student comfort that 
allows them to move from classroom lecture to direct patient care more safely.


22
Can practice scenarios that students may not see in clinical, i.e., tension pneumothorax.  
Can build teamwork and communication.







23


Improve patient assessment skills; information gathering and critical thinking.  It also allows 
us to put students into situations which they have not encountered during their clinical 
education experience (High Impact, Low Frequency activities).  Confidence can also be 
developed by allowing the student to go through the motions of common procedures prior to 
their first clinical experience.


24 used for all CPR courses and case scenarios.


25


Some procedures do not arise often in clinicals. Practice with simulator increases skill and 
comfort level with procedure. Also used in "testing in" to clinical courses and competencies 
for each lab course.


26
The student is afforded the opportunity to run a simulated hospital experience which 
includes a debriefing and review of their video taped performance.


27 ACLS and PALS certification requirement skills from American Heart Association
28 Allows students to gain more real to life situational experience
29 Better hands on skill practice.


30
Hands on practice in the lab for preparation for their clinical rotations, skilled demonstration 
and observation of competencies


31


Simulators offer the students the opportunity to initiate care, and receive physiologic 
response to the care. When completed in an interdisciplinary setting, it encourages the 
development of interdisciplinary communication and team work.


32
Students learn best when immersed in real-world situations where knowledge must be 
applied to solve problems.


33
We simulate patients in the lab for check-offs. It gives our students an opportunity to pratice 
theraputics and diagnostics in a safe environment.


34
The rationale for using patient simulation for all the items listed in #9 are for training of the 
students on the concepts/skills prior to going to the clinical setting.


35 Some clinical sites have patient simulators for critical care and ACLS practice


36
To improve student understanding of the above mdodalites. Also to establish competency 
in the areas above.


37
for testing purposes in lab: airway management, bedside assessment, placement of BiPap, 
aerosol treatments, patient interviews,


38
assessment of students' skills in analyzing information and decision making, crititcal 
thinking skills, limited competency evaluations.


39
Gives the student more of a realistic experience with controlled patient scenarios to 
introduce and rehearse decision making and psychomotor skills.


40


Simulation requires students to recall facts in an entirely different setting.  This help them 
develope critical thinking, teamwork, and leadership skills. Adult learners understand things 
best when they make sense, and acting out how a patient will be treated reenforce skills 
learned in the classroom.  We also use simulated "family members" at the bedside 
sometimes that require students to use effective oral communication skills when explaning 
what they are doing, why, and any potential hazards of therapy.


41 you can mimic things that you may not see in classmates and patients.


42
Students are able to practice over and over...something that is no available in clinic...there 
is no substitute for the hands on practice and the body memory that it develops.


43
Allows for realistic patient sceanrios while completing laboratory competencies. Serves as 
an excellent adjunct teaching method.


44 kinesthetic learning; knowledge transfer to the clinical component
45 Unsure when or if the instructor utilizes the sim man with students
46 hands on experience


47
To give students a controlled clinical patient simulation that allows changes in human 
simulator in response to decisions that students make.







48 Breath sound recognition, vital signs, EKG normal and abnormal rhythems.


49
It is available in our Lab, and just makes sense to take advantage of its availablility with the 
expectation that it will better prepare the students for the "real thing"


50
To prepare the students and build confidence for when the students go out on clinicals and 
are working on patients.


51
Students are able to practice with a patient that is able to respond to the therapeutic 
procedure. This requires the student to practice critical thinking skills.


52 More learning opportunities to improve student knowledge, proficiency, & competency.
53 To enhance the students' clinical, patient assessment, and patient interview skills.


54


The rationale for using patient simulation is to better prepare the student by first placing 
them in non-patient senerio's to teach basic skills and critical thinking. It is our intension to 
first train and test each student on set-up, procedure and delivery of all skills using 
simulations in an attempt to ensure appropriate kowledge base and skill levels before 
allowing the student to practice these skills and procedures on actual patients in the clinical 
sedtting. The use of simulation labs have been an excellent tool in preparing each student 
for the "real thing".


55
To prepare students for "real" situations encountered  in the clinical setting and to include 
team work with all disciplines.


56 It allows us to provide specific clinical scenarios and practice, without endangering patients.
57 Excellent training aid for resusciation scenarios


58


We have requested a simulation room for the college to be used by the health programs but 
it has yet to be approved. The simulation lab at UPMC is fully equipped. The students are 
given a simulation and are videotaped. After the experience the videos are reviewed which 
allows students to recognize their own deficiencies. The students experience more real 
time patient interaction and have the opportunity to critique themselves. The students are 
typically defensive at first but after realizing that most peers are making mistakes it 
becomes a corrective learning tool and helps students think better in real situations


59
To provide as real life situations consistent with those seen in the clinical setting. This is 
done to foster the development of critical thinking skills


60 For improved patient outcomes prior to, during and post didatic and clinical review


61
Prior to entering the hospitlas the students are able to experience the environment of a full 
patient interaction in an environement that is similar to the hospital setting.


62
Control and standardize final evaluation of student skills. Promote interdisciplinary 
teambuilding.


63


to enhance education - simulators have added to our routine laboratory assessment but 
more importantly to pre-clinical preparation of students allowing them to be better prepared 
for direct patient care. We also use them for post-clinical testing


64
interactive experience that allows the students to experience the stress of a real life 
scenario without the risk


65 development of student centered learning


66


It gives the students a more realistic view of what is to be expected in the clinical settings.  
It also allows for the instructor to debrief the student on mistakes that were made without 
any risk of injuries to a patient.


67 To enhance the learning process in the classroom, lab, and clinical


68
The students must perform a simulation at the end of their clinical rotation to recieve a 
passing grade.  It is also required for passing ACLS and PALS.


69 To better prepare the student for the clinical setting.
70 The desire to provide a more realistic experience.
71 exposes students to patients situations not just a ventilator or textbook
72 real life experience on a changing patient







73
Students need to practice specific skills to be competent enough to perform the skills on a 
live patient.


74
Promotion of interprofessional communication, practice in medical emergent situations, 
initial orientation to sim - man for patient assessment


75 Augment didactic portion of lesson


76
Doing beats talking!
Research says that simulation helps learning!


77
Ability to repeat scenarios, no harm to the patient, ability to allow student to make grave 
errors, allows "clinical" reinforcement of basic consepts, adds realism to training scenarios


78
Provides students the opportunity to develop initial skills for patient assessment and 
interventions/procedures prior to employing such in the clinical area


79


Provide situational learning experiences closer to hospital based experiences.  Allow 
practice and skill validation prior to allowing guided practrice on real patients.  Provide 
higher level skill validation as portion of the process for allowing students to advance to 
higher patient practice.


80
More visual & graphic
Allows procedure to be seen in context


81 Increases students performance at the clinical sites.  Also, helps with  remediation


82
Testing for lab competency prior to clinical or if unavailable in patient care setting. i.e. Code 
situations


83
Provide hands on experience in areas where students may not be given the experience 
they require.  Better to make a mistake on a simulator.


84
This practice allows for critical thinking and provides hands on practice in the case of 
intubation.


85


Our rationale for using patient simulation is to provide our students the ability to 
practice/perform clinical procedures in a simulated clinical setting prior to performing these 
exact procedures in the actual clinical setting.  Our students are now demonstrating 
certainly more confidence upon entering the clinical setting.  In that we have the ability to 
design our cliniical scenarios and alter the patients response in regard to medical 
interventions (or the lack of) the student observes first hand just how important patient 
assessment skills, pharmacological knowledge, and most importantly the role of the 
professional Respiratory Care Practitioner.  Our students will and have over the past two 
semesters expressed their appreciation for having the opportunity of working in the 
simulation lab.


86 utilized in a lab setting prior to in the clinical areas


87
To build skills (priortizing, timeliness, teamwork), promote confidence, demonstrate 
competency.


88 More realistic practice for competencies, hands-on experience, critical thinking.


89


We use simulation to give students the opportunity to practice procedures in a more 
realistic environment that is less stressful than the actual clinical environment.  We use 
simulation to prepare them in advance for their clinical experiences.


90 able to provide practice of critical care procedures in a safe environment for all students


91


Our general process is to assign chapters to be read ahead of class and assign homework 
to be completed and brought to class for discussion and correction. When then have lecture 
combining the aspects covering the important points. Then at the end of lecture we use our 
equipment such as vents bags aerosol generators on our manikins. We prefer to have 
some lecture then break lecture and practice hands on skills covering the topic being 
discussed until students gain understanding then move on to next process.







92
Some clinical sites offer simulators in departments and students have an opportunity to 
access, as well.


93
simulate patient situation which all students may not have access to during their clinical 
rotations - standardizes a portion of their training


94


Use of simulation versus real people, although real people are used for vital signs and 
assessment.  Simulation provides different scenarios which cannot be duplicated with 
human subjects.


95 Much better way to invoke critical thinking and to simulate patient responces to intervention


96


Lack of available clinical experiences.  
1) Some clinical sites will not permit students to perform invasive procedures other than 
suctioning.  
2) With increasing numbers of programs and students, clinical sites are limiting time 
allotted to each program.


97
Procedural training with patient simulators is more practical then having the students to 
train on live humans.


98
Provides the students with the closest facsimile to a real patient in a safe, non-threatening 
environment


99
It is a good way to help students learn.  It also helps develops decision making on their feet 
without the risk of serious injury to a real patient


100


More realistic setting of the sim lab, it is set up to look like an ICU bed with all monitors,etc. 
To practice cause and outcome type situations, to encourage critical thinking and 
responding to clincal info.


101
It provides us with a way to evaluate students under simulated conditions without puting a 
patient at risk


102


The simulations provide instructors the ability to actively demonstrate various techniques.  
They provide students the ability to strengthen their psychomotor skills, which prepares 
them to competently perform procedures in the clinical settings.


103 Safety.
104 Increase student skills under varied conditions
105 Controlled clinical situation for learning


106


Students have a fear of being overwhelmed by a lack of experience. Their anxiety level 
influences their decision making, which is directly related to clinical judgment. High student 
anxiety can lead to decreased student learning. Critical thinking and clinical reasoning are 
central parts of clinical judgment. The HPS may (1) enhance knowledge, (2) facilitate skill 
acquisition, (3) decrease anxiety, and (4)assist in promoting clinical judgment.


107 The student gets to demonstrate immediately what they learned


108
Allow interaction in a controlled environment were student metric may be measured and 
critiqued.


109
Patient simulation is a valuable teaching tool to present life-like scenarios without the risk of 
injury or detriment to patients.


110


Ability to practice accurate techniques in a lab before applying to live patients. We also use 
it to simulate a more realistic clinical environment, incorporating (improving) teamwork and 
team interaction during scenarios. We hope to include interdisciplinary scenarios in the 
future.


111


Students learn how to react to a variety of situations prior to encountering them at the 
clinical site.
We also use them for laboratory practical examinations.







112


Simulation adds context to education.  It allows us to practice with a degree of realism not 
possible with static task trainer types of simulators or laboratory exercises.  Students apply 
multiple skills to a single situation just as they would in the clinical setting.  Skills are 
applied in a realistic manner,  students must draw both on didactic and psychomotor  skills  
in order to analyze, apply and assess the application of our craft.  It prepares them for the 
reality of a dynamic and challenging work environment.  We also use simulation as a tool to 
introduce the concept of the multidisciplinary team when students do simulations in tandem 
with nursing students.


113


The clinical sites expect the students to have a certain comfort level prior to performing 
more critical tasks on patients. Using a simulator is a very reasonable way to allow the 
student to practice and gain some familiarity with the procedure. The student is also able to 
be debriefed post task and look back via video and audio and critique their own 
performance.


114 practice and critique "team work"


115
gives students more hands on practicum in lab to familarize with the equipment, BS, and 
gain confidence before going to the clinical setting


116


Instead of providing patient care for a particular "'window of time" in the hospital setting, 
maybe a stable ventilator patient which doesn't require much critical thinking, the students 
can be put into situations which require them to critically think over and over again. The 
"Sim Lab" is a safe environment in which students may make mistakes without harming an 
actual patient. They are able to learn from these simulations (even experience the same 
situation multiple times), have a debriefing session to discuss strengths and weaknesses 
and resolve any patient care issues.


117


I have to get to class soon but I will try to answer this question. Basically it is the same 
rationale that everyone uses for advocating simulation. We want to practice all of the 
intricacies in context. We want to practice critical thinking, problem solving, interdisciplinary 
communication and be able to make mistakes in an environment that does not harm 
patients.


118 Ability to create senarios that can build on student confidence, critial thinking and skills.


119


We have found that students are much more prepared to handle clinical situations when 
they have already encountered them in the classroom and lab in a manner which more 
closely approximates the real clinical world.


120 Enhance critical thinking skills.


121
Safe environment for learning, patient safety, critical thinking, student confidence building, 
laboratory evaluations, skills evaluation, debriefing for other class members.


122


Rationale:  In real patient simulations the outcomes are not always controllable requiring 
good communication skills, knowledge, and critical thinking skills.  It gives real inter-
disciplinary team exposures and experiences.


123 Makes it more realisitic for the student, therefore easier to understand.


124


provides patient simulation and experience for critical care emergencies.  Clinical 
experience in dealing with critical emergency situations are not readily available for student 
experience in a standard clinical setting.


125


I think that students learn from making mistakes.  In simulation it is a win/win situation 
where they can make mistakes and hopefully not repeat those errors the real clinical 
setting.  Plus, clinical sites are tight and you cannot gurantee that every student will have 
the same clinical experience.  In simulation you have control of the clinical scenario.


126
ENHANCING DECISION MAKING AND TEAM BUILDING SKILLS ALONG WITH 
ALLOWING PRACTICE IN CONTROLLED SETTING.







127


It's nice for the students to be able to put their hands on patients as well as equipment and 
see what the consequences of their actions might lead to. Turns out to be quite the 
educational tool.


128 To improve patient simulation scenarios.


129


To supplement in class instruction and enhance laboratory experiences. Simulation also 
provides the student the opportunity to experience complex patient conditions in a control 
situation. Students get experience with the infrequently encountered patient conditons, e.g. 
burn patients, cardiac arrest patients (increased frequency), and multisystem organ failure 
patients.


130


Patient Simulation is integrated into the Respiratory Therapy curriculum to offer students 
real life experiences. Instructors use students in the classroom to demonstrate concepts 
and skills. Students use each other to practice and perfect their skills in the laboratory 
setting. These skills are then transferred to care for patients at the various clinical site. 

In addition, Patient Simulation grants students the opportunity to not only perform a skill but 
to experience human interaction. It is the human interaction that ultimately provides the 
most valuable learning opportunities.


131 Practice before doing on a real patient.
132 To prepare and evaluate students in under different clinic settings.


133
Improve clinical training by providing enhanced simulated procedures not aquired in the 
hospital.


134


Using the SimMan for breath sounds is a useful tool because beyond just providing the 
audio, the students must develop skills to interact with the patients, protect their privacy, 
and place the stethoscope appropriately.  We have constructed scenarios in which a COPD 
patient has been put on too much oxygen and is therefore obtunded and the point of the 
exercise is to assess the patient and figure out that the oxygen has been set incorrectly.  
This is a wonderful simulation to do jointly with nursing students because each student 
population brings a different perspective to the bedside.   Using simulators for ACLS 
practice is ideal because we can manipulate the cardiac rhythms and vital signs according 
to how the students proceed with the resuscitation.


135


To employ addtional teaching methodlogies.
To provide some level of clincal competence prior to the hosp. experience.
To  provide "end of program" clincial experiencies.


136


Using the simulation takes the instructor out of the mix and allows the students to make 
decisions based on the simulation scenario results instead of looking to the instructor for 
further information.  It allows one more step in developing confidence in the student and 
'patient' interaction prior to the clinical setting.


137 more realistic & interactive


138
We use them for as many things as they allow. The instructors use them for demonstration 
and then each student has a lab to complete on that topic using the simulator.


139


The Respiratory Care program is located in Sims-medical hospital at the college. Variety of 
rooms that have simulators from basic care to intensive care. All labs at college utilize 
simulators.


140
practice of techniques prior to clinical rotation helps them be more confident in the clinical 
site


141


It creates an environment as close to real life as we can get.  The students are having to 
actively seek information via assessment to make clinical decisions.  Hopefully this will 
allow our program to produce stronger graduate therapists.







142


It is an attempt to make lab practice more realistic there by making the transition to patient 
care easier. It allows for discussions of various patient scenarios, as you do in ACLS & 
PALS. All students can pracitice the same scenario multiple times.


143
Use of human patient simulators allows students to perform procedures in a realistic 
manner and allows correction of mistakes prior to actual clinical practice.


144 Too closely observe and debrief students and pt safety


145


To strengthen the initial learning and retention of knowledge and pshychomotor skills 
incorporating equipment, procedures, rationales, care planning, application, problem 
solving, evaluation and synthesis.
We believe that, like the simulation literature, patient simulation improves student 
performance by allowing them to practice, evaluate and improve through live and taped 
performance, cognitive integrated with motor performance.


146
To better prepare students for alternate situations in the clinic and to assess their 
competence


147


It allows us to train the students on procedures using simulators before going to clinical and 
treating real patients. During clinical when the patient census is low the students can 
continue to practice and train on simulators.


148 Pre-clinical skills training.


149
Provides practice in a controlled environent, e.g., vital sgns and breath sounds can be 
manipulated.


150 Each student is issued a laptop and they are required to master all the software provided.
151 To create real life scenarios within the laboratory setting


152
To provide "hands on" experience prior and during clincal rotations in order to increase skill 
level as well as to assess the students' critical thinking skills.


153


The rationale is to provide the same educational experience for all students in these 
situations prior to and in addition to clinical experience.  Also to allow the students to gain 
confidence and to self assess performance through videotaping procedures.  Also used for 
competency in ACLS.


154


Our goal is to provide an environment where the student can demonstrate critical thinking 
skills in a simulated environment.  We also provide feedback for the student from 
instructors and peers with the overall goal to make them better prepared for real life 
situations having simulated scenarios in a lab.


155


Using our simulation manikins as a first experience for performing the above techniques is 
a valuable tool to promote both psychomotor skills and critial thinking prior to sending 
students out for clinical rotations.


156
Interim interaction prior to working with live patients.  Practice in a simulation setting to 
refine skils or remediate.


157
to give the students hands on experience in the lab to achieve competency before attending 
clinical.


158 Troublehooting mechanism and scenario response


159
To provide an interactive situation in which to evaluate the students response to clinical 
changes in a safe environment.


160


Patient simulation for these skills is necessary to ensure students can safely perform these 
skills prior to entering clinical. While physical assessment is not inherently dangerous, the 
human simulator provides an objective way to evaluate students as well teach students 
using a controlled situation. All invasive and dangerous procedures can be performed 
without fear of harming patients.


161 To develop domain-specific competencies in criteria based assessments and practice.


162
To get hands-on practice of different clinical situations and hone the students' skills in 
specific areas that might not be encountered very frequently during clinical rotations







163 Develop critical thinking skills


164


Utilizing the Human Patient Simulators before students work on patients gives them a more 
realistic picture of what they will encounter at the clinical site.  Our HPS is very advanced 
($250k) because a person can talk through it, you can scan in IV medications and it 
appropriately responds, it has an ICU monitor, it can be defibrillated, intubated, ventilated, 
there are oxygen sensors so when an oxygen device is attached to it, the oxygen saturation 
changes, it returns tidal volumes, etc....


165
To improve the Students' cognitive, psychomotor, and affective skills prior to entering the 
hospital setting; and to reinforce knowledge during the hospital clinical phases.


166


Faculty can simulate abnormal vital signs, breath sounds, heart rhythms, etc. Students can 
be evaluated on treatment and management of these abnormal conditions.
Code blue with application of BLS and ACLS guidelines can be applied as students observe 
the human patient simulator go from normal rhythm with pulse to lethal rhythm.
Operation and troubleshooting of chest drainage systems can be demonstrated on the 
manikin to familiarize the student with this before going to assigned ICU clinical rotation.


167


We have a simulated hospital environment in which our students learn skills that can be 
transfered to the clinical setting.  We are beginning to incorporate interdisciplinary 
scenarios into the curriculum in an effort to improve communication and teamwork skills.


168 to improve psychomotor and decision making skills before entering clinical sites


169


Every student gets the same kind of situation and each student gets the same opportunities 
and gives them the real patient atmosphere and the opportunity to make mistakes in a 
simulated atmosphere and learn from them. The Sim Lab familiarizes them with the 
atmosphere in the hospital so the students can practice focusing on the patient.


170 Competencies to increase critical thinking


171
More exposure to specific situations in a controlled environment.  Situations that a student 
may not be exposed to or participate in during clinical.


172
hopefully decreases student stress to practice in a simulation compared to a real patient. 
some skills are not available to perform on a real pateint (intubation)


173


Simulation is used for formative and summative assessment. We utilize simulation to 
enhance student learning by providing dynamic opportunities for engagement. We can 
evaluate cognitive, psychomotor, and affective domains when utilizing an appropriate tool 
for assessment. Each tool is evaluated by faculty to identify learning outcomes and 
appropriate design.


174
The use of simulation is to provide a real life scenerio that iniitiates and developes critical 
thinking skills at the bedside.


175


Formative learning
Sklll demonstration
Critical thinking Skill development 
Criticial thinking assessment


176


Allow students to proctice in a siutation where they can be allowed to make incorrect 
choices and learn the impact of those choices without harm to a living patient.  Allow 
practice with skills not uniformly encountered in clinical settings.  Work with other health 
care professionals to develop teamwork skills.


177


The reason for using the simulators is to get students to perform and be confortable when 
working with patients. It also give us a chance to make them use critical thinking when 
caring for their patients..


178
We use him to show and treat arrhythmias, teach the students the importance of 
assessment and for instructing basic and advanced life support.







179 To facilitate student preparation for clinical practice and lessen the risk of patient injury.
180 To allow students to participate in life like situations prior to entering clinical setting .
181 For students to be able to understand intubation process and trach management.


182


Gives the students more practice for performing new skills in a non-threatening 
environment. Allows instructor to stop the student and give instruction without a "real" 
patient being aware of the potential errors.


183 Integrates lab and classroom instruction and preparation for clinical rotations


184


The rationale is to allow the students to work through simulated patient scenarios in a 
control situation.  This way when they students encounter a similar situation in the hospital 
they are better prepared to deal with it.


185
Provide a realistic training environment that closely mirrors the expectation at clinical site.  
Practice hard, play hard.


186
It creates a more real experience and allows for much variety of situations (e.g., BS, 
Ventilator changes, etc)


187


allows the students to identify abnormal and adventitious breath sounds rather than 
listening to healthy fellow students
allows for simulated code activities
allows for invasive airway care and mechanical ventilation


188


Our faculty determined we would like to have a setting that was standardized for evaluation 
of basic skills like the patient assessment. This environment allows for inter rater reliability 
and to determine the minimum skill that is safe for a student to enter the clinical setting.


189 The students are able to practice their clinical skills before seeing a real patient.
190 Improved student performance on the job.
191 used at chidren's hospital to simulate infant/pediatric vital signs,etc.


192


We use simulation to verify that each student has the same clinical experiences that 
otherwise might not be available in the clinical setting for each student (i.e, Code Blue).  
Simulations can be reproduced and repeated.  Simulation is used for testing on general 
diseases with assessment to advanced airway and mechanical ventilation.  We also use to 
reduce medical errors, provide team work experiences between nursing and EMS and to 
give students a safe place to learn from their mistakes and make necessary remediation 
with debriefing.


193
used for each preclinical orientation term to introduce proficiencies. Standardized patients 
used to develop assessment skills.


194
To provide the students with hands on experience prior to the student performing such 
techniques on actual patients.


195


provides SAFE first encounter for students in an atmosphere of reduced anxiety due to 
inexperience with patients and each particular procedure, ensures a level of skill acquisition 
PRIOR to first patient contact for procedure, allows student feedback at each step of the 
procedure and repeatability until skills acquired without endangering the patient, allows the 
program to report to the clinical facility that students have been previously trained and 
checked-off on the procedure in a simulation atmosphere


196


We believe using human "patients" gives the student a better understanding of the 
therapies and give them enhanced practice in the explanation/demonstration aspect of the 
therapies.


197
To simulate situations in which the student should be proficient but it is unethical to create 
that situation in a human subject


198
Rationale behind using the simulators is to give the students a more 'real' life experience 
prior to entering the clinical sites.







199


Provides "safe" real time application
Provides easy access for sometimes difficult to observe patient situtations and procedures
Reinforces clinical procedures with reliable and realistic supplemental learning activities


200
Patient simulation has been demonstrated to enhance learning and to accelerate 
acquisition of clinical competency.


201
To provide a safe laboratory experience that will correlate well with clinical expectations, 
simulating problems that the students may or may not enconter at the bedside.


202
Provides students with confidence building experiences and offers faculty opportunity to 
observe student level of competency prior to clinical exposure.


203 allows students to practice skills in safe environment


204
To perform procedures that are too dangerous for students to practice on each other and to 
simulate clinical situations that aren't frequently encountered.
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Response to the AARC’s request for comparing the current accreditation 
Standards to the competencies outlined in Conference II 


March 24th, 2012 


 
Dear President Stewart, 


On behalf of the Commission on Accreditation for Respiratory Care (CoARC), the following 
constitutes the CoARC Board of Commission’s input and comments regarding the initial results of the 
AARC 2015 and Beyond GAP analysis and relative implications for CoARC’s Accreditation Standards as 
per your request.  In order to provide the context for this response, it is necessary for us to provide 
some background information on the establishment and purpose of the Accreditation Standards. 


BACKGROUND 
 


CoARC accredits first-professional respiratory care degree programs at the Associate, 
Baccalaureate, and Master’s Degree level in the United States and internationally.  The CoARC also 
accredits first-professional respiratory care degree programs offering certificates in polysomnography.  
CoARC Policy 12.02 (p. 53) defines a First-Professional Degree Program as “an educational program 
designed to provide students who possess no prior competence in respiratory care, with the knowledge 
and clinical skills required to function competently as a registry-eligible respiratory therapist. Conferral 
of the first-professional degree requires completion of a program that meets all of the following criteria: 
completion of the academic prerequisites to become a registry-eligible respiratory therapist; requires at 
least two years of college-level study upon completion of the program; and is awarded after a period of 
study such that the total registered time to the degree, including both pre-professional and professional 
study, is equivalent to the acceptable level required of an associate’s degree.”  CoARC currently does not 
provide accreditation services for degree advancement programs (defined by CoARC Policy 12.03 as “an 
educational program designed especially to meet the needs of the practicing respiratory therapist who, 
having already completed an accredited respiratory care program with an earned first professional 
degree is returning to school to obtain an advanced degree.”)     


The CoARC and its collaborating organizations (the American Association for Respiratory Care, 
the American College of Chest Physicians, the American Society of Anesthesiologists, and the American 
Thoracic Society) cooperate to establish, maintain, and promote educational standards of quality to 
prepare individuals for respiratory care practice, and to provide recognition for postsecondary 
educational programs that meet the minimum requirements outlined in the Accreditation Standards for 
the Profession of Respiratory Care (the “Standards”).  The Standards are used for the development, 
evaluation, and self-analysis of respiratory care programs.  They provide the explicit framework for 
which accredited programs are expected to demonstrate competency in achieving their programmatic 
goals within the context of their institutional missions. The Standards ensure that all programs prepare 
students at a competency level consistent with the national credentialing examination for registered 
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respiratory therapists. This level of preparation better equips graduates to begin practice with the 
professional competencies needed to work effectively in partnership with other healthcare providers.    
 
   The Standards place a greater emphasis on the desired foundation and practice, the manner in 
which programs must assess student achievement of competencies, and the importance of the 
development of the student as a health care professional. Further, the Standards focus on the 
development of core and professional knowledge, skills, attitudes, and values, as well as sound and 
reasoned judgment and the highest level of ethical behavior.  The Standards reflect an appropriate 
balance between the processes to be followed and outcomes to be achieved.  Such a balance allows the 
CoARC to assist programs in meeting high quality accreditation standards and in complying with policies 
while respecting the institution's mission, governance, innovative efforts, and prerogative to set its 
priorities.   


  CoARC describes academic quality in terms of goals and outcomes.  Goals are defined by CoARC 
as the “aims of the programs that are consistent with the institutional and program missions and reflect 
the values and priorities of the program” (Standards, p.9).  Specifically, in Standard 3.01, CoARC requires 
that each program must have the following goal defining minimum expectations:  “To prepare graduates 
with demonstrated competence in the cognitive (knowledge), psychomotor (skills), and affective 
(behavior) learning domains of respiratory care practice as performed by registered respiratory 
therapists (RRTs).” For programs offering the polysomnography option, the program must have the 
following additional goal defining minimum expectations:  “To prepare sleep disorder specialists with 
demonstrated competence in the cognitive (knowledge), psychomotor (skills), and affective (behavior) 
learning domains of polysomnography practice as performed by sleep disorder specialists” (Standards, 
p.19).  In Standard 3.02, CoARC further requires that “program goals must form the basis for program 
planning, implementation and evaluation. Program goals with measurable outcomes are to be reviewed 
annually by program personnel to ensure compatibility with the mission of the sponsoring educational 
institution” (Standards, p.19).  


  CoARC defines program outcomes as “performance indicators that reflect the extent to which 
the goals of the program are achieved and by which program effectiveness is documented. Examples 
include but are not limited to: program completion rates, job placement rates, certification pass rates, 
and program satisfaction” (Standards, p.10).  Outcomes measures used by CoARC reflect metrics of 
program effectiveness and student achievement.  CoARC uses an outcomes-centered approach to its 
accreditation review process. This approach focuses on a specific set of outcomes which include the 
following: a) Graduate performance on the national credentialing examination for entry into practice; b) 
Programmatic retention/attrition; c) Graduate satisfaction with program; d) Employer satisfaction with 
program; and e) Job placement.  The CoARC routinely monitors the program’s outcomes results in 
relation to the thresholds via an Annual Report of Current Status (RCS).  CoARC provides definitions of 
these criteria in its Interpretive Guidelines (p.23), in its Accreditation Policies & Procedures (p. 38), and 
on its website (www.coarc.com/15.html). 


 



http://www.coarc.com/15.html
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RESPONSE RELATED TO DOCUMENT TITLED, “GAP ANALYSIS FOR 2015” 


Recommendation 1: That the AARC request CoARC to change by 7/1/12 accreditation standard 
1.01 to read as follows: 
 
1.01 The sponsoring institution must be a post-secondary academic institution accredited by a 
regional or national accrediting agency that is recognized by the U.S. Department of Education 
(USDE) and must be authorized under applicable law or other acceptable authority to award 
graduates of the program a baccalaureate or graduate degree at the completion of the 
program. 
 
Programs accredited prior to 2013 that do not currently offer a baccalaureate or graduate 
degree must transition to conferring a baccalaureate or graduate degree, which should be 
awarded by the sponsoring institution, upon all RT students who matriculate into the program 
after 2020. 


 
Violates Attribute 1: Maintain an adequate respiratory therapist workforce throughout the transition.  


Violates Attribute 2: Address unintended consequences such as respiratory therapist shortages. 


   GAP - Will need determination of workforce needs and areas of need. 
   GAP – Will need to determine locations of schools in comparison to the workforce needs and 


shortages. 
   GAP – Will need to identify process to which AS can become BS for future. 


 
Violates Attribute 3: Require multiple options and flexibility in educating both students and the existing 
workforce (e.g. affiliation agreements, internships, special skills workshops, continuing education, etc.). 
 


   GAP – Will need a determination if there is enough geographically located to replace current AS 
programs, consider a stretch to 2020 or make a determination that the content of the AS programs 
must change to meet the demands of the emerging needs. 
 


   The past transition place to all associate programs took 7 years so this must be considered if there 
is a transition to the BS level. 
 


• Information needed: 
 


1. Current vacancy rate by regions of the country. 
2. Determine if shortages will actually occur. Create a list of schools and options for schools. 
3. Create practical time line. 
4. Identify any and all commitments needed. 
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CoARC’s Response: 


The CoARC Board concludes that the recommendation above, if enacted, would result in a significant 
overall reduction of respiratory therapy enrollments and graduates.   
 
As of December 31, 2011, there were a total of 444 respiratory care programs and satellites.  Of these, 
384 (87%) offer the Associate degree upon graduation.  Fifty-seven percent (255) of these associate-
degree granting programs are sponsored by community or junior colleges, many of which are prohibited 
by state laws to award baccalaureate degrees.  These programs would be required to enter into a 
collaborative arrangement with a 4-year institution (e.g., transfer and articulation agreement or 
consortium) in order to remain in compliance with the proposed accreditation standard as it is currently 
worded.  Even though the Community College Baccalaureate Association (www.accbd.org) identifies 
approximately 17 states with the ability for community colleges to award a baccalaureate degree, none 
of the 255 respiratory care programs sponsored by community colleges currently award the 
baccalaureate degree.   
 
Programs offering only associate degrees accounted for 86.1% of the total number of programs 
submitting annual reports in 2011.  There were 10,421 new students enrolled in 2010; of this total, 
9,404 (90.2%) were enrolled in Associate degree programs, of whom 54% (5,605) were enrolled in 
community or junior colleges.  In addition, there were 7,732 graduates in 2010; of this total, 6,919 
(89.5%) graduated from Associate degree programs, with 53.6% (4,143) graduating from community or 
junior colleges.  Keep in mind that these are total graduates and include those who do not earn a 
credential and obtain employment1.     
 
To assist the AARC in obtaining additional information identified in this recommendation, CoARC 
provides the following link that maps the distribution of current programs by geographic location and 
includes degree, institutional type, institutional control, 2010 enrollments, 2010 graduation rates, 2008-
10 attrition rates, job placement, and CRT credentialing success:      
 
http://batchgeo.com/map/0dfb6b86d50fd6c47073479eb121e009 
 
CoARC can provide this data, upon request, in spreadsheet format.  Please note that workforce demand 
is indirectly evaluated vis-à-vis job placement rates and all values, except CRT credentialing success are 
self-reported by the programs.  Job placement rates include those graduates working part time and per 
diem, which could reflect underemployment or lack of available full time positions.  CRT credentialing 
success numbers are cross-verified with NBRC Annual School Summary reports.   


 


 


                                                           
1 Commission on Accreditation for Respiratory Care. (2012). 2011 Report on Respiratory Care Education. pp. 7, 18, 26.   
Retrieved from http://www.coarc.com. 



http://www.accbd.org/

http://batchgeo.com/map/0dfb6b86d50fd6c47073479eb121e009
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Recommendation 2:  That the AARC recommends to the NBRC on July 1, 2011, that the CRT 
examination be retired after 2014.  That the AARC recommends to the NBRC on July 1, 2011 
that the multiple choice examination components (CRT and RRT written) for the RRT should be 
combined after 2014. 
 


CoARC’s Response: 


The CoARC Board has no comments regarding the merits of this recommendation.  However, as a point 
of information, should such a combination of exam requirements come to fruition, CoARC will revise its 
Evidence of Compliance requirements that refer to the NBRC content exam matrix to ensure 
consistency.  All 100-level (CRT-only) programs have ceased admitting students and are on track to 
voluntarily withdraw by the December 31, 2012 deadline.  With the establishment of the revised 
Standards in June 2010, all programs are required, as per Standard 3.01, to “prepare graduates with 
demonstrated competence in the cognitive (knowledge), psychomotor (skills), and affective (behavior) 
learning domains of respiratory care practice as performed by registered respiratory therapists (RRTs).” 


 


Recommendation 3: That the AARC establish on July1, 2011, a commission to assist state 
regulatory boards transition to a RRT requirement for licensure as a respiratory therapist. 


CoARC’s Response: 


The CoARC Board has no comments regarding the merits of this recommendation. However, as a point 
of information, CoARC respects the overarching mission, goals and policies of the sponsoring institution 
of the respiratory care program and respects the state and local laws governing both the institution and 
the respiratory care program seeking and maintaining accreditation.  When, in the process of 
accreditation, a conflict exists between CoARC Standards and/or specifications with state and/or local 
laws that govern the respiratory care program and/or the sponsoring institution/consortium, state 
and/or local laws will usually take precedence over CoARC Standards. When such a conflict is identified, 
the program and sponsoring institution/consortium will be asked to provide both an explanation of the 
conflict and appropriate documentation that the conflict exists. The CoARC Board will review the 
documentation prior to waiving the Standard(s) and/or Evidence of Compliance in question.  If, in the 
judgment of the CoARC, the state and/or local law(s) constrain the ability of the program and the 
sponsoring institution/consortium to offer a program which adequately prepares graduates to seek the 
RRT credential and future employment, CoARC reserves the right to not waive the Standard(s) and/or 
Evidence of Compliance in question. 
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Recommendation 4: That the AARC Executive Office request that the AARC Board of Directors 
ask the appropriate existing sections to develop standards to assess competency of RTs in the 
workforce relative to job assignments of the RT.  Standards should address the variety of work 
sites that employ RTs.  Standards should address RT knowledge, skills and attributes relative to 
the tasks being evaluated. 
 
CoARC’s Response: 


The CoARC Board has no comments regarding the merits of this recommendation.  However, for 
clarification, the CoARC Board supports differentiating between the competencies expected of a new 
graduate entering the workforce, the competencies of an experienced practitioner, and the advanced 
competencies.    


 


Recommendation 5: The AARC encourage clinical department educators and state affiliates 
continuing education venues use clinical simulation as a major tactic for increasing competency 
levels for the current workforce. 
 
CoARC’s Response: 


The CoARC Board has no comments regarding the merits of this recommendation.  However, as a point 
of information, CoARC does not address the relationship of high-fidelity patient simulation to clinical 
patient hours or the ability to substitute the former for the latter.  CoARC encourages the use of patient 
simulation as an adjunct to clinical training, but simulation cannot replace patient contact.   


CoARC conducted a recent survey that included questions regarding the use of human patient 
simulation in the school setting.  Attached are the results of the survey. 
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Recommendation 6: That the AARC, in cooperation with CoARC, consider development of 
consortia and cooperative models for associate degree programs that wish to align with 
bachelor degree granting institutions for the award of the Bachelor’s degree. 
 
CoARC’s Response: 


CoARC’s Standards also allow for flexibility in program structure.  Standard 1.02 (p.12) allows more than 
one institution (e.g., consortium) to be involved in the provision of academic and clinical education.  
Affiliate agreements between consortium members typically specify whose policies govern and 
document student access to educational resources. Although the responsibilities of the consortium and 
of each member must be clearly documented in a formal affiliation agreement or memorandum of 
understanding, which delineates instruction, supervision of students, resources, reporting, governance 
and lines of authority, CoARC does not limit or direct how those responsibilities are shared.  CoARC 
currently accredits 23 consortiums with the typical structure of the consortium involving the partnership 
of a higher education institution and a medical center.  CoARC provides a sample consortium agreement 
on its website (www.coarc.com/33.html).  This sample is intended to provide an example of provisions 
related to the Accreditation Standards for the Profession of Respiratory Care.  It does not in any way 
represent the legal language that may be required or desired between the consortium members.    


 


Recommendation 7: That the AARC provide budgetary resources to assist associate degree 
programs with the transition to baccalaureate level respiratory therapist education. 
 
CoARC’s Response: 


The CoARC Board has no comments regarding the merits of this recommendation. 


 


Recommendation 8: That the AARC BOD explores development and promotion of career ladder 
educational options for the members of the existing workforce to obtain advanced 
competencies and the baccalaureate degree. 
 
CoARC’s Response: 


The CoARC Board supports the development and continued growth of Baccalaureate completion 
programs for AS-RT graduates and Master’s degree programs for BS-RT graduates. 


 


 


 



http://www.coarc.com/33.html





COMMISSION ON ACCREDITATION 
FOR RESPIRATORY CARE 


 


CoARC Response to AARC on 2015 Recommendations -3/24/12                                           Page 8 of 9 
 


CONCLUDING REMARKS 


  While the overall goal of Conference 3 was to determine what changes in the profession are 
necessary to position respiratory therapists to fulfill the roles and responsibilities identified in 
Conference 1 and to ensure that future and practicing respiratory therapists in 2015 and beyond acquire 
the competencies identified in Conference 2, there did not appear to be any discussion regarding which 
competencies identified by the communities of interest are considered essential for the new graduate 
versus those considered essential for continued competence in the workforce.  CoARC believes that 
identifying any such differences is critical for CoARC and the programs it accredits to effectively develop 
future competencies needed for entry into the profession.  In order to effectively address the issue, 
CoARC must either clearly specify the student learning outcomes we require programs to address, or 
must require programs to do so.  Given the important nature of this issue, perhaps an updated survey is 
warranted that asks whether the competencies should be expected upon graduation (i.e., entry into the 
profession), should be expected after a defined period of professional practice, or should be considered 
an advanced competency. Once the competencies for entry into the profession have been defined and 
approved, one of the crucial questions which CoARC will address will be how to measure these 
competencies and what evidence would be considered acceptable to ensure that program graduates 
have attained the levels of competence needed for effective professional practice. 


 
 As mentioned previously, CoARC already requires programs to provide evidence of student 
learning outcomes (i.e., competencies) as an integral part of its standards and processes for review.   
These student learning outcomes encompass the integration of a specialized set of knowledge, skills, 
and abilities that students have attained at the completion of their professional program and that are 
required for entry into the profession.  Specifically, CoARC Standard 4.01 requires that programs 
“prepare students to meet the recognized competencies for registered respiratory therapists identified in 
these Standards.” Documentation of competencies encompassing knowledge, technical proficiency, and 
behaviors expected of program graduates as well as evaluation mechanisms designed to monitor 
knowledge, performance, and behavior are the minimal evidence of compliance associated with this 
Standard.  Programs may select the types of learning activities and assessments that will indicate 
compliance with recognized competencies.  To prepare competent respiratory therapists, the curriculum 
should be the framework for a deliberate and systematic educational process in the affective, 
psychomotor, and cognitive domains. It is intended to develop new proficiencies with an application in 
mind, and is presented with attention to needs, objectives, activities, and a defined method of 
evaluation.  The curriculum should include supervised pre-clinical (didactic and laboratory) and clinical 
activities, as well as documentation of progress towards achieving competency.   
 
  Further, Standard 4.02 requires programs to “define and list the competencies it requires for 
graduation. The program must employ student evaluation methods that measure all defined program 
competencies. These competencies and evaluation methods must be written and communicated to the 
enrolled students.”  Evaluation mechanisms designed to monitor knowledge, performance, and 
behaviors as well as published materials demonstrating communication of competencies to students are 
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the minimal evidence of compliance associated with this Standard.  The educational competencies for 
the respiratory care education program should include the preparation of graduates who possess the 
knowledge, skills and values to practice respiratory care. The evaluation methods used in the program 
should include process and end-product assessments of student performance (e.g., competency 
checklists), as well as a variety of objective testing measures. These mechanisms will provide student 
performance data related to measuring defined program competencies throughout the program for the 
students, faculty and college administration.  The program should provide evidence that each student is 
made aware of (i.e., written acknowledgment) the competencies required for completion of the 
program. 
 


Please note that CoARC will be undergoing a Standards revision process this year.  CoARC will 
provide adequate opportunity for broad comment from its communities of interest2 prior to adoption of 
proposed changes to the Standards.  CoARC will continue its outcomes-centered approach to the 
accreditation review process. Furthermore, revisions to the 2010 Accreditation Standards will likely 
reflect an increased emphasis on student learning outcomes that focus on the competencies and 
attainment levels reached by students upon completion of the program.   


The competency statements identified in Conference 2 as they are currently phrased do not 
allow us the opportunity to conduct a crosswalk with our Standards.  We recommend looking at the 
NBRC response and crosswalk with the NBRC matrix.  The matrix is validated and our Standards refer to 
the NBRC matrix. 


On behalf of the Board of Commissioners, we appreciate the opportunity to provide our 
response to your request for comments and feedback. Should you need additional information or 
clarification of the information provided in our response, please contact me or our Executive Director, 
Tom Smalling, PhD, RRT, FAARC, at tom@coarc.com.   
 


 
Respectfully, 
 


 
 
 
 


Stephen P. Mikles, EdS, RRT, FAARC  
President 
  
                                                           
2 Communities of interest include all the bodies within the CoARC organizational structure; related bodies or organizations (the 
AARC, the ACCP, the ASA, the ATS, the ASAHP, the NN2, and the NBRC; RT educational program representatives (CEOs, deans, 
program directors, medical directors, site visitors, and advisory committee members); respiratory therapy educators; 
practitioners; consumers; employers; regulators (licensure boards, state higher education commissions); recognition bodies 
(Council for Higher Education Accreditation); accreditors (regional, national, and specialized accreditors); the accrediting 
membership  organization (Association of Specialized and Professional Accreditors); students; and the public at large.  CoARC 
reviews the data collected (validity, ease of interpretation, potential issues, positives and negatives regarding drafts of the 
revised Standards) from all evaluation instruments and feedback from communities of interest. 
 



mailto:tom@coarc.com
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100-level 200-level PSG add-on
Accredited 5 381 7
Provisional
Accreditation


N/A 44 N/A


Approval
of Intent


N/A 3 2


Letter
of Intent


2– applications in progress 0


There are also a total of 20 Satellite campuses and 1 
international satellite (Riyadh, SA).


452 total: 395 programs offer the Associate’s degree; 55 offer 
the Baccalaureate degree; 2 offer the Master’s degree


NUMBER OF PROGRAMS AS OF 3/12


www.coarc.com


Annual Reporting Tool Update


 CoARC completed its validation and review of the 2011 
Annual Report of Current Status (RCS).


 July 1st, 2012  is the due date for the 2012 RCS submission 
and will focus on data from 2009, 2010, and 2011 for 
comparison to the established outcomes thresholds.


 CoARC published on its website the 2011 Report on 
Accreditation in Respiratory Care Education that provides (a) 
descriptive statistics of CoARC Programs as of 12/31/11; (b) 
accreditation actions taken in 2011; and (c) aggregated 
statistics of graduate, enrollment, and outcomes data. 


www.coarc.com
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Update on CHEA Recognition


 On 2/1/12, CoARC submitted its recognition application to 
the Council for Higher Education Accreditation (CHEA).  


 An observation visit was conducted by CHEA at CoARC’s 
March Board meeting to evaluate how CoARC’s practices 
align with CHEA Recognition Standards.


 The CHEA Board of Directors will hold a public hearing in 
Washington D.C. on June 11-12 prior to making the final 
determination of recognition status.


www.coarc.com


Ad-Hoc Committee Update


www.coarc.com


 Ad-Hoc Committee on Master’s Degree Accreditation 
established in March 2011 to provide recommendations to the 
CoARC Board on matters related to the accreditation of 
master degree programs, including:


 Assisting in the development of accreditation standards for 
Master’s degree programs;


 Investigating methods to promote the accreditation process for 
Master’s degree programs;


 Review current models that provide graduate-level accreditation 
services at the first-professional and post-professional levels.  


Ad-Hoc Committee Update


 David Shelledy, PhD, RRT 
(Chair)


 Joe Coyle, MD (CoARC)


 Monica Schibig, MA, RRT 
(CoARC)


 Kathy Rye, EdD, RRT 
(CoARC)


 Kevin O’Neil, MD (CoARC)


 Will Beachey, PhD, RRT
(University of Mary/St. Alexius 
Medical Center)


 Lynda Goodfellow, EdD, RRT 
(Georgia State University)


 Georgianna Sergakis, PhD, RRT 
(Ohio State University)


 Lisa Johnson, MS, RRT 
(Stony Brook University)


 Jonathan Waugh, PhD, RRT 
(University of Alabama)


www.coarc.com


Ad-Hoc Committee on Master’s Degree Accreditation
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Ad-Hoc Committee Update


 Discussed the current status of graduate RC programs and 
the progress of developing Master’s programs.


 Discussed ways in which curricula and competencies could be 
developed for advanced practice Master’s programs. 


 Discussed adding any revisions to current Standards (e.g., 
personnel qualifications, program goals, and curriculum) 
versus developing a completely separate Standards 
document.


www.coarc.com


Ad-Hoc Committee on Master’s Degree Accreditation


CoARC Statement on Accreditation and its 
Impact on the Respiratory Care Workforce


 The recent economic downturn has raised concerns by 
some in our community that too many new programs have 
opened in recent years, thereby producing an 
overabundance of new graduates in a number of local and 
regional settings. 


 The CoARC Board has responded to these concerns by 
posting a communication on its website that addresses the 
issue.


www.coarc.com


CoARC Statement on Accreditation and its 
Impact on the Respiratory Care Workforce


 CoARC accepts all applications for accreditation that fall 
within its defined scope and meet all accreditation policies. 


 In an effort to address the dynamic nature of the job market 
on local and regional demands for new graduates, CoARC 
has introduced a number of policy changes over the past  
several years.


 The published statement includes a detailed description of 
these policy changes. 


www.coarc.com
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CoARC Statement on Accreditation and its 
Impact on the Respiratory Care Workforce


 A link to the CoARC web site, or published URL, where 
student/graduate outcomes for all programs can be found 
must appear on the program’s website and be available to 
the public and to all applicants (Standard 5.03). 


 The intent of the reporting is that comparable information be 
readily available to the public. This policy strengthens the 
ability of programs and CoARC to fulfill mutual obligations to 
inform, educate, and to enhance the level of public 
confidence in higher education institutions in the process of 
accreditation.


www.coarc.com


Outcomes Reporting Update
 As of January 2012, the following data is now reported 


on CoARC’s web site (www.coarc.com/47.html) as an aggregate 
for the three most recent calendar years (2008-10): 


 3-year time period being reported;
 CRT credentialing success;
 RRT credentialing success;
 Attrition;
 Job placement; 
 Total number of program enrollees during that period;
 Total number of program graduates during that period. 


www.coarc.com


Changes to Accreditation Policies 
(effective March 24, 2012)


www.coarc.com


 Letter of Review status replaced with Provisional 
Accreditation and requires a site visit prior to conferral;


 Programs with Provisional Accreditation status limited to no 
more than two (2) cohorts per calendar year;


 Programs are not eligible for more than one (1) approved 
international satellite;


 Only programs with a status of Initial or Continuing 
Accreditation without any pending Progress Reports or on 
Administrative Probation are eligible to request an increase 
in their annual enrollment.
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Changes to Accreditation Policies 
(effective March 24, 2012)


www.coarc.com


 Sponsoring institutions must complete a teach‐out plan 
when a program is placed on probation, requests inactive 
status, voluntarily or involuntarily withdraws;


 The procedures for initiation and continuation of 
accreditation (Policies, Section 2.0) were clarified and 
revised to align with the changes to the overall 
accreditation process.


Changes to Accreditation Policies 
(effective March 24, 2012)


www.coarc.com


 Policy Section 6.011 (Key Personnel) was streamlined. Key 
Personnel absence or vacancies must be filled within sixty 
(60) days following the effective date of the absence or 
vacancy. 


 Accredited programs may use either temporary or permanent 
personnel to fill the absence or vacancy. 


 A full‐time appointment is recommended but no longer 
required for temporary personnel.


Changes to Accreditation Policies 
(effective March 24, 2012)


www.coarc.com


 Policy 12.02 states that OJTs and graduates of 1‐year 
programs that enroll in an RT program are considered 
degree completion candidates. These students will be 
counted as first‐professional degree students and will be 
counted towards the maximum allowable enrollment for 
CoARC reporting purposes;


 Policy 12.04 now requires that CRT to RRT students be 
classified as Advanced Placement (AP) in the CoARC 
Annual Report of Current Status.
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Standards Revision Process Begins


www.coarc.com


 The CoARC Accreditation Standards for the Respiratory 
Care Profession will be reviewed and revised beginning in 
2012.


 This will allow streamlining of the current Standards as well 
as careful and thoughtful deliberation regarding associate 
and baccalaureate degree education requirements. 


 This process will include input from all of our constituents.


 Anticipate final draft approval before July 2013.


Standards Revision Process Begins


www.coarc.com


 Between March and July 2012:


 The CoARC Accreditation Policies/Standards/Bylaws 
Committee will conduct an internal review of the 
Standards for compliance with current Council for 
Higher Education Accreditation (CHEA) criteria for 
recognition;


 Begin development of first draft of revised Standards;


 Prepare first draft Standards for review and discussion.


Standards Revision Process Begins


www.coarc.com


 Following July 2012 CoARC Board meeting:


 Blast email programs as well as announce on the 
CoARC web site and in other publications, the first draft 
of the revised Standards.  


 Disseminate a call for comment (with September 1, 
2012 deadline for comment) to all communities of 
interest and outline the procedure for those wishing to 
provide input to the CoARC. Comments will be also be 
received via feedback from web-based surveys and will 
be used as a guide to develop a second draft.
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Standards Revision Process Begins


www.coarc.com


 Following November 2012 CoARC Board meeting:


 Blast email programs as well as announce on the 
CoARC web site and in other publications, the second 
draft of the revised Standards.  Open hearings to be 
held.  


 Disseminate a call for comment (with January 1, 2013 
deadline for comment) to all communities of interest who 
wish to provide input to the CoARC. Comments will be 
also be received via feedback from web-based surveys 
and will be used as a guide to develop the final draft.


Revisions to Interpretive Guidelines


www.coarc.com


 Minor revision to Standard 3.08 regarding RCS date;


 Standard 3.13 revised to align with revised outcomes 
thresholds definitions (attrition, jp, survey satisfaction);


 Standards 4.01,4.02,4.04,4.06 (curriculum) revised to 
include references to the sleep specialist curriculum;


 Standard 5.03 revised to include reference to specific link 
for outcomes reporting as well as additional outcomes 
data to be reported in future RCS submissions.


Revisions to Interpretive Guidelines


www.coarc.com


Major revision to Standard 3.11:
The intent of this standard is to ensure consistency in the clinical 
evaluation of the students.   The program must demonstrate that 
clinical evaluators are provided with training (e.g. training manual, 
training workshop, and online training sessions for evaluators).   


This process must include a comparison of student evaluations 
completed by clinical instructors in order to identify variability 
among evaluators.  Statistical analysis can be used but is not 
required.  When variability is identified, the program must have a 
plan of action which includes remediation, timeline, and follow-up.  
The results of this process must be reviewed by the Director of 
Clinical Education or Program Director at least annually. 
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Revisions to 2012 Outcomes Definitions


www.coarc.com


Attrition Definition Clarified:
 Students who leave the program before the fifteenth calendar day 


from the beginning of the term with fundamental respiratory care 
core coursework with a full tuition refund, and those students 
transferring to satellites are not included in program attrition. 


 Definitions for Academic and Non-Academic attrition established: 
Academic - Due to failure to meet grades or other programmatic 
competencies (e.g. ethics, professionalism, behavioral) or another 
violation of an academic policy that results in a student’s expulsion from 
the program.


 Non-Academic - due to financial hardship, medical, family, deployment, 
changing course of study, relocation, or reasons other than those 
defined in Academic.


Revisions to 2012 Outcomes Definitions


www.coarc.com


Positive (Job) Placement Definition Clarified:


 "Positive Placement” defined as a graduate who within 
twelve (12) months after graduation is: 


a) Employed utilizing skills as defined by the scope 
of practice within the respiratory care profession. 
(i.e. full- or part-time, or per diem), or 


b) enrolled full- or part-time in another degree program, 
or 


c) serving in the military.


Revisions to 2012 Outcomes Definitions


www.coarc.com


Graduate and Employer Survey Data Collection:


 Graduate and employer satisfaction surveys shall be 
administered six (6) to twelve (12) months after graduation. 
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CoARC Events at the 2012 Summer Forum


 Meet the Commission (Thursday afternoon)
 CoARC Reception (Friday afternoon)


 CoARC Symposium: Taking a Program From Good to Great!
 Engaging Graduates & Employers in Program Evaluation


-Stephen Mikles, EdS, RRT, FAARC


 Re-engaging your Advisory Committee- from improving participation 
to understanding their role in the accreditation process 
- Gary White, Med, RRT, RPFT


 Re-engaging your Medical Director- from improving physician 
involvement to understanding his/her role in the accreditation process 
- David Bowton, MD, FCCP, FCCM


 Models of Successful Inter-rater Reliability Programs 
- Kathy Rye, EdD, RRT, FAARC


www.coarc.com


15th Annual Dr. H. Fred Helmholz, MD 
Education Lecture Series


Excellence in Respiratory Care Education: 
Creating an Exemplary RC Program 


Presenter:


William Galvin, MSEd, RRT, CPFT, AE-C, FAARC
Program Director, Gwynedd Mercy College, 


Gwynedd Valley, PA


www.coarc.com


Upcoming Webinars
 The NBRC Electronic Eligibility Database (EED): What is It 


and How do I Use It?
 Tuesday, April 10, 2012 1:30 PM - 2:30 PM CDT
 Lori Tinkler, MBA


Chief Operating Officer and Associate Executive Director at NBRC


 Your NBRC CRT and WRRT School Score Reports: What are 
They For and How do I Interpret Them?
 Friday, April 27, 2012 1:00 PM - 2:15 PM CDT
 Brad Leidich, MSEd, RRT, FAARC


CoARC At-Large Commissioner
Director, Respiratory Therapist Program
Harrisburg Area Community College, Harrisburg, PA


www.coarc.com
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Future CoARC Board Meetings


July 12-14, 2012


Santa Fe, NM


November 1-3, 2012


Bedford, TX


March 21-23, 2013


Bedford, TX


www.coarc.com
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Creating a Vision for Respiratory Care in 2015 and Beyond
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Disease Management
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Summary


The respiratory care profession is over 60 years old. Throughout its short history, change and innovation
have been the terms that best describe the development of the profession. The respiratory therapist (RT)
of today barely resembles the clinicians of 60 years ago, and the future role of the RT is clearly open to
debate. Medicine is continually changing, with new approaches to disease management emerging almost
daily. Third-party payers are challenging payment for iatrogenic injury, manpower issues are affecting
all disciplines in medicine, and the nonphysician and physician work force is aging. These factors make
us question what the respiratory care profession will look like in the year 2015. To address this issue the
American Association for Respiratory Care established a task force to envision the RT of the future. The
goal is to identify potential new roles and responsibilities of RTs in 2015 and beyond, and to suggest the
elements of education, training, and competency-documentation needed to assure safe and effective
execution of those roles and responsibilities. We present the initial findings of that task force. Key words:
respiratory care, respiratory therapist, iatrogenic injury, manpower, education, training, competency. [Respir
Care 2009;54(3):375–389. © 2009 Daedalus Enterprises]
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Introduction


The profession of respiratory care was officially estab-
lished over 60 years ago.1 During the early years, respi-
ratory therapists (RTs) were referred to as oxygen techni-
cians, and most of their activities involved moving cylinders
of compressed gas and administering oxygen via nasal
catheter or oxygen tent.2 Most oxygen technicians were
trained on the job, although brief training programs began
to appear in the late 1940s and 1950s.3


Today the profession hardly resembles what it was in
the 1940s. RTs provide direct care, patient education, and
care coordination. They practice in acute care facilities,
long-term acute care facilities, skilled nursing facilities,
assisted-living centers, subacute care units, rehabilitation
centers, diagnostics units, and in the home.4 RT training
has also dramatically changed. Current accreditation stan-
dards require RTs to have, at minimum, an associate de-
gree from an accredited program.5 Legal requirements to
practice respiratory therapy have also dramatically changed.
All 48 contiguous states now legally recognize RTs. Lim-
ited permits or state licenses are now required in all states
except Alaska and Hawaii, which have no statutory au-
thority over the practice of respiratory therapy. Most states
that have a licensure requirement also require continuing
education.


The future role of the RT is clearly open to debate.
Medicine is continually changing, with new approaches to
disease management emerging almost daily. Third-party
payers are challenging payment for iatrogenic injury and
some established therapies. Manpower issues, including
aging of the workforce, are affecting all medical disci-
plines. These factors make us question what the respira-
tory care profession will look like in the year 2015.


To address this issue the American Association for Re-
spiratory Care (AARC) established a task force to “envi-
sion the RT of the future.” The goal is to identify potential
new roles and responsibilities of RTs in the year 2015 and
beyond, and to suggest the elements of education, training,
and competency-documentation needed to assure safe and
effective execution of those roles and responsibilities. It


was decided to hold a series of 3 conferences (Table 1).
Here we present the findings of the first conference.


Methods


In the spring of 2007 the AARC executive office formed
a task force of 15 individuals with knowledge of the re-
spiratory care profession, respiratory care education, and
health-care policy, consumers of respiratory care, and 3
AARC executives (Appendix 1). These individuals were
selected based on their long-term commitment to and
knowledge of the respiratory care profession, as evidenced
by the elected positions they held and their work history,
their commitment to research and education, or their per-
sonal experiences receiving respiratory care. In addition,
individuals were selected to represent stakeholders in the
profession, which were identified as employers, employee
groups, foundations, professional associations, state and
federal government agencies, education institutions, health-
care delivery systems, and the public. These individuals
participated in a series of telephone conference calls and
e-mail discussions at least monthly, culminating in a 1-day
face-to-face meeting in the fall of 2007. These discussions
focused on designing a 3-day conference to address these
questions:


• What are the emerging values of the United States’ evolv-
ing health-care delivery system?


• How does the evolving system relate to the context of
diagnosis, treatment, and management of patients with
respiratory disorders?


• What responsibilities should RTs assume to assure ad-
equate access, efficiency, and quality of respiratory care
services?


Dr Kacmarek has had relationships with Space Labs, Puritan Bennett,
Maquet, Cardinal Health, Newport Medical, Hamilton Medical, Respi-
ronics, General Electric, and Dräger. Dr Kageler has had relationships
with Nurtur. Dr O’Neil has had relationships with Genentech, National
Institutes of Health, the Betty and Gordon Moore Foundation, the Cali-
fornian Health Care Foundation, the California Endowment, the Blue
Cross/Blue Shield Association, and the Pew Charitable Trusts. Dr Durbin
has had relationships with Kimberly Clark and Masimo.


Correspondence: Robert M Kacmarek PhD RRT FAARC, Respiratory
Care Services, Massachusetts General Hospital, 55 Fruit Street, Boston
MA 02114. E-mail: rkacmarek@partners.org.


Table 1. Content Outline of the 3 AARC Task Force Conferences
on the Future of the Respiratory Care Profession


Conference Objectives


1 To identify the emerging values of the United
States’ evolving health-care delivery system.


To define potential new roles and responsibilities
of RTs in 2015 and beyond.


2 To identify the skills, knowledge, attributes,
education, and competency-documentation that
RTs will need for the new roles and
responsibilities.


3 To determine how we get to where we’ll need to
be to prepare RTs for the new roles and
responsibilities, with minimal impact on the
workforce.


RT � respiratory therapist
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• What responsibilities can RTs add or expand that will
improve efficient utilization of respiratory care resources
and management of patients with chronic respiratory
diseases?


• The first of the 3 conferences was held in Dallas, Texas,
on March 3–5, 2008 (Table 2). Appendix 2 lists the
stakeholders who were invited to participate. Appen-
dix 3 lists the 35 conference attendees. At the conclusion
of the conference there was a lengthy discussion involv-
ing all the attendees, to develop the preliminary outline
of the conference’s findings. The conferences chairs,
John Walton and Charles Durbin, prepared a summary
of the conference findings, which was refined by the
task force via e-mail correspondence and sent to all at-
tendees for review and comment. Based on attendee
feedback, a final summary of the conference findings
was developed, which was approved by the planning
committee and sent to all conference participants. The


results section below is written as a consensus statement
about the conference findings. The referenced support-
ing materials are detailed in the discussion section.


Results


Predicted Changes in Health Care


The following are general trends in health care that will
affect the respiratory care profession.


Since the United States’ population continues to age,
more patients will be diagnosed with chronic and acute
respiratory diseases. There will be increased accuracy of
diagnosis. Treatment will be aimed increasingly at out-
patient management, and avoidance of hospital admission
will be a goal. Increasing numbers of comorbid conditions
will be identified that require management/treatment.
“Health promotion” rather than illness treatment will be-
come the goal of care.


Table 2. Conference 1 Program


Topic Speaker(s)


Welcome and Introductory Remarks Sam P Giordano MBA RRT FAARC, American Association for Respiratory
Care


Overview of Process and Introduction of Participants Charles G Durbin Jr MD FAARC, University of Virginia, Charlottesville,
Virginia


John R Walton MBA RRT FAARC, Resurrection Health Care, Chicago,
Illinois


A Vision of the Health-Care System in 2015 and Beyond: Planning
Assumptions and Questions To Be Addressed


Charles G Durbin Jr MD FAARC, University of Virginia, Charlottesville,
VA


John R Walton MBA RRT FAARC, Resurrection Health Care, Chicago,
Illinois


Current Status and Evolution of the Health Care System Edward H O’Neil PhD MPA, Center for the Health Professions, San
Francisco, California


Gordon D Rubenfeld MD MSc, University of Toronto, Toronto, Ontario,
Canada


Current Status of Respiratory Care Within the Health Care System Patrick J Dunne MEd RRT FAARC, Healthcare Productions, Fullerton,
California


What Respiratory Patients Need John W Walsh, COPD Foundation and Alpha-1 Foundation, Miami Florida
Special Considerations That Impact Health Care and Respiratory


Therapy Demand in the Military
Col Michael J Morris MC USA, Brooke Army Medical Center, Fort Sam,


Houston, Texas
Public Health Judy Blumenthal PhD, United States Department of Health and Human


Services, Washington DC
Current and Future Human Resource Issues William H Dubbs MEd MHA RRT FAARC, American Association for


Respiratory Care
The Impact of Biomedical Innovation on the Responsibilities of the


RT
Neil R MacIntyre MD FAARC, Duke University, Durham, North Carolina


What Should RTs Be Doing in the Future? John R Walton MBA RRT FAARC, Resurrection Health Care, Chicago,
Illinois


Role of the Future RT Across the Spectrum of Care Robert M Kacmarek PhD RRT FAARC, Massachusetts General Hospital,
Boston, Massachusetts


Disease Management: What Skills Do RTs Need? Woody V Kageler MD MBA, Tarrant County College, Hurst Texas; and
Nurtur, Dallas, Texas


Development of a Vision of the Future Role Description for RTs in
2015 and Beyond


Charles G Durbin Jr MD FAARC, University of Virginia, Charlottesville,
Virginia


John R Walton MBA RRT FAARC, Resurrection Health Care, Chicago,
Illinois
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Cost increases for care will continue, and individual,
corporate, and public payers will find it increasingly dif-
ficult to meet these expenses.


Personal electronic health records will be more widely
accepted and used in all care settings, including the home.


Health-care consumers will pay a greater percentage of
costs and will have new options for obtaining care. Retail
health clinics and other mass-marketed care centers will
stimulate consumer-driven cost competition.


Hospitals will continue to provide expensive, episodic
care and will house cutting-edge respiratory life-support
technology, but subacute and home care providers will
continue to play important roles. The delivery of acute
care will move progressively from the hospital to the pa-
tient’s home. Subacute and chronic care will increase in
volume and complexity.


The disconnect between prevention and acute-care treat-
ment (specifically, in hospitals) will lessen but not disap-
pear. The increased complexity of care will heighten the
need for better communication among all care providers
and between the patient and family members. Telemedi-
cine and telecare will be increasingly used in all care set-
tings. Medical care will undergo increasing scrutiny for
quality, and this will increasingly be linked to reimburse-
ment, with initiatives such as pay-for-performance.


New models of health-care delivery, such as “hospital at
home,” “medical home,” and telemedicine, will emerge,
with increasing emphasis on coordination of care through-
out the health-care system, including patient homes. Re-
imbursement and costs will influence the development and
success of these new models.


Changes in the Health-Care Workforce


There will be national and regional shortages of all types
of providers, including those who frequently interact di-
rectly with patients, such as physicians, nurses, and RTs,
and those who have less intense patient interaction, such as
diagnostic and laboratory technicians. There will be long-
term competition for all advanced skilled workers through-
out the United States economy. The rise in clinical demand
will increase the number of jobs faster than the health-care
workforce enlarges. This imbalance between the number
of jobs and number of available workers will be aggra-
vated by the aging and retirement of current providers.
Less popular work hours (eg, night shift and weekends) in
in-patient and other settings will dissuade some individu-
als from pursuing health-care careers. Shortages of teach-
ing faculty and the limited number of programs will limit
the number of entrants to and graduates from schools of
allied health professions. Clinical sites are limited in num-
ber and variety. They will need to be expanded to include
new venues, such as office practices and patients’ homes.
New information and education technologies will chal-


lenge traditional education. Care-delivery organizations
will find reinvestment in education an attractive way to
secure workers, reduce orientation time, and provide ed-
ucation and career ladders for employees.


Changes Expected in Respiratory Care


The science of respiratory care will continue to evolve
and increase in complexity. Clinical decisions will become
increasingly data-driven. Respiratory care will be an im-
portant part of care in all venues. Scientifically supported
algorithms (protocols) will be the most common way to
deliver respiratory care. This will stimulate an even greater
need for RTs to be involved in research and will require
the average RT to be adept at understanding the practical
ramifications of published research.


Care teams will become the standard for health-care
delivery in and outside the hospital. Team members will
have different roles and responsibilities at different times,
but respect and collaboration will be the hallmark of ef-
fective team functioning. Patients and their families will
be important members of the health-care team and must be
informed, empowered, and engaged in personal health man-
agement.6


Cultural differences among patients will require the RT
to develop new skills and adopt various approaches to care
for different groups.


Information management will become an important tool
in choosing therapies and evaluating their effects. New
respiratory life-support technologies will be developed and
deployed. Research by the respiratory community on new
technologies’ clinical and cost effectiveness will be nec-
essary. Changes in the reimbursement system will be very
important drivers of changes in health care and disease
management. Public health issues, military, and disaster-
response concerns will continue and require new skill sets
for RTs. RTs’ knowledge, socialization, training, and skills
will need to be aligned with the factors and changes de-
tailed above.


Discussion


Drivers of Health-Care Change


Five interrelated drivers will shape most of the reality
for health care and respiratory care over the next decade
and a half (Table 3).


Cost of Care. The United States’ approach to organizing
and delivering health-care services, more than 16% of the
nation’s total productive effort, is the most expensive in
the world.7 It amounts to about $2 trillion per year, making
it the seventh largest economic undertaking in the world.
Health care is the largest part of the public budget, and the
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trust fund that pays for Medicare Part A has only about
10 years of funding remaining. On the private side, cor-
porations, which have been the backbone of the employer-
based health insurance system, are reducing coverage for
employee health care. Individuals fear the loss of health
insurance and direct exposure to the cost of care—a fear
that often requires them to stay in jobs they don’t care for
or flirt with financial disaster because of lack of proper
health insurance.7 Some third-party payers are proposing
to eliminate payment for iatrogenic injury. These changes
will require more efficient, effective, and safe care by all
caregivers.


Demographics. The population is aging. As more of the
people born after World War II (baby boomers) reach age
65, more clinical and financial stress will be placed on the
health-care system. The good news is that the United States
is aging at a slower rate than most of the nations we will
compete with internationally,8 but those nations have al-
ready brought their citizens into health-care-payment plans
that incorporate some form of cost control.9 Tension is
building between the cost of health care and the increasing
need for health care by the baby-boom generation. An-
other demographic trend that is easily missed is population
growth. Between 2000 and 2025 the United States popu-
lation is projected to grow by almost 20%.9 This is already
generating a growing demand for new capacity, from hos-
pital beds to new providers.


Shift in the Disease Burden. Disease burden will shift
from acute disorders to chronic disease and disability. The
United States population now lives 35 years longer than it
did 100 years ago, which increases the likelihood of chronic
disease. This will be multiplied by the aging baby-boom
generation.10 The real driver here is that, while the de-
mands of disease and population are changing, the United
States health-care system is still designed to provide acute
care, and not to prevent or manage chronic disease. This
mismatch is no small part of the cost and dysfunction of
health care in this country.10


Technology. This driver has already reshaped most of
society and the economy over the past 20 years. As infor-
mation and communication technologies make their way
into health care, they will change administrative functions
first, then clinical work, and then (the most revolutionary


change) the redistribution of knowledge from the experts,
directly to the consumer/patient.11 This change will accel-
erate over the next few years, as information technology
merges with biomedical technology to produce care-man-
agement technology. With these tools, patients and their
families will be more directly connected to the specialized
knowledge of health care. The future will see a growing
erosion of this professional monopoly, and, as the system
is held accountable for new demands, technology will cre-
ate new ways to organize, deliver, evaluate, and use the
specialized knowledge that is at the core of health care.11


Telemedicine and telecare will be increasingly utilized in
all care settings.12,13


Health-Care Consumers. Certainly, quality and access
are 2 important drivers. However, change will most likely
be forced by the consumers of health care. As costs in-
crease and public and private payers become less likely to
cover desired services, individual and new groupings of
purchasers will emerge to express their desires in the mar-
ket.14 They will look at quality (as best they can judge it),
convenience, price, consumer satisfaction, and a host of
other qualities that will affect their decision to purchase.14


Current Status of Respiratory Care Within the
Health-Care System


Respiratory care is an important, integral part of the
current health-care system because of the prevalence and
seriousness of pulmonary disease, and because respiratory
compromise is common with any severe major organ-sys-
tem failure. Most respiratory care is provided in the acute
care setting, the intensive care unit, and the emergency
department, where necessary respiratory interventions are
aggressive, often life-saving, and frequently include me-
chanical ventilation.15,16 Many of these patients have co-
morbid conditions. In addition to treatment of exacerba-
tions of chronic respiratory conditions, current respiratory
care practice includes trauma patients and patients without
a primary respiratory diagnosis but who suffer a secondary
pulmonary complication.


Because of the high prevalence of several specific pul-
monary conditions in the United States, the proportion of
all acute-care patients with respiratory issues is large (Ta-
ble 4), often involves hospitalization, and is responsible
for a large majority of the respiratory care delivered.


Chronic obstructive pulmonary disease (COPD) is a very
prevalent but treatable disease and has been diagnosed in
at least 12–14 million individuals. Twelve million more
may have undiagnosed COPD and continue to smoke de-
spite increasing shortness of breath. This undiagnosed group
will increase the need for respiratory care in the future.27


COPD is now the forth leading cause of death in the United
States. It is estimated that by 2020 it will be ranked third.27


Table 3. Drivers of Change in Health Care


Cost of care
Demographics
Shift in the disease burden
Technology
Consumers of health care
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COPD treatment in 2004 cost over $37 billion, $21 billion
of which was for hospital care.28


Asthma affects 22 million people in the United States.
Nearly a half million patients with asthma are admitted to
hospitals, at a cost of over $19 billion. Although the asthma
death rate is declining, 4,000–5,000 people die from asthma
each year.27


Obstructive sleep apnea remains an underdiagnosed re-
spiratory disorder that impacts motor-vehicle safety, cost-
ing lives (as many as 1,500 deaths a years are caused by
drowsy driving and industrial accidents) and reducing pro-
ductivity. There may be as many as 18 million affected
individuals, 6 million of whom have moderate-to-severe
obstructive sleep apnea. The interactions between obstruc-
tive sleep apnea and other organ disorders are synergistic
and greatly increase the overall health impact, morbidity,
and mortality.29-34


Education of patients, professionals, and each other is
an essential skill for RTs, and is important to reducing
recidivism in patients with chronic respiratory diseases.
Protocolized care (best practices),35,36 disease manage-
ment,37-39 preventive care,40 risk-factor modulation, dis-
ease self-management,41 and smoking cessation are recog-
nized methods to improve health and reduce costs.
However, there are substantial financial and systemic bar-
riers to applying those methods in respiratory practice.42-46


A change in the reimbursement system could change the
emphasis from acute (high-cost and high-risk) interven-
tions to aggressive symptom management by the patient
and the RT and should decrease the need for hospitaliza-
tion.47 That is, the location of care will shift from the
acute-care setting to the home and other care sites. This
shift is expected to expand reimbursement criteria for care
provided in the home.


Potential Impact of Military and Public Heath
System Changes on Respiratory Practice


The missions of the armed forces are diverse, including
intervention in regional and local conflicts, provision of
humanitarian aid on foreign soil,48 responding to disas-
ters,49,50 and supporting nation-building. All military
branches provide respiratory therapy services with medi-
cal reservists with RT credentials (or combat medical ex-
perience) or with individuals trained by their service branch.
The goal of that experience is to develop a flexible indi-
vidual who can deliver broad-based technical care, includ-
ing respiratory care, and function in various roles, includ-
ing the operating room, intensive care unit, battlefield, and
the traditional hospital.51 Few individuals with respiratory
care training are regularly utilized by the armed forces.
This need may expand if major conflicts emerge.


In the military health-care system, most respiratory care
is delivered to dependents, noncombatants, and veterans,
mostly by the Veterans Affairs hospital system, and the
rest through insurance and health plans such as TRI-
CARE52,53 (formerly the Civilian Health and Medical Pro-
gram of the Uniformed Services, or CHAMPUS), pro-
vided at civilian hospitals. An increase in the size or activity
of the military would increase health-care demands and
respiratory therapy opportunities.


In contrast to the armed services, the United States Pub-
lic Health Service recognizes respiratory therapy as a pro-
fession and offers officer status to baccalaureate-level RTs
in its commissioned corps. The United States Public Health
Service, under the Department of Health and Human Ser-
vices, includes over 6,000 qualified public health officials
under the supervision of the Office of the Surgeon Gen-
eral. They provide various services to United States citi-
zens, including responding to immediate and long-term


Table 4. Common Respiratory Disorders and Associated Facts


Diagnosis
Number of
Diagnosed
Individuals


Estimated Undiagnosed
Individuals


Estimated Cost
of Care ($)


Facts


Chronic obstructive pulmonary
disease


12 million 12 million $37 billion (2004) Fourth most common cause of
death.17,18


Asthma 22 million Unknown $19 billion Rising prevalence in younger
individuals. Falling death rate:
4,000–5,000 deaths per year.19


Obstructive sleep apnea 18 million Unknown Unknown Drowsiness causes 100,000 accidents
and 40,000 injuries per year.20,21


Lung cancer 2.2 million Unknown Unknown Falling incidence since 1994.
150,000 deaths in 2004.22,23


Interstitial fibrosis 200,000 Unknown Unknown Industrial exposure and idiopathic
are common etiologies.24,25


Cystic fibrosis 30,000 Unknown Unknown Increasing diagnosis with neonatal
screening.26


CREATING A VISION FOR RESPIRATORY CARE IN 2015 AND BEYOND


380 RESPIRATORY CARE • MARCH 2009 VOL 54 NO 3







health needs, public-health promotion, disease-prevention
programs, advancing public-health science, emergency-re-
sponse assistance, and providing medical leadership to var-
ious components of the United States Government. The
Public Health Service has 2 components: the commissioned
corps, which is a career path with assignment changes and
advancement; and civil service employees, who are sta-
tionary. Any change in the domestic mission of the United
States Public Health Service, occurrence of a world or
national disaster, or terrorist activity could increase the
demand for health-care workers, alter RTs’ job expecta-
tions, and create opportunities for RTs.


Current and Future Human Resource Issues


The number of active RTs in the workforce projected by
the AARC 2005 human resources study was 132,651,54


which is 19% greater than that in the 2000 AARC human
resources study.55 The United States Bureau of Labor Sta-
tistics reported that there were 121,000 RTs employed in
2006, and predicted a 19% increase in the need for RTs (to
145,000) between 2006 and 2016 (Table 5).56 The Center
for Health Workforce Studies reported in 2004 that RTs
are unevenly distributed across the country; the highest
density is in the District of Columbia (56/100,000 popu-
lation) and the lowest density is in Utah (20/100,000 pop-
ulation), and the mean for the United States is 32/100,000
population (Table 6).57 In 2005 the highest proportion of
RTs (20.1%) worked in the Atlantic mid-coast and south-
east area, and the lowest proportion (4.6%) worked in New
England.54 Seventy-four percent of RTs work at least part-
time in acute care.54 Sixty-one percent of RTs work in
urban areas, and 38.5% work in rural areas.54 The number
of male RTs increased from 36% to 40% between 2000
and 2005.54,55 The mean age of active RTs in 2005 was
45 years, and the mean years of experience was 19 years.54,55


The average age of the RT in the workforce increased by
4.6 years between 2000 and 2005.54,55 Very few RTs older
than 65 years were actively practicing in 2005.54


The RT vacancy rate for budgeted positions in 2005 was
8.6% (10,000 positions), which is an increase from 5.9%
in 2000.54 The 2005 AARC human resources study pro-
jected a need for 171,684 budgeted positions in 2010.54 In
2015 the projected budgeted RT positions will exceed
200,000 if the growth in new positions continues at the
2005 rate. A severe manpower shortage will result if RT
retirees are not replaced by graduates from respiratory
therapy programs.


Directors of respiratory therapy departments and schools
find it difficult to fill vacant positions given the current
manpower shortage of adequately prepared RTs. Accred-
ited associate and baccalaureate/masters degree RT pro-
grams provided 24,150 graduates between 2004 and 2007
(an average of 6,048 graduates/y) (Table 7).58 Advanced-
level graduates composed 83.7% of the total in 2004, and
90.7% in 2007.58 Only 9.5% graduated from one of the 53
baccalaureate or masters degree programs.59 Graduates
from accredited schools increased by 19% per year in
2005 and 2006, but decreased by 19% in 2007 (see Ta-
ble 5).49 Over the 10 years 2005 to 2015, 47.5% of pro-
gram directors and 34.2% of directors of clinical education
will retire from accredited respiratory therapy programs.54


The loss of key program personnel in the near future is a
serious problem that will require more graduates with bac-
calaureate and masters degrees to replace retired faculty
members.


A steady influx of new respiratory therapy programs
continued in 2008.60 There are currently 34 entry-level,
341 advanced level, and 10 polysomnography programs
that are accredited by the Commission on Accreditation of
Allied Health Education Programs (CAAHEP) (this ex-
cludes the 48 programs that hold a Committee on Accred-
itation for Respiratory Care Letter of Review).60 Of the 34


Table 5. Respiratory Therapist Work Force 2000–2016


Number of Active Respiratory Therapists
(according to)


Year
State Licensure


Boards
Bureau of Labor


Statistics


2000 111,706 ND
2005 132,651 ND
2006 ND 122,000
2016 ND 145,000


ND � no data available


Table 6. Number of Respiratory Therapists per 100,000 Population


RTs/100,000
population


Rank Among the
50 States


Top Five
District of Columbia 56.0 1
Indiana 52.7 2
Ohio 46.2 3
Kansas 46.1 4
Nebraska 42.4 5


Bottom Five
Wyoming 23.7 46
Alaska 22.9 47
New Jersey 22.8 48
Minnesota 22.5 49
Utah 20.0 50


United States mean 32.1 NA


RT � respiratory therapist
NA � not applicable
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entry-level programs, only 8 are free-standing, without an
advanced-level option. Five of those 8 plan to become
200-level programs.60 The other three 100-level programs
are located in areas that also have 200-level programs.60


The Committee on Accreditation for Respiratory Care no-
tified sponsoring agencies that a new CAAHEP accredi-
tation standard will address only one entry level program
(98% of all CAAHEP accredited programs are at the 200
level).60 The 2008 Coalition for Baccalaureate and Grad-
uate Respiratory Therapy Education roster lists 54 CAA-
HEP-accredited respiratory therapy programs, 53 of which
award baccalaureate degrees, and 3 of which award mas-
ters degrees.59


The Role of the RT in Biomedical Innovation


The role of the RT and the development of biomedical
innovations have advanced in parallel. The respiratory ther-
apy profession began out of necessity. With the develop-
ment of treatments for respiratory disease came the need
for practitioners to administer those treatments. In the early
years, RTs were referred to as oxygen technicians; they
administered oxygen therapy, Schwartz rebreathing tube
treatments, aerosols, and intermittent positive-pressure
breathing, and performed arterial blood gas analysis and
pulmonary function studies.2


Today, the RT’s role is vastly different. RTs use sophis-
ticated medical equipment, manage mechanical ventila-
tors, and administer invasive and noninvasive mechanical
ventilation in all care settings. RTs provide extracorporeal
life support to critically ill neonatal, pediatric, and adult
patients, and safely transport patients via ground and air.
They perform numerous diagnostic studies, including sleep
studies. They also provide the traditional forms of aerosol,
oxygen, and bronchial-hygiene therapy, and patient edu-
cation on these therapies. RTs have also become an inte-
gral part of care in the home and subacute settings.


The general forces that are driving change in health care
also drive respiratory care, but the role of the RT in 2015
will also be driven by biomedical innovation and evidence-
based medicine. The increasing sophistication of mechan-
ical ventilators and clinical monitoring systems necessi-


tates an even more sophisticated RT. Care of the critically
ill mechanically ventilated patient will demand increased
understanding of protocol-driven approaches to ventila-
tory support, many of which will be integrated into the
mechanical ventilator.61-64 Ventilation modes recently in-
troduced in the United States challenge the historical ap-
proaches to ventilatory support. “Smart Care,”61 adaptive-
support ventilation,59 proportional-assist ventilation,63 and
neurally adjusted ventilatory support64 all require in-depth
understanding of respiratory physiology and the response
of the ventilator to changes in patient status. All of these
modes are forms of closed-loop controlled, protocolized
approaches to ventilatory support that will need to be mas-
tered by the RT.


New bedside respiratory monitoring systems will most
likely be in clinical use by 2015, and may provide data
similar to that currently provided by expensive diagnostic
equipment, such as computed tomography, that require
patient-transport.65 Electrical impedance tomography,66


acoustic thoracic monitoring,67 and optoelectronic pleth-
ysmography68 are examples of bedside monitoring tech-
niques that could move from the research laboratory to the
bedside. RTs will need greater understanding of complex
physiology and the application of these physiologic mon-
itors.


Paralleling the development of ventilators and respira-
tory monitoring systems is the development of extracor-
poreal gas-exchange techniques. Simple, easy-to-operate
life-support devices, from those that only remove CO2,69


to completely pump-less extracorporeal lung-assist devic-
es,70 to implantable oxygenators,71 are being trialed today.
Although extracorporeal gas exchange has been used pri-
marily in neonates, these emerging devices and the in-
creasing emphasis on these techniques in other age groups
and diseases seem to forecast a need for all RTs to under-
stand the physiology of extracorporeal gas exchange and
the operation of these technologies.


There has been an explosion of new aerosol devices and
expanded applications of aerosol therapy. Several new types
of aerosol device have been released and more are ex-
pected to enter the market in the near future. Increasingly
there is pairing of specific drugs with specific aerosol


Table 7. Graduates From Associate Degree and Baccalaureate Degree CAAHEP Accredited Programs


Number of Graduates


Year 2004 2005 2006 2007 Total


Baccalaureate 445 486 591 569 2,091
Associate 4,634 5,570 6,612 5,241 22,083
Total 5,079 6,056 7,203 5,812 24,174


CAAHEP � Commission on Accreditation of Allied Health Education Programs
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systems.72,73 However, the RT’s largest challenge will be
the diversity of diseases in which aerosol will be used.
Several antibiotics are now commonly delivered via aero-
sol,74,75 and there is trialing of aerosol administration of
many drugs, including heparin for fibrosis76 and asthma,77


furosomide78 and opioids for dyspnea,79 insulin for diabe-
tes,80 calcitonin for osteoporosis,81 luteinizing hormone
and follicle-stimulating hormone for infertility,82 human
growth hormone for growth,83 and interferons for hepati-
tis.84 These new aerosol therapies will challenge the RT
and require a broader knowledge of physiology, general
medicine, and pharmacology.


Paralleling the expansion of aerosol delivery is the field
of genomics and gene-replacement therapy. Gene poly-
morphisms may explain the variable response to �2 ago-
nists85 and steroids,86 and susceptibility to acute respira-
tory distress syndrome87 and its associated mortality.88


Much work is underway to develop aerosolized gene-re-
placement agents for genetic diseases such as alpha-1 an-
titrypsin deficiency89 and cystic fibrosis.90 Advances in
gene therapy will also challenge the RT’s knowledge base.


The RT in 2015 will have to be able to understand the
scientific evidence. Health care in general is increasingly
driven by the concept of evidence-based medicine. By
1996 over 1,000,000 randomized controlled trials had been
published, many with conflicting results, and most forgot-
ten or disregarded.91 RTs will need to be able to analyze
studies to determine if the findings are appropriate for
their practice, and be able to critique the findings and
apply them when appropriate. This will require a clear
understanding of research methods and statistics.


Disease Management


With the increasing shortage of physicians92 and nurs-
es93 there will be an increasing need for other providers to
lead in the management of pulmonary disease. In addition,
the United States population, which is currently over 300
million, is projected to be over 320 million by 2020.94


More importantly, the population is aging,8 so more chronic
pulmonary disease (will be seen, which) will require more
medical services. The ultimate drivers of the development
of the health-care delivery system will probably be cost
and quality.


The Disease Management Association of America de-
fines disease management as “a system of coordinated
health-care interventions and communications for popula-
tions with conditions in which patient self-care efforts are
significant.”95 Disease management is an outgrowth of the
managed-care model. The intent of disease management is
to lower costs by educating and closely monitoring pa-
tients and reducing utilization of high-cost services such as
hospital and emergency care. Three requirements of dis-
ease management are:


• The program must be able to identify the patient popu-
lation that needs to be included in the program.


• There must be accepted standards of care the program
uses in its delivery of services. In the management of
respiratory disease the National Institute of Health asthma
guidelines are a good example.


• The program must be able to measure outcomes and
costs.


For a disease-management company to be successful
it must attract professionals with a broad base of knowl-
edge and skills, beyond a single disease or organ sys-
tem. Control of diagnosis and management is still the
role of the physician, but the disease-management staff
must manage relations with the physician’s office and
establish the disease-management company’s role in pa-
tient care. Success in disease management requires staff
with a variety of skills (Table 8). Fitting into the dis-
ease-management model will be a challenge for RTs.
Their scope of knowledge and skill will need to expand
and they will need to refine their critical thinking and
communication skills, receive training in finance, and
increase their ability to analyze the literature.


What Should the RT Do in the Future?


Price Waterhouse Coopers published in 2005 a report
titled “HealthCast 2020: Creating a Sustainable Future,”96


which contained the consensus opinions of 580 hospital
executives, physician groups, payers, governments, med-
ical supply companies, and employers, from 27 countries.
In the principal scenario described in the report, most of
the groups represented are facing rising health-care costs


Table 8. Disease-Management Skills


Assessment
Physical examination and history
Family-assistance capabilities
Conditions in the home
Ability to distinguish between the important and the unnecessary


Ability to respond to assessment findings
Does the physician need to be contacted?
Should a protocol be initiated?
Critical thinking skills essential


Ability to communicate appropriately
Clarity and accuracy essential
Across all age groups and education levels
Accurate documentation is critical


Must have a command of the strengths and weaknesses of current
research
Capable of applying standards and guidelines
Ability to deviate from guidelines when appropriate


Clear understanding of the financial aspects of the health-care business
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and diminished resources, while demand continues to grow.
The report’s consensus was that consumerism, wellness,
prevention, pay-for-performance, information technology,
and innovative flexible care models are what are needed
(Table 9).


Assuming that somehow our political and private agen-
cies will find a way to resolve our financial dilemma, the
following 5 trends can be viewed from the perspective of
how the RT may help to solve these issues.


Consumerism. Several professionals have little direct pa-
tient-care contact and are seldom if ever involved in as-
sisting patients or their families with health-care choices.
This is not true for the RT, who should be able to meet the
changing demands of the consumer.


Wellness and Prevention. A few professions focus pri-
marily on treating the specific malady presented and cur-
rently have little training or ability to function in the role
of wellness and disease prevention. This is not true for the
RT. Current RT education does provide such training; how-
ever, future RT education will need to address this concern
in greater scope and depth.


Pay for Performance. Though all professionals contrib-
ute to the expense of health care, some have little ability to
modify their work patterns to provide good patient out-
comes while improving efficiency. Clearly the provision
of respiratory care affects patient outcomes, which has
increasingly become a focus of respiratory care practice.
Future RT education will need to focus more on avoiding
iatrogenic injury and on improving patient outcomes.


Information Technology. Most professions are adapting
to the advent of electronic health-care information, but few
are fully prepared to embrace this new future. Respiratory
care has always embraced innovation in technology and
can be expected to continue to do so.


Flexible and Innovative Care. Those professions with a
broader perspective on health care outside a specific tech-
nical arena would do well here.


Using these criteria, the RT would rank highly on meet-
ing these objectives. Additional RT characteristics that fit
especially well into these future needs include: comfort
with information systems and other advanced and emerg-
ing technologies; ability to fluidly interact with patients,
families, physician, and other professionals in all care sec-
tors; availability to the consumer at all times and in many
current health-care settings; flexibility in adapting to chang-
ing treatment modalities and taking on additional duties.
The RT is properly positioned to assume this role in the
future health-care system, but there are many challenges
that must be met before the role can be assumed.


Summary


The health-care system in the United States is on the
verge of dramatic change, driven largely by pressure to
decrease costs and improve quality. These same forces
also drive respiratory care, but the role of the RT in 2015
will also be driven by biomedical innovation and evidence-
based medicine. The RT is in a unique position in the
health-care system to assume the responsibilities emerging
as the health-care system changes, but great challenges
confront the profession if these roles are to be assumed. It
will require the dedication and commitment of the entire
profession if this change is to be achieved.
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