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AMERICAN ASSOCIATION FOR RESPIRATORY CARE
AARC Executive and FinanceCommittee Meetings — April 11, 2013
Board of Directors Meeting — April 12-13, 2013

Thursday, April 11

4:00-7:00 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 12
8:00 am-5:00 pm Board of Directors Meeting

8:00 am Call to Order
Announcements/Introductions
Approval of Minutes pg. 9
E-motion Acceptance pg. 65

General Reports pg. 67
President pg.68
Past President pg.69
Executive Director Report pg. 70 (R) (A)

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

9:30 am Lawrence M. Wolfish, Wolfish & Newman, P.C.
Board Member Fiduciary Responsibility & Conflict of Interest

10:00 am Board of Directors Orientaion
11:00 am BREAK
11:15 am CoARC report presented by Tom Smalling pg. 94 (A)

General Reports con’t.
Government & Regulatory Affairs pg. 95 (A)
House of Delegates pg. 107
Board of Medical Advisors pg. 108
Presidents Council pg. 111

Standing Committee Reports pg. 116
Audit Subcommittee pg. 117
Bylaws Committee pg. 118
Elections Committee pg. 119
Executive Committee pg. 120
Finance Committee pg. 121
Judicial Committee pg. 122
Program Committee pg. 123 (R)
Strategic Planning Committee pg. 125
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12:00 pm LUNCH BREAK (Daedalus Board Meeting)

1:30 pm RECONVENE

Specialty Section Reports pg. 126
Adult Acute Care pg. 127
Continuing Care-Rehabilitation pg. 128 (R)
Diagnostics pg. 129
Education pg. 130
Home Care pg. 131
Long Term Care pg. 132
Management pg. 133
Neonatal-Pediatrics pg. 134
Sleep pg. 135
Surface to Air Transport pg. 136

3:00 pm BREAK

3:15 pm Special Committee Reports pg. 137
Benchmarking Committee pg. 138
Billing Code Committee pg. 139
Federal Govt Affairs pg. 140 (A)
Fellowship Committee pg. 141
International Committee pg. 142
Membership Committee pg. 144 (R) (A)
Position Statement Committee pg. 146 (R)
Social Media Committee pg. 156
State Govt Affairs pg. 157

4:15 pm Nominations for Life & Honorary Membership

5:00 pm RECESS



Saturday April 13

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

8:00 am Call to Order

Special Representatives pg. 158
AMA CPT Health Care Professional Advisory Committee pg. 159
American Association of Cardiovascular & Pulmonary Rehab pg. 160
American Heart Association pg. 161 (R)
American Society for Testing and Materials (ASTM) pg. 163
Chartered Affiliate Consultant pg. 164
Comm. on Accreditation of Medical Transport Systems pg. 165
Extracorporeal Life Support Organization (ELSO) pg. 166
International Council for Respiratory Care (ICRC) pg. 167
The Joint Commission (TJC) pg. 168
National Asthma Education & Prevention Program pg. 171
National Coalition for Health Professional Ed. In Genetics pg. 173
National Sleep Awareness Roundtable pg. 174
Neonatal Resuscitation Program pg. 175

9:30 am BREAK

9:45 am Roundtable Reports pg. 176
Asthma Disease pg. 177
Consumer (see Executive Director report pg. 70)
Disaster Response pg. 179
Geriatrics pg. 180
Hyberbaric pg. 181
Informatics pg. 182
International Medical Mission pg. 183
Military pg. 184
Neurorespiratory pg. 185
Research pg. 186
Simulation pg. 187
Tobacco Free Lifestyle pg. 188

11:00 am Ad Hoc Committee Reports pg. 189
Ad Hoc Committee on Cultural Diversity in Patient Care pg. 190
Ad Hoc Committee on Officer Status/US Uniformed Services pg. 191
Ad Hoc Committee on Leadership Institutes pg. 192
Ad Hoc Committee on 2015 & Beyond pg. 193
Ad Hoc Committee to Recommend Bylaws Changes pg. 194
Ad Hoc Committee to Reduce Hospital Readmissions pg. 208
Ad Hoc Committee for Cont’d Development of Education Competition pg. 211

12:00 pm LUNCH BREAK

1:30 pm RECONVENE



1:30 pm Other Reports pg. 212
National Board for Respiratory Care (NBRC) pg. 213
American Respiratory Care Foundation (ARCF) pg. 217 (R)

2:00 pm UNFINISHED BUSINESS pg. 218
NEW BUSINESS pg. 219

Policy Review

BOD.025 — BOD - Conventions and Meetings pg. 220

BA.002 — BOMA - Member Organizations pg. 231

CA.005 — Chartered Affiliate— Chartered Affiliate Travel Grant pg. 232
CT.006 — Committees — Committee Travel Expenses pg. 234

FM.015 — Fiscal Management — Approval of Budget pg. 235

FM.021 — Fiscal Management — Old Outstanding Checks pg. 236

White Paper Review
e Guidance Document on Scope of Practice pg. 237
e RRT Credential pg. 238

3:00 pm ARCF Achievement Award Nominations pg. 241
Bird pg. 242
Hudson pg. 245
Petty/ Invacare pg. 250
Mike West pg. 253

ANNOUNCEMENTS
TREASURER’S MOTION
ADJOURNMENT

(R) = Recommendation
(A) = Attachment



Recommendations

(as of March 28, 2013)

AARC Board of Directors Meeting
April 12-13, 2013 e Grapevine, TX

Executive Office
Recommendation 13-1-1.1 “That up to $3,000 be allocated to convert AARC historical materials
into appropriate formats compatible with current technology.”

Recommendation 13-1-1.2 “That the AARC Board of Directors endorse the attached document
Clinical Practice Guidelines for Quality Palliative Care” (see attachment “NCP Guidelines”)

Program Committee
Recommendation 13-1-15.1 “That the AARC Board of Directors approve San Antonio, TX as
the host city for AARC Congress 2016.”

Continuing Care Rehabilitation Section

Recommendation 13-1-51.1 “That the AARC coordinate a meeting with CMS with support of
our sister pulmonary organizations: AACVPR/ACCP/ATS/NAMDRC to ask CMS to allow
listed COPD lung transplant patients to have additional PR sessions beyond the once in a lifetime
benefit.”

Recommendation 13-1-51.2 “That the AARC investigate through a special task force the
development of a national post pulmonary rehabilitation disease management program in
collaboration with a nationally recognized community exercise organization, such as the YMCA,
including applying for national research funding.”

Membership Committee

Recommendation 13-1-24.1 “That the President approve the creation of The Student
Membership Retention Sub-Committee and that the Board of Directors approve the following
members to serve and the goals/objectives of the sub-committee as well:

Co-Chair — Janelle Gardiner

Co-Chair — Emily Zyla

Member — Fred Goglia

Member — Aaron Light

Member — Melanie Harper McDonough
Member — Kerry McNiven.”

Position Statement Committee
Recommendation 13-1-26.1 “That the AARC Board of Directors approve and publish the revised

29

position statement on ‘Cultural Diversity’.

Recommendation 13-1-26.2 “That the AARC Board of Directors approve and publish the revised

2 9

position statement on ‘Telehealth in Respiratory Therapy’.
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Recommendation 13-1-26.3 “That the AARC Board of Directors approve and publish the
recently reviewed ‘Respiratory Therapy Protocols’ position statement with no changes.”

Recommendation 13-1-26.4 “That the AARC Board of Directors approve and publish the
recently reviewed ‘Home Respiratory Care Services’ position statement with no changes.”

Recommendation 13-1-26.5 “That the AARC Board of Directors Approve and publish the newly
developed position statement ‘Development of Baccalaureate and Graduate Education

%9

Degrees’.

Recommendation 13-1-26.6 “That the AARC Board of Directors Approve and publish the totally

2 9

revised position statement ‘Concurrent Therapy’.

American Heart Association
Recommendation 13-1-64.1 “That we communicate the AHA clarification via appropriate
channels.”

American Respiratory Care Foundation
Recommendation 13-1-82.1 “That the AARC consider returning fundraising for the AARC
International Fellows back to the ARCF.”




Past Minutes



AMERICAN ASSOCIATION FOR RESPIRATORY CARE

Board of Directors Meeting
New Orleans, LA e November 8, 2012

Minutes

Attendance

Karen Stewart, MSc, RRT, FAARC, President

George Gaebler, MSEd, RRT, FAARC, President-Elect

Toni Rodriguez, EdD, RRT, FAARC, Past President

Susan Rinaldo-Gallo, MEd, RRT, FAARC, VP/Internal Affairs
Colleen Schabacker, BA, RRT, FAARC, VP External Affairs
Linda Van Scoder, EdD, RRT, FAARC, Secretary/Treasurer
Bill Cohagen, BA, RRT, RCP, FAARC

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

Joe Sorbello, MSEd, RRT

Greg Spratt, BS, RRT, CPFT

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

Absent
Lori Conklin, MD, BOMA Chair

Consultants

Margaret Traband, MEd, RRT, FAARC, President’s Council President
Dianne Lewis, MS, RRT, FAARC, Parliamentarian

Bill Lamb, BS, RRT, CPFT, FAARC, Past Speaker

Staff

Tom Kallstrom, MBA, RRT, FAARC, Executive Director

Sam Giordano, MBA, RRT, FAARC, Consultant

Doug Laher, RRT, MBA, Associate Executive Director/Meetings and Conventions
Tim Myers, MBA, RRT-NPS, Associate Exec Director/Brands Management
Steve Nelson, RRT, FAARC, Associate Executive Director/IT

Cheryl West, Government Affairs Directors

Anne Marie Hummel, Regulatory Affairs Director

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

Tony Lovio, CPA, Controller

Kris Kuykendall, Executive Assistant

10



CALL TO ORDER

President Karen Stewart called the meeting of the AARC Board of Directors to order at 8:00am
CST, Thursday, November 8, 2012. Secretary/Treasurer Linda VVan Scoder called the roll and
declared a quorum.

DISCLOSURE
President Karen Stewart reminded members of the importance of disclosure and potential for
conflict of interest.

Members stated their disclosures as follows:

Cynthia White — Advisory Boards, Aerogen, Discovery Labs

Fred Hill — Bylaws Chair, Alabama Society for Respiratory Care

Greg Spratt — Director of Clinical Marketing, Oridion/Covidien

Bill Lamb — National Clinical Manager, Ohio Medical Corp; Member, Corporate
Council, National Patient Safety Foundation

Lynda Goodfellow —Consultant/Advisor, Teleflex Medical

APPROVAL OF MINUTES

Colleen Schabacker moved to approve the minutes of the July 16, 2012 meeting of the AARC
Board of Directors with an amendment - Fred Hill, Alabama State Board of Respiratory Therapy.
Motion Carried

Colleen Schabacker moved to approve the minutes of the July 17, 2012 meeting of the AARC
Board of Directors.
Motion Carried

E-MOTION RATIFICATION
Joe Sorbello moved to ratify the E-Motions discussed over the Board AARConnect since July
2012 as follows:

E12-3-81.1 “To ratify the appointment of Robert Joyner to the NBRC Board of Trustees”.
Motion carried

E12-3-15a.1 "To ratify the appointment of Richard Zahodnic to the Sputum Bowl Committee”.
Motion carried

E12-3-9.1 “That the AARC BOD approve the amended bylaws of the Pennsylvania Society for
Respiratory Care”.
Motion carried

E12-3-1.1“To ratify the appointment of Dr. Toni Rodriguez to the Elections, Finance, Judicial,
Program, Strategic Planning and Membership Committees, and as the BOD Liaison to the
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International Medical Mission Roundtable”.
Motion carried

E12-3-40.1 “To ratify the appointment of Lois Rowland, MS, RRT-NPS, FAARC as Chair of the
Neurorespiratory Roundtable.”
Motion carried

GENERAL REPORTS

President
President Stewart thanked the Board for their support over the past two years.

Executive Director/Office

Susan Rinaldo Gallo moved to accept Recommendation 12-3-1.1 “That the AARC Board of
Directors officially endorse the Clinical Practice Guidelines for the Management of Pain,
Agitation, and Delirium in Adult Patients in the Intensive Care Unit as requested by the Society
of Critical Care Medicine.”

Motion carried

Tom Kallstrom gave highlights of the Executive Office written report. Frank Salvatore
challenged the Board to donate to the Disaster Relief fund. The Board thanked Bill Dubbs, who
is retiring at the end of 2012, for his many years of service.

Government & Regulatory Affairs

State Government Affairs

Director of Government Affairs, Cheryl West, provided an update on state legislative and
regulatory issues.

Federal Government Affairs
Cheryl West provided an update on our legislative issues pending before Congress.

President’s Council
Margaret Traband gave comments on her written report.

STANDING COMMITTEES REPORTS

Bylaws Committee

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.1 “That the AARC BOD accept
and approve the Bylaws of the Alabama Society for Respiratory Care.”

Motion carried

Fred Hill abstained from voting.
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Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.2 “That the AARC BOD accept
and approve the Bylaws of the lowa Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.3 “That the AARC BOD accept
and approve the Bylaws of the Maine Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.4 “That the AARC BOD accept
and approve the Bylaws of the Mississippi Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.5 “That the AARC BOD accept
and approve the Bylaws of the Nebraska Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.7 “That the AARC BOD accept
and approve the Bylaws of the Rhode Island Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.6 “That the AARC BOD accept
and approve the Bylaws of the Puerto Rico Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.8 “That the AARC BOD accept
and approve the Bylaws of the South Carolina Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.9 “That the AARC BOD accept
and approve the Bylaws of the Tennessee Society for Respiratory Care.”

Motion carried

Colleen Schabacker abstained from voting.

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.10 “That the AARC BOD accept
and approve the Bylaws of the Utah Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.11 “That the AARC BOD accept
and approve the Bylaws of the Wyoming Society for Respiratory Care.”
Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-3-9.12 “That the AARC BOD find
the Texas Society for Respiratory Care in violation of Chartered Affiliate Policy CA.007.”

Colleen Schabacker moved to refer to President-elect.

13



Susan Rinaldo Gallo moved to make a friendly amendment to include a targeted date for the
Texas Society for Respiratory Care to revise their bylaws. Susan Rinaldo Gallo withdrew her
motion.

Colleen Schabacker withdrew her motion to refer.
Original motion carried

Frank Salvatore moved to accept Recommendation 12-3-9.13 “That the AARC BOD appoint an
ad hoc committee to address the current imbalance in the 5-yr review cycle.”

Linda Van Scoder moved to refer back to Bylaws Committee to establish a calendar to present at
the April 2013 Board meeting.
Motion carried

Elections Committee

Susan Rinaldo Gallo moved to accept Recommendation 12-3-10.1 “That the following statement
be added to Policy CT.003 (Elections Committee — Nomination Process) ‘The Committee's goal
will be to have a minimum of two qualified members for each elected position”.” (See
Attachment “A”)

Motion carried

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

Finance Committee

FM 12-3-12.1 Linda Van Scoder moved to approve the capital purchases from July — September
2012 in the amount of $6,597.79.

Motion carried

Susan Rinaldo Gallo moved to accept the Standing Committee reports as presented.
Motion carried

SPECIALTY SECTION REPORTS

Adult Acute Care Section

Susan Rinaldo Gallo moved to accept Recommendation 12-3-50.1 “That the BOD evaluate the
feasibility of creating a Critical Care Clinic Fellowship syllabus and in conjunction with large
academic centers, implement such a fellowship.”

Frank Salvatore moved to refer to Executive Office.
Motion carried
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Susan Rinaldo Gallo moved to accept Recommendation 12-3-50.2 “That the BOD evaluate the
feasibility of creating and supporting a monthly critical care teleconference and potentially
offering continuing education credits for participants.”

Colleen Schabacker moved to refer to Executive Office for feasibility.
Motion carried

Continuing Care Rehabilitation Section

Susan Rinaldo Gallo moved to accept Recommendation 12-3-51.1 “That the AARC pursue a
more formal partnership with the AACVPR which has been recommended in the AACVPR
report.”

Colleen Schabacker moved to refer to Executive Office for investigation and follow-up.
Motion carried

Karen Stewart added a friendly amendment to receive a follow up by the April 2013 Board
meeting. Colleen Schabacker and Camden McLaughlin agreed to the friendly amendment.
Motion to refer as amended carried

Education Section

Susan Rinaldo Gallo moved to accept Recommendation 12-3-53.1 “That the Preceptor Training
Program as developed by the Preceptor Training Subcommittee of the Education Section be
accepted, at least in concept, as the AARC's Preceptor Training Program."

Linda VVan Scoder moved to refer to Executive Office to explore and report back at the April
2013 Board meeting.
Motion carried

Susan Rinaldo Gallo moved to accept the Specialty Section Reports as presented.
Motion carried

RECESS
President Stewart recessed the meeting of the AARC Board of Directors at 9:40am CST
Thursday, November 8, 2012.

RECONVENE
President Stewart reconvened the meeting of the AARC Board of Directors at 10:00am CST
Thursday, November 8, 2012.
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SPECIAL COMMITTEE REPORTS

Membership Committee
Frank Salvatore informed the Board of a new membership recruitment campaign that he will
announce at the Joint Session meeting.

Position Statement Committee
FM 12-3-26.1 Colleen Schabacker moved to approve the white paper on “Best Practices in
Respiratory Care Productivity and Staffing”.

Linda VVan Scoder moved to postpone voting on this motion until Friday, November 9, 2012.
Motion carried

FM 12-3-26.2 Colleen Schabacker moved to bring back the Concurrent Therapy paper for
revision by the Position Statement Committee to redevelop and submit a draft by April 2013 and
final by July 2013.

Motion carried

SPECIAL REPRESENTATIVES REPORTS

American Heart Association

Colleen Schabacker moved to accept Recommendation 12-3-64.1 “That the AARC Executive
Office pursue the AHA’s intent to limit the ability to issue cards for respiratory therapists who
are seeking advance life support provider or instructor status enforced by some regional offices.”
Motion carried

Colleen Schabacker moved to accept the Special Representatives Reports as submitted.
Motion carried

ROUNDTABLE REPORTS

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

AD HOC COMMITTEE REPORTS

Ad Hoc Committee to Recommend Bylaws Changes
Denise Johnson moved to accept Recommendation 12-3-30.1 “Review and accept proposed
changes to AARC Bylaws as presented.” (See Attachment “B”)
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Linda Van Scoder moved to refer back to the Ad Hoc Committee to Recommend Bylaws
Changes to bring back a clean copy at the April 2013 Board meeting.
Motion carried

LUNCH RECESS
President Stewart recessed the meeting of the AARC Board of Directors at 11:30am CST
Thursday, November 8, 2012.

JOINT SESSION

Speaker-elect, John Steinmetz, convened Joint Session at 1:34pm CST, Thursday, November 8,
2012. Secretary/Treasurer Linda Van Scoder called the roll and declared a quorum.

Commission on Accreditation of Respiratory Care - COARC
Dr. Kathy Rye, COARC President-elect, gave highlights of the written report.

Elections Committee Report
Jim Lanoha, Elections Committee Chair, announced the 2013 election results.

Vice President Internal Affairs — Brian Walsh

Vice President External Affairs — Colleen Schabacker
Secretary/Treasurer — Frank Salvatore
Director-at-Large — Sherri Tooley

Director-at-Large — Gary Wickman

Homecare Section — Kimberly Wiles
Neonatal/Pediatrics — Natalie Napolitano

Sleep Section — Russell Rozensky

Government Affairs

Cheryl West commented on current state affairs. Anne Marie Hummel and Miriam O’Day gave
comments on the Government and Regulatory Affairs report. Sam Giordano gave an update on
Medicare Part B Initiative.

Karen Stewart and Karen Schell presented Sam Giordano with a retirement gift from the Board
of Directors and House of Delegates.

International Committee Report
John Hiser gave highlights of his written report.

This year there were 23 International Fellowship applications from 18 different countries and 7
new countries and 20 City Hosts applied. There were 7 International Fellows selected and 2
alternates:
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China — Ling Liu — Honolulu, HI and Oakland, CA (Kaiser)

China — Manling Liu — Portland, OR and Oakland, CA (Katy)

Ecuador — Raul Castro Garcia — Charleston, SC and Winston-Salem, NC
Ghana — Audrey Forson — Emporia, KS and Salt Lake City, UT

Haiti — Job Joseph — Charlottesville, VA and Washington, DC

India — Anitha Nileshwar — Brooklyn, NY and Baltimore, MD

Turkey — Sanihe Ugurlu — Cincinnati, OH and Baltimore, MD

Alternates:
Argentina — Marina Busico
Columbia — Lsybeth Yamylle Roldan Valencia

John Hiser reported that the House of Delegates has donated over $35,000 to the International
Fellows Program in the past 6 years.

MEMBERSHIP
Frank Salvatore presented the new membership recruitment campaign that will run from
November 1, 2012 through October 31, 2013.

EXECUTIVE SESSION

Linda Van Scoder moved to go into Executive Session to discuss the current 2012 and proposed
2013 budget with the AARC Board of Directors and House of Delegates at 3:10pm CST,
Thursday, November 8, 2012.

Motion carried

Denise Johnson moved to come out of Executive Session.
Motion carried

Executive Session ended at 3:30pm CST, Thursday, November 8, 2012.

Colleen Schabacker moved to approve the 2013 budget.
Motion carried

RECESS
President Karen Stewart recessed the meeting of the AARC Board of Directors at 3:31pm CST,
Thursday, November 8, 2012.

Meeting minutes approved by AARC Board of Directors as attested to by:

Frank Salvatore, MBA, RRT, FAARC Date
AARC Secretary/Treasurer
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Attachment “A”

Policy No. CT.003 — Elections Committee — Nomination Process
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American Association for Respiratory Care
Policy Statement

Page 1 of 2
Policy No.: CT.003
SECTION: Committees
SUBJECT: Elections Committee — Nominations Process
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: November 8, 2012
DATE REVISED: December 4, 2012

REFERENCES: AARC Bylaws, CT.005, and Delegate Handbook

Policy Statement:
The process used to prepare a slate of candidates for Association offices and to conduct elections shall be in
accordance with the following revision from AARC’s July 2011 BOD meeting.

Policy Amplification:

1.

2.

An official nomination form must be submitted for each nominee.

Each nominee shall be notified of the location on-line where they can find the
requirements of the Elections Committee in order to continue in the elections process with
full instructions and the submission deadline date.

All candidates shall submit information (e.g., answers to questions. Biographical form)
required of all nominees with a defined date of return to the Executive Office for
preparation and publication in the appropriate publication to provide the general
membership with additional information about the candidates.

An AARC Officer or Director shall not hold a paid or voluntary position of authority for
or in any AARC Chartered Affiliate during his/her term of office as an AARC Officer or
Director. Candidates holding such positions must submit in writing a plan for resolution
of any conflict of interest prior to Election Committee consideration of candidates.

Questions will be derived from HOD/BOD input, and organized/compiled by the
Elections Committee. Nominees will respond via mail, e-mail or fax to the Executive
Office according to established timelines.

The administrator/supervisor of each nominated individual must submit written certifying
support for the candidate’s nomination and time commitment for AARC responsibilities.
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10.

11.

12.

13.

14.

15.

16.

American Association for Respiratory Care
Policy Statement

Page 2 of 2
Policy No.: CT.003

The Elections Committee members, under the guidance of the Committee chair, will
review the compiled data, assess qualifications, rank, etc. Once the data is compiled, it
will be sent to each committee member, followed by a telephone conference, and the
committee will decide upon a slate of candidates.

All nominated individuals shall be notified in writing the outcome of their nomination.

All deliberations within the Elections Committee for preparation of the slate of candidates
shall be performed in Executive Session and may not be discussed beyond the committee.
Any committee member breaching confidentiality of the aforementioned deliberations
shall be referred to the AARC Judicial Committee for appropriate action.

The Elections Committee Chair shall submit the elections slate in writing to the Board of
Directors and the House of Delegates no later than June 1. This deadline for submission
of nominees may be extended as necessary.

Voting will be by an online process with the order of candidate names randomly listed.

The Elections Committee Chair shall receive and review the layouts of the general
election ballots and the biographical forms.

The Elections Committee shall forward a roster of all nominees for the AARC Board of
Directors to the President and/or President-elect which would include all personal contact
information for these individuals (i.e., e-mail, work address, work phone, etc.) for
consideration in the committee appointment process.

Past speakers of the House of Delegates are eligible for nomination for Association officer
positions to include Secretary-Treasurer, Vice President for Internal Affairs, Vice
President for External Affairs and President-elect, provided that they will have completed
their full term of office as speaker-elect, speaker and immediate past speaker sometime
prior to the year for which they would serve as an Association officer.

Write-in candidates for Directors and Officers of the Board of Directors of the AARC
must meet the minimum eligibility requirements for the office for which they have
received votes.

The Elections Committee shall have the ability to extend the established nomination
period by 20 days if a full slate of candidates for each position has not been obtained.
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17. The Committee’s goal will be to have a minimum of two qualified members for each
elected position.

DEFINITIONS:

ATTACHMENTS: Biographical Form Guidelines (See Appendix)
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Attachment “B”

AARC Bylaws (revisions from Nov 2012 BOD meeting included)
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AARC Bylaws

ARTICLE | - NAME

This organization shall be known as the American Association for Respiratory Care,
incorporated under the General Not-For-Profit Corporation Act of the State of Illinois,
hereinafter referred to as the Association.

ARTICLE Il - OBJECT

SECTION 1. PURPOSE

AARC Vision/Mission Statement

The American Association for Respiratory Care (AARC) will continue to be the leading national
and international professional association for respiratory care. The AARC will encourage and
promote professional excellence, advance the science and practice of respiratory care, and serve
as an advocate for patients, their families, the public, the profession and the respiratory
therapist.

The Association is formed to:

a. Encourage, develop, and provide educational programs for those persons interested in
respiratory therapy and diagnostics, hereinafter referred to as Respiratory Care.

b. Advance the science, technology, ethics, and art of respiratory care through institutes,
meetings, lectures, publications, and other materials.

C. Facilitate cooperation and understanding among respiratory care personnel and the
medical profession, allied health professions, hospitals, service companies, industry,
governmental organizations, and other agencies interested in respiratory care.

d. Provide education of the general public in pulmonary health promotion and disease
prevention.

SECTION 2. INTENT

a. No part of the monies of the Association shall inure to the benefit of any private member
or individual, nor shall the Association perform particular services for individual members
thereof.

b. The Board of Directors shall provide for the distribution of the funds, income, and
property of the Association to charitable, educational, scientific, or religious corporations,
organizations, community chests, foundations, or other kindred institutions maintained and
created for one or more of the foregoing purposes, if at the time of distribution the payee or
distributees are exempt from income taxation, and if gifts or transfers to the payee or distributees
are then exempt from taxation under the provisions of Sections 501, 2055, and 2522 of the
Internal Revenue Code or changes which amend or supersede the said sections.
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C. In the event of the dissolution of this Association, whether voluntary or involuntary, all of
its remaining assets shall be distributed in such a manner as the Board of Directors of this
Association shall by majority vote determine to be best calculated to carry out the objectives and
purposes for which the Association is formed. The distribution of the funds, income, and
property of this Association upon the dissolution may be made available to any charitable,
educational, scientific, or religious corporations, organizations, community chests, foundations,
or other kindred institutions maintained and created for one or more of the foregoing purposes, if
at the time of distribution the payee or distributees are then exempt from income taxation, and if
gifts or transfers to the payee or distributee are then exempt from taxation under the provisions of
Sections 501, 2055 and 2522 of the Internal Revenue Code or changes which amend or
supersede the said sections.

d. The Association shall not commit any act which shall constitute the unauthorized practice
of medicine under the laws of the State of Illinois or any other state.

ARTICLE Il - MEMBERSHIP
SECTION 1. CLASSES

The membership of the Association shall include three classes: Active Member, Associate
Member, and Special Member.

SECTION 2. ACTIVE MEMBER

An individual is eligible for Active Membership if he/she lives in the United States or its
territories or was an Active Member prior to moving outside its borders or territories, and meets
ONE of the following criteria: (1) is legally credentialed as a respiratory care professional if
he/she is employed in a state or territory that maintains a legal credential for respiratory care
professionals OR (2) is a graduate of an educational program in respiratory care accredited by an
AARC- recognized agency, OR (3) holds a credential issued by an AARC-recognized agency.
An individual who was an AARC Active Member in good standing on December 8, 1994, will
continue as such, providing his/her membership remains in good standing. Active Members in
good standing shall be entitled to all the rights and privileges of membership of the Association
including: the rights to hold office, hold committee chairs, and vote.

SECTION 3. ASSOCIATE MEMBER

Individuals will be classified as Associate Members if they hold a position related to respiratory
care but do not meet the requirements to become Active Members. Associate Members shall
have all the rights and privileges of membership except that they shall not be entitled to hold
office, vote, or serve as a director, chair of any standing committee or specialty section of the
Association. There shall be the following subclasses of Associate Membership:

a. Foreign Member — Individuals will be classified as foreign members if they meet all the
requirements for Associate Membership and they are citizens of or reside in any country other
than the United States of America.

b. Student Member — Individuals will be classified as Student Members if they meet all the
requirements for Associate Membership and are enrolled in an educational program in
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respiratory care accredited by, or in the process of seeking accreditation from, an AARC-
recognized agency.

C. Foreign Student Member — Individuals will be classified as Foreign Student Members if
they meet all the requirements for a Foreign Member and are enrolled in an educational program
in respiratory care which is accredited or is seeking accreditation by an appropriate governmental
or professional accrediting agency.

d. Physician Member — Individuals will be classified as Physician Members if they meet all
the requirements for Associate membership and are duly licensed as doctors of medicine or
osteopathy.

e. Industrial Member — Individuals will be classified as Industrial Members if they meet all

the requirements for Associate Membership and their primary occupation or business or a
majority of their business time is directly or indirectly devoted to the manufacture, sale, or
distribution of equipment or products which are directly or indirectly used in the area of
respiratory care.

SECTION 4. SPECIAL MEMBER

a. Life Member — Life Members shall be members who have rendered outstanding service
to the Association as Active Members. Life Members shall have all the rights and privileges of
active membership of the Association. Life Members shall be exempt from the payment of dues.
Hereinafter all references to Active Members shall refer to both Active and Life Members of the
Association.

b. Honorary Members — Honorary Members shall be persons who have rendered
distinguished service to the field of respiratory care. Honorary Members shall have all the rights
and privileges of Associate Membership of the Association. Honorary Members shall be exempt
from the payment of dues.

C. General Member — General Members shall be individuals who have an interest in
respiratory care and who do not qualify for other membership classifications. General Members
shall have all the rights and privileges of Associate Membership in the Association.

SECTION 5. PREREQUISITES
FOR MEMBERSHIP

Applicants for membership shall meet all the qualifications of the class of membership for which
they apply. As a condition of membership, all Members shall be bound by the Articles of
Incorporation, Bylaws, standing rules, code of ethics, and other rules, regulations, policies, and
procedures adopted from time to time by the Association.

SECTION 6. APPLICATION
FOR MEMBERSHIP

a. Applicants for membership shall submit their completed official application to the
Executive Office of the Association.

b. The names and addresses of applicants accepted by The Executive Office shall be
submitted for publication.

C. Any member or members may object to approval of an applicant for membership by
filing written objection with the Executive Office within (30) calendar days after publication of
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the applicant’s name. If an objection is received, the Executive Office shall promptly notify the
President, Judicial Committee Chair, the applicant, and the Chartered Affiliates-President.
Whenever there is an objection, the Judicial Committee shall reevaluate the application and make
a decision regarding admission.

SECTION 7. SPECIALTY SECTIONS

a. Specialty Sections representing particular areas of interest within respiratory care shall be
made available to Active, Associate, and Special Members of the Association. The purpose,
organization and responsibilities of Specialty Sections shall be defined in the policies and
procedures of the Association. Specialty Sections with a minimum of 1000 active members may
be considered for a seat on the Board.

b. The active members of each Specialty Section shall elect a Chair-elect every third year.
Elections shall be staggered such that a maximum of one third (1/3) of section chairs-elect shall
be elected each year.

SECTION 8. PAYMENT OF DUES

Each member of the Association, except Life Members and Honorary Members, shall pay dues
in such amounts and in such manner as may be established annually by the Board of Directors.

SECTION 9. ETHICS

If the conduct of any member shall appear to be in violation of the Articles of Incorporation,
Bylaws, standing rules, code of ethics, or other regulations, policies, or procedures adopted by
the Association, or shall appear to be prejudicial to the Association’s interests, such members
may be reprimanded, suspended, expelled, or have their membership status reclassified in
accordance with the procedures set forth in the Association’s policies and procedures.

ARTICLE IV - OFFICERS
SECTION 1. OFFICERS

a. The Officers of the Association shall consist of the President, Immediate Past President,
Vice President for Internal Affairs, Vice President for External Affairs, Secretary-Treasurer, and
in alternate years President-Elect, and shall be elected in accordance with the provisions of
Avrticle XII, Section 2 (b).

b. Officers of the Association shall not concurrently be members of national respiratory care
credentialing or accreditation bodies, chartered affiliate staff or voting members of their Board of
Directors.

SECTION 2. TERM OF OFFICE

a. The term of office for the President-elect shall be one (1) year. The term of office for the
President, Immediate Past President, Vice President for Internal Affairs, Vice President for
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External Affairs, and Secretary-Treasurer shall be two (2) years. The term shall begin
immediately following the Annual Business Meeting.

b. The President-elect shall complete immediate successive full terms for the offices of
President-elect, President, and Immediate Past President before being eligible to serve a
successive term in any elected office.

SECTION 3. VACANCIES IN OFFICE

a. In the event of a vacancy in the office of President, the Immediate Past President shall
resume the duties but not the office of President until a special election can be held to fill the
office.

b. In the event of a vacancy in the office of President-elect due to resignation or inability to
perform duties, the Vice President for Internal Affairs shall assume the duties, but not the office,
of the President-elect and shall also continue to serve as Vice President for Internal Affairs until
a special election is held to fill the office of President-elect.

C. Any vacancy in the office of either Vice President or the Secretary-Treasurer shall be
filled by the appointment of a qualified individual by the Board of Directors. Individuals so
appointed shall serve until the next scheduled election for that office.

d. In the event of a vacancy in the office of immediate Past President, the most recent Past
President will assume the office of Immediate Past President. If that person is unable or
unwilling to serve, the office shall be filled by the appointment of a qualified individual by the
Board of Directors. Individuals so appointed shall serve the remainder of the term.

SECTION 4. DUTIES OF OFFICERS

a. President — The President shall be the Chief Executive Officer of the Association. The
President shall preside at the Annual Business Meeting and all meetings of the Board of
Directors; prepare an agenda for the Annual Business meeting and submit it to the membership
not fewer than thirty (30) calendar days prior to such a meeting in accordance with Article VI of
these Bylaws; prepare an agenda for each meeting of the Board of Directors and submit it to the
members of the Board not fewer than fifteen (15) calendar days prior to such meeting; appoint
standing and special committees subject to approval of the Board of Directors; be an ex-officio
member of all committees except the Elections Committee; and present to the Board of Directors
and membership an annual report of the Association.

b. President-elect — The President-elect, if sitting, shall perform duties as assigned by the
President or Board of Directors.
C. Vice President for Internal Affairs — The Vice President for Internal Affairs shall serve as

a liaison to the committees and groups of the Association as designated by the President and
perform such other duties as shall be assigned by the President or the Board of Directors. The
Vice President for Internal Affairs shall assume the duties of the President-elect in the event of
the President-elect’s absence, resignation, or disability, but will also carry out the duties of the
office of the Vice President for Internal Affairs.

d. Vice President for External Affairs — The Vice President for External Affairs shall serve
as a liaison to committees and groups as designated by the President, and perform such other
duties as shall be assigned by the President or the Board of Directors.
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e. Secretary-Treasurer — The Secretary Treasurer shall see that full and accurate accounts
are kept; see that the Executive Office submits monthly financial statements to the Board of
Directors, House of Delegates Officers, and the Finance Committee within a reasonable period
of time after the monthly closing of the books, make a complete written yearly report at the
Annual Business Meeting; keep complete and accurate minutes of meetings of the Board of
Directors, Executive Committee, Finance Committee, the Annual Business Meeting, and any
other meeting as directed by the President; and perform such other duties as shall be assigned by
the President or the Board of Directors. At the expense of the Association, the Secretary-
Treasurer shall be bonded in an amount determined by the Board of Directors.

f. Immediate Past President — The Immediate Past President, shall advise and consult with
the President, serve as a member of the Bylaws Committee, serve as a liaison to the Board of
Medical Advisors and perform such other duties as shall be assigned by the President or the
Board of Directors. If the office of President becomes vacant, the Immediate Past President will
resume the duties of President until a special election can be held.

ARTICLE V - BOARD OF DIRECTORS

SECTION 1. COMPOSITION
AND POWERS

a. The executive government of the Association shall be vested in a board of at least
seventeen (17) and no more than eighteen (18) Active Members consisting of at least five (5)
Officers, and twelve (12) Directors-at-Large, and/or Section Chairs serving as a Director. So
long as the number of Section Chairs serving as Directors is at least six (6), the number of at-
Large Directors shall be equal to the number of Section Chairs serving as Directors. If the
number of Section Chairs serving as Directors is less than six (6), the number of at-Large
Directors shall be increased to assure a minimum of twelve (12) director seats on the Board of
Directors. The Immediate Past Speaker of the House of Delegates, the Chair of the Presidents
Council, and the Chair of the Board of Medical Advisors shall serve as non-voting members.
Directors shall be elected in accordance with the provisions of Article XII, Section 2 (b).

b. Members of the Board of Directors shall not concurrently be members of national
respiratory care credentialing or national respiratory care accreditation bodies, chartered affiliate
staff or voting members of their Board of Directors.

C. The President shall be the Chair and Presiding Officer of the Board of Directors and the
Executive Committee. The President shall invite such individuals to the meetings of the Board as
deemed necessary, who shall have the privilege of voice but not vote.

SECTION 2. TERM OF OFFICE

Up to one-third (1/3) of the at-Large Directors shall be elected each year, and the term of office
for all Directors shall begin following the Annual Business Meeting and shall be three (3) years.

SECTION 3. DUTIES

The Board of Directors shall:
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a. Supervise all the business and activities of the Association within the limitation of these
Bylaws.

b. Employ a business counsel to be identified as the Executive Director, who shall manage
the Executive Office from which the business of the Association is conducted.

C. Govern the activities of the Executive Director.

d. Grant charters to affiliates which meet the requirements for affiliation upon
recommendation of the Chartered Affiliates Committee; and have the power to revoke charters.
e. Adopt and rescind standing rules, regulations, policies, and procedures of the
Association.

f. After consideration of the budget, determine for the following year the amount of
membership dues, remunerations, stipends, and other related matters.

g. Furnish the elections committee with the names of qualified candidates for AARC
Officers.

h. Perform such other duties as may be appropriate for the management of the Association.

SECTION 4. VACANCIES

a. Any vacancy that occurs in the office of an at-Large Director shall be filled by
appointment by the Board of Directors.

b. An appointed at-Large Director shall serve until the next scheduled election, or until a
successor is elected.

C. Any vacancy that occurs in the office of Section Chair serving as a Director shall be filled
by the Chair-elect of that Specialty Section, if one is serving at that time. The ascending Chair-
elect shall serve the unexpired term of the Chair and his or her own three (3) year term. If there is
no Chair-elect, that Specialty Section will hold a special election of a Chair, who will serve the
unexpired term and his or her own three (3) year term.

d. If no Chair-elect is serving at the time of vacancy, the vacancy shall be filled by
appointment, of a member of that Specialty Section, by the Board of Directors. An appointed
Section Director shall serve until the next scheduled election, or until a successor is elected.

e. The Board of Directors shall have the power to declare an office or seat on the Board of
Directors vacant by a two-thirds (2/3) vote upon refusal, neglect or inability of any officer or
director to perform their duties, or for any conduct deemed prejudicial to the Association.
Written notice shall be given to the member that the office has been declared vacant.

SECTION 5. MEETINGS

a. The Board of Directors shall meet immediately preceding and immediately following the
annual Business Meeting of the Association and shall hold not fewer than two (2) regular and
separate meetings during the course of the year.

b. Special meetings of the Board of Directors shall be called by the President at such times
as the business of the Association shall require, or upon written request by the majority of the
Board of Directors filed with the President and the Executive Director of the Association.

C. Meetings of the Board of Directors may be in person, by telephone or video conferencing
or other electronic means as shall be determined by the Board of Directors.

d. A majority of the Board of Directors shall constitute a quorum at any meeting of the
Board.
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SECTION 6. VOTE OF MEMBERSHIP

Whenever, in the judgment of the Board of Directors, it is necessary to present any business to
the membership, prior to the next Annual Business Meeting, the Board of Directors may, unless
otherwise required by these Bylaws, instruct the Elections Committee to conduct a vote of the
membership. Such votes shall require approval of a majority of the valid votes received within
thirty (30) calendar days after date of such submission to the membership. The result of the vote
shall control the action of the Association.

ARTICLE VI - ANNUAL
BUSINESS MEETING

SECTION 1. DATE AND PLACE

a. The Association shall hold an Annual Business Meeting each calendar year. Additional
meetings may be held as required to fulfill the objectives of the Association.
b. The date and place of the Annual Business Meeting and additional meetings shall be

decided in advance by the Board of Directors. 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 alternate means provided the material is distributed in the same words
to the membership.

SECTION 2. PURPOSE

a. The Annual Business Meeting shall be for the purpose of receiving reports of officers and
committees, the results of the election, and for other business brought by the President.

b. Additional business meetings shall be for the purpose of receiving reports and for other
business brought by the President.

SECTION 3. NOTIFICATION

Written notice of the time and place of the Annual Business Meeting shall be sent to all members
of the Association not less than five (5) nor more than forty (40) calendar days prior to the
meeting. An agenda for the Annual Business Meeting shall be sent to all members not fewer than
thirty (30) calendar days prior to the Annual Business Meeting.

ARTICLE VII - HOUSE OF DELEGATES

SECTION 1. COMPOSITION

a The House of Delegates shall be composed of from one (1) to three (3) delegates from

each Chartered Affiliate of the Association They shall be hereinafter referred to as the
Delegation.
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b. A Speaker shall be elected by and from the House to chair House meetings. The House
shall elect such other officers and be responsible for such organizational practices as it may
otherwise require.

SECTION 2. PURPOSE

The House of Delegates shall serve as a representative body of the general membership and the
representative body of the Chartered Affiliates of the Association. It shall participate in the
establishment of the goals and objectives for the Association and participate in the governance of
the Association.

SECTION 3. DUTIES

a. The House of Delegates shall adopt such rules, regulations, policies, and procedures with
respect to the House as it may deem necessary or appropriate, and all Delegates shall be bound
thereby.

b. The House Speaker may appoint members to the House Committees, subject to the
approval of the House of Delegates. In the event of vacancies occurring in any House
Committee, the Speaker may appoint members to fill such vacancies, subject to the approval of
the House of Delegates.

C. Each Delegate shall:

1. Attend all meetings of the House of Delegates and report the activities to the respective
Chartered Affiliate.

2. Attend the Annual Business Meeting of the Association as the representative of the
Active Members of the Association within their respective Chartered Affiliate.

3. Furnish the Elections Committee with the names of qualified members for nomination as
Director-at-Large.

4. At the direction of their respective Chartered Affiliate, present proposed amendments to
the Bylaws Committee.

5. Perform such other duties of office as may be necessary or required.

SECTION 4. MEETING

The House of Delegates shall meet preceding the Annual Business Meeting of the Association
and at such other times as called by its Speaker or by the majority vote of the House of
Delegates.

SECTION 5. ELECTION OF
DELEGATES

a. The Delegation shall be elected by the Active Members of the Association within their
respective Chartered Affiliates.

b. Only Active Members in good standing of the Association who are not on the Board of
Directors of the Association shall be eligible to be members of a delegation.
C. The Chartered Affiliate shall have the power to declare any position of the Delegation

vacant upon refusal, neglect or inability of the Delegate to perform the duties of office, or for any
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other conduct deemed prejudicial to the Chartered Affiliate of the Association. Written notice
shall be given to that Delegate and the Speaker of the House of Delegates that the office has been
declared vacant.

SECTION 6. VOTING

a. Each delegation shall have one (1) vote for each Active Member within their Chartered
Affiliate as submitted by the Executive Office and certified by the House of Delegates
Credentials Committee.

b. The House Speaker shall appoint the members of the House Credentials Committee from
the House. This Committee shall certify the Delegation and number of votes each Delegation
may cast.

SECTION 7. QUORUM

A majority of the credentialed Delegations shall constitute a quorum at any meeting of the House
of Delegates.

ARTICLE VIII - BOARD
OF MEDICAL ADVISORS

SECTION 1. COMPOSITION

The Board of Medical Advisors of the Association shall consist of no less than twelve (12)
individual members. Representation shall be maintained from each member organization, as
defined by the Association Board of Directors policy. Members of the Board of Medical
Advisors shall not concurrently be members of national respiratory care credentialing or
accreditation bodies. Appointees to the Board of Medical Advisors must be physicians who have
an identifiable role in clinical, organizational, educational or investigative respiratory care.
Members of the Board of Medical Advisors must be members of the Association during their
term.

SECTION 2. TERM OF OFFICE

Each member shall be appointed by the sponsoring member organization in such a manner that
no more than one-fourth of the members of the Board of Medical Advisors shall be replaced in
any year. Any vacancy that occurs on the Board of Medical Advisors should be filled by an
appointment from the member organization. Terms shall commence immediately following the
Annual Business Meeting.

SECTION 3. DUTIES

a. The Board of Medical Advisors shall elect their own officers and be responsible for such
organizational policies and procedures as they may require.
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b. The Board of Directors of the Association and all of its committees and specialty sections
may consult with the Board of Medical Advisors in regard to medical issues. The Board of
Medical Advisors shall assist the appropriate committees and specialty sections regarding
medical and educational issues.

C. The Chair of the Board of Medical Advisors shall be a non-voting member of the Board
of Directors.

SECTION 4. MEETINGS
An annual meeting of the Board of Medical Advisors shall be held at the time and place of the
Annual Meeting of the Association, and other meetings shall be held at such times and places as

shall be determined necessary by the Board of Medical Advisors.

ARTICLE IX - PRESIDENTS COUNCIL

a. The Presidents Council shall be composed of Past Presidents of the Association who have
been elected to membership by the Council.

b. The Presidents Council shall serve as an advisory body to the Board of Directors and
perform other duties assigned by the Board of Directors.

C. The Presidents Council shall elect a Chair from its membership to serve a one-year term
beginning immediately following the Annual Business Meeting.

d. The Chair of the Presidents Council shall serve as a non-voting member of the Board of
Directors and preside at meetings of the Presidents Council.

e. The Presidents Council shall meet annually following the Annual Business meeting of the
Association.

f. The Presidents Council may appoint committees as necessary to complete its duties.

g. In the event of a vacancy in the Chair, the vacancy shall be filled according to the

procedure defined by the Association.

ARTICLE X - CHARTERED
AFFILIATES

SECTION 1. REQUIREMENTS

Twenty (20) or more Active members in good standing of the Association meeting the
requirements for affiliation may become a Chartered Affiliate of the Association upon the
affirmative recommendation of the Chartered Affiliates Committee and approval by the Board of
Directors of the Association. Active Members of Chartered Affiliates must be Active Members
of the Association. The minimum geographical boundaries of an applicant for a Chartered
Affiliate of the Association shall encompass one or more entire states, territories, possessions, or
protectorates of the United States. The District of Columbia shall be considered an entire state
for this section.

SECTION 2. ADMISSION PROCEDURE
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The formal application for a charter shall be sent to the Executive Office of the Association and
shall consist of a list of officers, membership, minutes of the organizational meeting, the Bylaws,
and a letter requesting approval of the proposed medical advisor or advisors.

SECTION 3. MEDICAL ADVISOR

Each Chartered Affiliate shall have one (1) or more medical advisors whose name(s) shall be
submitted to the Board of Medical Advisors.

SECTION 4. DUTIES

A copy of the minutes of every meeting of the governing body and other business meetings of
the Chartered Affiliates shall be sent to the Executive Office of the Association within thirty (30)
calendar days following the meeting.

SECTION 5. SUSPENSION OR
REVOCATION OF A CHARTER

a. The Board of Directors of the Association may suspend or revoke the charter of any
affiliate with due and sufficient cause or upon the failure of an affiliate to maintain a membership
of at least twenty (20) Active Members in good standing of the Association.

b. Action for the suspension or revocation of the charter of any affiliate shall follow
approved Association policy and procedure.

ARTICLE XI - INTERNATIONAL
AFFILIATES

SECTION 1. REQUIREMENTS

Twenty (20) or more Foreign Members in good standing of the Association meeting the
requirements for affiliation may become an International Affiliate of the Association upon the
affirmative recommendation of the Chartered Affiliates Committee, and approval by the Board
of Directors of the Association.

SECTION 2. INTERNATIONAL
AFFILIATE ADMISSION PROCEDURE

The formal application for International Affiliate status shall be sent to the Executive Office of
the Association and shall consist of a list of officers, membership, minutes of the organizational
meeting, the Bylaws, and a letter requesting approval of the proposed medical advisor or
advisors.

SECTION 3. INTERNATIONAL

AFFILIATE MEDICAL ADVISOR

Each International Affiliate shall have one (1) or more medical advisors whose name(s) shall be
submitted to the Board of Medical Advisors.
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SECTION 4. INTERNATIONAL
AFFILIATE DUTIES

A copy of the minutes of every meeting of the governing body and other business meetings of
the International Affiliate shall be sent to the Executive Office of the Association within thirty
(30) calendar days following the meeting.

SECTION 5. SUSPENSION OR
REVOCATION OF INTERNATIONAL AFFILIATE STATUS

a. The Board of Directors of the Association may suspend or revoke the International
Affiliate status with due and sufficient cause or upon the failure of an affiliate to maintain a
membership of at least twenty (20) Foreign Members.

b. Action for the suspension or revocation of International Affiliate status shall follow
approved Association policy and procedure.

ARTICLE XII - COMMITTEES
SECTION 1. STANDING COMMITTEES

a The standing committees of the Association shall be: Bylaws, Elections, Executive,
Finance, Judicial, Program and Strategic Planning. The Chair and members of standing
committees, not otherwise designated in these Bylaws or Association Policy and Procedure, shall
be appointed by the President, subject to the approval of the Board of Directors. With the
exception of the Elections and Bylaws Committees, committee terms shall be for two (2) years.
The Chartered Affiliates Committee, as referred to in these Bylaws, shall be a standing
committee of the House of Delegates.

b. Decisions of standing committees, except as specified in Article XII, Section 2 (a) (3),
may be appealed to the Board of Directors. A two-thirds (2/3) vote of the Board of Directors
shall be required to sustain an appeal.

SECTION 2. COMPOSITION AND DUTIES OF COMMITTEES

a. Bylaws Committee

1. The committee shall be composed of the Immediate Past President and four (4)
additional Active Members of the Association elected by the House of Delegates. The House
elect members shall serve two year terms. These terms shall be staggered, with two (2) members
being elected each year. The Chair shall be the senior House elect member, who, between the
two senior members, received the greatest number of votes cast by the House.

2. Proposed amendments to the Bylaws may be originated by the Bylaws Committee or
submitted to the Bylaws Committee only by the Board of Directors, House of Delegates, or
Chartered Affiliates. The committee shall review the amendments proposed by any of the
foregoing bodies and shall submit its recommendations to the proponent. Upon receipt of such
recommendations, the proponent may, but shall not be obliged to, withdraw the proposed
amendments from further consideration. Any proposed amendments that are not withdrawn by
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the proponent and any proposed amendments which are originated by the Bylaws Committee
shall be delivered to the House of Delegates and the Board of Directors, with the committee’s
recommendations for same, at least sixty (60) calendar days prior to the date on which voting
begins.

3. In the event of a problem with the interpretation of the Bylaws, the question shall be
referred to the Bylaws Committee. Either the Board of Directors or the House of Delegates may
refer a Bylaws interpretation matter to the committee by a two-thirds (2/3) affirmative vote. The
decision of the committee shall be final.

b. Elections Committee

1. The committee shall be composed of six (6) Active Members; three (3) elected by the
House of Delegates and two elected by the Board of Directors and the Immediate Past President.
The Chair shall be selected by the House of Delegates.

2. The term of office for each member, except the Immediate Past President shall be three
(3) years. The election of the members shall be staggered, so that no more than 50% of the
membership changes each year.

3. The committee shall screen candidates nominated for Director, Officer, and Specialty
Section Chair-Elect positions. Nominations for at-Large Directors shall be submitted to the
committee only by the House of Delegates. Nominations for Section Chair-elect shall be
submitted to the committee only by members of that Specialty Section. Nominations for Officers
shall be submitted to the committee only by the Board of Directors.

4. The Chair of the committee shall report the slate of nominees to the Board of Directors
and House of Delegates no later than June 1. The final slate of candidates shall be submitted to
the Board of Directors and the House of Delegates before submission to the general membership.
5. The committee shall be responsible for preparing, distributing, receiving, and verifying
all ballots. At least sixty (60) days prior to the Annual Business Meeting, ballots setting forth the
slate of candidates shall be made available to Active Members of the Association in good
standing. Only Active Members of a Specialty Section may vote for the Chair-elect of the
Specialty Section. Provisions shall be made on the ballot for write-in votes for each office to be
filled. VVoting will close no less than thirty (30) calendar days prior to the Annual Business
Meeting. Ballots shall be counted no less than twenty-one (21) calendar days prior to the Annual
Business Meeting. The deadline date and time shall be clearly indicated on the ballot.

6. Association elections shall be determined by a plurality of the votes cast. A tie vote shall
be decided by lot.

C. Executive Committee

1. The Executive Committee of the Board of Directors shall be composed of the President,

Immediate Past President, Vice President for Internal Affairs, Vice

President for External Affairs, Secretary-

Treasurer, and in alternate years, the

President-Elect.

2. The Executive Committee shall have the power to act for the Board of Directors between
meetings of the Board and such action shall be subject to ratification by the Board at its next
meeting.

d. Finance Committee

1. The Finance Committee is composed of the Executive Committee of the Board of
Directors and the House of Delegates Treasurer and Speaker-elect. The committee shall be
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chaired by the President. The committee shall submit for approval the annual budget to the
House of Delegates and the Board of Directors.

2. The Audit Subcommittee shall consist of the Speaker-elect, who shall be the chair, the
House of Delegates Treasurer, and one member of the Executive Committee appointed by the
President. The Secretary-Treasurer shall be a non-voting member. The subcommittee is
responsible for monitoring the financial affairs of the Association in cooperation with external
independent auditors.

e. Judicial Committee
1. The committee shall consist of not fewer than four (4) Active Members.
2. The committee shall review membership challenges, or complaints against any member

charged with any violation of the Association’s Articles of Incorporation, Bylaws, standing rules,
code of ethics, or other rules, regulations, policies, or procedures adopted, or for any conduct
deemed detrimental to the Association. Such complaints must be filed with the Chair of the
Judicial Committee. The committee shall conduct a review in accordance with established
policies and procedures. Such policies and procedures shall be available to any member upon
request.

3. If the committee determines in its sole discretion that the complaint warrants further
action, a written statement of the charges shall be prepared with benefit of legal counsel if
deemed advisable, and the matter shall be resolved according to established policies and
procedures.

4. The member shall have the right to appeal the decision of the committee to the Board of
Directors. There shall be no appeal from the decision of the Board of Directors.

f. Program Committee

1. The committee shall consist of not fewer than four (4) Active Members.

2. The committee shall prepare the program for the Annual Business meeting and all other
programs, as directed by the President.

g. Strategic Planning Committee

1. The committee shall consist of not fewer than five (5) members. The chair shall be the
Immediate Past President.

2. The committee shall make recommendations to the Board of Directors about the direction

of the Association and the profession of Respiratory Care.

SECTION 3. COMMITTEE CHAIR’S
DUTIES

a. The Chair shall perform those duties as specified by the President and the Board of
Directors to carry out the objectives of the Association.

b. The Chair of each committee shall confer promptly with the members of that committee
on work assignments.
C. Members of any membership class, as well as non-members, may be appointed as

consultants to committees. The President shall request recommendations regarding physician
consultants from the Chair of the Board of Medical Advisors.

SECTION 4. SPECIAL COMMITTEES
AND OTHER APPOINTMENTS
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a. Special committees may be appointed by the President, subject to the approval of the Board of
Directors.

b. Representatives of the Association to such external organizations as may be required shall be
appointed by the President, with the approval of the Board of Directors.

SECTION 5. VACANCIES ON
COMMITTEES

In the event of vacancies occurring in any committee, the President may appoint members to fill
such vacancies, subject to the approval of the Board of Directors.

ARTICLE XIII - FISCAL
YEAR AND BUDGET

a. The fiscal year of the Association shall begin on January 1 and end on December 31.
b. The annual budget proposed by the Finance Committee, shall be approved by the House
of Delegates and Board of Directors before implementation.

ARTICLE XIV - PARLIAMENTARY AUTHORITY

The rules contained in the most current edition of Robert’s Rules of Order shall govern whenever
they are not in conflict with the Articles of Incorporation, Bylaws, standing rules, or other rules
of the Association.

ARTICLE XV - AMENDMENT

These Bylaws may be amended in accordance with Article XII, Section 2 (a) 2, if an amendment
receives an affirmative majority vote of the Board of Directors and also receives an affirmative
majority vote of the House of Delegates. The amendment must then be submitted to the
membership for comments and input within forty-five (45) days of the first affirmative vote.
After which the Board of Directors and the House of Delegates will have a second reading and
vote. If the amendment receives an affirmative vote of two-thirds (2/3) of the Board of Directors
and also receives an affirmative vote of two-thirds (2/3) of the House of Delegates, then it shall
be adopted.
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CALL TO ORDER

President Karen Stewart called the meeting of the AARC Board of Directors to order at 8:30am
CST, Friday, November 9, 2012. Secretary-Treasurer Linda VVan Scoder called the roll and
declared a quorum.

Ad Hoc Committee on 2015 & Beyond

Denise Johnson moved to accept Recommendation 12-3-32.1 “The 2015 ad hoc committee
recommends increased access to baccalaureate degrees (either Bachelors Science Respiratory-
Therapy {BSRT} or Bachelors Science Health Sciences {BSHS}), for both respiratory therapy
students enrolled in associate degree granting programs and for associate-prepared respiratory
therapists who are already in the workforce, be readily available to access by established
articulation or transfer agreements by 2015.”

Lynda Goodfellow made a friendly amendment to replace “BSRT” with “Bachelor’s degree from
an accredited school of higher education in a health science field.”

Fred Hill moved to refer amended motion to President-elect for further work and
implementation.
Amended motion carried

Colleen Schabacker moved to accept Recommendation 12-3-32.2 “The 2015 ad hoc committee
recommends the acquisition of the competencies approved at the July 2012 BOD meeting by
segregating those required at entry level and those that can be acquired after entering practice by
2015.”

Fred Hill moved to refer to President-elect for implementation.
Motion carried

Denise Johnson moved to accept Recommendation 12-3-32.3 “The 2015 ad hoc committee
recommends that the AARC BOD recruit stakeholders who understand the issues, recognize the
barriers, and are motivated to make the 2015 and Beyond efforts successful.”

Linda Van Scoder moved to refer to President-elect.
Motion carried

President Stewart led a discussion regarding the document entitled “Suggested BOD Actions to
Address Conference Recommendations from Transitioning the Respiratory Therapy Workforce
for 2015 and Beyond”. (See Attachment “A”)

FM 12-3-32.1 Frank Salvatore moved to accept the suggested action on recommendation #1
from the 3" conference “That this conference recommendation not be considered by the AARC
Board of Directors for implementation until COARC data indicates an adequate number of future
baccalaureate graduates are available to satisfy future workforce demand as required by the
following transition plan attributes:

e Maintain an adequate respiratory therapist workforce throughout the transition.

e Address unintended consequences such as respiratory therapist shortages.”
Motion carried
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EM 12-3-32.2 Bill Cohagen moved “That the AARC have a goal of 75% of respiratory therapists
with a baccalaureate degree or higher by 2020.”

Linda VVan Scoder moved to amend the goal to 80%.
Motion defeated

Bill Cohagen amended the original motion to “That the AARC have an aspirational goal of a
25% increase of respiratory therapists with a baccalaureate degree or higher by 2020.”
Motion carried

RECESS
President Stewart recessed the meeting of the AARC Board of Directors at 10:22am CST Friday,
November 9, 2012.

RECONVENE
President Stewart reconvened the meeting of the AARC Board of Directors at 10:40am CST
Friday, November 9, 2012.

FM 12-3-32.3 Frank Salvatore moved to accept the suggested action on recommendation #2
from the 3" conference. “That action on this conference recommendation be postponed by the
AARC Board of Directors until the impact of the NBRC’s new consolidated written examination
to be implemented in 2015 is evaluated.”

Motion carried

FM 12-3-32.4 Linda Van Scoder moved to accept the suggested action on recommendation #3
from the 3" conference. “That action on this conference recommendation be postponed by the
AARC Board of Directors until there is objective evidence the CRT credential no longer
adequately documents minimal entry level competency required to prevent patient harm as
required by the following transition plan attributes:

e Require competency documentation options for new graduates.

e Support a process of competency documentation for the existing workforce.

e Assure that credentialing and licensure recommendations evolve with changes in

practice.

e Address implications of changes in licensing, credentialing and accreditation.”

Motion carried

FM 12-3-32.5 Frank Salvatore moved to accept the suggested action on recommendation #4
from the 3" conference “Refer this conference recommendation to the AARC 2013 president for
execution as a component of a comprehensive strategy to identify additional competencies to be
acquired by the current workforce by a date to be established by the president.”

Motion carried
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FM 12-3-32.6 Bill Cohagen moved to accept the suggested action on recommendation #5 from
the 3 conference “Refer this conference recommendation to the AARC 2013 president for
execution as a component of a comprehensive strategy to identify additional competencies to be
acquired by the current workforce by a date to be established by the president.”

Motion carried

FM 12-3-32.7 Mike Runge moved to accept the suggested action on recommendation #6 from
the 3 conference “Refer this conference recommendation to the AARC 2013 president to
appoint an ad hoc committee of experts to work with the CoARC to develop models of consortia
and cooperative agreements for associate degree programs that wish to align with bachelor
degree granting institutions by a date to be established by the president.”

Motion carried

FM 12-3-32.8 Linda Van Scoder moved to accept the suggested action on recommendation #7
from the 3" conference “That the AARC Executive Office conduct a survey of COARC
accredited associate degree granting programs to identify those without existing bridges to
baccalaureate programs ascertain their future plans about establishing these bridges and identify
any perceived barriers. The results of the survey are to be reported in July 2013.”

Motion carried

FM 12-3-32.9 Joe Sorbello moved to accept the suggested action on recommendation #8 from
the 3" conference “Refer this conference recommendation to the AARC 2013 president for
execution as a component of a comprehensive strategy to identify additional competencies to be
acquired by the current workforce by a date to be established by the president.”

Motion carried

FM 12-3-80.1 Joe Sorbello moved to ask COARC to put a 5 year moratorium on all new
associate degree respiratory therapy programs.
Motion carried (11 yes and 6 no)

Joe Sorbello moved to reconsider the motion.
Motion carried with two-thirds majority

Original motion defeated

RECESS
President-elect George Gaebler recessed the meeting of the AARC Board of Directors at
11:55am CST Friday, November 9, 2012.

RECONVENE
President Stewart reconvened the meeting of the AARC Board of Directors at 1:40pm CST
Friday, November 9, 2012.
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Linda Van Scoder moved to accept the Ad Hoc Committee reports as presented.
Motion carried

HOD Resolutions

HOD Resolution 06-12-03 “Be it resolved that the AARC investigate starting a public
membership for patients and other interested parties.”

Frank Salvatore moved to refer to Executive Office to look at the feasibility and report back in
April 2013.
Motion carried

HOD Resolution 13-12-04 “That the AARC investigate the formation of an apprenticeship
Program in partnership with the ARCF, for Respiratory Therapists who would like to learn from
established researchers.”

Frank Salvatore moved to refer to Executive Office to investigate and report back in April 2013.
Motion carried

Linda VVan Scoder moved to accept the General Reports as presented.
Motion carried

FM 12-3-26.1 Bill Cohagen moved to accept, with edits and revisions, the White Paper on “Best
Practices in Respiratory Care Productivity and Staffing”. (See Attachment “B”)
Motion carried

Denise Johnson moved to accept Special Committee Reports as presented.
Motion carried

OTHER REPORTS
ARCF and NBRC reports were reviewed.

Linda Van Scoder moved to accept the agency updates as submitted.
Motion carried

Unfinished Business
There was no unfinished business.

New Business
White Paper Review
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FM 12-3-26.3 Frank Salvatore moved to refer the white paper entitled, “Development of
Baccalaureate and Graduate Education Degrees” to the Position Statement Committee.
Motion carried

FM 12-3-26.4 Frank Salvatore moved to retire the white paper entitled, “Guidance Document on
SARS” and place in the archives.
Motion carried

POLICY REVIEW

Policy No. BOD.015 — Board of Directors — AARC Stationery, Business Cards
Frank Salvatore moved to accept with new reviewed date.
Motion carried

Policy No. BOD.016 — Board of Directors Votes on HOD Recommendations
Frank Salvatore moved to accept with new reviewed date.
Motion carried

Policy CT.004 — Special Committees, Task Forces, Focus Groups, Panels, and Special
Representatives to External Organizations

Colleen Schabacker moved to accept with new reviewed date.

Motion carried

See Attachment “C” for all revised polices listed above.

Treasurers Motion

Linda VVan 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 2:25pm CST,
Friday November 9, 2012.

Meeting minutes approved by AARC Board of Directors as attested to by:

Frank Salvatore, MBA, RRT, FAARC Date
AARC Secretary/Treasurer
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Attachment “A”

Suggested BOD Actions to Address Conference Recommendations from transitioning the Respiratory Therapy
Workforce for 2015 & Beyond
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Suggested BOD Actions to Address Conference Recommendations from
Transitioning the Respiratory Therapy Workforce for 2015 and Beyond

Transition Plan Attributes

The transition plan must:

1.
2.

3.

4.
S.
6
7.

8.
9.

10.

Maintain an adequate respiratory therapist workforce throughout the transition.
Address unintended consequences such as respiratory therapist shortages.
Require multiple options and flexibility in educating both students and the

existing workforce. (e.g. affiliation agreements, internships, special skills
workshops, continuing education, etc.)

Require competency documentation options for new graduates.

Support a process of competency documentation for the existing workforce.

. Assure that credentialing and licensure recommendations evolve with changes in

practice.
Address implications of changes in licensing, credentialing and accreditation.
Establish practical timelines for recommended actions.
Reflect the outcomes of the previous two 2015 and Beyond conferences
Identify the agencies most appropriate to implement identified elements.

Recommendations of the third conference publication:

1.

That the AARC request CoARC to change by 7/1/12 accreditation standard 1.01 to read
as follows:

o 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.

Suggested Action: That this conference recommendation not be considered by the AARC

Board of Directors for implementation until COARC data indicates an adequate number of

future baccalaureate graduates are available to satisfy future workforce demand as
required by the following transition plan attributes:

Maintain an adequate respiratory therapist workforce throughout the transition.

Address unintended consequences such as respiratory therapist shortages.
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That the AARC recommends to the NBRC on July 1, 2011, that the CRT examination be
retired after 2014; And, 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.

Suggested Action: That action on this conference recommendation be postponed until the
impact of the NBRC’s new consolidated written examination to be implemented in 2015 is
evaluated.

2.

That the AARC establish on July 1, 2011, a commission to assist state regulatory boards
transition to a RRT requirement for licensure as a respiratory therapist.

Suggested Action: That action on this conference recommendation be postponed until
there is objective evidence the CRT credential no longer adequately documents minimal
entry level competency required to prevent patient harm as required by the following
transition plan attributes:.

Require competency documentation options for new graduates.
Support a process of competency documentation for the existing workforce.

Assure that credentialing and licensure recommendations evolve with changes in
practice.

Address implications of changes in licensing, credentialing and accreditation.

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.

a. Standards should address the variety of work sites that employ RTSs.

b. Standards should address RT knowledge, skills and attributes relative to the tasks
being evaluated.

Suggested Action: Refer this conference recommendation to the AARC 2013 president for
execution as a component of a comprehensive strategy to identify additional competencies
to be acquired by the current workforce by a date to be established by the president.

4. That AARC encourage clinical department’s educators, and state affiliates continuing

education venues to use clinical simulation as a major tactic for increasing competency
levels for the current workforce.
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Suggested Action: Refer this conference recommendation to the AARC 2013 president for
execution as a component of a comprehensive strategy to identify additional competencies
to be acquired by the current workforce by a date to be established by the president.

5. That the AARC, in cooperation with the 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.

Suggested Action: Refer this conference recommendation to the AARC 2013 president to
appoint an ad hoc committee of experts to work with the CoARC to develop models of
consortia and cooperative agreements for associate degree programs that wish to align with
bachelor degree granting institutions by a date to be established by the president.

6. That the AARC provide budgetary resources to assist associate degree programs with the
transition to baccalaureate level respiratory therapist education.

Suggested Action: Conduct a survey of COARC accredited associate degree granting
programs to identify those without existing bridges to baccalaureate programs ascertain
their future plans about establishing these bridges and identify any perceived barriers. The
results of the survey are to be reported in July 2013.

7. That the AARC BOD explores development and promotion of career ladder education
options for the member of the existing workforce to obtain advances competencies and
the baccalaureate degree.

Suggested Action: Refer this conference recommendation to the AARC 2013 president for
execution as a component of a comprehensive strategy to identify additional competencies
to be acquired by the current workforce by a date to be established by the president.

Recommendations of the 2015 & Beyond Ad Hoc Committee

Recommendation 1

Education by Degree Focus - The 2015 ad hoc committee recommends increased access to
baccalaureate degrees (either Bachelors Science Respiratory Therapy {BSRT} or Bachelors
Science Health Sciences {BSHS}), for both respiratory therapy students enrolled in associate
degree granting programs and for associate-prepared respiratory therapists who are already in the
workforce, be readily available to access by established articulation or transfer agreements by
2015.

Justification: The AARC clearly supports all associate-degree programs that are accredited by
the COARC. However, in order to maintain an adequate therapist workforce and avoid
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unintended consequences of a shortage of respiratory therapists, multiple options and flexibility
are required. Working with CoARC, model affiliation agreements between AS programs and BS
programs are needed with mentoring assistance provided in the articulation process. Lastly,
distance learning opportunities that provide flexibility for working therapists and the acceptance
of experiential work experience should be thoroughly explored. This recommendation addresses
recommendations 6 & 8 of the third conference.

Recommendation 2

Competency Level Focus —The 2015 ad hoc committee recommends the acquisition of the
competencies approved at the July 2012 BOD meeting by segregating those required at entry
level and those that can be acquired after entering practice by 2015.

Justification: If the competencies required at entry- level are identified, then the CoOARC can
incorporate them into their future standards which will assure that they are included into the
curriculum of accredited programs. As these skills find their way into the workplace, the NBRC
will eventually detect this through their job analysis and incorporate them into their credentialing
examinations. This can be accomplished by the development of standardized curricula that
incorporates the teaching of knowledge, skills and attributes (KSA’s) necessary to acquire the
competencies that can be acquired after entering practice. The content can be delivered through
continuing education programs developed by the AARC; CoARC accredited respiratory therapy
education programs, and other institutions that deliver education. In traditional courses,
participants can gain the needed KSAs and competency documentation. Nontraditional programs
can be used to deliver the educational content while the skill development and competency
documentation can be conducted in laboratories of accredited respiratory programs or skills labs
located in the facilities, or systems (high-fidelity), where therapists are employed. This
recommendation addresses recommendations 4, 5 & 8 of the third conference.

Recommendation 3

Project Leadership Focus - The 2015 ad hoc committee recommends that the AARC BOD
recruit stakeholders who understand the issues, recognize the barriers, and are motivated to make
the 2015 and Beyond efforts successful.

Justification: Representation from CoARC accredited associate degree programs that have and
don’t have an articulation agreements as well as representatives from baccalaureate and masters
(BSRT and MSRT) degree programs are urged to participate in order to successfully overcome
barriers to higher education. Other professionals needed to guide the process are a distance
learning specialist, representatives from CoARC and the NBRC, respiratory therapy employers
from both the hospital and home care settings. As specific tasks are defined, additional
volunteers will likely be required. This recommendation addresses recommendations 4,5,6 & 8
of the third conference.
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Conclusion: It is essential that the AARC plan for the future and take steps to assure that we are
prepared to assume the duties and responsibilities that may be required of the respiratory
therapist in the years to come. By accepting these recommendations, the BOD is sending the
message that you agree with the findings of the third conference supporting the need for more
bachelor degree level therapists and the requirement that the transition plan conforms to the
transition plan attributes.
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Attachment “B”

White Paper — Best Practices in Respiratory Care Productivity and Staffing
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AARC White Paper

November 8, 2012

BEST PRACTICES IN RESPIRATORY CARE PRODUCTIVITY AND STAFFING

This paper provides guidance and considerations in the application of the AARC
Position Statement: Best Practices in Respiratory Care Productivity and
Staffing adopted by the AARC Board of Directors in July 2012.!

Background and purpose

The provision of safe respiratory care is largely dependent on staffing adequate
numbers of competent respiratory therapists (RTs). Understaffing puts at risk the
welfare and safety of patients and may not allow care consistent with national guidelines
and community practice. On the other hand, respiratory services represent a significant
expense in the provision of health care and overstaffing respiratory therapists is neither
productive nor efficient.

The 2012 AARC Position Paper regarding Respiratory Care Productivity and Staffing
was approved and published to address growing concerns that inappropriate measures
were being applied to determine the number of RT staff needed at a given institution.
This White Paper is intended to provide additional guidance to AARC members and to
health care institutions and other providers to ensure that respiratory care productivity
and staffing levels are provided within acceptable standards of practice recognized by
the profession and that patient safety is protected.

Considerations for rendering respiratory care

Medicare Hospital Conditions of Participation state that there must be adequate
numbers of respiratory therapists?®, and other personnel who meet the qualifications
specified by the medical staff, consistent with state law. Medicare Hospital Conditions of
Participation further require hospitals that provide respiratory care services to meet the
needs of their patients in accordance with acceptable standards of practice. “Acceptable
standards of practice” as noted in the Hospital Interpretive Guidelines for State
Surveyors include compliance with applicable standards that are “set forth in Federal or
State laws, regulations or guidelines, as well as standards and recommendations
promoted by nationally recognized professional organizations (e.g., American
Association for Respiratory Care, American Medical Association, American Thoracic
Society, etc.).”?

The documentation of competency in delivering respiratory care services may be
assured by applicable state licensing boards and/or the attainment of respiratory
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therapy credentials awarded by the National Board for Respiratory Care (NBRC). All
respiratory therapists employed by the hospital to deliver bedside respiratory care
services must be legally recognized by state licensing laws, where applicable, as
competent to provide respiratory care services. For states that do not require licensure,

a CRT or an RRT credential from the NBRC should be required to assure documented
competency and assure patient safety

The metrics described in this paper apply to the provision of care in which the RT
provides direct oversight of care one patient at a time. Having therapists provide therapy
to multiple patients simultaneously may be considered as a mechanism to reduce labor
expenses. This practice denies patients the direct supervision of a respiratory therapist
for the duration of treatment, thus diminishing quality and potentially placing the patient
at risk. Medications delivered by aerosol and other interventions provided by respiratory
therapists are noted to have serious side effects that require rapid recognition and
corrective action, which can only be achieved by direct observation of the patient. The
practice of providing therapy to multiple patients simultaneously diminishes the
respiratory therapist’s time needed to observe the patient’s tolerance and compliance
with the medication and to provide patient education. More to the point of this paper,
when multiple patients are treated simultaneously, the time standard for the treatment is
no longer valid because it is based on the assumption that the therapist remains at the
bedside of each patient throughout the patient's therapy. Therefore, performing
simultaneous treatments leads to reporting productivity values that are erroneously
high.

Situation analysis and considerations

From a financial perspective, the over-estimation of staffing requirements leads to
unnecessary and avoidable labor expenses. In contrast, understaffing may reduce
salary cost in the short term, while producing more expense and lost revenue in the long
run. Fiscally, there is much to be gained by staffing appropriately. Threats to revenue
can result if prescribed treatments are not delivered and billed. Healthcare reforms
associated with value based purchasing will affect reimbursement payments from
Medicare based on both clinical outcomes and patient satisfaction. Thus, each
institution should be financially motivated to assure adequate staffing for patients to
receive appropriate care and avoid lengthy hospital stays or unnecessary readmissions.
Further, missed and delayed treatments increase institutional liability.

Understaffing negatively affects respiratory therapists’ morale because of inadequate
time to provide needed assessments and care.* Low morale may result in increased
staff turnover. These are compelling reasons to ensure adequate staffing in the
provision of respiratory care.
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Any metric, model, or system that is used to define respiratory staffing levels within
institutions should recognize and account for all the activities required of a Respiratory
Care Department in that institution. These activities vary greatly among institutions, and
therefore must be determined on a case-by-case basis and approved by the medical
staff and administration in individual hospitals.

Failure to account for all medically necessary interventions, or use of inaccurate metrics
of workload, may lead to underestimation of staffing requirements. For instance: An
exclusive focus on Current Procedural Terminology (CPT) codes (or other standards

based only on billable activities) can lead to the omission of a large number of non-billed
activities from the estimated respiratory care workload. Similarly, relying on internal
measures, such as Total Patient Days, Average Daily Census, Adjusted Discharges per
Patient Day, and Nursing hours per patient day (which do not accurately reflect
respiratory therapist workload intensity), can lead to the omission of important and
necessary tasks that contribute to workload and thus provide erroneous estimates of
required staffing.

The majority of clinical procedures conducted by respiratory therapists have not been
assigned a CPT code. CPT codes describe procedures and services provided by
physicians and other health care professionals who bill for reimbursement. However,
relatively few have been assigned to procedures and activities provided by respiratory
therapists. Examples of activities without CPT codes include but are not limited to:

+ Airway Management Procedures

+ Assessment/Screening Patients for Obstructive Sleep Apnea
+ Assessment/Screening of Patients for Treatment

« Assessment/Screening of Patients for Invasive and Non-Invasive Ventilation
+ Assessment/Screening of Patients for VAP

» Assessment/Screening of Patients for Weaning

« Cardio Version Monitoring of the Patient

« Continuous Oximeter

+ Disease Management

« End Tidal CO2 Monitoring

« Endotracheal Tube Extubation

« Endotracheal Tube Repositioning and Securing

* Heliox Administration and Monitoring

* Incentive Spirometry

* Inpatient Sleep Apnea Monitoring

* Lung Recruitment Maneuvers

+ Management of Patient Monitoring Devices

* Moderate Sedation Monitoring

* Nitric Oxide Administration

* Oxygen Administration and Monitoring
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« Patient and Family Education, most instances

« Patient Transports Requiring Mechanical Ventilation or Airway Maintenance
* Rapid Response Calls

* Respiratory Care Consultations

« Spontaneous Breathing Trials

« Tracheotomy Management

In addition, there are additional activities required to support the safe and effective
delivery of care that consume therapist time. Many of these support activities are
required by regulatory agencies. These activities must also be accounted for and
include but not limited to:

Calibration of Equipment

Cleaning and Stocking of Equipment
Clinical Instruction of Students

Cylinder Inventory Management
Department and Medical Center Meetings
In-service Attendance

Maintenance of Equipment

Patient Care Report/Handoff

Patient Care Rounds

Performance Improvement Activities
Quiality Control of Devices and Procedures
Staff Education and Training

Recommendations for using metrics to determine staffing levels

- Workload metrics used to predict staffing levels must include all clinical and support
activities that respiratory therapists perform, as stated in the AARC position
statement. An organization must account for all activities that are driven by physician
orders or medical staff approved protocols. If there is an obligation to perform the
procedure, it must be used in determining required staff, regardless of eligibility for
CMS payment. Clinical support activities should be included, such as labor law
mandated paid breaks, shift report, participation in required training, or the need to
safety test equipment.

- Because of varying time requirements for different respiratory care procedures,
systems to determine staffing should be based upon statistically valid activity time
standards for all the services provided by a department. Because of the significant
variability in the nature and types of care rendered in treating patients in need of
respiratory services, unweighted metrics such as patient days, billable procedures
with CPT codes, total procedures, etc., should not be used to determine respiratory
therapist staffing levels.*

- Relative value units (RVUs) have been adopted by CMS for physician
reimbursement, and provide another mechanism to weight specific procedures.® An
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RVU-based staffing program must be used with a department staffing plan that
provides the ability to flex direct patient care staff based upon service needs. The
assessment of work demand (by shift, by day or by hour), based on specific
procedure volume and the associated RVU, should be used to drive staffing
decisions in which staff can be added or reduced to match demand. Peer-reviewed,
evidence-based research indicates that a daily, RVU-based, flex staffing system can
meet staffing requirements for patient needs and reduce costs by approximately
$250,000 per year (5 full-time equivalents, FTEs) in a 400-bed hospital.®

- When constructing a staffing system, the need for “core staffing” or “minimal staffing”
should be determined. This means that some staff is always available to immediately
respond to emergency situations such as cardiopulmonary arrest or attendance at
high-risk neonatal deliveries. Core-staffing requires consideration and some level of
exclusion from being managed through a flex staffing model.

- The literature documents that unscheduled respiratory care activities, such as
emergency department procedures, patient transports, rapid response calls, etc.,
may account for up to 40% of the workload. Staffing should be provided for
unscheduled procedures based upon historical data and work rate. Failure to include
unscheduled procedures in staffing projections, or failure to recognize peak
workrates during the day, result in drastic mismatching between work demand and
labor supply.’

- Adequate fixed time should be budgeted for operation and support of the
Respiratory Care Department for required activities such as mandatory education,
department meetings, competency assessment, performance improvement projects,
research, and patient safety initiatives. Fixed time should not be included in variable
flexed staffing estimates.®

- Staffing adjustments, driven by any workload estimation system or benchmarking
analyses must include a mechanism to assess the effects of staffing on patient
outcomes. Monitoring outcomes like length of stay, COPD readmissions, missed
therapy, delays in treatment, and other complications provide data to validate
adjustments in staffing. Such monitoring may also minimize risk and improve the
ability to provide quality and safe care.

Recommendations for using metrics for benchmarking

e Workload metrics used to predict staffing levels should be distinguished from
metrics used for benchmarking productivity. Workload metrics used for
benchmarking (i.e., the process of comparing performance among different
departments for the purposes of identifying best practices) are often based on
data that are easily captured through billing systems. Metrics based on such data
reflect only a portion of the total workload. However, if properly selected to

57



represent the majority of the workload common to different departments, they are
appropriate for the purpose of ranking productivity levels.

e Metrics are useful for benchmarking productivity only if they can be demonstrated
to reflect the same activities in the departments being compared. Benchmarking
metrics based on data representing partial departmental workloads are not
appropriate for determining staffing levels (see above).

e Productivity metrics for which the source is undisclosed (common practice
among external consultants) or including an arbitrary number of procedures is
inappropriate and unacceptable. This type of data degrades the utility of the
measures in proportion to the degree of mismatched activities among
benchmarking group members.

Summary

The AARC urges organizations that offer Respiratory Care Services to work closely with
Respiratory Care Department directors/managers and respiratory therapists to develop
comprehensive and realistic metrics, staffing models, and benchmarks which are
evidence-based and data-driven. Metrics used for staffing must capture the full range of
activities required of respiratory therapists in order to ensure consistent, safe, cost-
effective, and high quality care. Metrics used for comparing productivity among different
departments may be based on a restricted range of activities provided that such
activities are common to all the departments in the compare group.

Understaffing respiratory care services places patients at risk for unsafe incidents,
missed treatments, and delays in medication delivery, as well as increases the liability
risk for hospitals. On the other hand, appropriate staffing levels help assure that a
consistent standard of respiratory care is provided throughout the hospital. Adequate
staffing levels decrease the potential for error and harm by providing respiratory
therapists adequate time to perform required functions and can contribute to greater
levels of patient satisfaction.

Patient harm directly related to inadequate staffing must be reported to the

appropriate state and federal regulatory agencies.
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Attachment “C”

Policy No.BOD.015 — AARC Stationery, Business Cards

Policy No.BOD.016 — Board of Directors Votes on House of Delegates Recommendations

Policy No.CT.004 — Special Committees, Task Forces, Focus Groups, Panels, and Special Representatives to
External Organizations
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American Association for Respiratory Care

SECTION:

SUBJECT:

EFFECTIVE DATE:

DATE REVIEWED:

DATE REVISED:

Policy Statement

Page 1 of 1
Policy No.: BOD.015

Board of Directors
AARC Stationery, Business Cards
December 14, 1999

November 2012

REFERENCES: AARC Bylaws

Policy Statement:

Only authorized personnel shall use Association stationery and receive Association business

cards.

Policy Amplification:

1. Officers and directors may be supplied with business cards indicating their position with
the AARC, and their business title and contact information subject to approval of the

President.

DEFINITIONS:

ATTACHMENTS:
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American Association for Respiratory Care
Policy Statement

Page 1 of 1
Policy No.: BOD.016
SECTION: Board of Directors
SUBJECT: Board of Directors Votes on House of Delegates
Recommendations
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: November 2012
DATE REVISED: July 2008
REFERENCES:

Policy Statement:
Resolutions brought by the House of Delegates to the Board of Directors shall be submitted,
considered, and voted upon in an appropriate and timely manner.

Policy Amplification:
1. All resolutions from the House of Delegates shall be presented to the Board of
Directors by the Immediate Past Speaker and/or a designee identified by the
Speaker of the House of Delegates and approved by the President.
2. For a HOD resolution to be acted upon by the Board during the same meeting
at which it is considered by the House, it shall be submitted in written form

including the House-assigned resolution number by 12:00 noon on the final
day of the Board of Directors’ Meeting.

DEFINITIONS:

ATTACHMENTS:
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American Association for Respiratory Care
Policy Statement

Page 1 of 2
Policy No.: CT.004
SECTION: Committees
SUBJECT: Special Committees, Task Forces, Focus Groups, Panels,
and Special Representatives to External Organizations
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: November 2012
DATE REVISED: July 2005

REFERENCES: AARC Bylaws, CT.001, CT.002, CT.003 and CT.004

Policy Statement:
Special Committees or Representatives to External Organizations may be appointed by the
President to carry out specific activities, subject to ratification by the Board of Directors.

Policy Amplification:

1.

The President may appoint a Special Committee, Task Force, Focus Group or Panel to
complete specific charges related to the needs of the Association or the profession.

The Executive Director, Board of Directors, Board of Medical Advisors, House of Delegates,
Chartered Affiliates, Specialty Sections or member may request that the President appoint a
Special Committee, Task Force, Focus Group or Panel to perform specific charges.

In the event of vacancies occurring in Special Committees, Task Forces, Focus Groups or
Panels, the President may appoint members to fill such vacancies, subject to ratification by
the Board of Directors.

Representatives of the Association to such external organizations as may be required shall be
appointed by the President, subject to ratification by the Board of Directors.

In the event of vacancies occurring in any representative position to external organizations,
the President may appoint members to fill such vacancies, subject to ratification by the Board
of Directors.

Trustees of the CoOARC, ARCF and NBRC :

63



American Association for Respiratory Care
Policy Statement

Page 20f 2
Policy No.: CT.004

A. Shall not serve as voting members of more than one of the above identified organizations
during any single term of appointment.

B. Presents and communicates the positions, policies and concerns of the AARC.

C. Desired qualifications include:

1) AARC Member for five (5) years.
2) Knowledge of AARC bylaws, positions, policies and philosophies.
3) One year previous experience at the AARC level, e.g., Board of Directors, House
of delegates, special representative, committee chair or member.
4) Ability to communicate effectively.
5) For CoARC: Previous management/supervisory experience as faculty of a
CoARC accredited respiratory care program.
DEFINITIONS:
ATTACHMENTS:
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E-Motions

(Since Last Board Meeting in November 2012)

13-1-49.1 “That the AARC Board of Directors authorize the formation of the Palliative Care
Roundtable.”

Results — January 15, 2013
Yes — 15

No -0

Abstain - 0

Did Not Vote — 2

The motion carried

13-1-10.1 \oting for one Board member to serve a three-year term on the Elections
Committee. The nominees are: Karen Stewart and Bill Cohagen

Results — December 10, 2011
Total number of votes - 12
Abstain - 3

Did Not Vote — 2

Bill Cohagen is the Board representative for 3 years to the Elections
Committee.

13-1-15a.1 “That the AARC Board of Director4ds approves the membership of the 2013
Sputum Bowl Committee as recommended by the Program Committee:

Chair — Sherry Whiteman (MO)
Members — Kelli Chronister (OH), Tom Lamphere (PA), Diane Oldfather (MO),
David Panzlau (MI), Rick Zahodnic (Ml).”

Results — February 18, 2013
Yes — 15

No-0

Abstain — 0

Did Not Vote — 2

The motion carried

13-1-39.1 Brian Walsh moved “to approve Charlie Friderici as the Chair of the Disaster
Response Roundtable.”

Yes =17
No=0

Did not vote =0
Motion carried

65



13-1-81.1 Colleen Schabacker moved “to approve the appointment of Hyacinth Johnson as
a replacement for Sue Meade to the NBRC Board of Directors.”

Yes =
Motion carried
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General Reports



President Report
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Past President Report

Submitted by Karen Stewart — Spring 2013

Nothing to report
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Executive Office

Submitted by Tom Kallstrom — Spring 2013

Welcome back to Dallas and we hope to have a productive meeting. | wanted to update you on
some of the work that the AARC Executive Office has been up to since we last met.

In January we welcomed our newest staff member Dr. Shawna Strickland who replaced retiring
Bill Dubbs. Fortunately for the AARC she has hit the ground running. The leadership team at the
executive office is also in the process of identifying areas of opportunities that will make the
operations here in Irving more streamlined. As this becomes clearer we will share with the Board
our changes.

Membership
As of the third week in March the member count is above 52,000 members. We will have a more

specific number by the time of the Board meeting. The Membership committee’s campaign has
completed its first quarter (Dec. 2012-Feb. 2013). See Frank Salvatore’s report for specifics. This
year’s campaign will run until the Congress where state affiliate winners will be announced.

Revenue Sharing/Co-Marketing

As of March 22" there have been 32 states that have signed their co-marketing and revenue
sharing agreements. One last reminder was sent out on March 22" and I will report the current
number at the Board meeting.

2015 and Beyond

As per direction from the Board of Directors a survey was distributed to the 423 identified
program directors of COARC approved respiratory care educational programs. During the two-
week survey period (2/21/13-3/8/13), 223 program directors responded to the survey (52.7%
response rate). See attachment

MEETINGS & CONVENTIONS

AARC Congress 2012 (New Orleans)

AARC Congress 2012 held in New Orleans was very successful for the Association. In total,
more than 5,900 attendees, exhibitors, and patient advocates were in attendance. Despite a
challenging economic climate in which fewer employers are providing financial assistance,
strong attendance suggests our members continue to find value in our meeting.

The Program Committee continued to provide a diverse faculty for the meeting that included a
balanced mix of seasoned, federal and international presenters as well as nearly 50 first-time
speakers. For the first time ever, complimentary audio/video recordings were provided to all
attendees as an added BONUS for their registration. This is a great value added feature that has
been well received by those who attended the Congress.
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2013 AARC Program Committee Meeting

The AARC Program Committee met in January to create the Program for AARC Summer Forum
and AARC Congress 2013. Close to 800 individual lecture proposals were submitted for
consideration.

The 3-day meeting concluded with a full Program developed for both meetings, and was
inclusive of a pre-course(s) for SF, as well as Congress. We are now in the process of contacting
potential speakers as well as developing post-graduate programing for both the Congress and
Summer Forum.

AARC Summer Forum

The 2013 AARC Summer Forum will be held July 15-17 in Orlando, FL. The meeting will be
held at the Renaissance Orlando at SeaWorld. Orlando traditionally has seen good attendance
numbers for Summer Forum, and we anticipate that this new location in such close proximity to
SeaWorld will continue that trend.

As in 2011-2012, the primary demographics for those who attend will also include hospital-
based educators. This is a demographic that we have seen stronger support from and we believe
will continue to attend if programmatic content is supportive of their needs.

A post-graduate course has been scheduled for AARC Summer Forum titled “Clinical Preceptor
and Inter-Rater Reliability Workshop: Clinical PEP (Practices of Effective Preceptors) . There
will be a nominal fee to attend this course.

AARC Congress 2013 (Anaheim)

Progress is well underway for the AARC Congress 2013 to be held in Anaheim, CA, Nov. 16-19,
2013. The program is well balanced and representative of all specialty sections and roundtables.
Several formatting changes have been made to this year’s Congress that will better meet the
needs of our exhibitors and attendees. The exhibitor prospectus has been posted on the AARC
website with several exhibitors have already committed to both booth rentals and sponsorships.

Corporate Partners

We are set to meet with our 2013 Corporate Partners immediately after the Spring BOD meeting
has concluded. At the Corporate Partner meeting, our 11 Partners will hear AARC executive
office staff provide an update on the state of the respiratory profession, AARC projects and
meetings, and AARC legislative affairs. We will have two featured clinical presentations for the
meeting, Dr. Russell Acevedo, FAARC, of Crouse Hospital in Syracuse, NY, speaking on: Lung
Partner Project and Keith Lamb, RRT-ACCS will speak on the Future of the Critical Care RT.

2013 Partners: Carefusion, Masimo, Covidien, Monaghan, Philips/Respironics, Drager, GE
Healthcare, Maquet, Teleflex, Boehringer Ingelheim, and Forest Pharmaceuticals.

Three companies have expressed interest in achieving Corporate Partner status in 2013 that
would make them Partners in 2014. We have had good discussions with those companies and
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will work to jointly achieve this status with them.

Website Project

We conducted a series of screenings and interviews in search of a company to assist us in the
upgrade and reconstruction of new websites for AARC, YLH and ARCF. We have settled on a
vendor and will begin work on modernizing and streamlining our web presence in the coming
months. An aggressive timeline has been established to develop and implement the new websites
before October.

PROJECTS UPDATE

COPD Toolkit

The COPD Toolkit is complete and received legal approval from its sponsor in late 2012. The
project is now in its Beta-testing phase with roughly 15 hospitals evaluating the toolkit for
effectiveness in teaching patients about their disease and in better self management strategies.
This beta-test will conclude in May and data will be analyzed, after which, the Executive Office
will determine next steps. Potential options include, but are not limited to a more robust, multi-
centered study, or to commercially release the product to members via the AARC Store.

Completion Timeline: Data Collection — June 1, 2013

Humidified Heated High Flow Nasal Cannula Research Protocol

The research protocol is complete. A template of an IRB application specific to this technology
was vetted through an independent 3 party and released to AARC members. The IRB template
is customizable depending upon the unique needs or study design of any researcher. This project
was developed with the intent to promote research specific to this technology (robust scientific
evidence is currently lacking). Members have been encouraged to present findings at the AARC
Open Forum and subsequently publish their data as a manuscript to RESPIRATORY CARE.

Completion Timeline: Completed

ACCS Prep Course

Faculty (all RTs possessing the credential) has been identified for the course with content that
mimics the ACCS matrix provided by the NBRC. Fourteen different content areas have been
identified and faculty has been assigned accordingly.

1-2 courses will be hosted to determined member demand and refine presentations. Assuming
demand is strong, AARC intends to take the course to studio for professional recording, of which
will be added to our educational digital portfolio.

Completion Timeline: Live Courses — Dec. 31, 2013
Studio Recordings: 2014
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Nutrition Resource Guide

An unrestricted educational grant has been received to develop an educational resource guide for
the respiratory therapist regarding the importance of nutrition and the impact (or lack thereof) it
has on the cardiopulmonary patient. This document will have a similar look and feel as that of
the Aerosol Delivery Guide for Respiratory Therapists.

Faculty has been identified with project objectives communicated and agreed upon.
Completion Timeline: AARC Congress 2013

Guide of Aerosol Delivery Devices

We received a grant from Phillips to write a third edition to the RT Guide as well as a second
edition for the guide for physicians, nurses and pharmacists, as well as the patient guide. All
three guides have been edited and are now available for members.

Clinical Practice Guidelines

Evidence-based CPG for airway clearance: non-pharmacologic interventions is ongoing. The
committee is working with the Evidence Practice Center at Vanderbilt University in Nashville,
TN. Phase 1 (systematic review) is complete and we are in the midst of phase 2 (grading the
evidence and writing the recommendations). Once the recommendations are completed, the CPG
will be submitted to the RESPIRATORY CARE Journal for publication. The majority of the
existing committee may be committed to the next evidence-based CPG, which will focus on
airway clearance: pharmacologic interventions. It is expected that the next CPG will take less
time though the cost will be comparable to the first. Cost is based on amount of evidence for the
review, time commitment of the EPC staff, and amount of responsibility from the EPC versus the
committee.

Advocacy

Adult Ventilator Associated Events (VAE)

As you know the AARC has been an active participant in the CDC’s Ventilator Associated Event
Subcommittee. Dr. Dean Hess is our representative to the adult portion of this. The CDC
working group has prepared a paper that is currently under review at Critical Care Medicine.
They have asked us if there is a desire to publish the paper in Respiratory Care journal in an
effort to increase exposure to this important change in practice.

Pediatric VAE Group Update.
This group was formed several months after the Adult VAE group and is currently still in
discussions. Some of which include:
(1 The group recently voted whether to conduct surveillance by unit or by age of patient.
They are consulting the adult group to confirm that adult patients in a pediatric unit would
follow pediatric surveillance measures and adult ICU’s with pediatric patients would be able
to include pediatric patients in their adult measures or be dropped.
(1 Discussion is currently on what types of diagnostic tests they will use for evaluation in
the definition, protected brush specimen etc.
(1 There is consideration regarding writing a white paper about this process with an
emphasis on what research needs to be done to confirm if we are on the right track for
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choosing the right method for surveillance.

CMS

In mid March the AARC collaborated with leadership of NAMDRC and ACCP in a meeting at
CMS. The purpose of which was to discuss our concern regarding the recently published Local
Coverage Determination for Tracheostomy Care Supplies. In this CMS has changed its coverage
from 29-day changes to 90-day changes of tracheostomy tubes. Kathy Deakins, RRT FAARC
and Anne Marie Hummel were present at this meeting. CMS asked for more information before a
decision to reverse this could be made. We will continue to work with the other associations to
get this reversed.

AACVPR

At the AARC Boards direction we were asked to contact the American Association of
Cardiovascular and Pulmonary Rehabilitation. In February a conference call was arranged with
their leadership. The call was as expect in that they would like to have a closer relationship with
the AARC due to our aligned interests in pulmonary rehab. Moving forward we agreed to
establish a speaker swap for an upcoming meeting included in this will be complementary booth
exchanges at our Congress and at their annual meeting. We will also be sharing links with
AACVPR. There was also interest in working with us as we plan for an upcoming Diagnostics
section webcast. At some point in the future we will also work with them to get input for a future
AARC Times article.

Spirometry Training

Since our fall Board meeting, we have concluded two different grants. The BI grant to train their
Clinical Science Consultants to teach Office Spirometry expired at the end of the 2012. We were
successful in getting the grant extended for 2013 and are implementing the training update for
CSC's as well as developing material for the Office Spirometry renewal process for the
candidates.

The Spirometry Quality Assurance program for the Forest clinical trial ended on Feb 28,
2013. We have been asked by Forest to respond to a request to provide similar services for a
new grant. This grant is projected to run 3 years and have about 5 times more participating
sites. It is projected to start in May 2013. We are in the process of responding.

DRIVE4COPD
Jason Moury, RRT is the AARC’s Drive4COPD Campaign Coordinator. This was made possible
by a grant from COPD Foundation. He started in this position in December 2012 and has been
very active in reinvigorating our Adopt a Company Campaign. In the first two months of 2013
there were three Drive4COPD events. At each of those events we have screened people for their
risk of COPD utilizing the DRIVE4COPD material. Over 3,000 have been screened
Some of the Drive4COPD’s recent activity include:

o ldentification of the top 10 states that would benefit most from the Adopt-A-

Company campaign. (Arkansas, Kentucky, Maine, Mississippi, Nevada, Ohio,
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Oklahoma, Vermont, West Virginia, and Wyoming). These states were identified
based on the data from the most recent Behavioral Risk Factor Surveillance
System (BRFSS) and the mortality rates published from the CDC.

o Developed new Adopt-A-Company material for the members to use when
adopting companies. This includes new updated letter templates for management,
flyers, brochures, COPD fact sheets, and media inquiry templates.

o Working with Executive Office to develop a new Adopt-A-Company website for
members to go to when adopting a company. Website went live on March 15"

o Developed new prizes for participating members of the AARC who adopt
companies between March and November in 2013. Grand prize includes (2) VIP
access tickets to the Daytona 500 and the DRIVE4COPD 300 races in February
2014. There are other prizes of free COPD Educator courses from the AARC that
will be given to members who screen a predetermined amount of employees
through the Adopt-A-Company initiative.

o Actively trying to recruit members from the various societies to appoint at least
one person from each to be the state’s Crew Chief. This person has two primary
roles, first is to be a local resource if a fellow member has questions about the
DRIVE4COPD. Second, they are to recruit other members to participate in the
DRIVE4COPD.

Products

Benchmarking continues to maintain its foothold in approximately 130-140 hospitals around the
US and in Saudi Arabia (3). The Benchmark Committee is currently conducting an assessment of
the program and possible upgrades to ensure it is a current and valued tool to its participants. We
are also reviewing the pricing structure for 2014 to ensure that has a good ROI for both the
AARC and its participants.

As you are aware, in 2012 we outsourced our Respiratory Care Week products to a third-party
supplier, Jim Coleman Ltd that handle all products and the necessary shipping. We reviewed the
program’s successes, weaknesses and opportunities and will continue this outsourcing in 2013
with some minor revisions.

As we gather for the Spring BOD meeting in Dallas, we are set to release updated versions of all
3 of our Aerosol Guides (RT, Non-RT Clinicians and Patient). These revised guides will again be
release in a limited print format, download versions as pdfs and as an ePub for the Aerosol Guide
that will be viewable on digital readers. In conjunction to the aerosol guide releases, we are
exploring a relationship with a software developer and a group of clinicians on a joint venture in
this arena for interactive software and apps.

We continue to work to acquire sponsorships for our various educational products to offset
expenses. At the time of this report, we have acquired 4 sponsors with Professor’s Rounds and
are close to finalizing sponsors for 3 others. Webcast sponsorship acquisition is moving a little
slower at this time. We have also introduced a new product in this area with Webcast specific for
Editor’s Choice publications in Respiratory Care with the first being completed in March with
over 300 participants. We have applied for a branded trademark for these and should hear back
on our application for a trademark by the Summer BOD meeting.
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As we continue to review our product offerings, we have engaged in the review, revision and
update on our patient, disease and professional brochures that we have sold for many years with
great success for health fairs, RC Week and other community events. The current items have
been used for approximately 6 years and are in need of a good refresh. We expect to have the
updates available by early fall.

We continue to work with our project consultants on our Competency videos and assessment
program. We currently have 5 specific competency videos with accompanying check-off lists
available for hospitals and education programs. We have also received interests in these products
from some nursing organizations.

We are also currently conducting an overall review of our educational products both online and
print for their clinical relevance and pricing, as well as potential for new product development.
As part of this review, we are also exploring the opportunities for packaging of products and
licensing agreements to increase our flexibility to offer these products to a wider audience in an
affordable manner.

Finally, we are looking at a variety of new product lines for Daedalus that will coincide with the
mission and vision of the Respiratory Care Journal. The previous mentioned Editor’s Choice
webcast are an example and other products will include a line of products that are published in
an ePub format for digital readers.

Publications

RESPIRATORY CARE Journal

We continue receiving manuscript submissions at a record pace. In 2012 we received 150
submissions more than in 2011 and 310 more than in 2008. There are days now when we get
5-7 submissions and some of us are old enough to remember when we would 5 submissions
in 6 months.

Since our last report the Journal successfully launched a new website hosted by HighWire
at Stanford University. With features including a more robust search engine, enhanced
linking capabilities, more frequent ePub articles, and the ability to download figures as
PowerPoint slides, the site is as good as it gets and comparable to the sites of all medical
journals available on the Internet. You can find the information you need faster and more
easily than ever before, and fitted for desktop computers, laptops, and tablets.

In January we launched the mobile-optimized site for all smartphones, followed by the
launching of the app for iPad, iPhone and iPod on March 1. The mobile site and the app
offer AARC members and subscribers just about all the features available in the new
website, including access to archived issues, weekly ePub of articles accepted for
publication but not to appear in the Journal until a few months later, podcasts, abstracts,
and view complete full text articles in HTML or as a PDF. The app also allows for full
download of the entire issue in about 10-15 seconds...you can now carry and read the
Journal even when you don't have an Internet connection.
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In summary, the Journal is well entrenched in today’s technical world and it should
continue to get better, help improve patient care, and offer more useful information to
AARC members and subscribers.

As mentioned in previous reports, we continue to be disappointed with the small number of
members that take advantage of “CRCE Through The Journal.” To offer this service is
tedious and time consuming and in our opinion, no worth the valuable staff time needed to
get it done. Shawna Strickland is working hard at trying to get better results. Any thoughts
on what may done to have members more interested on the program or stop offering it
would be highly appreciated.

IT

The technology refresh is continuing. We will be signing a contract for the website re-

design. This will require us to do a lot of content review to make sure that any content that gets
moved to the new website is still accurate. As one would imagine, there is a lot of data that has
been put on the site since the first version went up in 1995. We will be recruiting RTs to do
content reviews to make sure all of the information is still relevant and correct.

We have completed the desktop virtualization portion. The majority of the staff is now on a
virtual desktop. The exceptions are a few Mac users. As you can see from the attached
summary, we continue to stay under budget on our updates. The reason is that much of the
technology we specified has come down in price.

We are on target to complete the required PCI compliance assessment by our processing
bank's August 31 deadline. The biggest remaining items are isolating guest and BYOD
(bring your own device) connections to a separate network, and code review of
webpages. The webpage code review is an automated process that will be run after the
new website is in place. It is part of the penetration testing that we have been doing for the
last 2 years to find potential vulnerabilities in our webpages. We have already addressed
most of the vulnerabilities found in the tests.

Advertising and Marketing

Advertising
Advertising continues to be in a state of flux with many changes in the industry and with our

advertising base. At the time of this report, advertising is slightly ahead of target for Resp Care
Journal and behind target for AARCTimes on the print side. This comes despite efforts to create a
flexible portfolio of opportunities.

We continue to develop and grow our platforms in the digital advertising environments. With the
new Highwire platform for the Journal, we have introduced a portion of our digital advertising
opportunities on the new platform and will introduce more in the future.

We have signed 3 sets of agreements with a digital advertising firm, Multiview (Las Colinas,
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TX), to procure digital advertising for our various digital and on-line platforms. Multiview has
been in the digital advertising arena for over 15 years and works with over 1400 associations. In
addition, we will also be utilizing Multiview’s on-line platform to host our Consumer and
Buyer’s Guides. The final agreement will focus on digital newsletters and advertising and will be
used to introduce some new product lines.

Marketing
We have purchased a software package, Informz, which integrates with our IMIS membership

database to provide a broad-based set of marketing and business intelligence tools to assist us in
analyzing our marketing endeavors. The package includes software for: e-mails, digital
advertising monitoring for emails, on-line surveys and voting modules.

With the implementation of the Informz software packages, we will also be developing some new
digital product lines from both an e-mail and digital advertising standpoint.

I look forward to meeting with you and should you have any questions after reading this please
be sure to give me a call. | can expand on any of the information that has been provided to you
either before or at the Board meeting.

Recommendations

Recommendation: That up to $3,000 be allocated to convert AARC historical materials into
appropriate formats compatible with current technology (see concept paper below).

Justification: Over the past 65+ years, the AARC has accumulated photographs and materials
with historical relevance to the profession and our Association. The historical materials are in a
variety of formats such as VHS tapes, cassette tapes, paper documents, and photographic prints.

Recommendation: That the AARC Board of Directors endorse the attached document Clinical
Practice Guidelines for Quality Palliative Care (see attached).

Justification: The AARC was approached to offer comment and to endorse the Clinical Practice
Guidelines for Quality Palliative Care from the National Consensus Project for Quality Palliative
Care. Upon review we found it to be well written and all encompassing. However it neglected to
mention the role of the respiratory therapist in a variety of areas. After a call they agreed with our
concern and resubmitted for our endorsement the attached. As you can see the role of the
respiratory therapist has been included as part of the palliative care team.
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Concept Paper for a Respiratory Care Museum

Last year the American Association for Respiratory Care observed its 65" anniversary. As our
community, as well as our profession, ages, it becomes all the more imperative that we begin the
development of a museum for the respiratory care community. Fortunately, we still have many
pioneers still alive, and due to the efforts of AARC’s historians we have video and audio taped
interviews of persons identified as pioneers in our field but have passed on. Moreover, as the
profession, the Association, and the community ages we tend to accumulate a large number of
historical documents concerning the evolution of respiratory care clinical interventions, thought
leaders, and pioneers who envisioned the profession long before we earned the right to call
ourselves professionals. The foregoing factors, along with the veritable explosion in the
respiratory related technological sector, provide us with an opportunity to organize virtually all
items of historical relevance to the profession and the community in order to preserve our history
and reignite pride in our profession and create a worldwide open access route to our historical
materials through the museum.

Web-Based Museum

We propose that the museum be web-based thus affording all internet users access to the
museum. This will then allow access to the museum contents by researchers, students,
respiratory therapists, and physicians to view firsthand the initiatives to improve respiratory care
interventions by educating providers, leveraging technology, and establishing the infrastructure
necessary to continue such efforts beyond our first 65 years.

Museum Organization
Given the limitations of this concept paper, we offer the following as examples of what the
virtual museum will contain and how it will be organized.

We will use a system of “rooms” or “halls” focusing on a specific theme. For example, we can
have a hall that focuses on our infrastructure. In it, we will find documents, photos, audio and
video relating to the inception, formation, and evolution of the interrelationships between AARC,
NBRC, CoARC, etc.

We will have another “hall” that may focus on the evolution of acrosol drug delivery from the
pre-Colombian “smoke blowing” etching all of the way to the 21% Century and beyond. Other
halls will be dedicated to the evolution of ventilatory support, technology, education, etc.

We also hope to have a special track to guide laymen through our museum. This track can then
be used to promote recruitment into the profession by our educators and even high school
guidance counselors.

Currently, AARC has thousands of documents and memorabilia. We need to convert these
materials to a digital format as soon as possible in order to preserve them. This is an important
first step that we must take in order to provide us with the time to organize the design,
implementation, and administration of the museum.

As an aside, I think it is fair to say that we’ve had disappointing results when attempting to
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solicit contributions from AARC’s membership. Many of us have opined from speaking with
members that simply do not relate to the many important projects and activities undertaken by
ARCEF unless it involves someone they know personally. I, therefore, propose that ARCF’s
Trustees consider adopting the Respiratory Care Museum for the purpose of solicitation of
contributions from AARC members. | would estimate the cost to organize and establish the
museum at an operational level would be approximately $50,000. | would also estimate the
ongoing upkeep and maintenance expense and web hosting to be approximately $5,000 -
$10,000 per year depending on the volume of new items reviewed and added to the museum on
an annual basis. The foregoing costs are just estimates since we currently do not have universal
agreement on museum concept or its organization. If the Trustees want to become involved with
the museum as a funding source, we need to decide it at this meeting. We can then report our
action to the AARC Board of Directors at its next meeting in April. If the Trustees vote in the
affirmative, we can then recommend to the AARC Board of Directors that it establish a
committee in collaboration with NBRC and CoARC to undertake completion of the final
organization of the museum and cost out all activities necessary to make the museum
operational, hosting it with its own URL but using AARC’s IT resources.

Summary

I would like to add that we suggest putting a bit of a different twist on any solicitation efforts for
the museum. Since fundraising amongst AARC members has been problematic, we propose that
we set a goal (i.e. $50,000), describe the purpose of the fund, and then organize in collaboration
with our sister organizations a solicitation effort with the caveat that we cannot begin to
undertake the project until we have reached at least a 50% funding level ($25,000). This
approach will keep the topic before our members and allow us to leverage communication
networks within our State Societies, as well as sister agencies such as CoOARC and NBRC. By
putting the funding before the project, we create a sense of urgency. Indeed, we may return to the
old days and put up a classic thermometer to show the level our funding has progressed toward
the goal. This approach is different than any we’ve tried before and may lead to larger
contributions from the general AARC membership, albeit restricted to the purpose of the
museum.

I have been collaborating with Trudy Watson, who is AARC’s Historian, as well as Bob
Weilacher, who is AARC’s Past Historian. We are all in agreement with the foregoing concept
description of the museum. If you have any questions, please feel free to contact me straight
away.
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2013 Professors Rounds and Webcasts

Topic

Presenter

Description

State of the Art in LTOT: What
Does the Science Say?

Brian Carlin, MD

This presentation will review current science
behind the use of supplemental oxygen
therapy, examine the perceived gaps in the
science and discuss how to resolve the
potential impact.

Screening for COPD

Steve Nelson MS RRT
FAARC

This presentation will review the value of
routine public spirometry screening and
examine whether self-reported risk factors and
peak expiratory flow rate can be used to better
determine who would benefit from spirometry
and additional testing.

Is America Prepared for Mass
Respiratory Public
Health Emergencies?

Richard Branson

Using information from the national ventilator
survey coordinated by the AARC, this
presentation will address the ventilator support
resources currently available in our nation to
support ventilator dependent children and
adults

Respiratory Care of the Morbidly
Obese Patient

John D Davies MA RRT
FAARC

This presentation will examine the impact of
obesity on the respiratory system and review
strategies to effectively ventilate the obese
patient

High-Flow Oxygen Therapy: Is
it Here to Stay?

Timothy R Myers RRT-NPS

This presentation will review the medical
literature related to high flow oxygen therapy
and discuss the recent trends in the application
of this increasingly popular respiratory support
strategy.

Setting the Ventilator for
Maximum Patient Comfort

Richard H Kallet MS RRT
FAARC

This presentation addresses patient-ventilator
synchrony in the context of the patient’s
experience with mechanical ventilation during
acute illness. The available evidence will be
reviewed and the application at the bedside
will be discussed.

Understanding Sleep Apnea

Antonio Stigall MBA RRT
RPSGT

This presentation will review the types of
sleep-disordered breathing and discuss
prevalence and symptoms associated with
each condition. Surgical and non-surgical
treatment modalities will be discussed.
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Topic

Presenter

Description

Capnography Monitoring for
Non-Intubated Patients: Does it
Improve Safety?

Jonathan Waugh, PhD,

RRT,RPFT, FAARC

This presentation will review the evidence
supporting and discuss the increasing use of
non-invasive capnography in

patient monitoring in critical and noncritical
settings including sedation, pain management,
etc.

Pediatric Airway Clearance and
Maintenance — What Does the
Future Hold?

Brian Walsh, MBA, RRT-

NPS, FAARC

This presentation will review the differences
between pediatric and adult anatomy in
reference to airway clearance techniques.
Supporting evidence for proper airway
maintenance techniques will also be discussed.

Blood Gas Case Studies: What
else do you need to know?

Bill Malley MS, RRT, CPFT,

FAARC

This presentation will use unusual case studies
to focus on the importance of evaluating
additional point of care information and
general laboratory tests and the importance of
utilizing basic electrolyte information in
decision making to establish a respiratory care
diagnosis and treatment plan.
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American Association for Respiratory Care

9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706
(972) 243-2272, Fax (972) 484-2720

http://www.aarc.org, E-mail: info@aarc.org

DATE: 3/7/13

TO: AARC Board of Directors

FROM: AARC Executive Office

RE: Survey of COARC approved respiratory care educational programs for the identification of
academic resources

At the direction of the AARC Board of Directors, a survey was generated and distributed to the
423 identified program directors of COARC approved respiratory care educational programs.
During the two-week survey period (2/21/13-3/8/13), 223 program directors responded to the
survey (52.7% response rate). The questions and responses are detailed in this report.

1. Please provide your demographic information.
Programs from 45 states with COARC approved programs participated. N = 218
2. What type of entry-to-practice respiratory therapy program is offered by your educational
institution?
Participants had the opportunity to choose more than one option as some programs offer
more than one option for earning a degree in respiratory therapy. N = 222
184 Associate’s degrees
44 Bachelor’s degrees
6 Master’s degrees

What type of entry-to-practice respiratory therapy program is offered by your educational
institution? Please check all that apply.

200

Associate's degree Bachelor's degree Master's degree
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3. Does your institution have an articulation agreement with anot

4. Her educational institution to allow respiratory therapists with an associate’s degree to
pursue a bachelor’s degree?
N =212
101 Programs have at least one articulation agreement in place (47.6% of respondents)
106 Programs do not have an articulation agreement in place (50% of respondents)
5 Respondents were unsure if their respective program(s) have an articulation
agreement in place (2.4%)

Does your institution have an articulation agreement with another educational
institution to allow respiratory therapists with an associate's degree to pursue a
bachelor's degree?

N Yes
. No
B Unsure

5. If you answered yes to the previous question, how many articulation agreements does
your educational institution currently have in place?
N =101 (of the 106 respondents to “yes” in question #3)
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# of agreements

ml
m2to4
m5to7
m8to 10
m>10

M Not sure

6. If your institution does participate in an articulation agreement as described above, in
what major is the bachelor degree?
N =102
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Bachelor Degree Majors

Page 87

B BS/BHS-RT (50)
B BS Health Sciences (23)
B Bachelor Applied Arts & Sciences

(10)

B Bachelor Cardiopulmonary Sciences
(5)

M BS Health Education (2)

B BA Administration (2)

M Variable (2)

M BA Business (1)

i BS Public Administration (1)

M BS Public Health (1)

H BS General Science (1)

1 BS Medical Technology (1)

i BS Interdisciplinary Studies (1)

i Bachelor Technical & Professional

Studies (1)
i Bachelor CardioRespiratory (1)



7. If your educational institution does not currently participate in an articulation agreement
as described above, does your institution plan to develop such an agreement?
N = 116 (Several written responses from those programs that already offer a BS or
participate in an articulation agreement)

If your educational institution does not currently participate in an articulation
agreement as described above, does your institution plan to develop such an
agreement in the future?

B Yes
. No
. Unsure

8. If your educational institution currently participates in or is currently developing an
articulation agreement as described above, what, if any, barriers has your institution
encountered?

a. Does not fit the students’ needs

b. Cost of tuition

c. Geographical location of the BS program (too far away)

d. Communication (between AS and BS programs)

e. Clinical access

f.  Academic council policy

g. Length of time for the agreement process

h. BS time requirement (of students) too demanding for working RT

i. Quality (of BS program)

J. Number of courses that will transfer to the BS program

k. Types of courses that will transfer to the BS program (results in students re-taking
courses)

I. Time

m. State legislature

n. General education course difference between AAS and AS (AAS graduates need
to take more general education courses to qualify for BS degree)

0. No in-state options

p. CoARC restrictions

g. Lack of interest or willingness of BS program to participate

r. Proprietary college courses do not transfer to universities (difference between
regional accreditation and national accreditation)

s. No salary incentive for RT to have BS over AAS

t. Timing

u. Funding for process

v. Managers do not place a value on the BS

w. Lack of interest from graduate to pursue higher degree
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Recommendations:

e Construct follow-up survey: Identify more targeted questions toward the resources
necessary to encourage more articulation agreements (funding for release time, templates,
etc).

e Recruit “best practices” from well-implemented articulation agreements (AS and BS
perspective, templates, tips, etc)

e Release data from current survey to the program directors

Respectfully submitted,

Shawna Strickland, PhD, RRT-NPS, AE-C, FAARC
Associate Executive Director

American Association for Respiratory Care
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AARC 2012 REVENUE MIX - $$$
(Ignores ALL Investment Activity)
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CoARC Report

Submitted by Tom Smalling — Spring 2013

See Attachments:

“CoARC Update to AARC 4.13”
“2012 CoARC Report on Accreditation 3 23 13”
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wsmte Government Affairs

Activity Report — April 2013

BOD April 2013
Cheryl A. West, MHA
Director Government Affairs

Introduction

Most state legislatures came back into session in early January. The budgetary issues facing the
states over the last several years are still the foremost agenda items that must be dealt with, even
with the signs of a slow economic recovery. The re-election of President Obama settled the
question whether or not the provisions Affordable Care Act (ACA) aka Obama Care, ruled
Constitutional by the Supreme Court last year would continue to be implemented. The key and
most controversial provision which was the focus of the High Courts’ ruling was the requirement
that nearly all Americans have health insurance starting in 2014. A key component for this
mandate is to assure that health insurance “packages” will be available for employers and
individuals to select from. The list of available insurance choices that meet general mandated
criteria are called Health Exchanges.

State governments can choose to develop their own Exchange network, develop an Exchange in
partnership with the Federal government or opt to let the Federal government create in its
entirety an Exchange for their state. There have been many bills in many legislatures that
advocate all three positions. Regardless, the Exchanges are due to be up and running by October
1, 2013 when businesses and/or individuals are supposed to be able to select a health insurance
program.

Another key issue that state legislatures are addressing is whether to accept yet another provision
of the ACA, that is the expansion of Medicaid eligibility. The Supreme Court decision did rule
that this was an option, not a mandate for the states. Under this now optional provision, the
federal government will pick up 100% the cost of the Medicaid expansion for the first 3 years
and thereafter 90% of the costs.

Respiratory Therapy Licensure

Last year saw two serious efforts to repeal state licensure for the RT profession: Michigan and
Indiana.

As noted in previous Board Reports, this state effort was not solely directed at the RT profession,
but included numerous other licensed professions that were under scrutiny and debate.

In Indiana the final decision from the state agency was to continue RT licensure.

Until mid-March of this year the de-licensure issue in Michigan had not moved forward over the
past 6 months. Most believed that the Michigan Governor’s report that listed 18 professions to be
“de-licensed” including RT remained quiet due to the impending November 2012 elections.
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Most speculated that the potential backlash politicians running for office would face from
impacted professionals prevented the process from moving forward in the legislature.

However, now with the elections over this issue has been placed on the legislative front burner.
Preliminary hearings in key committees included an “expert” who represents a Libertarian
organization, opposed to licensure, the rationale being it infringes on individuals rights and
access to employment. The mere fact this individual was invited to speak before legislative
committee members foreshadows the intentions of certain legislators to proceed with the de-
licensing recommendations of the Governor’s report.

The MSRC leadership has been in contact with the AARC, keeping us apprised of the situation.
AARC has offered to help in any way we can and the MSRC has assured us that when they need
us they will be the first to call on us. We are fortunate that the MSRC leadership and designated
RTs continue to be fully engaged (including a very good lobbyist under contract) as they were
last year when the de-licensing issue first arose. | will provide an update on this fluid situation at
the Board meeting.

California and Colorado-

Most states insert a “Sunset” provision into many of their licensure laws. Most Sunset laws
require review every five to seven years, to determine and assess if the requirements of licensure
have met the intent of the law, i.e. to protect the health and safety of the public. If it is
determined that licensure has met the mandate then licensure of that particular profession would
be legislated to continue. This is usually a pro forma process. However, given the regulation
climate in many states, nothing should be taken for granted.

RT licensure in CA (2013) and CO (2014) are due for Sunset review. There certainly may be
other states where RT licensure is up for Sunset, however these are the 2 states that | have been
notified about by the state societies. Because it is common knowledge among state society
leadership of what recently transpired in MI and IN, the CO Society in particular is proactively
developing the rationale for RT licensure continuation. The Colorado Society should be
commended for being farsighted and preparing for all eventualities.

As part of the CA RT Sunset review process, the CA Department of Consumer Affairs (DCA)
has been tasked with reviewing how well the CA RC Licensure Board has fulfilled its statutory
responsibilities. The DCA conducted 2 separate telephone interviews with myself and Tim
Mpyers to gather AARC’s opinion on how well the CRCB has met its goals and responsibilities.
The short answer: we think the RC Board has done a very fine job indeed and expressed those
opinions to the staff of the DCA. Legislation was introduced in late February to extend the CA
RC Licensure Board for another 5 years.

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

Because of the volume of activity from states that introduce and pass legislation to raise tobacco

taxes or restrict smoking in public places | have not included these types of bills in this report.

Specific RT Licensure Legislation
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North Dakota (enacted) a bill that will eliminate the temporary RT license and raise licensure
fees to $100 for the RRT license and $90 for the CRT license (ND has duel level licensure).
Note that the ND Licensure Board has not issued a temporary license to any applicant in over 6
years, so this particular revision is viewed as more of a “clean up” provision. The bill would
also permit NPs and PAs to write RT orders, which is in line with the 2010 revised Medicare
Hospital Conditions of Participation (HCOPs).

Arizona a bill to allow the RC Licensure Board to hire its own Executive Director and other
staff as needed.

lowa a bill that would permit RNs and PAs to write RT orders. Note: this is not in keeping with
the revised Medicare HCOPs, where only Advanced Practice Nurses, NPs or PAs will be
permitted to write the RT order without a physician’s co-signature. Medicare will not permit
RNs to write RT orders. The ISRC has been monitoring this legislation, and the ISRC”’s lobbyist
states that the legislator who sponsored the bill is not viewed by fellow legislators as a prominent
“mover” of health legislation, and the expectation is the bill will die.

Illinois a bill that amends the RT Act to permit advanced practice nurses to write RT orders
without having to have a “collaborative agreement” with a physician. (Medicare rules require
NPs and advanced practice nurses to have such an agreement).

Oklahoma a bill that clarifies that COARC is an acceptable RT education program accreditor.
Also deletes the outdated reference to CAAHEP.

General Licensure Legislation that Includes RT

Many bills are introduced each year that encompass numerous licensed professions. The intent,
one would assume, is to synchronize specific requirements most notably in the disciplinary and
sanction area. The bills listed below all specifically include RT.

Colorado has a bill that would require licensed practitioners who are applying or renewing, or
reinstating their license to disclose specified information about their practice history and this
would be publically available. North Dakota has a similar bill termed “transparency” as does
Vermont.

Maryland has a bill that revises disciplinary criteria for numerous boards, including RT and
would assure the licensure fees would cover the costs of RT rehabilitation, which is interesting.

Nebraska has a bill that requires more specific direction in the display of credentials and
advertising for professions. Nebraska also has a bill that would permit spouses of veterans and
spouses of active military personnel to “use” the training and experience gained in other
jurisdictions to meet NE licensure/credentialing requirements.

Ohio has a bill that would require licensed health professionals to wear a badge with name and
picture on it when providing care to patients. The bill also prohibits licensed professionals form
making false claims or advertising in the solicitations of clients.

Oregon has a bill requiring licensees to document participation in continuing education
opportunities relating to cultural competency approved by Oregon Health Authority. Oregon has
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another bill that would tighten the rules regarding the disclosure of licensee personal
information.

Washington State has a bill that addresses mandatory overtime of clinical professionals,
including RTs at health care facilities.

Other Legislation of Interest to the RT Profession

Kansas has a bill directing the Secretary of Health and Environment to create a state plan for
comprehensive treatment of chronic obstructive pulmonary disease. On behalf of the Kansas
Society respiratory therapists Suzanne Bollig and Karen Schell attended the legislative hearing
where both Ms. Schell and Ms. Bollig spoke in support of the bill.

Arkansas, Florida, Illinois, lowa, New York, Massachusetts, North Carolina, Ohio,
Oklahoma, Oregon, Pennsylvania, South Carolina, Texas all have bills that would require
among other tests to be performed on newborns a pulse oximetry test. Utah has a bill that
revises the current mandated pulse ox testing and would replace the mandate with a pilot
program to determine the efficacy of pulse ox testing. Nebraska has a more general bill to
require newborn testing, without mentioning pulse ox. Delaware and West Virginia which
previously enacted this requirement are now at the rule writing stage for implementation.

New York has again re-introduced numerous asthma related bills previously considered in other
legislative sessions (but not enacted). Several bills require reporting on the incidence of asthma,
and one bill requires schools develop action plans for their students with asthma. Another bill
would require all teachers to be trained in identifying and responding to asthma emergencies.
New York has also reintroduced legislation that requires certification for those in public schools
who will administer nebulizers to the students.

Texas has a bill that would expand Medicaid to require increased services, including RT, under
the Home and Community Based Waiver program.

Illinois, Michigan (adopted), New Jersey, North Dakota, Oregon, and South Dakota have
introduced legislation (House/Senate Resolutions) that would adopt a COPD Awareness Week or
Month.

Respiratory Related Rules/Regulations
A change in the rules and regulations for respiratory therapy may have just as much impact on
how respiratory therapists are permitted to practice as does amending the licensure laws for RT.

Thus far in 2013, there have been just a few new rule/reg changes. However, that can change
quickly and without warning.

lowa has revised the rule that adds certifications to the list of acceptable continuing education
requirements that can be used towards licensure renewal.

Idaho polysomnography personnel are licensed (legal reference is to issue a “permit” to practice
polysom) under the RC Licensure Board. The RC Board issued this revision to the polysom
rules: “Enhances the guidance of polysomnographic trainees via direct on-site supervision.
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Prohibits polysomnographic technicians from applying for temporary permits as
polysomnographic trainees.”

Washington State a rule change that allows the Department (Health) to establish a methodology
for ventilator and tracheostomy payments for nursing facility clients.

Ohio after many months of deliberation, the OH Respiratory Care Licensure Board has put forth
proposed rules that will, beginning in January 1, 2015, require any new RT licensees to hold the
RRT credential. The current CRT only RTs will be grandfathered in until 2015. The AARC
expressed its concerns that the impact of this rule change on available RT manpower was not
fully analyzed, nor was evidence put forward that established patient harm or poor quality care
was rendered by CRT only RTs.

North Carolina in 2012 the NC Respiratory Care Licensure Board provided notice to the AARC
that it was intending to seek legislative changes to the RT licensure law. The key change would
be to require on January 1, 2015 and thereafter a bachelor degree in RT (as well as the RRT
credential) in order to be licensed as a respiratory care practitioner (RCP). For those with an
associate degree, whether or not they hold the CRT only or the RRT credential, these RTs would
be licensed as respiratory therapists and under the supervision of the licensed RCP when
providing certain, as yet undefined RT procedures.

The AARC has similar concerns with the proposal as we have with the Ohio regulatory change,
that is; the proposed requirement of a bachelor degree/RRT and the supervision of the associate
degree CRT/RRT will, we believe, result in the constriction of available RT manpower.
Moreover, there is a dearth of bachelor level RTs programs in the country and only 1 bachelor
completion program in NC (not CoOARC accredited as COARC does not accredit completion
programs). It should also be noted that there are other proposed legislative changes in the NC
draft bill that are very positive including: assuring that RT scope of practice includes assessment,
more explicit wording of what would constitute tasks that could be performed by non-licensed
personnel; a clear transport exemption for RTs, and a more tightly worded exemption language
for federally employed RTs.

Sleep Disorder or Polysomnography State Legislative Activities

With the start of new state legislative sessions, there have been several bills introduced to license
polysomnographic personnel.

lowa a bill similar to the 2012 sleep licensure bill was re-introduced in January. The lowa
Society RT leadership working with the society’s new lobbyist met several times with the lowa
Sleep Society to try to work out issues the RT profession has had with certain provisions of the
legislation. The chief concern is the (again) refusal by the sleep interests to include an explicit
RT exemption. In early February, the ISRC testified at a legislative hearing and was disturbed at
the misinformation that their sleep counterparts stated to the legislators, (which was quickly
corrected by the ISRC). At this writing, there have been assurances by legislators on the
Committees of jurisdiction that this legislation will not move out of the Committees.

Indiana a sleep licensure bill was introduced without including the non-negotiable RT
exemption. The Indiana Society leadership has been fully engaged on this issue and has lobbied
legislators pointing out their concerns with the legislation. Given the Indiana government’s focus
on de-licensing professions, the effort to create a new license for a very limited number of
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polysoms in the state has met with a lukewarm response. The legislature’s final action on the bill
was to send it to “Summer Study” where the merits of the bill will be reviewed and considered
after the legislature has adjourned for the year.

New Hampshire the original (1990°s) RT licensure law contained a provision that permitted the
RT Licensure Board to regulate polysomnography personnel. For many years the Board saw no
need to act on the regulatory authority due to the limited number of sleep personnel in the state.
In 2012 the RT Bd. did move to establish a detailed set of polysom practice regulations, which
were then implemented. Because the rules were very detailed, it was thought that sending the
provisions through the legislative process was warranted. A bill has been introduced to do just
that.

Maryland as you recall, last year the MD/DC Society undertook the arduous task of legislating a
RT exemption into the previously enacted polysom licensure law. This effort was launched when
the opinions of the MD Polysomnography and the Respiratory Care Licensure Boards both
determined that licensed RTs would not be exempt from having to obtain a Polysom license if
they provided any of the tasks listed in the polysom scope of practice that were not similarly
listed in the RT scope of practice The Attorney General of the state concurred with the opinions
of the two licensure boards. (Note this is precisely why asking for an explicit RT exemption in
any polysom licensure legislation is so critical).

While meeting fierce resistance from the sleep community the RTs were successful in inserting a
limited exemption which allows RTs who provided polysom services prior to December 31,
2012 to provide those sleep services under their own license. However, a recent requested
opinion from the Attorney General also stated that those RTs licensed after January 1, 2013
should they provide polysom services would have to have a polysom license to do so. This is the
first and only state that requires this additional license of the RTSs.

I will provide verbal updates at the April Meeting.
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Cheryl A. West, MHA, Director Government Affairs
Anne Marie Hummel, Director Regulatory Affairs
Miriam O’Day, Director Legislative Affairs

The Congress

The 113™ Congress convened in January amidst continued partisan politics. While the initial
Fiscal Cliff issue was temporarily “resolved” on New Year’s Day, deep political and
philosophical divisions exist between Democrats and Republicans and factions within their own
parties over debt, taxes, domestic and defense budgets and entitlement programs (Medicare in
particular). Also at risk is the country’s investment in medical research through the National
Institutes of Health and public health through the Centers for Disease Control and Prevention.
We can expect Congress to continue to enact “stop-gap” measures such as Continuing
Resolutions that take us through the end of fiscal year 2013 (e.g., September 30). This is
primarily because solutions offered by Republicans are untenable to Democrats and vice versa.

How these larger issues will be addressed will impact not only how our legislative agenda moves
forward, but nearly all other legislation supported by our communities of interest.

Legislation

The Medicare Respiratory Therapist Access Act

During the 112th Congress, we lobbied the Hill to enact legislation (HR 941) that would have
amended Medicare Part B to permit greater patient access to RTs employed in a physician’s
office. Qualified RTs would have worked under the general supervision of the physician; that is
in Medicare terminology, the physician would not have to be on site when the RT provided
services.

We were unable to move HR 941 forward due to an unsupportable cost estimate from the
Congressional Budget Office (CBO). The AARC commissioned and provided additional
independent cost analysis to CBO through our Congressional champions. Unfortunately the
CBO stayed firmly with their cost estimate which placed our legislation on the shelf.

With the federal deficit and increased tax revenues at the forefront of current Congressional
debates, AARC recognized that to be successful in having new legislation introduced for 2013
we needed to adapt our approach. After extensive discussions with AARC leadership our
approach has changed to do the following:

1) Tailor our initiative to define a discrete set of services in order to secure a better CBO
estimate; and,

2) Present an initiative that was more in line with the current emphasis on disease management
and reducing preventable hospital readmissions.
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This new initiative is designed to provide coverage of pulmonary self-management and
education services when furnished in a physician practice by qualified respiratory therapists to
Medicare beneficiaries who have been diagnosed with certain chronic lung diseases. A copy of
the draft language and a more detailed explanation of the new initiative can be found in the
attachments to this report.

e Attachment #1 is the draft legislative language.

e Attachment #2 is the one page background paper describing the legislation, which was
provided to members of Congress and their staff during the March PACT Meeting.

e Attachment #3 is the Frequently Asked Questions (FAQs) document. This gives a clear
explanation of the differences between the Medicare Respiratory Therapist Access Act
and the previous legislation. It also provides more in-depth information and details of
our new legislative initiative.

AARC has commissioned Dobson/DaVanzo, the firm we used last year to do an analysis of the
Medicare Part B files, for an outside cost estimate on the newly redrafted initiative.

AARC Capitol Hill Lobby Day

AARC in partnership with 44 state societies held its 13" Capitol Hill Lobby Day. Once again we
were privileged to also partner with patient advocates from the COPD Foundation. There were
119 respiratory therapists who came to DC to represent their state and advocate for the Medicare
Respiratory Therapist Access Act. We had 15 patient partners hosted by the COPD Foundation
and several of state societies who underwrote the additional participation of sending a patient to
accompany their PACT rep(s).

Carolyn Williams a PACT rep from D.C. has continued her tradition of bringing her RT students
to the Monday briefing and up to the Hill for the Tuesday meetings. We commend her efforts to
expand the student’s awareness of one of the many projects the AARC is involved in that
enhances their soon-to-be profession of respiratory therapy. Overall we welcomed nearly 30
student RTs to our PACT Hill Day.

This year in tandem with our Hill Day, the AARC also hosted a Drive4COPD event at the
Capitol Visitors Center on Capitol Hill. Local volunteer RTs, not involved in Hill Day (and some
of Carolyn’s students) oversaw a screening event which dove tailed well with our advocacy
efforts going on that day.

Virtual Lobby Week

As part of the lead up to our Hill Lobby Day, the AARC also sets in motion our Virtual Lobby
Week just prior to the RTs and our patient partners coming to Washington, DC. This event
generates nationwide support from RTs, patients and caregivers who email their members of
Congress in support of our legislative initiative. We had over 20,000 emails sent to
Congressional leaders and greatly appreciate the efforts of Frank Salvatore for keeping the
competitive spirit going between state societies by ranking their activity.

S 382 - Technical Change to Medicare Outpatient Pulmonary Rehabilitation Benefit - Update
On February 26, 2013, Senators Schumer (D-NY) and Crapo (R-ID) introduced S 382,
a no-cost technical amendment that would permit physician assistants, nurse practitioners, and
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clinical nurse specialists to supervise pulmonary and cardiac rehabilitation programs consistent
with other Medicare outpatient therapeutic supervisory requirements. Because the original
legislation enacting these programs stated they must be “physician” supervised, CMS took the
term literally which prohibited other qualified non-practitioners from providing direct
supervision. This is a reintroduction of a bill introduced in the 112" Congress. Senator Grassley
(R-1A) has also signed on. AARC and other pulmonary multi-societies/associations support this
change.

HR 27 — Small Supplier Fairness in Bidding Competition Act of 2013

This is the bill to repeal competitive bidding and was introduced by Congresswoman Nydia
Velazquiz (D NY) in January 2013 as the first repeal bill of the 113™ Congress. She is a ranking
member of the House Small Business Committee. It is a straight repeal with no alternatives or
“pay for”. According to the HME industry newsletter HomeCare, it has no co-sponsors and is
not expected to gain any momentum. It has been referred to the Committees on Energy and
Commerce, Ways and Means, Judiciary and Small Business.

Market Pricing Program - Alternative to Competitive Bidding

The home medical equipment industry was on the Hill February 26 and 27 in support of its
“Save Patient Access” Fly-in. Congressional leaders were briefed on what is wrong with the
current competitive bidding program, the problems it has caused, and how it will “ruin the DME
marketplace.”

During the last Congress, the industry was successful in getting a bill introduced as an

alternative to competitive bidding known as the Market Pricing Program. As mentioned in
previous Board reports, the alternative is designed to achieve an accurate market place, make the
bids binding, increase transparency in the bidding process, and make the bid areas smaller. While
there was considerable support for the bill, time ran out in the 112™ Congress and it has yet to be
re-introduced in the 113" Congress. The industry feels that Congressional leaders must end the
current competitive bidding program first, but plans to work on advancing their alternative in the
interim. They admit, however, they have run out of ways to pay for it.

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. The efforts now focus on urging Congress not to cut funding for specific
programs rather than asking for increased budgets.

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). Recently we
have been involved in activities regarding regulation of cigars.

The AARC signed on to a joint letter to the Secretary of Housing and Urban development
supporting the Department’s efforts to encourage broader smoke-free policies in multi- family
housing units. We also signed onto a letter to Congress that opposes legislation that would
exempt certain small cigars, especially those that are flavored, from FDA regulation under the
Family Smoking Prevention and Tobacco Control Act. Recently HR 792 has been introduced to
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exempt traditional and premium cigars wrapped in 100% leaf tobacco. AARC has added its
name along with other organizations opposing this legislation which is a re-introduction of a bill
brought forth in the 112" Congress.

Appeals to decisions by the 6™ Circuit and DC Circuit courts regarding the warning labels FDA
intended to add to cigarette packages this past June will be heard during the latter part of March.
Depending on the outcomes, the issue may be referred to the Supreme Court. You will recall
that AARC, working with our Tobacco Free Lifestyle Roundtable, submitted comments to FDA
on which pictures and label warnings we thought would be most effective.

Regulations and Other Issues of Interest

To date, there have been few regulations published by CMS since our last report that are of
interest to the profession that have not already been reported. Programs such as value based
purchasing and the hospital readmissions reduction program have been underway since last fall.
There is no new information to report on pulmonary rehabilitation programs.

Proposed updates to the hospital inpatient and outpatient prospective payment rules and the
physician fee schedule will not be out until around May. Most health-related regulations have
been issued to implement the Affordable Care Act and are aimed at the establishment of state
health insurance exchanges and definitions of benefits.

Competitive Bidding

On January 31, 2013, CMS announced the prices for Round 2 of competitive bid. You will
recall that the number of metropolitan areas goes from 9 to 91 markets, which is a significant
increase in those affected by the program. Unless Congress takes action, the program is on
course to go nationwide by 2016.

This second round results in substantial cuts to previous payment amounts. Or as CMS puts it -
results in substantial savings. The average cuts/savings is 45% compared to the current fee
schedule amounts. Diabetes testing strips takes the biggest hit at a 72%. Payment for oxygen
equipment and supplies results in a 41% cut, while CPAP devices get hit with a 47% reduction.

Here is an example of what the change means in dollars: Currently, stationary oxygen equipment
(e.g., oxygen concentrators) is paid based on a fee schedule amount of $177.36 per month
including the beneficiary 20% co-pay. Over the course of a 36-month rental period, the supplier
is paid $6,385, of which the beneficiary pays $1,277. When the new prices go into effect July 1,
2013, the average allowed amount for stationary oxygen will be reduced to $93. Under the new
scenario, the supplier will be paid $3,351 and the beneficiary will pay $670 over the 3-year
period. According to Medicare, the program saves $2,428 and the beneficiary saves $607.

CMS reports that 14,654 contract offers will be made to 867 Round 2 bidders. The winning
suppliers have 3,109 locations to serve Medicare beneficiaries in the competitive bidding areas.
The winners are to be announced in the spring.

Trach Replacement Schedule — DME MAC Local Coverage Policy

In August last year, the regional DME MACs revised a number of local policies to include what
they considered to be a standard replacement schedule for various DME items. For trach tubes,
the schedule was one replacement every 90 days. Finding this unacceptable, NAMDRC, ATS,

104



ACCP and AARC met with CMS on March 5 after efforts to get the policy revised at the local
level failed.

The accepted practice of care, FDA testing standards, and manufacturer package inserts all
support replacement at least once every 30 days. A recent “Clinical Consensus Statement on
Tracheostomy Care” from the American Academy of Otolaryngology — Head and Neck Surgery,
however, noted that there was a lack of consensus on routine trach replacement. [NOTE: The
report was provided to Board members at the November 2012 meeting]. Considering the
Consensus Panel to be experts on the topic, CMS put the burden on our medical societies to
provide evidence-based studies that would support a minimum 30-day schedule. Unfortunately,
because no two patients are alike and their need for tube replacement varies depending on their
medical need, there are no studies that agree on a standard replacement schedule.

Dr. Ron Mitchell, lead physician on the AAO-HNS study, and Kathy Deakins, AARC Fellow
who was a panel expert, participated in the meeting with CMS via phone. [Note: Kathy and the
report were also featured in the October 11, 2012 News Now @ AARC]. Dr. Mitchell presented
compelling arguments as to why the move by CMS will drive costs much higher in the long
term, noting that the 90 day replacement schedule goes against the goal of the Consensus Report
which is to increase quality and reduce complications. CMS asked Dr. Mitchell to follow-up
with his panel members to address the 90 day replacement issue specifically since it was not part
of the original survey. Depending on the outcome, we are uncertain at this time whether CMS
will take action to correct the situation.

State Surveyor Worksheets — Cleaning of Nebulizers

As reported in the November Executive Office Board report, AARC has been working with
CMS and CDC for some time over the proper standard for cleaning nebulizers with respect to
surveyors’ worksheets that are part of a pilot project designed in part to improve patient safety
with respect to infection control. This topic has been discussed on several of AARC’s section
listservs.

One standard that surveyors had been using up until November 2012 as part of the Respiratory
Therapy/Ventilator worksheets called for "rinsing nebulizers with sterile water (or with tap water
followed by isopropyl alcohol).” AARC provided written comments as to why this presented
significant patient safety issues and lacked any scientific evidence, discussed the issues via
conference call, and provided CMS/CDC staff with the AARC’s clinical practice guidelines. Yet,
the agencies have still not made a final determination on the wording of the standard. The
November 2012 version has a placeholder for this standard and notes that it is “under revision.”

CMS has assured AARC that we will be able to review the final draft language before it is
implemented. In the interim, the pilot project is non-punitive in nature and no citations will be
issued to hospitals or Plans of Correction required unless an Immediate Jeopardy situation is
identified. The worksheet standards are expected to be finalized some time during FY 2013.

SSA Regulations to Revise Criteria for Evaluating Respiratory System Disorders

On February 4, 2013, the Social Security Administration issued a proposed rule to revise the
criteria they use to evaluate claims involving respiratory disorders in adults and children. The
revisions reflect program experience, advances in medical knowledge, and comments they
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received from medical experts at an outreach policy conference. The agency has contacted
AARC specifically for comment.

Some revisions are technical in nature, but for the most part, SSA is looking to determine how to
define a certain disorder and how to evaluate it. Examples of some of the disorders include
chronic respiratory disorders, asthma, cystic fibrosis, bronchiectasis, chronic pulmonary
hypertension due to any cause, lung transplantation, respiratory failure, and chronic pulmonary
insufficiency. AARC is reviewing the proposal and plans to submit comments by the April 5,
2013 deadline.

Conclusion

Regardless of the “atmosphere” in Congress, the AARC will continue our efforts on Capitol Hill
to advance our legislative agenda. We will also maintain our vigilance on the regulatory side
responding to both challenges and opportunities.

Attachments
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HOD Report

Submitted by John Steinmetz — Spring 2013

Recommendations
1. None at this time

Charges

Preside at all meetings of the House: Ongoing

Prepare an agenda for each meeting and submit to each delegation: Ongoing
Summer meeting: June 14, 2013
Winter meeting: October 11, 2013

Appoint a Parliamentarian: Completed

Appoint the chairs and members of the House standing and special committees: Partially

Completed and Ongoing
Chairs and standing members appointed.

Invite persons other than delegates to participate in House activities: Ongoing

Be an ex-officio member of all House committees except the Elections Committee: Ongoing

Serve as Chair of the House Executive Committee: Ongoing

Perform other duties that may authorize: Ongoing

Repo rt

Update on Speaker Goals:

Goal #1 — Committees

Chairs, delegate members, and liaisons (HOD officers) have been assigned. Some committees
are undermanned due to term expiration of delegates. New members are being assigned.

« Committee chairs and officers have been working through AARConnect to achieve specific
goals

* Policies revisions are being updated to reflect current practices

* Big list update continues for delegations to report back to their affiliates

« Continue to work with BOD to facilitate communication — Tom Kallstrom, Speaker and staff
hold monthly phone calls, HOD officers attending BOD meetings 18

Goal #2 — Engaging and involving HOD members

* Regular communication through AARConnect with members

* Overseeing communication of committee work through AARConnect

» Work with executive office to improve accuracy of AARConnect HOD communities to
improve communication

Goal # 3 — Wolunteering

* Develop and promote activities through the AD HOC Committee

Goal # 4 - Mentoring

* Develop and promote student and professional volunteering through appropriate committees
Goal # 5 — Communication

* Promote the HOD work and members through the AARConnect, AARC Times, web page and
give opportunity for feedback
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Board of Medical Advisors Report

No report submitted as of March 28 — minutes from the BOMA Congress meeting are below.

AMERICAN ASSOCIATION FOR RESPIRATORY CARE
Board of Medical Advisors Meeting

November 11, 2012 — New Orleans, LA

Minutes

Attendance

Lori Conklin, MD (ASA), Chair

Robert Aranson, MD, FACP, FCCP, FCCM (ACCP)
William Bernhard, MD (ASA)

Steven Boas, MD (AAP)

Cliff Boehm, MD, RRT (ASA)

Terence Carey, MD (ACAAI)

Ira Cheifetz, MD, FCCM, FAARC (SCCM)

Kent Christopher, MD, RRT, FCCP (ACCP)

Thomas Fuhrman, MD (ASA)
Col. Michael Morris, USA, RET
Peter Papadakos, MD, FCCM, (SCCM)

Guests

Kerry George, NBRC President
Gary Smith, NBRC Executive Director
Lori Tinkler, NBRC COO

Tom Smalling, CoARC Executive Director
Steven Mikles, COARC President

Paul Selecky, MD, FACP, FCCP, FAARC, FAASM (NAMDRC)

Richard Sheldon, MD, FAARC (ATS)
Joseph W. Sokolowski, MD, FACP, FCCP (ATS)

Excused

Bradley Chipps, MD (ACAAI)

Barrett Kitch, MD (ATS)

Harold Manning, MD, FCCP (ACCP)

Christopher Randolph, MD (AAAAI)

Woody Kageler, MD, MBA, FACP, FCCP (ACCP)

Consultant
George Gaebler, AARC President
Karen Stewart, Past President, BOMA Liaison

Staff

Tom Kallstrom, MBA, RRT, FAARC, Executive Director
Anne Marie Hummel, Director of Regulatory Affairs
Cheryl West, Director of Government Affairs

Miriam O’Day, Federal Government Affairs Director
Kris Kuykendall, Executive Administrative Assistant
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CALL TO ORDER
Chairman Conklin called the meeting of the AARC Board of Medical Advisors to order at
10:00am CST, Sunday, November 11, 2012.

INTRODUCTIONS
Chairman Conklin asked members to introduce themselves.

APPROVAL OF MINUTES

Dr. William Bernhard moved to accept the minutes of the June 9, 2012 meeting of the AARC
Board of Medical Advisors.

Motion Carried

CHAIRMAN’S REPORT
Dr. Conklin gave highlights of her written report.

PRESIDENT’S REPORT
Karen Stewart gave updates on 2015 & Beyond.

CoARC (Commission on Accreditation for Respiratory Care) REPORT

Dr. Steven Mikles, President of COARC and Tom Smalling, Executive Director of COARC,
updated BOMA on CoARC’s recent activities and discussed the excessive number of proprietary
respiratory care schools.

NATIONAL BOARD FOR RESPIRATORY CARE
NBRC President Kerry George presented highlights of his written report.

LEGISLATIVE AFFAIRS REPORT

Cheryl West gave an update of State Affairs. Director of Regulatory Affairs, Anne Marie
Hummel, gave a report. Miriam O’Day updated the Board on Federal Government Affairs and
asked BOMA for support.

RECESS
Chairman Conklin recessed the meeting of the AARC Board of Medical Advisors at 11:55am
CST, Sunday, November 11, 2012.

RECONVENE
Chairman Conklin reconvened the meeting of the AARC Board of Medical Advisors at 12:40pm
CST, Sunday, November 11, 2012.

EXECUTIVE DIRECTOR REPORT
Tom Kallstrom gave highlights of the Executive Office report.

MEDICAL ADVISOR REPORTS
Some BOMA Members gave updates on their sponsoring organizations.
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SPECIALTY SECTION REPORTS
The Specialty Section Reports were reviewed. Dr. Selecky reminded BOMA the importance of
being more involved with the Specialty Sections as BOMA liaisons.

OTHER REPORTS
ARCF and International Committee reports were reviewed.

UNFINISHED BUSINESS
There was no unfinished business.

Dr. Conklin discussed a virtual meeting and not being able to select a date. BOMA members
selected April 27, 2013 at 9am CDT for a virtual meeting. This will take place of a face to face
meeting in June 2013.

NEW BUSINESS
There was no new business.

MOTION TO ADJOURN
Dr. Christopher moved to adjourn the meeting of the AARC Board of Medical Advisors.
Motion Carried

ADJOURNMENT
Dr. Conklin adjourned the meeting of the AARC Board of Medical Advisors at 1:35pm CST,
Sunday, November 11, 2012.
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President' s Council

Submitted by Dianne Lewis — Spring 2013

Recommendations
None

Report

It is with great pleasure that | announce the 2013 Jimmy A Young Medal recipient is Kerry
George, MEd, RRT, FAARC. Kerry has served the profession in many capacities, not only as
AARC President, but he currently chairs the NBRC.

At this meeting, the BOD will need to nominate individuals for Life and Honorary membership.

I have included a list of past winners and the criteria for each.
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AARC Life and Honorary Memberships

YEAR LIFE

1961

1965 J. Addison Young

1967 Arthur A. Markee

1972 Don E Gilbert
Leonard Gurney
Jerome Heydenberk
Joseph Klocek
Brother Roland Maher
James Peo
P. Noble Price
Howard Skidmore
Leah W Theraldson
Virginia Trafford

1973 Robert A Cornelius
Bernard M. Kew
James Whitacre

1974 Louise H. Julius

1975 R.J. Sangster

1976

1977 John J. Julius
Easton R. Smith

1978 Robert H. Miller
George A. Kneeland
Samuel Runyon

1979 Robert A. Dittmar

1980 George Auld
Hilaria Huff
Vincent D. Kracum
Jack Slagle
Bernard Stenger

1981 John Appling
Wilma Bright
James A. Liverett, Jr
Sister Mary of Providence Dion

1892 Gareth B Gish

1983 Robert E. Glass

1984 John D. Robbins

HONORARY

Alvin Barach, MD

John Brown MD

H. Frederic Helmholz, MD

Meyer Saklad, MD

Huberta M Livingston, MD
Albert Andrews, MD
Vincent Collins, MD
Donald F. Egan, MD
Ronald B. George, MD
Hurley L. Motley, MD
Sister Bernice Ebner

John H. Newell

John Haven Emerson
William F. Miller, MD
Robert H. Lawrence, MD
James Baker, MD
Duncan Holaday, MD
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YEAR

LIFE

1985

1986

1987

1988

1989

1990
1991

1992

1993

1994

1995

1996

1997

1998

1999

2000

2001

2002

James S. Allen
Houston R. Anderson
Thomas A. Barnes
Julie S. Ely

David H. Eubanks
Glen N. Gee

Gary L. Gerard

Sam P. Giordano
Robert L. Knosp
Lillian Van Buskirk
John R. Walton
Robert R. Weilacher
George A. West
Richard W. Beckham
Paul Powers

Jeri E. Eiserman
Edward A. Scully
Michael Gillespie
Melvin G. Martin
Gerald K. Dolan
Ray Masferrer

Paul J. Matthews, Jr
Larry R. Ellis
Jerome M. Sullivan
Patrick J. Dunne
Phil Kittredge

Bob Demers
Bernard P. Gilles
Philip R. Cooper
Dianne L. Lewis
Deborah L. Cullen
Patricia A. Wise
Jim Fenstermaker
Trudy J. Watson
Charlie G. Brooks, Jr.
Pat Brougher

Kerry E. George

W. Furman Norris
Dean R. Hess
Cynthia J. Molle
Jerry Bridgers

Dianne Kimball
Robert Fluck

Garry W. Kauffman
Susan B. Blonshine
William Galvin

Carl Wiezalis

HONORARY

Walter J. O’Donohue, MD

Hugh Matthewson, MD
John Hodgkin, MD
Irvin Ziment, MD
Roger Bone, MD

Alan Plummer, MD
Alfred Sofer, MD

David J. Pierson, MD
Richard L. Sheldon, MD
Forest Bird, MD, PhD, ScD
Neil R. Mcintyre, MD
Steven K Bryant, MBA
Charles Durbin, MD

Barry A. Shapiro, MD

James K, Stoller, MD
Michael T. Amato
William Bernhard, MD

Sherry Milligan

113



YEAR

LIFE

2003

2004

2005

2006

2007

2008

2009
2010

2011
2012

Margaret F. Traband
J. Michael Thompson
David C. Shelledy
Karen J. Stewart
Janet Boehm
Richard Branson
John Hiser

Lucy Kester

Doug Maclintyre
Joseph L. Rau
Susan Rinaldo Gallo
Michael W. Runge
Vijay M. Deshpande
William H Dubbs
Toni Rodriguez
Patricia A. Doorley
Richard M. Ford
Timothy R. Myers

HONORARY

Cheryl A. West
Patricia A. Lee
Jill Eicher
Marsha Cathcart
Kent Christopher
John W. Walsh

Dale L. Griffiths
None awarded

Foster M. “Duke” Johns III
Miriam A. O’Day
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CRITERIA

Candidates for AARC Life Membership

Must be and have been an active member (one who has the right to vote and hold office) of
the AARC for a period of at least fifteen (15) years.

Definition of Active Member: “Active Members are those practitioners actively involved in
the respiratory care profession. An individual is eligible if he/she lives in the U.S. or its
territories, and meets ONE of the following criteria: (1) is legally credentialed as a
respiratory care professional if employed in a state that mandates such, OR (2) is a graduate
of an accredited educational program in respiratory care, OR (3) holds a credential issued
by the NBRC.”

Must have served in the AARC in an official capacity, i.e., national officer, Board member,
committee chair or member, House of Delegates, etc., for at least seven (7) years, not
necessarily consecutively.

Must have made an extraordinary contribution to the AARC and its affiliates.

Must have been active in affiliate operations and have served in an official capacity at the
affiliate level.

Candidates for AARC Honorary Membership

Must have been active in AARC affairs for a period of at least ten (10) years or worked in a
field related to the goals of the Association for at least ten (10) years.

Must otherwise be eligible for associate membership in the AARC at the time of
consideration.

Definition of Associate Member: “Anyone who is working in a field related to the practice
of respiratory care in the United States. Those working in medical equipment sales or
manufacturing, physicians, other allied health practitioners not engaged in direct
respiratory patient care, and individuals residing in foreign countries can be Associate
Members.”

Must have made a special achievement, performance, or contribution to the AARC, its
affiliates, the NBRC, ARCEF or the profession of respiratory care.

[Definition of Special Member: Any individual who has an interest in respiratory care but does
not work in a field related to respiratory care. Special Members have the same rights and
privileges as Associate Members (can not vote or hold office). ]
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Standing
Committee
Reports



Audit Sub-Committee

No report submitted as of March 28, 2013
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Bylaws Committee

No report submitted as of March 28, 2013
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Elections Committee

Submitted by: Ross Havens - Spring 2013

Recommendations: None at this time.

However, the Committee has several issues it will be discussing at its telephone conference call
in April, and may have recommendations to bring forward after that call.

Report:
1. Candidate Questions. Questions for nominees were solicited from the BOD, HOD and

Committee members. The Committee formulated 3 questions for nominees, and these
were submitted to the executive Office on February 27.

2. Nominations. The Committee solicited nominees from the BOD, HOD and appropriate
Section members for President-Elect, Director (3), Adult Acute Care Section, Diagnostic
Section, Education Section and Management Section. The nomination deadline was
extended to March 15. Nominees will be asked to complete a Nominee Profile Form and
answer Nominee Questions; the deadline for completion will be April 1.

3. The Committee conference call to consider all nominees is being scheduled for the week
of April 15-19. The final slate of candidates will be selected at that meeting and
forwarded to the BOD.

| would like to thank the members of the Committee for their hard work; Jakki Grimball,
Bill Cohagen, Jim Lanoha and Doug Mclntyre.
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Executive Committee
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Finance Committee Report
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Judicial Committee

Submitted by Patricia Blakely — Spring 2013

Recommendations

There are no committee recommendations at this time

Report

The committee has not received any inquiries or formal complaints from any members as of
March 07, 2013

Other

No other information to report to the BOD at this time.
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Program Committee

Submitted by Cheryl Hoerr - Spring, 2013

Recommendation

That the AARC Board of Directors approve San Antonio, TX as the host city for AARC
Congress 2016.

Justification

Future host cities for AARC Congress -
2013: Anaheim

2014: Las Vegas

2015: Tampa

2016 & Beyond: Open

San Antonio has been part of the Congress rotation for several years and has consistently drawn
strong attendance figures. The last time AARC Congress was hosted in San Antonio was 2009;
meaning 7 years will have passed by the 2016 meeting.

Report

1.

Prepare the AARC Congress Program, Summer Forum, and other approved seminars and
conferences.

Status: The committee met in Dallas, TX on Jan. 31 — Feb 2, 2013 to review over 700
individual lecture proposals submitted in eleven different specialty areas and roundtables
for presentation at the Summer Forum and/or Congress. Authors of proposals that were
not accepted by the committee will be notified no later than May. Communications for
authors of proposals that have been accepted for presentation are currently taking place.
Based on member feedback, the length of presentations at both meetings has been
shortened to expedite learning, facilitate additional networking opportunities and to allow
for expanded exhibit hall hours. 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.

Recommend sites for future meetings to the Board of Directors for approval.

Status: Both Summer Forum and Congress destinations have been secured through 2015.
The Executive Office has evaluated destinations for the 2016 AARC Congress and
contract negotiations are in progress. Assuming those negotiations are successfully
concluded before the BOD meeting, an on-site recommendation will then be made asking
the Board to approve the chosen location of the AARC Congress 2016.

Solicit programmatic input from all Specialty Sections and Roundtable chairs.

Status: Proposals for the Summer Forum and the Congress were received from all
Specialty Sections. For the first time ever, members could also submit proposals on
behalf of a Roundtable. Each specialty section/roundtable 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 and
are to be commended for their initiative and effort; however we continue to struggle with
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select section chairs that do not participate. This increases the difficulty of assembling a
relevant meeting for our members.

4. Develop and design the program for AARC Congress to address the needs of the
membership regardless of area of practice or location.
Status: A broad offering of topics presented by new and experienced presenters are
included in the agenda for both the Summer Forum and Congress.

The Program Committee dedicated a significant amount of time to discussing industry
priorities, hot topics and reviewing membership feedback from previous meetings. As a
result of these conversations, several changes will be made to AARC Congress 2013;
including, but not limited to changes in programming and the exhibit hall.

Sputum Bowl Sub-Committee Report:

As directed by AARC Program Committee Chair Cheryl Hoerr, the 2013 Sputum Bowl
Committee, chaired by Sherry Whiteman, has been assembled to start the work of delivering
the 2013 Sputum Bowl while maintaining and expanding the enhancements put in place at
the 2012 competition. The Committee’s intent is to continue to provide an updated, engaging
and energetic Sputum Bowl. The enhancements and modifications put in place for the 2012
competition received much positive feedback from both competitors and audience members
and should contribute to increase participation in 2013.
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Strategic Planning Committee

Submitted by Karen Stewart — Spring 2013

Nothing to report
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Specialty Section
Reports



Adult Acute Care Section

Submitted by Keith Lamb — Spring 2013

Recommendations

NONE

Report

1)
2)

3)

4)

5)
6)

The section continues to publish a quarterly bulletin, using this medium as a spring-board
for younger less experienced writers in many instances

The section continues to publish its newsletter, passing along to its members the latest in
evidence based practice.

We continue to publicize our Journal Club and have recently moved to a new format that
allows us to have many more “inactive” participants. These participants can “chat” but
not participate verbally. We have recorded our first discussion and archived it.

Section leadership continues to participate in national and international lectures,
education and humanitarian efforts.

We continue to have an active AARConnect discussion group.

We sent our first screencast recently which was well received. Our plans are to send one
quarterly and as needed when major announcements are appropriate.
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Continuing Care-Rehabilitation Section

Submitted by Gerilynn Connors — Spring 2013

Recommendations

1. The CMS National Coverage Policy for PR for COPD is once in a lifetime benefit (36 up to 72
sessions). The COPD Medicare patient accepted for Lung Transplant must do Pulmonary
Rehabilitation (PR) pre and post Lung Transplant BUT the current CMS NCD does NOT allow
this reimbursement. | ask for AARC to coordinate a meeting with CMS with support of our
sister pulmonary organizations; AACVPR/ACCP/ATS/NAMDRC to ask CMS to allow
Listed COPD Lung Transplant patients to have additional PR sessions beyond the once in
a life time benefit.

2. Comprehensive Pulmonary Rehabilitation (PR) includes long term adherence through disease
management, exercise maintenance programs that are self-pay, not covered by insurance. The
challenge of all PR programs is facility space for such a patient self-pay program. | ask AARC
to investigate through a special task force the development of a National Post Pulmonary
Rehabilitation Disease Management Program in collaboration with a Nationally
Recognized Community Exercise Organization, such as the YMCA including applying for
national research funding. The literature supports the need for post PR program Disease
Management/Exercise programs to improve compliance, retain post program outcomes and for
the COPD PR graduate could also impact rehospitalization. AARC has the leadership and
expertise to develop a National Post Pulmonary Rehabilitation Disease Management program
that can impact pulmonary patient outcomes and quality of life.

Report

1. submitted topics/speakers for the AARC 2013 International meeting
2. Newsletter contribution

Other

none
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Diagnostics Section

Submitted by Matthew O’Brien — Spring 2013

Recommendations - None
Report
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.

+- Over 28 presentations were submitted for the Diagnostics Section. The next step is to put a call
out to encourage more participation submitting Open Forum posters that highlight what our
members are currently researching.

+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.

+- Lisa Becker did a great job with the bulletin however decided to step down because she is
transitioning out of Respiratory Care. Our new bulletin editor is Katrina Hynes who works at the
Mayo Clinic Pulmonary Lab. Her first bulletin will publish shortly.

- We are still in the planning stages for a diagnostic specific webinar for 2013.

*3. Undertake efforts to demonstrate value of section membership, encouraging membership
growth.

+- Ongoing, I am offering a state level- diagnostic membership meeting at the Washington State
RC meeting in April. We hope to add several new members in our effort to reach the 1000
member count.

*4. Identify, cultivate, and mentor new section leadership.

+- Nominations for the Chair- Elect position have been made and the election will occur this fall.

*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 site
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Education Section

No report submitted as of March 28, 2013
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Home Care Section

Submitted by Greg Spratt — Spring 2013

Recommendations:

None

Report:
POC Survey

I have been working with Sam Giordano, Patrick Dunne, Joe Lewarski, and Bob McCoy to
develop and distribute a manufacturers” survey on portable oxygen concentrators. The intent
is to gather basic specifications on these devices and publish to allow both clinicians and
patients access to this information along with guidance on how to use this information when
deciding on which device will best meet a specific patient’’s needs. We are in final edits of
the paper to be published.

HC Section Highlights

Since the last meeting we have produced two quarterly newsletters, one after the Congress
and the Spring edition is in edits.

Membership

We had a very successful membership drive during the AARC Congress based on HC
Section ”’scholarships” provided by several of the home care equipment manufacturers
including Breathe Technologies, Chart, Covidien/Oridion, Drive, Fisher and Paykel,
Invacare, Precision Medical, and Respironics. Membership went from a low of ~820 to over
1,000 by the end of the year, allowing the HC Section to retain its membership for the next 3
years.

Home Patient Survey

I continue to work with Nicholas Macmillan (a past HC Section Chair) to assimilate results
of a survey of home care patients to better understand their perspectives on the care being
delivered to them. The BREATHE (Basic Respiratory Evaluation and Assessment at Home)
survey was developed, approved, and distributed through the AARC and other organizations.
The survey was made available to patients via Home Care Section members and patient
advocacy groups (viewable at www.yourlunghealth.com) and the results have been posted
by Tom in the BOD Library.

Other: None
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Long Term Care

No report submitted as of March 28, 2013
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Management Section

Submitted by: Bill Cohagen — Spring 2013

Recommendations

* None

Report

At the time of writing this report the membership is at 1783 members.
Projects include;

Completion of TJC standards for Respiratory Care Departments.

Review and updates on the “Expert’ list.

Creation of the Management Section Program for both the 2013 Summer Forum and the

2013 International Congress.

Start of the process for amassing candidates for the ARRC’s Management Section Chair.
The AARC Connect list continues to be one of the busiest and most useful section tools.
The book club continues to grow.

There is continued alignment with the AARC’s 2015 plan.
The Hospital to Home initiative is making slow progress, but continues their work.
The Bulletin has a amassed a large amount of articles for 2013 editions.

Other

New projects;

Working to mentor and train new leaders in respiratory care.
Developing a guide to assist in succession planning.
Creating a link for managers to expand the education (Bachelors and Masters Programs).
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Neonatal-Pediatrics Section

Submitted by Cynthia White — Spring 2013

Recommendations

Report

NONE

Section membership remains strong at >2000

Shared screencast with members to update on section activities

Recruited members for lecture and symposia submissions for Neonatal and Pediatric
Topics at Congress 2013

Shared information on new online Respiratory Care Journal site and iphone app with
members

List serve has remained active with much activity and discussion

Worked to engage members with journal club discussions surrounding HFOV
Winter bulletin published online with spring bulletin under construction

Section chair elect and other neonatal pediatric section members attended DC PACT
meeting
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Sleep Section

Submitted by Russell Rozensky — Spring 2013

Recommendations

Report
Nothing to report to date. Would like to work with the Executive Office on the following:
Update the Section chair with information and the intro | have (Russell Rozensky)

Update the committee section (possible remove some sections) and add links for nominations and
possible new committees

Need to “update links (Please correct the COARC link and NAME, It is commission not committee)
Add a swap shop page with some power points and word documents | have for educational purposes
Update resources page (take Tom Smalling off as his email is not valid, use mine)

Add a section about the sleep section practitioner of the year nomination

Review/correct the nomination form for sleep section practitioner of the year

Do an email blast to all in section (about nomination for sleep section practitioner of the year, about
possible consultant panel, follow the template of the educational and/management sections)

Maybe add a job openings page for sleep or teaching in sleep

Add a resource directory with contacts to help with technical issues (email blast to see who might
want to help in this area)

On the bottom of the online reporting page, Mike Runge is listed. Should It be Russell Rozensky??

e Announcement of NYS Poly Bill becoming fully effective Feb 2014 to sleep section members, and
see about email blast to all AARC members

Other

Will contact Steve Nelson (sorry if | spelled his name wrong) about possible changes to website.

Would like to follow-up with Debbie Bunch and Suzanne Bollig for specific ideas on new topics.
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Surface to Air Transport Section

Submitted by Billy Hutchinson — Spring 2013

Recommendations: None at this time
Section Report

1. Section membership is steady despite the current economic times. We are looking at new
methods of getting the word out about AARC and section membership to increase membership. .
By promoting our list serve and the opportunities to interact with great clinicians to make us all
better clinicians.

2. Our list serve is very active with extremely relevant content and great participation. There is a
lot of information shared with a great emphasis on Specialty Teams.

3. The Quarterly Bulletin has been published on time with relevant content with and strong
support for our members. We are working hard on getting more members submitting and
sharing each quarter.

We feel for the low cost of membership in our section, so much is gained. There is tremendous
support through our bulletin and our list serve.

4. For the upcoming 2013 AARC Congress this fall, we as a section had a larger number of
submissions with some great relevant topics. As section chair, | was very encouraged with the
quantity and quality of the submissions. We are awaiting the decision of the program committee
as to which submissions were selected.
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Special Committee
Reports



Benchmarking Committee

No report submitted as of March 28, 2013
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Billing Codes Committee

Submitted by: Susan Rinaldo Gallo — Spring 2013

Monitoring the Billing Codes list serve
Ongoing, committee member Karen Boyer assists with this.

. Cheryl, Ann Marie and I have updated the Coding Resources on AARC.org. We also
worked on the coding section of the Medicare R T Access Act.

. About 50% of the coding questions are posted on the Management or Help Line list
serves. Activity on the Billing codes list serve is light. Good question continue to be
discussed on all three lists.

| continue to field questions that members send me through AARC Connect.
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Federal Government Affairs Committee

Submitted by Frank Salvatore — Spring 2013

Recommendations

* NO RECOMMENDATIONS

Objectives:

1. Continue implementation of a 435 plan, which identifies a Respiratory Therapist and
consumer/patient contacts team in each of the 435 congressional districts. [Ongoing]

2. 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. [Ongoing]

Ongoing Objectives:

1. Assist in coordination of consumer supporters [Ongoing]

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 2012 with
Cheryl West sending out the details of the meeting in March of 2013. We began working
on the details of the VLW in late January/early February. The VLW went live on March
1, 2013 and ran through March 14, 2013. The numbers of messages sent to Washington
DC during this VLW not only exceeded but smashed through the numbers sent in ALL of
2012. There were 21,030 messages sent during the VLW. Florida, Michigan,
Pennsylvania and North Carolina societies led the pack with well over 1000 messages
sent with Florida and Michigan sending over 3,000 messages during the VLW. Overall,
there was a good response, we saw over 6,100 individual activists send messages with
RTs sending over 4,300 and students being the next highest with slightly less than 1,000
individuals. (See attached spreadsheet for some specifics regarding this year’s statistics
and some historical perspective)

The committee will continue to push the state societies to keep messages coming into Washington
DC via Capitol Connection. We will be putting out regular 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. T 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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Fellowship Committee

Submitted by: Patrick Dunne — Spring 2013

Recommendations

* There are no recommendations at this time.

Report

The work of the Fellowship Selection Committee does not begin in earnest until the actual
selection process commences later in the year.

However, as Committee Chair, | have recently had discussions with several key thought leaders
of the Association suggesting it may be time to set a limit on the number of new FAARC
inductees each year. The reasoning is that having an unlimited number of new inductees each
year may be diluting the stature of the recognition. The current selection process does not have a
limit. For example, in 2012 the Committee received 42 nominations of which 32 were selected
under the existing rules (e.g. garnering 4 or 5 accept votes from the 5 person committee).
Should it be determined to indeed set a limit, the next question is how many each year — at this
point, 10 seems to be the most favored. In the coming weeks | will be working with the
members of the Selection Committee to address this issue and to develop a proposed alternative
to the current selection process in time for the Summer BOD Meeting. It would be my intent
that any changes to the process become effective this year.

Finally, please note that the deadline for receipt of nominations for 2013 Fellow is August 30. In
September the Selection Committee will then commence review of all nominations received by

the established deadline. The selection process will be completed by the end of September with
notification letters being sent shortly thereafter.

Other

There is nothing else to report at this time.
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International Committee Report

Submitted by John Hiser — Spring 2013

Recommendation 1: None
Report
1. Administer the International Fellowship Program.

As you already know the fellowship program continued to be successful in 2012. 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 deadline for application is June
1%

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.

| want to thank 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

Hassan Alorainy, BSRC, RRT, FAARC, Vice Chair for International Relations
Dan Rowley, MS, RRT-ACCS, FAARC, Vice Chair for International Fellows
Committee members:

Michael Amato, MBA

Arzu Ari, PhD, MS, MPH, RRT, FAARC

John Davies, MA, RRT, FAARC

ViJay Desphande, MS, RRT, FAARC
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Derek Glinsman, RRT, FAARC

Yvonne Lamme, MHA, RRT

Hector Leon Garza, MD, FAARC

Debra Lierl, MEd, RRT, FAARC

Camden McLaughlin, RRT, BS, FAARC
Natalie Napolitano, MPH, RRT-NPS, FAARC
Bruce Rubin, PhD, MD, FAARC

Michael Runge, BSRT, RRT, FAARC

Jerome Sullivan, PhD, RRT, FAARC
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Membership Committee

Submitted by Frank Salvatore — Spring 2013

Recommendations

* The Membership Committee would like the President to approve the creation of The
Student Membership Retention Sub-Committee and ask the Board of Directors to approve
the following members to serve and the goals/objectives of the sub-committee as well:

Co-Chair — Janelle Gardiner

Co-Chair — Emily Zyla

Member — Fred Goglia

Member — Aaron Light

Member — Melanie Harper McDonough
Member — Kerry McNiven

Goals and Objectives of the Sub-Committee:
1. Address the needs to enhance and add value to the students membership in the
AARC
2. Address strategies and methods to increase student members to continue their
membership as “Active” members of the AARC after graduation
3. Present findings and preliminary outcomes of the above objectives to the AARC
Board through Membership Committee Chair and report

Charges

Review, as necessary, all current AARC membership recruitment documents and toolkits for
revision, addition and/or elimination based on committee evaluation. [ON-GOING]

In conjunction with the Executive office, develop a membership recruitment campaign based on
survey results for implementation. [SEE REPORT AREA BELOW]

Identify and evaluate methods to recruit respiratory therapy students as ACTIVE members of the
AARC. [Upon approval of above recommendation, the sub-committee will be charged
with this task]

Develop a scientific, data-driven process to implement and measure the effectiveness of current
and new recruitment strategies. [SEE REPORT AREA BELOW]

Develop strategy to entice more member use of AARConnect. [ON-GOING]

Report

The 2013 AARC Membership Campaign was officially launched this quarter. The Executive
office team with Co-Chairs of this committee met to develop the strategies used to launch this
campaign. We developed communication strategies for the membership and made resources
available to Chartered Affiliates to develop their own campaigns.

1) The 2013 AARC Membership Campaign includes incentives for both the members
and the Affiliates; these were communicated through a launch article with messages
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2)

3)

4)

5)

Other

from President Gaebler and Co-Chairs Frank Salvatore and Gary Wickman. Website
was launched in early January. Later that month a You Tube video from Frank
promoting the AARC Membership Campaign, benefits of membership and incentives
for renewing and new members was also posted on the AARC Website.

Frank, Gary and Sherry developed and recorded Web Cast for the Chartered
Affiliates, their Presidents and Boards as a launch promotion for the campaign.
Launched a Membership Website for both members and Chartered Affiliates to use
with resources and method to track their progress.

a. Member section reviews benefits of membership, link to application and
identifies incentives for renewing or joining as a new member.

b. Affiliate section has resources for developing their own membership
campaigns, tracks progress of each Affiliate and identifies incentive awards
for Affiliates for this campaign. The tracking site allows State Affiliates to
see current data on how they are doing in this campaign.

The committee awarded the first quarter membership incentive awards to Elizabeth
Harvey for renewing her membership and to Deb Sheffield for a new membership.
Elizabeth won an IPad and Deb won a Kindle Fire.

Next Steps include presenting this information at the upcoming Affiliate President’s
Workshop, organizing the membership committee to be assigned Affiliates to support
during the rest of the campaign, another You Tube video to promote the campaign
and to work with the new subcommittee to work to promote this campaign to our
students.

We want to thank the members of the Membership Committee. We’d also like to thank Tom
Kallstrom, Sherry Milligan, Tim Myers and Doug Laher for all their work and guidance they
have given during the first quarter of the year and on our year-long membership campaign.
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Position Statement Committee

Submitted by Colleen Schabacker — Spring 2013

Recommendations

Recommendation # 1. Approve and publish the revised position statement on "Cultural
Diversity". This statement is submitted for your review as Attachment #1. Text to be deleted
appears with strikethrough and text to be added appears with underline.

Justification: Made some verbiage changes to make this a stronger statement

Recommendation # 2: Approve and publish the revised position statement on "Telehealth in
Respiratory Therapy". 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: The revisions merely clean up the first paragraph; no content changes.

Recommendation # 3: Approve and publish the recently reviewed "Respiratory Therapy
Protocols" position statement with no changes. This statement is submitted for your review as
Attachment #3.

Justification: The committee felt it needed no revisions.

Recommendation # 4: Approve and publish the recently reviewed "Home Respiratory Care
Services" position statement with no changes. This statement is submitted for your review as
Attachment #4

Justification: The committee felt it needed no revisions.

Recommendation # 5: Approve and publish the newly developed position statement
"Development of Baccalaureate and Graduate Education Degrees"”. This statement is submitted
for your review as Attachment #5.

Justification: At the November 2012 Board meeting, this committee was given the charge of
developing this position statement. Looking into the future and the work being done by 2015
and Beyond" group, this position statement is very timely.

Recommendation # 6: Approve and publish the totally revised position statement "Concurrent
Therapy". This statement is submitted for your review as Attachment #6.

Justification: The old position on "Concurrent Therapy" was seriously looked at and deemed in
much need of an overhaul. In fact, the group working on this; Rob Chatburn, Rick Ford, Garry
Dukes, Linda VanScoder, Susan Rinaldo-Gallo and Dan Grady, decided to start from scratch.
The reason for this decision was the fact the old position statement was written using
requirements for Skilled Nursing Facilities, not critical care. Within the new statement, there is
reference to the "Best Practices in Respiratory Care Productivity and Staffing™ position
statement, which in return, references the White Paper.
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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.

o A draft of the proposed AARC position statement "Development of Baccalaureate and
Graduate Education Degrees™ is being presented at the April Board meeting. A special
thanks to Linda VVanScoder and Deryl Gulliford for their very timely and excellent
submission.

o Adraft of the proposed AARC position statement "Concurrent Therapy" is being
presented at the April Board meeting. A special thanks Rick Ford, Dan Grady, Garry
Dukes, Rob Chatburn, Bill Dubbs, Shawna Strickland, Anne Marie Hummel, Susan
Rinaldo-Gallo and Linda VVanScoder for their work on "revamping" the "Concurrent
Therapy" position statement.

2. Review, revise or delete as appropriate using the established three-year schedule of all current
AARC position statements subject to Board approval.

e During 2013, the Committee’’s goal is to complete the review of the eight (8) 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.

*§ Administration of Sedatives and Analgesic Medication by Respiratory Therapists - on hold

«§ Cultural Diversity - Kathleen Deakins - to be presented in April

+§ Delivery of Respiratory Therapy Services in Long Term Care Skilled Nursing Facilities
Providing Ventilator and/or High Acuity Respiratory Care - Colleen

*§ Home Respiratory Care Services - Jim Allen - to be presented in April

*§ Respiratory Care Scope of Practice - Jim Allen

*§ Respiratory Therapy as Extracorporeal Membrane Oxygenation (ECMO) Specialists - Colleen
*§ Respiratory Therapy Protocols - Tony Ruppert - to be presented in April

«§ Telehealth - Kathy Deakins - to be presented in April

3. Revise the Position Statement Review Schedule table annually in order to assure that each
position statement is evaluated on a three-year cycle - will be presented in April

Other

A special thank you to committee members Kathleen Deakins, Deryl Gulliford, Jim Allen, Linda
VanScoder and Tony Ruppert.
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Attachment #1

American Association for Respiratory Care

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

Position Statement
Cultural Diversity

The AARC professional community embraces diversity and multi-culturalism in all of its forms and

promotes a-professional-community-established-with-understanding; respect and cultural competence in.

every facet of its mission. The AARC is enriched by the unique differences found among its diverse

members, their patients/clients, and other stakeholders. The AARC values and incorporates enceurages-

and-prometes equal opportunity, and promotes the use of a-cuhture-where-persenal personal and cultural
backgrounds are-utitized-effectively to enhance our profession. The AARC accomplishes this by:

o Demonstrating sensitivity to all forms of diversity and multiculturalism including, but not limited
to: age, gender and gender identity, race, color and ethnicity, nationality and national origin,
ancestry, religious affiliation and creed, sexual orientation, socio-economic status, political
affiliation, physical and mental abilities, veteran and active armed service status, job
responsibilities and experience, education and training.

o Acknowledging the varied beliefs, attitudes, behaviors and customs of the people that constitute
its communities of interest, thereby creating a diverse and multicultural professional environment.

e Promoting an appreciation for communication between, and understanding among, people with
different beliefs and backgrounds.

e Accommodating the needs of the physically disabled at events and activities.

e Using multicultural content and gender-neutral references in documents and publications.

e Promoting diversity education and cultural competence in its professional education programs.

e Recruiting candidates from under-represented groups for leadership and mentoring programs.

Effective 12/94

Revised 12/07
Reaffirmed 07/10
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Attachment #2

American Association for Respiratory Care

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

Position Statement

Telehealth and Respiratory Therapy

Telehealth is the broad alse-known-as-telemedicine-ortelepracticerefers-to-the-use of electronic
nteraetive synchronous or asynchronous communication teehnolegies technology ane-the-

internet to provide aHow-virtual health care previders services and consultations (telemedicine)
for patlents or prowders reS|d|nq in separate Iocatlons mene—leeaaen—teeﬁelc services-and-

. ton: Services can
mclude patlent assessment and educatlon dlagnostlc evaluatlon sleep testlng, monitoring,
disease management, disease prevention, health promotion, and rehabilitation as well as specific
patient consultations.

The American Association for Respiratory Care (AARC) supports efforts to provide patients
access to respiratory therapy services via telehealth. Furthermore, the AARC supports the
recognition of respiratory therapists as providers of telehealth services under Medicare,
Medicaid, commercial and other health insurance programs.

Effective 03/01
Revised 07/10
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Attachment #3

American Association for Respiratory Care

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

Position Statement
Respiratory Therapy Protocols

Respiratory therapy protocols are used to initiate or modify a patient care plan following a pre-
determined and structured set of physician orders. They include instructions or interventions in
which the respiratory therapist is allowed to initiate, discontinue, refine, transition, or restart
therapy as the patient’s medical condition dictates. Protocols are generally written in algorithmic
form, are based on scientific evidence, and include guidelines and options at decision points
along with clearly stated outcome objectives.

Current medical literature supports the use of respiratory therapy protocols as an effective tool
for producing improved patient outcomes and appropriate allocation of services. Based on their
demonstrated efficacy, it is the position of the American Association for Respiratory Care that
institution-approved protocols should be used by respiratory therapists as the standard of care for
providing respiratory therapy services under qualified medical direction.

Effective 05/16/01
Revised 07/07
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Attachment #4

American Association for Respiratory Care
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063

Position Statement
Home Respiratory Care Services

Home respiratory care is defined as those prescribed respiratory care services provided in a
patient's personal residence. Prescribed respiratory care services include, but are not limited to:

o patient assessment and monitoring

« diagnostic and therapeutic modalities and services
o disease management

o patient, family and caregiver education

These services are provided on a physician's written, verbal or telecommunicated order and
practiced under appropriate law, regulation, and qualified medical direction or physician
supervision. A patient's place of residence may include, but is not limited to: single-family
homes, multi-family dwellings, assisted living facilities, retirement communities, and skilled
nursing facilities.

The goals of home respiratory care are to:

« achieve the optimum level of patient function through goal setting
« educate patients and their caregivers

o administer diagnostic and therapeutic modalities and services

e conduct disease state management

e promote health

It is the position of the American Association for Respiratory Care (AARC) that the respiratory
therapist—by virtue of education, training, and competency testing—is the most competent
health care professional to provide prescribed home respiratory care. The complexities of the
provision of home respiratory care are such that the public is placed at a significant risk of injury
when respiratory care services are provided by unqualified persons, either licensed or unlicensed,
rather than by persons with appropriate education, training, credentials, and competency
documentation.

Although access to home respiratory care is limited at this time by reimbursement for services, it
is the position of the AARC that practitioners who are employed to provide home respiratory
care possess the Certified Respiratory Therapist (CRT) or Registered Respiratory Therapist
(RRT) credential awarded by the National Board for Respiratory Care, as well as state licensure
or certification where applicable.

Effective 12/14/00
Revised 12/07
Revised 07/10
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Attachment #5
Position Statement of the American Association for Respiratory Care

Development of Baccalaureate and Graduate Education Degrees

The continually expanding knowledge base of today’s respiratory care field requires a more highly
educated professional than ever before. The realities of healthcare reform under the Patient
Protection and Affordable Care Act place additional importance on higher education as the
foundation for professional roles and reimbursement for professional services. Factors such as
increased emphasis on evidence-based medicine, focus on respiratory disease management,
demands for advanced patient assessment, and growing complexities of American healthcare
overall, clearly mandate respiratory therapists achieve formal academic preparation
commensurate with an advanced practice role.

American healthcare now requires respiratory professionals who can practice in a diversity of clinical
settings, in leadership and educational settings, and who can function at a higher level of
independence in clinical decision making for their patients. Professional respiratory therapists
must be capable of supporting their patients through the maze of medical services and resources
which are now available to them, educating patients regarding pathophysiology, diagnostic,
treatment regimens and positive self-care for better outcomes and wellness.

Professional respiratory therapists must also prepare themselves for a broader role in community
health, health promotion, health maintenance and coordination across the continuum of their
patients’ medical care.

It is the position of the American Association for Respiratory Care that practicing respiratory
therapists and respiratory therapy students currently in training should be strongly encouraged to
seek higher education beyond the associate degree entry-level to the bachelors’ level, thereby
preparing themselves for greater responsibility and greater independence of function over the
decades ahead.

It is the position of the American Association for Respiratory Care that respiratory therapists seeking
to practice in advanced clinical settings, in leadership roles, and in professional educator roles be
strongly encouraged to seek higher education at the masters or doctoral levels, demonstrating the
value of advanced learning in their own organizations.

The profession of Respiratory Care itself, the leadership of respiratory care departments and services,
and most importantly the care of our patients will be advanced as our members themselves
advance their qualifications through higher academic preparation. Academic institutions which
conduct respiratory therapy education should develop bachelors’, masters’ and doctoral programs
at this time to support the need for such higher education within the field of respiratory care.
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Attachment #6

American Association for Respiratory Care
Position Statement

Concurrent Therapy

draft 2-11-13

In line with its mission as a patient advocate and in order to ensure patient safety and cost-effective
staffing levels in Respiratory Care Departments, the American Association for Respiratory Care has
adopted the following position statement:

Concurrent therapy, also known as "treatment stacking", means providing a defined patient
treatment that has a standard treatment time based on a 1:1 caregiver-patient ratio to more than
one patient at a time. It is the position of the American Association for Respiratory Care that
systems used to define respiratory care staffing levels, inclusive of the practice of concurrent
therapy, should be in compliance with the AARC Position Statement “Best Practices in
Respiratory Care Productivity and Staffing”. Concurrent therapy when applied as a staffing
reduction measure, without regard for the quality of therapy provided is a practice not supported
by the Association.

Managers are advised to audit their operations to determine if therapists are practicing concurrent therapy.
If concurrent therapy is practiced, the reasons should be determined. If concurrent therapy is mainly due
to inadequate staffing levels to accommodate average workload, then the manager should seek to obtain
more staff or implement alternative approaches such as protocols, triage, staggered work hours, etc. If
concurrent therapy is practiced mainly to accommodate the occasional unavoidable peak work load, then
appropriate measures should be implemented to assure that each patient is assessed for appropriateness of
unsupervised therapy. A written policy should state when and how concurrent therapy may be applied in
this context.

The Association also realizes that there is significant variability related to the reasons concurrent therapy
may be practiced. Such practices must be determined on a case-by-case basis and approved by the
medical staff and administration in individual hospitals. The practice can only be supported when the
patients in question have undergone a thorough individual assessment to document that their safety and
outcomes will not be compromised by failing to receive one-on-one care.
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Position Statement Review Schedule

Originally Proposed 02/20/2007;

Last approved by BOD 12/2009; 12/2/2010
Last Update: 11/08/2010, 03/04/2011

Statement Title

Original
Statement
Date

Most
Recent
Review or
Revision

Years
Since Last
Review or

Revision
(2013-x)

Schedule
Review
for 2013

Schedule
Review
for 2014

Schedule
Review
2015

Schedule
Review
2016

Schedule
Review
for 2017

AARC Statement of
Ethics and
Professional Conduct

1994

2012

Administration of
Sedative and
Analgesic Medications
by Respiratory
Therapists

1997

2010

Competency
Requirements for the
Provision of
Respiratory Therapy
Services

1998

2011

Continuing Education

1990

2012

Cultural Diversity

1994

2010

Definition of
Respiratory Care

1987

2011

Delivery of
Respiratory Therapy
Services in Long Term
Care Skilled Nursing
Facilities Providing
Ventilator and/or High
Acuity Respiratory
Care

2009

2010

Hazardous Materials
Exposure

2002

2011

Health Promotion and
Disease Prevention

1985

2011

Home Respiratory
Care Services

2000

2010

Inhaled Medication
Administration
Schedules

2008

2011
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Licensure of
Respiratory Care
Personnel

1990

2012

Pre-Hospital
Mechanical Ventilator
Competency

2007

2011

Pulmonary
Rehabilitation

1973

2011

Respiratory Care
Scope of Practice

1987

2010

Respiratory Therapist
Education

1998

2012

Respiratory Therapists
as Extracorporeal
Membrane
Oxygenation (ECMO)
Specialists

1998

2010

Respiratory Therapy
Protocols

2001

2010

Telehealth

2001

2010

Tobacco and Health

1991

2011

Transport of the
Mechanically
Ventilated, Critically
Injured or 11, Neonate,
Child, or Adult Patient

2009

2012

Best Practices in
Respiratory Care
Productivity and
Staffing

2012

2012

Verbal Orders

1990

2011

Development of
Baccalaureate and
Graduate Education
Degrees

2013

Concurrent Therapy

2002

2011
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Social Media Committee

Submitted by: Brian Cayko - Spring 2013

Recommendations

* No Recommendations to report

Report

The Social Media Committee was established in January 2013.

Members were contacted and ability to serve was discussed.
Committee Charge and Member involvement was outlined.
Conference Call was conducted to review distributed information and to discuss the

committee’s
Charge further along with the mechanism for establishing & discussing recommendations for

the Board.
Current discussions are underway regarding potential recommendations.

Other

Social Media posting & member communication

As to date several members have been very active on social media pursuant to our charge
As to date there has been less than desirable response to my communications from the committee

members
I am hopeful that this is due to the busy period we are currently in as well as the “Newness” of

adding this committee’s responsibilities to daily workloads
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State Government Affairs Committee

Submitted by: John W. Lindsey - Spring 2013

| have reached out to the other committee members and we seem to all be on the same page with
this committee.

| have also sent an e-mail message to each of the State Affiliate Presidents letting them know
that the committee is here and willing to help in any way possible.

Since this is a legislative year, there are many bills being brought before the Senate and House of
Representatives in many states. Ms. Cheryl West will be giving you a report on this.

I will point out one thing from my State of Arkansas. Arkansas has passed a 12-week Abortion

bill. It was vetoed by the governor, but the veto was over-ridden by the senate and house. The
ACLU has already said they would file suit contested the legality of the bill.
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AMA CPT Health Care Professional Adv Comm

Submitted by: Susan Rinaldo Gallo — Spring 2013

Activities

1. Proposed a code for “Mechanical chest wall oscillation to facilitate lung function, per session”.
This was the third attempt to obtain this code and it was approved! The proposed language is
posted below. Notice that it is option D, it’s the fourth revision. It was truly a team effort and
could not have been possible without the support of Drs. Steve Peters, and Mike Nelson from the
ACCP and Dr. Steve Hoffman, ATS. This new code will appear in the 2014 CPT book and will
be active on January 1, 2014.

2. We were able to get this code approved because HFCWO can be performed in clinics and
physician offices. The AMA CPT will not approve codes for non physician health care provider’s
procedures that are exclusively performed in the inpatient world. The reason being that Medicare
does not recognize CPT codes for inpatients due to the DRG system. However, once the code is
active it can be used by RC departments for internal billing and productivity purposes.

3. Cheryl, Ann Marie and | have updated the Coding Resources on AARC.org

High-Frequency Chest Wall Manipulation

ONSITE OPTION D FINAL Feb 1, 2013
Category | -Pulmonary Diagnostic Testing and Therapies

Chest Wall Manipulation for the mobilization of secretions and improvement in lung function can be
performed using manual (94667, 94668) or mechanical (9466X1) methods. Manual techniques include
cupping, percussing, and use of a hand-held vibration device. A mechanical technique is the application of
an external vest or wrap that delivers mechanical oscillation.

94667 Manipulation chest wall, such as cupping, percussing, and vibration to facilitate lung function;
initial demonstration and/or evaluation

94668 subsequent
[19466X1 Mechanical chest wall oscillation to facilitate lung function; each session
Foot note

Here is an excerpt from the minutes of the January — February CPT meeting received 3/313. Its official
and | am doing the happy dance!

Tab 21: Mechanical Chest Wall Oscillation

This issue was presented by Stephen Hoffmann, MD, CPT Advisory Representative from the American
Thoracic Society; Steve Peters, MD, CPT Advisory Committee representative from the American College
of Chest Physicians; and Susan Rinaldo-Gallo, RRT, AARC, CPT HCPAC representative from the
American Association for Respiratory Care. The Presenters indicated no disclosable conflicts of interest
for this issue.

The Panel accepted with modifications on-site option D of this request to establish Category | code
9466X1 and add new guideline language to identify the application of and training for a device to
accomplish mechanical high-frequency chest wall oscillation.

159



Am Assn of Cardiovascular & Pulmonary
Rehabilitation

Submitted by Gerilynn Connors - Spring 2013

Recommendations

None at this time.

AACVPR activities:

1. Day on Hill was held March 6/7, 2013: asking for a technical correction to amend Public Law
110-275 (MIPPA) to allow non-physician practitioners such as physician assistants, advanced
nurse practitioners, and clinical nurse specialists to meet current physician supervision
requirements required in pulmonary rehabilitation and cardiac rehabilitation programs.

2. AACVPR Program Certification Expert Panel - providing recommendations to the AACVPR
Program Certification Committee. Members of committee are: Trina Limberg RRT;chair, June
Schulz RRT, Chris Garvery FNP, MSN and myself

3. Leadership Board Development Committee — I am a member of this committee.

4. Master Fellows Committee — | am a member of this committee
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American Heart Association

Submitted by Brian Walsh — Spring 2013

Recommendations

Recommend that we communicate the AHA clarification via appropriate channels.

Report

Tom, Cheryl and | met with the AHA leadership via a conference call to clarify my last report
and recommendations presented to the BOD. As a reminder, there was a report from Montana
members that the AHA was doing the following:

Issue #1: Montana AHA Regional Office reject RT volunteer application to apply to be ACLS
instructor or AHA Regional faculty based on notion RTs scope of practice will not permit the RT
to provide all the necessary skills needed.

It was pointed out that nurses and pharmacists who are permitted to apply don’t have formal
training (esp pharmacists) in advanced airway mgt. yet they can apply.

Issue #2 RTs are being told that after completing the ACLS course they will not receive a cards
but just a certificate of course completion.

Issue #3 In AHA Manuals there is no mention of RTs as there is for nurses and pharmacists.
Issue # 4 AHA hasn’t applied for AARC approval of continuing ed courses for RTs.
The below is the memo the AHA put out to their training centers.

REMINDER: Clarification on Definition of "Healthcare Provider” in AHA Advanced Courses
We have received several questions about who is eligible to take AHA ACLS and PALS courses,
receive ACLS and PALS course completion cards and subsequently, be eligible for consideration
for an AHA Regional Faculty position. On pages 44 and 54 of the ACLS and PALS Instructor
Manuals, respectively, the target audience for these advanced courses is "any current, active
healthcare provider" who practices ACLS or PALS skills in his or her occupation. Below, we
have provided additional points to clarify the definition of healthcare providers.

« AHA uses the terminology of "any current, active healthcare provider" to be inclusive of any
potential member of a resuscitation team. Also, because the AHA’s course materials are
translated into up to 12 languages and used in more than 40 countries, the terminology is
broad enough to account for the fact that certain professions outside of the US do not
require the same level of licensure as is required in the US.

» Examples of "any current, active healthcare provider” include, but are not limited to:
physicians, nurses, paramedics, physician assistants, nurse practitioners, advanced
practice nurses, dentists, respiratory therapists, pharmacists or any other provider who
may be part of a resuscitation team. Therefore, there is no limitation for current, active
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healthcare providers to attend AHA advanced courses or to be considered as Instructors
for AHA advanced courses.

» Likewise, there is no limitation for any AHA Instructor to apply for Regional Faculty status
based on his or her level of licensure. For example, a respiratory therapist who applies to
become Regional Faculty will not be denied status solely on the basis of his or her level
of licensure.

Other

The AARC and AHA concluded our 12/21 call with 3 follow-up items: send clarification
message out in the ECC Beat, send message to AHA field-based volunteers; and forward AARC

offer to assist with CEs’. Please see the below updates:

AARC offer to provide CE’s for RTs: After we completed our call on 12/21/12, I provided an
overview of the call along with the follow-up to a list of AHA staff that needed to be either
informed or assisting in delivering outcomes. The person who manages this process from our
department . The two parts of her response are below:

0 She confirmed that “It is up to the individual training centers to seek credit for other
professions for their classroom courses.”

0 She also explained that we have never received a request to provide CEs for RTs, but she
would work with the AHA Professional Education Department to add this as a possible future
enhancement. All CEs offered by the AHA is managed centrally through Professional Ed.

- ECC Beat: This message was published and transmitted this past Friday (2/15). Click on ECC
Beat to view this online newsletter. Then, scroll down to the TCC Tidbits section. The message
is the third topic labeled: REMINDER: Clarification on Definition of "Healthcare Provider" in
AHA Advanced Courses. This newsletter covers all 3,300+ Training Centers, plus approximately
5,000 field based volunteers

- Message to volunteers: The above message will be repackaged and sent to all 48 Regional
Committee members and transmitted within the next 10 business days. These volunteers are a
subset of the 5000 volunteers mentioned above. The goal is to resend the message and increase
the chance that the message is received. Lastly, we will include this topic during our Spring
planning calls with our Regional Chairpersons (volunteer leadership).
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American Society for Testing and Materials

Submitted by Robert McCoy — Spring 2013

Nothing to report
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Chartered Affiliate Consultant

Submitted by Garry Kauffman — Spring 2013

Recommendations: None
Report:

| have remained in contact with those chartered affiliates with whom | have worked over the past

5 years to provide ongoing assistance to their business planning and operations.

As | am typing this report, | have been notified by the Georgia Society for Respiratory Care
President that they are interested in having me work with their board to develop an operating
plan to guide their affiliate. As soon as | receive the official request, | will forward to AARC

President George Gaebler for his review and approval.

| appreciate the support of the AARC leadership, AARC Executive Office, and the Chartered
affiliate leadership-all of whom demonstrate the commitment, dedication, and passion to make

these efforts both rewarding and successful.
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Committee on Accreditation of Air Medical
Transport Systems

Submitted by Steve Sittig — Spring 2013

The CAMTS Board of Directors held an additional board meeting in January via teleconference
for additional deliberations and business items. We also discussed the pending levels of care
standards after a public comment period. Discussion also centered on the new standards for
medical escort services which is a new area of accreditation

The CAMTS BOS is scheduled to meet again in April in Austin Texas prior to the Critical Care
Medical Transport Conference. We will be deliberating on 18 reaccreditations, 7 new programs
and 3 Progress reports in addition to normal business discussions.
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Extracorporeal Life Support Organization

Submitted by Donna Taylor — Spring 2013

No recommendations at this time

Report

The ExtracorJooreaI Life Support Organization (ELSO) Steering Committee on which | serve met
February 23" at the 29th Annual Children’s National Medical Center ECMO Symposium in
Keystone Colorado. ELSO continues to expand across the globe. In addition to long
established centers in the US, Canada and Europe, Asia and Latin America are developing active
ECMO centers. Latin America now has the most growth in cases relative to size.

Very important decisions are due to be made this year regarding the future and growth of ELSO
as an organization. The organization has grown out of the University of Michigan.
Determining how to proceed forward with the important work of the organization—the ELSO
Registry, education, printing of ELSO materials, monies collected by the organization for grants
and projects—prompted the organization to seek council as to the best course of action to
support ELSO. The chairman of the Steering Committee will soon receive the results of a third
consultant report to determine if this relationship with the University of Michigan should
continue, end or partner with a nonprofit organization to be founded to deal with the growth and
increased responsibilities of the ELSO organization.

ELSO is considering revising the ELSO Registry to include more data fields to make the registry
more valuable to ECMO research. The ELSO registry was utilized by Berlin heart to get the
Berlin heart FDA approved last year in an unprecedented matched pairs trial.

Increasing demand for educational offerings with simulation training for ECMO may require
additional personnel and resources from ELSO. The new ELSO website is evolving quickly as
well and requiring more resources, time and expertise than available from the steering committee
and subcommittee members.

The ELSO guidelines are now being revised and will have additional subjects added. These
guidelines will be passed among the steering committee members to review before publishing.
The steering committee member responsible for the revisions, Dr. Dan Brodie, is not only the
Director of the ECMO Program at Columbia University, but also co-director of the Center for
Acute Respiratory Failure and Associate Chief of the Division of Pulmonology, Allergy and
Critical Care Medicine. These qualifications should lead to a more robust set of guidelines.

A case study that I submitted for the Keystone conference, “Extubation Of A 6 Year Old On

ECMO” was accepted and I was honored to be able to present this case study in an oral
presentation at the conference.
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International Council for Respiratory Care

Submitted by Jerome Sullivan — Spring 2013

Recommendations

None

Report

I. International Education Recognition System (IERS): Demand for approval of International
Respiratory Care Educational programs and seminars continues to grow. Already in 2013 six
programs have been approved or are under review. Requests for IERS approval have been

received this year from the following:

Tokyo, Japan January - approved

Tokyo, Japan February - approved

Cairo, Egypt March — approved

Jeddah, Saudi Arabia May — under review
Xia Men City, China May — under review
Shanghai, China July - under review

Il."The 7™ Congress of the Chinese Society of Critical Care Medicine”, May 23 - 27, 2013,
Xia Men City, Fujian Province, China. This is a national meeting being sponsored by the
CSCCM. This is an historic event in that it is the first time the CSCCM has dedicated a Section
of the Congress to Respiratory Care Clinical Practice. Three members of the ICRC Executive
Committee have been invited and will participate as faculty in the meeting.
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Joint Commission - Ambulatory PTAC

Submitted by Suzanne Bollig — Spring 2013

Recommendations - None at this time.

Report
The Ambulatory Professional and Technical Advisory Committee (PTAC) met by conference

call on November 29, 2012. The purpose of the meeting was to review and discuss the results of
a field review of proposed standards changes for the Ambulatory accreditation program.

* The majority of recommended changes from the field review was considered minor and

primarily was clarification of definitions.

» Standard HR.02.01.03: The organization grants initial, renewed, or revised clinical privileges to
individuals who are permitted by law and the organization to practice independently.
Recommended revisions included the definitions of "primary sources" and a listing of acceptable

resources. There were no major disagreements within the committee.

* The definition of "discharge" from care was debated among the different representatives and

ultimately the original definition and use of the term in the standards was left intact.

Other
The next PTAC Committee conference call is scheduled for Friday, March 15, 2013.

Respectfully submitted,

Suzanne Bollig
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Joint Commission - Home Care PTAC

Submitted by Joe Lewarski — Spring 2013

Recommendations - No recommendations at this time

Other
The next scheduled PTAC conference call is March 20, 2013.
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Joint Commission - Lab PTAC

Submitted by Franklyn Sandusky — Spring 2013

Recommendations - None

Report
The first Lab PTAC meeting of 2013 is March 21.

There is nothing to report at this time.
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National Asthma Education & Prevention
Program

Submitted by Natalie Napolitano — Spring 2013

Last meeting was a webinar on February 4™ that lasted 3 hours. It appears that this may be the
new method for these meetings instead of the 2 day in person meetings.

NHLBI Update: Dr. Gary Gibbons was announced to the group as the new director of NHLBI
and that he has a continued commitment to the NAEPP. They are developing a small workgroup
of NEAPP members to review and discuss the FDA proposal for Over-The-Counter (OTC)
asthma medications. As this is a hot topic for everyone on the NAEPP and their partner
organizations, the full NAEPP coordinating committee will receive updated on the activity of this
group. The goal is to produce an official opinion or white paper on the topic of OTC asthma
medications.

| had a subsequent call with Rachel Tracy, Acting Coordinator of NAEPP, to inquire
about my unanswered question from the webinar for the names of the individuals that
will be part of this focus group. The group has not yet been appointed, thus there are no
names to give at this time. | offered the support and cooperation of the AARC if they
need recommendations for individuals to be part of this group, that if the NAEPP wanted
participation from the AARC that individual would not necessarily be me but that the
AARC president would recommend the appropriate person for the specific committee
and within t the requirements of what they are looking for as participants (i.e. pulmonary
physician, extensive researcher in asthma, etc.). — I will keep the George and Tom
informed as new information comes in from this committee prior to the next BOD
meeting.

School subcommittee has 2 new/updated publications that I participated in as an editor: “Asthma
& Physical Activity in the Schools” & “Managing Asthma: A Guide for Schools”. They
documents are available on the NAEPP site for order (or will be soon).

EBR-4: The NHLBI is changing their process for systemic reviews. Once this process if
finalized we will be conducting the EBR 4 update of the guidelines. It will not be a full review
but will include updates to several topic areas that have new literature or will ass sections that
now have enough literature to discuss and give an opinion on. Once the process at NHLBI is
finalized there will be a call for suggested participants in the review group and the topics of
which will be reviewed. 1 will inform you all of this timely information so that we can have
opinion on both topics and recommend individuals to be part of the review group.

Lung Division Update: Dr. Kelly gave an update on the Lung Division activities since the last
meeting and specifically a clinical research update form AsthmaNet (network of 9 asthma
research centers with NIH grant funded projects). Upcoming research includes the topic of
vitamin D in pregnant woman with asthma (and effect on asthma development in their babies),
home-based asthma education programs in headstart, and asthma medication use in African-
American children.

NACI Update: The 26 NACI funded projects gave their update. As all programs have reached
the end of their funding and they are in the publication phase and we should be seeing these
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publications soon. The coordinating committee will be updated as the publications are accepted
and printed. As a reminder the NACI projects all surround programs to implement the EPR-3
guidelines using various methods and programs as well as the effectiveness of the guidelines in
different populations.

President’s Task Force on Environmental Health Risk and Safety Risk to Children: Sandra
Howard, Senior Environmental Health Advisor to the Office of the Assistant Secretary for
Health, introduced key components to improve delivery of the President’s Task force related to
Asthma.
e Identifying priority issues of Environmental health and safety risks to children that are
best addressed through interagency efforts
e Recommending and implementing efforts
e Communicating information to Federal, State and Local decision makers to protect
children from risk

The task force priorities include addressing asthma disparities, chemical exposure, and settings
(such as home and school). To assist with this an asthma disparities action plan was launched in
May of 2012 with the help of more than 80 members of federal, clinical, scientific and lay
voluntary groups and community leaders. The r4 key strategies that fall into 3 areas of focus:
surveillance/research, policy and public health intervention.

We discussed through question answer 2 of the 4 strategies and possible ways to achieve them.

The next meeting/webinar has not been scheduled as of yet. | will continue communicating with
the BOD as timely requests and information occurs so that they can be kept up to date.
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Natl Coalition/Health Professional Education
In Genetics

Submitted by Linda VVan Scoder — Spring 2013

The Genetic Alliance, in partnership with the March of Dimes, put together a letter supporting
the continuation of the Secretary’s Advisory Committee on Heritable Disorders in Newborns and
Children. We were able to add the AARC’’s name to the letter. That charter was set to expire in
April, which could have affected government policies on newborn screening.

I will continue to monitor Genetic Alliance communications for opportunities to support our

patients’ needs.
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National Sleep Awareness Roundtable

Submitted by: Anne Marie Hummel - Spring 2013

Recommendations:

% No recommendations
Report

The National Sleep Awareness Roundtable (NSART) held its spring meeting on February 28,
2012. NSART has been funded under a 5-year grant from the National Sleep Foundation (NSF)
and faces a new bidding cycle in September when the current grant runs out. Whether it will
continue under the auspices of its current name or become a different entity will not be known
until fall. There are currently 30 member organizations that comprise the Roundtable.

Mark Rosekind, a Member of the National Transportation Safety Board gave a presentation on
The Role of Sleep in Transportation Safety. The Board is responsible for determining the
probable cause of accidents involving all modes of transportation and making recommendations
to prevent their recurrence. He noted that fatigue accounts for almost 80% of accidents.

CDC updated members on its sleep surveillance activities including its recent Morbidity and
Mortality Weekly Report (MMWR) on Drowsy Driving. CDC plans to develop a new sleep
module in the BRFSS based on recommendations from NSART members focusing on
perceptions about sleep importance/priority, talking with a health provider about sleep and
products used to either keep alert or induce sleep.

The National Sleep Foundation presented data from its latest Sleep in America® Poll on Sleep
and Exercise. Key findings include the following: 1) exercisers say they sleep better, 2) vigorous
exercisers report the best sleep, 3) non-exercisers are the sleepiest and have the highest risk for
sleep apnea, 4) less time sitting is associated with better sleep and health. NSF has amended its
sleep recommendation for “normal” sleepers to encourage exercise without any caveat to time of
day as long as it is not at the expense of sleep. Those with chronic insomnia should continue to
restrict late evening and night exercise if it is part of the treatment regimen.

NSART accomplishments include the addition of sleep health as a Healthy People 2020 topic,
promoting press releases for national Sleep Awareness Week®, Drowsy Driving Prevention
Week® and the Sleep in America® poll; writing a commentary on Sleep is a Healthy Behavior,
and providing a place for diverse stakeholders in the sleep field to share ideas, information and
data.
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Neonatal Resuscitation Program

Submitted by John Gallagher — Spring 2013

Recommendations

No recommendations at this time

Report

The NRP Steering Committee met in March at the AAP headquarters in ElIk Grove, Illinois. This
was their semi-annual meeting which is routinely held there for the Spring session. Later this
Fall, the Committee will meet at the site of the AAP national convention in Orlando, Florida.
Following the meeting, the committee and its liaisons will host a NRP Current Issues Seminar
for NRP providers and instructors.

Current initiatives within the committee are a redesign of the regional trainer role. Among many
ideas is one to have a select few trainers (yet to be titled) in zones throughout the United States.
Within each zone, the hope would be to have a respiratory therapist identified as lead trainer that
could facilitate training in their zone. | suggested that this may also serve well as a feeder system
for future liaisons from the AARC to the committee. More details will be provided as the process
unfolds.

Also of current debate is whether or not all NRP providers should have to complete all lessons of
NRP to satisfy the basic requirement. At this time, instructors have the option of skipping
sections related to medication administration if the duty does not fall upon a specific discipline,
like RT. I have strongly advocated that all providers should learn all lessons, including
medication delivery, as a means of understanding the entire flow of the guidelines. To support
this position, | have written an article for the upcoming NRP Instructor Update in which I discuss
the background of respiratory care and the many roles of the respiratory therapist. Any further
decisions will be shared by this liaison.

No further updates.
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Reports



Asthma Disease Management

Submitted by: Michael Shoemaker — Spring 2013

Recommendations

We would like to change the name of the roundtable

We will keep you posted with our suggestions

Report

Members of the roundtable met during the Congress for an hour. Suggestions were made to
possibly change name of the committee and we will be holding a teleconference to discuss ideas
brought up during this meeting.

Details of teleconference to come

e We also submitted 2013 AARC Congress asthma topic ideas for submission and we are
waiting to hear if they were approved

e Atrticle ideas were also submitted for asthma topics for future AARC Times.

e Roundtable members will likely be involved in an IRB approved, multi-center study: A
Survey of Asthma Knowledge Across Multiple Disciplines. Will update with new
information as available.
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Consumer

See Executive Director Report
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Disaster Response

Submitted by Charles Friderici — Spring 2013

Recommendations

None

Report

There has been increased activity in posting documents and downloads in the AARC connect
space for the roundtable

We have begun to see some posting and dialogue in the discussion forums of the roundtable.

I will continue to post relevant materials, and engage other members in discussion of these
materials.

We have seen a slight increase in the number of members in the roundtable. I will continue to
promote it in my AARC connect blog.

I will be reaching out as well to therapists to encourage them to become active with HHS, either
in a DMAT, or locally in the medical reserve corps or other similar groups.
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Geriatrics

No report submitted as of March 28, 2013
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Hyperbaric

Submitted by Cliff Boehm — Spring 2013

Recommendations

No new recommendations

Report

Two items discussed in the AARConnect HBO Roundtable:
Disinfection of ventilator components

reimbursement for a new indication for HBOT: medicare approval for idiopathic sudden

sensorineural hearing loss

Other

no new information
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Informatics

No report submitted as of March 28, 2013
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International Medical Mission

Submitted by Lisa Trujillo — Spring 2013

Recommendations

No new recommendations at this time.

Report

Membership has increased to 74. Following the November Congress IMMR meeting, folders
have been created within the roundtable library to allow for sharing information related to (a)
donations available for mission trips, (b) education presentations used in community and clinical

health education, and (c) available mission trips.

Other

Side note: National involvement in mission trips seems to be growing through exposure to this
roundtable, AARC Times articles and AARC Congress presentations on International Missions.

My mission trips to Ghana this summer will include 5 out of state RTSs.
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Military

Submitted by Harry Roman — Spring 2013

Recommendations

None at this time

Report

The Military Roundtable is requesting the AARC BOD to support and to promote the following
initiatives:

* H.R. 4057, "The Improving Transparency of Education Opportunities for Veterans Act", signed
into law Jan 2013.

This law strengthens the educational benefits afforded to veterans and will give them the best
available information available about higher education.

The AARC could attract veterans into pursuing an education and a career as respiratory
therapists as they transition from active duty to civilian life.

http://veterans.house.qov/press-release/veterans-bills-become-law

* The VOW to Hire Heroes Act of 2011 also known as the Veterans Retraining Assistance
Program (VRAP) was recently passed by Congress to provide assistance for unemployed
Veterans.

The VRAP will provide training for programs of education that lead to a high demand
occupation including Respiratory Therapy. http://www.benefits.va.gov/VOW/education.htm

Other

The Military Roundtable has been promoting the RC Journal and the AARC Connect to the
active duty military RTs through other social media outlets.
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Neurorespiratory

Submitted by Lois Rowland Spring 2013

Membership increased to current 125 members with the assistance of Sherry Milligan merging
related groups in December 2012. In October, there were 60 Neurorespiratory Roundtable
members, yet 87 members in AARConnect with the Neuromuscular identifier.

Ten lectures were submitted from the roundtable for the 2013 AARC International Congress.
The proposals are from 4 speakers, 2 of whom are international.
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Research

Submitted by John Davies — Spring 2013

Recommendations

None

Report

Membership has increased to 86. Discussions have picked up slightly especially in regards to the
recent OSCILLATE and OSCAR Trials. | have spoken to a few key members about their lack of
contribution. They cited large workloads at their institutions but said they would try and
contribute as the abstract deadline gets closer. I’m hoping to stimulate more discussion with

periodic reviews of RC Journal articles.
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Simulation

Submitted by Julianne Perratta — Spring 2013

Recommendations

None at this time

Report

Several simulation-based workshops were submitted to the AARC Program Planning
Committee, including ones that would incorporate more experiential learning and active
simulation during the congress and/or summer forum. Will await to hear the committee’s

decision

The next quarter goals are to elicit more sharing of programs and ideas using the Roundtable site
on AARConnect, and solicit suggestions from Roundtable members for continuing topics in the

discussion board and file sharing sections.
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Tobacco Free Lifestyle

No report submitted as of March 28, 2013

188



Ad Hoc
Committee
Reports



Ad Hoc Committee on Cultural Diversity In
Patient Care

Submitted by Joseph Huff — Spring 2013

Recommendation

None

Charge
Develop a mentoring program for AARC members with the purpose of increasing the Diversity
of the BOD and HOD.

Status

Beginning recruiting candidates for the Summer HOD Meeting.

Charge
The Committee and the AARC will continue to monitor and develop the web page and other
assignments as they arise.

Status
Ongoing

Other

Reviewed the Mission Statement for the Committee
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Ad Hoc Committee on Officer Status/US
Uniformed Services

No report submitted as of March 28, 2013
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Ad Hoc Committee on Leadership Institutes

Submitted by Toni Rodriguez — Spring 2013

Recommendations

None

Report

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 2013

Development of module content continues. A deadline of April 1st has been set for the tracks
currently under contract to include Research and Education. We are still seeking developers for
the Management Track. Even with this delay we have targeted a roll-out for fall 2013.

Other
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,
Timothy BS, RRT-NPS; Van Scoder, Linda (Education Institute Chair) EdD, RRT, FAARC,
John Walton MBA, RRT FAARC

Staff Liaisons: Tom Kallstrom, RRT FAARC, Shawna Strickland PhD, RRT-NPS, AE-C,
FAARC
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Ad Hoc Committee on 2015 & Beyond

Submitted by Toni Rodriguez — Spring 2013

Recommendations

None

Report

Committee Co-Chairs are waiting for final confirmation of committee charges and membership.

There is no committee activity to report at this time.
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Ad Hoc Committee to Recommend Bylaws
Changes

Submitted by Denise Johnson — Spring 2013

AARC Bylaws

ARTICLE I - NAME

This organization shall be known as the American Association for Respiratory Care, incorporated under the
General Not-For-Profit Corporation Act of the State of Illinois, hereinafter referred to as the Association.

ARTICLE Il - OBJECT
SECTION 1. PURPOSE

AARC Vision/Mission Statement

The American Association for Respiratory Care (AARC) will continue to be the leading national
and international professional association for respiratory care. The AARC will encourage and
promote professional excellence, advance the science and practice of respiratory care, and serve
as an advocate for patients, their families, the public, the profession and the respiratory
therapist.

The Association is formed to:

a. Encourage, develop, and provide educational programs for those persons interested in respiratory
therapy and diagnostics, hereinafter referred to as Respiratory Care.

b. Advance the science, technology, ethics, and art of respiratory care through institutes, meetings, lectures,
publications, and other materials.

c. Facilitate cooperation and understanding among respiratory care personnel and the medical profession,
allied health professions, hospitals, service companies, industry, governmental organizations, and other
agencies interested in respiratory care.

d. Provide education of the general public in pulmonary health promotion and disease prevention.

SECTION 2. INTENT

a. No part of the monies of the Association shall inure to the benefit of any private member or individual,
nor shall the Association perform particular services for individual members thereof.
b. The Board of Directors shall provide for the distribution of the funds, income, and property of the
Association to charitable, educational, scientific, or religious corporations, organizations, community
chests, foundations, or other kindred institutions maintained and created for one or more of the foregoing
purposes, if at the time of distribution the payee or distributees are exempt from income taxation, and if
gifts or transfers to the payee or distributees are then exempt from taxation under the provisions of Sections
501, 2055, and 2522 of the Internal Revenue Code or changes which amend or supersede the said sections.
c. In the event of the dissolution of this Association, whether voluntary or involuntary, all of its remaining
assets shall be distributed in such a manner as the Board of Directors of this Association shall by majority
vote determine to be best calculated to carry out the objectives and purposes for which the Association is
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formed. The distribution of the funds, income, and property of this Association upon the dissolution may be
made available to any charitable, educational, scientific, or religious corporations, organizations,
community chests, foundations, or other kindred institutions maintained and created for one or more of the
foregoing purposes, if at the time of distribution the payee or distributees are then exempt from income
taxation, and if gifts or transfers to the payee or distributee are then exempt from taxation under the
provisions of Sections 501, 2055 and 2522 of the Internal Revenue Code or changes which amend or
supersede the said sections.

d. The Association shall not commit any act which shall constitute the unauthorized practice of medicine
under the laws of the State of Illinois or any other state.

ARTICLE Il - MEMBERSHIP
SECTION 1. CLASSES

The membership of the Association shall include three classes: Active Member, Associate Member, and
Special Member.

SECTION 2. ACTIVE MEMBER

An individual is eligible for Active Membership if he/she lives in the United States or its territories or was
an Active Member prior to moving outside its borders or territories, and meets ONE of the following
criteria: (1) is legally credentialed as a respiratory care professional if he/she is employed in a state or
territory that maintains a legal credential for respiratory care professionals OR (2) is a graduate of an
educational program in respiratory care accredited by an AARC- recognized agency, OR (3) holds a
credential issued by an AARC-recognized agency. An individual who was an AARC Active Member in
good standing on December 8, 1994, will continue as such, providing his/her membership remains in good
standing. Active Members in good standing shall be entitled to all the rights and privileges of membership
of the Association including: the rights to hold office, hold committee chairs, and vote.

SECTION 3. ASSOCIATE MEMBER

Individuals will be classified as Associate Members if they hold a position related to respiratory care but do
not meet the requirements to become Active Members. Associate Members shall have all the rights and
privileges of membership except that they shall not be entitled to hold office, vote, or serve as a director,
chair of any standing committee or specialty section of the Association. There shall be the following
subclasses of Associate Membership:

a. Foreign Member — Individuals will be classified as foreign members if they meet all the requirements
for Associate Membership and they are citizens of or reside in any country other than the United States of
America.

b. Student Member — Individuals will be classified as Student Members if they meet all the requirements
for Associate Membership and are enrolled in an educational program in respiratory care accredited by, or
in the process of seeking accreditation from, an AARC-recognized agency.

c. Foreign Student Member — Individuals will be classified as Foreign Student Members if they meet all
the requirements for a Foreign Member and are enrolled in an educational program in respiratory care
which is accredited or is seeking accreditation by an appropriate governmental or professional accrediting
agency.

d. Physician Member — Individuals will be classified as Physician Members if they meet all the
requirements for Associate membership and are duly licensed as doctors of medicine or osteopathy.

e. Industrial Member — Individuals will be classified as Industrial Members if they meet all the
requirements for Associate Membership and their primary occupation or business or a majority of their
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business time is directly or indirectly devoted to the manufacture, sale, or distribution of equipment or
products which are directly or indirectly used in the area of respiratory care.

SECTION 4. SPECIAL MEMBER

a. Life Member — Life Members shall be members who have rendered outstanding service to the
Association as Active Members. Life Members shall have all the rights and privileges of active
membership of the Association. Life Members shall be exempt from the payment of dues. Hereinafter all
references to Active Members shall refer to both Active and Life Members of the Association.

b. Honorary Members — Honorary Members shall be persons who have rendered distinguished service to
the field of respiratory care. Honorary Members shall have all the rights and privileges of Associate
Membership of the Association. Honorary Members shall be exempt from the payment of dues.

c. General Member — General Members shall be individuals who have an interest in respiratory care and
who do not qualify for other membership classifications. General Members shall have all the rights and
privileges of Associate Membership in the Association.

SECTION 5. PREREQUISITES
FOR MEMBERSHIP

Applicants for membership shall meet all the qualifications of the class of membership for which they
apply. As a condition of membership, all Members shall be bound by the Articles of Incorporation, Bylaws,
standing rules, code of ethics, and other rules, regulations, policies, and procedures adopted from time to
time by the Association.

SECTION 6. APPLICATION
FOR MEMBERSHIP

a. Applicants for membership shall submit their completed official application to the Executive Office of
the Association.

b. The names and addresses of applicants accepted by The Executive Office shall be submitted for
publication.

c. Any member or members may object to approval of an applicant for membership by filing written
objection with the Executive Office within (30) calendar days after publication of the applicant’s name. If
an objection is received, the Executive Office shall promptly notify the President, Judicial Committee
Chair, the applicant, and the Chartered Affiliates-President. Whenever there is an objection, the Judicial
Committee shall reevaluate the application and make a decision regarding admission.

SECTION 7. SPECIALTY SECTIONS

a. Specialty Sections representing particular areas of interest within respiratory care shall be made
available to Active, Associate, and Special Members of the Association. The purpose, organization and
responsibilities of Specialty Sections shall be defined in the policies and procedures of the Association.
Specialty Sections with a minimum of 1000 active members may be considered for a seat on the Board.
b. The active members of each Specialty Section shall elect a Chair-elect every third year. Elections shall
be staggered such that a maximum of one third (1/3) of section chairs-elect shall be elected each year.

SECTION 8. PAYMENT OF DUES

Each member of the Association, except Life Members and Honorary Members, shall pay dues in such
amounts and in such manner as may be established annually by the Board of Directors.
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SECTION 9. ETHICS

If the conduct of any member shall appear to be in violation of the Articles of Incorporation, Bylaws,
standing rules, code of ethics, or other regulations, policies, or procedures adopted by the Association, or
shall appear to be prejudicial to the Association’s interests, such members may be reprimanded, suspended,
expelled, or have their membership status reclassified in accordance with the procedures set forth in the
Association’s policies and procedures.

ARTICLE IV - OFFICERS
SECTION 1. OFFICERS

a. The Officers of the Association shall consist of the President, Immediate Past President, Vice President
for Internal Affairs, Vice President for External Affairs, Secretary-Treasurer, and in alternate years
President-Elect, and shall be elected in accordance with the provisions of Article XII, Section 2 (b).

b. Officers of the Association shall not concurrently be members of national respiratory care credentialing
or accreditation bodies, chartered affiliate staff or voting members of their Board of Directors.

SECTION 2. TERM OF OFFICE

a. The term of office for the President-elect shall be one (1) year. The term of office for the

President, Immediate Past President, Vice President for Internal Affairs, Vice President for External Affairs,
and Secretary-Treasurer shall be two (2) years. The term shall begin immediately following the Annual
Business Meeting.

b. The President-elect shall complete immediate successive full terms for the offices of President-elect,
President, and Immediate Past President before being eligible to serve a successive term in any elected
office.

SECTION 3. VACANCIES IN OFFICE

a. In the event of a vacancy in the office of President, the Immediate Past President shall resume the duties
but not the office of President until a special election can be held to fill the office.

b. In the event of a vacancy in the office of President-elect due to resignation or inability to perform duties,
the Vice President for Internal Affairs shall assume the duties, but not the office, of the President-elect and
shall also continue to serve as Vice President for Internal Affairs until a special election is held to fill the
office of President-elect.

c. Any vacancy in the office of either Vice President or the Secretary-Treasurer shall be filled by the
appointment of a qualified individual by the Board of Directors. Individuals so appointed shall serve until
the next scheduled election for that office.

d. In the event of a vacancy in the office of immediate Past President, the most recent Past President will
assume the office of Immediate Past President. If that person is unable or unwilling to serve, the office shall
be filled by the appointment of a qualified individual by the Board of Directors. Individuals so appointed
shall serve the remainder of the term.

SECTION 4. DUTIES OF OFFICERS

a. President — The President shall be the Chief Executive Officer of the Association. The President shall
preside at the Annual Business Meeting and all meetings of the Board of Directors; prepare an agenda for
the Annual Business meeting and submit it to the membership not fewer than thirty (30) calendar days prior
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to such a meeting in accordance with Article VI of these Bylaws; prepare an agenda for each meeting of the
Board of Directors and submit it to the members of the Board not fewer than fifteen (15) calendar days
prior to such meeting; appoint standing and special committees subject to approval of the Board of
Directors; be an ex-officio member of all committees except the Elections Committee; and present to the
Board of Directors and membership an annual report of the Association.

b. President-elect — The President-elect, if sitting, shall perform duties as assigned by the President or
Board of Directors.

c. Vice President for Internal Affairs — The Vice President for Internal Affairs shall serve as a liaison to the
committees and groups of the Association as designated by the President and perform such other duties as
shall be assigned by the President or the Board of Directors. The Vice President for Internal Affairs shall
assume the duties of the President-elect in the event of the President-clect’s absence, resignation, or
disability, but will also carry out the duties of the office of the Vice President for Internal Affairs.

d. Vice President for External Affairs — The Vice President for External Affairs shall serve as a liaison to
committees and groups as designated by the President, and perform such other duties as shall be assigned
by the President or the Board of Directors.

e. Secretary-Treasurer — The Secretary Treasurer shall see that full and accurate accounts are kept; see that
the Executive Office submits monthly financial statements to the Board of Directors, House of Delegates
Officers, and the Finance Committee within a reasonable period of time after the monthly closing of the
books, make a complete written yearly report at the Annual Business Meeting; keep complete and accurate
minutes of meetings of the Board of Directors, Executive Committee, Finance Committee, the Annual
Business Meeting, and any other meeting as directed by the President; and perform such other duties as
shall be assigned by the President or the Board of Directors. At the expense of the Association, the
Secretary-Treasurer shall be bonded in an amount determined by the Board of Directors.

f. Immediate Past President — The Immediate Past President, shall advise and consult with the President,
serve as a member of the Bylaws Committee, serve as a liaison to the Board of Medical Advisors and
perform such other duties as shall be assigned by the President or the Board of Directors. If the office of
President becomes vacant, the Immediate Past President will resume the duties of President until a special
election can be held.

ARTICLE V - BOARD OF DIRECTORS

SECTION 1. COMPOSITION
AND POWERS

a. The executive government of the Association shall be vested in a board of at least seventeen (17) and no
more than eighteen (18) Active Members consisting of at least five (5) Officers, and twelve (12) Directors-
at-Large, and/or Section Chairs serving as a Director. So long as the number of Section Chairs serving as
Directors is at least six (6), the number of at-Large Directors shall be equal to the number of Section Chairs
serving as Directors. If the number of Section Chairs serving as Directors is less than six (6), the number of
at-Large Directors shall be increased to assure a minimum of twelve (12) director seats on the Board of
Directors. The Immediate Past Speaker of the House of Delegates, the Chair of the Presidents Council, and
the Chair of the Board of Medical Advisors shall serve as non-voting members. Directors shall be elected
in accordance with the provisions of Article XI1, Section 2 (b).

b. Members of the Board of Directors shall not concurrently be members of national respiratory care
credentialing or national respiratory care accreditation bodies, chartered affiliate staff or voting members of
their Board of Directors.

c. The President shall be the Chair and Presiding Officer of the Board of Directors and the Executive
Committee. The President shall invite such individuals to the meetings of the Board as deemed necessary,
who shall have the privilege of voice but not vote.
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SECTION 2. TERM OF OFFICE

Up to one-third (1/3) of the at-Large Directors shall be elected each year, and the term of office for all
Directors shall begin following the Annual Business Meeting and shall be three (3) years.

SECTION 3. DUTIES

The Board of Directors shall:

a. Supervise all the business and activities of the Association within the limitation of these Bylaws.

b. Employ a business counsel to be identified as the Executive Director, who shall manage the Executive
Office from which the business of the Association is conducted.

c. Govern the activities of the Executive Director.

d. Grant charters to affiliates which meet the requirements for affiliation upon recommendation of the
Chartered Affiliates Committee; and have the power to revoke charters.

e. Adopt and rescind standing rules, regulations, policies, and procedures of the Association.

f. After consideration of the budget, determine for the following year the amount of membership dues,
remunerations, stipends, and other related matters.

g. Furnish the elections committee with the names of qualified candidates for AARC Officers.

h. Perform such other duties as may be appropriate for the management of the Association.

SECTION 4. VACANCIES

a. Any vacancy that occurs in the office of an at-Large Director shall be filled by appointment by the
Board of Directors.

b. An appointed at-Large Director shall serve until the next scheduled election, or until a successor is
elected.

c. Any vacancy that occurs in the office of Section Chair serving as a Director shall be filled by the Chair-
elect of that Specialty Section, if one is serving at that time. The ascending Chair-elect shall serve the
unexpired term of the Chair and his or her own three (3) year term. If there is no Chair-elect, that Specialty
Section will hold a special election of a Chair, who will serve the unexpired term and his or her own three
(3) year term.

d. If no Chair-elect is serving at the time of vacancy, the vacancy shall be filled by appointment, of a
member of that Specialty Section, by the Board of Directors. An appointed Section Director shall serve
until the next scheduled election, or until a successor is elected.

e. The Board of Directors shall have the power to declare an office or seat on the Board of Directors vacant
by a two-thirds (2/3) vote upon refusal, neglect or inability of any officer or director to perform their duties,
or for any conduct deemed prejudicial to the Association. Written notice shall be given to the member that
the office has been declared vacant.

SECTION 5. MEETINGS

a. The Board of Directors shall meet immediately preceding and immediately following the annual
Business Meeting of the Association and shall hold not fewer than two (2) regular and separate meetings
during the course of the year.

b. Special meetings of the Board of Directors shall be called by the President at such times as the business
of the Association shall require, or upon written request by the majority of the Board of Directors filed with
the President and the Executive Director of the Association.

c. Meetings of the Board of Directors may be in person, by telephone or video conferencing or other
electronic means as shall be determined by the Board of Directors.

d. A majority of the Board of Directors shall constitute a quorum at any meeting of the Board.
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SECTION 6. VOTE OF MEMBERSHIP

Whenever, in the judgment of the Board of Directors, it is necessary to present any business to the
membership, prior to the next Annual Business Meeting, the Board of Directors may, unless otherwise
required by these Bylaws, instruct the Elections Committee to conduct a vote of the membership. Such
votes shall require approval of a majority of the valid votes received within thirty (30) calendar days after
date of such submission to the membership. The result of the vote shall control the action of the
Association.

ARTICLE VI - ANNUAL
BUSINESS MEETING

SECTION 1. DATE AND PLACE

a. The Association shall hold an Annual Business Meeting each calendar year. Additional meetings may be
held as required to fulfill the objectives of the Association.

b. The date and place of the Annual Business Meeting and additional meetings shall be decided in advance
by the Board of Directors. 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 alternate
means provided the material is distributed in the same words to the membership.

SECTION 2. PURPOSE

a. The Annual Business Meeting shall be for the purpose of receiving reports of officers and committees,
the results of the election, and for other business brought by the President.

b. Additional business meetings shall be for the purpose of receiving reports and for other business brought
by the President.

SECTION 3. NOTIFICATION

Written notice of the time and place of the Annual Business Meeting shall be sent to all members of the
Association not less than five (5) nor more than forty (40) calendar days prior to the meeting. An agenda
for the Annual Business Meeting shall be sent to all members not fewer than thirty (30) calendar days prior
to the Annual Business Meeting.

ARTICLE VII - HOUSE OF DELEGATES
SECTION 1. COMPOSITION

a The House of Delegates shall be composed of from one (1) to three (3) delegates from each Chartered
Affiliate of the Association They shall be hereinafter referred to as the Delegation.

b. A Speaker shall be elected by and from the House to chair House meetings. The House shall elect such
other officers and be responsible for such organizational practices as it may otherwise require.

SECTION 2. PURPOSE

The House of Delegates shall serve as a representative body of the general membership and the
representative body of the Chartered Affiliates of the Association. It shall participate in the establishment of
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the goals and objectives for the Association and participate in the governance of the Association.
SECTION 3. DUTIES

a. The House of Delegates shall adopt such rules, regulations, policies, and procedures with respect to the
House as it may deem necessary or appropriate, and all Delegates shall be bound thereby.

b. The House Speaker may appoint members to the House Committees, subject to the approval of the
House of Delegates. In the event of vacancies occurring in any House Committee, the Speaker may appoint
members to fill such vacancies, subject to the approval of the House of Delegates.

c. Each Delegate shall:

1. Attend all meetings of the House of Delegates and report the activities to the respective Chartered
Affiliate.

2. Attend the Annual Business Meeting of the Association as the representative of the Active Members of
the Association within their respective Chartered Affiliate.

3. Furnish the Elections Committee with the names of qualified members for nomination as Director-at-
Large.

4. At the direction of their respective Chartered Affiliate, present proposed amendments to the Bylaws
Committee.

5. Perform such other duties of office as may be necessary or required.

SECTION 4. MEETING

The House of Delegates shall meet preceding the Annual Business Meeting of the Association and at such
other times as called by its Speaker or by the majority vote of the House of Delegates.

SECTION 5. ELECTION OF
DELEGATES

a. The Delegation shall be elected by the Active Members of the Association within their respective
Chartered Affiliates.

b. Only Active Members in good standing of the Association who are not on the Board of Directors of the
Association shall be eligible to be members of a delegation.

c. The Chartered Affiliate shall have the power to declare any position of the Delegation vacant upon
refusal, neglect or inability of the Delegate to perform the duties of office, or for any other conduct deemed
prejudicial to the Chartered Affiliate of the Association. Written notice shall be given to that Delegate and
the Speaker of the House of Delegates that the office has been declared vacant.

SECTION 6. VOTING

a. Each delegation shall have one (1) vote for each Active Member within their Chartered Affiliate as
submitted by the Executive Office and certified by the House of Delegates Credentials Committee.

b. The House Speaker shall appoint the members of the House Credentials Committee from the House.
This Committee shall certify the Delegation and number of votes each Delegation may cast.

SECTION 7. QUORUM

A majority of the credentialed Delegations shall constitute a quorum at any meeting of the House of
Delegates.
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ARTICLE VIII - BOARD
OF MEDICAL ADVISORS

SECTION 1. COMPOSITION

The Board of Medical Advisors of the Association shall consist of no less than twelve (12) individual
members. Representation shall be maintained from each member organization, as defined by the
Association Board of Directors policy. Members of the Board of Medical Advisors shall not concurrently
be members of national respiratory care credentialing or accreditation bodies. Appointees to the Board of
Medical Advisors must be physicians who have an identifiable role in clinical, organizational, educational
or investigative respiratory care. Members of the Board of Medical Advisors must be members of the
Association during their term.

SECTION 2. TERM OF OFFICE

Each member shall be appointed by the sponsoring member organization in such a manner that no more
than one-fourth of the members of the Board of Medical Advisors shall be replaced in any year. Any
vacancy that occurs on the Board of Medical Advisors should be filled by an appointment from the member
organization. Terms shall commence immediately following the Annual Business Meeting.

SECTION 3. DUTIES

a. The Board of Medical Advisors shall elect their own officers and be responsible for such organizational
policies and procedures as they may require.

b. The Board of Directors of the Association and all of its committees and specialty sections may consult
with the Board of Medical Advisors in regard to medical issues. The Board of Medical Advisors shall assist
the appropriate committees and specialty sections regarding medical and educational issues.

c. The Chair of the Board of Medical Advisors shall be a non-voting member of the Board of Directors.

SECTION 4. MEETINGS

An annual meeting of the Board of Medical Advisors shall be held at the time and place of the Annual
Meeting of the Association, and other meetings shall be held at such times and places as shall be
determined necessary by the Board of Medical Advisors.

ARTICLE IX - PRESIDENTS COUNCIL

a. The Presidents Council shall be composed of Past Presidents of the Association who have been elected
to membership by the Council.

b. The Presidents Council shall serve as an advisory body to the Board of Directors and perform other
duties assigned by the Board of Directors.

c. The Presidents Council shall elect a Chair from its membership to serve a one-year term beginning
immediately following the Annual Business Meeting.

d. The Chair of the Presidents Council shall serve as a non-voting member of the Board of Directors and
preside at meetings of the Presidents Council.

e. The Presidents Council shall meet annually following the Annual Business meeting of the Association.
f. The Presidents Council may appoint committees as necessary to complete its duties.

g. Inthe event of a vacancy in the Chair, the vacancy shall be filled according to the procedure defined by
the Association.
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ARTICLE X - CHARTERED
AFFILIATES

SECTION 1. REQUIREMENTS

Twenty (20) or more Active members in good standing of the Association meeting the requirements for
affiliation may become a Chartered Affiliate of the Association upon the affirmative recommendation of the
Chartered Affiliates Committee and approval by the Board of Directors of the Association. Active Members
of Chartered Affiliates must be Active Members of the Association. The minimum geographical boundaries
of an applicant for a Chartered Affiliate of the Association shall encompass one or more entire states,
territories, possessions, or protectorates of the United States. The District of Columbia shall be considered
an entire state for this section.

SECTION 2. ADMISSION PROCEDURE

The formal application for a charter shall be sent to the Executive Office of the Association and shall
consist of a list of officers, membership, minutes of the organizational meeting, the Bylaws, and a letter
requesting approval of the proposed medical advisor or advisors.

SECTION 3. MEDICAL ADVISOR

Each Chartered Affiliate shall have one (1) or more medical advisors whose name(s) shall be submitted to
the Board of Medical Advisors.

SECTION 4. DUTIES

A copy of the minutes of every meeting of the governing body and other business meetings of the
Chartered Affiliates shall be sent to the Executive Office of the Association within thirty (30) calendar days
following the meeting.

SECTION 5. SUSPENSION OR
REVOCATION OF ACHARTER

a. The Board of Directors of the Association may suspend or revoke the charter of any affiliate with due
and sufficient cause or upon the failure of an affiliate to maintain a membership of at least twenty (20)
Active Members in good standing of the Association.

b. Action for the suspension or revocation of the charter of any affiliate shall follow approved Association
policy and procedure.

ARTICLE XI - INTERNATIONAL
AFFILIATES

SECTION 1. REQUIREMENTS
Twenty (20) or more Foreign Members in good standing of the Association meeting the requirements for

affiliation may become an International Affiliate of the Association upon the affirmative recommendation
of the Chartered Affiliates Committee, and approval by the Board of Directors of the Association.
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SECTION 2. INTERNATIONAL
AFFILIATE ADMISSION PROCEDURE

The formal application for International Affiliate status shall be sent to the Executive Office of the
Association and shall consist of a list of officers, membership, minutes of the organizational meeting, the
Bylaws, and a letter requesting approval of the proposed medical advisor or advisors.

SECTION 3. INTERNATIONAL

AFFILIATE MEDICAL ADVISOR

Each International Affiliate shall have one (1) or more medical advisors whose name(s) shall be submitted
to the Board of Medical Advisors.

SECTION 4. INTERNATIONAL

AFFILIATE DUTIES

A copy of the minutes of every meeting of the governing body and other business meetings of the
International Affiliate shall be sent to the Executive Office of the Association within thirty (30) calendar
days following the meeting.

SECTION 5. SUSPENSION OR
REVOCATION OF INTERNATIONAL AFFILIATE STATUS

a. The Board of Directors of the Association may suspend or revoke the International Affiliate status with
due and sufficient cause or upon the failure of an affiliate to maintain a membership of at least twenty (20)
Foreign Members.

b. Action for the suspension or revocation of International Affiliate status shall follow approved
Association policy and procedure.

ARTICLE XII - COMMITTEES
SECTION 1. STANDING COMMITTEES

a The standing committees of the Association shall be: Bylaws, Elections, Executive, Finance, Judicial,
Program and Strategic Planning. The Chair and members of standing committees, not otherwise designated
in these Bylaws or Association Policy and Procedure, shall be appointed by the President, subject to the
approval of the Board of Directors. With the exception of the Elections and Bylaws Committees, committee
terms shall be for two (2) years. The Chartered Affiliates Committee, as referred to in these Bylaws, shall
be a standing committee of the House of Delegates.

b. Decisions of standing committees, except as specified in Article XII, Section 2 (a) (3), may be appealed
to the Board of Directors. A two-thirds (2/3) vote of the Board of Directors shall be required to sustain an
appeal.

SECTION 2. COMPOSITION AND DUTIES OF COMMITTEES

a. Bylaws Committee

1. The committee shall be composed of the Immediate Past President and four (4) additional Active
Members of the Association elected by the House of Delegates. The House elect members shall serve two
year terms. These terms shall be staggered, with two (2) members being elected each year. The Chair shall
be the senior House elect member, who, between the two senior members, received the greatest number of
votes cast by the House.
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2. Proposed amendments to the Bylaws may be originated by the Bylaws Committee or submitted to the
Bylaws Committee only by the Board of Directors, House of Delegates, or Chartered Affiliates. The
committee shall review the amendments proposed by any of the foregoing bodies and shall submit its
recommendations to the proponent. Upon receipt of such recommendations, the proponent may, but shall
not be obliged to, withdraw the proposed amendments from further consideration. Any proposed
amendments that are not withdrawn by the proponent and any proposed amendments which are originated
by the Bylaws Committee shall be delivered to the House of Delegates and the Board of Directors, with the
committee’s recommendations for same, at least sixty (60) calendar days prior to the date on which voting
begins.

3. Inthe event of a problem with the interpretation of the Bylaws, the question shall be referred to the
Bylaws Committee. Either the Board of Directors or the House of Delegates may refer a Bylaws
interpretation matter to the committee by a two-thirds (2/3) affirmative vote. The decision of the committee
shall be final.

b. Elections Committee

1. The committee shall be composed of six (6) Active Members; three (3) elected by the House of
Delegates and two elected by the Board of Directors and the Immediate Past President. The Chair shall be
selected by the House of Delegates.

2. The term of office for each member, except the Immediate Past President shall be three (3) years. The
election of the members shall be staggered, so that no more than 50% of the membership changes each
year.

3. The committee shall screen candidates nominated for Director, Officer, and Specialty Section Chair-
Elect positions. Nominations for at-Large Directors shall be submitted to the committee only by the House
of Delegates. Nominations for Section Chair-elect shall be submitted to the committee only by members of
that Specialty Section. Nominations for Officers shall be submitted to the committee only by the Board of
Directors.

4. The Chair of the committee shall report the slate of nominees to the Board of Directors and House of
Delegates no later than June 1. The final slate of candidates shall be submitted to the Board of Directors
and the House of Delegates before submission to the general membership.

5. The committee shall be responsible for preparing, distributing, receiving, and verifying all ballots. At
least sixty (60) days prior to the Annual Business Meeting, ballots setting forth the slate of candidates shall
be made available to Active Members of the Association in good standing. Only Active Members of a
Specialty Section may vote for the Chair-elect of the Specialty Section. Provisions shall be made on the
ballot for write-in votes for each office to be filled. Voting will close no less than thirty (30) calendar days
prior to the Annual Business Meeting. Ballots shall be counted no less than twenty-one (21) calendar days
prior to the Annual Business Meeting. The deadline date and time shall be clearly indicated on the ballot.

6. Association elections shall be determined by a plurality of the votes cast. A tie vote shall be decided by
lot.

c. Executive Committee

1. The Executive Committee of the Board of Directors shall be composed of the President, Immediate Past
President, Vice President for Internal Affairs, Vice

President for External Affairs, Secretary-

Treasurer, and in alternate years, the

President-Elect.

2. The Executive Committee shall have the power to act for the Board of Directors between meetings of
the Board and such action shall be subject to ratification by the Board at its next meeting.

d. Finance Committee

1. The Finance Committee is composed of the Executive Committee of the Board of Directors and the
House of Delegates Treasurer and Speaker-elect. The committee shall be chaired by the President. The
committee shall submit for approval the annual budget to the House of Delegates and the Board of
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Directors.

2. The Audit Subcommittee shall consist of the Speaker-elect, who shall be the chair, the House of
Delegates Treasurer, and one member of the Executive Committee appointed by the President. The
Secretary-Treasurer shall be a non-voting member. The subcommittee is responsible for monitoring the
financial affairs of the Association in cooperation with external independent auditors.

e. Judicial Committee

1. The committee shall consist of not fewer than four (4) Active Members.

2. The committee shall review membership challenges, or complaints against any member charged with
any violation of the Association’s Articles of Incorporation, Bylaws, standing rules, code of ethics, or other
rules, regulations, policies, or procedures adopted, or for any conduct deemed detrimental to the
Association. Such complaints must be filed with the Chair of the Judicial Committee. The committee shall
conduct a review in accordance with established policies and procedures. Such policies and procedures
shall be available to any member upon request.

3. If the committee determines in its sole discretion that the complaint warrants further action, a written
statement of the charges shall be prepared with benefit of legal counsel if deemed advisable, and the matter
shall be resolved according to established policies and procedures.

4. The member shall have the right to appeal the decision of the committee to the Board of Directors.
There shall be no appeal from the decision of the Board of Directors.

f. Program Committee

1. The committee shall consist of not fewer than four (4) Active Members.

2. The committee shall prepare the program for the Annual Business meeting and all other programs, as
directed by the President.

g. Strategic Planning Committee

1. The committee shall consist of not fewer than five (5) members. The chair shall be the Immediate Past
President.

2. The committee shall make recommendations to the Board of Directors about the direction of the
Association and the profession of Respiratory Care.

SECTION 3. COMMITTEE CHAIR’S
DUTIES

a. The Chair shall perform those duties as specified by the President and the Board of Directors to carry
out the objectives of the Association.

b. The Chair of each committee shall confer promptly with the members of that committee on work
assignments.

c. Members of any membership class, as well as non-members, may be appointed as consultants to
committees. The President shall request recommendations regarding physician consultants from the Chair
of the Board of Medical Advisors.

SECTION 4. SPECIAL COMMITTEES
AND OTHER APPOINTMENTS

a. Special committees may be appointed by the President, subject to the approval of the Board of Directors.
b. Representatives of the Association to such external organizations as may be required shall be appointed
by the President, with the approval of the Board of Directors.

SECTION 5. VACANCIES ON
COMMITTEES
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In the event of vacancies occurring in any committee, the President may appoint members to fill such
vacancies, subject to the approval of the Board of Directors.

ARTICLE XIII - FISCAL
YEAR AND BUDGET

a. The fiscal year of the Association shall begin on January 1 and end on December 31.
b. The annual budget proposed by the Finance Committee, shall be approved by the House of Delegates
and Board of Directors before implementation.

ARTICLE XIV - PARLIAMENTARY AUTHORITY

The rules contained in the most current edition of Robert’s Rules of Order shall govern whenever they are
not in conflict with the Articles of Incorporation, Bylaws, standing rules, or other rules of the Association.

ARTICLE XV - AMENDMENT

These Bylaws may be amended in accordance with Article XII, Section 2 (a) 2, if an amendment receives
an affirmative majority vote of the Board of Directors and also receives an affirmative majority vote of the
House of Delegates. The amendment must then be submitted to the membership for comments and input
within forty-five (45) days of the first affirmative vote. After which the Board of Directors and the House
of Delegates will have a second reading and vote. If the amendment receives an affirmative vote of two-
thirds (2/3) of the Board of Directors and also receives an affirmative vote of two-thirds (2/3) of the House
of Delegates, then it shall be adopted.
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Ad Hoc Committee to Reduce Hospital
Readmissions

Submitted by Greg Spratt — Spring 2013

Recommendations

None
Report

Nothing New to Report

Other

| did do an article in the Spring HC Section Newsletter on news reports of reductions in

readmission rates.
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30-Day Readmission Rates Drop
By Greg Spratt BS, RRT, CPFT

According to statistics compiled by the Obama administration, figures released by the Centers
for Medicare and Medicaid Services (CMS) show that the national rate of 30-day readmissions
for Medicare patients dropped to 17.8% in November 2012 after remaining stuck near 19 percent
over the five years that the data has been collected.

Data released at a Senate Finance Committee hearing do not pinpoint a cause for the decline, but
Jonathan Blum of CMS argues that the drop "is largely the result” of the health law's provisions,
such as penalties for high readmission rates for certain conditions and new initiatives to reduce
readmission rates, the Washington Post reports.

Under the Hospitals Readmissions Reductions Program, CMS will withhold up to 1% of all
reimbursements for hospitals that have high 30-day readmissions for heart attack, heart failure,
and pneumonia patients. Penalties will increase to a maximum of 2% starting October 2013 and
3% in October 2014.

While the data does not specifically state the reasons for the reduction in the Medicare
readmissions rate, officials stated that the decline occurred as hospitals began focusing more on
reducing readmissions, including both financial penalties for poor results and financial incentives
for improved results in the health-care law.

For an example of positive re-enforcement, the Accountable Care Act (ACA) funded an initiative
to create "hospital engagement networks," (HENS) designed to work with hospitals to improve
coordination of patient care. The largest of the HENs has reduced its average 30-day readmission
rate among its 450 hospitals from 11.2% in 2010 to 10.2% in September 2012.

On the negative side, in October 2012 Medicare started penalizing 2,217 hospitals that had high
readmission rates, levying the maximum fine of a 1% reduction in all Medicare reimbursements
on 300 of those hospitals through 2013.

As the three diagnoses involved (i.e., acute myocardial infarction, heart failure, and pneumonia)
all involve care from respiratory therapists in both the hospital and home, this creates an exciting
new opportunity for RTs to demonstrate their value by involvement in initiatives designed to
reduce readmissions. The program is slated to expand to additional diagnoses in fiscal year 2015
(starting October 2014) which will likely include COPD.

The AARC’s ‘Hospital to Home’ initiative was created to educate hospital and home care RTs
on methods to decrease readmissions and has included a number of AARC Congress symposia
and lectures, membership survey, webinar, and a number of papers presented at the AARC
Congress on RT-led initiatives.

Sources:

1. Health law’s rules help hospitals cut patient readmission rate. Washington Post.
http://www.washingtonpost.com/national/health-science/health-laws-rules-help-hospitals-
cut-patient-readmission-rate/2013/02/27/6d1fe3a2-8105-11e2-8074-
b26a871b165a story.html. Accessed March 5, 2013
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http://www.washingtonpost.com/national/health-science/health-laws-rules-help-hospitals-cut-patient-readmission-rate/2013/02/27/6d1fe3a2-8105-11e2-8074-b26a871b165a_story.html
http://www.washingtonpost.com/national/health-science/health-laws-rules-help-hospitals-cut-patient-readmission-rate/2013/02/27/6d1fe3a2-8105-11e2-8074-b26a871b165a_story.html

2. Is Obamacare working? Hospitals finally see drop in readmissions. The Advisory Board
Company. http://www.advisory.com/Daily-Briefing/2013/02/28/With-ACA-efforts-
hospitals-finally-see-progress-on-readmissions. Access March 5, 2013
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Ad Hoc Committee for Continued
Development of Education Competition

No report submitted as of March 28, 2013
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MEMORANDUM
Date: March 11, 2013
To: AARC Board of Directors, Board of Medical Advisors and House of
Delegates
From: Kerry E. George, RRT, MEd, FAARC, President

Subiject: NBRC Report

| appreciate the opportunity to provide you an update on the activities of the NBRC.
Since the last report the NBRC Board and committees met in early December of 2012 in
Tucson, Arizona and continued the work of approving test items and developing
examination forms for the computerized testing system. Since that meeting, the
examination committees have been very busy with the ongoing activities involved in the
development of examination forms and working on many of the changes that will be
made to the the examination systems in the coming years. For the fourteenth year
(since the implementation of computer based testing) the NBRC has been able to
continue to provide very high quality credentialing programs to the respiratory therapy
profession with no increase in the testing fees for candidates.

2012 was unique for the NBRC in that two respiratory therapist members of the Board
of Trustees needed to resign due to personal and employment issues. The AARC
Board was very helpful by promptly assisting the NBRC with appointments of individuals
to replace those board members.

Therapist Multiple-choice Examination

Members of the committee have been very involved in the activities that need to be
completed prior to the implementation of the new examination in 2015. The job analysis
has been completed, the Detailed Content Outline is being developed and the
procedures and materials for the validation study are being finalized. The NBRC will be
inviting therapists to complete a three part process to participate in this important step
in the development of the new exam. The NBRC Board has approved a small financial
incentive to those individuals who patrticipate in the validation study as thanks for their
participation. The committee also continues the ongoing work of developing and
approving examination forms for the testing network.
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Adult Critical Care and Sleep Disorders Specialty Examinations

The much requested Adult Critical Care Specialty Examination made its debut in July
2012. To date, 255 individuals have attempted this new examination. Since the
inception of the Sleep Disorders Specialist Examination in December 2008, _230
individuals have earned the SDS credential. The number of therapist seeking this
credential has never been as large as indicated by the data that resulted in the
development of this examination system.

Any assistance the AARC can provide in making respiratory therapists aware of the
value of these specialty credentials which were regested by the AARC will be
appreciated.

Clinical Simulation Examination Committee

The Clinical Simulation Examination Committee has been working very hard to meet the
deadline of January 2015 for the implementation of the changes to this examination
program. They have been working very hard to develop the newer, shorter examination
problems and have them pretested in the examination system and develop the needed
changes to the scoring of the examination.

Ohio Respiratory Care Board

The leaderships of the NBRC and AARC attended a public hearing in Columbus, Ohio
on February 13, 2013. Testimony was shared both orally and in written form. Gary
Smith also attended and presented testimony at a hearing before the Joint Committee on
Agency Rule Review (JCARR) on February 18th. The conclusion of this process was
that the rule changes to require the Registered Respiratory Therapist credential for
persons to be newly licensed in Ohio beginning in 2015 will occur.

NCCA Accreditation

The NBRC received renewal of accreditation of all of its examination programs (except
the Adult Critical Care Examination) by the National Commission for Certifying Agencies.
This once every five year process required extensive documentation of the processes
and procedures employed by the NBRC to ensure a fair, valid and reliable examination
system. The NBRC will apply for accreditation of the new Adult Critical Care Specialty
Examination in 2013.

Examination Statistics
The NBRC administered nearly 40,000 examinations in 2012. Through February 28,
2013, the NBRC has administered 4,669 credentialing examinations across all

programs. Pass/fail statistics for the respective examinations for the period January 1 —
February 28, 2013 follow:
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Examination Pass Rate

CRT Examination — 1,497 examinations

Entry Level Advanced
First-time Candidates 88.9% 75.5%
Repeat Candidates 11.8% 26.3%

Therapist Written Examination — 1,566 examinations

First-time Candidates 64.2%
Repeat Candidates 32.9%

Clinical Simulation Examination — 1,386 examinations

First-time Candidates 59.0%
Repeat Candidates 45.8%

Neonatal/Pediatric Examination — 123 examinations

First-time Candidates 67.4%
Repeat Candidates 50.0%

Sleep Disorders Specialty Examination — 9 examinations

First-time Candidates 71.4%
Repeat Candidates 50.0%

Adult Critical Care Specialty Examination — 41 examinations

First-time candidates 89.5%
Repeat candidates 66.7%

CPFT Examination — 38 examinations

First-time Candidates 60.0%
Repeat Candidates 61.5%

RPFT Examination — 9 examinations

First-time Candidates 50.0%
Repeat Candidates 100%
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Your Questions Invited

| look forward to continuing to work with you during my term as President. If you have
any questions or concerns about any credentialing related matter, the NBRC and | are
interested in providing whatever information you need. In addition, the Board of
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 | 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.

216



American Respiratory Care Foundation

Submitted by Michael T. Amato — Spring 2013

Recommendation: That the AARC consider returning fundraising for the AARC International
Fellows back to the ARCF.

Justification: This will allow for a better mechanism for allowing donations to be considered as
tax deductible because of the ARCF’s 501C3 status. With the current structure this is not
possible. We hope that this will increase the number of sponsorships moving forward.

Report
The Foundation held its annual Trustees meeting in early March. A lot was discussed much of
which impacts AARC current and upcoming activities.

In 2012 you may recall that there was a concerted effort to bring to the attention of attendees the
ARCF and what it means for members of the AARC. Video was produced and played in the
buses that transported attendees at the Congress as well as before all plenary sessions. There was
also a plea at the Awards Ceremony. Approximately $1,500 was raised as a result. In addition to
this about $3,500 was raised as part of the donations members opted to given when they became
members or renewed. Thus a total of $5,000 was raised from the members in all of 2013. Sadly,
this equates to less than a dime per member. We will not give up and in an effort to make
members more aware there were ARCF featured articles in the AARC Times in 2013 as we did
not 2012. There will be another video recording of other AARC luminaries and recipients who
will be able to speak to the members of the ARCF and the need to support it. They will be placed
on our web site. | also want to thank the AARC for their tireless efforts in assisting the ARCF in
making this happen. We could not have done this without their support.

The ARCEF Trustees after much deliberation have decided to no longer fund the International
Reception as part of their annual fundraiser. We learned that the fundraiser was not as successful
as we expected despite our best marketing efforts through the years. There will still be a
fundraiser at the Congress in 2013 and we hope it will draw attention to development of the
AARC’s Virtual Respiratory Care Museum. This ARCF fundraiser will take place on the Friday
evening before the start of Congress (November 15, 2013). AARC Historian Trudy Watson and
Sam Giordano will be working with the AARC moving forward in this effort.

Moving forward there will only be one Journal Conference each year. In 2013 the ARCF will be
presenting the 52" RESPIRATORY CARE Journal Conference on Adult Artificial Airways and
Airways Adjuncts in St. Petersburg, FL on June 14-15.

I would like to thank the AARC Board of Directors for their ongoing support of the ARCF.

Please feel free to contact me with any questions you may have regarding this report or the
Foundation.
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Unfinished Business
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Policy Review

White Paper Review

New Business

BOD.025 - BOD - Conventions and Meetings

BA.002 — BOMA - Member Organizations

CA.005 — Chartered Affiliate— Chartered Affiliate Travel Grant
CT.006 — Committees — Committee Travel Expenses

FM.015 - Fiscal Management — Approval of Budget

FM.021 — Fiscal Management — Old Outstanding Checks

Guidance Document on Scope of Practice
RRT Credential
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American Association for Respiratory Care
Policy Statement

Page 1 of 11
Policy No.: BOD.025

SECTION: Board of Directors

SUBJECT: Conventions and Meetings
EFFECTIVE DATE:

DATE REVIEWED: September 2005

DATE REVISED: September 2005
REFERENCES: CM.000, CM.003 - 1997

Policy Statement:

Policy Amplification:

1. Products not related to respiratory care will not be permitted in the exhibit
hall at the annual convention. The determination of non-related products
shall be made at the discretion of the Convention Manager.

2. Prizes, awards, drawings, raffles, lotteries, or contests of any kind are
expressly prohibited at the AARC convention.

3. Merchandise sale will not be allowed in the registration area. A special
association booth will be located in the exhibit hall for sales. A current
membership card is required in order to purchase AARC merchandise.

4. Point system for the sale of exhibit space:

A. A priority closing date will be established approximately two
weeks after the mailing of the initial notice of the convention.

B. Exhibit applications received prior to this closing date will be
assigned booth numbers by the point system.
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C.

D.

American Association for Respiratory Care

Policy Statement

Page 2 of 11
Policy No.: BOD.025

Points to be awarded at the rate of one point per single booth for
each of the last five years for which records have been kept.

Applications received after the closing date will be assigned space
on a first-come, first-serve basis.

5. Hospitality Suite Policy: Assignment of suites shall be handled by the Convention
Manager subject to the rules and regulations governing same.

A

Suites or other hospitality areas will not be open to the
membership whenever any technical or educational session is
underway, nor will they be open during exhibit hours.

Hospitality areas will only be open from 6:00 p.m. to 11:00 p.m.,
and if members do not cooperate, exhibitors will be asked to notify
the Convention Manager and/or the Executive Director. Spot
checks of hospitality areas will be made to insure that members are
not present after 11:00 p.m.

Only firms or companies which have booth space at the exhibit
hall will be allowed to maintain a hospitality suite.

Exhibitors must not allow members in hospitality areas who are
under the legal drinking age. Exhibitors must enforce this policy,
and members will be asked for identification if there is doubt that
they are of drinking age.

Violators of this policy may, at the discretion of the Board of
Directors or its designee, be subject to the loss of booth space
privileges for two consecutive years.

A letter shall be sent to all exhibiting companies outlining the
hospitality suite policy.
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11.

12.

13.

American Association for Respiratory Care
Policy Statement

Page 30of 11
Policy No.: BOD.025

All persons attending the annual convention must register. No fees will be
charged for attendance at constitutionally required sessions, i.e., meetings
of the Board of Directors, House of Delegates, or Board of Medical
Advisors. Fees will be charged for all other activities, i.e., lectures,
general sessions and exhibits.

Registration fees are listed in the schedule of fees. Only members who
have paid their current annual dues or whose applications are in progress
will be admitted at the member rate. All others will pay the non-member
rate.

Members registering at the meeting who have not registered in advance
will be required to present their current membership card in order to
register at the member fee. Any person who does not present a current
membership card will be required to register at the non-member fee.

Refunds will not be given to an individual for fees paid by employer
check. Refunds will be made directly to the employer following the
meeting, provided a request for a refund is made prior to the meeting.

All advance registrations must be prepaid. No invoice will be issued for
advance registration. Advance registration will be acknowledged.

No checks will be cashed in the registration area.

Tickets for meal functions at the convention will not be included in
registration fees. Purchase of meal tickets shall be optional.

The American Association for Respiratory Care, by action of its House of Delegates and
its Board of Directors goes on record as opposing the practice of smoking, and in an
effort to discourage smoking in all meetings of its annual convention, shall make this fact
known through frequent and appropriate announcements during the course of the various
meetings, and through the establishment of no smoking policies in all meeting room.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

American Association for Respiratory Care
Policy Statement

Page 4 of 11
Policy No.: BOD.025

All committees desiring activities during the convention program shall be
required to inform the Program Committee prior to starting work on such
programs.

Tickets for social functions at the annual convention shall be provided at
no charge to those persons whose attendance at such functions is
mandatory.

All students shall be required to pay a registration fee, either at the student
membership rate or the non-member rate. A student member is defined as
one who is a member of the AARC and presents a current validated
membership card attesting to that effect.

The purpose of the annual convention shall be identified in the following
order of importance: a) to further the education of the members, b) to
increase opportunities for fellowship among members, c) to transact the
association business, and d) to serve as a source of revenue.

Members of the President’s Council and their spouses will be registered
for the annual convention at no charge; function tickets are included in
such registrations.

A spouse registration fee shall be set annually and shall require positive
identification.

Bus service for the annual convention shall be included in the convention
budget as a membership service at no charge to the registrants.

The Board of Directors shall establish a flat fee for the annual convention
registration.

Each 10 X 10 exhibit boot shall be allowed six (6) exhibitors to register

free of additional charge, and the Executive Director shall be given the
discretion of allowing visitors.
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23.

24

25.

26.

217.

28.

29.

American Association for Respiratory Care
Policy Statement

Page 5of 11
Policy No.: BOD.025

All physicians, including affiliate medical advisors and registry examiners,
but excluding Board of Medical Advisors, will be required to pay fees,
either at the member rate or non-member rate. (NOTE: BOMA members
will be granted free registration at the annual meeting.

Pre-registration of spouses for AARC conventions and meetings is
abolished.

Chartered affiliates planning to hold meetings within the geographic
boundaries of another chartered affiliate should inform the other chartered
affiliate during the planning stage as to their attention and should seek
their written concurrence. In the event the affiliates cannot agree, the
Speaker of the House of Delegates and Chair of the Chartered Affiliates
Committee should be contacted for assistance in resolving the conflict.

The Chair of the Program Committee will notify the President of the
Chartered Affiliates, in writing, of the plans to hold an AARC sponsored
seminar, and that this notification be given as far in advance as possible.

Deadlines for pre-registrations and cancellations for all AARC meetings
will be determined by the Director of Conventions. The deadlines will be
announced in the programs for such meetings. A cancellation fee, also to
be determined by the Director of Conventions, will be deducted from all
cancellations; the fee amount will be announced in the program.

Non-member registration fees for all meetings shall be higher than
member fees and large enough to encourage non-members to join the
association.

Participants in the Sputum Bow!I shall register for the annual meeting, but

shall not be required to pay the registration fee for the meeting unless they
wish to attend the convention.
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Chartered affiliates exhibits at the annual meeting:

A. Upon written request, each AARC chartered affiliate may be
granted, free of charge, one (1) booth space in the exhibit hall at
the annual meeting, if space is available.

B. Affiliates requiring additional space may do so by applying and
paying the commercial exhibit fees.

C. The location of the free booth space will be determined by the
Convention Manager in consultation with the Executive Director.

D. Personnel manning the chartered affiliate exhibits must register for
the meeting by paying the appropriate registration fee.

E. No chartered affiliate may conduct sales, raffles, solicit donations,
etc. as part of their exhibit.

F. The association discourages exhibits outside the exhibit hall. The
Executive Director may consider granting such requests if
circumstances, as determined by the Executive Director, indicate
their appropriateness.

Smoking is discouraged at social events held during AARC meetings.
Proper announcements should be made prior to and during the event itself.
If the event is being presented and/or sponsored by an outside
group/company, it will be the responsibility of the group/company, to
make sure that this policy is observed at all times.

Beginning in 1989, the AARC Executive Office shall plan and conduct a

leadership workshop for leaders and potential leaders on the day before
each annual convention.
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33.  Policy to establish guidelines for expenses to be paid to speakers participating in AARC
seminars and educational meetings:

A Scope: This policy includes compensation to persons requested to
participate in a program. This is to apply as follows:

1)

2)

3)

Out of Town Speakers

a) Transportation — Coach airfare, round trip

b) Lodging — Single room rate for each day required to be at
the convention site.

C) Per diem - $30 for each day required to be at the
convention site, plus one per diem for travel.

d) Registration — No charge. Function tickets not included.

e) Honorarium - $250 for each lecture at the annual meeting

and summer forum.

Out of Country Speakers

a) Same as #1 above will apply, plus one additional lodging

b)

day and one additional per diem.
All out of country speakers must be approved, in advance,
by the Program Committee before an invitation is issued.

Local Speakers

a)

Same as #1 above with the following exceptions:
) No transportation will be paid

i) No lodging will be paid

iii)  No per diem for travel will be paid
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4)

5)

6)

7)

American Association for Respiratory Care

Policy Statement

Page 8 of 11
Policy No.: BOD.025

Special Lectures

a)
b)

Egan Lecture: Up to $500 honorarium plus travel expenses

will be paid according to current travel policies.
Keynote Address: #’s 1, 2 and 3 above will apply; however,
an honorarium will be determined by the Program
Committee on an annual and individual basis subject to
budget allocation.

Panel Discussions

a)

Speakers will receive a $125 honorarium and
complimentary registration only.

OPEN FORUM Speakers

a)

b)

Student members presenting papers will receive
complimentary registration. This will be limited to the
student presenting the paper (in cases where there is more
than one student author.)

All other authors presenting papers must pay the
appropriate registration fee if they wish to attend the
convention.

All individuals presenting at the OPEN FORUM who
arrive at the meeting with a manuscript ready to submit to
RESPIRATORY CARE for consideration would have their
registration at the Annual Meeting refunded, up to $2,000,
excluding Editorial Board members.

Workshops

Each instructor will receive a $125 per hour honorarium not to
exceed $400 per day and complimentary registration. If per diem
and travel expenses are to be reimbursed, they will be reimbursed
in accordance with existing policy.
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34.

35.

36.

37.

American Association for Respiratory Care
Policy Statement

Page 9 of 11
Policy No.: BOD.025

8). Contingencies

a) Honorarium and expenses will not be paid to AARC
officials presenting programs dealing with their area of
involvement.

b) Honorarium shall not be paid to AARC employees.

C) Special circumstances not covered in these guidelines shall

be referred to the Chair of the Program Committee for their
consideration and action.

Requests for co-sponsorship of international meetings related to
respiratory care shall be submitted to the International Council for
Respiratory Care to review and recommendation to the Board of Directors.

Candidates for officers and directors will be provided lodging and per
diem for the meeting at which they take office.

AARC will provide complimentary registration for members of the Board
of Directors and officers of the House of Delegates under the following
conditions:

A The director or officer is unable to obtain registration for payment
from his or her employer.
B. A request is made to the AARC for complimentary registration or
reimbursement to the director or officer after he or she has
rendered payment for registration to the association.

CRITERIA FOR CO-SPONSORSHIP OF MEETINGS
A. Co-sponsorship is defined as the AARC actively participating in the
preparation, presentation, funding or otherwise accepting responsibility for

programs involving other organizations or groups.

B. Co-sponsorship shall not be construed to include anything other than the
scientific portion of the program.
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C. To be considered for co-sponsorship, the requesting organization should write a letter
to the AARC President outlining the nature of the request. The President should
solicit the advice of the Program Committee in making the decision whether to

recommend or reject co-sponsorship. The following criteria should be  considered in
making the decision:

1) The AARC should only consider co-sponsorship with organizations
sharing the same philosophies of patient care.

2) The written request must be received at least 12 months in advance and
prior to the fall or spring meetings of the program Committee. The terms
and expectations from AARC shall be outlined.

3) Our section of the program should be developed by the AARC Program
Committee in concert with the Program Committee of the requesting
organization.

4) The AARC must be apprised of any and all other co-sponsoring
organizations.

5) The co-sponsored program must not conflict (by calendar, time or
geographic location) with any other official AARC program.

6) Co-sponsorship of a meeting includes content of scientific sessions only
and does not imply any staff time or resources.

7) Unless authorized by the Board of Directors, no expense is to be incurred
by the AARC.

8) Registration fees, if any, for AARC members should be the same as the
other association members and not gust admission fees.

9) If there is net income from the meeting, the AARC should receive an
amount proportional to the AARC’s input and participation.

10)  All organizations applying for co-sponsorship should be considered
equally and expected to meet the same criteria.
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11)  Approval of co-sponsorship should be for a one time only, with
reapplication necessary for each successive program.
12)  Each program will be evaluated while in progress and in retrospect. This
may require funding from the AARC.
13)  Evaluation criteria should be the same for co-sponsoring meetings as for
all formal AARC meetings.
14)  In general, the AARC does not subscribe to outside organizations co-
sponsoring sections of our annual convention. The AARC does reserve to
contact outside organizations as consultants.
15)  Any and all exceptions to this policy shall be at the discretion of the
AARC President and the Program Committee.
DEFINITIONS:
ATTACHMENTS

230



American Association for Respiratory Care

SECTION:

SUBJECT:

EFFECTIVE DATE:

DATE REVIEWED:

DATE REVISED:

REFERENCES:

Policy Statement:

Policy Statement

Page 1 of 1
Policy No.: BA.002

Board of Medical Advisors
Member Organizations
December 14, 1999

March 2008

March 2008

Physician organizations shall be named to the Board of Medical Advisors by the Board of
Directors in concurrence with the Board of Medical Advisors.

Policy Amplification:

1. Physician organizations named to the Board of Medical Advisors shall be:

TOITMOUO >

. American College of Chest Physicians (ACCP)
American Thoracic Society (ATS)
American Society of Anesthesiologists (ASA)
. American Academy of Pediatrics (AAP)
American College of Asthma, Allergy, and Immunology (ACAAI)
Society for Critical Care Medicine (SCCM)
. National Association for Medical Direction of Respiratory Care (NAMDRC)
. American Academy of Allergy and Asthma Immunology (AAAAI)

2. The Board of Medical Advisors shall determine the number of appointees invited from each
physician organization named above.

3. The Chairperson of the Board of Medical Advisors shall assure compliance with Association
Bylaws Article VIII, Section 2, and “Term of Office.”

DEFINITIONS:

ATTACHMENTS:
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SECTION: Chartered Affiliate
SUBJECT: Chartered Affiliate Travel Grant
EFFECTIVE DATE: December 2003
DATE REVIEWED: March 2008
DATE REVISED: July 2007
REFERENCES:

Policy Statement:

The chartered Affiliate Travel Fund is to assist affiliates in paying for the travel expenses of
AARC officers or executive office staff invited to affiliate meetings to speak about AARC
issues. This travel fund will also assist affiliates in paying for the travel expenses of a designated
Chartered Affiliate Consultant when an affiliate requests for such services.

Policy Amplification:

1. A grant will be issued which duplicates funding provided by another sponsor or sponsors.

2. Authority:
A. The AARC President must approve all Affiliate Travel Fund grants.
B. The AARC Executive Director must approve any executive office staff travel.

3. Grant request procedure:
A. The Affiliate President sends a completed request form to the AARC Controller, who
will forward a copy to the AARC President.
B. For grants to assist affiliates in paying for the travel expenses of AARC officers or
executive office staff, the AARC President must approve the grant. If the grant is
approved, the President will determine the amount of assistance and. send the approved
request to the AARC Controller.
C. For grants to assist the Chartered Affiliate Consultant, the President will consult with
the State Affiliate submitting the grant to determine the appropriateness of the request. If
the grant is approved, the President will determine the amount of assistance and. send the
approved request to the AARC Controller.
D. All grants will generally be a percentage of total expenses up to a maximum dollar
amount. Any other funding received from the other outside parties reduces the total
expense to be considered in the grant determination process.
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E. The AARC Controller will advise the Affiliate President of the grant amount
approved.

F. The affiliate should acknowledge that it is receiving support from the AARC in its
printed materials.

4. Responsibility for expenses:
A. The affiliate will be responsible for paying all travel expenses.

1. Airfare: The AARC can make flight arrangements, and bill the affiliate.

2. Ground Transportation: The affiliate must provide any necessary
transportation between the airport, hotel, and meeting site, and is responsible for
the cost of airport transportation or parking in the officer’s or staff member’s
hometown.

3. Hotel: The affiliate must provide the hotel room and taxes.

B. Any expenses paid by the AARC will be billed or deducted from the grant.

C. Any other non-AARC monies received to defray our speaker’s expenses must reduce

the amount of expenses ultimately submitted to the AARC under this grant.
5. Payment of the grant:

A. Copies of paid invoices should be sent to the AARC Controller, who will then issue a
check to the affiliate.
6. Expenses (car rental, per diem, airfare, etc.) will be reimbursed in accordance with AARC

policy.
DEFINITIONS:

ATTACHMENTS: E: Chartered Affiliate Travel Grant Application
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SECTION: Committees
SUBJECT: Committee Travel Expenses
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: May 9, 2004

DATE REVISED:

REFERENCES: FM.016

Policy Statement:
Travel expenses for committee members shall be reported, recorded, and reimbursed in
accordance with Association policy.

Policy Amplification:

1.

Committee members’ travel shall be approved by the Committee Chairperson prior to such
travel occurring.

Committee Chairpersons may approve travel expenses for their committee members when
acting in their official capacity, without advance or written approval from the President,
provided that such travel expenses do not exceed those contained in the current committee
budget as approved by the Board of Directors.

Any travel expenses which are not included in the current committee budget as approved by
the Board of Directors shall require advance approval from the President, with subsequent
review by the Finance Committee and ratification by the Board of Directors.

Committee Chairpersons shall submit a statement of travel expenses for their respective
committee as part of their regular reports to the Board of Directors.

DEFINITIONS:

ATTACHMENTS:
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SECTION: Fiscal Management
SUBJECT: Approval of Budget
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: July 2005
DATE REVISED: July 2005
REFERENCES:

Policy Statement:

The annual budget for the Association shall be reviewed and approved in a manner consistent

with the Bylaws and the Corporate Charter.

Policy Amplification:

1. Annually, at the fall meetings of the Board of Directors and House of Delegates, the
Secretary-Treasurer and President-elect shall present the proposed revenue and expense

budget for the succeeding fiscal year of the Association.

A. Following discussion in this forum, both bodies must approve the Budget for its
implementation.

2. The Board of Directors and the House of Delegates shall receive and review the budget in
Executive Session due to the proprietary nature of the information.

DEFINITIONS:

ATTACHMENTS:
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SECTION: Fiscal Management
SUBJECT: Old Outstanding Checks
EFFECTIVE DATE: July 2007

DATE REVIEWED:

DATE REVISED:

REFERENCES:

Policy Statement

Periodically, but at least twice a year AARC shall perform the following procedure for old
outstanding checks:

e Obtain the most recent list of all checks issued but still outstanding (i.e. not cleared the
bank) for at least six months.

e Attempt to contact the Payee via mail or email to seek information and possible direction
in terms of clearing and / or re-issuing the old check.

e Given better information is received, the original check shall be voided and be re-issued
less a reasonable fee (currently, the fee AARC is charged by the bank -$25) for handling
the stop payment fee on the original check.

e If the payee is still unreachable after several attempts, records shall be maintained for the
outstanding item and it shall disposed of as current law allows.

DEFINITIONS

ATTACHMENTS
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Guidance Document
on Scope of Practice

The American Association for Respiratory Care (AARC) is aware that a credentialing examination is
required by law in the vast majority of states in order to provide respiratory services described in their
respective respiratory care practice acts.

The American Association for Respiratory Care (AARC) has received several inquiries regarding its
opinion of competency documentation for persons who possess credentials other than Certified
Respiratory Therapists (CRT) and Registered Respiratory Therapists (RRT) for the purpose of permitting
these individuals to provide part of the scope of practice for respiratory therapists as described in
respiratory care practice acts throughout the United States.

AARC believes that to ensure safe and effective care for all consumers requiring respiratory therapy,
documentation of the provider’s competency to do so must possess the same rigor and validity as the
examination processes that CRTs and RRTs must undergo in order to achieve their respective credentials.

The credentialing examinations for CRT and RRT are accredited by the National Organization for
Competency Assurance’s (NOCA) accrediting arm, the National Commission for Certifying Agencies
(NCCA). AARC recognizes that the credentialing examinations for Certified Pulmonary Function
Technologist (CPFT), Registered Pulmonary Function Technologist (RPFT), and the Registered
Polysomnographic Technologist (RPSGT) have also been accredited by the National Commission for
Certifying Agencies (NCCA), assuring that these examinations are valid and reliable measures of
competence within the limits of their respective examination matrices. AARC, therefore, supports
recognition of individuals with the aforementioned credentials for the purposes of providing care which
includes a subsection of the respiratory therapy scope of practice with the caveat that such provision be
limited to the elements contained within each credentialing examination’s matrix respectively.

5/2003

CRT Examination Matrix

RRT Examination Matrix

CPET Examination Matrix

RPFT Examination Matrix

RPSGT Examination Matrix
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AARC White Paper
On RRT Credential

With several developments over the history of the respiratory therapy profession, the education
and credentialing processes have evolved to having two basic credentials for respiratory
therapists. The Certified Respiratory Therapist (Entry Level) credential (CRT) has been adopted
by most states as the minimum level of competency a therapist must demonstrate to obtain
recognition by the government of that state as a licensed (certified or registered) respiratory care
practitioner. The Registered Respiratory Therapist (Advanced) credential (RRT) has become the
credential for advanced-level respiratory therapists. The selection of the CRT as the
demonstrated competence needed for state recognition, coupled with a common lack of
differential in responsibility and pay between therapists holding the CRT and RRT credentials,
has led to decreased numbers of respiratory therapists obtaining the RRT credential. This paper
presents the reasons respiratory therapists should obtain the Registered Respiratory Therapist
credential.

Respiratory therapists who complete advanced-level respiratory therapy programs have
completed education and training that provides them with knowledge and clinical expertise at a
level above those needed by the Entry Level Practitioner. The written and clinical simulation
components of the RRT exam are the only examination system that documents attainment of the
additional knowledge. A graduate of an advanced-level program who does not complete the
examinations to earn the RRT credential has not documented that he or she had actually acquired
the knowledge and skills necessary to practice as an advanced-level respiratory therapist. This
situation is similar to a physician who completes a residency program in a medical specialty and
lists his/her credentials as Board Eligible in Internal Medicine rather than completing
certification and listing him/herself as Board Certified, one would correctly question the
professional commitment of both the Board Eligible physician and Registry Eligible respiratory
therapist. Confusion for consumers and regulators arises when a person completes the training
and education but does not complete the credentialing process to demonstrate achievement of the
competency.

Possessing the RRT credential exemplifies the dedication of a respiratory therapist to
professional excellence. A therapist who achieves the RRT credential has demonstrated a
commitment to providing care at the highest possible level. Respiratory therapists are more
readily able to achieve autonomy in their practice of respiratory care when they have achieved
the RRT credential. Medical Directors of respiratory therapy departments and other medical staff
recognize the higher level of knowledge and clinical expertise of the RRT compared to the CRT.
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Accordingly, they will be more receptive to therapists utilizing protocols in the care of patients if
there is an assurance of the level of knowledge and skill conveyed by possession of the RRT
credential. A respiratory therapist with education at the advanced-level who has not achieved the
RRT credential has not demonstrated he or she has the patient assessment and evaluation skills
necessary for determining the needs of the patient or the knowledge to follow the protocol to
determine the appropriate intensity of care needed by the patient. A respiratory therapy
department director will more easily make the case that therapists are able to implement care
using respiratory therapy protocols if the therapists are credentialed at the highest level available.

The RRT credential is the credential that demonstrates respiratory therapists have parity with
other credentialed health care professionals. The Registered Respiratory Therapist will have
more credibility with the Registered Nurse, the Registered Dietician, the Registered Physical
Therapist and the Registered Occupational Therapist. Each of these professions has a practitioner
level below that of the Registered individual. In each case, this lower level practitioner is
prohibited from performing evaluations for the purpose of defining the care plan, or altering the
plan as a result of evaluating the appropriateness of the current care. The scope of practice for the
lower level practitioner may be seen as more analogous to that of the Certified Respiratory
Therapist. Respiratory therapists wanting other health care professionals, administrators and
governmental regulators to respect their knowledge and skills must document possession of that
knowledge and those skills through attainment of the RRT credential.

Possession of the RRT credential will assist respiratory therapists who wish to expand their
scope of practice. As respiratory therapists seek to become involved in intubation, conscious
sedation, invasive line insertion and monitoring they must be able to demonstrate they possess
the knowledge and skills necessary to be able to perform these functions safely and effectively.
A respiratory therapy director can build a much stronger case for expansion of the scope of
practice to assist an institution to respond to shortages of health professionals when the staff
possesses the RRT credential.

Appropriate recognition of the respiratory therapy profession will be more easily accomplished
at the federal and state levels when the majority of respiratory therapists have achieved the RRT
credential. Third party payers will recognize the higher-level credential (RRT) in contrast to the
entry-level therapist (CRT).

Advancement to positions in management, education and supervision are generally limited to
those persons holding the RRT credential. For a person to be considered for these types of
positions, attainment of the advanced-level credential is considered the minimum necessary
demonstration of knowledge and competence.

There is a significant financial incentive to earn the RRT credential. Respiratory therapists who
have achieved the RRT credential are often paid at a higher rate than those with the CRT
credential. As little as $0.20 / hour amounts to a difference $11,929.42 in additional earnings
over a 20 year career. At a difference of $1.00 / hour, this difference over 20 years amounts to
$59,647.00 in additional earnings.
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Conclusions:

July 10, 2003

All respiratory therapists are encouraged to obtain the Registered Respiratory
Therapist (RRT) credential. The RRT credential is the standard by which a
respiratory therapist demonstrates the achievement of excellence. Evidence-based
research documents the value of critical thinking, problem solving and advanced
patient assessment skills. Only those respiratory therapists who possess the RRT
credential have documented they possess these skills and abilities.

All respiratory therapists involved in the performance of assessment-based care;
problem solving and critical thinking; protocol application; diagnostic critical
thinking; respiratory care plan development, implementation and analysis; disease
management; mechanical ventilatory support; critical care; and critical care
monitoring should possess the Registered Respiratory Therapist credential.
Employers of respiratory therapists should develop policies and implement
methods to recognize and compensate employees who hold the RRT credential.
Such methods should include requirements for RRT credential for protocol
implementation and assessment, increased pay, additional opportunities for cross
training and expanded scope of practice for those with the RRT credential.

Back
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ARCF Achievement Awards

Forrest M. Bird
Lifetime Scientific Achelvement Award

Dr. Charles H. Hudson Award
for Cardiopulmonary Public Health

Thomas L. Petty, MD Invacare Award
for Excellence in Home Respiratory Care

Mike West, MBA, RRT Patient Education
Achievement Award
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(972) 243-2272, Fax (972) 484-2720
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Memorandum

DATE: February 2013

TO: George Gaebler, MSEd, RRT,FAARC, AARC President

: Kerry George, MEd, RRT FAARC, NBRC President
Steve Mikles, EdS, RRT, FAARC, CoARC Chair
Lori Conklin, MD, BOMA Chair
. Michael T. Amato
FROM: ARCF Chair
SUBJECT: Forrest M. Bird Lifetime Scientific Achievement Award 2013—

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 an 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, coach airfare, one night’s lodging,
and registration to attend the Awards Ceremony at the AARC Congress 2013.

Previous recipients of this prestigious award have been:

2012 Patrick Dunne, MEd, RRT, FAARC
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. Maclintyre, MD, FAARC
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2000 Martin J. Tobin, MD

1999 Dean Hess, PhD, RRT, FAARC
1998 Walter O’Donohue, Jr., MD
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, AARC Board of Medical Advisors, the National Board for Respiratory Care
and the Committee on Accreditation for Respiratory Care.

1. Your organization may nominate one candidate.

2. In fairness to your nominee, you must submit a complete current curriculum vitae and
biographical summary.

3. We request that you 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, 2013.

CcC: 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 an 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, coach airfare, one night’s lodging and registration for the AARC Congress 2013.

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 will
be presented during the Awards Ceremony at AARC Congress 2013.
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Memorandum

DATE: February 2013

TO: George Gaebler, MSEd, RRT,FAARC, AARC President

: Kerry George, MEd, RRT FAARC, NBRC President
Steve Mikles, EdS, RRT, FAARC, CoARC Chair
Lori Conklin, MD, BOMA Chair
. Michael T. Amato
FROM: ARCF Chair
SUBJECT: Dr. Charles H. Hudson Award for Cardiopulmonary

Public Health 2013—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 from each organization.

The purpose of this award is to recognize “efforts to positively influence the public’s
awareness of cardiopulmonary health and wellness.”

Previous recipients include:

Melaine Giordano, MSc, RN, CPFT - 2012

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

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, 2013.

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 an 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, coach airfare, one night’s lodging, and registration for the
AARC Congress 2013.

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.

How has the nominee promoted cardiopulmonary health and wellness? Outline and describe
major activities, events, research, or public policy the nominee has affected.

Describe how public cardiopulmonary health and awareness has been influenced through the
efforts of the nominee.

. Why is the nominee a role model for others in terms of public health?

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, 2013. Please submit nominations to:

ARCF Executive Office
Attention: April Lynch
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 Congress 2013.

Fact Sheet
Healthy People 2010
National Health Promotion and
Disease Prevention Objectives
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Healthy People 2010 Goals

e Increase quality and years of healthy life.
e 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

Acrthritis, 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

Oral Health

Physical Activity and Fitness

Public Health Infrastructure
Respiratory Diseases

Sexually Transmitted Diseases
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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
(972) 243-2272, Fax (972) 484-2720
http://www.arcfoundation.org, E-mail: info@arcfoundation.org
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Memorandum
DATE: January 2013
TO: George Gaebler, MSEd, RRT, FAARC, AARC President
’ Kerry George, MEd, RRT, FAARC, NBRC President

Steve Mikles, EdS, RRT, FAARC, CoARC Chair

FROM: Michael T. Amato
ARCF Chair

SUBJECT: Thomas L. Petty, MD Invacare Award for Excellence in

Home Respiratory Care 2013—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:

Linda A. Smith, BS,RRT, FAARC - 2012
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 Mclnturff, RRT - 1994

Linda Chapman Maxwell - 1993
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Must be a respiratory care practitioner.

e May not be employed by a manufacturer.

e May be involved in education as well as the management and organization
of patient care.

e 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, coach airfare, one
night’s lodging and registration to the AARC Congress 2013.

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.

Nominations should be received by the Executive Office no later than
June 1, 2013.

cc: Board of Directors
ARCEF 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 coach airfare and one night’s lodging to attend the Awards Ceremony at the AARC Congress.

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.

2.

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;

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, 2013. Please submit nominations to:

ARCF- Thomas L. Petty, MD Invacare Award
Attention: April Lynch

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
Congress 2013.
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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
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Memorandum

DATE: February 2013

TO: George Gaebler, MSEd, RRT, FAARC, AARC President
Kerry George, MEd, RRT FAARC, NBRC President
Steve Mikles, EdS, RRT, FAARC, CoARC Chair
Lori Conklin, MD, BOMA Chair

FROM: Michael T. Amato
ARCF Chair
SUBJECT: Mike West, MBA, RRT Patient Education Award 2013—

Solicitation of Nominations

This award was established in 2012 with an endowment from Philips Healthcare to recognize “a
Respiratory Therapist who has had a profound impact on patients as established by
measurable outcomes as a result of patient education.”

The first recipient was:

e Mike West, MBA, RRT- 2012

We are now accepting nominations for this award. Nominations will be invited from the AARC Board of Medical
Advisors, the Board of Directors of the AARC, the Trustees of the ARCF, National Board for Respiratory Care
(NBRC) and the Committee on Accreditation for Respiratory Care (CoARC). The nominating group is responsible
for submitting the following:

e A complete and current biographical report on their nominee (curriculum vitae). Only one nominee (who is
not a past recipient of the award) is allowed from each group.

e A statement, including data which indicates the basis for the nomination, keeping the principle criterion of
“promoting patient education” in mind. They should illustrate the nominee’s impact on patient education
through novel training and education programs, adherence programs for patients, and improved outcomes
of patients gained through education and feedback.
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e A brief personal comment on their candidate’s interests and activities outside of medicine (i.e. civic, family,
hobby).

In recognition, the recipient will receive an inscribed plaque, coach airfare, one night’s
lodging and registration to the AARC Congress 2013.
Please submit nominations to the Executive Office no later than June 1, 2013.

cc: Board of Directors
ARCF Trustees
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Mike West, MBA, RRT Patient Education Achievement Award

Established in 2012, this award is named for Mike West, a Registered Respiratory Therapist, who recognized the
importance of educating patients to help them manage chronic pulmonary diseases, and the profound impact such
self-management has on patient respiratory quality of life. Mike West made it his quest throughout his career to
ensure that patients, caregivers, and industry had the highest understanding of respiratory disease and the best
solutions for treating these diseases.

An endowment has been established to recognize excellence in patient education by, American Respiratory Care
Foundation’s Trustees (ARCF), through a grant from Phillips Healthcare, to recognize a Respiratory Therapist who
has had a profound impact on patients as established by measurable outcomes as a result of patient education.

This award includes a plaque, coach airfare, one night’s lodging and registration for the AARC Congress.

Nomination Procedure

Nominations will be invited from the AARC Board of Medical Advisors, the Board of Directors of the AARC, the
Trustees of the ARCF, National Board for Respiratory Care (NBRC) and the Committee on Accreditation for
Respiratory Care (CoARC).

The nominating group is responsible for submitting the following:

A complete and current biographical report on their nominee (curriculum vitae). Only one nominee (who is not a
past recipient of the award) is allowed from each group.

A statement, including data which indicates the basis for the nomination, keeping the principle criterion of
“promoting patient education” in mind. They should illustrate the nominee’s impact on patient education through
novel training and education programs, adherence programs for patients, and improved outcomes of patients gained
through education and feedback.

A brief personal comment on their candidate’s interests and activities outside of medicine (i.e. civic, family, hobby).

All nominations must be received by the ARCF Executive Office no later than June 1, and the award will be
presented by the ARCF during the Awards Ceremony at the AARC Congress 2013.
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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 2012 Report on
Accreditation in Respiratory Care Education. The CoARC has developed this report to provide critical data
in the following four areas:

» Descriptive statistics of COARC Programs as of December 31, 2012;

 Accreditation actions taken in 2012;

» Aggregated statistics of graduate, enrollment, and outcomes data from the 2012 Annual Report of
Current Status submitted on July 1, 2012; and

» Programmatic data related to the AARC 2015 and Beyond Project.

This is the second 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 or presented
at CoARC Board meetings that occurred in March, July, and November 2012. There were a total of 39
accreditation visits in 2012 involving 51 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 2012, the CoARC collected 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
453 programs and program options. 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.

In conclusion, | hope you agree this report serves as a valuable communications tool that will prove
useful to accredited programs, the public, and the profession. This report is also intended to promote
further, more detailed analyses of the data presented. 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,

I H ntas—
Stephen P. Mikles, EdS, RRT, FAARC,
President
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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.

The 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 of Respiratory
Care, and protects against compromise of educational quality. By mandating recurrent self-assessment,
accreditation also assists in continuous improvement of these educational programs as related to resources
utilized, processes followed, and outcomes achieved.

The 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”). The 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.
The Council for Higher Education Accreditation granted recognition of the CoARC on September 25" 2012.

For the past 25 years, the 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

The CoARC accredits first-professionall 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 three® levels and are assigned a unique 6-digit number:

1. (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.

2. (300-level): A U.S. or International satellite campus geographically separate from the base program at
which all respiratory care core didactic and laboratory courses of the program are offered (does not
pertain to sites used by a completely on-line/distance education program for individual students or base
program students attending one or more classes via distance learning technologies). Satellite location(s)
function under the direction of the Key Personnel of the program.

3. (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, 2012, there were a total of 449 programs and program options under an
accreditation review by the 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. In addition to this
report, the following is a link to an interactve map of program data as of 12/31/12:
http://batchgeo.com/map/0dfb6b86d50fd6c47073479eb121e009.

Of these 449 programs, a total of 27 programs held Provisional Accreditation. This first status of
public recognition by the CoARC signifies that a program has demonstrated sufficient compliance to initiate a
program in accordance with the Standards through the completion and submission of an acceptable
Provisional Accreditation Self Study Report (PSSR), completion of an initial on-site visit, and other
documentation required by the CoARC. 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 2
receiving an Approval of Intent. There were also a total of 18 domestic satellite campuses and one
international satellite program (National Institute for Specialized Health located in Riyadh, Saudi Arabia).

! 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.]

* Program options include domestic satellites, international satellites, and sleep disorders specialist add-ons- each of which is assigned a separate
CoARC program number.

3 The CoARC discontinued accreditation of 100-level programs as of December 31, 2012.




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

http://batchgeo.com/map/0dfb6b86d50fd6c47073479eb121e009
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Table 1 (below) provides a breakdown of program numbers by CoARC level.

Table 1 — Program Numbers by CoARC Level as of December 31, 2012 (n=449)
200-level 300-level 400-level
Continuing Accreditation 327 17 5
Initial Accreditation 62 1 2
Probationary Accreditation 2 0 0
Provisional Accreditation 27 N/A N/A
Inactive Accreditation 0 1 0
Approval of Intent 3 N/A 2
Letter of Intent 4 - applications in N/A 0
progress

PROGRAMS BY DEGREE OFFERED

The CoARC accredits first professional respiratory care degree programs at the Associate,
Baccalaureate, and Master's Degree level. 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). Note:
The CoARC does not accredit or track data regarding degree advancement programs. A degree
advancement program is 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 (e.g., ASRT to BSRT or BSRT to
MSRT).

As of December 31, 2012, there were a total of 437 respiratory care programs and satellites that hold
a CoARC accreditation status (programs and program options with an Approval of Intent are not considered
accredited and are not counted in these analyses). Of these, 382 (87%) offer the Associate degree upon
graduation and 49 (11%) programs offer the Baccalaureate degree. Three programs (1%) offer both the
Associate degree and Baccalaureate degree (Gannon University, York College of PA, and UMDNJ School of
Health Related Professions). Three programs (1%) offer the Baccalaureate and the Master’s degree (Rush
University, Georgia State University, and St Alexius Medical Center/University of Mary). Seven institutions
offer a certificate upon completion of the sleep specialist program option (Stony Brook University, Valencia
College, Texas State University-San Marcos, Youngstown State University, Gannon University, vy Tech
Community College-Central Indiana, and Southern Crescent Technical College). Compared to data from the
2011 Report on Accreditation, there were no significant differences.
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Figure 1, below, provides a graphic representation of degrees offered.

e

&

Figure 1 - RC Programs & Satellites by
Degree Offered (n=437)

® Associate (n=382)

® Baccalaureate (n=49)

i Associate & Baccalaureate
(n=3)

u Baccalaureate & Masters
(n=3)

The CoARC further categorizes programs into one of 8 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 (55%) of all degree types offered in 2012. The Associate of
Applied Science (AAS) degree accounted for 32% of all degree types offered in 2012. The decrease in AS
degrees and the increase in AAS degrees between 2011 and 2012 are related to an extent. Several programs
converted from an AS degree to an AAS degree, due primarily as a result of state-mandated limits on the
number of credit hours for associate degree programs. Internal audits of dual degree programs (programs that
offer more than one first-professional degree program) revealed that the 5 programs phased out their
associate degree component and now offer only the BS degree. The remaining program actually offered a
degree advancement BS so the CoARC database was corrected.

Table 2 — RC Programs and Satellites by Degree between 2011 and 2012

as of December 31, | as of December 31,
2011 (n=437) 2012 (n=444)

Associate of Science (AS) 239 256

Associate in Applied Science (AAS) 138 123
Associate in Specialized Technology (AST) 3 3
Associate in Occupational Studies (AOS) 2 2
Bachelor of Science/Masters of Science (BS/MS) 3 2
Bachelor of Science (BS) 49 49

Associate of Science/ Bachelor of Science (AS/BS) 3 4
Associate in Applied Science/ Bachelor of Science 0 5

(AAS/BS)
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PROGRAMS BY INSTITUTIONAL TYPE

The 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, 2012, there were 251 respiratory
care programs and satellites offered at a community or junior college. This category was the largest (57%) of
all the categories. Ninety-one (21%) programs were offered at a Four-Year College or University. Seventy-
three (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. Two programs offered at a U.S. Military facility accounted for the fewest (0.5%).
Compared to data from the 2011 Report on Accreditation, there were no significant differences.  Figure 2
illustrates these categories and results.

4 M
Figure 2 - RC Programs and Satellites

by Institutional Type (n=437)

204 m Community College or Junior

___0.5% College (251)

m Four-Year College or University
(91)

m Technical or Vocational School
(73)

m Academic HSC/Medical Center
(12)

m Career or Technical College (8)

0
3%)/

m U.S. Military (2)

. J

Four of the seven accredited sleep disorders specialist add-on program options were offered at a
Four-Year College or University. The remaining three sleep disorders specialist add-on program options
were offered at a Community College or Junior College.

Table 3 provides a comparison of programs by institutional type and degree. The majority (57%) of programs
conferring the associate degree are offered at community colleges or junior colleges. Interestingly, 46
programs (11%) conferring the associate degree are offered at four-year colleges or institutions.

Table 3 — RC Programs and Satellites by Institutional Type and Degree (n=437)

Associate Associate & Baccalaureate Baccalaureate &
Baccalaureate Masters

Community College of Junior College 251 0 0 0
Technical or Vocational School 73 0 0 0
Four-Year College or University 46 3 40 2
Career or Technical College 8 0 0 0
Academic HSC/Medical Center 2 0 9 1
U.S. Military 2 0 0 0
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PROGRAMS BY INSTITUTIONAL CONTROL/FUNDING

The 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, 2012, 345 (78.9%)
institutions sponsoring a respiratory care program were operating under a Public/Not-For-Profit status. Sixty
(13.7%) institutions were operating under a Private/For-Profit (Proprietary) status. Thirty (6.8%) institutions
were operating under a Private/Not-For-Profit status. Two (0.6%) of institutions were controlled and funded by
the Federal Government. Compared to data from the 2011 Report on Accreditation, there were no significant
differences. Figure 3 illustrates these categories and results.

[ )
Figure 3 - RC Programs and Satellites by

Institutional Control/Funding (n=437)

6.8%
1 0.6%

u Public/Not-For-Profit (345)

u Private/For-Profit
(Proprietary (60)

u Private/Not-For-Profit (30)

u Federal Government (2)

| J

Four of the seven institutions sponsoring an accredited sleep disorders specialist add-on program
options were operating under a Public/Not-For-Profit status. The remaining institution sponsoring a sleep
disorders specialist add-on program options was operating under a Private/Not-For-Profit status.

Table 4 provides a comparison of programs by institutional control and degree. The majority (69%) of
programs conferring the associate degree are sponsored by Public/Not-For-Profit institutions.

Table 4 — RC Programs and Satellites by Institutional Control and Degree (n=437)

. Associate & Baccalaureate &
Associate Baccalaureate
Baccalaureate Masters
Public-Not-For-Profit 303 1 40 1

Private/For-Profit (Proprietary) 60 0

0 0
Private-Not-For-Profit 17 2 9 2
0 0

Federal Government 2 0






R,
COMMISSION ON ACCREDITATION FOR

| »
RESPIRATORY CARE COARC }'J.\

PROGRAMS BY GEOGRAPHIC REGION

The 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*. As of December 31, 2012,
sixty-one (14%) are located in the Northeast. One hundred six (24%) are located in the Midwest. One
hundred eighty-eight (43%) are located in the South. Eighty-one (19%) are located in the West. Compared to
data from the 2011 Report on Accreditation, there were no significant differences.

4 I
Figure 4 - RC Programs and Satellites by
Region* (n=436)
Northeast Midwest South West
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43 47
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* As defined by the U.S. Census Bureau (www.census.gov)
& J

Figure 5 (next page) provides a breakdown from largest to smallest, of the number of respiratory care
programs and satellites in each state. CoARC-accredited respiratory care programs are located in every state
except Alaska. The two states with the largest number of programs and satellites are Texas and California-
each with 37. States with only one program include Wyoming, Vermont, New Hampshire, Hawaii, and the
District of Columbia. Compared to data from the 2011 Report on Accreditation, there were no significant
differences.

Not included in Figures 4 and 5 are the 7 sleep disorders specialist program options which are located in
New York, Florida, Texas, Pennsylvania, Ohio, Indiana, and Georgia as well as the one international program
satellite located in Riyadh, Saudi Arabia.

Table 5 provides a comparison of programs by state (including District of Columbia) and degree. Forty-eight
states and D.C. offer the associate degree. Two states offer both the associate and baccalaureate degree.
Twenty-four states offer the baccalaureate degree. Three states offer both the baccalaureate and master’'s
degree.
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CA, TX
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Figure 5 - Respiratory Care Programs and
Satellites by State and D.C. (n=436)
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Bars represent the number of
programs and satellites for
each state listed.
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Table 5 — RC Programs and Satellites by State (including D.C) and Degree (n=436)

. Associate & Baccalaureate
Associate Baccalaureate
Baccalaureate & Masters

Alabama (n=6) 4 0 2 0

Arkansas (n=12) 9 0 3
Arizona (n=7) 7 0 0 0
California (n=37) 36 0 1 0
Colorado (n=5) 5 0 0 0
Connecticut (n=5) 4 0 1 0
District of Columbia (n=1) 1 0 0 0
Delaware (n=2) 2 0 0 0
Florida (n=24) 23 0 1 0
Georgia (n=14) 11 0 2 1
Hawaii (n=1) 1 0 0 0
lowa (n=6) 6 0 0 0
Idaho (n=3) 3 0 0 0
lllinois (N=13) 12 0 0 1
Indiana (n=11) 10 0 1 0
Kansas (n=9) 8 0 1 0
Kentucky (n=14) 13 0 1 0
Louisiana (n=11) 9 0 2 0
Massachusetts (n=7) 7 0 0 0
Maryland (n=7) 6 0 1 0
Maine (n=2) 2 0 0 0
Michigan (n=13) 13 0 0 0
Minnesota (n=5) 3 0 2 0
Missouri (n=12) 10 0 2 0
Mississippi (n=8) 8 0 0 0
Montana (n=2) 2 0 0 0
North Carolina (n=14) 14 0 0 0
North Dakota (n=2) 0 0 1 1
Nebraska (n=4) 3 0 1 0
New Hampshire (n=1) 1 0 0 0
New Jersey (n=5) 4 1 0 0
New Mexico (n=6) 6 0 0 0
Nevada (n=3) 3 0 0 0
New York (n=13) 10 0 3 0
Ohio (n=22) 18 0 4 0
Oklahoma (n=7) 7 0 0 0
Oregon (n=4) 3 0 1 0
Pennsylvania (n=25) 20 2 3 0
Rhode Island (n=2) 2 0 0 0
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Table 5 (continued) — RC Programs and Satellites by State (including D.C) and Degree (n=436)

. Associate & Baccalaureate
Associate Baccalaureate
Baccalaureate & Masters
South Carolina (n=7) 7 0 0 0
South Dakota (n=2) 2 0 0 0
Tennessee (n=11) 8 0 3 0
Texas (n=37) 3 0 5 0
Utah (n=7) 3 0 4 0
Virginia (n=7) 6 0 1 0
Vermont (n=1) 1 0 0 0
Washington (n=5) 5 0 0 0
Wisconsin (n=7) 7 0 0 0
West Virginia (n=6) 4 0 2 0
Wyoming (n=1) 1 0 0 0
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ACCREDITATION DECISIONS

The CoARC makes most accreditation decisions during its Board meetings three times per year
(typically in March, July, and November) based on an accreditation review cycle described in Section 1 of the
CoARC Accreditation Policies and Procedures Manual (available at www.coarc.com/31.html.) The statuses of
Administrative Probation, Voluntary Withdrawal of Accreditation and Voluntary Inactive Accreditation do not
require a vote by the CoARC Board and are processed by the Executive Office throughout the year. Table 6
is a summary of accreditation actions taken by the Commission as well as accreditation actions processed by
the CoARC Executive Office in 2012. The three columns (March, July, and November) correspond with the
number of specific actions taken by the Commission during each of the CoARC’s meetings.

Table 6 — CoARC Accreditation Actions for 2012

March July November Total
2012 2012 2012

Approval of Intent 2 2 2 6

Letter of Review (March 2012 meeting only) 2 N/A N/A 2

Provisional Accreditation 0 0 1 1

o Base Program 4 6 7 17

|n|t!al . Satellite Option 0 0 0
Accreditation — .

Sleep Specialist Program Option 0 0 1

o Base Program 17 12 8 37

A(czgpettlzlr;fz;ggn SaFeI.Iite Option . 2 0 0 2

Sleep Specialist Program Option 0 0 0 0

Probationary Accreditation Conferred 1 2 1 4

Probationary Accreditation Removed 0 1 1 2

Probationary Accreditation Reviewed 0 0 1 1

Progress Report Accepted as Final 0 5 18 23

Reviewed Additional PR Requested 0 0 18 18

Withdrawal Accreditation — Involuntary 0 0 0 0

Withhold Accreditation 0 0 0 0

Substantive Changes Reviewed by the Commission 0 0 0 0

Total Number of Accreditation Actions taken by the Commission in 2012 114

Letter of Intent Applications 4

Voluntary Inactive Accreditation 1

Voluntary Withdrawal Accreditation 14

Application for Substantive Change 50

Total Number of Accreditation Actions processed by the CoARC Executive Office in 2012 69

The CoARC has processes that call for the CoARC to inform the public about its accreditation
decisions. One of the ways the CoARC does this is to provide the public with information about the
accreditation decision process. The 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). The 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, the 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/31.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 during 2012.

Approval of Intent Granted

An Approval of Intent is an authorization by the CoARC indicating that a sponsoring institution’s plan
to start a Respiratory Care program or sleep specialist program option is acceptable following the submission
of a Letter of Intent (LOI) Application. An Approval of Intent authorizes the sponsor to submit a Provisional
Accreditation Self-Study Report (PSSR) and undergo a Provisional Accreditation site visit.

Program # Program Name (date LOI application received) Location Effective
400324 James A. Rhodes State College-SSPO (9-22-2011) Lima, OH 03-24-2012
200609 Southwest Virginia Community College (9-15-2011) Richlands, VA 03-24-2012
400428 Gwinnett Technical College-SSPO (1-20-2012) Lawrenceville, GA | 07-14-2012
200610 Hartnell College (7-14-2012) Salinas, CA 07-14-2012
200611 Mandl School (5-21-2012) New York, NY 11-09-2012
200612 Wiregrass Georgia Technical College (5-29-2012) Valdosta, GA 11-09-2012

Letter of Review Granted (March 2012 meeting only)

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. Note: The use of the status “Letter of Review” was eliminated in
2012. The policy change from Letter of Review to Provisional Accreditation took place at the March 2012
Board meeting (March 24, 2012). As of March 24, 2012, all programs that held a Letter of Review had their
status changed to Provisional Accreditation. For a detailed description of the change from the Letter of
Review status to the use of Provisional Accreditation, please download the FAQ:
http://www.coarc.com/27.html.

Program # Program Name (date AOI granted) Location Effective
200602 American Institute College of Health Prof (7-18-2011) Celebration, FL 03-24-2012
200608 YTI Career Institute (7-18-2011) Altoona, PA 03-24-2012

Provisional Accreditation Granted

This status signifies that a program that has been granted an Approval of Intent has demonstrated
sufficient compliance to initiate a program in accordance with the Standards through the completion and
submission of an acceptable Provisional Accreditation Self Study Report (PSSR), completion of an initial on-
site visit, and other documentation required by the CoARC. The conferral of Provisional Accreditation denotes
a new program that has made significant progress towards meeting the Standards of Accreditation. The
program will remain on Provisional Accreditation until achieving Initial Accreditation. The conferral of
Provisional Accreditation also authorizes the sponsor to admit its first class of students. It is recognized by the
National Board for Respiratory Care (NBRC) toward eligibility to the Respiratory Care Credentialing
Examination(s). Once graduates have been produced and at least three (3) reporting years of outcomes have
been collected and analyzed, a provisionally accredited program may apply for initial accreditation. Enrolled
students completing the program under Provisional Accreditation are considered graduates of a CoARC
accredited program.

Program # Program Name (date AOI granted) Location Effective
200600 Sullivan Respiratory Care Consortium (3-11-2011) Loch Sheldrake, NY | 11-01-2012




http://www.coarc.com/27.html
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Initial Accreditation Granted

This status is conferred for a limited defined period of time (five years) to a program under Provisional
Accreditation that, at the time of the second 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 Accreditation may also be granted to Sleep Specialist Program Options (SSPO) operating in conjunction
with an accredited Respiratory Care program that has demonstrated substantial compliance with the

Standards.

Pro?#ram Program Name (date LOR or Provisional granted) Location Imtlljilltsnd
200557 Florida National College (LOR 10-17-2008) Hialeah, FL 03-21-2017
200563 Concorde Career Institute (LOR 5-26-2009) Portland, OR 03-21-2017
200565 Dixie State College of Utah (LOR 4-14-2009) St. George, UT 03-21-2017
200570 Louisiana State University (LOR 7-24-2009) Eunice, LA 03-21-2017
200551 Miller-Motte Technical College (LOR 8-20-2008) Clarksville, TN 07-31-2017
200558 Lancaster General College (Provisional 3-24-2008) Lancaster, PA 07-31-2017
200567 Laurel Technical Institute (LOR 11-24-2008) Sharon, PA 07-31-2017
200572 Rush University Medical Center (Provisional 3-24-2008) Chicago, IL 07-31-2017
200577 Our Lady of the Lake/LSUHSC (LOR 12-10-2009) Baton Rouge, LA 07-31-2017
200585 US Army METC/Thomas Edison College (LOR 7-19-2010) | Ft. Sam Houston, TX | 07-31-2017
400290 Gannon University-SSPO (AOI 7-19-2010) Erie, PA 07-31-2017
200562 McCann School of Business & Technology (LOR 2-18-09) Sunbury, PA 11-30-2017
200566 American Career College-Ontario (LOR 6-5-2009) Ontario, CA 11-30-2017
200571 Keiser University (LOR 8-5-2009) Ft. Lauderdale, FL 11-30-2017
200574 Kent State University (LOR 10-23-2009) Ashtabula, OH 11-30-2017
200576 South Arkansas Community College (LOR 3-13-2010) El Dorado, AR 11-30-2017
200587 St Augustine College (LOR 7-19-2010) Chicago, IL 11-30-2017
200589 Black River Technical College (LOR 11-15-2010) Pocahontas, AR 11-30-2017
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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.

Program # Program Name Location NIl Re-
evaluation
200033 University of Missouri Columbia, MO 2022
200061 Community College District of Columbia Washington, DC 2022
200078 Indiana University of PA/Western PA Hospital Pittsburgh, PA 2022
200131 Milwaukee Area Technical College Milwaukee, WI 2022
200178 University of Toledo Toledo, OH 2022
200218 Des Moines Area Community College Ankeny, 1A 2022
200238 Oakland Community College Bloomfield Hills, Ml 2022
200239 Kalamazoo Valley Community College Kalamazoo, Ml 2022
200266 Delta College University Center, Ml 2022
200290 Gannon University Erie, PA 2022
200293 The University of Texas at Brownsville Brownsville, TX 2022
200295 Monroe County Community College Monroe, Ml 2022
200362 Spartanburg Community College Spartanburg, SC 2022
200400 Southeast Kentucky Community & Technical College Pineville, KY 2022
200417 Kennebec Valley Community College Fairfield, ME 2022
200459 Rockingham Community College Wentworth, NC 2022
200485 Georgia Northwestern Technical College Rome, GA 2022
300006 University of Missouri/Mercy Hospital- Satellite St. Louis, MO 2022
300013 S.E. Kentucky Community & Tech College- Satellite Whitesburg, KY 2022
200075 Rock Valley College Rockford, IL 2022
200146 Tulsa Community College Tulsa, OK 2022
200175 Malcolm X College Chicago, IL 2022
200193 Temple College Temple, TX 2022
200234 Mid-State Technical College Marshfield, W1 2022
200286 University of Pittsburgh at Johnstown Johnstown, PA 2022
200302 Tallahassee Community College Tallahassee, FL 2022
200354 Stark State College N. Canton, OH 2022
200394 Midwestern State University Wichita Falls, TX 2022
200462 Southeastern Community College West Burlington, IA 2022
200469 Concorde Career College Memphis, TN 2022
200477 Big Sandy Community & Technical College Paintsville, KY 2022
200102 East Los Angeles College/Santa Monica College Monterey Park, CA 2022
200199 Amarillo College Amarillo, TX 2022
200216 Columbus State Community College Columbus, OH 2022
200304 Labette Community College Parsons, KS 2022
200440 Concorde Career College North Hollywood, CA 2022
200467 Luzerne County Community College Nanticoke, PA 2022
200478 Meridian Community College Meridian, MS 2022
200482 Southern Crescent Technical College Griffin, GA 2022
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Probationary Accreditation Conferred

This is a temporary status of accreditation 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. Probationary Accreditation can also be conferred
when a sponsoring institution/consortium receives an adverse action as described in CoOARC Policy 1.07. 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 will consider removing the probationary status when
review of the Probation Report so warrants. If compliance with the Standards is not demonstrated within 1
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. A probation decision can be subject to
reconsideration but cannot be appealed (See CoARC Policy 1.06). Enrolled students completing the program
under Probationary Accreditation are considered graduates of a CoARC accredited program. Programs on
Probationary Accreditation are prohibited from increasing cohort and enrollment numbers until Probationary
Accreditation is removed. The CoARC requires a sponsor to complete a teach-out plan when a program is
placed on probation, requests inactive status, voluntarily or involuntarily withdraws (see CoARC Policy 1.13).

Pro%ram Program Name Location Effective*
200499 Thaddeus Stevens (voluntary withdrawal 6-30-12) Lancaster, PA 03-24-2012
200262 | ATI Health Education Center (voluntary withdrawal 12-31-12) Miami, FL 07-14-2012
200543 U.S. Air Force School of Health (initial probation 7-18-11) Ft. Sam Houston, TX | 07-18-2012
200546 Bunker Hill Community College Boston, MA 11-01-2012

*This action does not become final until after the program has exhausted its rights to seek reconsideration (see CoOARC
Policy 1.07 — Reconsideration and Appeal).

Probationary Accreditation Removed*
*Following review of the Probation Report, Probationary Accreditation was removed and the programs listed below resume

their previous accreditation status.

Pro?#ram Program Name (accreditation status resumed) Location Effective
200297 Lamar Institute of Technology (Continuing Accreditation) Beaumont, TX 7-15-2012
200321 Florida A&M University (Continuing Accreditation) Tallahassee, FL 11-3-2012

Probation Report Reviewed*
* Following review of the Probation Report, Probationary Accreditation remains for the program listed below.

Pro?#ram Program Name Location Effective
ATI Health Education Center (probation 7-14-12/voluntary P .
200262 withdrawal effective 12-31-12) Miami, FL 11-3-2012
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Progress Report Reviewed*
The CoARC requires a program to submit documentation addressing any Standard not met (i.e.

citation) as a progress report. A Standardized Progress Report (series of questions developed by the
CoARC) may be requested by the CoARC for a variety of deficiencies including attrition, job (positive)
placement, and credentialing success (www.coarc.com). The decision to request a progress report is made by
the Program Referee or Commission after review of the recommendation(s) and other documents associated
with the accreditation review process. The progress report must be submitted within the specified period of
time addressing the standard(s) with which the program has been found to be in non-compliance. The
Progress report will constitute the basis for Commission action. The action is either to accept the report,
finding the program in compliance with all the CoARC Standards, or if the program does not demonstrate
compliance with the Standards, within the specified time frame stated on the progress report, the Commission

may either (1) request an additional progress report or (2) confer a Probationary Accreditation status. For

more details about progress reports, please visit http://www.coarc.com/57.html.

*All Progress Reports were accepted as final for the programs listed below.
Program Program Name Location IR [RE-

# evaluation

200349 Berkshire Community College Pittsfield, MA 2021
200359 Seminole State College of Florida Sanford, FL 2021
200559 Concorde Career Institute Miramar, FL 2016
400134 Stony Brook University-SSPO Stony Brook, NY 2021
400152 Valencia College-SSPO Orlando, FL 2014
200088 Delaware Co. Community College/Chester Medical Ctr. Upland, PA 2019
200095 Houston Community College/Coleman College of Health Houston, TX 2021
200109 Miami Dade College Miami, FL 2020
200127 Weber State University Ogden, UT 2019
200142 Butte College Oroville, CA 2021
200207 Victor Valley Community College Victorville, CA 2020
200218 Des Moines Area Community College Ankeny, IA 2022
200259 Fayetteville Technical Community College Fayetteville, NC 2018
200263 Roane State Community College Harriman, TN 2021
200317 Edison State College Fort Myers, FL 2016
200343 Southern University Shreveport Shreveport, LA 2015
200378 Robeson Community College Lumberton, NC 2021
200461 Northeast Kentucky Consortium Morehead, KY 2021
200470 Central Virginia Community College Lynchburg, VA 2013
200491 Northwest Arkansas Community College Bentonville, AR 2015
200503 Rolla Technical College Rolla, MO 2016
200528 Southeast Arkansas College Pine Bluff, AR 2014
300015 Dakota State University - Satellite Rapid City, SD 2019
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Progress Reports Reviewed*
*All programs listed below are required to submit an additional Progress Report (PR).

Pro?#ram Program Name Location CoANRe():(tMtg
200051 Shenandoah University Winchester, VA Nov 2013
200061 Community College-District of Columbia Washington, DC Nov 2013
200083 Fresno City College Fresno, CA Nov 2013
200108 Ferris State University Big Rapids, Ml Nov 2013
200137 Baltimore City Community College Baltimore, MD Nov 2013
200190 Kirkwood Community College Cedar Rapids, 1A Nov 2013
200225 West Virginia Northern Community College Wheeling, WV Nov 2013
200228 Prince George’s Community College Largo, MD Nov 2013
200360 Modesto Junior College Modesto, CA Nov 2013
200390 Carrington College Mesa, AZ Nov 2013
200446 Mohawk Valley Community College Utica, NY Nov 2013
200466 ATI Career Training Center (vol. withdrawal effective 9-30-13) Dallas, TX Mar 2013
200490 Stevens-Henager College Murray, UT Nov 2013
200505 Goodwin College East Hartford, CT Nov 2013
200512 Kaplan Career Institute-Franklin Mills Campus Philadelphia, PA Nov 2013
200515 Virginia College at Birmingham Birmingham, AL Nov 2013
300021 | AT! Career Training Ctr. ffgtre,\'l'(')tveéggldvﬁggtﬁfg;" effective 12 | £ort | auderdale, FL | Mar 2013
320276 Independence University Salt Lake City, UT Jul 2013

Withhold Accreditation*

A program seeking Provisional Accreditation, Initial Accreditation or Continuing Accreditation may
have such accreditation status withheld if, following submission of a self-study and completion of an on-site
evaluation, the accreditation review process confirms that the program is not in compliance with the
Standards. A program that has had its accreditation status withheld shall no longer be allowed to admit
students. For programs that receive a Withhold of Accreditation status, enrolled students who complete the
program are considered graduates of a CoARC accredited program. The CoARC requires a sponsor to
complete a teach-out plan when the CoARC takes action to withhold or withdraw a program’s accreditation
(see Policy 1.13). *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 1.06 — Reconsideration and Appeal).

[ Withhold of Accreditation was not conferred in 2012, |

Withdrawal 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 CoARC Policy 1.058. A
program that has had its accreditation status withdrawn shall no longer be allowed to admit students. The
CoARC requires a sponsor to complete a teach-out plan when the CoARC takes action to withhold or
withdraw a program'’s accreditation (see CoARC Policy 1.13). For programs that receive a Withdrawal of
Accreditation status, enrolled students who complete the program are considered graduates of a CoARC
accredited program *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 1.06 — Reconsideration and Appeal).

[ Involuntary Withdrawal of Accreditation was not conferred in 2012. |
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Withdrawal Accreditation - Voluntary
This status is conferred when a sponsor notifies CoOARC that its program(s) be removed from the

accreditation process. Sponsoring institutions may notify the CoARC of Voluntary Withdrawal of Accreditation
at any time for all activities of the program or for any program options. For programs that receive a
Withdrawal of Accreditation status, enrolled students who complete the program are considered graduates of
a CoARC accredited program (See CoARC Policy 1.06 for Reconsideration and Appeal Policy). The CoARC
requires a sponsor to complete a teach-out plan when a program is placed on probation, requests inactive
status, voluntarily or involuntarily withdraws (see CoARC Policy 1.13).

Pro?#ram Program Name Location Effective
100079 York College of PA York, PA 12-31-2011*
100153 J. Sargeant Reynolds Community College Richmond, VA 12-31-2011*
100221 Harrisburg Area Community College Harrisburg, PA 12-31-2011*
100245 Weber State University Ogden, UT 12-31-2011*
200473 Hannibal Career & Technology Center Hannibal, MO 12-15-2011*
300014 Pima Medical Institute — Satellite Colorado Springs, CO | 12-31-2011*
200547 Career Technical College Monroe, LA 01-05-2012
200590 Penn Commercial Business/Technical School Washington, PA 05-29-2012
300011 Salisbury University — Satellite Salisbury, MD 05-31-2012
100400 El Camino Community College Torrance, CA 08-31-2012
200106 Our Lady of Holy Cross/Ochsner School New Orleans, LA 12-01-2012
200499 Thaddeus Stevens Lancaster, PA 06-30-2012
200609 Southwest Virginia Community College Richlands, VA 09-18-2012
400181 University of Alabama at Birmingham-SSPO Birmingham, AL 09-18-2012
100226 The University of Texas at Brownsville Brownsville, TX 12-31-2012
100019 Gwynedd Mercy College Gwynedd, PA 12-31-2012
100120 Simi Valley Adult School/Excelsior Simi Valley, CA 12-31-2012
100273 St. Augustine College Chicago, IL 12-31-2012
200262 ATI Career Training Center, Campus #150 Miami, FL 12-31-2012
300021 ATI| Career Training Center — Satellite Ft. Lauderdale, FL 12-31-2012

* Requests for Voluntary Withdrawal of Accreditation were processed in 2012.

Inactive Accreditation - Voluntary
Only programs with Continuing Accreditation may request an inactive status for up to two years. No

students may be enrolled or be matriculated in the program during the time period in which the program is
inactive. Those programs offering additional options may request voluntary inactive status for these program
options without affecting the accreditation status of the base program. The date of the next scheduled site
visit is not changed due to inactive status. During inactive status, programs must continue to submit
documents (e.g., annual reports, progress reports) and pay fees that are due during that time, unless
otherwise directed by the CoARC. The CoARC requires a sponsor to complete a teach-out plan when a
program is placed on probation, requests inactive status, voluntarily or involuntarily withdraws (see CoARC
Policy 1.13).

Pro?#ram Program Name Location Effective
300008 Pueblo Community College — Southwest Ctr. Satellite Durango, CO 08-01-2012
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Letter of Intent Applications Submitted

The first step in the accreditation process is the submission of a Letter of Intent (LOI) application that
declares the sponsor’s intention to start a new Respiratory Care program. Supplementary materials are
required as part of the Letter of Intent process. The application undergoes a review by the CoARC Executive
Office and subsequent review by a Program Referee (a member of the CoARC assigned to a program to
serve as the liaison between the program and the Commission. Further details regarding the Letter of Intent
application process can be found in CoOARC Policy 2.02.

Program Name Location Date Application Received
Four-D College Colton, CA 06-20-2011
Everest College Atlanta, GA 05-04-2012
Cochise College Sierra Vista, AZ 09-18-2012

Site Visits Conducted

The site visit is the most complex aspect of the accreditation process. It is also the most visible
function of the CoARC. Site visitation teams usually have two members, one of whom may be (and in some
cases, must be) a physician. Site visitors are on-site objective observers and gatherer of the “facts” that are
reported back to the CoOARC Referee as a part of the ongoing process of accreditation and reaccreditation.
During one to two days at a campus, site visitors interact with all of the communities of interest, review
pertinent documents, and, when appropriate, inspect program facilities. Through this process, the CoARC
ensures that each program’s documentation supports the analysis and action plans related to its resources
and outcomes. Further, the visit offers an opportunity to document the degree to which the program meets the
Standards. Further details regarding the site visit process can be found at http://www.coarc.com/32.html. In
2012, there were a total of 39 site visits, listed below.

. Dates of Site
Program # Program Name Location Visit in 2012
200075 Rock Valley College Rockford, IL Feb 20-21
200102 East LA College Monterey Park, CA Apr 12-13
200146 Tulsa Community College Tulsa, OK Feb 23-24
200175 Malcolm X College Chicago, IL Mar 12-13
200193 Temple College Temple, TX Jan 23-24
200199 Amarillo College Amarillo, TX Jun 11-12
200216 Columbus State Community College Columbus, OH Apr 26-27
200234 Mid-State Technical College Wisconsin Rapids, WI May 10-11
200286 University of Pittsburgh Johnston, PA Mar 19-20
200295 Monroe County Community College Monroe, Ml Jan 16-17
200302 Tallahassee Community College Tallahassee, FL Jan 23-24
200304 Labette Community College Parsons, KS Feb 27-28
200354 Stark State College North Canton, OH Jan 26-27
200394 Midwestern State University Wichita Falls, TX Feb 6-7
200400/300013 SE Kentucky Community & Tech College Pineville/Whitesburg, KY Jan 19-20
200440 Concorde Career College North Hollywood, CA May 21-22
200459 Rockingham Community College Wentworth, NC Jan 19-20
200462 Southeastern Community College West Burlington, IA May 14-15
200467 Luzerne County Community College Nanticoke, PA Jun 11-12
200469 Concorde Career College Memphis, TN Jan 9-10
200477 Big Sandy Community & Tech College Paintsville, KY Mar 5-6
200478 Meridian Community College Meridian, Ml Jan 23-24
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200482 Southern Crescent Technical College Griffin, GA Jun 4-5
200551 Miller-Motte Technical College Clarksville, TN Feb 13-14
200558 Lancaster Gen. College of Nursing & Health Lancaster, PA May 14-15
200562 McCann School of Business & Technology Sunbury, PA May 21-22
200567 Laurel Technical Institute Sharon, PA Mar 15-16
200569 Ivy Tech Community College Muncie, IN Jun 7-8
200571 Keiser University Fort Lauderdale, FL Feb 13-14
200572 Rush University Medical Center Chicago, IL Apr 4-5
200573 Concorde Career Institute Tampa, FL Jul 9-10
200574 Kent State University Ashtabula, OH Aug 2-3
200576 South Arkansas Community College El Dorado, AR Jun 18-19
200577 Our Lady of the Lake College/LSUHSC Baton Rouge, LA Mar 8-9
200585 METC (Army) & Thomas Edison College Fort Sam Houston, TX Mar 21
200587 St. Augustine College Chicago, IL Sep 14-15
200589 Black River Technical College Pocahontas, AR Jun 18-19
200600 Sullivan Respiratory Care Consortium Loch Sheldrake, NY Aug 6-7
400290 Gannon University — SSPO Eire, PA Apr 26

Changes in Program Information and Personnel

The CoARC Executive Office is responsible for maintaining accurate programmatic information.
Programs are required to report changes in program name, address, and certain personnel to the CoARC in a
timely manner. The following is a list of reported changes in 2012:

Type of Change Reported Total Number Reported in 2012
Change in Program Name 13
Change in Program Address 8
Change in Billing Contact 26
Change in President/CEO 62
Change in Dean 84
Permanent 47
Change in Program Director Temporary 15
Acting 3
Permanent 82
Change mEI('_j):JrCe;:tti(())rnof Clinical Temporary 15
Acting 8
Change in Medical Director Permanent °
Temporary 8
Change in Primary Sleep Specialist Instructor 1
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2012 ANNUAL REPORT OF CURRENT STATUS (RCS)

Overview

The 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 the CoARC reflect metrics of program
effectiveness and student achievement. The CO0OARC 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 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. The CoARC
routinely monitors the program’s outcomes results in relation to the thresholds via an Annual Report of Current
Status (RCS). The CoARC provides definitions of each of the minimum performance criteria in its Interpretive
Guidelines (p.23), its Accreditation Policies & Procedures Manual (p. 38), and on its website
(http://www.coarc.com/15.html).

In May 2011, the CoARC launched its online Annual RCS submission with a deadline of July 1%
2011. In an effort to minimize potential reporting burdens to programs seeking and maintaining accreditation,
the 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, the 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. The CoARC works with programs throughout the data submission and validation
phases to ensure that the performance data is accurate. In the future, the 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 have been gathered and analyzed.

The CoARC completed the verification of the outcomes data from the 2012 Annual Report of Current
Status (RCS) in December 2012. A total of 453 programs and program options submitted annual reports in
2012. These data are self-reported by respiratory care programs to the CoARC and reflects the aggregate
data for the three-year time period being reported (January 1, 2009 through December 31, 2011) from the
2012 RCS reports accepted by the CoARC Executive Office. Note: The data does not reflect any changes
made to the RCS data after the 2012 RCS report was accepted. Any such changes will be reported in the
2013 RCS reports due July 1, 2013.
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Total New Enrollments

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, on-time graduation rates, and maximum annual
enrollment.

Figure 6 shows total new enroliments for 2009 through 2011. This does not include students that
were already enrolled in prior years. Enrollments for 2010 and 2011 are compared to the total maximum
annual enrollment capacity’. The CoARC did not track maximum annual enrollment capacity for 2009. The
data shows new enrollments reaching 72% of capacity in 2011 and 78% of capacity for 2010. The average
maximum annual enrollment capacity per program for 2010 and 2011 was 32. The average number of new
enrollments per program was 23 in 2011, 24 in 2010, and 24 in 2009. There was a 5% decrease in new
enrollments between 2011 and 2010 and a 2.6% increase between 2010 and 2009. The differences in
reported enroliments between the 2012 Report on Accreditation and the 2011 Report on Accreditation were
due to programmatic data corrections related to modifications to the CoARC’s definition of programmatic
enrollment and attrition as well as improved accuracy in the self-reported enrollment data.

. | . N
Figure 6 - Total New RC Program and Satellite
Enrollments and Maximum Annual Enrollment Capacity
(n=446)
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Not included in Figure 6 are the enrollment data for the 7 sleep specialist program options. There
were a total of 50 new enrollments in 2011 with a maximum annual enrollment capacity of 102 (49%). In
contrast, there were 33 new enroliments in 2010 with a maximum annual enroliment capacity of 102 (32%).
In 2009, there were 59 new enroliments. The average number of new enroliments per program option was 7
in 2011, 5 in 2010, and 8 in 2009. The average maximum annual enrollment capacity per program option
remained at 15 in 2011.

* The maximum annual enroliment 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 the 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 enroliment.
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New RC Enrollments by Degree Offered

Table 7 — New RC Enrollments by Degree Offered (n=446)

A a a a
d a

5 olime silierE AT
Degree Ottered apa 0 i 010 009

Total Avg Total Avg Total Avg Total | Avg

Associate only (n=389) 13,069 34 9,290 24 9,787 25 9,588 25

Associate & Baccalaureate (n=3) 68 23 51 17 34 15 41 10

Baccalaureate only (n=51) 1,130 22 852 17 891 17 819 16

Baccalaureate & Masters (n=3) 86 29 78 26 69 23 75 25

Table 7 shows the new annual respiratory care enrollments in relation to the degree offered.
Programs offering only associate degrees accounted for 87.2% of the total number of programs submitting
annual reports in 2012. There were 10,271 new students enrolled in 2011; of this total, 9,290 were enrolled in
Associate degree programs. This represents the largest category (90.4%) and is a 5.1% decrease compared
to 2010. In contrast, there was a 2.1% increase in new enroliments for this category between 2010 and 2009.
New enrolliments reached 72% of maximum annual enrollment capacity in 2011 for associate degree
programs. The average number of new enrollments per program for this category was 24 in 2011 and 25 in
2010 and 2009.

Programs offering both associate and baccalaureate degrees accounted for 0.7% of the total number
of respiratory care programs submitting annual reports in 2012. In 2011, there were 51 new students (0.5%
of total) enrolled in programs that offered both an associate and baccalaureate degree. This represents a
50% increase from 2010. In contrast, there was a 17% decrease in new enrollments for this category
between 2010 and 2009. New enrollments reached 75% of maximum annual enrollment capacity in 2011 for
programs that offer both associate and baccalaureate degrees. The average number of new enrollments per
program for this category was 17 in 2011, 15 in 2010, and 10 in 2009.

Programs offering only baccalaureate degrees accounted for 11.4% of the total number of respiratory
care programs submitting annual reports in 2012. In 2011, there were 852 new students (8.3% of total)
enrolled in Baccalaureate degree programs. This represents a 4.4% decrease from 2010. In contrast, there
was an 8.8% increase in new enrollments for this category between 2010 and 2009. New enrollments
reached 75.4% of maximum annual enroliment capacity in 2011 for baccalaureate degree programs. The
average number of new enrollments per program for this category was 17 in 2011 and 2010, and 16 in 2009.

Programs offering both baccalaureate and master’s degrees accounted for 0.7% of the total number
of respiratory care programs submitting annual reports in 2012. In 2011, there were 78 new students (0.8%
of total) enrolled in programs that offered both a baccalaureate and master’'s degree. This represents a 13%
increase from 2010. In contrast, there was an 8% decrease in new enroliments for this category between
2010 and 2009. New enrollments reached 91% of maximum annual enroliment capacity in 2011 for programs
that offer both baccalaureate and master’'s degrees. The average number of new enrollments per program
for this category was 26 in 2011, 23 in 2010, and 25 in 2009.
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New RC Enrollments by Institutional Type

Table 8 — New RC Enrollments by Institutional Type (n=446)

Max Annual = = =
Enroll Enrollments Enrollments Enrollments
ona PE Capacity 2011 2011 2010 2009

Total | Avg | Total | Avg | Total | Avg | Total | Avg

Community College or Junior College (n=252) | 6,620 26 5337 | 21 |[5573| 22 |5222| 21

Four-Year College or University (n=95) 2,765 29 1912 | 20 |1950| 21 [1914| 20

Technical or Vocational School (n=76) 4,272 56 2517 | 33 (2,781 | 37 |2930| 39
Academic HSC/Medical Center (n=12) 249 21 198 17 193 16 172 14
Career or Technical College (n=9) 259 32 181 20 212 24 209 23
U.S. Military (n=2) 188 94 126 63 82 41 66 33

Table 8 shows the new annual respiratory care enrollments in relation to the institutional type.
Programs offered in community or junior colleges accounted for 56.5% of the total number of respiratory care
programs submitting annual reports in 2012. There were 5,337 new enrollments in this category in 2011.
This represents the largest category (52%) and is a 4.2% decrease compared to 2010. In contrast, there was
a 6.7% increase in new enroliments between 2010 and 2009. New enrollments reached 81% of maximum
annual enrollment capacity in 2011 for community colleges or junior colleges. The average number of new
enrollments per program for this category was 21 in 2011, 22 in 2010, and 21 in 2009.

Programs offered in four-year colleges or universities accounted for 21.3% of the total number of
respiratory care programs submitting annual reports in 2012. There were 1,912 (18.6% of total) new
enrollments in 2011. This represents a 2.0% decrease compared to 2010. In contrast, there was a 1.9%
increase between 2010 and 2009. New enroliments reached 69.2% of maximum annual enrollment capacity
in 2011. The average number of new enrollments per program for this category was 20 in 2011, 21 in 2010,
and 21 in 2009.

Programs offered in technical or vocational schools accounted for 17.0% of the total number of
respiratory care programs submitting annual reports in 2012. There were 2,517 (24.5% of total) new
enrollments in 2011. This represents a 9.4% decrease compared to 2010. There was also a 5.1% decrease
between 2010 and 2009. New enroliments reached 58.9% of maximum annual enrollment capacity in 2011.
The average number of new enroliments per program for this category was 33 in 2011, 37 in 2010, and 39 in
20009.

Programs offered in academic HSC/medical centers accounted for 2.7% of the total number of
respiratory care programs submitting annual reports in 2012. There were 198 (1.9% of total) new enrollments
in 2011. This represents a 2.6% increase compared to 2010. There was also a 12.2% increase between
2010 and 2009. New enrollments reached 79.5% of maximum annual enrollment capacity in 2011. The
average number of new enrollments per program for this category was 17 in 2011, 16 in 2010, and 14 in
20009.

Programs offered in career or technical colleges accounted for 2.0% of the total number of respiratory
care programs submitting annual reports in 2012. There were 181 (1.8% of total) new enrollments in 2011.
This represents a 14.6% decrease compared to 2010. In contrast, a 1.4% increase occurred between 2010
and 2009. New enroliments reached 69.9% of maximum annual enrollment capacity in 2011. The average
number of new enrollments per program for this category was 20 in 2011, 24 in 2010, and 23 in 2009.

Programs offered in the U.S. military accounted for 0.5% of the total humber of respiratory care
programs submitting annual reports in 2012. There were 126 (1.2% of total) new enrollments in 2011. This
represents a 53.7% increase compared to 2010. There was also a 24.2% increase between 2010 and 2009.
New enroliments reached 67.0% of maximum annual enroliment capacity in 2011. The average number of
new enroliments per program for this category was 63 in 2011, 41 in 2010, and 33 in 2009.
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New RC Enrollments by Institutional Control/Funding

Table 9 — New RC Enrollments by Institutional Control/Funding (n=446)

Max Annual New N New
Enroll Enrollments Enrollments Enrollments

onal Lontro ading Capacity 2011 2011 2010 2009

Total | Avg | Total | Avg | Total | Avg [ Total

Public/Not-For-Profit (n=349) 8721 25 6767 19 7237 21 6705 | 19
Private/For-Profit (Proprietary) (n=62) 4648 76 2833 46 2952 48 3262 | 53
Private/Not-For-Profit (n=33) 796 24 545 17 520 16 480 15
Federal Government (n=2) 188 94 126 63 82 41 66 33

Table 9 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 78.2% of
the total number of respiratory care programs submitting annual reports in 2012. There were 6,767 new
respiratory care enrollments in public/not-for-profit institutions in 2011. This represents the largest category
(65.9%) and is a 6.5% decrease compared to 2010. In contrast, there was a 7.9% increase in new
enrollments for this category between 2010 and 2009. New enrollments reached 77.6% of maximum annual
enrollment capacity in 2011 for programs under control/funded by public/not-for-profit institutions. The
average number of new enroliments per program for this category was 19 in 2011, 21 in 2010, and 19 in
20089.

Programs under control/funded by private/for-profit (proprietary) institutions accounted for 13.9% of
the total number of respiratory care programs submitting annual reports in 2012. There were 2,833 (27.6% of
total) new enrollments in 2011. This represents a 4.0% decrease compared to 2010. There was also an 8.7%
decrease for this category between 2010 and 2009. New enrollments reached 61.0% of maximum annual
enroliment capacity in 2011 for programs under control/funded by private/for-profit (proprietary) institutions.
The average number of new enrollments per program for this category was 46 in 2011, 48 in 2010, and 53 in
2009.

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 2012. There were 545 (5.3% of total) new
enrollments in 2011. This represents a 4.8% increase compared to 2010. There was also an 8.3% increase
for this category between 2010 and 2009. New enrollments reached 68.5% of maximum annual enroliment
capacity in 2011 for programs under control/funded by private/not-for-profit institutions. The average number
of new enrollments per program for this category was 17 in 2011, 16 in 2010, and 15 in 2009.

Programs under control/ funded by the federal government accounted for 0.5% of the total number of
respiratory care programs submitting annual reports in 2012. There were 126 (1.2% of total) new enroliments
in 2011. This represents a 53.7% increase compared to 2010. There was also a 24.2% increase between
2010 and 2009. New enrollments reached 67.0% of maximum annual enrollment capacity in 2011. The
average number of new enrollments per program for this category was 63 in 2011, 41 in 2010, and 33 in
2009.
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New RC Enrollments by State (including D.C.) and Deqgree

Table 10 provides data on new respiratory care enrollments for 2009-2011 by state and degree
offered. California had the largest (20.9% of total) enroliments of any state in 2011.

Table 10 — New RC Enrollments by State (including D.C) and Degree (n=445)
State Maximum New New New
(# of programs) Degree Annuql Enroll Enrollments Enrollments Enrollments
Capacity 2011 2011 2010 2009
AL (n=6) Total 203 145 142 154
4 Associate 150 85 80 95
2 Baccalaureate 53 60 62 59
AR (n=12) Total 243 104 118 93
9 Associate 171 76 88 61
3 Baccalaureate 72 28 30 32
AZ (n=7) Total 663 337 418 459
7 Associate 663 337 418 459
0 Baccalaureate 0 0 0 0
CA (n=38) Total 2148 1861 1744 1714
S Associate 2126 1853 1725 1706
1 Baccalaureate 22 8 19 8
CO (n=5) Total 235 108 137 158
5 Associate 235 108 137 158
0 Baccalaureate 0 0 0 0
CT (n=5) Total 113 86 104 90
4 Associate 95 69 88 80
1 Baccalaureate 18 17 16 10
DC (n=1) Total 24 14 17 17
1 Associate 24 14 17 17
0 Baccalaureate 0 0 0 0
DE (n=2) Total 35 35 28 31
2 Associate 35 35 28 31
0 Baccalaureate 0 0 0 0
FL (n=26) Total 1031 669 695 767
25 Associate 1006 639 665 756
1 Baccalaureate 25 30 30 11
GA (n=14) Total 335 272 292 275
11 Associate 245 184 208 197
2 Baccalaureate 40 44 43 34
1 Bacc & Masters 50 44 41 44
HI (n=1) Total 16 16 17 16
1 Associate 16 16 17 16
0 Baccalaureate 0 0 0 0
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State Maximum New New New
(# of programs) Degree Annua!l Enroll Enrollments Enrollments Enroliments
Capacity 2011 2011 2010 2009
IA (n=6) Total 128 96 111 97
6 Associate 128 96 111 97
0 Baccalaureate 0 0 0 0
ID (n=3) Total 80 43 74 70
3 Associate 80 43 74 70
0 Baccalaureate 0 0 0 0
IL (n=14) Total 431 303 317 335
13 Associate 407 278 293 314
1 Bacc & Masters 24 25 24 21
IN (n=11) Total 235 222 232 213
10 Associate 205 193 202 183
1 Baccalaureate 30 29 30 30
KS (n=9) Total 192 130 142 112
8 Associate 168 116 124 103
1 Baccalaureate 24 14 18 <)
KY (n=14) Total 282 230 220 171
13 Associate 267 216 205 160
1 Baccalaureate 15 14 15 11
LA (n=12) Total 207 138 150 118
9 Associate 172 106 129 96
& Baccalaureate 35 32 21 22
MA (n=7) Total 139 101 125 118
7 Associate 139 101 125 118
0 Baccalaureate 0 0 0 0
MD (n=8) Total 193 156 157 161
6 Associate 133 123 133 122
2 Baccalaureate 60 33 24 39
ME (n=2) Total 34 32 37 34
2 Associate 34 32 37 34
0 Baccalaureate 0 0 0 0
MI (n=13) Total 437 292 379 359
13 Associate 437 292 379 359
0 Baccalaureate 0 0 0 0
MN (n=5) Total 123 100 99 91
3 Associate 83 74 75 64
2 Baccalaureate 40 26 24 27
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State Maximum New New New
(# of programs) Degree Annua!l Enroll Enrollments Enrollments Enroliments
Capacity 2011 2011 2010 2009
MO (n=12) Total 417 208 241 243
10 Associate 393 193 228 230
2 Baccalaureate 24 15 13 13
MS (n=8) Total 162 133 135 120
8 Associate 162 133 135 120
0 Baccalaureate 0 0 0 0
MT (n=2) Total 31 21 28 18
2 Associate 31 21 28 18
0 Baccalaureate 0 0 0 0
NC (n=14) Total 296 240 260 267
14 Associate 296 240 260 267
0 Baccalaureate 0 0 0 0
ND (n=2) Total 24 19 16 22
0 Associate 0 0 0 0
1 Baccalaureate 12 10 12 12
1 Bacc & Masters 12 9 4 10
NE (n=4) Total 98 79 60 83
8 Associate 83 70 54 72
1 Baccalaureate 15 9 6 11
NH (n=1) Total 16 12 11 13
1 Associate 16 12 11 13
0 Baccalaureate 0 0 0 0
NJ (n=5) Total 162 133 152 128
4 Associate 122 107 125 112
1 Assoc & Bacc 40 26 27 16
NM (n=6) Total 173 87 112 94
6 Associate 173 87 112 94
0 Baccalaureate 0 0 0 0
NV (n=3) Total 187 143 168 137
3 Associate 187 143 168 137
0 Baccalaureate 0 0 0 0
NY (n=12) Total 429 339 362 325
9 Associate 355 285 289 263
& Baccalaureate 74 54 73 62
OH (n=23) Total 588 488 510 505
19 Associate 496 399 423 423
4 Baccalaureate 92 89 87 82






COMMISSION ON ACCREDITATION FOR
RESPIRATORY CARE

CoARC 2

State Maximum New New New
(# of programs) Degree Annuql Enroll Enrollments Enrollments Enrollments
Capacity 2011 2011 2010 2009
OK (n=7) Total 157 107 121 120
7 Associate 157 107 121 120
0 Baccalaureate 0 0 0 0
OR (n=4) Total 119 98 102 99
3 Associate 94 84 87 84
1 Baccalaureate 25 14 15 15
PA (n=27) Total 719 459 483 423
22 Associate 621 374 403 350
2 Assoc & Bacc 28 25 17 15
5 Baccalaureate 70 60 63 58
RI (n=2) Total 64 15 21 26
2 Associate 64 15 21 26
0 Baccalaureate 0 0 0 0
SC (n=7) Total 167 140 132 132
7 Associate 167 140 132 132
0 Baccalaureate 0 0 0 0
SD (n=2) Total 24 24 20 16
2 Associate 24 24 20 16
0 Baccalaureate 0 0 0 0
TN (n=11) Total 340 233 245 207
8 Associate 286 176 194 157
5 Baccalaureate 54 57 51 50
TX (n=38) Total 1404 773 838 820
58 Associate 1267 664 717 711
5 Baccalaureate 137 109 121 109
UT (n=7) Total 526 396 333 476
& Associate 423 351 281 440
4 Baccalaureate 103 45 52 36
VA (n=7) Total 204 234 231 168
6 Associate 174 206 205 141
1 Baccalaureate 30 28 26 27
VT (n=1) Total 27 18 20 19
1 Associate 27 18 20 19
0 Baccalaureate 0 0 0 0
WA (n=5) Total 152 121 132 125
5 Associate 152 121 132 125
0 Baccalaureate 0 0 0 0
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State Maximum New New New
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WI (n=7) Total 156 153 146 136
7 Associate 156 153 146 136
0 Baccalaureate 0 0 0 0
WV (n=6) Total 139 85 114 103
4 Associate 109 66 104 7
2 Baccalaureate 30 19 10 26
WY (n=1) Total 15 15 13 9
1 Associate 15 15 13 9
0 Baccalaureate 0 0 0 0
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2012 RCS data (Figure 7) provides the total number of graduates during the 3-year time period being
reported (i.e., January 1, 2009 through December 31, 2011). 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 2011, 18 in 2010, and 16 in 2009. There
was a 3.7% increase in overall graduates between 2011 and 2010 and an 8.3% increase between 2010 and
2009. The differences in reported graduates between the 2012 Report on Accreditation and the 2011 Report
on Accreditation were due to programmatic data corrections and improved accuracy in the self-reported

graduate data.
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Not included in Figure 7 are the graduate data for the 7 sleep specialist program options. There were
a total of 44 graduates in 2011. In 2010, there were 45 graduates. In 2009, there were 40 graduates. The
average number of graduates per program option in 2009, 2010, and 2011 was 6.
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RC Graduates by Degree Offered

Table 11 — RC Graduates by Degree Offered (n=446)
‘ 2011 Graduates | 2010 Graduates ‘ 2009 Graduates
Degree Offered
Total Avg Total Avg Total Avg
Associate only (n=389) 7362 19 7010 18 6441 17
Associate & Baccalaureate (n=3) 30 10 33 11 33 11
Baccalaureate only (n=51) 647 13 716 14 688 13
Baccalaureate & Masters (n=3) ol 17 46 15 48 16

Table 11 shows the number of respiratory care graduates in relation to the degree offered. Programs
offering only associate degrees accounted for 87.2% of the total number of programs submitting annual
reports in 2012. There were 8,090 graduates in 2011; of this total, 7,362 graduated from Associate degree
programs. This represents the largest category (91.0%) and is a 5.0% increase compared to 2010. There
was also an 8.8% increase in graduates for this category between 2010 and 2009. The average number of
graduates per program for this category was 19 in 2011, 18 in 2010, and 17 in 2009.

Programs offering both associate and baccalaureate degrees accounted for 0.7% of the total number
of respiratory care programs submitting annual reports in 2012. In 2011, there were 30 graduates (0.4% of
total) from programs that offered both an associate and baccalaureate degree. This represents a 9.0%
decrease from 2010. The number of graduates for this category between 2010 and 2009 remained at 33.
The average number of graduates per program for this category was 10 in 2011, and 11 in 2010 and 2009.

Programs offering only baccalaureate degrees accounted for 11.4% of the total number of respiratory
care programs submitting annual reports in 2012. In 2011, there were 647 graduates (8.0% of total) from
Baccalaureate degree programs. This represents a 9.6% decrease from 2010. In contrast, there was a
4.1% increase in graduates for this category between 2010 and 2009. The average number of graduates per
program for this category was 13 in 2011, 14 in 2010, and 13 in 2009.

Programs offering both baccalaureate and master’s degrees accounted for 0.7% of the total number
of respiratory care programs submitting annual reports in 2012. In 2011, there were 51 graduates (0.6% of
total) from programs that offered both a baccalaureate and master's degree. This represents a 10.9%
increase from 2010. In contrast, there was a 4.2% decrease in graduates for this category between 2010 and
2009. The average number of graduates per program for this category was 17 in 2011, 46 in 2010, and 48 in
20009.
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RC Graduates by Institutional Type

Table 12 — RC Graduates by Institutional Type (n=446)

2011 2010 2009
Institutional Type Graduates Graduates Graduates

Total Total Total
Community College or Junior College (n=252) 4088 16 4082 16 3940 16
Four-Year College or University (n=95) 1476 16 1429 15 1332 14
Technical or Vocational School (n=76) 2173 29 1973 26 1606 21
Academic HSC/Medical Center (n=12) 111 9 118 10 122 10
Career or Technical College (n=9) 179 20 178 20 192 21
U.S. Military (n=2) 63 32 25 13 18 9

Table 12 shows the number of respiratory care graduates in relation to the institutional type.
Programs offered in community or junior colleges accounted for 56.5% of the total number of respiratory care
programs submitting annual reports in 2012. There were 4,088 graduates in this category in 2011. This
represents the largest category (50.5%) and is a 0.1% increase compared to 2010. There was also a 3.6%
increase in graduates between 2010 and 2009. The average number of graduates per program for this
category was 16 in 2011, 2010, and 2009.

Programs offered in four-year colleges or universities accounted for 21.3% of the total number of
respiratory care programs submitting annual reports in 2012. There were 1,476 (18.2% of total) graduates in
2011. This represents a 3.3% increase compared to 2010. There was also a 7.3% increase between 2010
and 2009. The average number of graduates per program for this category was 16 in 2011 and 15 in 2010
and 14 in 2009.

Programs offered in technical or vocational schools accounted for 17.0% of the total number of
respiratory care programs submitting annual reports in 2012. There were 2,173 (26.9% of total) graduates in
2011. This represents a 10.1% increase compared to 2010. There was also a 22.9% increase between 2010
and 2009. The average number of graduates per program for this category was 29 in 2011, 26 in 2010, and
21 in 20009.

Programs offered in academic HSC/medical centers accounted for 2.7% of the total number of
respiratory care programs submitting annual reports in 2012. There were 111 (1.4% of total) graduates in
2011. This represents a 5.9% decrease compared to 2010. There was also a 3.3% decrease between 2010
and 2009. The average number of graduates per program for this category was 9 in 2011, and 10 in 2010
and 2009.

Programs offered in career or technical colleges accounted for 2.0% of the total number of respiratory
care programs submitting annual reports in 2012. There were 179 (2.2% of total) graduates in 2011. This
represents a 0.6% increase compared to 2010. In contrast, a 7.3% decrease occurred between 2010 and
2009. The average number of graduates per program for this category was 20 in 2011 and 2010, and 21 in
20009.

Programs offered in the U.S. military accounted for 0.5% of the total number of respiratory care
programs submitting annual reports in 2012. There were 63 (0.8% of total) graduates in 2011. This
represents a 152% increase compared to 2010. There was a 38% increase between 2010 and 2009. The
average number of graduates per program for this category was 32 in 2011, 13 in 2010, and 9 in 2009.
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RC Graduates by Institutional Control/Funding

Table 13 —RC Graduates by Institutional Control/Funding (n=446)

2011 2010 2009
Institutional Control/Funding Graduates | Graduates | Graduates

Total | Avg | Total | Avg | Total | Avg

Public/Not-For-Profit (n=349) 5300 15 5228 15 5126 | 15
Private/For-Profit (Proprietary) (n=62) 2370 38 2190 35 1717 | 28
Private/Not-For-Profit (n=33) 357 11 362 11 349 11
Federal Government (n=2) 63 32 25 13 18 9

Table 13 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 78.2% of the total number of
respiratory care programs submitting annual reports in 2012. There were 5,300 graduates in this category in
2011. This represents the largest category (65.5%) and is a 13.8% increase compared to 2010. There was
also a 19.9% increase in graduates for this category between 2010 and 2009. The average number of
graduates per program for this category was 15 in 2011, 2010, and 2009.

Programs under control/funded by private/for-profit (proprietary) institutions accounted for 13.9% of
the total number of respiratory care programs submitting annual reports in 2012. There were 2,370 (29.3% of
total) graduates in 2011. This represents an 8.2% increase compared to 2010. There was also a 27.5%
increase for this category between 2010 and 2009. The average number of graduates per program for this
category was 38 in 2011, 35 in 2010, and 28 in 2009.

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 2012. There were 357 (4.4% of total)
graduates in 2011. This represents a 1.4% decrease compared to 2010. In contrast, there was a 3.7%
increase for this category between 2010 and 2009. The average number of graduates per program for this
category was 11 in 2011, 2010, and 2009.

Programs under control/ funded by the federal government accounted for 0.5% of the total number of
respiratory care programs submitting annual reports in 2012. There were 63 (0.8% of total) graduates in
2011. This represents a 152% increase compared to 2010. There was a 38% increase between 2010 and
2009. The average number of graduates per program for this category was 32 in 2011, 13 in 2010, and 9 in
2009.
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RC Graduates by State (including D.C.) and Degree

Table 14 provides data on respiratory care graduates for 2009-2011 by state and degree offered.
California graduated the largest number of students (15.9% of total) in 2011.

Table 14 -RC Graduates by State (including D.C) and Degree (n=445)
State 2011 2010 2009
(# of programs) Graduates Graduates Graduates
AL (n=6) Total 129 124 112
4 Associate 80 79 7
2 Baccalaureate 49 45 35
AR (n=12) Total 88 62 61
9 Associate 66 48 40
3 Baccalaureate 22 14 21
AZ (n=7) Total 338 340 335
7 Associate 338 340 335
0 Baccalaureate 0 0 0
CA (n=38) Total 1284 1277 1015
51 Associate 1277 1269 1004
1 Baccalaureate 7 8 11
CO (n=5) Total 108 116 80
5 Associate 108 116 80
0 Baccalaureate 0 0 0
CT (n=5) Total 64 64 63
4 Associate 53 50 57
1 Baccalaureate 11 14 6
DC (n=1) Total 8 11 20
1 Associate 8 11 20
0 Baccalaureate 0 0 0
DE (n=2) Total 26 25 15
2 Associate 26 25 15
0 Baccalaureate 0 0 0
FL (n=26) Total 668 484 444
25 Associate 660 473 424
1 Baccalaureate 8 11 20
GA (n=14) Total 237 238 193
11 Associate 176 166 120
2 Baccalaureate 27 37 37
1 Bacc & Masters 34 35 36
HI (n=1) Total 12 11 14
1 Associate 12 11 14
0 Baccalaureate 0 0 0






T,
COMMISSION ON ACCREDITATION FOR

»
RESPIRATORY CARE COARC }y\

State Degree 2011 2010 2009
(# of programs) Graduates Graduates Graduates
IA (n=6) Total 73 66 69
6 Associate 73 66 69
0 Baccalaureate 0 0 0
ID (n=3) Total 59 32 36
3 Associate 59 32 36
0 Baccalaureate 0 0 0
IL (n=14) Total 227 245 252
13 Associate 219 245 252
1 Bacc & Masters 8 0 0
IN (n=11) Total 184 174 163
10 Associate 158 146 139
1 Baccalaureate 26 28 24
KS (n=9) Total 92 83 110
8 Associate 85 73 103
1 Baccalaureate 7 10 7
KY (n=14) Total 139 160 170
13 Associate 127 146 158
1 Baccalaureate 12 14 12
LA (n=12) Total 112 87 88
9 Associate 101 71 70
3 Baccalaureate 11 16 18
MA (n=7) Total 88 105 73
7 Associate 88 105 73
0 Baccalaureate 0 0 0
MD (n=8) Total 127 109 96
6 Associate 91 86 69
2 Baccalaureate 36 23 27
ME (n=2) Total 24 24 21
2 Associate 24 24 21
0 Baccalaureate 0 0 0
MI (n=13) Total 273 278 236
13 Associate 273 278 236
0 Baccalaureate 0 0 0
MN (n=5) Total 57 65 70
3 Associate 43 46 48
2 Baccalaureate 14 19 22
MO (n=12) Total 173 173 135
10 Associate 159 161 122
2 Baccalaureate 14 12 13
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State 2011 2010 2009
(# of programs) Graduates Graduates Graduates
MS (n=8) Total 88 95 91
8 Associate 88 95 91
0 Baccalaureate 0 0 0
MT (n=2) Total 25 18 14
2 Associate 25 18 14
0 Baccalaureate 0 0 0
NC (n=14) Total 176 182 165
14 Associate 176 182 165
0 Baccalaureate 0 0 0
ND (n=2) Total 18 22 23
0 Associate 0 0 0
1 Baccalaureate 9 11 11
1 Bacc & Masters 9 11 12
NE (n=4) Total 46 57 47
8 Associate 40 52 44
1 Baccalaureate 6 5 3
NH (n=1) Total 10 11 11
1 Associate 10 11 11
0 Baccalaureate 0 0 0
NJ (n=5) Total 116 93 106
4 Associate 97 77 87
1 Assoc & Bacc 19 16 19
0 Baccalaureate 0 0 0
NM (n=6) Total 87 73 79
6 Associate 87 73 79
0 Baccalaureate 0 0 0
NV (n=3) Total 128 107 110
3 Associate 128 107 110
0 Baccalaureate 0 0 0
NY (n=12) Total 247 244 241
9 Associate 192 183 181
3 Baccalaureate 55 61 60
OH (n=23) Total 386 383 385
19 Associate 305 306 311
4 Baccalaureate 81 7 74
OK (n=7) Total 99 104 91
7 Associate 99 104 91
0 Baccalaureate 0 0 0
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State Degree 2011 2010 2009
(# of programs) Graduates Graduates Graduates
OR (n=4) Total 92 64 61
3 Associate 92 49 45
1 Baccalaureate 0 15 16
PA (n=27) Total 292 293 338
22 Associate 235 233 280
2 Assoc & Bacc 11 17 14
3 Baccalaureate 46 43 44
RI (n=2) Total 24 15 20
2 Associate 24 15 20
0 Baccalaureate 0 0 0
SC (n=7) Total 92 77 79
7 Associate 92 7 79
0 Baccalaureate 0 0 0
SD (n=2) Total 15 13 21
2 Associate 15 13 21
0 Baccalaureate 0 0 0
TN (n=11) Total 174 134 144
8 Associate 131 93 102
3 Baccalaureate 43 41 42
TX (n=38) Total 680 632 697
33 Associate 591 540 603
5 Baccalaureate 89 92 94
UT (n=7) Total 241 331 176
3 Associate 224 268 155
4 Baccalaureate 17 63 21
VA (n=7) Total 131 146 126
6 Associate 112 126 97
1 Baccalaureate 19 20 29
VT (n=1) Total 10 14 18
1 Associate 10 14 18
0 Baccalaureate 0 0 0
WA (n=5) Total 94 114 84
® Associate 94 114 84
0 Baccalaureate 0 0 0
WI (n=7) Total 116 109 100
7 Associate 116 109 100
0 Baccalaureate 0 0 0
WV (n=6) Total 88 87 78
4 Associate 68 77 60
2 Baccalaureate 20 10 18
WY (n=1) Total 7 7 11
1 Associate 7 11
(0] Baccalaureate 0 0 0
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Overall Programmatic Attrition

For the 2012 RCS, programmatic attrition is defined by the 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.” ° 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. Fundamental respiratory care core coursework
is defined as professional coursework progressing toward completion of respiratory care program once
formally admitted into the program. Academic attrition is 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 attrition is due to financial hardship, medical,
family, deployment, changing course of study, relocation, or reasons other than those defined in Academic.
Programmatic enrollment, as defined by the 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 enrolliment or matriculation date determined by
the institution. This definition is used only for calculating programmatic attrition, on-time graduation rates, and
maximum annual enrollment.

Table 15a — 2012 RCS Programmatic Attrition (n=434)
# of Programs CoARC # of Programs

Reporting Data Threshold Above Threshold
n=434 40% 17.4% | 55% 0% 8

Table 15b — 2011 RCS Programmatic Attrition (n=426)
# of Programs CoARC . # of Programs

Reporting Data Threshold Above Threshold
n=426 40% 17.0% | 52% 0% 13

2012 RCS data on programmatic attrition (Table 15a and Figure 8) show a total of 434 programs
reporting programmatic attrition rates. Twelve new programs did not have any attrition data to report for
2009-11. The average attrition rate was 17.4% with the highest rate of 55% (n=1) and the lowest rate of 0%
(n=13). A total of 8 programs (1.8% of total) reported attrition rates above the CoARC-established threshold
of 40%. As per CoARC Standard 3.14, these programs began a dialogue with the CoARC to develop an
appropriate plan of action (i.e., a progress report) for program improvement.

When compared to the 2011 RCS data on programmatic attrition rates for 2008-10, (Table 15b and
Figure 8), the 2012 RCS data shows a 0.4% increase in the average attrition rate. In addition, there was a
3% increase in highest attrition rate reported. The number of programs reporting the lowest attrition (0%)
decreased by 3. The number of programs reporting attrition rates above the CoARC-established threshold
decreased from 3.1% of the total programs reporting attrition data in the 2011 RCS to 1.8% of total programs
reporting attrition data in the 2012 RCS.

® The attrition definition in use at the time of the submission of the 2011 RCS was as follows: “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 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.”




http://www.coarc.com/15.html

http://www.coarc.com/57.html
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Figure 8 - RC Programmatic Attrition for 2012 RCS
(n=434) and 2011 RCS (n=426)

CoARC Threshold = 40%

m # of RC Programs in 2012 RCS m # of RC Programs in 2011 RCS

10 00 00 00 00 00 00 00 0O

Not included in Tables 15a/b and Figure 8 are the attrition data for the 7 sleep specialist program
options. There were a total of 7 program options reporting attrition data in the 2012 RCS. The average
attrition rate was 11% with the highest rate of 30.8% (n=1) and the lowest rate of 0% (n=2). All 7 program
options reported attrition rates below the CoARC-established threshold of 40%.

Attrition by Degree Offered, Institutional Type, and Institutional Control/Funding

Table 16 — RC Programmatic Attrition by Degree Offered for 2012 and 2011 RCS

012 R 011 R

Dearee Offered 434 Avg Attrition Degree Offered 426 Avg Attrition

(# of programs above (# of programs above

CoARC threshold) CoARC threshold)

Associate only (n=377) 18.1% (8) Associate only (n=366) 17.8% (13)
Associate & o Associate & o
Baccalaureate (n=3) RS Baccalaureate (n=9) R
Baccalaureate only o Baccalaureate only o
(n=51) 12.0% (n=49) 12.3%
Baccalaureate & Masters 17.1% Baccalaureate & Masters 21.1%

(n=3) (n=2)
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Table 16 compares programmatic attrition data in relation to the degree offered between the 2012
RCS and the 2011 RCS. RC Programs offering both Associate & Baccalaureate degrees demonstrated the
highest average attrition rate (19.9%) in the 2012 RCS. RC Programs offering only the Baccalaureate degree
demonstrated the lowest average attrition rate (12.0%) in the 2012 RCS. When compared to the 2011 RCS
data, there was a 0.3% decrease in the average attrition rate for programs offering only the Baccalaureate
degree as well as a 4% decrease in the average attrition rate for programs offering both the Baccalaureate
and Master's degrees. Conversely, there was a 0.3% increase in the average attrition rate for programs
offering only the Associate degree as well as an 11.4% increase in the average attrition rate for programs
offering both the both Associate & Baccalaureate degrees (Note: The lower number of programs offering both
the both Associate & Baccalaureate degrees in the 2012 RCS was due to a reclassification of programs as a
result of a degree audit performed in July 2012).

For the 2012 RCS, 4 of the 8 programs above the CoARC threshold of 40% offered the AAS degree
and the other four offered the AS degree. For the 2011 RCS, 6 of the 13 programs above the CoARC
threshold of 40% offered the AAS degree, 6 offered the AS degree, and 1 offered the AST degree.

Table 17 — RC Programmatic Attrition by Institutional Type for 2012 and 2011 RCS

012 R 011 R

ona De 434 Avg Attrition ona De 426 Avg Attrition
(# of programs above (# of programs above
CoARC threshold) CoARC threshold)

Four-Year College or o Four-Year College or o
University (n=93) B0 University (n=91) 180
Career or Technical 0 Career or Technical o
College (n=9) LB College (n=7) 20
Community College or o Community College or o
Junior College (n=247) L840 (@) Junior College (n=246) L8200 )
Academic HSC/Medical 0 Academic HSC/Medical o
Center (n=12) LI Center (n=12) 0 (@)
Technical or Vocational o Technical or Vocational o
School (n=71) L0 @) School (n=68) L0 )
U.S. Military (n=2) 5.6% U.S. Military (n=2) 1.6%

Table 17 compares programmatic attrition data in relation to institutional type between the 2012 RCS
and the 2011 RCS. All institutional types, with the exception of Academic HSC/Medical Centers
demonstrated an increase in average attrition rate in the 2012 RCS compared to 2011 RCS data. RC
Programs located in Academic HSC/Medical Centers continued to demonstrate the highest average attrition
rate even with the decrease to 19.7% in the 2012 RCS. RC Programs located at U.S. Military facilities
demonstrated the lowest attrition rate for both the 2012 RCS (5.6%) and 2011 RCS (1.6%).

For the 2012 RCS, 6 of the 8 programs above the CoARC threshold of 40% were located at a
Community College or Junior College. The remaining 2 programs were located at a Technical or Vocational
School. For the 2011 RCS, 9 of the 13 programs above the CoARC threshold of 40% were located at a
Community College or Junior College. One program was located at an Academic HSC/Medical Center. The
remaining 3 programs were located at a Technical or Vocational School.
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Table 18 — RC Programmatic Attrition by Institutional Control/Funding for 2012 and

2011 RCS
0 R 0 »
onal Contro ding Avg Attrition onal Contro ding Avg Attrition
434 (# of programs 426 (# of programs

above CoARC

above CoARC

threshold) threshold)
Federal Government (n=2) 5.6% Federal Government (n=2) 1.6%
Private/Not-For-Profit (n=32 ) 14.2% Private/Not-For-Profit (n=32) 13.2%
Private/For-Profit (Proprietary) . Private/For-Profit (Proprietary) .
(n=55) 19.7% (1) (n=52) 17.7% (1)
Public/Not-For-Profit (n=345 ) 17.4% (7) Public/Not-For-Profit (n=340) 17.3% (12)

Table 18 compares programmatic attrition data in relation to institutional control/funding between the
2012 RCS and 2011 RCS. All categories demonstrated an increase in average attrition rate in the 2012 RCS
compared to the 2011 RCS data. Programs under control/funded by private/for-profit (proprietary) institutions
continued to demonstrate the highest average attrition rate, at 19.7% for the 2012 RCS. RC Programs under
control/funded by the federal government continued to demonstrate the lowest average attrition rate at 5.6%.

For the 2012 RCS, 7 of the 8 programs above the CoARC threshold of 40% were under
control/funded by Public/Not-For-Profit institutions. The remaining program was under control/funded by a
Private/For-Profit (Proprietary) institution. For the 2011 RCS, 12 of the 13 programs above the CoARC
threshold of 40% were under control/funded by Public/Not-For-Profit institutions. The remaining program was
under control/funded by a Private/For-Profit (Proprietary) institution.
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Overall Positive (Job) Placement

For the 2012 RCS, positive (job) placement is defined by the CoARC 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.”®

Table 19a — 2012 RCS Positive (Job) Placement (n=422)

# of Programs

# of Programs
Reporting Data CoARCThreshold Below Threshold

n=422 70% 86.2% 100% 0% 24

Table 19b — 2011 RCS Positive (Job) Placement (n=399)

# of Programs # of Programs

CoARC Threshold

Reporting Data Below Threshold

n=399 70% 88.5% 100% 0% 21

2012 RCS data on positive (job) placement (Table 19a and Figure 9) show a total of 422 programs
reporting positive placement rates. Twenty-four new programs did not have any placement data to report for
2009-11. The average placement rate was 86.2% with the highest rate of 100% (n=42) and the lowest rate of
0% (n=1). A total of 24 programs (5.7% of total) reported placement rates below the CoARC-established
threshold of 70%. As per CoARC Standard 3.14, these programs began a dialogue with the CoARC to
develop an appropriate plan of action (i.e., a progress report) for program improvement.

When compared to the 2011 RCS data on placement rates for 2008-10, (Table 19b and Figure 9),
the 2012 RCS data shows a 2.3% decrease in the average placement rate. The number of programs
reporting the lowest placement (0%) remained at 1, while the number of programs reporting the highest
placement rate (100%) decreased from 64 (2011 RCS) to 42 (2012 RCS). The number of programs reporting
placement rates below the CoARC-established threshold increased from 5.3% of the total programs reporting
placement data in the 2011 RCS to 5.7% of total programs reporting placement data in the 2012 RCS.

® This definition in use at the time of the submission of the 2011 RCS was as follows: “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).”




http://www.coarc.com/15.html

http://www.coarc.com/15.html

http://www.coarc.com/57.html
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Figure 9 - RC Placement Rates for 2012 RCS (n=422)
and 2011 RCS (n=399)
CoARC Threshold = 70%
m # of RC Programs in 2012 RCS m # of RC Programs in 2011 RCS
128
y

Not included in Tables 19a/b and Figure 9 are the placement data for the 7 sleep specialist program
options. There were a total of 7 program options reporting placement data in the 2012 RCS. The average
placement rate was 96.5% with the highest rate of 100% (n=3) and the lowest rate of 90.9% (n=1). All 7
program options reported placement rates above the CoARC-established threshold of 70%.

Placement by Degree Offered, Institutional Type, and Institutional Control/Funding

Table 20 — RC Positive Placement by Degree Offered for 2012 and 2011 RCS
012 R 011 R

Avg Placement Avg Placement
(# of programs below (# of programs below
CoARC threshold) CoARC threshold)

Dearee Offered A Dedree Offered 00

Associate only (n=365) 85.2% (23) Associate only (n=341) 87.7% (19)
Associate & 9 Associate & .
Baccalaureate (n=3) S Baccalaureate (n=9) e
Baccalaureate only 9 Baccalaureate only .
(n=51) 92.8% (1) (n=48) 92.1% (2)
Ba_ccalaureate & Masters 94.8% Baiccalaureate & Masters 90.4%
(n=3) (n=1)
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Table 20 compares positive placement data in relation to the degree offered between the 2012 RCS
and 2011 RCS. RC Programs offering only a Baccalaureate degree and RC Programs offering both
Baccalaureate and Master's degrees showed increases in average placement rates when compared to 2011
RCS data. RC Programs offering only an Associate degree and RC Programs offering both Associate and
Baccalaureate degrees showed decreases in average placement rates when compared to 2011 RCS data.
RC Programs offering both Baccalaureate and Master's degrees demonstrated the highest average
placement rate (94.8%) in the 2012 RCS. RC Programs offering only the Associate degree continued to
demonstrate the lowest average placement rate at 85.2%.

For the 2012 RCS, 23 of the 24 programs below the CoARC threshold of 70% offered the Associate
degree (7 AAS degree programs and 16 AS degree programs). The remaining program offered the
Baccalaureate degree. For the 2011 RCS, 19 of the 21 programs below the CoARC threshold of 70% offered
the Associate degree (5 AAS degree programs, 13 AS degree programs, and 1 AOS degree program).

Table 21 — RC Positive Placement by Institutional Type for 2012 and 2011 RCS

0 R 0 R
ona De / Avg Placement ona De ole Avg Placement
(# of programs below (# of programs below
CoARC threshold) CoARC threshold)

Fogr-Ygar C(illege or 89.5% (3) Fogr-Ygar Cgllege or
University (n=93) University (n=87)

Career or Technical 9 Career or Technical .
College (n=8) 84.8% (1) 89.0%

College (n=6)
Community College or

Community College or
Junior College (n=241) Junior College (n=238)

91.4% (4)

87.2% (11) 88.6% (11)

Academic HSC/Medical 0 Academic HSC/Medical o
Center (n=12) e Center (n=10) Gl
Technical or Vocational . Technical or Vocational .
School (n=66) (R () School (n=57) L (@
U.S. Military (n=2) 93.7% U.S. Military (n=1) 100%

Table 21 compares positive placement data in relation to institutional type between the 2012 RCS
and 2011 RCS. RC Programs located in Academic HSC/Medical Centers demonstrated the highest average
placement rate (98.3%) in the 2012 RCS. This category was also the only category demonstrating an
increase in average placement rate when compared to the 2011 RCS data. RC Programs located in
Technical or Vocational Schools continued to demonstrate the lowest average placement rate at 75.9%.

For the 2012 RCS, 11 of the 24 programs below the CoARC threshold of 70% were located at a
Community College or Junior College. Nine programs were located at a Technical or Vocational School.
Three programs were located at a Four-Year College or University. The remaining program was located at a
Career or Technical College. For the 2011 RCS, 11 of the 21 programs below the CoARC threshold of 70%
were located at a Community College or Junior College. Six programs were located at a Technical or
Vocational School. The remaining 4 programs were located at a Four-Year College or University.
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Table 22 — RC Positive Placement by Institutional Control/Funding for 2012 and
2011 RCS
012 R 011 R
onal Contro o[lilef | Avg Placement onal Contro offalsf| Avg Placement
/ (# of programs 09 (# of programs
below CoARC below CoARC
threshold) threshold)
Federal Government (n=2) 93.7% Federal Government (n=1) 100%
Private/Not-For-Profit (n=32 ) 88.7% (3) Private/Not-For-Profit (n=27) 89.4% (2)
Private/For-Profit (Proprietary) @ Private/For-Profit (Proprietary) 0
(n=50) 73.7% (9) (n=41) 79.6% (5)
Public/Not-For-Profit (n=338 ) 87.8% (12) Public/Not-For-Profit (n=330) 89.4% (14)

Table 22 compares positive placement data in relation to institutional control/funding between the
2012 RCS and 2011 RCS. All categories demonstrated a decrease in average placement rate when
compared to the 2011 RCS data. Programs under control/funded by the federal government continued to
demonstrate the highest average placement rate at 93.7%. RC Programs under control/funded by private/for-
profit (proprietary) institutions continued to demonstrate the lowest average placement rate at 73.7%.

For the 2012 RCS, 12 of the 24 programs below the CoARC threshold of 70% were under
control/funded by Public/Not-For-Profit institutions. Nine programs were under control/funded by Private/For-
Profit (Proprietary) institutions. The remaining 3 programs were under control/funded by Private/Not-For-Profit
institutions. For the 2011 RCS, 14 of the 21 programs below the CoARC threshold of 70% were under
control/funded by Public/Not-For-Profit institutions. Five programs were under control/funded by Private/For-
Profit (Proprietary) institutions. The remaining 2 programs were under control/funded by Private/Not-For-Profit
institutions.
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Overall CRT Credentialing Success

CRT Credentialing Success is defined by the 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 (e.g., 2009-12). For the 2012 RCS, this
calculation excludes graduates who have previously earned the CRT credential prior to matriculation into the
program (i.e., advanced placement)’. Note: This metric is not the same as the NBRC CRT pass rate which
measures the number of candidates passing the exam divided by the number of candidates attempting the
exam. 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 23a — 2012 RCS CRT Credentialing Success (n=422)

# of Programs

# of Programs
Reporting Data LGB CCL Below Threshold

n=422 80% 92.1% 100% 39.4% 32

Table 23b — 2011 RCS CRT Credentialing Success (n=399)

# of Programs # of Programs

CoARC Threshold

Reporting Data Below Threshold
n=399 80% 93.1% 100% 27.3% 20

2012 RCS data on CRT credentialing success (Table 23a and Figure 10) show a total of 422
programs reporting credentialing success.  Twenty-four programs did not have any CRT credentialing
success data to report for 2009-11. The average CRT credentialing success was 92.1% with the highest rate
of 100% (n=110) and the lowest rate of 39.4% (n=1). A total of 32 programs (7.6% 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 the CoARC to develop an appropriate plan of action (i.e., a progress
report) for program improvement.

When compared to the 2011 RCS data on CRT credentialing success rates for 2008-10, (Table 23b
and Figure 10), the 2012 RCS data shows a 1.0% decrease in the average CRT credentialing success rate.
The number of programs reporting the lowest CRT credentialing success remained at 1 with the lowest
average CRT credentialing success rate increasing to 39.4% from 27.3%. The number of programs reporting
the highest CRT credentialing success rate (100%) increased slightly from 108 (2011 RCS) to 110 (2012
RCS). The number of programs reporting CRT credentialing success rates below the CoARC-established
threshold increased from 5.0% of the total programs reporting CRT credentialing success data in the 2011
RCS to 7.6% of total programs reporting CRT credentialing success data in the 2012 RCS.

” The 2011 RCS CRT credentialing success calculation did not subtract the number of students enrolling in an RC program having already earned a CRT
credential prior to enroliment.




http://www.coarc.com/15.html

http://www.coarc.com/57.html

http://www.coarc.com/57.html
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Figure 10 - CRT Credentialing Success Rates for 2012

RCS (n=422) and 2011 RCS (n=399)
CoARC Threshold = 80%

m # of RC Programs in 2012 RCS m # of RC Programs in 2011 RCS
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00 00 00 00 01 00 00 20

CRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding

Table 24 — CRT Credentialing Success by Degree Offered for 2012 and 2011 RCS
. R ' »

Deqgree Offered / Avg CRT Success Degree Offered 99 Avg CRT Success

(# of programs below (# of programs below

CoARC threshold) CoARC threshold)

Associate only (n=365) 91.4% (31) Associate only (n=341) 92.7% (19)
Associate & 9 Associate & .
Baccalaureate (n=3) S Baccalaureate (n=9) e
Baccalaureate only 9 Baccalaureate only 9
(n=51) 96.1% (1) (n=48) 95.3% (1)
Ba_ccalaureate & Masters 98.3% Baiccalaureate & Masters 97.1%
(n=3) (n=1)






T,
COMMISSION ON ACCREDITATION FOR

»
RESPIRATORY CARE COARC }'9\

Table 24 compares CRT credentialing success data in relation to the degree offered between the
2012 RCS and 2011 RCS. RC Programs offering both Baccalaureate & Master's degrees demonstrated the
highest average CRT credentialing success (98.3%) for the 2012 RCS. RC Programs offering only the
Associate degree demonstrated the lowest average CRT credentialing success (91.4%) for the 2012 RCS.
RC Programs offering only a Baccalaureate degree and programs offering both the Baccalaureate and
Master’s degrees showed a slightly higher average CRT credentialing success rate compared to 2011 RCS
data. RC Programs offering only the Associate degree and programs offering both the Associate and
Baccalaureate degrees showed a slightly lower average CRT credentialing success rate compared to 2011
RCS data.

For the 2012 RCS, 31 of the 32 programs below the CoARC threshold of 80% offered the Associate
degree (11 AAS degree programs and 20 AS degree programs). The remaining program offered the
Baccalaureate degree. For the 2011 RCS, 19 of the 20 programs below the CoARC threshold of 80% offered
the Associate degree (3 AAS degree programs and 16 AS degree programs). The remaining program offered
the Baccalaureate degree.

Table 25 — CRT Credentialing Success by Institutional Type for 2012 and 2011 RCS

0 R 0 R
ona De / Avg CRT Success ona De 99 Avg CRT Success
(# of programs below (# of programs below
CoARC threshold) CoARC threshold)

Fom_Jr—Ye_ar Cc_)llege or 95.0% (3) Fom_Jr—Ye_ar Ctzllege or
University (n=93) University (n=87)
Career or '[echnlcal 88.3% (1) Career or Technical 91.8%
College (n=8)

College (n=6)
Community College or Community College or
Junior College (n=241)

95.0% (2)

0, 0,
ST Junior College (n=238) e )

Academic HSC/Medical Academic HSC/Medical

9 9
Center (n=12) et Center (n=10) 98.4%
Technical or Vocational o Technical or Vocational o
School (n=66) 85.2% (19 School (n=57) 88.8% (7
U.S. Military (n=2) 86.6% U.S. Military (n=1) 86.8%

Table 25 compares CRT credentialing success data in relation to institutional type between the 2012
RCS and 2011 RCS. RC Programs located in Academic HSC/Medical Centers continued to demonstrate the
highest average CRT credentialing success at 97.7%. RC Programs located in Technical or Vocational
Schools demonstrated the lowest average CRT credentialing success for the 2012 RCS. All categories with
the exception of the Four-Year College or University showed slight decreases in average CRT credentialing
success when compared to the 2011 RCS.

For the 2012 RCS, 14 of the 32 programs below the CoARC threshold of 80% were located at a
Community College or Junior College. Fourteen programs were located at a Technical or Vocational School.
Three programs were located at a Four-Year College or University. The remaining program was located at a
Career or Technical College. For the 2011 RCS, 11 of the 20 programs below the CoARC threshold of 80%
were located at a Community College or Junior College. Seven programs were located at a Technical or
Vocational School. The remaining 2 programs were located at a Four-Year College or University.
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Table 26 — CRT Credentialing Success by Institutional Control/Funding for 2012 and
2011 RCS
012 R 011 R
Avg CRT Avg CRT
ONd O O 0 O ONad O O C O
; Success a6 Success
(# of programs (# of programs
below CoARC below CoARC
threshold) threshold)
Federal Government (n=2) 86.6% Federal Government (n=1) 86.8%
Private/Not-For-Profit (n=32 ) 93.5% (2) Private/Not-For-Profit (n=27) 93.1% (1)
Private/For-Profit (Proprietary) o Private/For-Profit (Proprietary) o
(n=50) 83.7% (13) (n=41) 88.0% (6)
Public/Not-For-Profit (n=338 ) 93.2% (17) Public/Not-For-Profit (n=330) 93.8% (13)

Table 26 compares CRT credentialing success data in relation to institutional control/funding between
the 2012 RCS and 2011 RCS. Programs under control/funded by private/not-for-profit institutions
demonstrated the highest average CRT credentialing success at 93.5% for the 2012 RCS. Programs under
control/funded by private/for-profit (proprietary) institutions demonstrated the lowest average CRT
credentialing success rate (83.7%) for the 2012 RCS. Each category, with the exception of Private/Not-For-
Profit, showed a decrease in average CRT credentialing success for the 2012 RCS.

For the 2012 RCS, 17 of the 32 programs below the CoARC threshold of 80% were under
control/funded by Public/Not-For-Profit institutions.  Thirteen programs were under control/funded by
Private/For-Profit (Proprietary) institutions. The remaining 2 programs were under control/funded by
Private/Not-For-Profit institutions. For the 2011 RCS, 13 of the 20 programs below the CoARC threshold of
80% were under control/funded by Public/Not-For-Profit institutions. Six programs were under control/funded
by Private/For-Profit (Proprietary) institutions. The remaining program was under control/funded by a
Private/Not-For-Profit institution.
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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.
Note: This metric is not the same as the NBRC RRT pass rate which measures the number of candidates
passing the exam divided by the number of candidates attempting the exam. 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.
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 and no outcomes threshold is established by the CoARC. For more information
related to this outcomes measure, download the CoARC’s March 13, 2010 position statement regarding
exam-based outcomes measures available at www.coarc.com/27.html.

Table 27a — 2012 RCS RRT Credentialing Success (n=412)
CoARC

# of Programs Reporting Data

Threshold
n=412 N/A 62.2% 100% 0%

Table 27b — 2011 RCS RRT Credentialing Success (n=394)

CoARC
Threshold

n=394 N/A 61.2% 100% 0%

# of Programs Reporting Data

2012 RCS data on RRT credentialing success (Table 27a and Figure 11) show a total of 412
programs reporting credentialing success. Thirty-four programs did not have any RRT credentialing success
data to report for 2009-11. The average RRT credentialing success was 62.2% with the highest rate of 100%
(n=7) and the lowest rate of 0% (n=3).

When compared to the 2011 RCS data on RRT credentialing success rates for 2008-10, (Table 27b
and Figure 11), the 2012 RCS data shows a 1.0% increase in the average RRT credentialing success rate.
The number of programs reporting the lowest RRT credentialing success remained at 3 with the lowest
average RRT credentialing success rate remaining at 0%. The number of programs reporting the highest
RRT credentialing success rate (100%) remained at 7 for the 2012 RCS and 2011 RCS.




http://www.coarc.com/27.html
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Figure 11 - RRT Credentialing Success Rates for

2012 RCS (n=412) and 2011 RCS (n=394)
CoARC Threshold = N/A
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RRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding

Table 28 — RRT Credentialing Success by Degree Offered for 2012 and 2011 RCS

012 R 011 R
Deqgree Offered 4 Deqgree Offered 94

Avg RRT Success Avg RRT Success

Associate only (n=355) 59.7% Associate only (n=336) 59.2%
Associate & o Associate & o
Baccalaureate (n=3) =l Baccalaureate (n=9) Bk
Baccalaureate only o Baccalaureate only o
(n=51) 77.6% (n=48) 73.1%
Ba_ccalaureate & Masters 93.0% Ba_ccalaureate & Masters 87.5%
(n=3) (n=1)

Table 28 compares RRT credentialing success data in relation to the degree offered between the
2012 RCS and 2011 RCS. RC programs offering both Baccalaureate and Master's degrees demonstrated
the highest average RRT credentialing success (93.0%) for the 2012 RCS. RC programs offering both the
Associate & Baccalaureate degrees demonstrated the lowest average RRT credentialing success (58.3%) for
the 2012 RCS. All categories with the exception of RC programs offering both the Associate & Baccalaureate
degrees demonstrated an increase in average RRT credentialing success when compared to 2011 RCS data.
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Table 29 — RRT Credentialing Success by Institutional Type for 2012 and 2011 RCS

0 R 0 »

oNna pe 4 oNna pe 94
Avg RRT Success Avg RRT Success

Four-Year College or o Four-Year College or o
University (n=90) e University (n=85) .08
Career or Technical 0 Career or Technical 0
College (n=7) SR College (n=6) i
Community College or o Community College or o
Junior Coliege (n=239) e Junior Coliege (n=236) SERD
Academic HSC/Medical o Academic HSC/Medical o
Center (n=12) B Center (n=10) e
Technical or Vocational q Technical or Vocational .
School (n=62) 20 School (n=56) S
U.S. Military (n=2) 26.9% U.S. Military (n=1) 52.6%

Table 29 compares RRT credentialing success data in relation to institutional type between the 2012
RCS and 2011 RCS. RC programs located in Academic HSC/Medical Centers demonstrated the highest
average RRT credentialing success at 83.5%. RC programs located at U.S. Military facilities demonstrated
the lowest average RRT credentialing success at 26.9%. All categories with the exception of RC programs
located at U.S. Military facilities demonstrated an increase in average RRT credentialing success when
compared to 2011 RCS data.

Table 30 — RRT Credentialing Success by Institutional Control/Funding for 2012 and
2011 RCS
012 R 011 R
OlNd O O 0 O OlNad O O C O
/ Avg RRT o Avg RRT
Success Success
Federal Government (n=2) 26.9% Federal Government (n=1) 52.6%
Private/Not-For-Profit (n=30) 62.0% Private/Not-For-Profit (n=25) 58.0%
Private/For-Profit (Proprietar Private/For-Profit (Proprietar
(1ed7) (Pt 51.1% (ned1) (Pt 47.7%
Public/Not-For-Profit (n=333 ) 64.0% Public/Not-For-Profit (n=327) 63.1%

Table 30 compares RRT credentialing success data in relation to institutional control/funding between
the 2012 RCS and 2011 RCS. Programs under control/funded by public/not-for-profit institutions
demonstrated the highest average RRT credentialing success (64.0%) for the 2012 RCS. Programs under
control/funded by the federal government demonstrated the lowest average RRT credentialing success rate
(26.9%) for the 2012 RCS. All categories with the exception of RC programs located at U.S. Military facilities
demonstrated an increase in average RRT credentialing success when compared to 2011 RCS data.
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Programmatic Outcomes by State (including D.C.)

Table 31 provides data on average programmatic attrition, positive placement, CRT credentialing
success, and RRT credentialing success by state, including D.C., based on 2012 RCS data.

Table 31 -Programmatic Outcomes by State, including D.C (n=445)

. o CRT RRT
Gotmamans) SromoS Poateeon)  credentising  Credentaing
prog Success Success

AL (n=6) 14.2% 89.5% 83.0% 36.1%
AR (n=12) 21.6% 89.2% 85.4% 55.3%
AZ (n=7) 18.0% 73.6% 87.0% 58.2%
CA (n=38) 12.7% 79.0% 90.2% 64.1%
CO (n=5) 13.5% 86.3% 93.0% 66.5%
CT (n=5) 26.0% 84.0% 90.6% 47.7%
DC (n=1) 25.0% 51.3% 94.9% 56.4%
DE (n=2) 11.4% 92.5% 97.2% 62.8%
FL (n=26) 18.2% 76.4% 85.1% 63.0%
GA (n=14) 15.1% 87.6% 90.0% 64.8%
HI (n=1) 8.2% 89.2% 100.0% 97.3%
IA (n=6) 22.8% 85.6% 90.4% 52.3%
ID (n=3) 14.1% 85.6% 90.4% 52.3%
IL (n=14) 15.4% 86.0% 93.5% 64.4%
IN (n=11) 16.9% 94.5% 98.0% 60.5%
KS (n=9) 15.3% 84.2% 91.7% 60.9%
KY (n=14) 19.3% 91.1% 91.3% 48.7%
LA (n=12) 15.2% 90.2% 94.2% 43.7%
MA (n=7) 15.7% 88.5% 93.8% 59.4%
MD (n=8) 16.7% 81.4% 92.8% 59.2%
ME (n=2) 20.8% 88.6% 96.8% 56.8%
MI (n=13) 19.2% 89.3% 93.9% 73.6%
MN (n=5) 16.4% 90.7% 96.0% 63.6%
MO (n=12) 20.6% 88.4% 96.4% 70.9%
MS (n=8) 20.4% 96.7% 94.7% 49.3%
MT (n=2) 18.1% 85.8% 96.7% 66.9%
NC (n=14) 23.1% 88.7% 94.0% 69.1%
ND (n=2) 10.3% 96.9% 96.9% 87.3%
NE (n=4) 19.1% 96.5% 94.4% 73.4%
NH (n=1) 5.6% 78.1% 90.6% 46.9%
NJ (n=5) 21.4% 87.7% 95.3% 62.5%
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NM (n=6) 15.2% 83.9% 86.2% 67.5%
NV (n=3) 28.1% 81.3% 92.8% 59.5%
NY (n=12) 18.4% 88.5% 92.5% 74.1%
OH (n=23) 17.6% 84.3% 92.9% 61.9%
OK (n=7) 9.3% 89.9% 91.9% 52.5%
OR (n=4) 9.6% 91.7% 96.4% 61.4%
PA (n=27) 18.8% 87.4% 93.7% 54.3%
RI (n=2) 14.5% 83.1% 89.8% 47.5%
SC (n=7) 28.6% 89.0% 97.0% 61.6%
SD (n=2) 16.7% 96.9% 96.9% 93.9%
TN (n=11) 18.8% 90.7% 93.6% 71.9%
TX (n=38) 16.7% 87.9% 92.2% 61.5%
UT (n=7) 9.3% 86.3% 91.8% 68.0%
VA (n=7) 27.8% 80.6% 94.1% 64.1%
VT (n=1) 28.1% 97.6% 97.6% 81.0%
WA (n=5) 15.7% 86.1% 94.3% 64.3%
WI (n=7) 19.6% 90.0% 96.9% 69.7%
WV (n=6) 8.7% 74.2% 79.4% 47.3%
WY (n=1) 18.9% 88.0% 96.0% 56.0%
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PROGRAMMATIC DATA RELATED TO THE AARC 2015 AND BEYOND PROJECT

This intent of this section is to provide the CoARC’s communities of interest with additional
programmatic data related to the American Association for Respiratory Care’'s (AARC'’s) 2015 and Beyond
project. The data should be particularly useful in addressing the following issues: (1) Maintaining an adequate
respiratory therapy workforce; (2) Increasing access to baccalaureate degrees for both respiratory therapy
students enrolled in associate degree granting programs; and (3) Developing models of consortia and
cooperative agreements for associate degree programs that wish to align with bachelor degree granting
institutions.

Baccalaureate Degree Eligibility Categories

Table 31 — Baccalaureate Degree Eligibility- Number of Programs (n=436)

Baccalaureate Degree Eligibility Category # of Programs

Sponsoring institution offers a baccalaureate degree RC program

Il.  Sponsoring institution offers baccalaureate degrees in other
disciplines
lll.  Sponsoring institution located in a state that authorizes community 78
colleges to award bachelor's degrees under certain circumstances®

IV.  Sponsoring institution cannot offer a baccalaureate degree

Table 31 provides a breakdown of the number of RC programs and satellite options (as of December
31, 2012) assigned to one of four baccalaureate degree eligibility categories. Category | includes sponsoring
institutions that offer a first-professional baccalaureate RC degree upon graduation. Fifty-five of the 436 RC
programs and program options in the U.S. (12.6% of total) fall under Category |I.

Category Il includes sponsoring institutions offering a first-professional associate RC degree upon
graduation, that also offer baccalaureate degrees in other disciplines. Sponsoring institutions in this category
have the capability of either offering both the first-professional associate RC degree and first-professional
baccalaureate RC degree or transitioning its first-professional associate RC degree to a first-professional
baccalaureate degree. Eighty-three of the 436 RC programs and program options in the U.S. (19.0% of total)
fall under Category Il. As mentioned earlier in this report, 46 of the 85 RC programs and program options in
this category are located at a 4-Year College or University.

Category 1l includes sponsoring institutions that offering a first-professional associate RC degree
upon graduation, that are located in a state that authorizes community colleges to award bachelor's
degrees under certain circumstances. According to the Community College Baccalaureate Association,
18 states have legislation favorable for community colleges to award bachelor's degrees. The 78
sponsoring institutions in this category may have the capability of either offering both the first-professional
associate RC degree and first-professional baccalaureate RC degree or transitioning its first-professional
associate RC degree to a first-professional baccalaureate degree. However, the degree of capability varies
greatly from state to state as the number and types of community college baccalaureate degrees are

8 Source: Community College Baccalaureate Association http://www.accbhd.org/resources/baccalaureate-conferring-locations/?ct=US




http://www.aarc.org/resources/2015_conferences/
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restricted by state legislation. Seventy-eight of the 436 RC programs and program options in the U.S. (17.9%
of total) fall under Category Il

Category IV includes sponsoring institutions offering a first-professional associate RC degree upon
graduation that do not have the authority to award a baccalaureate degree. Sponsoring institutions in this
category may be capable of articulating with or participating in a partnership with a 4-year degree-granting
institution. Two-hundred twenty of the 436 RC programs and program options in the U.S. (50.1% of total) fall
under Category IV.

Baccalaureate Deqgree Eligibility — Enrollment Capacity and Graduation Rates

Table 32 — Baccalaureate Degree Eligibility- Enrollment Capacity and Graduates (n=436)

Maximum
Baccalaureate Degree Eligibility Category Enrollment
Capacity

Total Graduates in
2011

Sponsoring institution currently offers a
baccalaureate degree RC program
Il.  Sponsoring institution offers baccalaureate

degrees in other disciplines
[ll.  Sponsoring institution located in a state that
authorizes community colleges to award 1967 1134
bachelor's degrees under certain circumstances
IV.  Sponsoring institution cannot offer a
baccalaureate degree

Table 32 provides a breakdown of the number of RC programs and satellite options (as of December
31, 2012) assigned to one of four baccalaureate degree eligibility categories by maximum annual enrollment
capacity and the total number of graduates in 2011. According to the 2012 RCS, the 55 programs in Category
| produced 699 graduates (9.1% of total of the 4 categories) in 2011, which was 55.9% of maximum
enrollment capacity (Note: The exact number of baccalaureate graduates is not known to the CoARC due to
the fact that the 6 programs offering dual degrees (i.e., Associate & Baccalaureate and Baccalaureate and
Masters) did not differentiate which graduates earned which degree. These data will be collected in the 2013
RCS. The 83 programs in Category Il produced 1734 graduates (22.6% of total of total of the 4 categories) in
2011, which was 51.1% of maximum enrollment capacity. The 78 programs in Category Ill produced 1134
graduates (14.8% of total of total of the 4 categories) in 2011, which was 57.7% of maximum enrollment
capacity. The 78 programs in Category IV produced 4111 graduates (53.5% of total of total of the 4
categories) in 2011, which was 56.8% of maximum enroliment capacity.

Baccalaureate Degree Eligibility by State (including District of Columbia)

Table 33 provides a comparison of baccalaureate degree eligibility categories by state. Forty-eight
states and the District of Columbia offer the associate degree. Twenty-six states are comprised of Category |
programs. Thirty-three states are comprised of Category Il programs. Thirty-seven states are comprised of
either Category | or Category Il programs. The data also shows that 10 states (Delaware, lowa,
Massachusetts, Maine, Mississippi, North Carolina, New Hampshire, South Carolina, Wisconsin, and
Wyoming) and the District of Columbia are comprised of only Category IV programs. One state (Hawaii) is
comprised of only a Category Ill program.
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Table 33 — Baccalaureate Degree Eligibility by State and District of Columbia (n=436)
_ Category Il Category Il _
Alabama (n=6) 2 1 0 3
Arkansas (n=12) 3 0 8 1
Arizona (n=7) 0 2 0 5
California (n=37) 1 5 0 31
Colorado (n=5) 0 1 2 2
Connecticut (n=5) 1 1 0 3
District of Columbia (n=1) 0 0 0 1
Delaware (n=2) 0 0 0 2
Florida (n=24) 1 17 2 4
Georgia (n=14) 3 3 0 8
Hawaii (n=1) 0 0 1 0
lowa (n=6) 0 0 0 6
Idaho (n=3) 0 3 0 0
lllinois (n=13) 1 2 0 10
Indiana (n=11) 1 1 9 0
Kansas (n=9) 1 2 0 6
Kentucky (n=14) 1 1 0 12
Louisiana (n=11) 2 2 6 1
Massachusetts (n=7) 0 0 0 7
Maryland (n=7) 1 1 0 5
Maine (n=2) 0 0 0 2
Michigan (n=13) 0 3 0 10
Minnesota (n=5) 2 0 3 0
Missouri (n=12) 2 3 0 7
Mississippi (n=8) 0 0 0 8
Montana (n=2) 0 1 0 1
North Carolina (n=14) 0 0 0 14
North Dakota (n=2) 2 0 0 0
Nebraska (n=4) 1 1 0 2
New Hampshire (n=1) 0 0 0 1
New Jersey (n=5) 1 1 0 3
New Mexico (n=6) 0 1 5 0
Nevada (n=3) 0 2 0 1
New York (n=13) 3 1 9 0
Ohio (n=22) 5 5 0 12
Oklahoma (n=7) 0 1 3 3
Oregon (n=4) 1 0 0 3
Pennsylvania (n=25) 5 6 0 14
Rhode Island (n=2) 0 1 0 1
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Table 33 (continued) — Baccalaureate Degree Eligibility by State and District of Columbia
; Category Il Category llI ;
South Carolina (n=7) 0 0 0 7
South Dakota (n=2) 0 2 0 0
Tennessee (n=11) 3 1 0 7
Texas (n=37) 5 6 23 3
Utah (n=7) 4 3 0 0
Virginia (n=7) 1 1 0 5
Vermont (n=1) 0 1 0 0
Washington (n=5) 0 1 4 0
Wisconsin (n=7) 0 0 0 7
West Virginia (n=6) 2 0 3 1
Wyoming (n=1) 0 0 0 1

RC Program Consortia

In its accreditation Standards (p.8), the CoOARC defines a consortium as “a legally binding contractual
partnership of two or more sponsoring institutions (at least one of which is a duly accredited degree-granting
institution of higher education) that come together to offer a program. Consortia must be structured to
recognize and perform the responsibilities and functions of a sponsoring institution.” CoARC Standard 1.02
(p.12) states that “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.” Table 34 provides a listing of 45
consortium programs as of December 31, 2012 according to the CoARC'’s database.

Table 34 — RC Program Consortia as of December 31, 2012

Program # Consortium Name City State Degree
200014 Millersville University Millersville PA BS
200019 Mansfield University Mansfield PA AS
200039 Indiana Respiratory Therapy Ed Consortium Indianapolis IN BS
200078 Indiana University of PA/Western PA Hospital Pittsburgh PA BS
200088 Delaware Co CC/Crozer-Chester Med Ctr. Upland PA AAS
200090 Norwalk Community College Norwalk CT AS
200102 East Los Angeles College/Santa Monica Monterey Park CA AS
200106 Our Lady of Holy Cross College/Ochsner Coll. New Orleans LA BS
200133 St. Alexius Medical Center/University of Mary Bismarck ND | BS & MS
200143 Alegent Creighton Health/Midland University Omaha NE BS
200172 Mayo Clinic College of Med/Mayo School Rochester MN BS
200260 Cincinnati State Tech-Community College Cincinnati OH AS
200273 York College of PA York PA | AS &BS
200299 Delaware Technical and Community College Wilmington DE AAS
200313 West Chester University/Bryn Mawr Hospital Bryn Mawr PA BS
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200328 lllinois Central College Peoria IL AS
200341 University of Medicine and Dentistry of NJ Stratford NJ AS
200347 UMDNJ- School of Health Related Professions Newark NJ | AS&BS
200367 North Dakota State University/Sanford Fargo ND BS
200392 Bossier Parish Community College Bossier City LA AAS
200397 Frederick Community College Mt. Airy MD AAS
200430 Carver Career Center Charleston wv AS
200431 Pickens Technical College Aurora CcoO AS
200432 Missouri Southern State University Joplin MO AS
200450 Collins Career Center Chesapeake OH AS
200454 Francis Tuttle Oklahoma City OK AS
200461 Northeast Kentucky Consortium Morehead KY AAS
200463 Autry Technology Ctr./Northern OK College Enid OK AS
200481 St. John's Hospital & Lincoln Land CC Springfield IL AS
200489 Southwestern lllinois College Belleville IL AAS
200497 Cape Girardeau Career & Technology Center Cape Girardeau MO AS
200503 Rolla Technical Center Rolla MO AS
200504 University of Rio Grande/Rio Grande CC Rio Grande OH AS
200506 Marshall University/St. Mary's Med Ctr. Huntington wv BS
200513 Arkansas State University-Mountain Home Mountain Home AR AS
200517 Venango College of Clarion University Qil City PA AS
200531 Great Plains Technology Center Lawton OK AS
200569 Ivy Tech E. IN Resp. Care Ed. Consortium Muncie IN AS
200577 Our Lady of the Lake College / LSUHSC Baton Rouge LA AS
200585 US Army Med Ed & Training Campus Fort Sam Houston | TX AAS
200586 Simi Valley Adult School/Excelsior Simi Valley CA AS
200595 Missouri State University-West Plains West Plains MO AAS
200600 Sullivan Respiratory Care Consortium Loch Sheldrake NY AAS
300025 Monroe City Hall Annex Monroe LA AS
300026 Learning Center for Rapides Parish Alexandria LA AS

Inquiries regarding this report should be addressed to:

Tom Smalling, PhD, RRT, RPFT, RPSGT, FAARC
Executive Director

tom@coarc.com

1248 Harwood Road
Bedford, TX 76021-4244
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Doctorate of Health Science
Class Vice President

2007 — 2009  Northeastern University Boston, MA

Master of Science in Respiratory Care Leadership

Academic excellence award

2000-2001 Ozark Technical Community College Springfield, MO
Associate of Applied Science in Respiratory Therapy
Gradunated Summa Cum Laude, Class President

1995-2001 Missouri State University Springfield, MO

Bachelor of Science in Management (2000)

Bachelor of Science in Respiratory Therapy (2001)

PROFESSIONAL EXPERIENCE

2001 - present  St. Johns Regional Hospital Springfield, MO
Registered Respiratory Therapist

Member of St. Johns Airway Pressure Release Ventilation team

Member of St. Johns Patient Care Assessor team

Member of St. Johns Volume Diffuse Respiration team

Active therapist in all areas of respiratory care i.e. NBICU, PICU, NTICU, SICU, MICU, ER
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1)
2)
3)
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7
2
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D
2)
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)
2

Carboxyhemoglobin levels in smokers vs. non-smokers in a smoking environment

Perceptions of non-rebreathing mask FiO2 vs. estimated FiO2 using the reverse alveolar air
equation

® 2008 Open forum abstracts at AARC International Congress
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Comparison of prerequisite grades to scores on the CRT and WRRT exams
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Measurement of expiratory valve resistance and its effect on T-low using APRV mode and a
low-compliance lung model

= 2009 Open forum abstracts at AARC International Congress

)

2)
3)
4)
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Effect of large bore tubing on peak pressure during Intrapulmonary Percussive Ventilation

Correlation of the Sentec digital monitor transcutaneous CO2 measurement to arterial CO2
using alternate site placement probes

Open forum abstract at AARC International Congress

The use of tusks on an aerosol mask to increase aerosol medication delivery to the lungs

® 2012 Open forum abstracts at AARC International Congress
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Comparison of static compliance on four different ventilators

Effects of Hamilton G5 flow sensor on aerosol delivery
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FOREWORD

Leaders in healthcare technology management and
safety established the American College of Clinical
Engineering Healthcare Technology Foundation
as a private not-for-profit 501c3 organization in late
2002 in order to accelerate deployment of safer
healthcare technologies, educate the public and
to promote best practices in the field of clinical
engineering.

The vision of the Foundation is to improve healthcare
delivery by promoting public awareness of, and
the development and application of, safe and effec-
tive healthcare technologies through the global
advancement of clinical engineering research,
education, practice and other related activities. The
Foundation’s commitment to involve users, clinical
engineers, regulators, together with its strong rela-
tionship with the medical device manufacturing
industry, and with the mission to reach out to the
public ultimately translates into better-educated
community, and thus safer and more efficient
healthcare delivery. As a catalyst for the advance-
ment of better and safer clinical technology, the
Foundation supports several initiatives including
better understanding of the challenging issues
associated with the effectiveness of clinical alarms.

In 2004, the Foundation established the clinical
alarms improvement project with the goal of collect-
ing and sharing information related to the perception
of care providers and engineers about the impact of
clinical alarms in the equipment they are working
with. The project team leader, Mr. J. Tobey Clark,
CCE assembled a task force that was responsible for
the data collection and preparation of this report. The
task force developed the survey tool that was used in
both live forums as well as through an internet appli-
cation to collect data from 1,327 care givers and
engineers. The results of this survey, conducted
between August 2005 and January 2006, was inte-
grated with an analysis of data available within the
Food and Drug Administration and ECRI databases.

This report is offered as to facilitate the improvement
of alarm design, the user interface, alarm uniformity
and user education. It is the intention of the ACCE
Healthcare Technology Foundation to share this
information and highlight the opportunities to
improve all aspects of clinical alarm functionality.

The Foundation would like to extend its appreciation
to all who contributed and assisted in bringing
this important project to completion; especially to
J. Tobey Clark, Marvin Shepherd, Bruce Hyndman,
William Hyman and Yadin David, and to acknowl-
edge the collaboration of Jeff Heyman and Jim Keller
of ECRI in the writing of the manuscript.






ABSTRACT

Clinical alarms warn caregivers of immediate or
potential adverse patient conditions. Alarms must
be accurate, intuitive, and provide alerts which are
readily interpreted and acted on by clinicians in an
appropriate fashion. Clinical alarms and their short-
comings have been the topic of numerous studies
and analysis in the literature. The Joint Commission
on the Accreditation of Healthcare Organizations
(JCAHO) established a National Patient Safety
(NPS) goal in 2002 to improve the effectiveness of
clinical alarms. This goal was removed for hospital
organizations in 2004 and incorporated into the
JCAHO standards. Despite the technological and
healthcare improvements related to efforts to meet
the NPS goal, adverse patient events continue to
occur related to alarm system design and perfor-
mance, care management and the complexity of
the patient care environment.

In 2004, the ACCE Healthcare Technology Founda-
tion started an initiative to improve clinical alarms.
This paper reviews the literature related to clinical
alarm factors and analyzes adverse event data-
bases. Efforts to improve alarms through
technological, standards, and regulatory means
are reviewed and evaluated. Forums, meetings and
a survey of 1,327 clinicians, engineers, technical
staff and managers provided considerable feed-
back regarding alarm issues. Of particular value
is the response from nursing who represented the
majority of the respondents to the survey. Observa-
tions and recommendations have been developed
to improve the impact of clinical alarms on patient
safety. Future directions are aimed at awareness, a
focused effort towards the reduction of false alarms,
and soliciting all constituents involved in clinical
alarms to meet and develop action plans to address
key issues.

Keywords: Equipment Alarm Systems; Medical
Device Safety; Monitoring, Physiological; Patient
Care Management, Clinical Engineering






INTRODUCTION

Alarms on clinical devices are intended to call the
attention of caregivers to patient or device condi-
tions that deviate from a predetermined “normal”
status. They are generally considered to be a key
tool in improving the safety of patients. The purpose
of alarm systems is related to “communicating infor-
mation that requires a response or awareness by
the operator.”! In some cases the normal conditions
are preset in the device, while in others the correct
use of the device requires directly setting the
parameter limits. The user often has the ability to
turn the alarms on or off, and to set the volume of the
audible alarm output. Alarm information may also
be transmitted away from the bedside to a remote
location that can be down the hall, or at some
distance away. Such transmission may also be
disabled, either intentionally or inadvertently.
When an alarm is triggered the caregiver is tasked
with noting the alarm, identifying its source, and
responding appropriately. Effective alarm setting,
noting and responding is a design, user, and
systems issue. From the design perspective alarms
should be easy to set, their status (e.g. on/off, limit
values) should be easily determined if not directly
visible, and the identification of and specificity of a
triggered alarm should be unambiguous and easy
to determine. The alarm system must also be
designed for all intended environments of patient
care. From the use perspective, users must be
adequately trained, and the number of staff must be
suitable to the setting and the number of patients.
However, it is widely recognized that training is
not itself a suitable or effective cure for poorly
designed and overly challenging equipment. Best
practice cognitive engineering and human factors
strategies to improve patient safety are not always
followed in current clinical alarm system designs.

It is important to understand that users will
come to rely on alarms to call their attention to
adverse conditions. Thus clinical alarms, to varying
degrees, become substitutes for the degree of

caregiver attention that would be required if there
were not an alarm system in place. In this regard
alarms are sometimes viewed as a suitable basis for
reducing staff levels or skill requirements. In some
cases alarms are a primary source of information if
the situation triggering the alarm is not directly
observable. When caregivers rely on alarms, it
becomes essential that the alarms perform to their
expectations. When they don’t patients may not
receive the care they need, with potentially serious
adverse consequences. Of course, alarms must be
set properly and the settings should be applicable
to the clinical setting the device is being used in.
While many non-performance issues may be
associated with “use error”, the culture of blaming
the user is now recognized as both inappropriate
and ineffective.

For a clinical alarm to be effective it must be trig-
gered by a problem which adversely affects the
patient, personnel must identify the source and
meaning of the alarm, and correct the problem prior
to an adverse patient event. This deceptively simple
set of concepts has not yet resulted in clinical alarm
systems that universally meet usability and other
performance objectives directed toward improving
patient safety. This report presents the work of an
ACCE Healthcare Technology Foundation (AHTF)
(Appendix A) task force focusing on an initiative
to improve the management and integration of
clinical alarms. ECRI (Appendix B) provided
valuable input into the task force work and contrib-
uted to the preparation of this report. The document
includes a review of relevant literature, analyzes
available adverse event databases, and presents
results from a national survey containing construc-
tive feedback from clinical users and other support
staff. This information offers valuable insights into
current clinical alarm issues, and how clinical
alarms can be improved to enhance patient safety.






BACKGROUND

Clinical alarm problems have existed since the
advent of monitoring and therapy device use in
healthcare. ECRI first reported an alert related
to alarms in the 1974 issue of Health Devices? at
a time prior to the 1976 Medical Device Amend-
ments that created the modern era of the Food
and Drug Administration (FDA) regulation of
medical devices.

Studies published in professional publications have
shown a number of limitations of clinical alarm
systems.

* Individuals have difficulty in learning more than
six different alarm signals® A patient in an ICU
environment will many times have more than
six different alarm sounds associated with their
care, as well as the same sound having different
meanings when emanating from different
devices. A study showed that experienced care
givers could not identify even one-half of common
ICU critical alarm sounds when played back.!

* Care providers have difficulty in discerning
between high and low priority alarm sounds
in part due to design.! The perceived urgency
of audible alarms can be inconsistent with the
clinical situation.®

* A false alarm is an alarm which occurs in the
absence of an intended, valid patient or alarm
system trigger. In a 2006 paper in the American
Journal of Emergency Medicine,” 99.4% of the
alarms were determined to be false with less
than 1% of all alarms resulting in a change of
patient management. False positive rates over
85% have been reported in the past.®® False
alarms may be the most serious shortcoming
as the effectiveness of alarms depends upon the
alarm system’s credibility.® High false-positive
rates can lead to disabling of alarms by medical
personnel.!’ Unfortunately, vendors sometimes
design equipment with easily defeatable alarms
inresponse to complaints of nuisance alarms.
Conversely, designers may adopt the philosophy
of “better safe than sorry” incorporating many
disruptive and poorly designed alarms into
devices.!? However, an over abundance of alarms
does not necessarily result in enhanced safety.

Some improvements have been made by (1) the
medical technology industry through design of

intelligent alarm mechanisms, better incorporation
of human factors design, and utilizing systems engi-
neering concepts; (2) accreditation and standards
organizations developing care management and
design guidelines; (3) clinical and allied health
organizations providing recommendations and
best practices; and (4) healthcare organizations
developing better care management procedures,
enhanced care giver training, and environment
of care design changes. Despite these positive
changes, reports of problems with clinical alarms
continue.
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Table 1

FAILURE ANALYSIS
Clinical Alarm Reports Involved in Patient Deaths

SRM Failure Percent of Total

Description Categories'? Total Cases (%)
Device, unpredictable failure D2 8 3.4
Device, deterioration D3 2 0.8
Environment, external E2 1 0.4
Operator Error, education/training Ol 58 24.5
Operator Error, distracted 03 67 28.3
Patient, active P1 3 1.3
Not Analyzable G 98 41.4

TOTAL 237 100

REPORTED PROBLEMS

As part of this study the FDA Manufacturer and
User Facility Device Experience Database (MAUDE)
and ECRI’s Problem Report System were reviewed.
These databases represent a subset of the total
adverse events involving medical devices as has
been stated in 2006 by the FDA, “Adverse events
related to medical devices are widely under-
reported by device users”!® This under reporting
deters the ability of healthcare providers and the
medical device industry in taking appropriate
corrective action to improve patient safety where
clinical alarms are used."

FDA MAUDE Database Review

The FDA MAUDE database was queried over
the period of 2002-2004 using the search terms
“alarm” in the Product Problem field and “death”
as the Event Type selection. Two hundred and
thirty-seven reports were found using this search
criterion with breakdowns shown in Figure 1 —
Deaths by Year and Figure 2 — Deaths by Device

Type.

Cause Analysis

Due to the limitations of the search process,
the presence of the term “alarm” in the Product
Problem field does not necessarily mean that an

alarm was related to the cause of the adverse event.
For this reason, a focused analysis was undertaken
to attempt to determine the causes of the events.

The two hundred and thirty-seven adverse event
reports generated were analyzed using cause
definitions found in the Shepherd System’s Risk
Model’® (Appendix D). Of these event reports, 98
(41%) could not be analyzed because of the limited
information provided in the Product Problem field.
Based on the material contained in the descriptions,
58 (25%) were determined to be related to educa-
tion and training of the operator; 67 (28%) were
related to work conditions or personal problems of
the operator, and 14 (6%) were determined to be
due to other causes. (See Table 1 for a breakdown
of events)

It is of particular interest that of the 139 events that
could be analyzed, 58 (42%) were related to operator
education and training, and 67 (48%) were related
to work conditions or personal problems. Unfortu-
nately, the work conditions or personal problem
factors cannot be further identified retrospectively.
However, this does suggest the need for asking
questions that would elicit this information in
future studies.






ECRI Problem Reporting System
Database Review

Of more than 2,200 reports of medical-device-
related incidents and deficiencies received
through ECRI’'s Problem Reporting System since
March 2000, approximately 12% include the word
“alarm” in the Problem Description field. (These
include reports of alarm malfunction, as well as
discussion of alarms in the context of the reported
incident.) 64% of the reports involved one of three
types of devices—physiologic monitors, ventilators,
and infusion pumps - 11%, 39%, and 14%, respec-
tively. The remainder of the reports are distributed
between various other types of devices with
alarms.

For physiologic monitors, there are numerous
reports of critical patient events in which the
monitoring system was reported to not produce an
alarm. Many of these reports were subsequently
investigated by ECRI staff to find that alarms had
somehow been inadvertently disabled. Many of
both the wventilator and infusion pump reports
discuss device failures that put the patient at risk,
but that did not result in an alarm to alert care-
givers to the failure. However, for both devices,
many reports describe other types of device fail-
ures for which appropriate alarms did occur.

IMPROVEMENT
EFFORTS AND ISSUES

Technology

As the capabilities of medical devices have
evolved, so has the sophistication of their respec-
tive alarms. Physiologic monitoring system alarms
evolved from simple, ECG-only devices with
heart rate limit alarms to multi-parameter devices
with real-time arrhythmia analysis capability and
an array of alarms for rates, pressures, saturations,
and concentrations. Anesthesia machines have
advanced from having entirely manual “on/off”
controls to alarms that automatically reconfigure
based on the mode of operation. For example,
entering cardiopulmonary bypass mode on
some anesthesia machines automatically disables
alarms that are no longer relevant and would
otherwise create nuisance alarms (e.g., end-tidal
carbon dioxide alarms), while exiting this mode

automatically re-enables these alarms. Some
devices include alarms that monitor human interac-
tion with the device, such as dose error reduction
systems on infusion pumps (i.e., “smart pumps”)
that can alarm if a nurse accidentally sets dosing
parameters outside of prescribed limits. Addition-
ally, schemes like alarm prioritization have been
introduced in an attempt to aid management of the
growing numbers of alarms that staff are responsi-
ble for by providing different visual alerts and
audible tones depending on the urgency of the
alarm. In addition, devices increasingly offer
highly configurable and flexible alarm systems,
allowing hospitals to implement alarms in ways
that best meet their broader practices and protocols.

The medical device industry has begun responding
to the need for technologies that help hospital’s
efforts to improve clinical alarms management.
Products continually come to market in response
to specific clinical problems or needs, either in
the form of devices with improved acquisition
techniques and alarms design, or supplemental
products that facilitates how clinicians deal with
alarms. For example, one challenge for nurses is
to effectively respond to the multitude of alarms
and alerts emitted by the systems and devices
under their purview—e.g., physiologic monitoring
systems, nurse call systems, infusion pumps,
ventilators, bed-exit alarms, etc. Various solutions
are now available that are intended to consolidate
and organize alarm information so that it is more
manageable for staff, such as integrating ventilator
and other bedside device alarms into a physiologic
monitoring system or implementing a communica-
tion system that accepts and automatically
disseminates data from various sources.

Nuisance alarms are annoying alarms that may
interfere with patient care, and typically do not
result from an adverse or potentially adverse
patient conditions. To reduce the frequency of
nuisance alarms, device manufacturers have both
sought to improve parameter acquisition tech-
niques (e.g., motion-tolerant pulse oximetry) and
improve alarm system design to avoid burdening
staff with alarms that are not clinically significant.
For the latter, some manufacturers have imple-
mented what are sometimes termed “smart alarms,”
in which the alarm system takes into account
multiple parameters, rate of change of parameters,
signal quality, etc. By doing so, the system may be
able, for example, to avoid alarming for a high






pulse rate caused by pulse oximetry sensor motion
if the heart rate determined by the ECG signal
remains stable.

Ensuring audibility of clinical alarms can be partic-
ularly challenging in intermediate and general care
areas which, compared to critical care areas, are
often large, have long hallways, and in the interest
of patient and family privacy, may have doors
to patient rooms closed. Despite this challenge,
alarming devices such as physiologic monitoring
systems and ventilators are increasingly used in
such areas as hospitals deal with the trend of rising
patient acuity. In response, a variety of alarm
enhancement solutions have become available that
are intended to complement or extend device
alarms. Examples include technologies that route
device alarms through a nurse call or paging system
or enunciator devices (e.g., buzzers).

Despite manufacturers’ efforts to create products
that facilitate safer and more effective alarm
management, there are many cases where alarm
management technologies actually create addi-
tional problems. For example:

* ECRI's January 2005 Health Devices evaluation
of physiologic monitoring systems examined
interfaces that allowed ventilator alarms to
appear on the monitoring systems’ central station
monitors. ECRI’s study found that none of the
evaluated systems provided completely safe
and reliable notification of ventilator alarms,
falling short in areas such as alarm prioritization
and identification from the central station.

* Many hospitals have reported to ECRI that a
popular alarm paging system used to deliver
physiologic monitoring system alarms directly
to the caregiver has the negative “side-effect” of
compounding the effect of false and nuisance
alarms. That is, alarm pages are issued in
addition to the alarms issued by the monitoring
system itself.

* The Veterans Health Administration published
a Patient Safety Alert on July 2, 2004 related to
the failure of medical alarm systems using
paging technology to notify clinical staff. The VA
recommendations states that “medical alarm
systems using paging technology are not
designed or intended to be used as the primary
method for alerting clinical staff of critical
alarms conditions or are they approved for this
use by the FDA.”

JCAHO'’s Alarm-Safety Goal

Shortly following JCAHO’s February 2002 Sentinel
Event Alert discussing 23 ventilator-related deaths
and injuries, 65% of which involved problems with
alarms, the JCAHO set six National Patient Safety
Goals for 2003. Among these was a goal to improve
the effectiveness of clinical alarms. JCAHO’s focus
on this issue was effective in raising awareness of
deaths and injuries that continue to occur due to
ineffective alarm coverage and inappropriate
alarm use, and promoting a better understanding of
the importance of effective alarm management
strategies in general. This goal remained as a
National Patient Safety Goal for 2004, after which
it was removed from the list and became part of
JCAHO’s Accreditation Participation Requirements
(APRs). Despite the two year focus by JCAHO on
clinical alarm improvement, the continued high
level of alarm-related adverse events reported
to FDA and ECRI illustrate that clinical alarm
management still requires attention from hospitals.

Design Standards

Alarms are currently addressed in some way or
another in a number of medical device standards.
IEC 60601-1-8, which provides general require-
ments for alarm systems, is the only focused alarm
standard intended to be applied to all medical
devices with alarms. Among other things, this
standard specifically defines characteristics of
visual and audible alarms signals that can be
used to prioritize the degree of urgency for all
alarming devices. Despite this opportunity for
harmonization of alarms for disparate devices,
these guidelines are not widely implemented in
medical devices and hospitals. Some devices
provide the hospital with the option to employ the
IEC-defined alarm tones or the device vendor’s
own proprietary alarm scheme.

Current AAMI/ANSI standardsinclude some discus-
sion of alarm requirements, but do not currently
address the need for prioritization of alarms emit-
ted from different devices. That is, alarms are
generally handled on a device-specific basis, and
primarily cover interaction between the device
and the alarm system. For example, in the ANSI/
AAMI EC13 standard discussing cardiac monitors,
requirements include alarm limit ranges for heart
rate and allowable alarm delays when there is a
limit violation.






FDA Device Regulation

The FDA, in its regulatory review of new devices,
focuses on individual device performance with
relatively little attention to the integration of the
device into the clinical environment. Furthermore
add-on, multi-device communications systems
have received little attention from the FDA, in
part because they are currently in the gray zone
of whether or not they are themselves medical
devices. On the positive side, the FDA has been
paying increasing attention to human factors issues
such that user interface issues are receiving more
attention. The FDA has adopted the 60601-1-8 as
a reference standards.

AHTF INITIATIVE

AHTF put forth an initiative in 2005:

* To improve patient safety by identifying issues
and opportunities for enhancements in clinical
alarm design, operation, response, communication,
and appropriate actions to resolve alarm-related
events.

To pursue this initiative a task force was formed
to focus on clinical alarms management and
integration. Activities have included open forums,
audio conferences, literature and hazard reviews,
the design, implementation and analysis of a
clinical alarms survey, and development of educa-
tional materials including materials on the AHTF
website http://www.acce-htf.org/ and the publication
of this paper.

The kickoff event was the 2005 AAMI annual meet-
ing where a “Town Meeting” on clinical alarms
was attended by nearly 100. The discussion
included the role of alarm standards, developing
alarm management and prioritization systems, the
difficulty in training clincal staff on alarms,
environmental issues, and even defining “What is
an alarm?” Based on a raise of hands vote, the
assembly believed that care management and
standards were critical, but the majority stressed
that improving alarms requires a systems approach.
A subsequent ACCE audio conference included
questions from the audience on the availability of
alarm system upgrades and manufacturer use of
standards. Other presentations and discussion
sessions took place at the 2005 FDA MedSun
annual meetings in Baltimore and San Diego and
at several biomedical technology society meetings.

10

A major focus of the task force has been on the
development, delivery and analysis of a national
survey on clinical alarm usage, issues, and priorities
for solution. The American Association for Critical-
Care Nurses offered valuable input into the
development of the survey. Many other clinical,
technical and engineering organizations contrib-
uted to the initiative (Appendix B) and posted a
link to the survey on their website. A goal of the
survey was to help gain reliable information on
the extent to which the management of clinical
alarms is a problem in hospitals so that equipment
manufacturers and caregivers can take appropri-
ate corrective actions.

The survey (Appendix C) was divided into four
main sections. The first section (A through D)
requested demographic information from the
respondent e.g. type of facility, job type. The
second section (E) provided a number of general
statements about clinical alarms and prompted
the respondent to rate their level of agreement
with the statement with options for Strongly
Agree, Agree, Neutral, Disagree, and Strongly
Disagree. The third section (F) presented a listing
of nine issues that inhibit effective clinical
alarm management and asked the respondent
to rank them on a scale of 1 (most important) to 9
(least important). The final section (G) requested
commentary on what is needed to improve clinical
alarm recognition and response.

The survey was implemented on-line via Survey-
Monkey™ on August 15, 2005 with a close date of
January 15, 2006. It was also made available in a
paper version which was utilized by many health-
care institutions. The completed paper survey
forms were reviewed internally at the healthcare
institutions and then faxed for loading into the
online database for analysis. The paper surveys
were beneficial to institutions as they could review
feedback and focus on clinical alarms problems
at the hospital level.

Clinical Alarm Survey Results

The survey was completed by 1,327 respondents,
the large majority (94%) of which worked in acute
care hospitals. Over half of respondents were
Registered Nurses (51%), with a sizable portion of
surveys completed by Respiratory Therapists
(14%), Clinical Engineers and Biomedical Equip-
ment Technicians (6% and 9%, respectively), and
Clinical Managers (6%). Almost one-third of
respondents (31%) work in an intensive care unit,






with the remainder of respondents fairly dis-
persed among various other departments. 66% of
respondents had more than 11 years of experience
and only 8% had less than three years.

Answers to section E yielded some similarities
and some differences between respondents. The
large majority of respondents (>90%) agreed or
strongly agreed with the statements, covering the
purpose of clinical alarms, and the need for priori-
tized and easily-differentiated audible and visual
alarms. Likewise, a large portion of respondents
identified nuisance alarms as problematic, with
the large majority agreeing or strongly agreeing
that they occur frequently (81%), disrupt patient
care (717%), and can reduce trust in alarms and
cause caregivers to disable them (78%). 80% of
respondents support smart alarms which can help
minimize some types of nuisance alarms.

Responses were split on whether properly setting
alarm parameters is overly complex on existing
systems. 49% of respondents disagreed or strongly
disagreed with this statement, while 28% agreed
or strongly agreed and 23% responded as neutral
on the issue. 72% of respondents agreed or
strongly agreed that alarms are adequate to alert
staff to changes in the patient’s condition.

Two survey statements in section E addressed how
alarms are conveyed to staff. 49% of respondents
believe that a dedicated central alarm manage-
ment staff (i.e., monitor watchers) for disseminating
alarm information to caregivers is helpful, while
34% were neutral; 54% of respondents see utility in
integrating alarm information with communications
systems (e.g., pagers, cell phones), while 30% were
neutral.

Section F provided insight into how staff rate the
relative contributions of various challenges faced
with clinical alarm management. For most of the
items, responses were well-distributed across the
range of importance. That is, a sizeable portion of
respondents selected each rating, from 1 to 9, for
the item. Items with such responses include:

 Difficulty in setting alarms properly
» Difficulty in hearing alarms when they occur
 Difficulty in identifying the source of an alarm

* Inadequate staff to respond to alarms as they
occur

* Over-reliance on alarms to call attention to patient
problems

Two items showed more consistency among re-
spondents. 42% of respondents consider “frequent
false alarms reducing attention” and “response
to alarms” as the most important of the presented
issues, and 78% rated false alarms in the top four
rankings. Conversely, 25% of respondents believe
lack of training on alarms is the least important
issue, and 63% rated it at the lowest ranking - 6
through 9.

Perspectives On The Clinical Alarm Survey

ECRI staff review of the data shows that the
most salient result of the survey was the frustra-
tion among staff with the high level of false and
nuisance alarms. The quantitative results were
echoed in respondents’ commentary in section G,
with one respondent stating, “False alarms take
up a large portion of the bedside care provider’s
time. If these alarms could be significantly
reduced, staff would see the benefit of alarms,
respond more readily and quickly, and embrace
the technology.”

ECRI’s investigations of adverse patient events
continually show a causative contribution that
frequent nuisance alarms have to alarm-related
patient incidents. At minimum, they are distracting
and can interfere with clinicians effectively
performing other critical tasks. They also contrib-
ute to nurse desensitization to alarms, such that
alarms for “real” events are less likely to catch the
attention of staff. This is of particular concern for
seemingly low-priority alarms—e.g., ECG leads-
off, or SpO; sensor-off—which typically employ
less ear-catching audible tones than higher-priority
alarms. Nurses may fail to notice, and thus, not
respond to such alarms. If the low-priority
alarms are disabled for the particular parameter,
critical patient conditions may not be detected.
Additionally, clinicians will sometimes take inap-
propriate actions to gain relief from frequent
nuisance alarms, such as lowering alarm volume,
extending alarm limits outside of a reasonable
range, or disabling alarms altogether.

Some amount of false and nuisance alarming is
inevitable. Mitigating the problem posed by them
lies in the hands of both device manufacturers
and clinicians. Clearly, designs incorporating
“smart alarms” and pulse oximetry that avoids loss-
of-signal alarms by reading through artifact are
steps in the right direction from a technology
standpoint. Equally important is for clinicians
to work to minimize nuisance alarms through
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effective use of equipment. For example, heart
rate limit settings should be chosen that provide
sufficient protection for the patient while not allow-
ing rate changes that are not clinically significant
to set off nuisance alarms. Proper ECG electrode
application technique must be employed to limit
ECG leads-off alarms. Furthermore, alarms must
be addressed promptly, since patient conditions
that are left unresolved typically result on ongoing
alarms.

Asdevices become more sophisticated the complex-
ity increases. Nurses currently are charged with
effectively managing a host of bedside
devices, each with alarm capability. Nurses are
responsible for setting alarms properly and
responding to each alarm promptly—for each
device and for each patient—while still managing
all other non-alarm-related tasks. Furthermore,
nursing staff must deal with a high frequency of
false alarms (e.g., a tachycardia alarm triggered
by the effect of patient movement on the ECG)
and “nuisance alarms,” alarms that do not indicate a
clinically significant patient condition requiring
attention. One example of a nuisance alarm is a
“high pressure” ventilator alarm caused by a patient
cough. Operationally, hospitals must ensure
proper training for nursing staff on a broad range of
devices and alarm systems. Policies and proce-
dures must be in place for nurses to effectively
respond to alarms. Care unit geography and staff-
ing must be such that all alarms can always be heard
by staff. Failure to meet any of these challenges can
allow alarms to be missed by clinicians, and as a
result, a critical patient condition can go unnoticed.
The complexity of clinical alarm management
explains why, despite the abundance of device
alarms, alarm-related adverse events still occur
with worrisome frequency.

A large portion of the survey responses indicated
that (1) alarm settings are not overly complex and
(2) lack of training on alarms, compared to other
alarm management issues, is not a significant con-
cern. Yet in ECRI’s reported experience, problems
often stem from alarms being improperly config-
ured or inadvertently defeated by staff. These
are impacted both by the human factors design of
the device’s alarm system, as well as the nursing
staff’s level of proficiency with configuring and
managing alarms. Thus, effective initial and
ongoing training is still of vital importance. While
on the surface, many alarm systems seem straight-
forward, the intricacies are often not well under-
stood by staff. A common example is the many
ways one can defeat an alarm on a physiologic
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monitoring system. One action may silence an
existing alarm. Another may disable all alarms for
a period of time. Still another may indefinitely
disable alarms. Not understanding these differenc-
es can lead to inappropriate actions for the given
circumstances, which can and do lead to adverse
events.

Given that more than half of respondents were
nurses, the fact that survey responses both high-
lighted the burden of nuisance alarms and
deemphasized need for clinical alarms training
is not altogether surprising. This illustrates the
current state of clinical alarms management in
hospitals: Many nurses see alarms as one item on
a long list of tasks to be managed, rather than as
an enabling tool that improves the nursing staff’s
ability to stay informed of their patients’ conditions.
By not recognizing the importance of training, the
results indicate that nurses may underestimate
their role in alarm management and see the
“burden” of clinical alarms as solely a technology
problem. Clearly, frequent nuisance alarms have
played a role in breeding this mindset, and tech-
nology improvements are a necessary component
in addressing this problem. However, nursing staff
must recognize that effective alarm management
relies on how the technology and the human
elements intersect. Compounding the “alarm
burden” felt by nurses, alarm management is
often “thrown” at nursing staff without enough
consideration by the hospital for the challenge at
hand. For example:

* Are alarms sufficiently audible to alert nurses
wherever they may be, especially in an environ-
ment with many competing alarms?

* Do current staff levels allow enough time to
manage the large number of alarms?

* Have devices been configured to minimize
nuisance alarms?

* Have nurses received adequate training?

* Are adequate methods of communication between
nurses available to exchange alarm information
and facilitate response?

Thus, effective clinical alarm management relies
on (1) equipment designs that promote appropriate
use (e.g., easy to set, obvious visual indictors when
alarms have been disabled), (2) clinicians taking
an active role in learning how to use equipment
safely over its full range of capabilities, and (3)
hospitals recognizing the complexities of clinical
alarm management and devoting the necessary






resources to develop effective management
schemes. As stated by one survey respondent, a
“combination of technology and nursing process
adjustments need to be implemented in order
to effectively address this issue. Smart alarms,
improved communication systems, directing
alarms to the caregivers, training, accountability
regarding alarm response policies, etc, all should
be helpful in reducing the risk.”

OBSERVATIONS

The studies presented revealed several themes:

* The number and complexity of alarm systems in
critical care environments challenge human limits
for recognition and action.

* Alarms in critical care environments may not
significantly affect care management decisions.

* In general, alarms are a tool in assessing patient
conditions should be used in conjunction with
direct clinical measurements and observations.

¢ The term “alarm” was found in the FDA MAUDE
adverse event report Product Problem field most
commonly for physiological monitoring systems
along with ventilators and infusion pumps.

* Parameter acquisition improvements (e.g. pulse
oximetry) are important in improving alarm accu-
racy and value.

* Remote alarm communication devices (e.g.
pagers) if well designed can be of value but
problems have occurred when used as the
primary alert method.

* The IEC/ISO standards are viewed by many as
a way to improve alarms by standardizing
audible and visual alarms, priority and parameter
differentiation.

* The alarm problem is a systems issue and actions
toward specific areas must consider their impact
on the system.

* There is disagreement about the role of user
operation of alarm systems in alarm system
performance. Caregivers de-emphasize the need
for alarm configuration and operation training
while adverse event analysts find many
instances of improper setup and subsequent
action when alarms do occur.

* False alarms have been consistently reported as
a major issue with alarm systems. They reduce
staff confidence in alarms which may result in
deactivation of alarm systems and detract from
care management.

RECOMMENDATIONS

Medical Device Industry

Manufacturers should consider the complexity of
the healthcare environment in order to design
alarm systems that are operationally intuitive, and
effective given the care tasks of users, and which
are focused on the true need for intervention. False
alarms must be reduced for alarm systems to be
effective. There must be additional emphasis on
accurate parameter acquisition, human factors
design and a systems approach to alarm systems.
The IEC/ISO standards for alarm systems represent
an improvement in design and should be consid-
ered for implementation in the U.S. Standardization
offers the opportunity to eliminate some elements
of confusion over what different alarms mean, as
well as how they are operated. The actual use of
recognized standards by various manufacturers
must become the norm rather than the exception.
Additional standards and standardization are also
necessary so that devices that are commonly used
together operate as a system rather than as a collec-
tion of individual components. Furthermore, how
devices are configured must also reach a greater
level of commonality so that, for example, every
manufacturer’s monitor, or infusion pump, or venti-
lator does not require unique operator knowledge.

Healthcare

Healthcare organizations and clinicians should
recognize the limitations of alarm systems and
utilize them only as a tool in the overall assessment
of patient condition. It should be recognized that
improper configuration and operation can result
in adverse events in the complex patient care
environment. Effective education and training must
take place to better understand proper operation,
the implications of mis-configuration or defeating
alarms, and the limitations of current alarm
systems. False alarms will occur, but should not
result in reduced alarm vigilance and deactivation
of alarms. The care of patients where clinical
alarms are used should be planned with input from
clinical staff, biomedical/clinical engineers, facili-
ties staff and others involved in the environment
of care so that alarm use is well integrated with
other procedures and requirements.

Healthcare institutions purchasing devices and
systems with alarms should carefully evaluate
the potential for devices to reduce false alarms
and other cited problems through intelligent pro-
cessing of incoming signals, the use of “smart
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alarm” technology, ease of use, usability and
human factors design principles, and application
of standardization and systems engineering
measures. Consideration of the implications,
interfacing and environmental factors in adding
remote enunciator systems.

Education

Effective education for clinicians is a critical part
of the process that needs to be considered
when working to improve alarm-related safety.
Clinicians need to be provided with plenty of
opportunities to learn about the details of the
alarm-based medical devices they are expected
to operate. Such learning must reach the level of
operational effectiveness rather than just intellec-
tual knowledge. Planning for this education needs
to start during the technology planning and
procurement process. Specifically, the cost for
training clinicians on how to use devices with
alarms needs to be included in the budgeting
and implementation timeline for new technology
procurement. This needs to consider training
of clinicians on devices once they arrive and an
appropriate level of refresher courses, for example
on an annual basis, and for training of per diem or
other staff that miss the initial training. Training
should be designed so that devices are operated
in their normal clinical environments and should
include information on the institution’s alarm
setting and response protocols.

14

FUTURE DIRECTIONS

The results of this study lay the groundwork for
future efforts towards improving the area of clinical
alarms. These efforts will include:

* Developing awareness of the need to improve
clinical alarms through the publication of this
report in media read by the various constituents
- industry, regulatory, clinical, risk management,
healthcare leadership, and clinical engineering.

» Soliciting the constituents to meet at focused
forums to develop action plans to improve identi-
fied problem areas.

* Promote to the medical device industry the critical
need to reduce false alarms by:

- enhanced parameter acquisition accuracy and
employment of proven “smart alarms” technol-
ogy to reduce false alarms.

- better human factors engineering in alarm
systems such as the use of more intuitive
graphical user interfaces.

- improved alarm integration and intelligence.

* Bringing forth the data to standards bodies to
promote alarm standardization improvements
including the use of scientific research data in
developing alarm standards such as a uniform
method of annunciation (tone, display, etc.) for
life critical versus other types of alarms.

* Developing a better awareness by clinical staff
of the criticality of alarms and deleterious effects
of operational problems so that there can be an
enhanced emphasis of the importance of training
and preparation in the area of alarms.

* Re-evaluate the area of clinical alarmsin 1-2 years
by administering a similar survey and other
measures to determine progress in clinical
alarm improvement.






APPENDIX A

ACCE Healthcare Technology Foundation (AHTF)
5200 Butler Pike

Plymouth Meeting, PA 19461-1298

Telephone: 610.825.6067
http://www.acce-htf.org

Mission:

Improving healthcare delivery by promoting the
development and application of safe and effective
healthcare technologies through the global
advancement of clinical engineering research,
education, practice and their related activities.

Major Programs And Initiatives:

e Public Awareness - The Public and Education
Program for Healthcare Technology provides
programs for improving our community’s use of
safer and better health technologies.

e Certification for clinical engineers - The
Healthcare Technology Certification Commission
provides the infrastructure for the United States
Board of Examiners Certification.

¢ Clinical Engineering Excellence Institute -
The institute provides focus on and the promotion of
excellence in the clinical engineering field through
recognition programs and awards.

* Patient Safety - The patient safety program
will develop recommendations on proper safety
labeling of medical devices and will provide lists
of which devices are properly labeled regarding
it’s safe use.

¢ Clinical Alarms Management and Integration
- This program is identifying issues and opportuni-
ties to improve clinical alarm design, integration,
operation, response and actions.

APPENDIX B

ECRI (formerly the Emergency Care Research Insti-
tute) is a nonprofit health services research agency
and a Collaborating Center of the World Health
Organization (WHO). Itis designated as an Evidence-
based Practice Center (EPC) by the U.S. Agency for
Healthcare Research and Quality. ECRI’s mission is
to improve the safety, quality, and cost-effectiveness
of healthcare. It is widely recognized as one of the
world’s leading independent organizations commit-
ted to advancing the quality of healthcare.

ECRI’s Focus

ECRI’s focus is healthcare technology, healthcare
risk and quality management, patient safety improve-
ment and healthcare environmental management.
It provides information services and technical
assistance to more than 5,000 hospitals, healthcare
organizations, ministries of health, government and
planning agencies, voluntary sector organizations,
associations, and accrediting agencies worldwide.
Its more than 30 databases, publications, information
services, and technical assistance services set the
standard for the healthcare community.

ECRI’s services alert readers to healthcare system
and technology-related hazards with strategies to
correct them; disseminate the results of medical
product evaluations and health technology assess-
ments; provide expert advice on technology
acquisitions, staffing, and management; report on
hazardous materials management policy and prac-
tices; and supply authoritative information on risk
control in healthcare facilities and clinical practice
guidelines and standards.
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Healthcare
Technology
Foundation

ACCE Healthcare Technology Foundation
5200 Butler Pike
Plymouth Meeting, PA 19462-1298
Phone: 610-825-6067

www.acce-htf.org

Clinical Alarms Survey

Please insert only one response for each question

events related to clinical alarms have been reduced to an
acceptable level.

. Ambulatory Care Facility or
Acute Care Hospital Surgery Center Sub Acute Care
A) Facility . Assisted Living/ Rovm
Nursing Home Sl e Other (write in)
Hospital ICU Nursery ER Support
B) department -
(if applicable) OR/ General Progressive Oth_er _
Anes Floor Care (write in)
Physician RN LPN Clinical manager
Job Nurses aide or Respiratory Clinical
) Title | Orderly therapy Engineer BMET
Paramedical e.g. Administrator/Non- Other
- Transport o
Rad/Lab/Resp clinical manager (write in)
D) Years Experience 0-3 3-6 6-11 11+
E) Alarm-Related Information: itgfelg'y Agree | Neutral Disagree S,tsrggf;z
The purpose of clinical alarms is to alert staff of an existing or
1. . - -,
potentially hazardous patient condition
5 Alarm sounds and/or visual displays should differentiate the
' priority of alarm
3 Alarm sounds and/or visual displays should be distinct based on
' the parameter or source (e.g. device)
4 Alarms should impact multiple senses (audible, visual,
' proprioceptive, etc.)
Nuisance alarms occur frequently
Nuisance alarms disrupt patient care
7 Nuisance alarms reduce trust in alarms and cause care givers to
' turn alarms off at times other than setup or procedural events
8 Properly setting alarm parameters and alerts is overly complex
' in existing devices
New (less than three years old) monitoring systems have solved
9. most of the previous problems we experienced with clinical
alarms
Since the implementation of the JCAHO Patient Safety Goal
10 #6, now part of the overall JCAHO standards, patient adverse

16






E)

Alarm-Related Information (cont)

Strongly
Agree

| Agree | Neutral | Disagree | Strongly disagree

11.

The alarms used on my floor/area of the hospital are adequate to
alert staff of potential or actual changes in a patient’s condition

12.

There have been frequent instances where alarms could not be
heard and were missed

13.

The staff is sensitive to alarms and responds quickly

14.

The medical equipment used on my unit/floor all have distinct
outputs (sounds, repetition rates, visual displays, etc.) that allow
differentiation of the source of the alarm

15.

When a number of devices with alarms are used with a patient,
it can be confusing to determine which device is in alarm

16.

Environmental background noise has interfered with alarm
recognition

17.

A central alarm management staff that receives alarm messages
and notifies the appropriate staff is helpful

18.

Alarm integration and communication systems via pager, cell
phone, other wireless device are useful in improving alarms
management and response

19.

Smart alarms, where multiple parameters, rate of change of
parameters, and signal quality, are automatically assessed in
their entirety would be effective in reducing false alarms

20.

Smart alarms, where multiple parameters, rate of change of
parameters, and signal quality, are automatically assessed in
their entirety would be effective in improving clinical response
to important patient alarms

21.

Policies and procedures exist within the facility to regulate
alarms and they are followed

22.

There is a requirement in your institution to document that the

alarms are set and are appropriate for each patient

F

Please rank the following issues below concerning alarms; 1 = most important, 9 = least important.
Read all issues first, then rank each issue with only one ranking.

1

2

4 |5 |6 7 8 9

Difficulty in setting alarms properly.

Difficulty in hearing alarms when they occur.

Difficulty in identifying the source of an alarm.

Mlw|d IR

Difficulty in understanding the priority of an alarm

o

Frequent false alarms, which lead to reduced attention or
response to alarms when they occur.

Inadequate staff to respond to alarms as they occur.

Over reliance on alarms to call attention to patient problems.

6.
7.
8

Noise competition from non-clinical alarms and pages.

9.

Lack of training on alarm systems

G. Please comment on what is needed to improve clinical alarm recognition and response. Also if there are specific
equipment items which “strongly”” influenced your answers above, please list them and why.

Thank you!
Return this survey to: AHTF FAX NUMBER (832) 825-1850
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APPENDIXD

Shepherd’s System Risk Model
Systems Safety Engineering Model
(Systems Risk Model)
(8-component, 16-Subcomponents)

Notes:

» Failures of any one of the 5 components — Device,
Facility, Patient, Environment or Operator — are called
direct causes of a system’s failure. The subcomponents
are the first level of root causes and can and should lead
to additional and lower levels of root cause(s).

* Failure codes are intended to identify “causes” at
the time an event occurs and the causes are associat-
ed with the conditions that prevailed only at that time.
Specifically, why did the conditions that prevailed not
accomplish the expected or intended results and which
of the system’s components or subcomponents failed
to meet expectations. With the exception of “educa-
tion and training,” corrective actions to prevent a
future event are generally not the causes of a specific

adverse event.

System’s Risk Model Failure Classifications And Definitions

(Updated 3/23/06)

FACILITY

¢ Human factors design
» Parts/Systems design
* Deterioration

* Maintainer

DEVICE PATIENT
* Human factors designs « Active
« Parts/Circuits designs « Passive
¢ Deterioration
Maintainer
OPERATOR

* Education/Training
e “Use” Error

» Diverted Attention
* Criminal Intent

ENVIRONMENT

(other minisystems/systems)
e Internal

* External

Direct Causes
(Failure Codes)

Root Causes
(Failure Codes)

Root Causes
(Failure Codes)

D = Device Failure

E = Environmental
Failure

F = Facility Failure
O = Operator Failure

P = Patient Failure

D1 = Device-Human Factors Design

D2 = Device-component/circuit design (un-
expected failure)

D3 = Device- Deterioration (slow, predictable
deterioration that requires a PM) (Includes
battery failures, worn brushes, etc.)

D4 = Device-Maintainer Error

El = Environment (within hospital); internal
minisystem affected outcome, i.e., EMI, etc.,

E2 = Environment (external to hospital);
external minisystem affected outcome, i.e.,
EMI, etc.,

F1 = Facility-Human Factors Design

F2 = Facility-Parts/System (unexpected fail-
ure; electrical, systems, etc.)

F3 = Facility-Deterioration (slow, predictable
deterioration that requires a PM)

F4 = Facility-Maintainer Error

O1 = Operator Error (desirable human
factor’s design but operator education/
training was inadequate)

02 = Operator Error (human factor’s design
predisposes operator to make an error
(“use” error)

03 = Operator Error-Distracted Attention
(operator is well versed in the HFDs but
other conditions prevailed to cause an error,
i.e., work load, long hours, personal prob-
lems, drugs, etc)

04 = Operator Error-Criminal Intent (the
operator intends to use the device in such

a manner as to cause harm to the patient).
Note that an operator can be a nurse, doctor,
technician, patient, family member, or even
the patient.

P1 = Patient, Active; patient action affected
the outcome

P2 = Patient, Passive; patient condition
affected outcome

G = Can’t analyze the event






APPENDIX E

Organizations contributing to the survey design
and/or initiative:

* MedSun - Social & Scientific Systems

* AORN - Assoc. of periOperative Registered Nurses
* AACN - Amer. Assoc. of Critical-care Nurses

* ECRI - Emergency Care Research Institute

* ACCE - American College of Clinical Engineering
« META - Medical Equipment & Technology Assoc.

« AAMI - Association for the Advancement
for Medical Instrumentation

* NECES - New England Clinical Engineering
Society

» Virginia Biomedical Society

* Supporting publications: 24x7, J. of Clinical
Engineering, Biomedical Safety & Standards
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Title: To amend title XVIII of the Social Security Act to provide for Medicare
coverage of pulmonary self-management education and training services furnished
by a qualified respiratory therapist in a physician practice.

SECTION 1. SHORT TITLE.

This Act may be cited as the “Medicare Respiratory Therapist Access Act of
2013”.

SEC. 2. MEDICARE COVERAGE OF PULMONARY SELF-
MANAGEMENT EDUCATION AND TRAINING SERVICES
FURNISHED BY A QUALIFIED RESPIRATORY
THERAPIST IN APHYSICIAN PRACTICE.

(@) In General.—Section 1861 of the Social Security Act (42 U.S.C. 1395X) is
amended—

(1) in subsection (s)(2)—
(A) by striking “and” at the end of subparagraph (EE);
(B) by adding “and” at the end of subparagraph (FF); and
(C) by adding at the end the following new subparagraph:

“(GG) pulmonary self-management education and training services (as
defined in subsection (iii)(1)) furnished to an eligible individual (as defined in
subsection (iii)(2)) by a qualified respiratory therapist (as defined in subsection
(ii1)(3)) in a physician practice.”; and

(2) by adding at the end the following new subsection:

Pulmonary Self-Management Education and Training Services;
Eligible Individual; Qualified Respiratory Therapist

“(i11) For purposes of subsection (s)(2)(GG) only:

“(1) The term ‘pulmonary self-management education and training services’
means patient education and training services furnished to an eligible
individual (as described in (iii)(2)) by a qualified respiratory therapist (as
described in (iii)(3)) in a physician practice but only if the physician who is
managing the individual’s chronic lung condition determines that such services
are needed under a comprehensive plan of care related to the patient’s chronic
lung condition to ensure therapy compliance or to provide the individual with
necessary skills and knowledge (including skills related to proper inhaler
techniques) to participate in the management of the individual’s condition.





“(2) The term ‘eligible individual’ means an individual who has been
diagnosed with a chronic lung disease that includes one of the following:

“(A) Chronic obstructive pulmonary disease (COPD), including
emphysema and bronchitis.

“(B) Asthma.
“(C) Pulmonary hypertension.
“(D) Pulmonary fibrosis.
“(E) Cystic fibrosis.
“(3) The term ‘qualified respiratory therapist’ means an individual who—

“(A) is credentialed by a national credentialing board recognized by the
Secretary;

“(B)(i) is licensed to practice respiratory therapy in the State in which
the respiratory therapy services are performed; or

“(i1) in the case of an individual in a State which does not provide for
such licensure, is legally authorized to perform respiratory therapy
services (in the State in which the individual performed such services)
under State law (or the State regulatory mechanism provided by State
law);

“(C) is a registered respiratory therapist; and

“(D) holds at a minimum either a bachelor’s degree or other advanced
degree from an accredited school of higher education in a health science
field.”.
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Commission on Accreditation for Respiratory Care

CoARC Update
AARC BOD
4/12/13

Tom Smalling, PhD, RRT, RPFT, RPSGT, FAARC
Executive Director

Program Numbers by CoARC Level as of April 1, 2013 (n=455)
200-level 300-level 400-level
Continuing Accreditation 332 17 5
Initial Accreditation 65 1 2
Probationary Accreditation 2 0 0
Provisional Accreditation 25 N/A N/A
Inactive Accreditation 0 1 0
Approval of Intent 5 N/A 2
Letter of Intent L==pplication’in N/A 0
progress
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WWW.COarc.com CoARC =
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T = 7 ===
Annual Report of

Current Status

® The validation and review of the 2012 Annual Report of
Current Status (RCS) was completed;

* Additional enhancements to the online reporting tool
have been implemented for the upcoming 2013 RCS due
July 1t

® The data collected for the 2013 RCS will focus on the
reporting years for 2010, 2011, and 2012 (i.e., data from
January 1, 2010 thru December 31, 2012).

o ——
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CoARC Update
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Reports on Accreditation Data

® As of March 2013, 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 (2009-11):

® 3-year time period being reported;
® CRT and RRT credentialing success;
® Attrition;

® Job placement; and

°® Total number of program enrollees and graduates during that period.

® The web page above also provides a to an interactive map of
all CoARC programs and related program information as of
December 31, 2012.

WWW.Coarc.com CoARC 2|

Reports on Accreditation Data

The 2012 Report on Accreditation in
Respiratory Care Education provides:

« descriptive statistics of COARC

Programs as of 12/31/12; anicrf:gi?;g:
« accreditation actions taken in in Respiratory

2012; Care Education
+ aggregate statistics of graduate, —

enrollment, and outcomes data for COAR /{

the 2012 RCS; and

* Programmatic data related to the
AARC 2015 and Beyond Project.

The report is available for download at
www.coarc.com

/ 74&‘—_*——-.7*7_7_
Changes to Accreditation Policies
(effective January 1, 2013)

* 1.07—Program Status in Relation to Adverse Governmental
and other Accrediting Agency Actions

* 1.13—Teach Out Plan Agreement

® 1.14—Conflict between Standards and State or Local Laws
© 2.041—Satellite Program Option — United States

* 3.012—O0ngoing Review

® 9,02—Change in or addition of degree awarded

WWW.coarc.com CoARC 7|
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CoARC Update
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(effective January 1, 2013)

7Changes to Accreditation Policies

* 9.10—Increase in Enrollment Request

© Section 11—Disclosure of Accreditation

* 14.03—Confidentiality

* 14.07—CoARC Access to School Graduate/Student Ce
Licensure Examination Data

Www.coarc.com

rtification

CoARC 2|

|-

2010 Standards Revision Process

of January 1, 2015.

www.coarc.com

® The 2010 CoARC Accreditation Standards for the Respiratory
Care Profession are undergoing a review and revision process.

© This will allow streamlining of the current Standards as well as
careful and thoughtful deliberation regarding associate,
baccalaureate, and master’s degree education requirements.

® This process will include input from all of our constituents.

© Anticipate final draft approval in spring 2014 with effective date

COARC 2|

2010 Standards Revision Process

* Review the data collected from all evaluation sources;

CoARC regarding the proposed Standards;
¢ |dentify Standards determined to have greatest concerns;
* Make recommended revisions to the first draft for review
Board at July meeting

© At July 2013 CoARC Board meeting, the full Board will:
time and location TBD) that is open to the public;

Standards.

Www.coarc.com

* Between April and July 2013, the Standards Committee will:

* Review any correspondence, e-mails, or telephone calls received by

» Hold a Standards Open Hearing (Meet the Commission on July 14th —

* Review, discuss, and approve changes to the first draft of new

by Full

—
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CoARC Update

e

Advanced Practice and Graduate
Education Committee Update

 Standing Committee as of the November 2012 Board
meeting.

® The Committee is charged with:

¢ Developing graduate level education and advanced practice
accreditation Standards, including Accreditation Standards for
the Advanced Practice Respiratory Therapist (APRT);

* Developing and maintaining the competencies for the APRT;

* Reviewing APRT and graduate education accreditation
Standards at least every five years and recommend revisions, if
any, to the Board;

—

WWW.Coarc.com CoARC 2|

Advanced Practicggﬁazfaduate
Education Committee Update

* Committee charges (continued):

» Reviewing/evaluating/advising the Commission on
developments regarding graduate and APRT programs;

» Working with the Accreditation Policies/Standards/Bylaws
Committee to develop and review accreditation policies and
processes for graduate level and APRT programs.

* Board reviewed first draft of the APRT Standards at the
March 2013 meeting;

* Draft Standards will be shared with the AARC and NBRC for
comments and feedback.

——
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CoARC Events at the 2012 Summer Forum

CoARC Board Meeting
Meet the Commission/2015 Standards Open Hearing
CoARC Reception/Awards Presentations
CoARC Symposium: New Horizons in Respiratory Care Education
e Advanced Practice Respiratory Therapist Update
-David Shelledy, PhD, RRT, FAARC
¢ Managing Your Clinical Sites
- Kathy Rye, EdD, RRT, FAARC
* Degree Ladders: Opportunities for Practitioners
- Pat Munzer, DHSc, RRT, FAARC

e Update on Revisions to the CoARC Standards for the Profession of
Respiratory Care
- Allen N. Gustin, Jr., MD, FCCP

—
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CoARC Update
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17t Annual Dr. H. Fred Helmholz, MD Education
Lecture Series at the 2013 AARC Summer Forum

Teaching Students How to Stay Up-to-date on
Mechanical Ventilation Issues

Presenter:

Susan P. Pilbeam, MS, RRT, FAARC
St. Augustine, FL

WWW.Coarc.com CoARC 2|

Upcoming Webinars

* What Every Program Director (PD) Needs to Know
« Monday, April 29, 2013 1:00 PM - 2:15 PM CDT

« Tom Hill, PhD, RRT, FAARC
CoARC Commissioner/Treasurer

* What Every Director of Clinical Education (DCE) Needs to Know
« Monday, May 6, 2013 1:00 PM - 2:15 PM CDT

« Kathy Rye, EdD, RRT, FAARC
CoARC Commissioner/President-Elect

® Past webinars are archived for viewing at www.coarc.com/12.html

—
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ture CoARC Board Meetings

Fu

July 14-16, 2013
Orlando, FL

November 7-9, 2013
Bedford, TX

March 27-29, 2014
Bedford, TX
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616-427-5789 


zylael@gmail.com

13411 Pine Island Dr. 


Sparta, MI 49345-9576


Emily L. Zyla, MS, RRT


		Experience

		2010 – present     Ferris State University/CHP 
Big Rapids, MI


Clinical Coordinator, Instructor, Respiratory Care


· Responsible for the coordination and placement of students in Respiratory Care clinical internships.


· Maintain records of clinical activities for Respiratory Care students


· Instructor for classes in the Respiratory Care curriculum at primary campus and at cohort campuses.


2003 – 2010         Butterworth Hospital/Spectrum Health 
Grand Rapids, MI


Project Lead Therapist, Respiratory Care


· Responsible for the creation of content in the on-line learning environment and maintenance of the system.


· Coordinate and maintain records of educational activities for Respiratory Therapists at the Butterworth and Blodgett Hospitals.


· Provide departmental orientation for new Respiratory employees.


· Chair of Respiratory Policy and Procedure Committee, coordinate Protocol, Policy and Procedure review and approval process

· Co-Chair of Spectrum Health Standards of Practice Council, 2004 – 2010. (Formally Clinical Policy and Procedure Committee)

· American Heart, BSL Instructor, May 2003 - 2011 


· Adjunct Clinical Instructor for Muskegon Community College, Kalamazoo  Valley Community College and Ferris State University



		

		1988 – 2003         Butterworth Hospital/Spectrum Health 
Grand Rapids, MI


Supervisor, Respiratory Care


· Direct supervision and evaluation of 25 – 30 Respiratory Therapists.


· Responsible for the smooth running of the shift and coordination of  emergency services.


· Involved in Program, Protocol, Policy and Procedure Development.


· Leader of the Orientation / Competency Committee, Charge Team


· Member of QA Committee for several years





1979 – 1988, 2010 – present 
Butterworth Hospital
Grand Rapids, MI


Registered Respiratory Therapist


· Hired as O2 Rounds technician, worked as an on-the-job trainee, went to an accelerated respiratory program and became a registered respiratory therapist.


· 1987 named as Adult Critical Care Lead Therapist


· Was fully trained in Intubation, Neo Transports and Hyperbaric Oxygen Therapy.


· Worked as a Charge Therapist and Pulmonary Rehab Therapist


· Trained to work in General Care, SCC, MCC, PICU, Neo and ED

· Currently working in a per diem position performing Basic Therapy

		Education

		1976 - 1980
Grand Valley State College
Allendale, MI


· Obtained – Bachelor’s in Health Sciences


  2007 – 2010                 Northeastern University                  Boston, MA

· Obtained -  Master of Science in Respiratory Care Leadership





		Respiratory Education

		May – June  1981


· University of Chicago Hospital and Clinics – Certificate of Completion





		Professional Affiliation

		AARC – Served as the AARC Alternate and Delegate from Michigan 1995 – 1999, 2009 - present. Member of HOD Resolutions Committee 1996-1999, 2008 - 2012 Member HOD Orientation Committee 2010 – 2012, Member of AARC Membership Committee 2008 - present. Chairman of Ad hoc Protocol Implementation Committee 2008 – 2010, Member AdHoc Sputum Bowl Redesign Committee 2010. 

MSRC – Served as Member or Chair of the MSRC Program committee 1988 – 1999, 2002-present.   Bylaws / House Rules / Judicial Chair 1992 – 2000, 2003 - 2005. MSRC Secretary 2002 - 2005, MSRC President Elect 2006, MSRC President 2007, MSRC Immediate Past President 2008, MSRC Membership Co-Chair 2008-10

NBRC – Registered as Respiratory Therapist 6/5/1982, Registration #15963


State of Michigan - License # 4401000226 Expires 12/2013





		Publications

		The PHIL Award: Recognition Just for RTs. Zyla, Emily  AARC Times, October 2007

RCPs as Secondary Provider of Endotracheal Intubation: One Hospital’s Experience. Zyla, E. Carlson, J.   Respiratory Care, Vol. 39   No. 11  pg. 30 – 33







		Lectures

		Trach Team: Another Means For Trach Safety and Weaning MSRC Spring Conference March 2010 Kalamazoo, Michigan

What your Professional Society Means to You! MSRC District 1 Conference June 2007 Copper Harbor, Michigan

The State of the Society  MSRC Spring Program March 2007 Lansing, Michigan

Respiratory Therapists Licensure: The Application Process  MSRC District 2 & 3 Teleconferences March 6, 7 2006 Muskegon, Traverse City, Grand Rapids, Charlevoix, Gaylord, Petoskey, Alpena, Michigan






Medicare Respiratory Therapist Access Act
March 2013 (Revised 2/18/13)

These Frequently Asked Questions (FAQs) are designed to give AARC members, including our
PACT representatives, a look into the thought process that goes into developing a legislative
initiative, where we are in 2013 versus last year, what has changed and why. The document is
for internal information purposes only. While the information provided is based on our best
knowledge of the Medicare statute, regulations and other policies, it is important to note that
only CMS can determine how the benefit will be implemented if the bill is enacted.

Does AARC plan to pursue a legislative initiative in 2013 since we have been unsuccessful in
the past in getting a bill enacted?

Yes. AARC is committed to getting the Medicare law changed to ensure that respiratory
therapists (RTs) are given the recognition they so richly deserve. Currently, the law recognizes a
number of allied health professionals such as physician assistants, nurse practitioners, clinical
nurse specialists, social workers, and others. With changes in the delivery of pulmonary services
over the past few decades, it is time for Medicare to acknowledge the value RTs bring to
Medicare beneficiaries with chronic lung disease and the health outcomes that can be achieved
with better access to RTs under Medicare Part B.

I've heard that AARC is revising the initiative we worked for over the past few years. Is this
true?

Yes. As many of you know, we were unable to move our bill HR 491, the Medicare Respiratory
Therapy Initiative, forward during the last Congress due to an unsupportable cost estimate from
the Congressional Budget Office (CBO). After securing an independent analysis of Medicare data
to show CBO that their cost estimate was overstated, preparing other background documents
that supported a much lower cost estimate, and requesting a meeting with CBO staff to
determine the assumptions they made in coming up with their estimate, we hit a dead end and
were unable to convince CBO to change their assumptions or estimate.

With the federal deficit, spending cuts and sequestration at the forefront of Congressional
debates, AARC recognized that to be successful in getting new legislation introduced in 2013 we
needed to make changes that would yield a lower and more realistic score from CBO.

It seems that nothing ever gets done in Congress. Why is AARC still pursuing legislation when
things seem so bleak?

AARC believes strongly that the Medicare program cannot continue with the status quo in the
delivery of health care for patients suffering from chronic lung disease once they leave the
hospital. Pulmonary patients do not get the tools they need to take care of their respiratory
conditions and to self-manage their disease. As a result, costs skyrocket because the patients
don’t know what to do when an exacerbation occurs. Medicare beneficiaries are not taught to
recognize the appropriate response to self-managing their chronic disease according to their
symptoms. Consequently, most end up in the emergency department or being admitted or
readmitted to the hospital which continues to add to the cost of care.





We want to change that. We want Congress to know that respiratory therapists make a big
difference in the lives of patients who suffer from chronic lung disease. Working with RTs,
beneficiaries who are properly taught to self-manage their chronic lung disease can, with regular
and consistent self-care, slow the progression of their disease and reduce hospital costs and
readmissions by eliminating the need for acute care interventions when an exacerbation occurs.
This is especially important since COPD will most likely be added to the conditions in 2015 under
the Hospital Readmissions Reduction program.

What is AARC proposing for 2013?

AARC is proposing a new initiative called the Medicare Respiratory Therapist (RT) Access Act. It
is designed to cover “pulmonary self-management education and training services” when
furnished by qualified RTs in the physician practice setting for Medicare beneficiaries who have
been diagnosed with COPD, asthma, pulmonary hypertension, pulmonary fibrosis and cystic
fibrosis. A copy of the proposed draft language is provided on the PACT secure site and the
AARC website.

What do you mean by “pulmonary self-management education and training”?

Only CMS can decide what constitutes coverage under this term. It most likely would involve
providing general information about the patient’s particular disease, observing and teaching
proper inhaler techniques, stressing the importance of adherence to medications, making
recommendations about flu and pneumonia vaccines, and perhaps developing an action plan so
patients understand how to manage their symptoms to prevent exacerbations, etc. Smoking
cessation counseling is not considered “training and education” but would be covered under the
patient’s plan of care as a separate benefit.

Aren’t self-management services covered now?

No. While CPT codes exist for “education and training for self-management when furnished by a
non-physician health care professional”, Medicare does not pay for the services. Also, because
RTs are considered auxiliary personnel in the physician office setting they cannot provide these
services currently. Enactment of the Medicare RT Access Act would fix the problem; i.e., the
services would be covered and RTs would be able to furnish them. That is why we need to have
the law changed. If CMS follows the precedent for diabetes self-management training, they will
most likely establish two new G codes that address “pulmonary” self-management education
and training” specifically.

Why did AARC pick pulmonary self-management education and training over other RT
services?

The AARC wants to position RTs to be at the forefront of initiatives that improve quality care and
keep pulmonary patients healthier. Implementation of the Accountable Care Act is changing the
paradigm by introducing new and innovative payment models that emphasize the importance of
primary care physicians, care coordination, bundled payments, medical homes, and Accountable
Care Organizations. Patient education and self- management before and after release from the
hospital has been recommended by the Medicare Payment Advisory Commission, an






independent group of experts who advise Congress on various Medicare payment strategies, as
a way to prevent hospital readmissions. Further, the Department of Health and Human
Services, working with the National Council on Aging, has set a goal to make self-management
an integral part of the health care system for individuals suffering from multiple chronic
conditions by 2020. The Medicare RT Access Act would help achieve these goals

How different is the new proposal from the old?

A number of things are different in the new initiative. They are discussed in detail below.

Covered Services are Limited

New Only “pulmonary self-management education and training services” will be covered.

oid RT services typically furnished in an office setting as part of the RT’s scope of practice
that otherwise would be services furnished by the physician would be covered

Discussion: As you can see, the new 2013 initiative is limited when compared to last year’s
initiative that would have permitted RTs to furnish any service appropriate for the physician
practice setting as long it is within the RT’s scope of practice. We cannot emphasize enough the
need to present a more balanced and reasonable approach to revising the Medicare law given
the fact that the climate in Congress today is much different than it was when we first started
our effort. We believe it is important to learn from our previous experience and make
improvements that ensure victory.

Taking a small step is better than no step at all. The precedent for Medicare coverage of self-
management education and training services was established some time ago for diabetes
outpatient self-management and training services. So another plus for our new focus is that it is
consistent with previous amendments to the Medicare law. Like the diabetes legislation,
pulmonary self-management education and training would only be covered if the physician
indicates in the patient’s plan of care that the service is reasonable and necessary.

Coverage of Patient’s Respiratory Condition is Limited

New COPD (including emphysema and bronchitis), asthma, pulmonary hypertension,
pulmonary fibrosis, and cystic fibrosis are covered diagnoses.
oid The bill did not limit the respiratory diseases that would have been covered.

Discussion: We have kept the covered diagnoses to a minimum because AARC believes it can
improve our chances of securing a reasonable and appropriate cost estimate from CBO. For
example, we removed coverage of “other chronic respiratory diseases as determined by the
Secretary” from earlier draft language because other diagnoses would have to be considered in
coming up with a cost estimate.

RT Quadlifications Revised

New The RT must hold a RRT credential and “at a minimum have a bachelor’s degree or
other advanced degree in a health science field.”
Old The RT must hold a RRT credential and a bachelor’s degree.






Discussion: Allied health professionals who are currently covered under the Medicare law such
as physician assistants, nurse practitioners, clinical nurse specialists, and others generally must
meet education, training and other requirements in a field related to the services they provide.
In some cases, the professional must hold a master’s degree at a minimum to be considered
qualified.

In reconsidering changes to our Medicare initiative, AARC believes it is more consistent with
current Medicare law if the RT’s bachelor’s degree is related to a health science field
appropriate for the practice of respiratory therapy. Since we have inserted the word “or” in the
qualification language, a RT who has a bachelor’s degree in an unrelated field but a master’sin a
health science field should still meet the qualification standard.

General Supervision Requirement Eliminated

New The RT will work under the “direct” supervision of the physician as required by the
“incident to” rules.

oid The RT would work under the “general supervision” of the physician; that is, the
physician does not have to be present in the office suite at the time the service is
furnished.

Discussion: We believe the “general supervision” requirement in our previous initiative added
considerably to the cost of the bill because CBO saw this as a way for physicians to increase their
utilization; that is, bill for a lot more services than what they would get paid without any
legislative change. Under the Medicare RT Access Act, the physician will have to be present
somewhere in the suite when the RT provides a service, i.e., direct supervision. “Direct
supervision” should not be viewed as a downside since our new initiative permits coverage of
services when furnished by qualified RTs that Medicare does not pay for currently, thus
providing an incentive for the physician to hire RTs for his or her pulmonary patients who need
the expertise RTs can provide.

Physician Payment Revised

New The physician will be paid consistent with rules that apply to “incident to” services
and the physician fee schedule.
oid The physician would be paid less than the fee schedule amount.

Discussion: Since physicians bill Medicare for the fee schedule amount under current “incident
to” rules, it would be a disincentive to reduce the physician’s payment amount for services to be
covered under the Medicare RT Access Act. The reduced payment to the physician in our old
bill was tied to the “general supervision” provision. Because it offered an opportunity for the
physician to bill for extra services, a way to keep costs down was to make the additional
payment lower.

With all the changes that are being made, is there anything from the original initiative that
didn’t change?

Yes, there are several things that remain the same.
e The legislation is still focused on the physician office/practice setting.
e ltisstill part of the “incident to” benefit category.






e RTs cannot bill Medicare directly; the physician will bill Medicare.

e RTs cannot start their own independent practice.

e RTs can be part-time or full-time employees of the physician or be contracted to provide the
services.

What is the incentive for the physician to hire a qualified RT if only “pulmonary self-
management education and training services are covered?”

Hiring a RT enables the physician to get paid for a service that Medicare does not cover. Itis a
win-win for the physician, RT and pulmonary patient because once a RT is hired and you have
your foot in the door, there is nothing to preclude the physician from having you furnish other
services that are within the RT scope of practice and are permissible under the “incident to”
benefit.

The Medicare program is changing the way health care is delivered today based on programs
mandated by the Accountable Care Act. With increased emphasis on linking payment incentives
and penalties to the quality of care provided as compared to the cost of that care, it is important
now more than ever that physicians do the best job they can to keep their patients as healthy as
possible. COPD, asthma and smoking cessation are getting a lot more attention as new quality
measures are being added to physician reporting requirements. Beginning in 2015, certain
physician practices can receive incentive payments if they report a range of quality measures
that indicate better care for their patients. Having the expertise of a RT can help them achieve
their goals.

Will PACT representatives have a bill number for the meetings on Lobby Day, and if not, what
message should be delivered if there is none?

We have been working very hard to get a bill introduced by the time of our Hill briefings on
March 12. Meetings and phone calls have been held with Senator Crapo’s (R-ID) and Senator
Durbin’s (D-IL) staff as well as key staff from the Senate Finance Committee. While we are doing
everything we can, we cannot guarantee that it will be done by our deadline given all the other
priorities Congress is dealing with at this time. We will develop a list of talking points to be used
in meetings scheduled for Lobby Day once have a better idea if the bill will be introduced.

Isn’t it important to have a “pay for” when a bill is introduced? What is AARC doing to
address that issue?

In order to develop a “pay for”, we first have to know what the legislation will cost. Because the
Medicare RT Access Act will add new covered services, it is inherent that there will be
associated costs. That’s why we are having an independent firm develop a “CBO-like” cost
estimate now without waiting for CBO. But, we don’t want to hold up getting a bill introduced
while that analysis is underway. And, regardless of what the independent analysis says,
Congressional staff will still want a CBO score.

We recognize that not having a “pay for” in our previous bill put us at a disadvantage in getting
our legislative initiative enacted even though there was significant support. Part of the problem





stemmed from our inability to get the issue resolved with CBO. This is a long way of saying we’ll
deal with a “pay for” for this year’s legislation once we know the anticipated costs.

| work in a physician practice now and don’t meet the criteria under the Medicare RT Access
Act. Canllose my job?

No. If you are a CRT or a RRT without a bachelor’s degree in a health science field, the services
you have been providing as “incident to” will not change. However, if you meet the
qualifications outlined in the Medicare RT Access Act, you would be able to furnish additional
services that can only be provided by nurse practitioners and physician assistants now because
our bill, if enacted, would put the qualified RT on the same level as the NP and PA.

I’m a respiratory therapist who doesn’t meet the qualification criteria. Why should | work and
lobby for this initiative?

It is important for you to support this Initiative because Medicare recognition of RT services
under Part B enhances both the profession and the respiratory therapist. It expands what the
profession can do and it gives visibility to the RT that does not exist under the current law. This
is especially important at a time when millions of new Medicare beneficiaries will be added to
the rolls, when there is an ever-increasing emphasis on COPD and its high-rising cost of care,
when the shortage of physicians continues to grow, and when quality care and performance not
only for hospitals but individual and group practice physicians continues to be scrutinized. Just
because you may not hold the credentials required to qualify under the Medicare RT Access Act
does not mean you are left out. You can still work in the physician’s office and furnish services
that fall under the general rules that apply to the “incident to” benefit.

I’m a respiratory therapist who works in the hospital. This Initiative impacts respiratory
therapists who work primarily in a physician office practice. Why should | care and work for
this?

We see our initiative as opening up new employment opportunities and career advancement for
the respiratory therapist. It not only enhances the profession but it also raises the stature of the
RT in the eyes of all health care providers. And, that will benefit you. You may one day want to
work outside the hospital and as a qualified RT a new door would be opened. Even if you always
choose to be employed in the hospital, your colleagues might want to move on and be
employed in a physician office practice with greater independence. If enacted, the Medicare RT
Access Act will do just that.






Alert Type Stats - Final VLW

		ALERT TITLE		ACTIVISTS		CAPWIZ MESSAGES		MOBILE MESSAGES		TOTAL MESSAGES		FACEBOOK LIKES

		Supporters/Friends of the RT Profession		467		1131		399		1530		416

		Patient Letter of Support		208		890		145		1035		68

		Caregiver Letter of Support		171		505		33		538		72

		Physician's Letter of Support		20		48		12		60		10

		Student Respiratory Therapist		966		2417		948		3365		168

		Respiratory Therapists Alert		4320		12000		2520		14520		794

				6152		16991		4057		21048		1528





State Statistics - Final VLW

		#		ACTIVIST STATE		E-MAIL		PRINTED		TOTAL ACTIVISTS		TOTAL ADVOCACY MESSAGES

		1		FL (Florida)		2475		1175		1137		3650

		2		MI (Michigan)		3051		9		593		3060

		3		PA (Pennsylvania)		1585		15		502		1600

		4		NC (North Carolina)		1121		9		333		1130

		5		CA (California)		900		12		299		912

		6		AR (Arkansas)		894		0		275		894

		7		OH (Ohio)		824		11		254		835

		8		GA (Georgia)		824		3		178		827

		9		MD (Maryland)		692		4		171		696

		10		CO (Colorado)		623		24		199		647

		11		IL (Illinois)		496		34		172		530

		12		MO (Missouri)		458		49		118		507

		13		CT (Connecticut)		429		3		129		432

		14		VA (Virginia)		344		19		105		363

		15		NJ (New Jersey)		339		3		96		342

		16		SC (South Carolina)		285		30		103		315

		17		OR (Oregon)		296		3		73		299

		18		WA (Washington)		277		0		83		277

		19		IN (Indiana)		268		0		84		268

		20		TX (Texas)		254		9		77		263

		21		MN (Minnesota)		248		1		77		249

		22		NV (Nevada)		212		3		69		215

		23		WV (West Virginia)		205		3		68		208

		24		MS (Mississippi)		200		3		64		203

		25		WI (Wisconsin)		192		0		58		192

		26		NE (Nebraska)		142		31		50		173

		27		KS (Kansas)		108		54		51		162

		28		NY (New York)		156		5		52		161

		29		SD (South Dakota)		157		0		50		157

		30		DE (Delaware)		147		0		37		147

		31		ID (Idaho)		136		0		45		136

		32		NM (New Mexico)		134		0		41		134

		33		ME (Maine)		129		3		43		132

		34		UT (Utah)		125		0		41		125

		35		AZ (Arizona)		110		0		37		110

		36		LA (Louisiana)		107		0		35		107

		37		ND (North Dakota)		72		30		32		102

		38		MT (Montana)		81		3		25		84

		39		MA (Massachusetts)		67		11		24		78

		40		KY (Kentucky)		66		6		23		72

		41		AL (Alabama)		69		3		22		72

		42		IA (Iowa)		60		12		19		72

		43		HI (Hawaii)		53		4		19		57

		44		TN (Tennessee)		48		0		16		48

		45		NH (New Hampshire)		39		0		13		39

		46		OK (Oklahoma)		24		12		11		36

		47		AK (Alaska)		21		0		6		21

		48		VT (Vermont)		21		0		7		21

		49		DC (District of Columbia)		0		20		19		20

		50		WY (Wyoming)		15		3		3		18

		51		RI (Rhode Island)		3		0		1		3

		52		PR (Puerto Rico)		1		0		1		1

						19583		1619		6040		21202





Daily Totals 2013 - Final VLW

				Messages Sent

		Alert Type:		3/1/13		3/2/13		3/3/13		3/4/13		3/5/13		3/6/13		3/7/13		3/8/13		3/9/13		3/10/13		3/11/13		3/12/13		3/13/13		3/14/13		Total:

		Respiratory Therapists		620		150		168		1356		881		1307		2436		2469		978		747		2050		803		318		237		14520		69.0%

		Student RTs		108		33		18		387		198		351		638		423		195		213		354		285		66		96		3365		16.0%

		Physician		0		0		0		0		6		3		18		15		0		6		12		0		0		0		60		0.3%

		Caregiver		18		6		45		39		24		60		87		126		27		15		45		28		9		9		538		2.6%

		Patient		16		12		12		22		36		151		47		436		190		12		53		27		9		12		1035		4.9%

		Supporter/Friends of RT		89		32		73		61		85		207		246		168		52		55		309		99		24		12		1512		7.2%

		Messages Total Per Day:		851		233		316		1865		1230		2079		3472		3637		1442		1048		2823		1242		426		366		21030

		Cumulative:				1084		1400		3265		4495		6574		10046		13683		15125		16173		18996		20238		20664		21030

				Number of Activists

		Activist type:		3/1/13		3/2/13		3/3/13		3/4/13		3/5/13		3/6/13		3/7/13		3/8/13		3/9/13		3/10/13		3/11/13		3/12/13		3/13/13		3/14/13		Total:

		Respiratory Therapists		122		50		57		440		290		428		784		802		293		236		539		262		105		74		4482		70.2%

		Student RTs		25		11		6		124		63		112		199		127		40		53		111		92		22		29		1014		4.8%

		Physician		0		0		0		0		2		1		6		5		0		2		4		0		0		0		20		0.1%

		Caregiver		6		2		15		13		8		20		29		37		8		4		15		10		3		3		173		0.8%

		Patient		6		4		4		7		12		28		15		73		30		4		19		9		2		4		217		1.0%

		Supporter/Friends of RT		26		14		22		21		28		57		79		56		18		19		93		32		8		4		477		2.3%

		Activists Total Per Day:		185		81		104		605		403		646		1112		1100		389		318		781		405		140		114		6383

		Cumulative:				266		370		975		1378		2024		3136		4236		4625		4943		5724		6129		6269		6383





Totals per Day - Both

		41334		41334

		41335		41335

		41336		41336

		41337		41337

		41338		41338

		41339		41339

		41340		41340

		41341		41341

		41342		41342

		41343		41343

		41344		41344

		41345		41345

		41346		41346

		41347		41347



Messages Total Per Day:

Activists Total Per Day:

Total Number

VLW 2013 Messages and Activist Totals per Day

851

185

233

81

316

104

1865

605

1230

403

2079

646

3472

1112

3637

1100

1442

389

1048

318

2823

781

1242

405

426

140

366

114



Messages per day 12 vs 13

		1		1

		2		2

		3		3

		4		4

		5		5

		6		6

		7		7

		8		8

		9		9

		10		10

		11		11

		12		12

		13		13

		14		14



2012

2013

Day # of VLW Campaign

Messages

Messages per Day (2012 vs. 2013)

24

851

24

233

25

316

1792

1865

1868

1230

1778

2079

1396

3472

1104

3637

426

1442

504

1048

1816

2823

1050

1242

457

426

278

366



Activists per day 12 vs 13

		1		1

		2		2

		3		3

		4		4

		5		5

		6		6

		7		7

		8		8

		9		9

		10		10

		11		11

		12		12

		13		13

		14		14



2012

2013

Day # of VLW Campaign

Activists

Avtivists per Day (2012 vs. 2013)

9

185

8

81

12

104

611

605

645

403

550

646

456

1112

349

1100

175

389

195

318

570

781

390

405

146

140

83

114



Yearly Comparison -2011 to pres

		2013 Statistics - Final VLW										2012 Statistics - Final VLW										2011 Statistics - Final VLW

		#		State Society		TOTAL ACTIVISTS		TOTAL ADVOCACY MESSAGES				#		State Society		TOTAL_ACTIVISTS		TOTAL_ADVOCACY_MESSAGES				#		State Society		TOTAL_ACTIVISTS		TOTAL_ADVOCACY_MESSAGES

		1		FL (Florida)		1137		3650				1		Michigan		381		1491				1		Michigan		222		906

		2		MI (Michigan)		593		3060				2		Pennsylvania		462		1440				2		Pennsylvania		204		626

		3		PA (Pennsylvania)		502		1600				3		Maryland/DC		277		1117				3		Illinois		220		616

		4		NC (North Carolina)		333		1130				4		Georgia		243		837				4		Georgia		109		332

		5		CA (California)		299		912				5		Ohio		252		741				5		Ohio		132		331

		6		AR (Arkansas)		275		894				6		Florida		259		715				6		Colorado		86		327

		7		OH (Ohio)		254		835				7		Missouri		198		508				7		Florida		108		321

		8		GA (Georgia)		178		827				8		North Carolina		150		417				8		Missouri		125		302

		9		MD/DC		190		716				9		South Carolina		122		359				9		Minnesota		99		290

		10		CO (Colorado)		199		647				10		Connecticut		105		347				10		North Carolina		96		285

		11		IL (Illinois)		172		530				11		Alabama		68		268				11		Washington		78		229

		12		MO (Missouri)		118		507				12		Louisiana		84		254				12		Kansas		64		202

		13		CT (Connecticut)		129		432				13		Washington		82		251				13		Texas		56		190

		14		VA (Virginia)		105		363				14		Nebraska		75		218				14		New York		67		190

		15		NJ (New Jersey)		96		342				15		Minnesota		68		218				15		Maryland/DC		130		182

		16		SC (South Carolina)		103		315				16		Wisconsin		69		213				16		Montana		51		177

		17		OR (Oregon)		73		299				17		Nevada		66		199				17		Connecticut		64		169

		18		WA (Washington)		83		277				18		South Dakota		50		179				18		Utah		58		159

		19		IN (Indiana)		84		268				19		California		66		174				19		Virginia		51		158

		20		TX (Texas)		77		263				20		Virginia		65		170				20		California		61		157

		21		MN (Minnesota)		77		249				21		Indiana		69		167				21		Arizona		58		155

		22		NV (Nevada)		69		215				22		Kansas		64		163				22		New Jersey		63		148

		23		WV (West Virginia)		68		208				23		West Virginia		59		163				23		Oregon		45		147

		24		MS (Mississippi)		64		203				24		Illinois		77		158				24		North Dakota		47		135

		25		WI (Wisconsin)		58		192				25		Oregon		38		153				25		Maine		43		113

		26		NE (Nebraska)		50		173				26		Texas		55		137				26		Massachusetts		45		106

		27		KS (Kansas)		51		162				27		Hawaii		37		136				27		Wisconsin		36		101

		28		NY (New York)		52		161				28		Arizona		37		131				28		Nevada		34		97

		29		SD (South Dakota)		50		157				29		Utah		51		130				29		Iowa		28		91

		30		DE (Delaware)		37		147				30		Colorado		42		115				30		Nebraska		35		89

		31		ID (Idaho)		45		136				31		New York		45		109				31		Oklahoma		37		88

		32		NM (New Mexico)		41		134				32		Montana		24		102				32		Louisiana		22		80

		33		ME (Maine)		43		132				33		New Jersey		36		95				33		New Mexico		28		66

		34		UT (Utah)		41		125				34		Maine		29		82				34		South Carolina		26		66

		35		AZ (Arizona)		37		110				35		Kentucky		29		82				35		Mississippi		22		59

		36		LA (Louisiana)		35		107				36		Arkansas		28		69				36		Vermont/NH		27		58

		37		ND (North Dakota)		32		102				37		Massachusetts		22		64				37		Indiana		21		55

		38		MT (Montana)		25		84				38		Oklahoma		20		59				38		Kentucky		18		50

		39		MA (Massachusetts)		24		78				39		New Mexico		19		46				39		Delaware		11		44

		40		KY (Kentucky)		23		72				40		Iowa		13		41				40		South Dakota		16		44

		41		AL (Alabama)		22		72				41		North Dakota		14		41				41		West Virginia		17		43

		42		IA (Iowa)		19		72				42		Tennessee		16		33				42		Hawaii		12		33

		43		VT/NH		20		60				43		Idaho		13		32				43		Alabama		20		27

		44		HI (Hawaii)		19		57				44		Delaware		11		31				44		Alaska		13		26

		45		TN (Tennessee)		16		48				45		Mississippi		18		30				45		Tennessee		7		21

		46		OK (Oklahoma)		11		36				46		Vermont/ NH		15		35				46		Idaho		14		19

		47		AK (Alaska)		6		21				47		unknown		8		9				47		Arkansas		5		15

		48		WY (Wyoming)		3		18				48		Alaska		1		6				48		US - National		9		9

		49		RI (Rhode Island)		1		3				49		US - National		5		5				49		Rhode Island		1		3

		50		PR (Puerto Rico)		1		1				50		Rhode Island		1		2				50		unknown		2		2

						6040		21202								4038		12542				51		Virgin Islands		1		1

																										2844		8140






Fred Goglia M.Ed, RRT

Seattle Central Community College


Respiratory Care Program


1701 Broadway

Seattle WA, 98122

Phone: 206-934-6955

E-mail:fred.goglia@seattlecolleges.edu

		Professional experience

		January 07-Present                    Seattle Central Community College 

Program Director/Full time faculty                          Respiratory Care Program


· Maintain current accreditation as mandated by CoARC

· Manage program operations including capitol and instructional budget, full and part time faculty hiring, faculty load assignments and course schedule

· Perform peer faculty evaluations

· Prepare, develop and evaluate curriculum and courseware

· Prepare, write and maintain program policies and procedures

· Advise students

· Facilitate, and report to the programs Technical Advisory Committee

· Liaison with the community of interest

· Serve on tenure review boards as assigned by the dean of the department

September 2009- current          Seattle Central Community College

Committee Chair                                Course Approval Committee 


Duties include:


· Evaluation of all new and revised course applications as dictated by the curriculum review process on campus


· Coordinate and oversee all  committee operations


· Liaison with the Curriculum Coordinating Council and college administration


· Advise faculty on cogent design and curriculum development practices 


· Advise executive vice president on curriculum and assessment practices on campus


· Advise and assist professional technical and workforce programs on college wide assessment practices

August 2011- September  2012         Seattle Central Community College

Director for the Center of Advancement of Allied Health 


Duties include:


· Develop new programs in allied health disciplines


· Maintain and forge community relationships and training partnerships


· Manage grant funded programs for incumbent workers


· Develop baccalaureate degrees in allied health

· Develop associate degrees in allied health

· Promote SCCC allied health programs in the Seattle area


September 02 – December 06  Seattle Central Community College 

Director of Clinical Education/Full time faculty      Respiratory Care Program


· Teach Respiratory Care classes


· Facilitate learning in the clinical setting


· Coordinate clinical faculty teaching assignments


· Recruit and retain clinical sites


· Develop program policy relating to clinical rotations





		Professional  appointments

		2011-Present                                        IT Council


Member


· Steer technology development and allocations on campus


2009-Present                                       Curriculum Coordinating Council 

Member


· Report on campus wide curriculum development and statistics to the executive staff

· Coordinate between other curriculum and assessment related committees on campus.


2010-Present                                        Accreditation Steering 


 Member


· Steer college wide accreditation by the Northwest Commission on Colleges and Universities


· Develop core themes under Standard 1 that exemplify elements of the college mission


2010-Present                                         Respiratory Care Society of Washington 


Board of Directors


· Attend board meetings as a voting member


· Steer organizational goals

· Chair Elections Committee

2009-2010                                              Respiratory Care Society of Washington

President Puget Sound Chapter President

· Manage chapter affairs and meetings


· Plan events for chapter members



		Education

		September 2006-March 2009                                        University of Washington                  

Master of Education


· Curriculum and Instruction

· Educational Communication and Technology 

September 1993-June 1997                                            University of Missouri
                                                    


Bachelor of Health Science


· Respiratory Therapy


· Management and research emphasis



		Publications/ Presentations

		· White Paper Dental Therapy in Washington State prepared for the Seattle Children’s Alliance  October 2011


· Book review of Egan’s Fundamentals of Respiratory Care 9th ed in  Respiratory Care April 2009


· Book review of Respiratory Notes: Respiratory Therapist’s Pocket Guide in Respiratory Care January 2008


· Book review of The Essentials of Respiratory Care 4th ed for the journal Respiratory Care December 05


· Moderator at The 31st Annual Pacific Northwest Regional Respiratory Care Conference May 2004 Seattle WA

· Presenter at Respiratory Care Update Highline Community College Seattle WA April 2004


· Presenter at The emerging trends in critical care conference Virginia Mason Medical Center February 2004 


· Book review of Pulmonary and respiratory therapy secrets 2nd ed for the journal Respiratory Care December 03

· Presenter at Current Topics in Respiratory Care Highline Community College Seattle WA April 2002 

· Book review of A Pocket Guide to Respiratory Disease, for the journal Respiratory Care 2001





		Awards/


Honors

		· 2008-2009 Dan Evans Innovation Award





		References

		· Available upon request






JANELLE GARDINER MS, RRT, AE-C

5420 S. 350 E., Ogden, UT 84405
Phone: (801) 589-5430; Fax: (801) 626-7075; E-mail: jgardiner@weber.edu

OBJECTIVE:

A professional position as an educator in respiratory therapy where I bring both teaching and clinical experience to improve the quality of

education at the collegiate level.

PROFESSIONAL EXPERIENCE:

Assistant Professor, Respiratory Therapy, Weber State University

¢ Currently working on research projects showing correlation between air quality and lung function in Ghana,
West Africa; and vitamin D and asthma in the underserved population of Ogden, UT

*  Participated as a moderator for the National Conference for Undergraduate Research held at Weber State
University, March 2012

*  Elected as a member of Faculty Senate, 2008-2011

*  Participate as faculty for Study Abroad to Ghana, West Africa

*  Lead advanced level students annually to organize very successful ARCF Vent 5K events with first place national
recognition (2007, 2008, 2009 and 2011)

¢ Instruct advanced level in the following areas: Continuum of Care and associated clinical rotations.

*  Educate entry-level students in the following areas: pharmacology, basic modalities and airway management and
associated labs, review course and mechanical ventilation lab.

¢ Interact with students as part of a pre-requisite course “Survey of Respiratory Therapy”.
*  Chair the selection committee for student selection in the Ogden, Davis and Provo programs, and served as
member of selection committee for the medical director position as well as the administrative support position.

*  Constructed new course design for Continuum of Care course and Basic Modalities in Respiratory Care.

*  Serve as a member of the Scholarship and Undergraduate Research Committees in the Ezekiel R. Dumke College
of Health Professions.

Registered Respiratory Therapist, McKay-Dee Hospital

*  Served as a member of the Respiratory Care Assessment Team. Responsibilities included: assessing all patients
on respiratory care services, communicate with physicians and staff to provide appropriate therapy for all patients
receiving respiratory therapy, initiate all new therapies, make recommendation for changes as indicated, assist
management in ensuring adherence to protocols, attend and participate in executive team meetings as assigned.

*  Participate as member of team responsible for evaluation and treatment of respiratory syncytial virus (RSV).

*  Provide safe and effective respiratory care to patients in a 300-bed hospital as ordered by physicians.

*  Perform specialized and routine respiratory care for pediatric, adult and geriatric patients, including adult critical
care.

¢ Attend and patticipate in monthly staff meetings.

e Assisted Weber State University and associated respiratory therapy program as adjunct clinical faculty.

*  Served as coordinator for smoking cessation programs including Smoke Breakers instructor.

Medical Library Assistant, M¢cKay-Dee Hospital

*  Responsible for obtaining medical information as requested by physicians, hospital staff and community from
medical books, periodicals, audio cassettes, and video tapes to ensure a closed-loop process for time-critical
processes.

*  Oversaw the maintenance of the periodical collection, which consisted of over 200 titles.
¢ Communicated with libraries along the Wasatch Front to send and receive requests for inter-library loans.

EDUCATION:
A. T. Still University, Doctor of Health Sciences (DHS¢)

¢  Currently enrolled in the Doctor of Health Sciences program. Completing coutses with an emphasis in global
health.

* Anticipate graduation in August 2015

Northeastern University, Master of Science in Respiratory Care Leadership (MS)

Honors:  Recipient of the William F. Miller Postgraduate Education Recognition Award from the ARCF, December 2008

*  Successfully completed the online postgraduate program accredited by CoARC.

*  Coursework with emphasis in advanced respiratory care, leadership and higher education administration
specialization.

Ogden, UT/USA
Jul "04 - Present

Ogden, UT/USA
Jun "96 - Present

Ogden, UT/USA
Sep "90 - Apr '98

Mesa, AZ/USA
Aug 2012 - present

Boston, MA/USA
May 2009





Weber State University, Bachelor of Science Respiratory Therapy (BS) Ogden, UT/USA
Honors:  Invited as guest speaker to address the National Advisory Conncil of Weber State University, April 1998. March 1998

Recipient of the George and Joyce Wanta Scholarship for Outstanding Academics in Respiratory Therapy, June 1997.
Completed entry level and advanced level curriculum in a program accredited by CoARC.
Participated in adult critical care, neonatal intensive care, and home care rotations.
Focused on asthma management, physician interaction and quality improvement.

Enrolled in Healthcare Administration course and many Child and Family Studies coutses for a more cross-
functional education.

PROFESSIONAL ORGANIZATIONS/ AFFILIATIONS:

American Association for Respiratory Care (AARC) since 1995, Plus Member, Education Section Member, currently serving on the
national membership committee, Jan 2012—present

National Board for Respiratory Care (NBRC), Member

Utah Society for Respiratory Care (USRC): currently elected to a four-year term as Delegate 2012—present, other offices: Past-President
2011, President 2010, President-Elect 2009, Vice-President 2008, Delegate 2004-2007, Programs Committee Chair 2002-3, 2012,
Director 1998-2001. Honors: USRC Board Member of the Year 2011, USRC Practitioner of the Year 2007

Coalition for Baccalaureate and Graduate Respiratory Therapy Education, Member

ADDITIONAL INFORMATION:
Licensure/Certifications: Credentialed as a Registered Respiratory Therapist (RRT) through the NBRC; Designated as Asthma

Educator Certified (AE-C) through NAECB; Licensed by the State of Utah as Respiratory Care
Practitioner through Utah DOPL; Hold current Advanced Cardiac Life Support (ACLS), Basic Life
Support (BLS), Pediatric Advanced Life Support (PALS); BLS, ACLS, and PALS Instructor Certifications
through American Heart Association

Computer Proficiency: Internet, word processing, Blackboard online course system, Chi Tester- online testing system, Wimba Live
Classroom, Power Point, GroupWise, Tandem.

Interests: Family, crafts, travel, and international humanitarian service.

REFERENCES:

Paul Ebetle, PhD, RRT Thomas A. Barnes, EdD, RRT, FAARC Corey Sillito, BS, RRT

Respiratory Therapy Program Director Professor Emeritus Directory-Respiratory Care

Weber State University Northeastern University McKay-Dee Hospital

(801) 626-6840 (617) 851-3529 (801) 387-3080






Kerry Jean McNiven 


34 August Road


Simsbury, Connecticut 06070


(860) 651-5764 home


(860) 512-2716 work


EDUCATION


2003
Certificate in Office Microcomputer




Manchester Community College, Connecticut


1988
Master of Science Degree in Counseling /Human Resource Development





College of Health and Human Services





University of Bridgeport, Bridgeport, Connecticut



1982
Bachelor of Science Degree in Respiratory Therapy




College of Health Related Professions





State University of New York, Upstate Medical Center





Syracuse, New York





Graduated with honors



1980
Associate Degree in Applied Science





College of Health Related Professions 





State University of New York, Upstate Medical Center





Syracuse, New York





Dean's List


EXPERIENCE

1987-
Professor /Director of Clinical Education, Respiratory Care Program 





Manchester Community College, Manchester, Connecticut



2006-

Receptionist





Weight Watchers, Simsbury, Connecticut


2002-

Manager/Sales Associate/Seamstress




McNeal Enterprises (A company specializing in Renaissance Hats, Pirate 



Clothing and Jewelry), Bristol, Connecticut



1996-98

Staff Respiratory Therapist (Per Diem)





Golden Care Corporation, Berlin, Connecticut



1996

Consultant/Asthma Self Management Program




Glaxo-Wellcome Company, Research Park, South Carolina



1990-1994
Respiratory Care Instructor (Part-time)





Quinnipiac College, Hamden, Connecticut



1987-1993
Staff  Respiratory Therapist (Per Diem)





Bristol Hospital, Bristol, Connecticut



1993-1994
Acting Program Coordinator, Respiratory Care Program




Manchester Community College, Manchester, Connecticut


Kerry Jean McNiven 


AWARDS



2012

Photo Contest Winner for AARCTimes


2006

Photo Contest Winner for AARCTimes


1997

Vernon School District






Distinguished Service Award


1996

United Way





Community Hero Award






Selected to carry the Olympic Torch in Connecticut


1996

Connecticut Society for Respiratory Care





Longevity Award




1995

State of Connecticut Educating for High Performance 1995 Awards

Given for Tech Prep Allied Health Programs at Rockville and Rham High Schools


1994

American Lung Association of Connecticut





Emily Bissell Award



1992

American Lung Association of Connecticut






Outstanding Volunteer Contribution for Camp Treasure Chest



1990

Connecticut Society for Respiratory Care





President's Award for Outstanding Contributions to the Connecticut 




Society for Respiratory Care



1989

American Lung Association of Connecticut





Contributions to Lung Health Programs



1987

American Lung Association of Connecticut





Outstanding Volunteer


PROFESSIONAL ORGANIZATION AND MEMBERSHIPS


1991-

Active Member, Education Section of the American Association for 




Respiratory Care



1982-

Active Member, Connecticut Society for Respiratory Care



1978- 

Active Member, American Association for Respiratory Care


MANCHESTER COMMUNITY COLLEGE COMMITTEES



2008-2010
Academic Standards


2004

Chair, Respiratory Care Program Coordinator Search

2002-

Chair, Flu Clinic Committee


2000-2010
Chair, Emeritus Committee



2000-2003
Center for Teaching Committee



1998-2003
General Education Committee



1994-2009
Wine Auction Committee






Co-chaired Silent Auction Committee






Hostess 



1992-

Allied Health Tech Prep Liaison


VOLUNTEER ACTIVITES


2013, 2007-2010
Connecticut Thoracic Society Annual Seminar Planning Committee 



2011-

Chair, House of Delegate’s Student Mentorship Committee



2005 -

Connecticut Society for Respiratory Care Educator’s Committee



2004-2008
Connecticut Work Force Development Committee



2000- 2007
AARC Abstract Committee for Summer Forum

2000-2007
AARC Educator of Year Committee



2002-2007
American Lung Association Flu Coalition Member



1998-2010
American Lung Association Lung Health Resource Committee



1998-

Connecticut Society for Respiratory Care






Board of Directors






Secretary






Delegate



Chaired newsletter committee, sputum bowl committee, webpage, elections, and photographer at all state events

LICENSE AND REGISTRY



1995-

Current Connecticut Respiratory Therapist License






Available upon request



1981

National Board for Respiratory Care Registered Respiratory Therapist 






(RRT) Number 13414 


REFERENCES


Available upon request.
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MELANIE HARPER McDONOUGH


_____________________________________________________________________________________


8600 Terrace Pines Ct





       mel.mcdonough@mindspring.com


Orlando, FL  32836








   407-719-6242

_____________________________________________________________________________________


EDUCATION


_____________________________________________________________________________________

May 1992
M.S.



Health Sciences








University of Central Florida








Orlando, FL


May 1986
B.S.



Cardiopulmonary Sciences








University of Central Florida








Orlando, FL


_____________________________________________________________________________________


PROFESSIONAL HISTORY


_____________________________________________________________________________________


June 2011 – Present



Course Developer & Adjunct Instructor








Health Services Administration Program








St. Petersburg College








St. Petersburg, FL


August 2010 – Present



Associate Professor








Assistant Chair – Program Manager








Respiratory Care Program








School of Health Careers and Human Services








Daytona State College








Daytona Beach, FL


August 2003 –May 2011


Director of Clinical Education / Instructor








Cardiopulmonary Sciences Program








Department of Health Professions








College of Health & Public Affairs








University of Central Florida








Orlando, FL


January 1995 – August 2003


Adjunct Instructor







Cardiopulmonary Sciences Program








Department of Health Professions








College of Health & Public Affairs








University of Central Florida








Orlando, FL


August 1993 – December 2000


Adjunct Instructor / Lab Assistant







Respiratory Therapy Program








Seminole Community College








Sanford, FL

May 1986 – July 2003



Supervisor   11/1999 – 07/2003








Staff Respiratory Therapist   09/1995 – 11/1999








Critical Care Instructor   04/1990 – 09/1995








Staff Respiratory Therapist    05/1986 – 10/1989








Flight Respiratory Therapist   05/1987 – 10/1989








Florida Hospital Medical Center








Respiratory Care Department








Orlando, FL

_____________________________________________________________________________________


WORK EXPERIENCE


_____________________________________________________________________________________


· Annual budget preparation & oversight 

· Hiring & supervision of clinical adjunct staff


· CoARC accreditation preparation & compliance

· Program development & growth


· Course development


· Student advisement


· Clinical site coordination with local Respiratory Therapy schools


· Clinical scheduling


· Public relations with clinical sites & physicians


· Marketing of program


· Teaching of didactic & clinical material


· Web course development


· Student evaluations


· Policy development & review


· Annual employee review & evaluation


· Disciplinary action


· Shift assignments


· Productivity assessment


· Clinical skill assessment


· Coordination of emergency response efforts


· Equipment evaluations


· Inventory maintenance


· Bedside clinical patient care


· Helicopter transport of critically ill patients


· Employee orientation & advanced training


· Performance evaluations


· Government affairs & legislative issues


· Conference planning


_____________________________________________________________________________________


PRESENTATIONS


_____________________________________________________________________________________

State of the Profession (2010) oral presentation 06/18/10 and 06/25/10 Respiratory Care Difference, Florida Hospital Respiratory Team Retreat, Lew Gardens, Orlando, FL


Hazards of Smoking (2010) interactive presentation 05/13/10 Lake Highland Preparatory School, 7th grade Science class, Orlando, FL


Respiratory Therapists & Legal Issues (2010) oral presentation 04/17/10 Student Boot Camp, Seminole State College, Altamonte Springs, FL


Pulmonary Structure & Function (2008 & 2009) oral presentation 09/08, 09/09 Athletic Training Program, University of Central Florida, Orlando, FL


Advancing the Education of the Respiratory Therapist (2008) oral presentation, Respiratory Therapy Students, Daytona Beach Community College, Daytona Beach, FL


Moving towards a higher degree for Respiratory Therapists (2007) oral presentation, Respiratory Therapy Students, Miami Dade Community College, Miami, FL


McDonough, M., Wilgis, J., Martinasek, M.P., Salazar, J., DeKler, R., Stephan, P., Kirley, S.  Instructional Effectiveness of Disaster Preparedness and Response Training focused on Respiratory Therapy Programs in Florida:  A Pilot Program, poster presentation 12/07 American Association for Respiratory Care (AARC) National Conference, Orlando, FL


Lung Reduction Surgery for Emphysema (2003) oral presentation, Cardiopulmonary Sciences Faculty & Students, University of Central Florida, Orlando, FL


Respiratory Assessment (1998) oral presentation – 4 continuing education credits, Orange Technical Education Centers, Orlando Tech, Orlando, FL


Nursing the Ventilator Assisted Patient (1997) oral presentation – 3 continuing education credits, Respiratory Care Department, Florida Hospital Medical Center, Orlando, FL


Mechanical Ventilation (1997) oral presentation – 3 continuing education credits, Orange Technical Education Centers, Orlando Tech, Orlando, FL


Arterial Dynamics  (1993) oral presentation – 3 continuing education credits, Florida Society for Respiratory Care, Respiratory Therapy Department, South Lake Hospital, Clermont, FL


Patient Assessment (1992) oral presentation – 1 continuing education credit, Florida Society for Respiratory Care, First Annual Spaceport Pulmonary Conference, Daytona Beach, FL

_____________________________________________________________________________________


PUBLICATIONS


_____________________________________________________________________________________


McDonough, M.  Three RT Programs Combine Efforts in Student Boot Camp, AARC Times 34(8):88-89 (August 2010)

McDonough, M.,  Wilgis, J., Mechanical Ventilator Surge Capacity – Stockpile Logistics, AARC Times 34(1):16-18, 67 ( January 2010)

Worrell, L. T., McDonough, M.  Preparing Graduating Seniors for Entry Into the “Real” Clinical World Using a Boot Camp Model, Faculty Focus, University of Central Florida, FCTL publication, 3:2-3 (October 2009)

McDonough, M., Wilgis, J., Martinasek, M.P., Salazar, J., DeKler, R., Stephan, P., Kirley, S.  Instructional Effectiveness of Disaster Preparedness and Response Training focused on Respiratory Therapy Programs in Florida:  A Pilot Program, Respiratory Care 52(11):1629 (November 2007)


_____________________________________________________________________________________


PROFESSIONAL SERVICE


_____________________________________________________________________________________


Florida Society for Respiratory Care – Board of Directors

Past President, 2010 – 2013 

President, 2009 – 2010


President-Elect, 2008 – 2009

Chapter 4 Director, 2006 – 2008


Chair, Annual Sunshine Seminar, 2008


Florida Department of Health

Hospital Surge Capability Team, 2006 – present

F.K.A. State Working Group Ventilator Task Team



Ventilator Sub-Committee




 Education Sub-Group Chair

Student Respiratory Therapy Association

University of Central Florida, Orlando, FL



Advisor, 2003 – 2011 

Daytona State College, Daytona Beach, FL



Advisor, 2010 – present 


Respiratory Care Advisory Committee

Daytona State College, 2010 - present


Valencia Community College, 1990 – present


Seminole Community College, 1990 – present


University of Central Florida, 1990 – 2011


Concorde Career Colleges, Inc., 2010

James and Bartlett Publishers

Draft Chapter Reviewer – “Cardiopulmonary Pharmacology for Respiratory Care” - 2009



Chapter 1:  Cardiopulmonary Structures and Functions



Chapter 8:  Medication Errors

Seminole Community College

Faculty Search Committee, Respiratory Therapy Program, 2007


University of Central Florida

Faculty Search Committee, Radiologic Sciences Program, 2007

___________________________________________________________________________________


PROFESSIONAL AFFILIATIONS


_____________________________________________________________________________________


Florida Society for Respiratory Care, member #1059514

National Board for Respiratory Care, member #19934

Florida Board of Respiratory Care, participant

American Association for Respiratory Care, member #9389115

_____________________________________________________________________________________


CERTIFICATIONS


_____________________________________________________________________________________


2010 


Course work completed – Graduate Certificate Program




Initial Teacher Preparation





University of Central Florida


2010


Smoking &Tobacco Intervention Counselor




University of Central Florida


2009


Open Airways for Schools, Facilitator





American Lung Association


2009


Advanced Cardiac Life Support provider





American Heart Association 


1987


Registered Respiratory Therapist (29884)





National Board for Respiratory Care


1986


Florida licensed Respiratory Therapist (RT 2399)





State of Florida, Department of Health, Division of Medical Quality Assurance


1986


Basic Cardiac Life Support provider





American Heart Association


_____________________________________________________________________________________


VOLUNTEER SERVICE


_____________________________________________________________________________________


2012


COPD Foundation





Mobile Spirometry Unit





COPD Screening & spirometry testing


2003 – present

American Lung Association of Central Florida




Member, Board of Directors





Asthma Walk Fund Raising Campaign





Not-On-Tobacco High School Program


2005 – 2008

Orange County Public School Teach-In program

1994


Jackson Heights Middle School, Health Occupations Students


1986 – 1992

American Heart Association


1
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Foreword



The number of individuals with a serious or life threatening illness continues to grow as the result of an aging population and advances in technology that allow increased longevity. In order to improve quality of life during serious illness or life threatening illness, an increasing number of palliative care programs have developed. Palliative care is rooted in the interdisciplinary hospice model of care, introduced to the United States over 30 years ago as a grassroots movement.  Throughout the country, hospices, with their focus on holistic and team-based care, provide care to patients and their families at the end-of-life. Within their communities, hospices serve as a resource for patients and families facing serious or life threatening illness and also offer grief and bereavement support. 



Today, the initiation of palliative care increasingly begins at the diagnosis of a serious or life threatening illness. Contemporary definitions of palliative care reflect the expansion of care throughout the illness trajectory, with a patient and family centered focus. Palliative care is provided across all health settings including: acute care hospitals, rehabilitation hospitals, ambulatory settings, long term care settings, community programs within home health or hospice organizations, and hospices. Palliative care is delivered by interdisciplinary teams consisting of chaplains, nurses (professional registered nurses such as RN, APRNs and LVNs/LPNs as well as other nursing disciplines such as nursing assistants or aides) physicians, and professional social workers. Other disciplines such as licensed massage therapists, art and music therapists, and child life experts often collaborate with the palliative care team. Palliative care is available to all populations across the life span including neonates, children, and older adults in various settings. Palliative care team members manage pain and other symptoms; facilitate person-centered communication, promote decision making; and coordinate care across settings throughout the disease trajectory.



The mission of the National Consensus Project for Quality Palliative Care is to create clinical practice guidelines that improve the quality of palliative care in the United States. Specifically, the Clinical Practice Guidelines for Quality Palliative Care promote quality palliative care, foster consistent and high standards in palliative care, and encourage continuity of care across settings. Since there is shared responsibility for palliative care across health care settings, the emphasis is on collaborative partnerships within and between hospitals, community centers, hospices, and home health agencies to ensure quality, continuity, and access to palliative care. 



Palliative care is a dynamic field and evolves in response to patient and family needs and the growing evidence base. The development and revision of Clinical Practice Guidelines for Quality Palliative Care is accomplished through a consensus process among representatives of the leading hospice and palliative care organizations. The Clinical Practice Guidelines for Quality Palliative Care set high expectations for excellence, rather than basic competence for existing programs. They serve as a manual or blueprint to create new programs and guide developing programs. The inaugural version of the Clinical Practice Guidelines for Quality Palliative Care by the National Consensus Project (NCP) described the core precepts and structure of clinical care programs. Two years later, the National Quality Forum (NQF), the nation’s leading public-private partnership devoted to improving quality of care in the nation’s healthcare system, adopted the Clinical Practice Guidelines for Quality Palliative Care within the document A National Framework and Preferred Practices for Palliative and Hospice Care Quality: A Consensus Report.



As part of its mission, the NCP stipulated and committed to ongoing revision and dissemination of the Clinical Practice Guidelines. Therefore, in 2009, the NCP revised the guidelines to reflect the tremendous growth and transformation in the field of hospice and palliative care, acknowledging the diverse array of models and approaches to care for this complex population. Now, five years later, the number of hospices continues to grow and palliative care continues to gain momentum reflected in the establishment of palliative care teams at the majority of U.S hospitals with an increasing presence in ambulatory care settings, nursing homes, and community home care programs. As in previous versions, the current 2013 edition was produced through a consensus process among the leading professional hospice and palliative care organizations. In this revision, the emphasis is on continuity, consistency, and quality of care.  



In keeping with its vision, the NCP has kept the essence of its eight core palliative care domains created in the first edition of The Clinical Practice Guidelines. One modification, however, is the wording of Domain 7 – Care of the Imminently Dying Patient which has been changed to Care of the Patient at End of Life to expand the focus of care. Within the guidelines themselves, there have been many revisions. Content has been expanded and various benchmarks, standards, and expectations for quality have been clarified.  The result is a broader and more inclusive document, applicable to all health settings. Most important, the revised guidelines reflect changes in practice, policy, and research. We recognize that palliative care will continue to evolve. We welcome your feedback on the Clinical Practice Guidelines for Quality Palliative Care and their utility in the development and management of your program. 



Constance Dahlin, ANP-BC, ACHPN, FPCN, FAAN

Editor, The Clinical Practice Guidelines for Quality Palliative Care 3rd edition

On behalf of the National Consensus Project for Quality Palliative Care Task Force
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The National Consensus Project for Quality Palliative Care



Background



In 2001, palliative care leaders from across the United States met to discuss the standardization of palliative care with the goal of improving the quality of care. The result was the formation of the  National Consensus Project for Quality Palliative Care (NCP) with representation from the five major hospice and palliative care organizations at that time: The American Academy of Hospice and Palliative Medicine (AAHPM – the physician membership association), The Center to Advance Palliative Care (CAPC – a palliative care advocacy and information organization), The Hospice and Palliative Nurses Association (HPNA – the nursing membership association), Last Acts Partnership (a consumer organization- now part of NHPCO), and the National Hospice and Palliative Care Organization (NHPCO – the hospice membership organization). The National Consensus Project for Quality Care created the Clinical Guidelines for Quality Palliative Care which describe core concepts and structures for quality palliative care, including eight domains of practice.  



The 2009 revision of these guidelines reflected the ongoing collaboration of the Hospice and Palliative Care Coalition composed of: the American Academy of Hospice and Palliative Medicine, the Center to Advance Palliative Care, the Hospice and Palliative Nurses Association, and the National Hospice and Palliative Care Organization. The revision further delineated the domains. This 2013 revision continues as a collaborative process of the National Coalition for Hospice and Palliative Care: AAHPM, CAPC, and HPNA joined by the newest member of the Coalition: the National Palliative Care Research Center (NPCRC). The National Association of Social Workers (NASW) and NHPCO are participants of the National Consensus Project.



Introduction

In the ten years since the establishment of The National Consensus Project for Quality Palliative Care, the number of hospice programs has increased by 47 percent and non-hospice palliative care programs have increased by 148 percent in hospitals with over 50 beds.1,2 In 2011, there were approximately 2,513,000 deaths in the United States with 1,059,000 (46%) of those deaths occurring under the care of one of over 5000 hospices.1 Palliative care services have expanded similarly across hospital and community care settings including: acute care units, emergency and critical care departments, outpatient settings, and within innovative community programs for patients with chronic conditions, such as neurological, cardiac, and pulmonary disease.3 Research has demonstrated high value care for patients served by palliative care teams in the hospital.4,5 Research has also found that hospices use reduces Medicare program expenditures. One study revealed costs during the last year of life were decreased  by an average of $2309 per hospice user.6 

In the years since the 2009 revision of the Clinical Practice Guidelines for Quality Palliative Care, several milestones have been achieved in the field of hospice and palliative care. In 2009, the Accreditation Council for Graduate Medical Education recognized hospice and palliative medicine as a subspecialty of eleven different parent Boards, thereby providing legitimacy to the field. This paved the way for the development of hospice and palliative medicine graduate medical education fellowships for physicians, now an eligibility requirement for the hospice and palliative medicine board certifying examination. A new examination is in development for hospice medical directors.7

In nursing, an increasing number of graduate programs have incorporated palliative nursing into their curricula. Work is in process for advanced practice nurse education for mid-career clinicians to provide primary palliative care, along with the development of a limited number of advanced practice palliative nursing fellowships for preparation into the specialty. Two new examinations were developed by the National Board of Certification of Hospice and Palliative Nurses: for pediatric hospice and palliative care registered nurses, and hospice palliative care administrators.  The development of a new exam for professionals involved in perinatal loss is anticipated in the next year.8 

In 2008 and 2009, The National Association of Social Workers in collaboration with the National Hospice and Palliative Care Organization developed a certification for master’s prepared social workers (MSWs) 9,10 and bachelor’s prepared social workers (BSW). The Council on Social Work Education’s Gero-Ed Center created teaching resources related to hospice, palliative care, loss, and grief, to be incorporated in undergraduate and graduate social work curricula.11 Work continues in other disciplines to promote education and clinical experience in hospice and palliative care. Finally, The Joint Commission now offers specialty Palliative Care Certification for hospital programs. Criteria for the certification survey are based on these Clinical Practice Guidelines.12

Health Care Reform and Palliative Care

Further development of palliative care occurred with the passage of the Patient Protection and Affordable Care Act of 2010 (PPACA).13  The legislation included a new provision allowing children covered under either Medicaid or the Children’s Health Insurance Program (CHIP) to receive simultaneous access to both hospice and curative care.13  A similar concurrent care demonstration project was also a provision of PPACA, with the intent of testing, in 15 sites nationwide, the option for concurrently offering hospice and regular Medicare Part A services. Given palliative care’s demonstrated quality improvement and impact on health care value, new delivery and payment models rewarding quality over quantity of care create an opportunity for hospice and palliative care programs to participate in novel health delivery paradigms such as accountable care organizations (ACOs), bundled payments, and patient-centered medical homes (PCMHs).14 There is greater potential to promote introduction of palliative care in all settings.

Quality Measures

Quality is an underlying goal of palliative care. The endorsement of the NCP Clinical Practice Guidelines by the National Quality Forum (NQF) in 2006 established initial areas within which to develop outcome measures for palliative care programs.15 In 2008, the National Priorities Partnership, a consortium of US health care organizations working with NQF, identified palliative care as one of six top priorities for improving the U.S. health system.16 They developed a National Priority Partners Palliative and End of Life Work Group to consider next steps.  



In 2011, as required by the Affordable Care Act, NQF convened the Measure Applications Partnership (MAP), an independent entity that reports directly to the Health and Human Services Secretary and advises on quality measures across all healthcare settings.17 One of the MAP Work Groups, the Post-Acute/Long Term Care (PAC/LTC) Work Group, is responsible for reviewing and advising on hospice and palliative care measures.  The June 2012 MAP Final Report on Performance Measurement Coordination Strategy for Hospice and Palliative Care states that “while measurement in this area is new, MAP suggests a phased approach that emphasizes clinically-focused measures at first, but quickly expands to more measures that follow the patient and their full set of experiences rather than the setting or fragments of a patient’s care (often referred to in this report as ‘cross-cutting’).”17 The MAP report also addresses quality reporting in palliative care, by stating “while there is not a formal quality reporting program for palliative care, settings in which palliative care is provided (e.g., hospitals, home health) are required to participate in federal quality initiatives.”  



In 2010, the PPACA directed the Centers for Medicare and Medicaid Services (CMS) to implement an annual quality reporting program for hospice organizations beginning in 2013 that includes a financial incentive for hospice provider participation.  In February 2012, the NQF endorsed 14 quality measures for palliative and hospice care.16 The goal of these measures is to ensure the provision of high quality palliative care and end of life care. The measures, some of which are applicable to all clinical settings and provider types, will help hospice and palliative care providers to improve quality of care and generate ideas for future research. 



Research  



Recently, published studies confirm that palliative care improves quality of life for patients and their families.18,19 Building the evidence base to support quality requires adequate funding for relevant research and its publication.  Private foundations continue to be an important funding source to support palliative care researchers, but increased federal funding is also needed to finance larger investigations.  In 2004, the year the first version of the Consensus Guidelines was published, the National Institutes of Health (NIH) supported 162 projects related to palliative care, up from 53 relevant projects in 1995.  In 2010, 309 palliative care projects received NIH funding.20A search for palliative care clinical trials using PubMed shows similar growth:  180 published trials in 2004 and 252 in 2010.  The National Palliative Care Research Center (NPCRC) has been a central organizing force promoting and facilitating the conduct of palliative care research and has supported many of the researchers whose work appears in the Bibliography section of this document.  The 2011 National Institute of Nursing Research Summit entitled the Science of Compassion reviewed the current research in palliative care, described barriers to research, and suggested strategies for progress and continued research (NINR).21 Future revisions of the Clinical Practice Guidelines will reflect continued growth in the evidence base underlying palliative care practice with more advanced research. 



Populations Served

In an effort to improve access to palliative care within all patient populations in need, NHPCO released in 2009 Standards of Practice for Pediatric Palliative Care and Hospice along with the companion publication, Facts and Figures on Pediatric Palliative and Hospice Care in America,22,23 and Quality Guidelines for Hospice and End-of-Life Care in Correctional Settings.24 In 2010, HPNA produced a pediatric resource, Just in Time Guide: A Primer for Pediatric Palliative Care at Home.25 In 2010, NHPCO promoted a campaign for Veterans called, “We Honor Veterans” in collaboration with the Department of Veterans Affairs.26 The End of Life Nursing Education Consortium (ELNEC) provided specialized education for nurses at Veterans Administration Facilities.27 CAPC supported pediatric palliative care program development and provided training to all U.S. VA Medical Centers in 2009-2011. 

With this background, this current revision of the National Consensus Project Clinical Practice Guidelines provides the following updates. For the purposes of this document, the term serious or life-threatening illness is assumed to encompass populations of patients at all ages within the broad range of diagnostic categories, living with a persistent or recurring medical condition that adversely affects their daily functioning or will predictably reduce life expectancy. Correspondingly, populations to be considered for palliative care include: 



· Individuals living with chronic and life-threatening injuries from accidents or other forms of trauma 

· Children and adults with congenital injuries or conditions leading to dependence on life-sustaining treatments and/or long-term care, supported by others to perform their activities of daily living

· Children and adults with developmental and intellectual disabilities who develop serious or life threatening illness

· Individuals, of any age, with acute, serious, and life-threatening illnesses (e.g. severe trauma, acute stroke, and leukemia), where cure or reversibility is a realistic goal, but the conditions themselves and/or their treatments pose significant burdens and result in poor quality of life

· People living with progressive chronic conditions (e.g. peripheral vascular disease, malignancies, renal or liver failure, stroke with significant functional impairment, advanced heart or lung disease, frailty, neurodegenerative disorders, and the various forms of dementia)

· Seriously and terminally ill patients (e.g. people living with end-stage dementia, terminal cancer, or severe disabling stroke) who are unlikely to recover or stabilize; and for whom intensive palliative care is the predominant focus and goal of care for the remainder of their lives

· Vulnerable, underserved, and under-resourced populations who develop serious or life threatening illness (e.g. homeless individuals, immigrants, individuals with low income, oppressed racial and ethnic groups, veterans, prisoners, older adults, and individuals with mental illness)



Defining Palliative Care



The definition of palliative care used to characterize palliative care in the United States is described by both the US Department of Health and Human Services (HHS) Centers for Medicare & Medicaid Services (CMS) and the National Quality Forum (NQF) states:



Palliative care means patient and family-centered care that optimizes quality of life by anticipating, preventing, and treating suffering. Palliative care throughout the continuum of illness involves addressing physical, intellectual, emotional, social, and spiritual needs and to facilitate patient autonomy, access to information, and choice.15,28

 

The following features characterize palliative care philosophy and delivery:

· Care is provided and services are coordinated by an interdisciplinary team;

· Patients, families, palliative and non-palliative health care providers collaborate and communicate about care needs; 

· Services are available concurrently with or independent of curative or life-prolonging care;

· Patient and family hopes for peace and dignity are supported throughout the course of illness, during the dying process, and after death.



Prior versions of the NCP specifically describe palliative care delivery as follows, “Palliative care is operationalized through effective management of pain and other distressing symptoms, while incorporating psychosocial and spiritual care with consideration of patient/family needs, preferences, values, beliefs, and culture. Evaluation and treatment should be comprehensive and patient-centered with a focus on the central role of the family unit in decision making. Palliative care affirms life by supporting the patient and family’s goals for the future, including their hopes for cure or life-prolongation, as well as their hopes for peace and dignity throughout the course of illness, the dying process, and death.”29



Summary of Revisions in the Domains



In each edition, the Clinical Practice Guidelines are revised to reflect current practice. Except for Domain 7, in which the title has been changed from Care of the Imminently Dying Patient to Care of the Patient at the End of Life, the domains remain consistent with past editions and form the basis of practice. The underlying tenets of palliative care in this document include: patient and family centered palliative care; comprehensive palliative care with continuity across health settings; early introduction of palliative care at diagnosis of a serious disease or life threatening condition; interdisciplinary collaborative palliative care; clinical and communication expertise within palliative care team members; relief of physical, psychological, emotional, and spiritual  suffering and distress of patients and families; a focus on quality; and equitable access to palliative care services. Each domain has been significantly updated as described below.



Domain 1 Structure and Processes of Care

The Structure and Process Domain was enhanced to describe and accentuate the current state of the field with emphasis on interdisciplinary Team (IDT) engagement and collaboration with patients and families. There is emphasis on coordinated assessment and continuity of care across healthcare settings. Clarity and specificity of interdisciplinary team composition, team member qualifications, necessary education, training, and support are described. Finally, the quality assessment process and improvement section incorporates the new mandates for quality under the Patient Protection and Affordable Care Act.

Domain 2 Physical Aspects of Care

The Physical Domain emphasizes the assessment and treatment of physical symptoms with appropriate, validated tools. Management of symptoms is multidimensional with pharmacological, interventional, behavioral, and complementary interventions.  The utilization of explicit policies for the treatment of pain and symptom management, as well as safe prescribing of controlled medications is recommended.

Domain 3 Psychological and Psychiatric Aspects

The Psychological and Psychiatric Domain has been significantly revised and expanded to focus on the collaborative assessment process of psychological concerns and psychiatric diagnoses.  Essential elements are described and include patient-family communication on assessment, diagnosis, and treatment options for common conditions in context of respect for goals of care of the patient and family.  New to the domain are the description and required elements of a bereavement program.

Domain 4 Social Aspects of Care

The Social Domain now has greater emphasis on interdisciplinary engagement and collaboration with patients and families to identify, support, and capitalize on patient and family strengths. Essential elements of a palliative care social assessment are defined.  The role of the professional social worker with a bachelor’s or master’s degree in social work is described.



Domain 5 Spiritual, Religious, and Existential Aspects of Care

The Spiritual Domain now includes a definition of spirituality, stressing assessment, access, and staff collaboration in attending to spiritual concerns throughout the illness trajectory.  Requirements for staff training and education in provision of spiritual care are offered.   There is stronger emphasis on the responsibility of the interdisciplinary team, inclusive of an appropriately trained chaplain, to explore, assess, and attend to spiritual issues of the patient and family. The domain promotes spiritual and religious rituals and practices for comfort and relief.  

Domain 6 Cultural Aspects of Care

The Cultural Domain defines “culture” and cultural competence for the interdisciplinary team, underscoring culture as a source of resilience and strength for the patient and family. New content accentuates cultural and linguistic competence including plain language, literacy, and linguistically appropriate service delivery. 

Domain 7 Care of the Patient at the End of Life

The Care of the Patient at the End of Life Domain highlights communication and documentation of signs and symptoms of the dying process in the circle of care: the patient, the family, and all other involved health providers. The importance of meticulous assessment and management of pain and other symptoms is underscored.  The essential attention to family guidance as to what to expect in the dying process and the post death period is emphasized. Bereavement support beginning with anticipatory grief in the period before the actual death and continues through the actual death is stressed. Social, spiritual, and cultural aspects of care are of utmost concern throughout the process. 

Domain 8 Ethical and Legal Aspects of Care

The Ethical and Legal Domain is now restructured into three sections:  advance care planning, ethics, and the legal aspects of care. Under advance care planning, the responsibility of the palliative care team to promote ongoing discussion about goals of care along with completion and documentation of advance care planning documents is emphasized. Under ethical issues, there is acknowledgement and affirmation of the frequency and complexity of ethical issues in palliative care. Team competencies in the identification and resolution of commonly encountered ethical issues are described, with emphasis on the importance of seeking advice and counsel from ethics committees.   Under legal issues, there is acknowledgement of the complex legal and regulatory issues that arise in palliative care that require team members to understand their respective scope of practice within the provision of palliative care. Finally, there is new emphasis on the necessity of and access to expert legal counsel, essential for navigating the intricate and sensitive legal and regulatory issues in palliative care.

Co

Conclusion



The Clinical Practice Guidelines for Quality Palliative Care have been updated for several reasons. First, as part of its mission, the National Consensus Project for Quality Palliative Care aims to promote consistent and high quality care. As health care evolves, the Clinical Practice Guidelines require revision to reflect the continuing maturation of the field, changes in practice, and developments in the palliative care evidence base. Second, seminal events, such as health care reform mandated by the Patient Protection and Affordable Care Act, development of The Joint Commission palliative care advanced certification, and endorsement of new palliative care quality measures by the National Quality Forum, require new perspectives on the role and contribution of palliative care in a changing health system landscape. Finally, publication of significant new palliative care outcomes research findings necessitate that the principles and practices of quality palliative care reflect the highest quality evidence available. 
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Clinical Practice Guidelines for Quality Palliative Care



In 2004, the National Consensus Project identified eight important domains in the creation and maintenance of quality palliative care. They are: Structure and Processes, Physical Aspects of Care, Psychosocial and Psychiatric Aspects of Care, Social Aspects of Care, Spiritual, Religious, and Existential Aspects of Care, Cultural Aspects of Care, Care of the Patient at the End of Life, and Ethical and Legal Aspects of Care. Within each domain, we offer guidelines that delineate optimal practice. The guidelines rest on the principles of assessment, information sharing, decision-making, care planning, and care delivery. Within each guideline, there are corresponding descriptions, clarifying statements, and assessment criteria for meeting the expectation. At the end of the document, there is a selected bibliography with references to support the practices recommended in the guidelines. 



Note on the Bibliography



To support the recommendations and conclusions in this document, select publications are provided. This bibliography is not an exhaustive review of the hospice and palliative care literature. Rather, it is a list of selected citations from a variety of journals from late 2008 to 2012 published since the last edition of the Clinical Practice Guidelines.  Literature searches from various data bases reflect a sampling of clinical practice, models of care, and the economics of palliative care in the United States. Both qualitative and quantitative studies are included, as well as published consensus statements, expert opinions, and statements from professional organizations.
DOMAIN 1: STRUCTURE AND PROCESSES OF CARE



Guideline 1.1   A comprehensive and timely interdisciplinary assessment of the patient and family forms the basis of the plan of care.



Criteria:

· Palliative assessment and documentation are interdisciplinary and coordinated.

· The interdisciplinary team (IDT) completes an initial comprehensive assessment and subsequent reevaluation through patient and family interviews, review of medical and other available records, discussion with other providers, physical examination and assessment, along with relevant laboratory and/or diagnostic tests or procedures. 

· An initial evaluation includes: the patient’s current medical status; adequacy of diagnosis and treatment consistent with review of past history; diagnosis and treatment; and responses to past treatments.

· Assessment includes documentation of disease status: diagnoses and prognosis; comorbid medical and psychiatric disorders; physical and psychological symptoms; functional status; social, cultural, and spiritual strengths, values, practices, concerns, and goals; advance care planning concerns, preferences, and documents; and appropriateness of hospice referral (see Domain 2: Physical Aspects of Care, Domain 3: Psychological and Psychiatric Aspects of Care, Domain 4: Social Aspects of Care, Domain 5: Spiritual, Religious, and Existential Aspects of Care, Domain 7: Care of the Patient at the End of Life, and Domain 8: Ethical and Legal Aspects of Care). 

· Assessment of children must be conducted with consideration of age and stage of neurocognitive development.

· The IDT documents assessment of the patient and family perception and understanding of the serious or life limiting illness including: patient and family expectations of treatment, goals for care, quality of life, as well as preferences for the type and site of care.

· Comprehensive assessment identifies the elements of quality of life. Quality of life is defined by four domains:  physical, psychological, social, and spiritual aspects of care.1 Interventions are focused to alleviate distress in one or any of these domains. 

· This comprehensive assessment recurs on a regular basis and in subsequent intervals, or in response to significant changes in the patient’s status or the patient and family’s goals.



Guideline 1.2   The care plan is based on the identified and expressed preferences, values, goals, and needs of the patient and family and is developed with professional guidance and support for patient-family decision making. Family is defined by the patient.



Criteria:

· The care plan is based upon an ongoing assessment and reflects goals set by the patient, family or surrogate in collaboration with the IDT. Such goals reflect the changing benefits and burdens of various care options, at critical decision points during the course of illness. 

· In collaboration with the patient, family, and other involved health care professionals, the IDT develops the care plan with the additional input, when indicated, from other community providers such as school professionals, community service providers, and spiritual leaders.

· Changes in the care plan are based on the evolving needs and preferences of the patient and family, with recognition of the complex, competing, and shifting priorities in goals of care. The evolving care plan is documented over time.

· The IDT supports patient-family decision making and then develops, implements, and coordinates the care plan in collaboration with the patient and family. The team promotes patient and family education and assures communication of the care plan to all involved health professionals. Particular attention is necessary when a patient transfers to a different care setting, with the imperative to communicate with the receiving provider.

· Treatment and care setting alternatives are clearly documented and communicated to the patient and family in a manner that promotes informed decision making.

· Treatment decisions are based on goals of care established by the patient, family, and IDT; assessment of risk and benefit; and best evidence. Reevaluation of treatment efficacy, patient-family goals, and choices are documented. 

· Complementary and alternative therapies may be included in the plan of care.



Guideline 1.3   An interdisciplinary team (IDT) provides services to the patient and family consistent with the care plan. In addition to chaplains, nurses, physicians, and social workers, other therapeutic disciplines who provide palliative care services to patients and families may include: child-life specialists, nursing assistants, nutritionists, occupational therapists, pharmacists, physical therapists, respiratory therapists, massage, art, and music therapy, psychologists, and speech and language pathologists. 



Criteria:

· Specialist-level palliative care is delivered by an IDT.

· The team includes palliative care professionals with the appropriate patient population specific education, credentialing, and experience, and the skills to meet the physical, psychological, social, and spiritual needs of both patient and family. Of particular importance is assembling a team which includes chaplains, nurses, pharmacists, physicians, and social workers appropriately trained and, ideally, certified in hospice and palliative care, when such certification is available. The interdisciplinary palliative care team involved in the care of children, whether the child is a patient or a family member of either an adult or pediatric patient, has expertise in the delivery of services for such children. 

· The patient and family have access to palliative care expertise and staff 24 hours a day, seven days a week. Respite services are available for the families caring for either children or adults with serious or life-threatening illnesses. 

· The IDT communicates regularly (at least weekly or more often as required by the clinical situation) to plan, review, evaluate, and update the care plan, with input from both the patient and family.

· The team meets regularly to discuss provision of quality care, including staffing, policies, measurement of quality and quality improvement, and clinical practices.

· Policies are in place for prioritizing and responding to referrals and patient-family crises in a timely manner.



Guideline 1.4   The palliative care program is encouraged to use appropriately trained and supervised volunteers to the extent feasible.



Criteria:

· For programs utilizing volunteers, policies and procedures are in place to ensure safe, quality volunteer programs including: recruitment, screening (including background checks), training, job descriptions and role clarification, work practices, support, supervision, and performance evaluation.

· A program that uses volunteers has policies and procedures outlining the program’s responsibilities to its volunteers.

· An appropriately educated and experienced professional team member screens, educates, coordinates, and supervises volunteers. 



Guideline 1.5   Support for education, training, and professional development is available to the interdisciplinary team.



Criteria:

· Education for the IDT includes: the attitudes, knowledge, and skills in the domains of palliative care; pain and symptom assessment and management, communication skills; medical ethics, grief and bereavement; family and community resources; and hospice care including philosophy, eligibility and core features of the Medicare Hospice Benefit.

· Education and training occurs in various venues such as baccalaureate and graduate programs, internships, or fellowships, in compliance with federal and state licensure and credentialing regulations.

· The palliative care program supports each individual team member’s professional development through mentorships, preceptorships, and supervision.

· Palliative care staff members participate in necessary continuing palliative care education within the eight domains, and document their participation accordingly. Educational resources, focused on the domains listed in this document, are available and provided to staff. 

· Palliative care programs ensure appropriate levels of education for all palliative care professionals.  Advanced practice nurses, physicians, and rehabilitation therapists, must have graduate degrees in their respective disciplines, with appropriate professional experience in hospice and palliative care.  Chaplains and social workers must have a bachelor’s degree and/or graduate degree in their respective disciplines from accredited schools and appropriate professional experience in hospice and palliative care or a related health care field. Specific education requirements do not apply to registered nurses, nursing assistants, personal care attendants, and/or volunteers.

· Palliative care programs encourage discipline-specific certification, or other recognition of competence, as part of the educational support for the interdisciplinary team. Education, resources, and support are provided specifically to enhance IDT communication and collaboration.

· Education is available to support team leadership including effective team management, human resource management, budgets and strategic planning.7



Guideline 1.6   In its commitment to quality assessment and performance improvement, the palliative care program develops, implements, and maintains an ongoing data driven process that reflects the complexity of the organization and focuses on palliative care outcomes.



Criteria:

· The palliative care program commits to the pursuit of excellence and the highest quality of care and support for all patients and their families. The program determines quality by regular and systematic measurement, analysis, review, evaluation, goal setting, and revision of the processes and outcomes of care.

· Quality care follows the national quality strategy set forth by the US Department of Health and Human Services described in the following provisions of the Affordable Care Act. These strategies include:

· Making care safer by reducing harm caused in the delivery of care.

· Ensuring that each person and family is engaged as partners in their care.

· Promoting effective communication and coordination of care.

· [bookmark: _msoanchor_3]Promoting the most effective treatment practices for the leading causes of mortality, starting with cardiovascular disease.

· Making quality care more affordable for individuals, families, employers, and governments by developing and spreading new health care delivery models.13 

· Care is coordinated and consistently focused on the illness trajectory, which offers the right care at the right time, in the course of an individual’s disease or condition.

· A quality assessment and performance improvement (QAPI) review is conducted across all the domains, including organizational structure, education, team utilization, and assessment. This review includes effectiveness of physical, psychological, psychiatric, social, spiritual, cultural, and ethical assessment and interventions to manage these aspects of care. 

· From this QAPI process, the palliative care program establishes quality improvement policies and procedures.

· A documented process for quality improvement leads to change in clinical practice. Quality improvement projects might include the development and testing of screening, history, and assessment tools, and appropriate protocols for diagnoses, interventions and outcomes. Some examples may include:

· Structure and Processes – development of outcomes for program development, education, and training, development of quality measures, and cost analysis

· Physical Aspects of Care – education and training; development and testing of evidence based therapies

· Psychological and Psychiatric Aspects of Care – education and training; development and testing of bereavement and grief screening; assessment tools of various types of grief; and development and testing of evidence based therapies

· Social Aspects of Care – education and training; development and testing of social screening, assessment and intervention tools; and identification and enhancement of the evidence base within the social domain

· Spiritual, Religious, and Existential Aspects of Care – education and training; development and testing of spiritual screening, history and assessment tools; and appropriate protocols for spiritual diagnoses, interventions and outcomes. 

· Cultural Aspects of Care – education and training; development and testing of cultural assessment tools and culturally appropriate interventions; and evaluation of outcomes within and across cultural and linguistic communities

· Care of the Patient at the End of Life – education and training; and appropriate protocols for the patient at the end of life

· Ethical and Legal Aspects of Care – education and training; appropriate protocols for ethical and legal occurrences; and best practices for advance care planning

· Quality improvement activities are routine, regular, reported, and demonstrate influence upon clinical practice. Designated staff, with experience in QAPI planning, direct the QAPI process in collaboration with leaders of the palliative care program.

· The clinical practice of palliative care reflects the integration and dissemination of current evidence and is based on QAPI.

· Quality improvement activities for clinical services are collaborative, interdisciplinary, and focused on meeting the identified needs and goals of patients and their families.

· Patients, families, health professionals, and the community participate in evaluation of the palliative care program.



Guideline 1.7   The palliative care program recognizes the emotional impact of the provision of palliative care on the team providing care to patients with serious or life-threatening illnesses and their families.



Criteria:

· The program provides emotional support to their administrative staff, IDT, and volunteers in coping with the stress of caring for individuals and families affected by serious or life-threatening illness.

· Support structure for staff and volunteers includes regular meetings during which the impact and processes of the provision of palliative care are discussed.

· The program and IDT implements interventions to promote staff support and sustainability.
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Guideline 1.8   Community resources ensure continuity of the highest quality palliative care across the care continuum. 



Criteria:

· Palliative care programs support and promote continuity of care throughout the illness trajectory across all settings. 

· Non-hospice palliative care programs have a relationship with one or more hospices and other community resources to ensure continuity of the highest-quality palliative care across the care continuum.

· Non-hospice palliative care programs routinely inform patients and families about hospice and other community based healthcare resources, when such resources are consistent with the patient’s and family’s values, beliefs, preferences, and goals of care. Referrals are made only with patient and family consent. 

· Referring clinicians (advanced practice registered nurses, physicians, and physician assistants) as defined by The Centers for Medicare & Medicaid Services and primary physicians are routinely informed about the availability and benefits of hospice, as well as other appropriate community resources for their patients and families. Early discussion of hospice and palliative services and early referral to such programs is facilitated by hospices and community resources.

· Hospice programs, non-hospice palliative care programs, and other major community service providers involved in the patient’s care, establish policies for formal written and verbal communication among and between clinicians involved in the patient and family’s care. 

· Policies enable timely and effective sharing of information among health care teams while safeguarding privacy.

· When possible, hospice and palliative care program staff participate in each other’s team meetings to promote regular professional communication, collaboration, and an integrated plan of care on behalf of patients and families.

· Hospice and palliative programs, as well as other major community providers, routinely seek opportunities to collaborate and partner to increase access to quality palliative care across the continuum.



Guideline 1.9   The physical environment in which care is provided meets the preferences, needs, and circumstances of the patient and family, to the extent possible.



Criteria:

· When feasible, care occurs in the setting preferred by the patient and his or her family.

· When care is provided outside the patient’s or family’s home, the IDT collaborates with residential service providers to maximize the patient’s safety and sense of control. Flexible visiting hours, as appropriate, occur to promote patient social interaction.  A space is arranged for families to visit, rest, prepare or eat meals, along with other needs identified by the family. The environment also provides privacy to meet with palliative care providers and other professionals.

· Providers, in all settings, address the unique care needs of children whether they are patients, family members, or visitors.
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Clinical Implications

Palliative care occurs across the health spectrum. It necessitates the involvement of an interdisciplinary team that is trained and supported to do the work. Care focuses on promoting the physical, psychological, social and spiritual domains of quality of life. It is delivered in a safe environment with respect for the patient’s and family’s values, preferences, and wishes. The palliative care program strives for best practices inclusive of quality assessment and performance improvement. 




DOMAIN 2 PHYSICAL ASPECTS OF CARE



Guideline 2.1   The interdisciplinary team assesses and manages pain and/or other physical symptoms and their subsequent effects based upon the best available evidence.



Criteria:

· The goal of pain and symptom management is the safe and timely reduction of a physical symptom to a level acceptable to the patient, or to the surrogate, if the patient is unable to report distress.

· Symptom assessment and treatment requires an IDT (see Domain 1: Structure and Processes of Care, Guideline 1.3) including professionals with specialist-level skill in symptom control for all types of serious or life-threatening illnesses. Symptoms include, but are not limited to: pain, shortness of breath, nausea, fatigue, anorexia, insomnia, restlessness, confusion, and constipation.

· It is essential that health care organizations develop and utilize symptom assessment tools, treatment policies, standards, and guidelines appropriate to the care of patients with serious or life-threatening illnesses that conform to best palliative care practices.

· The palliative care team regularly documents ongoing assessment of pain, other physical symptoms, and functional capacity.  Validated symptom assessment instruments are utilized when available.  Symptom assessment of adults with cognitive impairment and of children is performed by appropriately trained professionals using available validated instruments.

· Treatment of distressing symptoms and side effects includes the entire spectrum of pharmacological, interventional, behavioral, and complementary therapies/interventions, supported by efficacy research, with referral to appropriate specialists. 

· Symptom assessment, treatment, side effects, and treatment outcome information is recorded in the medical record and transmitted across health care settings during transitions.

· Barriers related to the use of opioid analgesics are assessed and addressed with attention to misconceptions of side effect risks, the potential for addiction, respiratory depression, and hastening of death.

· Opioid prescribers develop an opioid analgesic risk assessment and management plan consistent with state and federal regulations for use with patients requiring long term opioid therapy for chronic pain syndromes. Patients, families, and/or other involved health providers are instructed about safe usage of opioids including: driving, operation of machinery, appropriate and safe storage, inventory and appropriate opioid disposal.



Guideline 2.2   The assessment and management of symptoms and side effects are contextualized to the disease status.



Criteria:

· Treatment plans for physical symptoms are developed in the context of the disease, prognosis, and patient functional limitations.  The patient, family or surrogate’s understanding of the illness is assessed in relation to patient-centered goals of care.

· Patient understanding of disease and its consequences, symptoms, side effects of treatments, functional impairment, and potentially useful treatments is assessed with consideration of culture, cognitive function, and developmental stage. 

· Family or surrogate understanding of the disease and its consequences, symptoms, side effects, functional impairment, and treatments is assessed (See Domain 1: Structure and Processes of Care, Guideline 1.2).

· Family and other health care providers are educated and supported to provide safe and appropriate care to the patient. The family is provided with resources for response to urgent needs (See Domain 1: Structure and Processes of Care, Guideline 1.3).



Clinical Implications



Physical comfort represents a core feature of compassionate care. Expert pain and symptom management sets the foundation of palliative care and promotes psychological, social, and spiritual quality of life. 














DOMAIN 3:  PSYCHOLOGICAL AND PSYCHIATRIC ASPECTS OF CARE

Guideline 3.1   The interdisciplinary team assesses and addresses psychological and psychiatric aspects of care based upon the best available evidence to maximize patient and family coping and quality of life.



Criteria:

· The IDT includes professionals with skills and training in the potential psychological and psychiatric impact of serious or life threatening illness, on both the patient and family including depression, anxiety, delirium, and cognitive impairment

· Based on patient and family goals of care, interventions include assessing psychological needs, treating psychiatric diagnoses, and promoting adjustment to the physical condition or illness. The IDT supports opportunities for emotional growth, psychological healing, cognitive reframing, completion of unfinished business from diagnosis of a serious and life threatening illness through the bereavement period.

· Regular, ongoing assessment of psychological reactions related to the illness (including but not limited to stress, coping strategies, and anticipatory grieving), and psychiatric conditions is documented.  Whenever possible and appropriate, a validated and context-specific assessment tool is used.

· Psychological assessment and treatment includes patient and family education about the disease or condition, symptoms, side effects, and treatments, as well as caregiving needs, decision making capacity, and coping strategies.

· The IDT effectively treats psychiatric diagnoses, such as depression, suicidal ideation, anxiety, delirium, whether a consequence of the illness or among patients with comorbid psychiatric illness accompanying their serious or life-threatening illness. 

· Family education includes the provision of safe and appropriate psychological measures supportive to the patient.

· The IDT skillfully communicates and documents discussions concerning treatment alternatives, promoting informed patient and family decision making.

· The palliative care team response to psychological distress and psychiatric syndromes is prompt, effective, and reflects patient/family choice. Interventions are based on IDT assessment and informed by evidence based practice and may include pharmacologic, nonpharmacologic, and complementary therapies.

· Regular reassessment of treatment efficacy, response to treatment, and patient-family preferences is performed and consistently documented. 

· Referrals to appropriate healthcare professionals with specialized skills in age-appropriate psychological and psychiatric treatment are available (e.g. psychiatrists, psychologists, and social workers). Identified psychiatric comorbidities present in family members are appropriately referred for treatment.

· The team performs a developmentally appropriate assessment and supports pediatric patients and children of family members of pediatric or adult patients.

· Patient and professional communication occurs using verbal, nonverbal, and/or symbolic means appropriate to the patient, with particular attention to patients with cognitive impairment and the developmental stage and cognitive capacity of children.

· Staff education includes recognition and treatment of common psychological and psychiatric syndromes (e.g. anxiety, depression, delirium, hopelessness, suicidal ideation, and substance withdrawal symptoms) as well as professional coping strategies to manage anticipatory grief and loss.

 

Guideline 3.2   A core component of the palliative care program is a grief and bereavement program available to patients and families, based on assessment of need. 



Criteria:

· The IDT includes professionals with patient population appropriate education and skill in the care of patients, families, and staff experiencing loss, grief, and bereavement.

· The identification and recognition of loss and grief in patients and families living with serious or life-threatening illness begins at diagnosis. Ongoing assessment and reassessment occurs throughout the illness trajectory. 

· Staff and volunteers, including those who provide bereavement services, receive ongoing education, supervision, support in coping with their own grief, and guidelines to effectively respond to patients’ and families’ grief.

· At time of admission to hospice or a palliative care program, an initial, developmentally appropriate, professional assessment is completed to identify patients and families at risk for complicated grief, bereavement, and comorbid complications, particularly among older adults. 

· Identified patients and families at risk for complicated grief and bereavement receive intensive psychosocial support, and prompt referral to appropriate professionals as needed. 

· Bereavement services and follow-up are available to the family for a minimum of 12 months, after the death of the patient.

· Culturally and linguistically appropriate information on loss, grief, and the availability of bereavement services is routinely communicated to the family before and after the death of the patient.  Such community services include support groups, counselors and collaborative partnerships with hospice (see Domain 6: Cultural Aspects of Care).

· The IDT provides grief support and promotes interventions which are in accordance with developmental, cultural, and spiritual needs and the expectations and preferences of the family, with attention to children who are family members of any patient.



Clinical Implications



Psychological and psychiatric assessment and services occur systematically using evidence-informed screening, assessment tools, and interventions. Education for the patient, family, and staff is an essential element of management. Grief and bereavement services are fundamental aspects of palliative care for support staff, patients, and family. Services are appropriate to patients’ and families’ needs, goals, ages, culture, and level of development to reflect a multidimensional intervention strategy. 
DOMAIN 4 SOCIAL ASPECTS OF CARE



Guideline 4.1    The interdisciplinary team assesses and addresses the social aspects of care to meet patient-family needs, promote patient-family goals, and maximize patient-family strengths and well-being.



Criteria:	

· The IDT facilitates and enhances:

· patient-family understanding of, and coping with, illness and grief; 

· support for patient-family decision making; 

· discussion of the patient’s and family’s goals for care; 

· provision of emotional and social support;

· communication within the family and between patient-family and the IDT. 

· The IDT includes a social worker with patient population specific skills in assessment and interventions in order to address social needs during a life-threatening or serious illness (see Domain 1: Structure and Process of Care, Guideline 1.5).

· Health professionals with expertise in the developmental needs and capacities of children assess and intervene in the care of pediatric patients and child family members of pediatric or adult patients.



Guideline 4.2    A comprehensive, person-centered interdisciplinary assessment (as described in Domain 1, Guideline 1.1) identifies the social strengths, needs, and goals of each patient and family. 



Criteria:

· The IDT assesses and documents the elements of a social assessment that includes: 

· Family structure and function: roles, communication and decision making patterns

· Strengths and vulnerabilities: resiliency; social and cultural support networks; effect of illness or injury on intimacy and sexual expression; prior experiences with illness, disability, and loss; risk of abuse, neglect, or exploitation

· Changes in family members’ schooling, employment or vocational roles, recreational activities, and economic security

· Geographic location, living arrangements, and perceived suitability of the living environment

· Patient’s and family’s perceptions about caregiving needs, availability, and capacity 

· Needs for adaptive equipment, home modifications, transportation

· Access to medications (prescription and over-the-counter) and nutritional products

· Need for and access to community resources, financial support, and respite

· Advance care planning and legal concerns (see Domain 8: Ethical and Legal Aspects of Care, Guideline 8.1)

· The social care plan reflects the patient’s and family’s culture, values, strengths, goals, and preferences, which may change over time.  

· The IDT implements interventions to maximize the social well-being and coping skills of both the patient and family, including education and family meetings.

· The IDT refers the patient and family to appropriate resources and services that both address the patient’s and family’s identified social needs and goals, and maximize patient-family strengths.



Clinical Implications



Each patient and family has a unique social structure. Understanding the social fabric of the patient and family promotes coping.  Interventions support the social structure including culture, values, strengths, goals, and preferences. The assessment of social aspects of care is the responsibility of the interdisciplinary team, which includes specialists in social aspects of care and pediatric populations.








DOMAIN 5 SPIRITUAL, RELIGIOUS, AND EXISTENTIAL ASPECTS OF CARE



Guideline 5.1   The interdisciplinary team assesses and addresses spiritual, religious, and existential dimensions of care. 



Criteria 

Spirituality is recognized as a fundamental aspect of compassionate, patient and family centered care that honors the dignity of all persons.

· Spirituality is defined as, “the aspect of humanity that refers to the way individuals seek and express meaning and purpose and the way they experience their connectedness to the moment, to self, to others, to nature, and/or to the significant or sacred.”1 It is the responsibility of all IDT members to recognize spiritual distress and attend to the patient’s and the family’s spiritual needs, within their scope of practice.2 

· The interdisciplinary palliative care team, in all settings, includes spiritual care professionals;  ideally a board certified professional chaplain, with skill and expertise to assess and address spiritual and existential issues frequently confronted by pediatric and adult patients with life-threatening or serious illnesses  and their families.

· Communication with the patient and family is respectful of their religious and spiritual beliefs, rituals, and practices.  Palliative care team members do not impose their individual spiritual, religious, existential beliefs or practices on patients, families, or colleagues.



Guideline 5.2   A spiritual assessment process, including a spiritual screening, history questions, and a full spiritual assessment as indicated, is performed. This assessment identifies religious or spiritual/existential background, preferences, and related beliefs, rituals, and practices of the patient and family; as well as symptoms, such as spiritual distress and/or pain, guilt, resentment, despair, and hopelessness.



Criteria

· The IDT regularly explores spiritual and existential concerns and documents these spiritual themes in order to communicate them to the team. This exploration includes, but is not limited to: life review, assessment of hopes, values, and fears, meaning, purpose, beliefs about afterlife, spiritual or religious practices, cultural norms, beliefs that influence understanding of illness, coping, guilt, forgiveness, and life completion tasks. Whenever possible, a standardized instrument is used. 

· The IDT periodically reevaluates the impact of spiritual/existential interventions and documents patient and family preferences. 

· The patient’s spiritual resources of strength are supported and documented in the patient record.

· Spiritual/existential care needs, goals, and concerns identified by patients, family members, the palliative care team, or spiritual care professionals are addressed according to established protocols and documented in the interdisciplinary care plan, and emphasized during transitions of care, and/or in discharge plans. Support is offered for issues of life closure, as well as other spiritual issues, in a manner consistent with the patient’s and the family’s cultural, spiritual, and religious values.

· Referral to an appropriate community-based professional with specialized knowledge or skills in spiritual and existential issues (e.g. to a pastoral counselor or spiritual director) is made when desired by the patient and/or family. Spiritual care professionals are recognized as specialists who provide spiritual counseling.



Guideline 5.3   The palliative care service facilitates religious, spiritual, and cultural rituals or practices as desired by patient and family, especially at and after the time of death. 



Criteria

· Professional and institutional use of religious/spiritual symbols and language are sensitive to cultural and religious diversity. 

· The patient and family are supported in their desires to display and use their own religious/spiritual and/or cultural symbols. 

· Chaplaincy and other palliative care professionals facilitate contact with spiritual/religious communities, groups or individuals, as desired by the patient and/or family. Palliative care programs create procedures to facilitate patients’ access to clergy, religious, spiritual and culturally-based leaders, and/or healers in their own religious, spiritual, or cultural traditions.  

· Palliative professionals acknowledge their own spirituality as part of their professional role. Opportunities are provided to engage staff in self-care and self-reflection of their beliefs and values as they work with seriously ill and dying patients. Core expectations of the team include respect of spirituality and beliefs of all colleagues and the creation of a healing environment in the workplace. 

· Non-chaplain palliative care providers obtain training in basic spiritual screening and spiritual care skills.

· The palliative care team ensures postdeath follow up after the patient’s death (e.g. phone calls, attendance at wake or funeral, or scheduled visit) to offer support, identify any additional needs that require community referral, and help the family during bereavement (see Domain 3: Psychological and Psychiatric Aspects of Care, Guideline 3.2).
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DOMAIN 6 CULTURAL ASPECTS OF CARE



Guideline 6.1   The palliative care program serves each patient, family, and community in a culturally and linguistically appropriate manner.



Criteria:

· Culture is multidimensional. “The word ‘culture’ implies the integrated pattern of human behavior that includes thoughts, communications, actions, customs, beliefs, values, and institutions of a racial, ethnic, religious, or social group.”3 p iv

· Culture is far reaching. “Cultural identification may include, but is not limited to, race, ethnicity, and national origin; migration background, degree of acculturation, and documentation status; socioeconomic class; age; gender, gender identity, and gender expression; sexual orientation; family status; spiritual, religious, and political belief or affiliation; physical, psychiatric, and cognitive ability; literacy, including health and financial literacy.”4 p 15-16

· During the assessment process, the IDT elicits and documents the cultural identifications, strengths, concerns, and needs of the patient and family, with recognition that cultural identity and expression vary within families and communities. 

· The plan of care addresses the patient’s and family’s cultural concerns and needs, recognizing and maximizing their cultural strengths (see Domain 1: Structure and Processes of Care, Guideline 1.2).

· All palliative care staff consistently convey respect for the patient’s and family’s cultural perceptions, preferences, and practices regarding illness, disability, treatment, help seeking, disclosure, decision making, grief, death, dying, and family composition.  

· Palliative care program staff communicate in a language and manner that the patient and family understand. 

· Personnel tailor their communication to the patient’s and family’s level of literacy, health literacy, financial literacy, and numeracy.

· When patients and families do not speak or understand English, or feel more comfortable communicating in a language other than English, the palliative care program makes all reasonable efforts to use professional interpreter services, accessed either in person and/or by phone. 

· When professional interpreter services are unavailable, other health care providers, preferably those trained in palliative care, may interpret for patients and families. Family members are not placed in the role of interpreter. However, in the absence of all other alternatives, family members may interpret in an emergency situation, if the patient and family agree to this arrangement.

· In addition to interpreter services, the palliative care program endeavors to provide written materials in each patient’s and family’s preferred language. When translated written materials are unavailable, the program utilizes professional interpreter services, as described above, to facilitate patient and family understanding of information provided by the program.

· Palliative care staff respect and accommodate dietary and ritual practices of patients and their families. 

· Palliative care staff members identify community resources that serve various cultural groups and refer patients and families to such services, as appropriate.



Guideline 6.2  The palliative care program strives to enhance its cultural and linguistic competence.



Criteria:

· “Cultural competence” refers to the process by which individuals and systems respond respectfully and effectively to people of all cultures and languages in a manner that recognizes, affirms, and values the worth of individuals, families, and communities.”5 p12-13 

· The palliative care program values diversity, demonstrated by creating and sustaining a work environment that affirms multiculturalism. The recruitment, hiring, retention, and promotion practices of the palliative care program reflect the cultural and linguistic diversity of the community it serves. 

· Palliative care staff members cultivate cultural self-awareness and recognize how their own cultural values, beliefs, biases, and practices inform their perceptions of patients, families, and colleagues.  Staff members strive to prevent value conflicts from undermining their interactions with patients, families, and colleagues.

· To reduce health disparities within and among the communities it serves, the palliative care program provides education to help staff members increase their cross-cultural knowledge and skills.

· The palliative care program regularly evaluates and, if needed, modifies its services, policies, and procedures to maximize its cultural and linguistic accessibility and responsiveness to a multicultural population. Input from patients, families, and community stakeholders is elicited and integrated into this process (see Domain 1: Structure and Processes of Care, Guideline 1.6).
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Clinical Implications



Culture is a source of resilience for patients and families and plays an important role in the provision of palliative care. It is the responsibility of all members of the palliative care program to strive for cultural and linguistic competence to ensure that appropriate and relevant services are provided to patients and families. 




DOMAIN 7 CARE OF THE PATIENT AT THE END OF LIFE



Guideline 7.1   The interdisciplinary team identifies, communicates, and manages the signs and symptoms of patients at the end of life to meet the physical, psychosocial, spiritual, social, and cultural needs of patients and families. 



Criteria:

· Care of the patient at the end of life is time and detail intensive, requiring expert clinical, social, and spiritual attention to the process as it evolves. Care of the patient is divided into three phases; predeath, perideath, and postdeath. 

· The IDT recognizes the need for high acuity and high intensity care during the dying process.

· The IDT routinely elicits and honestly addresses concerns, hopes, fears, and expectations about the dying process in a developmentally appropriate manner, with respect for the social and cultural context of the family (See Domain 6: Cultural Aspects of Care).

· The IDT routinely elicits and honestly addresses concerns, hopes, fears, and expectations about the dying process in a developmentally appropriate, socially and culturally respectful manner. (See Domain 6: Cultural Aspects of Care).

· In collaboration with the patient and family, the IDT provides care with respect for patient and family values, preferences, beliefs, culture, and religion. 

· The IDT acknowledges the patient’s needs at the end of life and educates the family and other care providers about what to expect in terms of the death. As death approaches, they communicate signs and symptoms of imminent death, in culturally and developmentally appropriate language, with attention to population specific issues and age appropriateness. 



Guideline 7.2  The interdisciplinary team assesses and, in collaboration with the patient and family, develops, documents, and implements a care plan to address preventative and immediate treatment of actual or potential symptoms, patient and family preferences for site of care, attendance of family and/or community members at the bedside, and desire for other treatments and procedures. 



Criteria:

· The IDT assesses the patient for symptoms and proactively prepares family and other caregivers on the recognition and management of potential symptoms and concerns. 

· With the patient and family, a plan is developed to meet their unique needs during the dying process as well as the needs of family immediately following the patient’s death. Reassessment and revision of the plan occurs in a timely basis. 

· Any inability to honor the patient’s and family’s expressed wishes for care immediately leading up to and following the patient’s death is documented and communicated in the medical record that is accessible to other health care providers. 

· For patients who have not accessed hospice services, care planning at this stage may include the introduction or reintroduction of a hospice referral, if such an option is congruent with the patient’s and family’s goals and preferences. 

· Before the patient’s death, sensitive communication occurs, as appropriate, about autopsy, organ and tissue donation, and anatomical gifts, adhering to institutional and regional policies.





Guideline 7.3   Respectful postdeath care is delivered in a respectful manner that honors the patient and family culture and religious practices. 



Criteria: 

· In post death, the focus of care includes respectful care of the body and support of the family. 

· The interdisciplinary team assesses and documents cultural and religious practices particular to the postdeath period, and delivers care honoring those practices, in accordance with both institutional practice, local laws, and state regulations (see Domain 5: Spiritual, Religious, and Existential Aspects of Care and Domain 6: Cultural Aspects of Care).



Guideline 7.4   An immediate bereavement plan is activated postdeath. 



Criteria:

· As described in Domain 3 Guideline 3.2, the IDT formulates and activates a postdeath bereavement plan based on a social, cultural, and spiritual grief assessment.

· A health care team member is assigned to support the family in the postdeath period and assist with religious practices, funeral arrangements, and burial planning.



Clinical Implications



It is essential that the interdisciplinary team attends to the patient’s and family’s values, preferences, beliefs, culture, and religion to promote a peaceful, dignified and respectful death.  




DOMAIN 8 ETHICAL AND LEGAL ASPECTS OF CARE



Guideline 8.1    The patient or surrogate’s goals, preferences, and choices are respected within the limits of applicable state and federal law, current accepted standards of medical care, and professional standards of practice. Person-centered goals, preferences, and choices form the basis for the plan of care. 



Criteria:

· The IDT includes professionals with knowledge and skill in ethical, legal, and regulatory aspects of medical decision-making. 

· To assist in understanding patient and family decision-making, the patient or surrogate’s expressed values, care preferences, religious beliefs, and cultural considerations are sensitively elicited, in collaboration with the family. Confirmation of these values, preferences, and considerations, with particular attention to change in health care status or transitions of care, is routinely reviewed and documented. 

· The IDT discusses achievable goals for care in the context of patient values and preferences and educates the patient and family about advance care planning documents to promote communication and understanding of the patient’s preferences for care across the care continuum. These documents may include but are not limited to, designation of a surrogate health care decision maker (except for minors), inpatient and out of hospital do-not-resuscitate orders, and advance directives or living wills.

· Palliative care team members assist in the completion of these documents.

· All expressed wishes, preferences, values, goals, plan of care, surrogate decision makers and advance care plans are routinely documented, including the completion of clinical orders such as inpatient resuscitation status, out of hospital do not resuscitate orders, and health care surrogate declaration documents for adult patients. These care plans are accurately communicated when patients transition from one care setting to another.

· Failure to honor the patient’s or surrogate’s preferences is documented and addressed by the team, and accessible to other health care providers

· To determine decision making capacity, the ability of the patient and family to secure and accept needed care and to cope with the illness and its consequences is assessed. The adult patient with decisional capacity determines the level of involvement of the family in decision making and communication about the care plan. Patients with disabilities are assumed to have decision making capacity unless determined otherwise. 

· In the care of pediatric patients with serious or life threatening illness, the child’s views and preferences for medical care, including assent for treatment (when developmentally appropriate), is documented and given appropriate weight in decision-making. When the child’s wishes differ from those of the adult decision maker, appropriate professional staff members are available to assist the child as well as the family. 

· The team advocates for the observance of previously expressed wishes of the patient or surrogate in clinical situations. For patients who are unable to communicate and have not previously expressed their values, preferences, or beliefs, the palliative care team members seek to determine the presence of advance directives, evidence of previously expressed wishes, values and preferences, and the designated surrogate decision makers. 

· Assistance and guidance is provided to surrogate decision makers about the legal and ethical basis for surrogate decision making, including honoring the patient’s known preferences, substituted judgment, and best-interest criteria. 

· Patients and families are routinely encouraged to seek professional advice on creating or updating legal and financial documents such as property wills, guardianship agreements and custody documents. 



Guideline 8.2   The palliative care program identifies, acknowledges, and addresses the complex ethical issues arising in the care of people with serious or life-threatening illness. 



Criteria:

· The palliative care team aims to prevent, identify and resolve ethical dilemmas common to the provision of palliative care such as withholding or withdrawing treatments, instituting Do Not Resuscitate (DNR) orders, and the use of sedation in palliative care. 

· All interdisciplinary team members have education in the fundamental ethical principles guiding the provision of palliative care.

· Ethical concerns commonly encountered in palliative care are identified, recognized, and addressed to prevent or resolve these concerns, using the ethical principles of beneficence, respect for individuals and self-determination, justice and nonmaleficence, with attention to avoidance of conflicts of interest.  

· Ethical clinical issues are documented and appropriate referrals are made to ethics consultants or a committee for case consultation and assistance in conflict resolution.

· Ethics committees are consulted in the appropriate manner to guide policy development, assist in clinical care, and provide staff education in common palliative care situations including, but not limited to: a patient’s right to decline treatments of any kind, use of high dose medications, withdrawal of technology (e.g. ventilators, dialysis, antibiotics), palliative sedation, futile care, and cessation of artificial and oral nutrition and hydration. 



Guideline 8.3    The provision of palliative care occurs in accordance with professional, state and federal laws, regulations and current accepted standards of care. 



Criteria:

· The palliative care program is knowledgeable about legal and regulatory aspects of palliative care. Access to legal and regulatory experts is imperative to provide care in accordance with legal and regulatory aspects of palliative care.

· Palliative care practice is modeled on and consistent with existing professional codes of ethics, scopes of practice, and standards of care for all relevant disciplines. 

· Palliative care providers are knowledgeable about federal and state statutes, regulations, and laws regarding: disclosure of medical records and health information; medical decision making; advance care planning and directives; the roles and responsibilities of surrogate decision-makers;  appropriate prescribing of controlled substances; death pronouncement and certification processes; autopsy requests, organ and anatomical donation; and health care documentation. 

· Adherence to legal and regulatory requirements is expected for disclosure, decision making capacity assessment, confidentiality, informed consent, as well as assent and permission for people not of legal age to consent. 

· The palliative care program establishes and implements policies outlining staff responsibility in regards to state and federal legal and regulatory requirements regarding patient and family care issues such as abuse, neglect, suicidal ideation, and potential harm to others.

· The palliative care staff recognizes the role of cultural variation in the application of professional obligations, including information on diagnosis, disclosure, decisional authority, care, acceptance of and decisions to forgo treatments (see Domain 6: Cultural Considerations). Attention is paid to the rights of children and adolescents in decision making. 

· Legal counsel is accessible to palliative care providers particularly in common palliative care situations including but not limited to: determination of decision-making capacity, use of high dose analgesic or anxiolytic medications, withdrawal of technology (e.g. ventilators, dialysis), palliative sedation, use of “futile” care, and cessation of artificial and oral nutrition and hydration.



Clinical Implications



Ethical and legal principles are inherent to the provision of palliative care to patients with serious or life threatening illness.  Interdisciplinary team members must have an understanding of the central ethical principles underlying healthcare delivery in the context of their own professional practice setting and discipline. Palliative care teams must have access to legal and ethics expertise to support palliative care practice. 
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Appendix 1 National Consensus Project for Quality Palliative Care Domains and National Quality Forum Preferred Practices



		



		DOMAIN 1.1. 
GENERAL STRUCTURE OF CARE



		PREFERRED PRACTICE 1

· Provide palliative and hospice care by an interdisciplinary team of skilled palliative care professionals, including, for example, physicians, nurses, social workers, pharmacists, spiritual care counselors, and others who collaborate with primary healthcare professional(s).



PREFERRED PRACTICE 2

· Provide access to palliative and hospice care that is responsive to the patient and family 24 hours a day, 7 days a week.





		DOMAIN 1.1.
GENERAL STRUCTURE OF CARE 



		PREFERRED PRACTICE 3

· Provide continuing education to all healthcare professionals on the domains of palliative care and hospice care.



PREFERRED PRACTICE 4

· Provide adequate training and clinical support to assure that professional staff are confident in their ability to provide palliative care for patients.





		DOMAIN 1.1.
GENERAL STRUCTURE OF CARE

		PREFERRED PRACTICE 5

· Hospice care and specialized palliative care professionals should be appropriately trained, credentialed, and/or certified in their area of expertise.





		DOMAIN 1.2.
GENERAL PROCESSES OF CARE



		PREFERRED PRACTICE 6

· Formulate, utilize and regularly review a timely care plan based on a comprehensive interdisciplinary assessment of the values, preferences, goals and needs of the patient and family and, to the extent that existing privacy laws permit, ensure that the plan is broadly disseminated, both internally and externally, to all professionals involved in the patient’s care.



PREFERRED PRACTICE 7

· Ensure that on transfer between healthcare settings, there is timely and thorough communication of the patient’s goals, preferences, values and clinical information so that continuity of care and seamless follow-up are assured.





		DOMAIN 1.2.

GENERAL PROCESSES OF CARE



		PREFERRED PRACTICE 8

· Healthcare professionals should present hospice as an option to all patients and families when death within a year would not be surprising, and reintroduce the hospice option as the patient declines.



PREFERRED PRACTICE 9 

· Patients and caregivers should be asked by palliative and hospice care programs to assess physicians’/healthcare professionals’ ability to discuss hospice as an option. 





		DOMAIN 1.2.
GENERAL PROCESSES OF CARE



		PREFERRED PRACTICE 10 

· Enable patients to make informed decisions about their care by educating them on the process of their disease, prognosis, and the benefits and burdens of potential interventions. 



PREFERRED PRACTICE 11

· Provide education and support to families and unlicensed caregivers based on the patient’s individualized care plan to assure safe and appropriate care for the patient.





		

DOMAIN 2.
PHYSICAL ASPECTS OF CARE



		

PREFERRED PRACTICE 12 

· Measure and document pain, dyspnea, constipation, and other symptoms using available standardized scales.



PREFERRED PRACTICE 13

· Assess and manage symptoms and side effects in a timely, safe, and effective manner to a level acceptable to the patient and family.





		DOMAIN 3.
PSYCHOLOGICAL AND 
PSYCHIATRIC ASPECTS OF CARE



		PREFERRED PRACTICE 14

· Measure and document anxiety, depression, delirium, behavioral disturbances, and other common psychological symptoms using available standardized scales.



PREFERRED PRACTICE 15

· Manage anxiety, depression, delirium, behavioral disturbances, and other common psychological symptoms in a timely, safe, and effective manner to a level acceptable to the patient and family



PREFERRED PRACTICE 16

· Assess and manage psychological reactions of patients and families to address emotional and functional impairment and loss, (including stress, anticipatory grief and coping), in a regular ongoing fashion.



PREFERRED PRACTICE 17

· Develop and offer a grief and bereavement care plan to provide services to patients and families prior to and for at least 13 months after the death of the patient.





		DOMAIN 4.
SOCIAL ASPECTS OF CARE



		PREFERRED PRACTICE 18

· Conduct regular patient and family care conferences with physicians and other appropriate members of the interdisciplinary team to provide information, discuss goals of care, disease prognosis, and advanced care planning, and offer support.



PREFERRED PRACTICE 19

· Develop and implement a comprehensive social care plan which addresses the social, practical and legal needs of the patient and caregivers, including but not limited to: relationships, communication, existing social and cultural networks, decisionmaking, work and school settings, finances, sexuality/intimacy, caregiver availability/stress, and access to medicines and equipment. 





		DOMAIN 5.
SPIRITUAL, RELIGIOUS, AND 
EXISTENTIAL ASPECTS OF CARE

		PREFERRED PRACTICE 20

· Develop and document a plan based on assessment of religious, spiritual, and existential concerns using a structured instrument and integrate the information obtained from the assessment into the palliative care plan.



PREFERRED PRACTICE 21

· Provide information about the availability of spiritual care services and make spiritual care available either through organizational spiritual counseling or through the patient’s own clergy relationships.



PREFERRED PRACTICE 22

· Specialized palliative and hospice care teams should include spiritual care professionals appropriately trained and certified in palliative care.



PREFERRED PRACTICE 23

· Specialized palliative and hospice spiritual care professionals should build partnerships with community clergy, and provide education and counseling related to end-of-life care.



		DOMAIN 6.
CULTURAL ASPECTS OF CARE



		PREFERRED PRACTICE 24

· Incorporate cultural assessment as a component of comprehensive palliative and hospice care assessment, including, but not limited to: locus of decisionmaking, preferences regarding disclosure of information, truth telling and decisionmaking, dietary preferences, language, family communication, desire for support measures such as palliative therapies and complementary and alternative medicine, perspectives on death, suffering and grieving, and funeral/burial rituals.



PREFERRED PRACTICE 25

· Provide professional interpreter services and culturally sensitive materials in the patient’s and family’s preferred language.





		DOMAIN 7.
CARE OF PATIENT AT END OF LIFE



		PREFERRED PRACTICE 26

· Recognize and document the transition to the active dying phase and communicate to the patient, family, and staff the expectation of imminent death.



PREFERRED PRACTICE 27 

· The family is educated on a timely basis regarding signs and symptoms of imminent death in a developmentally, age-, and culturally appropriate manner.



PREFERRED PRACTICE 28

· As part of the ongoing care planning process, routinely ascertain and document patient and family wishes about the care setting for site of death, and fulfill patient and family preferences when possible.



PREFERRED PRACTICE 29

· Provide adequate dosage of analgesics and sedatives as appropriate to achieve patient comfort during the active dying phase and address concerns and fears about using narcotics and of analgesics hastening death.



PREFERRED PRACTICE 30

· Treat the body post-death with respect according to the cultural and religious practices of the family and in accordance with local law.



PREFERRED PRACTICE 31

· Facilitate effective grieving by implementing in a timely manner a bereavement care plan after the patient’s death when the family remains the focus of care.





		DOMAIN 8.
ETHICAL AND LEGAL ASPECTS OF CARE



		PREFERRED PRACTICE 32

· Document the designated surrogate/decisionmaker in accordance with state law for every patient in primary, acute, and long-term care and in palliative and hospice care.



PREFERRED PRACTICE 33

· Document the patient/surrogate preferences for goals of care, treatment options, and setting of care at first assessment and at frequent intervals as conditions change.



PREFERRED PRACTICE 34

· Convert the patient treatment goals into medical orders and ensure that the information is transferable and applicable across care settings, including long-term care, emergency medical services, and hospitals, such as the Physician Orders for Life-Sustaining Treatments (POLST) Program.



PREFERRED PRACTICE 35

· Make advance directives and surrogacy designations available across care settings, while protecting patient privacy and adherence to Health Insurance Portability and Accountability Act (HIPAA) regulations, e.g., by Internet-based registries or electronic personal health records.



PREFERRED PRACTICE 36 

· Develop healthcare and community collaborations to promote advance care planning and completion of advance directives for all individuals, e.g., Respecting Choices, Community Conversations on Compassionate Care.



PREFERRED PRACTICE 37

· Establish or have access to ethics committees or ethics consultation across care settings to address ethical conflicts at the end of life.



PREFERRED PRACTICE 38

· For minors with decisionmaking capacity, document the child’s views and preferences for medical care, including assent for treatment, and give appropriate weight in decisionmaking. Make appropriate professional staff members available to both the child and the adult decisionmaker for consultation and intervention when the child’s wishes differ from those of the adult decisionmaker.
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MEDICARE RESPIRATORY THERAPIST (RT) ACCESS ACT — BETTER ACCESS, BETTER CARE, LOWER COSTS

Background

Pulmonary medicine has evolved over the years since the Medicare law was enacted. With a shift to reward
hospitals and physicians for quality care rather than volume of services, the time has come for Medicare to
recognize the value respiratory therapists bring to treating beneficiaries with chronic lung diseases.

As health care costs continue to soar for these patients and physician shortages become a major concern, the
status quo is not an option. This is even more evident with the Centers for Disease Control and Prevention (CDC)
now listing chronic lower respiratory diseases as the 3 leading cause of death in the country.

Improving Health Outcomes through Better Access to Respiratory Therapists

Today’s Medicare goals center on quality care, better value, lower costs, and reducing excess hospital readmissions.
For those with chronic lung disease, a key to achieving these goals is to reduce or eliminate exacerbations which can
lead to costly emergency room visits and/or hospital admissions or readmissions.

The Medicare RT Access Act is designed to address these issues and achieve key Medicare priorities.

e It willamend Medicare Part B to provide coverage of pulmonary self-management education and training
services furnished by a qualified respiratory therapist in the physician practice setting; the physician will bill
Medicare.

e |t will provide Medicare beneficiaries suffering from chronic obstructive pulmonary disease (COPD), asthma,
pulmonary hypertension, pulmonary fibrosis, and cystic fibrosis greater access to the care they need from RTs.

e It will provide the tools pulmonary patients need to self-manage their disease and improve their outcomes.

Respiratory Therapists are Experts in the Field of Pulmonary Medicine

Respiratory therapists are the only allied health professionals with comprehensive education in all aspects of
pulmonary medicine, including management of patients with chronic lung disease.

It is important to recognize the expertise RTs can bring to pulmonary patients in a physician practice by helping
to educate them on how to recognize and reduce symptoms and triggers of their disease and to ensure their

proper training and adherence with inhaled medications. The Medicare RT Access Act will achieve these goals.

Respiratory Therapists are Currently Excluded from Recognition by Medicare

A number of non-physician practitioners such as physician assistants, nurse practitioners, clinical nurse
specialists and clinical social workers are specifically recognized in Medicare law.
e The Medicare RT Access Act will give qualified RTs similar recognition.
e The RT must hold at a minimum a bachelor’s degree or other advanced degree in a health science field and be
credentialed as a “registered” respiratory therapist (RRT).
e The qualification standards are similar to other qualified health professionals recognized by Medicare.
e Employment of RTs who do not meet these qualifications will not be impacted by this initiative.

Better Data Can Lead to Future Cost Savings

Enactment of the Medicare RT Access Act will also enable Medicare to collect data that can be used to validate the
value of pulmonary self-management education and training services provided by RTs. Long-term savings can be
achieved across the entire continuum of care. Beneficiaries, working with respiratory therapists, will have the tools
they need to practice wellness and prevention strategies, slow progression of their disease and reduce hospital costs.
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