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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
AARC Executive and Finance Committee Meetings – April 23, 2015 

Board of Directors Meeting – April 24-25, 2015 
 
Thursday, April 23 
3:30-5:00pm Executive Committee Meeting (Committee Members only) Su Vino Room 
6:00-7:00pm AARC Finance Committee Meeting (BOD and HOD members are 

encouraged to attend) Preston Trail Ballroom 
 
Friday, April 24 
7:30am Board Orientation (Mandatory for all new Board members, House Officers, and 
 Executive Committee) 
 
8:00am-5:00pm Board of Directors Meeting – Preston Trail Ballroom 

 
8:00am Call to Order 

Announcements/Introductions 
Approval of Minutes pg. 10 
E-motion Acceptance pg. 37 

 
General Reports pg. 38 

President pg.39 (R) 
Past President pg. 44 
Executive Director Report pg. 45 (R) 

 
8:45am Bill Sims - Salmon, Sims, & Thomas - Auditor’s Report 

 
9:15am Lawrence M. Wolfish - Wolfish & Newman, P.C. 
   Board Member Fiduciary Responsibility & Conflict of Interest 
 
9:30am  John Barrett and Nancy Bello – Merrill Lynch –Investment Report 

 
10:00am CoARC report presented by Tom Smalling and Kathy Rye pg. 80(A) 

   
  NBRC report pg. 81 

    
 

12:00pm LUNCH BREAK (Daedalus Board Meeting) 
 
1:30pm RECONVENE 

 
1:30pm  General Reports con’t. 

House of Delegates pg. 85 
Board of Medical Advisors pg. 88 
President’s Council pg. 93 
 

Standing Committee Reports pg. 98 
Audit Subcommittee pg. 99 (R) 
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Bylaws Committee pg. 100 (R) (A) 
Elections Committee pg. 104 
Executive Committee pg. 105 
Finance Committee pg. 106 
Judicial Committee pg. 107 
Program Committee pg. 108 
Strategic Planning Committee pg. 110 

 
Specialty Section Reports pg. 111 

Adult Acute Care pg. 112 (R) 
Continuing Care-Rehabilitation pg.114 
Diagnostics pg. 115 
Education pg. 118 
Home Care pg. 120  
Long Term Care pg. 121 
Management pg. 122 
Neonatal-Pediatrics pg. 124 
Sleep pg. 125 
Surface to Air Transport pg. 126 
 

3:00pm BREAK 
 
3:15pm Special Committee Reports pg. 127 

Benchmarking Committee pg. 128 
Billing Code Committee pg. 129 
Federal Govt Affairs pg. 130 
Fellowship Committee pg. 131 
International Committee pg. 132 
Membership Committee pg. 134  
Position Statement Committee pg. 137 (R) 
State Govt Affairs pg. 144 
Virtual Museum Committee pg. 145 

 
4:15pm Nominations for Life & Honorary Membership 
  (see pg. 97 for criteria) 

 
    Nominations for Legends of Respiratory Care 
    (see pg. 212 for criteria) 
    
5:00pm RECESS 
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Saturday April 25 

8:00 am-5:00 pm Board of Directors Meeting – Preston Trail Ballroom 

8:00am Call to Order 
 

Special Representatives pg. 146 
AMA CPT Health Care Professional Advisory Committee pg. 147 
American Association of Cardiovascular & Pulmonary Rehab pg. 150 
American Heart Association pg. 151 (R) 
American Society for Testing and Materials (ASTM) pg. 152 
Chartered Affiliate Consultant pg. 153 
Comm. on Accreditation of Medical Transport Systems pg. 154 
Extracorporeal Life Support Organization (ELSO) pg. 155 
International Council for Respiratory Care (ICRC) pg. 156 (A) 
The Joint Commission (TJC) pg. 158 
National Asthma Education & Prevention Program pg. 161 
Neonatal Resuscitation Program pg. 162 

 
9:30am BREAK 

 
9:45am Roundtable Reports pg. 163 

 
10:00am Ad Hoc Committee Reports pg. 165 

Ad Hoc Committee on Cultural Diversity in Patient Care pg. 166 (R) 
Ad Hoc Committee on RTs and Disease Management pg. 168 
Ad Hoc Committee on Revisions to AARC Bylaws pg. 169 
Ad Hoc Committee on Advanced RT Practices, Credentialing, and 
Education pg. 173 

 

   General Reports con’t. 
Government & Regulatory Affairs pg. 174 

 
 
12:00 pm LUNCH BREAK 

 
1:30 pm RECONVENE 

 
1:30 pm ARCF Report pg. 186 

 
2:00 pm UNFINISHED BUSINESS pg. 189 
 2015 & Beyond recommendations (A) 

 
NEW BUSINESS pg. 190 
Policy Review 
 
• FM.020 – Fiscal Management – Guidelines for the Funding of State 

Legislative Activities pg. 191 
 

• MP.002- Membership – Membership Challenge Policy pg. 195 
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3:00 pm ARCF Achievement Award Nominations pg. 197 
Bird pg. 198 
Hudson pg. 201 
Petty/Invacare pg. 206 
Mike West pg. 209 

 
 
 
 

ANNOUNCEMENTS 

TREASURER’S MOTION 

ADJOURNMENT 

 
(R) = Recommendation 
(A) = Attachment
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Recommendations 

(As of April 13, 2015) 
AARC Board of Directors Meeting 

April 24-25, 2015 • Grapevine, TX 

President 
Recommendation 15-1-4.1 “That the AARC Board of Directors approves the creation of the Joint 
Taskforce on a White Paper Regarding – Safe Initiation and Management of Mechanical 
Ventilation.” 

Recommendation 15-1-4.2 “That the AARC Board of Directors approves the objectives and 
membership of the Ad Hoc Committee on Advanced RT Practices, Credentialing and Education.” 

Recommendation 15-1-4.3 “That the AARC Board of Directors approves the membership 
additions to the American Respiratory Care Foundation: Anthony L. DeWitt, Mark A. Valentine, 
Christianna Vance, and Tonya Armer Winders.” 
 
Recommendation 15-1-4.4 “That the AARC Board of Directors ratifies the appointment of Peter 
Allen, BSRC, RRT-NPS-SDS, RPSGT, RST as the interim chair of the Sleep Section.” 
 
 
Executive Office 
Recommendation 15-1-1.1 “That the Board of Directors authorize up to $379,660 for Technology 
Refresh 2015, which will provide an updated system capable of providing the support necessary to 
manage the needs of the association for the next five years.” 
 

Audit Subcommittee 
Recommendation 15-1-13.1 “That, as per policies FM.002 and FM.018 and having served the 
AARC for several years in good standing with complete, accurate, and acceptable results, continue 
to retain the services of Salmon Sims Thomas & Associates, LLC for independent auditing 
services.” 

Recommendation 15-1-13.2 “That the Board of Directors accept the auditor’s report as presented.” 
 

Bylaws Committee 
Recommendation 15-1-9.1 “That the AARC Board of Directors accept and approve the Indiana 
Society for Respiratory Care Bylaws.” 
 
Recommendation 15-1-9.2 “That the AARC Board of Directors accept and approve the 
Pennsylvania Society for Respiratory Care Bylaws.” 

Recommendation 15-1-9.3 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 
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 Article II, Section 1. 
 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.” 

Recommendation 15-1-9.4 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 
 
 Article III, Section 7(a). 

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.  A seat on the Board of Directors, up to a 
maximum of six seats, were granted to those Specialty Sections consisting of at least with a 
minimum of 1000 active members as defined in the policies and procedures of the 
Association to be considered for a seat on the Board.” 

 
Recommendation 15-1-9.5 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 
 
 Article IV, Section 1(b). 
 b. Officers of the Association shall not concurrently be members of the national 
 respiratory care credentialing or accreditation bodies or chartered affiliate staff or voting 
 members of their Board of Directors.” 
 
Recommendation 15-1-9.6 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 
 
 Article IV, Section 4(c and d). 
 c. Vice President for Internal Affairs - The Vice President for Internal Affairs shall serve  as 
 a liaison to the Chartered Affiliates, Specialty Sections, and 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 the sponsors of the Association and to other organizations and 
 associations with which the Association has a relationship 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.” 
 
Recommendation 15-1-9.7 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 
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a. The executive government of the Association shall be vested in a board of at least no more 
than seventeen eighteen (17 18) Active Members consisting of at least five (5) Officers, at 
least six and twelve (6 12) Directors-at-Large, and/or a Section Chairs serving as a Director 
from each Specialty Sections of at least with a minimum of 1000 active members of the 
Association to be that were considered for a seat on the Board of Directors as defined in the 
policies and procedures of the Association.  So as 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 Sections Chairs serving as 
Directors is less than six (6), the number of at-Large Directors shall be increased to assure a 
minimum of 
 

b.  seventeen twelve (17 12) members Directors on of the Board of Directors.  The Immediate 
Past Speaker of the House of Delegates, the Chair of the President’s 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 or chartered 
 affiliate staff and/or voting members of their Board of Directors.” 
 
Recommendation 15-1-9.8 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 

 Article VIII, Section 3 (b) 
 b. The Board of Directors of the Association and all its committees and specialty sections 
 may consult with the Board of Medical Advisors in regard to medical issues.  The Board  of 
 Medical Advisors must approve all matters regarding medical policy. The Board of 
 Medical Advisors shall assist the appropriate committees and specialty sections regarding 
 medical and educational issues.” 
 
Recommendation 15-1-9.9 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 

 Article VIII, Section 4 
 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.” 
 
Recommendation 15-1-9.10 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 

 Article XI, Section 4 
 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 meetings.” 
 
Recommendation 15-1-9.11 “That the AARC Board of Directors and the House of Delegates 
approve the following amendment to the AARC Bylaws and re-index accordingly: 
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 Article XII, Section 2 (b) items 1&2 
1. The committee shall be composed of five (5) Active Members; three (3) elected by the 

House of Delegates and two one (1) elected by the Board of Directors and the seated Past 
President.  The Chair shall be selected by the House of Delegates. 
 

2. The term of office for each member except the seated 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.” 
 

Adult Acute Care 
Recommendation 15-1-50.1 “That the Board explore methods to support respiratory care 
practitioner formed research groups, such as CARTER (Consortium to Advance Respiratory 
Therapy through Excellence in Research).” 
 

Position Statement Committee 
Recommendation 15-1-26.1 “Approve and publish the revised Position Statement ‘Ethics and 
Professional Conduct’.” 

Recommendation 15-1-26.2 “Approve and publish the Position Statement ‘Licensure of 
Respiratory Care Personnel’ with no revisions.” 

Recommendation 15-1-26.3 “Approve and publish the Position Statement ‘AARC Statement of 
Continuing Education’ with no revisions.” 

Recommendation 15-1-26.4 “Be it resolved the AARC develop and publish a new Position 
Statement regarding respiratory therapists inserting and maintaining arterial lines.” 

Recommendation 15-1-26.5 “Be it resolved the AARC develop and publish a new Position 
Statement regarding respiratory therapists inserting and maintaining vascular lines.” 
 

American Heart Association 
Recommendation 15-1-64.1 “That Keith Lamb replace Brian Walsh as AARC Liaison to the 
AHA.” 
 

Ad Hoc Committee on Cultural Diversity in Patient Care 
Recommendation 15-1-29.1 “That the AARC continue with the program of Developing and 
Mentoring AARC members with the purpose of increasing the Diversity of the BOD and HOD.” 
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Past Minutes 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Board of Directors Meeting 

December 7, 2014 • Las Vegas, NV 
 

Minutes 
 

Attendance        
George Gaebler, MSEd, RRT, FAARC, President 
Frank Salvatore, MBA, RRT, FAARC, President-elect 
Karen Stewart, MSc, RRT, FAARC, Past-President  
Colleen Schabacker, BA, RRT, FAARC, VP External Affairs 
Brian Walsh, MBA, RRT-NPS, RPFT, FAARC, VP Internal Affairs    
Linda Van Scoder, EdD, RRT, FAARC, Secretary/Treasurer 
Bill Cohagen, BA, RRT, RCP, FAARC   
Lynda Goodfellow, EdD, RRT, FAARC 
Bill Lamb, BS, RRT, CPFT, FAARC 
Natalie Napolitano, MPH, RRT-NPS, FAARC 
Karen Schell, DHSc, RRT-NPS, RPFT, RPSGT, AE-C, CTTS 
Kim Wiles, BS, RRT, CPFT     
Keith Lamb, RRT 
Doug McIntyre, MS, RRT, FAARC 
Sheri Tooley, BSRT, RRT-NPS, CPFT, AE-C, FAARC     
Cynthia White, MSc, RRT-NPS, FAARC 
Gary Wickman, BA, RRT, FAARC 
 
Consultants 
Mike Runge, BS, RRT, FAARC Parliamentarian 
Dianne Lewis, MS, RRT, FAARC, President’s Council President 
Peter Papadakos, MD, BOMA Chair 
John Steinmetz, MBA, RRT, Past Speaker 
Ellen Becker, PhD, RRT-NPS, FAARC (sitting in for Joe Sorbello) 
 
Excused 
Joe Sorbello, MSEd, RRT 
 
Staff 
Tom Kallstrom, MBA, RRT, FAARC, Executive Director/CEO 
Doug Laher, MBA, RRT, FAARC, Associate Executive Director 
Tim Myers, MBA, RRT-NPS, FAARC, Associate Executive Director 
Steve Nelson, MS, RRT, FAARC, Associate Executive Director 
Shawna Strickland, PhD, RRT-NPS, AE-C, FAARC, Associate Executive Director 
Cheryl West, MHA, Director of Government Affairs  
Anne Marie Hummel, Regulatory Affairs Director 
Kris Kuykendall, Executive Administrative Assistant 
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CALL TO ORDER 
President George Gaebler called the meeting of the AARC Board of Directors to order at 
8:11am PST, Sunday, December 7, 2014.  Secretary/Treasurer Linda Van Scoder called the 
roll and declared a quorum. 
 
DISCLOSURE 
President George Gaebler reminded members of the importance of disclosure and potential 
for conflict of interest.   
 
WELCOME AND INTRODUCTIONS 
Members introduced themselves and stated their disclosures as follows: 
 

Lynda Goodfellow – NACEB Board member CoBGRTE Consortium member 
Ellen Becker – CoBGRTE member, Board member for Association for Asthma  

   Educators, Board member for Chicago Asthma 
Bill Lamb – Ohio Medical, Advisory Committees Univ of Missouri, St. Louis  

   Community College 
Gary Wickman - CoBGRTE 
Sheri Tooley – Chair Advisory Committee Genesee Community College 
Kim Wiles – Member of Advisory Board for IUP West School of Respiratory Care 
Cyndi White – Vapotherm Advisory Board, Aerogen key opinion leader, speaker  

   for Aerogen and Philips 
Brian Walsh – Aerogen, Draeger, Maquet, NIH, Vapotherm 
Natalie Napolitano – Aerogen, Nihon-Kohden, Draeger 
Keith Lamb – Masimo, GE, Sunovian 
Karen Schell – Member of FDA Pulmonary Advisory Committee 
Linda Van Scoder – Member of Indiana Society for Respiratory Care, CoBGRTE 

  
APPROVAL OF MINUTES 
Colleen Schabacker moved “To approve the minutes of the July 18, 2014 meeting of the 
AARC Board of Directors.” 
Motion carried 
 
Lynda Goodfellow moved “To approve the minutes of the July 19, 2014 meeting of the 
AARC Board of Directors.” 
Motion carried 

 
 

E-MOTION ACCEPTANCE 
Brian Walsh moved to ratify the E-motions. 
Motion carried 
 
 
STANDING COMMITTEES REPORTS 
Bylaws Committee 
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Brian Walsh moved to accept Recommendation 14-3-9.1 “That the AARC Board of 
Directors find that the Florida Society for Respiratory Care Bylaws are not in conflict with 
the AARC Bylaws.” 
 
Karen Stewart moved to table for further clarification. 
Motion to table carried 
 
Brian Walsh moved to accept Recommendation 14-3-9.2 “That the AARC Board of 
Directors find that the Arkansas Society for Respiratory Care Bylaws are not in conflict 
with the AARC Bylaws.”   
Motion carried 
 
Program Committee 
Brian Walsh moved to accept Recommendation 14-3-15.1 “That the city of Indianapolis be 
selected as the host city for AARC Congress 2017.” 
Motion carried 
Linda Van Scoder abstained. 
 
 
SPECIALTY SECTION REPORTS 
Education Section  
Brian Walsh moved to accept Recommendation 14-3-53.1 “That Edwin Coombs, MA, 
RRT-NPS, ACCS, Director of Marketing, Respiratory Care Systems of North America, 
Drager Medical and Drager Medical be formally recognized and thanked by the Board of 
Directors for their proposed give away of 5 refurbished Drager Evita XL mechanical 
ventilators to 5 RT education programs.” 
 
Brian Walsh moved to accept for information only. 
Motion carried 
 
Brian Walsh moved to accept Recommendation 14-3-53.2 “That the President-Elect charge 
the Education Section and Education Section Chair-Elect with developing more 
programming directed at hospital educators and all therapists whose position requires some 
type of educational process.” 
 
Colleen Schabacker moved to refer to President-elect. 
Motion carried 
 
Sleep Section 
Brian Walsh moved to accept Recommendation 14-3-58.1 “That the AARC Board of 
Directors approve to begin a marketing campaign to solicit more Section members by 
offering the section membership at half the regular price for new members.” 
 
Frank Salvatore moved to refer to Executive Office to review financial feasibility and to 
review for all sections and report back by Summer Forum 2015. 
Motion carried 
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Brian Walsh moved to accept the Specialty Section reports as presented. 
Motion carried 
 
 
RECESS  
George Gaebler recessed the meeting of the AARC Board of Directors at 9:03am PST 
Sunday, December 7, 2014. 
 
RECONVENE 
George Gaebler reconvened the meeting of the AARC Board of Directors at 9:18am PST 
Sunday, December 7, 2014. 
 
 
SPECIAL COMMITTEE REPORTS 
Fellowship Committee 
Brian Walsh moved to accept Recommendation 14-3-20.1 “That the revised 
Policy/Procedure (CT.009) governing the activities/processes of the FAARC Selection 
Committee be approved.” 
Motion carried 
(See Attachment “A” for revised policy) 
 
Position Statement Committee 
Brian Walsh moved to accept Recommendation 14-3-26.1 “Approve and publish the 
revised Position Statement ‘Ethics and Professional Conduct’.” 
Motion carried 
 
Brian Walsh moved to accept Recommendation 14-3-26.2 “Approve and publish the 
revised Position Statement ‘Electronic Cigarette’ and place links to additional educational 
resources on the AARC website.” 
Motion carried 
(See Attachment “B” for revised position statements) 
 
 
Brian Walsh moved to accept the Special Committee reports as presented. 
Motion carried 
 
 
SPECIAL REPRESENTATIVES REPORTS 
American Heart Association 
Colleen Schabacker moved to accept Recommendation 14-3-64.1 “That the AARC support 
the use of the attached reporting tool by the AHA liaison as requested by the AHA.” 
Motion carried 
 
Colleen Schabacker moved to accept Recommendation 14-3-64.2 “That the AARC 
provides a communication blitz, offers a webcast and reserves a block of time at the 2015 
Congress in support of the AHA and their new 2015 guidelines.” 
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Linda Van Scoder moved to refer to Program Committee.   
Motion carried 
 
Commission on Accreditation of Medical Transport Systems (CAMTS) 
Colleen Schabacker moved to accept Recommendation 14-3-66.1 “To increase the 
CAMTS budget to $2,500 for 2016.” 
 
Linda Van Scoder moved to refer to President-elect to review for 2016 budget. 
Motion carried 
 
National Sleep Awareness Roundtable 
Colleen Schabacker moved to accept Recommendation 14-3-75.1 “That the Board end the 
special representative appointment to the National Sleep Awareness Roundtable, effective 
2015.” 
Motion carried 
 
 
Colleen Schabacker moved to accept the Special Representatives reports as presented. 
Motion carried 
 
 
ROUNDTABLE REPORTS 
Asthma Disease Management Roundtable 
Brian Walsh moved to accept Recommendation 14-3-42.1 “Create a Disease Management 
Roundtable that would combine all disease specific roundtables together.” 
 
Linda Van Scoder moved to refer to President-elect to investigate roundtable structure. 
Motion carried 
 
Disaster Response Roundtable 
Brian Walsh moved to accept Recommendation 14-3-39.1 “That the Disaster Response 
Roundtable continue as a separate entity within the committee structure of AARC.” 
 
Linda Van Scoder moved to refer to President-elect to investigate roundtable structure. 
Motion carried 
 
FM 14-3-43.1 Brian Walsh moved to dissolve the Hyperbaric Roundtable. 
Motion carried 
 
Neurorespiratory Roundtable 
Brian Walsh moved to accept Recommendation 14-3-40.1 “Do not dissolve the 
Neurorespiratory Roundtable or combine with another existing group.  Allow it to continue 
it as its own entity.” 
 
Linda Van Scoder moved to refer to President-elect to investigate roundtable structure. 
Motion carried 
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Simulation Roundtable 
Brian Walsh moved to accept Recommendation 14-3-38.1 “Continue the Simulation 
Roundtable as a community for Respiratory Care Professionals at various levels of 
simulation integration in their teaching, assessment, research and patient safety initiatives.” 
 
Linda Van Scoder moved to refer to President-elect to investigate roundtable structure. 
Motion carried 
 
 
Colleen Schabacker moved to accept the Roundtable reports as presented. 
Motion Carried 
 
 
RECESS  
George Gaebler recessed the meeting of the AARC Board of Directors at 10:32am PST 
Sunday, December 7, 2014. 
 
RECONVENE 
George Gaebler reconvened the meeting of the AARC Board of Directors at 10:51am PST 
Sunday, December 7, 2014. 
 
 
LEGISLATIVE REPORTS 
Cheryl West and Anne Marie Hummel provided a detailed explanation on the 2015 AARC 
legislative initiative which will be directed at gaining Congressional co-sponsors for the 
Medicare Telehealth Parity Act. The bill specifically includes RTs and RT services as well 
as telehealth coverage for COPD patients. An update on the CDC nebulizer cleaning rules 
was also provided. 
 
EXECUTIVE SESSION 
Colleen Schabacker moved to go into Executive Session at 11:25am PST, Sunday, 
December 7, 2014. 
Motion carried 
 
Executive Session ended at 12:10pm PST, Sunday, December 7, 2014. 
 
 
RECESS  
George Gaebler recessed the meeting of the AARC Board of Directors at 12:15pm PST 
Sunday, December 7, 2014. 
 
 
JOINT SESSION 
Joint Session was called to order at 1:35pm PST on Sunday, December 7, 2014.  
Secretary/Treasurer, Linda Van Scoder, called roll and declared a quorum. 
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Jakki Grimball presented the 2014 election results: 
  
 Vice President for Internal Affairs: Lynda Goodfellow, EdD, RRT, AE-C 
 
 Vice President for External Affairs: Cynthia White, MSc, RRT-NPS, AE-C, FAARC 
 
 Secretary/Treasurer:   Karen Schell, DHSc, RRT-NPS, RRT-SDS,  
      RPFT, RPSGT, AE-C, CTTS 
 
 Directors-at-Large:   Timothy Op’t Holt, EdD, RRT, AE-C 
      Lisa Trujillo, DHSc, RRT 
 
        
 
Cheryl West and Anne Marie Hummel gave highlights of the written State and Federal 
Government Regulatory Affairs report and provided updates on HR 2619. 
 
Gary Wickman, co-Chair of the Membership Committee, gave an update on the 
membership campaign. 
 
Sherry Milligan showed a preview of the new AARC website that will be live by the end of 
2014. 
 
EXECUTIVE SESSION 
Linda Van Scoder moved to go into Executive Session at 3:02pm PST.  
Motion carried 
 
Bill Cohagen moved to come out of Executive Session ended at 3:18pm PST. 
Motion carried 
 
President Gaebler adjourned the Joint Session at 3:23pm PST. 
 
 
RECONVENE 
George Gaebler reconvened the meeting of the AARC Board of Directors at 3:43pm PST 
Sunday, December 7, 2014. 
 
 
Sheri Tooley moved to approve the 2015 budget. 
Motion carried 
 
 
 
 
BYLAWS COMMITTEE 
Bill Cohagen moved to untable Recommendation 14-3-9.1 “That the AARC Board of 
Directors find that the Florida Society for Respiratory Care Bylaws are not in conflict with 
the AARC Bylaws.” 
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Motion carried 
Brian Walsh moved to accept Recommendation 14-3-9.1 “That the AARC Board of 
Directors find that the Florida Society for Respiratory Care Bylaws are not in conflict with 
the AARC Bylaws.” 
Motion carried 
 
FM 14-3-9.1 Karen Stewart moved to review the acid test policy for Affiliate Bylaws and 
report back in April 2015. 
Motion carried 
 
Brian Walsh moved “To accept the Standing Committee reports as presented.” 
Motion carried 
 
GENERAL REPORTS 
Executive Director/Office 
Tom Kallstrom gave highlights of his written report.   
 
Bill Lamb moved to accept Recommendation 14-3-1.1 “That the AARC Board of Directors 
approve the revised 401k restatement as presented.” 
Motion carried 
 
FM 14-3-80.1 Frank Salvatore moved that the BOD endorse the CoARC 2015 standards. 
Motion carried 
 
FM 14-3-81.1 Frank Salvatore moved that the BOD request that the NBRC begin work on 
creating the Advanced Practice Respiratory Therapist (APRT) credential in an expedited 
timeframe. 
Motion carried 
 
 
RECESS  
George Gaebler recessed the meeting of the AARC Board of Directors at 5:25pm PST 
Sunday, December 7, 2014. 
 
  
Meeting minutes approved by AARC Board of Directors as attested to by: 
 

 
 

____________________________    __________________ 
Karen Schell       Date 
AARC Secretary/Treasurer 
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Attachment “A” 
 
 

Policy 
CT.009 Committees – AARC Fellowship Selection Committee 
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American Association for Respiratory Care 
Policy Statement 

          Page 1 of 3 
         Policy No.: CT.009 

SECTION:   Committees 
  
SUBJECT:   AARC Fellowship Selection Committee     
      
EFFECTIVE DATE:  January 1, 2011 
  
DATE REVIEWED:  December 2014 
  
DATE REVISED:  December 2014 
  
REFERENCES:   
  
Policy Statement: The AARC Fellowship Program was established to recognize active 
or associate members who have made profound and sustained contributions to the art and 
science of respiratory care and to the AARC. 
   
Policy Amplification: This policy sets forth the eligibility requirements, criteria for 
nomination, the selection process and rules governing the AARC Fellowship Program. 
  
Eligibility:  

• Be an active or associate member of the AARC in good standing for at least ten 
consecutive years prior to the deadline for receipt of nominations.  

 
• Possess the RRT credential issued by the NBRC or, be a licensed physician with a 

respiratory care-related specialty.  
 

• Current members of the AARC Board of Directors or the House of Delegates are 
not eligible.  

 
 Criteria: 
 

• Must be nominated by a Fellow of the AARC with membership in good standing.  
 

• Must have demonstrated national prominent leadership, influence and achievement 
in clinical practice, education or science.  

 
• Must possess documented evidence of significant contribution to the respiratory 

care profession and to the AARC. 
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             Page 2 of 3 
         Policy No.: CT.009 

Rules: 
• All nominations for Fellow, and associated supporting documents, must be 

submitted online through the AARC website. 
 

• Upon receipt of a nomination, the Executive Office will confirm that each nominee 
satisfies the minimum criteria for 10 consecutive years of AARC membership, and 
that each nominator continues to maintain eligibility to submit nominations for 
Fellow. 
 

• For those nominees not meeting the 10-year requirement, the nominator will be so 
informed and the nomination not accepted.   Nominators not eligible to submit 
nominations will likewise be notified. 
 

• Deadline for receipt of nominations and all supporting documentation will be the 
last working day of August of the calendar year in which the nomination is to be 
considered.  Nominations not received by the established date will not be accepted.  
 

• The Fellowship Selection Committee, consisting of a Chair and four current 
Fellows appointed by the AARC President, will evaluate nominations annually.  
 

• During the first week of September, Selection Committee members will be 
provided an electronic folder containing all accepted nominations and supporting 
documents in alphabetical order.  Committee members will also receive a ballot to 
indicate which nominees they consider worthy of induction as a Fellow.  
Completed ballots will be returned to the Chair for final tabulation. 
 

• Committee members are expected to evaluate each nominee independently and 
make their determination based upon the contributions of the respective nominee to 
the profession, and most importantly, to the AARC.  Committee members are 
discouraged from collaborating with one another during the selection process. 

 
• Nominees receiving an affirmative vote from all five committee members will be 

inducted as a Fellow of the AARC. 
 

• Nominees selected for induction will be formally notified upon completion of the 
selection process, with their nominators receiving a blind copy of the 
congratulatory letter. 

 
• An overriding goal of the Selection Committee is to minimize any embarrassment 

or discomfort to members not selected for induction.  Therefore, for those 
nominees not selected, a letter so stating will only be sent to the nominators.  

 
• Once the final tabulation is completed, the results of the balloting for induction 

shall remain confidential and will not be subject to outside review or discussion.  
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        Policy No.: CT.009 
 

 
 

• New Fellows will be inducted during the Awards Ceremony held in conjunction 
with the annual AARC International Respiratory Congress. 

 
• Newly inducted Fellows will receive a pin, a certificate suitable for framing and 

will have their names added to the list of Fellows on the AARC website.  
 

• Upon induction, Fellows are expected to maintain their AARC membership in 
good standing.  
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AARC Statement of Ethics and Professional Conduct 

Electronic Cigarette 
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AARC Statement of Ethics and Professional 
Conduct 

 
In the conduct of professional activities the Respiratory Therapist shall be bound by the following 
ethical and professional principles. Respiratory Therapists shall:  
 

• Demonstrate behavior that reflects integrity, supports objectivity, and fosters trust in the 
profession and its professionals.  

• Promote and practice evidence-based medicine.  

• Seek continuing education opportunities to improve and maintain their professional 
competence and document their participation accurately.  

• Perform only those procedures or functions in which they are individually competent and 
which are within their scope of accepted and responsible practice.  

• Respect and protect the legal and personal rights of patients, including the right to privacy, 
informed consent, and refusal of treatment.  

• Divulge no protected information regarding any patient or family unless disclosure is 
required for the responsible performance of duty as authorized by the patient and/or family, 
or required by law.  

• Provide care without discrimination on any basis, with respect for the rights and dignity of 
all individuals.  

• Promote disease prevention and wellness.  

• Refuse to participate in illegal or unethical acts.  

• Refuse to conceal, and will report, the illegal, unethical, fraudulent, or incompetent acts of 
others.  

• Follow sound scientific procedures and ethical principles in research.  

• Comply with state or federal laws which govern and relate to their practice.  

• Avoid any form of conduct that is fraudulent or creates a conflict of interest, and shall 
follow the principles of ethical business behavior.  

• Promote health care delivery through improvement of the access, efficacy, and cost of 
patient care.  

• Encourage and promote appropriate stewardship of resources.  

• Work to achieve and maintain respectful, functional, and beneficial relationships with all 
health professionals.  

 
Effective 12/94  
Revised 12/07, 07/09, 07/12 
Reviewed 12/14 
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American Association for Respiratory Care 

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

POSITION STATEMENT 
 

Electronic Cigarette 
 
In line with its mission as a patient advocate and in order to ensure patient safety, The 
American Association for Respiratory Care (AARC) opposes the use of the electronic 
cigarette (e-cigarette).  Even though the concept of using the cigarettes for smoking 
cessation is attractive, they have not been fully studied and the use among middle school 
children is increasing year after year.  There is no evidence as to the amount of nicotine or 
other potentially harmful chemicals being inhaled during use or if there are any benefits 
associated with using these products.  The effects of nicotine on the body are known to be 
harmful and this does not change when ingested in a smokeless route.  Additional safety 
concerns are emerging concerning ingestion of the Liquid Nicotine Solution (LNS) by 
young children as poison control centers report a continual increase in calls as e-cigarettes 
become more popular.  
 
 
 
Effective 4/2014 
Revised 12/2014 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Board of Directors Meeting 

December 8, 2014- Las Vegas, NV 
 

Minutes 
Attendance        
George Gaebler, MSEd, RRT, FAARC, President 
Frank Salvatore, MBA, RRT, FAARC, President-elect 
Karen Stewart, MSc, RRT, FAARC, Past-President  
Colleen Schabacker, BA, RRT, FAARC, VP External Affairs 
Brian Walsh, MBA, RRT-NPS, RPFT, FAARC, VP Internal Affairs    
Linda Van Scoder, EdD, RRT, FAARC, Secretary/Treasurer  
Bill Cohagen, MBA, RRT, RCP, FAARC   
Lynda Goodfellow, EdD, RRT, FAARC     
Bill Lamb, BS, RRT, CPFT, FAARC 
Doug McIntyre, MS, RRT, FAARC 
Natalie Napolitano, MPH, RRT-NPS, FAARC 
Karen Schell, DHSc, RRT-NPS, RPFT, RPSGT, AE-C, CTTS 
Sheri Tooley, BSRT, RRT-NPS, CPFT, AE-C, FAARC     
Cynthia White, MSc, RRT-NPS, FAARC 
Gary Wickman, BA, RRT, FAARC 
Kim Wiles, BS, RRT, CPFT 
 
Consultants 
Mike Runge, BS, RRT, FAARC Parliamentarian 
Dianne Lewis, MS, RRT, FAARC, President’s Council President 
John Steinmetz, MBA, RRT, Past Speaker 
Peter Papadakos, MD, BOMA Chair 
Ellen Becker, PhD, RRT-NPS, FAARC (sitting in for Joe Sorbello) 
 
Excused 
Joe Sorbello, MEd, RRT 
Keith Lamb, RRT 
 
Guests 
Tom Smalling, PhD, RRT, RPFT, RPSGT, FAARC, CoARC Executive Director 
Kathy Rye, EdD, RRT, FAARC, CoARC President 
 
Staff 
Tom Kallstrom, MBA, RRT, FAARC, Executive Director/CEO 
Doug Laher, MBA, RRT, FAARC, Associate Executive Director 
Tim Myers, MBA, RRT-NPS, FAARC, Associate Executive Director 
Steve Nelson, MS, RRT, FAARC, Associate Executive Director 
Shawna Strickland, PhD, RRT-NPS, AE-C, FAARC, Associate Executive Director 
Cheryl West, MHA, Director of Government Affairs  
Anne Marie Hummel, Director of Regulatory Affairs 
Kris Kuykendall, Executive Administrative Assistant 
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CALL TO ORDER 
President George Gaebler called the meeting of the AARC Board of Directors to order at 
8:07am PST, Monday, December 8, 2014.  Secretary-Treasurer Linda Van Scoder called 
the roll and declared a quorum. 
 
GENERAL REPORTS 
BOARD OF MEDICAL ADVISORS (BOMA) 
Dr. Peter Papadakos, Chair of BOMA, gave an update of the recent activities of BOMA. 
Several new doctors have joined BOMA this year. 
 
Mary Hart and one of her students were introduced to the Board.   
 
Dr. Papadakos informed the Board he was on the Canadian Society Board and would like 
to offer a $1,000 poster prize for a student to attend AARC Congress next year.  President 
Gaebler thanked Dr. Papadakos for his generous offer. 
 
HOUSE OF DELEGATES 
Deb Skees updated the Board on the recent activities of the House of Delegates.  She 
informed the Board that HOD Resolution 78-14-8 was passed.   
 
Linda Van Scoder moved to accept HR 78-14-8 “Resolve that the AARC Executive Office 
with the help of the Past Speaker update the HOD Resolutions tracking grid on the 
Delegates Home page within 60 days after the last HOD meeting. Updates are to be posted 
within 60 days anytime there is a change in status made by either the BOD, HOD or EO for 
all open HOD originated resolutions.” 
Motion carried 
 
Karen Schell moved “To accept the General reports as presented.” 
Motion carried 
 
Sherry Milligan informed the Board of a new member level, named “Senior Member”, for 
age 65 or older and retired or who do not want CRCE credits for only $25/year, digital 
membership only.  Members may receive a print membership for an additional $23.  
Lifetime membership is also being offered for retired members for a one-time fee of $200, 
digital only, no CRCE. 
 
There is also a new program for early renewal for students.  Students will be billed 6 
months before they graduate offering a deep discount of only $70 for a 2 year membership. 
 
An auto-pay option is also being investigated with the ability to divide membership fee into 
3 payments. 
 
 
RECESS  
George Gaebler recessed the meeting of the AARC Board of Directors at 8:55am PST 
Monday, December 8, 2014. 
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RECONVENE 
George Gaebler reconvened the meeting of the AARC Board of Directors at 9:14am PST 
Monday, December 8, 2014. 
 
 
OTHER REPORTS (ARCF, CoARC, NBRC) 
Tom Smalling and Kathy Rye from CoARC gave highlights of the written CoARC report. 
CoARC declined the AARC’s request to place a moratorium on accreditation of new 
associate degree respiratory care programs.  Kathy Rye stated that with implementation of 
the new TMC exam CoARC is beginning to collect data for RRT pass rates. 
 
Linda Van Scoder moved to accept the ARCF, CoARC, and NBRC reports. 
Motion carried 
 
 
AD HOC COMMITTEE REPORTS 
Ad Hoc Committee on 2015 & Beyond 
Brian Walsh moved to accept Recommendation 14-3-32.1 “That the AARC BOD review 
and discuss the Issue Brief on Clinical Simulation as prepared by sub-committee #2, found 
under Appendix A of the final AARC 2015 report.” 
 
Lynda Goodfellow moved to refer to President-elect. 
Motion carried 
 
Brian Walsh moved to accept Recommendation 14-3-32.2 “That the AARC BOD review 
and approve the Model Articulation Agreement developed by sub-committee #3 found 
under Appendix C of the final AARC 2015 report.” 
Motion carried 
 
Brian Walsh moved to accept Recommendation 14-3-32.3 “That the AARC BOD review 
and approve the Clinical Ladder Tool Kit developed by sub-committee #4 found under 
Appendix D of the AARC 2015 final report.” 
 
Linda Van Scoder moved to refer to President-elect. 
Motion carried 
 
Ad Hoc Committee on Virtual Museum Development 
Brian Walsh moved to accept Recommendation 14-3-28.1 “That the policy for the Legends 
of Respiratory Care Recognition Program be approved.” 
Motion carried 
 
 
Brian Walsh moved to accept the Ad Hoc Committee reports as presented. 
Motion Carried 
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NEW BUSINESS 
FM 14-3-1.1 Brian Walsh moved that the AARC create an electronic conflicts of interest 
system that is updated yearly, and published with each Board Book.  
 
Linda Van Scoder moved to refer to President-elect. 
Motion carried 
 
 
POLICY REVIEW 
Policy No. RT.001 – Roundtables - Roundtables 
Bill Cohagen moved to accept as amended. 
Motion carried 
 
Policy No. FM.016 – Fiscal Management – Travel Expense Reimbursement 
Karen Stewart moved to accept as amended with date change and add $50 per diem and 
remove “telephone” and replace with “Internet”. 
Motion carried 
 
Policy No.FM.022 – Fiscal Management – Capital Purchase Approval 
Colleen Schabacker moved to accept as amended with date change and change $500 to 
$2,500. 
Motion carried 
 
 (See Attachment “A” for all amended policies) 
 
 
RECESS  
George Gaebler recessed the meeting of the AARC Board of Directors at 11:10am PST 
Monday, December 8, 2014. 
 
RECONVENE 
George Gaebler reconvened the meeting of the AARC Board of Directors at 11:18am PST 
Monday, December 8, 2014. 
 
 
UNFINISHED BUSINESS 
FRCSC Presentation  
Jerome Sullivan and Hassan Alorainy gave a presentation regarding FRCSC (Fundamental 
Respiratory Care Support Course). 
 
FM 14-3-1.2 Frank Salvatore moved to refer the FRCSC plan to Executive Office to 
review and 
report back at April 2015 BOD meeting. 
Motion carried 
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Treasurers Motion 
Linda Van Scoder moved “That expenses incurred at this meeting be reimbursed according 
to AARC policy.” 
Motion carried 
 
 
Bill Cohagen moved “To adjourn the meeting of the AARC Board of Directors.” 
Motion carried 
 
 
 
 
ADJOURNMENT 
President George Gaebler adjourned the meeting of the AARC Board of Directors at 
12:03pm PST, Monday, December, 8, 2014. 
 

 
 
 
Meeting minutes approved by AARC Board of Directors as attested to by: 
 
 
 
_______________________________   _____________________ 
Karen Schell       Date 
AARC Secretary 
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Attachment “A” 
 
 

Policy 
RT.001 – Roundtables - Roundtables 

FM.016 – Fiscal Management – Travel Expense Reimbursement 
FM.022 – Fiscal Management – Capital Purchase Approval 
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American Association for Respiratory Care 
Policy Statement 

 
          Page 1 of 1 

         Policy No.: RT.001 
 

SECTION:   Roundtables   
 
SUBJECT:   Roundtables  
 
EFFECTIVE DATE:  August 22, 2001 
 
DATE REVIEWED:  December 2014 
 
DATE REVISED:  December 2014 
 
REFERENCES: 
 
Policy Statement: 
 
1.  Roundtables are informally organized members of the AARC focused on specific topics of 
common interest. 
 
2.  A minimum of 25 members may propose a Roundtable by completing the attached 
Roundtable Proposal Form and submitting it to the AARC Executive Office. 
 
3.  The AARC Executive Office will communicate this request to the AARC membership 
using the appropriate methods and solicit their interest. 
 
4.  If the Executive Office determines that at least 50 members are interested in joining: 
 a.  A Roundtable within AARConnect community (listserv) will be established. 

b.  All AARC members will be contacted and informed of the new Roundtable. 
 c.  The AARC President will appoint a section chair or BOD member liaison to  
 monitor the activities of the roundtable and report as needed to the Board. 
  
5.  The Board of Directors may elect to dissolve a Roundtable at any time.  In such case, the 
liaison will post an announcement in the Listserv stating the reason(s) for the dissolution of the 
Roundtable, and the Listserv will cease 30 days after the announcement. Examples of 
dissolvent include, but are not limited to: 
 a. If the Roundtable has three consecutive months with no posts the AARC Board  
     liaison will be notified of the lack of communication. 
 b. If the Roundtable is no longer serving the original purpose for development. 
 c. If the Roundtable grows large enough to become a section. 
 
6.  Through the Board liaison, the Roundtable is charged to: 
 a.  Promote and advance the interests of the Roundtable among its members; 
 b.  Work with the Board to advance the interests of the Roundtable through AARC               
      resources other than the Listserv; 
 c.  Encourage Roundtable members to submit program proposals to the AARC   
      Program Committee; 
 d.  Determine if the Roundtable growth meets the bylaws criteria for becoming an       
      AARC Specialty Section. 
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American Association for Respiratory Care 
Policy Statement 

          Page 1 of 3 
         Policy No.: FM.016  

 

SECTION:   Fiscal Management      
 
SUBJECT:   Travel Expense Reimbursement 
 
EFFECTIVE DATE:  December 14, 1999  
 
DATE REVIEWED:  April 2012 December 2014 
 
DATE REVISED:  April 2012 December 2014 
 
REFERENCES:     TR: 0397- 1997 
 
Policy Statement: 
Expenses incurred for all official Association travel shall be reported, recorded, and 
reimbursed in accordance with Association policy. 
 
Policy Amplification: 
1. Association policy for Travel Expense Reimbursement shall apply to all Association 

employees and authorized Association members. 
 

A. Travel expense reimbursement shall not be provided for representatives to 
external organizations unless approved in advance by the President with 
subsequent review by the Finance Committee and ratification by the Board of 
Directors. 

 
2. All persons requesting reimbursement for expenses incurred for Association business 

shall report those expenses: 
 

A. Using an approved Expense Voucher with valid receipts attached 
 B.  Within thirty (30) days of when expenses are incurred 
 

3.  Reimbursement for travel shall be as follows, with the provision of valid receipts: 
 

A. Travel arranged through High Point Travel three weeks in advance of departure date. 
OR 

Round-trip, coach class airfare or lowest day airfare available.  Because the AARC 
strives to get the lowest airfares in order to maximize our travel dollars, all air travel 
must be booked no later than three weeks from the anticipated date of departure.  
Please forward airline travel itineraries to the AARC Executive Office before booking 
your flight. 

B. Airport parking and ground transportation 
C. Other methods of transportation (rail, automobile, bus, road tolls, parking), singularly 

or in any combination, shall be reimbursed at a total rate not to exceed the lowest day 
airfare available. 

D. Automobile travel shall be paid at the current Internal Revenue Service (IRS) rate that 
is in effect at the time of the annual budget process (usually October of each year). 
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American Association for Respiratory Care 
Policy Statement 

Page 2 of 3 
Policy No.:  FM.016 

 
4.  Reimbursement for lodging shall be as follows, with the provision of valid receipts: 
 
 A.  Lowest possible rate for those nights required for Association business. 
 
5.  Reimbursement for registration fees shall be as follows, with the provision of valid 
receipts: 
 

A. When necessary, advertised registration or admittance fees to programs 
attended on Association business shall be reimbursed at the fee stated on the 
program announcement. 

 
6.  Per diem shall be $40 $50 (effective 1/1/09 1/1/2015) per day for those days required 
for Association business: 
 

A. Per diem is meant and expected to cover expenses other than actual travel and 
lodging (e.g. meals, phone calls Internet) 

B. Personal expenses incurred while on official Association travel (e.g., 
entertainment, telephone Internet, or laundry) shall not be eligible for 
reimbursement from the Association, other than coverage with per diem. 

 
7.  Advance payment of per diem shall be made in compliance with Association travel 

reporting requirements and only with advance written approval from: 
 

 A.  The President for the voluntary sector of the Association 
 B.  The Executive Director for Association employees 
 C.  Exceptions to the above requirements for advance per diem shall be: 
  1.  Regularly scheduled Board of Directors’ meetings 
  2.  Regularly scheduled Executive and Finance Committee meetings 
  3.  Travel for official Association representation to external organizations 
 

8.  International travel shall be reimbursed at actual expense, with receipts required for 
any expense of $25.00 or more, to include the following: 

 A.  Business class airfare 
 B.  Ground transportation 
 C.  Lodging 
 D.  Meals 
 E.  Telephone Internet and facsimile 
 
9. Expenses incurred by the President incidental to executing the duties and 

responsibilities of that office shall be: 
A. Paid by the Association 
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American Association for Respiratory Care 

Policy Statement 
Page 3 of 3 

Policy No.: FM.016 
 

B.  Monitored by the Finance Committee 
C.  Subject to review by the independent auditors 

 
10.   All individuals traveling at Association expense shall notify the Executive Office in 

advance of the intended travel. 
 
 A. The Executive Office may act as the Association’s travel agent and schedule  
      advance transportation and lodging.   

B. The Executive Office may direct individuals to purchase tickets on their own.  
C. The Executive Office may review and approve the travel plans made by the 

individuals  
 

11. All public transportation (e.g., airfare, bus fare) not purchased through the 
Association’s designated travel agency shall be reimbursed at a fee up to, but not 
exceeding, the fee that would have been charged by the Association’s travel agency. 
 

12. Board meeting expenses 
 

A. Travel, lodging and meal expenses for the Spring and Summer meetings will be 
reimbursed for all officers and directors using the criteria established above. 

B. At the Fall meeting held in conjunction with the annual AARC convention, the 
following special policies will apply to directors that are either incoming or 
outgoing that year: 

i. Incoming director required to attend New board meeting only (usually 
last day of convention) 

1. Airfare reimbursed according to the policy point 3 above. 
2. Lodging and per diem reimbursed according to the policy points 

4 & 5 above, respectively, for two nights only. 
ii. Outgoing directors  

1. Airfare reimbursed according to the policy point 3 above. 
2. Lodging and per diem reimbursed according to the policy points 

4 & 5 above, respectively, for up to a maximum of four nights. 
C. Convention registration---While all directors and officers are encouraged to 

seek payment for such from their employer, the AARC will pay for such 
registration as follows: 

i. Current and outgoing directors---full registration 
ii. Incoming directors—not entitled to registration reimbursement. 

 
DEFINITIONS:  “Valid receipt” includes original receipts from the travel/other provider.  Reproductions of 
receipts shall not be accepted. 
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American Association for Respiratory Care 
Policy Statement 

Page 1 of 1 
         Policy No.:  FM 022  

 
 

SECTION:   Fiscal Management      
 
SUBJECT:   Capital Purchase Approval 
 
EFFECTIVE DATE:  July 2007 
 
DATE REVIEWED:  December 2014 
 
DATE REVISED:  December 2014 
  
REFERENCES:    
 
 
Policy Statement 
 
Capital expenditures are those spent on asset items exceeding $2,500 and providing value 
for a year or more. In purchasing such, the following approval procedures shall be in 
effect: 

• Any capital expenditure for $5,000 or less may be purchased with the express 
approval of the AARC Executive Director. Such must be subsequently ratified by 
the AARC Board at the next available meeting.  

• Any capital expenditure for more than $5,000 must be presented to and approved 
by the AARC Board BEFORE funds are committed. Purchases cannot be split to 
avoid this approval level process. 

• Capital purchases exceeding $5,000 (but not more than $20,000) that are required 
due to emergency circumstances (i.e. air conditioning units) may be purchased with 
the approval of the AARC Executive Director and concurrence by the AARC 
President. Such also must be subsequently ratified by the AARC Board at the next 
available meeting. 
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E-Motions 
(Since Last Board Meeting in December 2014) 

 
 

 

E15-1-15.1 “That the AARC Board of Directors ratify the Chair and members of the 2015  
  Sputum Bowl Committee as noted: 

  2015 Sputum Bowl Committee  
  Chair: Sherry Whiteman (MO)  

  Committee Members: Tom Lamphere, Diane Oldfather, Renee Wunderley, and  
  Rick Zahodnic.” 

 Results – February 12, 2015 
 Yes – 12 
 No – 0 
 Abstain – 1 

Did Not Vote – 4 
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President Report 
Submitted by Frank Salvatore– Spring 2015 

 

Recommendations 
 
That the AARC Board of Directors approves the creation of the Joint Taskforce on a White 
Paper Regarding – Safe Initiation and Management of Mechanical Ventilation. (See document 
below) 
 
That the AARC Board of Directors approves the objectives and membership of the Ad Hoc 
Committee on Advanced RT Practices, Credentialing and Education. (See document below) 
 
That the AARC Board of Directors approves the membership additions to the American 
Respiratory Care Foundation: Anthony L. DeWitt, Mark A. Valentine, Christianna Vance, and 
Tonya Armer Winders.  
 
That the AARC Board of Directors ratifies the appointment of Peter Allen, BSRC, RRT-NPS-
SDS, RPSGT, RST as the interim chair of the Sleep Section.  
 
Report 
The following is an accounting of my activities done prior to and around the April 2015 Board 
meeting: 

1. February 20, 2015 – Spoke at NYSSRC Albany Teaching Day – Albany, NY. 
2. March 16-17, 2015 – Attended the First Pulmonary Disease Educator Course – 

Washington, DC. 
3. March 17-18, 2015 – Participated in the AARC PACT Hill Day – Washington, DC. 
4. March 26-27, 2015 –Attended COPD Foundation’s Readmission Summit 2015 –

Washington, DC 
5. April 8-10, 2015 – Spoke at LSRC Conference – Baton Rouge, LA. 
6. April 23-25, 2015 – AARC Board Meeting – Dallas, TX. 
7. April 25-26, 2015 – AARC Corporate Partners Meeting, Dallas, TX. 

 
The following are the items that were given to me at the December 2014 board meeting: 
 

1. FM 14-3-9.1 - Karen Stewart moved to review the acid test policy for Affiliate Bylaws 
and report back in April 2015.  (President Salvatore to appoint person/group.) 
 
I initially appointed a group to look at this and during the information gathering phase 
contacted the FSRC President Kelley Jenkins.  She reported to me that AARC members 
are automatically FSRC members without having to pay additional dues.  She also 
reported that AARC member receive ballots when there are elections.  The FSRC will 
not hold elections if there isn’t more than one person running for Officer/Board 
positions.  She did tell me that they do send out ballots for Delegate, but since John 
Wilgis went into the Speaker Track, they appointed the current Delegate and the first 
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election for Delegate is coming up.  So it looks like there have been no ballots for at 
least 2-3 years.  Update 4/6/15 – I’ve been told ballots were sent out and in fact there 
are positions with only one name appearing for the office. 
 
I don’t see where the acid-test is failing us at this point and the information we may 
have created the above motion was more policy/procedure related and I don’t believe 
the AARC has grounds to dictate policy/procedure of a separate organization. 
 

2. FM 14-3-1.1 – The AARC create an electronic conflict of interest system that is 
updated yearly, and published with each Board Book. 
 
Will work to see if we can get this done for the April meeting, if not, it will be in place 
for the July meeting. 
 

3. Recommendations given to the President-elect in December 2014: 
a. 14-3-42.1 – Create a Disease Management Roundtable that would combine all 

disease specific roundtables together. 
I am recommending that we change the name of the Asthma Disease 
Management Roundtable to the Pulmonary Disease Management Roundtable.  
There are no other roundtables at this time that would be an appropriate move 
to roll them into this new roundtable. 
 

b. 14-3-38.1, 14-3-39.1 and 14-3-40.1 – Roundtable requests to remain as their 
own entity. 
 
No action on combining these roundtables, there will be a little more scrutiny 
on the activity levels.  I’d like to see us move these roundtables into the 
AARConnect community if they aren’t already there to allow them to maximize 
participant activity. 
 

c. 14-3-66.1 – Increase the CAMTS budget to $2,500 for 2016. 
 
Will work with the AARC CFO so that he can have it in the 2016 budget for us. 
 

d. 14-3-32.1 and 14-3-32.3 – The AARC BOD review and discuss/approve the 
Issue Brief on Clinical Simulation and the Clinical Ladder Tool Kit created by 
the Ad Hoc Committee on 2015 and beyond. 
 
I’d like this Board to review the documents associated with the recommendation 
and will plan to make this a part of the Unfinished Business/breakout sessions 
for the April 2015 Meeting. 

The following are highlights of communications that have come up since my installation: 
 

1. Letter written to the Commonwealth of Massachusetts’ Board of Respiratory Care 
(MBRC) responding to their survey on CPAP/BiPAP administration related to their 
current regulations under the MA Respiratory Care Licensure Law. (January 2015) 
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2. As per the direction of the AARC Board in December, a letter thanking Ed Coombs, 
Marketing Director for Drager medical for donating five refurbished Drager Evita XL 
ventilators to five RT educational programs. (January 2015) 

3. Letter written to CMS submitting comments on the proposed rule that addresses 
changes to Medicare’s Shared Savings Program: Accountable Care Organizations. 
(February 2015) 

4. Letter to urge Oregon Legislative Committee reviewing SB 2305 (Polysomnography 
Licensure Law) to dismiss the bill from further consideration or legislative action. 
(February 2015) 

5. Letter to the Association for the Advancement of Medical Instrumentation Foundation 
(AAMI) signing onto a consensus statement on continuous monitoring of patients on 
opioids. (February 2015) 

6. Letter to CoARC consenting to the proposed Accreditation Standards for the Advanced 
Practice Programs in Respiratory Care. (February 2015) 

7. Letter written to Congressman Mike Thompson strongly supporting the reintroduction 
of the Medicare Telehealth Parity Act in the 114th Congress. (February 2015) 

8. Letter written to CMS submitting comments on the subject advance notice of 
Methodological Changes for Calendar Year 2016 for Medicare Advantage (MA) 
Capitation Rates, Part C and Part D Payment Policies and 2016 Call Letter. (March 
2015) 

9. Letter to the National Consortium for Health and Science Education (NCHSE) 
supporting the standards for high school educational health science curriculum. (March 
2015) 
 

Other Communication to the Board: 
1. The executive committee was asked to do some work over the past few months; I 

decided that a full board action in a compressed time would not allow for the timely 
needs of the actions required.  These will be discussed more in the Executive 
Committee report. 

 
 
I will create an addendum document to this if issues/communication arises from the date 

this report was due. 
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Joint Taskforce on a White Paper Regarding – Safe Initiation and 
Management of Mechanical Ventilation 

Subject to AARC BOD Approval in April 2015 
Background: 
During a University Hospital System Coalition (UHC) steering committee meeting, UHC members 
were discussing patient safety and the common problem of non-RT staff making ventilator changes and 
adjustments that lead to major patient safety issues. They published a document in 2014 (pages 2-6) 
addressing this issue. In researching that document, they found a document from the North Carolina 
Board for Respiratory Care (pages 7-8) addressing the issue as well. 
 
Current Plan: 
The UHC group decided it would be beneficial to not only write a document on who can make changes 
but also regarding equipment setup and pre-use checks and initial patient setups. While the UHC is 
committed to this project and will go forward, they are seeking to develop a document to benefit all 
respiratory therapists, not just UHC members. They feel that the AARC has a wider reach and more 
national acceptability / respectability and the white paper could have a broader impact if published by 
or, at the least, endorsed by the AARC. 
 
After talking with the UHC group, it was decided that a Joint Taskforce on the creation of a white paper 
regarding the safe initiation and management of mechanical ventilation would be set-up. 
 
Objectives: 

1. To provide guidelines for initiation and management of mechanical ventilation to improve 
patient care and safety. 

2. To provide guidelines for the minimal training and competencies needed to effectively manage 
patients of mechanical ventilation.  

3. To highlight the need for in depth knowledge required to safely initiate and manage patients on 
mechanical ventilation including adjusting appropriate alarm settings with each adjustment. To 
emphasize the benefit that RT brings to the interdisciplinary team regarding ventilation and its 
effect on patient outcomes. 

4. To establish that the Respiratory Therapist is the best qualified individuals to be trained and 
deemed competent as new technology arises. 

5. To establish importance of interdisciplinary communication on patient outcomes. 
6. To set guidelines to ensure that there is timely and accurate documentation of initiation and 

subsequent adjustments and there effect on the patient. 
7. To highlight the need for written or electronically signed physician orders for each adjustment 

unless covered under established protocol.  
 
Committee Members: 

Representing the AARC:    Representing University Heath System  
      Coalition (UHC): 
Dario Rodriquez – Co-Chair   Lisa Stampor – Co-Chair 
Peter Papadakos, MD    Joy Hargett 
Richard Branson    Tim Godwin 
 
AARC Executive Office Liaison: Shawna Strickland 
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Ad Hoc Committee on Advanced RT Practices, Credentialing, and 
Education 

Committee Approved - December 2014; Objectives and Membership Pending AARC Board Approval – April 2015 
 

Objectives: 
1. CoARC – Develop application and accreditation documents for APRT Standards 

a. Validate if a needs assessment was done to create the CoARC standards (if it 
was done, share it with the group) and if not, do a survey of the current needs 
assessment. 

2. General - Identify an institution (or institutions) to be pilot programs and provide 
funding through ARCF or other source (this should also tie into #3 since it would 
obviously not be prudent to start a pilot program in a state where there’s no chance at 
all of having licensure to support it). 

3. General - Licensure  - identify states where passage of APRT licensure would have the 
greatest chance of success  

4. AARC - Reimbursement issues  
a. The APRT workgroup supported an ‘incident to’ approach versus an 

‘independent practice’ approach  
b. Direct billing versus salary from physician/facility 

i. One suggestion - 75% of physician fee schedule should be competitive 
with AA/CRNA, ANP, CNM, and PA  

ii. Level of supervision (general/direct/indirect) 
5. NBRC – Develop the credential for the APRT. 

 
Committee: 
AARC Representatives: 

Ellen Becker 
Chuck Menders 
John Wilgis 
AARC Executive Office Liaison: Shawna Strickland 

CoARC Representatives: 

Dr. Kevin O’Neil 
Dr. Shane Keene 
Dr. George Burton 
CoARC Executive Office Liaison: Tom Smalling 

NBRC Representatives: 

Robert Balk, MD, FCCP     
Kerry George, MEd, RRT, RRT-ACCS, FAARC  
Robert Joyner, PhD, RRT, RRT-ACCS, FAARC  
NBRC Executive Office Liaison: Gary Smith, RRT (Hon) 
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Past President Report 
Submitted by George Gaebler– Spring 2015 

 
 
 
 
 
Verbal report to be given at the Spring meeting 
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Executive Office 
Submitted by Tom Kallstrom – Spring 2015 

 

Recommendations 

That the Board of Directors authorize up to $379,660 for Technology Refresh 2015, which will 
provide an updated system capable of providing the support necessary to manage the needs of 
the association for the next five years. 

This plan will be implemented in phases and be completed by the end of 2019.  

Rationale: The existing IT infrastructure is a result of a multi-year project launched in 2004. 
We have received Board approval in 5 year intervals to meet existing business continuity and 
member support requirements and to address the ever-increasing need to add services. 

The last cycle allowed us to remove 14 physical servers and replace them with 3 servers 
running virtual server software.  We also virtualized the desktops to create a common image 
that could be deployed in minutes, rather than days. 

The next cycle will allow further expansion of the existing servers to meet the increasing 
demands for storage. Many of our offerings include video files that rapidly consume space. In 
addition, we will continue to move towards a paperless office, which will add to storage 
requirements. 

Licensing of desktops has changed.  What we learned from virtual desktops will allow us to 
deploy a mix of virtual and physical desktops as appropriate for our business needs to optimize 
cost. 

This request does not include upgrades to our association management software, iMIS.  The 
need for upgrades is dependent on the software manufacturer and does not follow a schedule.  
We went through 2 major and 2 minor upgrades in the past 5 years.  We are at a stable version 
now and only anticipate minor upgrades over the next 2-3 years.  As in the past, we will bring 
requests for upgrades to the board for separate approvals. 
 

Report 
 
Welcome back to Dallas and we hope to have a productive meeting. I wanted to update you on 
some of what the AARC Executive Office has been up to since we last met in December.  
Membership 
At the end of March our membership count was > 49,500. 
 
Revenue Sharing/Co-Marketing 
As of April 1st there have been 46 states (40 in 2014) that have signed their co-marketing and 
revenue sharing agreements which is an all-time record.  
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MEETINGS & CONVENTIONS 
AARC Congress 2014, held in Las Vegas, was very successful for the Association in meeting 
the education needs of our members and in exceeding our financial budget. Content was 
outstanding and the Open Forums delivered another strong year with more than 300 original 
research posters presented in 16 Open Forums over 4 days. New Open Forum formats allowed 
presenters the opportunity to present their original research in the traditional method, as well as 
poster only presentations in the Exhibit Hall, and the top 6 posters were highlighted in a stand-
alone session in which they could present their research via Powerpoint Presentation. 

The Keynote Address delivered by Michael Ramsey MD was well received and delivered a 
much needed message to our members regarding the importance of patient safety and the role 
of the respiratory therapist. The closing ceremony also had rave reviews and left attendees with 
a mix of education, entertainment, and emotions across the continuum as DeWitt et al “Put the 
Profession on Trial”.  

In lieu of a challenging economic climate, limited travel, and education budgets from 
employers, and the overall impact of the Affordable Care Act, communicating value of 
attendance at future meetings must continue to be a primary focus moving forward. 

The Program Committee continued to provide a diverse faculty for the meeting that included a 
balanced mix of experienced presenters, international faculty, as well as an estimated 30 first 
time speakers. 

 AARC Congress 2014 did not host the Speaker Academy, but that will return in 2015. The 
Speaker Academy is slated to be conducted every other year. As a refresher, the Speaker 
Academy is an opportunity given to individuals who have never presented at an AARC 
Congress and provide them with an “audition” for an opportunity to present at the following 
year’s Congress.  

2015 AARC Program Committee Meeting 
The AARC Program Committee met in January/February to create the Program for the AARC 
Summer Forum and Congress. In excess of 800 individual lecture proposals were submitted for 
consideration. 

The 2-1/2 day meeting concluded with a full program developed for both meetings and was 
inclusive of a pre-course(s) for Summer Forum, as well as Congress. We are now in the 
process of contacting individuals who submitted proposals indicating our acceptance or 
rejection of their proposals. 

2015 AARC Summer Forum 
2015 Summer Forum will be held July 13-15 in Phoenix, AZ. The meeting will be held at the 
Marriott JW Desert Ridge Hotel & Spa. While Phoenix is not the most desired destination in 
mid-July, it does offer us incredible room rates at a property we would otherwise be unable to 
secure during other months of the year. This year’s rate of $125 makes Phoenix more palatable 
and serves as a nice enticement for meeting attendees. 

46 
 



Primary demographics for those who attend this meeting will include department directors, 
managers and supervisors, hospital-based educators, program directors and directors of clinical 
education. 

A post-graduate pre-course has been scheduled for the AARC Summer Forum titled “Focus on 
the Future: Respiratory Therapy Program Administration”. This pre-course provides direction 
and hands on experience in identifying components of an academic program plan, evaluating 
outcomes measures, determining expectations for academic achievement, and succession 
planning for respiratory therapy education programs. This course will be held in close 
collaboration with the CoARC and NBRC. 
There will be a nominal fee associated with this course. 

AARC Congress 2015 
Progress is well underway for the logistical planning for AARC Congress 2015 to be held in 
Tampa, FL Nov. 7-10, 2015. The program is well balanced and representative of all specialty 
sections, roundtables and content categories required for re-credentialing. Formatting for the 
Congress agenda will remain very similar to 2013-2014 regarding session length (35 minutes) 
and unopposed exhibit hours (8 hours). 

The AARC Congress Facebook fan page will continue to be used to generate and maximize 
excitement surrounding the meeting throughout the entire year. 
https://www.facebook.com/aarc.congress 

The AARC will continue its utilization of our electronic and digital portal for exhibitors to 
more easily engage with the association while better enabling them to participate in our 
meeting. On this site exhibitors will be able to electronically select booth space, pay for booth 
space, and create an online exhibitor e-booth which attendees (who will be invited to visit the 
site later in the year) will be able to peruse to learn more about participating companies and the 
products and services they provide to the respiratory community. This technology brings 
AARC practices more current with existing practices taking place in the meetings and 
conventions industry. The Exhibitor Prospectus and Rules & Regulations will have already 
been published on the AARC website at the time of this meeting. It is difficult to compare 
advance exhibitor registration to previous years as the AARC (for the first time ever) sold 2015 
booth space at last year’s meeting in Las Vegas. While very labor intensive, this turned out to 
be very advantageous for both the AARC and our exhibitors. In turn, this allows the AARC 
Exhibits Coordinator to be more productive/efficient in the use of her time in Q1-2015 and 
allows her more opportunity to seek and solicit new exhibitors for the 2015 meeting. 

Of note, Draeger Medical Inc. has already committed to the sole sponsorship of the AARC 
Opening Reception. 

Project Update 
Fisher & Paykel Humidification Project – At the time of the report, this project has not yet 
been finalized, however it is anticipated there will be more to report at the Spring AARC BOD 
meeting. 
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Synopsis: Fisher & Paykel has approached the AARC in hopes to achieve 2 outcomes: 1) 
Create a mutually advantageous spend that will allow F&P to move into the ranks of an AARC 
Corporate Partner; and 2) Provide basic humidification education to respiratory therapy 
students. Working in close collaboration with F&P, they have professionally produced 5 basic 
humidification education modules geared towards 2nd year respiratory therapy students. These 
modules have been vetted by executive office staff and found to be very professional and 
unbiased. These modules are to be placed in the AARC University for 24/7 on demand access. 
Length of the 5 modules is roughly one hour in duration for each module. The modules are not 
eligible for continuing education. A portion of the grant money invested into this project would 
serve as an incentive for 2nd year RT students to take the 5 modules. F&P has expressed 
interest in a multi-year agreement that would extend this grant for years into the future.  
 
CPG Development 
The first EBCPG was published in RESPIRATORY CARE in December 2013. The second 
EBCPG, Pharmacologic Interventions for Airway Clearance in Hospitalized Patients, has been 
accepted for publication in RESPIRATORY CARE for September 2014. Funding opportunities 
and areas of interest for future EBCPGs are being explored. 
 
NBRC Collaboration 
The AARC will begin testing the NBRC CRCE information sharing program in mid-March. 
The IT teams from both organizations are finalizing access points and, once the sharing 
program has been proven to work, we will recruit a group to beta test the program. After 
confirmation of the beta test group, the project will be launched to the general membership. 
Only active members will be able to benefit from this sharing program. 
 
AAMI Collaboration 
The AARC has been collaborating with AAMI on several projects for the last year. Executive 
Office Staff and AARC members Matthew Trojanowski and Russell Cazares participated in an 
AAMI webinar in March 2014 focused on ventilator alarm safety. This webinar reached over 
1,000 RTs and nurses. In September 2014, AAMI hosted the AAMI/FDA Summit on 
Ventilation Technology in Virginia. Rich Branson and Dario Rodriquez represented the AARC 
and many other RTs were among the invited participants. In November 2014, Shawna 
Strickland was invited to participate in the AAMI Foundation HTSI National Coalition to 
Promote Continuous Monitoring of Patients on Opioids in Chicago. One result of this event 
was a consensus statement on opioid monitoring, to which President Salvatore signed on with 
the AARC’s support. The AAMI is advancing the ventilator alarm safety initiative with three 
webinars in 2015: one aimed at the bedside nurse and two aimed at the respiratory therapist. 
Shawna Strickland and AARC member Jenifer Burke (nurse practitioner at Rush University) 
will be delivering the “Basic Ventilator Alarms for Nurses” webinar in May. The other two 
webinars are in development and will be partnered with the AARC for CRCEs for participants. 
 
Professor’s Rounds and Current Topics in Respiratory Care 
Professor’s Rounds have been retired in favor of a new series: Current Topics in Respiratory 
Care. Current Topics in Respiratory Care utilizes the same basic format as Professor’s Rounds 
– purchase of a series of videos or a single video on DVD for department CRCE – but will be 
less expensive to produce and, therefore, less expensive to the end user. The 2015 series was 
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recorded during the AARC Congress 2014 in Las Vegas, NV, and the first DVD was published 
in February 2015. 
 
Respiratory Care Education Annual 
The RCEA received 11 submissions in 2015 for review. First round reviews currently 
underway. Publication will occur in early September 2015. Dr. Kathy Rye replaced Dr. Arthur 
Jones on the editorial board in 2015. Dr. Linda Van Scoder has resigned from the editorial 
board effective after the 2015 publication. Recruitment for a new editorial board member is in 
progress. 
 
Live Courses in March 2015 
Two live courses were delivered in March 2015. The Pulmonary Disease Educator course was 
held in conjunction with 2015 PACT Day on the Hill. The course was held on March 16 and 
17, 2015, and provided a comprehensive discussion of chronic pulmonary diseases and 
facilitating the development of effective self-management skills. There were 115 registrations 
for the course. The Adult Critical Care Specialist course was delivered in a new format. A one-
day live session was held in Winfield, IL on March 20, 2015. Half of the course material was 
presented live; those who attend received the other half other course material via an online 
supplement through AARC U. There were 80 registrations for this course. The Illinois Society 
for Respiratory Care partnered with the AARC to deliver the course and Dräger Medical, Inc. 
provided sponsorship. 
 
CDC Strategic National Stockpile Ventilator Workshops 
The AARC has been contracted by the CDC to deliver the SNS ventilator workshops at two 
locations in 2015. The AARC delivered the first SNS ventilator workshop at the Missouri 
Society for Respiratory Care meeting in April 2015 and the second is scheduled for the Texas 
Society for Respiratory Care meeting in July 2015. The AARC will pursue continued funding 
in 2016 to expand the offerings of the workshop. 
 
Pfizer Grant 
A full proposal was submitted to Pfizer for the project: “Clinician Training on Tobacco 
Dependence for Respiratory Therapists.” In late March we received word that we are being 
awarded the grant.  We will produce the course, though the method of production will change 
depending on funding opportunity. The course will include video-based and text-based 
learning modules and offer 5 CRCE. 
 
Additions to Education 
Several additions to AARC U are in the works for 2014. The Adult Critical Care Specialist 
course (13.5 cr) and the Caring for the Chronically Critically Ill course (3 cr) were added in 
January 2015 and the Spirometry course (2 cr) was added in February 2015. In June, we expect 
to launch the Advanced Pulmonary Function Technology course (4-5 cr). The Congenital Heart 
Defects course (5 cr), collaboration with Duke Pediatrics, is scheduled for August, and 
Clinician Training on Tobacco Dependence for Respiratory Therapists (5 cr) is scheduled for 
October. 
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2015 Educational Product Sales/Attendance Trends at a glance (as of 3/6/15) 
 2015 to date 2014  2013  2012  Comments 
Webcasts and 
JournalCasts 

1,503 8,812 
 

7,511 6,289 Per session attendance 
in 2014: 383 

Asthma 
Educator Prep 
Course 

23 268 
 

203 224 Slightly under budget 
2014 

COPD Educator 
Course 

163 820 
 

570 420 Well over budget 2014 

Ethics 290 1,757 
 

2,361 2,711 Slightly over budget 
2014 

RT as the VAP 
Expert 

6 115 
 

81 275 At budget 2014 

Alpha-1 19 125 
 

98 330 At budget 2014 

Exam Prep 11 39 
 

40  Under budget 2014 

Leadership 
Institute 

14 89   Slightly under budget 
2014 

Asthma and the 
RT 

71 172   Launched in July 2014 

ACCS Prep 
Course 

17    Launched in January 
2015 

Spirometry 34    Launched in January 
2015 

 
 

 
RESPIRATORY CARE Journal 

• As announced last September, after December 31, 2014 we stopped accepting submissions of 
case reports and teaching cases. You may remember the decision was based on the small 
number of readers accessing case reports as teaching cases, as well as the need to publish 
more original research without increasing expenses. Since January 1 this year we only 
received one inquiry asking for consideration of a case report.   

• We continue to be concerned and puzzled about the relatively small percentage of members 
who have activated their online subscription of the Journal. While all members, including 
students, may activate their online subscription at no additional charge, as of the writing of 
this report 9,612 members have opted activation and of those, 1,424 had their activation 
expire. 

• In January Dean Hess and Ray Masferrer met with the AARC Program Committee to review 
the results of the OPEN FORUM at AARC Congress 2014 as well as the plans for the 2015 
FORUM. Significant changes were introduced in 2014 and everyone agreed that while the 
results were good, we need to make some adjustments for continued success of the three 
formats introduced last year:  
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o Editors’ Choice – Authors of this select group of abstracts will prepare a poster for 
prominent display during the first two days of the Congress. On the third day of the 
Congress each Editors’ Choice presenter will give a 10-minute slide presentation, 
followed by 10-minute of audience questions and discussion.                           

o Poster Discussions – Authors will prepare a poster of their work to be presented in a 
session grouped by topic. A brief oral presentation (no slides) and audience questions and 
discussion will allow presenters to expand on the work feature on the poster. The majority 
of accepted abstracts fall into this category. 

o Posters – Authors will prepare a poster to be displayed during Exhibit Hall hours on an 
assigned day. The presenter is required to be present between 12:00 noon and 1:00 pm to 
discuss their work. (Note: At the time of submission you may choose for your abstract to 
be considered as a Poster only.)  

Deadline for submissions of abstracts to the 2015 OPEN FORUM is May 1, a month earlier 
than previous years. 

• On June 5-6, 2015 the Journal will be presenting the 54th Journal Conference on 
Controversies in RESPIRATORY CARE. For some time now we have known Conference 
papers published in RESPIRATORY CARE are the most widely accessed and cited. We are 
most grateful to the ARCF for their continued support making presentation and publication 
of the Conference proceedings possible. 

 
Information Technology (IT) 
 
• We are submitting our next technology refresh plan at this meeting.  As stated in the 
plan, we need to keep current as technology improves and our members and staff demand more 
services and performance. 
• We have been using thin-client technology for the desktops.  In most cases this has 
proven to be a cost effective choice.  All desktops are using the same base image so a desktop 
can be removed and replaced in minutes.  Management is greatly simplified with this 
technology. 
• Unfortunately, Microsoft has changed the way that they license thin-clients, which will 
have an adverse cost impact on us going forward.  A PC desktop comes with a perpetual 
license when you buy it. Thin-clients are now being charged an annual license fee, resulting in 
higher costs.  We are looking at this as we evaluate the replacement desktop. 
• The servers still have room for minimal expansion.  We will likely max out the 
capability in the next year.  The primary reason for this is that we have allocated space for 
development and test servers that we did not have before.  This reduces the possibility that we 
will introduce bugs and program errors into production servers. 
• The phone system and network upgrades are complete. 
• We continue to review the security needs for our systems.  The Payment Card Industry 
(PCI) standards changed this year, so we will need to make changes to accommodate additional 
requirements.  This is primarily policy changes and will not require large investments right 
now, but as we consider expanded services, we will need to a review our security capacity. 

 
Web services 
The new website has been up in extended beta as we continue to transition pages and functions 
from the old server.  The comments fall into 2 distinct camps.  Long-term members that 
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became accustomed to the convoluted paths to resources in the old site dislike the new site.  
The remainder of the people are adapting to the new site without too much difficulty. 
 
We will continue to adapt the site to the way that people are using it as our members provide 
more feedback. 

 
Advertising and Marketing 
Print advertising has reversed some previous trends and at the time of this report (end of 1st 
quarter) is slightly ahead of the 2015 budget and 2014 actuals. A renewed interest in print 
advertising and a “new voice” from the Daedalus sales perspective has reversed the trends at 
this time. 

 
Digital advertising on aarc.org continues to remain consistent and strong through our partner, 
Multiview. In fact, almost all of aarc.org and AARConnect advertising positions have been 
sold out for the remainder of 2015. We are also seeing increase interest and sales through the 
AARC Respiratory Care Marketplace site. With the redesigned website we are considering 
other potential opportunities as well as facilitating changes on both the RESPIRATORY CARE 
JOURNAL and Your Lung Health websites. RESPIRATORY CARE JOURNAL will be ready prior to 
the end of 2nd quarter and YLH hopefully by year’s end. 

 
Other advertising channels through eNewsletters, ePubs and recruitment ads are also part of the 
digital advertising footprint. Recruitment ads have gotten off to a fantastic start compared to 
prior years and are a very positive trend for the association as the advertising has a high ROI 
for the AARC. Changes here can be attributed to a fresh website and the biweekly Career 
News distribution channel. ENewsletter advertising has gotten off to a slow start compared to 
4th quarter of 2014, but is starting to gain renewed interest in March. At this time, we have 
filled these slots with internal ads that have been good in boosting our educational and product 
sales. 

 
Corporate Partners 
We had a very successful year of revenue and sponsorships from our 2014 Corporate Partners. 
All current 2014 Corporate Partners will return in 2015 as well with the addition of a 13th 
partner, ResMed. 
 
2015 Partners: Carefusion, Masimo, Covidien, Monaghan, Philips/Respironics, Drager, 
Maquet, Teleflex, Boehringer Ingelheim, Forest Pharmaceuticals, Ikaria, Sunovion 
Pharmaceuticals and ResMed (new).  
 
We have revised the AARC’s Corporate Partner program for 2015 to enhance the 
opportunities, benefits, and relationships with these companies and possibly stimulate 
increased interests from others. We will be rolling out the new benefits and enhancements to 
our Partners at the annual meeting. 
 
We will be meeting with the Corporate Partners on Saturday evening and all day Sunday at the 
conclusion of our BOD meetings here in Dallas. Along with our elected leadership and 
Executive Office team, we will have presentations by Richard Ford and Garry Kauffman on the 
ACA’s inpact on from the C-Suite and Respiratory Care Department perspectives. 
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Marketing  
We continue to look at new vehicles through social media sites and electronic newsletters to 
better market the AARC, as well as, its educational and professional products. Many of these 
venues will also open up additional and new advertising and sponsorship opportunities as well 
and have gotten off to a strong start in 2015. The ability to better track and monitor our 
endeavors is proving us critical feedback on the optimal methods to move marketing endeavors 
forward. 

 
We have seen some excellent interest in our Educational product lines due to the 
implementation of AARC U, creative pricing, marketing, and bundling of some other product 
lines. We also redesigned the AARC Store site to optimize its appearance and utility to those 
who visit us for our variety of products. 

 
We are also looking at “value-added” products through our Membership Affinity program that 
may my find highly desirable. We have reinvigorated our relationship with Geico Insurance 
and hope to see a boost in revenues from that program. We also continue our relationship with 
the malpractice insurance group for our members. Shortly after our Spring Board meeting, we 
will be launching a new membership credit and reloadable debit card program with VISA. 
Both of these new programs will provide additional revenue streams on customized AARC and 
ARCF cards that are acquired and used by our membership. 

 
There are also strategies and discussions at partnering with some other entities to produce, 
market, or advertise other products that align with our Mission. 

 
Products 
Benchmarking continues to see a decline in membership early in 2015 as the economic reigns 
are tightening for hospitals with approximately 60-65 hospitals (-10-12%) around the US and 
in Middle East (2). This will be a make or break year for this product. The Benchmark 
Committee is currently conducting an assessment of the program, possible upgrades and a 
potential new product line to insure it is a current and valued tool to its participants. We have 
also installed a new pricing structure in 2015 to insure that has a good ROI for both the AARC 
and its participants that has led to an uptick in renewals and a few new clients. We are also 
looking at a “view only” option based on a 2-year analysis of our program. 

 
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. 2014 was our 
third year outsourcing RC Week products to Coleman. We came in right about our budget 
target in 2014 and realized a similar royalty to last year. And will look to continue, and 
hopefully, enhance these sales for RC Week in 2015. 

 
We have added a “new” digital publication product into the Daedalus portfolio after a year of 
market research and discussions with the Daedalus team. The Best of RESPIRATORY CARE 
ePublication series was launched about 3-4 weeks ago with the proceedings of the 2013 New 
Horizon Symposium edition. A 2nd and 3rd set have been completed and will likely be available 
by the time you read this report. There are 3-4 others currently in various development stages. 
All these are produced in a digital format and available for immediate download with purchase 
at a cost of < $10 each. 
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The Executive Office has again started investigation on working with other organizations and 
groups on co-marketing products that will provide royalties to the AARC. Cambium Inc is our 
first new partner in 2015 and several others have been identified in brainstorming meetings 
with the Marketing team. 

 
We have also recently concluded a new product line that collaborates with the respiratory care 
industry to conduct marketing research through Digital Focus groups. Industry sponsorships 
for this new product line will continue to grow as the healthcare landscape changes. 

 
We continue to work to acquire sponsorships for our various educational products to offset 
expenses in 2015. Companies due to financial constraints, regulatory changes and competitive 
products in the market have not sponsored as many of these as they have in the past. We 
restructured our sponsorship rates and deliverables for 2014 and will be adding some new 
opportunities and a Tiered Pricing structure in 2015, as well as, beta testing some new venues 
and options. 
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Executive Office Referrals 
(from Dec 2014 BOD meeting) 

 
 

• FM 14-3-11.1 That the AARC create an electronic conflicts of interest system 
that is updated yearly, and published with each Board Book. 
 

Result: The Conflict of Interest form can now be found at www.aarc.org/aarc_bod.   
 
 

• FM 14-3-1.2 That the Executive Office review the FRCSC and report back at the 
April 2015 Board meeting. 
 

Result: Tom Kallstrom to provide a verbal update. 
 
  

• FM 14-3-7.1 That one of the open seats for AAP 2015 be filled with a doctor 
who has an interest in neonatal respiratory care. 
 

Result: Tom Kallstrom is working on finding the right candidate. 
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SECTION 1:  EXECUTIVE SUMMARY 
 
INTRODUCTION 
 
The American Association for Respiratory Care (AARC) is a professional membership 
association for respiratory care professionals and allied health specialists 
interested in cardiopulmonary care. 
 
AARC, a non-profit organization, is the leading national and international 
professional association for respiratory care. 
 
AARC is primarily in the adult education business, where they are the publishers 
of several journals, magazines, and newsletters. 
 
AARC membership base consists of approximately 50,000 members and subscribers 
throughout the world. 
 
This document describes the current state of the AARC technology infrastructure, 
while outlining a robust and innovative vision designed to meet the instructional 
needs of our members over the next five years.  The ultimate goal is to build an 
evolutionary roadmap of cost-justifiable projects to support the AARC in its 
effort to strengthen and enhance its core application and hardware infrastructure 
to provide quality services to enhance all aspects of teaching and learning. 
 
This document tries to be consistent with the premise of the five basic goals of 
the AARC.  These goals are as follows: 
 
 I.    Financial 
       a.  New revenue generation 
            b.  Reduce costs 
            c.  Increase profit margin 
 II.   Operational 
            a.  Improve efficiency 
            b.  Reduce product time to market 
            c.  Enhance product of quality/service 
      III.  Market 
            a.  Increase market awareness 
            b.  Obtain greater market share 
            c.  Add competitive advantages 
 IV.   Customer 
            a.  Improve satisfaction 
            b.  Increase retention 
            c.  Obtain greater customer loyalty 
      V.    Staff 
            a.  Increase staff satisfaction 
            b.  Improve organizational culture 
            c.  Improve staff retention 
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CONTENTS SUMMARY 
 
Following the Executive Summary (Section 1), this document includes eleven 
additional sections. 
 
Section 2, Vision and Goals, describes the trends that underlie the technology 
proposals found in this Strategic Plan.   
 
Section 3, Guiding Principles, focuses on the guiding principles of the AARC 
transformation represented by the five-year plan.  
 
Section 4, Data Center Infrastructure, describes ongoing plans for the Data 
Center, and the cost savings that can be realized through its implementation.   
 
Section 5, Network Infrastructure, includes future directions in desktop/mobile 
services and support structure.  It also describes key changes in technology 
implementation over the next five years.   
 
Section 6, Workstation Hardware and Software, focuses on various efforts to 
enhance the AARC environment using technology by implementing a virtual desktop 
environment.   
 
Section 7, Information Security, Firewall and Spam/Virus Protection, describes 
the efforts to ensure that everyone can access the information needed, but to 
limit access to only those who should have it.   
 
Section 8, Business Alarm, Security, and Surveillance System  
 
Section 9, Document Imaging and Paperless Workplace, discusses the effort to 
become a reduced paper or paperless environment. 
 
Section 10, Video Production Facility, discusses the vision to provide video 
teleconferencing services to the desktop and beyond. 
 
Section 11, Overall Budget Plan  
 
Section 12, Evaluation and Assessing New Technology, discusses AARC plans for 
assessing new technology.   
 
 
 
 

SECTION 2:  VISION AND GOALS 
 
INTRODUCTION 
 
The American Association for Respiratory Care (AARC) continues to make great 
strides in assessing its operational effectiveness.  Through this process of 
self-examination and improvement, technologies have been adapted and enhanced to 
provide an infrastructure for members and staff, while providing additional 
services, and improving operational efficiency. 
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Technology continues to change at a rapid pace, and today’s AARC network is much 
different from the network that existed just a few years ago.  We see a trend 
toward usage of a wider range of technology devices.  Five years ago, members 
primarily used wired, desktop computers to access the internet and other member 
resources.  Now, members are going online with many different mobile devices, 
including laptops, tablets, handheld devices, and eBook readers.  We expect this 
trend to continue and accelerate.  One of AARC’s goals is to ensure that the 
range of devices work well within the enterprise network architecture. 
 
DESIGN STANDARDS AND METHODOLOGY 
 
Although this strategic plan focuses on technical innovation at the AARC, it 
should be understood that there is a long, complex process between the conception 
of such technological advances and their implementation.  Between the process of 
defining the technology for a new service and the implementation of that 
technology at the AARC, the AARC provides a comprehensive, effective means for 
its realization. 
 
In brief, each technological undertaking at the AARC consists of four main 
phases:  planning, design, implementation, and post-implementation and support. 
 
First, there is the planning phase, when the idea or service is formulated.  
Project Management plays an important role here, as it does throughout the 
project.  Project Management ensures, among other things, effective resource 
management, and the timely completion of the AARC project implementation.  
Project Management is involved from the moment planning begins. 
 
During the design phase, the proposed solution must adhere to the rigors of 
technical standards, which have previously been put in place by the AARC. 
 
With regard to implementation, the project must also adhere to the framework for 
solution integration; that is, there is a process in place for integrators to 
build out the necessary physical and logical framework that will support the 
technology.  These elements should help to provide the necessary structure for 
the project. 
 
The rigorous process described above must be able to be replicated at the AARC, 
as well as being extensible within the AARC; it must also be expertly deployed, 
and thoroughly and consistently supported by the AARC and/or its vendors. 
 
CURRENT ENVIRONMENT 
 
AARC currently has 4 Servers and 40 workstations deployed locally. There are ~20 
virtual servers on the local area network (LAN). Some are connected to the 
Internet, as appropriate.  The local servers are connected to a gigabit switch, 
along with switching technology to support our phone system.  Connectivity to the 
Internet is achieved through AT&T Optical with a Palo Alto firewall. 
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SECTION 3:  GUIDING PRINCIPLES 
 
REFRESH STRATEGY POLICY 
 
Purpose:  All computer updates are governed by a "Refresh Policy".  This policy 
states that if the American Association for Respiratory Care (AARC) is 
financially able, it will replace each desktop and laptop computer every three 
(3) years and servers every five (5) years.  The Information Systems Technology 
(IT) department will provide the AARC with a refresh list.  The IT department 
will then work with the AARC, where these computers are located, to determine the 
best time to replace the computers. 
 
Value:  The AARC provides all full-time staff with AARC owned computers.  In 
order to maintain pace with technology change (the fastest personal computer (PC) 
that is available today, is more than 3 times the speed of the fastest PC 
available just 1 year ago), and to manage acceptable support levels, these 
computers need to be upgraded in a cyclic fashion in order to maintain their 
business value and functionality.  These upgrades are described as the "computer 
refresh". 
 
A refresh is a business value and support decision made in conjunction with 
management and the IT department. 
 
As the IT department is accountable for all hardware purchases for the AARC, it 
has the ability to maintain a master inventory and aging list of all computers. 
 
Standards:  The industry standard which the AARC has adopted are that every 
desktop configuration is considered for refresh every 3 years from purchase and 
servers every 5 years from purchase.  This is a significant financial commitment 
and thus it is critical that all stakeholders (clients, management and IT) 
consider this process critically as good financial stewards.  As hardware 
capability frequently exceeds software requirements over the life of a computer, 
the IT department does not provide "trickle down" or "computer swapping" 
services. 
 
When the IT department technician comes to do the refresh, they will deliver a 
computer that already has the standard programs installed.  The technician will 
transfer any data from the current computer to the refreshed computer, install 
any other departmentally required software, and setup/configure the new computer. 
 
A follow-up will be made with the client 1 week after refresh to ensure that the 
client is satisfied with the transition. 
 
Impact of refresh clients:  While the IT department is always looking for ways to 
make the refresh less intrusive on clients, the refresh is still a process that 
can take up to 4 hours depending on the client specific software that needs to be 
reinstalled onto the refreshed computer. 
As a part of the communication process before a refresh takes place, an IT 
department staff member will contact the client and give them guidelines on how 
to minimize the impact of having their computer refreshed. 
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All computers purchased through the refresh process are owned by the AARC and 
under the trustee of the IT department. 
 
SOFTWARE COPYRIGHT POLICY 
 
Purpose:  The Information Systems Technology (IT) department will purchase and 
maintain legal computer software licenses for any computer software used by the 
American Association for Respiratory Care (AARC). 
 
Scope:  This policy applies to all AARC employees and addresses issues of 
software purchasing, requirements, and licensing. 
 
General Information:  AARC has a large investment in computer hardware and 
software.  The technical ease with which software can be copied or installed 
multiple times does not negate that such actions often are in violation of 
applicable copyright laws and/or the license agreements with the manufacturers 
governing the original purchase of the software.  Moreover, regardless of the 
legalities, unauthorized copying is unethical.  It is simply another form of 
stealing someone else's property. 
 
Software manufacturers and distributors often monitor the compliance of their 
customers through a formal audit process.  In addition, manufacturers have taken 
legal action to enforce their software agreements and copyrights. 
 
The consequences to an organization such as the AARC being involved in a 
"software piracy" charge would be detrimental to our core values, image, and 
credibility.  In addition, the financial implications of settling charges such as 
these could be crippling and would definitely not represent good stewardship of 
resources entrusted to us. 
 
Policy:  All computer software packages should be legally purchased and used.  
This includes software installed on computer hardware purchased by the AARC, in 
addition to computer hardware utilized on the premises. 
 
Legal purchase and use would normally imply the following: 
 
  * The original media and manuals are of original distribution from the vendor, 
and are available on the premises that the software is being utilized. 
 
  * The software is being used in accordance with the license agreement under 
which it is purchased. 
 
  * No unauthorized copies are made. 
 
  * The software is not installed on more than the authorized number of systems. 
 
  * Software installed on a server in a client/server architecture has an 
appropriate multiple user license. 
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Responsibility:  The IT department is accountable for the monitoring and correct 
implementation of this policy.  Questions or points of clarification should be 
referred to the same. 
 
DESKTOP SOFTWARE STANDARDS 
 
Purpose:  The Information Systems Technology (IT) department provides various 
levels of support and training for software applications depending on the needs 
of the user.  Software applications are not limited to software installed on 
client computers, servers, or presented to users as web based applications. 
 
General Information:  The IT department will maintain a published list of 
department specific software packages.  If a user or department installs software 
and/or hardware, and it interferes with the computer's operation and 
institutional support is required, the IT department will remove the non-standard 
products and return the system to its original state.  During this refresh to a 
standard level of performance, the IT department will concentrate on preventing 
any loss of personal data, but no guarantees can be made. 
 
The following is a tier-based design for installed software at the American 
Association for Respiratory Care (AARC). 
 
1.  Desktop Supported Workstations: 
 
Tier 1 - Enterprise-wide, standard software application packages for AARC owned 
computers.  This is a basic or "standard image" installed on all computers 
regardless of location and discipline.  Software applications provided in this 
tier are: 
 
Microsoft Office Professional 2010 for PC or 2011 for MAC - Word Processing 
 
Tier 2 - Enterprise-wide software applications that are supported like Tier 1 
software applications, but are not included in the "standard image" and are not 
installed on all computers.  Software applications provided in this tier include: 
 
Adobe Acrobat Professional - Document formatting and publishing 
 
Adobe Dreamweaver - Web page designer 
 
Adobe Illustrator - Artwork designer 
Adobe Photoshop - Picture editor 
 
AVG Anti-Virus - Virus and spam detection 
Crystal Reports - Report design  
 
Flash Professional - Video designer 
 
FRx 6.7 - Accounting management database viewer 
 
Great Plains - Accounting management database 
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iMIS 20 - Membership management database 
 
iMIS TaskCentre - Automated task designer 
 
Macromedia Contribute - Web page editor  
 
Reinvented Software Feeder - RSS feed and Podcast publisher 
 
Smart Draw - Architecture designer 
 
Visual Studio - SQL report designer 
 
WinZip - File compression 
 
2.  Server Supported: 
 
Tier 1 - Enterprise-wide, standard software application packages for AARC owned 
servers.  This is a basic or "standard image" installed on all servers regardless 
of location and discipline.  Software applications provided in this tier are: 
 
Kaspersky Anti-Virus 2011 for Windows Servers - Virus and spam detection 
 
Windows Server Datacenter 2008 R2 - Server operating system 
 
Tier 2 - Enterprise-wide software applications that are supported like Tier 1 
software applications, but are not included in the "standard image" and are not 
installed on all servers software applications provided in this tier are: 
 
F-Secure Anti-Virus for Windows Server - Virus & Spy Protection - Virus and spam 
detection 
LISTSERV - Electronic mailing list 
Macromedia ColdFusion - Web applications developer 
Microsoft Exchange Server - Company Email and Calendar 
WebTrends - Analytic and web tracking 
Windows SQL Server - Database management 
WIN-PAK/Other - Alarm system 
 
 
 
SECTION 4:  DATA CENTER INFRASTRUCTURE 
 
VISION 
 
The long-term vision for the AARC datacenter is to transform its current IT 
operation into a utility and customer-oriented service model.  We will tailor our 
solutions strategically, according to the AARC business needs, and set the 
direction for developing a standardized platform.  The platform will leverage 
traditional infrastructure.  This platform will allow applications and 
infrastructure components to converge into product-service offerings, two of 
which are unified storage and enterprise servers.  Unified storage and enterprise 
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servers will help the organization’s strategic approach to IT consolidation and 
building the datacenter of tomorrow. 
 
GOAL AND STRATEGY TO OBTAIN GOAL 
 
There is a high demand for storage and servers, which are usually associated with 
projects for implementing new applications.  Storing and sharing data on a 
secured storage platform is vital to the organization’s intellectual capital 
growth and business dynamics. 
 
Virtualization is becoming the de facto standard for implementing services in the 
datacenter – from virtual servers, desktops to applications.  Virtualization 
provides better utilization of compute resources.  Most servers operate at about 
15-20% capacity.  Virtualization can raise utilization to over 80%, reducing the 
need for additional servers, electrical cooling, and maintenance.  
Virtualization, which manages storage, memory and computing power for their high-
availability needs, ultimately reduce the overall physical server hardware 
footprint in the datacenter.  We can easily relocate the entire datacenter when 
virtualized to a strategically assigned disaster recovery site.  With 
virtualization forming the basis of the unified storage and enterprise server 
architecture, we will enable a dynamic datacenter infrastructure with high 
capability in terms of availability and the ability to perform “storage thin 
provisioning” – incrementally increasing storage capacity on-demand or as 
business grows.  Virtualization and unified storage are the foundation for 
resiliency and a greener datacenter.   
 
TARGET STATE 
The Items here can only be viewed as recommendations based on current perceived 
business requirements. Because of past growth there is a need to expand our 
storage capabilities for our virtual servers, Windows and Mac computers. Current 
storage is rapidly being used by the addition of new servers being added and data 
accumulation by our users. We need to purchase twelve 600GB SAS drives to ensure 
adequate space for the increased workload. Server Technology is always changing 
and it would be difficult to predict what will be in the road ahead. I would 
suggest we upgrade from Gen7 to Gen8 DL380, DL560 and Gen8 Blade Servers, of 
course by the time we plan to purchase the Servers Gen8 might not be the latest. 
 
 
Targeted benefits include: 
 
  - Increased overall storage capacity 
  - Centralized storage management 
  - Efficient utilization of storage 
  - Reduce server hardware footprint 
  - Reduce server hardware heat and energy consumption 
  - Reduce the amount of time to backup and recovery of data 
 
RECOMMENDATIONS AND ROADMAP 
 
The following roadmap shows the path to obtain the vision: 
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  - Build a unified storage platform to meet existing and future needs. 
  - Build an enterprise server infrastructure to support the applications 
    with scalability and extensibility. 
  - Implement the tools to efficiently and effectively manage the  
    environment. 
  - Develop sets of policies, processes, and procedures governing the storage  
    and servers in the datacenter. 
 
 
 
BUDGET TO IMPLEMENT 
HP ProLiant DL560 Gen8 - Xeon E5-4650 2.7 GHz - 64 GB - 0 GB      $12,000   
HP ProLiant DL380p Gen8 - Xeon E5-2690v2 3 GHz - 32 GB - 0 GB      $9,600                 
HP ProLiant BL460c Gen8 Blade Server                               $8,700 
HP ProLiant Memory Upgrades to 512GB each server 48 x 16 GB       $19,200                     
HP TFT7600 G2 - KVM console - 17.3                                 $1,800                                           
HP Dual Port Enterprise - hard drive - 600 GB - SAS-2    (12)      $6,600                              
HP Modular Smart Array P2000 G3 SAS Dual Controller SFF Bundle    $26,600 
Unitrends Backup Appliance                                        $24,000 
 
 
----------------------------------------------------------------------------- 
                                                         SUBTOTAL $108,500 
 
 
 
 

SECTION 5:  NETWORK INFRASTRUCTURE 
 
CURRENT STATE 
Two Adtran switches have been installed and connections from these switches back 
to the datacenter are via fiber optic cable.   
 
Connection to the Internet has been upgraded to Fiber Optic cable. 
 
As more video is sent to the desktop for conferencing, we will need to increase 
the internal bandwidth by adding additional switches 
 
BUDGET TO IMPLEMENT 
Additional Ethernet switches (2)                                  $6,000 
Network cabling                                                   $8,000 
----------------------------------------------------------------------------- 
                                                         SUBTOTAL $14,000 

   
 
 
 
 
 
 

 



73 

SECTION 6:  WORKSTATION HARDWARE AND SOFTWARE  
 
VISION 
 
We all know that technology keeps on changing, and so do user needs.  
Workstations are likely to become obsolete after three years.  It costs the AARC 
more to support antiquated hardware after three years than it would to upgrade to 
newer equipment.  The initial purchase price of a PC is only a small portion of 
the total cost of ownership (between 10 and 20 percent).  This is far outweighed 
by administrative support and disposal costs.  Delaying a refresh plan can 
significantly increase support costs.  The idea here is to reduce the overall 
costs in computer purchases and support.   
 
GOALS AND STRATEGY TO OBTAIN VISION 
 
Our goal is to incorporate 21st century technologies at the AARC to support the 
administrative requirements. 
 
End-User Computing 
 
    Deploy software applications on demand and remove when no longer needed  
    with minimum effort. 
    - Provide centralized support to staff members by managing their end-user  
    platforms remotely as much as possible. 
 
Our Strategies 
 
    Implement and deploy collaboration software tools to support centralized 
    storage, VPN for remote access, and end-user device management. 
   
 
CURRENT STATE 
 
The AARC currently has 40 Windows Desktop Computers, four IMACs and five Mac 
laptop computers.  The lifecycle on a standard desktop is three years.  
 
RECOMMENDATIONS  
Several power-users will be moved from virtual terminals to Windows Based PC’s. 
These users tend to encounter problems on a regular basis with computer lockups 
and slow running applications. There are additional computers that are at the end 
of their lifecycle and need to be replaced 
 
 
BUDGET TO IMPLEMENT 
 
HP EliteBook 8xxxp Notebook Intel Core i7    Qty7                    $9,100                                             
HP TouchSmart All-in-One Desktop PC          Qty6                    $8,600 
HP Pavilion Desktop PC                      Qty15      $8,500 
AeroHive Branch Routers       Qty5                    $1,800                              
Apple iMAC 27inch                            Qty3                    $8,000 
Apple iMAC 21inch                            Qty5                    $7,500 
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Apple MacBookPro 15inch                      Qty5                   $11,000 
HP Desktop computers                         Qty9                    $7,200 
Video\Monitor  replacement or upgrade        Qty10                   $2,000 
Software( Microsoft, Adobe and Other)                               $39,300 
----------------------------------------------------------------------------- 
                                                          SUBTOTAL  $103,000 
 
NOTE 1 - The current five year plan will upgrade all existing software to its 
current version.  Because graphic design software changes rapidly there is a 
software refresh included at the three year mark.  This refresh will require that 
upgrades be purchased for graphic design software only to keep it current. 
 

 
 
SECTION 7:  INFORMATION SECURITY, FIREWALL AND SPAM/VIRUS PROTECTION 
 
VISION 
 
The AARC’s information security vision is of an environment in which the right 
people within the community have the right access to the right data, when and 
where they need it. 
 
GOALS AND STRATEGY TO OBTAIN VISION 
 
This vision may seem somewhat unusual for security organization.  Too often, the 
focus of security is to act as a technology “cop”, playing whack-a-mole with 
specific technical threats, with the end result of “protecting” information by 
preventing access to it.  This model is counterproductive, and runs contrary to 
the very purpose of information technology, which is to facilitate the creation 
of value from information.  The AARC’s information security strategy was 
conceived with this in mind, and its focus is on providing users with the 
greatest possible access to the information they need without placing that 
information at excessive risk.   
 
Payment Card Industry (PCI) is fast becoming widely recognized around the globe.  
The AARC is defined as a merchant and is directly involved in the processing, 
storage, and transmission of transaction data and must provide security and 
encryption so that the data is not misused.  This requires the installation of 
PCI hardware, proof of compliance, and annual audits of the PCI program. 
 
CURRENT STATE 
We have a Palo Alto PA-500 firewall that is located between our network and the 
outside internet. 
The AARC currently utilizes a Barracuda 300 Spam/Virus Firewall as the filter for 
incoming email traffic.   
 
The AARC needs to be PCI compliant to continue taking online credit card 
transactions and eliminate the risk of credit card data being fraudulently 
obtained and used illegally. 
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RECOMMENDATIONS AND ROADMAP 
 
The AARC’s information security vision is achieved through four core security 
functions:  identity and access management; vulnerability management; policy and 
compliance management; and awareness and education.  Each of the four core 
security functions addresses a fundamental prerequisite for meeting the vision of 
ensuring that the right people have the right access to the right data.  Identity 
and Access Management is concerned with identifying who the “right people” are, 
and what the “right access” is.  Vulnerability Management deals with the converse 
of the vision – ensuring that the no one gets access that he or she is not 
supposed to have.  Policy and Compliance Management codifies security processes 
into formal policies and ensures that information is accessed and stored in ways 
that comply with federal, state, and city mandates.  Finally, Awareness and 
Education is dedicated to ensuring that the user community understands and 
respects each of the other core security functions. 
 
Palo Alto PA-2050 Firewall 
The Palo Alto Networks' next-generation firewall, PA-2000 Series, manages network 
traffic flows using dedicated processing and memory for networking, security, 
threat prevention, URL filtering and management. This next-generation firewall's 
high speed backplane smoothes the pathway between processors and the separation 
of data and control plane ensures that management access is always available, 
regardless of the traffic load. We need to ensure that our network is secure from 
outside threats.  
 
Barracuda 400 Series Spam/Virus Filter 
The upgraded series of Barracuda filters will provide additional protection for 
our email system.  As threats continue to multiply, it is critical to have a 
filter capable of meeting the challenge.  This series includes automated updates 
to virus and threat signatures. 
 
BENEFITS AND IMPACT IF NOT IMPLEMENTED 
 
The technological advances experienced in recent times and expected in the next 
five years open up tremendous opportunities for improving the ways in which the 
AARC communicates and provides to its members.  Information is king, and whether 
it is being used to analyze membership data, it is only of value if it can be 
access when it is needed.  The proliferation of technologies enabling this access 
has made it easier than ever to get data to the right people, but this advance 
has not come without liabilities.  Data that is easily accessed by the “right” 
people can often be accessed just as easily by the “wrong” people, with 
potentially disastrous consequences. 
 
Information security is no longer about stopping annoying viruses; it is about 
protecting membership information from real harm, and must be treated as 
seriously as the security of the physical environment.  The AARC’s information 
security strategy, through protections proactive and reactive, administrative and 
technical, and physical and virtual, ensures that our members and staff can 
safely navigate the dangers of cyberspace well into the next decade. 
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BUDGET TO IMPLEMENT 
 
Barracuda Spam/Virus firewall 400                                  $5,200 
Palo Alto PA-2050 Firewall                                        $15,200 
----------------------------------------------------------------------------- 
                                                         SUBTOTAL $20,400 
 
 
SECTION 8:  BUSINESS ALARM, SECURITY, AND SURVEILLANCE SYSTEM 
We need to upgrade our Security system to include video surveillance. We need a 
system that will not only control access to our building, but will also provide 
us with real time video of everyone who enters and leaves. We need to have a 
camera located at every entrance. Video Surveillance helps to serve as a 
deterrent to crime. 
 
BUDGET TO IMPLEMENT 
Alarm system                                                       $6,500 
Surveillance system                                                $7,500 
Access control system                                              $4,200 
-----------------------------------------------------------------------------  
                                                                  $18,200                                                    
 
 
 
 

SECTION 9:  DOCUMENT IMAGING AND PAPERLESS WORKPLACE 
 
VISION 
 
A paperless office is a work environment in which the use of paper is eliminated 
or greatly reduced.  It is argued that “going paperless” can save money, boost 
productivity, save space, make electronic documentation and information sharing 
easier and minimize environmental damage.  With recent laws that require 
businesses to exercise due diligence in managing and storing documents with 
personally identifiable information, paperless office systems are now more 
critical.  In reducing the amount of paper used, processes and systems are 
employed to further that objective and convert all forms of documentation to 
digital form. 
 
FUTURE STATE 
 
As Payment Card Industries (PCI) compliance becomes integrated into everyday 
workflow at the AARC the requirements for document security will have an impact.  
We will need to purchase tools to help us meet those requirements. 
 
RECOMMENDATIONS AND ROADMAP 
 
We will need to purchase digital scanning software and associated equipment to 
fulfill this requirement. 
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BENEFITS  
 
Benefits of a paperless environment are: 
 
  - Reduced costs and quicker access to information. 
  - Document security and easy information sharing. 
 
 
BUDGET TO IMPLEMENT 
 
QTY     DESCRIPTION                             UNIT PRICE     EXTENDED PRICE  
001     IntellChief Base System                    $24,050            $24,050 
001     Workflow Base Server License 10 Users       $7,190             $7,190 
001     IntellChief Annual Maintenance (Yrly)       $5,936            $29,680 
001     Installation and Training                   $7,400             $7,400 
001     Implementation                             $11,840            $11,840 
001     Neat scanning system                          $400               $400 
----------------------------------------------------------------------------- 
                                                             SUBTOTAL $80,560  
 
 
 
 
SECTION 10:  VIDEO PRODUCTION FACILITY 
 
VISION 
 
The vision is to provide video teleconferencing services to the desktop and 
design a video teleconferencing setup for the executive conference room. 
 
GOALS AND STRATEGY TO OBTAIN VISION 
 
The primary goal is to enable users to host video teleconferencing calls from a 
local computer while sitting in their office space.  Also, there is a need for a 
general meeting room with video conferencing capability to allow multiple 
personnel to attend. 
 
CURRENT STATE 
 
Currently the AARC is utilizing Skype messenger with a low budget webcam and 
headset.  Video may be choppy, depending on the internet connection and sound is 
of a low quality.  There is no video teleconferencing equipment for the executive 
conference room. 
 
FUTURE STATE 
 
The concept is to update staff members that require video teleconferencing with 
upgraded webcams with superior sound systems.  The executive conference room will 
be updated with a web camera with panoramic view and the capability to move and 
zoom in on certain items.  A surround sound speaker system and high quality 
microphone setup will be utilized for audio. 
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RECOMMENDATIONS AND ROADMAP 
 
Recommend updating members computers requiring teleconference access with new 
technology.  Also recommend installing a teleconference system in the executive 
conference room. 
 
BENEFITS AND IMPACT IF NOT IMPLEMENTED 
 
Video teleconferencing within the executive conference room will provide staff 
members with the opportunity to host a conference with multiple members in one 
location.  This will allow them to share ideas and questions while together 
instead of waiting for responses to email or phone calls. 
 
BUDGET TO IMPLEMENT 
 
QTY     DESCRIPTION                             UNIT PRICE     EXTENDED PRICE  
001     Installation and Equipment                 $35,000            $35,000 
----------------------------------------------------------------------------- 
                                                             SUBTOTAL $35,000  
 
 
 
SECTION 11:  OVERALL BUDGET PLAN 
 
The matrix below summarizes the budget estimates provided in the technology 
sections in this Strategic Plan. 
 
BUDGET TO IMPLEMENT 
 
 Total 
Section 4:  Datacenter Infrastructure $108,500 
Section 5:  Network Infrastructure $14,000 
Section 6:  Workstation Hardware and Software $103,000 
Section 7:  Information Security, Firewall and Spam/Virus Protection $20,400 
Section 8:  Business Alarm, Security, and Surveillance System $18,200 
Section 9:  Document Imaging and Paperless Workplace $80,560 
Section 10: Video Production Facility $35,000 
  

Overall Cost $379,660 
 
 
The numbers provided here need to be viewed as guidelines/high level estimates 
rather than as precise budgets.  There are two reasons for this: 
 
     First, technology changes rapidly.  Over the course of the five year horizon 
of this Strategic Technology Plan, new technologies will emerge that will be 
incorporated into AARC’s plans.  Their inclusion will change the budget 
requirements. 
 
     Second, the technologies described in this plan are at various stages of 
maturity, and the accuracy of the budget estimates reflects that.  Some, like the 
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technology plans proposed for security, reflect ongoing efforts that have already 
begun.  Plans may change as new and better technologies appear, but the estimates 
provided for proposed changes are fairly accurate.   
 

SECTION 12:  EVALUATION AND ASSESSING NEW TECHNOLOGY 
 
VISION 
 
AARC typically works with several vendors before introducing any new technology.  
The process may include multiple iterations, starting with a test of AARC’s proof 
of concept lab, followed by a piloting of new products and testing performance 
against a specific check-list of tasks. 
 
The evaluation process that takes place prior to technology deployment is both 
rigorous and well-defined.  The same cannot be said for technology evaluation 
once the technology is deployed in the field. 
 
GOAL AND STRATEGY TO OBTAIN VISION 
 
AARC’s goal is to incorporate member evaluation as an integral component of every 
new technology roll-out.  A requirement to include member evaluation would be 
part of each new RFP (Request for Proposal).  The methodology for evaluation 
would vary from product to product, and be developed jointly by vendor and AARC 
staff. 
 
TARGET STATE 
 
The target state is an environment in which every technology is periodically 
evaluated by members, and these evaluations are used to accelerate, improve or 
curtail the deployment of the technology.  It is in the AARC’s best interest to 
ensure that technology that users’ value, and that improves membership, is widely 
deployed. 
 
BENEFITS  
 
Incorporating member evaluations in the technology deployment process will ensure 
that the AARC is deploying technology and applications that best meet member 
needs.  It allows the AARC to expand the role of the most useful technologies, 
and curtail the deployment of technologies and applications that are not embraced 
by the member community.  Only by canvassing members to understand how they use 
technology can the AARC be sure that its investment in technology is well-spent.  
If this is not done, the AARC risks investing in technologies that are 
inefficient and not widely used. 
 
BUDGET TO IMPLEMENT 
 

The budget for member technology evaluations will be incorporated into vendor 
pricing as part of the RFP process. 
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CoARC Report 
Submitted by Tom Smalling – Spring 2015 

____________________________________________________________________________________ 
 

 
 
 

See Attachments: 
 

“CoARC Update 4.15” 
 
“2014 CoARC Report on Accreditation 3.21.15” 
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Date:  March 27, 2015 

To: AARC Board of Directors, House of Delegates and Board of Medical Advisors 

From: Carl F. Haas, MLS, RRT, RRT-ACCS, CPFT, FAARC, President 

Subject: NBRC Report 

I appreciate the opportunity to provide you this update on activities of the NBRC.  Since the last 
meeting, the Board of Trustees and its committees met in November 2014 to conduct examination 
development activities and discuss business related items pertinent to the credentialing system.  
The following information summarizes the current status of significant changes to several 
examinations and major activities in which the Board and staff are currently involved. 

Credentialing System Evolves 

On January 15, 2015, the new Therapist Multiple-Choice and Clinical Simulation Examinations were 
launched in the computer-based testing network.  To date, we have administered 1,649 Clinical 
Simulation Examinations and 2,397 Therapist Multiple-Choice tests.  We are seeing pass rates 
similar to that of the previous CRT and Written Examinations, but our number of candidates tested is 
still relatively low.  Graduation season will soon be upon us and we will provide pass rate 
information in our next report to the AARC Board. 

Pulmonary Function Technology Examination Committee 

We are in the final stages of QA for the new PFT Examination.  The committee will conduct a cut-
score study at its April 2015 meeting and this new examination will be introduced in June 2015, 
using two cut scores, the lower score used to identify those attaining the CPFT and the higher the 
RPFT credential. 
 
Specialty Examination for Sleep Disorders Testing and Therapeutic Intervention  

In April 2014, the committee for the Sleep Disorders and Therapeutic Intervention Specialty 
Examination began the process of conducting a repeat job analysis for this program.  This is the 
second job analysis to be conducted for this specialty program since it was introduced in 2008.  The 
study is expected to be completed in 2015 and new test specifications will be introduced in 2016. 

 
 

 

 

 

http://staff.goamp.com/Logos/AMP%20and%20NBRC%20Logos/For%20Print/High%20Resolution%20JPGs/NBRC%20Logo_CMYK.jpg
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Collaboration with AARC 

The NBRC Board authorized the staff to engage in further discussions with AARC staff to determine 
whether AARC CRCE data could be transmitted directly into the NBRC’s online recertification 
database for AARC members who choose to participate. Staff of both organizations have been 
working together on the logistics of this plan and we anticipate a roll-out in mid-late 2015. 

 

Continuing Competency Program 

In 2015, the NBRC will reconvene a Recertification Commission to take an in-depth look at the 
NBRC’s current Continuing Competency Program (CCP).  Much is changing in the world of 
continuing competence, and to ensure that our program meets the intent of our accreditation with 
the National Commission for Certifying Agencies (NCCA), we feel it is time to review our program 
that has now been in place for 13 years.  Stakeholders from related organizations will be invited to 
participate when the Recertification Commission convenes later this year. 

 

Advanced Practice Respiratory Therapist 

In concert with the AARC and CoARC, the NBRC will be appointing representatives to serve on an 
Ad Hoc Committee on the Advanced Practice RT to work on issues related to the education, 
credentialing, and practice of these therapists.  In anticipation of an eventual credentialing 
examination for these therapists, the NBRC is working with trademark counsel to protect, through 
intent to use, the terms APRT and RRT-AP. 

 

2014 Examination and Annual Renewal Participation 
 
For 2014, the NBRC administered 42,299 tests across all examination programs compared to 
approximately 40,000 in 2013.  Active status renewals continues to increase and 2014 was no 
exception.  53,157 credentialed practitioners paid their active status fee for 2014; this exceeded the 
number of active status renewals received in 2013.  Renewal notices for 2015 were mailed in early 
October.  To date, 43,925 credentialed practitioners have renewed their active status with the NBRC 
for 2015. 
 
Thus far in 2015, we have received approximately 5,500 applications across all examination 
programs.  This is lower than 2014 as we expected with the implementation of the new TMC 
Examination. 
 
Examination Statistics – January 1 –December 31, 2014 

The NBRC administered over 42,200 examinations in 2014. Pass rate statistics for the respective 
examinations follow: 
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Examination             Pass Rate 

CRT Examination – 12,363 examinations    

• First-time Candidates      81.6% 
• Repeat Candidates      27.2% 

 

Therapist Written Examination – 14,295 examinations 

• First-time Candidates      66.7% 
• Repeat Candidates      34.2% 

 

Clinical Simulation Examination – 13,230 examinations 

• First-time Candidates      61.4% 
• Repeat Candidates      49.7% 

 

Adult Critical Care Examination – 726 candidates  

• First-time Candidates      81.8% 
• Repeat Candidates      50.5% 

 

Neonatal/Pediatric Examination – 1,106 examinations 

• First-time Candidates      69.7% 
• Repeat Candidates      47.1% 

 

Sleep Disorders Specialty Examination – 80 examinations 

• First-time Candidates      94.5% 
• Repeat Candidates      57.1% 

 

CPFT Examination – 388 examinations 

• First-time Candidates      73.4% 
• Repeat Candidates      38.2% 

 

RPFT Examination – 111 examinations 

• First-time Candidates      58.3% 
• Repeat Candidates      51.3% 
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Based on the success rate of candidates, the NBRC awarded the following numbers of credentials 
to respiratory care practitioners in 2014: 

CRT – 7,709 

RRT – 7, 268 

RRT-ACCS – 565 

CRT-NPS and/or RRT-NPS – 704 

CRT-SDS and/or RRT-SDS – 73 

CPFT – 246 

RPFT – 62 

 

Your Questions Invited 

I 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 I are interested in providing 
whatever information you need. In addition, the Board of Trustees is committed to maintaining 
positive relationships with the AARC and each of the sponsoring organizations of the NBRC, as well 
as the accrediting agency. We have significant issues to consider in the future, and I am confident 
that by working together and promoting understanding of the topics under discussion we will 
continue to advance the profession and ensure the integrity of the credentialing process. 
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House of Delegates Report  
John Wilgis – Spring 2015 

 

Recommendations 
None 
 

Report 
• Worked with the Executive Office, House Officers, House Committee Co-Chairs and 

Delegates to confirm committee rosters, objectives, goals, strategies and charges and 
committee calendar dates. 

• Developed House objectives, goals, strategies and charges document and committee calendar 
and disseminated documents to the House via AARConnect. 

• Began monthly conference calls with House Officers to share information and in support of 
House objectives, goals, strategies and charges. Call summaries available on request. 

• Held quarterly conference call with House Committee Co-Chairs to share information and in 
support of House objectives, goals, strategies and charges. Call summaries available on 
request. 

• Participated in 2P/3S conference call with AARC leadership and liaisons. 
• Worked to confirm financial information sharing and audit sub-committee process and 

expectations provided to House Speaker-Elect Grimball and Treasurer Merriman. 
• Conducted outreach to House AdHoc Committee on Advancing the Profession about 

consolidating committee’s work into a Joint Committee with the Board. 

Other 
2015 HOUSE COMMITTEE OBJECTIVES, GOALS, STRATEGIES AND CHARGES 

Objective 1: Strengthen the position of the House of Delegates’ through action, communication and 
collaboration with the AARC and its Board of Directors.  

• Goal 1.1 - Provide routine and relevant information regarding House of Delegates activities 
and actions to the AARC Executive Office, the Board of Directors and other Committees and 
groups. 

• Goal 1.2 – Working with the AARC, the Board of Directors, the AARC Bylaws Committee 
and the House Bylaws Committee determine the necessary revisions to the AARC Bylaws 
and present them to the House and AARC membership for implementation on or before 
January 1, 2016. 

• Goal 1.3 – Refine the House Policy Manual and Delegate Guide into clear, concise and 
effective procedural and guidance documents for use by House officers, Committees and 
Affiliate representatives by December 31, 2015.  
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Objective 2: Support the stated goals of AARC President Frank Salvatore.  

• Goal 2.1 – Through the work of the Affiliate Best Practice, Chartered Affiliate / Special 
Recognition, Progress and Transition, Student Mentorship and Connections on Professional 
Volunteerism Committees (and others as appropriate), demonstrate at least 1 positive 
example per committee endorsing President Salvatore’s goals to the AARC, its members and 
partner organizations by December 31, 2015.  

Objective 3: Provide tools, resources and assistance to House officers, committee chairs and their 
members, and affiliate representatives that improve the effectiveness and efficiency of House activities 
and achievements.  

• Goal 3.1 – As developed by Past-Speaker Skees, finalize transition documents into a toolkit 
for House officers and committee chairs outlining specific duties, responsibilities and key 
schedule dates by July 31, 2015.  

• Goal 3.2 - Working with the Orientation and Policy and Guide Committees (and others as 
appropriate) refine the House Delegates guide into a useful tool that provides accurate, 
consolidated and significant information for affiliate representatives by December 31, 2015.  

• Goal 3.3 - Working with the AARC Executive Office, re-design the House web page to serve 
as a working repository of useful and historical information for all House members by 
December 31, 2015.  

Objective 4: Promote engaged student involvement with House meetings, activity and delegations.  

• Goal 4.1 – Determine a mechanism to have international students attend and participate in a 
House of Delegates meeting by December 31, 2015.  

• Goal 4.2 - Working with the Student Mentorship and Policy Committee (and others as 
appropriate), establish a clearly defined program for student support and participation in 
House meeting and activities as indicated in the House and Board approved resolution #57-
14-1 “Resolved that the AARC create a financial assistance budget of $2000 per year to 
support Respiratory Care Students attending the House of Delegates meeting.”  

Objective 5: Develop innovative processes that advance the work of the House and establish durable 
practices driving continual improvement.  

• Goal 5.1 - Establish an ad hoc committee by March 1, 2015 to explore methods and actions 
the House can take to support the implementation of the AARC Strategic Plan for 2015-2020.  

• Goal 5.2 - Refine the parliamentary process to support the business of the House in an 
efficient and effective manner by July 31, 2015.  

 

HOD COMMITTEE CHARGES 

1. Update the Committee Action Plan before and after each House meeting, and as needed / 
required, and submit it to the Secretary. 

2. Review and update committee schedule deadlines. In cooperation with the Secretary and 
House Liaison. 

3. Using AARConnect, coordinate Committee meetings and schedule work assignments as 
defined in the Committee Action Plan. 
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4. Submit a Committee report with recommendations to be included in the Delegate’s book for 
each House meeting in 2015.  

5. Present a brief overview of the Committee’s purpose for new Delegates during the 
Orientation Session of each House meeting in 2015. 

6. Identify transition plans (as needed) with recommendation for replacement of any outgoing 
co-chair(s). 

7. Provide an update of Committee membership to the Secretary at the winter meeting for 2016. 

8. Perform other duties as assigned by the Speaker. 

 

I would like to thank the Executive Office, Board of Directors, and House leaders who have assisted 
me over the past several months.  Their contributions are invaluable! 

 



Board of Medical Advisors Report  
Submitted by Steven Boas, MD – Spring 2015 

Recommendations 
None 
 

Report 
There has been little activity with BOMA since the December meeting.  Below are the preliminary 
minutes that should be approved on our next conference call that is scheduled for June 27th. 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Board of Medical Advisors Meeting 

December 10, 2014 – Las Vegas, NV 
 

Minutes 
 

 
Attendance       
Peter Papadakos, MD, FCCM, FAARC (SCCM), Chair 
Steven Boas, MD, Chair-elect (AAP)  
Terence Carey, MD (ACAAI) 
Kevin Murphy, MD (ACAAI) 
Russell Acevedo, MD, FCCP (ACCP) 
Robert Aranson, MD, FACP, FCCP, FCCM (ACCP)      
Ira Cheifetz, MD, FCCM, FAARC (SCCM)  
Kent Christopher, MD, RRT, FCCP (NAMDRC)      
Harold Manning, MD, FCCP (ACCP) 
Lori Conklin, MD (ASA), Past Chair  
Thomas Fuhrman, MD (ASA) 
Neil MacIntyre, MD (ATS) 
Allen Dozor, MD (ATS) 
Col. Michael Morris, MD, FACP, FCCP, USA RET 
Ravi Tripathi, MD (ASA) 
      
Excused  
Robert Brown, MD (ATS) 
David Kelley, MD, RRT-NPS, CRT (ASA) 
Paul Selecky, MD, FACP, FCCP, FAARC, FAASM (NAMDRC) 
Woody Kageler, MD, MBA, FACP, FCCP (ACCP)  
George Gaebler, AARC Past President, BOMA Liaison 
 
Guests  
Tom Smalling, PhD, RRT, RPFT, RPSGT, FAARC,  
Kathy Rye, EdD, RRT, FAARC 
Lori Tinkler, MBA 
Carl Haas, MS, RRT, FAARC 
 
Staff 
Tom Kallstrom, MBA, RRT, FAARC, Executive Director 
Tim Myers, MBA, RRT-NPS, FAARC, Associate Executive Director 
Cheryl West, MPH, Director of Government Affairs 
Anne Marie Hummel, Legislative Affairs 
Kris Kuykendall, Executive Administrative Assistant 
 
CALL TO ORDER 
Chairman Papadakos called the meeting of the AARC Board of Medical Advisors to order at 
10:08am PST, Wednesday, December 10, 2014. 
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INTRODUCTIONS 
Chairman Papadakos asked members to disclose any conflicts of interest.  
   
  Michael Morris – paid speaker for Spiriva 
  Peter Papadakos – NY State Board of Professions 
  Russell Acevedo – Sunovian Advisory Board 
    
 
APPROVAL OF MINUTES 
Russell Acevedo moved to accept the minutes of the May 31, 2014 meeting of the AARC Board of 
Medical Advisors. 
Motion carried 
 
 
NATIONAL BOARD FOR RESPIRATORY CARE 
Lori Tinkler and Carl Haas gave highlights of their written report.  The NBRC administered over 
32,500 examinations in 2014 and pass rates have remained the same.  The NBRC Board authorized 
the staff to engage in further discussions with AARC staff to determine whether AARC CRCE data 
could be transmitted directly into the NBRC’s online recertification database for AARC members 
who choose to participate.  Look for this new process to roll-out in mid-late 2015. 
 
CoARC (Commission on Accreditation for Respiratory Care) Report  
Brad Leidich, Kathy Rye, and Tom Smalling gave highlights of their written report.  86% of 
accredited programs are at associate degree level.  Kathy Rye invited BOMA members to become 
site visitors. 
 
CHAIRMAN’S REPORT 
Dr. Papadakos thanked the BOMA members for working on the ACCP letter.   
 
AARC PRESIDENT’S REPORT 
Frank Salvatore presented the Board of Medical Advisors with his goals for 2015-2016.  Awareness 
will be the forefront and he wishes to advance the science of respiratory care, especially by moving 
the APRT credential forward.  He asked for the support of BOMA to advocate for our profession and 
patients.  President Salvatore also informed BOMA that bill HR2619 would be put on the shelf for 
now.   
 
Tom Kallstrom told BOMA about the new membership tiers for senior and student members.  Tim 
Myers explained the student membership discount.  Dr. Fuhrman suggested that when people register 
for the NBRC exam there should be a link to AARC for a discounted membership. 
 
Shawna Strickland informed BOMA about webinars, webcasts, and other educational opportunities 
available that she oversees and invited BOMA to be more involved as content experts.  
  
 
FRCSC (Fundamental Respiratory Care Support Course) 
Tom Kallstrom told BOMA about the program Jerome Sullivan and Hassan Alorainy presented to 
the BOD on Monday.   
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Dr. Chiefetz, Program Committee Chair and BOMA member, told BOMA that the Committee would 
really like for more BOMA members to be speakers, review proposals, submit ideas and general 
topics thru the website.  January 8th is the deadline for proposals and the Program Committee meets 
on January 29th in Dallas.  Many BOMA members were enthusiastic and said they would submit 
ideas before the deadline. 
 
 
RECESS  
Dr. Papadakos recessed the meeting of the Board of Medical Advisors at 11:30am PST Wednesday, 
December 10, 2014. 
 
RECONVENE 
Dr. Papadakos reconvened the meeting of the Board of Medical Advisors at 11:56am PST 
Wednesday, December 10, 2014. 
 
 
EXECUTIVE DIRECTOR REPORT 
Tom Kallstrom thanked Dr. Papadakos for his leadership over the past year and thanked BOMA for 
the CHEST rebuttal articles.  Tom also discussed the AARC Strategic Plan.  
 
FM 14-3-7.1 Dr. Aranson moved that, due to the fact that AARC members have expressed a growing 
interest, one of the open seats from American Academy of Pediatrics (AAP) should be filled with a 
doctor who has an interest in neonatal respiratory care. 
Motion carried  
 
Dr. Christopher moved that the AARC Executive Office investigate. 
Motion carried 
   
 
RECESS  
Dr. Papadakos recessed the meeting of the Board of Medical Advisors at 12:52pm PST Wednesday, 
December 10, 2014. 
 
RECONVENE 
Dr. Papadakos reconvened the meeting of the Board of Medical Advisors at 1:00pm PST 
Wednesday, December 10, 2014. 
 
 
LEGISLATIVE AFFAIRS REPORT 
Cheryl West provided updates on state legislative initiatives including those states exploring the RRT 
credential only for licensure. Anne Marie Hummel discussed the advantages of AARC pursing 
Congressional support in 2015 for the Medicare Telehealth Parity Act, which currently includes 
specific RT provisions.  
 
MEDICAL ADVISOR REPORTS 
Dr. Christopher stated that the NAMDRC meeting will take place in Scottsdale, AZ March 10-11, 
2015. 
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SPECIALTY SECTION REPORTS 
The Specialty Section Reports were reviewed.   
 
OTHER REPORTS 
Tom Kallstrom reviewed the ARCF written report.  ARCF partnered with American Airlines for a 
special promotional announcement that was played in first class cabins during the months of 
November and December. The ARCF held its second annual Fundraiser on Monday night and 
approximately 325 guests attended. 
 
UNFINISHED BUSINESS 
There was no unfinished business. 
 
NEW BUSINESS 
There was no new business. 
 
 
MOTION TO ADJOURN 
Dr. moved to adjourn the meeting of the AARC Board of Medical Advisors. 
Motion Carried 
 
ADJOURNMENT 
Dr. Papadakos adjourned the meeting of the AARC Board of Medical Advisors at 1:52pm PST, 
Wednesday, December 10, 2014. 
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President`s Council 
Submitted by Dianne Lewis – Spring 2015 

 

Recommendations 
None 
 

Report 
This year’s Jimmy A Young Medalist is Bill Galvin MEd, RRT, FAARC. I think most of you are 
familiar with Bill and/or have had the opportunity to work with him in various positions within the 
AARC. He is very deserving of this award. Also, at this meeting we will be taking nominations for 
Life and Honorary membership from the BOD. Below is a list of previous winners and the criteria 
for each. 

 At the last Council meeting, I appointed a committee to look at our policies for Life and Honorary 
nominations and voting. The purpose of the review is to put in writing how it is done and to fill in 
gaps that are needed.   
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AARC Life and Honorary Memberships 
 
 
 

YEAR  LIFE HONORARY 
 
1961 Alvin Barach, MD 
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 John Brown MD 
1975 R.J. Sangster 
1976 
1977 John J. Julius 

Easton R. Smith 
1978 Robert H. Miller 

George A. Kneeland 
Samuel Runyon 

H. Frederic Helmholz, MD  

Meyer Saklad, MD 

1979 Robert A. Dittmar Huberta M Livingston, MD 
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 

Albert Andrews, MD  
Vincent Collins, MD  
Donald F. Egan, MD  
Ronald B. George, MD 
Hurley L. Motley, MD  
Sister Bernice Ebner  
John H. Newell 

1892 Gareth B Gish John Haven Emerson 
1983 Robert E. Glass William F. Miller, MD  
   Robert H. Lawrence, MD 
1984 John D. Robbins James Baker, MD  
  Duncan Holaday, MD 
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YEAR  LIFE HONORARY 
 
1985 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 

1986 Richard W. Beckham 
Paul Powers 

1987 Jeri E. Eiserman 
Edward A. Scully 

1988 Michael Gillespie 
Melvin G. Martin 

1989 Gerald K. Dolan 
Ray Masferrer 

Walter J. O’Donohue, MD 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Hugh Matthewson, MD  

John Hodgkin, MD 

Irvin Ziment, MD  

Roger Bone, MD 

1990 Paul J. Matthews, Jr Alan Plummer, MD 
1991 Larry R. Ellis 

Jerome M. Sullivan 
1992 Patrick J. Dunne 

Phil Kittredge 
1993 Bob Demers 

Bernard P. Gilles 
1994 Philip R. Cooper 

Dianne L. Lewis 
1995 Deborah L. Cullen 

Patricia A. Wise 
1996 Jim Fenstermaker 

Trudy J. Watson 
1997 Charlie G. Brooks, Jr. 

Pat Brougher 
1998 Kerry E. George 

W. Furman Norris 
1999 Dean R. Hess 

Cynthia J. Molle 
2000 Jerry Bridgers 

Dianne Kimball 
2001 Robert Fluck 

Garry W. Kauffman 
2002 Susan B. Blonshine 

William Galvin 

 
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 
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YEAR  LIFE        HONORARY 
 
2003 Margaret F. Traband 

J. Michael Thompson 
2004 David C. Shelledy 

Karen J. Stewart 
2005 Janet Boehm 

Richard Branson 
2006 John Hiser 

Lucy Kester 
2007 Doug MacIntyre 

Joseph L. Rau 
2008 Susan Rinaldo Gallo 

Michael W. Runge 

Cheryl A. West  

Patricia A. Lee  

Jill Eicher  

Marsha Cathcart 

Kent Christopher 
 
John W. Walsh 

2009 Vijay M. Deshpande Dale L. Griffiths 
2010 William H Dubbs 

Toni Rodriguez 
None awarded 

2011  Patricia A. Doorley Foster M. “Duke” Johns III 
2012  Richard M. Ford 
                      Timothy R. Myers 
2013          Linda Van Scoder 
2014         Debra J. Fox  
  

Miriam A. O’Day 
 
Kathy Blackmon 
Edna Fiore 
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CRITERIA 
 
 
 

Candidates for AARC Life Membership 
 
1. 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.” 

 
2. 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. 

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

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

affiliate level. 
 
 
 

Candidates for AARC Honorary Membership 
 
1. 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. 
 
2. 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.” 

 
3. Must have made a special achievement, performance, or contribution to the AARC, its 

affiliates, the NBRC, ARCF 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 (cannot vote or hold office). ] 
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Audit Sub-Committee 
Submitted by Jakki Grimball – Spring 2015 

Recommendations 
 
That, as per policies FM.002 and FM.018 and having served the AARC for several years in good 
standing with complete, accurate, and acceptable results, continue to retain the services of Salmon 
Sims Thomas & Associates, LLC for independent auditing services. 

That the Board of Directors accept the auditor’s report as presented.   

Report 
The Audit Sub-Committee met via phone conference on Wednesday, April 1, 2015 to review the 
findings of the Auditor, Salmon Sims Thomas & Associates, LLC.   
 
The auditors and the Committee members introduced themselves prior to the audit review. The 
auditors and the Committee reviewed the consolidated financial statements and independent auditors 
report for fiscal years 2013 and 2014 and found the records to be in compliance with general 
accepted accounting principles for the United States.   
 
The auditor’s report provided details of assets and liabilities as well as each statement included in the 
report.  They were very complementary of the quality of the AARC financial statements. The 
auditors also provided an explanation of temporarily restricted funds versus unrestricted funds as a 
means of accounting for funds that have not or cannot be spent to date.  The decrease in membership 
revenue was discussed. Tony pointed out approximately 70% of members are now digital which led 
to the drop in revenue. However, it was pointed out the increase in digital membership led to a 
decreased in expenses for the cost of postage and printing. The auditor’s report included no 
recommendations for change or improvement. 
 
There was discussion about Grants income and expenses which started in 2013.  Explanation of each 
grant was provided. Grants income and expenses are starting to level off.  

Other 
Committee Members: 
I want to thank the Committee for their participation in this review and report. I also want to thank 
Tony Lovio and the staff of Salmon Sims Thomas, LLC for their participation and open discussion 
and explanation of the Committee’s questions. I also want to thank John Wilgis and Deb Skees who 
helped me understand my role in this process as I am a new member of the committee.  
 
Members: Karen Schell (KS), Curt Merriman (MN), John Walton (IL) and Jakki Grimball (SC) 
Liaisons: Tony Lovio (TX). 
 
 
 

 99 



Bylaws Committee 
Submitted by: Troy Whittaker - Spring 2015 

 

Recommendations 
 
 That the AARC Board of Directors accept and approve the Indiana Society for Respiratory 
Care Bylaws.  (see attachment “bylaws-indiana-aarc…..”)  
 
 That the AARC Board of Directors accept and approve the Pennsylvania Society for 
Respiratory Care Bylaws.  (see attachment “2014 PSRC…..”)  
 
 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 

Article II, Section 1. 
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. 
 

 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 
Article III, Section 7(a). 

b. 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.  A seat on the Board of Directors, up to a maximum of six 
seats, were granted to those Specialty Sections consisting of at least with a minimum of 1000 
active members as defined in the policies and procedures of the Association to be considered 
for a seat on the Board. 
 
 

 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 
 
Article IV, Section 1(b). 
b. Officers of the Association shall not concurrently be members of the national respiratory care 
credentialing or accreditation bodies or chartered affiliate staff or voting members of their Board of 
Directors. 
 

 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 
Article IV, Section 4(c and d). 
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c. Vice President for Internal Affairs - The Vice President for Internal Affairs shall serve as a liaison 
to the Chartered Affiliates, Specialty Sections, and 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 the sponsors of the Association and to other organizations and associations with which the 
Association has a relationship 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. 
 
 
 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 
 

c. The executive government of the Association shall be vested in a board of at least no more 
than seventeen eighteen (17 18) Active Members consisting of at least five (5) Officers, at 
least six and twelve (6 12) Directors-at-Large, and/or a Section Chairs serving as a Director 
from each Specialty Sections of at least with a minimum of 1000 active members of the 
Association to be that were considered for a seat on the Board of Directors as defined in the 
policies and procedures of the Association.  So as 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 Sections Chairs serving as 
Directors is less than six (6), the number of at-Large Directors shall be increased to assure a 
minimum of 
 

d.  seventeen twelve (17 12) members Directors on of the Board of Directors.  The Immediate 
Past Speaker of the House of Delegates, the Chair of the President’s 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 or chartered affiliate 
staff and/or voting members of their Board of Directors. 
 
 
 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 

Article VIII, Section 3 (b) 

b. The Board of Directors of the Association and all its committees and specialty sections may 
consult with the Board of Medical Advisors in regard to medical issues.  The Board of Medical 
Advisors must approve all matters regarding medical policy. The Board of Medical Advisors shall 
assist the appropriate committees and specialty sections regarding medical and educational issues. 
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 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 

Article VIII, Section 4 

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. 
 

 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 

Article XI, Section 4 

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 meetings. 
 

 That the AARC Board of Directors and the House of Delegates approve the following 
amendment to the AARC Bylaws and re-index accordingly: 

Article XII, Section 2 (b) items 1&2 

3. The committee shall be composed of five (5) Active Members; three (3) elected by the House 
of Delegates and two one (1) elected by the Board of Directors and the seated Past President.  
The Chair shall be selected by the House of Delegates. 
 

4. The term of office for each member except the seated 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. 

 

Report 
Both the Indiana and Pennsylvania Societies Bylaws changes meet the established criteria and were 
approved as drafted and submitted by those affiliates. 

The Ad Hoc Committee requested a conference call with the Bylaws Committee to discuss their 
proposed changes to the AARC Bylaws.  Subsequently, our two committees had a conference call on 
March 11, 2015.  After discussing the proposed changes, some edits were made to those initial 
recommended changes.  The final draft was revised and resubmitted by the Ad hoc Committee on 
March 13, 2015 and were subsequently approved by the Bylaws Committee. 
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Throughout this review and approval process, the AARC Bylaws Committee has considered the 
implications of all Bylaws changes to both the respective Affiliates and the AARC and has 
determined that these changes are appropriate and are not in conflict.  Potential conflicts with 
affiliates Bylaws changes were considered and were determined to be consistent with the AARC 
Bylaws and established requirements. Otherwise, these changes would not have been approved by 
the AARC Bylaws Committee and would not have been recommended to the AARC Board of 
Directors for approval. In addition to our collaborative review, the Ad hoc Committee has consulted 
legal counsel regarding their recommended changes. 
 
Analysis is currently underway to determine which other state affiliates Bylaws are due for review 
this year.  Once that list is compiled, each of those affiliates will be contacted and informed. 

Other 
I would like to than the AARC Bylaws Committee members for their input and involvement in this 
process. 
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Elections Committee 
Submitted by: Jim Lanoha - Spring 2015 

 
Recommendation 
 
None 

Report 
On behalf of the AARC Elections Committee, I am pleased to present the slate of candidates for 
the 2015 election. 
 

President-Elect: 
Brian  Walsh 
Sheri Tooley 
 
Director-at-Large: 
John Lindsey 
Raymond Pisani 
Carl Hinkson 
Thomas Malinowski 
Doug McIntyre 
Debra Skees 
Gary Wickman 
Pattie Stefans 
 
Sleep Chair: 
Marilyn Barclay 
Jessica Schweller 
 
Home Care Chair: 
Zachary Gantt 
Debra Schuessler 
 
Neonatal/Pediatrics Chair: 
Steve Sittig 
Bradley Kuch  
 

I would like to thank the members of the Committee for their hard work and diligence in considering 
this year’s nominees. Committee members include Mary Roth, Dan Rowley, John Hiser and George 
Gaebler. I would like to give special thanks to Tim Myers, Sherry Milligan and Beth Binkley at the 
Executive office for their guidance and assistance 
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Executive Committee 
Submitted by: Frank Salvatore - Spring 2015 

 
Executive Committee Actions Needing Board Ratification: 

1. The AARC BOD ratifies the Executive Committee vote consenting to the CoARC 
Accreditation Standards for Advanced Practice Programs in Respiratory Care. 

a. Justification – due to the time sensitive nature of the CoARC approval request, it was 
decided to have the Executive Committee review and decide on the action to take 
regarding the standards.  The Executive Committee found the standards to be 
acceptable and voted to Consent to the Standards.  Per the AARC by-laws the Board 
must ratify this action at the next meeting. 

 

Executive Committee Action – Notification Only: 

1. The Executive Committee voted to approve funding for AARC Executive Office 
building repairs.  

a. Although the Board must ratify this action, we’re moving it to the finance committee 
report/recommendations.  This is just notification that the vote originated with the 
executive committee.  NO ACTION REQUIRED UNDER THIS REPORT. 

 

Objective: 
1. Act for the Board of Directors between meetings of the Board on all relevant matters as 

necessary. 
 

Survey Proposals Reviewed: 
1. Cappiello Survey – 2/12/15 – Approved 
2. Rojas Survey – 2/25/15 – Not Approved 
3. Miller Survey – 2/27/15 – Approved 
4. Seal Survey – 3/3/15 – Approved 
5. Wiles Survey – 3/3/15 – Approved 
6. Knigge Survey – 3/16/15 – Approved 
7. Chatburn Survey – 3/30/15 - Approved 

 

Notes: 
1. The Executive Committee will meet on Thursday, April 23, 2015 in Dallas to review the 

agenda and prepare for the Board Meeting. 
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Finance Committee Report 
 
 
 
 

Verbal report

 106 



Judicial Committee 
Submitted by Anthony Dewitt – Spring 2015 

Recommendations 

None 

Report 
• During this reporting period only one case has been referred to the committee.  Unfortunately, 

because the matter had not run its course at the hospital where the events took place, the 
committee chair was unable to continue dialogue with the reporter. 

• The Committee Chair is an attorney, and an attorney has an ethical duty not to have “ex parte” 
communications with a represented party.  There is no hospital I know of that does not have 
counsel.  The reporting individual did not have clearance from her hospital counsel to talk to me.  

• I asked her to get that clearance and come back to me when she had the consent of the hospital’s 
attorney. 

• To do otherwise would place the reporter at risk for discipline by her facility. 
 
I will continue to monitor email traffic for a case that requires a hearing. 
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Program Committee 
Submitted by Ira Cheifetz – Spring 2015 

 

Recommendations 
 
None 
 
Report 
 
1. Prepare the AARC Congress Program, Summer Forum, and other approved seminars and 
conferences. 
 
Status: The committee met in Dallas on Jan. 29 – Feb. 1, 2015 to review in excess of 800 individual 
lecture proposals submitted in ten different specialty areas and roundtables for presentation at the 
Summer Forum and Congress. Crystal Maldonado from the Executive Office has 
already begun communicating with those who submitted proposals informing them of the Program 
Committee’s decision to accept or reject their proposal. Based on member feedback and after in-
depth analysis from the 2014 meeting in Las Vegas, the length of presentations will remain at 35 
minutes. The committee would like to express our gratitude to all the individuals (and groups) who 
submitted proposals and to those who support our many programs and activities. 
 
2. Recommend sites for future meetings to the Board of Directors for approval. 

 
Status: Summer Forum has been secured through 2015. An active search is underway for locations 
for 2016 and beyond.  A recommendation for site selection will likely be forthcoming shortly after 
the 2015 AARC Spring BOD Meeting, and voting may be requested via eVote.  The next open year 
for Congress is 2018.  The Executive Office is currently evaluating destinations for this meeting, and 
a recommendation for this meeting will likely be brought to the BOD later in the year. 
 
3. Solicit programmatic input from all Specialty Sections and Roundtable chairs. 

 
Status:  Proposals for the Summer Forum and the Congress were received from all Specialty Sections 
and Roundtables.  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 that 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.  In addition, Dr. Strickland made a point of keeping the Program Committee 
abreast of the amount of content by “content category” during the meeting.  This was especially 
helpful to ensure that we offer a well-balanced program that includes sufficient content (i.e., CRCE) 
in the various content categories for re-credentialing. 
 
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 
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amount of time to discussing industry priorities and hot topics as well as reviewing membership 
feedback from previous meetings. As a result of these conversations, several changes will be made to 
AARC Congress 2015, including, but not limited to marketing the meeting, programming, exhibitors, 
and exhibit hall.     
 
5. Misc. 

o During the meeting, a video tutorial was created by Mr. Garry Kauffman for those 
who will be moderating sessions at future AARC meetings.  It was widely discussed 
that there was minimal education and expectations provided to moderators creating 
inconsistencies from moderator to moderator.   

o As such, a “how to” video was created with tips and recommendations on how to 
serve as a professional moderator. 

o The Program Committee discussed at length member’s response to rejected proposals 
and the “rejection letter” they receive.  As such, a 60-second video message was 
created by the entire committee to better communicate the message and better explain 
why proposals might be rejected.  A link to this video was included with each 
rejection letter. 

o Crystal Maldonado created a video tutorial for AARC members (and others) on best 
practices in submitting AARC Congress/Summer Forum lecture proposals.  Many 
times, proposals are rejected because of poorly written submissions.  This video is 
designed to better explain the submission process, provide members a better 
understanding of the process, and maximize their chance for acceptance. This video 
will be used to educate members during the 2016 Call for Proposals.    
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Strategic Planning Committee 
Submitted by George Gaebler – Spring 2015 

 
 
 
 
 
Verbal report
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Adult Acute Care Section 
Submitted by Keith Lamb – Spring 2015 

 

 

Recommendations 
That the Board explore methods to support respiratory care practitioner formed research groups, such 
as CARTER (Consortium to Advance Respiratory Therapy through Excellence in Research). 

 (See below report for details about CARTER) 

• That a committee is appointed to develop strategies to help develop and support groups like 
CARTER. 

• That the development of a “fund” or “endowment” be considered. This endowment could 
potentially receive monies from corporate partners and then these monies could be applied for 
by groups like CARTER to help support their research efforts. These funds could be used to 
fund many aspects of research projects including: 

• FTE’s to help provide for protected time to researchers 
• Equipment 
• Administrative support 
• Statistical analysis support 

 
• We (CARTER) believe that these efforts fit nicely within the spirit of Objective #3 of the 

AARC’s Strategic Plan listed below.  

Objective 3 
Support research and scientific inquiry to strengthen the scientific foundation and promote best 
practice for patient care. 

Description 
Demonstrate the value of the respiratory therapist in providing respiratory care by supporting, 
conducting, and publishing research information. Research should compare the value of the 
respiratory therapist to others who may provide respiratory care services. Information generated 
should consider the needs of employers, legislators, regulators, other health professionals, and 
patients. Research efforts will, when appropriate and possible, be conducted in collaboration with 
other health care stakeholders. 

Strategies 
1. Financially support research that seeks to advance the science and practice of respiratory care 
provided across all care sites. 

2. Publish scientific information that advances the science and practice of respiratory care. 

3. Work collaboratively with other health professions to conduct research to demonstrate the value 
of allied health professionals. 
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4. Demonstrate the effectiveness of the respiratory therapist in health promotion and disease 
prevention. 

Report 
The Adult Acute Care Section members continue to be active in all areas of Acute and Critical Care.  

The Section continues to: 

• Publish a quarterly bulletin with quality articles written by new authors 
• Publish a Monthly News letter 
• Monthly Image and Discussion 
• Monthly Journal Club Article and Discussion 
• Monthly Case Report and Discussion 

Four of the acute care section members have developed a consortium between their medical centers 
and have named it CARTER. Consortium to Advance Respiratory Therapy through Excellence in 
Research. 

The group consists of: 

• Iowa Methodist Medical Center (Des Moines - Keith Lamb) 
• Harborview Medical Center (Seattle – Carl Hinkson) 
• Rush University Medical Center (Chicago – Brady Scott) 
• University of Virginia Medical Center (Charlottesville – Dan Rowley) 

This group, which represents several adult critical care centers across the country, has come together 
in an effort to develop a research infrastructure to conduct respiratory care research. This consortium 
has a long term goal of creating a sustainable program for training new respiratory care researchers 
and conducting quality research.  
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Continuing Care-Rehabilitation Section 
Submitted by Gerilynn Connors – Spring 2015 

 

 
 
 
No report submitted as of April 13th.  
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Diagnostics Section 
Submitted by Katrina Hynes – Spring 2015 

 
 

Recommendations 
 
None 

Report 
2015 Diagnostic Section Charges 

1.  Provide proposals for programs at the International Respiratory Congress and Summer 
Forum to the Program Committee to address the needs of your Specialty Section’s members.  
Proposals must be received by the deadline in Jan 2015. 

a. 47 lecture proposals were submitted by the Diagnostic Specialty Section membership 
for this year’s conference.  The Section Chair provided feedback to Thomas 
Lamphere, AARC Program Committee, by rating the lecture topic relevance and 
quality of the speaker to assist in the selection process.  Any specific lecture requests 
made by the Section membership during the 2014 Diagnostic Section Annual Meeting 
held at the AARC International Congress were communicated. 
 

2. In cooperation with Executive Office staff, plan and produce four section bulletins, at least 
one Section Specific thematic web cast/chat, and 1-2 web-based section meetings.  
Documentation of such a meeting shall be reported in the April 2015 Board Report. 

a. Section Bulletin – the 2015 Spring Bulletin has been completed and is awaiting 
publication.  Quarterly Bulletin deadlines:  Winter Issue: December 1; Spring Issue: 
March 1; Summer Issue: June 1; Fall Issue: September 1. 

b. Section Specific web cast/chat – continued efforts are being made by the Section 
Chair to identify a topic and lecturer.  Any progress made or outcomes will be 
reported to the Board of Directors in the second quarter report. 

c. 1-2 web-based Section meetings – further investigation and communication is being 
made by the Chair with the AARC to better understand the expectations of this charge 
as well as the resources to be utilized.  Any progress made or outcomes will be 
reported to the Board of Directors in the second quarter report. 
 

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

a. As a manager of the Mayo Clinic Pulmonary Function Laboratory, the largest 
Pulmonary Function Laboratory in the world, I routinely receive numerous calls 
regarding best practice and standard operating procedures.  During these 
communications I take advantage of the opportunity to promote and advocate the 
value of the AARC membership as a tool to share knowledge, professional growth and 
development, and keep abreast of up-to-date technology, standards and guidelines.   

b. As a team, the Section Chair and Bulletin Editor are relentless in seeking out new 
talents through AARConnect List Serve interactions, or via warm-chatter during the 
International Congress, to author quarterly Section Bulletin articles.  These efforts 
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engage our membership and encourage future professional interactions. 
 

4. Identify, cultivate, and mentor new section leadership. 
a. Professional growth and development is a high priority of the Diagnostic Section.  

Motivated and driven members are identified via electronic or interpersonal 
interactions within professional settings.  As the Chair, I meet with individuals to 
discuss their professional experience and aspirations and establish goals to aid them 
in becoming more active within the AARC organization and/or Diagnostic Section; 
getting their name out there into the Respiratory Care community and sharing their 
knowledge.   

b. Contribution to the Section Bulletin is strongly encouraged by all members and 
mentorship is provided by the Chair and Bulletin Editor as support.   

c. It is important to the Diagnostic Section to have a strong presence at the Annual 
International Congress, therefore up-and-coming leaders in the field are sought out 
and encouraged to submit RFPs.  As the Chair, I give guidance on potential lecture 
topics, how to compose a lecture power point and encouragement to inexperienced 
speakers who aspire to stand at the podium. 
 

5. Enhance communication with and from section membership through the section list serve, 
review and refinement of information for your section’s web page and provide timely 
responses to requests for information from AARC members. 

a. Professional communication and follow-up is ongoing. 
b. Refinement of information on the Diagnostic Section web page is addressed as an 

“action item” at the bottom of this report. 
 

6. Review all materials posted in the AARC Connect library or swap shops for their continued 
relevance.  Provide a calendar of when the reviews will occur to be reported in the April 2015 
Board Report and updated for each Board report. 

a. The review of all material posted in the AARC Connect library and swap shops will be 
reviewed annually and reported in the 1st quarter Board of Directors Report.  For 
2015, the review will occur in the 2nd quarter and be reported in the 2nd quarter Board 
of Directors Report. 
 

7. Review the membership and the offering of the sections and make recommendations to the 
Board for areas of improvement.  If any of the sections fall below the threshold of 
maintaining that section please make recommendations as to what should be done with that 
section. 

a. No recommendations are being made at this time. 

Other 
Section Bulletin Revision: 

1. Within the Section Bulletin body, “Notes from the Editor” has been replaced with 
“Technologist’s Comments” by Mr. Jeffrey Haynes as an avenue to offer insight, 
observations and opinions.  It encourages inter-professional communication and knowledge 
sharing of the Section membership.   
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Action Item:   

1. Upon review of the resources and links provided on the Diagnostic Section web page, major 
errors/updates were identified.  The following will be updated by the Chair and 
communicated to the appropriate AARC personnel for upload to the site: About the Chair, 
Diagnostic Section Resource List, Online Resources (URLs).  The update will be reported in 
the 2nd quarter Board of Directors Report. 

Diagnostic Professionals Representation: 

1. Mr. Carl Mottram RRT FAARC, Director of the Pulmonary Function Laboratories and 
Associate Professor of Medicine at the Mayo Clinic was elected as Treasurer and Executive 
Committee Member of the Board for the Clinical and Laboratory Standards Institute.  

2. Mr. Jack Wanger MS RRT, Independent Consult continues to serve on the ATS Pulmonary 
Function Standards Committee and is currently working on their updated guideline on 
Bronchoprovocation Testing.    
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Education Section 
Submitted by Ellen Becker– Spring 2015 

Recommendations 
 
None 

Report 
At the December Education Section Meeting at AARC Congress 2014, Drager gave away 5 
ventilators.  The recipients were: 

• Western Technical College-Wisconsin (Lynn Lenz) 
• University of Arkansas for Medical Sciences (Erna Boone) 
• Grossmont College-California (Peggy Wells) 
• Highline College-Washington (Michele Pedicone) 
• The Ohio State University (Georgianna Sergakis) 

An Education Book Club was implemented as an alternative to the quarterly bulletin for the 
Education Section as a mechanism to improve value. Less than 10% of the membership downloaded 
the bulletins and the average viewing time of the bulletins was 45 seconds. The Book Club was 
initiated by Gayle Carr which started the week of March 2, 2015. Ten additional members 
volunteered to be chapter leaders.  The volunteers came from clinical and academic (associate and 
baccalaureate degree) backgrounds. One member was someone who had not posted frequently in the 
education section previously. After an Education Section member expressed concerns about the 
frequent postings, the Book Club was moved to a separate community. 

An Education Section Spring Meeting was held via webinar on March 31, 2015. The content of the 
meeting addressed the concerns members expressed through a survey.  The meeting resources were 
shared with the section members who could not attend through weblinks for both the presentation 
and the archived webcast. 

Proposals for 127 Education Section programs were reviewed for the 2015 Summer Forum and 
International Congress. The selected topics related to themes educators addressed in the survey sent 
prior to the Spring Education Section Meeting as well as frequent postings on the listserve. 

Education Section membership has 1107 members. 

The Electronic Swap Shop and AARC Connect Library will have contents reviewed according to the 
following schedule: 

• May:  Engage section membership in updating topics for the Electronic Swap Shop 

• June/July: Solicit volunteers to conduct the review for the Swap Shop and AARC Connect 
library online and at Summer Forum 

• August:  Complete reviews 
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Other 
Conduct an evaluation of the value of the Education Section Book Club as an alternative to 
producing quarterly bulletins. 

Reach out to respiratory care program directors/directors of clinical education who are not 
represented in the Education Section membership. 
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Home Care Section 
Submitted by Kim Wiles – Spring 2015 

Recommendations 
 
None 

Report 
1. Home Care Competency Survey Completed  

        
2.   Results will be shared with BOD once results are assimilated 
 
3.   Conference call meeting will be scheduled with Homecare membership to discuss results and 
next steps in homecare competencies 
 
4.  Worked closely with Dr. Christopher and Dr. Carlin on homecare lecture submissions for 
Congress 2015 
 
5.  Two homecare related articles in AARC times 
 
6.  Pelican trial launch-tentative launch 3.30.15. Recruiting membership to help with recruitment  
 
7.  Recruitment of 2 members to run for section chair elect 
 
8.  The hot topic for our section members is non-invasive ventilation.  Section members seeking 
guidance on non-invasive ventilation in the home (i.e. CPG). I have had members contact me as well 
as some discussions on Connect.  
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Long Term Care 
Submitted by Lorraine Bertuola – Spring 2015 

 
 

No report submitted as of April 13th.  
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Management Section 
Submitted by: Cheryl Hoerr – Spring 2015 

 
Recommendations 
 
None 
 

Report 
 
1. Provide proposals for programs at the International Respiratory Congress and Summer Forum to 

the Program Committee to address the needs of the Management Section members.   
Status:  More than 120 individual proposals were submitted for the management section.  
Cheryl Hoerr, Management Section Chair, collaborated closely with Garry Kauffman, 
Program Committee Management Section Liaison, to evaluate the merits of each proposal 
and its appropriateness in addressing current healthcare management issues.  The program for 
the Summer Forum has been finalized.  The program for the International Respiratory 
Congress is currently in draft form. 

 
2. Produce four section bulletins, at least one Section-Specific thematic web cast/chat, and 1-2 web-

based section meetings. 
Status:  The winter bulletin was published on schedule and the spring bulletin is ready and 
will be released on schedule.  A management-themed webcast entitled “Benchmarking and 
Productivity” is scheduled for April 30th; Tim Myers will be the presenter.  A web-based 
meeting with the management section membership is in the process of being scheduled for 
early May. 

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

growth. 
Status: The management section meeting at the International Respiratory Congress in Vegas 
was extremely well-attended.  Discussed challenges facing RT and emphasized the value of 
the group as a resource during this time of healthcare upheaval.  Collaborated closely with 
Garry Kauffman to ensure timely, insightful topics are on the management agenda for the 
Summer Forum in Phoenix; the spring newsletter “Notes From the Chair” is focused on 
emphasizing the value of attendance to managers. 

 
4. Identify, cultivate, and mentor new section leadership 

Status: New attendee introduced herself to Garry Kauffman and I at last SF; she will be 
management section speaker at this year’s Summer Forum.  Unfortunately no action has been 
taken on this charge to date.  Would appreciate advice/input from other experienced Board 
members as to what activities and initiatives would be effective.   

 
5. Enhance communication with and from section membership through list serve, review and refine 

information for section web page, provide timely responses to requests for information from 
AARC members. 

Status: Daily review of management section list serve postings and reply as necessary.  Have 
received one request to post a survey; collaborated with Shawna Strickland to determine what 
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information was required and awaiting further information from survey author.  Sam 
Giordano made a couple of suggestions for postings: calling membership attention to the Feb 
2015 RC Journal research study on TDPs and encouraging members to participate in the 
associated JournalCast on Feb 27; and posting the latest FDA recommendations on 
Reprocessing Medical Devices.  Additional postings included: new ICD-10 coding 
information related to CPAP/BiPAP documentation and billing, a clarification of the NCCI 
edit for billing 94640, and an open invitation to all management specialty section members to 
join the latest Leadership Book Club discussion on Essentialism by Greg McKeown.  Based 
on the number of emails received asking for instructions on how to join the book club we 
should have picked up at least a dozen new participants.  On average there have been 44 
conversational threads posted in each of the past four months on the management list serve; 
the volume was slowest in December and picked up after the New Year.  Hot topics included: 
department dress code, removal of simple O2 masks from clinical areas, TJC, Oxymask, code 
team structure, protocol orders, O2 cylinder segregation, and nebulizer billing. 

 
6. Review all materials posted in the AARC Connect library or swap shops for their continued 

relevance.  Provide a calendar of when the reviews will occur to be reported in the April 2015 
Board Report and updated for each Board report. 

Status: There are currently 664 documents in the Management Specialty Library.  Review of 
½ of these materials will be complete by July BOD meeting.  The second ½ of the review will 
be completed prior to the November BOD meeting. 

 
7. Review the membership and the offering of the sections and make recommendations to the Board 

for areas of improvement.  If any of the sections fall below the threshold of maintaining that 
section please make recommendation as to what should be done with that section 

Status: There are currently 1648 total management specialty section members, of which 1608 
are active members.  No action necessary for this charge for management specialty section as 
of this posting. 

    

Other 
1. Review and update the SWAP SHOP so that resources are current and reflect recent changes in 

CPG and Standards.   The process will be conducted by the review committee and will conclude 
with a “new call” for resources posting. 

Status: Reference #6 above. 
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Neonatal-Pediatrics Section 
Submitted by Natalie Napolitano – Spring 2015 

 
Recommendations 
None 

Report 
 2016 Congress: Solicited topics through the section and make submissions as requested by the 
section.  I worked with the program committee in grading submitted topics.  Began reminding people 
about abstract submission deadline and offered mentorship for those that would like it.  Have a group 
of individuals willing to be mentors when requests come in so that I am not the only one doing it this 
year for the section. 

Newsletters - put together another newsletter and working with co-editors and a few new members 
that want to write for the newsletter and become more involved with the section.  

 Exploring the possibility of a NPS prep course with Shawna as the NPS exam has the lowest pass 
rate and is one of the oldest specialty exams.  The section discussion at the meeting at the congress 
was that the reduction in neo/peds education in programs is making it harder for people to pass this 
exam.  We are also seeing this in new grad coming to work with children as we have to completely 
teach them in orientation.  This course could be used not only for the exam but also for those who 
individual to become better neo/peds practitioners. 
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Sleep Section 
 Spring 2015 

 
 

 
No chairperson 
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Surface to Air Transport Section 
Submitted by Billy Hutchison – Spring 2015 

 
 

No report submitted as of April 13th.  
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Benchmarking Committee 
Submitted by: Chuck Menders – Spring 2015 

Recommendations 
None 

Report 
1. Tom Berlin, Garry Kauffman and Bill Cohagen were added as new members to the 

benchmarking committee. 
 

2. Geographic regions were redefined and assigned and regional client support has continued by 
all members of the team to assist new clients and follow up with subscribers.   

 
3. Created a marketing promotional tool for subscriber inquiries. 

 
4. Various elements of AARC Benchmarking software have been identified as needing 

updating.  Committee members have been assigned and continues to work on defining what 
these needs are, including: 

• Alignment with time standards and definitions included in the 5th Edition URM 
• Refinement of metric terminology and measures to be consistent with terms considered 

universal in reporting performance 
• Consider the capture and reporting of key outcome metrics, such as unplanned 

extubations, VAE %, etc. 
• Revise and simplify the department profile to allow for quicker data entry. 
• Develop of a benchmarking survey to query members about quality indicators that would 

add value to the system. 

5. User list reports containing user demographics and subscription expiration dates have once 
again been made available for the committee.   
 

6. Membership in AARC Benchmarking has declined from 80 as of June 1, 2014 to 50 on 
March 30, 2015, despite a new pricing structure to make the program more affordable for 
both current and new subscribers.   
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Billing Codes Committee 
Submitted by: Susan Rinaldo Gallo – Spring 2015 

Recommendations 
None 

Report 
 
I continue to monitor the Coding list serve and address the charges assigned. 

I am happy to report that there has not been any major controversies or major changes in 
reimbursement that have caused concern this past quarter.  
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Federal Government Affairs Committee 
Submitted by John Lindsey – Spring 2015 

 
 

Recommendations 
 
None 
 

Report 
One of the on-going goals of the AARC Federal Government Affairs Committee is to “Assist in 
Coordination of Consumer Supporters”. 

New Objectives may include: 

1. Find ways to resurrect the AARC 435 plan, which identifies a Respiratory Therapist 
and consumer/patient contacts team in each of the 435 congressional districts. 

2. Assist the State Societies with legislative and regulatory challenges and opportunities 
as these arise.  

3. Work with PACT coordinators and the HOD 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. 

4. Oversee the virtual lobby week and/or any calls to action that come up over the year. 
5. Assign committee members specific states to act as liaisons toward and ensure the 

members communicate with their liaison state during active committee work periods. 
 

The 17th annual AARC/State Society 2015 DC Hill Lobby Day was held on Wednesday, March 18, 
2015 with 144 RT PACT representatives from 44 states and DC met with their House of 
Representative Members and Senators to discuss support for the Medicare Telehealth Parity 
legislation that we anticipate will be reintroduced soon.  Through the efforts of the AARC via 
Virtual Lobby Week, efforts from the State Society Leadership and PACT reps, and the Members of 
this Committee we had nearly 19,500 total Advocacy Messages sent to Congress asking for support 
of the Parity bill.  Of course, we need to keep the momentum going and aim to achieve at least 
25,000 messages sent over the next few months.  As AARC President Frank Salvatore says, we need 
to advocate 365 days a year for our profession. 
 
This Committee is also been kept informed of state legislative developments of interest to the RT 
profession, especially those that impact RT state licensure. 
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Fellowship Committee 
Submitted by: Patrick Dunne – Spring 2015 

 
 

Recommendations 
 
None 
 
Report 
The work of the Fellowship Selection Committee does not begin in earnest until the actual selection 
process commences later in the year.  Please note that the deadline for receipt of online nominations 
for 2015 Fellow is Friday, August 28.  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. 
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International Committee Report 
Submitted by John Hiser – Spring 2015 

Recommendations 
None 

Report 
1. Coordinate market and administer the International Fellowship Program. 
 
We are in the process of gearing up for this year.  The web site and the online application have been 
updated.  A call for applicants has been posted on the international fellows list serve, the city host list 
serve, the HOD/Presidents and the BOD list serves, AARCTimes and the web site.   
 
2. Collaborate with the Program Committee and the International Respiratory Care Council to plan 
and present the International functions 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.  
 
We continue to work on improving communication and on targeted activities.   
 
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 continue to correspond with other medical associations, societies and practitioners.   
 

I want to thank April Lynch for all of her hard work. I also want to thank the members of the 
committee. 
 
Vice Chairs 
Dan Rowley, MS, RRT-ACCS, NPS, RPFT, FAARC, Vice Chair for International Fellows 
Hassan Alorainy, BSRC, RRT, FAARC, Vice Chair for International Relations 
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Committee members: 
Michael Amato, MBA 
Arzu Ari, PhD, RRT, FAARC 
John Davies, RRT, MA, RRT, FAARC 
ViJay Desphande, MS, RRT, FAARC 
Hector Leon Garza, MD, FAARC 
Derek Glinsman, RRT 
Yvonne Lamme, MHA, RRT 
Debra Lierl, MEd, RRT, FAARC 
Camden McLaughlin, RRT, BS, FAARC 
Natalie Napolitano, MPH, RRT-NPS, FAARC 
Bruce Rubin, MD, FAARC 
Michael Runge, BS, RRT 
Jerome Sullivan, PhD, RRT, FAARC 
Daniel Van Hise, RRT, NPS 
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Membership Committee 
Submitted by Gary Wickman – Spring 2015 

 

Recommendation 
None 

Report 

Objectives 
1. Review, as necessary, all current AARC membership recruitment documents and toolkits for 

revision, addition and/or elimination based on committee evaluation. 
2. In conjunction with the Executive office, develop a membership recruitment campaign based 

on survey results for implementation. 
3. Identify and evaluate methods to recruit respiratory therapy students as ACTIVE members of 

the AARC. 
4. Develop a scientific, data-driven process to implement and measure the effectiveness of 

current and new recruitment strategies. 
5. Develop strategy to create more member use of AARC-Connect  

 

Report 

New Projects 
The following programs were launched by the Executive Office with the support of the Membership 
Committee: 

1. Student early recruitment program 
a. We have launched a new program to recruit students into active membership.  From 6 

months to 3 months prior to graduation, a student can become an active member for 
$70 for a 2-year membership.  From 3 months prior to graduation until graduation a 
student can become a member for $90 for a 2-year membership.  From graduation 
until1 month post-graduation a student can become an active member for $70 for a 1-
year membership.  This was communicated to all student members via email and to 
the Program Directors.  To date we have had about 300 new active members, about 
10% of the total graduating classes for May, June and July.  We will continue to use 
this tool to recruit students to active members.  The Membership committee members 
are communicating with the Affiliates to ensure this is marketed to all students.  The 
potential is very good.  We have about 7,000 student members. 

2. Senior member program 
a. The Senior Member program was also launched this spring.  When an active member 

reaches age 65, they will have the opportunity to renew for $25 per year or $200 for 
lifetime membership.  The benefits are limited, they can get some of the free or 
reduced CRCEs but the AARC will not track these CRCEs for the member.  Also, 
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some of the educational offerings, those from the AARC University, will need to be 
paid at the nonmember rate.  All other benefits of active membership are available.  
The thought is that most people over 65 will be retired and do not need the CRCEs, 
but that is not a necessity to get this benefit.  This far 31 members have taken 
advantage of this program. 

3. Lapsed member program 
a. This is a “Win back program”.  This is a new, refreshed campaign to win back lapsed 

members.  We have focused on people who have been lapsed between 3 and 6 
months.  We were able to recruit 6% of that group back to active membership.  We 
then focused on people who had been lapsed between 7 to 24 months.  We were able 
to recruit back 3% of those people.  To date we have brought back 600 members in 
the last 2 months. 

4. Auto renewal program 
a. This will be a program to offer auto renewal much like Netflix or Amazon.  People 

will be able to be auto renewed each year as long as they want to do that.  The 
Executive Office is working through the security to be able to offer this benefit.   This 
should be active later this year. 

 
Data Review 
We have been stuck at 39,000 to 40,000 active members for the past couple of years.  We ended 
2014 at 40,000 active members about 1,500 members less than when we started this campaign.  We 
continue to lose about 100 to 150 senior members per month.  Retention rate for 2013 was about 
81% and it is 76% for 2014.  We did increase our new members in 2014 by over 9,000, which was 
slightly more than in 2013. 
 
Next Steps 
President Salvatore gave us a 2-year goal to reach 50,000 active members.  The committee met in 
March to review the new programs, the data, and develop a plan for next steps.  We are gathering 
more data around total number of educational programs, the number of those programs that are 
utilizing the free student member benefit.  We also want to review the conversion rate of those free 
student members versus those student members who paid for their membership. 
 
The following are ideas to engage the profession in this campaign: 

1. We are scheduling a teleconference for the Charted Affiliate Presidents, Membership Chairs, 
educational Program Directors and Directors of Clinical Education to review the current data, 
the new programs that are available to recruit members, and to also go over Best Practices 
from affiliates who have been successful.   

2. We will also review Best Practices from educational programs that do a great job engaging 
their students in the ARC.  This could be by requiring the students to go to the AARC web 
site for a class project.  We will also require students who have the free memberships to log 
in at the web site to activate their memberships.  The goal of this is to market the value of the 
AARC to potential new active members. 

3. We will also continue the “Visit Project”.  We will focus on educational programs and 
students while continuing to meet with RCPs in a hospital setting.  We still believe that a 
grass roots effort is needed for this campaign. 

4. Other ideas include continuing to hold special forums at the state and local conferences for 
student members.  To continue the mentoring programs in the HOD and the state boards for 
students. 
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5. Meet with Affiliate Presidents and Membership Chairs at the Summer Forums and 
International Congresses in the future to help keep them engaged on this campaign. 

 
There was a lot of discussion and ideas to renew and re-energize this campaign.  The Membership 
Committee will continue to meet every other month to keep the energy and momentum going.  We 
will also stay engaged on AARC Connect in between those meetings.  The Chair will also meet 
individually with all of the members of the committee to ensure that they still will be engaged in this 
program.  We know that achieving President Salvatore’s goal is attainable and we are in this 
campaign for the long haul.  The future of our profession is dependent on membership. 

Other 
I would like to thank the members of my committee and the Executive Office for their help with this 

campaign. 
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Position Statement Committee 
Submitted by Colleen Schabacker – Spring 2015 

Recommendations 
Recommendation #1: 
Approve and publish the revised Position Statement “Ethics and Professional Conduct”.  This paper 
is submitted for your review as attachment #1.  Text to be added appears in RED. 
 
Justification:  The Board did review revisions at the last December 2014 meeting and the revisions 
were approved.  However, it was brought to my attention the draft of revisions I submitted in that 
report was the wrong draft and didn’t include all revisions.  The attached draft is the one approved by 
the committee and was worked on by members of the HOD. 
 
 
Recommendation #2: 
Approve and publish the Position Statement “Licensure of Respiratory Care Personnel” with no 
revisions.  This paper is submitted for your review as attachment #2. 
 
Justification:  It was determined this position statement remains pertinent to the profession. 
 
 
Recommendation: #3: 
Approve and publish the Position Statement “AARC Statement of Continuing Education” with no 
revisions.  This paper is submitted for your review as attachment #3. 
 
Justification:  It was determined this position statement remains pertinent to the profession. 
 
 
Recommendation #4: 
Be it resolved the AARC develop and publish a new Position Statement regarding respiratory 
therapists inserting and maintaining arterial lines. 
 
Justification:  Numerous hospitals allow respiratory therapists to insert and maintain arterial lines, 
however the AARC does not currently have a position on this invasive procedure.  For those 
hospitals not currently performing this procedure look to the AARC for guidance in the form of a 
Position Statement. 
 
 
Recommendation #5: 
Be it resolved the AARC develop and publish a new Position Statement regarding respiratory 
therapists inserting and maintaining vascular lines. 
 
Justification:  Hospitals in some states allow respiratory therapists to insert and maintain vascular 
lines, however the AARC does not currently have a position on this invasive procedure.  Some states 
are looking to revise their licensure rules to allow therapists to perform this procedure and they are 
looking to the AARC for guidance in the form of a Position Statement. 
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Report 
Objectives: 

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. 

Ongoing 

 

Review, revise or delete as appropriate using the established three-year schedule of all current 
AARC position statements subject to the Board approval. 

Review, revise or delete current AARC Position statements in a more frequent schedule when the 
science/technology changes dictate (i.e.  E-cigarette position statement and continuous changes to 
regulation and clinical research 

Ongoing 

 

Revise the Position Statement Review Schedule table annually in order to assure that each 
position statement is evaluated on a three-year cycle. 

This schedule has been updated and is attached to this report. 

Other Info: 

A sincere thank you to the members of this committee for their input:  Kathleen Deakins, 
Deryl Gulliford Linda Van Scoder, Tony Ruppert and Karen Stewart. 
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 Attachment #1 
 

AARC Statement of Ethics and Professional Conduct 
In the conduct of professional activities the Respiratory Therapist shall be bound by the following ethical and 
professional principles. Respiratory Therapists shall:  
 
 Demonstrate behavior that reflects integrity, supports objectivity, and fosters trust in the profession and its 
professionals.  

 Promote and practice evidence-based medicine.  

 Seek continuing education opportunities to improve and maintain their professional competence and 
document their participation accurately.  

 Perform only those procedures or functions in which they are individually competent and which are within 
their scope of accepted and responsible practice.  

 Respect and protect the legal and personal rights of patients, including the right to privacy, informed 
consent, and refusal of treatment.  

 Divulge no protected information regarding any patient or family unless disclosure is required for the 
responsible performance of duty as authorized by the patient and/or family, or required by law.  

 Provide care without discrimination on any basis, with respect for the rights and dignity of all individuals.  

 Promote disease prevention and wellness.  

 Refuse to participate in illegal or unethical acts.  

 Refuse to conceal, and will report, the illegal, unethical, fraudulent, or incompetent acts of others.  

 Follow sound scientific procedures and ethical principles in research.  

 Comply with state or federal laws which govern and relate to their practice.  

 Avoid any form of conduct that is fraudulent or creates a conflict of interest, and shall follow the principles 
of ethical business behavior.  

 Promote health care delivery through improvement of the access, efficacy, and cost of patient care.  

 Encourage and promote appropriate stewardship of resources.  

 Work to achieve and maintain respectful, functional, beneficial relationships and communication with all 
health professionals. It is the position of the American Association of Respiratory Care that there is no place in 
a professional practice environment for lateral violence and bullying among respiratory therapists or between 
healthcare professionals. 
 
Effective 12/94  
Revised 12/07  
Revised 07/09  
Revised 07/12 
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Attachment #2 

 
 

American Association for Respiratory Care 
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

 

Position Statement 

 

Licensure of Respiratory Care Personnel 
The American Association for Respiratory Care staunchly supports the non-restrictive licensing of 
respiratory therapists at all levels within the defined scope of practice as a means of protecting the 
public's  health, safety, and welfare by mandating a minimal level of competency in respiratory care 
modalities.  Respiratory Care licensure is not intended to limit, preclude or otherwise interfere with 
the practice of other persons who are formally trained and licensed and who have documented 
equivalent competency. 
 

 

Effective 03/90 
Revised 03/00 
Revised 12/06 
Revised 07/09 
Revised 04/12 
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Attachment #3 
 

American Association for Respiratory Care 
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063 

 

Position Statement 

AARC Statement of Continuing Education 
It is critical for all health care practitioners to participate in continuing education in order to enhance 
their knowledge, improve their clinical practice and meet state licensure and national credentialing 
requirements.  Participation in continuing education, whether mandatory or voluntary, offers the 
potential to be one of the most powerful tools to ensure safe, efficient, and quality patient care. The 
American Association for Respiratory Care (AARC) recognizes the value of, and need for, 
participation in continuing education and recommends that practitioners participate in educational 
activities on a continual basis. AARC members may utilize the Continuing Respiratory Care 
Education (CRCE) system as the mechanism for recognition and documentation of such activities. 
The AARC encourages Respiratory Therapists who have completed the required entry level 
education to pursue baccalaureate and graduate degrees relevant to their professional pursuits. 
 
The AARC encourages Respiratory Therapists to select continuing education activities relevant to 
their personal and professional needs. Providers of continuing education activities (which can include 
clinical institutions, educational institutions, public and private associations or organizations, and 
proprietary corporations) are encouraged to conduct needs assessments in order to design and 
develop valuable educational activities that will enable practitioners to meet their professional goals. 
In addition, providers of continuing education are encouraged to review, evaluate and measure their 
activities' effectiveness.  Providers are also urged to use instructional technology, incorporate 
multiple learning styles, current research-based learning and assessment theories, and foster critical 
thinking to promote effective learning. 
 

Effective 1990 
Revised: 2000 
Revised: 2005 
Revised: 2012 
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Position Statement Review Schedule 
Originally Proposed:  02/20/2007 
Last Update:  03/2015 
Statement Title Original  

Statement  
Date 

Most 
Recent 
Review/ 
Revision 

Schedule 
Review 
2015 

Schedule 
Review 
2016 

Schedule 
Review 
2017 

Schedule 
Review 
2018 

       
AARC Statement of Ethics and 
Professional Conduct 

 
 
1994 

 
 
2014 

 
 

X 

 
 

 
 

 
X 

 
 

Administration of 
Sedative and  
Analgesic Medications by Respiratory 
Therapists 

 
 
1997 

 
 
2007 

 
X 

  
 

 

 
 

X 

Competency Requirements for the 
Provision of Respiratory Services 

 
 
1998 

 
 
2014 

   
 

X 

 

Continuing Education  
1990 
 

 
2012 

 
X 

   
X 

Cultural Diversity 1994 2013  X   
Definition of Respiratory Care  

1987 
 
2014 

 
 

  
X 

 
 

Delivery of Respiratory Therapy 
Services in Long Term Care Skilled 
Nursing Facilities Providing Ventilator 
and/or High Acuity Respiratory Care 

 
 
 
 
2009 

 
 
 
 
2013 

  
 
 
 

X 

  

Hazardous Materials Exposure  
2002 

 
2013 

  
X 

  

Health Promotion and Disease 
Prevention 

 
1985 

 
2014 

   
X 

 

Home Respiratory Care Services  
2000 

 
2013 

  
X 

  

Inhaled Medication Administration 
Schedules 

 
2008 

 
2014 

   
X 

 

Licensure of Respiratory Care 
Personnel 

 
1990 

 
2012 

 
X 

   

Pre-Hospital Mechanical Ventilator 
Competency 

2007 20014   X  

Pulmonary Rehabilitation 1973 2014   X  
Respiratory Care Scope of Practice 1987 2013  X   
Respiratory Therapists Education 1998 2012 X   X 
Respiratory Therapist as Extracorporeal 
Membrane Oxygenation (ECMO) 
Specialists 

 
1998 

 
2013 

  
X 
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Statement Title Original 
Statement 

Date 

Most 
Recent 
Review/ 
Revision 

 
Schedule 
Review 

For 
2015 

 
Schedule 
Review 

For 
2016 

 
Schedule 
Review 

For 
2017 

 
Schedule 

Review for 
2018 

Respiratory Therapy Protocols  
2001 

 
2013 

  
X 

  

Telehealth 2001 2013  X   
Tobacco and Health 1991 2014   X  
Transport of the Mechanically 
Ventilated, Critically Injured or Ill, 
Neonate, Child, or Adult Patient 

 
 
 
2009 

 
 
 
2012 

 
 
 

X 

   

Best Practices in Respiratory Care 
Productivity and Staffing 

 
 
2012 

 
 
2012 

 
 

X 

   

Verbal Orders 1990 2014   X  
Development of Baccalaureate and 
Graduate Education Degrees 

 
 
2013 

 
 
2013 

  
 

X 

  

Electronic Cigarette 2014 2014 X    
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State Government Affairs Committee 
Submitted by: Raymond Pisani - Spring 2015 

 
Recommendation 
 
None 
 

Report 
 
Federal and State Government Affairs Committee have been combined with John Lindsey Co-Chair 
of Federal and Raymond Pisani Co-Chair of State. 
 

Objectives: 

1. Find ways to resurrect the AARC 435 plan, which identifies a Respiratory Therapist 
and consumer/patient contacts team in each of the 435 congressional districts. 

2. Assist the State Societies with legislative and regulatory challenges and opportunities 
as these arise.  

3. Work with PACT coordinators and the HOD 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. 

4. Oversee the virtual lobby week and/or any calls to action that come up over the year. 
5. Assign committee members specific states to act as liaisons toward and ensure the 

members communicate with their liaison state during active committee work periods. 
 

Ongoing Objectives: 

1. Assist in coordination of consumer supporters. 
 

The Government Affairs Committee worked closely with AARC President Frank Salvatore, 
Committee Co-Chair John Lindsey, the AARC Executive Office including Cheryl West, PACT 
Representatives, State Affiliate leadership and many others to make the 17th  annual     AARC/State 
Society DC Hill Advocacy Day  a success. The issue is to gain Congressional support for the 
Medicare Telehealth Parity Legislation.  Virtual Lobby Week achieved over 19,000 messages sent to 
Congressmen/Senators in Washington D.C. prior to PACT reps coming to DC. More activity will 
occur over next couple of months and throughout the year on advocating this important legislation. 
 
Government Affairs Committee has been kept up to date of all State Legislation involving RT 
Profession. There are several states (2015-IL, NM, CO, and 2016 HI) that face RT licensure law 
sunset. It is important to note that every state society understands that the days of simple licensure 
extensions are over. Each of the above states have organized a very coordinated response and 
provided the policymakers with extensive rationale and documentation as to why RT licensure must 
be continued.  
 

 144 



Virtual Museum Committee 
Submitted by: Trudy Watson- Spring 2015 

 
Recommendation 
 
None 
 

Report 
 
The Virtual Museum Committee is working on the development of several new galleries to add to the 
Virtual Museum during this calendar year.   

I have discussed ideas with Tom Kallstrom to request vintage photos from the AARC’s corporate 
sponsors to enhance our current galleries and add content to future galleries.  We have also sent out 
requests for photos through the specialty sections.  

The Executive Office is currently in the process of developing access for me to the staging museum 
so content can be added and edited prior to going live with the galleries.  

  

 145 



 
 
 
 
 
 
 
 
 
 
 
 
 

Special 
Representatives 

Reports 

 146 



AMA CPT Health Care Professional Adv Comm 
Submitted by: Susan Rinaldo Gallo – Spring 2015 

 

 

Recommendations 
 
None 
 

Report 
 
AMA/CPT Meeting, February 2015 
The February meeting agenda was packed full of code proposals, 93 in all.  Many of these were lab 
codes and genomic sequencing codes.  Laboratory is doing a total revision of their code sets. 

Codes related to Respiratory Care were Arterial Pressure Waveform Analysis and Moderate 
sedation.   

 9300X1 Arterial pressure waveform analysis for assessment of central arterial pressures, includes 
obtaining waveform(s), digitization and application of nonlinear mathematical transformations to 
determine central arterial pressures and augmentation index, with interpretation and report, upper 
extremity artery, non-invasive  

Moderate sedation codes were revised and now include the duration of the procedure and patient’s 
age group.  Twelve codes were approved.  Below are a few examples: 

Moderate Sedation 

10-22 minutes for < 5years of age 

10-22 minutes for 5 years and older 

23-37 minutes for the same age group 

38-52 minutes for the same age groups 

If moderate sedation is less than 10 minutes it is not separately reportable.  

Actions taken at this meeting will not be active until January 2016 and should not be published to the 
general membership.  

There was also a code proposal for a Venous Electrode Insertion and Revision Replacement for 
Sleep Apnea.  This was withdrawn.    
 
The AMA Executive committee announced that it is looking into adherence of the “Guidelines for 
Medical Specialty Societies Coding”.  I suspect that we will hear about this at the October meeting.    

Attendance at this meeting was so high that a second room was opened. Attendees in this room 
viewed the meeting via video.  Many of these attendees were consultants and representatives from 
industry.  AMA/CPT meetings are open to the public, although they pay a registration fee. 
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 New Codes for 2015 

Below is a review of some codes that were new January 2015.  These are published in the cpt 
Professional Edition 2015.   
ECMO/ECLS   

A family of new ECMO/ECLS codes was activated in January 2015.  The AMA recognized that 
ECMO has evolved from its original use for neonates to treatment of numerous cardiac and 
respiratory conditions for patients of all ages.   Many medical specialties are involved in the care of 
ECMO/ECSL patients. There are two different methods of ECMO.  One method is veno-arterial 
(VA) ECMO, which will support the heart and the lungs and requires the insertion of two cannulas 
which are –one in a large vein and the other in a large artery.  The other method is Veno-venous 
(VV) ECMO. VV ECMO is used to support the lungs and requires one or two cannula(e) which are 
placed in the vein. 

 Prior to this revision there were only two ECMO codes: 

33960 – Prolonged extracorporeal circulation for Cardiopulmonary insufficiency, initial day, and    
33961- subsequent day   

The above codes were deleted and replaced by:  

33946- ECMO/ ECLS provided by a physician, initiation, veno-venous 

33947 – initiation, veno-arterial 

33948- daily management, each day, veno-venous and  

33949 – daily management, each day, veno-arterial 

  

Respiratory Care departments that provide ECMO can use codes 33948 and 33949. However, these 
cannot be reported on the same day as 33946 and 33947 are reported.  I was happy to see that 
Respiratory Therapists were mentioned as one of the nonphysician groups who provide “long periods 
of constant attention” to patients on ECMO/ECLS. 

In addition, ECMO/ECLS codes 33951 -33989 were activated.  These are related to insertion, 
reposition, and removal of various ECMO cannulas.  

Care Management Services 

The title “Complex Chronic Care Coordination” Evaluation and Management Services codes have 
been changed to “Chronic Management Services”.  This family of codes was created to recognize 
and encourage physician practices to provide non- face to face follow up with their patients.  The 
objectives are to increase patient compliance, provide patient education, maintain a plan of care, and 
therefore reduce office visits and readmissions. Respiratory Therapists are in a group referred to as 
“clinical staff” and can provide these services under the direction of a physician or other qualified 
health professionals.   

99490 – Chronic care management services, at least 20 minutes of clinical staff time directed by a 
physician or other qualified health care professional, per calendar month, with the following required 
elements: (too numerous to mention here) 

99487 – Complex chronic care management services, with the following required elements: 
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            * Patient has multiple (two or more) chronic conditions …..  

        * 60 minutes of clinical staff time directed by a physician or other qualified health care 
professional per calendar month 

        * Many more…  

99489 – Each additional 30 minutes of clinical time……  

  

Thank you for the opportunity to serve as your representative! 
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Am Assn of Cardiovascular & Pulmonary 
Rehabilitation 

Submitted by Gerilynn Connors - Spring 2015 
 

 
 
 
No report submitted as of April 13th. 
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American Heart Association 
Submitted by Brian Walsh – Spring 2015 

 

Recommendations 
That Keith Lamb replace Brian Walsh as AARC Liaison to the AHA. 

Justification: As the AHA prepares to publish the 2015 Guidelines, it the best opportunity for another 
liaison to step in and begin the process of developing the 2020 Guidelines. I have done this for 7 
years and respectfully would like to resign and allow someone else to participate. 

Report 
Summary: 

1.    There remains a strong interest within the profession for assisting with the prevention of and 
quality of inpatient resuscitations, as RTs are part of rapid response and code teams. 

2.    Presented ILCOR requests for public comment sent by Dr. Montgomery to all list-serves within 
the AARC. There appeared to be some excitement regarding the request for comment. An 
educational webcast will be provided to education on the guidelines process. The AHA guidelines 
will be used as an example to maintain this momentum.  

3.    The program committee has blocked 2 lecture spots for updates to the new guideline updates at 
our International Congress in Tampa, Florida – November 7-10th.   
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American Society for Testing and Materials 
Submitted by Thomas Kallstrom – Spring 2015 

 
 
 

Nothing to report 
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Chartered Affiliate Consultant 
Submitted by Garry Kauffman – Spring 2015 

Recommendations  
None 

Report 
I have remained in contact with and support those chartered affiliates with whom I have worked over 
the past 5 years to provide ongoing assistance to their business planning and operations.  These 
include New York, Pennsylvania, Virginia, West Virginia, Kansas, Indiana, George, Iowa, New 
Jersey, and Washington State. 
 
I was asked to facilitate a strategic and operational planning session with the KCRS leadership, 
which I did January 23-24th.  The outcome of that engagement resulted in a revised mission 
statement, new operating principles, and a new operating plan that addresses three strategic goals and 
focused initiatives to guide operational improvement. 
 
I was requested to provide these services for the Utah Society, and will be working with their 
leadership team April 9th and 10th.  I will report the outcomes of this engagement in the next report.   
I have also been requested by AARC CEO and AARC President to discuss these services with the 
Utah Society leadership.  I conducted a conference call with their President and board leadership and 
have scheduled a strategic and operational planning session with them in June.  As above, I’ll report 
on this engagement in the next report.   
 
I appreciate the support of the AARC leadership, AARC Executive Office, and the Chartered affiliate 
leadership, all of whom demonstrate the 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 2015 
 

Recommendations  
None 

Report 
The CAMTS board is scheduled to meet April 16 thru the 18th with the executive board meeting the 
evening of the 15th.  Work continues on the 10th edition of the CAMTS standards as well as the 
levels of care.  The two remaining meetings for 2015 are scheduled for July in Seattle and October in 
Long Beach prior to the Air Medical Conference.   
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Extracorporeal Life Support Organization 
Submitted by Donna Taylor – Spring 2015 

Recommendations 
None 

Report 
I just recently attended the 31st Annual CNMC Symposium:  ECMO and Advanced Therapies for 
Respiratory Failure meeting in Keystone, Colorado.  During the Steering Committee meeting, 
changes in ELSO’s structure were discussed.  After several years of such discussions, ELSO is now 
an incorporated nonprofit that will allow continued growth and development to better meet the 
ECMO community’s needs.  It is an exciting time for ECMO growth.  Due to the interest and growth 
of both pediatric and adult ECMO, educational demand is high.  A joint ECMO course with the 
Society of Critical Care Medicine was completed in January with plans for other collaborative 
education programs with other societies.  ELSO is developing additional programs besides the ELSO 
training courses to meet these demands.  An online educational module was approved for piloting.    
The bylaws of the new ELSO Inc. were reviewed and conditionally approved during this meeting.    
The ELSO guidelines are being revised and updated, providing a current reference for ECMO 
candidate selection and management posted on the ELSO website.  With the last Steering committee 
meeting voting bylaws were changed to allow all members voting privileges.  I now have the 
opportunity to vote on important issues for ELSO with the bedside ECMO Specialists interests taken 
into consideration.  Globally ELSO is expanding with chapters reporting in growth and successful 
training courses recently in Brazil, Mexico and Chile.  During my time allotted during the meeting I 
was able to discuss the calls and emails I receive routinely about incorporating respiratory therapists 
into ECMO programs and present the value that they can add.  The perfusion liaison also echoed my 
comments encouraging use of respiratory therapists.  Perfusionists often are being inundated with 
adult ECMO cases and struggling to staff this therapy in their institution.   

My own institution hosted an ECMO course in March drawing attendees from many parts of the 
United States.  For this course, two ELSO Steering Committee members were invited to speak and 
participate in the course.  One of the speakers was Dr. Heidi Dalton- a noted leader in pediatric 
critical care and ECMO.  I thought the Board would be interested in hearing that Dr. Dalton had 
recently attended an AARC meeting.  During the meeting she witnessed the Sputum Bowl contest.     
 
She was so impressed that for the ELSO course in Atlanta in September, she is creating an ECLS 
version of this event.  I was asked to assist in the development of a contest like the AARC’s for 
ECLS specialists.  I certainly will be contacting the experts at the AARC for resources and advice! 
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International Council for Respiratory Care 
Submitted by Jerome Sullivan – Spring 2015 

 
 

Recommendations 
 
None 
 
Report 
 

I. Japanese Respiratory Care Seminars Part of International Exchange Program: 
January 2015, Professor Lonny Ashworth, Boise State University, Boise, Idaho USA 
presented a series of Mechanical Ventilation Seminars in Japan as part of the International 
Exchange Visit Program for Respiratory Care Professionals (IEVPRCP). The prestigious 
IEVPRCP was initiated in 1998 by Dr. Toshihiko Koga prior to his untimely passing in 
2004. Through the leadership of Dr. Kazunao Watanabe and Dr. Norihiro Kaneko, the 
workshops continue in their tradition of excellence to provide contemporary respiratory 
care instruction to health care providers throughout Japan.  
 

The Seminar format included lecture/demonstrations and hands-on workshops emphasizing 
instruction in the “Mechanical Ventilation of the Adult Patient”. The length of the programs ranged 
from one day for the Basic course, and two-three days in length for the more advanced course.  The 
programs were offered in multiple locations throughout Japan to differing audiences of physicians, 
nurses, clinical engineers, physical therapists and other co-medical personnel. Venues included; St. 
Luke’s International Hospital, Tokyo, Kameda Medical Center, Kamogawa, Sakaide City Hospital, 
Sakaide, Kobe City Medical Center, Kobe City, Shonan General Hospital, Ofuna and Tokyo Bay 
Urayasu Ichikawa Medical Center, Urayasu.  
 
Professor Ashworth reported “the seminars were a great success and very beneficial for the 
participants, but even more so because in the true spirit of the International Exchange Program, 
learning was mutual and my team and I learned much in exchange from our Japanese colleagues”.    
 

II. International Education Recognition System (IERS): Demand for International 
Respiratory Educational seminars and programs continue to grow. Since the Annual 
Meeting in Las Vegas five programs have been approved two more are under review. Of 
note one of the programs under review is the renewal of the approval of the RC Bachelor 
Degree Program at Prince Sultan Military College of Health Sciences in AlKhobar, Saudi 
Arabia.  Requests for IERS approval have been received this year from the following:  

Istanbul, Turkey               December 2014 - approved 
Tokyo, Japan                    January 2015 - approved 
Dammam, Saudi Arabia  April 2015 – approved 
Jeddah, Saudi Arabia      April 2015 – approved 
Jeddah, Saudi Arabia      May 2015 – approved 
Gemikonagi, Cyprus        June 2015 – under review 
AlKhobar, Saudi Arabia BS Re-approval 2015 -  under review 
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III.  ICRC Elects New Governors: The following individuals were unanimously elected to 
the Council at the Business Meeting in Las Vegas. 

Simone Gambazza, PT  IRCCS Ca Grande,  Milano, Italy - Governor        
Lysbeth Roldan Valencia, RT Professor Autonoma Americas University, Medellin, 
Columbia - Governor 
Vijay Desphande, MS, RRT, FAARC Visiting Professor Manipal University, Manipal, 
India – Governor 
Chad Gibbs, BSRC, RRT  Pulmonary Diagnostics & Respiratory Therapy, University of 
Virginia – Council President Assistant 
 

IV. Fundamental Respiratory Care Support Course (FRCSC): The development of the 
FRCSC continues and the ICRC has gratefully acknowledged the financial contributions 
made by Teleflex and by Kameda Medical Center to support this project. Currently 25 
Lesson Plans for lecture/demonstrations and Skill Stations have been developed in draft 
form. The purpose of the FRCSC is to provide a standardized fundamental respiratory 
therapy training program outside of the United States for health care providers.  The 
FRCSC will be based on best practice standards and will be offered following 
identification of need and upon written invitation by the requesting entity.  The course is 
intended to enhance the care of respiratory patients around the world by training 
individuals to properly and safely provide respiratory therapy procedures. Attached please 
find a copy of the presentation made to the AARC Board of Directors. (at the December 
2014 meeting).  See attachment “AARC BOD FRCSC Dec 2014 Presentation”. 
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Joint Commission - Ambulatory PTAC 
Spring 2015 

 

 
Currently no representative. 
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Joint Commission - Home Care PTAC 
Submitted by Kim Wiles – Spring 2015 

 
 

Recommendations 
 
None 
 

Report 
A conference call was held on March 3, 2015. 

1. Joan Doyle is the new "at large" homecare representative on the Joint Commission board. 

2. Integrated Care Certification Program-voluntary certification reviews how well an organization 
handles information sharing, including hand-offs, IT integration and other integration points with 
healthcare providers. Currently involves hospitals or critical access hospitals that are integrating with 
a physician practice(s) network or an accredited ambulatory organization that is integrating with a 
hospital or critical access hospital. The focus of the program is to provide a pathway for these 
settings to demonstrate that they can unite to deliver clinically integrated care, treatment, and 
services with the common goal of improving patient outcomes. This will also be expanded to include 
home care providers. It is currently in the pilot phase. 

3. The Joint Commission is currently in the exploratory phase of a Palliative Care Certification that 
expands into the home care setting. 
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Joint Commission - Lab PTAC 
Submitted by Darnetta Clinkscale– Spring 2015 

 
Darnetta Clinkscale was named AARC representative in early April, no report to submit at this time.

 160 



National Asthma Education & Prevention 
Program 

Submitted by Natalie Napolitano – Spring 2015 
 

Recommendations 
 
None 
 
Report 
 
There have been no meetings or communication from the NAEPP since the last report.
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Neonatal Resuscitation Program 
Submitted by John Gallagher – Spring 2015 

 

Recommendations 
 
None 
 
 
Report 
 
The Neonatal Resuscitation Program’s Steering Committee (NRPSC) has been actively making the 
final edits to the 7th edition of the NRP Textbook. These edits reflect updates in literature related to 
resuscitation science and an overall restructuring of the textbook format. The time commitment for 
the project has been considerable and has been conducted through face-to-face meetings, web-based 
meetings, conference calls, emails, and independent work. The result is an update to the NRP 
guidelines which will be published in Pediatrics in October of 2015 and a revised textbook which 
will be available in April of 2016.  
 
The most recent meeting of the NRPSC was held in Elk Grove, Illinois at the headquarters of the 
American Academy of Pediatrics on March 2-4, 2015. The focus was textbook revision, instructor 
development, and strategic planning. An update of AARC news was provided as part of my liaison 
report.  
 
The next planned NRPSC meeting is in Washington, D.C. on October 23-25, 2015. The annual NRP 
Current Issues seminar will also take place at this time and location.  
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 ROUNDTABLES  Chair   Staff Liaison  BOD  

37 Patient Safety  S. Sittig/K. McQueen  T. Kallstrom  B. Lamb 

38 Simulation   J. Perretta   T. Kallstrom  S. Tooley 

39 Disaster Response C. Friderici   S. Strickland  L. Goodfellow 

40 Neurorespiratory L. Rowland/G. Faulkner  T. Kallstrom  C. Hoerr 

41 Tobacco Free Lifestyle J. Waugh   S. Strickland  K. Wiles 

42 Asthma Disease  N. Napolitano   T. Kallstrom  TBD 

43 OPEN 

44 Intl Med Mission M. Davis   S. Nelson  K. Schell  

45 Military  H. Roman/J. Buhain  T. Kallstrom  D. Skees 

46 Research  J. Davies   D. Laher  E. Becker 

47 Informatics  TBD    S. Nelson  G. Wickman 

48 Geriatric   M. Hart    S. Nelson  G. Gaebler 

49 Palliative Care  H. Sorenson   S. Strickland  C. Hoerr 
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Ad Hoc Committee on Cultural Diversity in 
Patient Care 

Submitted by Joseph Huff – Spring 2015 
 
 

Recommendation 
 
That the AARC continue with the program of Developing and Mentoring AARC members with the 
purpose of increasing the Diversity of the BOD and HOD.  
 
Justification: The Mentoring Program was not listed as one of the charges of the committee.  This 
program should be continued because of its positive impact on many AARC Members.   
 
The program has given members of culture a chance to attend the HOD to get a firsthand look at the 
great work the leadership does for the AARC.   
 
The program has started to generate a great deal of buzz with members.  At the Congress last year, 
several members approached me and other committee members about attending the Fall Meeting.  
Joel Brown from New Jersey asked to attend the House of Delegate Meeting in Tampa to see what 
happens at the Leadership Level.  Mikki Thompson and I have also talked to Vernon Pertelle about 
attending the meeting.   
 
This process has introduced many members to the AARC House of Delegate and AARC Board of 
Directors.  They were able to network with the House Members and communicate their thoughts by 
going to the Mic to participate in the HOD process. 
 
This was a charge given to the Committee by Past President Tim Myers.  President Myers wanted to 
start a Mentoring Program to increase the diversity of the Board.  As you all know becoming a 
member of the Board of Directors take many years.   
 
Finding and mentoring diverse members of the AARC is also a process which will take many years 
to bring more member of diversity to the leadership level of the AARC.  The most important thing is 
that the members know that the AARC is actively taking the lead to bring more diverse member into 
the leadership of the AARC. 
 
Report    

Charge: Survey State Affiliate Boards, AARC House of Delegates and the AARC Board of 
Directors to determine the level of diversity. Report to the AARC Board of Directors and House of 
Delegates at the July 2015 meetings in Phoenix, AZ the level of diversity in each area. 
 
Status: The Committee will develop a questionnaire to survey the State Affiliates Boards, 
AARC House of Delegate, AARC Board of Director and the Executive Office to determine the level 
of diversity in the AARC 
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The Committee will collect the Data and Report the Data to the Level of Diversity to the AARC’s 
Board of Directors and the House of Delegates at the Summer Meeting 
 
The Committee will work with the Executive Office to complete the Charges. 
In process 
 

Charge: Develop a program that can be used by the state affiliates and AARC Board to bring 
diversity in the leadership of the profession. 
 
Status: The Committee will review Data collected from the Survey to Assess the Level of 
Diversity in the AARC and Develop a Program that can be used by the State Affiliates and AARC 
Board of Directors. 
In process 
 

Charge: Research and compile a comprehensive list of related links and resources on cultural 
diversity in health care for inclusion on the AARC web site to include but not limited to:  
• Info related to specific cultural groups  
• Workforce diversity  
• Linguistic/communication competence  
• Disparities in healthcare  
• Case studies in cultural competence  
• Cultural Competence 
 
Status: The Committee will collect a list of Resources on Cultural Diversity in health care for 
inclusion on the AARC’s Web Site.   The list will be reviewed by the Committee for its accuracy 
before submission to the AARC. 
In process 

 
Charge: The Committee and the AARC will continue to monitor and develop the web page 
and other assignments as they arise. 
 
Status: Ongoing 
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Ad Hoc Committee on RTs and Disease 
Management 

Submitted by Becky Anderson – Spring 2015 
 
 
No report submitted as of April 13th.  
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Ad Hoc Committee on  
Revisions to AARC Bylaws 

Submitted by Mike Runge – Spring 2015 
 

Recommendations 
 
None 

 

Report 
 
The following is a list of the Ad Hoc Committee’s Recommendations that have been forwarded to 
the AARC Bylaws Committee for their action.  These recommendations are for your review and are 
not intended to be acted upon as part of this report. 
 
Recommendation 1: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly: 
 
Article II, Section 1. 

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.” 
 
Recommendation 2: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly: 
Article III, Section 7(a). 

c. 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.  A seat on the Board of Directors, up to a maximum of six 
seats, were granted to those Specialty Sections consisting of at least with a minimum of 1000 
active members as defined in the policies and procedures of the Association to be considered 
for a seat on the Board.” 
 

Recommendation 3: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly: 
Article IV, Section 1(b). 
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b. Officers of the Association shall not concurrently be members of the national respiratory care 
credentialing or accreditation bodies or chartered affiliate staff or voting members of their Board of 
Directors.” 
 

Recommendation 4: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly: 
 
Article IV, Section 4(c and d). 

c. Vice President for Internal Affairs - The Vice President for Internal Affairs shall serve as a liaison 
to the Chartered Affiliates, Specialty Sections, and 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 the sponsors of the Association and to other organizations and associations with which the 
Association has a relationship 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.” 
 

Recommendation 5: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly: 
 

e. The executive government of the Association shall be vested in a board of at least no more 
than seventeen eighteen (17 18) Active Members consisting of at least five (5) Officers, at 
least six and twelve (6 12) Directors-at-Large, and/or a Section Chairs serving as a Director 
from each Specialty Sections of at least with a minimum of 1000 active members of the 
Association to be that were considered for a seat on the Board of Directors as defined in the 
policies and procedures of the Association.  So as 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 Sections Chairs serving as 
Directors is less than six (6), the number of at-Large Directors shall be increased to assure a 
minimum of 
 

f.  seventeen twelve (17 12) members Directors on of the Board of Directors.  The Immediate 
Past Speaker of the House of Delegates, the Chair of the President’s 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 or chartered affiliate 
staff and/or voting members of their Board of Directors.” 
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Recommendation 6: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly: 

Article VIII, Section 3 (b) 

b. The Board of Directors of the Association and all its committees and specialty sections may 
consult with the Board of Medical Advisors in regard to medical issues.  The Board of Medical 
Advisors must approve all matters regarding medical policy. The Board of Medical Advisors shall 
assist the appropriate committees and specialty sections regarding medical and educational issues.” 
 
Recommendation 7: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly: 

Article VIII, Section 4 

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.” 
 
Recommendation 8: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly”: 

Article XI, Section 4 

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 meetings.  
 
Recommendation 9: 

“That the AARC Board of Directors and the House of Delegates approve the following amendment 
to the AARC Bylaws and re-index accordingly”: 

Article XII, Section 2 (b) items 1&2 

5. The committee shall be composed of five (5) Active Members; three (3) elected by the House 
of Delegates and two one (1) elected by the Board of Directors and the seated Past President.  
The Chair shall be selected by the House of Delegates. 
 

6. The term of office for each member except the seated 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. 
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Conclusion: 

At this time, I would like to thank the following committee members on their work and expediting 
this project: Lori Shoman, Karen Schell, Doug McIntyre, and even Tim Myers! 
 
Thank you!
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Ad Hoc Committee on Advanced RT Practices, 
Credentialing, and Education 

Spring 2015 
 

 
Ratifying goals and members at this Board meeting. 
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State Government Affairs 
Activity Report  

 
BOD April 2015 

Cheryl A. West, MHA 
Director Government Affairs 

 
Introduction  

The majority of legislatures have been back in session for several months.  The usual path most 
legislatures follow is to introduce a great many bills in the beginning of the year, and only as the 
session progresses does it become clear which bills will actually move through the legislative process 
to become law.   

As a result of the November 2014 elections the make-up of the state legislatures are as follows: 

31 Republican-controlled legislatures 

11 Democrat-controlled legislatures 

8 Split legislatures 

 

Of those noted above, in 24 states there is both a Republican controlled legislature and a Republican 
Governor. In 7 states there is a Democrat holding the Office of Governor working with a Democrat 
controlled legislature. 

Because nearly 60% of all state governments are controlled entirely by one party or the other, expect 
legislation and proposed policies to be quickly enacted with reduced impact from the opposing party.  
 

Respiratory Therapy Licensure  

Michigan RT License Repeal Efforts 
As you recall over the past two years, the Michigan state government focused on efforts to move 
towards de-licensing 18 professions including RT. As noted previously, it will require the Michigan 
legislature to enact any de-licensing law. The November 2014 elections brought many new MI 
legislators, who appear to support de-regulation thus that is still a possibility for many professions, 
again including RT. Therefore, RT is not off the de-licensing table however as this Report is written 
no legislation has been introduced. The MSRC has a lobbying firm closely monitoring any potential 
negative legislation and the MSRC leadership and RTs in MI are ready to respond if it appears that 
de-licensing appears on the 2015 legislative agenda. 

Texas Licensure Repeal Efforts 
As you know, the focused efforts by the Texas Society aided by the strong support from the AARC 
were successful in having the TX Sunset Commission reject a Staff Report recommendation to repeal 
RT licensure. Indeed, the final decision by the Commissioners was to recommend that RT licensure 
continue and that it be placed under the umbrella of the TX Medical Board and that a separate RT 
Licensure Committee be created -which has never existed. This was the first and most critical battle 
to be won. The next step in this process is that these recommendations must be passed by the state 
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legislature as a law. In early January a bill was introduced (by a legislator who is a Sunset 
Commissioner and was active in advocating for RT licensure) is the first step in re-organizing 
regulatory agencies to accommodate the RT (and other professions) move to a different governing 
entity. An additional bill introduced in early March actually makes the “changeover” and creates an 
RT Licensure Advisory Board under the TX Medical Board.  Regardless of this positive legislation, 
the TX RTs are taking nothing for granted and had a State Capitol Hill Day in mid-January, as well 
as continuing to come to Austin to lock down assurances from legislators that the bills continue on 
track.  

 

Colorado RT Licensure Sunset 
The Colorado State Society was well prepared to provide information and documentation to the state 
licensing agency that was tasked to review the necessity of continuation of RT licensure in the state, 
aka Sunset.  The Final Report issued in the fall of 2014, strongly came out in support for RT 
licensure continuation. The process has now moved to the legislature where SB 105, the bill to 
continue RT licensure has already passed one House and is expected to pass the other. The CSRC has 
reached out to CO RTs requesting they contact their legislators urging passage. The CSRC has also 
been participating in all the preliminary legislative committee hearings in order to make sure that the 
nothing derails the bill that will keep the RT licensure law in place.  

  

Illinois RT Licensure Sunset 
The Illinois Respiratory Care Licensure law is also up for Sunset review in 2015.  The ISRC 
continues to be proactive in making sure legislators clearly understand the importance of keeping 
mandatory licensure. The ISRC has been using their website and social media to rally the RTs in the 
state to contact their local legislators and press upon them the importance of RT licensure.  A bill to 
continue IL RT licensure was introduced and is working its way through the legislature.  

  

Hawaii RT Licensure Sunset 
Although not due for sunset consideration until 2016, Hawaii’s Professional and Vocational 
Licensing Division (PVLD) is wasting no time is doing preliminary work to assess whether RT 
licensure should be recommended for continuation.  The HI Society met with regulators in early 
February to review the profession and how “well” licensure is being implemented and serving its 
purpose of protecting the health and safety of the public. The PVLD also submitted a very lengthy 
survey to AARC seeking its opinion on our assessment for the need to license the profession on a 
national level.  

  

New Mexico RT Licensure Sunset 

The NM Society has also been working with the Legislature to pass legislation to extend RT 
Licensure until 2021. The RT provisions are included in a catch all bill that includes 10 other 
professions up for Sunset.  As this report is submitted, passing of the legislation to extend RT 
licensure appears on track. Nevertheless the NM Society is asking RTs in the state to send in letters 
of support, not taking any chances. 
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California-as part of the CA RC Society’s state legislative 2015 agenda a bill has been introduced 
that among other provisions would expand the RTs scope of practice by permitting RTs to provide 
conscious sedation under direct supervision and with training, Moreover the bill would expand the 
CA RTs scope of practice to include providing care to patients with “deficiencies and abnormalities 
affecting the heart and cardiovascular system”. Please note the standard state licensure RT scope of 
practice says “cardiorespiratory” but not heart and cardiovascular.  

North Carolina for several years now the society has been advocating a legislative change to the RT 
licensure law that would require the RRT as the only credential accepted for licensure application. 
The bill also provides that the provisional i.e. the temporary license can be issued for those with the 
CRT credential (good for 1 year and can be renewed with specific Bd. approval up to a max  of 5 
years). There is a grandfather clause for those with the CRT only. The grandfather clause expires 
October 1, 2016. The bill seems likely to pass.  

  

Massachusetts Respiratory Care License Board and CPAP Regulations  
The MA RC Licensure regulations are very clear in the requirement that if CPAP/BiPAP devices are 
delivered to the home and fitted/adjusted to a patient that this must be done by a licensed respiratory 
therapist. Home care companies in the state have requested that the current rules be revised and be 
made less stringent by permitting non licensed, but trained personnel to provide the delivery and set 
up. The MA RC Licensure Board sent out a survey questionnaire to a wide audience requesting input 
on a potential change to the current requirements. AARC was specifically requested to answer the 
survey which we did in detail.  
 
Arizona- a bill supported by the ASRC to repeal the temporary license provision in the law.  

Virginia enacted a technical cleanup bill for several professions. RT removed the term respiratory 
care and replaced it with therapist. 

  

Telehealth/Medicine Legislation 

Because the AARC’s federal legislative agenda is now focused on telehealth or telemedicine bill, we 
are scrutinizing state legislation more closely regarding these areas. 

Connecticut has a bill that would expand Medicaid coverage of telemonitoring of patients by home 
health agencies.  

Florida has legislation permitting EMTs to provide telemedicine services. 

New York has a bill that expands who may provide telehealth services, does not include RTs, but 
does include certified asthma educators. 

  

Legislation that Includes RTs 

In order to establish conformity among rules and requirements for licensed professions, states will 
often pass legislation that effects numerous professions.  The bills noted below would all include RT.  

North Dakota has a bill that would help with student loans, the list of eligible professionals included 
RTs.  
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Legislation of Interest 

Note, legislation introduced is never guaranteed to be enacted into law. Those bills that have been 
enacted are designated as such.  

Indiana 
Two very similar bills were introduced in the Indiana House of Representatives.  The bills are 
concerning, (and are being monitored by the IN Society) especially upon more intense analysis. 
Briefly, the bill would permit outside organizations to petition the Licensure Agency of Indiana to be 
designated, in essence, as a private regulating entity for individual disciplines. The private 
organization would be required to show proof to the IN Agency that it had the ability to provide 
testing, and continuing education, a scope of practice all leading to individuals receiving certification 
to practice from the private entity. If the criteria were met the state then would “accredit” the outside 
private entity as offering certification.  Individuals within a discipline or occupation would go 
through the “accredited” entity, be issued a certification that would now be accepted by IN in order 
to provide services as set forth in the scope of practice as determined by the “accredited 
entity.  While this might be useful for disciplines in non-health related fields, those that are involved 
in providing clinical services to IN citizens this change is another matter.   

An entity could simply create its own scope of practice which the IN Agency might not have the 
expertise to dissect the components to determine if there is any overreach.  

An entity applying to be an accreditor would state it has a competency exam for the discipline. 
However the key point would be has that exam been deemed valid and reliable by an outside exam 
accrediting agency?   

There is a provision that states this new path would not impact currently licensed professions. A 
good provision. However, given the climate in many states to scrutinize and attempt to roll back 
licensure including RT (in IN in 2012) I see a slippery slope. If this bill becomes law it is not a 
stretch of the imagination to envision IN policymakers taking aim at certain currently licensed 
professions and transferring regulatory duties over to private, albeit, ‘accredited” entities.  The IN 
Society has issued its opposition to this bill. 

West Virginia- a similar bill to Indiana’s was also introduced again the purpose is to consolidate 
various stand-alone licensing boards, including RT into one state agency.  The WVSRC, along with 
every other professional licensing board is opposing the legislation.  

Pennsylvania- has an interesting and extensive bill that is directed at fees on gas wells. However, a 
final provision focused on air quality and a requirement that research has to be performed to 
determine the impact this bill has on hospital and emergency room respiratory admissions.  

  

Expansion of Scope of Practice Other Professions 
As noted in previous Reports over the last 3 years there has been an increase in the number of bills 
that expand the scope of practice for a variety of licensed or regulated professions or disciplines, 
specifically nurse practitioners and physician assistants.  Also noted in previous reports, this increase 
may be due in part to the increased demand (triggered by the ACA and/or Medicaid expansion) for 
the clinical services of health care professionals that may not be able to be met due to shortages or 
for budgetary purposes. Therefore there is a move towards legally permitting less costly personnel to 
provide clinical services previously only provided by more ‘expensive’ clinicians.  
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Community Paramedics/EMTs 

While the focus of this expansion has been on legislation to increase the autonomy and authority of 
NPs and PAs, this year there has been a noticeable increase in the number of bills that expand the 
concept of “community paramedic” or in the case of Minnesota, which already enacted a community 
paramedic bill, expands on the law with a bill that would now include advanced EMTs in the 
concept.   

Nebraska has a bill to create the community paramedic permitting this cohort to provide patient 
monitoring and education for the chronic patient in the non-acute care setting.  The Nebraska Society 
requested the AARC’s assistance in reviewing a letter (in opposition) to the bill.  

North Dakota has a bill that appears to expand the current law for community paramedics and 
permit reimbursement for their services. Of note it also appears that current law for this community 
“provider” isn’t limited to paramedics, but includes EMTs and advanced EMTs. 

Washington State also appears to have a similar expansion for the non-emergent services of 
paramedics, although it is less direct in its language. A bill provision states “emergency medical 
services to develop community assistance referral and education services programs.” 

  

Polysomnography 

New Hampshire- provisions were included in the original and long standing RT licensure law 
permitting the RT Licensure Board to regulate the practice of polysomnography. For many years the 
RT Bd. did not write any specific rules for polysom presumably because there were so few practicing 
this discipline in the state. In recent years the RT licensure Board has attempted to write regulations, 
which were opposed by the Sleep Industry. This year a bill has been introduced again presumably by 
the Sleep Industry that would remove polysoms from regulation by the RT Licensure Board.  

Iowa- for the third consecutive year the IA polysoms have introduced a licensure bill. This iteration 
is somewhat different than in previous bills. For the first time the bill would not create a separate 
Polysom Licensure Board, but combine into a joint board with the Respiratory Care Board.  Of 
interest, in 2014 the defeat of a far less acceptable polysom licensure bill was assured when the Iowa 
Hospital Association (IHA) publically opposed the bill very late in the process.  However in this 
session the IHA is far more engaged in this process and is offering amendments to revise the bill to 
its satisfaction. It would appear that if the IHA amendments are accepted the bill will pass. There is 
no clear exemption for RTs.  With the provision to create a Joint RT Polysom Licensure Board with 
RTs holding the majority of seats RTs can veto any efforts to impose additional requirements on RTs 
providing sleep disorder services.  The caveat of course is that the RTs on the Board be fully 
committed to exempting RTs from any further training, testing and licensing.  

Georgia- for several years GA has had a complicated pathway for polysoms to provide limited 
services under the Medical Board. A bill was introduced in March that would repeal this structure 
and replace it with full licensure. Unlike the process in Iowa the GA Sleep Society and the GA RT 
Society have worked closely with each other to hammer out provisions that are amenable to both 
professions.  A provision that explicitly exempts RTs is included in the bill.  

Oregon a bill that would ease the educational requirements and testing requirements for polysoms to 
obtain a state license, basically create an OJT pathway to licensure, a pathway that was supposedly 
closed when the polysom licensure bill was enacted.  The OR RT leadership believes this bill has 
been generated by a large health care provider that wants to hire out of state polysoms.  The effort to 
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re-insert the OJT pathway was first attempted last year by requesting a regulation change. When that 
effort failed the advocates have now turned to the legislative route.  At the request of the OSRC 
AARC submitted a letter opposing this legislative change.  

Maine legislation was introduced to license sleep personnel. The legislation which AARC reviewed 
and commented on for the ME Society is the now standard template of provisions which we have 
seen in other states. And because it is the same template, the same flaws are there as well.  Most 
notably in the ME bill there is no explicit RT exemption that would assure RTs that they would not 
have to obtain a polysom license which would require the RT to pay for additional training, testing, 
and of course a new licensing fee, all to continue the same services he/she has been providing under 
their own RT license. However, an interesting note is that the Maine Sleep Society was unaware that 
this particular version of the polysom licensure bill was introduced. The ME Sleep Society’s own 
written version gave the RTs an exemption.  ME PACT Rep Keith Siegel met with his counterparts 
from the ME Sleep Society and they have jointly informed the legislators that revisions of the 
introduced bill must be amended to both Societies satisfaction.  Mr. Siegel also testified at a hearing 
to emphasize the RTs would support a revised bill that includes an RT exemption.   

 

I will provide a verbal update at the April BOD Meeting. 
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Federal Government Affairs Activity Report  
April 2015 

 
Cheryl A. West, MHA, Director Government Affairs 
Anne Marie Hummel, Director Regulatory Affairs  

Miriam O’Day, Director Legislative Affairs 
 
The Congress  

With the Republicans now the majority party in both Houses of Congress the stage has been set for 
the Obama Administration and Congress to be at loggerheads over numerous policy matters. Factor 
in the reality that the 2016 Presidential election is well under way and there are the makings for 
limited legislation to be passed. The one mitigating factor in this is members of Congress are acutely 
aware that the voters regardless of Party affiliation are highly dissatisfied with the past productivity 
of Congress to put it mildly. Showing the voters that compromise can be reached and legislation 
benefiting the American people can be passed may result in more bills being enacted than what “Hill 
Watchers” are predicting.  

As noted in previous reports, AARC and all other advocacy organizations cannot control Congress 
but we will continue to keep the respiratory profession and the needs of pulmonary patients before 
Congressional members and their staffs.     

Legislation  

AARC Legislative Initiative – Medicare Telehealth Parity Act 

As noted in the December Report, after assessing the political landscape of the new Congress, AARC 
leadership decided to turn our 2015 federal legislative agenda to a broader-based bill rather than our 
previous respiratory therapy-only legislation.  Our new path was set when the Medicare Telehealth 
Parity Act (MTPA) was introduced by Reps. Mike Thompson [D-CA] and Gregg Harper [R-MS] the 
end of July 2014.  Numerous studies recognize telehealth or telemedicine as having the potential to 
provide cost effective care or management in an alternative manner as well as reduce hospital 
admissions and readmissions, thus having appeal for both Democrats and Republicans. 

The bill expands Medicare coverage of originating sites (i.e., where the beneficiary is located) 
beyond the current rural professional shortage areas and includes home as a telehealth site.  It also 
adds additional practitioners including respiratory therapists to provide telehealth services within 
their scope of practice. Moreover, the bill includes coverage of respiratory services and specifically 
includes COPD as one of the chronic conditions covered under remote patient management services 
that involve consultations, patient monitoring, patient training, clinical observation, assessment and 
treatment. 

Miriam O’Day has been in contact with Cong. Thompson’s staff regularly regarding plans to 
reintroduce the bill in the 114th Congress. AARC offered some technical changes to make the 
legislative language consistent and they have incorporated those changes into a revised draft which 
AARC has reviewed and supports. The bill is expected to be reintroduced by Reps. Thompson and 
Harper after the Easter Congressional recess. 
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AARC Capitol Hill Lobby Day   

The AARC held its 17th annual Capitol Hill Advocacy Day on March 18th.  In addition to   120 
respiratory therapists represented by 44 states and the District of Columbia, DC area RT students and 
patient advocates also joined in to lobby Congress on the importance of the Telehealth Parity 
bill.  Members of the Allergy and Asthma Network and the COPD Foundation also attended our 
briefing day and supported AARC on Hill Day.  The PACT reps scheduled over 300 Hill visits. 

Virtual Lobby Week 2015 

As we have done in years past, we launched our Virtual Lobby (VL) Week just prior to Hill Day.  As 
you know, VL Week is a critical part of our run-up to Capitol Hill Advocacy Day and is designed to 
send as many e-mails as possible to the Hill to support our PACT representatives’ Hill efforts and 
our legislative agenda.  We had over 19,000 emails from supporters prior to our 2015 Hill Lobby 
Day.   

 

Other Legislative Initiatives 

Family Asthma Act 

This bill was introduced by Senators Kristen Gillibrand [D-NY] and Cory Booker [D-NJ] in the last 
session of Congress and is most likely to be reintroduced sometime during the 114th Congress.  It 
directs the Centers for Disease Control and Prevention (CDC) to expand their collection of 
information on asthma prevalence and costs, including the number of school and work days missed 
by patients and parents due to asthma, physician and emergency room visits, and hospitalizations.  It 
also authorizes the National Institutes of Health to award grants for research on factors that worsen 
asthma and ways to help patients and families prevent and control asthma symptoms.  

The Asthma & Allergy Network asked AARC to support this legislation during our March Hill 
Advocacy Day.  As noted in the December report, AARC sent letters to both Senate sponsors 
supporting the legislation and commending them on their recognition that asthma is a widespread 
chronic, costly disease affecting millions of Americans of all ages. 

Ensuring Assess to Clinical Trials of 2015:  HR 209 and S 139 

This bi-partisan legislation, reintroduced in the 114th Congress in January 2015, allows patients with 
cystic fibrosis and other rare diseases to participate in and benefit from clinical trials without fear of 
losing vital benefits.  Patients would be able to receive up to $2000 in compensation without it 
counting towards their income eligibility limits for Supplemental Security Income (SSI) and 
Medicaid.  It would make permanent a law enacted in 2010 and scheduled to sunset in October this 
year. 

The Cystic Fibrosis Foundation asked that we support this bill during our March Hill Day meetings. 
We provided background information on this bill in the PACT Reps leave-with packets and signed 
on to a group letter of support.  

21st Century Cures Act  

This bill is spearheaded by the Chair of the House Energy and Commerce Committee, Fred Upton 
(R-MI) and Rep. Diana DeGette (D-CO).  It has been in the works for the past year and is a multi-
faceted, bi-partisan initiative which is still under development.  It focuses primarily on accelerating 
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the discovery, development and delivery of promising new cures for patients.  It includes expedited 
review of breakthrough drugs and devices and enhancement of innovative and biomedical research. 

As part of the initiative, there is a telehealth section that gives the Secretary of Health and Human 
Services authority to develop services to address unmet needs or those that are proven to reduce 
hospital readmissions as long as the Medicare Chief Actuary certifies that the services will reduce 
costs or not increase costs.  The bill would also promote telehealth as part of bundled payments and 
demonstration projects.  

HR 3306 – Medicare Telehealth Enhancement Act 

This bill, sponsored by Rep. Gregg Harper (R-MS), is expected to be reintroduced in the 114th 
Congress after the Easter recess.  Among other things, it would include telehealth and remote patient 
monitoring services as part of a national pilot program for bundled payments and as supplemental 
health benefits in Accountable Care Organizations.  A similar bill was introduced in the Senate 
during the last Congress by Senators Thad Cochran [R-MS] and Roger Wicker [R-MS].  It does not 
contain language that would include respiratory therapists and other health care professionals to be 
qualified telehealth practitioners. 

Telehealth Modernization Act of 2015 – HR 691 

This bill was introduced by Rep. Doris Matsui [D-CA] on February 3, 2015 and referred to the 
House Ways and Means Committee.  Rep. Matsui is the only sponsor.  The bill calls for a Federal 
standard for telehealth that would require, among other things, states who have authorized a health 
care professional to deliver health care to an individual to also authorize that such professional be 
able to deliver the same care via telehealth.  The bill sets out conditions for coverage that states 
should consider and adds definitions of telehealth and health care professionals.  With respect to the 
latter, it would include a physician or practitioner who is authorized under law to deliver such 
telehealth care in person.     

Overview of Various Telehealth Legislative Initiatives 

The 21st Century Cures Act appears to be gaining momentum and future drafting is expected to 
include elements from both the Medicare Telehealth Parity Act and the Telehealth Enhancement 
Act.  The next Cures Act draft to be released for comment in early April is expected to include 
telehealth language from the Harper “Enhancement” Act that focuses on alternative payment 
models.   

We have been told by Cong. Harper’s staff that the ultimate goal is to include RTs and other 
practitioners in the Cures Act, using the language from the Medicare Telehealth Parity Act.  AARC 
will plan to submit comments to the Committee to support inclusion of RTs and respiratory services 
in the final draft.  We also plan to reach out to other members of the Energy and Commerce 
Committee who are part of the Telehealth Workgroup to indicate our position as they consider future 
revisions to the Cures Act and the important role respiratory therapists can play in the telehealth 
arena in terms of improving patient outcomes and reducing hospital readmissions since it is likely the 
Medicare Telehealth Parity Act will be incorporated into this initiative.   

We will update the Board at the April meeting as we gain further information.  
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Medicare DMEPOS Competitive Bidding Improvement Act of 2015: HR 284 and S 148 

A House bill was circulated in the last Congress and AARC sent a letter of support to its 
sponsor.  The legislation would ban non-binding bids within the competitive bidding program and 
require providers to prove licensure before they submit bids.  Bidders would be required to obtain a 
bid bond and bonds could be forfeited if the contract is declined at or above the bid price.   

The current bi-partisan House and Senate bills were reintroduced in the 114th Congress in January 
2015 and voted out of the Ways and Means Committee in late February.  The House passed the 
legislation March 16 and it is now with the Senate Finance Committee, a good sign that there is 
movement and support. The Congressional Budget Office estimates that enacting HR 284 would 
increase revenues by about $1 million over the period 2015-2020. Any effect on direct spending 
would not be significant.  

Although there has been no action at the time of this report, we also expect bills to be reintroduced in 
the 114th Congress that would replace the current competitive bidding program with the Medicare 
DMEPOS Market Pricing Program and increase the transparency of the Medicare audit process, 
initiatives that AARC supports.  

  

Medicare Physician Fee Sustainable Growth Rate (SGR) aka “Doc Fix”   

As we have reported in past Board updates, the Sustainable Growth Rate (SGR) formula determines 
the annual payment update to physicians based on the Medicare fee schedule amounts. Legislation to 
reduce these payments was enacted many years ago but, with the exception of one year, the SGR 
formula has never been implemented and continues to be postponed. The latest postponement of the 
rate reduction will expire March 31, 2015.  As this Report is written, it is unclear what Congress will 
do to address the expiring hold on the payment reduction. However, it is assumed Congress will pass 
another temporary postponement aka the “doc fix” to avoid decreasing physician payments by 21.2% 
if they can’t come to some resolution by the deadline. 

In the interim, CMS has notified health care professionals that they must take steps to implement the 
negative update while at the same time urging Congress to ensure the cuts do not go into 
effect.  Electronic claims are generally not paid sooner than 14 calendar days after receipt and paper 
claims no sooner than calendar days after receipt.    

  

Regulations and Other Issues of Interest 

Regulatory Overview   

Physician Fee Schedule and Hospital Outpatient Policies 

In our December 2014 report, we notified the Board of changes to the supervision requirements for 
non-face-to-face transitional care management services and chronic care management services, both 
of which can now be furnished by clinical staff under the physician’s “general supervision”, which 
means the physician does not have to be physically present in the suite.  In addition, employment 
provisions were changed to allow clinical staff to furnish services without having to be a full-time 
employee of the physician practice.  These changes offered additional opportunities for RTs. Last, 
we provided an update on the payment amount for pulmonary rehabilitation and individual 
respiratory codes which amounted to a $13.00 increase over the previous year.  
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Because the proposed annual updates to both the physician fee schedule and hospital outpatient 
prospective payment regulations don’t take place until July each year, there are no updates to these 
issues at this time.  In looking forward, however, it is doubtful we will see any further revisions to 
the care management services policies that would impact respiratory therapists.  At most, there may 
be further refinements with respect to the chronic care management services policies regarding use of 
electronic health records.  A future update may be available by the Summer Board meeting. 
 

Hospital Inpatient Prospective Payment System (IPPS) and Hospital Readmissions 

The proposed annual update to IPPS is generally published in May each year.  For the 2015 update, 
CMS tweaked the readmission measures and related payment methodology to account for additional 
planned readmissions and revised the calculation of aggregate payments for excess readmissions to 
include COPD.  While there may be further refinements to the Hospital Readmissions Reduction 
Program in the next update, it is unclear what, if any, impact it will have on the COPD readmissions 
measure.  If applicable, we will report any changes at the Summer Board meeting. 

  

FDA’s Proposal to Regulate E-Cigarettes and Other Tobacco Products  

As reported in December last year, FDA finally published its proposed rule to “deem” all categories 
of products that meet the statutory definition of “tobacco product” subject to FDA’s regulatory 
authority, including e-cigarettes and cigars. In submitting comments to FDA, AARC and numerous 
other organizations that are part of the Tobacco Partners Coalition urged FDA to publish final rules 
no later than April 25, 2015, which is one year from the date of the proposed rule. 

As that date fast approaches, there is no indication that a final rule is imminent.  The Campaign for 
Tobacco Free Kids has launched a petition in an effort to put pressure on the White House and FDA 
to issue the final rule by that deadline due to the alarming rate of increase in use of e-cigarettes 
among youth and high school boys smoking cigars at the same rate as cigarettes.  AARC has 
encouraged our members to support this action and sign on to the petition via social media. 

Bundling of Certain DME Items under Competitive Bidding 

In our last report, we notified the Board that CMS issued a final rule limiting its plans to bundle 
payments for certain items of DME under competitive bidding to CPAP devices and standard power 
wheelchairs only. The rationale for this decision is these two categories of items generate the greatest 
amount of separate payments for accessories and repair compared to other DME items.  Decisions 
regarding whether or not this change in policy will be phased in and when it will be effective have 
not been announced.  We will keep the Board informed as future updates become available.   

Rewarding Quality and Value over Volume of Services 

As you are aware, CMS has been testing new payment models established by the Affordable Care 
Cat that are designed to provide better care, smarter spending and healthier individuals.  In late 
January this year, the Secretary of Health and Human Services (HHS) made a historic announcement 
that set out clear goals and timelines for shifting Medicare payments from volume to value. 

The goal is to have 30 percent of traditional, or fee-for-service, Medicare payments tied to quality or 
value through alternative payment models, such as Accountable Care Organizations (ACOs) or 
bundled payment arrangements by the end of 2016 and 50 percent of such payments by 
2018.  Eighty-five percent of traditional payments will be tied to quality or value rather than volume 
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through programs such as Value-Based Purchasing and the Hospital Readmissions Reduction 
Program by 2016 and 90 percent by 2018.  HHS is also working with private payers, including health 
plans in the Health Insurance Marketplace and Medicare Advantage plans, as well as Medicaid 
programs to move in the same direction. 

Over time we could see these programs become commonplace which could expand opportunities for 
respiratory therapists.  

Next Generation Accountable Care Organizations (ACO) 

On March 11, 2015, CMS announced a new ACO model that encourages greater coordination and 
closer care relationships between ACO providers and beneficiaries.  Plans would take on greater 
performance risk than ACOs in the current model with the goal of potentially sharing in a greater 
portion of savings. The new ACO models tie in to the announcement above about rewarding value 
and quality over volume. 

Care coordination and cost saving capabilities would be improved by offering ACOs the opportunity 
to implement telehealth expansion and post-discharge home visits among other things.  Regarding 
telehealth, the rural component of the originating site requirements would be eliminated and 
beneficiaries could receive certain telehealth services currently covered from their place of 
residence.   

Between 15 and 20 ACOs are expected to participate.  Since ACO models bring together hospitals, 
physician groups, other health care providers and suppliers to provide high-quality coordinated care, 
respiratory therapists should have opportunities to be part of this new payment model as well.    

Conclusion 

The AARC will continue to aggressively pursue both our legislative and regulatory agendas.  We 
will continue to take advantage of opportunities and oppose challenges. We will provide an update at 
the April meeting. 
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American Respiratory Care Foundation 
Submitted by Michael T. Amato – Spring 2015 

Recommendations 
None 
 

Report 
I am pleased to provide an update on the activities under taken by ARCF since the AARC Board of 
Directors meeting held last December. The following activities are in addition to day-to-day 
administration of the extensive array of education recognition awards, fellowships, and grants. 
 
ARCF Fundraising 
As you are aware, the ARCF hosted its second annual ARCF Fundraiser Reception “A Night at the 
Vineyards” during the AARC Congress 2015, which was its first year to have Vapotherm, Inc. as the 
platinum sponsor. There were over 310 attendees, with representatives from many major AARC and 
ARCF industry supporters. Representatives from Teleflex were on hand to announce the newly 
established endowment in Jeri Eiserman’s honor, to be awarded for the first time in 2015. Our grand 
prize for our raffle was a weeklong trip to the Bird Air Lodge donated by Drs. Forrest and Pam Bird, 
which was awarded to Ani Manougian. Plans are currently underway for an exciting venue for the 
2015 reception to be held Friday, November 6, in Tampa, FL. Vapotherm has graciously committed 
to a $30,000 platinum sponsorship of this year’s fundraiser, along with the potential for a multiyear 
platinum sponsorship commitment.  
 
The Trustees will be holding its annual face-to-face meeting at Phoenix, AZ during AARC Summer 
Forum. We will be also hosting the second annual fundraising raffle during the Welcome Reception 
in order to continue in our efforts to create more awareness of our Foundation and its activities. I 
encourage you to make plans to join us for both of these fundraising events. 
 
Journal Conference 
This June 5-6, the ARCF will present the 54th RESPIRATORY CARE Journal Conference entitled 
“Respiratory Care Controversies III”.  Conference Co-chairs are Richard Branson, MSc, RRT, 
FAARC and William Hurford, MD. Solicitation is currently under way for donors and sponsors. This 
Conference is the third in the controversies series. 
 
ARCF Awards 
Solicitation for the 2015 ARCF awards has begun. In the Fellowship awards, there is the addition of 
the Jeri Eiserman, RRT Professional Education Research Fellowship as well as the reactivation of the 
Allen & Hansburys/GlaxoSmithKline Fellowship for Asthma Care Management Education 
Fellowship. Last year was the final awarding year for the Dr. Allen DeVilbiss Literary Award. We 
look forward to receiving many applications from the most qualified respiratory therapy students. 
These awards not only help current respiratory students reach their educational goals, but also 
support current research in respiratory sciences in order to increase practitioner knowledge and 
improve the quality of life for respiratory patients.   
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2015 International Fellowship 
Solicitation is currently underway for sponsors for the International Fellowship program. We are also 
currently accepting applications for City Hosts and the Fellowship. Please encourage your 
international associates to get their applications in before the June 1st deadline. Last year’s 
Fellowship was very successful, with goals to make this year’s even better. We would not be able to 
make this program a success without the support of the International Committee, the Sponsors, the 
City Hosts, and the AARC Executive Office.  
 
Summary 
The ARCF Trustees have been in frequent communication through quarterly phone conferences as 
well as two face-to-face meetings last year. We will be holding our annual face-to-face meeting 
during Summer Forum this year. I want to thank all of you that gave to the Foundation in 2014 and 
urge all of you who haven’t yet provided your support for the Foundation to consider making a tax-
deductible donation. Your support is indispensable to our success. 
Thank you.      
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Unfinished Business 
 
 
 
Ad Hoc Committee on 2015 & Beyond Recommendations from December 2014: 
 
Recommendation 14-3-32.1 “That the AARC BOD review and discuss the Issue Brief on Clinical 
Simulation as prepared by sub-committee #2, found under Appendix A of the final AARC 2015 
report.” 
 
Recommendation 14-3-32.3 “That the AARC BOD review and approve the Clinical Ladder Tool Kit 
developed by sub-committee #4 found under Appendix D of the AARC 2015 final report.” 
 
  
 See Attachments:  
 “2015 and Beyond Clinical Simulation Issue Brief” 
 “2015 and Beyond Clinical Ladder Document” 
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New Business 
 
 
 
 
 
 

Policy Review  
 
• FM.020 – Fiscal Management – Guidelines for the Funding of State 
 Legislative Activities 
 
• MP.002 – Membership – Membership Challenge Policy 
 
 
 
 

 
 
  

 190 



American Association for Respiratory Care 
Policy Statement 

 
          Page 1 of 4 

         Policy No.: FM.020 
SECTION:   Fiscal Management 
 
SUBJECT:   Guidelines for the Funding of State Legislative Activities 
  
EFFECTIVE DATE:   
 
DATE REVIEWED:  September 2005 
 
DATE REVISED:  September 2005  
 
REFERENCES:    FA0486 
 
Policy Statement: 
 
The state society requesting funds must provide the Chair of the AARC Government Affairs 
Committee (GAC). 
 
Policy Amplification: 
 
1. Requirements of State Societies: 
 
 A. The state society requesting funds must provide the Chair of the AARC   
  Government Affairs Committee (GAC) the following: 
 
  1) A letter signed by the state society president stating the reason for   

  the request.  Requests for funding may be made before the    
  legislative process is initiated, while the legislative process is   
  taking place or after successful passage of the   legislative initiative    
  Successful passage, however, will not assure AARC funding. 

 
  2) A complete financial statement shall be submitted and shall   

  include the state society’s total current assets and liabilities.    
  The current year’s budget as approved by the state society’s Board   
  of Directors shall also be submitted for review.  A financial plan   
  for the requested funds shall also be submitted. 
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American Association for Respiratory Care 

Policy Statement 
 

          Page 2 of 4 
         Policy No.: FM.020 

 
 

  3). A most current draft of the state society’s legislation. 
 
  4) A written response to include supporting documentary to each   

  statement found in the “Criteria for State Society’s Seeking   
  Funding from the AARC for Legislative Initiatives” be submitted   
  under the signatures of the state society’s president. 

 
2. Responsibilities of the AARC Government Affairs Committee (GAC) 
 
 A. Upon receipt of the state society’s request for funding the GAC Chair   
  shall: 
 
  1) Distribute the state society’s letter of request and supportive   

  information to the members of the GAC who shall: 
 

 2). Review the state society’s legislation utilizing the AARC Legislation 
 Evaluation Form. 

 
B. Review and evaluate the supportive documentation provided by the state society 

utilizing the: AARC Funding Recommendation Report”. 
 
 C. If necessary conduct conference calls with the GAC committee members to 

 discuss the evaluations and generate a consensus option. 
 
 D. Request additional information from the state society where it is required. 
 
 E. The GAC Chair will tabulate the votes from the committee members, for or 

 against approval. A simple majority carries the vote. 
 
 F. Formulate a recommendation for funding and submit the recommendation   
  to the AARC President and Board of Directors. 
 
 G. The AARC Board of Directors will have final approval of the grant/loan  application 

and will have the right to determine the final dollar amount to be  disbursed. 
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American Association for Respiratory Care 
Policy Statement 

 
          Page 3 of 4 

         Policy No.: FM.020 
3. Methodology for Disbursement of Funds: 
 
 A. The GAC Chair’s funding recommendation presented to the AARC   
  President and  Board shall take into consideration the state society’s  
 
  1) Total current assets and current liabilities. 
  2) Expected revenues and disbursements per the state society’s   
   budget. 

 3) The amount of money the state society has spent to date on its legislative 
effort. 

 4) Consistency of the state society’s legislation with AARC policy, position and 
standards. The AARC President, AARC Executive Committee, in consultation with 
the Executive Office, will determine if the proposed legislation or legislative content 
merits financial support. 

  5) Preparation for the legislative effort.  
 

 B. The GAC Chair recommendation shall be based, whenever possible, on   
  the concept that AARC funding shall match the funds the state society has   
  allocated and/or spent on its legislative effort. 
 

 C. Affiliates requesting funding shall only specify the amount required.    
  Funds will be allocated on a 60% grant and a 40% no interest loan basis   
  (e.g., $2,000 requested = $1,200 grant and $800 loan). The maximum   
  request may not exceed $10,000. 

 
 D. The disbursement of funds shall: 

 1) Generally the full amount of the allocation be disbursed to the state  
  society as soon as is practically possible AFTER AARC Board   
  approval and implementation of the contract described in b) below  
 2) Be contingent upon issuance and acceptance by both parties of a   
  contract, memorandum or agreement stating terms and conditions   
  relating to the allocation of funds. Terms shall include 

 i. Repayment of the loan portion of the allocated funds will   
  commence within six months following the initial    
  disbursement of the funds to the society by AARC. 
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American Association for Respiratory Care 
Policy Statement 

 
          Page 4 of 4 

         Policy No.: FM.020  
 

 ii. Presentation of invoices by the society to the AARC   
  executive Office (Controller) supporting the Society’s   
  expenditures within six months of the AARC’s funds  
  disbursement. If invoices are not presented within such six   
  months after AARC disbursement, any “Excess    
  Disbursement" (Defined as monies received by the State   
  Society from AARC which are not supported by invoices   
  presented) must be immediately returned to the AARC and   
  the loan repayment terms will be adjusted accordingly.   
  Extension of this six month period for extenuating    
  circumstances may be granted by the Executive Office.  
 iii. Provision for loan repayment via Society Revenue Sharing   
  withholding on any loan payment that is delinquent for   
  more than 60 days. 
 iv. Depending on the circumstances other terms of repayment   
  may be established by the AARC Executive Office and the   
  AARC Controller as well. 

.  
 
 E. It is expected that the aforementioned shall serve as guidelines which will  be 

 applied consistently.  However, unusual circumstances may require waiver of some 
 elements.  When an element is waived, the GAC Chair shall provide reasonable cause 
 for such exception. 

 
DEFINITIONS: 
 
ATTACHMENTS: 
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American Association for Respiratory Care 

Policy Statement 
 

          Page 1 of 2  
Policy No. MP.002 

 
 
SECTION:   Membership 
 
SUBJECT:   Membership Challenge Policy  
 
EFFECTIVE DATE:   
 
DATE REVIEWED:  July 2005 
 
DATE REVISED:  July 2005 
 
REFERENCES  Bylaws, MP.0791 
 
Policy Statement:  
 
Requests may be received by the Executive Office challenging a member’s status. 
 
Policy Amplification: 
 
1. A written request must be received at the AARC Executive Office addressed to the 
 chair of the Judicial Committee.  This request must include the following: 
 
 A. Name of the individual being challenged. 
 B. Reason challenge id being made. 
 C. Signature of individual initiating the challenge. 
 
2. The Chair of the Judicial Committee will decide if the challenge is valid.  If valid, a non-
confrontational request for information will be sent to the individual being challenged, as well as the 
section of the Bylaws, highlighting Article III, Section 2, containing the definition of Active 
Member.  This request will attempt to obtain the following information from the individual: 
 
 A. Job description(s) for the past 12 months 
 B. Explanation of the percentage of time spent on the job 
 C. Medical Director/Spouse name 
 D. Request for response within ten (10) business days 
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American Association for Respiratory Care 
Policy Statement 

 
          Page 2 of 2 

          Policy No. MP.002 
3. The following are the time frames for the challenge process: 
 A. Five days to inform the challengee 
 B. Ten days for the challengee to return information 
 C. Fifteen days to send the information to full committee and vote on a   
  decision at the end of the 15 days. 
 D. Notify both parties immediately 
 
4. The decision will be based on a majority vote of the Judicial Committee.   Anonymity of 
 both the challengee and the challenger will be kept from the committee and all others 
 involved. 
 
5. Any appeal of the Judicial Committee decision will be forwarded to the AARC Board of 
Directors. 
 
6. The verification of active status for those nominated for an AARC office will be required 
before the candidate is placed on the ballot. 
 
 
DEFINITIONS: 
 
ATTACHMENTS: 
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ARCF Achievement Awards 
 
 
 
 

Forrest M. Bird 
Lifetime Scientific Achievement 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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AMERICAN RESPIRATORY CARE FOUNDATION 
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706  
(972) 243-2272, Fax (972) 484-2720 
http://www.arcfoundation.org, E-mail: info@arcfoundation.org 

 

 

 

Memorandum 
DATE: February 2015 
TO: Frank R. Salvatore, Jr., RRT, MBA, FAARC, AARC President Carl F. Haas, 

MLS, RRT, RRT-ACCS, CPFT, FAARC, NBRC President, Kathy Rye, EdD, 
RRT, FAARC, CoARC President 
Steven Boas, MD, BOMA Chair 

FROM: Michael T. Amato 
ARCF Chair 

SUBJECT: Forrest M. Bird Lifetime Scientific Achievement Award 2015—
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, monetary award, coach airfare, one 
night’s lodging, and registration to attend the Awards Ceremony at the AARC Congress 2015. 

Previous recipients of this prestigious award have been: 
 

2014 John J. Marini, MD 
2013   Michael T. Newhouse, MD, FRCP©, FACP 
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. MacIntyre, MD, FAARC   
2000   Martin J. Tobin, MD    
1999   Dean Hess, PhD, RRT, FAARC   
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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.   
 

• Nominees  must have authored (or co-authored) at least 25 peer reviewed publications 
listed on Pubmed.gov that: a) clearly demonstrate the important contributions that the 
nominee has made to the science of respiratory care; b) provide evidence that the nominee 
was a principal investigator/author on the work; and c) shows a commitment to scientific 
process. Previous award recipients have generally been established investigators at either 
teaching institutions or non-profit organizations and usually have in excess of 150 
PubMed citations. 

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, 2015. 
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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 a cash award, a 
plaque, coach airfare, one night’s lodging and registration for the AARC Congress 2014. 

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 2015. 
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AMERICAN RESPIRATORY CARE FOUNDATION 
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706  
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Memorandum 
DATE: February  2015 

TO: Frank R. Salvatore, Jr., RRT, MBA, FAARC, AARC President 
Carl F. Haas, MLS, RRT, RRT-ACCS, CPFT, FAARC, NBRC President  
Kathy Rye, EdD, RRT, FAARC, CoARC President 
Steven Boas, MD,  BOMA Chair 

FROM: Michael T. Amato 
ARCF Chair 

SUBJECT: Dr. Charles H. Hudson Award for Cardiopulmonary Public Health 
2015—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: 

• Stanton A. Glantz, PhD - 2014 
• COPD Foundation - 2013 
• 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, 2015. 

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, monetary award, coach airfare, one night’s lodging, and registration 
for the AARC Congress 2015. 

Nomination Procedure: 

Please submit a typed letter of one thousand words or less that answers each of the following 
questions as appropriate for the nominee.  Nominees may include individuals, groups or 
organizations whose primary effort has promoted cardiopulmonary health and wellness. 

1. How has the nominee promoted cardiopulmonary health and wellness?  Outline and describe 
major activities, events, research, or public policy the nominee has affected. 

2. Describe how public cardiopulmonary health and awareness has been influenced through the 
efforts of the nominee. 

3. Why is the nominee a role model for others in terms of public health? 

4. How has the nominee promoted the objectives relative to Healthy People 2010 
(see attachment), the federal agenda for a healthier America? 

Please include any supporting documentation and, in case of an individual, a curriculum vitae, if 
available. 

Nominations will be accepted through June 1, 2015.  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 2015. 
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Fact Sheet 
Healthy People 2010 

National Health Promotion and  
Disease Prevention Objectives 

 
 

Healthy People 2010 Goals  
 
• Increase quality and years of healthy life. 
• Eliminate health disparities.  
 
The Nation’s progress in achieving these goals will be monitored through 467 objectives in 28 focus 
areas.  Many objectives focus on interventions designed to reduce or eliminate illness, disability, and 
premature death among individuals and communities.  Others focus on broader issues, such as 
improving access to quality health care, strengthening public health services, and improving the 
availability and dissemination of health-related information.  Each objective with baseline data for 
tracking has a target for specific improvements to be achieved by the year 2010.  As data sources are 
established for those developmental objectives currently without data sources or baseline data (see 
Data Tracking Volume of Healthy People 2010), targets will be set.   Each objective is placed in only 
one focus area so that there is no duplication of objectives in Healthy People 2010.   Each focus area, 
however, has a list of related objectives in other focus areas, indicating the linkages among the focus 
areas.   
 
Healthy People 2010 Focus Areas 
 
Access to Quality 
Health Services  
Arthritis, Osteoporosis, and Chronic Back Conditions  
Cancer  
Chronic Kidney 
Disease  
Diabetes  
Disability and Secondary Conditions  
Educational and Community-Based Programs  
Environmental Health  
Family Planning  
Food Safety  
Health Communication 
Heart Disease and Stroke  
HIV  
Immunization and Infectious Diseases  
Injury and Violence Prevention  
Maternal, Infant, and Child Health  
Medical Product Safety  
Mental Health and Mental Disorders  
Nutrition and Overweight  
Occupational Safety and Health  
Oral Health  
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Physical Activity and Fitness 
Public Health Infrastructure  
Respiratory Diseases  
Sexually Transmitted Diseases  
Substance Abuse  
Tobacco Use  
Vision and Hearing 
 
 Leading Health Indicators 
 
The Leading Health Indicators, set forth in the publication “Healthy People 2010: Understanding and 
Improving Health,” reflect the major public health concerns in the United States and were chosen 
based on their ability to motivate action, the availability of data to measure their progress, and their 
relevance as broad public health issues.  They illuminate individual behaviors, physical and social 
environmental factors, and important health system issues that greatly affect the health of individuals 
and communities.  Underlying each of these indicators is the significant influence of income and 
education.  In addition, the Leading Health Indicators are intended to help everyone more easily 
understand the importance of health promotion and disease prevention and to encourage wide 
participation in improving health in the next decade.  Developing strategies and action plans to 
address one or more of these indicators can have a profound effect on increasing the quality of life 
and the years of healthy life, and on eliminating health disparities – thus creating healthy people in 
healthy communities. 
 
The Leading Health Indicators have been developed as a short list of measures that will monitor 
national success in targeting certain behaviors, environmental factors, and community health 
interventions that impact on health.  The set of Leading Health Indicators addresses physical activity, 
overweight and obesity, tobacco use, substance abuse, responsible sexual behaviors, mental health, 
injury and violence, environmental quality, immunizations, and access to quality health care.  By 
tracking and communicating progress on individual indicators, it will be possible to spotlight both 
achievements and challenges in improving the Nation’s health.  It is hoped that the Leading Health 
Indicators will allow the public to more easily understand the importance of health promotion and 
disease prevention, and invite their participation and partnership. 
 
The Office of Disease Prevention and Health Promotion (ODPHP), United States Department of 
Health and Human Services, is the Coordinator of the Healthy People 2010 Initiative. 
 
Additional information can be accessed online at: 
Healthy People 2010 
http://www.health.gov/healthypeople  
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Memorandum 
DATE: February 2015 

TO: Frank R. Salvatore, Jr, RRT, MBA, FAARC, AARC President 
Carl F. Hass, MLS, RRT, RRT-ACCS, CPFT, FAARC, NBRC President  

FROM: Michael T. Amato 
ARCF Chair 

SUBJECT: Thomas L. Petty, MD Invacare Award for Excellence in Home Respiratory 
Care 2015—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:  

• Angela King, RPFT, RRT-NPS - 2014 
• Patricia Blakely, RRT, FAARC - 2013 
• 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 
• Joseph Lewarski, RRT - 2001 
• David A. Gourley, BS, RRT - 2000 
• Patrick J. Dunne, MEd, RRT, FAARC - 1999 
• Regina D. Marshall, BS, RRT - 1998 
• Robert J. Jasensky, RRT - 1997 
• Linda Ann Farren, RRT - 1996 
• Scott Bartow, MS, RRT - 1995 
• Susan Lynn McInturff, RRT - 1994 
• Linda Chapman Maxwell - 1993 
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We are now accepting nominations for this award.  Please submit a one-page, typed description of 
how the nominee embodies excellence in home respiratory care relative to the following criteria: 

• Must currently be working in home respiratory care. 
• Must be a respiratory care practitioner. 
• May not be employed by a manufacturer. 
• May be involved in education as well as the management and organization of patient care. 
• Should serve as an active patient advocate in home respiratory care, with specific 

achievements that demonstrate leadership. 

In recognition, the recipient will receive an inscribed plaque, monetary award, coach airfare, one 
night’s lodging and registration to the AARC Congress 2015. 

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, 2015. 
 

cc: Board of Directors 
 ARCF Trustees 
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Thomas L. Petty, MD Invacare Award for Excellence in 
Home Respiratory Care 

 
The award was established in 1992 with a grant from Invacare Corporation to recognize “outstanding 
individual achievement in home respiratory care”. The annual award includes a cash award of up to 
$500 and an engraved crystal sculpture, plus 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. Must currently be working in home respiratory care; 
 
2. Must be a respiratory care practitioner; 
 
3. May not be employed by a manufacturer; 
 
4. May be involved in education, as well as the management and organization of patient 

care; 
 
5. Should serve as an active patient advocate in home respiratory care, with specific 

achievements that demonstrate leadership; 
 
6. Preference is given to individuals who have participated in volunteer community efforts 

related to home respiratory care, in addition to meeting the medical needs of their 
patients. 

 
A curriculum vitae is required and supporting documentation should be included, if available. 
 
Nominations will be accepted through June 1, 2015.  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 2015. 
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http://www.arcfoundation.org, E-mail: info@arcfoundation.org 

 
 
 
 
 
 
 

Memorandum 
DATE: February 2015 

TO: Frank R. Salvatore, Jr., RRT, MBA, FAARC, AARC President 
Carl F. Haas, MLS, RRT, RRT-ACCS, CPFT, FAARC, NBRC President  
Kathy Rye, EdD, RRT, FAARC, CoARC President 
Steven Boas, MD, BOMA Chair 

FROM: Michael T. Amato 
ARCF Chair 

SUBJECT: Mike West, MBA, RRT Patient Education Award 2015—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.” 

Previous recipients include: 

• Timothy Op’t Holt, RRT, AE-C, FAARC - 2014 
• Bill G. Galvin, MSEd, RRT, CPFT, AE-C, FAARC - 2013 
• 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:  

• 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). 
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In recognition, the recipient will receive an inscribed plaque, monetary award, coach airfare, 
one night’s lodging and registration to the AARC Congress 2015.  

 
Please submit nominations to the Executive Office no later than June 1, 2015.  
 
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:  

1. 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. 

2. 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.  

3. 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 AARC Executive Office no later than June 1, and the award 
will be presented by the ARCF during the Awards Ceremony at the AARC Congress 2015. 
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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 
 
 

March 31, 2015 
 
Frank R. Salvatore, Jr., RRT, MBA, FAARC 
President 
American Association for Respiratory Care (AARC) 
9425 N MacArthur Blvd 
Irving, TX  75063 
 
Dear Frank, 
 
I am seeking your Board’s nominations for the 2015 Legends of Respiratory Care.  
 
As you may recall, the criteria for the designation of Legends of Respiratory Care includes, but shall not 
be limited to: 

• Recognized professional achievements related to the clinical practice, education, or the science of 
respiratory care, publication of scientific articles or other activities bringing significant, sustained 
career recognition. 

• Sustained personal service, representation, or advocacy on behalf of the respiratory care 
profession, and/or individual’s creativity or ideas that resulted in historic advancement of the 
profession or its professional societies. 

• Scientific achievements and/or inventions of historical significance which revolutionized, or 
remarkably enhanced delivery of respiratory care. 

•  Singularly distinctive individual actions during historic professional events, above and beyond 
reasonable expectations, that resulted in advancement of respiratory care and/or resolution of a 
significant crisis or issue facing the profession. 

• Other sustained historic achievements as determined by the Boards of the AARC, ARCF, 
CoARC, and NBRC.  
 

The Boards of the AARC, ARCF, CoARC and NBRC may each nominate up to five (5) individuals who 
have made a significant historic impact on respiratory care. Nominations must be supported by two-thirds 
(2/3) majority vote of the agency’s board. A brief justification, limited to two (2) typed pages, must be 
submitted for each nominee. The roster of nominees and supporting justifications must be submitted to 
Asha Desai (desai@aarc.org) at the AARC Executive Office by June 1, 2015.  
 
The recipients of this prestigious designation will be announced at the AARC Congress in 
November.  They will be featured in the Legends of Respiratory Care gallery of the Virtual Museum 
along with the 2014 recipients: V. Ray Bennett, Dr. Forrest M. Bird, Dr. Donald F. Egan, John H. “Jack 
Emerson, Sam P. Giordano, Dr. H. Fred Helmholz, Jr., Sister M. Yvonne Jenn, Brother Roland Maher, 
George A Kneeland, and Dr. Thomas L. Petty.  
 
I look forward to receiving your nominations. 
 
Sincerely, 
Trudy Watson, Chair 
Virtual Museum Committee 
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INTRODUCTION 
 


It is my great pleasure to provide to you, on behalf of the Board and Executive Office Staff of the 
Commission on Accreditation for Respiratory Care (CoARC), the 2014 Report on Accreditation in 
Respiratory Care Education. This is the fourth edition of this report which presents information on CoARC 
accredited programs and accreditation actions taken by the CoARC on an annual basis.  The CoARC has 
developed this report to provide critical data in the following four areas: 


 
• Descriptive statistics of CoARC Programs as of December 31, 2014; 
• Accreditation actions taken in 2014;  
• Aggregate statistics of graduate, enrollment, and outcomes data from the 2014 Annual Reports of 


Current Status submitted on July 1, 2014; and 
• Programmatic data related to the AARC 2015 and Beyond Project. 


 
There were 16 accreditation site visits in 2014 involving 25 volunteers. The commitment level of 


these volunteers is remarkable and truly appreciated. The CoARC expresses its gratitude to each of them 
for sharing the time and talent essential to the critically important goal of ensuring the quality of all 
respiratory care programs. 


 
The CoARC collected annual report data using the annual reporting tool developed and maintained 


by Liaison International. The Annual Report of Current Status (RCS) was completed by a total of 451 
programs and program options in July 2014.  We would like to acknowledge the considerable time and effort 
required to provide the important information encompassed by the RCS.  The charts included in this report 
are derived from these data, and are designed to provide aggregate information on accredited respiratory 
care educational programs and their graduates to be used by the CoARC’s communities of interest in their 
evaluations of the current state of the profession both locally and nationally.  


 
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, 


 
 
 
 
 
 
 


Kathy J. Rye, EdD, RRT, FAARC  
President 
 
 
 



mailto:tom@coarc.com
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EXECUTIVE SUMMARY 
 
PROGRAMS BY PROGRAM TYPE 


 As of December 31, 2014, there were a total of 447 programs under accreditation review by the 
CoARC. These include 438 respiratory care programs (422 base and 16 domestic satellite campuses), and 9 
sleep disorders specialist programs.   


PROGRAMS BY DEGREE OFFERED 


  As of December 31, 2014, of these 438 total respiratory care programs, 85% confer the Associate 
degree and 14% confer the Baccalaureate degree.  Three programs (<1% of total) confer the Master’s 
degree.  Compared to 2013, there was a 1.8% decrease in associate degree programs and a 7% increase in 
baccalaureate degree programs.  The AS degree accounted for the largest (44.7%) of all degree types, a 
23.4% decrease since 2011.  The BS degree accounted for 13.7% of all degree types offered in 2014, an 
increase of 22.4% since 2011.   


PROGRAMS BY INSTITUTIONAL TYPE 


  As of December 31, 2014, 56.4% of programs and satellites were offered at a community/junior 
college, which was a 2.0% decrease compared to 2013.  23.1% of programs were offered at a Four-Year 
College/University (a 5.2% increase compared to 2013); 16.0% of programs were offered at a 
Technical/Vocational School; 2.7% of programs were offered at an Academic HSC/Medical Center; 1.4% of 
programs were offered at a Career/Technical College; and 0.5% of programs were offered at a U.S. Military 
facility.  Interestingly, 49 programs (11.1%) conferring the associate degree are offered at four-year 
colleges/universities.   


PROGRAMS BY INSTITUTIONAL CONTROL/FUNDING 


  As of December 31, 2014, 79.5% sponsors were operating under a Public/Not-For-Profit status.  Fifty-
five (12.6%) sponsors were operating under a Private/For-Profit (Proprietary) status.  Thirty-three (7.5%) 
sponsors were operating under a Private/Not-For-Profit status.  Two (0.5%) sponsors were controlled and 
funded by the Federal Government.  In addition, 68.3% of programs in 2014 conferring the associate degree 
are sponsored by Public/Not-For-Profit institutions.  There were no significant differences in the distribution of 
programs by institutional type and control/funding between 2013 and 2014. 


PROGRAMS BY GEOGRAPHIC REGION 


As of December 31, 2014, sixty-two (14.2%) were located in the Northeast, one hundred nine (24.9%) 
in the Midwest, one hundred eighty-seven (42.7%) in the South and eighty (18.3%) in the West.  As you can 
see a large number (44% percent of all Baccalaureate programs and 36% of all Associate degree programs) 
of programs are located in the South.  The three Master’s degree programs are located in the Midwest and 
South. There were no significant changes over the past three years. 


PROGRAMS BY STATE AND D.C. 


 There are CoARC-accredited respiratory care programs in every state except Alaska.  The state with 
the largest number of programs and satellites remains California with 38.  States/locations with only one 
program include Wyoming, Vermont, New Hampshire, Hawaii, and the District of Columbia.  As of December 
31, 2014, the associate degree is offered in 48 states and the District of Columbia (North Dakota and Alaska 
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are the exception).  The associate degree is the only degree offered in DC and 22 states.  The baccalaureate 
degree is offered in 28 states.  The master’s degree is offered in Illinois, Georgia, and North Dakota.   


DEGREE EARNED BY KEY PERSONNEL 


 A majority (52.5%) of PDs have earned a master’s degree, with 34% having a baccalaureate and 13% 
having a doctorate The BS, MS and PhD were the most commonly earned degrees for both PD and DCEs.  
For DCEs, a majority have the baccalaureate degree (50.2%), with the master’s degree at 40.9%.  Only 5% of 
DCEs have their Doctoral degree which was significantly lower than for program directors.    


ACCREDITATION DECISIONS 


There were a total of 116 accreditation actions taken by the Board and 57 accreditation actions 
processed by the Executive Office.  In 2014, there were a total of 16 site visits, listed below.   


Changes in Program Information and Personnel 


  Of the 46 permanent changes in PD in 2014, 12 reported changes due to retirement, 13 due to 
resignation, 9 due to re-assignment, and 8 due to other reasons.  Four did not indicate a reason. 


2014 ANNUAL REPORT OF CURRENT STATUS (RCS) 


A total of 451 annual reports (426 base respiratory care programs, 18 satellite program options, and 7 
sleep specialist program options) (again, different number than total number of programs) were used to 
generate the aggregate data (January 1, 2011 through December 31, 2013) from the 2014 RCS reports.   


Total Program Applications 


 Total applications to accredited programs were 20,405 for 2013.  Applications reached a peak of 
23,430 in 2011, and decreased by 12.9% between 2011 and 2013.  The mean number of applications per 
program was 46 in 2013.    


RC Applications by Degree Offered 


  Compared to 2012, applications decreased by 12.5% for associate degree programs, by 11.3% for 
baccalaureate programs, and by 10.8% for masters programs.   


RC Applications by Institutional Type 


 Compared to 2012, applications decreased by 12.8% for community/junior colleges, by 7.7% for four-
year colleges/universities, by 14.1% for technical/vocational schools, by 20.6% for academic HSC/medical 
centers, and by 38.0% for career/technical colleges. There was a 23.1% increase for U.S. military programs.   


RC Applications by Institutional Control/Funding  


 Compared to 2012, applications decreased by 13.8% in the public/not-for-profit sector and by 33.7% 
in the private/not-for-profit sector.  Applications increased by 2.7% in the private/for-profit (proprietary) sector 
and by 23.1% for federal government (military) programs.   


Applications by State (including D.C.) and Degree 


California continues to have the largest (16.1% of total in 2013) number of applications. 
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Total New Enrollments 


For 2013, there were 9,297 new students enrolled - 68.0% of capacity.  The mean maximum annual 
enrollment capacity per program was 31 and the mean number of new enrollments per program was 21.  
There was a 5.3% decrease in new enrollments compared to 2012.    


New RC Enrollments by Degree Offered 


  Compared to 2012, the number of new enrollments in 2013 decreased by 6.8% for associate degree 
programs.  The number of new enrollments increased by 7.9% for baccalaureate programs, and by 14.8% for 
master’s programs.      


New RC Enrollments by Institutional Type 


Compared to 2012, new enrollments in 2013 decreased 4.3% for community/junior colleges, by 19.4% 
for career/technical colleges, by 17.9% for academic HSC/medical centers, and by 16.5% for 
technical/vocational schools. New enrollments increased by 4.2% for four-year colleges/universities and by 
5.3% for U.S. military programs.   


New RC Enrollments by Institutional Control/Funding  


  Compared to 2012, new enrollments in 2013 decreased by 2.0% in the public/not-for-profit sector, and 
by 42.1% in the private/not-for-profit sector.  New enrollments increased by 0.53% in the private/for-profit 
(proprietary) sector, and by 5.3% in the federal government sector. 


New RC Enrollments by State (including D.C.) and Degree 


California had the largest (23.1% of total) enrollments in 2013. 


Total Graduates 


  There were 7,820 graduates in 2013.  This is a 3.8% decrease in total graduates compared to 2012.  
This was the first decrease in total graduates observed over the past 5 years.  The mean number of graduates 
per program was 18.   


RC Graduates by Degree Offered 


 Compared to 2012, the number of graduates in 2013 decreased by 3.7% for associate degree 
programs and by 5.0% for baccalaureate programs.   


RC Graduates by Institutional Type 


  Compared to 2012, the number of graduates in 2013 decreased by 4.8% in community/junior 
colleges, by 12.8% in technical/vocational schools, by 11.8% in academic HSC/medical centers, and by 
23.8% in career/technical colleges.  The number of graduates in 2013 increased by 10.4% in four-year 
colleges/universities and by 34.4% in U.S. military programs.   


RC Graduates by Institutional Control/Funding  


 Compared to 2012, the number of graduates decreased by 4.0% in the public/not-for-profit sector, and 
by 37.5% in the private/not-for-profit sector.  The number of graduates increased by 9.6% in the private/for-
profit (proprietary) sector, and by 34.4% in the federal government sector.   
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RC Graduates by State (including D.C.) and Degree 


California graduated the largest number of graduates (17.8% of total) in 2013. 


Programmatic Attrition 


 For the 2014 RCS, the mean attrition rate was 19.1%.  A total of 12 programs (2.8% of total) reported 
attrition rates above the CoARC-established threshold of 40%.  When compared to the 2013, the 2014 RCS 
data shows no change in the mean attrition rate.   


Attrition by Degree Offered, Institutional Type, and Institutional Control/Funding 


 For the 2014 RCS, associate degree programs had the highest mean attrition rate (20.1%) and 
master’s degree programs had the lowest mean attrition rate (8.3%).  Programs located in Academic 
HSC/Medical Centers continued to demonstrate the highest mean of 23.4%.  Programs located Four-Year 
Colleges or Universities had the lowest mean of 14.6%.  Programs controlled/funded by the federal 
government sector had the highest mean attrition at 22.8% for the 2014 RCS, while private/not-for-profit 
institutions had the lowest mean at 14.4%.   


Positive (Job) Placement 


 The mean placement rate decreased to 84.6% with the highest rate of 100% (n = 36) and the lowest 
rate of 20.0% (n=1).  A total of 39 programs (9.2% of total) reported placement rates below the CoARC-
established threshold of 70%.  When compared to the 2013 RCS data on placement rates, the 2014 RCS 
data shows a 0.7% decrease in the mean placement rate.   


Placement by Degree Offered, Institutional Type, and Institutional Control/Funding 


   Baccalaureate degree and Associate degree programs showed decreases in mean placement rates 
when compared to 2013.  Baccalaureate degree programs had a higher mean (91.7%) than Associate degree 
programs (83.5%).  U.S. Military programs (controlled/funded by the federal government) had the highest 
overall mean (94.8%) while Technical or Vocational School programs continued to demonstrate the lowest 
mean (78.5%).  Programs controlled/funded by private/for-profit (proprietary) institutions continued to 
demonstrate the lowest mean (75.1%).   


CRT Credentialing Success 


 The mean CRT credentialing success was 92.4% with the highest at 100% (n=109) and the lowest at 
42.6% (n=1).  A total of 39 programs (9.2% of total) reported success rates below the CoARC established 
threshold of 80%.  When compared to the 2013 RCS data, the 2014 RCS data shows a 0.6% increase in the 
mean CRT credentialing success rate.   


CRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding 


 Baccalaureate degree programs’ CRT success was higher (96.3%) than that of associate degree 
programs (91.8%).  By institutional type, Academic HSC/Medical Center programs continued to demonstrate 
the highest mean at 98.6%.  By funding criteria, U.S. Military programs (controlled/funded by the Federal 
Government) continued to demonstrate the lowest mean at 82.6%.  All categories, with the exception of Four-
Year Colleges or Universities, showed slight increases in mean CRT credentialing success when compared to 
the 2013 RCS.  Programs controlled/funded by Public/Not-For-Profit institutions continued to demonstrate the 
highest mean at 93.4%.    



http://www.coarc.com/15.html

http://www.coarc.com/15.html

http://www.coarc.com/15.html

http://www.coarc.com/15.html

http://www.coarc.com/15.html
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RRT Credentialing Success 


 The mean RRT credentialing success was 67.9% with the highest at 100% (n=19) and the lowest at 
0% (n=1).  The 2014 RCS data shows a considerable increase (4.5%) in the mean.  The number of programs 
reporting the highest RRT credentialing success rate (100%) increased to 19 for the 2014 RCS compared to 
2013 RCS data.    


RRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding 


 Baccalaureate programs had a higher mean (82.3%) than associate programs (65.5%). Both 
categories had an increased mean compared to 2013.  By institutional type, Academic HSC/Medical Center 
programs continued to demonstrate the highest mean at 91.0%, while programs at U.S. Military facilities 
continued to demonstrate the lowest mean at 32.1%.  By funding criteria the public/not-for-profit sector 
continued to demonstrate the highest mean (69.9%) and the federal government sector continued to 
demonstrate the lowest mean (32.1%).  Increases in mean RRT credentialing success occurred for RC 
programs in all categories when compared to 2013 RCS data.   


PROGRAMMATIC DATA RELATED TO THE AARC 2015 AND BEYOND PROJECT 


 As of 12/31/2014, 64 sponsors offer an entry into practice baccalaureate or graduate degree 
(Category I).  An additional eighty-six sponsors are currently qualified to offer both the entry into practice 
associate degree and the baccalaureate degree or to transition their associate degree to a baccalaureate 
degree (Category II).  Further, 86 sponsors under legislation passed by the various states in which they 
reside, may choose to have the capability of offering both the entry associate degree and entry baccalaureate 
degree or transitioning their associate degree to a baccalaureate degree (Category III).  The remaining 202 
sponsors that do not have the authority to award a baccalaureate degree may be capable of articulating with, 
or participating in a consortial partnership with, a 4-year degree-granting institution (Category IV).    


Baccalaureate Degree Eligibility – Enrollment Capacity and Graduation Rates 


  As of December 31, 2014, 64 programs in Category I produced 790 graduates (53.5% of maximum 
enrollment capacity).  The 86 programs in Category II produced 1,954 graduates (59.1% of maximum 
enrollment capacity).  Given the graduation rates for the past two years, the number of baccalaureate degree 
graduates has the potential to increase by approximately 247% (or to about 2,700 graduates per year) if all 
sponsors in Category II were to convert their associate degree program to a baccalaureate degree program.  
The 86 programs in Category III produced 1,272 graduates (58.3% of maximum enrollment capacity).  The 
202 programs in Category IV produced 3,691 graduates (57.0% of maximum enrollment capacity).  Twenty-
eight states contain programs that fall under Category I.  Thirty-two states contain programs that fall under 
Category II.  Twelve states, including the District of Columbia, do not contain a program in either Category I or 
II.  Eleven states, including the District of Columbia, contain programs that only fall under Category IV.  One 
state (Hawaii) is comprised of only a Category III program. 
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MISSION AND SCOPE 
 


The mission of the Commission on Accreditation for Respiratory Care (CoARC) is to ensure that high 
quality educational programs prepare competent respiratory therapists for practice, education, research and 
service.  The CoARC accredits entry into respiratory care professional practice degree programs at the 
Associate, Baccalaureate, and Master’s Degree level in the United States.  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.  Accreditation also supports the continuous 
improvement of these educational programs by mandating continuing reassessment of resources, educational 
processes, and outcomes.  The CoARC is responsible for evaluating respiratory care educational programs 
and publicly recognizing those which meet agreed-upon standards of quality, i.e., the 2010 Accreditation 
Standards for the Profession of Respiratory Care (the “Standards”).  The CoARC only accredits degree-
granting, post-secondary programs throughout the U.S. 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 
American Medical Association (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 (American Association for Inhalation 
Therapy [AAIT], American College of Chest Physicians [ACCP], American Medical Association [AMA], and 
American Society of Anesthesiologists [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 (JRCRTE), 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) of the AMA. 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 CoARC became a 
freestanding accreditor of respiratory care programs on November 12, 2009 and in September 2012, the 
Council for Higher Education Accreditation (CHEA) granted recognition to the CoARC.  
 


Since 1986, the CoARC has used an outcomes-centered approach to its accreditation review process.  
This approach focuses on a specific set of outcomes which currently include the following: a) Graduate 
performance on national credentialing examinations; b) Programmatic attrition; c) Graduate and employer 
satisfaction with program; d) Job placement; and e) On-time graduation rate.  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 PROGRAM TYPE 
 


The CoARC accredits Entry into Respiratory Care Professional Practice degree programs1 and 
program options 2 at the Associate, Baccalaureate, and Master’s degree level in the United States.   The 
CoARC also accredits professional respiratory care degree programs offering certificates in polysomnography.  
Programs are categorized into three categories and are assigned a unique 6-digit number based on the 
category to which they are assigned:  


 
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 National Board for Respiratory Care (NBRC) Certified 
Respiratory Therapist (CRT) credential and RRT credential. The CRT credential is a prerequisite for 
admission to the Registry Examination.    
 


2. (300-level): Programs at a location geographically separate from the base program (and within the 50 
U.S. States) 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 base 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, 2014, there were a total of 447 programs and program options under 
accreditation review by the CoARC.  Most of these programs (445) are sponsored by public and private higher 
education institutions. Two programs are sponsored federally: one by the U.S. Army and one by the Air Force.  
In addition to this report, there are two internet links; one for RC programs and one for sleep specialist 
program options:  For RC programs: http://www.maptive.com/ver3/RC2014CoARCRCSData.  For sleep 
specialist program options: http://www.maptive.com/ver3/PSGCoARC2014RCSData. 


 
Of the 447 programs, 3 RC programs and 2 SSPO program options received an Approval of Intent 


(approval of their applications to start developing an accredited program).  A total of 25 programs held 
Provisional Accreditation which is the term used by the CoARC to signify that a program, through a multi-step 
process, has demonstrated sufficient compliance with the Standards to initiate a program and admit students. 
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. There were 
also a total of 16 domestic satellite campuses.  Table 1 (below) provides a breakdown of program numbers by 
CoARC level. 
 


                                                           
1 An Entry into Respiratory Care Professional Practice 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.]  
 
2Additional offerings by a base program include Sleep Specialist, additional Entry into Respiratory Care Professional Practice degree track, and 
Satellite- each of which is assigned a separate CoARC program number. 
 



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://www.maptive.com/ver3/RC2014CoARCRCSData

http://www.maptive.com/ver3/PSGCoARC2014RCSData
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PROGRAMS BY DEGREE OFFERED 
 


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 currently does not 
accredit or track data for degree advancement programs.  A degree advancement program is an educational 
program designed to meet the needs of the practicing respiratory therapist with an earned Entry into 
Respiratory Care Professional Practice degree who, having already completed an accredited respiratory care 
program is returning to school to obtain a higher degree (e.g., ASRT to BSRT or BSRT to MSRT).    


 
Figure 1, below, provides a graphic representation of degrees offered. 


 
 


Table 1 – Program Numbers by CoARC Level as of December 31, 2014 (N=447) 


 200-level 300-level 400-level 


Continuing Accreditation 330  16  5 


Initial Accreditation 49  0  2 


Probationary Accreditation 13  0  0 


Provisional Accreditation 25  0  0 


Inactive Accreditation 2  0  0 


Approval of Intent 3 0 2 


Letter of Intent 0 0 0 
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As of December 31, 2014, there were a total of 438 respiratory care programs and satellites that hold 
a CoARC accreditation status (including the 3 respiratory care programs with an Approval of Intent).  Of these, 
374 (85% of total) confer the Associate degree upon graduation and 61 (14% of total) programs confer the 
Baccalaureate degree.  Three programs (<1% of total) confer the Master’s degree (Rush University, Georgia 
State University, and St Alexius Medical Center/University of Mary).  Compared to data from the 2013 Report 
on Accreditation, there was a 1.8% decrease in the number of associate degree programs offered and a 7% 
increase in the number of baccalaureate degree programs offered.  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, James A. Rhodes State College, 
and Southern Crescent Technical College).     


 
  The CoARC further categorizes programs into 7 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 (44.7%) of all degree types offered in 2014.  This is an 8.8% decrease compared to 
2013 and a 23.4% decrease since 2011.  The Associate of Applied Science (AAS) degree accounted for 
39.7% of all degree types offered in 2014, an increase of 41.5% compared to 2011.  The increase in AAS 
degrees between 2011 and 2014 may be related to the increase in state-mandated limits on the number of 
credit hours for associate degree programs. The Bachelor of Science (BS) degree accounted for 13.7% of all 
degree types offered in 2014, an increase of 22.4% compared to 2011.  The one new BAS program was a 
conversion of an AAS program. *Note: In the 2013 and 2014 reports, the programs that offered more than one 
degree type (i.e., Associate and Baccalaureate or Baccalaureate and Masters) were separated and each 
degree offered was assigned a different CoARC number, so the data no longer reports combined degrees.   
 


 Table 2 – RC Programs and Satellites by Degree for 2011 through 2014 


 as of 12/31/11 
(N=444) 


as of 12/31/12  
 (N=437) 


as of 12/31/13 
(N=441) 


as of 12/31/14 
(N=438) 


Associate of Science (AS) 256 239 215  196   
Associate of Applied Science 


(AAS) 123 138 161 174  


Associate  of Specialized 
Technology (AST) 3 3 3   2  


Associate  of Occupational 
Studies (AOS) 2 2 2 2  


Bachelor of Science/Masters 
of Science (BS/MS) 2 3 N/A* N/A*  


Bachelor of Science (BS) 49 49 57 60  
Bachelor  of Applied Science 


(BAS) 0 0 0 1 


Associate of Science/ 
Bachelor of Science  (AS/BS) 4 3 N/A* N/A*  


Associate  of Applied Science/ 
Bachelor of Science  (AAS/BS) 5 0 N/A* N/A*  


Master of Science (MS) N/A* N/A* 3 3  
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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, 2014, there were 247 respiratory 
care programs and satellites offered at a community or junior college.  Although the category was the largest 
(56.4%) of all the categories, this is a 2.0% decrease compared to 2013 data.  One-hundred one (23.1%) 
programs were offered at a Four-Year College or University, which is a 5.2% increase compared to 2013 data.  
Seventy (16.0%) programs were offered at a Technical or Vocational School.  Twelve (2.7%) programs were 
offered at an Academic Health Sciences Center/Medical Center.  Six (1.4%) programs were offered at a 
Career/Technical College.  The two programs offered at a U.S. Military facility accounted for 0.5%.  Figure 2 
illustrates these categories and results.   


 


 
 


 Four of the nine sleep disorders specialist add-on program options were offered at a Four-Year 
College or University.   The remaining five sleep disorders specialist add-on program options were offered at a 
Community or Junior College.   
 
 Table 3 provides a comparison of programs by institutional type and degree. The majority (56%) of 
programs in 2014 conferring the associate degree are offered at community or junior colleges.  Interestingly, 
49 programs (11.1%) conferring the associate degree were offered at four-year colleges or universities in 
2014.   


 


  Table 3 – RC Programs and Satellites by Institutional Type and Degree for 2013 and 2014 
 Associate Baccalaureate Masters 


as of 12/31/14 
(N=438) 


as of 12/31/13 
(N=441) 


as of 12/31/14 
(N=438) 


as of 12/31/13 
(N=441) 


as of 12/31/14 
(N=438) 


as of 12/31/13 
(N=441) 


Community of Junior College 246 252 1 0 0  0 
Technical or Vocational School  70 72 0 0        0 0 
Four-Year College or University  49 47  50 47 2 2 


Career or Technical College 6  7 0 0 0 0 
Academic HSC/Medical Center 1  1 10 10 1 1 


U.S. Military  2 2 0 0 0 0 
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PROGRAMS BY INSTITUTIONAL CONTROL/FUNDING 
 


The CoARC assigns programs to one of four categories based on how an institution is operated: by 
publicly elected/appointed officials, with its major source of funds from public sources (Public/Not-For-Profit); 
by privately elected or appointed officials, with its major source of funds from private sources (Private/Not-For-
Profit or Private/For Profit); or by a branch of the Armed Forces, with its major source of funds from federal 
appropriations (Federal Government).  As of December 31, 2014, 348 (79.5%) institutions sponsoring a 
respiratory care program were operating under a Public/Not-For-Profit status.  Fifty-five (12.6%) institutions 
were operating under a Private/For-Profit (Proprietary) status.  Thirty-three (7.5%) institutions were operating 
under a Private/Not-For-Profit status.  Two (<0.5%) of institutions were controlled and funded by the Federal 
Government. Compared to data from the 2013 Report on Accreditation, there were no significant differences.  
Figure 3 illustrates these categories and results.     


 


 
 
 Table 4 provides a comparison of programs by institutional control and degree offered. The majority 
(68.3%) of programs in 2014 conferring the associate degree are sponsored by Public/Not-For-Profit 
institutions.  There were no significant differences in the distribution of programs by degree offered and 
institutional type between 2013 and 2014, other than the notable difference mentioned in Figure 3 above. 
 


 
 
 
 
 


  Table 4 – RC Programs and Satellites by Institutional Control and Degree for 2013 and 2014 
 Associate Baccalaureate Masters 


as of 12/31/14 
(N=438) 


as of 12/31/13 
(N=441) 


as of 12/31/14 
(N=438) 


as of 12/31/13 
(N=441) 


as of 12/31/14 
(N=438) 


as of 12/31/13 
(N=441) 


Public-Not-For-Profit 299 302 48 44 1 1 
Private/For-Profit (Proprietary) 55 55 0 0 0 0 


Private-Not-For-Profit 18 22 13 13 2 2 
Federal Government 2 2 0 0 0 0 
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PROGRAMS BY GEOGRAPHIC REGION 
 


Figure 4a illustrates the number of programs and satellites by region* between 2012 and 2014.  As of 
December 31, 2014, sixty-two (14.2%) are located in the Northeast.  One hundred nine (24.9%) are located in 
the Midwest.  One hundred eighty-seven (42.7%) are located in the South.  Eighty (18.3%) are located in the 
West.  There were no significant differences during the past three years.   


 


 
 


  Figure 4b illustrates the degrees offered by region* for 2014.  As of December 31, 2014, 44% percent 
of all Baccalaureate programs and 36% of all Associate degree programs are located in the South.  The three 
Master’s degree programs are located in the Midwest and South. 
 


 
 







COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 19 


 
 


 
 


PROGRAMS BY STATE AND D.C. 
 
  Figure 5 provides a breakdown, from largest to smallest, of the number of respiratory care programs 
and satellites in each state and the District of Columbia.  CoARC-accredited respiratory care programs are 
located in every state except Alaska.  The state with the largest number of programs and satellites remains 
California with 38.  States/locations with only one program include Wyoming, Vermont, New Hampshire, 
Hawaii, and the District of Columbia. Compared to data from 2013, Pennsylvania, Kentucky, New York, West 
Virginia, and Maryland each lost one program.  Arizona lost two programs.  Illinois and Virginia gained one 
program.  Florida gained two programs.   
 


 
 
 
  Table 5 (next two pages) provides a comparison of programs by state (including District of Columbia) 
and degree. As of December 31, 2014, the associate degree is offered in 48 states and the District of 
Columbia (North Dakota and Alaska are the exceptions).  In 22 states and DC, the associate degree is the 
only degree offered.  The baccalaureate degree is offered in 28 states.  The master’s degree is offered in 3 
states (Illinois, Georgia, and North Dakota). 
 
 Not included in Figure 5 and Table 5 are the 9 sleep disorders specialist program options which are 
located in New York, Florida, Texas, Pennsylvania, Ohio, New Mexico, and Georgia. 
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Table 5 – RC Programs and Satellites by State (including D.C) and Degree (N=448) as of 12/31/14 


 Associate Baccalaureate Masters 


Alabama (n=6) 4 2 0 
Alaska (n=0) 0 0 0 


Arkansas (n=12) 9 3 0 
Arizona (n=6) 6 0 0 


California (n=38) 37 1 0 
Colorado (n=4) 4 0 0 


Connecticut (n=5) 4 1 0 
District of Columbia (n=1) 1 0 0 


Delaware (n=2) 2 0 0 
Florida (n=26) 24 2 0 
Georgia (n=15) 11 3 1 
Hawaii (n=1) 1 0 0 
Iowa (n=6) 6 0 0 
Idaho (n=3) 2 1 0 


Illinois (n=15) 13 1 1 
Indiana (n=11) 10 1 0 
Kansas (n=9) 8 1 0 


Kentucky (n=13) 12 1 0 
Louisiana (n=10) 8 2 0 


Massachusetts (n=6) 6 0 0 
Maryland (n=6) 5 1 0 


Maine (n=2) 2 0 0 
Michigan (n=13) 13 0 0 
Minnesota (n=5) 3 2 0 
Missouri (n=12) 10 2 0 
Mississippi (n=8) 8 0 0 
Montana (n=2) 2 0 0 


North Carolina (n=14) 14 0 0 
North Dakota (n=3) 0 2 1 


Nebraska (n=4) 3 1 0 
New Hampshire (n=1) 1 0 0 


New Jersey (n=7) 5 2 0 
New Mexico (n=6) 6 0 0 


Nevada (n=3) 3 0 0 
New York (n=13) 10 3 0 


Ohio (n=22) 18 4 0 
Oklahoma (n=7) 7 0 0 


Oregon (n=4) 3 1 0 
Pennsylvania (n=25) 19 6 0 
Rhode Island (n=2) 2 0 0 
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DEGREE EARNED BY KEY PERSONNEL 
 


 Figure 6 shows the highest degree earned by program directors of accredited respiratory care 
programs and satellites as of December 31, 2014.  Since 2000, the CoARC has required a minimum of a 
baccalaureate degree for both the Program Director (PD) and Director of Clinical Education (DCE).  At that 
time, PDs and DCEs who did not have baccalaureate degree were grandfathered in.  As of December 31, 
2014, only one of these individuals continues as a PD.  Interestingly, the most common highest degree 
earned by PDs is not a baccalaureate (34.0% of total), but the master’s degree (52.5%).  Doctoral degrees 
ranked third most common with 13.0%.  


 


Table 6 shows the highest degree earned by program directors of accredited respiratory care programs and 
satellites as of December 31, 2014.  The Baccalaureate of Science (BS), Master of Science (MS) and Doctor 
of Philosophy (PhD) were the most commonly earned degrees for each degree category. 


 


 Associate Baccalaureate Masters 
South Carolina (n=7) 7 0 0 
South Dakota (n=2) 2 0 0 
Tennessee (n=11) 8 3 0 


Texas (n=36) 31 5 0 
Utah (n=7) 3 4 0 


Virginia (n=8) 5 3 0 
Vermont (n=1) 1 0 0 


Washington (n=5) 4 1 0 
Wisconsin (n=7) 7 0 0 


West Virginia (n=5) 3 2 0 
Wyoming (n=1) 1 0 0 
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 Table 6 – Degree Earned by Program Director as of 12/31/14 (n=437) 


 as of 12/31/14 (n=437) 


Associate of Applied Science (AAS) 1 
  


Bachelor of Science (BS) 95 
Bachelor of Arts (BA) 26  


Bachelor of Science in Respiratory Care/Therapy (BSRT/BSRC) 10 
Bachelor of Science in Education (BSEd) 5 


Bachelor of Applied Science (BAS) 3 
Bachelor of Applied Technology (BAT) 2  


Bachelor of Science in Health Administration (BSHA) 2 
Bachelor of General Studies (BGS) 1 
Bachelor of Health Sciences (BHS) 1 


Bachelor of Independent Studies (BIS) 1 
Bachelor of Business Administration (BBA) 1 


Bachelor of Science in Health Management (BSHM) 1 
Bachelor of Science in Health Sciences (BSHS) 1 


  


Master of Science (MS) 63 
Master of Education (Med/EdM) 53 


Master of Business Administration (MBA) 26 
Master of Arts (MA) 25 


Master of Arts in Education (MAE) 10 
Master of Science in Education (MSEd) 8 
Master of Public Administration (MPA) 7 


Master of Public Health (MPH) 6 
Master of Science in Administration (MSA) 5 


Master of Health Administration (MHA) 5 
Master of Health Science (MHS) 5 


Master of Management (MM) 3 
Master of Science in Nursing (MSN) 2 


Master of Professional Studies (MPS) 2  
Master of Selected Studies (MSS) 2  
Master of Arts in Teaching (MAT) 1 
Master of Advanced Study (MAS) 1 


Master of Science in Health Professions (MSHP) 1 
Master of Training and Development (MTD) 1 
Master of Rehabilitation Counseling (MRC) 1 


 Master of Human Resource Management (MHRM) 1 
Master of Library Science (MLS) 1 


Master of Higher Education (MHEd)  1 
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Figure 7 shows the highest degree earned by Directors of Clinical Education of accredited respiratory care 
programs and satellites as of December 31, 2014.  The most common highest degree earned is a 
baccalaureate degree (50.2% of total), with the master’s degree at 40.9%.  Doctoral degrees totaled 5.0%, 
which was significantly lower than by program directors.  Of the 8 DCEs with associate degrees, three hold a 
temporary position (which does not require the individual to meet all qualifications for the position) and five 
were grandfathered in – i.e. have held their positions since 2000. 


 


Table 7 shows a breakdown of the highest degree earned by DCE’s of accredited respiratory care programs 
and satellites as of December 31, 2014.  The Baccalaureate of Science (BS), Master of Science (MS) and 
Doctor of Philosophy (PhD) were the most commonly earned degrees for each degree category. 


 


 


 


  


Doctor of Philosophy (PhD) 29 
Doctor of Education (EdD) 12 


Doctor of Health Science (DHSc) 4 
Juris Doctor (JD) 3 


Doctor of Public Health (DrPH) 3 
Education Specialist (EdS) 2 


Doctor of Management (DM) 1 
Doctor of Oriental Medicine (DOM) 1 
Doctor of Physical Therapy (DPT) 1 


Doctor of Medicine (MD) 1 
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 Table 7 – Degree Earned by Directors of Clinical Education as of 12/31/14 (n=429) 
 as of 12/31/14 (n=429) 


Associate of Science (AS) 4 
Associate of Applied Science (AAS) 4  


  


Bachelor of Science (BS)  151 
Bachelor of Arts (BA) 36   


Bachelor of Science in Respiratory Care/Therapy (BSRT/BSRC) 11 
Bachelor of Health Sciences (BHS) 9 
Bachelor of Applied Science (BAS) 3 


Bachelor of Business Administration (BBA) 3 
Bachelor of Applied Art and Sciences (BAAS) 1 


Bachelor of Science in Education (BSEd) 1 
 Bachelor of Science in Management (BSM) 1   


Bachelor of General Studies (BGS)  1 
Bachelor of Independent Studies (BIS) 1  


Bachelor of Liberal Studies (BLS) 1 
Bachelor of Science in Health Systems Management (BSHSM) 1  


  


Master of Science (MS) 64 
Master of Education (Med/EdM) 42 


Master of Business Administration (MBA) 17 
Master of Arts (MA) 17 


Master of Public Health (MPH) 9 
Master of Health Administration (MHA) 7 
Master of Science in Education (MSEd) 7 


Master of Health Science (MHS) 4 
Master of Public Administration (MPA) 3 


Master of Science in Administration (MSA) 2 
Master of Arts in Education (MAE) 2 


Master of Science in Management (MSM) 2 
Master of Advanced Study (MAS) 1 


Master of Science in Health Services Administration (MSHSA) 1 
Master of Divinity (MDIV) 1 


  


Doctor of Philosophy (PhD) 9 
Doctor of Health Science (DHSc/DHS) 7 


Doctor of Education (EdD) 2 
Education Specialist (EdS) 2 


Juris Doctor (JD) 1 
Doctor of Health Education (DHEd) 1 
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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 
2014 CoARC Accreditation Policies and Procedures Manual (revised version 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 8 is a summary of accreditation actions taken by the Commission 
as well as accreditation actions processed by the CoARC Executive Office in 2014.  The three columns 
(March, July, and November) relate to specific actions taken by the Commission at CoARC’s meetings.  


 
   The CoARC is required 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 nature 
and scope of CoARC accreditation activity and 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, prior to each Board meeting, the CoARC provides a list of 
programs scheduled to be reviewed and provides the final accreditation actions taken following each meeting 
(http://www.coarc.com/11.html).   


  Table 8 – CoARC Accreditation Actions for 2014 
 March  


2014 
July  
2014 


November 
2014 Total 


Approval of Intent 1 1 3 5 
Provisional Accreditation 1 0 0 1 


12 Month Review During Initial Accreditation 5 6 0 11 


Initial Accreditation 
Base Program 0 0 1 1 
Satellite Option 0 0 0 0 


Sleep Specialist Program Option 1 0 0 1 


Continuing 
Accreditation 


Base Program 12 11 5 28 
Satellite Option 0 0 0 0 


Sleep Specialist Program Option 1 0 0 1 


Probationary 
Accreditation 


Conferred 0 0 9 9 
Removed 0 1 1 2 
Reviewed 0 1 4 5 


Progress Report 
Reviewed 


Accepted as Final 3 0 19 22 
Additional PR Requested 2 1 27 30 


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 2014 116 


Letter of Intent Applications (3 Base; 2 SSPO) 5 
Voluntary Inactive Accreditation 2 


Voluntary Withdrawal Accreditation 9 
Administrative Probation Assigned 6 
Application for Substantive Change 35 


Total Number of Accreditation Actions processed by the CoARC Executive Office in 2014 57 



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 2014. 


Approval of Intent Granted  
  An Approval of Intent (AOI) is an action by the CoARC, following the submission of a Letter of Intent 
(LOI) Application.  An AOI indicates that a sponsoring institution’s plan to start a Respiratory Care program or 
sleep specialist program option is acceptable.  An AOI authorizes the sponsor to submit a Provisional 
Accreditation Self-Study Report (PSSR) and to undergo a Provisional Accreditation site visit. 


Program # Program Name (date LOI application received) Location Effective 
200616 Blessing-Rieman College of Nursing (9/3/2013) Quincy, IL 3/23/2014 
200617 Carlow University (3/14/2014) Pittsburgh, PA 7/15/2014 
200618 Eastern Florida State College (9/19/2013) Cocoa, FL 11/15/2014 
400171 Tyler Junior College (3/14/2014) Tyler, TX 11/15/2014 
400345 Central New Mexico Comm. College (6/11/2014) Albuquerque, NM 11/15/2014 


  
 
Provisional Accreditation Granted  
  The Provisional Accreditation status signifies that, following an AOI, a program has demonstrated 
sufficient compliance with the Standards to initiate a program.  Such compliance includes: 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 program will remain on Provisional 
Accreditation until it achieves Initial Accreditation.  The conferral of Provisional Accreditation authorizes the 
sponsor to admit its first class of students. It is recognized by the NBRC, providing graduates of these 
programs with eligibility to the Respiratory Care Credentialing Examination(s).  After at least three (3) 
reporting years of outcomes have been collected and analyzed, a provisionally accredited program may apply 
for Initial Accreditation. Whether or not the program progresses to Initial Accreditation, enrolled students 
completing a program under Provisional Accreditation are considered graduates of a CoARC accredited 
program.    
 


Program # Program Name (date AOI granted) Location Effective 


200615 Nova Southeastern University (7/16/2013) Palm Beach 
Gardens, FL 3/29/2014 


 
Initial Accreditation Granted                                                                                                 
  Initial Accreditation is conferred for a 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.  Note: The Initial Accreditation status was eliminated effective January 1, 
2015.           
                                                                                                                                       


Program 
# Program Name (date Provisional granted) Location Initial End 


Date 
400324 James A. Rhodes State College (AOI 3/24/2012) Lima, OH 3/31/2019 
200586 Simi Valley Adult School/Excelsior (Provisional 3/24/14) Simi Valley, CA 11/30/2019 
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12 Month Review During Initial Accreditation  
  This is a review conducted approximately 12 months prior to the expiration of initial accreditation to 
determine if there are any significant compliance issues with CoARC Standards.  Based on this review, 
Continuing Accreditation will be either conferred or withheld at a subsequent CoARC meeting.  


Program 
# Program Name (date Initial Accreditation Expires) Location Effective 


200506 Marshall University/St. Mary’s Med Ctr. (3/2015) Huntington, WV March 2014 
200529 Jackson College (3/2015) Jackson, MI March 2014 
200534 Ivy Tech Community College-Region 14 (3/2015) Bloomington, IN March 2014 
200536 Carrington College – Las Vegas (3/2015) Las Vegas, NV March 2014 
200539 St. Johns River State College (3/2015) St. Augustine, FL March 2014 
200530 Northwest Kansas Technical Center (7/2015) Goodland, KS July 2014 
200535 University of Arkansas Community College (7/2015) Hope, AR July 2014 
200537 Trinity College of Nursing & Health Science (7/2015) Rock Island, IL July 2014 
200540 Ivy Tech Community College-North Central (7/2015) Goshen, IN July 2014 
200544 Wilkes Community College (7/2015) Wilkesboro, NC July 2014 
200545 Concorde Career Institute-Jacksonville (7/2015) Jacksonville, FL July 2014 


 


Continuing Accreditation Granted                                                                                    
    Continuing Accreditation is conferred when 1) an established, currently accredited program 
demonstrates ongoing 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 is in full compliance with the 
Standards at the end of the 5 year Initial Accreditation period. Continuing Accreditation remains in effect until 
it is withdrawn: either voluntarily - the program withdraws from the accreditation process; or involuntarily - 
accreditation is withdrawn for failure to comply with the Standards.    


Program # Program Name Location Next Re-
evaluation 


200060 University of Southern Indiana Evansville, IN 2024 
200065 Highline Community College Des Moines, IA 2024 
200108 Ferris State University Big Rapids, MI 2024 
200156 Angelina College Lufkin, TX 2024 
200157 Napa Valley College Napa, CA 2024 
200230 Massasoit Community College Brockton, MA 2024 
200324 James A. Rhodes State College Lima, OH 2024 
200434 Sanford Brown College (Initial exp. 5/2014) Fenton, MO 2019 
200489 Southwestern Illinois College Belleville, IL 2024 


200516 Southern State Community College-Fayette  
(Initial exp. 5/14) 


Washington Ct. 
House, OH 2019 


200528 Southeast Arkansas College  
(Initial exp. 5/14) Pine Bluff, AR 2019 


200533 Pulaski Technical College (Initial exp. 5/14) N. Little Rock, AR 2019 
400152 Valencia College (Initial exp. 5/14) Orlando, FL 2019  
200303 Midland College Midland, TX  2024 
200510 Concorde Career College-Denver (Initial exp. 9/14) Aurora, CO  2019 
200513 Arkansas State Univ.-Mountain Home (Initial exp. 9/14) Mountain Home, AR 2019 
200520 Polk State College (Initial exp. 9/14) Winter Haven, FL 2019 
200521 Laurel Business Institute (Initial exp. 9/14) Uniontown, PA 2019 
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200522 Dalton State College (Initial exp. 9/14) Dalton, GA 2019 
200523 Antelope Valley College (Initial exp. 9/14) Lancaster, CA 2019 
200524 Baker College (Initial exp. 9/14) Auburn Hills, MI 2019 
200525 Concorde Career College-San Diego (Initial exp. 9/14) San Diego, CA 2019 
200526 Columbus Technical College (Initial exp. 9/14) Columbus, GA 2019 
200531 Great Plains Technical Center (Initial exp. 9/14) Lawton, OK 2019 
200296 Harrisburg Area Community College Harrisburg, PA 2024 
200321 Florida A & M University Tallahassee, FL 2024 
200430 Bridge Valley Community & Technical College Charleston, WV 2024 
200457 Hawkeye Community College (Initial exp. 11/14) Waterloo, IA 2019 
200517 Venango College of Clarion University (Initial exp. 11/14) Oil City, PA 2019 


 


Probationary Accreditation Conferred     
   Probationary Accreditation is a temporary status of accreditation conferred when, following 
submission of one or more progress reports, a program has not corrected deficiencies, related to one or more 
Standards and/or Policies, identified earlier by the CoARC.  Probationary Accreditation can also be conferred 
when a sponsor receives an adverse action as described in CoARC Policy 1.07.  Following conferral of 
Probationary Accreditation, 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 identified deficiencies, 
while at the same time remaining in compliance with all other Standards/Policies, the CoARC will consider 
removing the probationary status.  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 except for 
demonstrable and remarkable extenuating circumstances, in which case probation may be extended for an 
additional year.  In no case will probationary status exceed 2 years. A probation decision is subject to 
reconsideration but cannot be appealed (See CoARC Policy 1.06). Enrolled students completing a 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 
placed on probation either requests inactive status or when accreditation is withdrawn - 
voluntarily/involuntarily (see CoARC Policy 1.13). 


Program 
# Program Name Location Effective* 


200174 El Paso Community College El Paso, TX 11/15/2014 
200228 Prince George’s Community College Largo, MD 11/15/2014 
200439 Southwest Georgia Technical College Thomasville, GA 11/15/2014 
200551 Miller-Motte Technical College (Initial 7/2017) Clarksville, TN 11/15/2014 
200557 Florida National University (Initial 3/2017) Hialeah, FL 11/15/2014 
200559 Concorde Career Institute-Miramar (Initial 11/2016) Miramar, FL 11/15/2014 
200568 Stevens Henager College-Boise (Initial 11/2016) Boise, ID 11/15/2014 
200579 Pierpont Community & Tech College (Provisional 7/2014) Fairmont, WV 11/15/2014 
200589 Black River Technical College (Initial 11/2017) Pocahontas, AR 11/15/2014 


*This action does not become final until after the program has exhausted its rights to seek reconsideration (see CoARC 
Policy 1.07 – Reconsideration and Appeal). 
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Probationary Accreditation Removed*            
*Following review of the Probation Report, Probationary Accreditation was removed and the programs listed below 
resumed their previous accreditation status. 


Program 
# Program Name (date initially placed on probation) Location Effective 


200304 Labette Community College (11/9/2013) Parsons, KS 7/15/2014 
200083 Fresno City College (11/9/2013) Fresno, CA 11/15/2014 


 
 
Probation Report Reviewed*           
* Following review of the Probation Report, Probationary Accreditation remains for the program listed below. 


Program 
# Program Name (date initially placed on probation) Location Next Action 


200515 Virginia College at Birmingham (11/9/2013) (Initial Exp. 9/14) Birmingham, AL Nov 2014 
200137 Baltimore City Community College (11/9/2013) Baltimore, MD Nov 2015 
200490 Stevens Henager College (11/9/2013) Murray, UT Nov 2015 
200505 Goodwin College (11/9/2013) E. Hartford, CT Nov 2015 
200515 Virginia College at Birmingham (11/9/2013) Birmingham, AL Nov 2015 


 


Progress Report Reviewed (Final)*   
  The CoARC requires a program to submit documentation addressing any Standard not met (i.e. a 
citation) as a progress report.  The CoARC may request a Standardized Progress Report (series of questions 
developed 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 the Commission during the accreditation review process.  The progress report addressing the 
standard(s) with which the program has been found to be in non-compliance must be submitted within the 
specified period of time.  The progress report will constitute the basis for subsequent Commission action.  If 
the program is now in compliance with all the CoARC Standards the action will be to accept the report.  If the 
report does not demonstrate compliance with the Standards, or if it was not submitted within the time frame 
specified on the request for 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 Next Re-


evaluation 
200132 Crafton Hills College (Moved from 11-2014 to 3-2014) Yucaipa, CA 2021 
200229 Sandhills Community College (Moved from 11-2014 to 3-2014) Pinehurst, NC 2017 
200450 Collins Career Center (Moved from 11-2014 to 3-2014) Chesapeake, OH 2016 
200051 Shenandoah University Winchester, VA 2014 
200061 Univ. of the District of Columbia Comm. College Washington, DC 2022 
200091 Midlands Technical College Columbia, SC 2018 
200102 East LA College/Santa Monica Monterey Park, CA 2022 
200268 Shawnee State University Portsmouth, NH 2023 
200278 Carteret Community College Morehead City, NC 2015 
200315 Stanly Community College Locust, NC 2016 
200345 Central New Mexico Community College Albuquerque, NM 2016 



http://www.coarc.com/

http://www.coarc.com/57.html
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200433 Kaplan College-Modesto Salida, CA 2017 
200435 Genesee Community College Batavia, NY 2017 
200440 Concorde Career College-North Hollywood N. Hollywood, CA 2022 
200446 Mohawk Community College Utica, NY 2019 
200474 Oconee Fall Line Technical College Dublin, GA 2023 
200491 Northwest Arkansas Community College Bentonville, AR 2015 
200494 Pima Medical Institute-Chula Vista Chula Vista, CA 2017 
200542 Carrington College (Initial 7-2016) Pleasant Hill, CA 2016 
200562 McCann School of Business & Tech (Initial 11-2017) Sunbury, PA 2017 
200566 American Career College-Ontario (Initial 11-2017) Ontario, CA 2017 
200591 Shelton State Community College (Provisional 11-2015) Tuscaloosa, AL 2016 


 


 


Progress Reports Reviewed*         
*All programs listed below are required to submit an additional Progress Report (PR).  
 


Program 
# Program Name Location Next 


CoARC Mtg 
200293 Texas Southmost College (complaint) Brownsville, TX 11/2014 
200440 Concorde Career College – N. Hollywood (complaint) N. Hollywood, CA 11/2014 
200108 Ferris State University Big Rapids, MI 11/2014 
200008 Trident Technical College Charleston, SC 11/2015 
200085 Grossmont College El Cajon, CA 11/2015 
200108 Ferris State University Big Rapids, MI 3/2015 
200149 Del Mar College Corpus Christi, TX 11/2015 
200210 Los Angeles Valley College Valley Glen, CA 11/2015 
200238 Oakland Community College Southfield, MI 11/2015 
200250 Onondaga Community College Syracuse, NY 11/2015 
200266 Delta College University Center, MI 11/2015 
200276 California College San Diego San Diego, CA 11/2015 
200293 Texas Southmost College Brownsville, TX 11/2015 
200343 Southern University at Shreveport Shreveport, LA 3/2015 
200372 Victoria College Victoria, TX 11/2015 
200385 Pittsburgh Career Institute (VW effective 1-31-2015) Pittsburgh, PA 3/2015 
200390 Carrington College – Phoenix Westside Phoenix, AZ 11/2015 
200498 Concorde Career Institute- San Bernardino San Bernardino, CA 11/2015 


200513 Arkansas State U- Mountain Home  
(VW effective 12-31-2015) Mountain Home, AR 11/2015 


200533 Pulaski Technical College N. Little Rock, AR 11/2015 
200536 Carrington College- Las Vegas (Initial 3-2015) Las Vegas, NV 11/2015 
200543 United States Air Force School of Health Ft. Sam Houston, TX 11/2015 
200578 San Juan College (Provisional 7-2015) Farmington, NM 11/2015 
200582 Coahoma Community College (Provisional 7-2015) Clarksdale, MS 3/2015 
200584 El Camino Community College (Initial 7-2018) Torrance, CA 3/2015 
200588 Platt College (Provisional 7-2015) Ontario, CA 11/2015 
200596 Platt College – Alhambra (Provisional 7-2015) Alhambra, CA 11/2015 
300020 University of Arkansas – Batesville (200176 Satellite) Batesville, AR 11/2015 
300027 University of Ark for Med Sciences (200176 Satellite) Texarkana, AR 11/2015 
400324 James A Rhodes State College (SSPO Initial 3-2019) Lima, OH 3/2015 







COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 31 


 
 


 
 


 
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 
formulate and complete a teach-out plan when the CoARC takes action to withhold 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 2014. 
 
Withdrawal Accreditation – Involuntary*  
    This status is conferred when an accredited 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 formulate and complete a teach-out plan when the CoARC takes 
action to 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 2014. 
 
Withdrawal Accreditation - Voluntary 
      This status is conferred when a sponsor notifies CoARC that it wants its program(s) to 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 - Voluntary 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 formulate and complete a teach-out plan when a program 
is placed on probation, requests inactive status, or when accreditation is withdrawn, either voluntarily or 
involuntarily (see CoARC Policy 1.13). 
 


Program 
# Program Name Location Effective 


320390 Carrington College-Phoenix Westside (LOI 9/26/13) Phoenix, AZ 7/25/2014 
200200 Washington Adventist University Takoma Park, MD 5/30/2014 
200583 YTI Career Institute-Capital Region Mechanicsburg, PA 5/31/2014 
400352 Ivy Tech Community College-Central IN Indianapolis, IN 5/11/2014 
200250 Onondaga Community College Syracuse, NY 8/1/2014 
200273 York College of PA York , PA 12/31/2014 
200456 Kaplan College Phoenix, AZ 6/3/2014 
200429 West Kentucky Community & Tech College Paducah, KY 6/30/2014 
200225 West Virginia Northern Community College Wheeling, WV 9/20/2014 
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Inactive Accreditation - Voluntary 
  Base programs and program options on Administrative Probation or with a status of Continuing 
Accreditation without any pending Progress Reports are eligible to request an inactive status for up to two 
years. No students may be enrolled or matriculated in the program while the program is on inactive status.  
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 formulate and complete a teach-out plan when a program 
requests inactive status (see CoARC Policy 1.13). 
 


Program 
# Program Name Location Effective 


200349 Berkshire Community College Pittsfield, MA 9/2/2014 
200113 Jackson State Community College Jackson, TN 7/1/2014 


 
Administrative Probation 
  Administrative Probation is conferred when a program or any program option with a separate CoARC 
ID number does not comply with any of the administrative requirements.  The placement of a program on 
Administrative Probation will not affect the eligibility of its students for the NBRC Examinations.  During a 
period of Administrative Probation, all listings of a program’s accreditation status must include the words 
“Administrative Probation”.  Following conferral of Administrative Probation, the program’s failure to provide 
the requested material/fees etc. will result in the program’s being placed on the next scheduled CoARC 
meeting agenda for consideration of Withhold or Withdrawal of Accreditation (see CoARC Accreditation Policy 
1.055 and 1.058).  If conferral of Administrative Probation was for failure to meet personnel requirements, the 
deficiency will be brought before the CoARC at its next meeting and may result in an immediate adverse 
accreditation decision (see CoARC Accreditation Policy 6.011I). 


 
Program 


# 
Program Name (date Admin Pro 


Conferred) Location Reason Date Admin 
Pro Removed 


200571 Keiser University (3-5-2014) Ft. Lauderdale, 
FL Annual Fee 3/12/2014 


200208 Texas Southern University (3-5-2014) Houston, TX Annual Fee 3/25/2014 


200149 Del Mar College (3-5-2014) Corpus Christi, 
TX Annual Fee 3/25/2014 


200429 West Kentucky Community & Tech C  
(3-26-2014) Paducah, KY Temp DCE Vol. Withdrew 


6/30/2014 


200586 Simi Valley Adult School/Excelsior  
(4-29-2014) Simi Valley, CA Application 6/26/2014 


200359 Seminole State College of Florida  
(5-9-2014) 


Altamonte 
Springs, FL DCE Vacancy 5/19/2014 


 


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.  The application, including 
supplementary materials, is reviewed by the CoARC Executive Office for completeness and subsequently by 
a Program Referee (a member of the CoARC Board who serves as the liaison between the program and the 







COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 33 


 
 


 
 


Commission).  Further details regarding the Letter of Intent application process can be found in CoARC Policy 
2.02.   
 


 Program Name  Type Location Date Application 
Received 


Carlow University Base Quincy, IL 3/14/2014 
Carrington College-Phoenix Westside Base Phoenix, AZ 9/26/2013 


Eastern Florida State College Base Cocoa, FL 9/19/2013 
Central New Mexico Community College  SSPO Albuquerque, NM 6/11/2014 


Tyler Junior College  SSPO Tyler, TX 6/13/2014 
 


Site Visits Conducted 
         A 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 (and in some cases, must) be 
a physician. Site visitors are trained to be objective on-site observers and gatherer of “the facts.”  These are 
reported back to the CoARC Referee as a part of the processes 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 its analysis and action plans related to its resources and outcomes. 
Further, the visit offers an opportunity to confirm 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 2014, there 
were a total of 16 site visits, listed below.   
 


Program # Program Name Location Dates of Site Visit 
in 2014 


200051/300034 Shenandoah University Winchester, VA Nov 17-18 
200107 Cuyahoga Community College Parma, OH Nov 24-25 


200151 Jefferson Community & Technical 
College Louisville, KY Nov 24-25 


200174 El Paso Community College El Paso, TX Oct 30-31 
200296 Harrisburg Area Community College Harrisburg, PA July 21-22 
200303 Midland College Midland, TX April 14-15 
200321 Florida A&M University Tallahassee, FL March 3-4 


200338/300032 Lone Star College Kingwood, TX Dec 1-2 
200390 Carrington College - Phoenix Westside Phoenix, AZ Sept 29-30 
200425 San Joaquin Valley College Bakersfield, CA Oct 9-10 


200430 Bridge Valley Community & Technical 
College Charleston, WV Aug 21-22 


200457 Kaskaskia College Centralia, IL Nov 20-21 
200489 Southwestern Illinois College Belleville, IL Jan 30-31 


200491 Northwest Arkansas Community 
College Bentonville, AR Dec 4-5 


200586 Simi Valley Adult School/Excelsior Simi Valley, CA Aug 25-26 


200615 Nova Southeastern University Palm Beach 
Gardens, FL Jan 13-14 


 


 


 



http://www.coarc.com/32.html
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Applications for Substantive Change 
  A substantive change is one that the CoARC has determined is potentially significant enough to 
program outcomes as to require the program to notify the CoARC prior to its occurrence 
(http://www.coarc.com/42.html.)  The sponsor must report substantive change(s) to the CoARC for approval 
prior to the intended date of implementation, with the exception of either an adverse action by the sponsor’s 
institutional accrediting agency or a change in the program’s institutional accreditation status (see 
Accreditation Policy 1.07).  While the decision to implement a substantive change is an institutional 
prerogative and/or responsibility, the CoARC is obligated to assess the potential of any substantive change to 
adversely affect the program’s ability to meet the Standards and Policies. 
 


Program 
# Program Name Location Policy # Date 


Approved 


200422 University of Texas Health 
Science Ctr. San Antonio, TX 9.10 1/9/2014 


200315 Stanly Community College Locust, NC 9.03/9.04 1/15/2014 
200592 National Park Community College Hot Springs, AR 9.04 1/22/2014 
320390 Carrington College - Phoenix Phoenix, AZ 9.11 1/30/2014 


200390 Carrington College - Phoenix 
Westside Phoenix, AZ 9.11 1/30/2014 


200481 Lincoln Land Community College Springfield, IL 9.01/9.04/9.10 2/28/2014 
200435 Genesee Community College Batavia, NY 9.11 3/19/2014 
200354 Stark State College North Canton, OH 9.04 3/19/2014 
200344 Seattle Central College Seattle, WA 9.02 3/27/2014 
200435 Genesee Community College Batavia, NY 9.04 4/10/2014 


200541 Southern West Virginia 
Community College Williamson, WV 9.04 4/17/2014 


200540 Ivy Tech Community College-
North Central Goshen, IN 9.11 4/28/2014 


200037 Quinsigamond Community 
College Worcester, MA 9.11 4/28/2014 


200458 Weatherford College Weatherford, TX 9.04 5/14/2014 
200385 Pittsburgh Career Institute Pittsburgh, PA 9.01 5/30/2014 


200286 University of Pittsburgh at 
Johnstown Johnstown, PA 9.11 6/17/2014 


200450 Collins Career Center Chesapeake, OH 9.04 6/20/2014 
200051 Shenandoah University Winchester, VA 9.09 7/30/2014 
200560 Platt College Moore, OK 9.01 8/12/2014 
200328 Illinois Central College Peoria, IL 9.01 8/13/2014 
200152 Valencia College Orlando, FL 9.10 8/27/2014 
200073 Kettering College Kettering, OH 9.02/9.03/9.04 9/3/2014 


200585 US Army Med Ed & Training 
Campus 


Fort Sam Houston, 
TX 9.10 9/3/2014 


200222 South Plains College - Lubbock 
Campus Lubbock, TX 9.04 9/12/2014 


200195 Tarrant County College Fort Worth, TX 9.04 9/12/2014 
200145 St. Petersburg College Pinellas Park, FL 9.10 9/17/2014 


200393 Northern Kentucky University Highland Heights, 
KY 9.02/9.03/9.04/9.10 10/9/2014 


200502 Ivy Tech Community College-
Wabash Valley Terre Haute, IN 9.03 10/27/2014 


200315 Stanly Community College Locust, NC 9.04 10/27/2014 
200410 Fletcher Technical Community Houma, LA 9.04 11/18/2014 



http://www.coarc.com/42.html
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College 


200464 Ivy Tech Community College-
Gary Crown Point, IN 9.11 11/18/2014 


200102 East LA College/Santa Monica Monterey Park, CA 9.04 11/26/2014 
200503 Rolla Technical Institute/Center Rolla, MO 9.01 12/3/2014 
200526 Columbus Technical College Columbus, GA 9.04 12/15/2014 
200287 Allegany College of Maryland Cumberland, MD 9.04 12/19/2014 


 


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 from January 1, 2012 through December 31, 2014:  
 


Type of Change Reported  
Number 


Reported in 
2012 


Number 
Reported in  


2013 


Number 
Reported in 


2014 
Change in Program Name   13 12 11 


Change in Program Address   8 8 8 


Change in Billing Contact 26 28 41 


Change in President/CEO 62 72 78 
Change in Dean 84 105 79 


Change in Program 
Director 


Permanent 47 53 46 


Temporary 3 7 3 


Acting 3 3 7 


Change in Director 
of Clinical 
Education 


Permanent 82 69 64 


Temporary 15 29 15 


Acting 3 5 6 


Change in Medical 
Director 


Permanent 35 30 34 


Temporary 3 0 0 


Change in Co-Medical Director 2 6 4 
Change in Primary Sleep Specialist 


Instructor 1 2 0 


Total # of Changes Reported 387 429 396 
 
 
  Of the 53 permanent changes in Program Director in 2013, 13 were due to retirement, 11 to 
resignation, 17 to re-assignment and 8 were due to other reasons.  Four did not provide a reason. 
 
 Of the 46 permanent changes in Program Director in 2014, 12 were due to retirement, 13 to 
resignation, 9 to re-assignment and 8 were due to other reasons.  Four did not provide a reason. 
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2014 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 graduate 
satisfaction” (2010 Standards, p.10).  Outcomes measures used by the CoARC reflect metrics of program 
effectiveness and student achievement.  The CoARC uses an outcomes-centered approach in 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 continuous assessment of the educational quality of a respiratory care 
program (inclusive of distance education modalities and program options), that is broad-based, systematic, 
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 in relation to the CoARC 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. 35), and on its website (http://www.coarc.com/15.html).   


In May 2011, the CoARC launched its online Annual RCS system with a deadline for submission of 
July 1st, 2011.  Prior to this date, in an effort to minimize 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 student 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 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 continue be updated on an annual basis following the submission and verification of 
each program’s Annual RCS on July 1st.  The CoARC works with programs throughout the data submission 
and validation phases to ensure that the performance data are accurate.  With the 2015 RCS, the CoARC will 
add overall employer and graduate satisfaction, as well as on-time graduation rates, to the outcomes metrics 
reported to the public. 


The CoARC completed the verification of the outcomes data from the 2014 Annual Report of Current 
Status (RCS) in September 2014. A total of 451 annual reports (426 base respiratory care programs, 18 
satellite program options, and 7 sleep specialist program options) were used to generate the data in this 
section.  These data are reported by respiratory care programs to the CoARC and reflect the aggregate data 
for the three-year time period being reported (January 1, 2011 through December 31, 2013 for the 2014 RCS 
reports accepted by the CoARC Executive Office).  Note: The data do not reflect any changes made to the 
RCS data after the 2014 RCS report was accepted.  Any such changes will be reported in the 2015 RCS 
reports due July 1, 2015. 


 



http://www.coarc.com/15.html
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Total Applications 
 


Programs are required to report the number of applications each year.  Figure 8a shows total number 
of RC applications from 2009 through 2013.  The data shows total applications reaching a peak of 23,430 in 
2011.  However, total applications decreased by 12.9% between 2011 and 2013.  The mean number of 
applications per program was 46 in 2013, 52 from 2010 through 2012, and 48 in 2009.  The median number of 
applications per program was 34 in 2013, 38 in 2012, 40 in 2011, 38 in 2010, and 32 in 2009. 


 
 


 


Figure 8b is the application data for sleep specialist program options (SSPOs).  The mean number of 
applications per program option was 7 in 2013 and 2012, 10 in 2011, 5 in 2010, and 8 in 2009.   The median 
number of applications per program option was 5 in 2013, 7 in 2012, 10 in 2011, 0 in 2010, and 6 in 2009. 
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Estimated RC Applications by Degree Offered 
 


 
 Table 9 shows the annual respiratory care applications in relation to the degree offered.  There were 
20,405 applications in 2013.  The 380 programs offering associate degrees accounted for 90.0% of the total 
number of applications in 2013.  This is a 12.5% decrease compared to 2012 for this category and a 6.9% 
decrease when compared to 2009.  The mean number of applications per program for this category was 48 in 
2013, 54 in 2012, 55 in 2011 and 2010, and 51 in 2009.  The median number of applications per program for 
this category was 35 in 2013, 40 in 2012, 2011, and 2010, and 35 in 2009. 
 
 The 61 programs offering baccalaureate degrees accounted for 9.7% of the total number of 
applications in 2013.  This is an 11.3% decrease when compared to 2012 for this category, but a 17.8% 
increase when compared to 2009. The mean number of applications per program for this category was 33 in 
2013, 40 in 2012, 36 in 2011, 33 in 2010, and 29 in 2009.  The median number of applications per program 
for this category was 30 in 2013 through 2010, and 29 in 2009. 
     
 The 3 programs offering master’s degrees accounted for 0.3% of the total number of applications in 
2013.  This is a 10.8% decrease compared to 2012 for this category.  The mean number of applications per 
program for this category was 22 in 2013 and 25 in 2012.  The median number of applications per program 
for this category was 20 in 2013 and 30 in 2012. *Note: The programs that offered more than one degree type 
(i.e., Associate and Baccalaureate or Baccalaureate and Masters) were separated in 2013 and each degree 
offered was assigned a different CoARC number, so the data no longer report combined degrees as was the 
case in the 2012 and 2011 Reports on Accreditation.   
 
  
 
 
 
 
 
 
 
 
 
 
 
 


Table 9 –RC Applications by Degree Offered between 2009 and 2013 


Degree 
Offered 


2013 
Applications  


(N=444) 


2012 
Applications  


(N=450) 


2011 
Applications  


(N=446)* 


2010 
Applications  


(N=433)* 


2009 
Applications 


(N=433)* 


 Total Mean Total Mean Total Mean Total Mean Total Mean 
Associate 18,336 48 20,947 54 21,348 55 21,342 55 19,702 51 


Baccalaureate 2,003 33 2,257 40 2,075 36 1,837 32 1,701 29 
Masters 66 22 74 25       







COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 39 


 
 


 
 


Estimated RC Applications by Institutional Type 
 


  
 Table 10 shows the annual applications for respiratory care programs by institutional type.   The 251 
programs offered in community or junior colleges accounted for 59.2% of the total number of applications in 
2013.  This is the largest category and is a 12.8% decrease compared to 2012 and a 5.8% decrease 
compared to 2009.  The mean number of applications per program for this category was 48 in 2013, 55 in 
2012 and 2011, 56 in 2010, and 51 in 2009.  The median number of applications per program for this 
category was 36 in 2013, 41 in 2012, 40 in 2011, 42 in 2010, and 37 in 2009. 
 


The 101 programs offered in four-year colleges or universities accounted for 19.7% of the total 
number of applications in 2013.  This is a 7.7% decrease compared to 2012 but a 14.2% increase compared 
to 2009.  The mean number of applications per program for this category was 40 in 2013, 45 in 2012, 44 in 
2011, 41 in 2010, and 36 in 2009.  The median number of applications per program for this category was 25 in 
2013, 30 in 2012, 2011, and 2010, and 25 in 2009. 
 


The 72 programs offered in technical or vocational schools accounted for 17.7% of the total number of 
applications in 2013.  This is a 14.1% decrease compared to 2012 and a 17.0% decrease compared to 2009.  
The mean number of applications per program was 50 in 2013, 55 in 2012, 57 in 2011, 56 in 2010, and 57 in 
2009.  The median number of applications per program for this category was 37 in 2013, 40 in 2012 and 
2011, 43 in 2010, and 33 in 2009. 
 


The 12 programs offered in academic HSC/medical centers accounted for 1.6% of the total number of 
applications in 2013.  This is a 20.6% decrease compared to 2012 but a 21.8% increase compared to 2009.   
The mean number of applications per program was 27 in 2013, 34 in 2012, 28 in 2011, 24 in 2010, and 22 in 
2009.  The median number of applications per program for this category was 30 in 2013, 29 in 2012, 23 in 
2011, 17 in 2010, and 19 in 2009. 
 


The 6 programs offered in career or technical colleges accounted for 0.9% of the total number of 
applications in 2013.  This is a 38.0% decrease compared to 2012 and a 50.0% decrease compared to 2009.  
The mean number of applications per program was 32 in 2013, 3 in 2012, 61 in 2011, 60 in 2010, and 54 in 
2009.  The median number of applications per program for this category was 30 in 2013, 34 in 2012, 41 in 
2011, 48 in 2010, and 41 in 2009. 
 


The 2 programs offered in the U.S. military accounted for 0.9% of the total number of applications in 
2013.  This is a 23.1% increase compared to 2012 and a 187.3% increase compared to 2009.  The mean and 
median number of applications per program was 91 in 2013, 74 in 2012, 61 in 2011, 37 in 2010, and 32 in 
2009.    
 


Table 10 –  RC Applications by Institutional Type between 2009 and 2013 


Institutional Type 


2013 
Applications 


(N=444) 


2012 
Applications 


(N=450) 


2011 
Applications 


(N=446) 


2010 
Applications 


(N=433) 


2009 
Applications 


(N=433) 


Total Mean Total Mean Total Mean Total Mean Total Mean 
Community or 
Junior College 12,088 48 13,867 55 13,969 55 14,180 56 12,828 51 


Four-Year College 
or University 4,011 40 4,346 45 4,225 44 3,949 41 3,512 36 


Technical or 
Vocational School 3,617 50  4,211 55 4,344 57 4,268 56 4,360 57 


Academic HSC/ 
Medical Center 319 27  402 34 340 28 291 24 262 22 


Career or Technical 
College 189 32  305 44 430 61 418 60 378 54 


U.S. Military 181 91 147 74 122 61 73 37 63 32 
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RC Applications by Institutional Control/Funding  
 


 
 Table 11 shows the annual applications to respiratory care programs in relation to the institutional 
control/funding.   The 352 programs controlled/funded by public/not-for-profit institutions accounted for 75.8% 
of the total number of applications in 2013.  This is the largest category and is a 13.8% decrease compared to 
2012 and a 3.6% decrease compared to 2009.  The mean number of applications per program for this 
category was 44 in 2013, 52 in 2012, 51 in 2011 and 2010, and 46 in 2009.  The median number of 
applications per program for this category was 33 in 2013, 37 in 2012, 40 in 2011, 37 in 2010, and 32 in 2009. 
 


The 57 programs controlled/funded by private/for-profit (proprietary) institutions accounted for 18.0% 
of the total number of applications in 2013.  This is a 2.7% increase compared to 2012 and a .08% increase 
compared to 2009.  The mean number of applications per program for this category was 65 in 2013, 63 in 
2012, 2011 and 2010, and 64 in 2009.  The median number of applications per program for this category was 
45 in 2013, 48 in 2012, 55 in 2011, and 50 in 2010 and 2009. 
 


The 33 programs controlled/funded by private/not-for-profit institutions accounted for 5.3% of the total 
number of applications in 2013.  This is a 33.7% decrease compared to 2012 and a 33.4% decrease 
compared to 2009.  The mean number of applications per program for this category was 33 in 2013, 42 in 
2012, 51 in 2011, 45 in 2010, and 41 in 2009.  The median number of applications per program for this 
category was 23 in 2013, 25 in 2012, 21 in 2011 and 2010, and 16 in 2009. 
 


The 2 programs controlled/funded by the federal government accounted for 0.9% of the total number 
of applications in 2013.  This is a 23.1% increase compared to 2012 and a 187.3% increase compared to 
2009.  The mean and median number of applications per program was 91 in 2013, 74 in 2012, 61 in 2011, 37 
in 2010, and 32 in 2009.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Table 11 –RC Applications by Institutional Control/Funding between 2009 and 2013 


Institutional 
Control/Funding 


2013 
Applications 


(N=444) 


2012 
Applications 


(N=450) 


2011 
Applications 


(N=446) 


2010 
Applications 


(N=433) 


2009 
Applications 


(N=433) 


Total Mean Total Mean Total Mean Total Mean Total Mean 
Public/Not-For-Profit 15,471 44  17,938 52 17,743 51 17,718 51 16,051 46 


Private/For-Profit 
(Proprietary) 3,677 65  3,570 63 3,579 63 3,614 63 3,674 64 


Private/Not-For-Profit 1,076 33  1,623 42 1,986 51 1,774 45 1,615 41 
Federal Government 181 91  147 74 122 61 73 37 63 32 
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Applications by State (including D.C.) and Degree 
Table 12 provides data on applications to respiratory care programs for 2009-2013 by state and 


degree offered.  As expected, California continues to have the largest (16.1% of total in 2013) number of 
applications. 


 


Table 12 –Applications by State (including D.C.) and Degree between 2009 and 2013 


State 
(# of programs in 


2013) 
Degree 


2013 
Applications 


(N=444) 


2012 
Applications 


(N=450) 


2011 
Applications 


(N=446) 


2010 
Applications 


(N=433) 


2009 
Applications 


(N=433) 


AL (n=6) Total 336 373 374 357 336 


4 Associate 265 277 275 272 250 


2 Baccalaureate 71 96 99 85 86 


AR (n=12) Total 239 294 259 210 169 


9 Associate 234 235 188 171 116 


3 Baccalaureate 5 59 71 39 53 


AZ (n=7) Total 512 621 760 651 697 


7 Associate 512 621 760 651 697 


0 Baccalaureate 0 0 0 0 0 


CA (n=38) Total 3,281 3,648 3,490 3,359 3,429 


37 Associate 3,252 3,613 3,469 3,323 3,407 


1 Baccalaureate 29 35 21 36 22 


CO (n=4) Total 154 140 156 170 173 


4 Associate 154 140 156 170 173 


0 Baccalaureate 0 0 0 0 0 


CT (n=5) Total 257 256 243 258 273 


4 Associate 227 230 213 233 248 


1 Baccalaureate 30 26 30 25 25 


DC (n=1) Total 18 N/A 26 23 20 


1 Associate 18 N/A 26 23 20 


0 Baccalaureate 0 0 0 0 0 


DE (n=2) Total 96 112 91 81 101 


2 Associate 96 112 91 81 101 


0 Baccalaureate 0 0 0 0 0 


FL (n=25) Total 1,251 1,437 1,658 1,667 1,261 


23 Associate 1,221 1,407 1,628 1,637 1,246 


2 Baccalaureate 30 30 30 30 15 


GA (n=15) Total 648 938 697 672 670 
11 Associate 518 703 537 519 542 


3 Baccalaureate 110 205 160 153 128 


1 Masters 20 30 N/A N/A N/A 


HI (n=1) Total N/A 40 48 37 30 


1 Associate N/A 40 48 37 30 


0 Baccalaureate 0 0 0 0 0 
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State 
(# of programs in 


2013) 
Degree 


2013 
Applications 


(N=444) 


2012  
Applications 


(N=450) 


2011 
Applications 


(N=446) 


2010 
Applications 


(N=433) 


2009 
Applications 


(N=433) 


IA (n=6) Total 260 320 259 229 236 


6 Associate 260 320 259 229 236 


0 Baccalaureate 0 0 0 0 0 


ID (n=3) Total 81 108 100 123 131 


2 Associate 37 48 35 58 56 


1 Baccalaureate 44 60 65 65 75 


IL (n=14) Total 581 617 704 753 660 


12 Associate 501 591 639 688 622 


1 Baccalaureate 36 26 65 65 38 


1 Masters 44 44 5 N/A N/A 


IN (n=11) Total 356 426 474 482 429 


10 Associate 301 358 429 437 384 


1 Baccalaureate 55 68 45 45 45 


KS (n=9) Total 217 236 248 248 178 


8 Associate 202 217 230 227 166 


1 Baccalaureate 15 19 18 21 12 


KY (n=13) Total 388 620 500 468 325 


12 Associate 372 620 486 448 314 


1 Baccalaureate 16 N/A 14 15 11 


LA (n=11) Total 254 276 263 284 180 


9 Associate 226 250 230 263 160 


2 Baccalaureate 28 26 33 21 20 


MA (n=7) Total 276 334 363 366 339 


7 Associate 276 334 363 366 339 


0 Baccalaureate 0 0 0 0 0 


MD (n=8) Total 360 386 325 322 304 


6 Associate 235 266 245 272 249 


2 Baccalaureate 125 120 80 50 55 


ME (n=2) Total 85 98 86 86 90 


2 Associate 85 98 86 86 90 


0 Baccalaureate 0 0 0 0 0 


MI (n=13) Total 476 561 697 1,008 923 


13 Associate 476 561 697 1,008 923 


0 Baccalaureate 0 0 0 0 0 


MN (n=5) Total 170 190 179 202 196 


3 Associate 125 136 139 142 127 


2 Baccalaureate 45 54 40 60 69 
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State 
(# of programs in 


2013) 
Degree 


2013  
Applications 


(N=444) 


2012  
Applications 


(N=450) 


2011 
Applications 


(N=446) 


2010 
Applications 


(N=433) 


2009 
Applications 


(N=433) 


MO (n=12) Total 262 379 333 315 326 


10 Associate 242 361 318 300 312 


2 Baccalaureate 20 18 15 15 14 


MS (n=8) Total 395 649 670 753 705 


8 Associate 395 649 670 753 705 


0 Baccalaureate 0 0 0 0 0 


MT (n=2) Total 39 50 47 50 30 


2 Associate 39 50 47 50 30 


0 Baccalaureate 0 0 0 0 0 


NC (n=14) Total 795 834 880 1,024 935 


14 Associate 795 834 880 1,024 935 


0 Baccalaureate 0 0 0 0 0 


ND (n=3) Total 29 35 25 22 30 


0 Associate 0 0 0 0 0 


2 Baccalaureate 27 35 25 22 30 


1 Masters 2 N/A N/A N/A N/A 


NE (n=4) Total 121 110 137 129 144 


3 Associate 106 100 122 119 134 


1 Baccalaureate 15 10 15 10 10 


NH (n=1) Total 10 5 20 24 13 


1 Associate 10 5 20 24 13 


0 Baccalaureate 0 0 0 0 0 


NJ (n=7) Total 400 765 580 324 328 


5 Associate 354 525 490 324 328 


2 Baccalaureate 46 240 90 N/A N/A 


NM (n=6) Total 148 140 163 180 150 


6 Associate 148 140 163 180 150 


0 Baccalaureate 0 0 0 0 0 


NV (n=3) Total 285 286 210 223 243 


3 Associate 285 286 210 223 243 


0 Baccalaureate 0 0 0 0 0 


NY (n=14) Total 897 896 844 766 771 


11 Associate 759 752 729 634 661 


3 Baccalaureate 138 144 115 132 110 


OH (n=22) Total 979 1,032 1,167 1,132 1,063 


18 Associate 775 855 998 955 898 


4 Baccalaureate 204 177 169 177 165 
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State 
(# of programs in 


2013) 
Degree 


2013  
Applications 


(N=444) 


2012  
Applications 


(N=450) 


2011 
Applications 


(N=446) 


2010 
Applications 


(N=433) 


2009 
Applications 


(N=433) 


OK (n=7) Total 172 238 235 236 234 


7 Associate 172 238 235 236 234 


0 Baccalaureate 0 0 0 0 0 


OR (n=4) Total 155 237 182 185 223 


3 Associate 134 207 152 160 193 


1 Baccalaureate 21 30 30 25 30 


PA (n=26) Total 1,067 1,141 1,263 1,190 973 


21 Associate 867 876 1,042 1,013 845 


5 Baccalaureate 200 265 221 177 128 


RI (n=2) Total 87 91 30 41 26 


2 Associate 87 91 30 41 26 


0 Baccalaureate 0 0 0 0 0 


SC (n=7) Total 218 251 223 259 224 


7 Associate 218 251 223 259 224 


0 Baccalaureate 0 0 0 0 0 


SD (n=2) Total 30 31 35 20 16 


2 Associate 30 31 35 20 16 


0 Baccalaureate 0 0 0 0 0 


TN (n=11) Total 556 627 618 597 459 


8 Associate 418 482 480 470 337 


3 Baccalaureate 138 145 138 127 122 


TX (n=36) Total 1,578 1,388 1,489 1,410 1,417 


31 Associate 1,312 1,205 1,271 1,199 1,202 


5 Baccalaureate 266 183 218 211 215 


UT (n=7) Total 592 492 664 662 672 


3 Associate 451 460 630 634 664 


4 Baccalaureate 141 32 34 28 8 


VA (n=8) Total 520 507 536 426 286 


5 Associate 440 445 465 344 212 


3 Baccalaureate 80 62 71 82 74 


VT (n=1) Total 40 40 40 40 80 


1 Associate 40 40 40 40 80 


0 Baccalaureate 0 0 0 0 0 


WA (n=5) Total 214 229 245 253 216 


4 Associate 164 229 245 253 216 


1 Baccalaureate 50 0 0 0 0 
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State 
(# of programs in 


2013) 
Degree 


2013   
Applications 


(N=444) 


2012   
Applications 


(N=450) 


2011  
Applications 


(N=446) 


2010  
Applications 


(N=433) 


2009  
Applications 


(N=433) 


WI (n=7) Total 330 352 442 443 376 


7 Associate 330 352 442 443 376 


0 Baccalaureate 0 0 0 0 0 


WV (n=6) Total 184 306 209 324 200 


4 Associate 157 286 172 289 159 


2 Baccalaureate 27 20 39 35 41 


WY (n=1) Total 15 20 20 14 13 


1 Associate 15 20 20 14 13 


0 Baccalaureate 0 0 0 0 0 
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Total New Enrollments 
 


Programmatic enrollment is deemed by the CoARC to occur when a student enrolls in the first core 
respiratory care course; i.e. a non-survey course 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 for calculating programmatic attrition, on-time graduation rates, and maximum annual 
enrollment.  Figure 9 shows total new enrollments from 2009 through 2013.  This does not include students 
enrolled in prior years.  Enrollments for 2010 through 2013 are compared to the total maximum annual 
enrollment capacity3.  The CoARC did not track maximum annual enrollment capacity prior to 2010.  The data 
show new enrollments reaching 68.0% of capacity in 2013, 70.5% of capacity in 2012, 72% of capacity in 
2011, and 78% of capacity in 2010.  The mean maximum annual enrollment capacity per program was 31 in 
2013 and 2012, and 32 in 2011 and 2010.  The mean number of new enrollments per program was 21 in 
2013, 22 in 2012, 23 in 2011, 24 in 2010, and 24 in 2009.  The median number of new enrollments per 
program was 18 in 2013, 19 in 2012 and 2011, 20 in 2010, and 19 in 2009.  There was a 5.3% decrease in 
new enrollments compared to 2012 and an 11.6% decrease compared to 2009.    


 


 
 


  Not included in Figure 9 are the enrollment data for the 7 sleep specialist program options.  There 
were a total of 42 new enrollments in 2013 which is a 19.2% decrease compared to 2012 and a 28.8% 
decrease compared to 2009.  In 2013, new enrollments reached 49.4% of maximum annual enrollment 
capacity.  The mean number of new enrollments per program option was 6 in 2013, 7 in 2012 and 2011, 5 in 
2010, and 8 in 2009.  The median number of new enrollments per program option was 4 in 2013, 5 in 2012, 
3 in 2011, 3 in 2010, and 5 in 2009.  


                                                           
3 The maximum annual enrollment capacity is defined as the maximum number of potential new students that can be enrolled in 
a calendar year (defined as January 1 through December 31).  This number is established by the CoARC and can only be 
increased upon approval of a substantive change in enrollment (see CoARC Policy 9.10).    
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New RC Enrollments by Degree Offered 
 


 
 Table 13 shows the new annual enrollments in respiratory care in relation to the degree offered.  The 
380 programs offering associate degrees accounted for 89.0% of the 9,297 new enrollments in 2013.  This is 
a 6.8% decrease compared to 2012 for this category and a 13.7% decrease compared to 2009.  New 
enrollments reached 67.8% of maximum annual enrollment capacity in 2013 for associate degree programs.   
The mean number of new enrollments per program for this category was 22 in 2013, 23 in 2012, 24 in 2011 
and 25 in 2010 and 2009.  The median number of new enrollments per program for this category was 18 in 
2013, 19 in 2012 and 2011, 20 in 2010, and 19 in 2009. 
 
 The 61 programs offering baccalaureate degrees accounted for 10.7% of the total number of new 
enrollments in 2013.  This is a 7.9% increase in new enrollments when compared to 2012 for this category 
and a 21.2% increase compared to 2009. New enrollments reached 72.1% of maximum annual enrollment 
capacity in 2013 for baccalaureate degree programs.  The mean number of new enrollments per program for 
this category was 16 in 2013, 16 in 2012, 17 in 2011 and 2010, and 16 in 2009.   The median number of new 
enrollments per program for this category was 18 in 2013, 2012, and 2011, 19 in 2010, and 18 in 2009. 
     
 The 3 programs offering master’s degrees accounted for 0.3% of the total number of new enrollments 
in 2013.  This is a 14.8% increase compared to 2012.  New enrollments reached 36.0% of maximum annual 
enrollment capacity in 2013 for programs that offer master’s degrees.   The mean number of new enrollments 
per program for this category was 10 in 2013 and 9 in 2012.  The median number of new enrollments per 
program for this category was 10 in 2013 and 6 in 2012.  *Note: The programs that offered more than one 
degree type (i.e., Associate and Baccalaureate or Baccalaureate and Masters) were separated in 2013 and 
each degree offered was assigned a different CoARC number, so the data no longer report combined 
degrees as was the case in the 2012 and 2011 Reports on Accreditation. 
 
 
 
 
 
 
 
 


Table 13 – New RC Enrollments by Degree Offered between 2009 and 2013 


Degree 
Offered 


2013 Max Annual 
Enroll  Capacity 


2013 New 
Enrollments 


(N=444) 


2012 New 
Enrollments 


(N=450) 


2011 New 
Enrollments 


(N=446)  


2010 New 
Enrollments  


(N=433) 


2009 New 
Enrollments  


(N=433) 


 Total Mean Total Mean Total Mean Total Mean Total Mean Total Mean 
Associate 12,208  32 8,273 22 8,872 23 9,290 24 9,787 25 9,588 25 


Associate & 
Baccalaureate          51 17 34 15 41 10 


Baccalaureate 1,377  23 993 16 920 16 852 17 891 17 819 16 
Baccalaureate 


& Masters        78 26 69 23 75 25 


Masters 86  29 31 10 27 9       
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New RC Enrollments by Institutional Type 
 


  
  Table 14 shows the new annual enrollments in respiratory care programs in relation to the 
institutional type.   The 251 programs offered in community or junior colleges is the largest category and 
accounted for 53.3% of the total number of enrollments in 2013.  This is a 4.3% decrease compared to 2012 
and a 5.2% decrease compared to 2009.  New enrollments reached 73.8% of maximum annual enrollment 
capacity in 2013.  The mean number of new enrollments per program was 20 in 2013 and 2012, 21 in 2011, 22 
in 2010, and 21 in 2009.  The median was 18 in 2013, 20 in 2012, 19 in 2011, and 20 in 2010 and 2009. 
 


The 101 programs offered in four-year colleges or universities accounted for 21.5% of the total 
number of new enrollments in 2013.  This is a 7.2% increase compared to 2012 and a 4.2% increase compared 
to 2009.  New enrollments reached 68.0% of maximum annual enrollment capacity in 2013.  The mean number 
of new enrollments per program was 20 in 2013, 19 in 2012, 20 in 2011, 21 in 2010, and 20 in 2009.  The 
median was 16 in 2013, 17 in 2012, 16 in 2011, 17 in 2010, and 15 in 2009. 


 


The 72 programs offered in technical or vocational schools accounted for 20.7% of the total number of 
new enrollments in 2013.  This is a 16.5% decrease compared to 2012 and a 34.4% decrease compared to 
2009.  New enrollments reached 57.0% of maximum annual enrollment capacity in 2013.  The mean number of 
new enrollments per program was 27 in 2013, 30 in 2012, 33 in 2011, 37 in 2010, and 39 in 2009.  The median 
was 20 in 2013, 23 in 2012, 22 in 2011, 23 in 2010, and 21 in 2009. 


 


The 12 programs offered in academic HSC/medical centers accounted for 1.6% of the total number of 
new enrollments in 2013.  This is a 17.9% decrease compared to 2012 and a 12.2% decrease compared to 
2009.  New enrollments reached 63.2% of maximum annual enrollment capacity in 2013.  The mean number of 
new enrollments per program was 13 in 2013, 15 in 2012, 17 in 2011, 16 in 2010, and 14 in 2009.  The median 
was 10 in 2013, 16 in 2012 and 2011, 14 in 2010, and 12 in 2009. 


 


The 6 programs offered in career or technical colleges accounted for 1.2% of the total number of new 
enrollments in 2013.  This is a 19.4% decrease compared to 2012 and a 44.5% decrease compared to 2009.  
New enrollments reached 54.2% of maximum annual enrollment capacity in 2013.  The mean number of new 
enrollments per program was 19 in 2013, 21 in 2012, 20 in 2011, 24 in 2010, and 23 in 2009.  The median was 
18 in 2013 and 2012, 20 in 2011, and 21 in 2010 and 2009. 


 


The 2 programs offered in the U.S. military accounted for 1.7% of the total number of new enrollments 
in 2013.  This is a 5.3% increase compared to 2012 and a 140.8% increase compared to 2009.  New 
enrollments reached 80.7% of maximum annual enrollment capacity in 2013.  The mean and median number of 
new enrollments per program was 80 in 2013, 76 in 2012, 63 in 2011, 41 in 2010, and 33 in 2009.    


Table14 – New RC Enrollments by Institutional Type between 2009 and 2013 


Institutional Type 


2013 Max 
Annual Enroll 


Capacity  


2013 New 
Enrollments 


(N=444) 


2012 New 
Enrollments 


(N=450) 


2011 New 
Enrollments 


(N=446) 


2010 New 
Enrollments 


(N=433) 


2009 New 
Enrollments 


(N=433) 


Total Mean Total Mean Total Mean Total Mean Total Mean Total Mean 
Community or 
Junior College 6,714 27 4,953 20 5,176 20 5,337 21 5,573 22 5,222 21 


Four-Year College 
or University 2,935 29 1,995 20 1,861 19 1,912 20 1,950 21 1,914 20 


Technical or 
Vocational School 3,372 47 1,923 27 2,303 30 2,517 33 2,781 37 2,930 39 


Academic HSC/ 
Medical Center 239 20 151 13 184 15 198 17 193 16 172 14 


Career or Technical 
College 214 36 116 19 144 21 181 20 212 24 209 23 


U.S. Military 197 99 159 80 151 76 126 63 82 41 66 33 
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New RC Enrollments by Institutional Control/Funding  
 


 
 Table 15 shows the new annual enrollments in respiratory care programs in relation to the 
institutional control/funding.   The 352 programs controlled/ funded by public/not-for-profit institutions is the 
largest category and accounted for 69.9% of the total number of new respiratory care enrollments in 2013.  
This is a 2.0% decrease compared to 2012 and a 3.1% decrease compared to 2009.  New enrollments 
reached 74.0% of maximum annual enrollment capacity in 2013 for programs in this category.  The mean 
number of new enrollments per program was 18 in 2013, 19 in 2012 and 2011, 21 in 2010, and 19 in 2009.  
The median was 18 in 2013, 19 in 2012 and 2011, 20 in 2010, and 19 in 2009. 
 


The 57 programs controlled /funded by private/for-profit (proprietary) institutions accounted for 22.4% 
of the total number of new enrollments in 2013.  This is a 0.53% increase compared to 2012 but a 36.2% 
decrease compared to 2009.  New enrollments reached 54.9% of maximum annual enrollment capacity in 
2013 for programs in this category.  The mean number of new enrollments per program was 37 in 2013, 36 in 
2012, 46 in 2011, 48 in 2010, and 53 in 2009.  The median was 31 in 2013, 29 in 2012, 33 in 2011, 34 in 
2010, and 33 in 2009. 
 


The 33 programs controlled/funded by private/not-for-profit institutions accounted for 6.0% of the total 
number of new enrollments in 2013.  This is a 42.1% decrease compared to 2012 and a 16.7% increase 
compared to 2009.  New enrollments reached 61.8% of maximum annual enrollment capacity in 2013 for 
programs in this category.  The mean number of new enrollments per program was 17 in 2013, 20 in 2012, 17 
in 2011, 16 in 2010, and 15 in 2009.  The median was 14 in 2013, 17 in 2012, 14 in 2011, 15 in 2010, and 11 
in 2009. 
 


The 2 programs controlled/funded by the federal government accounted for 1.7% of the total 
number of new enrollments in 2013.  This is a 5.3% increase compared to 2012 and a 140.8% increase 
compared to 2009.  New enrollments reached 80.7% of maximum annual enrollment capacity in 2013.  The 
mean and median number of new enrollments per program was 80 in 2013, 76 in 2012, 63 in 2011, 41 in 
2010, and 33 in 2009.    
 
 
 
 
 
 
 


Table 15 – New RC Enrollments by Institutional Control/Funding between 2009 and 2013 


Institutional 
Control/Funding 


2013 Max 
Annual Enroll 


Capacity 


2013 New 
Enrollments 


(N=444) 


2012 New 
Enrollments 


(N=450) 


2011 New 
Enrollments 


(N=446) 


2010 New 
Enrollments 


(N=433) 


2009 New 
Enrollments 


(N=433) 


Total Mean Total Mean Total Mean Total Mean Total Mean Total Mean 
Public/Not-For-


Profit 8,779 25 6,497 18 6,631 19 6,767 19 7,237 21 6,705 19 


Private/For-Profit 
(Proprietary) 3,789 66 2,081 37 2,070 36 2,833 46 2,952 48 3,262 53 


Private/Not-For-
Profit 906 27 560 17 967 20 545 17 520 16 480 15 


Federal 
Government 197 99 159  80 151 76 126 63 82 41 66 33 
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New RC Enrollments by State (including D.C.) and Degree 
 


Table 16 provides data on new enrollments in respiratory care programs for 2009-2013 by state and 
degree offered.  As expected, California had the largest (23.1% of total) enrollments of any state in 2013. 


 


Table 16 – New RC Enrollments by State (including D.C.) and Degree between 2009 and 2013 


State 
(# of programs 


in 2013) 
Degree 


2013 
Maximum 


Annual Enroll 
Capacity  


New 
Enrollments 


2013 
(N=444) 


New 
Enrollments 


2012 
(N=450) 


2011 New 
Enrollments  


(N=446)  


2010 New 
Enrollments  


(N=433) 


2009 New 
Enrollments 


(N=433)  


AL (n=6) Total 216 147 151 145 142 154 


4 Associate 150 100 82 85 80 95 


2 Baccalaureate 66 47 69 60 62 59 


AR (n=12) Total 207 134 133 104 118 93 


9 Associate 171 118 109 76 88 61 


3 Baccalaureate 36 16 24 28 30 32 


AZ (n=7) Total 448 189 208 337 418 459 


7 Associate 448 189 208 337 418 459 


0 Baccalaureate 0 0 0 0 0 0 


CA (n=38) Total 2,152 1,497 1,751 1,861 1,744 1,714 


37 Associate 2,130 1,488 1,731 1,853 1,725 1,706 


1 Baccalaureate 22 9 20 8 19 8 


CO (n=4) Total 227 99 119 108 137 158 


4 Associate 227 99 119 108 137 158 


0 Baccalaureate 0 0 0 0 0 0 


CT (n=5) Total 118 76 92 86 104 90 


4 Associate 100 59 73 69 88 80 


1 Baccalaureate 18 17 18 17 16 10 


DC (n=1) Total 24 24 18 14 17 17 


1 Associate 24 10 18 14 17 17 


0 Baccalaureate 0 0 0 0 0 0 


DE (n=2) Total 35 24 34 35 28 31 


2 Associate 35 24 34 35 28 31 


0 Baccalaureate 0 0 0 0 0 0 


FL (n=25) Total 750 526 497 669 695 767 


23 Associate 695 498 476 639 665 756 


2 Baccalaureate 55 28 21 30 30 11 


GA (n=15) Total 390 260 270 272 292 275 
11 Associate 245 167 189 184 208 197 


3 Baccalaureate 95 83 75 44 43 34 


1 Masters 50 10 6 0 0 0 


HI (n=1) Total 16 16 12 16 17 16 


1 Associate 16 16 12 16 17 16 


0 Baccalaureate 0 0 0 0 0 0 
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State 
(# of programs 


in 2013) 
Degree 


2013 
Maximum 


Annual Enroll 
Capacity  


2013 New 
Enrollments 


(N=444) 


2012 New 
Enrollments 


(N=450) 


2011 New 
Enrollments 


(N=446)   


2010 New 
Enrollments 


(N=433) 


2009 New 
Enrollments 


(N=433) 


IA (n=6) Total 128 87 97 96 111 97 


6 Associate 128 87 97 96 111 97 
0 Baccalaureate 0 0 0 0 0 0 


ID (n=3) Total 80 50 56 43 74 70 


2 Associate 55 28 32 43 74 70 


1 Baccalaureate 25 22 24 0 0 0 


IL (n=14) Total 409 279 288 303 317 335 


12 Associate 361 255 262 278 293 314 


1 Baccalaureate 24 5 5 25 24 21 


1 Masters 24 19 21 278 293 314 


IN (n=11) Total 235 211 206 222 232 213 


10 Associate 205 181 176 193 202 183 


1 Baccalaureate 30 30 30 29 30 30 


KS (n=9) Total 192 132 139 130 142 112 


8 Associate 168 123 121 116 124 103 


1 Baccalaureate 24 9 18 14 18 9 


KY (n=13) Total 262 207 236 230 220 171 


12 Associate 247 192 216 216 205 160 


1 Baccalaureate 15 15 20 14 15 11 


LA (n=11) Total 193  122 129 138 150 118 


9 Associate 166 106  109 106 129 96 


2 Baccalaureate 27 16  20 32 21 22 


MA (n=7) Total 124 113 107 101 125 118 


7 Associate 124 113 107 101 125 118 


0 Baccalaureate 0 0 0 0 0 0 


MD (n=8) Total 173 145 156 156 157 161 


6 Associate 133 105 120 123 133 122 


2 Baccalaureate 40 40 36 33 24 39 


ME (n=2) Total 34 33 31 32 37 34 


2 Associate 34 33 31 32 37 34 


0 Baccalaureate 0 0 0 0 0 0 


MI (n=13) Total 337 299 269 292 379 359 


13 Associate 337 299 269 292 379 359 


0 Baccalaureate 0 0 0 0 0 0 


MN (n=5) Total 123 90 97 100 99 91 


3 Associate 83 57 68 74 75 64 


2 Baccalaureate 40 33 29 26 24 27 
  


 







COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 52 


 
 


 
 


State 
(# of programs 


in 2013) 
Degree 


2013 
Maximum 


Annual Enroll 
Capacity  


2013 New 
Enrollments 


(N=444) 


2012 New 
Enrollments 


(N=450) 


2011 New 
Enrollments 


(N=446)   


2010 New 
Enrollments 


(N=433)  


2009 New 
Enrollments 


(N=433) 


MO (n=12) Total 417 160 189 208 241 243 


10 Associate 393 149 175 193 228 230 


2 Baccalaureate 24 11 14 15 13 13 


MS (n=8) Total 162 118 119 133 135 120 


8 Associate 162 118 119 133 135 120 


0 Baccalaureate 0 0 0 0 0 0 


MT (n=2) Total 31 25 27 21 28 18 


2 Associate 31 25 27 21 28 18 


0 Baccalaureate 0 0 0 0 0 0 


NC (n=14) Total 296 230 234 240 260 267 


14 Associate 296 230 234 240 260 267 


0 Baccalaureate 0 0 0 0 0 0 


ND (n=3) Total 36 23 23 19 16 22 


0 Associate 0 0 0 0 0 0 


2 Baccalaureate 24 21 23 10 12 12 


1 Masters 12 2 0 0 0 0 


NE (n=4) Total 98 63 79 79 60 83 


3 Associate 83 56 72 70 54 72 


1 Baccalaureate 15 7 7 9 6 11 


NH (n=1) Total 16 10 5 12 11 13 


1 Associate 16 10 5 12 11 13 


0 Baccalaureate 0 0 0 0 0 0 


NJ (n=7) Total 274 136 142 133 152 128 


5 Associate 202 119 129 107 125 112 


2 Baccalaureate 72 17 13 26 27 16 


NM (n=6) Total 173 112 109 87 112 94 


6 Associate 173 112 109 87 112 94 


0 Baccalaureate 0 0 0 0 0 0 


NV (n=3) Total 187 104 105 143 168 137 


3 Associate 187 104 105 143 168 137 


0 Baccalaureate 0 0 0 0 0 0 


NY (n=14) Total 500 351 355 339 362 325 


11 Associate 426 286 286 285 289 263 


3 Baccalaureate 74 65 69 54 73 62 


OH (n=22) Total 588 435  473 488 510 505 


18 Associate 496 358  386 399 423 423 


4 Baccalaureate 92 77  87 89 87 82 
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State 
(# of programs 


in 2013) 
Degree 


2013 
Maximum 


Annual Enroll 
Capacity  


2013 New 
Enrollments 


(N=444) 


2012 New 
Enrollments 


(N=450) 


2011 New 
Enrollments 


(N=446)   


2010 New 
Enrollments 


(N=433)  


2009 New 
Enrollments 


(N=433) 


OK (n=7) Total 157 98 110 107 121 120 


7 Associate 157 98 110 107 121 120 


0 Baccalaureate 0 0 0 0 0 0 


OR (n=4) Total 119 87 124 98 102 99 


3 Associate 94 69 104 84 87 84 


1 Baccalaureate 25 18 20 14 15 15 


PA (n=26) Total 695 423 404 459 483 423 


21 Associate 592 328 325 374 403 350 


5 Baccalaureate 103 95 79 25 17 15 


RI (n=2) Total 64 54 57 15 21 26 


2 Associate 64 54 57 15 21 26 


0 Baccalaureate 0 0 0 0 0 0 


SC (n=7) Total 161 128 133 140 132 132 


7 Associate 161 128 133 140 132 132 


0 Baccalaureate 0 0 0 0 0 0 


SD (n=2) Total 24 23 23 24 20 16 


2 Associate 24 23 23 24 20 16 


0 Baccalaureate 0 0 0 0 0 0 


TN (n=11) Total 340 214 242 233 245 207 


8 Associate 286 158 192 176 194 157 


3 Baccalaureate 54 56 50 57 51 50 


TX (n=36) Total 1,208 924 853 773 838 820 


31 Associate 1,071 799 780 664 717 711 


5 Baccalaureate 137 125 73 109 121 109 


UT (n=7) Total 530 323 368 396 333 476 


3 Associate 426 274 340 351 281 440 


4 Baccalaureate 104 49 28 45 52 36 


VA (n=8) Total 223 173 158 234 231 168 


5 Associate 155 131 125 206 205 141 


3 Baccalaureate 68 42 33 28 26 27 


VT (n=1) Total 27 9 19 18 20 19 


1 Associate 27 9 19 18 20 19 


0 Baccalaureate 0 0 0 0 0 0 


WA (n=5) Total 152 117 123 121 132 125 


4 Associate 124 90 123 121 132 125 


1 Baccalaureate 28 27 0 0 0 0 
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State 
(# of programs 


in 2013) 
Degree 


2013 
Maximum 


Annual Enroll 
Capacity  


2013 New 
Enrollments 


(N=444) 


2012 New 
Enrollments 


(N=450) 


2011 New 
Enrollments 


(N=446)   


2010 New 
Enrollments 


(N=433) 


2009 New 
Enrollments 


(N=433) 


WI (n=7) Total 156 128 133 153 146 136 


7 Associate 156 128 133 153 146 136 


0 Baccalaureate 0 0 0 0 0 0 


WV (n=6) Total 139 72 108 85 114 103 


4 Associate 109 59 93 66 104 77 


2 Baccalaureate 30 13 15 19 10 26 


WY (n=1) Total 15 11 12 15 13 9 


1 Associate 15 11 12 15 13 9 


0 Baccalaureate 0 0 0 0 0 0 
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Total Graduates 
 


Figure 10 provides the total number of graduates during the time period reported (i.e., January 1, 
2009 through December 31, 2013).  Graduation numbers include those students that graduated on-time as 
well as students graduating after their expected graduation date. 


 
There were 7,820 graduates in 2013.  This is a 3.8% decrease compared to 2012 but an 8.5% 


increase compared to 2009.  This is the first decrease in total graduates observed over the past 5 years.  The 
mean number of graduates per program was 18 in 2013 through 2010, and 16 in 2009.  The median number 
of graduates was 14 in 2013, 15 in 2012, 14 in 2011, 13 in 2010, and 14 in 2009.  


    
 


 
 
 


Not included in Figure 10 are the graduate data for the 7 sleep specialist program options.  There 
were a total of 40 graduates in 2013.  This is a 5.3% decrease compared to 2012 and no change compared to 
2009.  The mean number of graduates per program option was 6 in 2013, 5 in 2012, and 6 in 2011, 2010, and 
2009.  The median number of graduates was 5 in 2013, 3 in 2012, 5 in 2011, 3 in 2010, and 4 in 2009.  
 
 
 
 
 
 







COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 56 


 
 


 
 


RC Graduates by Degree Offered 
 


 
 Table 17 shows the number of respiratory care graduates in relation to the degree offered.  There 
were 7,820 graduates in 2013. The 380 programs offering associate degrees is the largest category and 
accounted for 89.7% of the total number of graduates in 2013.  This is a 3.7% decrease compared to 2012, 
but an 8.9% increase compared to 2009.  The mean number of graduates per program for this category was 
18 in 2013, 19 in 2012 and 2011, 18 in 2010, and 17 in 2009.  The median number of graduates per program 
for this category was 14 in 2013, 15 in 2012, 14 in 2011, 13 in 2010, and 14 in 2009.      
 
 The 61 programs offering baccalaureate degrees accounted for 10.2% of the total number of 
graduates in 2013.  This is a 5.0% decrease compared to 2012, but a 16.4% increase in graduates for this 
category compared to 2009.  The mean number of graduates per program for this category was 13 in 2013, 
14 in 2012, 13 in 2011, 14 in 2010, and 13 in 2009.  The median number of graduates per program for this 
category was 14 in 2013, 15 in 2012, 11 in 2011 and 2010, and 12 in 2009.            
     
 The graduate data for the 3 programs offering master’s degrees could not be tabulated for the 2013 
RCS.  *Note: The programs that offered more than one degree type (i.e., Associate and Baccalaureate or 
Baccalaureate and Masters) were separated in 2013 and each degree offered was assigned a different 
CoARC number, so the data no longer report combined degrees as was the case in the 2012 and 2011 
Reports on Accreditation.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Table 17 – RC Graduates by Degree Offered between 2009 and 2013 


Degree Offered 
2013  


Graduates 
(N=444) 


2012  
Graduates 


(N=450) 


2011  
Graduates 


(N=446) 


2010  
Graduates 


(N=433) 


2009 
Graduates 


(N=433) 


 Total Mean Total Mean Total Mean Total Mean Total Mean 
Associate 7,017 18 7,289 19 7,362 19 7,010 18 6,441 17 
Associate & 
Baccalaureate     30 10 33 11 33 11 


Baccalaureate 801 13 843 14 647 13 716 14 688 13 
Baccalaureate & 
Masters    51 17 46 15 48 16 


Masters 2 N/A N/A N/A       
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RC Graduates by Institutional Type 
 


 
Table 18 shows the number of respiratory care graduates in relation to the institutional type.  The 251 


programs offered in community or junior colleges is the largest category and accounted for 50.5% of the total 
number of respiratory care graduates in 2013.  This is a 4.8% decrease compared to 2012, but a 0.3% 
increase compared to 2009.  The mean number of graduates per program for this category was 16 in 2013 
through 2009. 
 


The 101 programs offered in four-year colleges or universities accounted for 22.3% of the total 
number of graduates in 2013.  This is a 10.4% increase compared to 2012 and a 30.9% increase compared to 
2009.  The mean number of graduates per program was 17 in 2013, 16 in 2012 and 2011, 15 in 2010, and 14 
in 2009.  The median was 14 in 2013, 13 in 2012, 11 in 2011 and 2010, and 12 in 2009. 
 


The 72 programs offered in technical or vocational schools accounted for 22.3% of the total number of 
graduates in 2013.  This is a 12.8% decrease compared to 2012, but an 8.7% increase compared to 2009.  
The mean number of graduates per program was 24 in 2013, 26 in 2012, 29 in 2011, 26 in 2010, and 21 in 
2009.  The median was 17 in 2013 and 2012, 19 in 2011, and 12 in 2010 and 2009. 
 


The 12 programs offered in academic HSC/Medical Centers accounted for 1.7% of the total number of 
graduates in 2013.  This is an 11.8% decrease compared to 2012, but a 9.8% increase compared to 2009.  
The mean number of graduates per program was 11 in 2013, 13 in 2012, 9 in 2011, and 10 in 2010 and 2009.  
The median was 12 in 2013 and 2012, 8 in 2011, 6 in 2010, and 8 in 2009. 
 


The 6 programs offered in career or technical colleges accounted for 1.5% of the total number of 
graduates in 2013.  This is a 23.8% decrease compared to 2012 and a 40.1% decrease compared to 2009.  
The mean number of graduates per program f 19 in 2013, 22 in 2012, 20 in 2011 and 2010, and 21 in 2009.  
The median was 13 in 2013 and 2012, 12 in 2011, and 11 in 2010 and 2009. 
 


The 2 programs offered in the U.S. military accounted for 1.6% of the total number of graduates in 
2013.  This is a 34.4% increase compared to 2012 and a 616.7% increase compared to 2009.  The mean and 
median number of graduates per program was 65 in 2013, 48 in 2012, 32 in 2011, 13 in 2010, and 9 in 2009.    


 
 
 
 
 
 
 


Table 18 –RC Graduates by Institutional Type between 2009 and 2013 


Institutional Type 


2013 
Graduates 


(N=444) 


2012 
Graduates 


(N=450) 


2011  
Graduates 


(N=446) 


2010  
Graduates 


(N=433) 


2009  
Graduates 


(N=433) 


Total Mean Total Mean Total Mean Total Mean Total Mean 
Community or Junior College 3,953 16 4,151 16 4,088 16 4,082 16 3,940 16 


Four-Year College or University 1,743 17 1,579 16 1,476 16 1,429 15 1,332 14 
Technical or Vocational School 1,746 24 2,003 26 2,173 29 1,973 26 1,606 21 
Academic HSC/Medical Center 134 11 152 13 111 9 118 10 122 10 


Career or Technical College 115 19 151 22 179 20 178 20 192 21 
U.S. Military 129 65 96 48 63 32 25 13 18 9 
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RC Graduates by Institutional Control/Funding  
  


 
 
 Table 19 shows the number respiratory care graduates in relation to the institutional control/funding.   
The 352 programs controlled/ funded by public/not-for-profit institutions is the largest category and accounted 
for 66.8% of the total number of respiratory care graduates in 2012.  This is a 4.0% decrease compared to 
2012, but a 1.9% increase compared to 2009.  The mean number of graduates per program was 15 in 2013 
through 2009.  The median was 14 in 2013, 10 in 2012 and 2011, 9 in 2010, and 7 in 2009. 
 


The 57 programs controlled/funded by private/for-profit (proprietary) institutions accounted for 25.2% 
of the total number of respiratory care graduates in 2013.  This is a 9.6% increase compared to 2012 and a 
14.6% increase compared to 2009.  The mean number of graduates per program was 35 in 2013, 32 in 2012, 
38 in 2011, 35 in 2010, and 28 in 2009.  The median was 25 in 2013, 26 in 2012, 30 in 2011, 18 in 2010, and 
16 in 2009. 
 


The 33 programs controlled/funded by private/not-for-profit institutions accounted for 6.4% of the total 
number of respiratory care graduates in 2013.  This is a 37.5% decrease compared to 2012, but a 43.3% 
increase compared to 2009.  The mean number of graduates per program was 15 in 2013, 21 in 2012 and 11 
in 2011, 2010, and 2009.   The median was 12 in 2013 and 2012, 9 in 2011, and 8 in 2010 and 2009. 
 


The 2 programs controlled/ funded by the federal government accounted for 1.6% of the total number 
of graduates in 2013.  This is a 34.4% increase compared to 2012 and a 616.7% increase compared to 2009.  
The mean and median number of graduates per program was 65 in 2013, 48 in 2012, 32 in 2011, 13 in 2010, 
and 9 in 2009.    


 
 
 
 
 
 
 
 
 
 
 


Table 19 –RC Graduates by Institutional Control/Funding between 2009 and 2013 


Institutional 
Control/Funding 


2013 Graduates 
(N=444) 


2012 Graduates 
(N=450) 


2011  Graduates 
(N=446) 


2010  Graduates 
(N=433) 


2009  Graduates 
(N=433) 


Total Mean Total Mean Total Mean Total Mean Total Mean 
Public/Not-For-Profit 5,223   15 5,440 15 5,300 15 5,228 15 5,126 15 


Private/For-Profit 
(Proprietary) 1,968 35 1,796 32 2,370 38 2,190 35 1,717 28 


Private/Not-For-Profit 500 15 800 21 357 11 362 11 349 11 
Federal Government 129 65 96 48 63 32 25 13 18 9 
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RC Graduates by State (including D.C.) and Degree 
 


Table 20 provides data on respiratory care graduates for 2009-2013 by state and degree offered.  As 
expected, California graduated the largest number of graduates (17.8% of total) in 2013. 
 


Table 20 –RC Graduates by State (including D.C.) and Degree between 2009 and 2013 
State 


(# of programs 
in 2013) 


Degree 
2013 


Graduates 
(N=444) 


2012 
Graduates 


(N=450) 


2011 
Graduates 


(N=446) 


2010 
Graduates 


(N=433) 


2009 
Graduates 


(N=433) 


AL (n=6) Total 129 104 129 124 112 


4 Associate 87 59 80 79 77 


2 Baccalaureate 42 45 49 45 35 


AR (n=12) Total 89 98 88 62 61 


9 Associate 77 75 66 48 40 


3 Baccalaureate 12 23 22 14 21 


AZ (n=7) Total 199 298 338 340 335 


7 Associate 199 298 338 340 335 


0 Baccalaureate 0 0 0 0 0 


CA (n=38) Total 1,395 1,476 1,284 1,277 1,015 


37 Associate 1,382 1,463 1,277 1,269 1,004 


1 Baccalaureate 13 13 7 8 11 


CO (n=4) Total 81 110 108 116 80 


4 Associate 81 110 108 116 80 


0 Baccalaureate 0 0 0 0 0 


CT (n=5) Total 79 81 64 64 63 


4 Associate 68 66 53 50 57 


1 Baccalaureate 11 15 11 14 6 


DC (n=1) Total 5 8 8 11 20 


1 Associate 5 8 8 11 20 


0 Baccalaureate 0 0 0 0 0 


DE (n=2) Total 23 27 26 25 15 


2 Associate 23 27 26 25 15 


0 Baccalaureate 0 0 0 0 0 


FL (n=25) Total 421 460 668 484 444 


23 Associate 400 435 660 473 424 


2 Baccalaureate 21 25 8 11 20 


GA (n=15) Total 213 231 237 238 193 


11 Associate 143 159 176 166 120 


3 Baccalaureate 70 72 27 37 37 


1 Masters N/A 0 34 35 36 


HI (n=1) Total 13 15 12 11 14 


1 Associate 13 15 12 11 14 


0 Baccalaureate 0 0 0 0 0 
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State 
(# of programs in 


2013) 
Degree 


2013 
Graduates 


(N=444) 


2012 
Graduates 


(N=450) 


2011 
Graduates 


(N=446) 


2010 
Graduates 


(N=433) 


2009 
Graduates 


(N=433) 
IA (n=6) Total 69 79 73 66 69 


6 Associate 69 79 73 66 69 


0 Baccalaureate 0 0 0 0 0 


ID (n=3) Total 35 58 59 32 36 


2 Associate 19 36 59 32 36 


1 Baccalaureate 16 22 0 0 0 


IL (n=14) Total 230 248 227 245 252 


12 Associate 209 227 219 245 252 


1 Baccalaureate 21 21 8 0 0 


1 Masters N/A 0 8 0 0 


IN (n=11) Total 175 171 184 174 163 


10 Associate 152 150 158 146 139 


1 Baccalaureate 23 21 26 28 24 


KS (n=9) Total 118 109 92 83 110 


8 Associate 102 95 85 73 103 


1 Baccalaureate 16 14 7 10 7 


KY (n=13) Total 179 174 139 160 170 


12 Associate 167 163 127 146 158 


1 Baccalaureate 12 11 12 14 12 


LA (n=11) Total 95 113 112 87 88 


9 Associate 77 98 101 71 70 


2 Baccalaureate 18 15 11 16 18 


MA (n=7) Total 84 102 88 105 73 


7 Associate 84 102 88 105 73 


0 Baccalaureate 0 0 0 0 0 


MD (n=8) Total 122 122 127 109 96 


6 Associate 91 100 91 86 69 


2 Baccalaureate 31 22 36 23 27 


ME (n=2) Total 21 26 24 24 21 


2 Associate 21 26 24 24 21 


0 Baccalaureate 0 0 0 0 0 


MI (n=13) Total 204 244 273 278 236 


13 Associate 204 244 273 278 236 


0 Baccalaureate 0 0 0 0 0 


MN (n=5) Total 77 79 57 65 70 


3 Associate 52 57 43 46 48 


2 Baccalaureate 25 22 14 19 22 


MO (n=12) Total 156 154 173 173 135 


10 Associate 146 143 159 161 122 


2 Baccalaureate 10 11 14 12 13 
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State 
(# of programs in 


2013) 
Degree 


2013 
Graduates 


(N=444) 


2012 
Graduates 


(N=450) 


2011 
Graduates 


(N=446) 


2010 
Graduates 


(N=433) 


2009 
Graduates 


(N=433) 


MS (n=8) Total 106 96 88 95 91 


8 Associate 106 96 88 95 91 


0 Baccalaureate 0 0 0 0 0 


MT (n=2) Total 18 18 25 18 14 


2 Associate 18 18 25 18 14 


0 Baccalaureate 0 0 0 0 0 


NC (n=14) Total 162 184 176 182 165 


14 Associate 162 184 176 182 165 


0 Baccalaureate 0 0 0 0 0 


ND (n=3) Total 18 14 18 22 23 


0 Associate 0 0 0 0 0 


2 Baccalaureate 16 14 9 11 11 


1 Masters 2 0 9 11 12 


NE (n=4) Total 58 66 46 57 47 


3 Associate 53 58 40 52 44 


1 Baccalaureate 5 8 6 5 3 


NH (n=1) Total 11 9 10 11 11 


1 Associate 11 9 10 11 11 


0 Baccalaureate 0 0 0 0 0 


NJ (n=7) Total 131 109 116 93 106 


5 Associate 115 109 97 77 87 


2 Baccalaureate 16 0 19 16 19 


NM (n=6) Total 111 77 87 73 79 


6 Associate 111 77 87 73 79 


0 Baccalaureate 0 0 0 0 0 


NV (n=3) Total 79 80 128 107 110 


3 Associate 79 80 128 107 110 


0 Baccalaureate 0 0 0 0 0 


NY (n=14) Total 231 284 247 244 241 


11 Associate 180 217 192 183 181 


3 Baccalaureate 51 67 55 61 60 


OH (n=22) Total 377 375 386 383 385 


18 Associate 303 298 305 306 311 


4 Baccalaureate 74 77 81 77 74 


OK (n=7) Total 108 88 99 104 91 


7 Associate 108 88 99 104 91 


0 Baccalaureate 0 0 0 0 0 
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State 
(# of programs in 


2013) 
Degree 


2013 
Graduates 


(N=444) 


2012 
Graduates 


(N=450) 


2011 
Graduates 


(N=446) 


2010 
Graduates 


(N=433) 


2009 
Graduates 


(N=433) 
OR (n=4) Total 83 85 92 64 61 


3 Associate 69 74 92 49 45 


1 Baccalaureate 14 11 0 15 16 


PA (n=26) Total 316 343 292 293 338 
21 Associate 259 292 235 233 280 
5 Baccalaureate 57 51 46 43 44 


RI (n=2) Total 32 15 24 15 20 
2 Associate 32 15 24 15 20 


0 Baccalaureate 0 0 0 0 0 


SC (n=7) Total 78 85 92 77 79 
7 Associate 78 85 92 77 79 
0 Baccalaureate 0 0 0 0 0 


SD (n=2) Total 15 20 15 13 21 
2 Associate 15 20 15 13 21 
0 Baccalaureate 0 0 0 0 0 


TN (n=11) Total 186 187 174 134 144 
8 Associate 134 139 131 93 102 
3 Baccalaureate 52 48 43 41 42 


TX (n=36) Total 681 650 680 632 697 
31 Associate 596 553 591 540 603 


5 Baccalaureate 85 97 89 92 94 


UT (n=7) Total 383 287 241 331 176 
3 Associate 357 244 224 268 155 
4 Baccalaureate 26 43 17 63 21 


VA (n=8) Total 124 127 131 146 126 
5 Associate 93 94 112 126 97 


3 Baccalaureate 31 33 19 20 29 


VT (n=1) Total 14 14 10 14 18 
1 Associate 14 14 10 14 18 
0 Baccalaureate 0 0 0 0 0 


WA (n=5) Total 102 101 94 114 84 
4 Associate 83 101 94 114 84 


1 Baccalaureate 19 0 0 0 0 


WI (n=7) Total 106 109 116 109 100 


7 Associate 106 109 116 109 100 


0 Baccalaureate 0 0 0 0 0 


WV (n=6) Total 67 88 88 87 78 


4 Associate 53 73 68 77 60 


2 Baccalaureate 14 15 20 10 18 


WY (n=1) Total 11 7 7 7 11 


1 Associate 11 7 7 7 11 


0 Baccalaureate 0 0 0 0 0 
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Programmatic Attrition 
 
  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.” 4 Students who leave the program before the fifteenth calendar day from the 
beginning of the term when fundamental respiratory care core coursework commenced, 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 the respiratory care program’, and 
the commencement of this coursework determines when students are formally admitted into the program.  
Programmatic enrollment, as defined by the CoARC, begins when the respiratory student enrolls in the first 
core respiratory care course; i.e. a non-survey course 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 by the CoARC for calculating programmatic attrition, on-time graduation 
rates and maximum annual enrollment.  Academic attrition is due to failure to attain grades or acquire other 
programmatic competencies (e.g. ethics, professionalism, behavioral) or for violation of an academic policy 
that results in a student’s expulsion from the program.  Non-Academic attrition is due to reasons other than 
those defined as Academic (financial hardship, medical, family, deployment, changing course of study, 
relocation, etc.).     


 
 2014 RCS data on programmatic attrition (Table 21) show a total of 436 programs reporting 
programmatic attrition rates.   Eight programs did not have any attrition data to report for the 2014 RCS.  The 
mean attrition rate was 19.1% with the highest rate of 52.5% (n=1) and the lowest rate of 0% (n=16).  The 
median attrition rate for the 2014 RCS was 18.2%.  A total of 12 programs (2.8% 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 2013 RCS data on programmatic attrition rates, the 2014 RCS data 
shows no change in the mean attrition rate.  The number of programs reporting the highest attrition rate 
remained at 1.  The number of programs reporting the lowest attrition (0%) decreased by 3.      


                                                           
4 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.” 


 


 Table 21 – RC Programmatic Attrition for 2011 RCS through 2014 RCS 


Reporting Years  
(# of programs submitting) 


Mean 
(SD)  


Maximum 
Value 


Minimum 
Value 


CoARC 
Threshold 


# of Programs 
Above 


Threshold 
2011 RCS Data from  


1/1/08 to 12/31/10 (N=426) 
17.0% 
(10.7) 52.0% 0% 40% 13 


2012 RCS Data from  
1/1/09 to 12/31/11 (N=434) 


17.4% 
(10.7) 55.0% 0% 40% 8 


2013 RCS Data from  
1/1/10 to 12/31/12 (N=442) 


19.1% 
(10.9) 50.9%  0% 40% 14 


2014 RCS Data from  
1/1/11 to 12/31/13 (N=436) 


19.1% 
(11.4) 62.5% 0% 40% 12 



http://www.coarc.com/15.html

http://www.coarc.com/57.html





COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 64 


 
 


 
 


 
 
   Not included in Table 21 are the attrition data for the 7 sleep specialist program options.  There were 
a total of 7 program options reporting attrition data in the 2014 RCS.  The mean attrition rate was 5.2% (8.5% 
for the 2013 RCS) with the highest rate of 16.7% (16.7% for the 2013 RCS) and the lowest rate of 0% (same 
for the 2013 RCS).  The median attrition rate was 0%.  Only one program option reported attrition rates above 
the CoARC-established threshold of 40%. 


 
Attrition by Degree Offered, Institutional Type, and Institutional Control/Funding 
 


Table 22 – RC Programmatic Attrition by Degree Offered for 2011 RCS through 2014 RCS 


Degree Offered 
(N=436) 


2014 RCS 


Degree Offered 
(N=442) 


2013 RCS 


Degree Offered 
(N=434) 


2012 RCS 


Degree Offered 
(N=426) 


2011 RCS 
Mean 


Attrition 
(# of 


programs 
above 


CoARC 
threshold) 


Mean 
Attrition 


(# of 
programs 


above 
CoARC 


threshold) 


Mean 
Attrition 


(# of 
programs 


above 
CoARC 


threshold) 


Mean 
Attrition 


(# of 
programs 


above 
CoARC 


threshold) 


Associate 
(n=375) 


20.1%  
(10) 


Associate 
(n=382) 


20.0% 
(12) 


Associate only 
(n=377) 18.1% (8) Associate only 


(n=366) 17.8% (13) 


Associate & 
Baccalaureate 


(n=3) 
19.9% 


Associate &  
Baccalaureate 


(n=9) 
8.5% 


Baccalaureate 
(n=58) 13.4% (2) Baccalaureate 


(n=57) 13.5% (2) 
Baccalaureate 


only  
(n=51) 


12.0% 
Baccalaureate 


only  
(n=49) 


12.3% 


Masters (n=3) 8.3% Masters (n=3) 11.1% 
Baccalaureate 


& Masters  
(n=3) 


17.1% 
Baccalaureate 


& Masters 
(n=2) 


21.1% 


  
  Table 22 compares programmatic attrition data in relation to the degree offered for the 2011 through 
2014 RCSs.  RC Programs offering the associate degree had the highest mean attrition rate (20.1%) in the 
2014 RCS while RC Programs offering the master’s degree had the lowest (8.3%).  For the 2014 RCS, the 
median attrition rate was 19.5% for associate degree programs, 12.2% for baccalaureate programs, and 0.0% 
for master’s programs.  (Note: The programs that offered more than one degree type (i.e., Associate and 
Baccalaureate or Baccalaureate and Masters) were separated in 2013 and each degree offered was 
assigned a different CoARC number, so the data no longer report combined degrees as was the case in the 
2012 and 2011 Reports on Accreditation.   
 
 For the 2014 RCS, 7 of the 12 programs above the CoARC threshold of 40% offered the AAS degree 
and the other three offered the AS degree.  For the 2013 RCS, 5 of the 14 programs above the CoARC 
threshold of 40% offered the AAS degree and the other seven offered the AS degree.  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.       
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Table 23 – RC Programmatic Attrition by Institutional Type for 2011 RCS through 2014 RCS 


Institutional  
Type 


(N=436) 


2014 RCS 


Institutional  
Type 


(N=442) 


2013 RCS 


Institutional 
Type 


(N=434) 


2012 RCS 


Institutional  
Type 


(N=426) 


2011 RCS 
Mean 


Attrition 
(# of 


programs 
above 


CoARC 
threshold) 


Mean 
Attrition 


(# of 
programs 


above 
CoARC 


threshold) 


Mean 
Attrition 


(# of 
programs 


above 
CoARC 


threshold) 


Mean 
Attrition 


(# of 
programs 


above 
CoARC 


threshold) 
Four-Year 
College or 
University 


(n=98) 


14.6% 
(1) 


Four-Year 
College or 
University 


(n=95) 


15.1% 


Four-Year 
College or 
University 


(n=93) 


13.4% 


Four-Year 
College or 
University 


(n=91) 


13.3% 


Career or 
Technical 


College (n=6) 
17.6% 


Career or 
Technical 


College (n=7) 
16.6% 


Career or 
Technical 


College (n=9) 
16.1% 


Career or 
Technical 


College (n=7) 
12.7% 


Community or 
Junior 


College 
(n=248) 


20.6% (8) 
Community or 


Junior 
College 
(n=252) 


20.3% (9) 
Community 
College or 


Junior College 
(n=247) 


18.4% (6) 
Community or 


Junior 
College 
(n=246) 


18.1% (9) 


Academic 
HSC/Medical 
Center (n=12) 


23.4% (2) 
Academic 


HSC/Medical 
Center (n=12) 


20.6% (2) 
Academic 


HSC/Medical 
Center (n=12) 


19.7% 
Academic 


HSC/Medical 
Center (n=12) 


24.3% (1) 


Technical or 
Vocational 


School (n=70) 
19.6% (1) 


Technical or 
Vocational 


School (n=74) 
20.6% (3) 


Technical or 
Vocational 


School (n=71) 
19.1% (2) 


Technical or 
Vocational 


School (n=68) 
17.7% (3) 


U.S. Military 
(n=2) 22.8% U.S. Military 


(n=2) 10.2% U.S. Military 
(n=2)   5.6% U.S. Military 


(n=2) 1.6% 


 
Table 23 compares programmatic attrition data in relation to institutional type for the 2011 RCS, 


through the 2014 RCS.  RC Programs located in Four-Year Colleges or Universities and Technical or 
Vocational Schools had a decrease in mean attrition rate in the 2014 RCS compared to 2013 RCS data.  RC 
Programs located in Academic HSC/Medical Centers continued to demonstrate the highest mean attrition rate 
(23.4%) in the 2014 RCS.  RC Programs located Four-Year Colleges or Universities had the lowest mean 
attrition rate of 14.6% for the 2014 RCS.  For the 2014 RCS, the median attrition rate was 13.2% for Four-
Year Colleges or Universities, 18.1% for Career or Technical Colleges, 19.9% for Community Colleges or 
Junior Colleges, 23.3% for Academic HSC/Medical Centers, and 19.7% for Technical or Vocational Schools.      


 
For the 2014 RCS, 8 of the 12 programs above the CoARC threshold of 40% were located at a 


Community or Junior College.  Two programs were located at an Academic HSC/Medical Center. One 
program was located at a Technical/Vocational School and one was located at a Four-Year College/ 
University.  For the 2013 RCS, 9 of the 14 programs above the CoARC threshold of 40% were located at a 
Community or Junior College.  Three programs were located at a Technical/Vocational School.  The 
remaining 2 programs were located at an Academic HSC/Medical Center.  For the 2012 RCS, 6 of the 8 
programs above the CoARC threshold of 40% were located at a Community 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 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 24 – RC Programmatic Attrition by Institutional Control for 2011 RC through 2014 RCS 


Institutional  
Control 
(N=436) 


2014 RCS 


Institutional  
Control 
(N=442) 


2013 RCS 


Institutional 
Control 
(N=434) 


2012 RCS 


Institutional 
Control 
(N=426) 


2011 RCS 
Mean Attrition 


(# of 
programs 


above 
CoARC 


threshold) 


Mean Attrition 
(# of 


programs 
above 


CoARC 
threshold) 


Mean Attrition 
(# of 


programs 
above 


CoARC 
threshold) 


Mean Attrition 
(# of 


programs 
above 


CoARC 
threshold) 


Public/Not-
For-Profit 
(n=346) 


19.6% (10) 
Public/Not-
For-Profit 
(n=348) 


19.3% (11) 
Public/Not-
For-Profit 
(n=345) 


17.4% (7) 
Public/Not-
For-Profit 
(n=340) 


17.3% (12) 


Private/For-
Profit 


(Proprietary)  
(n=55) 


19.2% (1) 
Private/For-


Profit 
(Proprietary)  


(n=54) 


21.0% (3) 
Private/For-


Profit 
(Proprietary)  


(n=55) 


19.7% (1) 
Private/For-


Profit 
(Proprietary)  


(n=52) 


17.7% (1) 


Private/Not-
For-Profit 


(n=33) 
14.4% (1) 


Private/Not-
For-Profit 


(n=38) 
15.1% 


Private/Not-
For-Profit 


(n=32) 
14.2% 


Private/Not-
For-Profit 


(n=32) 
13.2% 


Federal  
Government 


(n=2) 
22.8% 


Federal  
Government 


(n=2) 
10.2% 


Federal  
Government 


(n=2) 
5.6% 


Federal 
Government 


(n=2) 
1.6% 


 
Table 24 compares programmatic attrition data in relation to institutional control/funding for the 2011 


through the 2014 RCS.   RC programs in the public/not-for-profit sector and the federal government had an 
increase in mean attrition rate in the 2014 RCS compared to 2013 RCS data.  RC programs controlled/funded 
by the federal government had the highest mean attrition rate, at 22.8% for the 2014 RCS.  RC Programs 
controlled/funded by private/not-for-profit institutions had the lowest mean attrition rate at 14.4%.  For the 
2014 RCS, the median attrition rate was 18.8% for the public/not-for-profit sector, 18.4% for the private/for-
profit (proprietary) sector, and 11.8% for the private/not-for-profit sector. 


 
For the 2014 RCS, 10 of the 12 programs above the CoARC threshold of 40% were controlled of 


/funded by Public/Not-For-Profit institutions.  One program was controlled/funded by a Private/For-Profit 
(Proprietary) institution and one was controlled/funded by a Private/Not-For-Profit institution.  For the 2013 
RCS, 11 of the 14 programs above the CoARC threshold of 40% were controlled/funded by Public/Not-For-
Profit institutions.  The remaining three programs were controlled/funded by Private/For-Profit (Proprietary) 
institutions.  For the 2012 RCS, 7 of the 8 programs above the CoARC threshold of 40% were 
controlled/funded by Public/Not-For-Profit institutions.  The remaining program was controlled/funded by a 
Private/For-Profit (Proprietary) institution.  For the 2011 RCS, 12 of the 13 programs above the CoARC 
threshold of 40% were controlled/funded by Public/Not-For-Profit institutions. The remaining program was 
controlled/funded by a Private/For-Profit (Proprietary) institution. 
 
Attrition by Enrollment Size 
 
  The mean attrition for programs with annual enrollments of less than 20 students in 2013 was 18.7% 
(n=246).  The median was 18.3% (SD=11.9).  The mean attrition for programs with annual enrollments of 20 
or greater students in 2013 was 19.7% (n=190).  The median was 18.1% (SD = 10.7). 
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Positive (Job) Placement 
    
  Positive (job) placement is defined by the CoARC as “a graduate within the 3 year reporting period 
who 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.” 5  


 
 2014 RCS data on positive (job) placement (Table 25) show a total of 424 programs reporting positive 
placement rates.   Twenty programs did not have any placement data to report for the 2014 RCS.  The mean 
placement rate decreased to 84.6% with the highest rate of 100% (n = 36) and the lowest rate of 20.0% (n=1).  
The median placement rate for the 2014 RCS was 87.2%.  A total of 39 programs (9.2% 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 2013 RCS data on placement rates, the 2014 RCS data shows a 0.7% 
decrease in the mean placement rate.  The number of programs reporting the lowest placement remained at 
1, while the number of programs reporting the highest placement rate (100%) decreased from 64 (2011 RCS) 
to 42 (2012 RCS) to 35 (2013 RCS).  The number of programs reporting placement rates below the CoARC-
established threshold was 5.3% of total programs in the 2011 RCS, 5.7% in the 2012 RCS, and 9.7% in the 
2013 RCS.   
 


Not included in Table 25 are the placement data for the 7 sleep specialist program options.  There 
were a total of 7 program options reporting placement data in the 2014 RCS.  The mean placement rate was 
91.2% (median = 95.0%).  The mean placement rate was 89.3% for the 2013 RCS and 96.5% for the 2012 
RCS. The highest placement rate for the 2014 RCS was 100% (same for the 2013 and 2012 RCS) and the 
lowest rate of 66.7% (50.0% for the 2013 RCS and 90.9% for the 2012 RCS).  Six of the 7 program options 
reported placement rates above the CoARC-established threshold of 70%. 
                                                           
5 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).” 
 


 Table 25 – RC Positive (Job) Placement for 2011 RCS through 2014 RCS 


Reporting Years  
(# of programs submitting) 


Mean  
(SD)  


Maximum 
Value 


Minimum 
Value 


CoARC 
Threshold 


# of Programs 
Below 


Threshold 
2011 RCS Data from  


1/1/08 to 12/31/10 (N=399) 
88.5% 
(12.7) 100% 0% 70% 21 


2012 RCS Data from  
1/1/09 to 12/31/11 (N=422) 


86.2% 
(12.5) 100% 0% 70% 24 


2013 RCS Data from  
1/1/10 to 12/31/12 (N=422) 


85.3% 
(11.7) 100%  13.8% 70% 41 


2014 RCS Data from  
1/1/11 to 12/31/13 (N=424) 


84.6% 
(11.7) 100%  20.0% 70% 39 



http://www.coarc.com/15.html
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Placement by Degree Offered, Institutional Type, and Institutional Control/Funding 
 


Table 26 – RC Positive (Job) Placement by Degree Offered for 2011 RCS though 2014 RCS 


Degree 
Offered  
(N=424) 


2014 RCS 


Degree 
Offered 
(N=422) 


2013 RCS 


Degree 
Offered 
(N=422) 


2012 RCS 


Degree Offered 
(N=399) 


2011 RCS 
Mean 


Placement 
(# of 


programs 
below 


CoARC 
threshold) 


Mean 
Placement 


(# of 
programs 


below 
CoARC 


threshold) 


Mean 
Placement 


(# of 
programs 


below 
CoARC 


threshold) 


Mean 
Placement 


(# of 
programs 


below 
CoARC 


threshold) 


Associate  
(n=366) 83.5% (37) Associate  


(n= 367) 84.2% (40) 


Associate only 
(n=365) 85.2% (23) Associate only 


(n=341) 87.7% (19) 


Associate & 
Baccalaureate 


(n=3) 
94.4% 


Associate &  
Baccalaureate 


(n=9) 
96.9% 


Baccalaureate 
(n=57) 91.7% (2) Baccalaureate 


(n=55) 92.3% (1) Baccalaureate 
only (n=51) 92.8% (1) 


Baccalaureate 
only  


(n=48) 
92.1% (2) 


Masters  
(n=1) 100% Masters  


(n=0) N/A 
Baccalaureate 


& Masters 
(n=3) 


94.8% 
Baccalaureate 


& Masters 
(n=1) 


90.4% 


 
 
 Table 26 compares positive placement data in relation to the degree offered for the 2011 through 
2014 RCSs.  RC Programs offering a Baccalaureate degree and RC Programs offering Associate degree 
showed decreases in mean placement rates when compared to 2013 RCS data.  RC Programs offering the 
Baccalaureate degree had the highest mean placement rate (91.7%) in this category for the 2014 RCS (not 
including the data from the one Master’s degree program) while RC Programs offering the Associate degree 
continued to demonstrate the lowest mean placement rate at 83.5%  The median placement rate was 85.7% 
for associate degree programs and 94.7% for baccalaureate degree programs for the 2014 RCS.  Note: The 
programs that offered more than one degree type (i.e., Associate and Baccalaureate or Baccalaureate and 
Masters) were separated in 2013 and each degree offered was assigned a different CoARC number, so the 
data no longer report combined degrees as was the case in the 2012 and 2011 Reports on Accreditation.   
 
 For the 2014 RCS, 37 of the 39 programs below the CoARC threshold of 70% offered the Associate 
degree (12 AAS degree programs and 25 AS degree programs).  The remaining 2 programs offered the 
Baccalaureate degree. For the 2013 RCS, 40 of the 41 programs below the CoARC threshold of 70% offered 
the Associate degree (1 AOS degree program, 7 AAS degree programs and 32 AS degree programs).  The 
remaining program offered the Baccalaureate degree. 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). The remaining 2 programs offered the Baccalaureate degree. 
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Table 27 – RC Positive (Job) Placement by Institutional Type for 2011 RCS though 2014 RCS 


Institutional  
Type 


(N=424) 


2014 RCS 
Institutional  


Type 
(N=422) 


2013 RCS 
Institutional 


Type 
(N=422) 


2012 RCS 
Institutional  


Type 
(N=399) 


2011 RCS 
Mean 


Placement 
(# of programs 
below CoARC 


threshold) 


Mean 
Placement 


(# of programs 
below CoARC 


threshold) 


Mean 
Placement 


(# of programs 
below CoARC 


threshold) 


Mean 
Placement 


(# of programs 
below CoARC 


threshold) 
Four-Year 
College or 


University (n= 
95) 


87.7% (9) 
Four-Year 
College or 
University 


(n=90) 


88.6% (4) 
Four-Year 
College or 
University 


(n=93) 


89.5% (3) 
Four-Year 
College or 
University 


(n=87) 


91.4% (4) 


Career or 
Technical 


College (n=6) 
87.7% 


Career or 
Technical 


College (n=7) 
85.5% 


Career or 
Technical 


College (n=8) 
84.8% (1) 


Career or 
Technical 


College (n=6) 
89.0% 


Community or 
Junior College 


(n=242) 
84.5% (20) 


Community or 
Junior 


College 
(n=245) 


85.8% (20) 
Community or 
Junior College 


(n=241) 
87.2% (11) 


Community or 
Junior 


College 
(n=238) 


88.6% (11) 


Academic 
HSC/Medical 
Center (n=11) 


95.7% 
Academic 


HSC/Medical 
Center (n=11) 


94.0% 
Academic 


HSC/Medical 
Center (n=12) 


98.3% 
Academic 


HSC/Medical 
Center (n=10) 


97.7% 


Technical or 
Vocational 


School (n=68) 
78.5% (10) 


Technical or 
Vocational 


School (n=67) 
76.9% (17) 


Technical or 
Vocational 


School (n=66) 
75.9% (9) 


Technical or 
Vocational 


School (n=57) 
81.5% (6) 


U.S. Military 
(n=2) 94.8% U.S. Military 


(n=2) 97.3% U.S. Military 
(n=2)   93.7% U.S. Military 


(n=1) 100% 


 
Table 27 compares positive placement data in relation to institutional type for the 2011 RCS through 


2014 RCS.  RC Programs located in the U.S. Military had the highest mean placement rate (94.8%) in the 
2014 RCS.  RC Programs located in Technical or Vocational Schools continued to demonstrate the lowest 
mean placement rate at 78.5%.  RC Programs located in Four-Year Colleges or Universities, Community or 
Junior Colleges, and the U.S. Military all had a decrease in mean placement rate when compared to the 2013 
RCS data.  For the 2014 RCS, the median placement rate was 90.5% for Four-Year Colleges or Universities, 
90.3% for Career or Technical Colleges, 86.8% for Community or Junior Colleges, 97.8% for Academic 
HSC/Medical Centers, and 79.0% for Technical or Vocational Schools. 


 
For the 2014 RCS, 20 of the 39 programs below the CoARC threshold of 70% were located at a 


Community or Junior College.  Ten programs were located at a Technical or Vocational School.  Nine 
programs were located at a Four-Year College or University.  For the 2013 RCS, 20 of the 41 programs below 
the CoARC threshold of 70% were located at a Community or Junior College.  Seventeen programs were 
located at a Technical or Vocational School.  Four programs were located at a Four-Year College or 
University.  For the 2012 RCS, 11 of the 24 programs below the CoARC threshold of 70% were located at a 
Community 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/Technical College.  For the 2011 RCS, 11 of the 21 programs below the CoARC threshold of 70% 
were located at a Community 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 28 – RC Positive (Job) Placement by Institutional Control for 2011 RCS though 2014 RCS 


Institutional  
Control 
(N=424) 


2014 RCS 


Institutional  
Control 
(N=422) 


2013 RCS 


Institutional 
Control 
(N=422) 


2012 RCS 


Institutional 
Control 
(N=399) 


2011 RCS 
Mean 


Placement 
(# of 


programs 
below 


CoARC 
threshold) 


Mean 
Placement 


(# of 
programs 


below 
CoARC 


threshold) 


Mean 
Placement 


(# of 
programs 


below 
CoARC 


threshold) 


Mean 
Placement 


(# of 
programs 


below 
CoARC 


threshold) 


Public/Not-For-
Profit (n=340) 


85.8% 
(22) 


Public/Not-
For-Profit 
(n=339) 


86.8% (20) 
Public/Not-
For-Profit 
(n=338) 


87.8% (12) 
Public/Not-
For-Profit 
(n=330) 


89.4% (14) 


Private/For-Profit 
(Proprietary)  


(n=51) 


75.1% 
(12) 


Private/For-
Profit 


(Proprietary)  
(n=47) 


73.3% (16) 
Private/For-


Profit 
(Proprietary)  


(n=50) 


73.7% (9) 
Private/For-


Profit 
(Proprietary)  


(n=41) 


79.6% (5) 


Private/Not-For-
Profit (n=31) 86.4% (5) 


Private/Not-
For-Profit 


(n=34) 
85.6% (5) 


Private/Not-
For-Profit 


(n=32) 
88.7% (3) 


Private/Not-
For-Profit 


(n=27) 
89.4% (2) 


Federal  
Government 


(n=2) 
94.8% 


Federal  
Government 


(n=2) 
97.3% 


Federal  
Government 


(n=2) 
93.7% 


Federal 
Government 


(n=1) 
100% 


 
  Table 28 compares positive placement data in relation to institutional control/funding for the 2011 


RCS through the 2014 RCS.  RC Programs controlled/funded by the private sector (proprietary and not-for-
profit) had an increase in mean placement rate when compared to the 2013 RCS data.  RC Programs 
controlled/funded by the federal government also continued to demonstrate the highest mean placement rate 
at 94.8%.  RC Programs controlled/funded by private/for-profit (proprietary) institutions continued to 
demonstrate the lowest mean placement rate at 75.1%.  For the 2014 RCS, the median placement rate was 
88.1% for the public/not-for-profit sector, 72.7% for the private/for-profit (proprietary) sector, and 89.1% for the 
private/not-for-profit sector.   
 


For the 2014 RCS, 22 of the 39 programs below the CoARC threshold of 70% were controlled /funded 
by Public/Not-For-Profit institutions.  Twelve programs were controlled/funded by Private/For-Profit 
(Proprietary) institutions.  The remaining 5 programs were controlled/funded by Private/Not-For-Profit 
institutions.  For the 2013 RCS, 20 of the 41 programs below the CoARC threshold of 70% were 
controlled/funded by Public/Not-For-Profit institutions.  Sixteen programs were controlled/funded by 
Private/For-Profit (Proprietary) institutions.  The remaining 5 programs were controlled/funded by Private/Not-
For-Profit institutions.  For the 2012 RCS, 12 of the 24 programs below the CoARC threshold of 70% were 
controlled/funded by Public/Not-For-Profit institutions.  Nine programs were controlled/funded by Private/For-
Profit (Proprietary) institutions.  The remaining 3 programs were controlled/funded by Private/Not-For-Profit 
institutions.  For the 2011 RCS, 14 of the 21 programs below the CoARC threshold of 70% were 
controlled/funded by Public/Not-For-Profit institutions. Five programs were controlled/funded by Private/For-
Profit (Proprietary) institutions.  The remaining 2 programs were controlled/funded by Private/Not-For-Profit 
institutions.   
 
Placement by Enrollment Size 
 
 The mean placement for programs with annual enrollments of less than 20 students in 2013 was 
85.7% (n=236).  The median was 88.3% (SD=11.9).  The mean placement for programs with annual 
enrollments of 20 or greater students in 2013 was 83.2% (n=188).  The median was 84.8% (SD=11.4). 
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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., 2011-13).  Since the 2012 RCS, this 
calculation excludes graduates who have previously earned the CRT credential prior to matriculation into the 
program (i.e., advanced placement)6. This calculation includes baccalaureate and graduate students earning 
the CRT credential in CoARC-accredited programs approved to grant special certificates of completion for 
CRT/RRT eligibility under CoARC policy 13.0.  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 Examination administered by the NBRC is 
designed to objectively measure the 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. 
 


 
 
 2014 RCS data on CRT credentialing success (Table 29) show a total of 424 programs reporting 
credentialing success.  Twenty programs did not have any CRT credentialing success data to report for the 
2014 RCS.  The mean CRT credentialing success was 92.4% with the highest rate of 100% (n=109) and the 
lowest rate of 42.6% (n=1).  A total of 39 programs (9.2% 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.  The median CRT credentialing success rate for the 2014 RCS was 95.2%. 
 
 When compared to the 2013 RCS data on CRT credentialing success rates, the 2014 RCS data 
shows a 0.6% increase in the mean CRT credentialing success rate.  The number of programs reporting the 
lowest CRT credentialing success remained at 1 with the lowest mean CRT credentialing success rate 


                                                           
6 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 enrollment. 
 


 Table 29 – CRT Credentialing Success for 2011 RCS through 2014 RCS 


Reporting Years  
(# of programs submitting) 


Mean 
(SD)  


Maximum 
Value 


Minimum 
Value 


CoARC 
Threshold 


# of Programs 
Below 


Threshold 
2011 RCS Data from  


1/1/08 to 12/31/10 (N=399) 
93.1% 
(8.6) 100% 27.3% 80% 20 


2012 RCS Data from  
1/1/09 to 12/31/11 N=422) 


92.1% 
(9.6) 100% 39.4% 80% 32 


2013 RCS Data from  
1/1/10 to 12/31/12 (N=422) 


91.8% 
(9.7) 100%  45.5% 80% 41 


2014 RCS Data from  
1/1/11 to 12/31/13 (N=424) 


92.4% 
(8.7) 100%  52.6% 80% 39 



http://www.coarc.com/15.html

http://www.coarc.com/57.html
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increasing to 52.6%.   The number of programs reporting the highest CRT credentialing success rate (100%) 
increased slightly from 104 (2013 RCS) to 109 (2014 RCS).  The number of programs reporting CRT 
credentialing success rates below the CoARC-established threshold decreased from 9.7% of total programs 
reporting CRT credentialing success data in the 2013 RCS to 9.2% in the 2014 RCS. 
 
 
CRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding 
 
 


Table 30 –CRT Credentialing Success by Degree Offered for 2011 RCS though 2014 RCS 


Degree Offered  
(n=424) 


2014 RCS 


Degree Offered 
(n=422) 


2013 RCS 


Degree Offered 
(n=422) 


2012 RCS 


Degree Offered 
(n=399) 


2011 RCS 
Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Associate 
(n=366) 91.8% (36) Associate 


(n=367) 91.1% (39) 


Associate only 
(n=365) 91.4% (31) Associate only 


(n=341) 92.7% (19) 


Associate & 
Baccalaureate 


(n=3) 
95.7% 


Associate &  
Baccalaureate 


(n=9) 
97.5% 


Baccalaureate 
(n=57) 96.3% (3) Baccalaureate 


(n=55) 96.3% (2) Baccalaureate 
only (n=51) 96.1% (1) 


Baccalaureate 
only  


(n=48) 
95.3% (1) 


Masters (n=1) 100% Masters (n=0) N/A Baccalaureate 
& Masters (n=3) 98.3% 


Baccalaureate 
& Masters 


(n=1) 
97.1% 


 
 
 Table 30 compares CRT credentialing success data in relation to the degree offered for the 2011 
RCS through the 2014 RCS.  RC Programs offering baccalaureate degrees had the highest mean CRT 
credentialing success (96.3%) for the 2014 RCS.  RC Programs offering the associate degree had the lowest 
mean CRT credentialing success (91.8%) for the 2014 RCS.  The median CRT credentialing success rate 
was 94.5% for associate degree programs and 98.5% for baccalaureate degree programs for the 2014 RCS.  
Note: The programs that offered more than one degree type (i.e., Associate and Baccalaureate or 
Baccalaureate and Masters) were separated in 2013 and each degree offered was assigned a different 
CoARC number, so the data no longer report combined degrees as was the case in the 2012 and 2011 
Reports on Accreditation. 
 
 For the 2014 RCS, 36 of the 39 programs below the CoARC threshold of 80% offered the Associate 
degree (14 AAS degree programs and 22 AS degree programs).  The remaining 3 programs offered the 
Baccalaureate degree.  For the 2013 RCS, 39 of the 41 programs below the CoARC threshold of 80% offered 
the Associate degree (13 AAS degree programs, 25 AS degree programs, and 1 AST degree program).  The 
remaining 2 programs offered the Baccalaureate degree.  For the 2012 RCS, 31 of the 32 programs below 
the CoARC threshold of 80% offered the Associate degree (11 AAS degree programs and 25 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.   
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Table 31 – CRT Credentialing Success by Institutional Type for 2011 RCS though 2014 RCS 


Institutional  
Type  


(N=424) 


2014 RCS 


Institutional  
Type 


(N=422) 


2013 RCS 


Institutional 
Type 


(N=422) 


2012 RCS 


Institutional  
Type 


(N=399) 


2011 RCS 


Mean CRT 
Success 


(# of programs 
below CoARC 


threshold) 


Mean CRT 
Success 


(# of programs 
below CoARC 


threshold) 


Mean CRT 
Success 


(# of programs 
below CoARC 


threshold) 


Mean CRT 
Success 


(# of 
programs 


below CoARC 
threshold) 


Four-Year 
College or 
University 


(n=95) 


94.0% (10) 
Four-Year 
College or 
University 


(n=90) 


94.4% (4) 
Four-Year 
College or 
University 


(n=93) 


95.0% (3) 
Four-Year 
College or 
University 


(n=87) 


95.0% (2) 


Career or 
Technical 


College (n=6) 
94.5% 


Career or 
Technical 


College (n=7) 
93.0% 


Career or 
Technical 


College (n=8) 
88.3% (1) 


Career or 
Technical 


College (n=6) 
91.8% 


Community or 
Junior College 


(n=242) 
93.0% (14) 


Community or 
Junior 


College 
(n=245) 


92.2% (20) 
Community or 
Junior College 


(n=241) 
92.7% (14) 


Community or 
Junior 


College 
(n=238) 


93.3% (11) 


Academic 
HSC/Medical 
Center (n=11) 


98.6% 
Academic 


HSC/Medical 
Center (n=11) 


97.6% 
Academic 


HSC/Medical 
Center (n=12) 


97.7% 
Academic 


HSC/Medical 
Center (n=10) 


98.4% 


Technical or 
Vocational 


School (n=68) 
87.1% (14) 


Technical or 
Vocational 


School (n=67) 
86.0% (16) 


Technical or 
Vocational 


School (n=66) 
85.2% (14) 


Technical or 
Vocational 


School (n=57) 
88.8% (7) 


U.S. Military 
(n=2) 82.6% (1) U.S. Military 


(n=2) 79.0% (1) U.S. Military 
(n=2)   86.6% U.S. Military 


(n=1) 86.8% 


 
Table 31 compares CRT credentialing success data in relation to institutional type for the 2011 


through 2014 RCSs.  RC Programs located in Academic HSC/Medical Centers continued to demonstrate the 
highest mean CRT credentialing success at 98.6% or the 2014 RCS.  RC Programs located in the U.S. 
Military had the lowest mean CRT credentialing success for the 2014 RCS.  All categories with the exception 
of Four-Year Colleges or Universities, showed slight increases in mean CRT credentialing success when 
compared to the 2013 RCS.  For the 2014 RCS, the median CRT credentialing success rate was 96.8% for 
Four-Year Colleges or Universities, 95.4% for Career or Technical Colleges, 95.2% for Community or Junior 
Colleges, 100% for Academic HSC/Medical Centers, and 90.6% for Technical or Vocational Schools. 


 
For the 2013 RCS, 14 of the 39 programs below the CoARC threshold of 80% were located at a 


Community or Junior College.  Fourteen programs were located at a Technical or Vocational School.  Ten 
programs were located at a Four-Year College or University.  The remaining program was located at a U.S. 
Military institution.  For the 2013 RCS, 20 of the 41 programs below the CoARC threshold of 80% were 
located at a Community or Junior College.  Sixteen programs were located at a Technical or Vocational 
School.  Four programs were located at a Four-Year College or University.  The remaining program was 
located at a U.S. Military institution.  For the 2012 RCS, 14 of the 32 programs below the CoARC threshold of 
80% were located at a Community 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/Technical College.  For the 2011 RCS, 11 of the 20 programs below the 
CoARC threshold of 80% were located at a Community 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 32 – CRT Credentialing Success by Institutional Control for 2011 RCS though 2014 RCS 


Institutional  
Control 
(N=424) 


2014 RCS 


Institutional  
Control 
(N=422) 


2013 RCS 


Institutional 
Control 
(N=422) 


2012 RCS 


Institutional 
Control 
(N=399) 


2011 RCS 
Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Mean CRT 
Success 


(# of 
programs 


below 
CoARC 


threshold) 


Public/Not-For-
Profit (n=340) 93.4% (19) Public/Not-For-


Profit (n=339) 92.7% (25) Public/Not-For-
Profit (n=338) 93.2% (17) Public/Not-For-


Profit (n=330) 93.8% (13) 


Private/For-Profit 
(Proprietary)  


(n=51) 
86.2% (12) 


Private/For-
Profit 


(Proprietary)  
(n=47) 


86.0% (10) 
Private/For-


Profit 
(Proprietary)  


(n=50) 


83.7% (13) 
Private/For-


Profit 
(Proprietary)  


(n=41) 


88.0% (6) 


Private/Not-For-
Profit (n=31) 91.8% (7) Private/Not-For-


Profit (n=34) 91.1% (5) 
Private/Not-
For-Profit 


(n=32) 
93.5% (2) 


Private/Not-
For-Profit 


(n=27) 
93.1% (1) 


Federal  
Government 


(n=2) 
82.6% (1) 


Federal  
Government 


(n=2) 
79.0% (1) 


Federal  
Government 


(n=2) 
86.6% 


Federal 
Government 


(n=1) 
86.8% 


 
   Table 32 compares CRT credentialing success data in relation to institutional control/funding for the 
2011 RCS through the 2014 RCS.   Programs controlled/funded by Public/Not-For-Profit institutions continued 
to demonstrate the highest mean CRT credentialing success at 93.4% for the 2014 RCS.  Programs 
controlled/funded by the Federal Government continued to demonstrate the lowest mean CRT credentialing 
success rate (82.6%) for the 2014 RCS.   Each category had an increase in mean CRT credentialing success 
for the 2014 RCS.  For the 2014 RCS, the median CRT credentialing success rate was 95.6% for the 
public/not-for-profit sector, 90.5% for the private/for-profit (proprietary) sector, and 95.1% for the private/not-
for-profit sector. 
 


For the 2014 RCS, 19 of the 39 programs below the CoARC threshold of 80% were controlled/funded 
by Public/Not-For-Profit institutions.  Twelve programs were controlled/funded by Private/For-Profit 
(Proprietary) institutions.  Seven programs were controlled/funded by Private/Not-For-Profit institutions.  The 
remaining program was controlled/funded by the Federal Government.  For the 2013 RCS, 25 of the 41 
programs below the CoARC threshold of 80% were controlled/funded by Public/Not-For-Profit institutions.  
Ten programs were controlled/funded by Private/For-Profit (Proprietary) institutions.  Five programs were 
controlled/funded by Private/Not-For-Profit institutions.  The remaining program was controlled/funded by the 
Federal Government.  For the 2012 RCS, 17 of the 32 programs below the CoARC threshold of 80% were 
controlled/funded by Public/Not-For-Profit institutions.  Thirteen programs were controlled/funded by 
Private/For-Profit (Proprietary) institutions.  The remaining 2 programs were controlled/funded by Private/Not-
For-Profit institutions.  For the 2011 RCS, 13 of the 20 programs below the CoARC threshold of 80% were 
controlled/funded by Public/Not-For-Profit institutions. Six programs were controlled/funded by Private/For-
Profit (Proprietary) institutions.  The remaining program was controlled/funded by a Private/Not-For-Profit 
institution.   
 
CRT Credentialing Success by Enrollment Size 
 
 The mean CRT credentialing success for programs with annual enrollments of less than 20 students 
in 2013 was 92.3% (n=236).  The median was 94.7% (SD = 8.7).  The mean CRT credentialing success for 
programs with annual enrollments of 20 or greater students in 2013 was 92.5% (n=188).  The median was 
95.7% (SD = 8.8). 
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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 NBRC is designed to objectively measure the essential 
knowledge, skills, and abilities required of advanced respiratory therapists. Currently, this credential is 
required by Ohio and California to enter practice. Graduates of CoARC-accredited programs can choose to 
forego the RRT examinations after earning the CRT credential.  Programs are 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.  
 


 
 2014 RCS data on RRT credentialing success (Table 33) show a total of 424 programs reporting 
credentialing success.  Twenty programs did not have any RRT credentialing success data to report for the 
2014 RCS.  The mean RRT credentialing success was 67.9% with the highest rate of 100% (n=19) and the 
lowest rate of 0% (n=1).   The median RRT credentialing success rate for the 2014 RCS was 21.3%. 
 
 When compared to the previous RCS data, the 2014 RCS data shows a considerable increase (4.5%) 
in the mean RRT credentialing success rate.  The number of programs reporting the lowest RRT credentialing 
success decreased from 4 (2013 RCS) to 1 with the lowest mean RRT credentialing success rate remaining at 
0%.  The number of programs reporting the highest RRT credentialing success rate (100%) increased from 7 
for the 2012 RCS, to 13 for the 2013 RCS, to 19 for the 2014 RCS.    
 


  
 


 Table 33 – RRT Credentialing Success for 2011 RCS through 2014 RCS 


Reporting Years  
(# of programs submitting) 


Mean 
(SD)  


Maximum 
Value 


Minimum 
Value CoARC Threshold 


2011 RCS Data from  
1/1/08 to 12/31/10 (N=394) 


61.2% 
(21.4) 100% 0% N/A 


2012 RCS Data from  
1/1/09 to 12/31/11 (N=412) 


62.2% 
(21.1) 100% 0% N/A 


2013 RCS Data from  
1/1/10 to 12/31/12 (N=422) 


63.4% 
(22.1) 100%  0% N/A 


2014 RCS Data from  
1/1/11 to 12/31/13 (N=424) 


67.9% 
(21.3) 100%  0% N/A 



http://www.coarc.com/27.html
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RRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding 
 


Table 34 –RRT Credentialing Success by Degree Offered for 2011 RCS though 2014 RCS 
Degree 
Offered 
(N=424) 


2014 RCS Degree Offered 
(N=422) 


2013 RCS Degree Offered 
(N=412) 


2012 RCS Degree Offered 
(N=394) 


2011 RCS 
Mean RRT 
Success 


Mean RRT 
Success 


Mean RRT 
Success 


Mean RRT 
Success 


Associate 
(n= 366) 65.5% Associate 


(n=367) 60.7% 


Associate only 
(n=365) 59.7% Associate 


only (n=336) 59.2% 


Associate & 
Baccalaureate 


(n=3) 
58.3% 


Associate &  
Baccalaureat


e (n=9) 
69.1% 


Baccalaurea
te (n=57) 82.3% Baccalaureate 


(n=55) 81.1% Baccalaureate 
only (n=51) 77.6% Baccalaureat


e only (n=48) 73.1% 


Masters 
(n=1) 100% Masters (n=0) N/A 


Baccalaureate 
& Masters 


(n=3) 
93.0% 


Baccalaureat
e & Masters 


(n=1) 
87.5% 


 
 
 Table 34 compares RRT credentialing success data in relation to the degree offered for the 2011 
RCS through the 2014 RCS.  For the 2014 RCS, RC programs offering Baccalaureate degrees had the 
highest mean RRT credentialing success (82.3%).  RC programs offering Associate degrees had the lowest 
mean RRT credentialing success (65.5%). Both categories continued to demonstrate an increase in mean 
RRT credentialing success when compared to previous RCS data.  The median RRT credentialing success 
rate was 68.3% for associate degree programs and 84.1% for baccalaureate degree programs for the 2014 
RCS. Note: The programs that offered more than one degree type (i.e., Associate and Baccalaureate or 
Baccalaureate and Masters) were separated in 2013 and each degree offered was assigned a different 
CoARC number, so the data no longer report combined degrees as was the case in the 2012 and 2011 
Reports on Accreditation. 
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Table 35 – RRT Credentialing Success by Institutional Type for 2011 RCS though 2014 RCS 
Institutional  


Type 
(N=424) 


2014 RCS Institutional  
Type 


(N=422) 


2013 RCS Institutional 
Type 


(N=412) 


2012 RCS Institutional  
Type 


(N=394) 


2011 RCS 
Mean RRT 
Success 


Mean RRT 
Success 


Mean RRT 
Success 


Mean RRT 
Success 


Four-Year 
College or 
University  


(n= 95) 


73.2% 


Four-Year 
College or 
University 


(n=90) 


69.8% 


Four-Year 
College or 
University 


(n=90) 


69.5% 


Four-Year 
College or 
University 


(n=85) 


67.7% 


Career or 
Technical 


College (n=6) 
63.3% 


Career or 
Technical 


College (n=7) 
59.5% 


Career or 
Technical 


College (n=7) 
62.8% 


Career or 
Technical 
College 
(n=6) 


58.6% 


Community or 
Junior College 


(n=242) 
67.8% 


Community or 
Junior 


College 
(n=245) 


63.3% 


Community or 
Junior 


College 
(n=239) 


61.0% 


Community 
or Junior 
College 
(n=236) 


60.1% 


Academic 
HSC/Medical 
Center (n=11) 


91.0% 
Academic 


HSC/Medical 
Center (n=11) 


88.8% 
Academic 


HSC/Medical 
Center (n=12) 


83.5% 


Academic 
HSC/Medica


l Center 
(n=10) 


81.7% 


Technical or 
Vocational 


School (n=68) 
58.2% 


Technical or 
Vocational 


School (n=67) 
52.1% 


Technical or 
Vocational 


School (n=62) 
53.0% 


Technical or 
Vocational 


School 
(n=56) 


52.7% 


U.S. Military 
(n=2) 32.1% U.S. Military 


(n=2) 26.4% U.S. Military 
(n=2)   26.9% U.S. Military 


(n=1) 52.6% 


 
 
Table 35 compares RRT credentialing success data in relation to institutional type for the 2011 RCS 


through the 2014 RCS.  RC programs located in Academic HSC/Medical Centers continued to demonstrate 
the highest mean RRT credentialing success at 91.0%.  RC programs located at U.S. Military facilities 
continued to demonstrate the lowest mean RRT credentialing success at 32.1%.  Increases in mean RRT 
credentialing success occurred for all categories when compared to 2013 RCS data.  For the 2014 RCS, the 
median RRT credentialing success rate was 79.0% for Four-Year Colleges or Universities, 65.2% for Career 
or Technical Colleges, 70.3% for Community or Junior Colleges, 98.0% for Academic HSC/Medical Centers, 
and 59.0% for Technical or Vocational Schools. 
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Table 36 – RRT Credentialing Success by Institutional Control for 2011 RCS though 2014 RCS 
Institutional  


Control 
(N=424) 


2013 RCS Institutional  
Control 
(N=422) 


2013 RCS Institutional 
Control 
(N=412) 


2012 RCS Institutional 
Control 
(N=394) 


2011 RCS 
Mean RRT 
Success 


Mean RRT 
Success 


Mean RRT 
Success 


Mean RRT 
Success 


Public/Not-For-
Profit (n=340) 69.9% Public/Not-For-


Profit (n=339) 65.6% Public/Not-For-
Profit (n=333) 64.0% Public/Not-For-


Profit (n=327) 63.1% 


Private/For-
Profit 


(Proprietary)  
(n=51) 


57.5% 


Private/For-
Profit 


(Proprietary)  
(n=47) 


52.9% 


Private/For-
Profit 


(Proprietary)  
(n=47) 


51.1% 


Private/For-
Profit 


(Proprietary)  
(n=41) 


47.7% 


Private/Not-For-
Profit (n=31) 64.4% 


Private/Not-
For-Profit 


(n=34) 
57.1% 


Private/Not-
For-Profit 


(n=30) 
62.0% 


Private/Not-
For-Profit 


(n=25) 
58.0% 


Federal  
Government 


(n=2) 
32.1% 


Federal  
Government 


(n=2) 
26.4% 


Federal  
Government 


(n=2) 
26.9% 


Federal 
Government 


(n=1) 
52.6% 


 
   Table 36 compares RRT credentialing success data in relation to institutional control/funding for the 
2011 RCS through the 2014 RCS.   For the 2014 RCS, RC Programs controlled/funded by public/not-for-profit 
institutions continued to demonstrate the highest mean RRT credentialing success (69.9%).  RC Programs 
controlled/funded by the federal government continued to demonstrate the lowest mean RRT credentialing 
success rate (32.1%).  Increases in mean RRT credentialing success occurred for RC programs in all 
categories when compared to 2013 RCS data.  For the 2014 RCS, the median RRT credentialing success 
rate was 72.7% for the public/not-for-profit sector, 59.6% for the private/for-profit (proprietary) sector, and 
73.0% for the private/not-for-profit sector. 
 
RRT Credentialing Success by Enrollment Size 
 
 The mean RRT credentialing success for programs with annual enrollments of less than 20 students 
in 2013 was 65.5% (n=236).  The median was 67.8% (SD = 22.1).  The mean RRT credentialing success for 
programs with annual enrollments of 20 or greater students in 2013 was 70.9% (n=188).  The median was 
74.7% (SD = 19.9). 
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Programmatic Outcomes by State and Degree (including D.C.) 
 


Table 37 provides data on mean programmatic attrition, positive placement, CRT credentialing 
success, and RRT credentialing success by state, including D.C., based on 2012, 2013, and 2014 RCS data. 
 


Table 37 –Programmatic Outcomes by State, including D.C. for 2012 RCS though 2014 RCS 
State  


(# 
programs 
for 2014 


RCS) 


Mean Programmatic 
Attrition 


Mean Positive (Job) 
Placement 


Mean CRT  
Credentialing Success 


Mean RRT  
Credentialing Success 


2012 
RCS 


2013 
RCS 


2014 
RCS 


2012 
RCS 


2013 
RCS 


2014 
RCS 


2012 
RCS 


2013 
RCS 


2014 
RCS 


2012 
RCS 


2013 
RCS 


2014 
RCS 


AL (n=6) 14.2% 18.7% 19.3% 89.5% 88.0% 82.5% 83.0% 83.3% 86.5% 36.1% 39.1% 46.2% 


AR (n=11) 21.6% 26.5% 27.7% 89.2% 90.9% 87.7% 85.4% 90.6% 92.8% 55.3% 62.2% 66.8% 


AZ (n=5) 18.0% 20.9% 13.4% 73.6% 73.8% 73.3% 87.0% 86.9% 88.5% 58.2% 63.8% 68.8% 


CA (n=36) 12.7% 15.7% 16.2% 79.0% 73.5% 71.8% 90.2% 89.7% 90.4% 64.1% 65.6% 70.6% 


CO (n=4) 13.5% 14.6% 17.9% 86.3% 81.0% 79.8% 93.0% 91.1% 93.1% 66.5% 71.3% 77.9% 


CT (n=5) 26.0% 20.1% 16.0% 84.0% 82.1% 78.1% 90.6% 90.7% 89.4% 47.7% 53.8% 62.4% 


DC (n=1) 25.0% 30.4% 20.5% 51.3% 51.9% 57.1% 94.9% 96.3% 85.7% 56.4% 63.0% 61.9% 


DE (n=2) 11.4% 22.3% 29.7% 92.5% 89.9% 89.7% 97.2% 97.6% 97.7% 62.8% 75.8% 80.8% 


FL (n=23) 18.2% 18.4% 19.2% 76.4% 77.8% 80.4% 85.1% 87.4% 89.2% 63.0% 67.0% 70.8% 


GA (n=14) 15.1% 18.2% 19.1% 87.6% 87.0% 87.1% 90.0% 91.8% 92.6% 64.8% 71.9% 74.6% 


HI (n=1) 8.2% 11.1% 13.6% 89.2% 89.5% 87.5% 100% 100% 100% 97.3% 100% 100% 


IA (n=6) 22.8% 21.8% 21.2% 85.6% 87.8% 90.8% 90.4% 90.2% 92.2% 52.3% 54.5% 55.7% 


ID (n=3) 14.1% 13.8% 16.2% 85.6% 82.9% 85.8% 90.4% 90.0% 88.1% 52.3% 60.8% 63.3% 


IL (n=13) 15.4% 17.1% 18.3% 86.0% 86.2% 84.4% 93.5% 92.9% 93.2% 64.4% 65.6% 67.4% 


IN (n=11) 16.9% 19.7% 19.3% 94.5% 94.5% 93.0% 98.0% 98.1% 97.6% 60.5% 67.4% 73.4% 


KS (n=9) 15.3% 18.6% 17.1% 84.2% 85.8% 86.0% 91.7% 88.0% 89.7% 60.9% 59.8% 61.2% 


KY (n=13) 19.3% 19.8% 21.0% 91.1% 89.3% 85.4% 91.3% 90.1% 95.2% 48.7% 51.7% 53.4% 


LA (n=10) 15.2% 19.5% 18.5% 90.2% 83.6% 86.4% 94.2% 90.7% 93.9% 43.7% 45.6% 55.1% 


MA (n=5) 15.7% 12.9% 18.9% 88.5% 89.7% 90.9% 93.8% 96.7% 96.1% 59.4% 60.9% 64.1% 


MD (n=7) 16.7% 20.5% 23.5% 81.4% 75.3% 73.9% 92.8% 89.6% 89.2% 59.2% 62.3% 63.1% 


ME (n=2) 20.8% 20.8% 25.6% 88.6% 85.2% 89.8% 96.8% 98.7% 97.2% 56.8% 64.9% 71.2% 


MI (n=13) 19.2% 24.0% 19.8% 89.3% 88.0% 87.5% 93.9% 93.5% 92.0% 73.6% 74.8% 79.1% 


MN (n=5) 16.4% 16.2% 20.2% 90.7% 92.1% 89.9% 96.0% 96.8% 97.2% 63.6% 64.1% 64.8% 


MO (n=11) 20.6% 19.8% 20.8% 88.4% 87.5% 83.9% 96.4% 95.8% 93.2% 70.9% 70.4% 67.8% 


MS (n=8) 20.4% 19.6% 16.5% 96.7% 92.3% 91.1% 94.7% 89.4% 91.8% 49.3% 45.7% 51.9% 


MT (n=2) 18.1% 17.7% 16.9% 85.8% 83.7% 85.1% 96.7% 96.8% 96.0% 66.9% 72.2% 70.9% 


NC (n=14) 23.1% 25.1% 25.0% 88.7% 86.9% 85.5% 94.0% 93.9% 94.5% 69.1% 72.0% 74.8% 


ND (n=3) 10.3% 4.5% 3.2% 96.9% 100.0% 98.9% 96.9% 97.9% 97.1% 87.3% 83.3% 89.0% 


NE (n=4) 19.1% 16.9% 17.9% 96.5% 93.9% 94.9% 94.4% 95.9% 99.0% 73.4% 70.6% 73.0% 


NH (n=1) 5.6% 10.7% 10.7% 78.1% 93.9% 83.3% 90.6% 95.9% 86.7% 46.9% 50.0% 63.3% 


NJ (n=7) 21.4% 15.5% 12.9% 87.7% 82.7% 80.6% 95.3% 94.3% 91.4% 62.5% 57.5% 71.1% 
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State  
(# 


programs 
for 2014 


RCS) 


Mean Programmatic 
Attrition 


Mean Positive (Job) 
Placement 


Mean CRT  
Credentialing Success 


Mean RRT  
Credentialing Success 


2012 
RCS 


2013 
RCS 


2014 
RCS 


2012 
RCS 


2013 
RCS 


2014 
RCS 


2012 
RCS 


2013 
RCS 


2014 
RCS 


2012 
RCS 


2013 
RCS 


2014 
RCS 


NM (n=6) 15.2% 21.2% 22.3% 83.9% 79.9% 81.4% 86.2% 83.6% 86.9% 67.5% 61.6% 69.1% 


NV (n=3) 28.1% 26.0% 25.3% 81.3% 79.3% 81.1% 92.8% 91.8% 94.0% 59.5% 62.0% 70.3% 


NY (n=12) 18.4% 19.8% 18.8% 88.5% 81.7% 92.9% 92.5% 93.3% 94.0% 74.1% 78.3% 83.1% 


OH (n=22) 17.6% 19.8% 20.4% 84.3% 83.7% 83.3% 92.9% 94.3% 94.8% 61.9% 64.1% 72.5% 


OK (n=7) 9.3% 13.0% 13.2% 89.9% 89.8% 89.9% 91.9% 93.7% 94.5% 52.5% 51.5% 52.0% 


OR (n=4) 9.6% 13.3% 12.5% 91.7% 88.2% 89.3% 96.4% 94.7% 95.8% 61.4% 65.3% 73.0% 


PA (n=23) 18.8% 19.4% 18.5% 87.4% 91.3% 89.5% 93.7% 92.8% 92.7% 54.3% 51.7% 59.7% 


RI (n=2) 14.5% 13.8% 14.9% 83.1% 79.6% 67.5% 89.8% 90.7% 88.0% 47.5% 50.0% 44.3% 


SC (n=7) 28.6% 33.3% 33.3% 89.0% 92.0% 92.5% 97.0% 97.7% 97.0% 61.6% 67.4% 75.3% 


SD (n=2) 16.7% 25.6% 25.8% 96.9% 89.9% 91.1% 96.9% 96.5% 100% 93.9% 86.4% 92.6% 


TN (n=11) 18.8% 19.1% 20.9% 90.7% 91.3% 89.0% 93.6% 93.0% 93.6% 71.9% 72.5% 74.0% 


TX (n=36) 16.7% 18.1% 16.9% 87.9% 87.9% 87.7% 92.2% 90.9% 90.9% 61.5% 63.7% 65.6% 


UT (n=7) 9.3% 10.2% 11.4% 86.3% 87.3% 87.4% 91.8% 91.2% 88.3% 68.0% 69.7% 66.2% 


VA (n=7) 27.8% 28.4% 27.9% 80.6% 82.3% 84.4% 94.1% 94.6% 86.2% 64.1% 69.2% 76.9% 


VT (n=1) 28.1% 31.0% 27.7% 97.6% 97.4% 89.5% 97.6% 92.1% 89.5% 81.0% 81.6% 78.9% 


WA (n=5) 15.7% 17.4% 15.4% 86.1% 86.1% 87.6% 94.3% 94.2% 96.0% 64.3% 71.6% 75.9% 


WI (n=7) 19.6% 20.6% 20.1% 90.0% 90.2% 88.1% 96.9% 96.1% 95.1% 69.7% 70.3% 72.0% 


WV (n=6) 8.7% 15.8% 15.0% 74.2% 83.4% 78.9% 79.4% 81.1% 78.1% 47.3% 41.7% 40.7% 


WY (n=1) 18.9% 20.0% 34.2% 88.0% 85.7% 88.0% 96.0% 90.5% 92.0% 56.0% 71.4% 88.0% 
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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. These data should be particularly useful in addressing the following issues: (1) Maintaining an 
adequate respiratory therapy workforce; (2) Increasing access to baccalaureate degrees for respiratory 
therapy students enrolled in associate degree granting programs; and (3) The development of consortia and 
cooperative agreements for associate degree programs that wish to align with bachelor degree granting 
institutions.   
  
Baccalaureate Degree Eligibility Categories 


 


 
 Table 38 assigns RC programs and satellite options (as of December 31, 2014 and December 31, 
2013) to one of four baccalaureate degree eligibility categories.   Category I contains sponsoring institutions 
that offer an Entry into Respiratory Care Professional Practice baccalaureate degree upon graduation.  As of 
12/31/2014, 64 of the 438 (14.6% of total) RC programs and satellites fall under Category I.    
 
  Category II contains sponsoring institutions offering an Entry into Respiratory Care Professional 
Practice associate degree upon graduation that also offer baccalaureate degrees in other disciplines.   
Sponsoring institutions in this category can offer both the Entry into Respiratory Care Professional Practice 
associate degree and Entry into Respiratory Care Professional Practice baccalaureate degree or can 
transition their associate degree to a baccalaureate degree.  As of 12/31/2014, eighty-six of the 438 (19.6% of 
total) RC programs and satellites fall under Category II.  As mentioned earlier in this report, 49 of the RC 
programs and satellites in this category are currently associate degree programs located at a 4-Year College 
or University. 
 


Category III includes sponsoring institutions offering an Entry into Respiratory Care Professional 
Practice associate 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, 19 states have legislation allowing community colleges to award bachelor's degrees.  The 86 
sponsoring institutions in this category may have the capability of offering both the Entry into Respiratory Care 
Professional Practice associate degree and Entry into Respiratory Care Professional Practice baccalaureate 
degree or may be able to transition their associate degree to a baccalaureate degree.  However, the extent of 
                                                           
7 Source: Community College Baccalaureate Association http://www.accbd.org/resources/baccalaureate-conferring-locations/?ct=US 


Table 38 – Baccalaureate Degree Eligibility- Number of Programs for 2013 (N=441), and 2014 (N=438) 


Baccalaureate Degree Eligibility Category # of Programs 
as of 12/31/13 


# of Programs 
as of 12/31/14 


I. Sponsoring institution offers a baccalaureate degree RC program 60 64 
II. Sponsoring institution offers baccalaureate degrees in other 


disciplines 86 86 


III. Sponsoring institution located in a state that authorizes community 
colleges to award bachelor's degrees under certain 


circumstances7 
77 86 


IV. Sponsoring institution cannot offer a baccalaureate degree 218 202 



http://www.aarc.org/resources/programs-projects/2015-beyond/
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this capability varies greatly from state to state as the number and types of community college baccalaureate 
degrees are restricted by state legislation.  As of 12/31/2014, eighty-six of the 438 (19.6% of total) RC 
programs and satellites fall under Category III.      
 


Category IV includes sponsoring institutions offering an Entry into Respiratory Care Professional 
Practice associate 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 consortial 
partnership with, a 4-year degree-granting institution.  As of 12/31/2014, two-hundred two of the 438 (46.1% 
of total) RC programs and satellites fall under Category IV.   


 
Baccalaureate Degree Eligibility – Enrollment Capacity and Graduation Rates 
 


Table 39 – Baccalaureate Degree Eligibility- Enrollment Capacity and Graduates for 2013 (N=441) and 
2014 (N=438) 


Baccalaureate Degree Eligibility Category 


Maximum 
Enrollment 
Capacity 


as of 
12/31/13 


Total 
Graduates 


as of 
12/31/13 


Maximum 
Enrollment 
Capacity 


as of 
12/31/14 


Total 
Graduates 


as of 
12/31/14  


I. Sponsoring institution currently offers a 
baccalaureate degree RC program 1,395 813 1,478 790  


II. Sponsoring institution offers baccalaureate 
degrees in other disciplines 3,339 1,841 3,308  1,954  


III. Sponsoring institution located in a state that 
authorizes community colleges to award 


bachelor's degrees under certain 
circumstances7 


2,006 1,145 2,183   1,272 


IV. Sponsoring institution cannot offer a 
baccalaureate degree 7,159 4,129  6,477 3,691  


 
  Table 39 provides an assessment of the maximum annual enrollment capacity and the total number 
of graduates (as of December 31, 2013 and December 31, 2014) based on RC programs and satellite options 
(as of December 31, 2013 and December 31, 2014) assigned to each of the four baccalaureate degree 
eligibility categories 
 


As of December 31, 2014, the 64 programs in Category I produced 790 graduates (10.3% of the total 
of the 7,707 graduates from all 4 categories), which was 53.5% of maximum enrollment capacity for this 
category.  The 86 programs in Category II produced 1,954 graduates (25.4% of the total of the 7,707 
graduates from all 4 categories), which was 59.1% of maximum enrollment capacity for this category.  Given 
the graduation rates for the past two years, the number of baccalaureate degree graduates has the potential 
to increase by approximately 247% (or to about 2,700 graduates per year) if sponsoring institutions in 
Category II were to convert their associate degree RC program to a baccalaureate degree. 


 
The 86 programs in Category III produced 1,272 graduates (16.5% the total of the 7,707 graduates 


from all 4 categories), which was 58.3% of maximum enrollment capacity for this category.  The 202 programs 
in Category IV produced 3,691 graduates (47.9% of the total of the 7,707 graduates from all 4 categories), 
which was 57.0% of maximum enrollment capacity for this category. 
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Baccalaureate Degree Eligibility by State (including District of Columbia) 
 
 


Table 40 provides a comparison of baccalaureate degree eligibility categories by state, excluding 
Alaska which does not have any accredited RC programs. The data includes the number of programs in each 
state, the number of programs in each of the four categories, and the maximum annual enrollment capacity for 
each category.  Twenty-eight states contain programs that fall under Category I.  Thirty-two states contain 
programs that fall under Category II.  Twelve states, including the District of Columbia, do not contain a 
program in either Category I or II.  Eleven states, including the District of Columbia, contain programs that 
only fall under Category IV.  One state (Hawaii) is comprised of only a Category III program. 


 
 


  Table 40 – Baccalaureate Degree Eligibility by State and District of Columbia 


# of Programs as of 
12/31/14  
(N=438) 


Category I Category II Category III Category IV 
# of 


Programs 
as of 


12/31/14 


Max 
Enroll 


Capacity 


# of 
Programs 


as of 
12/31/14 


Max  
Enroll 


Capacity 


# of 
Programs 


as of 
12/31/14 


Max  
Enroll 


Capacity 


# of 
Programs 


as of 
12/31/14 


Max  
Enroll 


Capacity 


Alabama (n=6) 2 66 1 50 0 0 3 100 
Arkansas (n=12) 3 36 0 0 8 147 1 24 


Arizona (n=6) 0 0 2 141 0 0 4 232 
California (n=38) 1 22 5 370 2 49 30 1,711 
Colorado (n=4) 0 0 1 72 1 35 2 120 


Connecticut (n=5) 1 18 1 40 0 0 3 60 
Dist of Columbia (n=1) 0 0 0 0 0 0 1 24 


Delaware (n=2) 0 0 0 0 0 0 2 35 
Florida (n=26) 2 55 18 511 2 49 4 150 
Georgia (n=15) 4 145 3 95 0 0 8 150 


Hawaii (n=1) 0 0 0 0 1 16 0 0 
Iowa (n=6) 0 0 0 0 0 0 6 128 
Idaho (n=3) 1 25 2 55 0 0 0 0 


Illinois (n=15) 2 48 3 96 0 0 10 275 
Indiana (n=11) 1 30 1 16 9 189 0 0 
Kansas (n=9) 1 24 2 38 0 0 6 130 


Kentucky (n=13) 1 15 1 16 0 0 11 231 
Louisiana (n=10) 2 27 2 50 5 76 1 20 


Massachusetts (n=6) 0 0 0 0 0 0 6 124 
Maryland (n=6) 1 40 1 20 0 0 5 113 


Maine (n=2) 0 0 0 0 0 0 2 34 
Michigan (n=13) 0 0 3 84 9 213 1 40 
Minnesota (n=5) 2 40 0 0 3 83 0 0 
Missouri (n=12) 2 24 3 104 0 0 7 289 


Mississippi (n=8) 0 0 0 0 0 0 8 162 
Montana (n=2) 0 0 1 16 0 0 1 15 


North Carolina (n=14) 0 0 0 0 0 0 14 296 
North Dakota (n=3) 3 36 0 0 0 0 0 0 
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# of Programs as of 
12/31/14  
(N=438) 


Category I Category II Category III Category IV 
# of 


Programs 
as of 


12/31/14 


Max  
Enroll 


Capacity 


# of 
Programs 


as of 
12/31/14 


Max  
Enroll 


Capacity 


# of 
Programs 


as of 
12/31/14 


Max  
Enroll 


Capacity 


# of 
Programs 


as of 
12/31/14 


Max  
Enroll 


Capacity 


Nebraska (n=4) 1 15 1 24 0 0 2 59 
New Hampshire (n=1) 0 0 0 0 0 0 1 16 


New Jersey (n=7) 2 72 2 72 0 0 3 130 
New Mexico (n=6) 0 0 1 72 5 101 0 0 


Nevada (n=3) 0 0 2 115 0 0 1 72 
New York (n=13) 3 74 1 30 9 356 0 0 


Ohio (n=22) 4 92 6 153 0 0 12 343 
Oklahoma (n=7) 0 0 1 25 3 62 3 70 


Oregon (n=4) 1 25 0 0 0 0 3 94 
Pennsylvania (n=25) 6 118 8 173 0 0 11 391 
Rhode Island (n=2) 0 0 1 40 0 0 1 24 


South Carolina (n=7) 0 0 0 0 0 0 7 161 
South Dakota (n=2) 0 0 2 24 0 0 0 0 
Tennessee (n=11) 3 54 1 30 0 0 7 256 


Texas (n=36) 5 137 6 295 23 664 2 72 
Utah (n=7) 4 104 3 426 0 0 0 0 


Virginia (n=8) 3 78 0 0 0 0 5 155 
Vermont (n=1) 0 0 1 27 0 0 0 0 


Washington (n=5) 1 28 1 48 3 76 0 0 
Wisconsin (n=7) 0 0 0 0 0 0 7 156 


West Virginia (n=5) 2 30 0 0 3 67 0 0 
Wyoming (n=1) 0 0 0 0 0 0 1 15 
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RC Program Consortia 
 
 In its accreditation Standards (p.8), the CoARC 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 41 provides a listing of 41 
consortium programs as of December 31, 2014 according to the CoARC’s database.   
 


Table 41 – RC Program Consortia as of December 31, 2014 
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 


200133/220133 St. Alexius Medical Center/University of Mary Bismarck ND BS/MS 
200143 CHI 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 
200299 Delaware Technical and Community College Wilmington DE AAS 
200313 West Chester University/Bryn Mawr Hospital Bryn Mawr PA BS 


200341/210341 Rutgers & State University of NJ Stratford NJ AAS/BS 
200347/210347 Rutgers & State University of NJ 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 Bridge Valley Community & Tech College Charleston WV AS 
200431 Pickens Technical College Aurora CO 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 AAS 
200489 Southwestern Illinois College Belleville IL AAS 
200497 Cape Girardeau Career & Technology Center Cape Girardeau MO AS 
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200503 Rolla Technical Center Rolla MO AAS 
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 AAS 
200531 Great Plains Technology Center Lawton OK AAS 
200569 Ivy Tech E. IN Resp. Care Ed. Consortium New Castle IN 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 West Monroe LA AAS 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
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 
 
 



mailto:tom@coarc.com





COMMISSION ON ACCREDITATION FOR 
RESPIRATORY CARE 


2014 CoARC Report on Accreditation in Respiratory Care Education 87 


 
 


 
 


BOARD OF COMMISSIONERS 
 
 


President 
Kathy Rye, EdD, RRT, FAARC (AARC)  
Little Rock, AR 


 
Treasurer 
Thomas Hill, PhD, RRT, FAARC (AARC)   
Athens, GA 


 
 Secretary 
  Gary C. White, MEd, RRT, RPFT (AARC) 


Spokane, WA  
 
President-Elect 
Bradley A. Leidich, MSEd, RRT, FAARC  
(At-Large) 
Harrisburg, PA 


 
 Connie Rountree, MA (Public Member) 
 Kingwood, TX  
 
 Kevin O’Neil, MD, FACP, FCCM (ACCP)  
 Wilmington, NC  
 
 Shane Keene, DHSc, RRT- NPS, RPSGT,   
  CPFT, FAARC (ASAHP) 
  Telford, TN  
 
  Christine Hamilton, DHSc, RRT (At-Large)  
 Nashville, TN 
 


Steven Stogner, MD (ATS) 
Hattiesburg, MS 
 
Charles E. Cowles, Jr., MD (ASA)  
Houston, TX 
 
Robert (Bob) P. DeLorme, EdS, RRT-NPS (AARC)  
Lawrenceville, GA 
 
Diane Flatland, MS, RRT-NPS, CPFT (AARC)  
Alvin, TX 
 
Ian J. Gilmour, MD (At-Large)  
Issaquah, WA 
 
Allen N. Gustin, Jr, MD, FCCP (ASA) 
Chicago, IL 
 
Pat Munzer, DHSc, RRT, FAARC (AARC) 
Topeka, KS 
 
Alan F. Barker, MD (ATS) 
Portland, OR 
 
David L. Collins, PhD, RRT (NN2) 
Dayton, OH 
 
Michael Prewitt, PhD, RRT, FCCP (ACCP)  
Huntington, WV 


 
EXECUTIVE OFFICE STAFF 
 


Tom Smalling, PhD, RRT, RPFT, 
RPSGT, FAARC  
Executive Director 
 
Lisa Collard 
Director of Accreditation Services/ 
Executive Administrative Assistant  
 
Shelley Christensen 
Executive Office Administrative and 
Accreditation Services Assistant  
 


 
 


 
Jana Anderson 
Assistant Executive Director/ 
Director of Finance and Operations  
 
Bonnie Marrs, BA 
Site Visit Coordinator/ 
Accreditation Services Assistant   





		INTRODUCTION

		EXECUTIVE SUMMARY

		MISSION AND SCOPE

		THE VALUE OF PROGRAMMATIC ACCREDITATION

		HISTORICAL BACKGROUND

		PROGRAMS BY PROGRAM TYPE

		PROGRAMS BY DEGREE OFFERED

		PROGRAMS BY INSTITUTIONAL TYPE

		PROGRAMS BY INSTITUTIONAL CONTROL/FUNDING

		PROGRAMS BY GEOGRAPHIC REGION

		PROGRAMS BY STATE AND D.C.

		DEGREE EARNED BY KEY PERSONNEL

		ACCREDITATION DECISIONS

		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, t...

		Withdrawal Accreditation – Involuntary*      This status is conferred when an accredited program is no longer in compliance with the accreditation Standards.  Specific circumstances warranting a withdrawal of accreditation are described in CoARC Polic...

		Letter of Intent Applications Submitted

		Site Visits Conducted

		Applications for Substantive Change

		Changes in Program Information and Personnel



		2014 ANNUAL REPORT OF CURRENT STATUS (RCS)

		Overview

		Total Applications

		Estimated RC Applications by Degree Offered

		Estimated RC Applications by Institutional Type

		RC Applications by Institutional Control/Funding

		Applications by State (including D.C.) and Degree

		Total New Enrollments

		New RC Enrollments by Degree Offered

		New RC Enrollments by Institutional Type

		New RC Enrollments by Institutional Control/Funding

		New RC Enrollments by State (including D.C.) and Degree

		Total Graduates

		RC Graduates by Degree Offered

		RC Graduates by Institutional Type

		RC Graduates by Institutional Control/Funding

		RC Graduates by State (including D.C.) and Degree

		Programmatic Attrition

		Attrition by Degree Offered, Institutional Type, and Institutional Control/Funding

		Attrition by Enrollment Size

		Positive (Job) Placement

		Placement by Degree Offered, Institutional Type, and Institutional Control/Funding

		Placement by Enrollment Size

		CRT Credentialing Success

		CRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding

		RRT Credentialing Success

		RRT Credentialing Success by Degree Offered, Institutional Type, and Institutional Control/Funding

		Programmatic Outcomes by State and Degree (including D.C.)



		PROGRAMMATIC DATA RELATED TO THE AARC 2015 AND BEYOND PROJECT

		Baccalaureate Degree Eligibility Categories

		Baccalaureate Degree Eligibility – Enrollment Capacity and Graduation Rates

		Baccalaureate Degree Eligibility by State (including District of Columbia)

		RC Program Consortia



		BOARD OF COMMISSIONERS

		EXECUTIVE OFFICE STAFF






1 


2014 Pennsylvania Society for Respiratory Care 
(Highlighted Changes) 


 
   
 Page       Page 
           
1  TABLE OF CONTENTS 


2  ARTICLE I NAME  AND  AFFILIATION 


2  ARTICLE II OBJECT  


2  SECTION 1 - PURPOSE  


2  SECTION 2 - INTENT  


3 ARTICLE III MEMBERSHIP  


3  SECTION 1 - REQUIREMENTS  


3  SECTION 2 – CLASSES AND DUES  


3  SECTION 3 - ETHICS 


3  ARTICLE IV OFFICERS AND DIRECTORS  


3  SECTION 1 - OFFICERS  


4  SECTION 2 - DISTRICT DIRECTORS  


4  SECTION 3 - DIRECTORS AT LARGE 


4  SECTION 4 - TERM OF OFFICE  


5 SECTION 5 - VACANCIES IN OFFICE  


6  SECTION 6 - DUTIES OF OFFICERS  


7  ARTICLE V - BOARD OF DIRECTORS  


7  SECTION 1 - COMPOSITION AND POWERS  


7  SECTION 2 - DUTIES  


8  SECTION 3 - MEETINGS  


8  SECTION 4 - MAIL/ELECTRONIC VOTE  


8  SECTION 5 - EXECUTIVE COMMITTEE  


8  SECTION 6 - MULTIPLE OFFICES  


9  ARTICLE VI - DELEGATION  


9  SECTION 1 - COMPOSITION  


9  SECTION 2 – DUTIES OF THE DELEGATION  


9  SECTION 3 - TERM OF OFFICE   


9  SECTION 4 - VACANCY IN OFFICE  


10  ARTICLE VII - ANNUAL BUSINESS  


                   MEETING  


10 SECTION 1 - DATE AND PLACE  


10  SECTION 2 - PURPOSE & NOTIFICATION 


10  SECTION 3 - QUORUM  


10  ARTICLE VIII - MEDICAL ADVISOR  


10  SECTION 1 - PREREQUISITES  


11  SECTION 2 - DUTIES  


11  SECTION 3 - TERM OF OFFICE  


11  SECTION 4 - VACANCY IN OFFICE  


11  ARTICLE IX COMMITTEES  


11  SECTION 1 - STANDING COMMITTEES  


11  SECTION 2 - DUTIES OF STANDING  


                   COMMITTEES 


14  SECTION 3 – SPECIAL COMMITTEES 


15  SECTION 4 - COMMITTEE CHAIR DUTIES  


15  SECTION 5 - VACANCIES ON  


                    COMMITTEES  


15  ARTICLE X DISTRICT ORGANIZATION  


15  SECTION 1 - DISTRICT BOUNDARIES  


15  SECTION 2 - ORGANIZATION  


15  SECTION 3 - OFFICERS  


16  SECTION 4 - RESPONSIBILITIES OF THE  


                   DISTRICT DIRECTOR  


16 SECTION 5 - RESPONSIBILITIES OF THE 
                   DIRECTOR AT LARGE 


16  ARTICLE XI PARLIAMENTARY AUTHORITY 


16  ARTICLE XII AMENDMENT  







 


2 


2014 PSRC BYLAWS 
 


ARTICLE I:  NAME AND AFFILIATION 
 


This organization shall be known as the Pennsylvania Society for Respiratory Care,  
incorporated under the Nonprofit Corporation Law of the Commonwealth of 
Pennsylvania, hereinafter referred to as, “the Society”; a chartered affiliate of 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”. The 
Society shall be affiliated with the Association and shall abide by the rules and regulations 
of the Association as promulgated from time to time. 
 
 
ARTICLE II:  OBJECT 
 
SECTION 1 – PURPOSE 
  


a. Encourage, develop and provide educational programs for those persons interested in 
respiratory care.  


 
b. Advance the science, technology, ethics and art of respiratory care through regional 


institutes, meetings, lectures and the preparation and distribution of various publica-
tions and materials.  


 
c. Facilitate and foster cooperation and understanding between respiratory therapists 


and the medical professions, hospitals, service companies, industry and other agen-
cies within the state interested in respiratory care.  


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


prevention.  
 


e. To serve and advocate on behalf of the patients we serve. 
 
 
SECTION 2 - INTENT 
 
a. No part of the monies of the Society shall inure to the benefit of any private member or 


individual, nor shall the Society perform particular services for individual members 
thereof.  


 
b. Distribution of the funds, income and property of the Society may be made to 


charitable, educational, scientific or religious corporations or other kindred institu-
tions maintained and created for one or more of the foregoing purposes if at the 
time of distribution the payees or distributees are exempt from income taxation, 
and if gifts or transfers to the payees or distributees are then exempt from taxation 
under the provision of section 501, 2055 and 2522 of the Internal Revenue Code, 
or any later or other sections of the Internal Revenue Code which amend or su-
persede the said section.  
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c. In the event of the dissolution of this the Society, whether voluntary or involuntary, 


all of its remaining assets shall be distributed in such manner as the Board of Di-
rectors of this Society shall by majority vote determine to be best calculated to car-
ry out the objectives and purposes for which the Society was formed. The distribu-
tion of the funds, income and property of this Society upon dissolution may be 
made available to any similar charitable, educational, scientific or religious corpo-
rations, 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 distributee are then exempt from taxation under the provisions of sec-
tions 501, 2055 and 2522 of the Internal Revenue Code or changes which amend 
or supersede the said sections.  


 
d. The Society shall not commit any act, which shall constitute unauthorized practice of 


medicine under the laws of the Commonwealth of Pennsylvania.  
 
e. The Society shall, to the maximum extent permitted by law, indemnify each of its pre-


sent or former directors, officers, employees or other agents against expense, judg-
ments, fines, settlements and other amounts actually and reasonable incurred in con-
nection with any proceeding arising by reason of the fact that any such person is or 
was an agent of the Society.  


 
 
ARTICLE III:  MEMBERSHIP  
 
SECTION 1 - REQUIREMENTS  
 
Current membership in the American Association for Respiratory Care (AARC) shall be 
the requirement for membership of this Society.  Members of the AARC Association may 
choose to be a member of one state affiliate only and must live or work in the affiliate that 
is chosen.  If the member does not specify a state affiliation, the AARC will assign the 
member to the state affiliate in which s/he lives.any one state affiliate only.  
 
 
SECTION 2 - CLASSES AND DUES 
 
The membership of this Society shall include Active Member or Associate Member.  Refer to 
the AARC Bylaws for full current descriptions and definitions of membership classes. 
 
 
SECTION 3 - ETHICS  
 
If the conduct of any member shall appear to be in violation of the Articles of Incorpora-
tion, Bylaws, standing rules, code of ethics or any other regulations, policies and proce-
dures adopted by the Society/Association, or shall appear to be prejudicial to the Socie-
ty/Association's interests, such member may be reprimanded, suspended, or expelled in 
accordance with the procedures set forth in the Society/Association's policies and proce-
dures.  
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ARTICLE IV:  OFFICERS AND DIRECTORS  
 
SECTION 1 - OFFICERS  
 
The officers of the Society shall be: a President, a President-Elect, (who shall automati-
cally succeed to the presidency when the President's term ends), an Immediate Past 
President, a Vice President, a Secretary and a Treasurer.  
 
 
SECTION 2 - DISTRICT DIRECTORS  
 
There shall be one (1) or more directors from each district on the Board of Directors 
who shall be elected by the membership of that district.  
 
 
SECTION 3 – DIRECTORS AT LARGE 
 
There shall be three (3) or more Directors at Large elected to the Society Board of 
Directors. At the time of solicitation of nominations, the Elections Committee Chair will  
obtain a member roster from the Association, and determine the three most populous 
specialty sections. The Society membership of each of those sections will nominate 
candidates from their ranks to serve as candidates to make up the slate for that section. 
At the time of the election, only members from each section will vote for their respective 
representative. If a section fails to nominate at least one candidate within a reasonable 
specified timeframe, nominations will be accepted from members of the fourth most 
populous section 
 
SECTION 4 - TERM OF OFFICE 
 
a. The President-Elect shall complete a four (4) year term, consisting of one year as 


President-Elect, two (2) years as President and one (1) year as Immediate Past-
President before being eligible to serve a successive term in any elected office, 
except in the case in which s/he accedes to fill a vacancy in the office of President. 


b. The offices of Secretary and Treasurer shall consist of two (2) year terms. The 
Secretary’s term shall begin immediately following the annual business meeting, 
and the Treasurer’s shall begin January 1 of the year following the elect year.  The 
Secretary and Treasurer shall not serve more than two (2) consecutive two (2) 
year terms in the same office. 


c. The Vice President shall serve a one (1) year term which shall begin immediately 
following the annual business meeting.  The Vice President shall not serve more 
than three (3) consecutive terms in the same office. 


d. The term of office for District Directors and Directors at Large shall begin immediately 
following the annual business meeting and shall be for two (2) years. No District Direc-
tor or Director at Large shall be elected for more than two (2) consecutive two-year 
terms in the same office.  
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e. Elections for the offices of Treasurer, Secretary, Director at Large and District Di-
rector will be conducted during the first year of the two-year term of the seated of-
ficer. The newly elected officer/director will then serve in an "elect" capacity in a 
mentorship with the seated officer/director during the second year of the seated of-
ficer's term in preparation for the subsequent two-year term.  


f. All members of the Board of Directors including Committee Chairs must maintain cur-
rent Association membership during their terms of office. Failure to do so will necessi-
tate removal from office creating a vacancy.  


 
SECTION 5 - VACANCIES IN OFFICE  
 
a. In the event of a vacancy in the office of President, the President-Elect shall become 


the acting President to serve the unexpired term and shall serve the successive term 
as President.  In years that a President-Elect is not seated, the Immediate Past Pres-
ident shall become the acting President to serve the unexpired term or until a special 
election can be held. 


 
b. In the event of a vacancy in the office of President-Elect, the Vice President shall 


assume the duties, but not the office, of President-Elect as well as the office of Vice 
President until the next scheduled election.  


 
c. In the event of a vacancy in the office of Vice President, Secretary or Treasurer, the 


vacancy shall be filled by the appointment of a qualified individual by the Board of Di-
rectors. Individuals so appointed shall serve until the next scheduled election.  


 
d. In the event of a vacancy in the office of District Director or Director at Large the va-


cancy shall be filled by the appointment of a qualified individual by the Board of Direc-
tors. Individuals so appointed shall serve until the next scheduled election.  


 
e. In the event of a vacancy in the office of Immediate Past President, that office shall 


remain vacant.  
 
f. In the event of a vacancy in the office of Delegate, the remaining delegate shall as-


sume all responsibilities of the office. The vacancy shall be filled by the appointment 
of a qualified individual by the Board of Directors.  
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SECTION 6 - DUTIES OF OFFICERS  


 
a. President  


The President shall be the Chief Executive Officer of the Society. 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, as well as each meeting of the 
Board of Directors and submit it to the members of the Board not fewer than seven 
(7) days prior to the such meeting; appoint standing and special committees subject 
to the approval of the Board of Directors; be an ex-officio member of all committees 
except the elections and nominations committees; present to the Board of Directors 
and membership an annual report of the Society's activities.  


 
b. President-Elect  


The President-Elect shall become acting President and shall assume the duties of 
the President in the event of the President's absence, resignation or disability, and 
shall perform such other duties as shall be assigned by the President or the Board of 
Directors. This applies to the second year of the president’s term as that is the year 
when a President Elect sits on the Board of Directors 


 
c. Immediate Past President  


The Immediate Past President shall advise and consult with the President and shall 
perform other duties as shall be assigned by the President or the Board of Directors. 
The Immediate Past President shall become acting President and shall assume the 
duties of the President in the event of the President's absence, resignation or disabil-
ity, and shall perform such other duties as shall be assigned by the President or the 
Board of Directors. This applies to the first year of the president’s term as that is the 
year when an Immediate Past President sits on the Board of Directors. 


 
d. Vice President  


The Vice President shall assume the duties but not the office of the President- Elect in 
the event of the President-Elect's absence, resignation or disability, and will also con-
tinue to carry out the duties of the Vice President, and shall also perform such other 
duties as shall be assigned by the President or the Board of Directors.  


 
e. Treasurer  


The Treasurer shall have charge of all funds and securities of the Society: endorsing 
checks, notes or other orders for payment of bills, disbursing funds as authorized by 
the Board of Directors and/or in accordance with adopted budget; depositing funds as 
the Board of Directors may designate see that full and accurate accounts are kept, 
submitting quarterly financial statements to the Executive Committee and Audit Com-
mittee within twenty (20) days after closing of each quarter. At the expense of the So-
ciety, the Treasurer shall be bonded in an amount determined by the Board of Direc-
tors. The Treasurer shall be responsible for filing all necessary state and federal tax 
forms.  


 
f.  Secretary  


The Secretary shall have charge of keeping the minutes of the Board of Directors, 
regular business and the annual business meetings, submitting meeting minutes 
and/or other documents to the Executive Office of the Association as required, execut-
ing the general correspondence, attesting the signatures of the officers of the Society, 
submitting an annual corporate officers report to the Corporate Bureau of the Depart-
ment of State, and in general, performing all duties from time to time as shall be as-
signed by the President or the Board of Directors.  
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ARTICLE V:  BOARD OF DIRECTORS  
 
SECTION 1 - COMPOSITION AND POWERS  
 
a. The executive government of this Society shall be vested in a board of Active Mem-


bers consisting of the President, President-Elect, Vice President, Secretary, Treasur-
er, Immediate Past President, Delegates, Directors at Large and one Director from 
each educational district. Each of these Board members has the privilege of vote. If a 
Board vote is equally divided, the President's vote shall determine the vote's outcome. 
Committee Chairs, Parliamentarian and Committee members have the privilege of 
voice but no vote.  


 
b. The President shall be 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, with the privilege of voice but no vote.  


 
c. The Board of Directors shall have the power to declare an office vacant by two-


thirds (2/3) vote, upon refusal, neglect or inability of any member of the Board to 
perform the duties of that office, or any conduct deemed prejudicial to the Society. 
Written notice shall be given to the member that the office has been declared va-
cant.  


 
d. The President may appoint a member of the Society to serve as Parliamen-


tarian, who shall attend all Board of Directors meetings with voice but no 
vote.  


 
e. The Board of Directors shall have the power to conduct a telecommunications vote via 


the President of the members of the Board. Results of the vote shall be tallied by the 
President and ratified by the Board of Directors at the next regular meeting.  


 
f. With the exception of the President-elect, all other “elect” positions shall have the 


privilege of voice, but not vote. 
 
 
SECTION 2 - DUTIES  
 
a. Supervise all business and activities of the Society within the limitations of these By-


laws.  
 
b. Adopt and rescind established policies and procedures of the Society.  
 
c. Determine remuneration, stipends and other related matters, after consideration of the 


budget.  
 
d. Perform such other duties as may be necessary or appropriate for the management of 


the Society.  
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SECTION 3 - MEETINGS  
 
a. The Board of Directors shall meet within sixty (60) days following the annual business 


meeting of the Society and shall hold at least three (3) other quarterly meetings during 
the calendar year.  


 
b. Special meetings of the Board of Directors shall be called by the President at such 


times as the business of the Society shall require or upon written request of a majori-
ty of members of the Board of Directors filed with the President and Secretary of the 
Society.  


 
c. A majority of the Board of Directors shall constitute a quorum at any meeting of the 


Board.  
 
 
SECTION 4 – MAIL/ELECTRONIC VOTE  
 
Whenever, in the judgment of the Board of Directors, it is necessary to present any 
business to the membership prior to the next regular or annual business meeting, the 
Board of Directors may, unless otherwise required by these Bylaws, instruct the Elec-
tions Committee to conduct a vote of the membership by either electronic or U. S. 
mail. The question thus presented shall be determined according to a plurality of the 
valid votes received within thirty (30) days after the date of such submission except in 
the case of a change in the Bylaws, when a two-thirds (2/3) majority of the valid votes 
received is required. Any and all action approved by the members in accordance with 
the requirements of this article shall be binding upon each member thereof. Any 
amendments to the Bylaws of this Society shall be presented to the membership at 
least forty-five (45) days prior to a mail vote, as provided under Article XII of these 
Bylaws.  
 
 
SECTION 5 - EXECUTIVE COMMITTEE  
 
The Executive Committee of the Board of Directors shall consist of the President, Presi-
dent-Elect or Immediate Past President (both never serve concurrently), Vice President, 
Secretary, Treasurer and Senior Delegate. They shall have the power to act for the Board 
of Directors between meetings of the Board of Directors and such action shall be subject 
to ratification by the Board at the next regular meeting. The Executive Committee shall 
also function as the Budget Committee as specified under Article IX, Section b; 1.  
 
 
SECTION 6 - MULTIPLE OFFICES  
 
No officer, District Director or Delegate shall hold another Society elected office simulta-
neously.  
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ARTICLE VI:  DELEGATION  
 
SECTION 1 - COMPOSITION  
 
The Delegation shall be composed of two (2) Delegates, hereinafter referred to as the 
Delegation.  
 
 
SECTION 2 - DUTIES OF THE DELEGATION  
 
a. The members of the Delegation shall attend all meetings of the House of Delegates 


and report the activities to the Society.  
 
b. Attend the annual business meeting of the Association.  
 
c. Attend all meetings of the Society's Board of Directors.  
 
d. Furnish the Association Elections Committee with the names of qualified members for 


nomination for AARC Directors-at-large.  
 
e. Present to the House the recommendations of the Society.  
 
f. At the direction of the Society, present proposed resolutions and amendments to the 


Association Bylaws.  
 
g. The Senior Delegate shall be primarily responsible for all voting at the House of Dele-


gates and other meetings and for preparing reports for the Society following each 
House meeting. The Junior Delegate is responsible for learning these responsibilities 
and assuming them should the Senior Delegate be unable to fulfill them. 


 
 
SECTION 3 -TERM OF OFFICE  
 
a. A member of the Delegation will serve a term of four (4) years that shall consist of two 


(2) years served as the Junior Delegate followed by two (2) years as the Senior Dele-
gate.  


 
b. No person may be elected to more than two (2) consecutive terms in the House of 


Delegates as a member of the Delegation. 
 
 
SECTION 4 - VACANCY IN OFFICE  
 
In the event of a vacancy in the remaining Delegate shall immediately become the Senior 
Delegate. The vacancy shall then be filled by a qualified substitute appointed by the 
Board of Directors to serve until the next election. There shall be at least two (2) mem-
bers of the Delegation serving at all times.  
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ARTICLE VII:  ANNUAL BUSINESS MEETING  
 
SECTION 1 - DATE AND PLACE  
 
a. The Society shall hold the annual business meeting in the last quarter of each calendar 


year. Additional meetings may be held as required to fulfill the objectives of the Socie-
ty; the date and place of the annual business meeting and additional meetings shall be 
decided in advance by the Board of Directors and they shall inform the membership of 
such.  


 
b. In the event of a major emergency the Board of Directors shall have the authority to 


cancel the scheduled meeting, set a new date and inform the membership of such.  
 
 
SECTION 2 – PURPOSE AND NOTIFICATION 
 
a. The annual business meeting shall be for the purpose of receiving reports of officers 


and committees, and for other business brought by the President, Board of Directors or 
the membership.  


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


business brought by the President, Board of Directors or the membership.  
 


c. Notice of the time and place of the annual business meeting shall be published for all 
members of the Society not fewer than thirty (30) days prior to the meeting.  


 
 
SECTION 3 - QUORUM  
 
A majority of the voting members registered at a duly called business meeting shall con-
stitute a quorum.  
 
 
ARTICLE VIII - MEDICAL ADVISOR  
 
SECTION 1 - PREREQUISITES  
 
The Medical Advisor shall be a member of one of the following organizations: American 
College of Chest Physicians; American Thoracic Society; American Society of Anesthesi-
ologists or other organizations as defined in the Association Board of Directors policy. 
The Medical Advisor shall not concurrently be a member of the national respiratory care 
credentialing or accreditation bodies. The Medical Advisor must be physician who has an 
identifiable role in clinical, organizational, educational and investigative respiratory care.  
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ARTICLE VIII - MEDICAL ADVISOR (continued) 
 
SECTION 2 - DUTIES  
 
The Board of Directors and its committees shall consult with the Medical Advisor in re-
gard to all matters of medical policy. The Medical Advisor shall assist the appropriate 
committees regarding educational programs and publications. The Medical Advisor shall 
be invited to attend all regular meetings of the Board of Directors and shall have voice but 
not vote.  
 
SECTION 2- TERM OF OFFICE  
 
The Medical Advisor shall be recruited and appointed by the Board of Directors and shall 
serve for a two (2) year term, which shall begin immediately following the annual meeting. 
The Medical Advisor shall not serve more than two (2) consecutive terms.  
 
SECTION 3 - VACANCY IN OFFICE  
 
In the event of a vacancy in the office of Medical Advisor the Board of Directors shall 
recruit and appoint an interim Medical Advisor. The term of office of the Medical Advi-
sor may be terminated at any time by a two-thirds (2/3) vote of the BOD. Notification of 
this action shall be submitted in writing to the Medical Advisor and the Association.  
 
 
ARTICLE IX COMMITTEES  
 
SECTION 1 - STANDING COMMITTEES  
 
The standing committees of the Society shall be: Audit, Budget, Bylaws, Elections,  
Judicial and Legislative. The chairs of the preceding committees shall be appointed by 
the President, subject to approval of the Board.  The committee chair shall be appointed 
by the President-Elect at the 4th Quarter Board of Directors meeting prior to taking office 
as President. Committee chairs serve a two (2) year term to coincide with the term of 
the President.  No member shall serve more than two (2) consecutive terms as chair of 
the same committee. 
 
 
SECTION 2 - DUTIES OF STANDING COMMITTEES  
 
a. AUDIT  
 


1. The committee shall consist of three (3) members selected by the Board of Di-
rectors. The President-Elect shall name a committee chair at the 4th quarter 
meeting of the Board of Directors for the following year. Two additional commit-
tee members shall be recruited by either the committee chair or by the Board of 
Directors. At least one committee member must not be seated on the Board of 
Directors or serving as committee chair. 
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2. The committee is responsible for the auditing of the financial affairs of the Socie-


ty, insuring that no category of the budget is exceeded without the consent of the 
committee and a two-thirds (2/3) approval of the Board of Directors, and prompt 
notification and explanation of such actions to the members.  


 
3. The committee shall submit all reports to the Board of Directors.  


 
4. An internal audit will be conducted quarterly and an external audit or review will 


be conducted by an independent professional accountant annually.  
 
 
b. BUDGET  


 
1. The committee shall be composed of the Executive committee with the Treasurer 


serving as Chair of the committee.  
 
2. The committee shall prepare an annual budget for approval by the Board of Di-


rectors. The proposed budget then shall be submitted to the membership at 
least thirty (30) days prior to the annual business meeting. The budget shall not 
be implemented until it has been reviewed by the membership.  


 
3. The committee shall submit all reports to the Board of Directors.  
 
4. The fiscal year shall be January 1 to December 31.  


 
 
c. BYLAWS  
 


1. The committee shall consist of the chair who shall select two additional active 
members to assist with committee duties.  
 


2. The committee shall receive and prepare all amendments to the Bylaws for sub-
mission to the Board of Directors. The committee may also initiate such amend-
ments for submission.  


 
3. All proposed amendments shall be processed in accordance with Article XII. The 


committee shall review and edit all proposed amendments to the Bylaws and pre-
sent them to the Board of Directors for review before presenting them to the Asso-
ciation for their review. They then shall be presented to the membership for their 
approval. The proponents of proposed amendments, which the Bylaws committee 
does not favor, shall be notified by the committee, and such proponent may, but 
shall not be obligated to, withdraw the amendment from further consideration.  Any 
proposed amendments which are not withdrawn by the proponent and any pro-
posed amendments which are originated by the Bylaws Committee shall be pre-
sented to the Board of Directors at least forty-five (45) days prior to the meeting in 
which they are to be reviewed.  
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d. ELECTIONS  
 


1. The chair of the Elections Committee shall report the slate of nominees of offic-
ers, including those for the Delegation and District Directors, along with perti-
nent biographical sketches and position statements to the Board of Directors 
following the timelines outline in the Society policy and procedure.  


 
2. The committee shall prepare a special slate for President-Elect if a vacancy 


should occur in that office. The chair shall present the names of the nominees, 
along with pertinent biographical sketches and position statements, to the 
Board of Directors at least sixty (60) days prior to a special election.  


 
3. The committee shall place in nomination the names of one or more persons for 


the office of President-Elect, Vice President, Secretary-elect, Treasurer-elect, 
Director at Large-elect, District Director-elect, and Junior Delegate in the years 
when the offices are due for elections.  


 
4. Only Active Members in good standing shall be eligible for nomination and a 


written consent must be obtained from the person whose name is to be placed 
in nomination. Nominees for the offices of President-Elect, Delegate and 
Treasurer shall have prior elected Board of Directors experience to be eligible 
for nomination.  


 
5. The committee shall provide pertinent biographical, professional activities, edu-


cational background, position statement and service to the Society/Association 
for each nominee, all of which shall be a part of the ballot.  


 
6. The committee shall distribute the ballot to every Active Member in good stand-


ing at least forty-five (45) days prior to the close of the election.  
 
7. Society elections shall be determined by a plurality of the valid votes cast. A tie 


vote shall be decided by lot. The results of the annual election shall be an-
nounced by the committee chair at the third quarter Board of Directors meeting. 
The presiding officer shall declare the results of the election.  


 
8. All candidates for election will be notified of the election results within seven (7) 


days of the third quarter Board of Directors meeting.  
 
 


e. JUDICIAL  
 


1. This committee shall be comprised of the Immediate Past President, Presi-
dent-Elect, and Vice President and is chaired by the Immediate Past Presi-
dent.  


 
2. The committee shall review formal, written complaints against any individual Soci-


ety member charged with a violation of the Society's Bylaws or otherwise with any 
conduct deemed detrimental to the Society or the Association. Complaints or  
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inquiries may be referred to this committee by the Judicial Committee of the As-
sociation or any member of the Society, or may originate from within the commit-
tee itself.  


 
3. If the committee determines that the complaint justifies an investigation, a writ-


ten copy of the charges shall be prepared with the benefit of legal counsel if 
deemed advisable by the Board of Directors.  


 
4. A statement of charges then shall be served upon the member and an op-


portunity given that member to be heard before the committee.  
 


5. After careful review of the results of the hearing the committee shall report their 
findings and recommendations for action to the Board of Directors.  


 
6. If disciplinary action is deemed necessary by the Board of Directors, their rec-


ommendations shall be forwarded to the Judicial Committee of the Association.  
 
 
f. LEGISLATIVE 
 


1. The chair of the Legislative Committee shall report the slate of nominees 
of office	  


2. The	  committee	  shall	  actively	  contact	  legislators	  via	  the	  AARC	  contact	  system,	  
PSRC	  networking	  system	  or	  in	  person	  to	  advocate	  on	  behalf	  of	  the	  profession	  
and	  respiratory	  care	  patients.	  


3. The	  committee	  shall	  investigate	  the	  need	  and/or	  feasibility	  of	  having	  a	  PSRC	  Leg-‐
islative	  Day	  in	  Harrisburg	  each	  year.	  


4. The	  committee	  chair	  shall	  serve	  as	  the	  PSRC	  contact	  for	  all	  AARC	  legislative	  activ-‐
ities.	  


5. The	  committee	  shall	  monitor	  health	  related	  legislation	  and	  regulations	  (national-‐
ly	  and	  statewide)	  and	  recommend	  appropriate	  positions	  or	  responses.	  	  


6. Investigate	  and	  recommends	  cultivation	  of	  professional	  relationship	  with	  other	  organiza-‐
tions	  with	  mutually	  beneficial	  goals	  (e.g.	  PA	  AARP,	  ALA,	  etc.).	  


 
 
SECTION 3 - SPECIAL COMMITTEES (AD HOC) 


 
a. Special committees may be appointed by the President, subject to approval by the 


Board of Directors.  
 
b. Representatives of the Society shall be appointed by the President to such external 


organizations as may be required, subject to the approval of the Board of Directors.  
 
c. Special committees, ad hoc committees and other appointments shall be terminated 


automatically when their assigned tasks are completed.  
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SECTION 4 - COMMITTEE CHAIR DUTIES  
 
a. The chair of each committee shall confer promptly with the committee members on 


work assignments and charges from the President.  
 
b. The chair of each committee may recommend prospective committee members to 


the President. Whenever possible, the chair of the previous year shall serve as a 
member of the new committee.  


 
c. Non-members and physician members may be appointed as consultants to 


committees. The President shall request recommendations regarding physi-
cian members from the Medical Advisor.  


 
d. Each committee chair requiring operating expenses shall submit a budget for the 


next fiscal year to the Budget Committee.  
 
 
SECTION 5 - VACANCIES ON COMMITTEES  
 
a. In the event of vacancies occurring in any committee, the Chair shall appoint 


members to fill such vacancies.  
 


b. Chair vacancies shall be appointed by the President, subject to approval by the 
Board of Directors.  


 
 
ARTICLE X DISTRICT ORGANIZATION  
 
SECTION 1 - DISTRICT BOUNDARIES  
 
The Districts shall be named and their geographic boundaries shall be determined by 
the Board of Directors.  
 
 
SECTION 2 - ORGANIZATION  
 
a. The internal organization of each district shall be the concern of the membership of 


that district, subject to the approval of the Board of Directors, and is consistent with 
the Bylaws.  


 
b. District membership shall be determined by the mailing address furnished to the Asso-


ciation.  
 
 
SECTION 3 - OFFICERS  
 
a. Each district shall elect a Director who shall become a member of the Board of 


Directors.  
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b. The election of District Directors shall be arranged so that approximately half of 


the Directors are elected one year and the other half the next.  
 
 
SECTION 4 - RESPONSIBILITIES OF THE DISTRICT DIRECTOR  
 
a. Represent the district from which the Director is elected.  
 
b. Appoint district level committee chairpersons and develop district communication.  
 
c. Maintain financial knowledge and control of all Society sponsored events in his/her 


district.  
 
d. Assists with the planning and coordination of all district events/seminars and repre-


sents the Board of Directors at such events.  
 


 
SECTION 5 - RESPONSIBILITIES OF THE DIRECTOR AT LARGE 
 
a.   Represent the active members that are enrolled in the respective AARC specialty 


section 
 
b.  Assist conference program planners in selecting topics/speakers germane to his/her 


respective specialty area. 
 
c.   Work with committee chairs as assigned by the President 
 
d. Attend at least three of the four Board of Directors meetings per calendar year. 
 
 
ARTICLE XI PARLIAMENTARY AUTHORITY  
 
The rules contained in Robert's Rules of Order, newly revised, shall govern whenever 
they are not in conflict with the Articles of Incorporation, Bylaws, standing rules or other 
rules of the Society or Association.  
 
 
ARTICLE XII AMENDMENT  
 
These Bylaws may be amended in accordance with Article IX, Section 2, c, 3. The Elec-
tion Committee shall conduct a vote of all Active members to amend the Bylaws. A period 
of not fewer than sixty (60) days shall be allowed for return of the votes. A two-thirds (2/3) 
vote of the valid votes returned shall be required for adoption. The Elections Committee 
shall cause the votes to be tallied and the presiding officer shall declare and announce the 
result to the membership.  
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The Respiratory Therapy Career Ladder Toolkit was constructed to recognize and reward clinical 


expertise and professional growth based on established standards. This toolkit promotes 


accountability, autonomy and collaboration resulting in increased professional satisfaction and 


organizational commitment. 


Additional purposes for this toolkit include the promotion of excellence in respiratory care thus 


enhancing quality patient care and patient satisfaction. Along with the facilitation of career 


advancement for therapists who choose to improve clinical skills to promote recruitment and 


retention efforts in hospitals and care facilities. 
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General Information  


1. The Respiratory Career Development Program is a system through which the Respiratory 
Therapist assesses his/her practice in meeting the Professional Practice, Characteristic, 
and Requirement Expectations. 


 
2.  Participation in any career development program is voluntary. 
   
3. A portfolio should be maintained and submitted to assigned committee in order to get 


entrance in a program. 
 
4. Financial incentives should be paid by equal installments when applicable. The 


Respiratory therapist must be employed at a Georgia hospital or care facility during the 
pay period in which the installment is paid out.  


 
5.  A therapist who changes to an ineligible job class and has met the previous year’s 


 requirement after completing 12 months of service should only receive the first 
 installment. 


  
7.  Participants should re-apply annually for maintenance or advancement in the 


 program. 
 
8. Therapists should meet all performance expectations of current level by annual feedback 


from assigned committee date for maintenance of that level. 
 
9.  The assigned committee should review all applications for Levels II, III and IV.  
  
10. Criteria for the Career Development Program should be reviewed annually by an 


assigned committee including a Clinical Associate and Clinical Educator.  
 
11.  Any applicant may submit grievances to the manager.  
   
12. Advancement to the next level should require the Respiratory Therapist to meet all 


requirements of that level by the annual application period.  
 
 
Committee  
 


The assigned committee should consist of a manager and assistant manager, at least one 
educator in the program, and at least 4 highly qualified respiratory therapist who have 
made their mark in the hospital or care facility. The committee should be responsible for: 
 


• Reviewing, revising and making decisions on implementation issues 
• Collaborating with internal compensation analysts for determination of 


compensation amounts 
• Reviewing and deciding on proposals for new criteria or criteria to be eliminated  
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Respiratory Therapist Development Career Levels 
 
 
Therapist I / New Graduate / New Hire / Entry Level 
This level should be assigned to a therapist who is learning and incorporating the mission 
statement and standards of behavior of his/her hospital or care facility. This therapist should have 
completed the basic competencies, and provides satisfactory respiratory therapy with minimum 
supervision.  
 
Required Standards  


• New graduates during their first two years of experience and therapists new to a hospital 
or care facility from the time of hire until successful completion of a probationary period 
(suggesting 90 days for full-time and 150 days for part-time). 


 
 
 
Therapist II 
This level should be assigned to a competent performer, who is fully competent in all aspects of 
his/her job description. This therapist should demonstrate the mastery of most clinical skills and 
focuses on improving other skills where necessary. This skills includes assessment skills and the 
active assessment of respiratory therapies needed and procedures according to the respiratory 
protocols.  
 
Required Standards 


• Therapists with a minimum of two years of experience who has successfully completed 
the Respiratory Care Department competencies and the designated probationary period. 


• Submit portfolio to assigned committee. 
 
 
 
Therapist III 
This level should be assigned to a therapist who has met core skills of a respiratory therapist II. 
The level III therapist should be a competent performer, who is fully competent in all aspects of 
his/her job description. A proficient therapist has progressed from a task-oriented approach to 
performing all clinical and interpersonal related tasks with a view of the entire patient 
experience/team member interaction. Optimal problem-solving skills is apparent and activities 
are oriented to the best possible outcome for any situation. This therapist should respond to 
situations with speed, confidence, flexibility, and a good attitude and is able to appropriately 
handle unanticipated problems or emergencies. This therapist should be viewed as a positive role 
model for his/her peers and consistently produces complete and accurate work. 
 
Completion of the therapist III level should be rewarded by additional compensation. 
 
Required Standards 


• Assigned committee approval for entrance into the level and completion of the level 
• Evaluation of all level, hospital or care facility competencies by assigned committee 
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• Satisfactory peer reviews (total of 3) 
• Competency in performing highly skilled tasks such as endotracheal intubations per 


respiratory policies 
• 100% staff meeting attendance for the 2 year period the application represents, unless 


excuse by assigned committee for rare or unusual circumstance 
• Submit portfolio to assigned committee. 


 
 
 
Therapist IV 
This level should be assigned to a therapist whose intuitions and skill derives from a 
comprehensive knowledge base that is thoroughly grounded in clinical experience. This therapist 
is system-savvy, understands the interdependence of departments, and can direct situations to 
maximize outcomes. Ethical reasoning and decision-making is evident. His/her ability to 
automatically filter irrelevant information should be evident. This therapist is a positive force in 
the advancement of professional practice and quality of patient care. This therapist is a positive 
force in the advancement of professional practice and quality of patient care. This therapist is 
seen as a positive Team Leader for his/her peers. 
 
Completion of the therapist III level should be rewarded by additional compensation. 
 
Required Standards 
 


• Assigned committee approval for entrance into the level and completion of the level 
• Evaluation of all level, hospital or care facility competencies by assigned committee 
• Above average peer reviews (total of 3) 
• Competency in performing highly skilled tasks per respiratory policies 
• Approved preceptor for new respiratory care team members or respiratory students on 


clinical rotations 
• 100% staff meeting attendance for the year period spent in level III and IV, unless excuse 


by assigned committee for rare or unusual circumstance 
• Submit portfolio to assigned committee. 


 
 
Additional requirements for levels III and IV 
 


• Acute or sub-acute Respiratory Therapist experience (minimum of 2 years for level III – 
3 years for level IV) 


• Completed Bachelor Degree or actively enrolled in a Bachelor program with completion 
of BA/BS degree expected within 4 years. [optional]  


• Completion of Preceptor workshop with active participation in preceptor responsibilities 
• Professional contributions to include but limited to, a patient satisfaction improvement 


initiative, work redesign project , staff development initiative, or other involvement 
approved by assigned committee. 
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Restrictions 
• Any therapist seeking entrance into a higher level must be free of any previous level 


active disciplinary action.  
• If disciplinary action is received, the therapist will be moved to the previous level and a 


salary adjustment will be made to reflect change of status. 
• Change of status can occur at any time requirements/competencies are not maintained. 
• The therapist who has been disciplined may re-apply 12 months after a change to a lower 


level of after achieving an overall rating of Role Model on the most recent performance 
review at the lower level, whichever comes first. 


 
*The review process must include most recent performance appraisal. If significant deficiencies 


are noted within the appraisal, this would serve as an obstacle to being recognized as 
achieving a higher career path level. 
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Portfolios  
All Respiratory Therapist of level II, III and IVs will complete a portfolio to be turned in to their 
assigned committee by preset deadline.  
It is the responsibility of each therapist to show evidence that the criteria has been met annually. 
Annual is defined as twelve calendar months from October 1 through September 30. The 
following should be included in the portfolio:  
 


• Current resume (to be updated annually as appropriate)  


• Statement stating that you meet all the characteristics/requirements for the level that you 
are applying for, this must be co-signed by your Clinical Manager.  
 


• Recommendation letter from interdisciplinary team member or level IV team member.  
 


• All documentation that is required for the activities that the Respiratory Therapist have 
performed to meet competencies and criteria assigned to his/her specific level. 
 


• Level III and IV Respiratory Therapists are to provide an official transcript showing 
completion or progress in Bachelor program from a Georgia accredited university 


 
• Portfolios will be reviewed as submitted. Incomplete documentation could result in not 


meeting level requirements.  
 


• All information is to be typed. Handwritten documentation will not be accepted.  
   
 


 
MAINTENANCE OF POLICIES AND PROCEDURES 
Respiratory Therapy Career Development program policies and procedures will be reviewed 
annually by the assigned committee.   
Substantial changes involving the Medical Center policy and compensation must be approved by  
Administration. 
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Application 


 


Name:      ___________________________ Department: __________________________ 


Date:        ___________ 


 


RE: Respiratory Therapy Career Ladder Program        


 


Dear Respiratory Therapy Program Committee: 


This is an agreement between [Insert hospital or care facility name] and myself, subject to 
acceptance of the terms and conditions, to participate in the Respiratory Therapy Career Ladder 
Program. 


 


My participation will begin on _______________________ and end  


on _____________________.  I plan to meet the criteria for  


 


Level ___________.  


          (I, II, III, or IV) 


My professional goals are: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 


 


What can you offer or bring to the table for this Respiratory Therapy Department? 


______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
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What would you like the committee to know about you? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
________________________________________________________________________ 


 


I attest that I have read and understand all components of the Respiratory Therapy Career Ladder 
Program.  I am prepared to provide all documents required verifying the criteria that has been 
met. 


 


I understand that I must be actively employed at the time of any bonus payment and will be 
required to continue employment for the next twelve (12) months following bonus payout. 


 


Your consideration of this request will be appreciated. 


Sincerely, 


 


Signature of Applicant                                                              Date 


______________________________________________ 


Signature of Respiratory Therapy Manager                Date 


______________________________________________ 


Signature of Administration                   Date 


          ______________________________________________ 


 


Application Received Signature/Date: _______________________ 


 


______________________________________________________  


Signature of assigned committee director 
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Introduction 
The use of simulation based instruction is playing a greater role in the training and evaluation of 
healthcare professionals.  It provides a safe but realistic clinical environment that can be 
modified in complexity to facilitate critical thinking. The 2013-14 AARC 2015 Committee was 
charged with evaluation of clinical simulations for the preparation and continuing education of 
Respiratory Care practitioners. 
 


CHARGE #2: 
Explore models that validate the use of clinical simulations as a major tactic for increasing or 
upgrading the competency level of students and the current workforce for the purpose of 1) 
establishing the relevance of clinical simulation in the college/university setting as a substitute 
for actual clinical practice as requires by accreditation agencies 2) developing a "Standards of 
Quality Clinical Simulation" check list to guide hospital departments, educators and state 
affiliates in the development and effective use of clinical simulation projects. 
 
The following Brief provides information related to the completion of this charge. 
 
The Value of Simulation 
 
The maintenance and development of clinical skills has become increasingly difficult to 
accomplish in the current hospital and educational arenas. The restructuring of our nation’s 
health care system has resulted in reduced reimbursement while healthcare costs continue to 
rise.  As a result employee workloads are on the increase and new hires must be brought up to 
speed quickly. Medical education has also been impacted  noting less opportunity for onsite 
student instruction. Conditions are ripe for new practitioners and employees to further 
contribute to the considerable errors in providing advanced medical care. ‘In a report by the 
Institute of Medicine entitled “To Err is human” (Corrigan, et al., 2000) it was reported that 
more Americans died because of medical errors than by automobile accidents or auto-immune 
deficiency syndrome’ (Murray, Grant, Howarth, and Leigh, 2007, pp. 6). Simulation training can 
play a vital role in obtaining and evaluating clinical skills when access to the clinical 
environment is limited. Medical simulation may not exactly replicate actual clinical practice, but 
its use in the training of health service personnel can mirror the experience in a non-
threatening and safe environment’ (Murray, Grant, Howarth & Leigh, 2007, p. 6).  
 
Validity of Simulation 
 







There is a steady accumulation of studies and literature reviews, supporting the validity and 
utility of simulations for improving critical thinking skills in a variety of medical disciplines 
(Issenberg, 2006, Aucar, Groch, Troxel & Eubanks, 2005, Hall, Plant, Bands, Wall, Kang & Hall, 
2005, Korndorffer, Dunne, Sierra, Stefanidids, Touchard & Scott, 2005, Stefandis, Korndorffer, 
Markley, Sierra, Heniford & Scott, 2007, and Wayne, Didwania, Feinglass, Fudala, Farsuk & 
McGaghie, 2008, and Cant & Cooper, 2009).  Although much research has been written on the 
topic, a review of the literature has not supported a meta-analysis of the subject matter due to 
variably in the type and quality of research study design.  As a result conclusions regarding the 
effectiveness of clinical simulation remain unconfirmed beyond the specific results obtained 
through individual research (Laschinger et al. 2008). 
Researchers Sweet and McDougall studied simulations used to train physicians in the technical 
skills needed for urologic operating room procedures (2008). Their findings determined that 
both the cognitive and psychomotor domains could be supported using a high-fidelity manikin 
since ‘It has been estimated that performing an operation properly is 75% decision-making and 
25% dexterity’ (Spencer, 1978, pp. 9).  An essential skill taught to trainees is how to recognize 
error, why it is an error, and what to do to avoid and recover from the error’ (Sweet & 
McDougall, 2008, pp.520). But clinical educators at the bed side cannot allow for misses and 
near misses in clinical skills acquisition. By using simulators, an instructor can allow for mistakes 
to play out followed by a debriefing session with an expert clinician to enhance the learning 
experience (DeMaria, Levine & Cohen, 2008).  For these reasons high-fidelity simulation has 
become educational standard in many fields of practice. A survey of pre-licensure nursing 
programs identified that 87% of the participants use some form of simulation, and of that 
number 54% of the programs were using simulation in at least five clinical courses (Hayden, 
2010, pp. 55).   
 
The 2015 Sub-committee for Charge #2 contacted the Committee on Accreditation for 
Respiratory Care for a statement pertaining to the substitution of clinical simulation for real 
time clinical experience. Tom Smalling, COARC Executive Director in an email received Friday, 
Sep 20, 2013 at 8:45 AM commented as follows: 
 
CoARC does not have any Standard or Accreditation Policy addressing specific time spent in a 
simulation lab vs. clinical time.  Since we have an outcomes-based approach to accreditation, it 
is up to the program to determine their methods for instruction.  The use of simulation 
technology should only be used to augment the clinical experiences (for example, augmenting a 
clinical involving airway management with some time in an a simulator lab).  CoARC does not 
address the relationship of high-fidelity patient simulation to clinical patient hours or the ability 
to substitute the former for the latter.  CoARC encourages the use of patient simulation as an 
adjunct to clinical training, but simulation cannot replace patient contact. 
 
In light of this statement simulation as an instructional strategy for Respiratory Care will most 
likely increase in usage. Although it will not replace direct patient contact, it has value in the 
development of higher levels of learning mastery. This will be increasingly important in a 
healthcare environment where real time opportunities for such teaching and learning are 
becoming limited. 







 
Outside of academic application clinical simulation can be used to maintain practice skills within 
medical institutions. Currently advanced clinical skills are obtained through continuing 
education sessions/lectures, conferences or by clinical educators employed by the vendors that 
sell new technology. However, these forms of pedagogy may no longer be sufficient to meet 
the educational needs of those who require training. Preferred learning styles are also 
changing.  ‘Today’s generation of trainees being raised in a multimedia environment, prefer to 
learning by electronic methods (online, internet) instead of reading books’ (Sahu & Lata, 2010). 
Several studies have identified manikin-based simulation as a means producing higher learning 
outcomes for new graduates and veteran practitioners when technology based interactive 
learning is preferred (Lammers, Byrwa, Fales & Hale, 2009, and Sweet & McDougall, 2008).  


In conclusion a review of the literature in regard to the effectiveness of clinical simulation 
remains inconclusive but reached the following common conclusions:   


1) Simulation training by high-fidelity manikins resulted in high learner satisfaction in 
learning clinical skills. (Laschinger et al. 2008) 


2) Simulation training should be used as an adjunct for real time clinical practice and not a 
replacement. (Laschinger et al. 2008)  


3) Study results regarding the effectiveness of simulation in facilitating clinical learning are 
for the most part favorable but not conclusive ( Hayden et al. 2010) 


Simulation has been demonstrated to lead to improvements in medical knowledge, comfort in 
procedures, and improvements in performance during retesting in simulated scenarios. 
Simulation has also been shown to be a reliable tool for assessing learners and for teaching 
topics such as teamwork and communication 


 
The Variety of Simulation: 
 
There four major categories of simulation that either use standardized patients or technologies 
to replicate a clinical scenario: 
 


1. Task training simulation which provides the ability to practice a unique skill such as 
arterial blood gas puncture, intubation, and suturing and line placement. 


2. Manikin-based simulation which utilizes manikins of varying degrees of technological 
ability from static to high fidelity to model human behavior. 


3. Standardized Patient Simulation which utilizes real people trained to act as patients. 
4. Virtual reality simulation that uses computerized, 3D technology to simulate real patient 


scenarios. (Chakravarthy et al. 2011)  
 







Please refer to Addendum A for a review of information related to the levels of technological 
simulation, a comparison of simulation to problem based learning,  a typology of the fidelity 
elements in simulation and a comparison of standard versus portable simulation 
 
A major advantage of clinical simulation is the ability to custom design a scenario to 
approximate unique clinical experiences at varying levels of complexity.  This diversity lends 
itself to accomplishing a broad range of educational goals at any level of participant expertise.  
Gaba (2004) identified eleven attributes of simulation that can be manipulated to make its 
application multidimensional. 
 
Gaba’s 11 Dimensions of Simulation 


1. Purpose and aim of the simulation: 
a. To assess performance 
b. Training 
c. Rehearsals 
d. Pt care protocols 
e. Application and operations of medical equipment 


2. The unit of participation in the simulation 
a. Individual training 
b. Team training 
c. Multidisciplinary training 


3. The experience level of the simulation participants 
a. Students (apprenticeship) 
b. Interns and residents 
c. Experienced clinical practitioners 


4. Health care domain in which the simulation is applied: 
a. Primary Care 
b. In hospital 
c. Home care 
d. ICU 


5. Healthcare discipline: 
a. Allied health 
b. Nursing 
c. Physicians 


6. Type of knowledge, skill, attitudes or behavior to be addressed: 
a. Conceptual 
b. Technical skills 
c. Decision making skills 
d. Attitudes and behaviors 


7. Age of the patient being simulated: 
a. Neonates 







b. Pediatrics 
c. Adults 
d. Elderly 


8. Technology applicable or required 
a. Verbal role playing 
b. Actor as patient 
c. Computer patient 
d. Mannequin 


9. Site of simulation participation 
a. Multimedia computer based 
b. Simulation lab 
c. Actual work site 


10. The extent of direct participation in the simulation 
a. Remote viewing only 
b. Direct on site hands on 


11. The feedback method accompanying the simulation 
a. Instructor critique 
b. Video based play back 


Gaba, D M,(2004). The Future Vision of Simulation in Health Care. Quality and  Safety  
Health Care, 1, i2-i10. doi:10.1136/qshc.2004.009878 
 


Standards of Best Practice for Medical Simulation 
 
In 2009 the International Nursing Association for Clinical Simulation and Learning (INACSL), was charged 
with establishing performance standards for simulation in healthcare education.  Over 3 years, seven 
standards were identified to reflect the best practices in health care and health science education.  
 
Standard I: Terminology 
 
Consistent terminology enables clear communication, reflects shared values, and permits the sharing of 
knowledge and ideas through research and publications. A compendium of the common terminology 
utilized in the planning, participation and conducting of clinical simulations is to be found in the 
following reference: 
 
Decker, S., Fey, M., Sideras, S., Caballero, S., Rockstraw, L. (R.), Boese, T., Franklin, A. E., Gloe, D., 
Lioce, L., Sando, C. R., Meakim, C., & Borum, J. C. (2013, June). Standards of Best Practice: Simulation 
Standard VI: The debriefing process. Clinical Simulation in Nursing, 9(6S), S27-S29. 
 
 
 
 







Standard II: Professional Integrity of Participant(s) 
 
For simulation based instruction or evaluation to be of value participants must maintain professional 
integrity related to the simulation.  There must be mutual respect and professionalism demonstrated 
between all participants.  Information related to the simulation process should be kept confidential. 
Guidelines: 


1. Keep confidential all phases of the simulation process to protect the content of the scenario 
from bias that could alter future learning experiences.  


2. Participants are expected to exhibit professional behavior.  It is the role of the facilitator to 
recognize and put an end to any behavior that is unprofessional and inappropriate. 


3. During debriefing feedback should be constructive and delivered with mutual respect. 


Gloe, D., Sando, C. R., Franklin, A. E., Boese, T., Decker, S., Lioce, L., Meakim, C., & Borum, J. C. (2013, 
June). Standards of Best Practice: Simulation Standard II: Professional Integrity of Participant(s). 
Clinical Simulation in Nursing, 9(6S), S12-S14 
 
Standard III: Participant Objectives 
 
The foundation for all simulation based learning experiences should be well developed, clearly stated 
objectives.  
Guidelines: 


1. Participant objectives should speak to all learning domains to include knowledge, cognitive 
and affective domains. 


2. Participant objectives should be appropriate to the knowledge level of the participant ( ie 
novice, beginner, advanced) and achievable. 


3. Participant objectives should align with overall educational goals. 
4. Participant objectives should incorporate evidence-based practice. 
5. Participant objectives should promote holistic client care ( ie: physical assessment, 


communication, mental health assessment, spiritual/cultural sensitivity). 
6. Participant objectives should be achievable within the designated time frame. 


Lioce, L., Reed, C. C., Lemon, D., King, M. A., Martinez, P. A., Franklin, A. E., Boese, T., Decker, S., Sando, 
C. R., Gloe, D., Meakim, C., & Borum, J. C. (2013, June). Standards of Best Practice: Simulation Standard 
III: Participant Objectives. Clinical Simulation in Nursing, 9(6S), S15-S18. 
 
Standard IV: Facilitation 
 
It is important to use a method of facilitation the meets the learning needs of the participant(s) and 
achieves the expected outcomes. 
Guidelines: 
 







1. Use facilitation methods that align with the simulation objectives guiding:  preparation 
before the simulation, facilitating activity during the simulation, as well as, determining 
feedback/debriefing post simulation. 


2. Facilitation methods should be in line with participants achieving expected outcomes. 


Franklin, A. E., Boese, T., Gloe, D., Lioce, L., Decker, S., Sando, C. R., Meakim, C., & Borum, J. C. (2013, 
June). Standards of Best Practice: Simulation Standard IV: Facilitation. Clinical Simulation in Nursing, 
9(6S), S19-S21. 


 


Standard V: Facilitator 


The simulation facilitator guides and supports the participant through the simulation process. The 
facilitator has been trained to be proficient in the management of all aspects of the simulation. 


Guidelines: 


1. The facilitator should prepare the participant by communicating expected objectives and 
outcomes to the simulation participant. 


2. The facilitator ensures a safe learning environment that encourages active learning and 
reflection. 


3. The facilitator should demonstrate up to date knowledge related to simulation pedagogy, 
and design, technology and scenario content. 


4. Facilitator assures the simulation based learning experience is at a level appropriate for the 
participant. 


5. The facilitator assesses and evaluates acquisition of knowledge and skills. 
6. The Facilitator models professionalism and integrity. 


Boese, T., Cato, M., Gonzalez, L., Jones, A., Kennedy, K., Reese, C., Decker, S., Franklin, A. E., Gloe, D., 
Lioce, L., Meakim, C., Sando, C. R., & Borum, J. C. (2013, June). Standards of Best Practice: Simulation 
Standard V: Facilitator. Clinical Simulation in Nursing, 9(6S), S22-S25. 


Standard VI: Debriefing 


A planned debriefing is a key component of any simulation experience.  It should be aimed at promoting 
reflective thinking which includes the meaning and implications of actions, assimilation of knowledge  
and correlation with previously learned information. 


Guidelines: 


1. Debriefing should be facilitated by someone competent in the process. 
2. The environment for debriefing should be safe promoting: confidentiality, trust, open 


communication, self-analysis and reflection. 
3. The role of the facilitator during the debriefing process is to guide participants as they reflect on 


their actions in comparison to stated objectives. 







4. Debriefing should have structure and include optimal time to achieve the objective. 
5. Debriefing should focus on the participant objectives and outcomes. 


Decker, S., Fey, M., Sideras, S., Caballero, S., Rockstraw, L. (R.), Boese, T., Franklin, A. E., Gloe, D., 
Lioce, L., Sando, C. R., Meakim, C., & Borum, J. C. (2013, June). Standards of Best Practice: Simulation 
Standard VI: The debriefing process. Clinical Simulation in Nursing, 9(6S), S27-S29. 


 


Standard VII: Participant Assessment and Evaluation 


Formative or summative evaluation of the simulation participant is a key element of the simulation 
based experience. 


Guidelines: 


1. Formative assessment should be given to participants providing information for the purpose 
of improving performance and behaviors associated with cognitive, affective and 
psychomotor learning domains. 


2. Summative evaluation should be provided to inform participants on the achievement of 
stated goals. 


3. Evaluation of participants should be based upon standards of interrater objectivity and 
reliability to avoid observer bias and to decrease subjectivity. 


Sando, C. R., Coggins, R. M., Meakim, C., Franklin, A. E., Gloe, D., Boese, T., Decker, S., Lioce, L., & 
Borum, J. C. (2013, June). Standards of Best Practice: Simulation Standard VII: Participant Assessment 
and Evaluation. Clinical Simulation in Nursing, 9(6S), S30-S32. 
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Addendum A 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 
Technological 
simulation levels Level 0 Level 1 Level 2 


 
Level 3 Level 4 Level 5 


Simulation 
Technique 


Written 
simulations 
includes pen and 
paper simulations 
or "Patient 
Management 
Problems" and 
latent images 


3-D models 
which can be a 
basic 
mannequin, low 
fidelity 
simulation 
models, or part-
task simulators 


Screen-based 
simulators. Computer 
simulation, simulation 
software, videos, DVDs, 
or Virtual Reality (VR) 
and surgical simulators. 


Standardized 
patients. Real or 
simulated 
patients (trained 
actors), role 
play. 


Intermediate 
fidelity patient 
simulators. 
Computer 
controlled 
programmable 
full body size 
patient 
simulators not 
fully interactive. 


Interactive patient 
simulators or computer 
controlled model driven 
patient simulators, also 
known as high fidelity 
simulation problems. 


Mode of delivery 
 


Usually student 
led 


Student or 
trainer led 


Student or trainer led Student or 
trainer led 


Preferably 
trainer led 


Preferably student led 


Type Skills addressed 
 


Passive Cognitive Psychomotor Interactive Cognitive Psychomotor, 
cognitive, and 
interpersonal 


Partly interactive 
psychomotor, 
cognitive, and 
interpersonal 


Interactive psychomotor, 
cognitive, and 
interpersonal 


Type Skills addressed 
 


Classroom Clinical skills 
room or 
classroom 


Multimedia/Computer 
laboratory or classroom 


Depends on the 
scenario 
requirements 


Clinical skills 
room or 
simulation 
center realistic 
setting 
(simulated 
theatre, ICU, 
A&E or ward 


Simulation center with 
realistic setting 
(simulated theatre, ICU, 
A&E or ward) usually set 
up with audio and video 
recording equipment 


Typical use 
 


Patient 
management 
problems. 
Diagnosis mainly 
for assessment 


Demonstration 
and practice of 
skills 


Cognitive skills Clinical 
management. 
Sometimes 
interpersonal skills 
(software allowing for a 
team to interact over 
networked computers) 


Same as Level 2 
plus patient 
physical 
assessment, 
diagnostic, or 
management 
problems 
Interpersonal 
skills 


Same as Level 3 
plus procedural 
skills. Full-scale 
simulation 
training 
sometimes used 
for 
demonstrations 


Same as Level 4 


Disadvantages 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Unrealistic 
feedback cannot 
be given 
instantaneously 
after the exercise 


Limited range 
of training 
functions. No or 
little 
interactivity 


Unrealistic setting. 
Students and trainers 
have to be familiar with 
the 
software/equipment. 
Software has to be kept 
up to date with the 
relevant medical 
regulations/procedures 
VR sometimes requires 
very high computational 
power 


For small groups 
of students only. 
Patients have to 
be trained and 
briefed. 
Inconvenient if 
the exercise has 
to be repeated 
many times. Not 
valid for any 
invasive practice 
unless used in 
conjunction with 
a part-task 
trainer 


May require 
programming of 
scenarios. 
Several trainers 
required for a 
relatively small 
group of 
students. 
Trainers have to 
be familiar with 
the equipment. 
Requires an 
emulated patient 
monitor for most 
parameters. 


Cost (mannequin and 
facility). Several trainers 
required for a relatively 
small group of students. 
Trainers have to be 
familiar with the 
equipment. Not very 
portable. 


Advantages 
 
 
 
 
 


Low cost (no 
special 
equipment 
required in most 
cases). One 
academic may be 
sufficient for a 
large number of 
students 


Equipment 
relatively 
mobile and 
always 
available. One 
academic may 
be sufficient for 
a class of 
students 
working on the 
same skill. 
Spares patient 
discomfort 


Relatively low cost, 
except for VR. One 
academic may be 
sufficient for a large 
number of students. 
Students can use it on 
their own (self-learning). 
Software often provides 
feedback on 
performance 


Can be very 
realistic. A must 
for 
communication 
skills and patient 
history taking. 
Allows for truly 
multi-
professional 
training 


Provides a fairly 
realistic 
experience. Can 
be used to apply 
a broad range of 
skills. Students' 
performance 
sometimes 
recorded. Allows 
for truly multi-
professional 
training. Usually 
portable 


Realistic experience. Can 
apply a broad range of 
skills. Students' 
performance recorded for 
debriefing. Allows multi-
professional training. Can 
be used with real clinical 
monitoring equipment 







A Typology of Educationally Focused Medical Simulation Tools: Gillaume Aliner, Medical Teacher, 
2007, 29: e243- e250 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







 
How merging 
problem-based 
learning and 
simulation matches 
learning outcomes. PBL Simulation 


Achievable Learning 
Outcomes 


 Trigger presented 
stimulates discussion 
to frame the problem.                           
Learner-directed 
knowledge inventory. 


Shared, realistic, active 
participation in a critical 
patient care situation in a 
safe environment. 
Generates contextual 
constructivist learning. 
Physical and psychological 
safety. 


Manage clinical nursing 
situations.                                     
Apply knowledge in 
response to trigger.                                  
Anticipate and use 
technical equipment.                   
Acknowledge the 
extent of student's own 
abilities to manage the 
problem. 


 IT-equipped tutorial 
room.                      
Tutor guidance. 
Resource people: 
expert clinical nurses, 
allied health care 
professionals.           
Online material: 
library, databases, 
Web, DVD. Librarian 
support. 


Clinical skills simulation 
center 
(CSSC)─multipurpose 
facility. Resource people: 
role players, actors, AV and 
IT technicians and CSSC 
staff. Mid- to high-fidelity 
manikins. A talkback 
facility. A return video & 
audio circuit. Patient 
biometrics analysis. Patient 
documentation. Digital 
Archive System. 


Demonstrate the ability 
to conduct a nursing 
systematic patient 
assessment. Recognize, 
interpret and respond 
to alteration in patient 
status. 


 Dialogue and debate, 
sharing and integrating 
information. 
Knowledge discovery. 
Problem solving.              
Critical and creative 
thinking. Clinical 
reasoning. 
Transforming 
knowledge. 
Documenting problem 
log. Teamwork. 


Students adapt their 
learning process based on 
discoveries from the real 
environment.                
Choose and prioritize 
activities to inform 
decision making.                                 
Skills execution in a 
realistic environment. 


Demonstrate ability to 
conduct systematic 
patient assessment. 
Communicate and 
perform professionally. 
Recognize, interpret, 
and respond to 
alterations in patient 
status. Make informed 
clinical decisions. 
Manage clinical 
situations. 


Merging Problem Based Learning and Simulation as an Innovative Pedagogy, Clinical Simulation in 
Nursing, ppe141 – e148, Vol 7, Issue 4 


 







 
 
Fidelity Elements in Simulation: A Typology  
Description Definition 


Partial tast trainers (simulators ─ low tech) 


Basic models or manikins used 
for the development of simple 
techniques and procedures 
e.g. a birthing pelvis. 


Peer to peer learning 


Collaboration between peers 
for the development of skills 
e.g. abdominal assessment 


Screen-based computer simulators 


Computer based programs for 
the development of 
knowledge and critical 
thinking skills e.g. advanced 
life support. 


Virtual reality 


A combination of computer-
generated images with 
auditory, tactile and visual 
trainers e.g. surgical skills. 


Haptic systems 


A combination of real-world 
and virtual reality exercises 
which enables the device or 
procedure to be 'touched' and 
'felt' and for practitioners 
performance to be tracked. 


Standardized patients Role-playing of a case study 
using students or actresses in 
a realistic and consistent 
approach. 


Full-scale simulation (medium to high fidelity) Full body computerized 
manikins programmed to 
provide physiologic responses 
to practitioner actions e.g. full 
body obstetric birthing 
simulators. 


Simulation Based on Learning in Midwifery Education: A Systematic Review, S Cooper et al. 


 


 


 


 







 


Comparison of 
Select Features 
of Standard And 
Portable Acute 
Care Simulation 
 


Standard 
Simulation Off-site On-site (In Situ) 


Mobile (Including 
Progressive) 


Education     


Location 


Simulation Center Nonclinical setting 
(e.g., conference 
space) 


Live clinical 
environment 


Transitive settings 
(e.g., medical clinic to 
ambulance to ED 


Accessibility for 
learners 


Scheduled events Scheduled events Impromptu or 
scheduled 


Impromptu or 
scheduled 


Interdisciplinary 
training Limited (scheduling) Session-dependent Session-dependent Integral 
Continuity of 
care     
Multi-
department/mult
i-facility learning Facility-dependent Possible Possible Integral 
 Prolonged 
scenario Possible Possible Possible (often limited) Possible (often limited) 
 Opportunity for 
didactic/ debrief 
component Session-dependent Session-dependent 


Limited (time, AV, 
equipment) 


Limited (time, AV, 
equipment) 


AV support Facility-dependent Location-dependent Limited   Limited   


Session finding 
source 


Direct 
(learner/departmen
t) 


Direct 
(learner/departmen
t) 


Indirect 
(department/institutio
n)  


Indirect 
(department/institutio
n) 


Costs (including 
infrastructure) Center-dependent Session-dependent Session-dependent Session-dependent 
 Staff clinical 
release Required Required Institution-dependent Institution-dependent 
 Supplies + 
equipment Provided by center Provided for session 


Existing on-site 
materials 


Existing on-site 
materials 


Research     
Primary 
methodological 
benefit 


Improved control 
over 
SIM/environment 


Improved access to 
specific subject 
cohorts 


Live clinical 
environment 


Live clinical 
environment 


Potential 
challenges 


Subject scheduling Subject scheduling  Obtaining consent for 
impromptu simulation 


Subject scheduling 


Example Pre- and post-
training assessment 
of ACLS skills and 
teamwork behavior 
retention via 
detailed 
observational study 
of resident 
physician trainees 


Difficult airway 
simulation scenario 
performance 
comparison across 
large cohort of 
physicians with 
similar backgrounds 
at a national 
conference 


Quality management 
study to assess 
resuscitation team 
response to simulation 
patient cardiac arrest 
on medical floor 


Assessment of CPR 
care delivery during 
unstable out-of-
hospital patient 
transport simulation 


Portable Acute Care Simulation: Kobyashi et al 
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March 27, 2015 


CERTIFIED MAIL 
Return Receipt Requested 


 
Frank Salvatore, MBA, RRT, President 
American Association for Respiratory Care 
9425 N MacArthur Blvd, Ste 100 
Irving, TX  75063 
 
Dear Mr. Salvatore, 
 
The Commission on Accreditation for Respiratory Care (CoARC) is proposing the Accreditation 
Standards for Degree Advancement Programs in Respiratory Care. 
 
In accordance with Article 2.05.01 of its Bylaws, CoARC approved the Accreditation Standards 
for Degree Advancement Programs in Respiratory Care by majority vote of the Board of 
Commissioners at its March 2015 meeting.  With this letter and attachments, CoARC is 
presenting the Standards to each of its collaborating organizations.  The attachment is a clean 
copy of the Standards, if all proposed changes are approved and endorsed. 
 
Your organization may respond with one of the following options: 
 


1. Provide written consent to the proposed Standards, or 
2. Provide written objection to the proposed Standards, or 
3. Not provide written consent or objection to the proposed Standards within 60 days of 


your receipt of this letter, which will constitute consent to the proposed Standards. 
 
In the event that all four collaborating organizations choose options #1 and/or #3, the proposed 
Standards will thereby be approved and adopted. 
 
Please feel free to contact myself (ryekathyj@uams.edu) or the Executive Director, Dr. Tom 
Smalling (tom@coarc.com), if there are any questions. 
 
Sincerely,   


 
 
Kathy Jones-Boggs Rye, EdD, RRT 
President 
 
Cc: Robert DeLorme, EdS, RRT-NPS, AARC Representative 
 Diane Flatland, MS, RRT-NPS, CPFT, AARC Representative 
 Thomas Hill, PhD, RRT, FAARC, AARC Representative 
 Pat Munzer, DHSc, RRT, FAARC, AARC Representative 
 Gary White, MEd, RRT, RPFT, AARC Representative 
 Tom Kallstrom, MBA, RRT, FAARC, AARC Executive Director 








American Association for 
Respiratory Care 
Board of Directors 


December 8, 2014 – Las Vegas, Nevada 
 


International Council for Respiratory Care 
Fundamental Respiratory Care Support (FRCS) 


 
Presented by:  Jerome M. Sullivan, PhD, RRT, FAARC 


President, ICRC 
                     Hassan S. Alorainy, BsRC, RRT, FAARC 


                 Executive Committee, ICRC 
 







Fundamental Respiratory Care 
Support Course (FRCS) 


 What is it? A six-day generic RC 
course for implementation 
outside of the USA for health 
care providers not experienced in 
RC as practiced in N. America 


 Basic - 3 days 
 Advanced – 3 days 







FRCS – What Is It? 


  Offered under the auspices of & 
with copyright protection for 
ICRC & the AARC. 


 
 Course consisting of lecture 


demonstrations, case studies,& 
practice Skill Stations & designed 
to enhance care of RC patients 
around the world.  
 







 







FRCS – What Is It? 


 Designed to provide some 
fundamental knowledge & skill 
level – not comprehensive 


 Provides Certificate of 
Completion - not competency 


 ICRC/AARC nor FRCS instructors 
certify any level of knowledge or 
skill  







FRCS – Why Do It? 
 Concept 1st initiated by ICRC 


Governors @ International 
Strategic Planning session – 
Dallas 2004 


 Governors recognize AARC as the 
global gold standard for 
respiratory therapy practice 


 ICRC looking to AARC for 
leadership on project - 10 years 







FRCS – Why Do It? 


 Generic & modular design 
important for portability & 
economics 


 Specific programs developed for 
single country – subset of a 
larger effort & by nature have 
limited focus  







FRCS – Why Do It? 


 There is potential competition 
out & about 


 ICRC approached multiple times 
to develop such a 
course/training program 


 Companies/manufacturers, 
universities & proprietary private 
schools 
 







FRCS – Target Audience 


 Will mirror development as 
witnessed in USA 


 Inhalation Therapy 1st provided 
over & above by physicians & 
nurses with specific knowledge & 
training 


 RC developed as separate 
profession as a result  







FRCS – Target Audience 
 Intended for health care 


providers outside of US not 
experienced in RC as provided in 
N. America 


 Physicians     Nurses  
 EMT’s             PA’s 
 Residents       LTC Staff 
 Clinical Engineers  
 RC Staff/Students 


 
 







FRCS – Target Audience 


 Admission to FRCS  may require 
additional prerequisites: 
 


 Selected AARC CPG’s 
 


 ? Registry Prep Modules   







FRCS – 2nd Generation Courses 


 Course participant can become 
Certified FRCS Instructor 


 Complete FRCS Course & 
complete “Train the Trainer” 
requirements 


 Example - Medical Director as 
Certified FRCS Instructor can 
offer course for staff 
 







FRCS – Curriculum Outline 
Basic 


    Practical Respiratory Assessment 
    Airway Management 
    Common Cardiorespiratory disorders 
    Chronic Obstructive Pulmonary Disease &            


Asthma 
    Common Respiratory Care Equipment and Supplies 
    Oxygen Therapy 
    Bronchial Hygiene & Lung Expansion Therapy 


 







FRCS – Curriculum Outline 
Basic 


  Aerosol and Humidity Therapy 
  Drugs used in Respiratory Care 
  Preoperative Respiratory Care 
  Blood Gases & Oxygenation Levels 
  Basic Pulmonary Function Testing 
  Pulmonary Rehabilitation and Home Care 
  Infection Control procedures in Respiratory Care 
  Smoking/Tobacco Cessation 


 







FRCS – Curriculum Outline 
Advanced 


  Advanced Respiratory Assessment 
  Common Cardiopulmonary disorders in acute 


Respiratory  Care 
  Intensive Respiratory Care of Adults/Children 
  Intensive Respiratory Care of Neonates 
  Respiratory Care of post-surgical patients 
  Mechanical Ventilation 
  Weaning from Mechanical Ventilation 
  Patient Monitoring and wave form analysis 


 







FRCS – Curriculum Outline 


  Inter/ Intra-hospital transport of Critically ill 
patients 


  COPD/Asthma Education 
  New Therapeutic/ Diagnostic Gases 
  Thoracic Imaging 
  Advanced Pulmonary Function Testing 
  Sleep disorders 
  Hyperbaric Oxygen Therapy and Bronchoscopy 
  Ethical issues in Respiratory Care 
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DRAFT: NAMDRC Home Oxygen Reform Strategy Roadmap 
 


Submitted by: Kent L Christopher, MD, RRT, FCCP, FAARC 
And 


Anne Marie Hummel, Director, Regulatory Affairs, AARC 
 


In 1986 Thomas L. Petty, MD invited eight experts in long-term oxygen therapy (LTOT) 


to participate in a consensus conference to address “Problems in Prescribing and Supplying 


Oxygen for Medicare Patients”1.  Six consensus conferences were convened over 19 years to 


address home oxygen therapy1-6.  The last consensus conference in 20056 was co-chaired by 


Thomas L. Petty, MD and Dennis E. Doherty, MD, and 95 individuals collaborated in 


identifying problems and presenting recommendations.  Insight was gained during that span 


of time; some issues were resolved, while others persist.  A more recent review in 2011 


presented an updated status on home LTOT7.  Lingering problems and new issues prompted 


identification of home oxygen reform as a topic for presentation and attendee discussion 


during the two-day 2013 Pulmonary Medicine Health Policy Summit organized by the 


National Association for Medical Direction of Respiratory Care (NAMDRC) in cooperation with 


all other major pulmonary societies.  The Pulmonary Medicine Summit Task Force discussed 


home oxygen reform at length the following day.  A subcommittee chaired by Dr. Christopher 


comprised of Task Force volunteers was created to provide further input for a prior draft of 


the Home Oxygen Reform Strategy Roadmap. The present document has been updated by 


Dr. Christopher and Anne Marie Hummel to February, 2015 as a consideration for the AARC 


Board of Directors and Executive Office to consider as a “living document” that can be 


systematically addressed, considered as a home oxygen roadmap for initiating change, and 


periodically updated to meet the needs of patients requiring home oxygen therapy. 


There are two components of the proposed reform.  The first is effecting change in the 


present reimbursement structure for supplying home oxygen through the present durable 


medical equipment (DME). The second identifies need for change in the both the 


reimbursement and clinical approach to management of patients requiring home oxygen 


therapy. That change should have a direct impact upon driving improvement in quality of care 


and appropriately influencing evolving payment structures. For example, a strong clinical 


approach to management of pulmonary patients with chronic hypoxemia could influence 


payment structure by defining quality measures tied to a “Pay for Performance” model. 


Furthermore, by example, improved discharge planning and provision of home/outpatient 
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management of COPD patients with hypoxemia could potentially reduce early readmission 


and imposed regulatory payment penalties. Positions on policy that are based upon a strong 


clinical foundation lend themselves to legislative and/or regulatory solutions. Both DME and 


clinical provider reimbursement reforms are inherently entwined, and improvement in one 


must be paralleled by progress in the other in order to achieve both clinically and cost 


effective disease management of the hypoxemic pulmonary patient requiring home 


supplemental oxygen.  For the purpose of constructing the strategy roadmap, the two reform 


components will be addressed separately.   


 


Reform of the Oxygen Durable Medical Equipment Reimbursement 


Structure  


 
Overview of the Present Statutory and Regulatory Reimbursement Structure 


Oxygen is a drug that must be prescribed by an individual licensed to practice 


medicine in the governing state.  As with a number of other drugs, a delivery device is 


required for administration (e.g., similar to metered dose inhaler, dry powder inhaler, insulin 


pen device).  


Documentation of medical necessity for reimbursement is an additional and separate 


process. The Centers for Medicaid and Medicare Services (CMS) and its contractors are 


responsible for reimbursement for supplying oxygen to its beneficiaries; most other payors 


follow CMS policy. Certainly not all patients on home oxygen therapy are Medicare 


beneficiaries. However, any changes in CMS policy invariably are of interest to other payors.  


Home oxygen is considered medically necessary only for patients with significant 


hypoxemia who meet certain medical requirements, laboratory evidence and health 


conditions specified in national and local coverage policies. Figure 1 is a reproduction of the 


present two-sided (A and B) CMS Certificate of Medical Necessity8 (CMN).  Once properly 


reviewed, signed and dated by the treating physician, the CMN constitutes a nationally 


binding “order” for oxygen, equipment and supplies, rather than the required state sanctioned 


prescription. Unlike most other drugs prescribed by the physician, oxygen is not paid under 


the Medicare Prescription Drug (Part D) benefit, but statutorily covered under the Durable 


Medical Equipment (DME) provision.  Home care providers (DME suppliers) receive payment 
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following CMS contractor approval of submitted documentation of medical necessity and 


continued compliance with CMS policy.   


The CMN is a critical document within the reimbursement structure. Section A 


addresses supplier, physician and non-clinical patient information.  Clinical information 


(Section B) must be completed by the treating physician, a non-physician clinician or a 


physician employee. The CMS policy identified in the National Coverage Determinations 


(NCD) Manual9 states “The attending physician specifies the type of oxygen delivery system 


to be used (i.e., gas, liquid, or concentrator) by signing the completed form CMS-484.” 


Though there is no provision for dedicated space for this order entry in Section B, it may be 


specified by the physician in Section C, which is typically completed by the supplier and 


covers equipment description, cost, and what is vaguely described as “all options”. However, 


CMS’ NCD policy specifically states that the physician may enter additional orders in Section 


C, specifying “…means of oxygen delivery…”, which could include specific DME devices and 


accessories. Section C physician order entry may also include “…specifics of varying flow 


rates and/or the noncontinuous use of oxygen, as appropriate.” Unfortunately, medically 


necessary ordering information that may be added to Section C by the physician would be 


more appropriately identified in Section B, where dedicated space for these entries is not 


available. Supplementing the CMN is the CMS Medicare Claims Processing Manual10.  


Regarding “Oxygen Delivery or Supplies Prescribed” as part of the review of oxygen 


certifications, Chapter 20 documents that “…If the treating physician has specified the oxygen 


equipment to be supplied, contractors ensure that the equipment furnished is consistent with 


that prescribed.”  


In Section D of the CMN the following physician attestation must be signed and dated: 


“I certify that I am the treating physician identified in Section A of this form.  I have received 


Sections A, B and C of the Certificate of Medical Necessity (including changes for items 


ordered).  Any statement on my letterhead attached hereto, has been reviewed and signed 


by me.  I certify that the medical necessity information in Section B is true, accurate and 


complete, to the best of my knowledge, and I understand that any falsification, omission, or 


concealment of material fact in that section may subject me to civil or criminal liability.” 


The CMS instructions for completion on the reverse side of the single page CMN 


(Figure 1B) are more direct, stating that signature certifies that “…the answers in Section B 


are correct…”   Instructions covering Section C state that the physician‘s signature certifies 


“…the items ordered are medically necessary for this patient.” Though treating physicians are 
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required to be familiar with an ever-increasing amount of CMS regulatory information 


including that which applies to DME provisions, the fact of the matter is that CMS Instructions 


on the CMN form are highly relied upon by treating physicians. However, these instructions 


are superficial and misleading in that physicians are not informed that they can write specific 


orders in Section C such as noted above.  Even after following provided CMN instructions, 


physicians may assume that the boxed categories in Section B reflect the limits of their input 


into orders on the CMN form. In fact, Section C instructions state “(To be completed by the 


supplier)”.     


In addition to CMS’ NCD and Claims Processing Manuals, there are Local Coverage 


Determinations (LCDs) for oxygen and oxygen equipment published by each of the four 


regional Durable Medical Equipment Contractors (DME MACs).  These LCDs, which are 


uniform in their policies, define in greater detail coverage and reimbursement requirements 


for home oxygen therapy specified in national policy; however, the LCDs may not contradict 


or add additional requirements that are not specified in the NCD. These LCDs are periodically 


revised, and additional updates to determination requirements may be published from time to 


time.  The current active LCDs on oxygen were revised effective January 1, 2014. For 


purposes of citing LCD policies elsewhere in this document, only one11 recent document will 


be will be used for reference purposes.    


It is essential that CMS reimbursement requirements (including the CMN content and 


companion physician attestation) are up-to-date and accurately reflect current home oxygen 


technology and clinical practice.  CMS and contractors must be prepared to make revisions 


as home oxygen therapy evolves.  Both the current CMS reimbursement requirements and 


the CMN document with attestation are out of date and do not reflect current technologies or 


the standards of care.  The following discussion and recommendations should serve as an 


outline offering justification and potential pathways for key reimbursement structure revisions.  
 
Problems with Reimbursement Primarily Based Upon Continuous “LPM” Flow  


A major problem is that the primary determinant of reimbursement amount is the 


oxygen continuous flow (CF) liter per minute (L/min) ordered by the physician.  Because of 


outdated statutory requirements, CMS uses LPM, which is identical to the accepted medical 


use of L/min. Lower payments are allowed when the CF is < 1 L/min, and additional payment 


may apply for a CF of > 4 L/min.  It is unlikely that significant Medicare dollars have been 


saved with the lower flow, as it is infrequently ordered.  Most beneficiaries ordered to receive 







 5 


> 4 L/min also require a portable source.  Therefore, significant extra Medicare costs based 


upon ordered “LPM” have probably not been incurred, because the higher payment category 


does not apply when a portable system has been ordered12.  However, there is a cost to 


implementing and monitoring this outdated, archaic payment system. 


There are valid and compelling reasons why the present payment structure should be 


revised. For the CMN form to be properly completed, and for the beneficiary to receive 


medically necessary supplemental home oxygen on a timely basis, the treating physician is 


obligated to order a CF setting in LPM (L/min), and must attest that the CMN form is correctly 


completed, thus certifying that supplemental home oxygen will be administered using CF.  


Unfortunately, technology changes have surpassed this outdated reimbursement 


structure and companion CMN documentation.  Rather than CF, most portable systems 


deliver intermittent flow (IF) to conserve oxygen by restricting delivery to inspiration.  As a 


result, beneficiaries may benefit from a more lightweight, longer duration source.   A few 


portable systems are capable of delivering either intermittent or continuous flow (within a 


limited range).  For example, only 9 of 15 (60%) of the most popular commercially available 


portable oxygen concentrators (POCs) offer CF in addition to IF13.  Due to the identified 


potential mobility benefits, delivery by IF is generally preferred for all types of portable oxygen 


systems unless only CF meets the individual’s oxygen saturation requirements.  Some POCs 


may also be able serve as a stationary source during sleep, but safety and efficacy for all 


commercially available POCs for general use during sleep has yet to be established.   


The IF controllers used with portable compressed gas cylinders, liquid reservoirs and 


POCs have different principles of operation and proprietary designs.  Furthermore, individual 


patients with a variety of severe lung diseases often have different breathing characteristics, 


particularly during various levels of activity that influence the quantity of oxygen delivered to 


the lungs.  Measured pulse oxygen saturation (SpO2) is the best practical determinant of 


adequacy of supplemental oxygen delivery for both IF and CF. However, predictability of both 


adequacy and reproducibility of oxygenation with a given IF device is very likely to be less 


than with a CF device that is supplied with a calibrated L/min flow meter due to the more 


complex dynamics of IF device and patient interaction.  Arbitrary terminology (e.g., setting of 


“1”) for a particular IF device does not reflect a standardized LPM delivery.  
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Recommendation 1. 
The CMS reimbursement structure should not be based upon the requirement for a 


continuous oxygen flow rate (LPM).  This change would require amending Title XVIII of the 


Social Security Act. 


 


Recommendation 2. 
The treating physician must not be required to attest that the patient is ordered to receive a 


continuous flow delivery in LPM when an intermittent flow device is ordered.  


 


Documentation of Hypoxemia for Supplemental Home Oxygen 
There is a scientific foundation14 for the present CMS requirements for arterial room air 


blood gas documentation of an arterial oxygen partial pressure (PaO2) of < 55 mm Hg (Group 


I) and Group II with a PaO2 of 56-59 mm Hg and objective evidence of one or more sequellae 


of hypoxemia (CMN Section B 7., 8., and 9.).  As illustrated in Table 1, oxygen saturation of < 


88% reasonably correlates with a PaO2 of < 55 mm Hg in the presence of a normal position 


of the oxyhemoglobin dissociation curve15.  In view of the state-of-the-art of pulse oximetry 


and need to prevent unnecessary access barriers to supplemental home oxygen, 


measurement of pulse oxygen saturation (SpO2) appropriately qualifies as an alternative to 


arterial blood gas measurement for hypoxemia documentation for testing during rest, 


exercise and sleep.  However, it is not clear that a PaO2 in the range of 56 - 59 mm Hg 


(Group 2) would yield an oxygen saturation of exactly 89%.  It would seem reasonable to 


modify the requirement to require an expected oxygen saturation range of 89-90% with a 


PaO2 of 56-59 mm Hg as reflected by the normally positioned oxyhemoglobin dissociation 


curve15 as illustrated in Table 1.  


Scientific foundations for Group III are not well established in that beneficiaries need 


not be hypoxemic to be considered for coverage qualification.  Group III requires a PaO2 > 60 


mm Hg or an arterial oxygen saturation > 90% with a “rebuttable assumption of non-coverage” 


requiring review of substantial additional documentation by the contractor’s medical director.  


Thus, both Groups II and III overlap with regards to oxygen saturation criteria of 90%. These 


issues may cause confusion in qualification during Initial, Recertification and Revised 


Certification requirements. A PaO2 of 60 mm Hg correlates15 with a SpO2 of 91% (Table 1).  
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Recommendation 3. 
CMS policy and the CMN for Group II should be modified to require a room air oxygen 


saturation range of 89-90%, which correlates with a PaO2 of 56-59 mm Hg on the normally 


positioned oxyhemoglobin dissociation curve.  


 


Recommendation 4. 
CMS policy and the CMN for Group III should be modified to require a room air oxygen 


saturation of > 91%, which correlates with a PaO2 of > 60 mm Hg on the normally positioned 


oxyhemoglobin dissociation curve. 


 


Reimbursement Structure based Upon Classification by Clinical Need  
Since the inception of Medicare DME coverage for home oxygen, it has been apparent 


that beneficiaries that are medically able to do so are mobile within the home, but may also 


require periodic mobility outside their home and property boundaries.  A level of mobility 


appropriate for the capability of the beneficiary is medically necessary to optimize disease 


management and health maintenance. Payment should not be conditioned upon the current 


NCD9, CMN8 and LCDs11 that cover a portable oxygen system only if the beneficiary is “… 


mobile within the home.”   


Rather than having outdated CF LPM as the primary determinant for payment, and 


coverage limited to mobility within the home, it makes more sense to have coverage and 


payment tied to a classification based upon clinical needs. This would be appropriate for the 


physician to determine. The precedent for the supply of specific equipment ordered by the 


physician has been established and is enforced10.  The following four categories serve as an 


example for a physician-ordered equipment classification based upon medical necessity that 


could be used for CMS to establish an appropriate reimbursement amount: 


 


Category 1 (Stationary).  Clinical indication: Use limited to nocturnal only, or clinically 


moribund, bed bound, or activities limited to less than a 50-ft. radius. 


Example: Stationary concentrator with 50-ft. oxygen hose and a compressed gas cylinder for 


emergency backup (stationary device failure, power outage). 
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Category 2 (Transportable).  Limited/occasional mobility outside of a 50-ft. radius (e.g., 


medical appointments, religious services, family visits). 


Example: Stationary concentrator with 50-ft. oxygen hose, plus as needed supply of 


compressed gas cylinders (e.g., E-cylinder on wheeled cart).  A compressed gas cylinder 


also serves as emergency backup. 


 


Category 3 (Ambulatory).  Support for frequent high ambulation for exercise/exertion only, or 


continuous use also including need for frequent high ambulation.  


Example: “Ambulatory delivery system” is defined as a small device that is “portable” in that, 


unlike use of the large, heavy and awkward transportable system, the beneficiary is able to 


move about more freely by carrying or rolling the lightweight unit on wheels without 


assistance and with enough ease to perform the medically required exercise/exertion for the 


required duration.  


For exercise/exertion only, delivery can be with a POC or either a compressed gas or 


liquid portable system periodically transfilled by the patient from its respective concentrator or 


liquid reservoir.   The least preferred method of a recurring supply of portable compressed 


gas cylinders is reliant upon scheduled DME deliveries.  


When continuous delivery is required, a transfilling concentrator or, alternatively a 


transfilling liquid reservoir is supplied as the stationary source and used by the patient to 


transfill the respective compressed gas liquid portable unit.  As another option, a POC and a 


stationary concentrator can be used. With continuous use, the POC or transfilled portable 


device serves as emergency backup for stationary device failure. The individual POC should 


only be routinely utilized as a stationary source if it has appropriate alarms and is FDA 


cleared for use during sleep. If the POC is also relied upon as the stationary source, a 


compressed gas cylinder (e.g., E-cylinder on wheeled cart) should serve as emergency 


backup for device failure or power outage. 


 


Category 4 (Catastrophic Needs: Refractory Hypoxemia). Though the exact number is 


unknown, there are a small number of beneficiaries with certain very severe cardiopulmonary 


diseases (e.g., interstitial lung disease, pulmonary hypertension, bullous emphysema) that 


cause profound hypoxemia that is refractory to correction with the commonly supplied oxygen 


DME. In these very severe conditions, hypoxemia is typically not corrected by IF.  Most 


importantly, it is often uncorrected with maximum CF rates available in most devices. High 
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continuous flows out of the range of commonly supplied oxygen equipment may be required 


in spite of use of oxygen conserver accessories such as transtracheal catheters, nasal 


reservoir or pendant reservoir devices.  Those accessories are bundled in CMS 


reimbursement.  Oxygen saturation drops precipitously during exertion in these individuals. In 


addition to exceptionally high flow stationary units, high flow units providing a reasonably long 


duration are needed for mobility outside the home for essential needs (e.g., medical visits).  


Clinical experience has shown that beneficiary oxygen saturation needs may require 


large stationary liquid systems equipped with specialized flow meters capable of 8 to even 15 


L/min.  On occasion, two liquid reservoirs in tandem are necessary. Patients may require the 


largest available transfillable liquid reservoirs that are also equipped with specialized high 


capacity flow meters. Liquid has been used because of its ability to meet very high flow 


demands with the longest duration of the transfillable source to facilitate access to medical 


care. Frequent liquid delivery is required.  


Technology has advanced with the capability of up to 8-10 L/min with a limited number 


of specially manufactured stationary concentrator models.  For some beneficiaries, two 


stationary concentrators in tandem may be required for higher flows. However, additional use 


of high flow capacity portable units with reasonable duration for access to medical care is still 


medically necessary. Consequently, even with a high flow stationary concentrator, the 


addition of a transfilling concentrator (which is limited in concurrent flow delivery capacity 


during filling) would be necessary to provide large transfillable high CF compressed gas 


cylinders.  Frequent monitoring of concentrator performance is required when it is constantly 


used at maximal capacity.  Since profound hypoxemia with DME failure may have dire 


consequences, prompt and reliable supplier service is required. 


 It is still stressed that the LPM requirement is not appropriate as the primary 


determinant of payment for oxygen DME.  Category 4 is separate and distinct from 1-3 not 


only because of the limited number of beneficiaries affected but also because of exceptional 


needs for equipment and services to address the medical necessity of correction of 


hypoxemia refractory to conventional DME provision. These patients are essentially in a 


“catastrophic category”. There is precedent for CMS to make reimbursement allowances as 


noted by the “Catastrophic Coverage” category for the Medicare Prescription Drug (Part D) 


benefit. 


Example: Liquid oxygen stationary reservoir, either single or two in tandem with specialized 


flow meter that is capable of delivering 8 -15 L/min. One or two large transfillable liquid 
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reservoirs with specialized high capacity flow meter. Frequent liquid deliveries required due to 


high levels of use.  


Alternatively, one or two stationary concentrators in tandem capable of 8-10 L/min flow. 


Additionally, large high flow transfillable liquid or compressed gas cylinders from an 


appropriate transfilling system that may (liquid reservoir) or may not (usual transfilling 


concentrator) concurrently meet stationary oxygenation requirements. Periodic delivery of an 


adequate supply of transportable, high CF compressed gas cylinders is an alternative. 


 


Recommendation 5. 
The oxygen equipment coverage and payment structure should be tied to a clinical necessity 


classification as ordered by the treating physician.  This requires changes to Title XVIII of the 


Social Security Act. 


 


Documentation of Adequate Oxygen Saturation Using Ordered Oxygen DME 
Medical necessity for home oxygen should include documentation of both conditions 


under which hypoxemia is present and documentation that the ordered delivery system(s) 


correct the hypoxemia under conditions where it was identified. The present home oxygen 


reimbursement system and related CMN do not adequately document this aspect of medical 


necessity of the DME ordered.  


Except for CMS policy changes regarding qualifying pulse oximetry results identified in 


Recommendations 3 and 4, the testing methods and those authorized to administer testing 


required for PaO2 or SpO2 results for documenting room air hypoxemia during exercise, sleep 


and resting wakefulness are clear. However, the CMN only allows for hypoxemia to be 


documented during one condition (Section B 3.), where data may need to be identified (and 


oxygen ordered) for two conditions (e.g., exercise and sleep).  If hypoxemia is confirmed 


during wakefulness at rest, only one entry would be necessary. The Nocturnal Oxygen 


Therapy Trial14 (NOTT) study design and results demonstrate that continuous oxygen use 


(e.g., during rest, exertion and sleep) is warranted when resting hypoxemia is identified. 


The present CMN does not accommodate space for entry of objective evidence that 


the delivery system(s) ordered for use during identified hypoxemic conditions actually correct 


hypoxemia (e.g. SpO2 results). For example, space for documentation of PaO2 or oxygen 


saturation while receiving supplemental oxygen is only provided in Section B 6. However, 







 11 


because the purpose of the entry is to document qualification for the > 4 LPM payment rate, 


testing must be obtained on 4 LPM, which is lower than the ordered LPM intended to correct 


hypoxemia.  


As previously discussed, the outdated policy of “LPM” does not serve as 


documentation of met need. However, correction of hypoxemia by pulse oximetry 


measurement does. Precedent has been set by the DME MAC LCDs11 to require 


documentation of hypoxemia correction. When oxygen is ordered during exercise only, a 


repeat exercise study must also document that hypoxemia was corrected with the ordered 


supplemental oxygen administration.  The present CMN does not provide space for 


documenting SpO2 results obtained with supplemental oxygen administration per the 


physician order during exercise, during sleep or wakefulness at rest. 


 


Recommendation 6. 
A revised Section B of the CMN should allow for documentation of hypoxemia for up to two 


conditions (among options of rest, exertion, and sleep) for which DME is ordered.  


Documentation of hypoxemia during rest should continue to qualify for continuous oxygen 


use during rest, exercise and sleep. 


 


Recommendation 7. 
Revised NCD and LCD policies and respective Section B of the CMN should require 


documentation (e.g., oxygen saturation by pulse oximetry) that the oxygen ordered (DME 


equipment supplied based upon physician-identified clinical need classification) is medically 


necessary to correct hypoxemia under qualifying conditions (e.g., rest, exercise, sleep).  


 


Documentation of Sufficient Correction of Hypoxemia with Ordered DME   
Present CMS regulations (except as identified in Recommendations 3 and 4) 


adequately define degree of hypoxemia qualifying for DME supplemental oxygen during 


conditions of rest, exercise or sleep.  It is unknown what policy changes, if any, may need to 


be made in the future.  However, the medical community is closely following an ongoing 


multicenter randomized Long-Term Oxygen Treatment Trial (LTOTT) jointly funded by the 


National Institutes of Health, National Heart Blood and Lung Institute (NIH/NHLBI) and CMS.  
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In brief, the primary goal is to evaluate supplemental oxygen for patients with COPD and 


moderate hypoxemia at rest with desaturation only with exercise16.  


Implementation of Recommendation 7 reasonably requires that an outcome measure 


be applied to document sufficient correction of hypoxemia as an indicator of the medical 


necessity for the use of the DME as ordered.  With today’s technology the practical 


conclusion is that an arterial blood gas requirement is impractical for this purpose.  Oxygen 


saturation measurement by pulse oximetry (SpO2) meets clinical care standards for titration 


of oxygen dose using a wide range of oxygen delivery devices, and is allowed by CMS as 


documentation of hypoxemia during rest, exercise and sleep.  


Implementation of Recommendation 7 would require that an adequate level of 


correction of hypoxemia be achieved.  Based upon investigations to date, the NIH/NHLBI 


funded NOTT14 study design and outcomes serve as the best medical guidance for targeted 


level of oxygenation during home supplemental oxygen use.  For both the continuous and 12-


hr. nocturnal supplemental oxygen groups, at 1-month intervals during the first 6 months and 


at 3-month intervals thereafter, arterial blood gases were obtained in that study while patients 


breathed the prescribed oxygen dose. The dose was adjusted if the PaO2 was not within the 


range of 60 – 80 mm Hg14. Participants were enrolled (and tested) at centers with altitudes 


ranging from Denver, CO (5,280 feet) to San Diego (sea level).  As illustrated in Table 1, a 


normally positioned oxyhemoglobin dissociation curve15 confirms that these PaO2 values 


reflect an oxygen saturation ranging from 91 to 96%.  


Another practical factor to take into consideration is the accuracy of SpO2 


measurements using commercially available pulse oximeters in ranges commonly 


encountered in clinical practice.  Overall, the accuracy has been estimated to be 


approximately +2 saturation percentage points (and not +2% of the measured value)17. Thus, 


if an oxygen saturation of 88% qualifies an individual beneficiary for supplemental oxygen 


(Group I), due to the overall accuracy of these clinically acceptable devices, supplemental 


oxygen titration to only 90% runs the risk of essentially leaving hypoxemia uncorrected. This 


example should also be applied to Group II where less severe hypoxemia with sequellae 


meet criteria for supplemental oxygen delivery.  With previously identified oxygen saturations 


of 89 to 90% correlating to a PaO2 of 56-59 mm Hg (Table 1), the minimal SpO2 during 


supplemental oxygen titration should be no less 92% in this patient group to ensure 


hypoxemia is not left untreated. 
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Taking in to consideration established scientific foundation, acceptable variation of 


accuracy of pulse oximeters within + 2 saturation percentage points, and need for a 


consistent recommendation for minimal documentation of adequacy of ordered DME, it would 


seem reasonable to titrate SpO2 to a minimum of 92%.  Based upon a prior landmark study 


methodology14 for supplemental oxygen delivery titration to an upper limit a PaO2 of 80 mm 


Hg, a physician prerogative to order DME titration above 92% and up to a correlating SpO2 of 


96% (Table 1) as calculated by Kellman’s equation15 seems appropriate. 


 


Recommendation 8. 
CSM policy should state that a required documentation for medical necessity for beneficiaries 


in Category I and II is that the ordered oxygen DME achieves adequate improvement in SpO2 


by pulse oximetry obtained during identified hypoxemic conditions (rest, exercise, sleep). 


 


Recommendation 9. 
For beneficiaries qualifying for oxygen DME in Groups I and II, SpO2 titration with the ordered 


DME should be to a minimum of 92%.  


 


Recommendation 10. 
Upon the order of the treating physician, titration of DME oxygen to a specified SpO2 that is 


within the range of 93-96% may be documented in the CMN as qualifying the degree of 


correction of hypoxemia for hypoxemic conditions that is medically necessary. 


 


Requirements for Initial Certification, Recertification and Revised Certifications 


Clinical Presentation 


Home oxygen therapy can ether be administered for a prolonged period of time, often 


lifetime (Long-Term Oxygen Therapy, or LTOT), or a short period of time (Short-term Oxygen 


Therapy, or STOT). With STOT, hypoxemia is usually identified during a hospitalization, and 


supplemental oxygen may not be required after a few months.  Hypoxemia qualifying for 


STOT can occur due to an acute event (ARDS, pneumonia) or can result from an acute event 


superimposed upon an underlying chronic disease (COPD).  Some STOT patients become 


LTOT patients. Medically stable LTOT patients demonstrating hypoxemia while in that stable 


chronic state are often identified while receiving outpatient care.  However, some LTOT 
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patients in a stable chronic state may initially be placed on home oxygen upon discharge 


from hospitalization for an unrelated reason.  In that scenario, chronic hypoxemia was usually 


unrecognized prior to the admission. These clinical presentations must be put in perspective 


of an overview of CMS policy and LCD requirements for Initial Certification, Recertification 


and Revised Certification. 


Overview of Present CMS Regulations 


Initial Certification 


CMS’ definition of “Groups” for the purpose of determining blood gas values (PaO2 and 


SpO2) that are reported on the CMN have been discussed. These tests are one of five criteria 


that must be met in order to qualify for home oxygen therapy.  According to the NCD9, “it is 


expected that virtually all patients who qualify for home oxygen coverage for the first-time 


…have recently been discharged from the hospital…”  That being the case, CMS policy 


requires beneficiaries in Groups I and II “must be tested within two days prior to a hospital 


discharge” with oxygen DME.  For beneficiaries where the initial prescription for oxygen did 


not originate with a hospital stay, the same Groups are required to be tested while in a 


chronic stable state and within thirty days prior to the date of initial certification.  CMS 


national9 and local policies11 define “chronic stable state” as “not during a period of acute 


illness or an exacerbation of their underlying disease.”  Certain health conditions must also 


be met, one of which is that other treatment options such as “medical and physical therapy 


directed at secretions, bronchospasm and infection” have been tried without complete 


success [underscore added] prior to the physician prescribing oxygen therapy.  


The policies further limit initial coverage for beneficiaries in Groups I and II to twelve 


months and three months, respectively, or the physician-specified length of need, whichever 


is shorter.  For both groups, the beneficiary must be seen and evaluated by the treating 


physician within thirty days prior to the date of initial certification if a first claim for home 


oxygen is involved (situation 1) or there has been a break in medical necessity of at least 


sixty days (situation 2).  


Recertification 


Recertification scheduling and documentation requirements depend on the date when 


home oxygen therapy began.  According to requirements detailed in both the DME MAC 


LCDs11 and in CMS’ Claims Processing Manual10, recertification is required twelve months 


after initial certification for Group I (i.e., with the thirteenth month’s claim) and three months 


after initial certification (i.e., the fourth month’s claim) for Group II.  For beneficiaries meeting 
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Group I criteria (likely the largest group of beneficiaries) who had a first-time claim for oxygen 


(situation 1) or a break in medical necessity (situation 2), CMS LCD policy11 states “the most 


recent qualifying blood gas study prior to the 13th month of therapy must be reported on the 


Recertification CMN.”  This requirement implies that the initial qualifying study (PaO2 or 


SpO2) will suffice, if the recertifying physician attests that the patient continues to need 


oxygen DME.  In support of this conclusion, in discussion of the initial CMN in Group I 


beneficiaries, the LCD also states “the blood gas study must be the most recent study 


obtained within thirty days prior to the Initial Date…” 


For beneficiaries in the same situations and initially meeting Group II criteria, the most 


recent qualifying blood gas study that was performed “between the 61st and 90th day” 


following the Initial Certification must be reported on the Recertification CMN. Therefore, test 


results in addition to the initial qualifying study are required.  For both groups, the beneficiary 


must be seen and re-evaluated by the treating physician within ninety days prior to any 


required recertification date.  


Revised Certifications 


A Revised Certification is distinguished from a Recertification and other circumstances 


may trigger a need for a Revised Certification.  Examples of the need for a revised CMN 


occur when 1) the prescribed maximum flow rate changes from certain required categories; 


2) portable oxygen is added subsequent to initial certification of a stationary system; 3) the 


physician wants to extend the certification for oxygen wherein the initial certification specified 


a less than lifetime length of need; or, 4) there is a new treating physician.     


Clinical Concern Regarding Recertification 


Presumably, the purpose of recertification is to discontinue DME oxygen for 


beneficiaries who no longer are in need. There are certainly cost issues involved in supplying 


unnecessary oxygen. Though home oxygen has been demonstrated to improve quality of life 


in patients with chronic hypoxemia due to diseases such as COPD14, the inconvenience, 


lifestyle changes and social stigma encountered with home oxygen use certainly do not 


improve quality of life in those who do not need it.  With regard to recertification, neither CMS 


policy nor LCDs distinguish a patient recently discharged from the hospital (usually not in a 


chronic stable state) from those outpatients with a history of hypoxemia being present while 


in a chronic stable state.  


There is potential benefit in recertifying DME oxygen need in ninety days following 


initiation upon hospital discharge. Hypoxemia due to an acute condition or exacerbation of a 
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chronic condition may have resolved. Some beneficiaries that had hypoxemia in a chronic 


stable state that happened to have it identified during an unrelated hospitalization may still 


qualify at ninety days. (See discussion below.) 


The concern is there is a potential downside to requiring recertification of DME oxygen 


for those in whom it was qualified during a chronic stable state.   There is no proven 


alternative to treatment of hypoxemia other than oxygen for those with severe lung disease in 


a chronic stable state who have been on standard treatment targeted at their underlying 


disease (without more drastic measures such as lung volume reduction or lung transplant).  


Consequently the LCD11 requirement is of little value that states “…Alternative treatment 


measures have been tried or considered and deemed clinically ineffective.”  In contrast, as 


documented by O’Donohue’s investigation18 and his review of supporting data from 


Weitzenblum19, the author appropriately concludes that “…Any recommendation for 


recertification of LTOT must recognize that an increase in PaO2 after three months may be 


due to the beneficial effects of the oxygen therapy and does not provide prima facie 


justification for termination of therapy.” O’Donohue’s data18 showed that 20% of patients 


would no longer qualify for supplemental oxygen after six months of therapy, and his review 


of Weitzenblum’s data19 demonstrated that 25% would no longer qualify after receiving 


supplemental oxygen for one year. The analogy is that one would not consider 


discontinuation of daily insulin administration in established hyperglycemic patients once 


blood glucose was controlled. 


 


Recommendation 11. 
Recertification of oxygen is recommended within ninety days following initial certification that 


occurred subsequent to hospital discharge. 


 


Recommendation 12. 
Any consideration for recertification of LTOT must recognize that an increase in PaO2 or 


correlating SpO2 after three months may be due to the beneficial effects of the oxygen 


therapy and does not provide prima facie justification for termination of therapy. 
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Access to Oxygen Equipment, Accessories and Supply Covered by CMS 
  Recent CMS payment reductions have resulted in some degree of pushback from the 


DME suppliers. Payment reductions have occurred through a 36-momth cap on oxygen 


(Centers for Medicare and Medicaid Pub 100-04 Medicare Claims Processing. Transmittal 


915, Change Request 4392.  Changes in Payment for Oxygen Equipment due to the Deficit 


Reduction Act of 2005.  Effective Date: January 1, 2006.) Similarly, there have been 


voluntary reductions driven by the Competitive Bidding process (74 FR 2873-2881 [CMS-


1561-IFC]. Medicare Program: Changes to the Competitive Acquisition of Certain Durable 


Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS) by Certain Provisions of 


the Medicare Improvements for Patients and Providers Act of 2006(MIPPA).  


There are specific equipment, accessories and bulk oxygen supplies that have been 


authorized as medically necessary and have been reimbursed by CMS over numerous years. 


The medical community understands that the intent is that CMS policy, monitoring by 


contractors and enforcement through the Office of the Inspector General continue to ensure 


access of individual beneficiaries to Medicare covered equipment, accessories and bulk 


oxygen supplies when documented to be medically necessary by the treating physician. 


Some recommendations presented herein for changes in the reimbursement structure might 


very well improve the physician’s ability to optimally document the appropriate specifics of 


medical necessity of home oxygen. The fact of the matter is that there are certain products 


supplied by homecare providers that have a reasonable return on investment, and others that 


do not. This is particularly true with CMS payment reduction programs implemented or in 


process of implementation over recent years. 


 The purpose of this section is to point out clinical concern that individual beneficiaries 


may be losing access to supplier provision of certain oxygen delivery systems, accessories or 


bulk oxygen supply. Two examples will be presented for further consideration by CMS, 


contractors and others. There is no evidence that the medical need no longer exists for these 


examples. 


Liquid Oxygen DME and Supply 


Liquid oxygen has been well accepted and used by beneficiaries for well over three 


decades. It has particularly served the needs of ambulatory patients (now recommended as 


Category 3 clinical need). It is the original transfilling system, and it may be easier to transfill 


a portable reservoir than some concentrator transfilling systems for compressed gas. An 


advantage over compressed gas cylinders is increased duration of portable use due to the 
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compact liquid state of the oxygen.  There are no data that demonstrate that a portable 


oxygen concentrator (POC) with any equivalent size, weight or delivery setting is more 


maneuverable or the oxygen supply lasts significantly longer than a similar liquid reservoir. In 


fact, the opposite may be the case. Though noise is generated during liquid portable 


transfilling process, a POC compressor certainly generates noise during use. As noted in the 


description of recommended Category 4 for exceptional clinical need, liquid systems with flow 


meter modifications have historically performed well where oxygenation is refractory to 


conventional DME. Scheduled liquid oxygen delivery by suppliers is covered in CMS’ 


payment structure, even allowing compensation during the rental period that CMS has 


deemed to cover supply after the rental is capped. Homecare providers would reasonably be 


more inclined to prefer providing a POC or transfilling concentrator system that does not incur 


the additional cost of deliveries. 


 The National Home Oxygen Patients Association (NHOPA) Board of Directors 


expressed concern regarding beneficiary access to liquid oxygen and requested available 


information from CMS databases to review regarding Medicare liquid oxygen payments, 


focusing on HCPCS code E0434 for liquid oxygen. Data were requested for 2008 through 


2011, where response to payment cuts may potentially have impacted supply (and access) 


regarding liquid oxygen DME. For comparison under the same reimbursement reduction 


period, the NHOPA Board of Directors requested corresponding Medicare data for stationary 


concentrators with HCPCS code E1390. The Board of Directors previously authorized 


disclosure of these data in this document. Results are presented in Figures 2A and 2B, 


respectively.  Comparing 2008 to year-end 2011 (most recent data) payment for liquid DME 


decreased from $21.87 M to 9.56 M (56%) compared to a reduction from $1.96 B to $1.36 B 


(31%) for stationary concentrators. 


Transtracheal Oxygen Catheters 


Transtracheal oxygen therapy (TTO) has been provided to beneficiaries for over 25 


years. Transtracheal oxygen catheter replacements have been provided to beneficiaries as 


DME oxygen accessories (HCPCS code A4608) for a similar period.  Two different medical 


procedures for creation of the tracheocutaneous fistula for catheter insertion are covered 


under Medicare reimbursement. The safety and efficacy of TTO has been established20-22 


and a number of benefits over standard nasal cannula use have been demonstrated20-22.  


Patients that have experienced TTO prefer it to the nasal cannula, with rare exception. 


Patients are trained to remove one catheter and then reinsert a second cleaned catheter, 
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usually two times per day. Unlike the nasal cannula, which is a FDA Class I device supplied 


clean and inserted into the nostrils, the transtracheal catheter is FDA cleared as a Class II 


device which meets more rigorous FDA requirements and monitoring. It is supplied sterile 


and is inserted into the trachea.  FDA cleared packaging states that two catheters should be 


replaced every 90 days.  More extended use of the catheter may cause damage to the 


catheter. Stiffness or deformity can result in fistula (tract) injury during attempted insertion by 


the patient, as well as possible loss of the tract, bleeding, chondritis, keloid formation and 


discomfort. 


 Regular replacement of transtracheal catheter accessories is covered under the CMS 


DME payment structure, allowing compensation during the rental period that is deemed to 


cover supply after the rental is capped. Recommended replacement of two catheters every 


ninety days as per FDA cleared packaging has not been a CMS concern. Homecare 


providers would reasonably be more inclined to provide nasal cannula commodity items than 


transtracheal oxygen catheters.  There has been concern about beneficiary access to 


replacement transtracheal oxygen catheters, particularly during evolving periods of CMS 


reimbursement cuts to oxygen DME suppliers. Access to accurate Medicare accessory 


provision data is difficult. There is only one manufacturer of transtracheal oxygen catheters.  


The Board of Directors of NHOPA has asked that company to provide data regarding 


replacement transtracheal catheter DME sales from 2008 through 2014 as this period reflects 


payment reduction changes in CMS reimbursement. The company (Transtracheal Systems, 


Inc., Denver, CO) is privately held and unable to share detailed financial information. 


However, the company did agree to share with the NHOPA Board of Directors the 


percentage of replacement catheter sales for 2009-2014 relative to 2008.  Both the company 


and NHOPA Board of Directors authorized disclosure of these data in this document. Results 


are presented in Figure 2C.  Comparing 2009 through year 2014 to 2008, the percent of DME 


sales of replacement transtracheal catheters decreased in 2014 by 43%. 


For these examples presenting both liquid oxygen DME and transtracheal catheter 


DME accessories, other factors may be responsible for reduced patient utilization.  However, 


vigilant monitoring for reduced access for CMS covered, but higher supplier cost DME, 


accessories and oxygen deliveries should be particularly active in the presence of oxygen 


DME reimbursement reductions. Furthermore, adoption of Recommendation 5, resolution of 


issues previously identified in the CMN format and content, coupled with more clear 


instructions stating that the physician may specifically identify specific types of DME 
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equipment and supplies as medically necessary may collectively help safeguard beneficiary 


access. 


 


Recommendation 13. 
CMS, contractors and the Office of the Inspector General should continue to closely monitor 


oxygen DME, accessory and oxygen supply by DME suppliers, paying particular attention 


where beneficiary access to DME, accessories or oxygen supply may be inappropriately 


limited or unavailable due to higher supplier cost, even though documented to be medically 


necessary.  


 


Changes in the Clinical Approach to Management of Home Oxygen 


Therapy: Implications for Health Care Reform 


Again, an integrated approach to reform of both the oxygen DME provision and clinical 


management of pulmonary patients with chronic hypoxemia will be required to have maximal 


impact on quality of care under health care reimbursement reform. A number of the clinical 


concerns pertaining to home oxygen therapy have been previously highlighted7.  In this 


section, potential recommended changes in clinical care intended to result in improved 


medical and financial outcomes are put in the context of what is known about present, 


evolving, or potential new health care reimbursement structures. Need for future research is 


presented, using an example of a potential investigation evaluating present care to a disease 


management model for chronic hypoxemia in pulmonary disease tailored after the diabetes 


experience. 


 
Past Role of the Oxygen DME Supplier in Clinical Care 


In prior decades a number of the oxygen DME suppliers employed respiratory 


therapists to provide professional services to patients receiving oxygen in the home. These 


included initial assessment and recommendation of DME, periodic clinical assessments, 


pulse oximetry measurements, education as well as “as needed” communication with the 


treating physician.  Clinical services went beyond that which was simply required for the 


patient to learn to safely and properly operate the equipment. Those respiratory therapists 


played a major role in the provision of home oxygen therapy. 
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It is as clear today as it was in prior decades that, for Medicare beneficiaries, 


“…Respiratory therapists’ services are not covered under the provisions for coverage of 


oxygen services under Part B durable medical equipment benefit.”9 Further, “…The benefit 


provides for coverage of home use of oxygen and oxygen equipment, but does not include a 


professional component in the delivery of such services.” 9 Though there may have been 


some marketing benefit to providing respiratory therapists in the home, and clinical input may 


have had some additional influence on ordered equipment, the DME suppliers were aware 


that respiratory therapist involvement was a financially uncompensated “professional 


component”9 provided for the clinical benefit of the patient.  


With continuing reductions in reimbursement and even greater cuts on the horizon, 


coupled with increasing regulatory restrictions and documentation requirements, it was noted 


over four years ago that a number of DME suppliers, and the respiratory therapists they 


employed, would become “collateral damage”23.  A number of Oxygen DME suppliers and 


their professional organizations have taken the position that the CMS Capped Rental 


Program and implementation of Competitive Bidding, in particular, have been excessively 


burdensome; they are seeking congressional change. Future participation of the respiratory 


therapist in management of home oxygen therapy needs to evolve through different care 


venues. 


 


Role of Physicians in Home Oxygen Therapy Reform 
It is suspected that the majority of CMN forms to determine the medical need for home 


oxygen are completed by primary care physicians (general internal medicine and family 


practitioners).  However, we have no analysis of Medicare data at this time to support the 


theory. Likewise, the assumption is that pulmonary, critical care and a variety of other 


specialists presently play an important, but lesser role in ordering DME oxygen.   


Though oxygen DME may be ordered on an outpatient basis in qualifying patients with 


hypoxemia who have been tested in a chronic stable state, as noted earlier, the majority of 


patients are initially started on home oxygen at the time of their discharge from an acute care 


hospital. There is an increasing trend for facility-based “hospitalists” (general internal 


medicine physicians and some family practitioners) to provide primary care only during the 


acute hospital stay. Similarly, treating physicians specializing in critical care with or without 


formal training in pulmonary medicine may serve as hospital-based “intensivists”. Both 


hospitalists and intensivists frequently have oxygen DME discharge responsibilities including 
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ordering testing for qualifying data, oversight of completion of CMN documentation 


requirements, and signing the attestation for the initial CMN as required for the patient to be 


set up on home oxygen. Since these physicians have a hospital-based practice, they do not 


follow the individual in the outpatient setting.  They play an important role in facilitating safe 


transition of the patient from hospital to home or other post-discharge site without interruption 


of supplemental oxygen therapy, but they no longer assume the role of “treating physician” 


once the patient has been discharged and the DME is being set up.  That responsibility must 


be “handed off” to an individual who will become the outpatient treating physician managing 


home oxygen therapy and underlying disease on an ongoing basis. Since that treating 


physician is different than the hospital-based treating physician signing the CMN attestation, 


a revised CMN would be required even when the oxygen order is the same. 


The technology for home oxygen systems is developing rapidly and becoming 


increasingly complex. Based upon an individual patient’s need, some systems may be 


completely inappropriate.  As with other potentially life-threatening chronic conditions such as 


diabetes, hypertension and dyslipidemia, chronic hypoxemia must be optimally managed by 


physicians providing state-of-the-art care. 


Physicians in a hospital-based practice may or may not have adequate up-to-date 


training or sufficient experience in prescribing home oxygen therapy. Similarly, physicians 


providing outpatient care may not have adequate up-to-date training or sufficient experience 


in prescribing for and managing patients requiring supplemental home oxygen.   


 


Recommendation 14. 
Accreditation Bodies for training programs (e.g., residencies and fellowships) and Board 


Certification Bodies for physicians prescribing home oxygen therapy, whether upon transition 


out of the hospital or in the outpatient setting, should require an appropriate level of education 


and competency testing in the evaluation of hypoxemia and management, including home 


oxygen therapy.  
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Recommendation 15. 
Medical Societies representing physicians prescribing home oxygen therapy, whether upon 


transition out of the hospital or in the outpatient setting, should offer an appropriate level of 


continuing medical education (CME) in the evaluation of hypoxemia and management, 


including of home oxygen therapy.  


 
Team Approach to Transition of Care of Hypoxemic Patients 


There has been concern regarding unplanned hospital readmission rates with respect 


to costs and potential safety issues. Patients in the Medicare Fee-for-Service program24 have 


been a focus for CMS.  CMS initiatives to monitor 30-day readmissions and criteria for 


hospital payment penalties have been put into place.25. Chronic obstructive pulmonary 


disease (COPD) is a diagnosis that frequently causes hypoxemia.  It was placed on the CMS 


readmissions monitoring list as of October 1, 2014 (FY 2015) 26. Readmissions for both heart 


failure and pneumonia25, which can also cause hypoxemia, were being monitored prior to the 


addition of COPD.  Independent investigators are evaluating hospital readmission issues. 


Though CMS cites information that multiple factors may play a role in hospital 


readmissions27, CMS opines28 that “…Reducing the number of preventable hospital 


readmissions is a major priority for patient safety, and holding hospitals accountable for 


complying with the discharge planning CoP [Condition of Participation] is one key element of 


an overall strategy for reducing readmissions.” CMS defines discharge planning28 as… “a 


process that involves determining the appropriate post-hospital discharge destination for a 


patient; identifying what the patient requires for a smooth and safe transition from the hospital 


to his/her discharge destination; and beginning the process of meeting the patient’s post-


discharge needs.”  


Included in the recently updated CMS interpretive guidelines for discharge planning28 


“…is a tool to display advisory practices to promote better patient outcomes. These “advisory 


boxes” are “…found throughout the interpretive guidelines and display successful practices 


currently found throughout industry in the area of care transitions. The information found in 


these advisory boxes is not required for hospital compliance but only suggested for process 


improvement. Use of the advisory boxes is intended to make clear that surveyors must not 


issue citations based on this advisory information”.  One such “advisory box” states28 “…A 


well designed discharge planning process uses a multidisciplinary team approach. Team 
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members may include representatives from nursing, case management, social work, medical 


staff, pharmacy, physical therapy, occupational therapy, respiratory therapy, dietary, and 


other healthcare professionals involved with the patient’s care.” “…The team approach helps 


to ensure all of the patient’s post-discharge care needs are addressed in the plan, increasing 


the likelihood of successful recovery and avoidance of complications and readmissions”28. 


Proper discharge planning is key to the successful transition of patients with hypoxemia to 


the outpatient setting on supplemental oxygen. 


 


Recommendation 16. 
If not presently in place, hospitals should adopt and monitor a discharge planning process 


using a multidisciplinary team approach as recommended by CMS. When hypoxemia is 


present during evaluation for discharge, the organized planning process should assist in the 


coordination of post-discharge outpatient physician follow-up and use appropriate discharge 


team members to facilitate physician CMN documentation, including clinical needs for DME 


oxygen, and assist in providing necessary initial patient education.   


 
Role of the Respiratory Therapist in Home Oxygen Therapy Reform 


The process of reform should define the role of the respiratory therapist in the delivery 


of home oxygen therapy.  This is especially critical given the previously noted rapid decline of 


involvement as employees of DME suppliers due to the inevitable effect of reimbursement 


cuts and lack of compensation for their professional services when rendered under the 


Medicare DME benefit.  


The foundation of the respiratory therapy profession dates back to 1947 and was 


originally based upon oxygen therapy. Today, practitioners must be licensed in 49 states, 


Puerto Rico and the District of Columbia.  Only Alaska does not require licensure at this time. 


To become eligible for licensure, individuals must have graduated from an accredited 


program approved by the Committee on Accreditation for Respiratory Care and be 


credentialed by the National Board for Respiratory Care. Credentialed respiratory therapists 


have been trained in identification and documentation of hypoxemia, administration of 


supplemental oxygen therapy and other aspects of the diagnosis and management of 


patients with respiratory diseases.  
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The discharge planning team for patients requiring evaluation, preparation and 


initiation of home oxygen therapy should include respiratory therapists as noted in the 


surveyor advisory boxes28. According to the Medicare National Coverage Determination for 


home oxygen9, “…The medical and prescription information in section B of Form CMS-484 


can be completed only by the treating physician, the physician’s employee, or another 


clinician (e.g., nurse, respiratory therapist, etc.) as long as that person is not the DME 


supplier. Although hospital discharge coordinators and medical social workers may assist in 


arranging for physician-prescribed home oxygen, they do not have the authority to prescribe 


the services.”  


Most credentialed respiratory therapists are presently employees of acute care and 


long-term acute care (LTAC) hospitals. As with other professionals, they are under the 


direction of the patient’s treating physician. Additionally, there is usually a medical director of 


the respiratory therapy department that provides clinical oversight. Utilization of physician-


directed, therapist-implemented protocols approved by hospital medical staff can be used for 


respiratory care.  A well-crafted, monitored and revised-as-needed respiratory therapist-


implemented protocol for home oxygen discharge evaluation and implementation might 


improve the process for patient post-hospital transition.  Protocols involving other team 


members that are integrated with a cohesive discharge planning process for home oxygen 


should facilitate improved care.   


An established Part A CMS reimbursement structure for hospital employment of staff 


(including respiratory therapists and other discharge planning team members) avoids any 


increased CMS cost for these services.  It is the position of CMS that a team approach to 


hospital discharge planning28 increases “…the likelihood of successful recovery and 


avoidance of complications and readmissions”.  Such an approach could reduce the 


hospital’s costs incurred through CMS reimbursement penalties from complications and 


readmissions. 


With emphasis by CMS on the need for hospitals to have a well-designed discharge 


planning team, there is new support for CME activities for hospital respiratory therapists with 


regards to participating in assisting the physician and other team members in discharge 


planning of patients considered for home respiratory care, including oxygen therapy, as well 


as CME programs for disease management of patients with chronic respiratory diseases and 


disorders. 
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An investigation29 to evaluate the impact on utilization and appropriateness of home 


oxygen orders, based on assessments performed by respiratory therapists in an oxygen 


therapy clinic, suggested that inappropriate supplemental oxygen use could be significantly 


decreased, resulting in significant cost savings while providing improved health-care delivery. 


Even more critical is the finding by Mularski30 in a 2006 study that “only 32% of COPD 


patients with baseline hypoxia received home oxygen for routine management.” Outpatient 


clinic or medical office involvement of the respiratory therapist in assisting the physician in 


Initial Certification, Recertification and Revised Certification for home oxygen for patients in a 


chronic stable state would be of value. The respiratory therapist and other appropriate clinical 


staff could participate in the ongoing collaborative care of the patient, including education, 


self-management and monitoring.  


 


Reform for Care Outside the Hospital Setting 
Programs and resources are becoming increasingly focused on management of 


patients outside the hospital environment.  In particular, enhanced quality care for chronically 


ill patients may reduce cost and improve both clinical outcomes and quality of life.  As with 


other chronic diseases, continuity of care of individuals with chronic respiratory illnesses may 


be enhanced through a collaborative care model utilizing a team approach incorporating 


qualified physician extenders and empowering patients to become well educated in self-care 


and actively participate in their medical management.  


This movement toward improved care coordination in transitioning the patient from 


hospital to home is evidenced in a number of activities underway at CMS, potentially 


impacting other payors and increasing the role of respiratory therapists and other non-


physician clinicians outside the hospital setting.  Medicare Accountable Care Organizations 


that promote collaboration among a number of providers are growing faster than those in the 


private sector.  New innovative payment models being tested by CMS emphasizing both 


acute and post-acute care services are designed to improve care, lower costs and reduce 


preventable hospital readmissions. Numerous reporting initiatives that assess compliance 


with a variety of quality measures, including respiratory care measures, have been expanded 


to improve the value of care relative to its cost. Unfortunately, while reform is taking place in 


multiple scenarios, the home oxygen benefit remains stagnant. 


With increased emphasis on reducing hospital readmissions and improved care 


transitions in the delivery of collaborative care, new attention is focused on disease 
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management services, especially patient self-management education which can be integral 


to improving the care of patients prescribed supplemental home oxygen. This is evidenced by 


several on-going activities.  For example, the Medicare Payment Advisory Committee in its 


2006 report31
 on “Increasing the Value of Medicare” recommended pay-for-performance 


incentives for physicians that included providing self-management education as an indicator 


of chronic care clinical management.  Various provisions of the Accountable Care Act (ACA) 


incentivize self-management by patients, provide opportunities for payment to providers for 


chronic disease management services, or provide federal support for the development of 


such programs32.  The Department of Health and Human Services has set a goal to make 


proven self-management care an integral part of the health care system in their strategic 


framework33 for the care and treatment of patients with multiple chronic diseases.  


Studies show that self-management education can reduce urgent care visits and 


hospitalizations, improve health status and improve quality of life.34-36. It has also been shown 


to be an effective intervention when counseling includes non-physician team members.37  


Beginning January 1, 2013, CMS began paying for transitional care management 


(TCM) services38 for a 30-day period provided to patients discharged from inpatient hospital 


care to a community setting, which can include the patient’s home or domiciliary, a rest home 


or assisted living.  While the physician and other qualified practitioners must provide certain 


services directly to the patient in order to bill Medicare, licensed clinical staff (i.e., nurses and 


respiratory therapists) under the direction of a physician or other qualified practitioner can, 


among other things, “provide education to the beneficiary, family, guardian, and/or caretaker 


to support self-management, independent living and activities of daily living.”38 Licensed 


clinical staff are also qualified to assess and support the patient’s adherence to his/or her 


treatment regimen and mediation management. These services, though authorized for a 


limited period of time, offer new opportunities for improved care for patients who have been 


prescribed home oxygen therapy.  


Chronic care management services implemented by CMS, effective January 1, 2015, 


also offer new opportunities for respiratory therapists outside the hospital setting and 


especially for patients suffering from chronic lung disease who are on home oxygen.  To be 


covered, a patient must have one or more chronic conditions lasting at least 12 months or 


until death or place the patient at significant risk of death, acute exacerbation, 


decompensation, or functional decline.  At least 20 minutes of CCM services must be 


furnished within a calendar month to qualify and a patient must have access to care 24 hours 
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a day, 7 days a week. Like TCM services, licensed clinical staff may provide “medication 


reconciliation” and “oversight of patient self-management of medications.”     


In the update to the Physician Fee Schedule effective January 1, 2015, CMS revised 


the supervision requirements for CCM services and non-face-to-face TCM services to permit 


physician “general supervision”; that is, the service must be furnished under the physician’s 


overall direction and control, but the physician’s presence is not required while the service is 


being furnished.  The requirement that staff be a direct employee of the physician was also 


lifted, offering opportunities for respiratory therapists to transition with their home oxygen 


patient from the hospital to the physician’s practice on a part-time basis.  


Any reform of home oxygen services that would include an expanded role for the 


respiratory therapist outside the hospital setting would typically be implemented under 


Medicare’s “incident to” benefit.  Section 1861(s)(2)(A) of the Social Security Act specifies 


that “incident to” services and supplies are “of kinds which are commonly furnished in 


physicians’ offices and are commonly either rendered without charge or included in 


physicians’ bills.”  Offices can also include a physician clinic. The benefit also requires that 


services under this benefit be under the “direct” supervision of the physician, e.g., the 


physician must be somewhere in the suite but not necessarily in the room when the service is 


being performed. 


 


Recommendation 17. 
Efforts should be strengthened to improve access to respiratory therapists under the “incident 


to” benefit to facilitate management of patients with significant hypoxemia.  


 


Recommendation 18. 
Provision of self-management education and training to supplemental oxygen-dependent 


patients by respiratory therapists under direct physician supervision or general supervision, if 


applicable, should be expanded to allow the treating physician to bill Medicare for these 


services beyond a 30-day episode of care following an inpatient hospital stay as part of the 


many initiatives underway to reduce hospital readmissions and improve patient care. 


 


Reform activities on Capitol Hill offer another venue for respiratory therapists to work 


outside the hospital setting. There are several legislative activities being considered that 
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involve Medicare expansion of telehealth services.  One such initiative is a bill that was 


introduced with bi-partisan support in the 113th Congress (HR 5380) and is expected to be 


reintroduced soon in the 114th Congress.  It is the Medicare Telehealth Parity Act.  This bill 


has significant potential not only for COPD patients but other patients who have severe lung 


disease or hypoxia-related symptoms or findings that might be expected to improve with 


oxygen therapy.  


The Medicare Telehealth Parity Act would add respiratory therapists in addition to 


other practitioners as qualified telehealth practitioners; however, the physician or facility 


would bill Medicare directly for the respiratory therapist’s services.  In addition, the initiative 


would add respiratory services as covered telehealth services and add home as a telehealth 


site as long as the telehealth service relates to hospice care, home dialysis, home health 


services or durable medical equipment.  The latter has great potential to reach home oxygen 


patients who are unable to get to their physician’s office for needed care. 


A critical aspect of the Medicare Telehealth Parity Act is coverage of remote patient 


management services for chronic conditions that include patients with COPD.  These 


services include in-home technology-based professional consultations, patient monitoring, 


patient training services, clinical observations, assessment, and treatment. The services are 


designed to reduce hospital readmissions.   


 


Recommendation 19. 
Pulmonary organizations and societies should promote the expansion of Medicare telehealth 


services that would include respiratory therapists as practitioners, coverage of respiratory 


services, remote patient monitoring for COPD patients, and home as a telehealth site.  


 


 
Home Oxygen Therapy and Guidelines for Diagnosis and Management of Pulmonary 
Diseases  


Three international “evidence-based” guidelines for pulmonary diseases (asthma, 


chronic obstructive lung disease and idiopathic pulmonary fibrosis) have been revised39, 40 or 


initially released41 during the past 4 years. Evidence-based guidelines are formulated using 


“best available evidence” and strength of recommendations is determined through systematic 


review and grading of clinical trials.  In areas where there is presently inadequate scientific 
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evidence for a formal recommendation, the guidelines’ committee of experts uses a process 


to form a consensus opinion on diagnosis and management issues, often citing supporting 


articles.  Though patients with severe chronic obstructive lung disease and idiopathic 


pulmonary fibrosis (IPF) frequently have chronic hypoxemia, limited guidance with regards to 


home oxygen therapy is presented in these two40, 41 all-encompassing diagnosis and 


management documents. 


 The Global Initiative for Chronic Lung Disease40 (GOLD) guidelines states “…The 


long-term administration of oxygen (> 15 hours per day) to patients with chronic respiratory 


failure has been shown to increase survival in patients with severe resting hypoxemia 


(Evidence B)”. Additionally, qualifying testing criteria from the NOTT study14 and adopted by 


CMS NCD policy for Groups I and II received GOLD recommendations40 as “Evidence B”.  


However, the committee40 opined that “…A decision about the use of long-term oxygen 


should be based on the resting PaO2 or saturation values repeated twice over 3 weeks in the 


stable patient.” This more burdensome additional testing was in the NOTT study qualifying 


methodology14, but never recommended in any of the six oxygen consensus conferences1-6  


nor in CMS9 or LCD11 policy. Unfortunately, the only other discussion on long-term oxygen 


therapy is a paragraph focused on air travel40.  


As one would anticipate, the international evidence-based guidelines for diagnosis and 


treatment of idiopathic pulmonary fibrosis41 states “…The recommendation for long-term 


oxygen therapy in patients with IPF and clinically significant resting hypoxemia is strong.” The 


committee also opined41 that “…Oxygen saturation by pulse oximetry should be measured at 


rest and with exertion in all patients regardless of symptoms to assure adequacy of 


oxygenation and identify the need for supplemental oxygen at baseline and during follow-up 


evaluation”. Furthermore, “… Such measurements should be performed at baseline and 


during follow up at 3- to 6-month intervals.” 41 


“Expert panel reference-based guidelines” have been used when evidence-based 


recommendations derived from adequate clinical trials are lacking.  An AARC Clinical 


Practice Guideline for “Oxygen Therapy in the Home or Alternate Site Health Care Facility”42 


is an expert panel reference-based guideline that has not been revised or updated for the 


past 8 years. It is procedure and equipment oriented. 


Current, robust, evidence-based guidelines are not presently available as resources 


dedicated to the management of home oxygen therapy.  Both the creation and utilization of 


evidence-based guidelines are difficult processes. However, efforts are being made to 
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encourage guideline organizations to partner to construct “…a conceptual framework and 


tools to facilitate the creation, dissemination and dynamic updating of trustworthy 


guidelines.”43 


 


Implementation of a Chronic Illness Management Model for Respiratory Disease 
Requiring Continuous LTOT for Chronic Hypoxemia  


The collaborative care model developed by the American Diabetes Association (ADA) 


has been effective in the management of patients with chronic illness due to diabetes 


mellitus44. The ADA position statement “Standards of Medical Care in Diabetes – 2012” 


presents evidence-based guidelines with updated recommendations for diagnosis and 


management44.  Evaluation of the ADA model for insulin-dependent diabetics suggests that a 


similar approach might be indicated for patients with chronic respiratory disease with chronic 


hypoxemia that requires treatment with continuous use of long-term oxygen therapy (LTOT). 


Table 2. Illustrates key features of that diabetes model and compares it to a similar model 


that could be developed for patients with respiratory disease that have chronic hypoxemia 


and require continuous LTOT.   


Though all features in Table 2. for a continuous oxygen delivery LTOT model may be 


beneficial, a key element missing in current LTOT is self-monitoring of oxygen saturation with 


a pulse oximeter.  Self-monitoring for blood glucose (SMBG) using a similar device is integral 


to the diabetes collaborative care self-management model. The ADA 44 recommends that 


“…Patient self-monitoring for blood glucose should be carried out three or more times per day 


for patients using multiple insulin injections or insulin pump therapy…” The “B” grading 


indicates supportive evidence from well-controlled studies.  Further, the ADA document 44 


states “SMBG allows patients to evaluate their individual response to therapy and assess 


whether glycemic targets are being achieved.” “Results of SMBG can be useful in preventing 


hypoglycemia and adjusting medications (particularly prandial insulin doses), MNT, and 


physical activity.” 44  


Just as SMBG with a glucometer has a role in self-care of insulin-dependent 


diabetes44, use of a pulse oximeter in monitoring SpO2 should prove to be beneficial in self-


care using a chronic illness management model for respiratory disease requiring continuous 


LTOT for chronic hypoxemia. 
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Recommendation 20. 
A clinical investigation of the efficacy of a chronic illness management model for patients with 


respiratory disease with hypoxemia requiring long-term oxygen therapy (LTOT) should be 


considered, potentially addressing content noted in Table 2. If such an investigation is 


undertaken, it should be designed as a multi-center, prospective, randomized study design 


using conventional LTOT management as the control. 


 


A funding source such as the National Institutes of Health, National Heart Blood and 


Lung Institute (NIH/NHLBI) and the Patient Centered Outcomes Research Institute (PCORI) 


are among the potential resources for grant support of the research investigation outlined for 


consideration in Recommendation 20. 


 


Summary: Home Oxygen Reform Strategy Roadmap  


There are substantial needs as well as opportunity for reform of both the 


reimbursement structure and the medical management process for improving financial and 


clinical outcomes in addition to enhanced quality of life for patients with respiratory illness 


with chronic hypoxemia requiring home oxygen therapy.  
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Table 1. Comparison of PaO2 to Oxygen Saturation by a Normally 
Positioned Oxyhemoglobin Dissociation Curve* 
 


PaO2 (mm Hg)  Oxygen Saturation (%) 


    55     88.58 


    56     89.14 


    57     89,67 


    58     90.16 


    59     90.62 


    60     91.05 


    65     92.82 


    70     94.11 


    80     95.81 


    90     96.82 


          


 


                      


* Results were calculated using the following conditions: pH = 7.40, Temperature = 37 


degrees Centigrade, PaCO2 = 40 mm Hg. Data were derived using the Kelman digital 


computer subroutine for the conversion of oxygen tension to saturation15. Spreadsheet 


software (NumbersTM, Apple Inc., Cupertino, CA) portrays data under normal conditions 


without shift of the oxyhemoglobin dissociation curve using Kelman’s equation. Data 


automation using the spreadsheet was performed by Bob Demers, BS, RRT, RCP, FAARC, 


Regional Respiratory Care Consultant, SCPMG Regional Education and Research, Southern 


California Permanente Medical Group, 100 South Los Robles Avenue, Suite 501, Pasadena 


CA 91188.  


 


 







Table 2. Chronic Illness Management Model Comparison 


Insulin-Dependent Diabetes Mellitus Respiratory Disease with Hypoxemia Requiring 
Continuous LTOT 


Major Clinical Issues 
Inadequate insulin production        Inadequate oxygen uptake 


Insulin requirements vary with meals, activity, acute illness    Oxygen requirements vary with activity, acute illness 


Supplemental insulin required 24/7       Supplemental oxygen required 24/7 


Insulin dosage adjustments for variable needs      Oxygen dosage adjustments for variable needs 


Drug Delivery and Self-Monitoring Devices 
Insulin pens or pump as drug delivery devices       Stationary and ambulatory O2 drug delivery devices 


Glucometer for blood glucose self-monitoring      Pulse oximeter for SpO2 self-monitoring 


Medical Care Providers 
Experienced treating physician         Experienced treating physician 


Collaborative care team members       Collaborative care team members 


Patient Education for Self-Empowerment 
Diabetes and comorbidities        Respiratory disease and comorbidities 


Complications from high glucose        Complications from low oxygen 


Potential symptoms of low blood glucose      Potential symptoms of low blood oxygen 


Proper technique for blood glucose self-monitoring     Proper technique for SpO2 self-monitoring  


Proper use of insulin delivery devices       Proper use of oxygen delivery devices 


Proper technique for insulin self-administration      Proper technique for oxygen self-administration 


Self-Management Action Plan 
When to do glucose self-monitoring       When to do SpO2 self-monitoring  


Acceptable glucose ranges        Acceptable SpO2 ranges   


Prescribed self-intervention plan, including insulin dosing    Prescribed self-intervention plan, including O2 dosing  


When and how to contact medical care provider     When and how to contact medical care provider 
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About CoARC 
  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 American Medical Association (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 (American 
Association for Inhalation Therapy [AAIT], American College of Chest Physicians [ACCP], 
American Medical Association [AMA], and American Society of Anesthesiologists [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 (JRCRTE), 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) of the AMA. 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 CoARC became a 
freestanding accreditor of respiratory care programs on November 12, 2009 and in September 
2012, the Council for Higher Education Accreditation (CHEA) granted recognition to the CoARC. 
 
 The CoARC accredits degree-granting programs in respiratory care that have undergone 
a rigorous process of voluntary peer review and have met or exceeded the minimum 
accreditation Standards set by the CoARC.  The CoARC accredits only respiratory care programs 
offered by, or located within institutions chartered by and physically located within the United 
States, and where students are geographically located within the United States for their 
education. 
 
CoARC’s Mission 
 The mission of the CoARC is to ensure that high quality educational programs prepare 
competent respiratory therapists for practice, education, research, and service. 


The Value of Programmatic Accreditation 
 Accreditation provides consumer protection, advances and enhances the profession of 
Respiratory Care, and protects against compromise of educational quality.  Accreditation also 
supports the continuous improvement of these educational programs by mandating continuing 
reassessment of resources, educational processes, and outcomes.   
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INTRODUCTION 
 
 Interest in degree advancement programs is running high among current practitioners 
wishing to add to their existing skill level and advance in their careers.  In addition, increasing 
numbers of respiratory therapists with advanced education are needed to serve as educators, 
researchers, managers, clinical specialists, and leaders throughout the healthcare delivery 
system.  CoARC Accreditation Policy 12.03 defines a degree advancement program in 
Respiratory Care as “an educational program designed specifically to meet the needs of 
practicing respiratory therapists with an RRT who, having already completed an accredited 
respiratory care program with an entry into respiratory care professional practice degree wish 
to obtain advanced training in Respiratory Care.”  The CoARC and its collaborating organizations 
work together to establish, maintain, and advance Standards which constitute the 
requirements to which an accredited degree advancement program in respiratory care is held 
accountable and provide the basis on which the CoARC will confer or deny program 
accreditation.  These Standards are used for the development, self-analysis and external 
evaluation of Degree Advancement Respiratory Care Programs. 
 


These Standards are designed to recognize the “value-added” above and beyond the 
entry into respiratory care professional practice degree.  Entry into respiratory care professional 
practice degree programs that desire to offer an advanced degree to individuals who already 
have an ASRT or BSRT can apply for accreditation of their degree advancement program.  
Sponsors offering a free-standing degree advancement program can also seek accreditation 
review. 
 


 Degree advancement programs are different from entry into respiratory care 
professional practice programs in purpose, design and content. Entry into professional practice 
programs provide individuals with no respiratory care background or experience with the 
competencies needed to enter the profession, whereas degree advancement programs expand 
the depth and breadth of both knowledge and skills beyond that of an RRT entering the 
profession. 
 
 Advanced educational experiences, designed to enhance a respiratory therapist's ability 
to function in clinical, teaching, administrative, or research environments, are essential 
components of degree advancement programs in respiratory care. While minimal course 
content and resource requirements are specified in this document, flexibility and innovation in 
curricular development are encouraged. 
 
 Development of an effective degree advancement program requires a thorough 
assessment of those education experiences typically offered at the entry into respiratory care 
professional practice degree level. Degree advancement programs will then be able to use this 
foundation to develop new, advanced, in-depth educational experiences designed to enhance 
the respiratory therapist's professional practice.  Each program must demonstrate its unique 
contribution to the advanced education of respiratory therapists. 
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Eligibility 
 
 To become accredited by the CoARC, degree advancement programs must be 
established either in accredited postsecondary institutions, by a consortium of which one 
member must be an accredited postsecondary institution, or in facilities sponsored by the U.S. 
military (as defined in Standard DA1.1).  Sponsors must apply for accreditation as outlined in 
the CoARC’s Accreditation Policies and Procedures Manual (available at www.coarc.com).    
 
 All degree advancement students must be graduates of a CoARC-accredited Entry into 
Respiratory Care Professional Practice degree program prior to entry into the program.    
 
 


PROGRAM REVIEW  
  


 Accreditation of degree advancement programs is a voluntary process that requires a 
comprehensive review of the program relative to these Standards.  While the process is 
voluntary, it provides programs with external validation of their educational offering.  
Additionally the process offers prospective degree advancement students one means by which 
they can judge the quality of the educational experience offered by the program.   
 


Accreditation decisions are based on the CoARC’s assessment of the information 
contained in the accreditation application and self-study report, the report of site visit 
evaluation teams and the annual Report of Current Status, as well as review of reports or 
documents submitted to the CoARC by the program during each accreditation cycle.  To clarify 
submitted information additional data may be requested at any time during the review process.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



http://www.coarc.com/
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FORMAT OF STANDARDS 
 


 The Standards are divided into five sections: (1) Program Administration and 
Sponsorship; (2) Institutional and Personnel Resources; (3) Program Goals, Outcomes, and 
Assessment; (4) Curriculum; and (5) Fair Practices and Recordkeeping.  Within each section, 
specific Standards explain the CoARC’s requirements for accreditation.  
 
 Following each Standard, there are items of evidence the program must supply to 
demonstrate compliance with the Standard. The evidence list is included to facilitate response 
to progress reports and accreditation actions by the CoARC, to help programs develop self-
study reports and prepare for on-site visits, and to support review of the program by the on-site 
team and the Commission.  These items are the minimum information necessary to determine 
compliance and each item must be addressed.  Additional information that the program 
believes supports compliance may also be provided. 


 


 Where appropriate, the CoARC has added Interpretive Guidelines that explain the 
rationale, meaning and significance of a Standard both for those responsible for educational 
programs and for those who evaluate these programs for the CoARC.  These statements are not 
exclusive or exhaustive; they simply clarify the operational meaning of the Standards to which 
they refer and may be changed over time to reflect evolving educational or clinical practices.  
Expanded guidance in the form of examples to assist programs in better understanding and 
interpreting the “must” statements within the Standards are included. The CoARC will 
periodically review and revise the Interpretive Guidelines, based on questions and comments it 
receives regarding their clarity and usefulness. 
 


It is the responsibility of the program to demonstrate its compliance with all 
components of each Standard.  If one component of a Standard is not in compliance, the entire 
Standard will be cited.  In some cases the CoARC is very prescriptive about what it needs to 
review to assess compliance, i.e., specific materials as listed in the application, appendices and 
required materials for review during a site visit, with the role of site visitors being to verify, 
validate, and clarify this information.  However, the CoARC is not directive regarding many 
process issues, allowing programs and institutions to develop those that best suit their 
programs.  Examples of process issues include: the number of credits or hours assigned; 
curriculum and courses formats (i.e., traditional vs. problem-based); and curriculum delivery 
methods.  It is the program’s responsibility to address these as specified in the Standards; the 
CoARC reserves the right to request clarification of process issues that may impact 
accreditation. 
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ACCREDITATION STANDARDS FOR  
DEGREE ADVANCEMENT (DA) PROGRAMS IN RESPIRATORY CARE 


 


SECTION 1 - PROGRAM ADMINISTRATION AND SPONSORSHIP 
 


Institutional Accreditation 
 
DA1.1 An educational sponsor must be a post-secondary academic institution accredited by a 


regional or national accrediting agency 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 higher degree at the completion of 
the program.    


 
Evidence of Compliance: 


• Documentation of current accreditation status; 
• Documentation of authorization by a state agency to provide a post-secondary 


education program (if applicable). 
 


Interpretive Guideline: 
 A copy of the educational sponsor’s most current institutional accreditation certificate or 
letter denoting accreditation status must be submitted with the self-study or Letter of Intent 
Application. There are additional questions relating to accreditation status and authority under 
applicable state laws to provide postsecondary education in the Application for Accreditation 
Services.  The sponsor is responsible for notifying the CoARC of any adverse change in its 
institutional accreditation status as per CoARC Policy 1.07. 


 
Consortium 


  
DA1.2  When more than one institution (i.e. a consortium) is sponsoring a program, at least one 


of the members of the consortium must meet the requirements in Standard DA1.1.  The 
consortium must be capable of providing all resources necessary for the program.  The 
responsibilities of each member must be clearly documented in a formal affiliation 
agreement or memorandum of understanding which delineates responsibility for all 
aspects of the program including instruction, supervision of students, resources, 
reporting, governance and lines of authority.   


 
Evidence of Compliance: 


 Duly executed consortium agreement, contract or memorandum of understanding; 


 One or more organizational charts indicating the program’s relationship to the 
components of the consortium, clearly depicting how the program reports to or is 
supervised by the various components of the consortium. 
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Interpretive Guideline: 
 This Standard is applicable only to programs sponsored by a consortium (see definitions 
section of Standards).  A copy of a written agreement detailing the relationship between the 
institutions involved in the consortium and documenting the responsibilities of each member 
must be provided. This evidence can be in the form of an affiliation agreement, a Memorandum 
of Understanding or a Business Agreement. Organizational chart templates and a sample 
consortium agreement can be found on the CoARC website (www.coarc.com).   Additional 
information used to determine compliance with this Standard is provided with the Application 
for Accreditation Services.     
 


Sponsor Responsibilities 
 
DA1.3  The sponsor must either be capable of providing the required general education courses 


or have a process for accepting transfer credit for these from other nationally or 
regionally accredited institutions for these courses. The sponsor must be capable of 
providing all of the didactic and laboratory instruction, (and any necessary clinical 
experience) requisite to complete programmatic and degree requirements.  


 
Evidence of Compliance: 


 Institutional academic catalog listing programs of study and course offerings; 


 Transfer of credit policies, if applicable. 
 
Interpretive Guideline: 
 Laboratory and clinical instruction, when required in the program, must be supported by 
the sponsor.  A list of all courses in the curriculum (and which member of the consortium is 
responsible for each course, if applicable) must be provided.     
 
DA1.4  The sponsor is responsible for:  


a) Curriculum planning, course selection and coordination of instruction by program 
faculty; 


b) Continued professional growth of faculty. 
 
Evidence of Compliance: 


 Institutional policies and procedures related to curriculum planning, course selection 
and coordination of instruction by program faculty; 


 Program faculty minutes of meetings for curriculum planning, course selection and 
instruction coordination; 


 Institutional policies demonstrating support for continued professional growth of 
faculty; 


 Documentation of continuing professional development activities of the faculty and 
institutional support of these activities. 


 
 



http://www.coarc.com/
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Interpretive Guideline: 
 Professional development defines faculty efforts to remain current with clinical and 
academic skills and to develop new skills as needed for position responsibilities.  The types of 
professional development opportunities for faculty members supported by institutions vary.   
 
They may include, but are not limited to:  
Funding for maintaining National Board for Respiratory Care (NBRC) credential status; attending 
professional organizational meetings and/or for continuing education conferences;  
Provision of non-vacation time for: professional organizational activities; clinical practice; 
research/scholarly activities; and review and study related to credential maintenance.   
Encouraging faculty to pursue an advanced degree by offering tuition remission or time off;  
 
  Evidence for institutional support can include program policies, institutional policies, and 
listing of the continued professional development activities of the faculty along with 
documentation of institutional support of these activities 
 
DA1.5  Program academic policies must apply to all students and faculty regardless of location 


of instruction. 
 


Evidence of Compliance: 


 Student handbooks; 


 Published program policies.  
 
Interpretive Guideline: 
 Program policies must be consistent for all venues of instruction (didactic, laboratory, 
and clinical).  Programs with more than one main program site and programs using distance 
education must have academic policies that are consistent for all instructional locations.  For 
programs with clinical education, clinical affiliation agreements or MOUs may specify that 
certain program policies will be superseded by those of the clinical site. 
 


Substantive Changes 
 
DA1.6 The sponsor must report substantive change(s) (see Section 9 of the CoARC 


Accreditation Policies and Procedures Manual) to the CoARC within the time limits 
prescribed.  Substantive change(s) include: 
a) Change of Ownership/Sponsorship/Legal status or Change in Control 
b) Change in the degree awarded  
c) Addition of an Entry into the Respiratory Care Professional Practice degree track 
d) Initiation of (an) Additional Degree Track Program(s)  


e) Change in program goal(s) 
f) Change in the curriculum or delivery method 
g) Addition of the Sleep Specialist Program Option  
h) Request for Inactive Accreditation Status  
i) Voluntary  Withdrawal of Accreditation 
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j) Addition of (a) Satellite location(s) 
k) Requests for increases in Maximum Enrollment 
l) Change in Program Location 
m) Vacancy in Key Personnel positions  
n) Change in Key Personnel 
o) Change in institutional accreditor of the educational sponsor 
p) Change in accreditation status of the educational sponsor 
q) Change in accreditation status of any member of the consortium (where applicable) 
r) Transition of a Program Option to a Base Program  


 
Evidence of Compliance: 


 Timely submission and subsequent approval of the CoARC Application for Substantive 
Change or related documentation required by CoARC Policies.  


 
Interpretive Guideline: 
 The process for reporting substantive changes is defined in Section 9 of the CoARC 
Accreditation Policies and Procedures Manual (available at www.coarc.com). In general, a 
program considering or planning a substantive change should notify CoARC early in the process.   
This will provide an opportunity for the program to consult CoARC Executive Office staff 
regarding the procedures to be followed and the potential effect of the change on its 
accreditation status.   
 
 If a program is unclear as to whether a change is substantive in nature, it should contact 
the CoARC Executive Office. 
 


If, during any type of programmatic review, substantive changes that have already been 
implemented without notification of CoARC are discovered, the CoARC Executive Office should 
be contacted as soon as possible. 


 
 
 
 
 
 
 
 
 
 



http://www.coarc.com/
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SECTION 2 - INSTITUTIONAL AND PERSONNEL RESOURCES 
 
 


Institutional Resources 
 
DA2.1 The sponsor must ensure that fiscal, academic and physical resources are sufficient for 


the program to achieve its goals and objectives, as defined in Standard DA3.1, at all 
program locations, regardless of the instructional methodology used. 


 
Evidence of Compliance: 


 Results of annual program resource assessment as documented in the CoARC resource 
assessment matrix (RAM).   


 
Interpretive Guideline: 
 The sponsor should have the financial and physical resources required to develop and 
sustain the program on a continuing basis. The program should be able to employ sufficient 
faculty and to purchase and maintain sufficient and appropriate academic resources as 
reflected in annual budget appropriations. Financial allocations should ensure that the program 
will be in a position to recruit and retain qualified, competent faculty. Annual appropriations 
should provide for the innovations and changes, including technological advances, necessary to 
reflect current concepts of education in the profession. The budget should be such that 
resources are assured for current students to complete the program, even in the event of 
program closure.  
 


 Academic resources include (but are not limited to) audio/visual equipment; instructional 
materials; laboratory equipment and supplies; technological resources that provide access to 
medical information and current books, journals, periodicals and other reference materials 
related to the curriculum. Physical proximity of library facilities or ready access to online 
materials using a library/computer lab with extended hours for student use should be evident. 
Laboratory capital equipment (e.g., ventilators, mannequins, etc.), can be purchased or leased, 
but must be available to students when needed. 
 
 Physical resources refer to the space allocated to the program including that for offices, 
classrooms and laboratories, for confidential academic counseling of students, for program 
conferences and meetings and for secure storage of student files and records. 


 
 
Key Program Personnel 
 
DA2.2 The sponsor must appoint, at a minimum, a full-time Program Director.  Sponsors of 


programs providing clinical education as part of required coursework must appoint a 
Director of Clinical Education and a Medical Advisor.    
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Evidence of Compliance: 


 Documentation of Employment; 


 Written job descriptions including minimal qualifications.  


 
Interpretive Guideline: 
 Full-time faculty includes all persons who are employed full-time by the institution, who 
are appointed primarily to the respiratory care program, and whose job responsibilities include 
teaching, regardless of the position title (e.g., full-time instructional staff and clinical instructors 
would be considered faculty).  The length of the full-time appointment (e.g., 10-month, 12-
dmonth, etc.) must be sufficient to allow the Program Director (if applicable) to fulfill his or her 
responsibilities as identified in DA2.3. The Director of Clinical Education (if applicable) and the 
Medical Advisor (or co-advisors) are not required to have full-time appointments.  
Documentation of employment must include Letters of Appointment and Acceptance (templates 
are available on the CoARC website). Key program personnel must have academic appointments 
and privileges comparable to other faculty with similar academic responsibilities in the 
institution.  A listing of both the key personnel and the program faculty should be published (at 
a minimum on the program’s website). 
 


Program Director 
 
DA2.3 The Program Director (PD) must be responsible for all aspects of the program, both 


administrative and educational.  Administrative aspects include fiscal planning, 
continuous review and analysis, planning and development, and the overall 
effectiveness of the program.  Educational responsibilities include: teaching, curriculum 
development and review, etc.  There must be evidence that sufficient time is devoted to 
the program by the PD so that his or her educational and administrative responsibilities 
can be met. 


 
Evidence of Compliance: 


 CoARC Teaching and Administrative Workload Form;  


 Institutional job description. 
 


Interpretive Guideline: 
PDs often hold other leadership roles within the institution (e.g., Dean, Department or 


Division Chair) or spend non-program time in clinical practice or research.  The PD workload 
should balance these responsibilities with those of program teaching and administration.  
Documentation of sufficient release time to meet administrative duties of the program should 
be provided as additional evidence of compliance with this Standard. 
 
 
DA2.4 The PD must have earned at least a master’s degree from an academic institution 


accredited by a regional or national accrediting agency recognized by the U.S. 
Department of Education (USDE). 
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Evidence of Compliance: 


 Academic transcript denoting the highest degree earned. 
 
Interpretive Guideline: 
 Degrees are acceptable if they were awarded by an institution that is accredited by a 
USDE-recognized national or regional accrediting body.  Degrees from non-accredited 
institutions do not meet this Standard and individuals with such degrees cannot be Program 
Directors.  The degree earned can be in any field of study. 
 


For degrees from institutions in countries other than the United States, the CoARC will 
use an external review process by a foreign educational credentials evaluation service (e.g., 
www.naces.org)  to determine whether the foreign transcript was equivalent to that of the 
required minimum degree. 
 


DA2.5 The PD must have a: 
a) valid RRT credential OR be a physician (MD or DO) OR academician (PhD or EdD);  
b) current professional license or certificate unless exempted from licensure under 


state or federal law; 
c) minimum of four (4) years’ experience as an RRT OR physician (MD or DO) OR 


academician of which at least two (2) years must include experience in clinical 
respiratory care, pulmonary medicine, cardiothoracic surgery, critical care, 
anesthesiology, healthcare administration, healthcare research, or subject area 
directly related to the degree conferred; 


d) minimum of two (2) years’ teaching experience in clinical respiratory care, research, 
management, education, or subject area directly related to the degree conferred 
and associated with an accredited respiratory care program, graduate school, or 
medical school. 


 
Evidence of Compliance: 


 Documentation of a current state license; 


 Credential verification by the NBRC, ABMS, AOA, or relevant credentialing agency; 


 Curriculum vitae. 
 
Interpretive Guideline: 
 Documentation of credential validation can include a copy of the NBRC, American Board 
of Medical Specialties (ABMS), or American Osteopathic Association (AOA) certificate or an 
NBRC, ABMS, or AOA Credentials Verification Letter.  Expired credentials are not valid.  The 
CoARC Curriculum Vitae Outline for Program Faculty (available on the CoARC website) can be 
used as evidence of curriculum vitae. 
 


If a program is offered by distance education and the PD resides in a different state than 
the base location, or if a program is located near a state border and the PD resides in a 
neighboring state, the PD may hold a license in his/her state of residence, unless required by the 
program sponsor to hold a license in the state in which the program is located. In a state or 
jurisdiction where licensing is not available, a credential comparable to licensing should be used.   



http://www.naces.org/
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Regardless of accreditation status, all programs accepting applications for new 


vacancies in Key Personnel positions are required to comply with this Standard.   
 
DA2.6 The PD must have regular and consistent contact with students and program faculty 


regardless of program location. 
 
Evidence of Compliance: 


 Results of student course evaluations.  


 Results of the CoARC DA Student-Program and DA Personnel-Program Resource Surveys.  
 
Interpretive Guideline: 
 Student course evaluations and interview responses should affirm that the PD is 
accessible to students throughout their course of study and that the extent of interaction 
between the PD and students facilitates the achievement of program goals.  The PD must be 
available and accessible (e.g., in-person, phone, or on-line) when students are actively taking 
professional coursework. 
 
 


Director of Clinical Education* 
 
*Standards DA2.7 through DA2.10 are applicable only to programs that provide clinical 
education as part of required coursework. 
  
DA2.7 For programs providing clinical education as part of required coursework, the Director 


of Clinical Education (DCE) must be responsible for all aspects of the clinical experiences 
of students enrolled in the program, including organization, administration, continuous 
review and revision, planning for and development of locations (with appropriate 
supervision) for evolving practice skills, and the general effectiveness of the clinical 
experience.  There must be evidence that sufficient time is devoted to the program by 
the DCE so that his or her educational and administrative responsibilities can be met. 


 
Evidence of Compliance: 


 CoARC Teaching and Administrative Workload Form; 


 Institutional job description. 
 
Interpretive Guideline: 
 The DCE workload should balance teaching and administrative responsibilities.  
Documentation of sufficient release time to meet administrative duties should be provided as 
additional evidence of compliance with this Standard. 
 
 


DA2.8 The DCE must have earned at least a master’s degree from an academic institution 
accredited by a regional or national accrediting agency recognized by the USDE. 
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Evidence of Compliance: 


 Academic transcript denoting the highest degree earned. 
 
Interpretive Guideline: 
 Degrees are acceptable only if they were awarded by an institution that is accredited by 
a USDE-recognized national or regional accrediting body.  Degrees from non-accredited 
institutions do not meet this Standard, and individuals holding such degrees are not acceptable 
as DCEs.  The degree earned can be in any field of study. 
 


For degrees from institutions in countries other than the United States, the CoARC will 
use an external review process by a foreign educational credentials evaluation service (e.g., 
www.naces.org) to ascertain whether the foreign transcript was equivalent to that of the 
required minimum degree. 
 
DA2.9 The DCE must have a: 


a) valid RRT credential; 
b) current professional license or certificate unless exempted from licensure under 


state or federal law; 
c) minimum of four (4) years’ experience as an RRT of which at least two (2) years must 


include experience in clinical respiratory care; 
d) minimum of two (2) years’ teaching experience in clinical respiratory care, research, 


management, or education associated with an accredited respiratory care program. 
 
Evidence of Compliance: 


 Documentation of a valid RRT credential; 


 Documentation of a current state license; 


 Curriculum vitae. 
 
Interpretive Guideline: 
 Documentation of credential validation can include a copy of the NBRC certificate or an 
NBRC Credentials Verification Letter.  Expired credentials are not valid.  The CoARC Curriculum 
Vitae Outline for Program Faculty (available on the CoARC website) can be used as evidence of 
curriculum vitae. 
 


If a program is offered by distance education and the DCE resides in a different state 
than the base location, or if a program is located near a state border and the DCE resides in a 
neighboring state, the DCE may hold a license in his/her state of residence, unless required by 
the program sponsor to hold a license in the state in which the program is located. In a state or 
jurisdiction where licensing is not available, a credential comparable to licensing should be used. 


 
Regardless of accreditation status, all programs accepting applications for new 


vacancies in Key Personnel positions are required to comply with this Standard.   
 
DA2.10 The DCE must have regular and consistent contact with students, clinical faculty, and 


clinical affiliates in all program locations. 



http://www.naces.org/





COMMISSION ON ACCREDITATION FOR     


      RESPIRATORY CARE 
  


2015 CoARC DA Standards Approved by Board– 3.21.15 Page 16 
 


 
Evidence of Compliance: 


 Results of student course evaluations. 


 Documentation of DCE contact with clinical faculty and clinical affiliates; 


 Results of the CoARC DA Student-Program and DA Personnel-Program Resource Surveys.  
 
Interpretive Guideline: 
 Student course evaluations and on-site interview responses should demonstrate that the 
DCE is accessible to students throughout their course of study and that the degree of interaction 
between the DCE and students facilitates the achievement of program goals. The DCE must be 
available and accessible (e.g., in-person, phone, or on-line) to students when they are actively 
taking clinical professional coursework.  Examples of contact documentation between DCE and 
clinical faculty/affiliates can include communications log, copies of email correspondence, or 
program faculty meeting minutes. 
 


Medical Advisor 
 
DA2.11  For programs providing clinical education as part of required coursework, a Medical 


Advisor must be appointed to provide competent medical guidance, and to assist the PD 
and DCE in ensuring that both didactic and supervised clinical instruction meets current 
practice guidelines.  The Medical Advisor must be a licensed physician and Board 
certified as recognized by the American Board of Medical Specialties (ABMS) or 
American Osteopathic Association (AOA) in a specialty relevant to respiratory care. 


 
Evidence of Compliance: 


 Copy of state license and board certificate(s); 


 Curriculum vitae; 


 Appointment Letter/Contractual Agreement; 


 Records of interaction with Key Personnel including attendance at Advisory Committee 
meetings; 


 Documentation of physician interaction with students; 


 Results of annual program resource assessment as documented in the CoARC RAM.   
 
Interpretive Guideline: 
 The Medical Advisor works with the PD and DCE to ensure that both didactic instruction 
and supervised clinical practice experiences meet current practice standards as they relate to 
the respiratory therapists’ role in providing patient care.  The Medical Advisor must be a 
member of the Advisory Committee.  If the PD is an MD or DO, they cannot also act in the 
capacity of the Medical Advisor. 
 
 Documentation of credential validation can include a copy of the board certificate or 
Credentials Verification Letter from the appropriate credentialing agency.  Expired board 
certificates are not valid.  Documentation of license validation can include a copy of the license 
certificate or License Verification Letter from the appropriate licensing agency.  Expired licenses 
are not valid.  The CoARC Curriculum Vitae Outline for Program Faculty (available on the CoARC 
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website) can be used as evidence of curriculum vitae.  Documentation of appointment as 
Medical Advisor by the program must include letters of appointment and acceptance (templates 
are available on the CoARC website).  Examples of documenting physician interaction with 
students can include physician interaction log in student clinical handbook, evidence of student 
presentations to physicians in the didactic and clinical setting, or documentation of student 
participation in research activities supervised by a physician. 
 


Instructional Faculty 
 
DA2.12 In addition to the key personnel, there must be sufficient personnel resources to 


provide effective instruction in the didactic, laboratory, and clinical setting (if applicable) 
for each course of study.  At each location to which a student is assigned for instruction, 
there must be an individual designated to facilitate the supervision and assessment of 
the student’s progress in achieving expected competencies.     


 
Evidence of Compliance: 


 Results of annual program resource assessment as documented in the CoARC RAM;   


 Student surveys of faculty performance (e.g., course evaluation); 


 Course class lists and faculty teaching schedules. 
 
Interpretive Guideline: 
 The program should demonstrate that instructional faculty are qualified in the content 
areas that they are teaching.  Qualified means that faculty have demonstrated a sufficient level 
of knowledge, skills and competency in those content areas.  ‘Appropriately credentialed’ 
depends on the topics/skills being taught. Instructional faculty need not be respiratory 
therapists, and can include professionals with advanced degrees or with experience and training 
in an appropriate field or discipline (e.g., MBAs, physicians, PhDs, pharmacists, nurses, 
pulmonary function technologists, etc.).  Volunteer faculty, adjuncts, part-time faculty, or full-
time faculty may meet this Standard. 
  
 For programs providing clinical education as part of required coursework, the program 
must ensure that sufficient, appropriately credentialed clinical instructors are available for 
students at each clinical site. The term “faculty” as it relates to clinical rotations refers primarily 
to clinical instructors, although program faculty with clinical supervision responsibilities are 
included.  Clinical instructors should have at least one valid clinical specialty credential (e.g., 
NPS, PFT, ACCS, SDS) or have board certification as recognized by the American Board of 
Medical Specialties (ABMS) or American Osteopathic Association (AOA) in a specialty relevant to 
respiratory care.  Clinical faculty includes off-site clinical supervisors, preceptors, or similar 
personnel who do not hold employment contracts with the program sponsor.  However, all 
clinical preceptors who are not program faculty must be employed by the clinical site at which 
they are teaching.   
 


Instructional faculty participate in the evaluation of student performance.  For all faculty 
who evaluate students, the program should have documentation that program personnel have 
provided them with orientation regarding their roles and responsibilities of preceptors, the 
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policies and procedures of the program related to the competencies being evaluated, and inter-
rater reliability training.  
 


Administrative Support Staff 
  
DA2.13 There must be sufficient administrative and clerical support staff to enable the program 


to meet its goals and objectives as defined in Section 3.  
 
Evidence of Compliance: 


 Results of annual program resource assessment as documented in the CoARC RAM.   
 
Interpretive Guideline: 
 Administrative/clerical support may include “pool” staff that supports other programs. 
This model is used at many institutions.  Administrative and clerical support should be sufficient 
to meet the needs of the program, meaning that the level of support allows Key Personnel to 
achieve both their educational and administrative responsibilities. Faculty should have access to 
instructional specialists, such as those in the areas of curriculum, testing, counseling, computer 
usage, instructional resources and educational psychology, as needed. Secretarial and clerical 
staff should be available to assist the Program Director and other program faculty in preparing 
course materials, correspondence, maintaining student records, achieving and maintaining 
program accreditation, and providing support services for student recruitment and admissions 
activities. 
 


Assessment of Program Resources 
 
DA2.14 The program must, at least annually, use the CoARC Resource Assessment Surveys to 


assess the resources described in Standard DA2.1.  The survey data must be 
documented using the CoARC Resource Assessment Matrix (RAM).  The results of 
resource assessment must be the basis for ongoing planning and appropriate change in 
program resources; any deficiency identified requires development of an action plan, 
documentation of its implementation, and evaluation of its effectiveness as measured 
by ongoing resource assessment. 


 
Evidence of Compliance: 


 Results of annual program resource assessment as documented in the CoARC RAM, over 
sufficient years to document the development and implementation of action plans and 
subsequent evaluations of their effectiveness. 
 


Interpretive Guideline: 
 Only the approved CoARC RAM format can be used for reporting purposes (available at 
www.coarc.com).  The RAM format documents the following for each resource assessed:  a) 
Purpose statements; b) Measurement systems; c) Dates of measurement; d) Results; e) Analysis 
of results; f) Action plans and implementation, and g) Reassessment.  Resource assessment must 
be performed annually using CoARC’s DA Student and DA Program Personnel Resource 
Assessment surveys (SPRS and PPRS) (www.coarc.com) with the results of the most recent RAM 



http://www.coarc.com/

http://www.coarc.com)/
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reported in  the Annual Report of Current Status.  Both surveys should be administered as close 
to the end of the academic year as possible. The SPRS must be administered annually to all 
currently enrolled students.  The PPRS should be completed by program faculty, the Medical 
Advisor, and Advisory Committee Members, with members of each group answering the 
questions pertaining to that group.  For both surveys, at least 80% of survey responses must be 
3 or higher for each of the 9 resource areas. Any resource for which this cut score is not achieved 
is deemed to be suboptimal and an action plan must be developed to address deficiencies.  
Resource Assessments must be reported separately for each portion of the program with a 
separate CoARC ID number. Programs must maintain resource assessment documentation for 
five years (RAM, SPRS, and PPRS).  Programs must assess each resource using at a minimum the 
two CoARC evaluation instruments. 
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SECTION 3 - PROGRAM GOALS, OUTCOMES, AND ASSESSMENT 
 


Statement of Program Goals 
 
DA3.1 The program must have the following goal defining minimum expectations:  “To provide 


graduates of entry into respiratory care professional practice degree programs with 
additional knowledge, skills, and attributes in leadership, management, education, 
research, or advanced clinical practice both to meet their current professional goals and 
to prepare them for practice as advanced degree respiratory therapists.” 


 


Evidence of Compliance: 


 Published program goal(s) in student handbook and program or institutional website. 
 


Interpretive Guideline: 
 The CoARC requires that all degree advancement programs have the same goal defining 
minimum expectations.  Programs are allowed to have goals in addition to these; however all 
such optional goals must have measureable outcomes, and there must be a systematic process 
to assess achievement of these outcomes.  All program goals must be made known to all 
prospective and currently enrolled students.  Program outcome data, faculty and advisory 
committee meeting minutes, program and sponsor publications, and information made 
available during on-site interviews should demonstrate compliance with this Standard. 
 
DA.3.2 Program goal(s) must form the basis for ongoing program planning, implementation, 


evaluation, and revision.  Program goal(s) and outcomes must be reviewed annually by 
program personnel to ensure compatibility with the mission of the sponsor. 


 
Evidence of Compliance: 


 Documentation of annual review and analysis of goals and outcomes by the program 
personnel, as evidenced in the minutes of faculty meetings and Annual Report of 
Current Status (RCS); 


 Documentation that the program’s optional goal(s) is/are compatible with the sponsor’s 
mission. 


 


Interpretive Guideline: 
 Broad-based, systematic and continuous planning and evaluation designed to promote 
achievement of program goal(s) is necessary to maximize the academic success of enrolled 
students in an accountable and cost effective manner.  The program should also explain, in 
narrative format, how its optional program goal(s) is/are compatible with, and help(s) to fulfill 
or advance the mission of the sponsor.  
 


Advisory Committee 
 


DA3.3 The communities of interest served by the program must include, but are not limited to, 
students, graduates, faculty, college administration, employers, physicians, and the 
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public.  An advisory committee, with representation from each of the above 
communities of interest (and others as determined by the program) must meet with key 
personnel at least annually to assist program and sponsor personnel in reviewing and 
evaluating program outcomes, instructional effectiveness and program response to 
change, along with addition of/changes to optional program goals.  


 


Evidence of Compliance: 


 Current advisory committee membership list identifying the community of interest with 
which each member is affiliated; 


 Minutes and attendance list of advisory committee meetings. 
 
Interpretive Guideline: 
 The purpose of an advisory committee is to provide opportunity for discussion and 
interaction aimed at improving the program, evaluating program goals, recruiting qualified 
students and meeting employment needs of the community. The responsibilities of the advisory 
body should be defined in writing. Program key personnel should participate in the meetings as 
non-voting members. 
 
 The Advisory Committee should evaluate proposed changes to/addition of optional 
goal(s), and should review program outcomes, instructional effectiveness, and planned program 
responses to these and any other changes as they warrant. Advisory Committee meeting 
minutes should reflect an annual review of all resources - curriculum, capital equipment, clinical 
affiliates, etc.  In addition, the Advisory Committee should be asked to review and discuss 
proposed substantive changes as outlined in Section 9.0 of the CoARC Accreditation Policies and 
Procedures Manual.  Policies and procedures outlining Advisory Committee responsibilities, 
appointments, terms and meetings as well as an ongoing record of Committee minutes, 
deliberations and activities should be used to demonstrate compliance with this Standard. 
 


Student Learning Outcomes 
 
DA3.4 The program must define and make available to enrolled students and faculty the 


expected student learning outcomes (ESLOs) that align with DA3.1 and DA3.2 and 
address the professional competencies determined by the program as outlined in 
Section 4.  These ESLOs must clearly articulate what students are expected to be able to 
do, achieve, demonstrate, or know upon completion of the program.  The program shall 
determine the direct and indirect evidence to be used to measure each of the ESLOs and 
shall make these measures available to students.  


 
Evidence of Compliance: 


 Documentation of expected ESLOs for each segment of professional coursework that 
includes direct and indirect evidence used to measure each ESLO;  


 Documentation that ESLOs are provided to all enrolled students and faculty. 
 


Interpretive Guideline: 
There are no nationally-accepted ESLOs for this type of program; therefore, it is the 
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responsibility of the program faculty, with input from the advisory committee, to define the 
ESLOs of the program and to determine which of the ESLOs are applicable to each student based 
on his/her professional goals.  ESLOs must be defined at a level above and beyond that of the 
graduate RRT entering the profession.  ESLOs should be documented in either the course syllabi 
or course manual.  ESLOs must be consistent with the roles and degree requirements for which 
the program is preparing its graduates.  Assessment of student learning outcomes should 
involve both direct and indirect examination of student performance.  Types of direct evidence 
that might be used to evaluate expected competencies include (but are not limited to): 
 


 Faculty-designed comprehensive or capstone examinations and assignments;  


 Performance on licensing or other external examinations;  


 Demonstrations of abilities in context, including simulations where applicable;  


 Portfolios of student work compiled over time;  


 Case-based examinations;  


 Published or unpublished research/scholarship; 


 Literature searches involving critical reviews of peer-reviewed publications;  


 Samples of student work generated in response to course assignments.  


 Scores on programmatic tests accompanied by test “blueprints” describing what the 
tests assess; 


 Instructor evaluations demonstrating student competence in laboratory and clinical skills;  


 Recorded observations of student behavior in learning situations (e.g., presentations, group 
discussions); 


 Student reflections on their performance with regard to values, attitudes and beliefs.  
 
 Types of indirect evidence that might be used to evaluate expected competencies include 
(but are not limited to):   


 Given the focus on student performance or achievement relative to the other members of 
the class, course grades provide information about student learning that can vary from class 
to class, and accordingly may be used inconsistently; 


 Comparison between admission and graduation rates; 


 Number or rate of graduating students pursuing their education at the next level; 


 Employment or placement rates of graduating students into appropriate career positions; 


 Course evaluation items related to overall course or curriculum quality rather than instructor 
effectiveness; 


 Number or rate of students involved in research, collaborative publications, presentations, 
and/or service learning; 


 Surveys, questionnaires, focus-group, or individual interviews dealing with faculty and staff 
members’ perception of both student learning as supported by the program and 
program/sponsor services provided to students; 


 Quantitative data such as enrollment numbers; 


 Surveys, questionnaires, focus group, or individual interviews dealing with current students’ 
perception of their own learning; 


 Surveys, questionnaires, focus group, or individual interviews dealing with alumni’s 
perception of their own learning or of their current career satisfaction; 
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 Surveys, questionnaires, focus group, or individual interviews dealing with faculty and staff 
members’ perception of student learning; 


 Honors, awards, scholarships, and other forms of public recognition earned by students and 
alumni. 


 
Assessment of Program Goals 
 
DA3.5 The program must formulate a systematic assessment process to evaluate the ESLOs 


defined in DA3.4. Rubrics must be established for each of the ESLOs and made known to 
the students prior to their evaluations.  Based on the results of the assessment process, 
the program must make adjustments to the curriculum as needed, but no less than 
annually. 


 
Evidence of Compliance: 


 Rubrics for all ESLOs included in all course syllabi and in the student handbook; 


 Annual Report of Current Status (RCS) documenting ESLOs; 


 Minutes of faculty and advisory committee meetings. 
 
Interpretive Guideline: 
 The program must establish a method for ensuring that each student will accomplish all 
applicable competencies prior to completion of the program. For example, a declaration of 
intent to complete all applicable competencies could be developed for students to sign prior to 
beginning the program.  Although the program must demonstrate that it is providing distinct 
learning experiences for each competency, the emphasis (i.e. the breadth and depth of the 
experiences) will vary with focus area, the degree awarded, and the professional goal of the 
individual. 
 


 A well designed program assessment process should reflect adequate collection and 
interpretation of information regarding student learning and program outcomes, as well as the 
effectiveness of administrative functions.  The assessment process incorporates both the study 
of the quantitative and qualitative performance data collected and its critical analysis by the 
program. The process should provide evidence that the program is thorough and precise with 
regards to data collection, management and interpretation of the data, and that determination 
of the potential/necessity for improvement or change is based on the relevance of the collected 
data to the various aspects of the program.   
 
Student Evaluation 
 


DA3.6 The program must have clearly documented assessment measures by which all students 
are regularly evaluated on their acquisition of the knowledge, skills, attitudes, and 
competencies required for graduation.  The program must conduct evaluations 
equitably and with sufficient frequency to keep students apprised of their progress 
toward achieving the expected competencies.  This will facilitate prompt identification 
of learning deficiencies and the development of a means for their remediation within a 
reasonable time frame.  For programs providing distance education with on-line exams 
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or quizzes as part of the evaluation process, the program must provide evidence 
supporting its determination that such testing preserves academic integrity and 
maintains quality and fairness.  


 


Evidence of Compliance: 


 Student handbook or other documents readily available to students, such as course 
syllabi, that explains remediation policies, as well as the number and frequency of 
student evaluations; 


 Student evaluations of instruction documenting satisfaction with the frequency and 
objectivity of evaluations and with the opportunities for remediation; 


 Student evaluations performed by faculty, supporting the equitable administration of 
the evaluations; 


 Records of student academic counseling; 


 Results of proctored exams and a description of the means used to assure academic 
integrity (can include proctored exams, locked browser system, video monitoring, etc.) 
[if applicable]; 


 Faculty meeting minutes demonstrating review of proctoring processes and results [if 
applicable]. 


 
Interpretive Guideline: 
 Written criteria to determine progression in the program, such as passing and failing 
exams, must be given to each student at the time of entry into the program.  Evaluation systems 
must be related to the objectives and competencies described in the curriculum for both didactic 
and applied components. They must be employed frequently enough to provide students and 
faculty with timely indications of each student’s academic standing and progress and to serve as 
a reliable indicator of the appropriateness of course design and the effectiveness of instruction.  
Thorough assessment requires both formative and summative evaluations and involves multiple 
assessments by a number of individuals.  Performance should be assessed according to the 
program’s pre-specified criteria. If a student does not meet these criteria, provision should be 
made for remediation or possible dismissal.  


 
Grading criteria must be clearly defined for each course, communicated to students, and 


applied consistently. The processes by which the evaluation of individual student performance is 
to be communicated to students must be clearly understood by all concerned. Student 
performance evaluation is the responsibility of program faculty. In instances where preceptors 
facilitate student learning experiences or perform formative evaluations, faculty should seek 
input from these preceptors regarding individual student performance, but program faculty are 
ultimately responsible for evaluation of individual student learning outcomes and subsequent 
remediation. 
 


For programs providing distance education with on-line exams or quizzes as part of the 
evaluation process, the proctor monitoring the process shall be employed by the program 
sponsor or a reputable third party.  The process for conducting proctored examinations shall be 
clearly and completely stated by the program sponsor.  Proctors shall use valid government-
issued photo identification to confirm each student’s identity. The process shall ensure that the 
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student who takes the proctored examination is the same person who enrolled in the program, 
and that examination results will reflect only that student’s knowledge and competence in 
accordance with stated educational objectives and learning outcomes.   


 
The sponsor must have a student identity verification process that ensures that the 


students who earn the credit or complete coursework are the same students who did the course 
assignments and assessments.  A program that offers distance education must ensure that the 
student who registers in a distance education course or program is the same student who 
participates in and completes the course or program and receives the credit by verifying the 
identity of the student who participates in class or coursework. 
 
Inter-rater Reliability 
 
DA3.7 For programs providing clinical education as part of required coursework, the program 


must develop and implement processes that reduce inconsistency among individuals 
who perform clinical evaluations. 


 
Evidence of Compliance: 


 Development of an inter-rater reliability plan that includes a description of evaluator 
training and records of training participation by clinical evaluators; 


 Documentation of review and analysis of clinical evaluations by program personnel; 


 Documentation of implementation of an action plan to reduce inconsistency when 
variability is identified. 


 
Interpretive Guideline: 
 *This Standard is applicable only to programs that provide clinical education as part of 
required coursework.  


 


 The intent of this standard is to ensure consistency in the clinical evaluation of students.   
The program must demonstrate that there is ongoing assessment of the evaluations done by 
clinical evaluators and that evaluators are provided with training (e.g. training manual, training 
workshop, or online training sessions for evaluators) to improve consistency.    
 


Initially, preceptor evaluations must be conducted within the first year of assignment.  
Subsequent preceptor evaluations must be conducted when: (1) significant changes to the 
program’s clinical evaluation processes occur; (2) curricular content changes occur after revision 
of the national credentialing agency content outline; (3) new accreditation Standards are 
published; and (4) student or program assessments (e.g., evaluation of instruction by students 
and program surveys) identify variability in clinical evaluations.  Preceptors that do not 
participate in the clinical evaluation of students are not included in the inter-rater reliability 
program.  This process must include a comparison of evaluations done in a setting where 
program faculty can identify variability among evaluators.  Statistical analysis can be used but is 
not required.  When excessive variability amongst evaluators is identified, the program must 
have a plan of action which includes remediation, a timeline, and follow-up.  The results of this 
process must be reviewed by the DCE or PD at least annually. 
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Assessment of Program Outcomes 
 


DA3.8 Program outcomes must be assessed annually, using the standardized CoARC surveys of 
graduates. 


 


Evidence of Compliance: 


 Hard copy or electronic records of completed CoARC DA Graduate surveys; 


 Results of annual Report of Current Status accepted by CoARC. 
 
Interpretive Guideline: 
 CoARC requires the use of its Graduate Surveys for Degree Advancement Programs 
(available at www.coarc.com) as part of each program’s ongoing self-assessment.  The program 
must provide an analysis and action plan to address deficiencies identified in these surveys.  The 
program should also carefully review all pertinent data, including student evaluations for each 
course and rotation, student evaluations of faculty, failure rates for each course and clinical 
rotation, student remediation, student attrition, and faculty evaluations of students’ 
preparedness for rotations, analyze these data and prepare focused action plans to address 
identified deficiencies. 


 
Reporting Program Outcomes 
 
DA3.9 The program must, at a minimum, meet the outcome thresholds established by CoARC 


regardless of location and instructional methodology used. 
 


Evidence of Compliance: 


 Results of annual Report of Current Status accepted by CoARC. 
 
Interpretive Guideline: 
 CoARC has established minimum performance criteria (Thresholds of Success) for each of 
the outcomes (See www.coarc.com).  The program must meet the outcomes assessment 
thresholds, as documented in the Annual Report of Current Status. Programs shall include 
analysis and action plans to address any shortcomings revealed by these evaluation systems. 
 


 Programmatic summative measures should include graduate achievement on national 
credentialing specialty examinations (when applicable), and/or program-defined summative 
measures of outcome performance related to ESLOs (e.g., Capstone project).  For those students 
undertaking specialty education in respiratory care (i.e. neonatal, intensive care, sleep disorders, 
etc.) the program must use national credentialing specialty examinations as an outcomes 
measure and these outcomes data must be reported annually. However, there will be no 
corresponding outcomes assessment threshold for these examinations. 
 


Attrition is defined as the percentage of students who enrolled in the degree 
advancement program but left the program prior to graduation.  Students who leave the 



http://www.coarc.com/

http://www.coarc.com/
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program before the fifteenth calendar day after the beginning of the first term are not included 
in program attrition. 
 


 Graduate satisfaction surveys shall be administered twelve (12) months after 
graduation. 
 


 Professional advancement requires the graduate to meet program-defined criteria 
related to management, advanced clinical practice/patient care, teaching, research, 
professional service, and/or other professional development metrics. 
 


 On-Time Graduation Rate is defined as the number of students who graduate with their 
enrollment cohort (i.e., within thirty (30) days of their expected graduation date) divided by the 
total number of students in that class who ultimately graduated. The enrollment date and the 
expected graduation date of each cohort are specified by the program.   
 
DA3.10 The program must use the standardized CoARC electronic reporting tool to submit an 


annual Report of Current Status to CoARC. 
 


Evidence of Compliance: 


 Annual Report of Current Status accepted by CoARC. 
 


Interpretive Guideline: 
 All programs must complete and submit an Annual Report of Current Status (RCS) by the 
July 1st deadline.  The RCS documents the program’s outcomes results (as defined in DA3.9) in 
relation to the thresholds, where applicable.  If applicable, the program/option must also list its 
current clinical affiliates each year in the RCS.  The Annual Report of Current Status is available 
for access at www.coarc.com.   
 
DA3.11 Programs not meeting all of the established CoARC outcomes assessment thresholds 


must develop an appropriate plan of action for program improvement that includes 
addressing each of the identified shortcomings. 


 


Evidence of Compliance: 


 Progress report(s) with supporting documents. 
 


Interpretive Guideline: 
 This Standard is only applicable to programs that have not met one or more of the 
outcomes assessment thresholds described in Standard DA3.9.  Programs and program options 
with sub-threshold results will be required to engage in an accreditation dialogue, which may 
include progress report(s), focused on-site evaluation, resource assessment, and/or detailed 
analyses and action plans addressing the sub-threshold results. The process and deadline for the 
submission of these documents will be communicated to the program by the CoARC Executive 
Office.  Remediation of outcomes deficiencies is explained in detail in Section 4.0 of the CoARC 
Accreditation Policies and Procedures Manual.  A copy of the program’s most recent progress 
report addressing the shortcoming(s) (including CoARC’s program action letter requesting the 
report) must be included as minimum evidence. 



http://www.coarc.com/
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 If the program does not currently have a Referee, one will be assigned.  A program 
referee is a member of the CoARC assigned to serve as the liaison between the program and the 
CoARC.  The Referee will provide consultation during the self-study process; analyze all 
documents for compliance with the Standards and Accreditation Policies and Procedures; help 
the program to identify ways to meet those Standards; communicate with the program 
concerning clarification of program matters; and recommend appropriate accreditation action 
to the CoARC. 
 


Clinical Site Evaluation 
 


DA3.12 For programs providing clinical education as part of required coursework, the program 
must define and maintain consistent and effective processes for both the initial and 
ongoing evaluation of all clinical sites to ensure that clinical resources and student 
supervision at each site are sufficient to facilitate achievement of program goals.    


 


Evidence of Compliance: 


 Program evaluation plan and results of these evaluations for all clinical sites and 
preceptors; 


 Results of student evaluations of clinical courses, sites, and preceptors; 


 Results of CoARC DA Student-Program and DA Personnel-Program Resource Surveys. 
 


Interpretive Guideline: 
 *This Standard is applicable only to programs that provide clinical education as part of 
required coursework. 
 


 An effective evaluation process requires the program to establish criteria for evaluation 
of new sites and clinical faculty as well as those that have an ongoing relationship with the 
program. The evaluation process(es) should focus on established criteria suitable for the 
program. The program should include a narrative describing, in concise terms, the types and 
frequency of the evaluations it uses.  This narrative should include any available evaluations of 
the program and its clinical sites by the program’s sponsor, but more importantly, a description 
of the methods used by the program to evaluate its clinical sites and preceptors.  The program 
should not include the actual evaluation documents in the self-study.  However they must be 
available for the on-site evaluation team. 
 


 Clinical site evaluation involves both monitoring the sites used for supervised clinical 
practice experiences and modifying them as necessary to ensure that expected learning 
outcomes will be met by each student upon program completion. Faculty should be able to 
document that the use of different clinical sites to achieve the same competency does not affect 
the overall accomplishment of expected learning outcomes.  The evaluation should also show 
that while students are on supervised clinical practice rotations, preceptors are providing 
feedback and mentoring.  
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SECTION 4 - CURRICULUM 
 


Curriculum Consistent with Program Goals 
 
DA4.1 The curriculum must include integrated content necessary to attain the expected 


competencies and achieve the program’s stated goal(s). 
 


Evidence of Compliance:  


 Course syllabi for all courses including course description, general and specific course 
objectives, methods of evaluation, content outline, and criteria for successful course 
completion; 


 Published curriculum demonstrating appropriate course sequencing; 


 Catalog course descriptions for all required courses in the curriculum; 


 For clinical specialty programs, written documentation of the comparison of the 
program curriculum to the appropriate national credentialing agency specialty exam 
content outline. 


 
Interpretive Guideline:  
 To ensure that students benefit from the program, the curriculum should build upon 
their prior education and professional experiences while remaining congruent with the goal(s) of 
the program and addressing the needs and expectations of the communities of interest.  Course 
content must be consistent with the roles and degree requirements for which the program is 
preparing its graduates. 
 
 It is important for the program to individualize the curriculum by developing learning 
activities that allow students to gain the skills and knowledge required for their chosen 
programmatic focus/career plan.  These learning activities should be designed to provide the 
student with experiences that will advance the student from a competent entry-level 
practitioner to a proficient advanced practitioner. 
 
 The integration of content both horizontally and vertically within the curriculum involves 
proper course sequencing.  Appropriate sequencing requires consideration of all necessary 
content and its subsequent, appropriate integration.  Course sequencing should build upon 
previous experience with student learning.  Within each subject area, course content should be 
connected topic to topic, concept to concept and one year's work to the next.  The progression 
of the curriculum should match and build on the progression of the expected competencies. 
 
 


Curriculum Review & Revision to Meet Goals  
 
DA4.2 Curricular content must be periodically reviewed and revised to ensure both its 


consistency with the program’s stated goal(s) and its effectiveness in achieving the 
expected competencies.   
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Evidence of Compliance: 


 Course syllabi for all courses including course descriptions, general and specific course 
objectives, methods of evaluation, content outline, and criteria for successful course 
completion; 


 Written documentation of the matching of the program curriculum to the expected 
competencies/ESLOs; 


 Written analysis of program effectiveness in achieving the expected competencies and 
documentation that this is reported to the Advisory Committee annually, along with 
advisory committee response/recommendations.  An action plan and follow-up must be 
implemented when significant deficits in any content areas are noted, and must address 
Advisory Committee recommendations. 
 


Interpretive Guideline: 
 The program must provide evidence that curricular content is current and reflects the 
expected competencies for each subject/focus area.  When credentialing examinations are used 
as an outcomes measure, the program must document comparison of the detailed content 
outlines for each course with current credentialing exam content matrices, as available.  CoARC 
does not address the relationship of high-fidelity patient simulation to clinical patient hours or 
the suitability of substituting the former for the latter.  While the CoARC encourages the use of 
patient simulation as an adjunct to clinical training, it has concluded that for a variety of 
reasons, simulation cannot replace patient contact. 
 
Continued Professional Practice Competencies 
 


 Graduates must demonstrate proficiency with a set of knowledge, skills and attributes 
that are specific to the programmatic track or, concentration, (e.g., clinical specialization, 
advanced clinical practice, education, management, research, etc.) chosen by the student. 
 
DA4.3 Practice-Specific Knowledge and Skills 


As applicable, based on his/her professional goals, each student must pursue a course of 
independent study that will address the ESLOs specific to the track, concentration, or 
specialization s/he chooses under the guidance of faculty.   
The graduate must demonstrate proficiency in his/her course of study by completing a 
national credentialing specialty examination or a program-defined summative measure 
(e.g., Capstone project), as applicable.  Graduate competencies may include, but are not 
limited to: 


 Demonstration of proficiency specific to the track, concentration, or specialization; 


 Ability to independently implement education and training to maintain proficiency in 
the chosen track, concentration, or specialization; 


 Ability to apply skills acquired from the chosen track, concentration, or specialization 
to continued professional practice. 


 


Evidence of Compliance 


 For each student/track, a syllabus of required courses demonstrating that the 
curriculum addresses these competencies, with related objectives, teaching modules 
and evaluations; 
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 List of expected competencies required for continued professional practice related to 
each student’s/group’s chosen domain; 


 Documentation of student evaluations that demonstrate achievement of the 
competencies established by the program to meet this Standard; 


 Results on specialty credentialing exams (if applicable) and/or programmatic summative 
measures as reported in the Annual Reports of Current Status accepted by CoARC; 


 Independent study papers documenting the acquisition of advanced skills in the chosen 
track (i.e., education, research, management, quality improvement, protocol 
development, etc.). 


 


DA4.4 Clinical Knowledge  


For programs providing clinical education as part of required coursework, graduates 


must have an understanding of system/disease processes and mechanisms sufficient to 


enable them to recommend strategies for patient care decisions.  Graduates are 


expected to demonstrate an analytical approach to clinical situations and must have 


sufficient understanding of established and evolving biomedical and clinical sciences to 


effectively apply this knowledge to patient care in their area of practice. These 


competencies should include, but are not limited to, demonstrating an in-depth 


comprehension of: 


 Advanced cardiopulmonary physiology; 


 Pathophysiology of common acute & chronic respiratory diseases; 


 Pathophysiology and management of common comorbidities of cardiopulmonary 
disease; 


 Advanced cardiopulmonary diagnostics and monitoring; 


 The indications and contraindications for, and adverse reactions of, advanced 
respiratory pharmacologic agents (e.g., inhaled nitric oxide, inhaled antibiotics, 
heliox, inhaled prostaglandins);  


 The pharmacology of medication used for common comorbidities of 
cardiopulmonary disease; 


 The indications and contraindications for, and adverse reactions of, advanced 
cardiopulmonary interventions (e.g., high frequency oscillation, airway pressure 
release ventilation, and extracorporeal membrane oxygenation); 


 Cellular biology and genetics related to cardiopulmonary disease; 


 The interventions necessary for patient education and the prevention of common 
cardiopulmonary disease; 


 The use of evidence-based practice as a foundation for the delivery of care; 


 Ethical, moral and end-of-life issues. 
 
Evidence of Compliance: 


 Syllabi of required courses demonstrating that the curriculum addresses these 
competencies with related objectives, teaching modules and evaluations; 


 Documentation of student evaluations that demonstrate achievement of the 
competencies listed in this Standard; 


 CoARC Graduate satisfaction survey results. 
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DA4.5 Professional Attributes 


Professionalism is the exhibition of skill, good judgment and polite behavior as care is 


delivered.  Foremost, it involves prioritizing the interests of those being served above 


one’s own.  Professionalism requires that graduates understand their personal and 


professional limitations and that they practice without impairment from substance 


abuse, or mental illness.  Graduates must demonstrate a high level of responsibility, 


ethical practice, sensitivity to diversity, and adherence to legal and regulatory 


requirements.  These competencies may include, but are not limited to demonstrating: 


 Respect, compassion, and integrity; 


 Commitment to excellence and ongoing professional development;  


 Accountability to patients, society, and the profession;  


 Responsibility for promoting a safe environment for patient care; 


 The ability to recognize and correct systems-based factors that negatively impact 
patient care; 


 Professionalism in oral and written communication, e-mail communication and 
discussion forums or blogs; 


 Professional relationships with physicians, supervisors and other health care 
providers;  


 An understanding of legal and regulatory requirements, including the role of the 
respiratory therapist;  


 A commitment to ethical principles pertaining to the provision or withholding of 
clinical care, the confidentiality of patient information, informed consent, and 
business practices;  


 A cost-effective approach to health care and resource allocation that does not 
compromise quality of care;  


 The ability to participate effectively in quality improvement activities with other 
members of the health care delivery team;  


 Sensitivity and appropriate responsiveness to patients’ culture, age, gender, and 
disabilities; 


 The ability to recognize and address gender, cultural, cognitive, emotional, and 
other biases as well as gaps in medical knowledge and physical limitations in 
themselves and others. 


 
Evidence of Compliance: 


 Syllabi of required courses demonstrating that the curriculum addresses these 
competencies with related objectives, teaching modules and evaluations; 


 Documentation of student evaluations that demonstrate achievement of the 
competencies listed in this Standard; 


 CoARC Graduate satisfaction survey results. 
 


DA4.6 Interpersonal and Inter-professional Communication  


As applicable, based on his/her professional goals/programmatic track, graduates must 


demonstrate interpersonal and communication skills that result in effective interaction 
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with others (e.g., patients, patients’ families, physicians, other health 


professionals/coworkers, students, faculty, and the public). Opportunity to acquire 


these skills must be incorporated into coursework to enable students to communicate 


proficiently and appropriately, both orally and in writing.  These competencies may 


include, but are not limited to, the ability to: 


 Use the most effective communication techniques for the intended audience, 
including innovative formats; 


 Work with individuals from other professions to maintain a climate of mutual 
respect and shared values; 


 Understand the importance of compassionate, ethical, and professional 
relationships with patients and their families;  


 Understand how to create a communication environment that respects diversity and 
cultural differences at all levels; 


 Understand the effects of health literacy and the diversity of patient education on 
patient health and the treatment of disease; 


 Learn the elements of effective inter-professional communication, respecting all 
members of the healthcare delivery team; 


 Communicate with patients, families, communities, and other health professionals in 
a manner that supports a team approach to the maintenance of health and the 
treatment of disease; 


 Write a cohesive convincing, professional, essay supporting a particular viewpoint, 
with appropriate grammar, sentence structure and organization; 


 Develop oral presentation skills to convey information effectively; 


 Partner with supervising physicians, health care managers, and other health care 
providers to assess, coordinate, and improve the delivery of health care and patient 
outcomes. 
 


Evidence of Compliance: 


 Syllabi of required courses demonstrating that the curriculum addresses these 
competencies with related objectives, teaching modules and evaluations; 


 Documentation of student evaluations that demonstrate achievement of the 
competencies listed in this Standard; 


 CoARC Graduate satisfaction survey results. 
 
DA4.7 Practice-Based Research 


As applicable, based on his/her professional goals, graduates must demonstrate 
proficiency in evidence-based research suitable to their programmatic track, 
concentration, or specialization.  These competencies may include, but are not limited 
to, the ability to: 


 Conduct a systematic review of the literature that identifies the weight of evidence 
for a particular subject, including areas of consensus, inconsistency, and 
opportunities for further research. 


 Produce a scholarly annotated bibliography; 
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 Use electronic communication technology (i.e. word processing, spreadsheets, 
statistics and presentation software, file sharing software, webinar technology) to 
conduct the research; 


 Produce a  scholarly work with a cohesive structure, appropriate citations and 
referencing; 


 Produce an abstract/poster presentation and defend it in a public forum; 


 Implement the elements of project management in a team environment; 


 Participate in a group setting to produce a clinical protocol related to the specialty; 


 Use the Scientific Method to formulate appropriate questions, organize and test 
hypotheses, and apply research results to the practice of respiratory care; 


 Apply knowledge of study designs and statistical methods to the appraisal of clinical 
studies and other information on diagnostic and therapeutic effectiveness; 


 Develop and evaluate a research project designed to enhance practice. 
 


Evidence of Compliance 


 Syllabi of required courses demonstrating that the curriculum addresses these 
competencies with related objectives, teaching modules and evaluations; 


 List of expected competencies required for continued professional practice related to 
this domain; 


 Documentation of student evaluations that demonstrate the achievement of 
competencies established by the program to meet this Standard; 


 CoARC Graduate satisfaction survey results. 
 
DA4.8 Professional Leadership 


When applicable, based on their professional goals, graduates must demonstrate 
leadership attributes in their work environments.  They should understand how to make 
contributions to their professional communities and how to effect beneficial changes in 
institutional policy, professional organizations and government. These competencies 
may include, but are not limited to, the ability to: 


 Use information technology to manage information, access online medical 
information, and support their own continuing education;  


 Recognize and appropriately address:  gender, cultural, cognitive, emotional, and 
other biases; gaps in medical knowledge; physical limitations in themselves and 
others; 


 Facilitate the learning of students and/or other health care professionals; 


 Understand the funding sources and payment systems that provide coverage for 
patient care;  


 Identify ways to lower the cost of healthcare delivery while maintaining quality of 
care; 


 Facilitate a civil discussion that arrives at a consensus which addresses the concerns 
of all stakeholders; 


 Understand how to manage a professional meeting including developing an agenda, 
inviting participants, and using Robert’s Rules; 


 Network with other professionals on the internet using e-mail lists, blogs, and 
networking sites; 
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 Demonstrate an ability to communicate effectively with legislators and lobbyists at 
the state and federal level; 


 Increase the public’s understanding of the Respiratory Therapy profession; 


 Understand the organization, responsibilities and function of the major societies, 
boards and commissions that govern the specialty of Respiratory Therapy at the 
state and national level. 
 


Evidence of Compliance: 


 Syllabi of courses demonstrating that the curriculum addresses these competencies with 
related objectives, teaching modules and evaluations; 


 List of expected competencies required for professional practice related to this domain; 


 Documentation of student evaluations that demonstrate the achievement of 
competencies established by the program to meet this Standard; 


 CoARC Graduate satisfaction survey results. 
 


Length of Study 
 
DA4.9 The program must ensure that the duration of the program is commensurate with the 


degree awarded and sufficient for students to acquire the expected competencies. 
 
Evidence of Compliance: 


 Annual Report of Current Status accepted by CoARC documenting both student 
achievements that meet thresholds and the satisfaction of faculty and graduates with 
the program; 


 Published curriculum outline in the academic catalog for each program track, 
documenting the length of study required for graduation from the program and degree 
conferred; 


 Clinical evaluation mechanisms that document the progressive independence of the 
student in the clinical setting, if applicable;  


 Clinical  syllabi  detailing expected student competencies, if applicable;  


 Results of CoARC DA Student and DA Personnel Program Resource Surveys; 


 Results of CoARC Graduate Surveys. 
 


Interpretive Guideline: 
 The intent of this Standard is to allow flexibility in the length of study while ensuring that 
the program still meets its stated goal(s).   The curriculum may be structured to allow individual 
students to achieve the competencies specified for their graduation from the program prior to 
the expected completion date as well as to provide opportunity for students who require more 
time to extend the duration of their instruction.  
 


Equivalency 
 
DA4.10  The program must ensure that course content, learning experiences (didactic, 


laboratory, and clinical), and access to learning materials are substantially equivalent for 
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all students in a given track. 
 
Evidence of Compliance: 


 Documentation that students at various program locations have access to similar course 
materials, laboratory equipment and supplies, and academic support services; 


 Documentation that student exposure to clinical experiences is equivalent regardless of 
the clinical locations attended (if applicable); 


 Results of CoARC DA Student-Program Resource Surveys; 


 Results of student evaluation of clinical sites and preceptors (if applicable); 


 Results of student clinical course evaluations (if applicable); 


 Evidence of procedures to ensure inter-rater reliability for clinical experiences (if 
applicable); 


 Program action plan and follow-up when results of these evaluations warrant 
intervention. 


 
Interpretive Guideline: 
 All curricular activities (i.e. classroom, laboratory, clinical, research) that substantially 
contribute to the development of a competent graduate should result in comparable learning 
outcomes regardless of the location of instruction.   
 
 The program should document equivalency of both student evaluation methods and 
outcomes when instruction is conducted at geographically distant locations and/or provided by 
different instructional methods for a portion of the students in the program. Under these 
circumstances, student access to learning materials should be similar at the various locations, 
and must be adequate to meet program goals, but need not be identical. 
 
 For programs providing clinical education as part of required coursework, it is necessary 
for the program to ensure that, for every class, the sum of each student’s clinical experiences is 
equivalent to that of the other students in that class, and sufficient to allow the achievement of 
all required competencies.   
 


For programs providing clinical education as part of required coursework, the program 
must document that each clinical site provides student access to the physical facilities, patient 
populations and supervision necessary to meet program goals and fulfill program expectations 
of the clinical experience at that site.  Each clinical experience should be of sufficient quality and 
duration to meet the required clinical objectives/competencies identified in the clinical syllabi 
for that rotation.  Sufficient practice time and learning experiences should be provided during 
clinical rotations to ensure that students attain the clinical competencies expected for each site.   
 


Clinical Practice 
 
DA4.11 For programs providing clinical education as part of required coursework, the program 


must secure formal, written, duly executed agreements or memoranda of 
understanding from all clinical education sites.  These agreements/memoranda must 
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describe the relationship between the program and the clinical site and clearly delineate 
the roles of the program, its sponsor, and the clinical site. 


 
Evidence of Compliance: 


 List of all sites used for clinical training; 


 Copies of current, formal, written clinical affiliation agreements or memoranda of 
understanding for each site. 
 


Interpretive Guideline: 
 *This Standard is applicable only to programs that provide clinical education as part of 
required coursework.  


 
 The program’s responsibility for coordinating clinical rotations involves identifying, 
contacting and evaluating locations for suitability as a required or elective rotation site, as well 
as contacting qualified individuals employed at these sites as potential clinical faculty.  
 
 Affiliate agreements typically include specific notations acknowledging the terms of 
participation between the respiratory care program and the clinical affiliate and usually specify 
which policies govern students during their access to educational resources and clinical 
experiences.  The program is encouraged to provide copies of clinical schedules as additional 
evidence of compliance. 
 
DA4.12 For programs providing clinical education as part of required coursework, the program 


must be solely responsible for the selection and coordination of clinical sites as well as 
ensuring that the type, length, and variety of clinical experiences are sufficient for 
students to acquire all required competencies.  Students must not be responsible for: 
the selection of clinical sites; the determination as to which competencies should be 
mastered at a given clinical site; or the acquisition of clinical instructors at these sites. 


 
Evidence of Compliance: 


 Detailed clinical schedules; 


 Formal written clinical affiliation agreements or memoranda of understanding; 


 Results of CoARC DA Graduate Surveys. 


 
Interpretive Guideline: 
 *This Standard is applicable only to programs that provide clinical education as part of 
required coursework.  


 
 Coordinating clinical experiences involves identifying, contacting and evaluating sites 
and preceptors for their suitability based on curricular requirements. Students may make 
suggestions to program faculty for sites and preceptors but must not be required to do so. 
Student suggested sites and preceptors may be evaluated by the program and approved when 
appropriate.  However, student experience at such sites must be assessed to determine that 
outcomes are equivalent to those at sites chosen by the program.  
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SECTION 5 - FAIR PRACTICES AND RECORDKEEPING 
 


Disclosure 
 
DA5.1  All published information, such as web pages, academic catalogs, publications and 


advertising, must accurately reflect each respiratory care program offered.  
 
Evidence of Compliance: 


 Published program information documenting the program(s) offered. 
 


Interpretive Guideline: 
 Sponsors and programs are responsible for providing clear and accurate information to 
stakeholders about all aspects of the program, including program options. Published 
information about the program must be accurate and consistent wherever it appears.  Published 
information should be reviewed annually to ensure it is up-to-date and consistent with current 
CoARC Standards and Accreditation Policies. 


 
DA5.2 At least the following must be defined, published, and readily available to all prospective  
  and enrolled students:  


a) The accreditation status of both the program and its sponsor (including consortium 
members where appropriate), along with the name and contact information of the 
accrediting agencies.  


b) Admission and transfer policies.  
c) Policies regarding advanced placement.  
d) Required academic and technical standards.  
e) All graduation requirements.  
f) Academic calendar.  
g) Academic credit required for program completion.  
h) Estimates of tuition, fees and other costs related to the program.  
i) Policies and procedures for student withdrawal, probation, suspension, and 


dismissal.  
j) Policies and procedures for refund of tuition and fees.  
k) Policies and procedures for processing student grievances. 
l) Policies addressing student employment in the profession while enrolled in the 


program.  
 


Evidence of Compliance: 


 Published program information related to a-l above. 
 
Interpretive Guideline: 
 The intent of the standard is that clear and accurate program information be readily 
available to the public.  CoARC Accreditation Policy 11.0 requires both sponsors and programs to 
be accurate in reporting to the public the program’s accreditation status and requires that 
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current students and applicants be informed, in writing, of both the current status and 
impending changes to that status. Publication of a program’s accreditation status must include 
the full name, CoARC program number, mailing address, website address, and telephone 
number of the CoARC. Programs with Provisional or Probationary Accreditation must follow 
specific disclosure requirements in Policy 11.0.  If a program is in the process of seeking 
accreditation from the CoARC, it must make no reference to accreditation status.   
 
  Because enrollment is limited by facility capacity, program admission criteria and 
procedures must ensure that the students selected have the potential to successfully complete 
the program. The program director, in cooperation with appropriate sponsor personnel, should 
establish admissions procedures which are non-discriminatory and ensure that students are 
made aware of all admission requirements, including pre-requisite coursework.  The program 
may also include, as additional evidence, ranking procedures or criteria for selection, minutes 
from admissions committee meetings, periodic analyses supporting the validity of established 
admission criteria and procedures, and results from sponsor research used to establish 
admission criteria or interpret admissions data and/or correlating these data with student 
performance. 
 
 The program must clearly publish pre-requisites, co-requisites, minimum grade point 
average, and required courses for each segment of the curriculum. 


 
Public Information on Program Outcomes 
 
DA5.3 A link to the CoARC published URL, where student/graduate outcomes for all programs 


can be found, must appear on the website of all CoARC accredited programs and must 
be available to all applicants and to the public. 


 
Evidence of Compliance: 


 The program’s web page showing the CoARC published URL. 
 
Interpretive Guideline: 
 The intent of this Standard is that outcomes information from all programs accredited by 
the CoARC be readily available so that potential students can use this information to assess 
programmatic quality when selecting a program. The program is expected to publish on its web 
site (or other program publications if no website is available) a link to the CoARC website 
(www.coarc.com/47.html) which provides outcomes data for all accredited programs, along 
with the following statement explaining the link: 
 
“Programmatic outcomes are performance indicators that reflect the extent to which the goals 
of the program are achieved and by which program effectiveness is documented.  Programmatic 
outcomes data reported on the CoARC website include:  
 
3-year time period being reported; 
Credentialing success on specialty examinations, if applicable; 
Attrition; 
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Overall Graduate Satisfaction; 
Professional Advancement; 
On-time Graduation Rate; 
Total number of program enrollees; 
Total number of program graduates; 
Maximum Annual Enrollment.” 
 
The program may supplement this information with concise and accurate evidence of the 
soundness of its operations and its overall effectiveness in meeting its mission.    
 


Non-discriminatory Practice 
 


DA5.4 All activities associated with the program, including personnel and student policies, 
student and faculty recruitment, student admission, and faculty employment practices, 
must be non-discriminatory and in accord with federal and state statutes, rules, and 
regulations.   


 
Evidence of Compliance: 


 Academic Catalog; 


 Institutional/Program policies; 


 Program’s technical standards.  
 
Interpretive Guideline:  
 The college catalog, website, and/or other published program information must include 
an official nondiscrimination statement and it must be clear that the program adheres to all 
applicable non-discrimination policies in regards to faculty employment and student admissions. 
 
DA5.5 Student grievance and appeal procedures must include provisions for both academic 


and non-academic grievances and a mechanism for evaluation that ensures due process 
and fair disposition.   


 
Evidence of Compliance: 


 Program’s appeal policy and procedures; 


 Record of complaints (if any) that includes the nature and disposition of each complaint. 
 
Interpretive Guideline: 
 The sponsor’s procedure for filing and responding to student grievances must be clearly 
published and applicable/ available to all students in the institution. 
 
DA5.6 Sponsor faculty grievance procedures must be applicable to, and made known to, all 


program faculty. 
 
Evidence of Compliance: 


 Sponsor’s faculty grievance policy and procedures. 
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Interpretive Guideline: 
 If the program has policies related to grievances in addition to those of the sponsor, the 
program is expected to document these and make them readily available to faculty. 
 
DA5.7 Programs granting advanced placement must document that students receiving 


advanced placement have: 
 a) Met program-defined criteria for such placement; 
 b) Met sponsor-defined criteria for such placement; and 
 c) Demonstrated appropriate competencies for the curricular components in which 


advanced placement is given.  
 
Evidence of Compliance: 


 Program’s policies and procedures related to advanced placement; 


 Student advanced placement and course equivalency documentation. 
 
Interpretive Guideline: 
 This Standard is only applicable to programs that offer advanced placement.  Program 
criteria for granting advanced placement may differ from course to course.  Documentation 
should include the records of students granted advanced placement, including the competencies 
assessed for such placement, and subsequent student performance in the program.  
 
 Programs that do not accept prior respiratory care education or work experience in lieu 
of required respiratory care course work and/or do not offer advanced placement should 
provide statements to these effects in published program information.  
 


Safeguards 
 
DA5.8 The health, privacy, and safety of patients, students, and faculty associated with the 


educational activities and learning environment of the students must be adequately 
safeguarded. 


 
Evidence of Compliance: 


 Compliance with the policies of all clinical sites as outlined in written formal 
agreements/ memoranda of understanding; 


 Published policies, from both the program and the clinical sites, showing that  
information addressing student exposure to infectious and environmental hazards is 
provided to students before they undertake any educational activities that would place 
them at risk; 


 Program policy on immunization of students based on current Centers for Disease 
Control recommendations for health professionals.  


 
Interpretive Guideline: 
 Policies and procedures should be in place to provide for a safe environment for 
students, patients, faculty and staff.  Policies related to infectious and environmental hazards 
should address methods of prevention; procedures for care and treatment after exposure, 
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including definition of financial responsibility; and the effects of infectious and environmental 
disease or disability on student learning activities.  
 


All individuals who provide patient care or have contact with patients should follow all 
standards of risk management, thus ensuring a safe and healthy environment.  Clinical site 
health, safety and security policies and requirements must be outlined in the agreement/MOU, 
and students must be informed of these in advance of their clinical experience at each site.  The 
program should establish and enforce a mechanism to ensure sufficient training in preclinical 
and clinical asepsis, infection risks/consequences, biohazard control and disposal of hazardous 
waste.  The program should also provide documentation that students have completed HIPAA 
training.  This could be training that the program, program sponsor, or clinical site provides.  
The confidentiality of information pertaining to the health status of individual students/faculty 
should be strictly maintained.  Additional examples of evidence of compliance may include 
immunization compliance records and declination forms. 
 
DA5.9  For programs providing clinical education as part of required coursework, students must 


be appropriately supervised at all times during their clinical education coursework and 
experiences.  Students must not be used to substitute for clinical, instructional, or 
administrative staff during clinical rotations.  Students shall not receive any form of 
remuneration in exchange for work they perform during programmatic clinical 
coursework. 
 


Evidence of Compliance: 


 Results of student course evaluations; 


 Work study contracts; 


 Program policies and procedures; 


 Affiliate contracts/agreements. 
 
Interpretive Guideline: 
 *This Standard is applicable only to programs that provide clinical education as part of 
required coursework.  


 
 Programs should include a service work statement in the program materials available to 
both students and clinical supervisors which states that respiratory care students must not be 
substituted for paid staff. This does not prohibit a paid/unpaid internship but is designed to 
ensure that students who opt to reinforce competencies and skill sets in this manner are 
adequately supervised, do not receive educational credits for this experience, and are not used 
simply as back-ups in the absence of the clinical site’s paid staff during clinical rotations. 
 
 Students with specific prior knowledge, experiences and skills may assist faculty in 
didactic and laboratory sessions by sharing their knowledge and skills with other students. 
However, students may not be the primary instructor or instructor of record for any component 
of the curriculum. 
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Academic Guidance 
 
DA5.10 The program must ensure that students have timely access to faculty and academic 


support services for assistance regarding their academic concerns and problems, 
regardless of location of instruction. 


  
Evidence of Compliance: 


 Program/institutional policies and procedures; 


 Documentation of advising sessions; 


 Faculty office hours schedules; 


 Results of the CoARC DA Student-Program Resource Surveys. 
 


Interpretive Guideline: 
 Academic support services are those services available to the program that help faculty 
and students, in any teaching/learning modality, including distance education, to achieve the 
expected outcomes of the program. These may include, but are not limited to, library, computer 
and technology resources, as well as advising, counseling, and placement services.  
 
 The intent of this Standard is that programs should offer developmental guidance for all 
students to help them with academic concerns, personal/social concerns and career awareness. 
Students may be served through individual and group counseling and classroom guidance 
lessons. Counseling services should be made available to help students deal with issues that are 
interfering with their ability to learn. There should be both formal and informal mechanisms in 
place for student mentoring and advocacy. The role of the program faculty in academic 
advisement and counseling should be defined and disseminated to students, and faculty should 
ensure that they are available when scheduled.  


 
Student and Program Records 
 
DA5.11 Records of student evaluations must be maintained securely, confidentially, and in 


sufficient detail to document learning progress, deficiencies and achievement of 
competencies.  These records must remain on file for at least five (5) years whether or 
not the student ultimately completes all requirements for graduation.   


 
Evidence of Compliance: 


 Hard copy or electronic student records of the following: 
a) Proof that the student has met applicable published admission criteria; 
b) Student evaluations; 
c) Records of remediation; 
d) Records of disciplinary action; 
e) Official transcripts. 
 


Interpretive Guideline: 
 The intent of this Standard is that unauthorized individuals, including students, should 
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not have access to confidential information of other students or faculty.  Student records must 
be kept for at least five calendar years.  Programs should check with their institution and its 
accreditor for policies or Standards that may require a longer time frame. 
 
 Programs must maintain records of student evaluations on all levels and their 
progression toward achievement of program requirements.  Student evaluation documentation 
must include copies of each evaluation instrument (e.g. exams, assignments, and lab and clinical 
competency check-offs) and each student’s score on each of these instruments (e.g. grade book 
or other records demonstrating competency).  Maintaining a copy of each evaluation 
instrument and then a spreadsheet grade book showing individual scores is sufficient evidence 
for compliance. 
 


Student records should include copies of all admission and acceptance letters, 
enrollment agreements and records documenting that the matriculated student has met 
program admission requirements.  Programs that offer conditional acceptance must also 
provide records of such conditions.  
 
DA5.12 Program records must provide detailed documentation of program resources and 


achievement of program goals and outcomes.  These records must be kept for a 
minimum of five (5) years. 


 
Evidence of Compliance: 


 Hard copy or electronic records of the following: 
a) CoARC DA Graduate Surveys; 
b) CoARC DA Student-Program and DA Personnel-Program Resource Surveys; 
c) Course syllabi; 
d) Clinical affiliate agreements and schedules; 
e) Advisory Committee meeting minutes; 
f) Program faculty meeting minutes; 
g) Current curriculum vitae of program faculty. 


 
Interpretive Guideline: 
  Program records must be kept for at least five calendar years.  Programs should check 
with their institution and its accreditor for policies or Standards that may require a longer time 
frame. 
 
 Program records include CoARC DA Graduate Surveys, CoARC DA Student-Program and 
DA Personnel-Program Resource Surveys.  Copies of all clinical affiliate agreements/MOUs and 
master clinical schedules must be kept on file.  Advisory Committee meeting minutes and 
records of all Advisory Committee electronic voting results must also be kept on file.  Minutes of 
scheduled faculty meetings must also be maintained and CVs of faculty must be updated at 
least annually. 
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APPENDIX A – GLOSSARY 
 
Throughout the Standards, terms that have specific definitions are noted below. 
 
NOTE:  Where terms are not defined, their definitions are at the discretion of the CoARC. 
 


Academic Catalog An official publication that describes the academic programs and 
courses offered by the institution. This may be published electronically 
and/or in paper format.  


Academic Policies Published rules that govern the operations of academic programs 
including, but not limited to, policies related to admission, retention, 
progression, graduation, grievance, and grading. 


Academic Support 
Services 


Services available to the faculty and students in all programs offered by 
the institution, applicable to any teaching/learning format, including 
distance education, which help programs achieve their expected 
outcomes. These include, but are not limited to, library, computer and 
technology resources and advising, counseling, and placement services. 


Accurately Free from error. 


Action Plan A plan developed to address a problem (outcomes, resources) in such a 
way that progress towards the solution can be determined.  At a 
minimum, an action plan should include methods, evaluation criteria 
and benchmarks, expected goals or outcomes, and timely re-
assessment.  


Adequate Allows the program to achieve its goals and outcomes. 


Administrative and 
Clerical Support 
Staff 


Administrative and clerical personnel provided to programs by their 
sponsor.  


Advanced placement A term used in higher education to place a student in a higher level 
course based on an evaluation of the student’s existing knowledge and 
skills.  Similar terms include: advanced standing, prior learning, prior 
coursework, and credit for life experiences. 


Affiliation 
Agreement 


A legally binding contract between a program’s sponsor and a clinical 
site providing all details of the interaction and the rights and 
responsibilities of both parties.  The agreement is must be signed by 
administrative personnel who have the legal authority to act on behalf 
of the involved parties.  A memorandum of understanding is slightly 
different but does the same thing. 


Affiliate (Clinical) Institutions, clinics, or other health settings not under the authority of 
the sponsor that are used by the program for clinical experiences.  


Annual Report of 
Current Status (RCS) 


A report in a format mandated by CoARC, providing current information 
regarding personnel, satellite, clinical affiliates, enrollment/ retention 
data and outcomes data from the prior academic year. 


Appropriately 
Credentialed 


Refers to an individual associated with a program who has the practice 
credential(s) (i.e. a state license, state certification or state registration) 
required to practice his/her specific health care or medical profession 
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within the state housing the program.  Appropriate credentialing is 
required for all program Key Personnel and for instructional faculty, 
whether or not the individual is in current practice. 


Assessment The systematic collection, review and analysis of information to evaluate 
student learning, educational quality, and program effectiveness.  


Base Program When a program sponsor has established a satellite program in addition 
to the original program, the base program is the one where the Key 
Personnel are based. 


Consortium A legally binding contractual partnership of two or more institutions (at 
least one of which is a duly accredited degree-granting institution of 
higher education) established to offer a program. Consortia must be 
structured to recognize and perform all the responsibilities and 
functions of a program sponsor. 


Clinical education 
experiences 


The acquisition of required clinical competencies in a patient care 
setting under the supervision of a qualified instructor.  


Communities of 
Interest 


Groups and individuals with an interest in the mission, goals, and 
expected outcomes of the program and its effectiveness in achieving 
them. The communities of interest include both internal (e.g. current 
students, institutional administration) and external constituencies (e.g. 
prospective students, regulatory bodies, practicing therapists, clients, 
employers, the community/public) constituencies.  


Competent The level of skill displaying ability or knowledge derived from training 
and experience. 


Competencies The measureable set of specific knowledge, skills, and affective 
behaviors expected of program graduates.  


Continued 
Professional Growth 


Maintenance and/or enhancement of faculty expertise using activities 
such as specialty certification or recertification; continuing education; 
formal advanced education; other scholarly activities such as research or 
publications. 


Credential Refers to a practice credential (i.e. a state license, state certification or 
state registration) that is required for the individual to practice his/her 
specific health care or medical profession within the state housing the 
program.  Where indicated, an appropriate credential is a required 
qualification of the program director, the director of clinical education, 
and instructional faculty whether or not the individual is in current 
practice.  


Curriculum Formally established body of courses and/or supervised practice 
rotations and learning experiences presenting the knowledge, 
principles, values and competencies offered by a program. 


Critical Thinking Active and reflective reasoning that integrates facts, informed opinions 
and observations to explore a problem and form a hypothesis and a 
defensible conclusion.  Accordingly, critical thinking transcends the 
boundaries of formal education. 


Distance Education Education that uses one or more technologies (i.e. internet, 
telecommunication, video link, or other electronic media) to deliver 
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instruction to students who have no physical access to the instructor 
and to support regular and substantive interaction between the 
students and the instructor, either synchronously or asynchronously.  
CoARC does not allow clinical education or the participation in clinical 
experiences to be delivered in a distance education format. 


Equivalent Comparable to.  


Expected Student 
Learning Outcomes 
(ESLOs) 


Assessment of the results of the educational process; a determination of 
the extent to which student skills are consistent with the goals of the 
program. 


Faculty (Program) The aggregate of individuals responsible for the design, implementation, 
instruction, and evaluation of the program and its curriculum.  In 
addition to Key Personnel, these individuals include all respiratory care 
program instructors who are employees of the program.  


Faculty (Clinical) Individuals who teach, supervise, or evaluate students in a clinical 
setting but who are not program faculty.   


Faculty, Individual/ 
Full-Time 


An employee of the program sponsor, assigned to teach the respiratory 
care program, who holds an appointment considered by that institution 
to be full-time.  


Goals Aims of the programs that are consistent with sponsor and program 
missions and reflect the values and priorities of the program.  Should a 
program decide to pursue an additional goal, it must develop a valid and 
reliable measurement system to assess its success in achieving this goal. 


Graduation Date The official date of graduation is the date posted by the registrar on the 
student’s transcript. 


In-depth Thorough knowledge of concepts and theories for the purpose of critical 
analysis and the synthesis of more complete understanding. 


Institutional 
Accreditation 


Pertains to the academic sponsor of the program.  Signifies that the 
institution as a whole is attaining mandated objectives in a manner 
acceptable to the institution’s accreditor. 


Instructional Faculty Individuals providing instruction or supervision during the didactic and 
clinical phases of the program, regardless of faculty rank or type of 
appointment. 


Inter-rater reliability A measure of the extent to which raters agree during evaluation of the 
same thing. 


Learning 
Environment 


Places, surroundings or circumstances where knowledge, 
understanding, or skills are acquired such as classrooms, laboratories 
and clinical education settings. 


Learning 
Experiences 


Curricular activities that substantially contribute to the development of 
a competent graduate.  Also referred to as educational experiences. 


Length of Study Duration of the program.  May be stated as total time (academic or 
calendar year(s)), or as the number of semesters, trimesters, or 
quarters. 


Mission A purpose statement defining the unique nature and scope of the 
sponsor or the program. 


Must Indicates an imperative.  







COMMISSION ON ACCREDITATION FOR     


      RESPIRATORY CARE 
  


2015 CoARC DA Standards Approved by Board– 3.21.15 Page 48 
 


Objectives Statements specifying knowledge, skills, or behaviors to be developed as 
a result of educational experiences. Objectives must be measurable. 


Outcomes Results, end products, or effects of the educational process. Outcomes 
include what the students demonstrated/accomplished and what the 
program achieved. 


Outcomes 
Assessment 


Comprehensive process for evaluating the results of programmatic 
efforts and student learning. 


Outcome 
Assessment 
Thresholds 


National, statistically based expectations for graduate success 
established by CoARC including pass rate on the credentialing 
examinations, attrition, job placement, graduate satisfaction, and on-
time graduation rate. 


Professional 
Development 


Activities that facilitate maintenance or enhancement of faculty 
expertise such as: specialty or recertification; continuing education; 
formal advanced education; research, publications, and other scholarly 
activities. 


Professional Service Academically-centered community service, based on the concept of 
service-learning or community-based learning.  Service-learning is a 
structured learning experience that combines community service with 
preparation and reflection. Students engaged in service-learning provide 
community service in response to community-identified concerns (e.g. 
smoking cessation, COPD screening, etc.) and learn about the context in 
which service is provided, the connection between their service and 
their academic coursework, and their roles as citizens. 


Proficient A level of skill beyond competency acquired through advanced training 
or when a particular activity is repeated frequently; a more efficient 
utilization of time to complete a process. 


Program An organized system designed to provide students with the opportunity 
to acquire the competencies needed to participate in the respiratory 
care profession. 


Program Outcomes Performance indicators that reflect the extent to which the goals of the 
program are achieved and by which program effectiveness is 
documented.  Outcomes include but are not limited to: program 
completion rates, job placement rates, certification pass rates, and 
program satisfaction. 


Program 
Improvement 


The process of utilizing results of assessments and analyses of program 
outcomes to validate and revise policies, practices, and curricula as 
appropriate. 


Progress Report The program response to an official inquiry from CoARC related to one 
or more specific deficiencies.  The response must clearly describe how 
the program has addressed these deficiencies (the action plan) and both 
how and when it will determine the effectiveness of the plan. 


Prospective 
Students 


Individuals who have requested information about the program or 
submitted information to the program. 


Published Publicly available in written or electronic format. 
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Readily available Accessible to others in a timely fashion via defined program or 
institution procedures. 


Remediation The program’s defined process for addressing deficiencies in a student’s 
knowledge and skills, so that the correction of these deficiencies can be 
ascertained and documented. 


Resource 
Assessment Matrix 
(RAM) 


A document developed by the CoARC that programs must use for on-
going resource assessment.  The matrix evaluates all mandated 
resources in a set format which includes:  purpose, measurement 
system, dates of measurement, results and analysis, action plans and 
follow-up. 


Sponsor A post-secondary academic institution, accredited by a regional or 
national accrediting agency recognized by the U.S. Department of 
Education (USDE), or a group of institutions (consortium-see previous 
definition), that is/are responsible for ensuring that its program meets 
CoARC Standards. 


Standards The Accreditation Standards for Degree Advancement Programs in 
Respiratory Care as established by the CoARC from time to time. 


Student A graduate of a CoARC-accredited entry into respiratory care 
professional practice degree program who is enrolled in a CoARC-
accredited degree advancement respiratory care program. 


Substantive change A significant modification of an accredited program. The process for 
reporting substantive changes is in the CoARC Accreditation Policies and 
Procedures Manual.  


Sufficient Adequate to accomplish or bring about the intended result. 


Teaching and 
Administrative 
Workload 


Quantification of faculty responsibilities.  Categories frequently used are 
teaching, advisement, administration, committee activity, research and 
other scholarly activity, and service/practice. 


Technical Standards The physical and mental skills and abilities needed to fulfill the academic 
and clinical requirements of the program. The standards promote 
compliance with the Americans with Disabilities Act (ADA) and must be 
reviewed by institutional legal counsel. 


Timely Without undue delay; as soon as feasible after due consideration. 


Understanding Adequate knowledge with the ability to apply appropriately. 
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Purposes of Programmatic Accreditation
 Hold programs accountable to the community of interest — the 
profession, consumers, employers, students and their families, 
practitioners— and to one another by ensuring that program goals 
and outcomes are appropriate to prepare individuals to fulfill their 
expected roles;


 Evaluate the success of a program in achieving its goals and 
outcomes; 


 Assess the extent to which a program meets accreditation 
standards;


 Inform the public of the purposes and values of accreditation and 
to identify programs that meet accreditation standards. 


 Foster continuing improvement in programs — and, thereby, in 
professional practice.


www.coarc.com


www.coarc.com


Program Numbers by CoARC Level as of April 1, 2015 (n=446)


200‐level 
(base programs)


300‐level 
(U.S. satellites)


400‐level 
(PSG Add‐on)


Continuing  Accreditation 378 16  7


Initial  Accreditation N/A N/A N/A


Probationary Accreditation 13 0 0


Provisional  Accreditation 25 0 0


Inactive Accreditation 2 0 0


Approval of  Intent 3 0 2


Letter of Intent 0 0 0


Total # of Associate Degree Programs 373 (85.3%)


Total # of Baccalaureate Degree Programs 61(14%)


Total # of Master’s Degree Programs 3 (0.7%)
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Reports on Accreditation Data
 As of March 2015, the following data is now reported on CoARC’s 
web site (www.coarc.com/47.html) as an aggregate for the three 
previous reporting years (2011‐13) from the 2014 RCS: 


 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 link to an interactive map of 
all CoARC programs and related program information as of 
December 31, 2014.


www.coarc.com


2014 Report on Accreditation
The 2014 Report on Accreditation in 
Respiratory Care Education provides: 


• descriptive statistics of CoARC 
Programs as of 12/31/14; 


• accreditation actions taken in 2014; 


• aggregated statistics of graduate, 
enrollment, and outcomes data for 
the 2014 RCS  as well as data related 
to AARC 2015 and Beyond;


• The report is available for download 
at www.coarc.com.


Report on Accreditation Highlights


• A majority (52.5%) of PDs have earned a master’s degree, with 34% 
having a baccalaureate and 13% having a doctorate;


• Total applications decreased by 12.9% between 2011 and 2013.


• Total new enrollments decreased by 5.3% compared to 2012.  
However, new enrollments increased by 7.9% for baccalaureate 
programs, and by 14.8% for master’s programs.


• Total graduates decreased by 3.8% compared to 2012.  This was the 
first decrease in total graduates observed over the past 5 years.
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Report on Accreditation Highlights
• The mean attrition rate remained at 19.1% with 12 programs above 


the 40% threshold;   


• The mean placement rate decreased by 0.7% to 84.6% with 39 
programs below the 70% threshold;   


• The mean CRT credentialing success increased by 0.6% to 92.4% 
with 39 programs below the 80% threshold; BS programs had a 
higher mean (96.3%) than AS programs (91.8%); 


• The mean RRT credentialing success increased by 4.5% to 67.9% 
with BS programs having a higher mean (82.3%) than AS programs 
(65.5%);


• 86 ASRC programs and satellites (including 49 at a 4‐Year College/ 
University) are capable of offering a baccalaureate entry program.


RC Programs with Job Placement Below 70% CoARC Threshold 
(based on 2014 RCS)
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Red = No programs in that state (17)


Green = Entry Only
Blue = DA Only
Purple = Both Types


2015 Annual Report of Current Status


 The 2015 RCS due date remains July 1st;


 The data collected for the 2015 RCS will focus on the 
reporting years for 2012, 2013, and 2014 (i.e., outcomes 
data from January 1, 2012 thru December 31, 2014);


 The validation and review of the 2015 Annual Report of 
Current Status (RCS) will be completed in September.


www.coarc.com
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On‐Time Graduation Rate Threshold


 Defined as the Total #of On‐time graduates divided by 
the total number of graduates. This is calculated as the 
number of students who graduate with their enrollment 
cohort (i.e., within thirty (30) days of their expected 
graduation date) divided by the total number of students 
who graduated on‐time and students who graduated 
after the expected graduation date. 


 The 70% threshold will be effective with the submission 
of the 2015 Annual Report of Current Status due July 1st.


www.coarc.com


Revised CoARC Policies and Procedures
(effective January 1, 2015)


www.coarc.com


 International programs eliminated from scope of 
accreditation;


 Initial Accreditation status has been eliminated;  


 All programs and options (degree tracks, satellites, and sleep) 
will have a self‐study and site visit prior to each accreditation 
status change;


 CoARC program ID numbers must be added to the status 
disclosure of a program,


 For full details of policy changes, visit www.coarc.com/31.html


2015 Entry Standards Timeline


www.coarc.com


 Entry Standards endorsed by AARC, ATS, ASA, and ACCP and become 
effective June 1, 2015; 


 CoARC is currently updating self‐studies, surveys, applications, and 
other documents related to the revised Standards;


 Webinars will be provided to key personnel and site visitor retraining 
on implementing the revised Standards (November 2014 – July 
2015);


 CoARC will begin assessing compliance with the new Standards as 
part of the annual report of current status process (July 2015).  
Programs with self‐studies due on or after November 1, 2015 will be 
required to demonstrate compliance with the 2015 Standards.
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Definition of Degree Advancement


www.coarc.com


 A degree advancement program is an educational program 
designed specifically to meet the needs of the practicing 
respiratory therapist who, having already completed an 
accredited respiratory care program with an earned entry 
into respiratory care professional practice degree wish to 
obtain advanced training in Respiratory Care.


 The Degree Advancement Standards are designed to 
recognize the competencies and value‐added above and 
beyond the entry into respiratory care professional practice
degree.


2015 DA Standards Timeline


 Following March 2015 CoARC Board meeting:


 Final draft approved by Board and sent to AARC, ATS, ASA, and 
ACCP for endorsement;


 Anticipate endorsed DA Standards by June 1, 2015;


 CoARC will be developing self‐studies, surveys, applications, and 
other documents related to the new Standards;


 Anticipate accepting applications by mid‐August 2015; 


 Provide webinars to key personnel and site visitor retraining on 
implementing the Standards (July 2015 – November 2015).


Definition of an APRT


www.coarc.com


 Advanced practice respiratory therapists (APRTs) 
function as mid‐level providers, who assess patients, 
develop care plans, order and provide care and 
evaluate and modify care based on the patient's needs 
and response to therapy. The APRT will provide and 
direct care under the guidance of a supervising 
physician, often directed by clinical protocols.
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2015 APRT Standards Timeline


www.coarc.com


 Approved Standards sent to the AARC, ATS, ASA, and ACCP for 
endorsement in early January;  AARC endorsed APRT Standards on 
2/18/15.


 APRT Standards became effective on 3/21/15;


 CoARC will be developing application and self‐study/site visit 
documentation in spring 2015;


 CoARC will review, discuss, and approve APRT documentation by mid 
2015;


 Anticipate accepting APRT applications by mid 2015.


CoARC Announces Two New Awards 
Through Lambda Beta Honor Society


 George G. Burton, MD Student Educational Research 
Scholarship


 Supports up to $2,000 for educational or accreditation 
research/scholarship by a student in a CoARC‐accredited program.


 Louis Sinopoli, PhD, RRT, FAARC Faculty Educational Research 
Fund


 Supports up to $2,000 for educational or accreditation research by 
a faculty member (or members) of a CoARC‐accredited program (or 
programs).


 Further details about eligibility, criteria, and the application 
process will be available through the Lambda Beta Society soon.


2014 Review of Credit Hours


Number of Programs Where Info Could Not Be Found 42


Number of Programs Where Info Was Not Provided in Credit 
Hours 


7


Average Number of Credit Hours for the Associate Degree  
(n=338) 


77


Average Number of Credit Hours for the Baccalaureate Degree 
(n=57) 


123


Average Number of Credit Hours for the Master’s Degree (n=2) 36


Average Number of Credit Hours for the Sleep Certificate (n=5) 9


The following findings part of CoARC’s recent audit of program’s 
compliance with disclosure requirements:


CoARC’s will be conducting a follow‐up audit as part of its review of 
the 2015 RCS submission.
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 The new NBRC Therapist Multiple Choice (TMC) admissions 
policies require the applicant to “be a graduate and have a 
minimum of an associate degree issued by the sponsoring 
educational institution.” 


 Both CoARC and the NBRC have a mutually‐agreed upon 
definition of the point at which a student is considered a 
graduate (and therefore can apply to the TMC Examination). 


 For RCS reporting purposes, programs must record the actual 
graduation date for each student in the Student Profile section 
of the RCS (as opposed to when the student completes the 
program, for example). 


Definition of Graduation


2014 Presentations and Webinars


 Summer Forum Pre‐Course:
 Outcomes Measures: Not Just a CoARC Requirement


 Succession Planning for Respiratory Care Education Programs


 Summer Forum Topics:
 Succession Planning for Key Personnel


 Articulation Agreements


 Interprofessional Education


 Planned Webinar Topics (dates TBD):
 New Entry, DA, and APRT Standards


 Rubrics for competency evaluations


www.coarc.com


18th Annual Dr. H. Fred Helmholz, MD Education 
Lecture Series at the 2015 AARC Summer Forum


Professional Volunteerism


Presenter:


Kerry George, MEd, RRT, FAARC
Des Moines, IA


www.coarc.com
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Upcoming CoARC Board Meetings


July 12‐14, 2015
Phoenix, AZ


November 19‐21, 2015
Bedford, TX


March 10‐12, 2016
Bedford, TX


www.coarc.com
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ARTICLE I 
NAME, AFFILIATION AND BOUNDARIES 


 


SECTION 1. NAME AND AFFILIATION 
This organization shall be known as the Indiana Society for Respiratory Care, hereinafter 
referred to as the Society, a chartered affiliate of the American Association for Respiratory 
Care, hereinafter referred to as the AARC, which is incorporated under the General Not for 
Profit Corporation Act of the State of Illinois. This Society shall abide by the rules and 
regulations of the AARC as promulgated from time to time. 


 


SECTION 2. SOCIETY AND CHAPTER BOUNDARIES 
The area included within the boundaries of this Society shall be the boundaries of the State of 
Indiana. The Society shall be divided into geographic Chapters, as determined by the Board of 
Directors. 


 


ARTICLE II 
MISSION 


 


SECTION 1. MISSION STATEMENT 
The mission of the Indiana Society for Respiratory Care is to provide proactive leadership in 
the delivery of respiratory care and promote professionalism among respiratory care 
practitioners. 


 


SECTION 2. PURPOSE 
a. To encourage and develop on a regional basis educational programs for those persons 


interested in the field of respiratory care. 
b. To advance the science, technology, ethics and art of respiratory care through regional 


institutes, meetings, lectures and the preparation and distribution of a newsletter and other 
material. 


c. To facilitate cooperation among respiratory care practitioners and the medical profession, 
hospitals, service companies, industry and other agencies within the state interested in 
respiratory care. 


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


 


SECTION 3. INTENT 
a. No part of the net earnings of the Society shall inure to the benefit of any private member or 


individual, nor shall the corporation perform particular services for individual members thereof.  
b. Distribution of the funds, income, and property of the Society may be made to charitable, 


educational, scientific or religious corporations, organizations, community chests, foundations 
or other kindred institutions maintained and created for one or more of the foregoing purposes 
if at the time of distribution the payees or distributees are exempt from income taxation under 
the provisions of Section 501, 2055, and 2522 of the Internal Revenue Code, or any later or 







other sections of the Internal Revenue Code which amend or supersede the said sections. 
 


SECTION 4. ETHICS 
a. This Society shall not commit any act which shall constitute unauthorized practice of medicine 


under the laws of the State of Illinois in which the parent Association is incorporated, or of the 
state of Indiana. 


b. Compliance with the AARC Bylaws and the Society’s Bylaws are required for Society 
membership. If the conduct of any Society member shall appear, by report of the Society or 
the AARC Judicial Committee, to be in willful violation of the Bylaws or standing rules of this 
Society or the AARC, or prejudicial to this Society's interests as defined in the AARC Code of 
Ethics, the Board of Directors may, by a two-third (2/3) vote of its entire membership, suspend 
or expel such a member. All such suspension or expulsion actions shall be reported 
immediately to the AARC Judicial Committee. 


 


ARTICLE III 
MEMBERSHIP AND ASSESSMENTS 


 


SECTION 1. CLASSES 
The membership of this Society shall include four [4] classes: Active, Associate, Student, and 
Special, as defined in Article III of the AARC Bylaws. 


 


SECTION 2. ASSESSMENTS 
The Society shall have the right to assess dues for all classes of membership, except for 
individuals who have been awarded Life or Honorary membership by the AARC. Dues for 
membership to the Society may be established by the Board of Directors.  


 


ARTICLE IV 
CHAPTER ORGANIZATION 


 


SECTION 1. CHAPTER ORGANIZATION 
a. Chapter boundaries shall be by counties only, as determined by the Board of Directors. 
b. Membership in a Chapter shall be determined by mailing address. 
c. The internal organization of the Chapters, except where in conflict with these Bylaws, shall not 


be the concern of this document.  
 


SECTION 2. CHAPTER ACTIVITIES 
a. The activities of each Chapter shall be directed by two (2) elected Directors. 
b. Each Chapter organization shall be encouraged to expand the membership of the AARC, 


promote participation of members in the Society’s governance, and develop educational 
activities and such other activities as are consistent with the Articles of Incorporation of these 
Bylaws. 


 
 







ARTICLE V 
BOARD OF DIRECTORS AND OFFICERS 


 


SECTION 1. COMPOSITION AND POWERS 
a. The executive government of this Society shall be vested in a Board of Active Members 


comprised of Officers and Directors  
b. The Board of Directors shall have the power to declare an office vacant by a two-thirds (2/3) 


vote, upon refusal or neglect of any member of the Board to perform the duties of that office, 
or for conduct it deems prejudicial to the Society. Written and/or electronic notice shall be 
given to the member that the office has been declared vacant. 


 


SECTION 2. DUTIES OF THE BOARD OF DIRECTORS 
a. Supervise all business and activities of the Society within the limitations of these Bylaws. 
b. Adopt and rescind standing rules of the Society. 
c.  Determine remuneration, stipends, the amount of membership dues and other related 


matters, after consideration of the budget. 
d. Elect a Medical Advisor or Advisors. 


 


SECTION 3.  OFFICERS 
The officers of the Society shall be: President, President-Elect or Past President, Secretary, 
Treasurer and the Society Delegate serving the second (2nd) biennium of his or her term. The 
offices of President-Elect and Past President shall not be occupied concurrently. 


 


SECTION 4. DIRECTORS 
There shall be two Directors from each Chapter. 


 


SECTION 5.  SOCIETY DELEGATES 
a. There shall be two (2) Delegates to the AARC, elected in alternating bienniums. 
b. The Society Delegate serving the second (2nd) biennium of his or her term shall be a voting 


member of the Board of Directors. The Delegate serving the first (1st) biennium of his or her 
term shall be a non-voting member of the Board of Directors. 


c. The Society Delegate shall not serve more than two (2) consecutive terms in the same office. 
 


SECTION 6. TERM OF OFFICE 
a. The term of office for Society officers shall be for two (2), years, except the Society Delegate, 


whose term of office shall be four (4) years, and the Past-President and President Elect, 
whose terms of office shall be one (1) year. The term shall begin immediately following the 
annual business meeting. The President shall not serve more than one (1) consecutive term in 
the same office. The Secretary and Treasurer shall not serve more than two (2) consecutive 
terms in the same office. An individual may not concurrently hold more than one position on 
the Board of Directors. 


b. The term of office for Directors shall be two (2) years, and shall begin January 1st following the 
annual election. immediately following the annual business meeting. A Director shall not serve 
more than two consecutive terms. 







 
 


SECTION 7. VACANCIES IN OFFICE 
a. In the event of a vacancy in the office of President, the President-Elect or immediate Past-


President shall assume the duties of the President to serve the unexpired term. If the 
President Elect becomes Acting President, he or she shall also serve his or her own 
successive term as President. 


b. In the event of a vacancy in the office of President-Elect, the Society Delegate serving the first 
(1st) biennium of his or her term shall assume the duties, but not the office, of President-Elect, 
as well as those of the Society Delegate, until the next regularly scheduled election. 


c. In the event of a vacancy in the office of Past-President, the Society Delegate serving the first 
biennium of his or her term shall assume the duties, but not the office, of Past President, as 
well as those of the Society Delegate. 


d. In the event of a vacancy in the office of Secretary, the Treasurer shall assume the duties, but 
not the office, of Secretary, as well as those of Treasurer, until the next scheduled election. 


e. In the event of a vacancy in the office of Treasurer, the Secretary shall assume the duties, but 
not the office, of Treasurer, as well as those of Secretary, until the next scheduled election. 


f. In the event of a vacancy in the office of Society Delegate, the President Elect or Past 
President shall assume the duties, but not the office, of Delegate, as well as those of 
President Elect or Past President. If the vacancy is that of the Delegate serving the second 
(2nd) biennium of his or her term, the President Elect or Past President shall complete the 
term of the Delegate. If the vacancy is that of the Delegate serving the first (1st) biennium of 
his or her term, the Society membership shall, at the next scheduled election, elect an 
individual to complete the term of the vacated Delegate. 


g. In the event of a vacancy in the office of Director, the Board of Directors shall, at the next 
scheduled meeting, appoint a qualified member of the Society to serve as Director until the 
next scheduled election. 


 


SECTION 8. DUTIES OF OFFICERS 
a. President – The President shall be the chief executive officer of the Society. The President 


shall preside at all meetings of the board of Directors; 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) days prior to each meeting. The President shall prepare an agenda for the annual 
business meeting and submit it to the membership not fewer than thirty (30) days prior to 
the meeting, in accordance with Article VIII of these bylaws. The President shall present to 
the Board of Directors and membership an annual report of the Society activities, and 
appoint standing and special committees, subject to the approval of the Board of Directors. 
The President shall Chair the Executive Committee; serve as an ex-officio member of all 
committees except the Nominations and Elections Committee. The President shall appoint 
a Society Parliamentarian and a Society Medical Director, in accordance with Article VI of 
these Bylaws. The President shall be a signatory on all accounts.  


b. President-Elect – The President-Elect shall become Acting President and shall assume the 
duties of the President in the event of the President's absence, resignation or disability, 
and will continue to carry out the duties of the President-Elect. The President-Elect shall 
chair or serve on Committees, and shall perform such other duties as shall be assigned by 
the President or the Board of Directors. The President-Elect shall serve on the Executive 
Committee, and may be a member of the Society’s delegation to the AARC. The President-
Elect shall prepare objectives for various committees that will be under the President's 
direction during his or her term as President. The President-Elect shall be a signatory on all 
accounts. 







c. Past President – The Past President shall assume the duties but not the office of the 
President in the event of the President's absence, resignation or disability, and will 
continue to carry out the duties of the Past President. The Past President shall chair or 
serve on Committees, and shall perform such other duties as shall be assigned by the 
President or the Board of Directors. The Past President shall serve on the Executive 
Committee, and may be a member of the Society’s delegation to the AARC. The Past 
President shall be a signatory on all accounts.  


d. Treasurer – The Treasurer shall have charge of all funds and securities of the Society, 
endorse checks, notes or other orders for payment of bills, disburse funds as authorized by 
the Board of Directors and/or in accordance with the adopted budget, and deposit funds as 
the Board of Directors may designate. The Treasurer shall see that full and accurate 
accounts are kept, and make a written year-to-date financial report at each meeting of the 
Board of Directors. The treasurer shall serve as a member of the Executive Committee, 
and chair or serve on other Committees as assigned by the President or the Board of 
Directors. At the expense of the Society, the Treasurer shall be bonded in an amount 
determined by the Board of Directors. The Treasurer will be a signatory on all accounts.  


e. Secretary – The Secretary shall have charge of keeping the minutes of the Board of 
Directors meetings, and will submit a copy of the minutes of every meeting of the governing 
body and other business of the Society to the Executive Office of the AARC within ten (10) 
days following the meeting. The secretary shall submit a synopsis of Board minutes to the 
Public Relations Committee. The Secretary shall execute the general correspondence and 
affix the corporate seal on documents so requiring, and in general, perform all duties as 
from time to time shall be assigned by the President or the Board of Directors. The 
Secretary shall serve as a member of the Executive Committee, and chair or serve on 
other Committees as assigned by the President.  


f. Society Delegate – The duties of the Society Delegates shall be as specified in the Bylaws 
of the AARC and otherwise directed by the AARC. The Society Delegates shall represent 
the interests of the Society in the AARC House of Delegates, and serve on AARC House of 
Delegates committees as assigned by the Speaker of the House of Delegates. The Society 
Delegates shall chair or serve on ISRC committees as assigned by the President or the 
Board of Directors. The Society Delegate serving the second (2nd) biennium of his or her 
term shall serve as a member of the Executive Committee. In the absence of the Delegate 
serving the second (2nd) biennium of his or her term, the Delegate serving the first (1st) 
biennium of his or her term shall assume the responsibilities of the absent delegate. 


 
SECTION 9. DUTIES OF DIRECTOR 


Directors shall represent the needs and opinions of the Chapter members through Board votes 
and discussions, and communicate all appropriate state and national respiratory care related 
information to Chapter members, and assure opportunities for member feedback. Directors 
shall maintain a network of Chapter members to advance the legislative and other Society 
initiatives. Directors shall promote AARC membership, and act as a role model to member and 
non-member practitioners. Directors shall assist the Society Education Committee in 
developing programs to meet the educational needs of Chapter members, and chair or serve 
on committees as appointed by the President or the Board of Directors. 


 


SECTION 10. BUSINESS MEETINGS 
a. The Society shall hold an annual business meeting within the last 60 days of each fiscal 


year.  
b. The Board of Directors shall meet immediately preceding and/or immediately following the 


annual business meeting of the Society and shall not hold fewer than three (3) additional 







regular and separate meetings during the calendar year. 
c. Special meetings of the Board of Directors shall be called by the President at such times as 


the business of the Society shall require, or upon written request of at least fifty (50) 
percent of the members of the Board of Directors filed with the President and Secretary of 
the Society. 


d. The date and place of business meetings shall be decided in advance by the Board of 
Directors. Notice of the time and place of business meetings shall be published in the 
Society newsletter and on the Society’s Web Page. In the event of a major emergency the 
Board of Directors shall cancel the scheduled meeting, set a new date and place if feasible, 
or, if necessary, conduct the business by e-mail or electronic transmission, provided the 
material is sent in the same words to the voting membership of the Board of Directors.  


e. The purpose of business meetings shall be to receive reports of officers and committees, 
and other business brought by the President or Board Members. In addition, the purpose of 
the annual business meeting shall be to receive the President’s annual report, and certify 
the results of annual elections. 


f. A majority of the voting Board of Directors shall constitute a quorum at any meeting of the 
Board. 


g. The rules contained in Robert's Rules of Order Revised shall govern whenever they are not 
in conflict with the Bylaws of the Society or the AARC.  


h. The fiscal year of this Society shall be from January 1 through December 31. 
 


SECTION 11. ELECTRONIC VOTE 
Whenever, in the judgment of the Board of Directors, it is necessary to conduct business prior 
to the next scheduled meeting, the Board of Directors may conduct a vote by e-mail or 
electronic transmission, in accordance with the Board Policy on electronic voting. The question 
thus presented shall be decided by a majority of the votes received by the Secretary, provided 
that a majority of voting members of the Board of Directors submit votes.  


 


ARTICLE VI 
SOCIETY MEDICAL ADVISOR 


 
a. The Society shall have at least one (1) Medical Advisor who shall conform to Article X, Section 


3 of the AARC Bylaws. The Medical Advisor(s) shall be appointed by the Society President 
and approved by the Board of Directors. 


b. The Medical Advisor(s) shall be available to each Committee as an advisor and participate in 
Committee meetings as requested by the chairperson of the Committee. The Medical 
Advisor(s) participation on any Committee is without vote due to Associate membership 
status. 


c. The Medical Advisor(s) shall not hold office in the Society or be chairperson of any 
Committees. The Medical Advisor is encouraged to be a member of the AARC. 


d. Duties of the Medical Advisor(s) include: 
1. Attend Society business meetings; 
2. Attend or send a qualified alternate to Society functions; 
3. Assist in the selection and recruitment of speakers for educational programs; 
4. Review state legislative activities concerned with respiratory care. 


 
 
 







ARTICLE VII 
COMMITTEES 


 


SECTION 1. STANDING COMMITTEES 
The Standing Committees of the Society shall be: Executive, Government Affairs, Education, 
Public Relations, Nominations and Elections, and Strategic Planning. With the exception of the 
Executive Committee and Nominations and Elections Committee, the Chairperson of each of 
these Committees shall be appointed by the President, subject to the approval of the Board of 
Directors, to serve for a term of one (1) year. 


 


SECTION 2. SPECIAL COMMITTEES AND OTHER APPOINTMENTS 
Special committees may be appointed by the President, subject to the approval of the Board 
of Directors. 


 


SECTION 3. COMMITTEE CHAIRPERSON'S DUTIES 
a. The chairperson of each committee shall perform those duties specified by the President and 


the Board of Directors to carry out the strategic plan of the Society. 
b. The chairperson of each committee shall select and confer promptly with the members of the 


committee on work assignments. 
c. The committee chairperson of the previous year shall serve as a member of each committee. 
d. Non-members may be appointed as consultants to committees. 
e. Each committee chairperson shall provide a written report of committee activities to the Board 


of Directors prior to each Board meeting.  
f. Each committee chairperson requiring operating expenses shall submit a budget request for 


the next fiscal year to the President by November 30th.  
 


ARTICLE VIII 
DUTIES OF COMMITTEES 


 


SECTION 1. EXECUTIVE COMMITTEE 
a. This Committee shall be chaired by the President. 
b. This Committee shall consist of the President, President-Elect or Immediate Past President, 


Secretary, Treasurer and Society Delegate serving the second (2nd) biennium of his/her term.  
c. This Committee shall have the power to act for the Board of Directors between meetings of the 


Board of Directors; such actions shall be subject to ratification by the Board at its next 
meeting.  


d. This Committee shall propose an annual budget for approval by the Board of Directors at the 
first scheduled meeting of the new Board. 


e. This Committee shall receive and prepare all amendments to the Bylaws for submission to the 
Board of Directors. The committee may also initiate such amendments. 


 
 
 







SECTION 2.  GOVERNMENT AFFAIRS COMMITTEE 
a. This Committee shall be chaired by a member of the Society. 
b. This Committee shall be composed of ISRC members, preferably representing the various 


geographic areas of the state 
c. This Committee shall monitor and report to the President and Board all state and federal 


legislative activities related to the profession of respiratory care, and health care professions 
outside the field of respiratory care that might impact the respiratory care profession. 


d. This Committee shall direct all Society legislative activities related to respiratory care.  
e. This Committee shall review formal, written complaints against any individual Society member 


charged with any violation of the Society Bylaws or otherwise with any conduct deemed 
detrimental to the Society or the AARC. The committee shall conduct a review of the charges 
in accordance with established policies and procedures. Results of the Committee’s review 
shall be passed on to the Board of Directors for final resolution. Complaints or inquiries may 
be referred to this Committee by the Judicial Committee of the AARC. 


 


SECTION 3. NOMINATIONS AND ELECTIONS COMMITTEE 
a. This Committee shall be chaired by a member of the Board of Directors. 
b. This Committee shall consist of at least four (4) members as approved by the Board of 


Directors (including the chairperson). 
c. It shall be the duty of this Committee to make the critical appraisal of candidates to see that 


the nominations are in the best interests of the AARC and the Society through consideration of 
personal and professional qualifications and geographical representations as applicable.  


d. This Committee shall prepare the ballot and conduct the election in accordance with Article IX 
for all elections held during the calendar year. 


 


SECTION 4. EDUCATION COMMITTEE 
a. This Committee shall be chaired by a member of the Society. 
b. This Committee shall consist of Society members experienced in program and education 


planning. It is desirable that one Director from each geographic chapter be a member of this 
committee. The Medical Advisor(s) or his or her designate will be a consultant member of this 
Committee. 


c. It shall be the duty of this Committee to plan and execute educational programs, including the 
annual state seminar, and will act to assist the Directors in developing local and regional 
educational programs. 


d. Representatives to the Region II for Respiratory Care Committee will be responsible for 
communicating Committee activities to the Education Committee and the ISRC Board of 
Directors. 


 


SECTION 5.  PUBLIC RELATIONS COMMITTEE 
a. This Committee shall be chaired by a member of the Society. 
b. It shall be the duty of this Committee to promote respiratory care and the Society to the public 


and other organizations, by overseeing the publication of the Society newsletter, maintain the 
Society web site on the Internet, and oversee the activities of the Respiratory Care Initiative 
student recruiting program. 


c. This Committee shall recognize individuals and/or groups for their contributions or 
achievements in respiratory care or the Society through Society approved awards.  


 







SECTION 6. STRATEGIC PLANNING COMMITTEE 
a. This Committee shall be chaired by a member of the Society. 
b. This Committee shall consist of Society members including the President, President Elect 


or Past President, Society Delegate serving the final two years of his/her term at least two 
(2) Directors, and other Society members as deemed appropriate. 


c. This Committee shall create a shared vision to promote the future of respiratory care and 
the Society, and assure that the Society’s activities strive toward accomplishing the mission 
of the Society. 


 


ARTICLE IX 
NOMINATIONS AND ELECTIONS 


 


SECTION 1. NOMINATIONS 
a. The Nominations and Elections Committee shall annually place in nomination the names of 


persons for each office which will be vacant in the following year. 
b. Only Active Members of the Society in good standing shall be eligible for nomination. 


 


SECTION 2. BALLOT 
a. The Nominations and Elections Committee shall provide a pertinent biographical sketch of 


each nominee's professional activities and services to the organization which shall accompany 
the ballot when provided to members. 


b. The ballot shall be so designed with provisions for write-in votes for each office 
c. The ballot and biographical sketches shall be provided to every Active Member in good 


standing, either by mail or electronically, at least sixty (60) days prior to the annual business 
meeting. Returned ballots must be received at least thirty (30) days before the annual 
business meeting. The deadline date shall be clearly indicated on the ballot. 


 


SECTION 3. BALLOT COUNTING 
The Nominations and Elections Committee shall select an independent accountant for the 
purpose of ballot receipt, verification and counting. The election results shall be reported by 
the accountant to the Chair of the Nominations and Elections Committee no more that twenty 
(20) days after the election deadline. The results of the election shall be announced to all the 
candidates prior to the annual business meeting. Nominees shall not be present when the 
ballots are counted. 


ARTICLE X 
AMENDMENTS 


 
These bylaws may be amended by a majority vote of the Board of Directors, approval by the AARC 
Bylaws Committee and the AARC Board of Directors, and mail electronic vote of the Society 
membership by a two-thirds (2/3) majority of those voting. The amendment shall become effective 
upon ratification of the Society membership. 
 
 
Revised 7/21/2010 1/16/2015 
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